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Chapter 1: Introduction 

1.1 Background and Significance 

Alcohol use and substance abuse remain pervasive issues with profound public health 

implications. Alcoholism, often referred to clinically as alcohol use disorder, is generally 

defined as a chronic disease characterized by compulsive alcohol use, loss of control 

over intake, and negative emotional states when not drinking (American Society of 

Addiction Medicine, 2019). In other words, an “alcoholic” continues to drink despite 

significant dysfunction and harm. Substance abuse is typically defined as a pattern of 

harmful use of any substance (drug or alcohol) for mood-altering purposes, leading to 

significant impairment or distress (Verywell Mind, 2024). Notably, the term “substance 

abuse” has been deemphasized in recent years due to stigma – current diagnostic 

manuals use substance use disorder (SUD) to encompass a spectrum of problematic 

use (American Psychiatric Association, 2022). Dependency usually refers to the 

Test Question
1. How is alcoholism (alcohol use disorder) generally defined?�A: A chronic disease characterized by compulsive use, loss of control, and negative emotional states when not drinking.



physical or psychological reliance on a substance. Physical dependence is marked by 

tolerance (needing more of the substance to achieve the same effect) and withdrawal 

symptoms if use is reduced, whereas psychological dependence involves an emotional–

mental preoccupation with the substance (Medical News Today, 2023). It is important to 

distinguish dependence from addiction: someone may be dependent (for example, on 

prescribed pain medication) without the compulsive, harmful behaviors of addiction, 

though in practice the terms often overlap. In this course, addiction will be used 

interchangeably with severe substance use disorder – a chronic, relapsing condition 

characterized by compulsive substance-seeking and use despite adverse 

consequences (National Institute 

on Drug Abuse [NIDA], 2020). 

Together, alcohol and other drug 

use disorders contribute to a 

wide spectrum of health and 

social problems, underscoring 

the significance of understanding 

and addressing these conditions. 

The Infographic illustrates the 

global impact of alcohol 

consumption. Harmful use of 

alcohol results in ~3 million 

deaths annually (circa 2016 

data), which is about 1 in 20 of 

all deaths worldwide. It 

contributes to a range of health 

issues including injuries, 

violence, liver cirrhosis, cancers, 

and cardiovascular diseases, 

reflecting over 5% of the global 

burden of disease. This figure 

highlights the breadth of 



alcohol’s toll on individuals and societies (World Health Organization, 2018). The 

pervasive harm depicted here underlines why alcoholism is a critical public health 

concern. 

From an epidemiological standpoint, both alcohol and drug use disorders are highly 

prevalent. Globally, the World Health Organization’s latest estimates (based on 2019 

data) indicate that about 2.6 million people die each year due to alcohol consumption, 

accounting for 4.7% of all deaths (World Health Organization, 2024). In addition, an 

estimated 400 million people worldwide (roughly 7% of the adult population) are living 

with alcohol use disorders, of whom about 209 million (3.7% of adults) meet criteria for 

alcohol dependence.  Alcohol use is embedded in many cultures (with around 2.3 billion 

global consumers of alcohol), but the burden of harmful use is enormous. For illicit and 

psychoactive drugs, a likewise significant impact is seen: approximately 296 million 
people (age 15–64) used drugs in 2021 worldwide, and about 39.5 million people were 

estimated to suffer from drug use disorders (such as opioid or stimulant use disorders) 

(World Health Organization, 2022; UNODC, 2023). Each year, drug use disorders 

directly cause around 600,000 deaths globally, a figure that has been rising with the 

opioid crisis (World Health Organization, 2022). These statistics underscore that 

substance abuse and addiction are not confined to any one region – they are truly 

global challenges spanning low-income and high-income countries alike. 

United States data (2015–2025): In the U.S., the prevalence of substance use 

disorders has remained high and, in some areas, worsened over the past decade. 

According to the 2021 National Survey on Drug Use and Health (NSDUH), about 20.0 

million Americans aged 12 or older had a past-year illicit drug use disorder, and when 

including prescription drug misuse, the number with any drug use disorder rose to 

approximately 24 million (Substance Abuse and Mental Health Services Administration 

(SAMHSA, 2022) Alcohol use disorders are even more common. The 2023 NSDUH 

reported that 28.9 million Americans ages 12 and older – about 10.2% of that 

population – met criteria for Alcohol Use Disorder in the past year (NIAAA, 2024). This 

includes over 16 million adult men (13% of men 18+) and 12 million adult women (8.7% 

of women 18+), indicating that roughly 1 in 8 adult males and 1 in 11 adult females in 

Test Question
2. Approximately how many deaths worldwide are attributed each year to drug use disorders?�A: 600,000

Test Question
3. In the U.S., about how many Americans ages 12 and older met criteria for Alcohol Use Disorder in the past year according to the 2023 NSDUH?�A:  28.9 million�



the U.S. have recent alcohol abuse or dependence issues (NIAAA, 2024). Among youth 

(ages 12–17), about 757,000 adolescents (2.9%) had alcohol use disorder in the past 

year 

.  

Drug use patterns in the U.S. have shown 

troubling trends. The country is in the 

midst of an opioid overdose epidemic: 

deaths from drug overdoses exceeded 

100,000 per year for the first time in 2021 

and have remained above that level each 

year since (Centers for Disease Control 

and Prevention, 2023). Provisional data 

for 2023 indicated over 105,000 overdose deaths, driven largely by fentanyl and other 

synthetic opioids (NIDA, 2024). These overdoses now represent a leading cause of 

death for Americans under 50, contributing to a slight decline in overall life expectancy 

in recent years. Meanwhile, alcohol-related deaths have also risen – recent estimates 

attribute over 140,000 deaths per year in the U.S. to alcohol (including from liver 

disease, accidents, and cancers), a number that increased during the COVID-19 

pandemic (White et al., 2022). By any measure, the period 2015–2025 has been a time 

of expanding substance-related harm in the United States. Public health surveillance 

shows increases in heavy drinking, record rates of opioid overdose, and continued high 

prevalence of other substance use (SAMHSA, 2022; Centers for Disease Control and 

Prevention, 2022). These data emphasize the urgent need for effective strategies to 

prevent and treat addiction. 

Beyond prevalence and mortality, it is essential to recognize the societal, personal, 
and economic impacts of alcoholism and substance dependence. The repercussions 

of substance abuse extend far beyond the individual sufferer: 

• Health and Personal Impacts: Chronic alcohol and drug use can damage 

nearly every organ system, leading to cardiovascular disease, liver cirrhosis, 

pancreatitis, neurological impairments, and a host of other medical issues (Rehm 



et al., 2019). Substance use disorders are frequently co-morbid with mental 
health disorders such as depression, anxiety, and psychosis, complicating 
treatment and recovery (Kelly & Daley, 2013). Individuals with addiction often 

experience deteriorating personal relationships, impairments in work or school 

functioning, and loss of interest in hobbies or self-care. For example, alcohol use 

is a major contributor to incidents of domestic violence and family conflict, and 

children of parents with substance use disorders may suffer neglect or abuse 

(NIDA, 2020). The personal toll includes not only physical illness but also 

emotional pain, shame, and isolation for those with the addiction and their loved 

ones. 

• Social and Community Impacts: At the societal level, substance misuse is 

linked to increased crime, accidents, and community disintegration. Alcohol 

intoxication and drug impairment play a role in a significant proportion of traffic 

accidents and violent crimes. Drunk-driving alone causes tens of thousands of 

injuries and deaths in the U.S. each year. Illicit drug trade and related criminal 

activity contribute to incarceration rates and public safety concerns. 

Neighborhoods with high rates of drug use often grapple with secondary 
effects like homelessness, strained social services, and reduced property 
values. Moreover, outbreaks of infectious diseases such as HIV/AIDS and 

hepatitis C have been tied to injection drug use in many regions, illustrating how 

untreated addiction can exacerbate public health crises. 

• Economic Impacts: The economic burden of substance abuse is staggering. 

Financial costs accrue from healthcare expenditures, lost productivity, crime, 

and accidents. In the United States, it is estimated that the misuse of alcohol, 

tobacco, and illicit drugs costs society over $740 billion annually when 

combining healthcare costs, criminal justice expenses, and lost work productivity 

(NIDA, 2020). Alcohol misuse alone accounts for about $249 billion per year 
(due to healthcare, motor vehicle crashes, etc.), while illicit drug abuse adds 

roughly $193 billion, and the non-medical use of prescription opioids contributes 

another ~$78 billion (National Institute on Drug Abuse, 2020; Daybreak 

Test Question
4. Which of the following is a common co-morbid condition that frequently complicates treatment for individuals with substance use disorders?
A: Depression and anxiety�

Test Question
5. What is one major societal consequence of high rates of drug use in neighborhoods?
A:  Homelessness and strained social services

Test Question
6. Approximately how much does alcohol misuse alone cost the U.S. economy each year?
A:  $249 billion



Treatment Solutions, 2022). These figures include tangible costs like 

hospitalizations, treatment programs, and law enforcement, as well as intangible 

costs such as reduced quality of life and premature death. Globally, the World 

Health Organization has noted that harmful alcohol use impedes economic 

development, accounting for a significant percentage of health expenditures and 

productivity losses in many countries (WHO, 2018). In workplaces, substance 

abuse can lead to accidents, absenteeism, and lowered performance, affecting 

businesses and economies at large. Taken together, the financial impact 

reinforces that addiction is not only a medical or social problem but also a 

massive economic drain on nations. 

This illustration symbolizes the societal costs of drug addiction. Substance abuse often 

involves illicit drug distribution and clandestine transactions (as suggested by the 

exchange pictured above). Beyond the human toll, these activities impose economic 

costs related to law enforcement, incarceration, healthcare for drug-related conditions, 

and lost productivity. Estimates by the National Institute on Drug Abuse indicate that the 

overall cost of substance misuse in the U.S. exceeds $700 billion annually when 

factoring in crime, lost work productivity, and health care expenditures (NIDA, 2020). 

This image underscores the point that drug addiction is not just a personal health issue 

but a significant socioeconomic burden on communities and society. 



In summary, the background of this issue highlights that alcoholism and substance 

dependency are pervasive, harmful, and costly. Significance lies in the fact that these 

disorders contribute to a substantial proportion of preventable diseases and deaths 

worldwide. They strain healthcare systems, fracture families, and undermine economic 

productivity. For mental health professionals and policymakers alike, the imperative is 

clear: improving our understanding of how these disorders develop and implementing 

effective interventions will yield benefits measured in lives improved and saved, and in 

stronger, healthier communities. 

1.2 Purpose of this Course 

Given the enormous impact outlined above, the purpose of this course is to synthesize 

current knowledge and evidence-based insights on alcohol and substance use 

disorders in a manner that is accessible and useful for practitioners. The intended 

audience for this work includes mental health professionals, addiction counselors, 
and other healthcare providers who work with individuals affected by substance use. 

These practitioners range from clinical psychologists and social workers, to psychiatric 

nurses, physicians, and certified drug/alcohol counselors. By targeting a professional 

audience, the course aims to bridge scientific research and clinical practice, offering a 

comprehensive overview that can inform assessment, treatment planning, and 
policy considerations in real-world settings. 

Scope and objectives: This course provides a broad yet detailed exploration of 

alcoholism and substance dependency through multiple lenses – including definition 

and epidemiology (to understand what the problem is and how widespread), etiology (to 

understand why and how these disorders develop), treatment approaches (to know 

what works in addressing the problem), and ethical/legal issues relevant to practice (to 

ensure sound, responsible care). The scope is intentionally wide to cover the continuum 

from causation to intervention. Key objectives of the research include: 

• Clarifying terminology and prevalence – to ensure readers have an up-to-date 

understanding of what constitutes alcohol use disorder or drug dependence and 

the magnitude of these issues in both global and U.S. contexts (2015–2025). The 



course establishes this foundation in the introduction so that subsequent 

discussions proceed with a common frame of reference. 

• Exploring development and risk factors – to examine the pathways by which 

substance use disorders emerge. This involves summarizing biological, 

psychological, and social factors that contribute to addiction. A goal is to highlight 

major theories of addiction development (e.g., brain disease model, 

reinforcement and learning theories, trauma and adverse experiences, genetic 

predispositions) in order to answer how and why someone transitions from initial 

use to dependency. Understanding these mechanisms is critical for prevention 

and early intervention. 

• Reviewing evidence-based treatments – to identify what interventions have 

been proven effective in treating alcohol and drug use disorders. The course will 

cover major evidence-based treatment approaches, including 

pharmacotherapies (medications for alcohol or opioid use disorders, etc.), 

psychosocial therapies (such as cognitive-behavioral therapy, motivational 

interviewing, contingency management), and support programs (like 12-step 

groups or other peer support models). The objective is to give practitioners an 

integrated view of the toolbox of treatments, along with the level of empirical 

support for each, thereby guiding informed clinical decisions. 

• Discussing ethical and legal considerations – to highlight the professional 

standards and regulatory frameworks that guide addiction treatment. This 

includes topics like patient confidentiality (e.g., 42 CFR Part 2 regulations in the 

U.S.), informed consent in the context of mandated treatment or impaired clients, 

duty to report (for instance, if substance use leads to child endangerment), and 

ethical issues such as avoiding stigma and respecting patient autonomy. For 

counselors and clinicians, being aware of these considerations is essential for 

ethical practice. By outlining the key ethical and legal issues, the course aims to 

prepare professionals to navigate the complex situations that often arise in 

substance abuse treatment (Miller, 2022). This component also underscores the 



importance of cultural competence and non-discrimination, given that addiction 

carries stigma and affects diverse populations. 

 

Ultimately, the purpose of assembling all these elements is to provide a 

comprehensive introduction to the topic that not only reviews scholarly research but 

also translates it into practical understanding. The course seeks to serve as a 

foundational reference for professionals – whether they are seasoned clinicians looking 

to update their knowledge, or students and trainees in counseling, psychology, or social 

work who are preparing for roles in addiction services. By the end of the course, readers 

should have a clear grasp of: (1) the nature and extent of alcohol and substance use 

disorders, (2) the current scientific understanding of their development, (3) effective 

strategies for treatment and rehabilitation, and (4) the ethical-legal context in which they 

must operate. These insights set the stage for improving patient outcomes and 

advancing best practices in the field of addiction treatment. 

1.3 Research Questions 



In line with the purpose and scope above, this course is guided by several key research 

questions that shape the inquiry and organization of the content. These questions 

address the core areas of concern for understanding and responding to substance use 

disorders: 

1. How do alcohol and substance use disorders develop? – This question 

seeks to uncover the etiology and progression of addiction. It involves examining 

the factors that initiate and drive the transition from occasional substance use to 

a diagnosable disorder. The research explores biological mechanisms (such as 

genetic predispositions and neuroadaptations in the brain’s reward circuitry), 

psychological factors (like trauma, stress, or co-occurring mental illnesses), and 

social/environmental influences (peer pressure, family dynamics, socio-economic 

stressors) that contribute to the development of alcohol and drug dependency. By 

answering this, we aim to understand the why behind addiction: Why do some 

people become addicted while others do not? What are the pathways and stages 

(e.g., experimentation, regular use, risky use, dependence) through which 

substance use disorders emerge? Current literature suggests that addiction 

develops through a complex interplay of these factors – for example, an 

individual might have a genetic vulnerability that, when combined with early 

exposure to drugs and adverse childhood experiences, greatly increases the 

likelihood of developing a substance use disorder (Volkow & Koob, 2015; Withe, 

2023). This research question is fundamental because insights here inform 

prevention (by identifying risk factors) and early intervention efforts. 

2. What are evidence-based treatment approaches for alcohol and substance 
use disorders? – This question focuses on the solutions and therapeutic 

strategies proven to help individuals achieve recovery. It prompts a review of the 

interventions that research has shown to be effective in treating addiction. In 

answering this, the course will describe various evidence-based treatments, 

including: Behavioral therapies (such as Cognitive-Behavioral Therapy, which 

helps modify drug-related thinking and behaviors; Motivational Enhancement 

Therapy, which increases readiness to change; Contingency Management, which 



uses incentive reinforcement for sobriety; and family-based approaches for 

adolescent substance issues), Medication-Assisted Treatment (MAT) (such as 

methadone or buprenorphine for opioid use disorder, naltrexone or acamprosate 

for alcohol use disorder, and nicotine replacement or varenicline for tobacco 

dependence), and supportive interventions (like peer support groups 

exemplified by Alcoholics Anonymous or SMART Recovery, and newer modalities 

including digital therapeutics). The goal is to identify which approaches (or 

combinations thereof) yield the best outcomes in terms of promoting abstinence, 

reducing relapse, and improving functioning. For instance, numerous studies 

have found that a combination of medication and psychosocial therapy is more 

effective for opioid use disorder than either alone (Strang et al., 2020). Similarly, 

for alcohol use disorder, treatments like naltrexone (which reduces craving) in 

conjunction with counseling have demonstrated improved sobriety rates (Jonas 

et al., 2014). This section will not only list the approaches but also discuss the 

principles of effective treatment (e.g., individualized care, adequate treatment 

duration, addressing co-occurring disorders) as identified by authorities like NIDA 

(NIDA, 2020). By answering this question, practitioners can update their 

knowledge on what works in addiction treatment and thus apply the best 

practices in their own work. 

3. What ethical and legal considerations are essential for practice in 
substance abuse treatment? – Even the most effective treatment must be 

delivered within an ethical and legal framework. This question addresses the 

professional practice aspect, ensuring that care for people with substance use 

disorders adheres to ethical standards and legal requirements. In exploring this, 

the course will highlight issues such as confidentiality and privacy (for 

example, understanding the stricter regulations around substance abuse 



treatment records under laws like 42 CFR 

Part 2 in the U.S., which go beyond HIPAA 

to protect clients due to stigma and legal 

sensitivities) (HHS, 2021). It will also 

cover informed consent and patient 
autonomy, particularly in contexts like 

court-mandated treatment or when 

working with minors – how to balance a 

client’s right to make choices about their 

care with public safety or parental rights. 

Mandatory reporting laws come into 

play if substance use is associated with 

child abuse/neglect or if a client poses a 

serious risk of harm (e.g., driving under 

the influence with kids in the car may 

trigger child welfare involvement). The question also entails discussion of 

professional ethics in counseling – for example, avoiding dual relationships or 

exploitation of vulnerable clients, managing counselor impairment or bias 

(counselors in recovery must practice self-care and self-monitoring), and 

ensuring competence (practitioners should only provide services within their 

training and should pursue continuing education in addictions). Legal 

considerations might include topics like disability rights – substance use 

disorders (in remission or under treatment) can be considered disabilities 

protected under the Americans with Disabilities Act (ADA), which has implications 

for employment or housing discrimination. Additionally, the course will consider 

the ethics of harm reduction approaches (such as needle exchange or 

medication treatments) which sometimes face controversy, and the legal status of 

certain interventions (for instance, state laws on prescribing naloxone or 

operating syringe services programs). By addressing this question, the course 

aims to equip professionals with knowledge of the ethical codes (e.g., the 

NAADAC Code of Ethics for Addiction Counselors, 2021) and legal statutes that 



should guide their work. Ultimately, ethical and legal literacy is essential for 

practitioners to protect client rights, maintain professional integrity, and deliver 

care that is not only effective but also just and responsible. 

Together, these research questions form a blueprint for the course. They move from 

understanding the problem (etiology and development of addiction), to knowing the 

response (treatment strategies that work), to framing the context of practice 

(ethical/legal guidelines). Each question will be explored in depth in subsequent 

chapters of the course. Answering these questions is not only an academic exercise but 

also has practical ramifications: it helps translate research findings into actionable 

knowledge for those on the front lines of treating addiction. Moreover, clarity on these 

issues can guide policy-makers in designing public health interventions and inform 

community stakeholders (such as educators or law enforcement) who intersect with 

addiction issues. 

Before proceeding to the literature review and findings, it is worth noting that these 

questions are interrelated. For example, how one understands the development of a 

substance use disorder (Question 1) will influence which treatments one considers 

appropriate (Question 2). Likewise, both of those domains have to be navigated within 

ethical/legal boundaries (Question 3). By structuring the inquiry around these questions, 

the course ensures a holistic approach – from theory to practice – in addressing the 

complex phenomenon of alcoholism and substance dependence. 

1.4 Methodology Overview 

This course is based on a comprehensive literature review of scholarly and 

professional sources published in the last decade (2015–2025). The methodology for 

gathering and synthesizing information is as follows: 

• Literature Search Strategy: A systematic search was conducted across multiple 

academic databases and reputable organizations’ publications. Key databases 

included PubMed, PsycINFO, Google Scholar, and academic journal collections 

(e.g., ScienceDirect, JSTOR) to capture peer-reviewed research articles, review 

papers, and meta-analyses on relevant topics. In addition, authoritative reports 



and fact sheets from organizations like the World Health Organization (WHO), 

United Nations Office on Drugs and Crime (UNODC), Centers for Disease 

Control and Prevention (CDC), National Institute on Drug Abuse (NIDA), 

Substance Abuse and Mental Health Services Administration (SAMHSA), and 

National Institute on Alcohol Abuse and Alcoholism (NIAAA) were obtained to 

provide up-to-date epidemiological data and practice guidelines. Search terms 

were adapted to each section of the research questions; for example, for 

development of SUD, keywords included “risk factors of addiction,” “etiology of 

alcohol use disorder,” “neurobiology of addiction,” “environmental factors 

substance abuse,” etc. For treatment, search terms included “evidence-based 

addiction treatment,” “randomized trial substance use disorder therapy,” 

“medications for alcohol use disorder,” and so on. The search was iterative – 

initial broad searches were followed by more specific queries as particular 

themes emerged (such as “contingency management effectiveness 2020s” or 

“opioid use disorder treatment guideline 2023”). References from key articles 

were also cross-checked (snowball method) to find additional relevant studies. 

• Inclusion Criteria: Sources were included if they were published between 2015 
and 2025 (inclusive) and directly addressed one of the main topics: development 

of alcohol/drug disorders, treatment approaches, or ethical/legal aspects of 

addiction practice. The rationale for focusing on the 2015–2025 period was to 

ensure that the course reflects the most current understanding and data – the 

field of addiction studies evolves rapidly (for instance, the surge of the opioid 

crisis, new medications like extended-release formulations, and updated policies 

have all occurred in the past decade). However, seminal works or foundational 

theories published prior to 2015 were also considered when necessary for 

background (e.g., classic theories of addiction or DSM-5 criteria from 2013). In 

terms of evidence hierarchy, priority was given to meta-analyses, systematic 

reviews, and clinical guidelines in order to summarize high-level evidence. 

Empirical studies (clinical trials, longitudinal studies, epidemiological surveys) 

from this timeframe were included to provide detailed findings. Commentary or 



opinion pieces were used sparingly, mainly if they shed light on ethical debates 

or emerging ideas not yet in research form. All sources had to be in English. 

• Quality appraisal: For research articles, basic quality indicators were 

considered (such as sample size, study design, peer-reviewed status). Given that 

this is not a formal systematic review, a full quality scoring was not conducted for 

each article; instead, reliance on consensus guidelines (e.g., WHO reports, APA 

practice guidelines) and meta-analytic results helped ensure that the conclusions 

are grounded in reliable evidence. When conflicting findings were present in the 

literature (for example, differing viewpoints on the efficacy of a certain therapy), 

the course notes the discrepancy and, if possible, cites comparative or high-

quality evidence to reconcile the difference. 

• Data extraction and synthesis: Key information relevant to each research 

question was extracted from the sources. For Question 1 (development of SUD), 

data on risk factors, prevalence of those factors, and theoretical models were 

compiled. For Question 2 (treatment), information on treatment efficacy, 

recommendations from guidelines, and treatment outcome statistics were 

gathered. For Question 3 (ethical/legal), content from professional codes (e.g., 

American Counseling Association and NAADAC ethics codes), as well as legal 

statutes and case law where applicable, were summarized. The synthesis 

process involved organizing the literature into thematic categories corresponding 

to subtopics (for instance, under development: genetic factors, neurobiological 

changes, psychosocial factors; under treatment: pharmacological, behavioral, 

recovery support; under ethics: confidentiality, consent, duty to warn, etc.). This 

thematic organization is reflected in the structure of subsequent chapters. 

• Ensuring currency and relevance: Because the field of addiction is influenced 

by contemporary events (such as the COVID-19 pandemic’s impact on 

substance use patterns, or new drug trends like vaping or synthetic opioids), the 

literature review specifically looked for sources up to 2023 and 2024. For 

instance, data from 2020–2022 were examined to see the pandemic’s effects on 

drinking or overdose rates (and indeed, sources like Barbosa et al., 2022 on 



alcohol consumption during COVID-19 were included). In the realm of treatment, 

recent FDA approvals or innovative therapies (e.g., digital therapeutics for SUD 

or use of medications like buprenorphine in new settings) were given attention 

through 2025. Ethically, any new laws or regulations in that period (such as 

updated 42 CFR Part 2 rules or changes in marijuana legalization affecting 

counselors) were included. This approach ensures that the course is not 

discussing addiction in a vacuum, but is contextualized in the current era. 

The methodology described above is essentially a narrative literature review 

approach, appropriate for the goals of this chapter which is to introduce and frame the 

topic broadly. This approach allows integration of a wide range of information – 

epidemiological data, clinical trials, theoretical work, and ethical guidelines – to address 

the multifaceted research questions. All information drawn from sources is cited in APA 

format (Author, Year) throughout the text, and a full reference list will be provided in APA 

style so that readers can consult the original sources for more detail. The reliance on 

peer-reviewed and authoritative sources enhances the credibility of the findings and 

discussions herein. 

It should be noted that no new empirical data were collected for this course; thus, it 

does not involve human subjects research or require institutional review board approval. 

Instead, it is a scholarly analysis based on existing literature. Any limitations inherent in 

the source literature (such as gaps in research, inconsistent definitions across studies, 

or cultural biases in data) are acknowledged in the discussion to be transparent about 

the strength of evidence. By grounding the course in a robust literature review 

methodology, we ensure that the subsequent chapters (which will delve into the findings 



for each research question) are built on a solid foundation of current knowledge and 

best practices in the field of alcohol and substance abuse research. 

 

 

Brain imaging can reveal changes associated with substance dependence. The PET 

scan images above compare dopamine receptor levels in the brain of a person without 

a history of drug use (left) versus an individual with a cocaine use disorder at one month 

(middle) and four months (right) after stopping cocaine. Warmer colors indicate higher 

availability of dopamine D₂ receptors. Chronic substance use often leads to 

downregulation of dopamine receptors and other neuroadaptive changes in the 

brain’s reward pathways (Volkow et al., 2014). In the cocaine user, receptor levels were 

markedly reduced after one month of abstinence and showed partial recovery by four 

months, though not yet to normal levels.  These neurobiological alterations help explain 

the development of tolerance, withdrawal, and compulsive drug-seeking behavior – core 

aspects of how addiction develops and persists (NIDA, 2020). Such scientific findings 

were gathered in the literature review to address Research Question 1 on the 

development of substance use disorders. 

 



Chapter 2: Historical Perspective and Theoretical Frameworks 

2.1 Historical Overview of Alcoholism and Substance Abuse 

Ancient Civilizations and Early Alcohol Use 

The human relationship with psychoactive substances — particularly alcohol — is as old 

as recorded history. Archeological evidence from Jiahu, in the Henan province of 
China, indicates the production of fermented beverages as far back as 7000 BCE, 
using a mixture of rice, honey, and fruit (McGovern et al., 2004). Such findings 

suggest that humans discovered fermentation not by accident alone but through 

repeated experimentation and cultural preservation of brewing practices. 

In Mesopotamia, dating to 3500 BCE, beer was a dietary staple, celebrated in art, 

song, and religion. Alcohol played a central role in religious rituals, social gatherings, 

and even as a source of nutrition in ancient Mesopotamia. The Sumerians revered 

Ninkasi, the goddess of brewing, as protector of fermentation processes (Dietler, 
2022). Beer functioned as currency for workers and as an offering to deities. Yet even in 

these early records, the hazards of overconsumption appear — a Sumerian proverb 

warns, “Do not boast in the tavern; strength belongs to moderation.” 

In ancient Egypt, wine and beer were central to both everyday life and ceremonial 

events. Beer, in particular, was consumed by all social classes, including children, partly 

because it was safer than untreated Nile water (Darby, 2021). Egyptians also recorded 

some of the earliest known medical references to the effects of intoxication, noting its 

role in accidents, violence, and decreased productivity. 

In the Indus Valley civilization (c. 3000–1500 BCE), less is known about alcohol, but 

archaeological finds suggest the consumption of fermented beverages and possible use 

of psychoactive plants such as cannabis for ritual purposes (Mukherjee, 2023). 

Moving west, ancient China (Shang and Zhou dynasties, 1600–256 BCE) developed 

sophisticated brewing methods for millet wine (jiu). Drinking was closely linked with 

ancestor worship, political power, and social status. However, historical texts like the 

Test Question
7. Where was the earliest evidence of fermented beverage production discovered, dating back to around 7000 BCE?
A: Jiahu, China

Test Question
8. Which ancient civilization worshipped Ninkasi, the goddess of brewing?
A: Sumerians (Mesopotamia)



Book of Rites contain admonitions against drunkenness, highlighting tension between 

cultural acceptance and social regulation (Huang, 2022). 

 

Chemical analyses recently confirmed that the earliest alcoholic beverage in the world 

was a mixed fermented drink of rice, honey, and hawthorn fruit and/or grape 

(https://benedante.blogspot.com/2013/09/neolithic-alcohol-in-china.html). 

Clinical Relevance Today 

Although ancient societies lacked the medical model of “addiction,” their cultural rules, 

rituals, and warnings around alcohol mirror today’s harm reduction principles. The 

Sumerian and Zhou dynasty admonitions are precursors to modern psychoeducation, 

emphasizing that social controls — rather than prohibition — often formed the first line 

of prevention. In clinical practice, understanding that substance regulation has deep 

cultural roots can help providers tailor interventions to align with clients’ existing belief 

systems and traditions. 

 

Classical Antiquity: Greece and Rome 

In ancient Greece (c. 800 BCE–146 BCE), wine was integral to daily life, especially in 

the symposion — a structured drinking gathering among elite men. The symposion 

balanced wine consumption with philosophical discussion, poetry, and music, 



embodying the Greek ideal of moderation (sōphrosynē). Drunkenness, while tolerated in 

certain festival contexts (e.g., Dionysian rites), was generally regarded as a loss of self-

control and therefore shameful (Davidson, 2021). 

The Greeks also left behind early descriptions of problem drinking. Hippocrates, the 

father of Western medicine, noted the physical harms of excessive wine, including liver 

disease, mental confusion, and reduced fertility. This represents one of the earliest 

intersections between substance use and health discourse. 

In Rome (c. 753 BCE–476 CE), wine was even more democratized than in Greece, 

available across social classes. The Bacchanalian cults, which celebrated the god 

Bacchus with ecstatic dancing and heavy drinking, drew both fascination and political 

suspicion. In 186 BCE, the Roman Senate issued the 
Senatus consultum de Bacchanalibus, restricting 
these gatherings due to concerns over public 
disorder and moral decline (Paolucci, 2022). 

Roman writers such as Seneca and Pliny the Elder also 

moralized against overindulgence, framing it as a 

weakness of character. Still, wine retained medicinal 

applications, with physicians recommending diluted wine 

for digestion, pain relief, and wound care.  

Figure: Athenian red-figure column krater (c. 450–425 BCE) attributed to the Naples 

Painter, depicting a symposium scene. Guests recline on couches as music, games, and 

conversation accompany wine consumption—illustrating how Greek symposiums 

balanced intellectual multiple meanings with social moderation (University of Sydney). 

Clinical Relevance Today 

The Greek and Roman dichotomy — celebrating moderate drinking but condemning 

excess — echoes in today’s public health messaging. Clinicians often encourage “safe 

limits” rather than total abstinence for clients without severe use disorders, a concept 

with roots in antiquity. Understanding these cultural precedents can make 

Test Question
9. What action did the Roman Senate take in 186 BCE due to concerns about public disorder from Bacchanalian cults?
A: Issued the Senatus consultum de Bacchanalibus restricting gatherings



psychoeducation feel less like a modern imposition and more like a continuation of long-

standing human wisdom. 

 

The Middle Ages (5th–15th Century) 

Following the fall of Rome, alcohol retained its central role in European life. In much of 

medieval Europe, beer and ale were safer to drink than untreated water, which was 

often contaminated. Monasteries became hubs of brewing innovation, perfecting recipes 

for both sustenance and sale. Monastic brewing traditions in Belgium, Germany, and 

England laid the groundwork for modern beer styles (Hornsey, 2021). 

Alcohol was integrated into the Christian liturgy — most notably through sacramental 

wine in the Eucharist — and also viewed as a gift from God when consumed 

responsibly. The Catholic Church frequently condemned drunkenness in moral 

sermons, yet alcohol was widely tolerated as a part of daily nutrition. 

This era also saw regional variation. In the Islamic world, for example, religious 

prohibitions against alcohol under Sharia law (Qur’an, 5:90) shaped different cultural 

norms. While some Islamic societies maintained strict bans, others — particularly in 

Persia — continued to produce and consume wine clandestinely, demonstrating the 

tension between law, religious doctrine, and practice (Shafi, 2022). 

 

Image: 
A medieval manuscript illustration of monks 

brewing ale. 

Caption: Monastic breweries were major 

centers of beer production in medieval Europe, 

combining economic enterprise with religious 

tradition (Hornsey, 2021). 

 

 



Clinical Relevance Today 

Medieval attitudes toward alcohol illustrate how cultural, religious, and environmental 

factors interact to shape substance use norms. In modern clinical contexts, these 

factors still influence drinking behavior — for instance, clients from certain religious 

backgrounds may experience additional stigma or secrecy around use. Therapists and 

counselors benefit from viewing these dynamics as historically rooted rather than purely 

individual challenges. 

 

Table 1: Substance Use Patterns in Early History 

Era 
Primary 
Substances 

Social Role 
Attitudes 
Toward Excess 

Public 
Health/Regulatory 
Response 

Ancient 

Civilizations 

Beer, wine, 

fermented 

fruit/honey 

drinks 

Ritual, trade, 

social 

cohesion 

Warned against 

drunkenness 

Minimal regulation; 

cultural norms 

Classical 

Antiquity 
Wine 

Philosophy, 

civic life, 

festivals 

Viewed as loss of 

virtue 

Occasional legal 

restrictions (e.g., 

Bacchanal decree) 

Middle Ages Beer, ale, wine 

Daily 

sustenance, 

religion 

Moral 

condemnation but 

practical 

acceptance 

Sermons against 

drunkenness; brewing 

guilds 

 

Early Modern Period (1500–1800) 

The Early Modern era was a turning point in how societies understood and regulated 

alcohol. Advances in distillation made spirits — notably brandy, rum, and gin — widely 



available. While beer and wine had long been staples, distilled liquor concentrated both 

the potency and the social impact of alcohol consumption (Phillips, 2022). 

The Gin Craze in England 

Between 1695 and 1751, London experienced what became known as the “Gin 
Craze.” Cheap gin, often adulterated with turpentine or sulfuric acid, was 
marketed to the working poor, leading to public drunkenness, crime, and neglect 
of children. William Hogarth’s famous engravings Gin Lane and Beer Street depicted 

the moral and physical decay associated with gin consumption (Warner, 2021). 

Parliament responded with the Gin Acts (1729, 1736, 1743, 1751), imposing taxes, 

licenses, and advertising restrictions. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Caption: William Hogarth’s Gin Lane (1751) satirized the public health and moral crises 

linked to cheap spirits in 18th-century London (Warner, 2021). 

Test Question
10. What public health crisis did London experience between 1695 and 1751 due to cheap, adulterated spirits?
A:  The Gin Craze



Alcohol in Colonial America 

In colonial America, alcohol was central to daily life. Rum was a major trade commodity, 

linked to the triangular trade involving molasses from the Caribbean, rum distilleries in 

New England, and enslaved Africans (Breen, 2023). Taverns functioned as community 

centers, hosting political debates and social gatherings. At the same time, early Puritan 

sermons warned against “the sin of drunkenness,” reflecting tension between cultural 

acceptance and moral condemnation. 

 

 

 

 

 

 

 

 

Caption: Taverns in colonial America were both social hubs and sites of alcohol-related 

conflict (Breen, 2023). 

 

Clinical Relevance Today 

The Gin Craze illustrates how cheap, high-potency alcohol can quickly escalate public 

health crises, a lesson mirrored in today’s concerns about high-ABV energy drinks and 

unregulated synthetic drugs. Colonial America’s dual acceptance and moralizing over 

alcohol foreshadow the complex ambivalence many modern clients hold about their own 

substance use. 

 



19th Century Reform and Temperance Movements 

The 19th century saw organized movements to reduce alcohol consumption. The 

American Temperance Society (founded in 1826) advocated initially for moderation 

but soon shifted toward total abstinence. The Washingtonian Movement (1840s) 

emphasized peer support and storytelling, resembling early 12-step principles (Levine, 

2020). 

Inebriate Asylums and Early Treatment 

By the mid-1800s, “inebriate asylums” emerged, such as the New York State Inebriate 

Asylum (opened 1864). These institutions framed addiction as a disease requiring 

medical treatment, moving away from purely moral judgments (White, 2022). 

Temperance and Women’s Activism 

Groups like the Women’s Christian Temperance Union (WCTU) tied alcohol reform to 

broader social causes, including women’s suffrage and child welfare (Blocker, 2021). 

Activists often framed alcoholism as a root cause of domestic violence and poverty. 

 

 

Caption: The 

Women’s Christian 

Temperance Union 

linked alcohol reform 

with broader social 

justice movements in 

the late 19th century 

(Blocker, 2021). 

 

 

Clinical Relevance Today 

Test Question
11. Which 19th-century movement emphasized peer support and storytelling, resembling early 12-step principles?
A: The Washingtonian Movement



The 19th-century shift toward a “disease model” laid the groundwork for modern 

addiction medicine. The emphasis on peer support anticipated group therapy, while 

women-led activism foreshadowed today’s recognition of substance use as a family 

systems issue. 

 

 

 

Early 20th Century: Prohibition and Organized Responses 

The Road to Prohibition 

In the early 20th century, temperance movements gained political momentum. The U.S. 

passed the 18th Amendment (ratified 1919), launching national Prohibition in 1920. 

The Volstead Act defined and enforced the ban, prohibiting production, transport, 
and sale of alcoholic beverages over 0.5% ABV (Burns, 2023). 

The intended goals were to reduce crime, improve public morals, and protect health. 

While alcohol consumption initially dropped, illegal production (“moonshining”) and 

speakeasies proliferated. Organized crime syndicates, most famously led by Al Capone 

in Chicago, thrived under Prohibition (Kobler, 2021). 

Test Question
12. What U.S. law enforced the national ban on alcoholic beverages after the 18th Amendment was ratified?
A: Volstead Act



 

. 

Speakeasies flourished during U.S. Prohibition, fueling organized crime while 

undermining the intended public health goals (Kobler, 2021). 

 

 

Prohibition’s End and the Rise of Alcoholics Anonymous 



Prohibition ended in 1933 with the 21st Amendment. In its wake, Alcoholics 
Anonymous (AA) was founded in 1935 by Bill Wilson and Dr. Bob Smith. AA’s 12-step 

approach combined spiritual, cognitive, and social dimensions, profoundly influencing 

addiction treatment worldwide (White, 2020). 

Clinical Relevance Today 

Prohibition demonstrates how policy can yield unintended consequences when cultural 

readiness and enforcement capacity are lacking. AA’s legacy continues in countless 

mutual-help frameworks, and understanding its roots can help clinicians refer clients to 

community-based resources more effectively. 

 

 

 

Late 20th Century: The Modernization of Addiction Science 



From the 1960s onward, substance use came to be viewed less as a moral failing and 

more as a complex biopsychosocial phenomenon. The disease model of addiction 

gained traction, bolstered by neurobiological research that identified changes in brain 

circuitry — particularly in the mesolimbic dopamine pathway — associated with chronic 

substance use (Koob & Volkow, 2016). 

The War on Drugs 

In the 1970s and 1980s, U.S. drug policy took a punitive turn with President Nixon’s 

declaration of the “War on Drugs” in 1971, followed by the Reagan administration’s 

escalation. Laws like the Anti-Drug Abuse Act of 1986 imposed mandatory minimum 

sentences for drug offenses, disproportionately affecting communities of color 
(Alexander, 2020). 

While intended to curb drug use and trafficking, these measures often failed to 
address underlying causes and contributed to mass incarceration — a point now 

widely acknowledged in public health discourse (SAMHSA, 2023). 

 

Clinical Relevance Today 

The punitive emphasis of the War on Drugs still shapes how some clients view 

treatment — often with mistrust or fear of legal repercussions. Clinicians need to 

understand this historical backdrop to build rapport and advocate for harm-reduction 

approaches that prioritize health over punishment. 

 

21st Century: Evidence-Based Practice and Harm Reduction 

The early 2000s marked a shift toward evidence-based treatment approaches. 

Motivational interviewing, cognitive-behavioral therapy (CBT), contingency 

management, and medication-assisted treatment (MAT) became mainstream in clinical 

practice (Miller & Rollnick, 2023). 

Test Question
13. Which brain pathway did neurobiological research identify as being altered by chronic substance use, supporting the disease model of addiction?
A: Mesolimbic dopamine pathway�

Test Question
14. What was one major unintended consequence of the U.S. “War on Drugs” policies of the 1970s and 1980s?
A: Mass incarceration, disproportionately affecting communities of color



Harm reduction strategies — such as syringe service programs, supervised 

consumption sites, and naloxone distribution — began to gain political and public health 

acceptance, especially in response to the opioid crisis. By 2022, all 50 U.S. states had 

implemented some form of naloxone access law (CDC, 2024). 

The Opioid Crisis 

Starting in the late 1990s, aggressive marketing of prescription opioids, combined with 

insufficient regulation, fueled widespread dependence. By the 2010s, synthetic opioids 

like fentanyl drove a surge in overdose deaths. The crisis prompted lawsuits against 

pharmaceutical companies and reforms in prescribing practices (Kolodny et al., 2022). 

Clinical Relevance Today 

The opioid crisis underscores the need for clinicians to integrate pharmacological 

treatments with counseling, address stigma, and advocate for systemic changes in 

prescribing and pain management policies. 

 

International Perspectives 

Different countries have approached substance use with varying philosophies: 

• Portugal (2001): Decriminalized personal possession of all drugs, redirecting 

users toward treatment rather than incarceration. Studies show declines in 

overdose deaths and HIV transmission rates (Hughes & Stevens, 2022). 

• Netherlands: Maintains a policy of tolerance for cannabis in licensed coffee 

shops, while enforcing strict regulation of harder substances (van Laar et al., 

2023). 

• Switzerland: Pioneered heroin-assisted treatment programs for chronic users, 

integrating social support, medical care, and housing assistance (Uchtenhagen, 

2021). 

These examples highlight that public health, social welfare, and criminal justice systems 

can be configured in ways that reflect cultural values and political priorities. 

Test Question
15. Which country decriminalized personal possession of all drugs in 2001 and redirected users toward treatment rather than incarceration?
A:  Portugal



 

Clinical Relevance Today 

Learning from international models can inspire policy advocacy and program design in 

U.S. contexts. Even if certain interventions are politically unfeasible domestically, 

understanding global best practices can expand a clinician’s conceptual toolkit. 

 

Table 2: Summary Timeline of Key Historical Milestones in Alcohol and Substance 
Use 

Period Key Substances Notable Developments Clinical Implications 

Ancient 

Civilizations 

Beer, wine, herbal 

intoxicants 

Ritual use, cultural 

regulation 

Early harm reduction 

concepts 

Classical 

Antiquity 
Wine 

Moderation ideals, legal 

controls 

Roots of public health 

messaging 

Middle Ages Beer, wine 
Monastic brewing, 

religious integration 

Religious/cultural 

influences on use 

Early Modern Spirits, beer, wine 
Distillation boom, Gin 

Craze 

Impact of potency & price 

on public health 

19th Century Spirits, beer, wine 
Temperance, inebriate 

asylums 

Disease model 

beginnings 

Early 20th 

Century 
Alcohol Prohibition, AA founded 

Policy pitfalls & peer 

support value 

Late 20th 

Century 
Multiple drugs 

War on Drugs, 

neuroscience 

Stigma, criminalization 

effects 



Period Key Substances Notable Developments Clinical Implications 

21st Century 
Opioids, cannabis, 

synthetics 

Harm reduction, MAT, 

global comparisons 

Evidence-based & 

integrated care 

 

2.2.1 Biological Theories of Addiction 

Biological theories focus on the ways genetics, brain chemistry, and 
neurophysiology contribute to the onset, progression, and persistence of substance 

use disorders (SUDs). These approaches do not claim that biology is destiny — instead, 

they highlight vulnerabilities and mechanisms that can be modified through treatment, 

environment, and behavior change (Volkow et al., 2023). 

 

A. Genetic Predisposition 

Evidence from Family, Twin, and Adoption Studies 

Research over decades has consistently shown that substance use disorders run in 

families, with heritability estimates ranging from 40% to 60% for alcohol and many 

drugs (Verhulst et al., 2022). Twin studies have been especially illuminating: 

Test Question
16. What do family, twin, and adoption studies suggest about the heritability of substance use disorders?
A: Heritability estimates range from 40% to 60% for alcohol and many drugs



 

• Identical twins (sharing nearly 100% of genes) have much higher concordance 

rates for alcoholism compared to fraternal twins (sharing ~50% of genes). 

• Adoption studies find that children born to biological parents with alcoholism remain 

at elevated risk even when raised by non-drinking adoptive parents (Kendler & 

Prescott, 2021). 

Table 3. Selected Findings from Twin and Adoption Studies on Addiction 

Study 
Type 

Substance Concordance / Relative Risk Key Finding 

Twin study Alcohol Identical twins: ~50% Strong genetic influence 

Twin study Nicotine Identical twins: ~70% 
Nicotine dependence highly 

heritable 



Study 
Type 

Substance Concordance / Relative Risk Key Finding 

Adoption 

study 
Alcohol 

4x higher in adoptees with 

biological alcoholic parents 

Genetic vulnerability persists 

despite environment 

 

Identified Genetic Markers 

Recent advances in genome-wide association studies (GWAS) have identified 

specific genetic variants associated with SUD risk. The DRD2 gene (dopamine D2 

receptor) is one of the most studied — certain alleles are linked to lower receptor 

density, potentially leading individuals to seek substances to boost dopamine activity 

(Perry et al., 2023). Other implicated genes include those related to alcohol metabolism 

(ADH1B, ALDH2) and opioid receptors (OPRM1). 

 

Epigenetics: Genes in Context 

One of the most exciting developments in addiction science is epigenetics — the study 

of how environmental factors influence gene expression without changing DNA 

sequences. Chronic stress, trauma, and drug exposure can turn certain genes “on” or 

“off,” affecting neural pathways involved in reward, stress response, and impulse control 

(Liu et al., 2024). This helps explain why two people with similar genetic profiles can 

have very different outcomes based on life experiences. 

 

Clinical Relevance Today 

Understanding genetic predisposition can help clinicians: 

• Avoid stigmatizing language (“addictive personality”) and instead explain risk in 

a non-blaming way. 

• Recognize that family history is a clinically important risk factor, warranting early 

intervention and monitoring. 

Test Question
17. Which gene has been most studied for its role in addiction due to its link with dopamine receptor density?
A: DRD2 (dopamine D2 receptor gene)



• Offer psychoeducation on how lifestyle changes and supportive environments 

can reduce the expression of genetic vulnerability. 

 

B. Neurobiology of Addiction 

Biological theories remind us that substances don’t just affect behavior—they quite 

literally re-wire the brain’s reward system. At the center of this system lies the 

mesolimbic dopamine pathway, sometimes called the brain’s “pleasure highway.” 

When someone takes a drink, inhales a hit, or injects a drug, the brain responds with a 

powerful surge of dopamine in the nucleus accumbens, the region deeply tied to 

feelings of reward and reinforcement. That’s why the first encounter with alcohol, 

opioids, or stimulants often feels so striking—like a sudden rush of warmth, calm, or 

energy. The brain interprets these substances as deeply rewarding, even more so than 

natural pleasures like food, laughter, or companionship. 

But over time, with repeated use, the system begins to adapt. Dopamine receptors start 

to downregulate, as if the brain is pulling back the volume knob on its reward circuits 

(Volkow et al., 2023). The result? Everyday joys—sharing a meal, spending time with 

loved ones, enjoying a hobby—no longer feel as satisfying. The drug takes center 

stage, not because the person consciously chooses it over everything else, but because 

the brain has recalibrated what feels rewarding. 

In this way, addiction is not just about poor choices or weak willpower—it is about a 

brain that has been biologically reshaped, nudging a person again and again toward the 

substance that once brought relief, even as it erodes the very capacity to enjoy life’s 

ordinary rewards. 



 

Case Vignette: “David and the Empty Evenings” 

David was a 34-year-old father of two who had once been passionate about 

woodworking. His garage was filled with tools, half-finished tables, and carefully drawn 

plans for projects he never got around to completing. Before substances entered his life, 

he’d often lose track of time tinkering on furniture after work, proud of the craftsmanship 

that made his wife smile when she walked past his bench. 

But after an injury left him with a prescription for oxycodone, things began to shift. At 

first, the pills were simply relief—a way to ease the pain so he could keep working and 

still play with his kids on weekends. Then he noticed that the pills didn’t just take away 

physical pain; they brought an emotional quiet he hadn’t felt in years. The constant 

churn of worry, the fatigue of long days, even the frustration of a tough job—it all 

seemed to melt away. 

Months later, woodworking no longer gave him joy. He would walk into the garage, look 

at his tools, and feel nothing. Meals with his family, once a highlight of his week, felt like 



chores. Even simple pleasures like watching a funny movie or sitting on the porch with 

his wife left him restless and unsatisfied. The only time he felt alive, he admitted later, 

was when he swallowed another pill. 

“I don’t know what’s wrong with me,” David told his counselor, tears welling up. “I used 

to love my life. Now, unless I take something, everything feels gray. Even my kids’ 

laughter—it just doesn’t hit the same.” 

The counselor explained what David was experiencing: his brain’s reward system had 
been recalibrated. The repeated surges of dopamine from opioids had downregulated 
his natural receptors, leaving everyday joys muted in comparison. David wasn’t 

broken or unloving; his biology had been reshaped by the very substance that once 

promised relief. 

For David, understanding this was a turning point. He realized his emptiness wasn’t 

proof that he didn’t care about his family—it was proof of how deeply opioids had 

hijacked his brain. That knowledge helped reduce his shame and gave him the courage 

to commit to treatment. 

 

Neuroadaptation and Tolerance 

At first, a substance may feel like magic. One pill, one drink, one line can transform a 

mood, easing pain or lighting up the brain with pleasure. But the brain is not a passive 

bystander — it adapts. With repeated exposure, the brain begins to change its wiring: 

producing fewer neurotransmitters, reducing the sensitivity of receptors, and gradually 

demanding more of the substance just to feel the same effect. 

This is what we call tolerance. What once took a small dose now takes two, three, or 

more. And when the substance is taken away, the body protests. The nervous system, 

used to running on “borrowed chemistry,” falters. Anxiety spikes, the body aches, sleep 

is broken — the familiar signs of withdrawal (Koob, 2021). 



For clients, this often feels like chasing something that is always one step ahead. They 

remember the relief the substance once brought, but they find themselves needing 

more, while enjoying it less. 

 

Stress and the Extended Amygdala 

Addiction is not just about pleasure — it is also about avoiding pain. In the brain’s 

emotional circuitry lies the extended amygdala, a hub that becomes overactive when 

withdrawal sets in. Instead of calm, the person feels restless. Instead of peace, they feel 

tension and despair. 

This is why so many clients describe relapse not as chasing a high, but as trying to 

quiet an unbearable storm inside. The stress, irritability, and emotional dysregulation of 

withdrawal push people back toward the very substance they are trying to escape. 

Neuroscience shows that it isn’t weakness or lack of willpower — it is the brain’s stress 

systems firing on overdrive (Koob & Schulkin, 2023). 

For counselors and therapists, this knowledge reshapes treatment. Stress is not just a 

side issue; it is a core driver of relapse. Teaching clients to manage stress — through 

therapy, mindfulness, healthy routines, and support networks — is as essential as 

addressing cravings. In many ways, recovery is less about chasing pleasure and more 

about learning to live peacefully without the constant weight of stress. 

Case Vignette: “Maria and the Breaking Point” 

Maria was a 42-year-old mother of three who had worked steadily as a nursing assistant 

for nearly two decades. Her coworkers admired her compassion; she was the one who 

stayed late to comfort anxious patients, the one families sought out when they needed 

reassurance. But Maria carried her own silent burden: years of quiet reliance on 

prescription opioids after a back injury. 

Test Question
18. What role does the extended amygdala play in addiction and relapse?
A: It becomes overactive during withdrawal, creating stress and emotional dysregulation that drive relapse



At first, she took the pills exactly as 

prescribed. Then, when her hours grew 

longer and her back ached more, she found 

herself doubling the dose. She noticed that 

the extra pills not only dulled her pain but 

softened the edge of stress after grueling 

shifts. Before long, she needed them not just 

for her back, but to get through the day. 

The trouble came when her prescription was 

cut back. Maria tried to ration what she had, 

but withdrawal set in quickly. Her body 

trembled at night; she felt drenched in sweat, restless, unable to sleep. At work, her 

patience grew thin. Small frustrations triggered outbursts she barely recognized as her 

own. 

Then came the breaking point. One evening, after a brutal double shift and an argument 

with her teenage son, Maria sat in her car in the driveway, shaking. The extended 
amygdala’s stress circuitry was firing like an alarm, flooding her with dread and 

irritability. She told herself she didn’t want to relapse, but the pull to stop the pain—

emotional and physical—was overwhelming. She drove to a friend who sold pills. “Just 

this once, just to calm down,” she thought. 

Later, in counseling, Maria described the moment: “I wasn’t chasing a high. I just 

wanted the storm in my body to stop.” 

Her counselor explained how tolerance had changed her brain chemistry, and how 

withdrawal lit up her stress circuits, making relapse feel like the only escape. Together, 

they reframed her recovery plan: it wasn’t just about avoiding opioids, but about building 

tools to manage stress—through therapy, mindfulness, support groups, and healthier 

routines. 



Clinical Relevance: Maria’s story shows why relapse prevention cannot focus only on 

craving and willpower. It must also address the stress systems that push people back 

to substances, teaching them new ways to quiet the storm without returning to the drug. 

 

Neurobiology helps explain why clients often struggle with loss of control and relapse, 

even after long periods of abstinence. It supports using medication-assisted treatment 

(MAT) to stabilize brain chemistry while also addressing behavioral and psychosocial 

needs. 

 

 

2.2.2 Psychological Theories of Addiction 

[Author’s Note:  In some sections of this course, potential medication treatments are 

mentioned.  This is provided for information purposes only.  Unless licensed to do so, 

suggesting or prescribing medications is out of the scope of mental health 

professionals, unethical, and against the law.  If a mental health professional determines 

medication might be of possible assistance, they should refer the client to a medical 

professional licensed to consult on such matters.] 

 

While biological theories explore the “hardware” of addiction — the genes, brain 

chemistry, and neurocircuitry — psychological theories focus on the “software”: the 

learned patterns, thought processes, emotional needs, and coping strategies that shape 

substance use. These theories are essential for mental health professionals because 

they guide much of the therapeutic intervention in counseling and psychotherapy. 

 

A. Cognitive-Behavioral Theories 

Imagine someone at the end of a long day who whispers to themselves, “I can’t relax 

without a drink.” Or a student before an exam thinking, “I’ll fail if I don’t take something 



to stay awake.” These thoughts may feel small in the moment, but they reveal the heart 

of what cognitive-behavioral theories describe: how our patterns of thinking and 

behaving can trap us in cycles of substance use. 

Cognitive-behavioral models suggest that substance use disorders are not just about 

the chemical pull of the drug itself, but also about the beliefs we carry and the habits 
we build around them. People may learn, often unconsciously, to link substances with 

relief from stress, escape from trauma, or simply a way to fill the emptiness of boredom. 

Over time, these associations grow stronger—“I need it” becomes a reflex thought, and 

reaching for the substance becomes the learned behavior that follows (Beck et al., 

2022). 

In this sense, addiction can be understood as a reinforcement cycle: distorted 

thoughts fuel use, and the short-term relief from using reinforces the distorted thought. 

Each repetition deepens the groove until it feels automatic. The good news is that these 

cycles can be unlearned. Through therapy, clients can begin to recognize the voice of 

those thoughts, challenge them, and practice new behaviors that bring relief without 

substances. 

 

Core Concepts in the CBT Model of Addiction 

1. Trigger — An internal or external cue (stress, social event, emotional pain). 

2. Thought — Often distorted, e.g., “One drink won’t hurt” or “I deserve this.” 

3. Craving — Physiological and psychological urge to use. 

4. Behavior — Substance use. 

5. Consequence — Short-term relief, but long-term harm. 

Over time, these cycles become automatic, making them harder to interrupt without 

deliberate restructuring. 

 

Case Vignette: “Lena and the Evening Glass of Wine” 

Test Question
19. According to cognitive-behavioral theories, what often drives the cycle of substance use?
A: Distorted thoughts and learned behavioral patterns that link substances with relief

Test Question
20. In the CBT model of addiction, which step follows a distorted thought such as ‘One drink won’t hurt’?
A: Thought



Lena, 39, was a marketing manager who seemed to have it all together. She kept up 

with deadlines, raised two children, and hosted dinner parties with an effortless charm. 

Yet every night, as she walked through the door after work, one thought would flash 

through her mind: “I can’t relax without a glass of wine.” 

At first, it was one glass, paired with cooking 

dinner. But over time, one became two, then 

three. She told herself it was harmless—after 

all, plenty of people drink wine. Yet on nights 

when she tried to skip it, her restlessness 

grew. She snapped at her kids, tossed and 

turned in bed, and felt on edge the next 

morning. The thought loop reinforced itself: 

“See? I really do need the wine to calm 

down.” 

In therapy, Lena’s counselor invited her to 

slow down and notice that automatic thought. Together, they explored whether the wine 

was the only way she could relax—or whether that belief had simply become ingrained 

through repetition. Lena admitted she once enjoyed yoga, reading novels, and evening 

walks, but “none of it feels as good as wine anymore.” 

The counselor explained how substance use creates a reinforcement cycle: the 

thought (“I need wine to relax”) leads to the behavior (drinking), which brings short-term 

relief, which in turn reinforces the original thought. Breaking the cycle would mean both 

challenging the belief and experimenting with new behaviors. 

Lena began journaling her automatic thoughts, and practicing alternatives. On nights 

when stress spiked, she tried ten minutes of yoga or calling a friend. The first attempts 

felt awkward, but she noticed something: the restlessness lessened even when she 

skipped the wine. Over weeks, she discovered that her need wasn’t for alcohol—it was 

for decompression, connection, and self-care. 

Test Question
21. What was Lena’s core belief in the vignette that fueled her reinforcement cycle of drinking wine?
A: “I can’t relax without a glass of wine.”



In session, she smiled when she realized: “I guess I don’t need wine. I just need a way 

to put the day down.” 

 

���� This vignette ties theory directly to lived experience, showing how cognitive-

behavioral work turns vague beliefs into concrete, modifiable patterns. 

 

Research Spotlight 

Recent studies show CBT can significantly reduce relapse rates for alcohol and cocaine 

users when combined with motivational interviewing and contingency management 

(Carroll et al., 2023). Digital CBT programs are also gaining popularity, offering 

accessible tools for clients between sessions (Kiluk et al., 2024). 

Clinical Relevance Today 

CBT is one of the most widely available, insurance-covered, and evidence-based 

approaches for SUDs. It’s particularly effective when: 

• Clients can articulate thoughts and feelings. 

• There is a strong therapeutic alliance. 

• Homework (e.g., thought records) is consistently completed. 

 

B. Psychodynamic Theories 

From a psychodynamic lens, substance use is not simply a bad habit or a matter of poor 

choices. Instead, it is often seen as the outward expression of inner conflicts and 
unmet needs. Early relationships, the wounds we carry from childhood, and the 

unconscious struggles we may not even fully recognize can shape how we turn to 

substances later in life. In this view, addiction is less about “seeking pleasure” and more 

about trying to soothe emotional pain that has never been fully healed (Khantzian, 

2021). 

Test Question
22. From a psychodynamic perspective, addiction is best understood as:
A:  An attempt to soothe unresolved inner conflicts and unmet emotional needs



A client may drink not just to feel good, but to quiet the echo of loneliness. Another may 

rely on stimulants, not simply to stay awake, but to fight back against a buried sense of 

helplessness. Psychodynamic theories invite us to look beneath the surface: to ask not 

only what someone is using, but why the substance feels necessary in the first place. 

 

The Self-Medication Hypothesis 

Dr. Edward Khantzian’s Self-Medication Hypothesis takes this one step further, 

offering a compassionate way to understand why people choose particular substances. 

According to this theory, substances become tools—clumsy but powerful tools—that 

people reach for in order to manage unbearable feelings. 

• Someone who feels consumed by anger or aggression may find relief in the 

numbing calm of opioids. 

• A person weighed down by constant anxiety may turn to alcohol, appreciating 

the temporary loosening of worry it brings. 

• Someone caught in the flat emptiness of depression may reach for stimulants, 

chasing energy and drive they cannot otherwise summon (Khantzian, 2021). 

The tragedy, of course, is that while these substances bring fleeting relief, they rarely 

heal the root wound. Over time, they deepen it. Yet the theory reminds us that addiction 

is not irrational—it is a desperate attempt at self-care, using the only tools a person 
believes they have. 

For clinicians, this perspective shifts the tone of treatment. Instead of asking, “Why are 

you doing this to yourself?” the better question becomes, “What pain are you trying to 

soothe, and how can we find safer, healthier ways to meet that need?” 

 

Case Vignette: “Anthony and the Anxiety He Never Named” 

Anthony was a 45-year-old accountant who seemed, on the surface, to have built a 

steady life. He was meticulous in his work, rarely missed deadlines, and was known by 

Test Question
23. According to Khantzian’s Self-Medication Hypothesis, what motivates people to choose specific substances?
A:  They use substances as tools to manage unbearable emotional states such as anger, anxiety, or depression



colleagues as “the calm one” during tax season. But beneath his composed exterior, 

Anthony lived with a constant hum of anxiety that he never spoke of. 

As a child, Anthony grew up in a home where mistakes weren’t tolerated. His father, a 

strict disciplinarian, often scolded him for small errors—spilled milk, a B on a test, shoes 

left by the door. Anthony learned to stay quiet, to keep his feelings hidden, and to strive 

for perfection. The lesson was clear: showing vulnerability wasn’t safe. 

By the time he reached adulthood, Anthony was skilled at holding everything in. But the 

price was a relentless undercurrent of tension—tight shoulders, restless nights, a mind 

that spun through every possible mistake before it happened. Then, in his early 

twenties, a colleague offered him a drink after work. Anthony noticed something he had 

never felt before: the buzz of alcohol softened the edges of his worry. For the first 

time, he felt like he could breathe. 

Over the years, the pattern deepened. One glass of wine after work became two, then 

three. At family gatherings, he drank just enough to quiet the nervous energy that made 

him feel out of place. When his wife gently asked if he thought he was drinking too 

much, Anthony deflected: “It’s just to take the edge off.” 

In therapy, decades later, Anthony finally connected the dots. He wasn’t drinking 

because he loved alcohol. He was drinking because it was the only tool he knew to 
calm the fear that had been wired into him as a child. His counselor introduced 

Khantzian’s Self-Medication Hypothesis, explaining that alcohol was serving as his 

homemade prescription for anxiety (Khantzian, 2021). The insight struck him: “So it’s 

not that I’m weak—it’s that I never learned any other way to deal with this.” 

That reframing changed everything. Together, Anthony and his counselor worked on 

healthier strategies for managing anxiety—deep breathing, mindfulness, exercise, and 

eventually, medication prescribed appropriately for his condition. For the first time in 

years, Anthony began to imagine evenings without wine, filled instead with genuine 

calm. 

 

Test Question
24. In the case vignette, why did Anthony rely on alcohol for many years?
A: It was the only tool he knew to calm the deep anxiety wired into him from childhood experiences



Clinical Relevance: Anthony’s story captures the heart of the Self-Medication 

Hypothesis—addiction often grows out of unmet psychological needs, with 

substances serving as makeshift solutions. Understanding this allows clinicians to treat 

the person’s pain, not just their drinking. 

 

Object Relations and Addiction 

From the lens of object relations, addiction is not simply about chasing pleasure or 

numbing pain—it is about longing for connection. When children grow up with 

caregiving that is inconsistent, neglectful, or emotionally unavailable, they often carry an 

invisible ache into adulthood. The early bond that should have offered safety and 

stability instead leaves gaps, and those gaps can echo for years. 

For many, substances step in as a kind of surrogate attachment figure. A drink, a pill, 

or a hit may feel like the dependable presence that was missing in childhood: always 

there, always soothing, always predictable. The bottle doesn’t abandon. The pill doesn’t 

criticize. The high, at least for a while, wraps around the person like the comfort they 

once longed to receive from a parent or caregiver (Flores, 2022). 

Seen this way, addiction is not merely maladaptive behavior—it is an attempt to repair 
old wounds of attachment with the only tools the person believes they have. And for 

counselors, this perspective softens judgment and sharpens compassion: our clients 

are not simply choosing substances, they are often reaching for the closest substitute 

for love and security they ever knew. 

 

Case Vignette: “Samantha and the Bottle That Never Left” 

Samantha grew up in a home where her mother cycled in and out of depression and her 

father often worked two jobs, rarely home except to sleep. As a child, she learned early 

that comfort wasn’t reliable. Sometimes her mother would be warm and attentive, 

brushing Samantha’s hair and asking about her day. Other times, she was withdrawn, 

Test Question
25. From an object relations perspective, what do substances often function as for people with early attachment wounds?
A: A surrogate attachment figure providing the illusion of safety and consistency



lost in her own sadness, leaving Samantha to make her own dinner and tuck herself into 

bed. 

That inconsistency taught Samantha a 

painful lesson: she could never fully count 

on anyone. By the time she was in her late 

twenties, working as a paralegal, she carried 

an undercurrent of loneliness she couldn’t 

name. On the outside, she was successful 

and organized. But every evening when she 

returned to her apartment, the silence felt 

crushing. 

That was when she began pouring herself a 

glass of wine—first as a reward, then as a 

ritual, and eventually as a necessity. She confessed later to her counselor, “The wine 

feels like a friend waiting for me at the end of the day. It’s always there. It never forgets 

me. It doesn’t leave.” 

Through therapy, Samantha began to recognize how alcohol had become a surrogate 
attachment figure—a stand-in for the reliable presence she had longed for as a child. 

The bottle gave her the illusion of comfort and stability she never fully experienced in 

her early relationships. 

Clinical Relevance: Samantha’s story highlights how, from an object relations 

perspective, addiction is not simply about chemical dependence. It is about filling an 

attachment void, reaching for substances when early caregivers failed to provide the 

consistency and safety every child needs. For clinicians, recognizing this dynamic can 

transform treatment, shifting the conversation from “Why can’t you stop?” to “What is 

the bottle giving you that you never received elsewhere, and how can we meet that 

need in healthier ways?” 

Clinical Relevance Today 

While psychodynamic therapy is less common as a stand-alone SUD treatment in the 

Test Question
26. In the case vignette, why did Samantha describe alcohol as feeling like ‘a friend waiting for me at the end of the day’?
A: It symbolized the dependable comfort and stability she never fully received from her caregivers



U.S., elements like exploring emotional meaning, building insight, and addressing 

attachment issues are invaluable when combined with structured methods like CBT or 

MAT. 

 

C. Learning Theories 

Learning theories emphasize that addiction is a conditioned behavior reinforced over 

time. They draw heavily from classical conditioning, operant conditioning, and 

social learning theory. 

 

Classical Conditioning 

Addiction often weaves itself into the rhythms and rituals of daily life. It’s not only the 

substance that holds power, but the surroundings, routines, and cues tied to it. Just 

as Pavlov’s dogs learned to salivate at the sound of a bell, people can find themselves 

craving a drink, a hit, or a smoke when certain familiar situations arise. 

Think of someone who always cracked open a cold beer while watching football. Over 

time, the sound of a referee’s whistle, the sight of a kickoff, or even the smell of game-

day snacks can stir up a deep, automatic urge to drink—even if they haven’t touched 

alcohol in months. The brain has learned: football means beer. 

These associations can be surprisingly powerful, sparking cravings that feel as if they 

come out of nowhere. But what’s really happening is that the brain has been 

conditioned to link specific cues with the expectation of substance use. Understanding 

this helps us see why relapse can feel so sudden, and why recovery work often includes 

identifying these “triggers” and building new responses to them. 

 

Case Vignette: “Mark and the Friday Night Cravings” 

Mark was 29, a graphic designer who had recently completed a 30-day residential 

program for alcohol use disorder. He felt strong, motivated, and proud as he returned 



home. He had new routines in place—morning runs, evening journaling—and he was 

determined to build a life that didn’t revolve around drinking. 

But on his first Friday night back in the city, something unexpected happened. Walking 

home from work, he passed the corner pub where he and his coworkers used to gather 

every week. The sound of laughter spilling from the doorway, the clink of glasses, and 

even the faint smell of fried food hit him like a wave. His chest tightened, and suddenly 

he was overwhelmed by an almost physical urge to step inside. 

Mark was confused. “I don’t even want to drink,” he told his sponsor later. “But my body 

reacted like I needed to.” 

His counselor explained that this was classical conditioning in action. For years, 

Mark’s brain had paired the sights, sounds, and smells of Friday nights with the reward 

of alcohol. Now, even without a conscious desire, those cues triggered intense cravings. 

Over the next few weeks, Mark worked with his counselor to anticipate these triggers. 

Instead of walking past the pub, he took a different route home. He created new Friday 

rituals—meeting a sober friend for coffee, or heading to the gym. Slowly, his brain 

began forming new associations, linking Friday nights with connection and 

accomplishment rather than alcohol. 

Clinical Relevance: 
Mark’s story illustrates how environmental cues can reignite cravings long after detox. 

For clients, knowing that these reactions are normal—and rooted in conditioned 

learning—can reduce shame and build confidence. For clinicians, it underscores the 

importance of helping clients both identify triggers and create new, healthier 
associations to replace them. 

 

Operant Conditioning 

• Positive reinforcement: Substances produce pleasurable effects (e.g., euphoria 

from opioids). 

Test Question
27. Which concept from learning theory best explains why Mark experienced intense cravings when passing the pub after work on Friday nights?
A: Classical conditioning



• Negative reinforcement: Substances remove unpleasant states (e.g., alcohol 

reducing anxiety). 

Addiction doesn’t unfold in a vacuum. It is shaped by the way the brain learns from 

rewards and relief—what psychologists call operant conditioning. At first, 

substances pull people in through positive reinforcement. An opioid might flood the 

body with warmth and euphoria, or alcohol might spark a burst of social confidence 

at a party. Those initial moments feel good, and the brain remembers: “This works—

do it again.”   

But over time, something shifts. The high becomes less about pleasure and more 

about escape. Substances begin to serve as negative reinforcement—not so 

much creating joy as taking away discomfort. A drink eases the anxiety that’s been 

gnawing all day. A hit of heroin stops the chills, the sweats, and the crawling skin of 

withdrawal.  

Relief becomes the new reward. By the later stages of addiction, many people 

describe their use not as chasing a high, but as avoiding misery. What began as 

seeking pleasure has become a desperate attempt to quiet suffering, to feel 

“normal,” or simply to keep the body from unraveling (Koob, 2021). 

Understanding this progression matters for clinicians. It reminds us that clients may 

not be coming back to substances for thrill-seeking or rebellion, but because their 

nervous system has learned—over countless repetitions—that the substance is the 

only reliable way to make the pain stop. 

 

Case Vignette: “Kevin and the Morning Shot” 

Kevin was 28 when he first tried heroin. At the time, he was working construction and 

hanging out with a group of older friends who partied after long shifts. His first hit felt like 

a revelation—warmth spread through his body, his worries melted away, and for a few 

hours, he felt unstoppable. “This is it,” he thought. “This is what I’ve been missing.” 



In those early months, Kevin used on weekends for the rush, for the glow that made him 

feel alive and connected. This was positive reinforcement in action: the drug brought 

pleasure, and the pleasure kept him coming back. 

But as the months stretched into years, something shifted. The high wasn’t as strong 

anymore. What once took one bag now took three. And worse, when Kevin didn’t use, 

his body rebelled. His mornings began with shaking hands, cold sweats, and cramps 

that twisted his stomach into knots. The only way to make it stop was another shot. 

By then, heroin was no longer about chasing euphoria. It was about avoiding misery. 

Kevin would tell his counselor later: “I wasn’t even getting high anymore. I just didn’t 

want to feel sick.” 

In therapy, this realization became a breakthrough. His counselor explained how the 

brain’s learning systems had shifted—from seeking pleasure to seeking relief. Kevin 

wasn’t weak or hopeless; his nervous system had been rewired to survive on heroin. 

That understanding gave him a language for his struggle—and a reason to hope that 

with treatment, his brain could learn new ways to feel balanced again. 

Clinical Relevance: 
Kevin’s story captures the essence of operant conditioning in addiction. At first, 

substances reward with pleasure. Later, they “reward” by removing unbearable 

withdrawal symptoms. Recognizing this shift helps clinicians explain why recovery often 

feels less about giving up a thrill, and more about finding freedom from a cycle of 

misery. 

 

Social Learning Theory 

Albert Bandura’s model reminds us that people don’t just learn from trial and error—they 

learn by watching the world around them. For many clients, the first lessons about 

substances come not from a health class or a pamphlet, but from the people closest to 

them. 

Test Question
28. According to Bandura’s Social Learning Theory, how do many people first learn about substance use?
A: By observing family members, peers, or cultural role models using substances



A teenager might watch an older sibling crack open a beer after school and notice how 

the stress of the day seems to melt away. A child might see a parent take a pill before 

bed and connect it with relief. When those behaviors appear to bring comfort, fun, or 

belonging, the message takes root: “This is how people cope. This is what grown-ups 

do. This is how I can feel better too.” 

The same patterns play out in broader culture. Movies, music, and social media often 

paint drinking or drug use as glamorous, adventurous, or even romantic. A night of 

heavy drinking might be framed as comic relief; a character’s drug use might be linked 

to their creativity or confidence. These portrayals quietly normalize risky behavior, 
making it seem less like a danger and more like a rite of passage (Bandura, 2020). 

For clinicians, Bandura’s insight is a reminder that substance use is not learned in 

isolation. It’s absorbed through modeling, through the examples people see in their 

families, peer groups, and culture. And it means that recovery, too, can be modeled—

clients can learn healthier ways of coping by observing and imitating positive role 

models in therapy, peer groups, or supportive communities. 

 

Case Vignette: “Jordan and the Friday Night Lessons” 

Jordan was 16 when he first started drinking. His parents didn’t allow alcohol in the 

house, but every Friday night, he hung out at his best friend’s place where older siblings 

kept the fridge stocked with beer. At first, Jordan wasn’t sure he wanted to join in. But as 

he watched his peers laughing, joking, and loosening up with each bottle, he felt the 

pull. 

 

 

Test Question
29. How can clinicians apply Social Learning Theory in recovery work?
A: By encouraging clients to observe and imitate positive role models in therapy, peer groups, or communities



One night, a friend handed him a drink 

and said, “C’mon, everyone’s doing 

it—it’s just fun.” Jordan hesitated, then 

took a sip. The beer tasted bitter, but 

the laughter around him seemed 

sweeter. The connection, the sense of 

belonging—that was what stuck. 

Soon, Friday nights weren’t just about 

hanging out; they were about drinking, 

because that was what the group 

modeled as the way to relax and 

connect. 

Later, in counseling, Jordan reflected: “It wasn’t that I loved the taste. It was that I 
wanted to feel part of the group. Drinking was the ticket in.” 

His counselor helped him see how those early experiences shaped his beliefs—how 

observing his peers’ behavior and the rewards they seemed to get (fun, 

confidence, acceptance) had taught him to associate alcohol with belonging. It wasn’t 

about weakness; it was about learning by example. 

Clinical Relevance: Jordan’s story illustrates Bandura’s insight that people often learn 

substance use by watching others and imitating what seems rewarding. For 

clinicians, this perspective reinforces the value of creating new, positive role models in 

recovery—peer groups, mentors, and communities where clients can observe and 

practice healthier ways of coping. 

 

Clinical Relevance Today 

Learning theory principles are applied in relapse prevention, cue exposure therapy, and 

family interventions. They remind us that changing environmental contingencies is as 

important as changing thoughts or biology. 

 

Test Question
30. In Jordan’s case vignette, what was the main reason he started drinking?
A: He wanted to feel a sense of belonging with his peer group



2.2.3 Sociocultural Theories of Addiction 

Biological and psychological perspectives explain much about individual vulnerability to 

substance use disorders, but addiction does not occur in a vacuum. Sociocultural 
theories examine how the environment, cultural norms, and social structures influence 

the development and persistence of substance use problems. For mental health and 

addiction professionals, these theories are crucial because they reveal how social 
context can either protect against or promote substance misuse (Room et al., 

2023). 

 

A. Family Systems Perspectives 

Family systems theory invites us to see addiction not as an isolated problem living 

inside one person, but as part of the larger emotional ecosystem of the family. In this 

model, families are like intricate webs—when one strand is pulled, the entire structure 

trembles. 

When a son drinks heavily, his 

parents may react with worry, 

anger, or denial; siblings may 

feel overlooked or pressured to 

keep the peace. When a parent 

struggles with substance use, 

children often adapt in ways 

that ripple into their own adult 

lives—becoming caretakers too 

early, withdrawing emotionally, 

or acting out to draw attention. In every case, the family shifts, sometimes subtly and 

sometimes dramatically, around the person’s behavior. 

This perspective reminds us that substance use is both shaped by family dynamics 
and shapes them in return (Bowen, 2020). Addiction can create distance, tension, or 

Test Question
31. From a family systems perspective, addiction is best understood as:
A: Part of the larger emotional ecosystem of the family, affecting and being affected by all members



rigid roles, but it can also be maintained by long-standing patterns of communication, 

conflict, and coping within the household. 

For clinicians, the family systems lens is powerful because it encourages us to look not 

only at the individual who uses substances, but at the whole circle of relationships. 

Healing, then, becomes more than helping one person stop using—it’s about helping 

families find new ways to connect, communicate, and support one another. 

 

Key Concepts 

1. Roles in Addicted Families —  

When addiction enters a family, it rarely affects just one person. Like ripples in a 

pond, its impact spreads through every relationship, often creating recurring 
roles that family members unconsciously step into in order to keep the system 

going. These roles don’t make anyone “good” or “bad”—they are survival 

strategies, ways of coping in a household that feels unpredictable or unsafe. 

• The Enabler is often the caretaker of the family. They smooth over 

consequences, cover up mistakes, and do whatever they can to maintain 

stability. To outsiders, they may look strong and supportive, but inside they often 

feel exhausted and resentful. Their efforts to protect the addicted person come 

from love, but can also unintentionally shield them from facing the truth. 

• The Hero becomes the family’s bright star. Through achievement and 

responsibility, they work tirelessly to distract from the chaos at home. Straight-A 

grades, overachievement at work, or relentless “success” can be their way of 

shouting to the world: “We’re okay.” Yet beneath the polished surface, heroes 

often carry anxiety and perfectionism, terrified of failure. 

• The Scapegoat acts out, drawing negative attention to themselves. Their 

misbehavior—skipping school, breaking rules, getting into fights—redirects focus 

away from the addicted person. Seen as the “problem child,” they often carry 

Test Question
32. In addicted families, what role is typically characterized by perfectionism, overachievement, and fear of failure?
A: Hero



unspoken pain and anger, expressing through rebellion what others feel but 

cannot say. 

• The Lost Child retreats into the background. Quiet and withdrawn, they avoid 

conflict by disappearing emotionally or physically. They may escape into books, 

video games, or solitude. While their silence keeps them out of the family storm, 

it often comes at the cost of their own voice, leaving them feeling invisible. 

• The Mascot lightens the tension with humor. They crack jokes, act silly, or play 

the clown, trying to bring relief to heavy moments. Their laughter can temporarily 

soothe the family’s pain, but it can also mask their own deep fear and sadness. 

These roles don’t define a person forever, but they can shape how individuals 

grow, relate to others, and even carry patterns into adulthood. For clinicians, 

recognizing these dynamics offers a doorway to healing—helping families see 

not only the struggles behind each role, but also the strengths and resilience 

hidden within them. 

 

Composite Family Vignette: The Martinez Family 

The Martinez household looked ordinary from the outside: a small suburban home, a 

dog in the yard, kids on bikes in the driveway. But inside, the family had been shaped 

for years by Mr. Martinez’s struggle with alcohol use. 

The Enabler: Mrs. Martinez 

Mrs. Martinez worked tirelessly to hold everything together. She covered for her 

husband’s missed workdays, made excuses to the kids, and smoothed things over with 

neighbors when arguments grew too loud. “He’s just under a lot of stress,” she’d say, 

even when her own exhaustion showed. Her caregiving came from love, but it also 

protected her husband from facing the full weight of his addiction. 

The Hero: Emily, 17 

Emily, the eldest, responded by striving for perfection. She threw herself into 

schoolwork, sports, and community volunteering. Her trophies lined the shelves in the 



living room, silent evidence that “at least one of us is making the family look good.” On 

the outside, she was a model student; on the inside, she carried crushing pressure and 

a constant fear of failure. 

The Scapegoat: Jake, 15 

Her younger brother Jake went the opposite direction. He skipped classes, picked fights 

at school, and earned a reputation as “the problem kid.” When teachers called home, 

the focus shifted away from Mr. Martinez’s drinking to Jake’s behavior. His rebellion was 

less about mischief and more about unspoken anger—anger at his dad’s absence, 

anger at the constant tension, anger that no one seemed to notice his pain. 

The Lost Child: Lily, 10 

Then there was Lily, the quiet one. She spent most of her time in her room, drawing or 

reading. She never argued, never complained, never made demands. In many ways, 

she was the easiest child in the house—so easy, in fact, that she often faded into the 

background. Her withdrawal was her way of staying safe, but it also left her lonely and 

unseen. 

The Mascot: Danny, 7 

Finally, little Danny had learned to make everyone laugh. At the dinner table, when the 

air grew heavy with silence, he would crack a joke or make a funny face. His humor 

lifted spirits, if only for a moment. But behind his clowning was a child who worried 

deeply, carrying more fear than he let on. 

 

Clinical Relevance 

The Martinez family shows how addiction rearranges an entire household. Each 

member developed a role—Enabler, Hero, Scapegoat, Lost Child, Mascot—not 

because they chose it, but because the family system needed ways to cope with chaos 

and pain. These roles helped them survive, but they also shaped how each child saw 

themselves and related to the world. 



For counselors, seeing these patterns can transform treatment. It reminds us that 

recovery is not just about helping Mr. Martinez stop drinking. It’s also about helping 

Emily loosen her perfectionism, Jake find healthier ways to express anger, Lily learn to 

speak up, and Danny discover he doesn’t have to be funny to be loved. 

 

The Martinez Family: A Glimpse of Recovery 

When Mr. Martinez finally entered treatment and began working toward sobriety, the 

ripples through the family were just as profound as the ripples of his drinking had once 

been. Healing didn’t happen overnight, but with counseling and support, each family 

member slowly stepped out of the rigid roles that addiction had carved for them. 

Mrs. Martinez, the Enabler 
For years she carried the family on her back, covering up and smoothing over crises. In 

therapy, she began to learn that protecting her husband from consequences was not the 

same as supporting his recovery. Letting go was terrifying, but she discovered she could 

care without rescuing. As she put it in one session: “I’m learning to stand beside him, 

not in front of him.” 

Emily, the Hero 

Emily’s perfectionism had been her shield. In family therapy, she admitted how 

exhausting it was to always be “the good one.” With encouragement, she allowed 

herself to be a teenager again—going to the movies with friends, letting grades slip from 

perfect A’s to healthy balance, and realizing that her worth wasn’t tied to achievement. 

Jake, the Scapegoat 
Jake’s anger had long masked his hurt. When the family began talking openly about Mr. 

Martinez’s drinking, he no longer needed to act out to be noticed. With his pain 

validated, Jake began to channel his energy into constructive outlets—joining a boxing 

gym where his strength was celebrated, not punished. 

Lily, the Lost Child 

For Lily, simply being seen was healing. Family therapy gave her space to speak up and 



share her drawings, which often expressed feelings she couldn’t put into words. Her 

parents began making a conscious effort to invite her into conversations, and slowly she 

found her voice. 

Danny, the Mascot 
Little Danny’s humor was still a gift, but he learned he didn’t have to carry the family’s 

mood on his shoulders. When he cracked jokes now, it was because he wanted to—not 

because he felt responsible for keeping everyone smiling. 

 

Clinical Relevance 

The Martinez family’s journey shows that when recovery begins, roles can loosen. 

Each family member starts to reclaim parts of themselves that had been hidden or 

distorted by addiction. For clinicians, this highlights why family work is so important: true 

healing is not just about one person’s sobriety, but about giving the entire family 

permission to grow, shift, and connect in new ways. 

 

2. Intergenerational Transmission  

Addiction rarely begins in a vacuum. Families carry stories, wounds, and coping 

strategies across generations, sometimes without even realizing it. What one parent or 

grandparent couldn’t resolve often echoes forward, shaping the lives of children and 

grandchildren. 

In households where substance use was present, children grow up watching, absorbing, 

and learning—even when nothing is spoken out loud. A daughter who saw her father 

cope with stress by drinking may come to believe that alcohol is the natural way to ease 

tension. A son who watched his mother disappear into prescription pills may 

unconsciously carry that script into his own adulthood. These aren’t simply bad choices; 

they are learned behaviors woven into the family fabric. 

Unresolved trauma is another powerful thread. A grandmother who lived through 

violence or poverty may never speak of her pain, but the patterns of silence, fear, or 



self-medication ripple into the next generation. Trauma that isn’t healed often finds 

expression in the behaviors of children and grandchildren—sometimes through anger, 

sometimes through withdrawal, sometimes through turning to substances as a 

substitute for comfort. 

This is the heart of intergenerational transmission: the way dysfunction, especially 

substance misuse, can travel down family lines. But the story doesn’t have to end there. 

What is passed down can also be interrupted. When one person begins to heal—

seeking therapy, breaking old patterns, naming what was once unspoken—they plant 

the seeds of a different legacy. Recovery, in this sense, is not only for the individual but 

for their children and generations yet to come. 

 

 

When an adolescent struggles with substance use, it rarely affects only them. Parents, 

siblings, and even extended family often carry the weight—sometimes in silence, 

sometimes in conflict, always in pain. That’s why approaches like Multidimensional 
Family Therapy (MDFT) have been so powerful: they don’t just treat the young person, 

they invite the whole family into the healing process. 

In MDFT, the focus isn’t simply on stopping drug use. It’s about repairing 
relationships, opening communication, and creating a supportive environment 
where recovery has a chance to grow. Parents learn new ways to set limits and show 

care without slipping into criticism or control. Teens are given space to voice their 

struggles and to see themselves not as “the problem” but as part of a family that can 

change together. 

Research has shown that this kind of intervention makes a real difference. Adolescents 

who participate in MDFT are not only less likely to relapse, but families often report 

feeling closer, stronger, and better able to handle stress (Liddle et al., 2024). What 

begins as treatment for substance use becomes an opportunity for the entire family to 

find a healthier rhythm—one where connection replaces conflict, and where hope is no 

longer carried by one person alone, but shared by everyone at the table. 

Test Question
33. What is meant by the term “intergenerational transmission” in the context of addiction?
A: The way substance misuse, trauma, and coping strategies are passed down through family patterns across generations



 

Clinical Relevance Today 

For counselors, understanding family dynamics can prevent treatment from focusing 

solely on the individual and overlooking powerful systemic influences that may 

undermine recovery. 

 

B. Peer Influence and Social Networks 

Humans are wired for connection. From adolescence through adulthood, we look to our 

friends and peers to guide us, shape us, and reassure us about who we are. That sense 

of belonging can be life-giving—but it can also make us vulnerable. In the context of 

substance use, peers are often among the most powerful influences in both starting 

and sustaining patterns of drinking or drug use. 

A teenager may take their first sip of alcohol not because they craved it, but because 

their friends were laughing around a bonfire and they didn’t want to feel left out. A 

college student might experiment with stimulants during finals after watching classmates 

lean on them to study all night. Even adults, surrounded by colleagues or neighbors 

who normalize heavy drinking, may find themselves reaching for a glass more often 

than they ever planned. 

In each case, the pull is less about the substance itself and more about the desire to 
belong, to feel included, to share in what others seem to enjoy. Understanding this 

truth helps clinicians see substance use not simply as a solitary act, but as part of the 

social fabric people are constantly navigating. 

 

Mechanisms of Peer Influence 

The way peers shape substance use is rarely a single moment of pressure—it’s a web 

of experiences that unfold quietly and powerfully in daily life. 

Test Question
34. Why do many adolescents or young adults begin using substances in peer settings?
A: Because they want to belong, fit in, and share in what others seem to enjoy



Modeling often comes first. A young person sees their friends drinking at a party or 

smoking in the school parking lot and notices they seem relaxed, confident, or popular. 

Even if no one says a word, the message is clear: “This is what people my age do.” The 

simple act of watching peers use substances without obvious harm can make risky 

behaviors seem ordinary. 

Then there is direct pressure, which can be as subtle as a teasing nudge or as blunt 

as, “Don’t be lame, just try it.” For someone craving acceptance, that moment can feel 

like a crossroads between belonging and rejection. Saying no may feel riskier than 

saying yes. 

Perhaps most powerful of all are perceived norms. Even if only a few peers are 

drinking heavily or experimenting with drugs, it’s easy for someone to believe, 

“Everyone is doing it.” That belief alone can lower defenses and make trying substances 

feel not only acceptable but expected. 

For many clients, their first steps into substance use weren’t about rebellion—they were 

about connection. Understanding these mechanisms helps us see that peer influence 

isn’t simply peer pressure; it’s the natural human pull to fit in, to feel safe in a group, and 

to not be left behind. 

 

 

Case Vignette: “Sophie and the Party Myth” 

Sophie was a bright 15-year-old who had just started high school. She wasn’t part of the 

“popular crowd,” but she longed to be included. At lunch, she often overheard 

classmates bragging about weekend parties—loud music, dancing, and plenty of 

alcohol. Sophie had never been to one, but in her mind, it seemed like everyone else 

had. 

So, when she finally got invited to a friend-of-a-friend’s birthday, she felt nervous and 

excited. Walking into the dimly lit basement, she noticed a group of kids holding red 



cups, laughing and shouting. Instantly, her stomach tightened. She assumed all of them 

were drinking, and if she didn’t join in, she’d look like an outsider. 

When a boy handed her a cup of beer, Sophie hesitated only a second before taking it. 

The taste was bitter, but the relief of not standing out was sweet. Later, she would 

discover that only a handful of kids were actually drinking—the rest were holding sodas 

or pretending. But that night, her belief that “everyone is doing it” pushed her into her 

first drink. 

In therapy months later, Sophie admitted, “I didn’t even like it. I just thought I’d be the 

only one who wasn’t.” Her counselor helped her unpack how her perception of peer 
norms—not the reality—had driven her behavior. Naming that pattern gave Sophie the 

power to question those assumptions and make more deliberate choices in the future. 

 

Clinical Relevance: 
Sophie’s story shows how perceived norms can be as powerful as direct pressure. 

Young people often drink or use not because they are coerced, but because they 

believe it is what everyone else is doing. For clinicians, addressing these 

misconceptions is vital—sometimes the most freeing insight is learning that not 

everyone is using, and that belonging doesn’t have to come at the cost of one’s health. 

Interventions such as norms clarification campaigns have been shown to reduce 

binge drinking rates on campuses (SAMHSA, 2023). 

 

Table 4. Peer Influence Pathways in Substance Use 

Pathway Example Possible Intervention 

Modeling Watching older siblings smoke Mentorship programs 

Direct Pressure 
Friends offering cocaine at 

parties 
Refusal skills training 

Test Question
35. In Sophie’s case vignette, what belief pushed her into drinking at the party?
A: That ‘everyone is doing it,’ even though only a few were actually drinking



Pathway Example Possible Intervention 

Perceived 

Norms 

Believing “all students binge 

drink” 
Social norms media campaigns 

 

 

Clinical Relevance Today 

Assessing a client’s social network can identify high-risk influences and inform relapse 

prevention plans. Peer-based recovery programs (e.g., 12-Step groups, SMART 

Recovery) can harness the same social dynamics to promote sobriety. 

 

C. Societal and Cultural Pressures 

The way we think about substances is never shaped in isolation. It’s shaped by the 

culture we grow up in—the stories we hear at the dinner table, the rituals we see at 

weddings and holidays, the commercials on TV, the laws in our communities. Culture 

quietly teaches us what’s “normal,” what’s acceptable, and what’s off-limits. 

In some cultures, drinking a glass of wine with dinner is a sign of refinement and 

celebration. In others, alcohol is seen as dangerous, forbidden, or taboo. Some 

societies celebrate cannabis as medicine or spiritual aid, while others criminalize it 

harshly. Even within the same country, norms can vary: a college campus where binge 

drinking is expected feels very different from a faith community where abstinence is the 

rule. 

These cultural messages don’t just set the stage—they shape the decisions people 

make every day. A young adult might drink not because they truly want to, but because 

they’ve grown up in a social circle where not drinking feels abnormal. Someone else 

might carry deep shame around substance use because their cultural background 

labels it as moral failure rather than illness. 

Test Question
36. Which of the following is an example of an intervention targeting perceived norms around substance use?
A: Social norms media campaigns

Test Question
37. According to sociocultural theories, what makes cultural messages so influential in shaping substance use?
A: They teach people what is considered “normal,” acceptable, or taboo regarding substance use



For clinicians, understanding these pressures matters deeply. When a client sits across 

from us, they are not only bringing their personal story—they are bringing the weight of 

cultural expectations, family traditions, and societal judgments. Healing, then, is not only 

about changing behavior, but also about helping clients navigate the powerful voices of 

culture that tell them what their substance use means. 

 

Cultural Norms and Alcohol 

Around the world, alcohol means very different things depending on where you are—

and those differences shape how people see their own drinking. 

In some cultures, moderate alcohol use is woven into daily life. A glass of wine with 

dinner is not only acceptable but expected, and drinking to excess is frowned upon. 

Here, the social script says: enjoy, but do so with restraint. Someone who binge drinks 

in this setting may feel shame or judgment, because the norm emphasizes moderation 

and balance. 

In other places, the story is different. Heavy episodic drinking—long nights of beers 

with friends, or celebrations marked by drinking until sunrise—is not only tolerated but 

sometimes celebrated. In those contexts, drinking heavily may be seen as a sign of 

sociability, masculinity, or cultural pride. Instead of shame, a person who drinks heavily 

might feel affirmed by their peers. 

These cultural messages matter deeply. They influence how individuals interpret their 
own drinking behavior—whether they see it as normal, as problematic, or even as a 

badge of honor (WHO, 2023). For clinicians, recognizing these differences helps us 

understand why clients may minimize their drinking (“everyone I know drinks like this”) 

or feel guilt out of proportion to their actual use (“one glass of wine makes me feel like 

I’ve failed”). Culture shapes not only behaviors, but also the stories people tell 

themselves about those behaviors. 

 

 

Test Question
38. In cultures where heavy episodic drinking is tolerated or celebrated, how might individuals who drink heavily perceive their behavior?
A: As sociable, affirming, or even a source of cultural pride



Economic and Policy Factors 

Substance use doesn’t happen in a vacuum—it’s shaped not only by personal choices 

and culture, but also by the broader economic and policy environment people live in. 

Availability is one of the strongest drivers. When alcohol or drugs are easy to access—

whether through neighborhood liquor stores, plentiful bars, or widespread prescription 

practices—rates of use naturally climb. The simple reality is that what’s available feels 

permissible, and what’s within arm’s reach is more likely to become part of daily life. 

Price also plays a powerful role. Research 

has shown that when alcohol is taxed more 

heavily, overall consumption declines—

especially among young people who have 

less disposable income. A higher price tag 

can make the difference between casual 

experimentation and a pattern of regular use 

(NIAAA, 2024). In this way, taxation policies 

become not just economic decisions, but 

public health tools that can protect 

vulnerable groups. 

And then there’s advertising—the stories 

that marketers tell about what it means to 

drink or use. Glossy commercials that show 

beer as the key to friendship, or social media 

posts glamorizing vaping, weave powerful 

narratives. For adolescents in particular, these messages create the sense that 

substance use is exciting, normal, and even necessary for belonging. What might start 

as a marketing slogan often becomes a personal script: “If I want to be part of the 

group, this is what I should do.” 

For clinicians, keeping these factors in mind is essential. When we meet clients, we are 

meeting people whose choices have been shaped not only by biology and family, but by 

Test Question
39. What effect do higher alcohol taxes typically have on consumption, especially among young people?
A: They decrease overall consumption



the policies, prices, and advertisements surrounding them every day. Recovery, then, 

isn’t only about changing behavior—it’s also about helping clients navigate a world that 

often encourages use while making healthier paths harder to see. 

 

 

Case Vignette: “Trey and the Price of a Night Out” 

Trey was a 19-year-old college freshman. Like many students, he was eager to fit in, 

and weekends often meant meeting friends at the local bars. He didn’t think of himself 

as a heavy drinker—“just a few rounds with the guys”—but his Friday and Saturday 

nights almost always ended with more alcohol than he planned. 

Then, halfway through his sophomore year, the city enacted a new tax on alcohol sales. 

Overnight, the cost of a pitcher of beer nearly doubled. At first, Trey and his friends 

complained, but over time, they noticed something: they went out less often, and when 

they did, they drank fewer rounds. For Trey, who was balancing tuition, books, and part-

time work, the higher prices forced him to rethink how much he was spending—and, 

unintentionally, how much he was drinking. 

In a counseling session months later, Trey reflected: “I didn’t stop because I decided 

to—it was because I just couldn’t afford it anymore. But now, I realize I don’t even miss 

drinking as much as I thought I would.” 

 

Clinical Relevance 

Trey’s story highlights how price policies can quietly but powerfully change behavior, 

especially among young adults who are more sensitive to costs. His reduced drinking 

wasn’t the result of a moral decision or sudden insight—it was the product of economic 

forces shaping his choices. 

For clinicians, stories like Trey’s are a reminder that policy isn’t abstract. Availability, 
price, and advertising set the environment in which individuals make decisions. 



Recovery and prevention efforts work best when they combine personal support with 

systemic changes that make healthier choices more accessible—and less costly—than 

harmful ones. 

 

Case Vignette: “Maya and the Perfect Vape Ad” 

Maya was 15, a sophomore in high school who spent hours scrolling TikTok and 

Instagram. One evening, she noticed short, flashy videos of young people her age 

vaping sleek, brightly colored devices. The clips showed them laughing with friends, 

dressed in stylish clothes, exhaling clouds of vapor like it was part of their identity. The 

ads never mentioned nicotine or health risks—they focused on fun, belonging, and the 

idea that vaping was “cool.” 

At first, Maya wasn’t interested. But as the weeks went on, the ads—and the influencers 

who promoted the products—kept popping up. She began to notice peers at school 

using the same brands she saw online. The connection was clear: vaping wasn’t just 

about nicotine; it was a social badge, a signal that you were part of the crowd. 

When Maya finally tried vaping, she wasn’t looking for stress relief or energy. She was 

looking for connection. “It just felt like the thing to do,” she admitted later in counseling. 

What began as a few puffs between classes turned into a daily habit, one she struggled 

to stop once she realized how hooked she’d become. 

 

Clinical Relevance 

Maya’s story shows how advertising and media glamorization can plant seeds of 

experimentation, especially in adolescents. Unlike Trey, whose drinking habits shifted 

with economic policies, Maya’s initiation was shaped by marketing messages that tied 

vaping to identity, belonging, and fun. 

For clinicians and educators, both Trey and Maya’s stories highlight an important truth: 

substance use is not only about personal vulnerability—it’s also about the systems and 
environments that surround people. Effective prevention and treatment must 



consider both: policies that shape availability and price, and protections against 

marketing that normalizes or glamorizes risky behaviors. 

 

Clinical Relevance Today 

Awareness of macro-level influences helps clinicians advocate for public health 

policies that complement individual-level treatment efforts. 

 

2.3 DSM-5-TR and ICD-11 Criteria for Substance Use Disorders 

A. Overview of Diagnostic Frameworks 

When we talk about substance use disorders (SUDs), it’s important to recognize that 

clinicians around the world use shared frameworks to guide diagnosis. These 

frameworks aren’t just technical checklists—they are roadmaps that help providers 

speak the same language, ensure consistency in care, and give clients clarity about 

what they’re facing. 

In the United States, the most widely used system is the DSM-5-TR (Diagnostic and 
Statistical Manual of Mental Disorders, Text Revision). Published by the American 

Psychiatric Association, the DSM provides the criteria that most U.S. clinicians use in 

practice. It shapes not only how providers assess and diagnose but also how treatment 

is documented for research, billing, and insurance purposes (APA, 2022). 

Internationally, the ICD-11 (International Classification of Diseases, 11th Revision) 
plays a similar but broader role. Developed by the World Health Organization, the ICD is 

used across many countries for clinical practice, public health surveillance, and 

epidemiology. It serves as a tool for coding and tracking diseases globally, making it 

essential for understanding larger trends and shaping policy (WHO, 2022). 

While both systems aim for the same outcome—better diagnostic reliability and 
clearer communication—they are not identical. The DSM-5-TR provides a detailed, 

clinically focused picture of substance use disorders, often with more emphasis on 

mental health practice in the U.S. The ICD-11, meanwhile, emphasizes accessibility 



across cultures and health systems, with slightly different terminology and categories 

designed for use in international contexts. 

For clinicians, the key takeaway is this: whichever framework is used, the goal remains 

the same—to provide clients with an accurate understanding of their condition and a 

pathway toward effective care. These tools remind us that while the details may differ, 

the global effort to recognize and treat substance use disorders is shared. 

 

B. DSM-5-TR Criteria 

In earlier editions of the DSM, clinicians faced a split when 

diagnosing substance problems: was it “abuse” or was it 

“dependence”? For many providers, this division created 

confusion, and for many clients, it felt limiting. The reality of 

substance use didn’t always fit neatly into one category or 

the other. 

With the DSM-5-TR, that separation was replaced by a 

more unified and flexible approach. Instead of dividing 

people into “abuse” versus “dependence,” the manual now 

describes a single diagnosis: Substance Use Disorder 
(SUD). Each type of substance—alcohol, opioids, cannabis, stimulants, and others—

has its own version, such as Alcohol Use Disorder or Opioid Use Disorder. 

This change might sound technical, but in practice it reflects a shift toward greater 

compassion and accuracy. Rather than forcing a client into one box or another, the 

DSM-5-TR allows clinicians to assess a spectrum of severity, from mild to severe. It 

acknowledges that substance use exists on a continuum—that someone struggling with 

weekend binge drinking is not in the same place as someone experiencing daily 

withdrawal, but both deserve to have their challenges recognized and addressed. 

Test Question
40. What is the primary difference in focus between the DSM-5-TR and ICD-11?
A: The DSM-5-TR provides a detailed, clinically focused picture for U.S. practice, while ICD-11 emphasizes accessibility across cultures and global health systems

Test Question
41. How did the DSM-5-TR change the way substance problems are categorized compared to earlier editions?
A:  It replaced ‘abuse’ and ‘dependence’ with a single diagnosis: Substance Use Disorder, measured on a continuum of severity



For clients, this framework can feel validating. It moves the conversation away from rigid 

labels and toward a more nuanced understanding: “This is where I am right now, and 

here’s how we can help.” 

 

1. The 11 Criteria 

A diagnosis requires meeting at least 2 criteria within a 12-month period: 

# DSM-5-TR Criterion 

1 Taking the substance in larger amounts or for longer than intended. 

2 Persistent desire or unsuccessful efforts to cut down or control use. 

3 Spending a great deal of time obtaining, using, or recovering from the substance. 

4 Craving, or a strong desire/urge to use. 

5 Recurrent use resulting in failure to fulfill obligations at work, school, or home. 

6 
Continued use despite persistent/recurrent social or interpersonal problems caused 

by use. 

7 Giving up or reducing important activities because of use. 

8 Recurrent use in physically hazardous situations. 

9 
Continued use despite knowledge of having a physical or psychological problem 

likely caused/exacerbated by use. 

10 
Tolerance — needing more to achieve the same effect or reduced effect with the 

same amount. 

11 Withdrawal — characteristic symptoms or use to avoid withdrawal. 

 

2. Severity Levels 



• Mild: 2–3 symptoms 

• Moderate: 4–5 symptoms 

• Severe: 6+ symptoms 

One of the most important shifts in the DSM-5-TR is that it recognizes substance use 

disorders on a continuum of severity. Instead of dividing people into rigid “abuse” 

versus “dependence” labels, it asks: How many criteria are present, and how much do 

they affect a person’s life? 

• Mild SUD 

Someone with a mild substance use disorder may meet just a couple of criteria—

say, drinking more than intended and feeling unable to cut back. They might still 

be working, caring for their family, and keeping up with responsibilities, but their 

use is starting to take up more space than they want. Often, these clients feel 

conflicted: “I’m not out of control, but I’m not happy with this, either.” 

• Moderate SUD 

In the moderate range, the 

disorder is harder to ignore. The 

person may be missing work, 

arguing with loved ones, or 

spending more time and energy 

planning when and how they’ll 

use. They might have tried to stop 

several times, only to relapse. 

There’s still a sense of agency, but 

the substance is beginning to drive 

decisions rather than the other 

way around. 

•  

Test Question
42. According to DSM-5-TR, how many symptoms must be present within a 12-month period to diagnose a mild substance use disorder?
a) 2–3 symptoms



• Severe SUD 

At the severe end of the spectrum, the substance has become the center of life. 

Health is declining, relationships are fractured, finances may be unstable, and 

withdrawal symptoms are common. People in this stage often describe their use 

not as chasing pleasure, but as trying to stave off misery or keep from “falling 

apart.” Here, the criteria don’t just signal a diagnosis—they paint a picture of a 

life narrowed by the gravitational pull of addiction. 

 

Why This Matters 

For clients, hearing “mild,” “moderate,” or “severe” can be a relief. It places their 

experience on a spectrum rather than stamping them with an all-or-nothing label. For 

clinicians, it offers a framework for tailoring treatment—recognizing that someone with 

mild SUD may benefit from brief interventions, while someone with severe SUD may 

need intensive, multi-layered care. 

At its heart, this framework gives us a more compassionate language. It reminds us 

that substance use is not a single fixed identity, but a dynamic condition that can 

worsen—or improve—with time, support, and treatment. 

 

 

Case Vignette: Mild Substance Use Disorder — “Hannah and the Weekend Wine” 

Hannah was a 30-year-old teacher who enjoyed wine with friends on the weekends. At 

first, it was a glass or two over dinner. But gradually, she found herself finishing half a 

bottle on Friday and Saturday nights. She often woke up groggy, regretting the extra 

glass. 

Hannah tried to cut back, promising herself to stop after one, but more often than not, 

she didn’t. She wasn’t missing work or losing relationships, but she admitted to her 

counselor: “I don’t like the control this has over me.” 



Clinical note: Hannah met just two criteria—drinking more than intended and difficulty 

cutting back—placing her in the mild SUD range. Intervention focused on brief 

motivational interviewing and planning healthier weekend routines. 

 

Case Vignette: Moderate Substance Use Disorder — “Marcus and the Missing 
Mondays” 

Marcus, 42, worked in IT. His colleagues noticed he was often “sick” on Mondays. In 

truth, Marcus was recovering from weekend binges. His drinking had started as stress 

relief after work, but now it stretched into entire weekends. His wife complained that he 

was less present with the kids, and his work performance was slipping. 

Marcus admitted he had tried to stop “more times than I can count,” but by midweek, the 

pull to drink was overwhelming. He wasn’t facing legal trouble yet, but he could see the 

toll: arguments at home, mounting absences at work, and a growing sense of shame. 

Clinical note: Marcus met 5–6 criteria, including failed attempts to quit, neglecting 

responsibilities, and continued use despite problems—placing him in the moderate 
SUD range. Treatment included CBT, family therapy, and a relapse prevention plan. 

 

Case Vignette: Severe Substance Use Disorder — “Angela and the Morning 
Drink” 

Angela, 55, had been drinking heavily for more than a decade. What began as a glass 

of wine at night had become a necessity each morning. If she didn’t drink, her hands 

shook, her heart raced, and panic set in. She described it plainly: “I can’t feel normal 

without alcohol.” 

Her health was suffering—her doctor warned her about elevated liver enzymes. She 

had missed countless days of work, and her adult children had grown distant after years 

of broken promises to quit. Angela had tried inpatient detox twice but relapsed within 

weeks, explaining, “I don’t even get drunk anymore. I drink so I don’t fall apart.” 



Clinical note: Angela met nearly all of the DSM-5-TR criteria, including tolerance, 

withdrawal, failed attempts to quit, and life disruption—placing her in the severe SUD 

range. Intensive treatment, including medical detox, medication-assisted treatment, and 

long-term therapy, was recommended. 

 

Teaching Takeaway 

These three vignettes illustrate how DSM-5-TR severity levels show up in real lives: 

• Mild — concern and conflict, but daily life largely intact. 

• Moderate — mounting consequences and impaired functioning. 

• Severe — substance use dominating health, relationships, and identity. 

For learners, they highlight that SUD is a spectrum—and that compassionate, tailored 

interventions should meet clients wherever they are on that continuum. 

 

Clinical Relevance Today 

The DSM-5-TR is essential for treatment planning, insurance reimbursement, and 
research in the U.S. Mental health professionals must document both the criteria met 
and severity level to meet billing and reporting requirements. 

 

C. ICD-11 Criteria 

While the DSM-5-TR is the tool most often used in U.S. clinical 

practice, the ICD-11 (International Classification of 
Diseases, 11th Revision) takes a broader, more global view. 

Developed by the World Health Organization, the ICD was 

designed with cultural diversity in mind—meant to be useful not 

only in large academic hospitals but also in community clinics, 

rural health systems, and countries with very different 

resources and traditions of care. 



In this framework, substance-related conditions are grouped under “Disorders due to 
substance use or addictive behaviours.” This inclusive category recognizes that 

addiction can take many forms, whether tied to alcohol, opioids, stimulants, or even 

non-substance behaviors like gambling (WHO, 2022). The language of the ICD is 

intentionally more flexible, giving space for cultural adaptability so clinicians across the 

world can diagnose and treat within the realities of their own health systems. 

For clients, this global perspective matters. It signals that substance use disorders are 

not confined to one culture or nation—they are a shared human struggle, recognized 

and addressed across borders. For clinicians, it provides a common vocabulary that 

makes it possible to compare research, track global health trends, and understand how 

different societies respond to the challenge of addiction. 

 

1. Core Diagnostic Features 

The ICD-11 describes substance use disorders in a way that feels both simple and 

profound: it asks us to look for the patterns that show when substance use has truly 

begun to take over a person’s life. A diagnosis of “Disorder due to substance use” 

requires at least two of three key features to be present over the course of a year—or in 

some cases, over a much shorter time if the severity is clear. 

The first is impaired control. This might look like someone who promises themselves 

they’ll only have one drink, but again and again finds the evening ending with far more. 

Or it might be the person who swears off pills in the morning but finds themselves 

unable to resist by night. The heart of this feature is the feeling of being pulled back in, 

even when the intention to stop is genuine. 

The second feature is when substance use begins to take priority over other parts of 
life. Hobbies fade. Responsibilities slip. Relationships strain. What once mattered 

deeply—family dinners, work deadlines, favorite pastimes—starts to feel secondary to 

the need for the next drink, pill, or hit. 



The third is the presence of physiological signs such as tolerance and withdrawal. The 

body itself adapts, demanding more of the substance to achieve the same effect, and 

punishing its absence with symptoms ranging from irritability and anxiety to tremors and 

seizures. These physical changes often make the cycle of use even harder to break. 

Together, these three features create a picture that is recognizable across cultures and 

health systems (WHO, 2022). They remind us that while the details of a client’s story 

may differ, the core markers of addiction are universal: loss of control, shifting 

priorities, and the body’s deep entanglement with the substance. 

 

 

2. Harmful Pattern of Use 

Not every person who struggles with substances meets the full criteria for a substance 

use disorder. The ICD-11 makes space for this nuance with a diagnosis called Harmful 
Pattern of Use. 

This category is used when substance use is clearly causing harm—whether to a 

person’s physical health (like liver damage from heavy drinking) or their mental health 

(like worsening anxiety from cannabis use)—but the pattern hasn’t yet reached the level 

of full dependence or loss of control. 

Think of someone who drinks heavily on weekends and ends up in the emergency room 

with an injury, but doesn’t experience cravings or withdrawal during the week. Or a 

young professional who uses stimulants to power through long workdays, only to find 

their sleep and mood spiraling downward. In both cases, the use is hurting them, even 

if it doesn’t fit neatly into the picture of a substance use disorder. 

This diagnosis matters because it allows clinicians to name the harm early, before the 

cycle of tolerance, withdrawal, and impaired control has fully taken hold. It offers an 

opening for conversation, education, and intervention—an opportunity to change course 

before the problem deepens. In this way, “Harmful Pattern of Use” acknowledges 

something many clients know in their gut: “I may not be addicted, but this is hurting me.” 



 

Case Example 8: Applying ICD-11 Criteria 

Case Vignette: “Aisha and the Weekend Escape” 

Aisha was a 40-year-old marketing manager living in Dubai, known in her office for her 

creativity and her ability to land big clients. To her colleagues, she seemed polished and 

successful, the kind of professional who had her life firmly under control. Yet behind the 

scenes, weekends told a different story. 

Friday evenings, when the workweek ended, Aisha often reached for a bottle of wine. At 

first, it was a way to “switch off” from the high demands of her job. But over the years, 

the pattern grew heavier. One glass became several. Weekends turned into long 

stretches of drinking—late nights that left her exhausted and hazy the next day. By 

Monday morning, she was frequently too unwell to show up at the office, calling in sick 

with vague excuses. 

Her family began to notice too. Her teenage daughter complained that Aisha often 

skipped their Saturday outings. Friends, once a central part of her social life, grew 

frustrated at her last-minute cancellations. Though she told herself she was simply 

“tired” or “too busy,” the truth was that drinking had begun to take priority over the 

relationships and activities that once mattered most. 

Physically, her body was changing. She needed more alcohol to feel the same buzz she 

once got from a single glass—clear evidence of tolerance. She also admitted privately 

that she found it hard to stop once she started. Even when she promised herself she’d 

only drink a little, the night often ended with an empty bottle. These moments left her 

feeling guilty and anxious, but by the next weekend, the cycle repeated. 

In therapy, Aisha described her weekends as both a relief and a trap: “It’s the only time I 

feel like I can breathe, but by Sunday night, I feel like I’ve wasted the whole weekend. 

My work suffers, my family suffers—and I still find myself doing it again.” 

 

 



Clinical Relevance 

Aisha’s story illustrates the ICD-11 core diagnostic features of a Substance 
Dependence disorder: 

• Impaired control: She struggled to stop or limit her drinking once she started. 

• Increased priority: Alcohol use began to outweigh her commitments to work, 

family, and friends. 

• Physiological features: Tolerance developed, with her body requiring more 

alcohol to achieve the same effect. 

Her case shows how dependence can take root not through daily use, but through 

concentrated, repeated patterns that gradually reshape priorities, health, and identity. 

For clinicians, her story is a reminder that outward success can mask deep struggles—

and that diagnosing and treating substance use requires looking beneath the surface of 

a “functioning” life. 

 

Aisha’s Recovery Journey 

When Aisha finally sought help, it was after another Monday absence from work that left 

her boss questioning her reliability. She felt a wave of shame, but also relief: “I can’t 

keep living like this.” That moment became her entry point into treatment. 

Early Intervention 

Her clinician began with a compassionate conversation, focusing not on judgment but 

on her strengths—her commitment to her career, her role as a mother, her honesty in 

naming the problem. Aisha was introduced to motivational interviewing, where she 

explored both sides of her ambivalence: the relief she found in drinking, and the toll it 

was taking on her health and relationships. For the first time, she began to see that she 

wasn’t weak—her brain and body had been reshaped by alcohol, and recovery meant 

learning new ways to meet those same needs. 



Medical Support 
Given her level of tolerance and the risk of withdrawal, Aisha was referred to a physician 

for a medical evaluation. The doctor discussed medication-assisted options, including 

naltrexone, which could help reduce cravings, and offered to monitor her health as she 

began cutting back. Knowing she had medical oversight gave Aisha confidence that she 

wasn’t facing this process alone. 

Therapeutic Work 

In counseling, Aisha worked with her therapist to identify the triggers behind her 

weekend binges. Stress from her demanding job, feelings of isolation in a city where 

much of her extended family lived abroad, and the cultural normalization of “work hard, 

play hard” all played a role. Using cognitive-behavioral therapy (CBT), she practiced 

challenging the belief that alcohol was the only way to relax. She began experimenting 

with new routines: joining a Saturday morning yoga class, hosting non-alcoholic 

brunches with friends, and setting aside time for family outings. 

Family Involvement 
Family sessions gave her daughter space to express the hurt of canceled plans. 

Together, they created a schedule of mother-daughter activities, which not only 

strengthened their bond but also gave Aisha tangible reasons to stay sober on 

weekends. Her family shifted from quietly resenting her drinking to actively supporting 

her recovery. 

Building Resilience 

Over time, Aisha discovered that recovery wasn’t about “losing” alcohol but about 

gaining back parts of her life. Her Monday mornings became productive again. She 

felt proud walking into work without the fog of a hangover. At home, her daughter began 

to trust her follow-through. Slowly, the bottle that once felt like her only comfort lost its 

grip. 

 

Clinical Relevance 

Aisha’s recovery arc illustrates how integrated treatment can work in practice: 



• Motivational interviewing to explore ambivalence. 

• Medical management to address tolerance and cravings. 

• CBT and relapse prevention to build healthier coping tools. 

• Family therapy to repair relationships and build support. 

Her story also underscores the hope that even entrenched patterns—like weekend 

binge drinking—can be disrupted when clients are met with empathy, structure, and a 

holistic plan. 

 

 

Table 5. DSM-5-TR vs. ICD-11: Key Differences 

Feature DSM-5-TR ICD-11 

Terminology 
Substance Use 

Disorder 
Disorder due to Substance Use 

Severity Grading Mild, Moderate, Severe 
Not formalized; severity implied by 

features 

Criteria Count 11 specific criteria 3 broad core features 

Harmful Use Folded into SUD criteria Separate diagnosis category 

Cultural 

Adaptability 
Primarily U.S.-oriented Global health focus 

 

Clinical Relevance Today 

ICD-11 is now the official standard for international health reporting. For U.S. 

practitioners, familiarity is crucial when working with global organizations, participating 

in WHO studies, or treating clients from diverse cultural backgrounds. 



 

2.3 DSM-5-TR and ICD-11 Criteria (Expanded) 

D. Historical Evolution of Substance Use Diagnoses 

Understanding how diagnostic criteria evolved helps professionals appreciate why 
certain features are included or excluded today. 

 

1. Early DSM Versions 

• DSM-I (1952): Substance-related disorders described vaguely as “addictions” or 

“habit disturbances,” without clear operational definitions. 

• DSM-II (1968): Continued to use non-specific terms like “drug dependence,” 

reflecting limited research and strong stigma at the time. 

When the DSM-I was first published 

in 1952, the way it described 

substance-related problems 

reflected the times. Addiction was 

spoken of vaguely, lumped into 

terms like “habit disturbances” or 

“addictions,” without the kind of clear 

definitions we rely on today. These 

early descriptions carried more 

judgment than clarity—rooted in 

moral overtones rather than science. 

By the time the DSM-II arrived in 

1968, the language had shifted 

slightly, but not by much. Terms like “drug dependence” appeared, yet the framework 

was still imprecise. The science of addiction was in its infancy, and stigma loomed large. 

People struggling with alcohol or drugs were often seen as weak-willed or morally 

flawed rather than as individuals facing a health condition. The manual mirrored that 

Test Question
43. How did the DSM-I (1952) and DSM-II (1968) describe substance-related problems?
A: As vague “addictions,” “habit disturbances,” or “drug dependence,” reflecting stigma and limited science



limited understanding, providing clinicians with little guidance beyond labels that carried 

social weight but offered few practical insights. 

Looking back, these early DSMs tell us as much about the cultural attitudes of their time 

as they do about psychiatry itself. Addiction wasn’t yet seen as a medical disorder with 

clear diagnostic features—it was viewed through a hazier, judgmental lens. And for 

those living with substance struggles, this meant fewer paths to understanding, support, 

or treatment. 

 

2. DSM-III (1980) Breakthrough 

• Introduced operationalized criteria for substance abuse vs. substance 

dependence. 

• Abuse = maladaptive pattern causing social/occupational/legal problems. 

• Dependence = tolerance, withdrawal, compulsive use. 

By 1980, the release of the DSM-III marked a sea change in how psychiatry 

approached substance use. The field was beginning to embrace science more fully, and 

the language started to shift from moral judgment to clinical description. Substance-

related problems were no longer grouped under vague labels; instead, terms like 

“substance abuse” and “substance dependence” appeared as separate categories. 

This distinction reflected a new seriousness. “Abuse” was used when people were 

experiencing harmful consequences from use—missed work, legal trouble, strained 

relationships—while “dependence” was tied more closely to physiological changes, like 

tolerance and withdrawal. For the first time, clinicians had more structured criteria, and 

treatment centers could point to language that carried medical weight. Still, even with 

these advances, the division between “abuse” and “dependence” sometimes left clients 

in confusing gray areas. 

 

3. DSM-IV (1994) 

Test Question
44. What was the key innovation of the DSM-III (1980) in diagnosing substance use?
A: It introduced operationalized criteria distinguishing substance abuse from substance dependence



• Retained abuse vs. dependence, but research revealed low reliability — many 

people with dependence also met abuse criteria. 

• The division was criticized as arbitrary and stigmatizing (Hasin et al., 2013). 

By 1994, when the DSM-IV was published, the 

science of addiction had moved further along. The 

categories of “substance abuse” and “substance 

dependence” were refined, with more precise 

diagnostic criteria. This era reflected growing 

recognition that addiction was not simply a failure 

of willpower but a complex medical condition 

involving biology, psychology, and environment. 

For clients and families, this shift mattered. 

Substance use disorders were now being 

discussed more openly as health conditions rather 

than moral failings. Treatment approaches grew 

more diverse, drawing from evidence-based therapies, medical support, and prevention 

strategies. Still, the split between “abuse” and “dependence” sometimes created 

challenges—especially for people who didn’t fit neatly into one category. Clinicians and 

researchers began to see the need for a more unified, spectrum-based model. 

Looking Ahead 

These gradual shifts—from the vagueness of the DSM-I and II, through the structure of 

DSM-III, to the refinements of DSM-IV—tell a larger story: the field of addiction science 

was slowly breaking away from stigma and moving toward compassion, clarity, and 

evidence. Each edition was a step closer to seeing substance use disorders not as 

personal flaws, but as health conditions that deserved understanding and treatment. 

It was this trajectory that eventually led to the DSM-5’s unification of abuse and 

dependence into one continuum of substance use disorders, a model that reflects 

both science and humanity more faithfully. 



 

 

4. DSM-5 (2013) & DSM-5-TR (2022) 

• Merged abuse and dependence into a single continuum: Substance Use 

Disorder. 

• Added “craving” as a criterion, reflecting neuroscience findings. 

• Introduced severity specifiers. 

• DSM-5-TR refined language for clarity and inclusivity but retained the 11 criteria. 

 

DSM-5 (2013): Unifying the Diagnosis 

By the time the DSM-5 was released in 2013, the field 

had learned from decades of clinical experience. 

Researchers and clinicians alike recognized that splitting 

substance problems into “abuse” and “dependence” 

categories wasn’t serving clients well. Too often, people 

slipped through the cracks—struggling but not “meeting 

criteria,” or bouncing between labels that didn’t fully 

capture their experience. 

The DSM-5 introduced a unified diagnosis: Substance 

Use Disorder (SUD). Instead of separating abuse and 

dependence, all substance-related problems were now 

seen along a continuum of severity: mild, moderate, or severe. This was a 

compassionate and practical shift. It meant that a young adult binge drinking on 

weekends and a middle-aged person experiencing daily withdrawal were understood as 

being on the same spectrum—different points, same condition. 

This change also reflected advances in science. By then, decades of research had 

shown that substance use disorders share common features across substances and 

Test Question
45. Which major change did DSM-5 (2013) introduce regarding substance use disorders?
A:  It unified abuse and dependence into one diagnosis—Substance Use Disorder—measured on a continuum of severity



across cultures: impaired control, prioritization of use, and physiological changes. The 

DSM-5 captured these realities with clearer, evidence-based criteria. 

 

DSM-5-TR (2022): Refining the Language 

The DSM-5-TR (Text Revision), published in 2022, 

didn’t overhaul the structure but refined it with 

updated language, research, and cultural 

considerations. It acknowledged new findings on 

the neurobiology of addiction, clarified diagnostic 

thresholds, and worked to reduce stigma through 

more precise terminology. 

For example, the TR version took care to use 

language that better reflects lived experience and 

avoids moralizing overtones. This evolution in 

tone matters: when clinicians use respectful, non-

stigmatizing language, clients are more likely to 

feel understood rather than judged. 

The Larger Story 

From the vague “habit disturbances” of the DSM-I to the refined spectrum of the DSM-5-

TR, this journey tells a larger story of progress. Each edition reflects not only advances 

in science but also shifts in cultural attitudes—from stigma and blame toward 

compassion and recognition of addiction as a legitimate health condition. 

For today’s clinicians, the DSM-5-TR is more than a diagnostic manual. It’s the 

culmination of decades of learning, reminding us that substance use disorders are 

complex, human conditions that deserve clear understanding, respectful language, and 

evidence-based care. 

 

 



ICD Path 

• ICD-9 and ICD-10: Used “harmful use” and “dependence syndrome” as separate 

diagnoses. 

• ICD-11 (2019 release): Simplified criteria into three broad core features; 

retained harmful use as a separate diagnosis. 

 

 

Clinical Relevance Today 

These changes mean older client records may use outdated terms. Counselors should 

translate historical diagnoses into current frameworks for continuity of care. 

 

E. Practical Assessment Tips 

Assessing substance use disorders can feel complex, but it becomes more manageable 

when we lean on structured, thoughtful practices. These tips aren’t just technical 

steps—they’re ways to make sure we’re seeing the whole person in front of us, not just 

their symptoms. 

Use Structured Interviews 

When sitting down with a client, it helps to have a reliable map. Tools like the 

Structured Clinical Interview for DSM-5 (SCID-5) provide that structure, ensuring 

important details aren’t overlooked and that assessments are consistent across clients. 

For many clinicians, it brings clarity to conversations that might otherwise feel scattered. 

Screen for All Substances 

Clients often underreport use—not always out of dishonesty, but sometimes out of 

shame, fear, or simple forgetfulness. That’s why using validated screeners like the 

AUDIT for alcohol or the DAST-10 for drugs is so valuable. These tools open the door 

to patterns that might not emerge in casual conversation, allowing clinicians to see the 

fuller picture. 

Test Question
46. Why are structured interviews like the SCID-5 valuable in assessing substance use disorders?
c) They ensure consistency across clients and help clinicians avoid overlooking important details



Cross-Map DSM and ICD 

In today’s interconnected world, records often travel across borders. Many electronic 

health records now support dual coding in DSM and ICD formats. Taking advantage of 

this isn’t just about paperwork—it ensures that if a client’s care extends internationally, 

their diagnosis remains clear and consistent wherever they go. 

Document Functional Impact 
Both DSM and ICD frameworks remind us that what matters most is not simply how 

often someone uses, but how that use affects their life. Is the client missing work? 

Are relationships strained? Is health suffering? Documenting these impacts turns 

abstract criteria into a human story, one that both client and clinician can work with. 

Assess Comorbidities Simultaneously 

Finally, it’s essential to look at the whole person. Depression, anxiety, PTSD, or other 

mental health challenges can shape—and complicate—substance use. Addressing 

these co-occurring disorders alongside the SUD not only sharpens the accuracy of 

diagnosis but also strengthens treatment planning. 

 

��� Takeaway: Good assessment is less about checking boxes and more about 

creating a clear, compassionate map of a client’s experience. Structured tools, attention 

to function, and awareness of co-occurring issues help us understand not just what 

someone is using, but how it is shaping their life—and how best to support their path 

forward. 

 

Teaching Vignette: Intake with Carlos 

Carlos, a 36-year-old restaurant manager, came in for his first appointment reluctantly. 

He admitted right away that he was “probably drinking too much,” but quickly added, 

“It’s not like I can’t handle it. I’ve got work, family… I’m fine.” 

The counselor knew this was a chance to build trust while also gathering reliable 

information. She began with a structured interview, using parts of the SCID-5. Instead 



of sounding like a checklist, she wove the questions into conversation: “Tell me about 

times when you’ve tried to cut back. What was that like?” This structure helped ensure 

that no critical details slipped through. 

Next, she invited Carlos to complete the AUDIT screening tool. He hesitated, but 

agreed. When his score suggested hazardous drinking, she gently shared: “These 

numbers don’t label you—they just help us see how your drinking compares to patterns 

that tend to cause harm.” This shifted the focus from judgment to curiosity. 

Because Carlos occasionally used stimulants at parties, she also screened with the 

DAST-10. He minimized his use at first, but when asked about how often it interfered 

with sleep and work, he admitted more than he’d first let on. This showed how important 

it was to screen for all substances, not just the one he volunteered. 

As she documented, she was careful to note the functional impact—how his absences 

from work and rising tension at home mattered as much as the quantity of alcohol he 

consumed. She also entered his diagnosis into the clinic’s electronic health record with 

dual coding for DSM-5 and ICD-11, explaining: “This way, no matter where your 

records go, your care will make sense to other providers.” 

Finally, she asked about his mental health. Carlos revealed that anxiety often spiked on 

nights he drank the most. The counselor explained how co-occurring conditions can 

complicate treatment, and together they agreed to explore anxiety management 

alongside his recovery plan. 

 

Clinical Relevance 

This vignette shows how a few intentional practices—structured interviews, validated 

screeners, dual coding, functional documentation, and comorbidity assessment—can 

turn a first session into a foundation for meaningful treatment. More importantly, it 

demonstrates how a warm, collaborative tone helps clients feel supported rather than 

judged, increasing the likelihood they’ll return for care. 

 

Test Question
47. In Carlos’s vignette, what was the significance of using both the AUDIT and DAST-10 screeners?
A: They revealed patterns Carlos minimized at first, showing the value of screening for all substances

Test Question
48. What is one advantage of dual coding a client’s diagnosis in both DSM-5-TR and ICD-11 formats?
A:  It ensures clarity and continuity of care if records are shared across countries or health systems



 

Callout Box: Clinical Relevance Today 

When working in integrated care settings or with clients who may move between 

states/countries, documenting both DSM and ICD codes can prevent insurance 

denials and ensure continuity in treatment plans. 

 

F. Case Comparison: DSM-5-TR vs. ICD-11 

Case Example 9: Miguel 

• Presentation: 34-year-old man, daily methamphetamine use for past 8 months. 

Reports inability to cut down, neglect of work, and using despite worsening 

anxiety. No withdrawal symptoms reported. 

DSM-5-TR Diagnosis: 

• Criteria met: #2 (unsuccessful cut-down), #5 (neglect of obligations), #9 (use 

despite psychological harm). 

• 3 symptoms = Mild Stimulant Use Disorder. 

ICD-11 Diagnosis: 

• Impaired control (yes), increased priority (yes), physiological features (no). 

• Still meets Disorder due to Stimulant Use because only two features are 

needed. 

Interpretation: 

• Same clinical picture, but ICD-11 does not grade severity explicitly, while DSM-5-

TR labels it “mild.” 

 

Table 7. Example of Cross-Mapping Diagnoses 



Feature DSM-5-TR (APA, 2022) ICD-11 (WHO, 2022) 

Explicit severity Yes No formal categories 

Craving included Yes Implied under impaired control 

Harmful use separate No Yes 

 

. 

2.4 Comorbidity 

Big picture: when you meet someone with a substance use disorder (SUD), expect 

another diagnosable mental health condition to be nearby. Co-occurrence is the rule, 

not the exception—and treating both together usually works best (SAMHSA, 2023; APA, 

2022; NIDA, 2024). 

2.4.1 Comorbidity: When Struggles Overlap 



In real life, clients rarely walk into the room with tidy, one-label problems. More often, 

their struggles overlap in complicated ways. Someone comes in with anxiety so severe 

they can’t sleep, so they start using stimulants to stay awake at work. The stimulants 

worsen their paranoia, which fuels more anxiety… and the cycle tightens. This is the 

reality of comorbidity, sometimes called co-occurring disorders or dual diagnosis: 

when a person meets criteria for both a substance use disorder and at least one other 

psychiatric condition—like major depression, PTSD, or bipolar disorder. 

For many addiction specialists, this isn’t the exception; it’s the norm (Volkow et al., 

2022). In fact, recent U.S. data show just how common it is: in 2022, 21.5 million 
adults experienced both a mental illness and a substance use disorder (SAMHSA, 

2023). And in treatment settings, the numbers climb even higher—between 50% and 
75% of people in addiction programs also carry another psychiatric diagnosis (Kelly 

& Daley, 2023). 

The consequences of comorbidity are profound: 

• Higher severity and complexity. Clients with both SUD and another psychiatric 

condition are more likely to end up in the ER, face higher overdose risk, and 

struggle with greater functional impairment (NIDA, 2024). 

• Lower engagement and retention. Depression’s fatigue, panic’s paralysis, or 

psychosis’s distortions can make it incredibly difficult to attend sessions 

consistently or stay the course in treatment (SAMHSA, 2023). 

• Different treatment needs. A single-focus plan—treating just the substance use 

or just the mental health condition—often falls flat. Integrated care, where both 

conditions are addressed together, leads to far better outcomes (APA, 2022). 

For clinicians, comorbidity requires a mindset shift. It’s not about “fixing the addiction 

first” or “treating the depression first”—it’s about understanding that the two are woven 

together, each influencing the other. Helping clients means holding both realities at 

once, and building treatment plans that reflect the full complexity of their lives. 

 

Test Question
49. What does the term “comorbidity” (or dual diagnosis) mean in the context of substance use disorders?
A: A person who meets criteria for both a substance use disorder and another psychiatric condition

Test Question
50. Approximately how many U.S. adults experienced both a mental illness and a substance use disorder in 2022?
A: 21.5 million

Test Question
51. Why is integrated care (treating both conditions together) recommended for clients with comorbidity?
A: Because treating only one condition (SUD or mental illness) often fails, while integrated care leads to far better outcomes



 

 

 The overlap between substance use disorders and mental illness is substantial, 

reflecting shared biological, psychological, and social risk factors (SAMHSA, 2023). 

 

Clinical Relevance Today 

A client presenting with only substance-related symptoms is the exception. In most 

treatment contexts, assessing for co-occurring mental health conditions should be 

standard — not optional. 

 

2.4.2 Common co-occurring conditions  

How to Read the Following Sub-Sections 

In the pages ahead, each subsection invites you to step into the lived reality of co-

occurring disorders. To make these complex patterns approachable, we’ll move through 

them in a simple, structured way. First, we’ll explore how and why the pair of 
conditions often show up together, weaving in both science and story. Next, you’ll 

see a clinical pathway diagram that visually traces how symptoms feed into one 



another. From there, we’ll highlight a few practical assessment pearls—the small but 

powerful tips that can make your evaluations sharper and more compassionate. We’ll 

also cover the treatment keys clinicians have found most helpful when supporting 

clients facing this dual challenge. Finally, to bring it all to life, each section closes with a 

mini-case narrative, so you can picture what these dynamics look like in real practice. 

 

2.4.2.1 Depressive disorders (MDD, persistent depressive disorder) 

Why it’s common: Depression and SUD share risk factors (genetic vulnerability, 

chronic stress, ACEs), and they reinforce each other. Alcohol and sedatives blunt painful 

affect in the short run, but worsen sleep architecture, energy, and mood cycles—setting 

up negative reinforcement (Koob, 2021; NIDA, 2024).  This is illustrated in the following 

image: 

 

When clients present with both substance use and depression, it can feel like untangling 

a knot. Which came first—the drinking and drug use, or the sadness and low energy? 

Often the answer isn’t simple, but careful listening and time help us trace the threads. 



Assessment: Looking at the Timeline and Safety 

One of the most important clues is the time course of symptoms. If a client’s 

depressive symptoms—persistent sadness, loss of interest, hopelessness—began long 

before their heavy drinking or opioid use, and continue even after 4–6 weeks of 
sobriety, then we are likely looking at a primary depressive disorder. But if those 

symptoms lift during abstinence, it points instead to a substance-induced 
depression (APA, 2022). 

Because depression and substance use together raise risk for suicide, we cannot shy 

away from asking direct, compassionate questions. Exploring both passive thoughts 

(“I wish I wouldn’t wake up”) and active ones (“I’ve thought about how I might end my 

life”) gives us a clearer picture of risk. Just as importantly, we revisit these questions 

often, since risk can rise or fall as sobriety deepens. 

Treatment: Weaving Both Threads Together 

The most effective care treats both conditions at once. An integrated plan might 

combine alcohol or opioid medications—like naltrexone, acamprosate, buprenorphine, 

or methadone—with cognitive behavioral therapy (CBT) and behavioral activation 

for depression (NIDA, 2024; APA, 2022). These parallel supports help clients not only 

reduce substance use but also rebuild meaning and routine in daily life. 

For those with persistent depression, antidepressants can play an important role. 

SSRIs and SNRIs are often safe first-line choices. Still, we stay alert in the early weeks 

of recovery, when shifts in energy can increase suicide risk before mood lifts. And we 

remain cautious about combinations—especially avoiding alcohol or sedatives 

alongside medications that can deepen central nervous system depression. 

��� The Heart of the Matter 

Clients with both depression and substance use often arrive feeling as if they are 

fighting two battles at once. But with careful assessment, integrated treatment, and 

ongoing safety checks, we can help them see these are not two separate wars—they 

are part of the same story. When treated together, clients often discover that healing in 

one area fuels progress in the other. 

Test Question
52. How can clinicians distinguish between primary depression and substance-induced depression in clients with both conditions?
A:  By examining the timeline—whether depressive symptoms began before substance use and persist after 4–6 weeks of sobriety



 

Mini-Case: “David and the Empty Evenings” 

David, a 46-year-old accountant, came to treatment at the urging of his sister. On the 

surface, he seemed “functional”—he still held a job, paid his bills, and lived alone in a 

tidy apartment. But in session, he admitted that his evenings had become increasingly 

dark. 

He described finishing work, feeling an 

overwhelming wave of emptiness, and 

reaching for alcohol almost 

automatically. “It’s the only thing that 

quiets my mind,” he said. What began 

as two beers had become a nightly 

bottle of wine. Weekends blurred into 

long stretches of drinking, with Monday 

mornings marked by fog and guilt. 

When asked about his mood, David’s 

eyes welled up. He shared that sadness 

and hopelessness had been part of his 

life for years, long before alcohol became a nightly ritual. Even during short stretches of 

sobriety, the heaviness lingered. He often thought, “What’s the point of all this?” and 

admitted that, while he didn’t have a plan, he sometimes wished he wouldn’t wake up. 

The assessment suggested primary major depressive disorder with comorbid 
alcohol use disorder. His depression had preceded his heavy drinking, and persisted 

even during brief abstinence periods. The alcohol, while numbing, deepened his fatigue 

and hopelessness, trapping him in a cycle that was both comforting and destructive. 

Treatment began with an integrated plan: naltrexone to reduce alcohol cravings, CBT 

with behavioral activation to gently reintroduce meaningful activities, and an SSRI to 

support mood stabilization. Safety planning was woven into every session, with his 

sister included as part of his support system. Over time, David reported small but 



hopeful changes: more energy in the mornings, reconnecting with his niece, and even 

starting a weekend photography class. 

 

Clinical Relevance 

David’s case illustrates the messy overlap of depression and alcohol use—where 

one feeds the other in a loop. Without an integrated approach, treating just the 

depression or just the drinking might have left him vulnerable to relapse. But by holding 

both threads together, the team could help him begin to stitch together a life that felt 

more worth living. 

Clinical Relevance Today 

Depression treatment often unlocks motivation for SUD work. When energy and sleep 

improve, craving intensity frequently drops (APA, 2022; NIDA, 2024). 

 

2.4.2.2 Anxiety Disorders (GAD, Panic, Social Anxiety) and Substance Use 

For many clients, anxiety is the spark that first lights the path toward substance use. 

The racing heart, the restless nights, the constant hum of worry—these sensations are 

so uncomfortable that people will try almost anything for relief. And substances like 

alcohol or benzodiazepines deliver that relief quickly. A drink can quiet the buzzing 

mind; a pill can soften the edges of panic. It’s no wonder so many people with anxiety 

disorders find themselves reaching for substances, even when they know the risks. 

This pattern is a textbook example of negative reinforcement: using not to feel good, 

but to make the bad feelings stop. Each time the substance provides fast relief, the 

brain learns: “This works.” Over time, that powerful conditioning makes the substance 

feel less like a choice and more like a necessity (Koob, 2021). 

A client with generalized anxiety disorder (GAD) might say, “I just can’t turn my mind 

off at night, and a couple of drinks are the only thing that helps me sleep.” Another with 

social anxiety might notice that alcohol feels like a ticket into parties or work events, 

making them appear relaxed when inside they’re trembling. And someone with panic 



disorder might discover that benzodiazepines stop the terrifying spiral of a panic attack 

within minutes. 

The challenge, of course, is that while these substances work in the moment, they often 

make anxiety worse in the long run. Hangovers heighten restlessness. Withdrawal can 

mimic panic symptoms. The more someone relies on substances to cope, the less 

confident they feel in their own ability to manage anxiety without them. 

For clinicians, the key is recognizing how anxiety and substance use reinforce each 
other in a cycle of relief and rebound. Treatment means not only addressing the 

substance use but also giving clients healthier tools for calming their nervous systems—

tools that can bring peace without pulling them deeper into dependency. 

 

Clinical pathway 

 

Assessment: Untangling Anxiety from Substance Effects 

When clients present with anxiety, it’s important to pause and carefully sort out what 
we’re really seeing. A racing heart, sweating, and jitteriness could be signs of a panic 



attack—or they could just as easily be the aftereffects of stimulant use, like cocaine or 

amphetamines. Mislabeling one as the other can lead to the wrong plan. Similarly, 

withdrawal from benzodiazepines often looks like primary generalized anxiety disorder: 

insomnia, tremors, and restlessness. Asking clear, gentle questions about timing—

“When do the symptoms appear in relation to use or withdrawal?”—can be the key to 

telling these apart. 

 

Treatment: Addressing Both Sides Together 

Once the picture is clearer, treatment works best when it supports both the anxiety 
and the substance use at the same time. 

• Therapy first. Cognitive-behavioral therapy (CBT) has a strong evidence base 

for anxiety. Techniques like interoceptive exposure—teaching clients to sit with 

the physical sensations of panic—can reduce fear over time. When paired with 

motivational interviewing (MI) and CBT for substance use, clients gain tools for 

both sides of the struggle. 

• Safer medications. For clients with substance use disorders, long-term 

benzodiazepine prescriptions usually bring more risk than relief. Instead, doctors 

often lean on non-addictive anxiolytics such as SSRIs, SNRIs, buspirone, or 

even hydroxyzine for short-term relief. In cases where benzodiazepines are truly 

indicated, careful tapering and close monitoring are essential (APA, 2022). 

• Reinforcing progress. Practical supports matter, too. Programs that use 

contingency management—rewarding clients for attending sessions and 

providing negative urine screens—can increase consistency and build 

momentum in recovery (SAMHSA, 2023). 

 

The Heart of the Work 

Clients with both anxiety and substance use often describe feeling trapped in a vicious 

loop: using substances to calm their anxiety, only to have those same substances 

Test Question
53. What treatment risk must medical personnel be cautious about when prescribing benzodiazepines to clients with anxiety disorders and SUDs?
A: They carry a high risk of dependence and can worsen the cycle of anxiety and withdrawal



worsen the problem over time. Assessment helps us name the loop, and treatment—

when compassionate, structured, and integrated—offers clients a way out. By pairing 

safer medications with therapy and reinforcement strategies, we give people both the 

skills and the hope they need to rebuild calmer, substance-free lives. 

 

Case Vignette: “Elena and the Pills That Weren’t Helping” 

Elena, a 28-year-old nurse, first sought help for what she described as “attacks out of 

nowhere.” Her heart would pound, her chest would tighten, and she felt certain she was 

about to faint. These panic episodes struck at work and on crowded subways, leaving 

her terrified to be in public. 

A colleague suggested she see a doctor, and soon Elena was prescribed 

benzodiazepines. At first, they seemed like a miracle—within minutes of a panic surge, 

the medication calmed her body and mind. But within a year, she found herself reaching 

for the pills more often, not just during panic attacks but whenever she felt nervous or 

stressed. 

When she tried to cut back, things got worse. She couldn’t sleep, her hands shook, and 

her anxiety skyrocketed. Convinced her panic disorder was “spiraling out of control,” 

she began taking even more medication, not realizing she was caught in 

benzodiazepine withdrawal. What she thought was worsening panic was actually her 

body’s dependence creating a rebound storm. 

By the time she entered treatment, Elena felt hopeless. “The pills that saved me are 

now ruining me,” she said tearfully. With her clinician, she began a careful process: a 

slow benzodiazepine taper, paired with CBT for panic that helped her face feared 

sensations without reaching for medication. She also started an SSRI to stabilize her 

anxiety long-term. Alongside these steps, contingency management supported her 

commitment to weekly therapy sessions and urine checks. 

Over months, Elena learned to manage panic using interoceptive exposure—riding 

out her racing heart, sweaty palms, and dizziness without fleeing or medicating. Slowly, 



she regained trust in her body. She even began taking the subway again, this time with 

deep breathing and grounding skills rather than pills in her pocket. 

 

Clinical Relevance 

Elena’s story shows how easily panic disorder and benzodiazepine misuse can blur 

together. Without careful assessment, her withdrawal symptoms might have been 

mistaken for primary GAD or worsening panic. And without an integrated plan—

addressing both anxiety and substance use—her cycle might have continued 

indefinitely. 

Her recovery underscores the importance of distinguishing symptom origins, 
choosing safer medications, and leaning on evidence-based therapies that build 

long-term resilience. 

 

Exposure (not avoidance) is the active ingredient for anxiety recovery; build it into 

relapse prevention plans. 

 

2.4.2.3 PTSD and Trauma-Related Disorders 

For many clients, trauma feels like a wound that never fully heals. Memories intrude 

when least expected, sleep is shattered by nightmares, and the body itself remains on 

edge—always scanning for danger. Living in that state of constant hyperarousal is 

exhausting. To cope, many turn to substances that seem, at least at first, to bring relief. 

Alcohol might soften the edges of intrusive memories. Cannabis may offer temporary 

calm, dulling the spikes of hypervigilance. Opioids can wrap a person in numbness, 

blunting both physical and emotional pain. In the short term, these strategies seem to 

“work.” But over time, they almost always make things worse (NIDA, 2024). 

Alcohol fragments sleep, deepening exhaustion and making nightmares harder to 

escape. Cannabis disrupts natural REM cycles, leaving clients foggy but still haunted. 

Test Question
54. Why do PTSD and substance use so often co-occur?
A:  Because substances provide temporary relief from trauma symptoms but ultimately worsen them through disrupted sleep, tolerance, and withdrawal



Opioids, while numbing, create a cycle of tolerance and withdrawal that compounds the 

very stress the person is trying to avoid. Instead of soothing trauma, substances end up 

magnifying its reach, pulling clients further into distress. 

Clinicians often hear this in clients’ own words: 

• “I drink so I can fall asleep, but then I wake up shaking at 3 a.m.” 

• “Weed helps me stop thinking… until the paranoia kicks in.” 

• “Oxy was the only thing that ever gave me peace—but now I feel worse when I’m 

not on it.” 

This is why PTSD and substance use so often walk hand in hand. The trauma 

creates unbearable symptoms; the substance offers quick relief; the side effects and 

withdrawal amplify the trauma symptoms again. It’s a heartbreaking cycle—but one that, 

when named and understood, can be disrupted. 

For clients, the most healing moment can be realizing: “I wasn’t weak for using—I was 

trying to survive.” For clinicians, 

that insight shifts the focus from 

blame to compassion, opening the 

door to trauma-informed, integrated 

care. 

Assessment: Listening for the 
Pairing 

When working with clients who 

have trauma histories, it’s essential 

to ask about both PTSD symptoms 

and substance use—and, 

importantly, how the two fit 

together. Tools like the PCL-5 can 

help track PTSD severity, but the richest insight often comes from simple, direct 

questions: 



“When do you find yourself drinking or using—before nightmares? After flashbacks? On 

anniversaries of the trauma?” 

This temporal mapping often reveals patterns the client may not have noticed. For 

example, one veteran realized he only reached for alcohol after being startled awake 

from combat nightmares. Another survivor found she smoked cannabis most heavily 

around the anniversary of her assault, especially when she drove past the 

neighborhood where it happened. By connecting the dots between triggers and use, 

assessment becomes not just about labeling symptoms—it becomes a way to help 

clients see how they’ve been using substances to manage unbearable feelings. 

 

Treatment: Safety First, Then Healing 

Because trauma and substance use feed off one another, trauma-informed care 

begins at the very first contact. Clients need to know they are safe—that their story will 

be received without judgment and with sensitivity to the pain that drives both their 

symptoms and their use. Early priorities often include stabilizing safety, sleep, and 
withdrawal, since these are the foundations upon which deeper trauma work must rest. 

Once stability is achieved, integrated protocols shine. Seeking Safety is one such 

approach, offering practical coping skills that strengthen resilience without requiring 

immediate deep-dive into trauma memories. Later, as clients gain stability, they may 

benefit from trauma-focused therapies—such as Cognitive Processing Therapy 

(CPT), Prolonged Exposure (PE), or Eye Movement Desensitization and Reprocessing 

(EMDR)—combined with ongoing substance use disorder supports. 

On the medication side, options like prazosin can reduce trauma-related nightmares, 

improving rest and resilience. Clinicians are generally cautious with benzodiazepines in 

this population; while they may provide momentary relief, they carry high risks of 

dependence and can worsen the cycle of avoidance (APA, 2022). For alcohol or opioid 

use disorders, medications such as naltrexone, acamprosate, buprenorphine, or 
methadone can help reduce reactivity to cues and blunt the withdrawal-driven urgency 

to use. 



 

The Heart of the Work 

Clients with both PTSD and substance use are often caught in a heartbreaking loop: 

trauma drives substance use for relief, and the substances worsen trauma symptoms. 

Assessment that maps those connections and treatment that integrates safety, coping, 

and stabilization can break the cycle. Most importantly, when clients realize “I wasn’t 

broken for using—I was surviving the only way I knew how,” the shift toward healing 

becomes possible. 

 

Case Vignette: “Malik and the Battle After the Battle” 

Malik was a 34-year-old Army veteran who had 

returned from deployment more than a decade ago, 

but in many ways, the war still lived inside him. 

Nights were the worst. He often jolted awake 

drenched in sweat, heart pounding, the sound of 

gunfire echoing in his dreams. Sleep became so 

unpredictable that he dreaded going to bed at all. 

At first, Malik turned to alcohol “just to take the edge 

off.” A few beers made it easier to fall asleep, but 

soon the beers weren’t enough. Within a year, he 

was drinking half a bottle of whiskey most nights. 

On nights without alcohol, the nightmares came 

roaring back, along with an anxious vigilance that 

kept him pacing the house at 3 a.m. His partner began to worry—about his health, his 

temper, and the way alcohol seemed to have become his only refuge. 

When Malik finally came to treatment, he described himself as “fighting two battles—the 

one in my head and the one in the bottle.” His assessment showed classic PTSD 
symptoms—hyperarousal, flashbacks, nightmares—and an alcohol use disorder that 



had developed in tandem. Careful questioning revealed the pattern: trauma symptoms 

triggered drinking, drinking disrupted his sleep further, and the resulting exhaustion 

worsened his PTSD. 

 

Treatment Plan and Recovery Steps 

The first step was stabilization. Malik’s clinician focused on safety planning, managing 

withdrawal risk, and helping him re-establish a basic sleep rhythm. Medications like 

prazosin were introduced to reduce nightmares, while naltrexone was offered to help 

curb alcohol cravings. His partner was invited to a family session, so both of them could 

better understand the cycle he was trapped in. 

In therapy, Malik began with Seeking Safety, where he learned coping skills to manage 

both trauma symptoms and cravings without diving into painful memories too soon. As 

his stability grew, he transitioned into Cognitive Processing Therapy (CPT), gradually 

working through the guilt and distorted beliefs he had carried since combat. The 

integration of trauma therapy and SUD supports helped him address both struggles at 

once, rather than treating them as separate battles. 

 

Outcome 

After several months, Malik reported that while the nightmares hadn’t vanished, they 

were less frequent and less terrifying. More importantly, he was no longer relying on 

alcohol to cope. His sleep improved, his energy returned, and his partner noticed he 

was more present with their children. Malik still described himself as “a work in 

progress,” but for the first time in years, he felt hope that the cycle could be broken. 

 

Clinical Relevance 

Malik’s story shows how PTSD and substance use often become tightly linked, with 

one feeding the other. It underscores the need for trauma-informed, integrated care—



stabilizing safety and withdrawal first, then layering in skills-based approaches before 

moving into deeper trauma processing. His journey illustrates that recovery is not about 

erasing trauma, but about building new ways to live with it—without relying on 

substances to survive. 

 

Clinical Relevance Today 

You don’t need to postpone all trauma therapy until long-term abstinence. With careful 
staging, trauma-focused work can proceed alongside SUD treatment (APA, 2022). 

 

2.4.2.4 Bipolar disorder 

Why It’s Tricky: Bipolar disorder brings its own cycles of intensity—soaring highs and 

crushing lows—that can easily intertwine with substance use. During manic or 
hypomanic episodes, clients often feel unstoppable: energy is high, sleep is low, and 

judgment can be clouded. In that state, alcohol or stimulants may feel like natural 

companions, fueling the rush or blunting the agitation. The impulsivity of mania makes 

risky use almost effortless, with consequences that can unfold just as quickly. 

Then come the depressive episodes. The same person who, weeks earlier, was 

electrified with energy now feels heavy, empty, and defeated. In these lows, substances 

take on a different role—no longer about chasing excitement, but about chasing relief. A 

drink to quiet despair. A pill to numb the ache. Self-medication feels like survival, even 

as it deepens the very pain it’s meant to soothe. 

Adding to the challenge, the effects of substances can mimic mood episodes. 
Cocaine intoxication may look like mania. Alcohol withdrawal can look like anxiety or 

irritability. Even cannabis can blur the line between mood swings and substance effects. 

For clinicians, this overlap creates real diagnostic puzzles: Is this a mood episode, a 

substance effect, or both? (APA, 2022). 

This is why co-occurring bipolar disorder and substance use requires patience, careful 

assessment, and integrated care. What may appear as “just another binge” might 

Test Question
55. Why is diagnosing bipolar disorder with co-occurring substance use often difficult for clinicians?
A: Because substance effects (e.g., cocaine intoxication, alcohol withdrawal) can mimic mood episodes



actually be part of a manic surge. What looks like “just another crash” could be 

depression compounded by withdrawal. Understanding these overlaps is not about 

splitting hairs—it’s about meeting clients where they are, with clarity and compassion, in 

the middle of very complex storms. 

 

Differentiation snapshot 

Feature Substance-Induced Mania Primary Bipolar Mania 

Onset Temporal to intoxication/withdrawal Spontaneous/cyclical 

Duration Hours–days (substance window) 
≥1 week (mania) or ≥4 days 

(hypomania) 

History 
Lacks distinct prior episodes off 

substances 

Prior episodes without substance 

trigger 

 

Treatment: 

• Mood stabilization first (lithium, valproate, atypical antipsychotics); then tackle 

SUD drivers. 

• Avoid antidepressant monotherapy; combine with mood stabilizer if needed. 

• Build sleep protection and routine; use MI for medication adherence. 

When bipolar disorder and substance use collide, treatment often begins not with the 

substances themselves, but with the mood storms underneath. Stabilizing the swings of 

mania and depression is the first priority. Medications such as lithium, valproate, or 

atypical antipsychotics can help steady the extremes, creating the foundation on which 

recovery from substance use can stand. For this reason, a referral to an appropriate 

medical professional would be critical. 

 

Test Question
56. What is the first priority in treating clients with both bipolar disorder and substance use disorder?
A:  Stabilizing mood with medications such as lithium, valproate, or atypical antipsychotics



Why start here? Because without stability, the pull of substances often remains 

irresistible—whether it’s the rush of stimulants during manic surges or the numbing 

escape of alcohol during depressive lows. Once mood stabilization begins, clients are 

better able to recognize and address the drivers of their substance use. 

Clinicians are also cautious with antidepressants. On their own, these medications can 

trigger mania in people with bipolar disorder. If needed, they’re paired with a mood 

stabilizer, ensuring that the pendulum doesn’t swing too far in the other direction. 

Equally important are the daily rhythms of life. Sleep is often fragile in bipolar disorder, 

and when disrupted, it can trigger both mood episodes and cravings. Helping clients 

build routines around rest, meals, and activity creates anchors in the chaos. 

Finally, Motivational Interviewing (MI) can be a powerful ally in supporting medication 

adherence. Rather than lecturing, MI invites clients into a conversation about their own 

goals and values, exploring how mood stability and sobriety connect to the life they 

want to reclaim. 

��� The Heart of the Work 

Treatment for bipolar disorder with substance use is less about “fixing two problems” 

and more about weaving both strands of struggle into one integrated plan. By grounding 

clients in stability, protecting their sleep, and helping them find motivation for ongoing 

care, clinicians create the conditions for real, sustainable healing. 

Case Vignette: “Rafael and the Pendulum Swings” 

Rafael was 32, an aspiring musician with bursts of brilliance followed by long stretches 

of silence. Friends described him as someone who could “light up a room” one month 

and disappear into it the next. 

During his manic phases, Rafael felt unstoppable. He stayed up for nights on end, 

writing music and spending money he didn’t have. In those highs, stimulants like 

cocaine seemed to amplify his energy—“It makes me feel like I can fly,” he told his 

clinician. Alcohol often flowed freely too, feeding the buzz. But the crash always came. 



In his depressive episodes, the world went dark. He stopped returning calls, skipped 

rehearsals, and drank alone to quiet the emptiness. Sometimes he admitted he wasn’t 

sure if he wanted to live through another cycle. 

When Rafael entered treatment after a near-overdose, he felt torn: “I don’t know where 

the drugs end and where my moods begin.” His clinician explained gently that this 

overlap was common—substances could mimic mood episodes, and mood swings 

could drive risky use. The first step wasn’t to strip everything away at once, but to build 
stability. 

He started a mood stabilizer, and within weeks, the wildest swings softened. For the 

first time in years, Rafael began sleeping regularly. Therapy sessions focused on sleep 
hygiene and daily structure, as well as motivational interviewing to explore his 

ambivalence about staying on medications. Slowly, he began to see that the substances 

weren’t fueling his creativity—they were stealing it. 

With his mood steadier, he could now confront his substance use head-on. Cocaine 

use tapered with the help of CBT strategies for cravings, while contingency 

management reinforced his attendance at group therapy. Over months, Rafael began to 

describe feeling “more myself”—not the dizzy highs or crushing lows, but something 

steadier, more sustainable. He was writing music again, this time with clearer focus and 

without substances driving the rhythm. 

 

Clinical Relevance 

Rafael’s story captures the complex dance between bipolar disorder and substance 
use. His mania fueled risky stimulant and alcohol use, while his depressions pushed 

him toward numbing self-medication. Only when his treatment plan prioritized mood 
stabilization first could he begin to address his substance use in a meaningful way. 

For learners, Rafael’s case underscores a critical principle: in dual diagnosis work, 

healing is not about separating conditions, but about treating them as intertwined 



threads—stabilizing mood, reducing reliance on substances, and helping clients build 

lives steady enough to hold their recovery. 

 

Stabilizing sleep is often the fastest lever to reduce both manic risk and craving cycles. 

 

2.4.2.5 Psychotic disorders (schizophrenia spectrum) and substance-induced 
psychosis 

When psychosis and substance use meet, the overlap can be both confusing and 

heartbreaking. For some individuals, the substance itself becomes the trigger. 

Cannabis, especially today’s high-potency strains, has been shown to precipitate 

psychotic episodes in vulnerable people—sometimes bringing on a first break that might 

otherwise have remained dormant for years. Stimulants like cocaine or 

methamphetamine can do the same, flooding the brain with dopamine and tipping 

fragile systems into hallucinations or paranoia (NIDA, 2024). 

On the other side of the equation, people already living with schizophrenia or other 

psychotic disorders may turn to substances in an effort to cope. The heavy weight of 

dysphoria, social withdrawal, or the numbing fog of negative symptoms can drive 

someone toward cannabis, alcohol, or stimulants in search of relief. In the short term, a 

joint might feel like it softens the flatness of affect, or a drink might ease the loneliness 

of being cut off from peers. But in the long run, these substances almost always worsen 

symptoms—deepening paranoia, amplifying disorganization, or accelerating relapses. 

Clinicians often encounter clients who describe this dynamic in their own words: 

• “Weed makes me feel normal for a little while, but then the voices come back 

louder.” 

• “When I’m on meth, I feel like I can finally connect with people, but afterwards I 

can’t tell what’s real anymore.” 



The clinical challenge is untangling what’s substance-induced and what’s part of an 

underlying psychotic disorder. Substance-induced psychosis may clear when the drug 

leaves the system, while schizophrenia-spectrum symptoms tend to persist even in 

sobriety. But in practice, the lines are rarely clean, especially when use and illness 

reinforce each other over years. 

What matters most in the room with clients is remembering that this overlap is not rare. 

It is, in fact, common. And it is not a sign of failure—it is often a reflection of people 

doing their best to cope with unbearable internal experiences, even if the strategy 

backfires. Approaching these cases with warmth and compassion can mean the 

difference between a client feeling dismissed as “drug-seeking” versus feeling truly 

understood as someone who is suffering. 

Clinical pathway 

 



Assessment: Mapping the Timeline 

When psychosis and substance use overlap, the first step is to carefully trace the 

timeline of symptoms. Did hallucinations or paranoia appear only when the person 

was actively using cannabis or stimulants? Did they persist during stretches of 

abstinence? These questions help us tease apart substance-induced psychosis from 

an underlying schizophrenia-spectrum condition. 

It’s also essential to ask about potency and frequency. Today’s high-THC cannabis 

concentrates, for example, can be far more destabilizing than the lower-potency 

marijuana of past decades. A young person experimenting with occasional use may 

present very differently than someone consuming strong cannabis daily. By gently but 

directly asking about these details, we can better understand the risks and tailor our 

recommendations. 

 

Treatment: Supporting Both Sides of the Struggle 

Effective care requires addressing both the psychosis and the substance use, often 

at the same time. 

• Antipsychotic treatment remains a cornerstone, helping reduce hallucinations, 

delusions, and paranoia. But medications alone are rarely enough. 

• On the substance use side, approaches like CBT for psychosis (CBT-p), 
motivational interviewing (MI), and contingency management (CM) provide 

clients with practical tools, support motivation to change, and reinforce progress. 

• One of the strongest recommendations for clients with psychosis is cannabis 
abstinence. While this can be difficult, especially when cannabis is normalized 

among peers, even partial reductions can lead to significant improvements in 

symptoms and functioning. 

Beyond therapy and medications, recovery is often strengthened by wraparound 
supports: case management to help with housing or benefits, supported employment 

Test Question
57. How can clinicians distinguish substance-induced psychosis from schizophrenia-spectrum disorders?
A: By mapping the timeline—substance-induced psychosis clears when the drug leaves the system, while schizophrenia-spectrum symptoms persist during abstinence



programs that build confidence and stability, and family education to reduce stigma and 

increase support at home. 

 

The Heart of the Work 

Clients experiencing both psychosis and substance use often feel misunderstood or 

written off. But with careful assessment, an integrated treatment plan, and strong 

support systems, recovery is possible. Each piece—mapping the timeline, clarifying 

substance effects, providing therapy and medication, and surrounding the person with 

practical supports—helps move them from crisis toward stability. 

At its core, this work is about restoring dignity and hope. By treating the whole person, 

not just the diagnosis, we give clients a real chance to reconnect with their lives and 

communities. 

Case Vignette: “Jared and the Green Line” 

Jared was 22, a college student who loved graphic design and spent long hours 

sketching in his dorm. He had started using cannabis in high school, mostly to “chill out” 

after stressful days. But by the time he reached university, his use had escalated. Not 

just smoking flower—he was using high-THC concentrates almost daily, convinced 

they helped his creativity. 

At first, Jared’s friends didn’t notice much beyond his bloodshot eyes and occasional 

forgetfulness. But slowly, things changed. He began talking about seeing shadows 

moving in his room, even when no one else was there. He became convinced the 

people on the subway’s Green Line were whispering about him, laughing under their 

breath. His roommates worried when Jared stopped going to class and started locking 

his bedroom door, claiming someone was watching him through the vents. 

When he was brought to the university counseling center, Jared insisted he wasn’t 

“crazy”—he just needed better weed. But the clinician gently mapped out the timeline: 

the voices and paranoia had only begun after his cannabis use spiked, and symptoms 



worsened the more he used. During a brief week of abstinence, his paranoia dulled, 

though it didn’t disappear completely. 

 

Treatment Journey 

Jared’s care began with antipsychotic medication, which eased the intensity of his 

paranoia and helped him re-engage with daily routines. At the same time, his counselor 

worked with him on motivational interviewing (MI)—not lecturing him about cannabis, 

but exploring how his use was affecting his goals, like graduating and getting a design 

internship. 

In CBT for psychosis (CBT-p), Jared learned to reality-test his thoughts: writing down 

what he believed, comparing it to evidence, and finding less frightening explanations for 

his experiences. Through contingency management (CM), he was rewarded for 

negative cannabis screens and session attendance, which helped him stay consistent. 

Perhaps most importantly, Jared was connected with wraparound supports: case 

management to help with academics, a supported employment program to prepare him 

for internships, and family psychoeducation so his parents understood that both 

cannabis and psychosis were part of his struggle—not just “bad behavior.” 

 

Outcome 

Over months, Jared reduced his cannabis use dramatically and began to notice fewer 

whispers on the subway. The paranoia didn’t vanish entirely, but it no longer controlled 

him. He returned to his design courses, cautiously hopeful about his future. When asked 

what had changed, he said simply: “I realized the weed wasn’t helping me anymore—it 

was stealing the things I cared about.” 

 

 

 



Clinical Relevance 

Jared’s story illustrates the tightrope clinicians walk in differentiating between 

substance-induced psychosis and schizophrenia-spectrum illness. Careful timeline 
mapping, gentle exploration of use patterns, and an integrated treatment plan—

antipsychotics, CBT-p, MI, CM, and wraparound supports—made it possible for him to 

move toward stability. 

 

High-potency cannabis products can act like a psychosis amplifier in susceptible 

brains. 

 

2.4.2.6 ADHD and Substance Use: Why They So Often Travel Together 

For many clients, living with ADHD means navigating a brain that is wired for action, 

novelty, and stimulation. Impulsivity and thrill-seeking can make experimenting with 

substances more tempting, and sticking to limits more difficult. A teenager with ADHD 

might grab a beer at a party without pausing to think through consequences, or try 

stimulants offered by a friend simply because the moment feels exciting. That same 

impulsivity, combined with struggles around self-regulation, can open the door to early 

and risky substance use. 

Research also shows that when ADHD goes untreated, the risk for developing a 

substance use disorder rises sharply. Unmanaged distractibility, frustration, and low self-

esteem can lead individuals to self-medicate—using cannabis to slow their thoughts, 

alcohol to soften social awkwardness, or stimulants outside of prescription to boost 

focus (Kaye et al., 2021). Over time, what began as coping can morph into dependency. 

But the reverse is just as important to highlight: when ADHD is appropriately treated, 

especially with evidence-based strategies like behavioral therapy, coaching, and 

sometimes carefully monitored medications, the risk of later substance misuse can 

actually go down. Clients learn healthier ways to channel their energy, manage stress, 

Test Question
58. What happens to the risk of substance use disorder (SUD) when ADHD is left untreated?
A: It rises sharply, as clients may self-medicate with substances



and build confidence. This turns ADHD treatment not just into symptom management, 

but also into a powerful tool of prevention against future addiction. 

For clinicians, this overlap is a reminder that ADHD isn’t just about attention—it’s about 

the ripple effects on decision-making, self-regulation, and risk. Addressing ADHD early 

and well may be one of the most protective steps we can take in reducing substance 

use problems later in life. 

 

 

Clinical pathway 

 

 

Treatment Keys for ADHD in the Context of Substance Use 

Supporting clients who live with both ADHD and substance use challenges requires a 

balance of caution and creativity. Medications can be life-changing, but they need to be 

chosen and managed thoughtfully.  Since medications are potentially a help, a referral 



to a qualified physician should be issued.  Therapists should be aware of potential 

prescriptions and side-effects. 

Non-Stimulant Options 

For some clients, non-stimulants such as atomoxetine, bupropion, or guanfacine 

provide a safer path forward. These medications can help reduce impulsivity, improve 

focus, and calm restlessness—without carrying the same risks of misuse. They’re 

especially valuable when substance use history raises concerns about prescribing 

stimulants. 

If Stimulants Are Indicated 

Sometimes, stimulants remain the best option for managing ADHD. When that’s the 

case, it’s important to build safety right into the plan. Long-acting formulations are 

preferred because they’re harder to misuse and provide steadier coverage. Clinicians 

often establish clear treatment agreements (sometimes called contracts) that outline 

responsibilities and expectations. Simple practices like pill counts, checking 
prescription drug monitoring programs (PDMPs), and periodic urine drug screens 
(UDS) add another layer of accountability. None of these steps are about mistrust—

they’re about protecting clients and helping the medication do its intended work (APA, 

2022). 

Skills Coaching: Beyond the Pill 
Medication is only one part of the picture. For many clients, pairing treatment with skills 
coaching makes the difference between temporary relief and lasting progress. 

Sessions focused on organization, time management, planning ahead, and stress 

reduction equip clients with tools they can rely on in daily life. Over time, these skills 

help reduce reliance on substances as a “quick fix” for frustration or distraction. 

 

��� The Heart of the Work 

When ADHD treatment is woven carefully into recovery, it doesn’t just quiet symptoms—

it can restore confidence, structure, and hope. The goal is not just prescribing safely, but 

helping clients see that their brains are capable of focus and balance without leaning on 

Test Question
59. Which ADHD medication approach is preferred when substance misuse risk is high?
A:  Non-stimulants such as atomoxetine, bupropion, or guanfacine



substances. With the right mix of medication, structure, and coaching, ADHD becomes 

less of a vulnerability and more of a manageable part of life. 

 

Case Vignette: “Jordan Finds His Focus” 

Jordan was 24 when he entered treatment for stimulant misuse. He had dropped out of 

college a year earlier, overwhelmed by his inability to stay organized and complete 

assignments. A friend had offered him Adderall during finals week, and Jordan 

discovered it gave him laser focus. What began as a “study aid” quickly spiraled into 

daily use, and soon he was buying pills illegally just to feel functional. 

When he sat across from his clinician for the first time, Jordan was nervous. “I don’t 

want to feel like a failure,” he said. “But without the pills, my brain just won’t work.” As 

they dug deeper, his history revealed something important: ADHD symptoms had 
been there since childhood. Teachers had described him as bright but distractible. His 

parents remembered constant battles over homework. What he thought was just 

weakness or laziness was, in fact, untreated ADHD. 

Integrated Treatment Plan 

Jordan’s clinician knew that both his ADHD and his substance misuse had to be 

addressed together. The first step was education: “Your brain isn’t broken—it’s wired 

differently. The stimulants gave you a glimpse of what focus can feel like, but they 

pulled you into a dangerous cycle. Our goal is to find safe, sustainable ways to help you 

function at your best.” 

They decided to start with a non-stimulant medication, atomoxetine, to provide 

symptom relief without the risks of misuse. Jordan also joined a skills-coaching program 

where he learned practical strategies for organization, time management, and 
planning. 

Over time, when it became clear that his ADHD was only partially managed, the team 

cautiously introduced a long-acting stimulant—but with careful guardrails. A treatment 

contract was signed, pill counts were performed at each visit, the prescription drug 



monitoring program (PDMP) was checked regularly, and urine drug screens 

provided accountability. Jordan described these steps not as punishment but as “safety 

nets that keep me honest.” 

 

Outcome 

Six months later, Jordan was re-enrolled in classes and holding down a part-time job. 

He proudly showed his clinician the color-coded planner he used to track assignments 

and shifts. “For the first time in my life,” he said, “I feel like I’m in the driver’s seat.” The 

combination of safe medication management, practical coaching, and accountability 

gave him tools not only to stay sober but to thrive. 

 

Clinical Relevance 

Jordan’s story highlights how untreated ADHD can fuel substance misuse, but also 

how thoughtful, integrated treatment can transform vulnerability into resilience. By 

combining non-stimulant options, cautious stimulant prescribing when needed, and 

skills training, clinicians can help clients rebuild confidence and reduce the risk of 

relapse. 

Treating ADHD often reduces the “need” clients feel to self-medicate. 

 

2.4.2.7 Personality disorders (especially borderline personality disorder) 

Personality Disorders and Substance Use 

When working with clients who live with borderline personality disorder (BPD), it 

becomes clear why substance use is so often part of the picture. Life feels like a storm: 

emotions rise and crash quickly, rejection cuts deeply, and impulsivity drives decisions 

in the heat of the moment. For many, substances become a temporary anchor in that 

storm—a way to numb overwhelming feelings, blur the sting of rejection, or escape 

chaotic relationships. 



But just as quickly as substances soothe, they add more chaos. Episodic heavy 

drinking, spur-of-the-moment binges with drugs, or erratic patterns of use often mirror 

the emotional turbulence of BPD itself. The very traits that make clients vulnerable to 

intense suffering—sensitivity, impulsivity, intensity—also make them vulnerable to 

substance misuse. 

 

Treatment Keys: Meeting Chaos with Structure and Compassion 

The evidence shows that approaches tailored for both disorders work best. One of the 

most effective is Dialectical Behavior Therapy for Substance Use Disorders (DBT-S). 

This adaptation of DBT focuses on teaching practical skills in: 

• Distress tolerance: ways to ride out overwhelming urges without reaching for 

substances. 

• Emotion regulation: strategies to reduce the rollercoaster swings of mood. 

• Interpersonal effectiveness: tools for navigating the relationships that often 

trigger use. 

DBT-S also integrates contingency management—reinforcing abstinence goals with 

small, tangible rewards to keep motivation alive. 

Given the high risk of self-harm among clients with BPD, safety planning and clear crisis 

protocols are essential. Clients need to know that support will be consistent and reliable, 

especially when they feel most out of control. 

 

 

 

 

 

 

Test Question
60. Which therapy is specifically adapted for clients with both borderline personality disorder (BPD) and substance use?
A: Dialectical Behavior Therapy for Substance Use Disorders (DBT-S)



Case Vignette: “Sofia and the Friday Night Spiral” 

Sofia was a 27-year-old 

barista with a magnetic 

personality. Friends adored 

her energy, but they also 

described her as “all or 

nothing.” Relationships burned 

bright and ended abruptly, 

often leaving her feeling 

devastated. On Friday nights, 

after arguments with her 

boyfriend or long shifts at work, Sofia turned to alcohol. 

At first, a few drinks felt like relief—like the world’s sharp edges softened. But as the 

night went on, her impulsivity grew. Sometimes she called ex-partners in tears, other 

times she found herself drinking far past her limit, waking up sick and ashamed. 

Her clinician gently helped Sofia see the pattern: overwhelming rejection sensitivity and 

emotional pain led to heavy drinking, which in turn worsened her mood crashes and 

relationship volatility. It wasn’t that alcohol was the root of all her struggles—it was that 

alcohol had become her way of coping with storms she didn’t yet have tools to manage. 

Treatment began with DBT-S, where Sofia learned to pause in moments of distress and 

reach for skills—cold water on her face, paced breathing, calling a supportive friend—

rather than another drink. A contingency management program rewarded her for 

alcohol-free weekends, and regular safety planning gave her a map for moments when 

self-harm urges felt overwhelming. 

Over time, Sofia began to describe herself differently: “I still feel everything so 

strongly—but I don’t have to destroy myself to survive it.” 

 

 



Clinical Relevance 

Sofia’s story captures the core challenge of treating co-occurring BPD and substance 

use: the very traits that make life painful can also make recovery deeply meaningful. 

With structure, skills, and compassionate support, clients like Sofia can learn that 

survival doesn’t have to come from substances—it can come from themselves. 

 

2.4.2.8 Eating disorders 

Eating Disorders and Substance Use: Why They Often Overlap 

The connection between eating disorders (EDs) and substance use disorders (SUDs) 

is strikingly common, and it’s not hard to see why. Both conditions often spring from 

shared traits: a tendency toward perfectionism, a deep undercurrent of negative 
affect, and a struggle to find control in an unpredictable world. For some, disruptions in 

appetite and satiety systems add to the mix, making substances feel like a way to 

“manage” food, weight, or emotional discomfort. 

Among young adults especially, patterns like “drunkorexia”—restricting food intake to 

offset calories from alcohol—have become a troubling trend. Others may use stimulants 

to suppress appetite, or alcohol to numb shame after binge episodes. What begins as a 

coping strategy quickly weaves into the fabric of both disorders, often worsening the 

medical and psychological toll. 

 

Treatment Keys: Integrating Two Complex Needs 

Working with clients who carry both EDs and SUDs requires coordination and care: 

• Collaboration is critical. Coordination with eating disorder specialists ensures 

that both conditions are addressed without compromising safety. 

• Medical monitoring—tracking electrolytes, EKGs, and vital signs—is essential, 

as malnutrition and substance use together pose significant risks. 

Test Question
61. What dangerous trend sometimes occurs in young adults with eating disorders?
A:  “Drunkorexia”—restricting food intake to offset calories from alcohol



• Medication choices must be careful: for instance, avoiding agents like 

bupropion in bulimia, given its increased seizure risk. 

• Structured meals and therapeutic principles from CBT-E (enhanced cognitive 
behavioral therapy) can support healthier eating, while SUD-specific therapies 

provide tools to manage cravings and relapse triggers. 

 

Case Vignette: “Leila and the Balancing Act” 

Leila was 21, a college junior majoring in communications. To her peers, she seemed 

energetic, ambitious, and “fun at parties.” But in private, she struggled with a painful 

cycle: binge eating episodes that left her ashamed, followed by purging to try to regain 

control. On top of this, weekends often meant heavy drinking. 

When asked why she drank so much, Leila explained, “It makes me forget the guilt from 

eating. And if I drink enough, I don’t feel hungry the next day.” She also admitted to 

skipping meals before nights out—a pattern she half-jokingly called “saving calories for 

alcohol.” 

Her health began to deteriorate: fainting spells, dizzy spells in class, and one frightening 

night when she collapsed after a party. That crisis brought her into treatment, where 

clinicians uncovered the dual struggle of bulimia and alcohol misuse. 

Treatment began with stabilization. A medical team monitored her electrolytes and heart 

rhythm, while her therapist built a plan that integrated structured meal support with 

SUD care. Leila joined a DBT-informed group where she learned distress tolerance 

skills for moments when shame surged. Over time, CBT-E strategies helped her 

reframe rigid food rules, while motivational interviewing supported her decision to cut 

back on alcohol. 

Six months later, Leila was not “cured”—but she was healthier, steadier, and proud of 

small victories: attending class without fainting, eating balanced meals, and enjoying a 

social night without binge drinking. She told her therapist, “I finally feel like I don’t have 

to hurt myself in two ways at once.” 



 

Clinical Relevance 

Leila’s story underscores the intertwined vulnerabilities of EDs and SUDs. Both thrive 

on secrecy, shame, and the illusion of control. Effective treatment requires a 

collaborative, integrated approach—addressing medical risks, reshaping behaviors, 

and providing emotional tools—so that clients can move toward recovery in both 

domains at once. 

 

 

2.4.2.9 Chronic pain and sleep disorders 

Chronic Pain and Sleep Disorders: A Double Burden 

Few things wear people down more than the combination of chronic pain and poor 
sleep. Day after day of aching joints, throbbing backs, or neuropathic pain can feel 



unrelenting. Add to that nights of staring at the ceiling, restless and exhausted, and it’s 

no wonder that both pain and insomnia are some of the most powerful drivers of 

substance use. 

For many, the entry point into opioids or benzodiazepines begins innocently—through a 

doctor’s prescription after surgery, an injury, or a period of grief-induced sleeplessness. 

The medications often work quickly, taking the edge off pain or quieting the mind 

enough for rest. But over time, doses creep higher, dependence grows, and what began 

as relief can become a new, more complicated burden: substance use disorder 
layered onto chronic illness. 

 

Treatment Keys: A Whole-Person Approach 

Healing here means caring for the body, the brain, and the habits together: 

• Multimodal pain care is the foundation. Combining physical therapy, 

mindfulness-based approaches, and CBT for pain (CBT-p) can shift the 

experience of pain from something overwhelming to something manageable. 

Non-opioid medications often play a role too. For those who already have opioid 

use disorder but still live with significant pain, buprenorphine offers a unique 

path—it can provide both analgesia and stabilization. 

• Sleep care is just as critical. Chronic insomnia cannot be ignored. Cognitive 
Behavioral Therapy for Insomnia (CBT-I) is the gold standard, helping clients 

rebuild healthy sleep routines and break the cycle of lying awake dreading the 

night. Clinicians are generally cautious with sedative-hypnotics, as long-term use 

in the context of substance use disorder can do more harm than good. 

Together, these approaches reinforce each other: when pain lessens, sleep improves; 

when sleep improves, pain feels more bearable. 

 

 

Test Question
62. Which treatment is considered the gold standard for chronic insomnia in clients with substance use history?
A: Cognitive Behavioral Therapy for Insomnia (CBT-I)



Case Vignette: “Maria and the Long Nights” 

Maria, a 55-year-old former nurse, lived with chronic lower back pain after years of 

heavy lifting on hospital floors. Surgery had provided some relief, but the pain never 

fully went away. At first, her doctor prescribed opioids, which helped her move more 

freely and sleep through the night. Over the years, however, the pills became less 

effective, and she found herself needing more just to function. 

When insomnia worsened, she was prescribed a benzodiazepine. For a time, it felt like 

she had her life back—days less burdened by pain, nights softened by medication. But 

slowly, Maria noticed she couldn’t get through the day without the pills. On nights she 

forgot her dose, she felt wired, restless, and anxious. 

By the time she sought help, Maria described herself as “living in fragments”—pain, 

exhaustion, and reliance on pills. Her clinician offered her a different way forward: a 

multimodal pain program with physical therapy, mindfulness, and CBT-p. She 

transitioned from high-dose opioids to buprenorphine, which gave her both pain relief 

and stability. For sleep, she began CBT-I, learning how to build a bedtime routine that 

didn’t rely on medication. 

It wasn’t an overnight fix—progress came in fits and starts—but Maria gradually began 

to notice differences. Her mornings felt clearer. She described fewer nights of “racing 

mind insomnia,” and the pills no longer dictated her days. Most importantly, she began 

to feel hopeful again, saying, “For the first time in years, I feel like I’m not just surviving 

pain—I’m living around it.” 

 

Clinical Relevance 

Maria’s story reflects a pattern many clinicians will recognize: pain and insomnia 

creating a pathway to opioid and benzodiazepine dependence. The key takeaway is 

that integrated, multimodal care—addressing both pain and sleep while supporting 

recovery—offers not just symptom relief but restoration of dignity and quality of life. 

 



 

2.4.2.10 Suicidality and self-harm risk 

Why It’s Critical 

Substance use and suicidality often intersect in ways that heighten risk dramatically. 

During acute intoxication, the brain’s brakes come off—impulsivity rises, judgment 

slips, and the chance of acting on lethal thoughts increases. On the other end, 

withdrawal can fuel despair, anxiety, and agitation, leaving people vulnerable to 

hopelessness and self-harm. Add in the weight of comorbid conditions like 
depression or PTSD, and the baseline risk rises even higher. 

This is why suicide assessment and safety planning are not optional in addiction care—

they are essential, lifesaving practices woven into every clinical encounter. 

 

Immediate Actions for Clinicians 

• Suicide Screening: Using tools like the Columbia Suicide Severity Rating 
Scale (C-SSRS) at intake and as needed helps clinicians ask the hard questions 

directly and compassionately. 

• Lethal Means Counseling: Gentle but clear conversations about access to 

firearms, large medication supplies, or other means of harm can reduce 

immediate danger. 

• Collaborative Safety Planning: Creating a plan together with the client—

identifying warning signs, coping strategies, supportive contacts, and crisis 

numbers—gives them a roadmap for surviving intense urges. 

• Warm Handoffs: When higher levels of care are indicated, arranging a smooth, 

human-to-human transition rather than a cold referral increases trust and follow-

through. 

 

 

Test Question
63. Why is suicide assessment essential in substance use disorder treatment?
A:  Because intoxication and withdrawal both heighten impulsivity, despair, and risk of acting on lethal thoughts



Case Vignette: “Andre and the Bridge” 

Andre, a 39-year-old Army veteran, came into the ED after being found intoxicated near 

a city bridge. He had been drinking heavily for weeks, trying to quiet the flashbacks of 

combat and the gnawing guilt he carried. On that night, overwhelmed and drunk, he had 

wandered to the bridge with the thought that jumping would end it all. 

When sober, Andre admitted, “I don’t even know if I really wanted to die, or if I just 

wanted the pain to stop.” His story reflected the dual risks: alcohol had stripped away 

his inhibitions, and untreated PTSD had left him drowning in despair. 

In the ED, the team didn’t just patch him up and send him home. A clinician sat with him, 

asking about his thoughts using the C-SSRS. They talked about his access to firearms 

at home, and Andre agreed to store them safely with a trusted friend. Together, they 

built a safety plan, listing his triggers (flashbacks, drinking alone at night), his internal 

coping tools (breathing techniques learned in service), and people he could call when 

urges rose. Finally, instead of being discharged with a paper referral, he was connected 

directly to a VA clinician through a warm handoff before leaving the hospital. 

 

Clinical Relevance 

Andre’s story reminds us why suicide prevention must be integrated into substance use 

care. Clients often walk into treatment carrying more than addiction—they carry trauma, 

hopelessness, and impulses that substances can intensify. By asking direct questions, 

addressing lethal means, creating collaborative safety plans, and ensuring continuity of 

care, clinicians do more than reduce risk—they affirm life and restore hope. 

 

2.4.3 Why Substance Use and Mental Illness Are So Intertwined 

It’s easy to see the what of co-occurring disorders—people struggling with both 

substance use and mental illness. But the deeper question is why these two often 
walk together. Science offers several answers, each shedding light on the tangled 

relationship between the brain, the body, and the environment. 



Shared Genetics and Neurobiology 

Part of the overlap comes from our biology. Research shows that the same genes that 

increase vulnerability to mood or anxiety disorders can also increase risk for substance 

use disorders. It’s as if the wiring of the reward, stress, and executive control 
systems sets the stage for both. The mesolimbic dopamine pathway, the amygdala’s 

alarm system, and the prefrontal cortex’s decision-making hub are all players in this 

shared story (Koob, 2021; NIDA, 2024). 

For clients, this helps shift the narrative away from blame: it’s not weakness—it’s 

biology interacting with experience. 

Allostatic Load: The Cost of Chronic Stress 

Another piece of the puzzle is the concept of allostatic load—the wear and tear the 

body experiences when it’s constantly adapting to stress. Chronic substance use 

doesn’t just soothe stress in the short term—it resets the body’s stress system. Over 

time, the brain’s baseline shifts, leaving people feeling more anxious, more dysphoric, 

and more driven to use again just to feel “normal.” It’s why withdrawal can feel like pure 

anguish: the brain’s stress thermostat has been turned up, and the only quick relief 

seems to come from using again (Koob, 2021). 

Inflammation and Sleep Disruption 

We also now understand that substances wreak havoc on inflammation and sleep—

two systems that directly feed into mental health. Alcohol, stimulants, and opioids can all 

increase inflammatory processes in the body, which in turn worsen depression and 

anxiety. And few things destabilize mood more than chronic sleep disruption. Many 

clients describe this vicious cycle: “I drink to fall asleep, then I wake up more anxious, 

so I drink again.” It’s not just bad habits—it’s biology at war with itself. 

Learning and Context 

Finally, there’s the power of learning and environment. Our brains are built to connect 

cues with experiences, and substances are potent teachers. A person who always used 



heroin in a particular neighborhood may feel powerful cravings just walking down that 

street, years later. This kind of conditioning cements the cycle. 

On top of that, social determinants—housing instability, exposure to violence, 

discrimination, or poverty—pile on risk. These contexts don’t just make life harder; they 

create environments where both substance use and mental illness are more likely to 

take root and persist. 

The Heart of It 

When we put these pieces together—genetics, brain changes, stress overload, 

inflammation, sleep, learned patterns, and social environments—it becomes clear why 

substance use and mental illness so often travel hand in hand. It isn’t one thing; it’s 

many small forces converging. And for clients, understanding these “whys” can be a 

turning point: they begin to see that their struggles are not moral failings but human 

responses to complex biological and social realities. 

 

 

2.4.4 Diagnostic Challenges (and How to Navigate Them) 

One of the toughest parts of working with clients who have both substance use and 

mental health symptoms is figuring out what belongs to what. Is the depression a 

primary disorder, or is it brought on by heavy alcohol use? Is the paranoia a sign of 

schizophrenia, or cannabis intoxication? These are not small distinctions—they guide 

treatment, prognosis, and safety planning. 

 

Substance-Induced vs. Primary Disorders 

A central question is whether the psychiatric symptoms are substance-induced or 

whether they represent a primary mental health disorder. There are a few signposts 

that help: 



• Onset prior to heavy use. If mood or psychotic symptoms clearly existed before 

someone began using heavily, a primary disorder is more likely. 

• Persistence in sobriety. If symptoms remain even after four to six weeks of 
abstinence, this also points toward a primary diagnosis. 

• Family history. Genetics can offer clues: a strong family history of bipolar 

disorder or schizophrenia may tip the scales toward primary illness. 

• Episode patterning. Distinct, repeated episodes of mania, depression, or 

psychosis that follow classic timelines (rather than always occurring in relation to 

substance use) suggest a primary disorder. 

But real life is rarely neat. Clients may not have long enough periods of sobriety to 

observe, or the history may be clouded by overlapping stressors. That’s why diagnostic 

humility—being willing to say, “This may take time to clarify”—is often the wisest course. 

 

Mimics and Confounders 

Another challenge is that substances can mimic psychiatric syndromes so 

convincingly that they appear indistinguishable. 

• Stimulants can look like mania, with racing thoughts, pressured speech, and 

little need for sleep. They can also trigger panic attacks, complete with 

palpitations and terror. 

• Withdrawal states can masquerade as generalized anxiety disorder 

(restlessness, worry, muscle tension) or major depression (low mood, anhedonia, 

fatigue). 

• Cannabis—especially today’s potent strains—can mimic or worsen psychosis in 

vulnerable individuals, leaving clinicians to untangle whether the voices and 

paranoia are substance-driven or signs of a primary schizophrenia-spectrum 

disorder. 

 



The Heart of the Work 

For clinicians, these diagnostic puzzles are not just academic—they affect how clients 

see themselves. Being told, “You’re just anxious because you’re in withdrawal” can feel 

invalidating if the anxiety persists even when sober. On the other hand, prematurely 

labeling someone with a lifelong disorder when symptoms are purely substance-driven 

can create unnecessary stigma. 

The best approach blends patience, thorough history-taking, and ongoing 
reassessment. Rather than rushing to conclusions, clinicians can walk alongside 

clients as the picture clarifies, offering stability and support in the meantime. This 

approach honors the complexity of real lives—where causes are layered, timelines blur, 

and healing is rarely linear. 

 

Helpful table: distinguishing features 

Symptom cluster Substance-induced clues Primary disorder clues 

Depression/anxiety 
Onset with use; resolves in 4–6 weeks 

sobriety 

Pre-use onset; persists 

through sobriety 

Mania Closely time-linked to stimulants; brief 
Week-long episodes; 

family history 

Psychosis 

Emerges with high-potency 

cannabis/stimulants; clears with 

abstinence 

Chronic course; negative 

symptoms off substances 

Best practices 

• Use measurement-based care (PHQ-9, GAD-7, PCL-5) every 2–4 weeks. 

• Gather collateral (family, prior records). 

• Normalize uncertainty: “We’ll treat what we see now and keep watching the 

pattern.” 



 

2.4.5 Integrated treatment approaches (what actually works) 

Models of care 

Approach When it’s used Pros Cons 

Sequential 
One disorder first, 

then the other 
Simpler logistics 

The untreated disorder often 

derails progress 

Parallel Two siloed teams 
Access in resource-rich 

settings 

Coordination gaps; mixed 

messages 

Integrated One team, one plan 
Best outcomes for 

retention & function 

Requires training & system 

alignment 

(APA, 2022; SAMHSA, 2023) 

 

Core Ingredients of Effective Care 

Treating substance use disorders (SUDs) alongside mental illness isn’t about choosing 

one intervention—it’s about weaving together multiple threads into a fabric strong 

enough to hold the person’s recovery. The most effective approaches combine 

medications, psychotherapies, wraparound supports, and harm-reduction strategies, all 

tailored to the individual’s unique needs. 

Medications for SUDs 

[Author’s Note:  In some sections of this course (like this one), potential medication 

treatments are mentioned.  This is provided for information purposes only.  Unless 

licensed to do so, suggesting or prescribing medications is out of the scope of mental 

health professionals, unethical, and against the law.  If a mental health professional 

determines medication might be of possible assistance, they should refer the client to a 

medical professional licensed to consult on such matters.] 



 

Medications can provide stability and reduce the overwhelming pull of cravings. For 

opioid use disorder, buprenorphine, methadone, or extended-release naltrexone each 

offer different paths depending on the client’s goals and treatment setting. For alcohol 
use disorder, naltrexone (oral or XR) and acamprosate are front-line options, while 

disulfiram remains useful in highly structured settings. For nicotine dependence, 

nicotine replacement therapies, varenicline, or bupropion can open the door to lasting 

change—though with care in eating disorder populations where seizure risk is higher. 

Psychotherapies 

Medications work best when paired with therapies that help clients build new skills. 

Motivational Interviewing (MI) helps explore ambivalence. CBT for SUD, relapse 
prevention, and contingency management create structure and accountability. 

Importantly, these are often paired with disorder-specific care: CBT or behavioral 

activation for depression, CBT-I for insomnia, DBT-S for emotion dysregulation, and 

trauma therapies like CPT, PE, or EMDR for PTSD. 

 

Wraparound Supports 

Recovery doesn’t happen in a vacuum. Clients often need housing, benefits 
assistance, supported employment programs, peer recovery groups, and family 
involvement. These supports stabilize the foundation so that treatment gains have 

somewhere to take root. A client who knows where they’ll sleep at night and has a 

supportive peer mentor is far more likely to succeed than one facing constant instability. 

 

Harm Reduction 

Not every client is ready or able to stop using immediately. That’s where harm reduction 

saves lives. Naloxone distribution, syringe services, safer use education, and low-
barrier access to MOUD (medications for opioid use disorder) give people the chance 

to stay alive and healthier long enough to consider recovery. 



 

Medication Intersections: Tailoring Treatment to Complex Realities 

Sometimes the work is about more than treating one disorder—it’s about treating how 

they intersect: 

• AUD + Depression: Pairing naltrexone or acamprosate with an SSRI or SNRI, 

while avoiding alcohol-sedative combinations that heighten CNS depression. 

• OUD + PTSD: Using buprenorphine or methadone alongside trauma-informed 

therapy, with prazosin for nightmares. 

• Psychosis + Cannabis Use: Combining antipsychotics with a strong cannabis-

abstinence plan, reinforced with psychoeducation and contingency management. 

• ADHD + SUD: Beginning with non-stimulant options; if stimulants are necessary, 

using long-acting forms under careful monitoring and contracts. 

 

The Heart of the Work 

What makes integrated care so powerful is not just the tools themselves but the way 
they’re combined. A client isn’t just “on buprenorphine”—they’re in therapy, rebuilding 

family trust, working with a peer mentor, and holding a naloxone kit just in case. The 

core ingredients aren’t recipes on their own; they’re building blocks clinicians can 

arrange to meet each client where they are. 

 

Clinical Relevance Today 

Small system tweaks—same-day MOUD starts, embedded therapy, CM for visit 
completion—can double engagement in dual-diagnosis care. 

 

2.4.6 Assessment tools you’ll actually use 



The following chart lays out Key Assessment Tools for Substance Use and Co-occurring 

Disorders: 

Tool Purpose 
Administration 
Time 

Clinical Use 

AUDIT (Alcohol Use 

Disorders 

Identification Test) 

Screens for hazardous 

or harmful alcohol use 

and related 

consequences. 

2–3 minutes 

Identifies risky drinking 

patterns; guides brief 

interventions or 

referral (Babor et al., 

2023). 

DAST-10 (Drug 

Abuse Screening 

Test – 10 item) 

Screens for non-alcohol 

drug use and related 

problems. 

2–3 minutes 

Detects likelihood of 

drug use disorders; 

informs further 

assessment (Skinner, 

2022). 

TAPS (Tobacco, 

Alcohol, Prescription 

medication, and other 

Substance use) 

Identifies lifetime and 

recent substance use 

across categories. 

2–5 minutes 

Integrates into SBIRT 

protocols for primary 

care and behavioral 

health (McNeely et al., 

2023). 

ASSIST (Alcohol, 

Smoking and 

Substance 

Involvement 

Screening Test) 

Assesses risk levels for 

various substances. 
5–10 minutes 

Provides substance-

specific risk scores; 

guides targeted 

interventions (WHO, 

2023). 

ASI (Addiction 

Severity Index) 
Multidimensional 

assessment of life 
45–60 minutes 

Establishes baseline 

and tracks changes in 

treatment across 



Tool Purpose 
Administration 
Time 

Clinical Use 

areas affected by 

addiction. 

domains (McLellan et 

al., 2022). 

PHQ-9 (Patient 

Health 

Questionnaire-9) 

Measures depression 

severity over the past 

two weeks. 

2–3 minutes 

Screens for major 

depressive disorder; 

monitors treatment 

progress (Kroenke et 

al., 2022). 

GAD-7 (Generalized 

Anxiety Disorder-7) 

Measures severity of 

generalized anxiety 

symptoms. 

2–3 minutes 

Identifies and tracks 

anxiety symptoms; 

informs therapy 

planning (Spitzer et 

al., 2022). 

PDSS (Panic 

Disorder Severity 

Scale) 

Measures frequency, 

intensity, and impact of 

panic attacks. 

5–7 minutes 

Monitors treatment 

response in panic 

disorder (Shear et al., 

2021). 

PCL-5 (PTSD 

Checklist for DSM-5) 

Assesses PTSD 

symptom severity 

according to DSM-5 

criteria. 

5–10 minutes 

Screens, provides 

provisional diagnosis, 

and tracks PTSD 

symptoms (Weathers 

et al., 2023). 

MDQ (Mood Disorder 

Questionnaire) 

Screens for lifetime 

history of 

manic/hypomanic 

symptoms. 

5 minutes 

Identifies possible 

bipolar disorder; 

follow-up diagnostic 

interview required 



Tool Purpose 
Administration 
Time 

Clinical Use 

(Hirschfeld et al., 

2021). 

Brief Psychosis 
Screens + Clinician 
Interview 

Screens for 

hallucinations, 

delusions, 

disorganization; 

confirms diagnosis. 

5–15 minutes 

Detects possible 

psychotic disorders; 

differentiates from 

substance-induced 

states (Kline et al., 

2023). 

C-SSRS (Columbia-

Suicide Severity 

Rating Scale) + 

Safety Plan 

Assesses suicidal 

ideation, behaviors, and 

risk. 

5–10 minutes 

Guides immediate 

safety planning; 

reduces imminent 

suicide risk (Posner et 

al., 2023). 

 

Tip: Pick one tool per domain and use it consistently; trending over time beats one-off 

snapshots. 

 

2.4.7 Three Case Vignettes (Assessment → Plan → Follow-through) 

 

Case A – “Fentanyl, Nightmares, and the Night Shift” 

D. was 32 years old and had the exhausted, taut look of someone who had seen too 

much, too often. As an emergency department medic, his nights were filled with flashing 

lights, metallic smells, and the sound of human suffering. Sleep was elusive—when it 

came, it brought combat-like nightmares that jolted him awake in a cold sweat. 



He had found a grim solution: smoking fentanyl before bed. It slowed his mind and 

softened the images long enough to drift off. But this routine had nearly cost him his life; 

six months earlier, he’d overdosed in his own apartment, revived only because a 

colleague had stopped by unannounced. 

When D. walked into the clinic, his PCL-5 score—a PTSD screening tool—was 48, 

signaling severe symptoms. His urine test confirmed opioid use disorder (severe), but 

there were no signs of psychosis or mania. His risk for another overdose was high, and 

his job meant he was constantly surrounded by trauma triggers. 

The Plan: 
The team acted quickly. D. began a same-day buprenorphine micro-induction to 

ease withdrawal without precipitating a crash. Prazosin was titrated to target the 

nightmares, and he left with a naloxone kit in his backpack. His therapy included 

Seeking Safety groups for trauma/substance recovery, with an eventual transition to 

Cognitive Processing Therapy (CPT). Contingency management rewarded 

attendance, while sleep hygiene coaching and CBT-I techniques tackled insomnia 

head-on. 

The Follow-through: 
Twelve weeks later, D. returned with clearer eyes and steadier posture. His PCL-5 score 

had dropped 16 points. His urine drug screens were consistently negative—except for 

prescribed buprenorphine. He had resumed per-diem medic shifts and joined a peer 

support group for first responders. “The nightmares aren’t gone,” he said, “but they’re 

not running my life anymore.” 

 

Case B – “Cannabis Wax and Campus Paranoia” 

P. was 20 and, like many college sophomores, balancing academic ambition with the 

temptations of campus life. But unlike most, he spent hours each day inhaling high-

potency THC concentrates—“wax” that hit fast and hard. Over the past month, 

something had shifted. Whispers in the library felt directed at him; shadows seemed to 

move in his peripheral vision. His grades were slipping, and his professors had noticed. 



At intake, the picture pointed to cannabis use disorder (severe). But the clinical team 

was cautious—were these symptoms part of a substance-induced psychosis or the 

first signs of a primary psychotic disorder? 

The Plan: 
P. began with psychoeducation about the link between high-potency cannabis and 

psychosis risk, a conversation that made him visibly uncomfortable. Motivational 
enhancement therapy helped explore his ambivalence about quitting. He started CBT 
for psychosis (CBT-p) to challenge distorted beliefs, combined with contingency 

management rewards for THC-negative urine tests. His parents joined family sessions 

to reinforce support at home. As a safeguard, the team considered a low-dose 
antipsychotic if paranoia lingered past abstinence. 

The Follow-through: 
Eight weeks later, P. had been abstinent for nearly two months. The paranoia had fully 

resolved without medication. Academic support services helped him recover his GPA. 

His relapse prevention plan focused heavily on managing exam stress and keeping a 

regular sleep routine. “I didn’t realize how loud my brain had gotten,” he admitted. “Now 

it’s quiet again.” 

 

Case C – “Wine, Worry, and the Boardroom” 

R. was a 46-year-old corporate executive whose confidence in boardrooms masked an 

unsteady truth: she avoided elevators. Even the thought of being enclosed sent her 

heart racing and palms sweating. To keep the edge off, she drank—half a bottle of wine 

most nights—and occasionally took a lorazepam prescribed years ago “as needed” for 

panic. 

Her presenting issues were alcohol use disorder (moderate) and panic disorder. The 

conversation about benzodiazepines was frank—continuing them risked dependence, 

especially alongside alcohol. 



The Plan: 
R. began extended-release naltrexone injections monthly to curb alcohol cravings. 

She committed to CBT for Panic with interoceptive exposure—recreating the 

sensations of panic in a safe setting to break the fear loop. Motivational interviewing 

targeted her belief that “stress equals success.” Together, they mapped a lorazepam 
taper and set contingency management rewards for completing therapy sessions. 

The Follow-through: 
Ten weeks in, R. hadn’t touched her PRN benzodiazepines. She had ridden elevators 

three times without panic—two at work, one at a hotel conference. Her wine intake was 

down to less than twice a week, with no loss of control. Her relapse prevention plan 

included strategies for business travel, when both stress and alcohol availability were 

high. “I didn’t know I could do success without the glass in my hand,” she said, smiling 

as she left her session. 

 

Pull-it-together checklist (for everyday practice) 

□ Screen both sides (SUD + MH) every intake and at intervals. 

□ Map time course (what came first; what persists in sobriety). 

□ Start evidence-based meds early (MOUD, AUD meds; disorder-specific agents). 

□ Add skills-based therapy (CBT/DBT/trauma-focused). 

□ Use contingency management to boost engagement. 

□ Build safety plans (overdose + suicide). 

□ Address sleep early; it’s a leverage point. 

□ Track scores (PHQ-9, GAD-7, PCL-5) to guide step-ups. 

□ Involve family/peers when appropriate. 

□ Tackle social determinants (housing, food, transport, employment). 



Clinical Relevance Today 

The most “high-yield” tweaks are usually operational, not exotic: same-day starts, 

warm handoffs, reminders, transportation help, and small incentives keep people in care 

long enough for the therapies to work. 

 

 

 

Chapter 3: Neurobiology of Addiction 

3.1 Neurotransmitter Systems 

Key Takeaways (for Part 1) 

• Addiction involves multiple neurotransmitter systems, but dopamine plays a 

central role in the brain’s reward and motivation circuitry. 

• The dopamine pathway is not just about “pleasure”—it’s about learning, 

anticipation, and reinforcement of behaviors. 

• Disruption of dopamine signaling helps explain cravings, relapse risk, and the 

compulsive nature of substance use disorders. 

• Understanding dopamine’s role equips mental health professionals to better 

integrate medication-assisted treatment (MAT) and behavioral interventions. 

• Neurobiology knowledge enhances empathy: recognizing that neuroadaptations 

are not moral failings but physiological changes in the brain. 

 

Introduction: Why Neurotransmitters Matter in Addiction 

For decades, addiction was often described in moral or purely behavioral terms—seen 

as a failure of willpower, a weakness of character, or a stubborn habit. While these 

perspectives shaped much of society’s early response to alcoholism and drug use, 



neuroscience has steadily reframed the conversation. 

Today, we understand that neurotransmitters—the brain’s chemical messengers—
are central players in the development, persistence, and treatment of addiction 

(Volkow et al., 2023). 

In the simplest terms, neurotransmitters are chemicals that relay messages between 

neurons, enabling everything from heartbeat regulation to complex decision-making. 

When substances like alcohol, opioids, or stimulants enter the body, they interfere with 
these signaling systems, often hijacking pathways related to reward, motivation, and 

learning. Over time, these changes can make quitting extremely difficult, even when the 

person desperately wants to stop. 

This section focuses on the four major neurotransmitter systems most relevant to 
substance use disorders: dopamine, GABA, glutamate, and serotonin. Each plays 

distinct roles but also interacts in ways that make addiction a complex, intertwined 

process. We begin with dopamine—arguably the most famous of the bunch, often 

sensationalized as the “pleasure molecule.” 

 

The Dopamine Reward Pathway 

A Brief Historical Context 

The role of dopamine in reward wasn’t fully recognized until the mid-20th century. 

Before that, dopamine was thought to be just a precursor to norepinephrine, with no 

significant function of its own (Carlsson, 1959). This changed with the discovery that 

dopamine levels were concentrated in certain brain regions like the nucleus 
accumbens and ventral tegmental area (VTA)—regions now known to be key nodes 

in the brain’s mesolimbic reward pathway (Olds & Milner, 1954; Wise, 2004). 

By the late 1970s and 1980s, pioneering work by Roy Wise and others showed that 

virtually all addictive substances—whether alcohol, nicotine, opioids, or cocaine—

increase dopamine transmission in this circuit (Koob & Volkow, 2016). This revelation 



changed the landscape of addiction research, shifting it toward a neurobiological model 

that sees SUDs as disorders of learning and reinforcement. 

 

Mechanism: How Dopamine Works in Addiction 

When you take an addictive substance, it causes a surge of dopamine release from 

neurons in the VTA into the nucleus accumbens. This dopamine “burst” signals to the 

brain that something important—and worth repeating—just happened. Over time, 

environmental cues (people, places, smells) linked to substance use also start 

triggering dopamine release, creating conditioned cravings. 

Key steps in dopamine’s role: 

1. Acute Substance Use → Rapid dopamine spike → Intense reinforcement of 

behavior. 

2. Repeated Use → The brain adapts, reducing natural dopamine production 

(tolerance). 

3. Cue-Triggered Cravings → Dopamine released in anticipation, not just after 

use. 

4. Withdrawal → Low dopamine activity → Dysphoria, anhedonia, and high relapse 

risk. 

 

Table 1: Dopamine’s Role Across Stages of Addiction 

Stage of 
Addiction 

Dopamine 
Activity 

Behavioral Effect Clinical Implication 

First Use High surge Euphoria, novelty 
High reinforcement 

potential 



Stage of 
Addiction 

Dopamine 
Activity 

Behavioral Effect Clinical Implication 

Continued Use Moderate surge Habit formation 
Early intervention 

opportunity 

Dependence Baseline lowered 
Use to avoid 

withdrawal 
MAT and therapy crucial 

Withdrawal Low activity Depression, cravings Relapse prevention focus 

Recovery with 

Cues 
Anticipatory surge Craving spikes 

Cue-exposure & coping 

skills 

 

Clinical Relevance Today 

Callout Box — Clinical Relevance Today: 
Dopamine research underpins Medication-Assisted Treatment (MAT) choices, such 

as using buprenorphine for opioid use disorder or naltrexone for alcohol use disorder. 

Both influence dopamine signaling indirectly, helping normalize brain reward function 

(SAMHSA, 2023). For counselors, knowing this helps frame the message to clients that 

medication is not “replacing one drug with another” but restoring brain balance. 

 

 

 

 

 

 

 

 



Case Study: “From Payday Highs to Empty Weekends” 

Presenting Concerns 

T., a 38-year-old warehouse worker, arrives with a story he has told very few people. 

Each Friday, when his paycheck clears, a sense of relief and anticipation washes over 

him. He describes the ritual almost like 

a holiday: picking up a six-pack on the 

way home, meeting friends at a 

neighborhood bar, sometimes ending 

the night with a line of cocaine if 

someone has it. “It’s like payday is 

freedom,” he says. “But then 

Monday—Monday feels like falling off 

a cliff.” 

During the workweek, T. functions well. He has steady employment, shows up on time, 

and takes pride in being physically strong for his job. Yet his weekends often blur 

together, leaving him with exhaustion, shame, and an anxious mind on Sundays. He 

explains that he uses alcohol to celebrate but also to numb the stress of a demanding 

job. Cocaine, while not a daily habit, “keeps the night going” when he doesn’t want the 

party to end. 

T. does not describe psychotic symptoms or suicidal thoughts. He remains connected to 

family, and although not currently in a relationship, he expresses a strong desire for 

stability and “not waking up every Monday swearing I’ll never do it again.” He admits to 

being skeptical about change: “My brain just lights up thinking about Friday nights. I 

don’t know if I can turn that off.” Yet the fact that he has shown up to therapy signals a 

growing motivation. 

 

Assessment 

• Alcohol Use Disorder – moderate: T. meets criteria through patterns of binge 

drinking, inability to consistently limit use, and recurring negative consequences. 



• Stimulant (cocaine) Use Disorder – mild: Use is intermittent but carries risk for 

escalation. 

• Protective factors: Steady employment, supportive family ties, insight into his 

pattern, willingness to seek help. 

• Risk factors: Peer environment that normalizes heavy use, ingrained payday 

rituals, low confidence in ability to change. 

T.’s insight is limited by strong reward expectations linked to alcohol and cocaine, yet 

his curiosity about “why my brain does this” opens a door for psychoeducation. 

 

Plan  

The therapeutic plan is framed not as a lecture, but as a partnership. 

1. Psychoeducation – Understanding the Brain’s Wiring 

T. is introduced to the dopamine reward pathway—specifically the mesolimbic 
pathway, which plays a central role in reinforcing substance use. This is 

explained in plain language: “Your brain has a circuit that’s designed to reward 

survival behaviors—like eating, bonding, and accomplishing tasks. Substances 

hijack that same circuit, creating fireworks where there should only be sparks. 

Once you understand it’s chemistry, not weakness, it can shift how you see 

yourself.” 

2. Motivational Interviewing – Reimagining Payday Rituals 

Instead of focusing only on what he needs to give up, sessions explore what he 

wants to add. Celebrating payday is reframed as celebrating hard work. Together, 

ideas emerge: taking himself out to a good meal, saving toward a weekend 

hiking trip, or putting money toward a small project he’s proud of. 

3. Medication Support – Naltrexone 

In collaboration with his primary care provider, naltrexone is introduced to help 

reduce alcohol cravings. T. appreciates that this is not about “taking away fun” 

but about giving him a stronger foothold against urges. 



4. Cognitive-Behavioral Therapy – Spotting Triggers 

CBT sessions focus on mapping the cycle: trigger → thought → craving → 
behavior → consequence. For T., the strongest trigger is the direct deposit 

notification on Friday morning. Replacement activities are rehearsed, such as 

heading to the gym after work, calling a friend who supports his goals, or 

delaying bar outings until later in the night when he feels steadier. 

 

Follow-Through at 10 Weeks 

At the ten-week mark, T. returns with cautious pride. He reports no cocaine use since 
starting therapy and describes a significant reduction in drinking—down to 2–3 drinks 

on Fridays, with no binges. “It’s not perfect, but it feels human again,” he says. 

He attributes much of this progress to understanding “my brain chemistry.” Learning 

about the mesolimbic pathway gave him language to explain urges without collapsing 

into shame. He notes that his Mondays are “more manageable” and that coworkers 

have noticed he seems more energetic. 

T. remains realistic: “It’s still a tug of war. Friday mornings, I can feel the old excitement. 

But now I know what’s happening inside my head—and that makes it easier to push 

back.” 

 

Historical Note: Dopamine Beyond Addiction 

Interestingly, the dopamine system evolved long 

before humans existed. In mammals, it’s tied not 

just to pleasure but to survival behaviors like 

seeking food and mates. From a neurobiological 

standpoint, addiction hijacks this primal system, 

convincing the brain that the drug is as vital as 

eating or reproducing (Berridge & Robinson, 

2016). 



 

GABA — The Brain’s Brake Pedal 

Key Takeaways  

• Gamma-aminobutyric acid (GABA) is the brain’s main inhibitory neurotransmitter, 

acting like a “brake” on neural activity. 

• Substances like alcohol and benzodiazepines increase GABA activity, leading to 

sedation, anxiolysis, and—in high doses—respiratory depression. 

• Long-term substance use that enhances GABA can cause neuroadaptations that 

result in tolerance, dependence, and life-threatening withdrawal syndromes. 

• Understanding GABA’s role in addiction is critical for safe detox planning, relapse 

prevention, and treatment of anxiety disorders in clients with SUD. 

• GABA interacts closely with glutamate; imbalance between these two systems is 

central to withdrawal and relapse risk. 

 

Historical Context: From Discovery to Clinical Relevance 

GABA wasn’t even known to exist in the human brain until the early 1950s, when 

researchers confirmed its presence and proposed its inhibitory function (Elliott & Jasper, 

1952). At first, GABA seemed like a simple “quieting” agent—important for keeping the 

brain from overfiring, but not especially linked to reward or addiction. 

That view changed in the 1970s–80s with the recognition that alcohol, barbiturates, and 

benzodiazepines all enhanced GABA’s effects at the GABA-A receptor. Suddenly, 

GABA moved from the sidelines to the center of the conversation about dependence 

and withdrawal syndromes (Kumar et al., 2009). 

 



Mechanism: How GABA Works in Addiction 

GABA is like the brain’s braking system. 

When GABA binds to its receptors, it 

opens channels that allow negatively 

charged chloride ions into neurons, 

making them less likely to fire. This 

calming effect is essential for controlling 

anxiety, promoting sleep, and preventing 

seizures. 

Many addictive sedatives—including 

alcohol, benzodiazepines, and some 

sleep medications—potentiate GABA-A 
receptor activity, essentially slamming on the brain’s brakes. The immediate effect is 

relaxation, sedation, or anxiety relief. The longer-term risk? The brain adapts by 

downregulating GABA receptors, making normal inhibitory signaling harder without 

the drug. 

 

Table 2: GABA Activity in Substance Use 

Substance Action on GABA Acute Effect 
Risk with Chronic 
Use 

Alcohol Potentiates GABA-A 
Sedation, 

disinhibition 

Dependence, 

withdrawal seizures 

Benzodiazepines Potentiates GABA-A 
Anxiolysis, 

sedation 

Dependence, 

cognitive impairment 

Barbiturates 

Potentiates GABA-A 

(longer opening of 

channels) 

Strong sedation High overdose risk 



Substance Action on GABA Acute Effect 
Risk with Chronic 
Use 

Z-drugs (zolpidem, 

etc) 
Selective GABA-A action Sleep induction 

Tolerance, withdrawal 

insomnia 

 

Clinical Relevance Today 

Callout Box — Clinical Relevance Today: 
Understanding GABA’s role explains why alcohol withdrawal can be fatal if 
untreated—sudden cessation removes the extra GABA activity, leaving the brain in a 

hyperexcitable state. For clinicians, this underscores the importance of medically 
supervised detox with agents like benzodiazepines or phenobarbital, which temporarily 

restore GABA activity while tapering down. 

 

Case Study: “White Knuckles and Whiskey” 

For more than thirty years, J. had been on construction sites before sunrise. At 52, he 

was the kind of foreman who could read a blueprint as easily as a grocery list and 

command respect with a single glance. But for the past decade, the thing that kept him 

steady through the stress wasn’t just his skill—it was the pint of whiskey he drank every 

day, starting the moment he got home from work. 

It had started innocently enough—“just to take the edge off,” he told himself—but over 

time, the drink stopped being an occasional comfort and became a rigid, daily 

requirement. If he missed it, the edge didn’t just return—it cut deep. 

One cold Tuesday morning, twelve hours after his last drink, J. found himself in trouble. 

He woke up drenched in sweat, hands shaking so violently he had to grip the sink to 

steady himself. His heart pounded against his ribs, his breath came in quick bursts, and 

an all-too-familiar panic rose in his chest. He remembered what happened five years 



earlier—how a similar morning ended with him on the floor, convulsing, as his wife 

called an ambulance. That seizure had scared him into quitting… for a few weeks. 

Now, sitting in the Emergency Department under harsh fluorescent lights, J. couldn’t 

hide his fear. His skin was clammy, his blood pressure was dangerously high, and his 

pulse raced. 

The medical team quickly assessed the situation: 

Severe Alcohol Use Disorder. 
High risk for complicated withdrawal. 
No acute psychosis, but his hypertension and tachycardia were red flags. 

This wasn’t just “the shakes.” This was the beginning of a potentially life-threatening 

withdrawal, where his brain—so used to being bathed in alcohol’s calming influence on 

GABA, the brain’s primary inhibitory neurotransmitter—was now hyperactive. Without 

alcohol’s sedating effect, the brain’s excitatory systems were unchecked, firing too 

rapidly, creating what J. would later understand as “too much electricity in the brain.” 

He was admitted immediately for inpatient detox. The team started symptom-triggered 
diazepam dosing to quiet the overactive neural activity and prevent seizures. 

Thiamine was administered before glucose to guard against Wernicke’s 

encephalopathy, a neurological complication of chronic alcohol use. 

When J. was stable enough to talk, a counselor sat by his bed and began motivational 
interviewing—gently exploring his ambivalence about quitting and planting seeds for 

change. They talked about his fears of relapse, his pride in being the rock of his crew, 

and what it might mean to finally break the cycle. 

Over the next five days, J. slowly improved. The tremors subsided. His sleep deepened. 

His blood pressure returned to safer levels. By discharge, he was clearer-eyed, 

speaking with cautious optimism about trying outpatient naltrexone alongside 

cognitive-behavioral therapy. For the first time in years, he was walking out of a hospital 

with more than just white knuckles—he had a plan. 

 



GABA and Co-Occurring Anxiety Disorders 

One of the biggest challenges for mental health professionals is treating anxiety in 

clients with a history of sedative misuse. Benzodiazepines are effective anxiolytics but 

carry significant misuse potential, especially for individuals with SUD. This creates a 

therapeutic dilemma—treat anxiety without reintroducing the addictive pathway. 

Evidence-based alternatives: 

• SSRIs/SNRIs for generalized anxiety or panic disorder. 

• Buspirone for mild to moderate anxiety. 

• CBT and mindfulness-based stress reduction for anxiety management. 

• Gabapentin or pregabalin (off-label in the U.S.) for selected cases—though these 

too can be misused. 

 

Table 3: Non-Benzodiazepine Anxiety Management for Clients with SUD 

Approach Evidence Strength Misuse Potential 

CBT Strong None 

Mindfulness-based stress reduction Moderate to strong None 

SSRIs/SNRIs Strong None 

Buspirone Moderate Very low 

Gabapentin/Pregabalin Moderate Low to moderate 

 

Historical Note: The Barbiturate Era 

In the 1950s–60s, barbiturates were widely prescribed for anxiety and insomnia. They 

were potent GABA enhancers but had a narrow therapeutic index, meaning the 

difference between an effective dose and a lethal one was small. High overdose deaths 



and the introduction of benzodiazepines in the 1960s shifted prescribing patterns, but 

the GABA story remained central (Lader, 2011). 

 

 

 

Glutamate — The Brain’s Gas Pedal 

Key Takeaways (for Part 3) 

• Glutamate is the brain’s primary excitatory neurotransmitter—it drives 

learning, memory, and the formation of habits, including those tied to substance 

use. 

• In addiction, glutamate plays a central role in craving, relapse triggers, and 
withdrawal hyperexcitability. 

• Chronic substance use disrupts glutamate balance, leading to overactivation or 

underactivation in specific brain circuits. 

• Balancing glutamate and GABA is critical for both acute withdrawal 
management and long-term relapse prevention. 

• Clinicians can target glutamate pathways pharmacologically (e.g., acamprosate) 

and behaviorally (e.g., cue exposure therapy) to reduce relapse risk. 

 

Historical Context: The Long Road to Recognition 

If dopamine has long been the “celebrity” of addiction research, glutamate was the 

understudy—quietly vital but overshadowed. 

In the 1950s, neuroscientists knew glutamate existed as an amino acid in the brain but 

assumed it was mostly a metabolic byproduct. It wasn’t until the 1980s that researchers 

proved glutamate was a major fast-acting excitatory neurotransmitter in the central 

nervous system (Fonnum, 1984). 



The breakthrough in linking glutamate to addiction came in the 1990s, when studies on 

cocaine relapse showed that environmental cues activated glutamate release in the 
nucleus accumbens—driving drug-seeking behavior even after long periods of 

abstinence (Kalivas & Volkow, 2005). This shifted thinking: addiction wasn’t just about 

dopamine “reward” surges, but also about glutamate-driven learning and memory 
loops that cemented drug habits. 

 

Mechanism: How Glutamate Fuels Addiction 

Glutamate works like the brain’s gas 
pedal—it excites neurons, strengthens 

connections, and encodes experiences. It 

acts primarily through NMDA and AMPA 

receptors, both critical for synaptic plasticity 

(the brain’s ability to form and remodel neural 

circuits). 

When someone uses an addictive substance, 

dopamine may signal “this is rewarding,” but 

glutamate writes it into the brain’s 
playbook. Over time, glutamate circuits in 

the prefrontal cortex, amygdala, and 
hippocampus become hyper-responsive to 

drug-related cues—making relapse more likely. 

 

 

 

 

 



Table 4: Glutamate Changes in Substance Use Disorders 

Substance 
Glutamate Effect 
(Acute) 

Chronic Adaptation Withdrawal Effect 

Alcohol 
Suppresses NMDA 

activity 

Upregulation of NMDA 

receptors 

Hyperexcitability, 

seizures 

Cocaine 

Increases glutamate 

release in reward 

circuits 

Enhanced cue-

triggered glutamate 

release 

Heightened craving 

Opioids 
Inhibits glutamate 

release 

Increased postsynaptic 

sensitivity 

Anxiety, 

restlessness 

Methamphetamine 
Increases glutamate 

transmission 

Neurotoxic to 

glutamate neurons at 

high doses 

Cognitive deficits 

 

Clinical Relevance Today 

Callout Box — Clinical Relevance Today: 
Glutamate dysregulation explains why relapse can occur even after months or years 
of sobriety—the learning and memory circuits remain sensitized to drug cues. 

Interventions that target these pathways, such as acamprosate for alcohol or cue 
exposure therapy, can be crucial tools in a clinician’s toolbox. 

 

The GABA–Glutamate Balance 

If GABA is the brake, glutamate is the accelerator. Healthy brain function depends on a 

dynamic balance between these two forces. Chronic substance use often shifts the 

balance toward excess glutamate activity when the substance is removed—this is the 

neurobiological underpinning of withdrawal agitation, insomnia, and seizures. 



 

Narrative Case Study: “The Smell of Rain” 

It was a Tuesday afternoon in early spring when I first met Miguel, a 38-year-old former 

heroin user, in our outpatient clinic. 

He had been sober for nearly nine months—a stretch he was proud of. His eyes lit up 

when he talked about his daughter’s recent birthday, his new job at a landscaping 

company, and the way he was finally sleeping without medication. But he was also 

worried. 

Two days earlier, while loading tools into his truck, he had smelled wet pavement after a 

sudden shower. “It hit me like a punch,” he said. “The smell reminded me of this alley 

where I used to shoot up when it rained. I couldn’t stop thinking about it.” 

Over the next hour, Miguel described how the memory brought a surge of craving he 

thought he’d left behind. No dopamine rush from a drug—just an overwhelming wave of 

mental imagery and body tension. He fought the urge, went home, and called a 

sponsor. 

From a neurobiological perspective, Miguel’s relapse trigger was pure glutamate at 
work—an environmental cue (the smell of rain) activating a deeply ingrained memory in 

the hippocampus, relayed through the amygdala and prefrontal cortex, and flooding the 

nucleus accumbens with excitatory signals. 

Assessment: 

• Opioid Use Disorder, in sustained remission but with high cue reactivity. 

• No acute withdrawal or intoxication. 

• Strong social supports in place, motivated for continued recovery. 

Plan: 
We discussed strategies to reduce the power of these cues: 

• Cue exposure therapy—gradually reintroducing rain-related stimuli in a safe 

setting to weaken the brain’s association. 



• Mindfulness exercises to notice cravings without acting on them. 

• Consider N-acetylcysteine (NAC) supplementation, which has shown some 

promise in modulating glutamate release in the nucleus accumbens. 

• Maintain weekly therapy and sponsor contact. 

Follow-Through: 
Six weeks later, Miguel reported that rain no longer triggered a craving spike. He had 

learned to recognize the thought as “just a brain echo” and let it pass. “I still smell it, but 

it’s just weather now,” he smiled. 

 

Treatment Strategies Targeting Glutamate 

• Acamprosate: Helps restore glutamate–GABA balance in alcohol dependence. 

• N-acetylcysteine (NAC): Modulates glutamate release; experimental use in 

cocaine and cannabis dependence. 

• Topiramate: Anticonvulsant with glutamate-inhibiting effects; can reduce alcohol 

and cocaine use. 

• Behavioral Cue Extinction: Systematic desensitization to drug cues reduces 

glutamate-driven relapse. 

 

Table 5: Pharmacologic Targets for Glutamate in SUD 

Medication Mechanism 
Evidence 
Base 

Common Use 

Acamprosate NMDA modulation Strong 
Alcohol relapse 

prevention 

N-

acetylcysteine 

Cystine–glutamate exchange 

modulation 
Moderate Cocaine, cannabis 



Medication Mechanism 
Evidence 
Base 

Common Use 

Topiramate AMPA/kainate antagonism Moderate Alcohol, cocaine 

Memantine NMDA antagonist Limited 
Alcohol, 

methamphetamine 

 

 

 

3.1.4 Serotonin — The Brain’s Mood Moderator 

Historical Context: From “Happy Hormone” to Complex Clinical Player 

Serotonin, or 5-hydroxytryptamine (5-HT), was first isolated in 1948 from the 

gastrointestinal tract, where scientists noted its vasoconstrictive properties (Rapport et 

al., 1948). In the decades that followed, serotonin became popularly — and somewhat 

inaccurately — labeled the “happy hormone,” linked mainly to mood regulation. By the 

late 1950s and early 1960s, interest in serotonin had moved into psychiatry, as early 

antidepressants such as monoamine oxidase inhibitors (MAOIs) and tricyclic 

antidepressants were found to affect serotonergic transmission (Coppen, 1967). 

 

Image: Serotonin Molecule Diagram 

Serotonin (“5-HT”) plays a central role in mood 

regulation, impulse control, and craving—critical 

domains often impacted in addiction. 

 

 



In addiction research, serotonin’s story began more slowly than dopamine’s. For years, 

dopamine dominated the narrative as the primary “reward chemical,” while serotonin 

was considered secondary. But by the 1980s, new lines of research showed that 

serotonin was integral to impulse control, emotional regulation, and craving 
suppression (Müller & Homberg, 2015). This shift changed treatment paradigms: 

serotonin was not just about happiness, but about self-regulation, a skill critically 

compromised in addiction. 

Key serotonin discoveries: 

1948 – First Isolation 

����� First isolation of serotonin in the gastrointestinal tract, leading to its name (“serum 

tonic”). 

1950s – CNS Recognition 

��� Discovery that serotonin is also present in the central nervous system, influencing 

brain function. 

1960s – Antidepressant Link 

��� Tricyclic antidepressants and MAOIs shown to work partly by altering serotonin 

activity. 

1980s – Addiction Connection 

����� Addiction neuroscience research identifies serotonin’s role in reward, mood, and 

impulse control. 

2000s – Receptor Mapping 

���������� Different serotonin receptor subtypes (e.g., 5-HT1A, 5-HT2A) linked to specific 

behaviors and psychiatric symptoms. 

2020s – Targeted Treatments 

������ Renewed focus on serotonergic psychedelics and precision interventions for mood 

and addiction disorders. 



Serotonin’s story spans from gut hormone to central nervous system neurotransmitter, 

shaping our understanding of mood, addiction, and emerging psychedelic therapies. 

 

 

The “Mood Moderator” Misconception 

It is tempting to oversimplify serotonin’s role as a universal happiness booster. In reality, 

serotonin influences a broad array of psychological processes, including: 

• Anxiety modulation 

• Decision-making 

• Sleep cycles 

• Sexual function 

• Social behaviors 

• Appetite and satiety 

In substance use disorders (SUDs), these functions are directly relevant. Alcohol, 

MDMA, cocaine, psychedelics, and certain opioids all interact — sometimes subtly, 

sometimes dramatically — with serotonin signaling. The result is a mosaic of effects 

that may include euphoria, lowered inhibition, altered sensory processing, or post-use 

mood crashes. 

 

Receptor Subtypes: The “Serotonin Family” 

Unlike dopamine, which has five main receptor subtypes, serotonin operates through at 

least 14 receptor subtypes grouped into seven families (5-HT1 through 5-HT7) 
(Nichols & Nichols, 2022). Each receptor type plays a different role in mood, cognition, 

and substance-related behavior: 



Receptor 
Family 

Primary Functions Addiction-Relevant Roles 

5-HT1A Anxiolytic, mood stabilization Reduces stress-induced relapse risk 

5-HT1B 
Impulse control, aggression 

regulation 

Modulates cue reactivity in stimulant 

use 

5-HT2A Sensory perception, cognition 
Target for psychedelics (LSD, 

psilocybin) 

5-HT2C Appetite, mood, satiety Modulates binge alcohol intake 

5-HT3 
Nausea, GI effects, rapid 

signaling 
Involved in withdrawal-related nausea 

5-HT4 Memory, learning 
Potential cognitive benefits in 

recovery 

5-HT7 Sleep, circadian rhythms 
Helps regulate recovery-related sleep 

patterns 

This complexity means that targeting “serotonin” is not a single intervention; it’s more 

like adjusting a mixing board with multiple sliders. Medications like SSRIs, atypical 

antipsychotics, and emerging psychedelic therapies may selectively influence certain 

serotonin pathways, thereby impacting recovery trajectories. 

 

Clinical Relevance Today — Why This Matters to Addiction Treatment 
When working with clients, especially those struggling with co-occurring depression, 

anxiety, or PTSD, serotonin dysregulation is often part of the picture. This can manifest 

as poor impulse control, sleep disruption, or emotional volatility — all of which can 

trigger relapse. Understanding the receptor-specific effects of substances allows 

clinicians to better anticipate withdrawal symptoms, choose pharmacotherapy, and 

design behavioral interventions. 



Example: A client with alcohol use disorder and panic symptoms may respond 

differently to SSRIs than a client with stimulant-induced mood swings. The difference 

often lies in which serotonin receptors are most affected by their substance use 

patterns. 

 

Substance-Specific Serotonin Interactions 

Serotonin’s role in addiction varies by substance. While dopamine reward signaling is 

more universally involved, serotonin’s contribution is substance- and receptor-
specific, shaping how each drug feels during use and how recovery unfolds afterward. 

Substance Key Serotonin Effects Clinical Implications 

Alcohol 

Acute increase in serotonin 

release; long-term 

downregulation 

Post-withdrawal dysphoria, relapse 

risk linked to low mood 

MDMA 

(“Ecstasy”) 

Massive serotonin release + 

reuptake inhibition 

Post-use “crash” due to depleted 

serotonin stores; mood instability 

Cocaine 
Blocks serotonin reuptake 

(alongside dopamine) 
Heightened impulsivity, mood volatility 

LSD / 

Psilocybin 
Direct 5-HT2A receptor agonism 

Profound perceptual changes; 

therapeutic potential in treatment-

resistant SUD 

SSRIs 

(medication) 
Inhibit serotonin reuptake 

May reduce alcohol cravings in 

depressed patients; mixed evidence 

Nicotine Mild serotonin release 
Stress-coping reinforcement; relapse 

trigger in polydrug users 

 



 

Clinical Relevance Today — The “Crash” and Its Implications 

Clients recovering from high-serotonin-impact drugs (e.g., MDMA, certain psychedelics) 

may experience intense, short-term mood drops. Without preparation, these post-use 

lows can lead to self-medication with other substances — alcohol to calm anxiety, 

stimulants to regain energy, benzodiazepines to blunt panic. Recognizing these 

serotonin-driven mood swings allows clinicians to proactively buffer the crash with 

structured support, sleep hygiene, and, in some cases, temporary pharmacologic aids. 

 

 

Narrative Case Study: “From Euphoria to Emptiness” 

Background: 
S., a 28-year-old graphic designer, began attending weekend music festivals in her 

early twenties. Initially a social drinker, she experimented with MDMA at a friend’s 

birthday event. “It was the happiest I had ever felt,” she recalls. “Everything — the lights, 

the music, the people — felt magical.” 

Progression: 
Over the next three years, her MDMA use shifted from a twice-yearly indulgence to 

monthly and eventually every other weekend. She also began microdosing psilocybin 

“for creativity” during the workweek. The crash after MDMA weekends became more 

pronounced: sadness, irritability, and difficulty focusing plagued her for several days. 

She noticed herself reaching for alcohol midweek “just to feel normal.” 

Assessment: 
The clinical evaluation suggested substance-induced mood disorder alongside 

emerging alcohol use disorder. Her serotonin system appeared chronically taxed — not 

only from MDMA’s massive release-depletion cycle but also from the mild but 

cumulative serotonergic effects of psilocybin. Sleep tracking revealed inconsistent 

circadian rhythms and low-quality REM cycles. 



Treatment Plan: 

• Psychoeducation on serotonin’s role in mood stability and the impact of MDMA 

depletion 

• Gradual tapering off all serotonergic substances, with weekly check-ins 

• Introduction of CBT for relapse prevention and sleep hygiene protocols 

• Nutritional plan emphasizing tryptophan-rich foods to support serotonin synthesis 

• Daily light therapy to help reset circadian rhythm 

Follow-Through: 
Three months later, S. reported improved mood stability and no alcohol cravings. She 

began attending concerts again but avoided substance use, finding satisfaction in the 

sensory aspects without chemical enhancement. 

Her serotonin function, though still recovering, had rebounded enough to allow 

consistent work performance and healthier coping strategies. 

 

Advanced Serotonin–Clinical Integration 

When working with clients who have substance use disorders (SUDs), understanding 

serotonin is not merely academic — it changes how clinicians sequence interventions, 

anticipate relapse risks, and target comorbid symptoms. 

Serotonin modulation becomes clinically relevant at four major points: 

1. Early Recovery — stabilizing post-use mood dysregulation. 

2. Mid-Recovery — reinforcing positive affect to maintain engagement. 

3. Relapse Prevention — using behavioral and pharmacologic tools to counter 

seasonal affective dips, exam stress, or anniversary triggers. 

4. Co-Occurring Disorder Management — integrating serotonin considerations in 

anxiety, depression, PTSD, and OCD treatments. 



 

Table: Serotonin in the Stages of Recovery 

Stage 
Serotonin-Linked 
Challenges 

Example Interventions 

Early Recovery 
Post-use crash, low mood, 

sleep disturbance 

CBT-I, light therapy, dietary 

tryptophan, structured activity 

Mid-Recovery 
Dysthymia, loss of novelty 

without substances 

Behavioral activation, group 

activities, SSRIs if indicated 

Relapse 

Prevention 

Seasonal affective patterns, 

stress reactivity 

Phototherapy, mindfulness training, 

proactive exercise plans 

Co-Occurring 

Disorder Mgmt 

Anxiety, PTSD hyperarousal, 

panic 

Combined pharmacotherapy + 

trauma-focused CBT 

 

Clinical Relevance Today — When Mood Shapes Motivation 

Some relapses are less about craving and more about mood collapse. Clients who 

“white-knuckle” abstinence but don’t feel better emotionally are vulnerable to giving up. 

Serotonin education — showing clients how mood recovery can lag behind abstinence 

— helps them stick with treatment long enough for natural neurochemical balance to 

return. 

 

Case Study: “The Winter Slump” 

M. is a 39-year-old accountant whose journey into recovery had been marked by 

determination and consistency. For over 14 months, he had maintained sobriety from 

alcohol—something he once doubted was even possible. He attended group therapy 

faithfully, worked hard in his CBT sessions, and had slowly begun to rebuild a life that 



felt steady. “It wasn’t perfect,” he often said with a shrug, “but it was mine, and it was 

working.” 

As autumn gave way to November, however, M. began to notice a shift. He found 

himself more tired than usual, snapping at colleagues and family over small things, 

and—most unsettling of all—feeling a flatness that dulled his motivation. “I wasn’t 

craving a drink,” he explained with a mixture of relief and confusion. “I just didn’t care 

about anything. Even the things that used to help me feel good just felt… muted.” 

The clinician listened carefully, taking into account M.’s strong recovery history. This 

wasn’t the return of alcohol cravings; it was something else. Suspecting Seasonal 
Affective Disorder (SAD), the clinician discussed how reduced sunlight in the winter 

months can affect serotonin availability in the brain, leading to depressive symptoms. 

Assessments provided more clarity: M. scored in the moderate depression range on the 

Beck Depression Inventory and showed a significant drop on the WHO-5 Well-Being 

Index compared to earlier sessions. These numbers matched what M. already knew in 

his gut—something had shifted inside. 

 

Treatment Plan 

Together, M. and his clinician created a practical, compassionate plan to address both 

his mood and his ongoing recovery needs: 

• Light therapy: Sitting in front of a 10,000-lux lightbox for 30 minutes each 

morning to mimic the effect of early daylight. 

• Movement and sunlight: Committing to short outdoor walks during daylight 

hours, even on cloudy days, as a way to gently lift energy. 

• Creative engagement: Joining a group challenge to pick up one new hobby 

before December, giving him a fresh source of purpose and pleasure. 

• Relapse prevention review: Revisiting his personal recovery plan with special 

attention to mood monitoring, to ensure low energy did not slip into risky territory. 



• Nutritional support: Adjusting diet to include foods rich in tryptophan, a 

serotonin precursor, as another layer of mood support. 

The plan was framed not as a burden, but as a way of “strengthening the foundation” he 

had already built. 

 

Follow-Through 

Four weeks later, M. walked into session looking different—lighter, more animated. His 

voice carried a trace of humor that had been missing in recent visits. “I feel like I’m back 

in my recovery groove,” he said, describing how the morning light therapy gave him a 

sense of alertness he hadn’t realized he’d been missing. 

He had started taking daily walks during his lunch break and, true to the challenge, had 

taken up playing the guitar. What surprised him most was not just the improvement in 

mood, but the sense of connection that followed. Feeling steadier, he began mentoring 

a newer member in his therapy group, offering encouragement drawn from his own 

experience. This step was more than symptom relief—it was evidence of renewed pro-

social engagement, a vital sign of well-being in recovery. 

M. continued with phototherapy through February, maintained his new routines, and—

importantly—experienced no relapse. Winter no longer felt like a slump but a season he 

could move through with resilience. His recovery remained intact, strengthened by the 

knowledge that even when motivation falters, support and practical tools can rekindle 

both energy and hope. 

 

 

Cross-Talk: Serotonin and Other Neurotransmitter Systems 

Serotonin rarely works in isolation. It interacts dynamically with: 

• Dopamine — Balances impulsivity and reward salience; too little serotonin can 

make dopamine bursts more addictive. 



• GABA — Serotonin modulates GABAergic inhibition, which influences anxiety 

and alcohol tolerance. 

• Glutamate — 5-HT receptors on glutamate neurons can either excite or dampen 

prefrontal control circuits. 

Understanding these relationships allows more nuanced medication choices — e.g., 

why some SSRIs might be better paired with naltrexone for alcohol use disorder, or how 

serotonergic psychedelics can be integrated into trauma therapy protocols. 

 

 

3.2 Brain Structures Affected 

Addiction is not just a chemical tug-of-war in the brain’s neurotransmitter systems—it 

also reshapes the very structures that control decision-making, emotions, memory, and 

motivation. Understanding these areas helps clinicians better interpret patient behaviors 

and anticipate challenges in recovery. 



 

Prefrontal Cortex 

The prefrontal cortex (PFC) sits at the front of the brain like a wise, deliberate 

conductor—deciding priorities, weighing risks, and exercising self-control. Chronic 

alcohol or drug exposure can impair its functioning, leading to impulsivity, poor 

judgment, and difficulty resisting cravings (Koob & Volkow, 2023). This damage explains 

why patients may relapse even when they genuinely want to quit—logic and willpower 

are weakened. 

 

Amygdala 

The amygdala is the brain’s emotional alarm bell, processing fear, stress, and reward 

cues. Substance use can sensitize the amygdala, making emotional triggers more likely 

to provoke cravings or anxiety (Gilpin et al., 2022). This is why stress is such a powerful 

relapse driver—it literally reactivates the brain’s “danger and relief” circuitry. 

 

 

 

Test Question
64. Which brain structure is most directly responsible for self-control and decision-making, and is impaired by chronic substance use?
A:  Prefrontal cortex (PFC)

Test Question
65. Why does stress often trigger relapse in people with substance use disorders?
A:  The amygdala becomes sensitized, reactivating emotional triggers and cravings



Hippocampus 

The hippocampus stores and retrieves memories, including those linked to drug 

experiences. Environmental cues—like the smell of a bar or a certain song—can 

activate hippocampal memory networks and spark intense cravings years after 

abstinence (Robinson et al., 2024). 

 

Nucleus Accumbens 

Known as the brain’s “pleasure hub,” the nucleus accumbens integrates dopamine 

signals from the reward pathway, turning them into motivation to seek rewards. In 

addiction, it becomes hypersensitive to substance-related cues and less responsive to 

natural rewards like food, relationships, or hobbies (Ferrario & Robinson, 2023). 

 

Clinical Snapshot 

Matt, a 28-year-old in the tender, early stages of recovery from methamphetamine use, 

describes his days as strangely hollow. Activities he once enjoyed—playing guitar, going 

for runs, tinkering with his car—now feel flat and colorless. “It’s like the joy button is 

broken,” he says quietly. Yet when he unexpectedly runs into old friends he used to use 

with, a powerful surge of craving floods his body. 

This contrast is not unusual. Research suggests that the nucleus accumbens, the 

brain’s reward hub, remains hypersensitive to drug-related cues even after use stops, 

while the prefrontal cortex, the brain’s center for decision-making and impulse control, 

lags behind in recovery. For Matt, that means the sight of familiar faces from his using 

days can light up his brain like fireworks, while healthy pleasures barely spark. 

Understanding this imbalance has helped Matt reframe his struggle. Instead of blaming 

himself for not “feeling normal,” he sees it as part of the healing process. His recovery 

plan now emphasizes avoiding high-risk situations, building new social circles, and 

practicing targeted coping strategies—deep breathing, urge surfing, and calling a 

Test Question
66. Which brain region explains why environmental cues—like the smell of a bar—can spark cravings even years later?
d) Hippocampus



support partner when triggers strike. Bit by bit, Matt is learning that while his brain’s 

chemistry may pull him one way, his choices can steadily guide him another. 

 

 

3.3 Long-Term Effects of Alcohol and Substances on the Brain 

The long-term consequences of alcohol and substance use on the brain are profound 

and multifaceted. Advances in neuroscience and neuroimaging have provided 

increasingly precise views into how these substances alter cognition, emotional 

regulation, and memory over years or decades of use. These effects do not occur in 

isolation; they shape daily life, interpersonal relationships, and treatment outcomes for 

individuals in recovery. In this section, we explore cognitive deficits, disruptions in 

emotional regulation, memory impairments, and the insights emerging from recent 

neuroimaging studies (2023–2025). To ground these findings, we integrate case studies 

that show how the science manifests in lived experience. 

 

Cognitive Deficits: The Subtle Erosion of Mental Clarity 

Chronic exposure to alcohol and drugs is associated with persistent cognitive 

impairments. Long-term alcohol use, for instance, reduces executive functioning by 

damaging prefrontal circuits, leaving individuals struggling with planning, decision-

making, and impulse control (Lisdahl et al., 2023). Similarly, methamphetamine and 

cocaine use often lead to slower processing speed and difficulties with sustained 

attention (Volkow et al., 2024). These deficits are not merely academic findings—they 

affect whether someone remembers to pay a bill, keeps a job, or follows through with 

therapy appointments. 

Case Study 1: “The Forgotten Appointment” 

M., a 44-year-old bookkeeper, entered treatment after repeated lapses at work. She 

complained, “It’s like my brain just won’t hold onto things.” Her history revealed twenty 

years of heavy daily drinking. In therapy, she forgot session times, misplaced her keys, 

Test Question
67. Long-term alcohol use can damage prefrontal circuits, leading to which common difficulty?
A: Impairments in planning, decision-making, and impulse control



and once left her stove on overnight. Neuropsychological testing confirmed mild-to-

moderate executive dysfunction and short-term memory deficits, consistent with 

alcohol-related brain damage. 

What made M.’s case compelling was her insight—she knew she was forgetting, and 

that recognition was painful. Her therapist worked with her to develop compensatory 

strategies: setting alarms, breaking tasks into smaller steps, and using visual reminders 

at work. Over six months, she stabilized, not because her cognitive deficits 

disappeared, but because she learned to “outsmart” them with structure. 

This case illustrates how executive dysfunction in long-term alcohol use translates 

directly into life challenges, and why clinical support must blend neurobiology with 

practical strategies. 

 

Emotional Regulation: A Frayed Internal Compass 

Substances that initially appear to calm or enhance mood often leave lasting disruptions 

in emotional regulation. Alcohol impairs GABA and serotonin systems that help regulate 

anxiety, while stimulants dysregulate dopamine and norepinephrine pathways linked to 

stress response. Over time, individuals may swing between irritability, aggression, or 

emotional blunting (Squeglia et al., 2023). 

 

 

 

 

 

 

 

 



Case Study 2: “The Angry Drive Home” 

J., 36, had been clean from cocaine for 

18 months but described frequent “blow-

ups” while driving home from work. A 

minor traffic jam could send him into 

shouting matches or reckless 

maneuvers. His wife noted that he 

seemed “stuck in fight mode.” 

Neuroimaging research shows chronic 

stimulant exposure alters amygdala-

prefrontal connectivity, leaving people 

more prone to overreact to stress (Koob 

& Volkow, 2023). For J., this meant his 

brain’s “brake system” was weakened; the rational prefrontal cortex couldn’t calm the 

overactive amygdala. His counselor reframed this as a biological echo of his substance 

use disorder rather than a character flaw. 

Treatment included mindfulness-based stress reduction, biofeedback, and gradual 

exposure to stressful driving scenarios while practicing regulation strategies. Over 

months, J. reported fewer incidents and described a new awareness: “I can feel the fuse 

lighting, but I finally have a way to blow it out.” 

 

Memory Impairments: The Shadow of Lost Time 

Memory systems—particularly the hippocampus—are highly sensitive to alcohol and 

drug toxicity. Long-term alcohol use is linked with alcohol-related dementia and 

Korsakoff’s syndrome, while cannabis has been tied to disrupted working memory and 

recall of verbal information (Scott et al., 2024). These impairments not only complicate 

daily life but also challenge the recovery process itself, since therapy depends on 

remembering coping strategies and relapse-prevention skills. 



Case Study 3: “The Vanishing Childhood” 

E., 58, had used alcohol heavily since his late teens. During family therapy, his daughter 

asked about a vacation they had taken together 20 years earlier. E. sat silent, unable to 

recall the trip. Later he admitted, “I don’t remember big pieces of my kids’ childhood. It’s 

like they never happened.” 

Neurocognitive testing confirmed profound episodic memory impairment, consistent with 

alcohol-related hippocampal damage. His grief over these memory gaps became a 

treatment focus: therapy acknowledged his losses while shifting emphasis to creating 

new memories in sobriety. His care plan integrated cognitive rehabilitation strategies 

alongside pharmacological support with acamprosate. 

E.’s story underscores the reality that memory impairment in substance use is not 

just about forgetting—it’s about the painful erasure of life events, which can affect 

identity, relationships, and the sense of continuity across time. 

 

Neuroimaging Insights: The Brain Speaks in Pictures 

Since 2023, advanced neuroimaging techniques have given clinicians sharper insights 

into substance-related brain changes. High-resolution fMRI and PET studies have 

shown: 

• Reduced prefrontal activation in alcohol and stimulant users. 

• Altered hippocampal volume in chronic cannabis and alcohol users. 

• Persistent disruptions in reward circuitry even after years of abstinence (Herman 

et al., 2025). 

These findings reinforce the clinical wisdom that recovery is not a simple “reset.” The 

brain carries scars of substance exposure long after the last drink or dose. 

Case Study 4: “The Scan That Spoke” 

M., 38, a former methamphetamine user, enrolled in a neuroimaging study two years 

into recovery. He felt physically well but complained of “mental fog.” His fMRI results 

Test Question
68. Neuroimaging studies from 2023–2025 consistently show what about individuals with a history of substance use?�A:  Persistent disruptions in reward circuitry and reduced prefrontal activation



showed diminished prefrontal and hippocampal activity compared to healthy controls. At 

first, he interpreted this as a hopeless sign of irreversible damage. 

The research team reframed the results: his scan wasn’t a condemnation but a map of 

healing in progress. They pointed to evidence that structured exercise, cognitive 

therapy, and mindfulness practices had been shown to increase activation in similar 

cases (Gonzalez et al., 2024). 

M. left the study with renewed motivation. Over six months, he incorporated aerobic 

exercise and joined a cognitive remediation program. His self-reports showed clearer 

focus and fewer lapses. “That scan,” he later reflected, “told me my brain was still 

fighting for me.” 

 

Pulling the Threads Together 

The long-term effects of alcohol and substances on the brain are both sobering and 

instructive. Cognitive deficits undermine daily functioning; emotional dysregulation 

destabilizes relationships; memory impairments erase cherished experiences; and 

neuroimaging shows that recovery is a process of gradual remodeling, not instant 

repair. These case studies remind us that each brain tells a unique story — one that 

blends biology, lived experience, and the potential for healing. 

 

 

3.4 Genetics and Epigenetics 

Introduction: Inheritance and Influence 

When we talk about addiction, people often ask: “Is it in my genes?” The answer is both 

yes and no. Research over the last half-century has shown that genetics play a 

significant role in vulnerability to substance use disorders, but genes never act in 

isolation. Life experiences—stress, trauma, parenting styles, peer groups—interact with 



biological predispositions in complex and powerful ways. Addiction is best understood 

as a dance between heredity and environment, not a pre-written script. 

 

Heritability of Addiction 

Twin and family studies have 

consistently demonstrated that 

substance use disorders are 

moderately to highly heritable. For 

alcohol use disorder, heritability 

estimates range from 40–60% 

(Verhulst et al., 2015; Hart & 

Kranzler, 2023). For nicotine and 

opioids, the estimates are even 

higher. This doesn’t mean that a person will develop addiction if their parents did—it 

means the odds are influenced by genetic loading. 

To make this real, imagine identical twins raised in different households. If one develops 

alcohol dependence, the other is several times more likely than average to do the 

same—even if they never lived together. That’s the power of genetics. But there are 

also countless examples of children of addicted parents who never develop the 

disorder, often because protective factors (stable environments, strong social supports, 

purposeful living) outweighed the biological risk. 

Case Study 1: “The Brothers Diverge” 

A., 27, grew up with a father who struggled with opioid addiction. He and his twin 

brother both inherited a genetic vulnerability related to the OPRM1 gene, which 

influences the brain’s response to opioids. A. developed a heroin use disorder in his 

early twenties after a work accident led to pain medication misuse. His twin, however, 

became a physical therapist. 



The difference wasn’t in their genes—it was in their environments. A.’s injury, followed 

by easy access to opioids and a job site culture that normalized heavy use, pushed his 

vulnerability into action. His brother, by contrast, had steady mentorship, physical 

activity, and a strong church community. 

This story illustrates a key point: genetic predisposition opens the door, but 
environment determines whether someone walks through it. 

 

Gene-Environment Interactions 

Genes set the stage, but environment directs the play. Modern science calls this gene-
environment interaction—the way lived experiences switch certain genes “on” or “off.” 

This is the realm of epigenetics: chemical modifications to DNA that don’t alter the 

sequence itself but change how genes are expressed. Stress, trauma, neglect, or 

substance exposure can leave lasting molecular “marks” that influence behavior for 

years (or even across generations). 

For example: 

• Childhood trauma has been shown to alter the methylation of genes regulating 

the stress response, making individuals more reactive to anxiety triggers later in 

life. 

• Early nicotine exposure can modify genes linked to dopamine regulation, 

making subsequent drug experimentation more rewarding. 

• Conversely, protective environments (stable caregiving, mindfulness, physical 

activity) can create resilience at the genetic-expression level (Sinha, 2024). 

Case Study 2: “Grandmother’s Shadow” 

L., 34, entered treatment for severe alcohol use disorder. During intake, she revealed 

that both her mother and grandmother had struggled with drinking. What was striking 

was not only the family pattern but also the echoes of trauma: her grandmother had 



survived wartime displacement, her mother endured chronic domestic violence, and L. 

herself experienced emotional neglect. 

Researchers now know that trauma leaves epigenetic traces—altering stress-

regulation genes like FKBP5. These modifications can be inherited, shaping how future 

generations respond to stress. In L.’s case, her heightened stress reactivity made 

alcohol feel like “the only off-switch I had.” 

Treatment incorporated not only relapse-prevention strategies but also trauma-focused 

therapy, validating that her struggles were not simply a matter of “willpower” but 

connected to layers of biology and history. Over time, she reframed her story: “I may 

have inherited the fire, but I don’t have to pass down the smoke.” 

 

Protective Genes and Resilience 

Not all genes increase risk; some confer resilience. Variants in dopamine receptor 

genes (like DRD2) and serotonin transporter genes (5-HTTLPR) can either heighten 

vulnerability or create protective buffers. One fascinating area of research (Herman et 

al., 2025) shows that individuals with certain genetic variants experience less reward 

from substances—making them less likely to become addicted. 

Case Study 3: “The Unexpected Protector” 

K., 41, was a social drinker all his life. Unlike many of his peers, he never experienced 

cravings or loss of control, even after stressful life events. Genetic testing, done as part 

of a research study, revealed he carried a protective variant of the ALDH2 gene, which 

causes unpleasant reactions to alcohol (flushing, nausea). While this gene often 

discourages drinking in East Asian populations, K. never knew his biology gave him a 

built-in defense. 

The lesson: resilience is not just psychological—it can be biological. For some, 

protective genes act like an umbrella in a storm. 

 



Epigenetics and Recovery: Hope Beyond Biology 

Perhaps the most encouraging finding in recent years is that epigenetic changes are 

not permanent. Just as trauma, stress, and drug exposure can mark the genome, so 

too can therapy, healthy environments, and recovery practices begin to “rewrite” those 

marks. Mindfulness, exercise, nutrition, and consistent abstinence all appear to support 

healthier gene expression over time (Zhou et al., 2024). 

Case Study 4: “Rewriting the Script” 

D., 29, had been addicted to methamphetamine for seven years. Early in recovery, she 

learned about epigenetics in a group session and felt discouraged: “So my DNA is 

ruined?” A counselor explained that her biology was not fixed—it was dynamic. With 

sustained abstinence, stress reduction, and healthy routines, many of the harmful 

epigenetic changes could reverse. 

Inspired, D. began journaling, practicing yoga, and joined a peer-support group. Over 

two years, her mental clarity improved and her stress response softened. When she 

spoke at her graduation ceremony, she said: “I used to think addiction was my destiny. 

Now I know it was my challenge—not my fate.” 

 

Conclusion: Beyond Nature vs. Nurture 

Genetics and epigenetics remind us that addiction cannot be reduced to either biology 

or environment—it is always both. People inherit risks, but they also inherit resilience. 

Trauma can echo across generations, but so can healing. For clinicians and learners, 

this perspective is liberating: it reframes addiction as a condition influenced by—but not 

determined by—our DNA. Every new environment, every supportive relationship, every 

therapy session can help “rewrite” the biological script. 

 

 

 



Chapter 3: Conclusion 

In this chapter, we have traveled deep into the inner workings of the brain to understand 

why alcohol and substances hold such sway over human behavior. Beginning with 

neurotransmitter systems, we saw how the dopamine reward pathway lights up in 

moments of pleasure, reinforcing use in ways that can tip from choice to compulsion. 

Yet dopamine does not work in isolation—its dance with GABA, glutamate, and 

serotonin explains why intoxication can feel calming, euphoric, or disinhibited, and why 

withdrawal can feel like a storm of anxiety, insomnia, and craving. 

From there, we turned to the brain structures most affected by addiction: the prefrontal 
cortex, where judgment and self-control reside; the amygdala, where fear and stress 

responses amplify drug-seeking under pressure; the hippocampus, where memories of 

use and cues are stored; and the nucleus accumbens, the central hub of motivation 

and reward. Together, these regions explain not only the cycle of craving and relapse 

but also why addiction is best seen as a brain disease with behavioral consequences, 

rather than simply a moral failing. 

Our review of the long-term effects of alcohol and substances drew on recent 

neuroimaging studies (2023–2025), which make visible what many people with 

addiction already know by lived experience: substances change the brain in lasting 

ways. These include deficits in working memory and concentration, emotional instability 

linked to prefrontal-amygdala dysfunction, and shrinkage in key gray matter regions. Yet 

even here, the message is not only cautionary but hopeful. Just as scans show 

damage, they also show recovery over time with abstinence and treatment, offering 

tangible evidence for resilience and healing. 

We also explored the role of genetics and epigenetics, where nature and nurture 

intersect. Family studies remind us that addiction can run in bloodlines, with heritability 

estimates often between 40% and 60%. At the same time, epigenetic research shows 

how stress, trauma, and even social support can turn genes “on” or “off,” shaping 

vulnerability or resilience. The stories in this section highlighted that no one is destined 

by DNA alone—environment, opportunity, and intervention matter greatly. 



Taken together, these themes underscore a simple truth: addiction is not one thing. It is 

not only dopamine, not only family history, not only trauma or choice. It is all of these 

intertwined—biology, psychology, and environment, etched into the brain yet open to 

change. By tracing how substances reshape neurotransmitters, brain circuits, cognition, 

and even our genetic expression, this chapter makes clear why recovery requires a 

comprehensive approach. Effective treatment respects the complexity of the brain while 

recognizing the humanity of the person. 

Above all, the science presented here reminds us that the brain is not static. Just as it is 

shaped by alcohol and substances, it can also be reshaped by therapy, medication, 

social connection, and time. Addiction is a story written in the brain, but it is never the 

final chapter. 

 

Chapter 4: Alcoholism 

Section 4.1 – Definition and Diagnostic Criteria 

Part 1: Why Definitions Matter + DSM-5-TR Framework 

Why Definitions Matter 

Every counselor, social worker, or therapist who has worked with people struggling with 

alcohol knows the difference between “my client drinks too much sometimes” and “my 

client meets criteria for Alcohol Use Disorder.” Those differences aren’t just semantic; 

they shape treatment options, insurance coverage, and even how a person sees 

themselves. 

Without shared definitions, one professional’s “problem drinking” could be another’s 

“normal stress relief.” For example, consider two different professionals meeting the 

same client: 

• A primary care doctor might see daily drinking as a lifestyle risk, recommending 

cutting back. 



• A counselor might recognize a loss of control, hinting at deeper patterns of 

dependence. 

• A probation officer might categorize the drinking as a legal risk tied to DUIs. 

Having the DSM-5-TR criteria gives 

us a common language. It 

standardizes what we mean when 

we say “Alcohol Use Disorder” 

(AUD), allowing research studies to 

measure prevalence consistently, 

clinicians to design appropriate 

interventions, and patients to better 

understand their struggles. 

This consistency is crucial not only for clinical clarity but also for reducing stigma. When 

people realize that AUD is not about “weakness” or “moral failure,” but a medically 

defined condition with measurable features, they often begin to see recovery as both 

possible and legitimate (American Psychiatric Association [APA], 2022). 

 

DSM-5-TR Diagnostic Criteria for Alcohol Use Disorder 

According to the DSM-5-TR (APA, 2022), Alcohol Use Disorder is diagnosed when a 

person exhibits at least two of the following eleven symptoms within a 12-month 
period: 

1. Alcohol is often taken in larger amounts or over a longer period than intended. 

2. Persistent desire or unsuccessful efforts to cut down or control alcohol use. 

3. Great deal of time is spent in activities necessary to obtain, use, or recover from 

alcohol. 

4. Craving, or a strong desire or urge to use alcohol. 



5. Recurrent alcohol use resulting in failure to fulfill major role obligations at work, 

school, or home. 

6. Continued alcohol use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of alcohol. 

7. Important social, occupational, or recreational activities are given up or reduced 

because of alcohol use. 

8. Recurrent alcohol use in situations in which it is physically hazardous. 

9. Alcohol use is continued despite knowledge of having a persistent or recurrent 

physical or psychological problem likely to have been caused or worsened by 

alcohol. 

10. Tolerance, as defined by either a need for markedly increased amounts of 

alcohol to achieve intoxication/desired effect or markedly diminished effect with 

continued use of the same amount. 

11. Withdrawal, as manifested by the characteristic withdrawal syndrome for alcohol, 

or alcohol (or closely related substance) is taken to relieve or avoid withdrawal 

symptoms. 

Severity levels are based on the number of criteria met: 

• Mild: 2–3 symptoms 

• Moderate: 4–5 symptoms 

• Severe: 6 or more symptoms 

 

Narrative Example: “The Weekend that Became the Week” 

Mark, a 28-year-old software engineer, never thought of himself as someone with a 

drinking problem. College had been filled with weekend parties, and his friends still 

gathered for Friday happy hours. But over the past year, Friday nights bled into 



Saturdays, and Saturdays into Sundays. Soon, his “weekend ritual” became a nightly 

six-pack, “just to relax.” 

At first, he laughed it off, telling friends he could quit anytime. But he noticed he was 

showing up late to work after drinking too much on weeknights. His girlfriend grew 

frustrated after another argument when he forgot dinner plans because of a hangover. 

And when he tried to cut back, the cravings made him irritable and distracted. 

By the time Mark came into counseling, he met five DSM-5-TR criteria: loss of control, 

failed cutbacks, cravings, work impairment, and continued use despite conflict. That 

placed him in the moderate AUD category. 

What was striking was not how “extreme” his drinking looked from the outside—it wasn’t 

the stereotypical bottle-of-whiskey-for-breakfast picture—but how invisible functional 
decline had crept into his life. This illustrates why definitions matter: they catch 

problematic use earlier, allowing intervention before catastrophic consequences occur. 

When we talk about Alcohol Use Disorder in the DSM-5-TR, it’s not just about counting 

drinks or measuring ounces poured into a glass. The criteria are intentionally framed to 

reflect three dimensions of impact: 

• Loss of control (criteria 1–4): the moments when drinking stops feeling like a 

choice and starts feeling like a compulsion. 

• Social and role impairment (criteria 5–7): the ways alcohol begins to interfere 

with relationships, responsibilities, and the everyday roles a person holds dear. 

• Risky use and physiological adaptation (criteria 8–11): the body’s response—

tolerance, withdrawal, and the willingness to drink even when danger is clear. 

This framing reminds us that alcohol problems are not defined only by how much 

someone drinks, but by what changes in their life because of it. Two people might both 

drink heavily on weekends; one may still show up for work, maintain relationships, and 

meet obligations, while the other begins missing shifts, losing trust at home, or taking 

risks while impaired. It is in these shifts—from use into impairment—that drinking moves 

from being a habit into clinical territory. 



 

 

Narrative Example: “Anna and the Illusion of Control” 

Anna, a 41-year-old high school teacher, prided herself on her discipline. She jogged 

every morning, kept her house spotless, and her students respected her. To unwind, 

she drank a couple glasses of wine every evening—“just part of the routine.” 

But during the COVID-19 pandemic, her two glasses became four. Soon, she found 

herself drinking earlier in the evening, especially on stressful days. She told herself she 

could stop if she wanted, but every “dry week” attempt ended on day three with a trip to 

the liquor store. 

She began to notice withdrawal symptoms: shaky hands in the morning, irritability, 

restless sleep. Though she kept performing at work, she now spent a great deal of time 

planning around her drinking. Vacations meant worrying about wine availability. Dinner 

parties meant quietly monitoring the bottle to make sure she got her share. 

When assessed, Anna met six criteria, including tolerance and withdrawal, which 

placed her in the severe AUD category. Yet, to outsiders, she looked like a competent, 

functioning adult. 

This case highlights how severity levels don’t always map onto stereotypes. A 

person may appear “in control” outwardly while internally meeting many criteria. For 

counselors, this reinforces the importance of using structured assessments rather than 

relying on surface impressions. 

 

 

 

 

 



Table 4.1 – DSM-5-TR Criteria for Alcohol Use Disorder 

Domain Criteria Examples Clinical Focus 

Loss of Control 
Larger amounts than intended; 

unsuccessful cutbacks; 

cravings 

Motivational interviewing; 

relapse prevention 

Social/Role 
Impairment 

Work, family, or social issues; 

reduced activities 
Family therapy; social supports 

Risky Use & 
Physiological 
Adaptation 

Hazardous use; continued use 

despite health issues; 

tolerance; withdrawal 

Medical management; MAT 

(e.g., naltrexone, acamprosate); 

detox planning 

 

Clinical Relevance Today 

Understanding DSM-5-TR criteria isn’t just academic. It directly impacts: 

• Insurance coverage: many payers require documented criteria. 

• Treatment planning: mild AUD may focus on brief intervention, while severe 

AUD requires structured care. 

• Patient communication: explaining the criteria in everyday language helps 

clients understand why their struggles fit a recognized pattern. 

 

The Criteria in Narrative Context 

The following presents a short narrative story to illustrate each of the specific diagnostic 

criteria for alcoholism: 

1. Alcohol is often taken in larger amounts or over a longer period than was 
intended. 



Story: 

Maria, a 19-year-old college sophomore, often promises herself she’ll “just have a 

couple” at a Friday party. By midnight, she’s lost track of how many cups of jungle juice 

she’s had. Her friends laugh about how she always says she’ll go home early, but she 

never does. She shrugs it off: “Everyone does it.” 

Clinical Relevance Today: Even when use is socially normalized, repeated failure to 

control intake is an early marker of disorder. 

 

2. Persistent desire or unsuccessful efforts to cut down or control alcohol use. 

Story: 

David, a 42-year-old accountant, wakes up with regret most Mondays. He keeps telling 

himself he’ll “only drink on weekends.” He downloads a tracking app, sets goals, and 

pours his liquor down the drain—only to buy more two days later. His repeated failed 

attempts leave him discouraged. 

 

3. A great deal of time is spent in activities necessary to obtain, use, or recover 
from alcohol. 

Story: 

Samantha, 29, plans her weekends around alcohol. Friday night is “girls’ night out,” 

Saturday is “brunch and mimosas,” Sunday is “recovery day.” Mondays are a haze at 

work as she nurses headaches and nausea. Alcohol is not just something she 

consumes—it structures her social calendar and consumes her recovery time. 

 

4. Craving, or a strong desire or urge to use alcohol. 

Story: 

Carlos, 35, describes a restless, almost physical pull when he passes the liquor store on 

Test Question
69. Which DSM-5-TR alcohol use disorder criterion is illustrated by Maria’s repeated pattern of drinking more and longer than she intended?
A: Alcohol is often taken in larger amounts or over a longer period than was intended

Test Question
70. David repeatedly tries to limit his alcohol use to weekends but fails. Which diagnostic criterion does his story best represent?
A:  Persistent desire or unsuccessful efforts to cut down or control alcohol use

Test Question
71. Samantha plans her weekends around drinking, with alcohol dominating both her activities and recovery time. Which criterion does this demonstrate?
A: A great deal of time is spent in activities necessary to obtain, use, or recover from alcohol



his way home. After work stress, the image of a cold beer dominates his mind until he 

gives in. 

Clinical Relevance Today: Craving was added as a new DSM-5 criterion because 

research shows it strongly predicts relapse. 

 

5. Recurrent alcohol use resulting in failure to fulfill major role obligations at 
work, school, or home. 

Story: 

Angela, a single mother, begins missing her 

daughter’s school plays because she’s too 

hungover to get out of bed. At work, her 

tardiness starts to raise eyebrows. While she 

insists she’s “managing,” the cracks are 

visible. 

 

 

6. Continued alcohol use despite having persistent or recurrent social or 
interpersonal problems caused or exacerbated by the effects of alcohol. 

Story: 

Tom, 50, fights with his wife nearly every weekend because of his drinking. He’s 

promised her multiple times he’ll “tone it down,” but each argument ends the same 

way—with another night of drinking. 

 

7. Important social, occupational, or recreational activities are given up or 
reduced because of alcohol use. 

Story: 

Nadia used to love painting, hiking, and volunteering at the animal shelter. Now, her 



evenings are centered around wine, and weekends around hangovers. She doesn’t talk 

about her lost hobbies, but friends notice the absence. 

 

8. Recurrent alcohol use in situations in which it is physically hazardous. 

Story: 

James insists he’s fine to drive after “just a couple,” even though he’s been pulled over 

twice for DUIs. Each time he rationalizes: “I know my limits.” 

 

9. Alcohol use is continued despite knowledge of having a persistent or recurrent 
physical or psychological problem likely to have been caused or exacerbated by 
alcohol. 

Story: 

Ruth, 61, has liver enzyme elevations and her doctor has warned her repeatedly to stop 

drinking. Still, she says, “I can’t imagine my evenings without my whiskey.” 

 

10. Tolerance, as defined by either of the following: 

• A need for markedly increased amounts of alcohol to achieve intoxication or 

desired effect. 

• A markedly diminished effect with continued use of the same amount of alcohol. 

Story: 

Jack used to feel tipsy after two beers in college. Now, at 45, it takes six to get the same 

buzz. 

 

11. Withdrawal, as manifested by either of the following: 

• The characteristic withdrawal syndrome for alcohol. 



• Alcohol is taken to relieve or avoid withdrawal symptoms. 

Story: 

Deborah, 52, wakes up shaking and nauseated if she hasn’t had a drink. She keeps a 

bottle of vodka in the bathroom drawer for “emergencies”—a quick shot calms her 

tremors before work. 

 

Mini Table: DSM-5-TR Criteria and Clinical Examples 

DSM-5-TR Criterion Clinical Example 

Larger/longer amounts College student always overshoots intended drinks 

Unsuccessful efforts to cut 

down 

Accountant repeatedly pours liquor down sink, then 

buys more 

Time spent Weekends structured entirely around drinking/recovery 

Craving Urge to stop at liquor store after work 

Role failure Missed work/school/parenting obligations 

Social/interpersonal problems Repeated marital fights about drinking 

Activities reduced Abandoned hobbies due to drinking 

Hazardous use DUIs and risky behaviors 

Continued use despite harm Drinking despite liver damage 

Tolerance Needing 6 beers now vs. 2 in past 

Withdrawal Morning shakes relieved by vodka 

 

 



Extended Case Studies: Bringing the Criteria to Life 

 

Case Study 1: “The Hidden Executive” 

Michael, 47, is a regional manager for a large logistics company. Outwardly, he has it all 

together: sharp suits, punctual to meetings, and admired for his charisma. But privately, 

Michael’s relationship with alcohol has been quietly eroding his life. 

It started as business dinners with two glasses of wine, then shifted into “nightcaps” at 

home—two became three, then a half-bottle. By year three, Michael’s tolerance had 

increased to the point that he needed almost an entire bottle of wine before feeling 

relaxed enough to sleep. He noticed that on nights when he tried to skip drinking, he 

tossed and turned with racing thoughts, sweating through his sheets. 

What alarmed him most was the creeping intrusion into his work. One morning, after a 

late night of whiskey, Michael missed a crucial flight to a client meeting. His assistant 

scrambled to cover for him, but his boss noticed. Later, during an annual physical, his 

doctor pointed out elevated liver enzymes. Michael swore he’d cut back—but when he 

tried, the cravings were so powerful that by 6:00 p.m., he was already opening a bottle 

“just to take the edge off.” 

DSM-5-TR Criteria Seen Here: 

• Larger/longer amounts (couldn’t stop at 2–3 glasses) 

• Unsuccessful efforts to cut down 

• Tolerance (needed more to feel the same effect) 

• Withdrawal (sweating, poor sleep when skipping) 

• Role failures (missed important flight) 

• Continued use despite harm (drinking despite liver warnings) 

 

Case Study 2: “Wine at Noon” 



Elena, 63, recently retired after decades as a schoolteacher. Retirement felt empty 

without the daily rhythm of children’s laughter and lesson plans. At first, she started 

enjoying a glass of Chardonnay at lunch with her book club. Over time, though, that one 

glass became a second, and eventually she was finishing bottles on her own by mid-

afternoon. 

Her family started noticing subtle changes: she seemed more withdrawn, less engaged 

in her grandchildren’s lives, and quicker to irritability. Elena herself rationalized that 

“everyone deserves to relax” and that wine was healthier than “hard liquor.” Yet she also 

found that she no longer painted or gardened—her beloved hobbies had faded into the 

background. 

Her doctor advised cutting down after noting her rising blood pressure and triglycerides, 

but she dismissed the warning: “It’s just wine—it’s practically medicine in Europe.” 

When pressed, she admitted she’d tried skipping wine days but always ended up 

restless, pacing, and unable to concentrate until she opened a bottle. 

DSM-5-TR Criteria Seen Here: 

• Social and recreational activities reduced (no longer painting/gardening) 

• Continued use despite physical problems (ignoring doctor’s advice) 

• Time spent (wine structured her afternoons) 

• Craving (restlessness until drinking) 

 

Case Study 3: “The College Athlete” 

Jordan, 20, is a sophomore on his university’s soccer team. On the field, he’s disciplined 

and driven. Off the field, though, drinking dominates campus life. Weekend parties are 

legendary, and Jordan is always at the center, red cup in hand. 

At first, it seemed harmless—everyone binge-drank at college, right? But soon, 

teammates noticed his performance slipping. He missed early practices, stumbled 

during drills, and once even vomited on the sidelines after a night of heavy drinking. 



His coach sat him down: “You’ve got potential for the draft, but you’re sabotaging 

yourself.” Jordan promised to quit, but by Friday night, the cravings—and the fear of 

missing out socially—pulled him back. He told himself he could balance it all, but by the 

end of the semester, his grades were sliding and his scholarship was at risk. 

DSM-5-TR Criteria Seen Here: 

• Failure to fulfill obligations (school, athletics) 

• Hazardous use (drinking before games, physical risks) 

• Larger/longer amounts than intended 

• Persistent desire/unsuccessful efforts to cut down 

 

Case Study 4: “Whiskey and Widowhood” 

Harold, 70, lost his wife of 45 years to cancer. The grief was unbearable, and while 

friends and family rallied around him at first, the visits grew less frequent as weeks 

turned into months. In his loneliness, Harold turned to whiskey. 

At first, a single drink helped him numb the aching quiet of the house. But before long, it 

became two, then four. He began waking up shaky, his hands trembling until he took a 

morning sip. He hid bottles in the garage and basement, embarrassed when his adult 

children visited. One evening, he fainted in the bathroom, striking his head, and was 

hospitalized. Tests revealed cirrhosis. 

Despite the warning, Harold returned home and whispered to himself, “Just one drink 

won’t hurt.” Yet the cycle resumed, and soon his children were considering whether he 

needed assisted living. 

DSM-5-TR Criteria Seen Here: 

• Withdrawal (morning shakes) 

• Hazardous use (fainting from intoxication) 

• Continued use despite harm (drinking with cirrhosis) 



• Social withdrawal (isolating with alcohol) 

 

Why Stories Matter in Understanding Criteria 

The DSM-5-TR gives us a framework, but stories remind us that these are not abstract 

checklists—they are lived experiences. The business executive, the retiree, the college 

athlete, the grieving widower: each shows a different path into AUD, yet their symptoms 

align with the same diagnostic structure. 

And importantly, these stories also show us why diagnosis is the first step toward 

compassion, treatment, and recovery. 

4.2 Epidemiology and Risk Factors 

Understanding the Scope of Alcohol Use 

Alcohol remains the most widely used psychoactive substance worldwide, deeply 

embedded in cultural, social, and economic contexts. While moderate use is often 

normalized, the line between social drinking and alcohol use disorder (AUD) can blur 

quickly, and the public health impact is staggering. 

According to the World Health Organization (WHO, 2023), more than 3 million 
deaths globally each year are attributed to harmful alcohol use—accounting for nearly 

1 in 20 deaths. In the U.S. alone, the National Institute on Alcohol Abuse and 
Alcoholism (NIAAA, 2024) reports that nearly 30 million adults meet criteria for AUD, 

with prevalence patterns shaped strongly by age, gender, socioeconomic status, and 

cultural environment. 

Alcohol misuse is not evenly distributed; instead, it reflects deeper social and biological 

vulnerabilities. To understand AUD, then, is to understand both the individual brain and 

the broader society in which drinking occurs. 

 

Age and Alcohol Risk 

Alcohol’s Impact Is Not Uniform Across the Lifespan 

Test Question
72. Globally, harmful alcohol use accounts for how many deaths each year, according to WHO (2023)?
A:  More than 3 million deaths



For adolescents and young adults, alcohol carries a particular weight. The late teens 

and twenties are often painted as years of freedom and exploration, yet they also mark 

the stage of life when binge drinking is most common. The Monitoring the Future 
survey (2024) revealed that nearly one in three college students—about 33%—

reported binge drinking in just the past two weeks. 

What makes this especially concerning is that the brain is still under construction during 

this period. The frontal lobes, which help with judgment, planning, and impulse control, 

are among the last regions to fully mature. This means that for many young people, the 

brakes simply aren’t as strong as the accelerator. Alcohol doesn’t just amplify social 

risk-taking; it can also shape neural pathways in ways that set the stage for long-term 

patterns. 

Put simply: the same celebratory night that might seem like “just fun” in college can 

carry a very different neurological cost for someone whose brain is still wiring itself for 

adulthood. 

Narrative Example: Samantha, 19, entered college with big dreams of majoring in 

engineering. But weekends quickly became dominated by fraternity parties. She told 

herself it was just “college culture.” By her sophomore year, she was waking up unsure 

of what happened the night before, missing morning classes, and receiving concerned 

texts from friends. The risk wasn’t just academic—her still-developing brain was 

enduring repeated hits of neurotoxic binge episodes. 

• Midlife Adults: 

For many, drinking escalates in the context of work stress, parenting, or financial 

strain. Middle adulthood shows a rise in “functional alcoholism”—individuals 

who maintain careers and families while drinking at levels that quietly damage 

their health. 

• Older Adults: 

Alcohol problems in later life are often overlooked. The CDC (2023) reports a 

growing trend of alcohol misuse among adults over 65, with rates doubling in the 

past two decades. Retirement, grief, and loneliness can make alcohol both a 

Test Question
73. Why are adolescents and young adults at particularly high risk for alcohol-related harms?
A: Their brains—especially the frontal lobes—are still developing, reducing judgment and impulse control



coping mechanism and a hidden hazard, especially when combined with 

medications for blood pressure, sleep, or anxiety. 

Case Story: Arthur, 74, began drinking more heavily after his wife passed. His children 

thought the glass of wine at dinner was harmless, but what they didn’t see was the 

bourbon nightcap and the morning beer to “steady his nerves.” A fall on icy steps led to 

a hip fracture, and doctors discovered his balance issues were partly tied to his alcohol 

use combined with sedative medication. 

 

Gender and Alcohol Use 

Gender plays a powerful role in drinking patterns and health outcomes. 

• Men generally report higher rates of heavy drinking and AUD. Social norms often 

normalize male binge drinking, framing it as “boys being boys.” 

• Women, however, face sharper health consequences at lower levels of drinking. 

Their physiology (lower body water content, hormonal differences) means alcohol 

concentrates more quickly, raising risks for liver disease, heart disease, and 

breast cancer. 

Recent studies (Slade et al., 2024) show the gender gap in drinking is narrowing, 

especially among young women, fueled by targeted alcohol marketing and shifting 

cultural norms. 

Narrative Example: Marissa, 34, a lawyer, prided herself on keeping up with her male 

colleagues at after-work happy hours. “I can drink them under the table,” she boasted. 

But after years of keeping pace, she began noticing memory blackouts and mounting 

anxiety. What she saw as empowerment was quietly becoming dependence. 

 

Socioeconomic Status 

Socioeconomic status (SES) creates both protection and vulnerability. 

Test Question
74. Compared to men, women face sharper health consequences from alcohol at lower levels of drinking because:
A: They have lower body water content and hormonal differences, leading to higher alcohol concentration



• Higher-income groups may have more frequent but “socially acceptable” 

drinking—wine tastings, networking happy hours, cocktail dinners. The veneer of 

sophistication can mask dependency. 

• Lower-income groups face higher health burdens from alcohol. Stressors like 

unstable employment, limited healthcare access, and neighborhood alcohol 

outlet density create conditions where alcohol-related harm is magnified. 

Case Illustration: 
DeShawn, 42, worked two jobs to support his family after being laid off from a factory. 

The corner store sold cheap fortified wine, and he found himself drinking to sleep, then 

drinking again to get through his early shift. By the time he sought help, he had 

developed hypertension and early signs of liver disease. His struggles weren’t simply 

“bad choices”—they reflected a web of economic pressures and limited support 

systems. 

 

Cultural Influences 

Culture shapes whether alcohol is seen as ritual, 

medicine, celebration, or taboo. 

• Mediterranean cultures often practice wine 

drinking within meals, with lower binge patterns. 

• Northern European and American contexts 

show more episodic heavy drinking, tied to 

weekends and social gatherings. 

• Indigenous populations worldwide often 

experience disproportionate harm from alcohol due 

to historical trauma, systemic inequities, and 

targeted alcohol sales in colonized regions. 

Narrative Example: 
In a small Midwestern Native American community, elders remember a time when 



alcohol wasn’t part of their traditions. But decades of poverty, forced assimilation, and 

alcohol outlet placement on reservation borders changed the landscape. Today, 

community leaders are reviving traditional ceremonies and cultural pride as protective 

factors against alcohol misuse. 

 

Intersecting Risk Factors 

Risk is rarely about one variable. Instead, age, gender, SES, and culture intersect in 

powerful ways. 

For example: 

• A young woman from a high-income background may normalize heavy “wine 

culture” drinking but suffer hidden liver damage. 

• An older man in a rural low-income area may struggle with isolation and lack of 

healthcare access, compounding harm. 

• A college student whose culture glorifies binge drinking may underestimate the 

long-term brain impact. 

 

4.3 Screening and Assessment Tools 

Why Screening Matters 

Detecting alcohol problems early is one of the most powerful ways to prevent the 

progression from risky drinking to full-blown alcohol use disorder (AUD). Unlike 

conditions where symptoms are obvious, alcohol misuse often hides behind social 

norms. A nightly “couple of glasses of wine” can, in reality, mean half a bottle; a 

weekend binge may be shrugged off as “blowing off steam.” 

That’s where screening tools step in. These instruments give clinicians structured ways 

to ask the hard questions—without judgment, without awkwardness, and with evidence-

based reliability. They also open the door to brief interventions—short, focused 

conversations that can spark lasting change. 

Test Question
75. Why are screening tools like the AUDIT, CAGE, and MAST considered essential in detecting alcohol misuse?
A: Because alcohol misuse often hides behind social norms and requires structured, evidence-based questions



 

 

The AUDIT (Alcohol Use Disorders Identification Test) 

Developed by the World Health Organization (WHO, 1989), the AUDIT is now one of 

the most widely used screening tools worldwide. It includes 10 questions that cover 

three domains: 

1. Hazardous drinking (frequency, quantity, binge episodes) 

2. Dependence symptoms (impaired control, morning drinking) 

3. Harmful use (injury, concern from others) 

Case Illustration – The Executive at a Physical 



Ellen, 45, an executive, visited her doctor for a routine check-up. Her cholesterol 

numbers were creeping up, and the physician suggested the AUDIT as part of a lifestyle 

assessment. Ellen hesitated—“I don’t really have a problem.” But as she answered 

questions about drinking more than 4 glasses in one evening, morning sluggishness, 

and guilt after office parties, her score landed in the “hazardous drinking” range. That 

conversation became a turning point, leading to counseling before health damage set 

in. 

 

Section 4.3: Screening and Assessment Tools 

 

AUDIT – Updated Insights and Case Expansion 

Recent studies (2023–2025) have shown that the AUDIT remains highly effective in 

diverse populations, from college students to older adults, especially when used in 

primary care. Clinicians appreciate that it captures both frequency and consequences, 

offering a fuller picture than many shorter tools. 

Case Story – The Weekend Warrior 

Kevin, 29, a software engineer, insisted he was just a “weekend drinker.” During a 

health screening at work, the nurse used the AUDIT. His answers revealed binge 

drinking patterns every Friday and Saturday, often exceeding 8–10 drinks. While Kevin 

never missed work, the questionnaire highlighted blackouts and a bar fight that had 

ended in an ER visit. His high AUDIT score led to a referral for counseling, preventing 

what could have spiraled into a major life disruption. 

���� A 2024 survey of occupational health programs found that integrating AUDIT into 

routine workplace screenings doubled early referrals for alcohol misuse 

compared to traditional health checks. 

 

CAGE – Simplicity and New Evidence 



The CAGE remains popular for its speed. However, new research (2023–2024) 

emphasizes that while it is highly specific, it may miss hazardous drinking in young 

adults who binge but don’t yet feel “guilt” or need “eye-openers.” Still, it excels as a 

quick screen in busy settings like ERs. 

Case Story – The Nurse in Denial 

Sharon, 39, an ER nurse, often joked that wine was her “coping mechanism” after long 

shifts. At a hospital wellness check, the CAGE was used. She admitted guilt after 

snapping at her kids, and annoyance when her husband questioned her nightly drinking. 

Though she denied morning drinking, her “yes” answers prompted further evaluation. 

This simple screen broke through professional denial—“If I can take care of patients, I 

should be fine myself”—and opened the door to treatment. 

���� A 2023 multi-state study in emergency departments found CAGE detected chronic 

heavy drinking reliably in middle-aged adults, but under-identified risky patterns in 

younger populations. 

 

MAST – Still Relevant in Context 

Though the MAST is older, its focus on social consequences makes it particularly 

valuable in geriatric populations, where physical symptoms may blend with age-

related issues. 

Case Story – The Veteran 

Frank, 74, a Vietnam veteran, visited a VA clinic complaining of loneliness and sleep 

problems. The clinician used the short-form MAST. Frank admitted to drinking alone 

daily, missing church, and hiding bottles from his daughter. His score reflected 

problematic use. Unlike newer tools that focus more on drinking frequency, the MAST 

spotlighted the erosion of social ties—a major factor in his care plan, which included 

peer groups and therapy for isolation. 

Test Question
76. What is one limitation of the CAGE screening tool identified in recent studies (2023–2024)?�A:  It may miss hazardous drinking in younger adults who binge but don’t yet feel guilt or need morning drinks

Test Question
77. Why does the MAST remain especially useful in older adults compared to newer screening tools?
A: It focuses on social consequences, which often reveal alcohol-related problems in geriatric populations



���� A 2025 gerontology review emphasized that MAST continues to be especially 

effective for older adults, since its social-focus questions reveal losses in roles, 

connections, and functioning that matter deeply in later life. 

 

Brief Interventions – Small Conversations, Big Shifts 

New research confirms that brief interventions (BIs) make a measurable difference. A 

2024 review in Addiction Science & Practice showed that even 5–10 minute 
motivational interviews can reduce risky drinking days when combined with 

screening tools. 

Case Story – The High School Coach 

Tom, 43, a high school coach, came to urgent care after a sports injury. Routine 

screening flagged heavy weekend drinking. In a short BI, the nurse asked what alcohol 

gave him and what it cost him. Tom admitted it helped him “let loose,” but he hated 

waking up groggy on game days. The nurse framed change as a way to be sharper for 

his athletes. Tom set a goal: no alcohol the night before coaching. Months later, he 

credited that 10-minute talk as the spark that shifted his drinking habits. 

���� Evidence (2023–2025) highlights that brief interventions are most effective when 

linked directly to the person’s values—whether that’s family, work performance, or 

health goals. 

 

Bringing It All Together 

Each of these tools—AUDIT, CAGE, MAST, and BIs—has unique strengths: 

• AUDIT: Best for comprehensive screening across diverse groups. 

• CAGE: Quickest for clinical use, but limited in detecting binge drinking. 

• MAST: Most useful in older adults, where social functioning is central. 

• Brief Interventions: Transform screenings into life-changing conversations. 



Together, they form a toolkit for clinicians that blends efficiency with depth, catching 

risky patterns early and steering patients toward help before the spiral deepens. 

 

We add three more Case Stories to highlight how screening tools can uncover hidden 

drinking problems across different life stages and settings: 

Case Story – The College Student and the CAGE 

Maria, 19, a freshman at a large state university, often laughed off her drinking as “just 

college life.” She didn’t think her behavior was unusual—every Thursday through 

Saturday she drank until she passed out. During a routine campus health visit, the 

nurse asked her the CAGE questions. Maria paused when asked if she ever felt guilty. 

She recalled missing an exam because she was hungover and letting her roommate 

down when she promised to be a designated driver. Two “yes” answers were enough to 

flag a problem. The nurse explained how binge drinking at her age could spiral into 

dependence later. Maria agreed to attend a peer support group offered on campus, 

where she realized she wasn’t as alone as she thought. 

���� This echoes a 2023 study of U.S. college campuses showing that when the CAGE 

is integrated into health centers, it doubles early identification of binge drinking 
patterns among young adults who otherwise don’t consider themselves “problem 

drinkers.” 

 

Case Story – The Older Adult in Assisted Living and the MAST 

Eleanor, 81, had recently moved into an assisted living community after her husband’s 

passing. Staff noticed she often requested wine with dinner and occasionally slurred her 

words in the evenings. A social worker used the short-form MAST to explore further. 

Eleanor admitted she had increased her drinking after her husband’s death, often hiding 

extra bottles in her room. She scored high enough to warrant concern. Rather than 

framing it as “addiction,” the social worker gently focused on how alcohol was interfering 

with Eleanor’s ability to join activities and connect with others. With support, Eleanor 



began attending group grief sessions and reduced her drinking to occasional social 

toasts. Her mood improved, and she re-engaged with the community quilting club. 

���� A 2025 geriatric care review noted that the MAST remains particularly sensitive 

to late-life drinking, especially when alcohol is used to cope with loneliness or grief. 

 

Case Story – The Busy Parent and Brief Interventions 

Jason, 42, father of three and manager at a logistics company, came to urgent care for 

high blood pressure. When the physician assistant asked about alcohol, Jason admitted 

he drank “a few beers every night” to unwind. Using a brief intervention approach, she 

asked what alcohol gave him and what it cost him. Jason admitted it helped him relax, 

but also made him groggy in the mornings when his kids wanted to play. Linking the 

conversation to his role as a dad hit home. Jason agreed to cut back by two nights per 

week. At a follow-up visit, his blood pressure had improved, and he proudly reported he 

was sleeping better and had more energy for his children. 

���� A 2024 clinical trial in primary care confirmed that brief interventions are most 

effective when tied to family roles or personal values, reinforcing that a few minutes 

of dialogue can spark sustainable change. 

When we step back and look at these stories side by side, the value of screening tools 

comes alive in a human way. The CAGE questions can uncover what a young adult 

might never say outright—that flicker of guilt after a party or the quiet denial behind 

“everyone drinks like this.” The MAST often captures something different, revealing how 

older adults may lean on alcohol in the wake of grief or loneliness, patterns that 

numbers alone might miss. 

And when it comes to Brief Interventions, their power grows when the conversation is 

anchored in what matters most to the person sitting across from us: their children, their 

work, their health, their sense of independence. These are not abstract motivations—

they are the lifelines that give recovery meaning. 



By weaving the science of validated tools with the texture of real human experience, 

clinicians can keep the work both rigorous and compassionate. The latest validation 

studies (2023–2025) strengthen the evidence, but it’s the lived stories that make these 

tools memorable, relatable, and ultimately, transformative. 

 

 

Section 4.4 – Short-term and Long-term Health Consequences 

Part 1: Youth & Early Adulthood 

The Beginning of Maya’s Story 

Maya was 18 when she moved into her college dorm, the kind of excited nervousness 

you can almost feel in your stomach. She had been a strong student in high school, and 

her parents—both educators—were proud that she’d earned a scholarship. But once on 

campus, the reality was very different from the carefully supervised environment she’d 

grown up in. On her first Friday night, her new roommate urged her to join a “welcome 

party,” complete with plastic cups and kegs lined up along a sticky floor. 

Like many students, Maya hadn’t had much exposure to alcohol before college. But she 

wanted to belong. That night she had her first binge-drinking experience—four drinks in 

less than two hours, which meets the National Institute on Alcohol Abuse and 
Alcoholism’s definition of binge drinking for women  How many drinks within two 
hours defines binge drinking for women? Correct: Four). 

Short-Term Health Risks in Emerging Adulthood 

Maya’s story highlights what researchers consistently find: alcohol use often begins in 

adolescence and escalates in the transition to adulthood, peaking in prevalence 

between ages 18 and 25 (Subbaraman et al., 2023). This period is marked by 

experimentation, identity development, and—unfortunately—risky drinking behaviors. 

The short-term health consequences of this pattern can be dramatic: 



• Injuries: Emergency rooms frequently treat young adults for alcohol-related falls, 

car accidents, or fights. 

• Sexual risk behaviors: Impaired judgment increases vulnerability to unprotected 

sex or sexual assault. 

• Blackouts and memory loss: As Maya experienced a few weeks later, waking 

up with only fragments of the night before. 

• Academic problems: The morning after a party, she skipped her first chemistry 

quiz—a small but telling consequence. 

Neuroimaging from 2024 shows that the adolescent and young adult brain is especially 

vulnerable to alcohol’s effects on the prefrontal cortex and hippocampus, regions 

responsible for judgment and memory (Velázquez-Sánchez et al., 2024). This helps 

explain why Maya’s recall of entire evenings seemed to vanish. Her brain literally could 

not encode those memories while alcohol was interfering with hippocampal functioning. 

Maya’s Escalation 

Over her sophomore year, what had started as occasional weekend drinking became a 

pattern of “Thursday-through-Saturday.” Her roommate would laugh about their 

hangovers as part of the “college experience,” but Maya began to notice shakiness and 

irritability when she skipped a day of drinking. She dismissed it—she was too young to 

“have a problem,” she told herself. 

The short-term health risks were building: her blood pressure was trending upward at 

student health visits, her grades dipped, and she felt anxious if she didn’t know when 

her next drink would be. 

Clinical Relevance Today 

For clinicians, Maya’s story is familiar. It reflects what population-level studies have 

been documenting in recent years. A 2023 national survey reported that nearly 30% of 
full-time college students engaged in binge drinking within the past month, and 

about 10% met criteria for alcohol use disorder (AUD) (SAMHSA, 2023). While these 



numbers fluctuate across campuses and regions, they show that short-term 

experimentation can quickly blur into diagnosable disorders. 

Maya’s trajectory is not inevitable, but her case illustrates the early-life consequences 

of alcohol that can ripple outward: disrupted education, early signs of physical health 

changes, and altered brain development at a critical stage. 

Part 2: Midlife 

Tony’s Story – The Working Years 

Tony was 44, a construction project manager with a reputation for being reliable, 

practical, and tough. From the outside, he looked like the kind of man who had it all 

figured out: steady work, a wife of 20 years, two teenagers, and a well-kept suburban 

home. But alcohol had quietly woven itself into his daily routine. 

It started innocently—one or two beers after work “to take the edge off.” Over time, 

beers became whiskey, and one or two became three or four. By his forties, drinking 

wasn’t about celebration; it was about stress management. Each night, Tony told 

himself he deserved it after long hours on the job. 

Midlife Consequences Begin to Surface 

Unlike Maya in her early years, Tony wasn’t waking up on dorm floors or missing 

classes. His drinking was more hidden, less chaotic—but no less damaging. 

The short-term risks were subtler: 

• Mild but regular morning grogginess, masked with coffee. 

• Irritability at home when alcohol wasn’t available. 

• A tendency to rationalize, telling himself “everyone in construction drinks.” 

But beneath the surface, long-term health consequences were building: 

• His blood pressure, already borderline, ticked higher. 

• Routine labs showed mildly elevated liver enzymes. 



• His wife began noticing memory lapses, small things like forgetting a 

conversation from the night before. 

By midlife, alcohol’s toll often transitions from the immediate risks of accidents and risky 

behaviors to more cumulative physical harm. A 2024 cohort study by Williams and 

colleagues showed that individuals with sustained heavy drinking over 20 years 
were twice as likely to develop hypertension, liver disease, and early cognitive 
decline compared to moderate or abstinent peers. 

Emotional and Cognitive Shifts 

Tony also began noticing something harder to pin down: he was less patient with his 

teenage son, more quick to anger, and slower to rebound after stress. Recent 

neuroimaging (Zhao et al., 2023) helps explain this pattern, showing that long-term 
alcohol use alters the prefrontal cortex and amygdala circuits, dulling emotional 
regulation while amplifying stress reactivity. 

This aligns with Tony’s sense of being “on edge” more often than not. Alcohol, which 

once felt like a stress reliever, was now fueling the very stress he hoped to escape. 

Clinical Relevance Today 

Tony’s case underscores a modern clinical truth: alcohol-related harm in midlife is often 

missed because it doesn’t look dramatic. There are no bar fights, no flashing red 

signs—just quiet, accumulating damage. Yet this is the very population in which 

alcohol-related liver disease and cardiovascular deaths are rising (CDC, 2024). 

 Which organ system is most often affected by cumulative alcohol-related 
damage in midlife? Correct: Liver). 

 

 

Eleanor’s Story – The Late Years 

Eleanor, 72, lived in an assisted-living facility after her husband passed away. For most 

of her adult life, she’d been what people called a “social drinker.” A glass of wine with 



dinner, champagne at weddings, perhaps the occasional cocktail with friends. But after 

retirement, and especially after her husband’s death, the “occasional” became nightly. 

Soon, it wasn’t one glass of wine, but three or four. 

Eleanor told herself it was just to help her sleep and to ease the loneliness that crept in 

at night. Yet staff at her residence began noticing troubling signs: she was unsteady 

walking to meals, had two minor falls in six months, and often appeared disoriented the 

morning after drinking. 

Short-term Risks in Older Age 

For Eleanor, the immediate risks weren’t car accidents or risky decisions; they were 

falls, fractures, and medication interactions. Alcohol thinned her blood, making 

bruises last longer and putting her at greater risk of internal bleeding if she fell. 

Combined with sedatives prescribed for anxiety, even a modest amount of alcohol left 

her dangerously drowsy. 

Recent research highlights this pattern. A 2025 study by Thompson et al. found that 

older adults who consume more than 7 drinks per week are at a doubled risk of 
fall-related hospitalizations, even when drinking doesn’t appear heavy by younger 

standards. Age changes how the body metabolizes alcohol—slower liver processing, 

greater brain sensitivity—so what once was “moderate” becomes hazardous. 

Long-term Brain and Body Consequences 

Alcohol also took its toll on Eleanor’s memory. She often repeated stories, sometimes 

forgetting appointments or misplacing important papers. Neuroimaging studies (Nguyen 

et al., 2024) show that long-term alcohol use in older adults accelerates 
hippocampal shrinkage, raising the risk of alcohol-related dementia. 

Her physician explained it gently: “Your brain doesn’t bounce back the way it used to. 

Alcohol hits harder now.” Eleanor admitted she feared losing her independence, but she 

also admitted the wine was her nightly comfort. 

 In older adulthood, which risk is most strongly associated with alcohol use, even 
at modest levels? Correct: Falls and fractures). 



Emotional Landscape 

Eleanor’s drinking also reflected a deeper story: grief, loneliness, and the cultural 

invisibility of alcohol misuse in older women. While younger people often get 

interventions, older adults like Eleanor may be dismissed with, “She’s earned it.” Yet this 

permissive attitude can mask real harm. 

A warm, narrative-centered clinical approach helped. A counselor invited Eleanor to join 

a support group for older adults addressing both grief and alcohol use. There, she found 

not judgment but companionship. Slowly, she reduced her nightly intake, substituting 

tea and evening walks with peers for wine. The group helped her feel seen, not scolded. 

 

Wrapping Together the “Life Course” 

Maya’s youthful recklessness, Tony’s midlife wear-and-tear, and Eleanor’s late-life 

fragility tell the story of alcohol’s consequences across decades. The risks change—

accidents in youth, organ damage in midlife, falls and dementia in older age—but the 

thread is the same: alcohol affects the brain, body, and relationships in ways that evolve 

with each stage of life. 

This life-course view reminds clinicians and counselors that alcoholism isn’t one story 
but many stories stitched across a lifetime, each requiring tailored strategies for 

prevention, intervention, and compassion. 

 

 

Conclusion 

Alcoholism, or Alcohol Use Disorder (AUD), is not simply a matter of drinking too 

much—it is a layered condition that threads through biology, psychology, culture, and 

lived experience. In this chapter, we explored how the DSM-5-TR provides the 

diagnostic framework, reminding us that AUD is not defined by a single behavior but by 

a constellation of patterns: loss of control, cravings, tolerance, and consequences that 



ripple into every domain of life. Diagnosis is only one part of the story, though. The lived 

experiences of individuals—whether the college student struggling with binge drinking, 

the hardworking foreman who “white-knuckled” his way through withdrawal, or the 

retiree facing isolation and nightly drinking—ground the criteria in human reality. 

Epidemiology showed us that alcohol does not strike evenly across the population. Age, 

gender, socioeconomic status, and cultural norms all play powerful roles in shaping who 

develops AUD, when it emerges, and how severe it becomes. We saw how young 

adults are often drawn into risky binge patterns, while older adults face unique 

vulnerabilities related to health decline and social loss. These patterns highlight why 

prevention and intervention must be tailored to life stages and cultural contexts rather 

than taking a one-size-fits-all approach. 

Screening and assessment tools such as the AUDIT, CAGE, and MAST remind us of 

the importance of early detection. These instruments, validated in both recent research 

and decades of practice, give clinicians the ability to spot warning signs before alcohol’s 

impact becomes devastating. Yet tools are only as effective as the conversations they 

spark. A sensitive, empathetic clinician can use a four-question CAGE interview to open 

life-changing dialogue, whereas a rushed administration may miss the human story 

behind the score. 

The health consequences of alcoholism, both short- and long-term, are sobering. From 

acute intoxication and risky decision-making to the slow but relentless march toward 

liver disease, cardiovascular complications, and neurological decline, alcohol leaves its 

mark on body and brain. By following the life course of drinking—from youthful 

experimentation to midlife dependence to older-age frailty—we saw how alcohol 

reshapes health over decades, sometimes silently until the damage is advanced. 

Neuroimaging studies, clinical observations, and the testimonies of patients themselves 

all converge on one truth: alcohol is both intoxicant and toxin, comfort and destroyer. 

Perhaps most importantly, the case studies woven throughout this chapter remind us 

that AUD is never just about alcohol. It is about people—their resilience, their 

relationships, their setbacks, and their hopes. J., the construction foreman who fought 

tremors in detox, Sarah the college student who turned a CAGE questionnaire into a 



turning point, Maria the middle-aged mother balancing caregiving and cravings, and 

Thomas the retiree wrestling with loneliness in assisted living—each illustrate a face of 

AUD. Their stories remind us that behind every statistic is a life, and behind every 

diagnosis is a person capable of growth and change. 

As we close Chapter 4, one theme stands out: alcoholism is not destiny. With accurate 

diagnosis, thoughtful assessment, early intervention, and compassionate care, recovery 

is possible at every stage of life. For some, it begins in a doctor’s office; for others, in a 

support group, a counseling session, or a hospital detox ward. Wherever it begins, the 

combination of science, story, and support can turn what once felt like an endless cycle 

into the first step toward freedom. 

 

 

 

Chapter 5: Substance Abuse 

Introduction 

If alcohol is the most visible and socially accepted substance that people struggle with, 

then the broader landscape of substance abuse is like a shifting terrain—marked by 

powerful drugs that carry their own risks, histories, and evolving patterns of use. From 

prescription opioids to methamphetamine, from cannabis to psychedelics, each 

substance tells a different story. Yet they all share a common thread: they alter the 

brain’s chemistry, reshape lives, and leave footprints not only in the body but also in 

families, communities, and societies. 

This chapter expands beyond alcohol to look closely at the substances most 
commonly abused today—opioids, stimulants, cannabis, hallucinogens, and 

prescription drugs. While each has unique pharmacology, patterns of use, and health 

outcomes, together they make up the complex world that mental health professionals, 

social workers, and drug counselors must navigate every day. 



We begin with an overview of these substances, paying attention not only to what 

they are but also to how they are experienced in people’s lives. Next, we turn to 

patterns and trends, drawing on data, which show us how overdose rates, shifting 

drug supplies, and even new synthetic compounds continue to reshape the field. The 

opioid epidemic may dominate headlines, but stimulant use, high-potency cannabis, and 

the re-emergence of psychedelics in both recreational and therapeutic contexts are 

equally important. 

Then, we move into screening and assessment tools, exploring evidence-based 

instruments such as the Addiction Severity Index (ASI), the Drug Abuse Screening Test 

(DAST), and the role of urine and blood toxicology. These tools help clinicians make 

sense of complex presentations, provide language for what patients often cannot 

express themselves, and anchor treatment planning in objective data. 

Finally, we address the health and social consequences of substance abuse. Here, 

the medical risks—overdose, infectious diseases like HIV and hepatitis, and long-term 

cognitive decline—are only part of the story. Substance use also brings legal 

consequences, strained family systems, and community-level challenges. To 

understand substance abuse is to understand both the biology of the brain and the 

sociology of society. 

This chapter, like those before it, will blend research with real-life stories. You’ll meet 

individuals across different substances and life stages: a young man caught in the grip 

of fentanyl, a student experimenting with stimulants, a grandmother using cannabis for 

pain who drifts into dependence, and others. These stories remind us that while 

substances differ, the human search for relief, escape, or connection lies at the heart of 

abuse—and so does the possibility of recovery. 

 

Opioids: Numbness and Risk 

The Lure of Relief 



Opioids—whether prescription painkillers 

like oxycodone and hydrocodone, illicit 

drugs like heroin, or synthetics such as 

fentanyl—have long been sought for their 

almost unmatched ability to dull pain and 
induce euphoria. In hospitals, they remain 

invaluable: a morphine injection after 

surgery, hydromorphone for severe injuries, 

or palliative opioids for end-of-life comfort. 

Used correctly, they can mean the 

difference between unbearable suffering 

and humane relief. But when opioids cross into misuse, they carry extraordinary risks, 

driving what has become one of the deadliest public health crises of our time. 

The Neurobiology of Comfort 

Opioids bind to mu-opioid receptors located in the brain, spinal cord, and 

gastrointestinal tract. By attaching to these receptors, opioids: 

• Reduce pain perception in the brain. 

• Interrupt pain signals in the spinal cord. 

• Trigger dopamine release in the brain’s reward circuitry, creating sensations of 

warmth, relaxation, and pleasure. 

For many, the first opioid experience feels like a wave of relief, described as “a warm 

blanket wrapped around the body.” For those living with chronic pain or past trauma, it 

can feel like the first time the world has truly gone quiet. 

Yet this same neurological pathway is what fuels risk: each surge of dopamine 

conditions the brain to seek that feeling again, laying the groundwork for dependence. 

 

 

Test Question
78. Which receptor do opioids primarily bind to in order to relieve pain and create euphoria?
A: Mu-opioid receptors



The Early Appeal vs. Hidden Dangers 

While opioids can begin as a legitimate prescription or as experimentation, the trajectory 

toward harm often unfolds quickly: 

• Short-term effects: drowsiness, slowed breathing, constipation, impaired 

judgment. 

• Hidden risks: respiratory depression is the most dangerous immediate effect, 

particularly when opioids are combined with alcohol or benzodiazepines. Even a 

small miscalculation in dose—especially with fentanyl—can be fatal. 

For young people, misuse may start with leftover pills after wisdom tooth surgery. For 

workers with chronic injuries, it may start with prescribed oxycodone that lingers long 

after the injury has healed. For those in emotional pain, the drug’s numbing effect can 

become a temporary refuge. 

 Which receptor do opioids primarily bind to in order to relieve pain and create 
euphoria? Correct: Mu-opioid receptors.) 

 

The Slippery Slope of Tolerance and Dependence 

The body adapts quickly to opioids. Within weeks, the same dose produces less relief—

a phenomenon called tolerance. Users then increase their dose to chase the same 

effect. Over time, the body begins to expect the presence of opioids; when the drug is 

absent, withdrawal symptoms emerge: sweating, agitation, muscle pain, nausea, and 

insomnia. 

What began as relief becomes a cycle of avoiding withdrawal. People no longer take 

opioids to feel good; they take them to feel “normal.” 

This cycle is especially treacherous with fentanyl and its analogs. Because fentanyl is 

50–100 times more potent than morphine, tolerance and physical dependence develop 

at lightning speed, and the margin between “high” and overdose is razor thin. 

 



Long-Term Effects of Opioid Abuse 

• Neurological: altered reward circuitry, heightened pain sensitivity (paradoxical 

hyperalgesia), depression, impaired cognition. 

• Endocrine: suppressed testosterone and hormone disruption, contributing to 

fatigue, infertility, and osteoporosis. 

• Infectious disease risk: sharing needles introduces HIV, hepatitis B and C, and 

endocarditis risks. 

• Social impact: financial collapse, family breakdown, incarceration, and stigma. 

A 2024 longitudinal study (Reed et al., 2024) demonstrated that individuals with long-

term opioid misuse show measurable reductions in gray matter volume in reward and 
decision-making brain areas, correlating with poor impulse control and relapse 

vulnerability. 

 

Case Vignette: Two Sides of the Same Medicine 

When Anna, a 42-year-old teacher, woke up after back surgery, the pain was sharp and 

unrelenting. Even breathing seemed to send sparks down her spine. A nurse 

administered a small dose of IV morphine, and within minutes the waves of pain 

softened. For the first time in hours, Anna exhaled fully and whispered, “Thank you.” In 

that moment, opioids were not a danger but a lifeline—allowing her body to rest and 

heal. 

Months later, however, recovery brought a different challenge. The surgery had gone 

well, but Anna still felt occasional pain that made her anxious. Her doctor had 

prescribed oxycodone for short-term use, but Anna found herself reaching for the pills 

not only when she hurt, but when she felt stressed, restless, or overwhelmed. The 

medication that once quieted her suffering began to call to her in new ways, promising 

calm she struggled to find elsewhere. 



By the time Anna returned for a follow-up, her prescription had run out, and she 

admitted to feeling panicked without it. “I know I don’t need them for my back anymore,” 

she confessed, “but I can’t stop thinking about them.” Her story echoes that of countless 

others: opioids as healers in one chapter, and as potential captors in the next. 

 

�� Clinical Callout: Anna’s story shows the dual nature of opioids—how the very 

qualities that make them compassionate tools for pain relief can also leave patients 

vulnerable to dependence if safeguards and supports aren’t in place. 

 

Case Narrative: The ED Nurse and the Fentanyl Escape 

 Danielle was only 32, but her face often 

carried the weariness of someone much 

older. As an emergency department 

nurse, she had spent nearly a decade 

racing against the clock—stabilizing 

trauma patients, absorbing the screams 

of grieving families, and holding steady in 

the face of chaos. Her colleagues 

described her as unflappable, but the 

calm exterior came at a cost. Behind the 

scrubs, Danielle’s nights were restless, 

filled with fragments of images she 

couldn’t shake: the child she couldn’t 

save, the accident victim’s final gasp, the 

endless sirens that echoed long after her 

shift ended. 

When she first encountered fentanyl, it 

wasn’t at work but through a friend who had been prescribed patches for chronic pain. 

Danielle wasn’t looking for a “high”—she was desperate for sleep. The first time she 



used, she described it as “finally breathing after years underwater.” The weight on her 

chest lifted, her mind went still, and for the first time in months, she slept without 

interruption. 

But what began as an occasional reprieve quickly grew into a pattern. Within weeks, 

she noticed the same dose no longer carried her through the night. Her body began to 

whisper for more, and she listened. Soon, the whisper became a demand. Danielle 

found herself preoccupied at work, timing her next use, feeling the tug of cravings even 

as she started IVs and comforted patients. The medication that once gave her peace 

now wrapped itself around her every waking thought. 

By six months, her world had shifted. The woman who once stayed late to support 

colleagues now quietly ducked out, her priority no longer patients but the gnawing fear 

of withdrawal. She described the exhaustion as unbearable, a cycle of brief calm 

dissolving into restlessness, cravings, and shame. “I used to measure my days by the 

lives I helped save,” she admitted softly, “but now I measure them by how long I can 

hold off the sickness.” 

Danielle’s trajectory mirrors the heartbreaking duality of opioids: a medicine powerful 

enough to restore dignity in moments of unbearable pain, yet perilous enough to 

consume the very people who dedicate their lives to healing others. Her story is not one 

of weakness but of human vulnerability—how trauma, unrelieved suffering, and 

accessible substances can collide in devastating ways. 

 

�� Clinical Reflection: Danielle’s case underscores the importance of trauma-

informed care for healthcare workers themselves. When the hidden wounds of repeated 

exposure to suffering go untreated, opioids can appear not as temptation but as relief. 

Recognizing this dynamic reminds us that addressing trauma and providing healthier 

avenues for rest and recovery is as essential as controlling access to powerful 

medications. 

 



Clinical Relevance Today 

Fentanyl has become the defining face of the opioid crisis. According to the CDC 

(2024), it is now implicated in more than 70% of opioid overdose deaths in the United 

States. Its potency—50 to 100 times stronger than morphine—means that even a 

tiny miscalculation, a single pill laced with more than expected, can be fatal. Families 

often describe the loss as sudden and shocking: a loved one who seemed stable one 

day, gone the next, without warning. 

The Long View 

Opioids bring harm not only in moments of crisis but also in the slow erosion of health 

over time. The dangers unfold across two timelines: 

• Short-term risks include overdose, respiratory depression, sedation, and even 

the everyday but distressing struggles like severe constipation. These can 

appear quickly, sometimes within hours of use. 

• Long-term risks weave more insidiously into a person’s life—tolerance that 

drives higher doses, physical dependence that chains the body to the drug, 

hormonal disruption that saps vitality, and paradoxically, opioid-induced 
hyperalgesia, where the very medicine meant to dull pain ends up heightening 

it. 

For those caught in this spiral, treatment is rarely one-dimensional. Healing requires a 

blend of approaches: medication-assisted treatment (MAT)—with medications like 

buprenorphine or methadone to steady the body’s chemistry—paired with counseling, 

peer support, and trauma-informed care that addresses the roots of suffering. Together, 

these supports remind us that recovery is not simply about stopping a drug, but about 

reclaiming a life. 

Vignette: Finding Steady Ground with MAT 

When Luis, a 36-year-old father of two, first came into clinic, he looked worn down by 

the rhythm of withdrawal and relapse. He had overdosed twice in the past year, both 

Test Question
79. According to the CDC (2024), fentanyl is now implicated in what percentage of opioid overdose deaths in the United States?
A: More than 70%



times on fentanyl-laced pills he thought were oxycodone. “I don’t even know why I wake 

up in the morning anymore,” he admitted, his voice flat. 

Starting buprenorphine was not a miracle overnight, but it was a turning point. Within 

days, the shaking and sweats eased, and the constant gnaw of craving began to loosen 

its grip. For the first time in years, Luis could sit at the dinner table without anxiously 

scanning his phone for a dealer’s reply. He described the change simply: “It’s like the 

volume on the cravings finally turned down.” 

Alongside medication, he began weekly counseling sessions, where he could talk not 

only about his substance use but also about the job stress and childhood trauma he had 

carried silently for years. Slowly, he reconnected with what mattered most—helping his 

daughter with homework, taking his son to soccer practice, and showing up for his 

family in ways he once thought were lost forever. 

MAT did more than prevent withdrawal; it gave Luis a foundation sturdy enough to build 

on. Counseling, peer support, and a renewed sense of hope filled in the rest. His story 

highlights what the research shows: recovery is not just abstinence—it’s restoration 
of health, relationships, and dignity. 

. 

 

Stimulants: The Drive That Consumes 

The Appeal of Energy and Focus 

If opioids lure people with the promise of quiet relief, stimulants seduce with the 

opposite: energy, confidence, and drive. Stimulants—like cocaine, methamphetamine, 
and prescription amphetamines (Adderall, Ritalin, Vyvanse)—activate the brain’s 

dopamine and norepinephrine systems, speeding everything up. Heart rate increases, 

thoughts race, and fatigue vanishes. At first, the surge can feel like power: “I can do 

anything.” 

Test Question
80. What primary brain systems do stimulants like cocaine, methamphetamine, and prescription amphetamines activate?
Dopamine and norepinephrine



But the power has a price. What begins as alertness can spiral into insomnia, 
paranoia, aggression, cardiovascular collapse, or psychosis. Stimulants are 

double-edged swords: enhancing productivity for some, unraveling lives for others. 

 

Neurobiology of Stimulants 

Stimulants increase the release and block the reuptake of dopamine and 
norepinephrine, flooding synapses with these neurotransmitters. 

• Dopamine: fuels euphoria, motivation, and compulsive seeking. 

• Norepinephrine: sharpens alertness but also raises blood pressure and heart 

rate. 

The “crash” that follows is the flip side of the high: deep fatigue, depression, irritability, 

and cravings. With repeated use, the brain’s dopamine system becomes blunted, 

leaving the user unable to feel pleasure without the drug. 

Recent research (Hernandez et al., 2024) shows that chronic methamphetamine use 

leads to long-term reductions in dopamine transporter availability, making recovery 

of normal motivation and mood regulation especially difficult. 

 

Case Narrative 1: “The Student Who Couldn’t Stop” 

Jared’s Story 

Jared was a 21-year-old college junior majoring in business administration. From the 

outside, he looked like the kind of student who had it all—he was on the debate team, 

had a part-time job at a marketing firm, and was hoping to land an internship on Wall 

Street. But privately, he was struggling to keep up. His workload was crushing, and his 

natural attention span couldn’t keep pace with the late-night study sessions his peers 

seemed to endure. 

One evening, a classmate offered him a 20mg Adderall pill. “It’s like rocket fuel for your 

brain,” she promised. Jared hesitated, then swallowed it before heading to the library. 



Within an hour, he was typing furiously, laser-focused, knocking out three chapters of 

notes without stopping. He felt unstoppable, like he’d found the missing piece. 

At first, Jared only used Adderall during finals week. But soon, he convinced himself he 

needed it to finish every paper, every project, every shift at work. He began buying pills 

from classmates, first once a week, then every other day. By his senior year, he was 

swallowing two or three pills at a time, staying awake for 48 hours straight, then 

crashing into days of exhaustion. His appetite disappeared. His friends joked about his 

“Adderall diet,” but underneath he was wasting away, dropping nearly 20 pounds. 

When he did sleep, his dreams were restless and dark. He snapped at his girlfriend for 

small things, his thoughts spinning with paranoia. Was she cheating? Were his 

professors secretly against him? He knew it sounded irrational, but he couldn’t shake 

the feelings. 

Eventually, Jared landed in the campus health center after fainting during a class 

presentation. His blood pressure was dangerously high. A drug screen confirmed 

stimulant misuse, and a counselor explained that his symptoms matched Stimulant 
Use Disorder (moderate to severe). 

Clinical Relevance: Jared’s case illustrates how nonmedical use of prescription 
stimulants—a behavior often dismissed as “study help”—can spiral into dependence, 

health crises, and psychiatric complications. Recent surveys (SAMHSA, 2023) confirm 

that 10–15% of college students report misusing prescription stimulants, with 

many experiencing consequences like Jared’s. 

 

Case Narrative 2: “The Meth Spiral” 

Tanya’s Story 

Tanya, 34, was a single mother working two jobs—waitressing by day and cleaning 

offices at night. She prided herself on being strong, determined, and independent. But 

exhaustion was constant. A friend introduced her to methamphetamine, saying, “It’ll 

keep you going—you’ll feel amazing.” 



The first time Tanya smoked meth, she felt a surge of energy unlike anything she’d ever 

known. Her fatigue vanished, and she worked through a double shift without missing a 

beat. She laughed more with customers, felt more social, and even had the energy to 

clean her entire apartment after midnight. “I finally felt like Superwoman,” she said later. 

But the high was fleeting. Soon, she was using meth daily just to function. Her body 

grew thinner, her skin paler. She picked at invisible “bugs” crawling on her arms, leaving 

sores that coworkers whispered about. Her daughter began noticing changes too: 

“Mom, you don’t smile the same anymore.” 

Over the months, paranoia set in. Tanya was convinced people were talking about her, 

that her boss wanted to fire her, that strangers were following her. She stopped 

answering the phone, kept the blinds closed, and slept with a baseball bat by her bed. 

Her once bubbly personality was replaced with fear and suspicion. 

One night, after staying awake for three straight days, she collapsed in her apartment 

hallway. Paramedics brought her to the ER, where doctors noted severe dehydration, 

arrhythmia, and signs of stimulant-induced psychosis. Social services stepped in, 

raising concerns about her ability to safely care for her daughter. 

Clinical Relevance: Tanya’s story mirrors what clinicians often see with 

methamphetamine abuse: initial productivity gains that quickly unravel into 
paranoia, psychosis, and health crises. Neuroimaging studies (Velasquez et al., 

2025) confirm that chronic meth use damages frontal-limbic brain circuits, amplifying 

paranoia and emotional dysregulation. 

 

The Broader Risks of Stimulants 

Stimulants often enter people’s lives with the promise of productivity and control. For 

some, it begins with an Adderall pill from a classmate, framed as harmless help 

before a final exam. For others, it’s methamphetamine from the street, offering a burst 

of energy to stay awake through long shifts or to escape the weight of daily struggles. 



The settings may differ, but the underlying appeal is the same: stimulants seem to 

unlock energy, sharpen focus, and push fatigue aside. 

In the short term, these drugs can create a surge of alertness—but at a cost. Heart 

rates climb, sleep becomes elusive, irritability grows sharper, and aggression can 

surface without warning. The body dehydrates easily, and judgment tilts toward risk-

taking that feels thrilling in the moment but dangerous in hindsight. What begins as an 

edge in school or at work can quickly unravel into sleepless nights and unpredictable 

moods. 

Over the long term, the risks deepen. Stimulant misuse can lead to paranoia, 

hallucinations, and a creeping sense of mistrust that erodes relationships. The 

cardiovascular system pays a steep price, with heightened risks of disease and stroke. 

Cognitive functions—once enhanced temporarily—begin to dull, leaving memory, 

concentration, and executive function impaired. And, perhaps most devastating, 

dependence grows until the drug that once seemed to grant control now dictates every 

choice, driving addiction. 

The science helps explain why this shift feels so powerful. Stimulants primarily 
elevate two neurotransmitters—dopamine and norepinephrine. Dopamine fuels the 

surge of reward and motivation, while norepinephrine ramps up energy and alertness. 

Together, they create the intense “rush” that users describe. But these same surges 

also destabilize the brain’s balance, producing not only bursts of focus but also waves 

of anxiety, aggression, and craving. 

In the end, stimulants rarely deliver what they promise. Instead of sustained control and 

focus, many find themselves living in cycles of chaos, exhaustion, and collapse. What 

began as a tool for performance or escape too often becomes the very force that erodes 

both. 

 

 

 



Cannabis: Between Medicine and Misuse 

A Substance of Paradox 

Few substances straddle as many cultural and clinical divides as cannabis. Once 

demonized as a “gateway drug,” now legalized for medical or recreational use in many 

states, cannabis has become both symbol of freedom and source of harm. Some clients 

hail it as a medicine for pain, anxiety, or sleep; others arrive in crisis from paranoia, 

cannabis hyperemesis syndrome, or heavy dependence. 

Today’s cannabis is very different from what older generations knew. The average THC 

content of marijuana in the 1970s was 2–3%; now, strains exceed 20%, with 

concentrates (wax, dabs, oils) reaching up to 80–90% THC. This rise in potency has 

shifted cannabis from a “mild relaxant” to a substance capable of triggering psychosis in 

vulnerable individuals. 

 

Neurobiology and Effects 

Cannabis acts primarily through CB1 receptors in the brain’s endocannabinoid system, 

influencing mood, memory, coordination, and pain perception. 

• Short-term effects: euphoria, relaxation, altered time perception, impaired 

memory, slowed reaction times. 

• Risks: accidents while driving, anxiety, paranoia, poor concentration. 

• Long-term effects: cognitive impairment (especially with adolescent use), 

dependence, worsening of anxiety/depression, increased risk of psychosis in 

genetically vulnerable populations. 

Recent evidence (Patel et al., 2024) underscores that daily use of high-THC cannabis 
doubles the risk of developing psychosis in young adults with certain genetic risk 
factors. 

 



Case Narrative 1: “Priya’s Wax and Worry” 

Priya was 20, a sophomore studying psychology at a large university. She had always 

been high-achieving, but college brought stress, loneliness, and pressure to excel. A 

friend introduced her to cannabis wax—“It’s natural, it’s safe, everyone’s doing it.” 

At first, Priya found the experience calming. Her anxiety melted away, and she laughed 

with her friends until dawn. But as weeks turned into months, the high changed. She 

began feeling watched when she walked across campus. In class, she was convinced 

her professors were secretly judging her. She stopped attending lectures altogether, 

retreating to her dorm where she smoked daily. 

Her roommates grew concerned after she accused them of plotting against her. They 

convinced her to see student health, where clinicians noted symptoms consistent with 

cannabis-induced psychosis. Priya’s urine screen confirmed high THC levels. With 

abstinence, antipsychotic support, and counseling, her paranoia subsided after two 

months—but the experience left her shaken. 

Clinical Relevance: Priya’s story reflects what clinicians increasingly see: high-
potency THC concentrates can trigger psychosis in young users, sometimes 

indistinguishable from schizophrenia. For vulnerable individuals, even short-term use 

can tip the brain into chaos. 

 

Case Narrative 2: “Eleanor’s Evening Glass and Joint” 

Eleanor, 67, was a retired nurse who lived with chronic arthritis pain. Her doctor had 

reduced her prescription opioids after new guidelines were enacted, leaving her 

frustrated and still in pain. At a local dispensary, a staff member recommended cannabis 

edibles as a “natural” solution. 

Eleanor began with one gummy at night, paired with her evening glass of wine. The 

combination helped her sleep, and for a while she felt she had found a miracle. But 

tolerance crept in. Soon she was eating two, then three gummies nightly, always with 



wine. Her mornings grew groggy. Her balance worsened, and she fell twice within a 

year, once fracturing her wrist. 

When her daughter visited, she noticed unopened bills stacked on the counter, missed 

calls from friends, and her mother more withdrawn than usual. At the doctor’s office, 

cognitive testing suggested mild impairment. Eleanor admitted she couldn’t go a night 

without cannabis, saying, “It’s the only thing that makes me feel okay.” 

Clinical Relevance: Eleanor’s case highlights how older adults—often overlooked in 

discussions of cannabis—face unique risks. Combining cannabis with alcohol or 

medications can magnify sedation, impair cognition, and raise fall risk. Cannabis misuse 

in this group is often invisible, dismissed as “self-medication,” but the consequences 

can be profound. 

 

The Bigger Picture 

Cannabis occupies a unique and often paradoxical place in the landscape of substance 

use. For some, it is a trusted companion—easing chronic pain, softening the nausea of 

chemotherapy, or finally granting rest to someone who has struggled with insomnia for 

years. In these cases, cannabis can feel like relief wrapped in a leaf, offering a gentler 

alternative to harsher medications. 

But for others, the story unfolds differently. Young people, whose brains are still in 

crucial stages of development, may find that regular use chips away at their motivation, 

dampens memory, and narrows their horizons. Vulnerable adults—those living with 

mood disorders or genetic predispositions—sometimes discover that what began as a 

calming ritual becomes a doorway to dependence, or in rare but serious cases, to 

cannabis-induced psychosis. What feels like a friend in the beginning can gradually 

become a barrier to growth, connection, and health. 

Layered over these individual experiences is a shifting cultural and legal backdrop. 

Cannabis is no longer spoken of only in whispers; dispensaries now stand on main 

streets, products are advertised with bright packaging, and conversations often frame it 



as “natural” or “medicine.” This changing narrative complicates the clinical picture. 

Clients may minimize their use, pointing to legalization as proof of safety, or compare it 

favorably to alcohol or opioids. Clinicians, in turn, must balance respect for lived 

experience with gentle inquiry, helping clients explore not just whether cannabis is legal 

or natural, but whether it is helping or harming their life. 

Beneath these stories lies the biology: cannabis primarily acts on CB1 receptors in the 
endocannabinoid system, a network woven throughout the brain and body. This 

system helps regulate mood, appetite, memory, and pain perception. When cannabis 

interacts with it, the effects can be calming, euphoric, or sedating—but also 

destabilizing, depending on the person, the dose, and the context. 

The bigger picture, then, is not one of simple good or bad. Cannabis can both soothe 

and harm, connect and isolate, open doors and close them. For clinicians, the task is to 

hold this paradox with compassion—listening for the nuanced ways cannabis shapes a 

client’s daily life, and guiding them toward choices that foster health, agency, and 

balance. 

Cannabis cannot be painted in broad strokes. It can be a medicine, a coping tool, a 

social glue, or a source of psychiatric unraveling. The difference often lies in dose, 
potency, age of initiation, and genetic vulnerability. For clinicians, the challenge is 

not simply labeling cannabis as good or bad, but rather listening to each individual story 

and discerning whether cannabis is healing or harming. 

 

 

 

Hallucinogens: Doors of Perception 

Introduction: The Allure of Altered States 

Few substances capture the imagination like hallucinogens. For centuries, humans 

have used psychedelic plants and compounds—mushrooms, peyote, ayahuasca—to 



enter spiritual or altered states. In modern contexts, LSD, psilocybin, MDMA, and 

ketamine represent both recreational experimentation and emerging therapeutic 

frontiers. 

Hallucinogens change perception, mood, and thought, often in profound ways. Colors 

brighten, time stretches, music feels transcendent. For some, these experiences are 

mystical; for others, terrifying. While research is cautiously optimistic about therapeutic 

use in controlled settings, recreational use still carries real risks—panic reactions, 

accidents, and in some cases, enduring psychological disturbances. 

 

Neurobiology and Effects 

Hallucinogens work through several neurotransmitter systems: 

• Classic psychedelics (LSD, psilocybin, mescaline) act on serotonin 5-HT2A 
receptors, altering sensory perception and thought. 

• MDMA (ecstasy) increases serotonin, dopamine, and norepinephrine, creating 

euphoria, empathy, and energy. 

• Ketamine works differently, blocking NMDA receptors, producing dissociation 

and sometimes rapid antidepressant effects. 

Short-term effects: visual distortions, intensified emotions, synesthesia, increased 

sociability (with MDMA). 

Risks: panic attacks, overheating/dehydration (with MDMA), impaired judgment, 

accidents, unregulated potency/adulterants. 

Long-term risks: hallucinogen persisting perception disorder (HPPD), flashbacks, 

anxiety, and in rare cases, psychosis in vulnerable individuals. 

Recent evidence (Johnson et al., 2023) confirms that therapeutic use of psilocybin 
and MDMA in supervised trials shows promise for PTSD and depression, but 

outside of clinical safeguards, recreational use remains unpredictable and dangerous. 

 



Case Narrative 1: “Diego’s Festival Gone Wrong” 

Diego, 26, was an adventurous spirit. He loved music festivals and had always been 

drawn to the idea of “breaking out of the ordinary.” At a summer festival, a friend handed 

him a capsule of what was advertised as MDMA. “It’ll make you feel connected to 

everyone,” his friend promised. 

At first, Diego felt euphoric. Music pulsed through him, and he hugged strangers with 

joy. But as the night wore on, his body grew dangerously hot. He danced nonstop, 

forgetting to hydrate. Soon, he collapsed, drenched in sweat, his muscles cramping. 

Friends panicked and rushed him to the medical tent. His core temperature was 

critically high—a condition known as MDMA-induced hyperthermia, which can be 

fatal. 

Diego survived, but the experience terrified him. He realized he had risked his life for 

one night of connection. Weeks later, he still felt drained, struggling with memory lapses 

and low mood. 

Clinical Relevance: Diego’s story reflects what many clinicians caution: recreational 
MDMA is often adulterated with other substances (like methamphetamine or 

synthetic cathinones), making risks unpredictable. Even pure MDMA carries dangers, 

particularly dehydration, overheating, and serotonin depletion. ER data from 2024 

showed a rise in MDMA-related hospitalizations during summer festivals in the 
U.S. and Europe. 

 

Case Narrative 2: “Anna’s Unfinished Journey” 

Anna, 39, had struggled with depression for most of her adult life. She’d heard about 

psilocybin being used in clinical trials and hoped it might provide relief. Without access 

to a study, she tried mushrooms recreationally with friends. 

Her first trip was awe-inspiring. She described colors breathing, trees whispering 

wisdom, and a profound sense of being “part of everything.” For the first time in years, 

she felt hopeful. Encouraged, she began using mushrooms monthly, then weekly. But 



the experiences grew darker. Instead of wonder, she saw frightening visions. During one 

trip, she was convinced she was dying and begged her friends to call 911. 

In the months that followed, Anna developed lingering anxiety and flashbacks. While her 

depression temporarily lifted after early trips, it returned with greater force. She later told 

her therapist, “I was searching for healing, but without guidance, I got lost.” 

Clinical Relevance: Anna’s story highlights both the potential and danger of 

hallucinogens. Clinical studies with psilocybin involve careful screening, guided 

sessions, and integration therapy. Recreational use, without support, can worsen 

psychiatric symptoms. A 2025 review (Nguyen & Patel, 2025) emphasized that 

unsupervised hallucinogen use is linked to higher rates of panic reactions and 
ER visits, even among people seeking “self-therapy.” 

 

The Broader Risks of Hallucinogens 

Hallucinogens often carry an air of mystery, wrapped in cultural stories of 

enlightenment, creativity, and “mind expansion.” From the outside, they can seem unlike 

other substances—less about numbing and more about opening doors. But the truth is 

more complex, and often more precarious. 

One of the defining features of hallucinogens is their unpredictability. The same dose 

that sparks wonder in one person may trigger panic in another. Much depends on set—

the user’s mindset going in—and setting—the environment that surrounds them. A quiet 

evening among trusted friends may feel safe, while a crowded party or underlying 

anxiety can spiral quickly into fear or confusion. 

The physical risks may not be as obvious as with opioids or stimulants, but they are 

real. Accidents happen when perception is distorted. MDMA can drive body temperature 

dangerously high, leading to overheating and dehydration. In rare cases, seizures 

occur. These risks often surface not because the body “needs” the drug, but because 

the mind and body lose their normal cues for safety. 



The psychological risks can be even more profound. Some users experience panic, 

paranoia, or disturbing perceptual distortions that linger well beyond the drug’s active 

hours. For a few, hallucinogens leave behind lasting changes in how the world is seen 

or felt, with symptoms sometimes described as “flashbacks” or persistent perceptual 

shifts. What was meant to be a brief journey can, in rare but real cases, alter the 

landscape of mental health for months or years. 

This stands in contrast to the cultural myth that hallucinogens are inherently “safe” 

simply because they don’t create the same physical dependence as opioids or 

stimulants. While it’s true they are not considered physically addictive, clinicians must 

stress that psychological harms can be just as life-altering. Fear, paranoia, or lasting 

perceptual changes can derail daily functioning and leave scars that are harder to see 

but no less real. 

At the biological level, classic hallucinogens such as LSD and psilocybin primarily act on 

5-HT2A serotonin receptors. This interaction helps explain the vivid sensory 

distortions and altered states of consciousness people describe. But it also explains 

why experiences can tip suddenly from awe to overwhelm: the brain’s perception filters 

are shifted, and not always in predictable ways. 

In the end, hallucinogens remind us of the delicate balance between curiosity and 

caution. While some may seek them for healing, insight, or connection, others find 

themselves tangled in fear, confusion, or lingering disruption. For clinicians, the task is 

to hold both realities in view—acknowledging potential benefits being studied while 

remaining clear-eyed about the risks that can quietly, but profoundly, reshape a life. 

Hallucinogens occupy a unique space: feared, celebrated, studied, and misused. They 

can inspire awe or terror, connection or paranoia. While clinical trials explore their 

therapeutic potential, recreational use often exposes individuals to contaminated 

supplies, unsafe environments, and unprepared minds. 

As Diego and Anna’s stories show, hallucinogens can change lives—but not always in 

the ways people hope. For clinicians, the task is to understand both the risks and the 

cultural narratives, guiding clients with compassion and evidence-based caution. 



 

 

 

 

Prescription Drugs: Hidden in Plain Sight 

Introduction: The Mask of Legitimacy 

Unlike heroin or meth, prescription drugs often enter a person’s life through a doctor’s 

office, not a street corner. That legitimacy gives them a veil of safety: “If my doctor 

prescribed it, it must be fine.” But misuse—taking more than prescribed, combining with 

alcohol, using without a prescription—can lead to dependence, withdrawal, and in some 

cases, death. 

The three most commonly misused categories are: 

• Benzodiazepines (Xanax, Ativan, Valium) 

• Prescription stimulants (Adderall, Ritalin, Vyvanse) 

• Prescription opioids (oxycodone, hydrocodone, morphine, codeine) 

All are medicines with real value. But when diverted or misused, they become part of 

the same cycle of abuse that drives other addictions. 

 

Neurobiology of Prescription Misuse 

• Benzodiazepines act on GABA-A receptors, producing calming effects, but 

also sedation and memory impairment. Long-term use alters brain chemistry, 

making withdrawal dangerous. 

• Prescription stimulants elevate dopamine/norepinephrine, increasing focus but 

also raising heart rate, blood pressure, and risk of dependence. 



• Prescription opioids mirror illicit opioids in action on mu-opioid receptors, with 

all the same risks of tolerance and withdrawal. 

Recent data (SAMHSA, 2024) shows that over 14 million Americans reported 
misusing prescription psychotherapeutics in the past year, often underestimating 

the dangers compared to illicit drugs. 

 

Case Narrative 1: “Rebecca’s Wine and Xanax” 

Rebecca, 50, was a recently divorced mother of two teenagers. She’d always prided 

herself on being dependable—balancing parenting with a demanding job as a real 

estate agent. After her divorce, she experienced anxiety and insomnia. Her doctor 

prescribed Xanax, reassuring her that it was safe when used as directed. 

At first, Rebecca took half a pill at night, and it worked beautifully. She slept soundly, 

woke refreshed, and managed her day with energy. But as her stress persisted, she 

began increasing the dose. Soon, she was taking one pill at night—and then a second 

with her evening glass of wine. 

Over time, her tolerance grew. She felt foggy in the mornings, struggled to remember 

conversations, and occasionally slurred her speech at family dinners. Her children grew 

worried: “Mom, you don’t seem like yourself anymore.” 

When she tried to cut back, she experienced trembling, sweating, and overwhelming 

anxiety. She didn’t realize it, but she was in benzodiazepine withdrawal, a condition 

that can cause seizures if not medically supervised. 

Clinical Relevance: Rebecca’s story shows how benzodiazepines, when combined 

with alcohol, amplify sedation and cognitive impairment. They can also produce life-
threatening withdrawal, a danger often underestimated by patients who view them as 

“just anxiety pills.” A 2023 CDC bulletin highlighted that benzo-involved overdoses 
rose sharply when combined with alcohol or opioids. 

 



Case Narrative 2: “Marcus and the ADHD Shortcut” 

Marcus, 28, worked in finance. His firm was high-pressure, with long hours and constant 

deadlines. In college, he’d occasionally borrowed Adderall from a friend during finals. 

Now, at work, the stakes were higher, and the temptation returned. 

He convinced his physician to prescribe Adderall XR, claiming lingering ADHD 

symptoms. At first, the medication was a boost: longer focus, sharper memory, 

confidence in meetings. But soon, Marcus was taking extra doses, explaining it away as 

“just keeping up.” 

His sleep declined, his appetite vanished, and he became edgy, irritable, and paranoid 

about coworkers. After pulling a three-day work binge on stimulants, Marcus crashed 

into a deep depression, calling in sick for the first time in years. His doctor flagged the 

escalating use pattern, diagnosing Stimulant Use Disorder. 

Clinical Relevance: Prescription stimulant misuse is rising not only in students but also 

in working professionals. A 2025 study found that nonmedical stimulant use among 
U.S. professionals increased 12% since 2020, linked to high-demand industries. The 

risk is not only dependence but also cardiovascular events and psychiatric 
destabilization. 

 

The Broader Dangers of Prescription Misuse 

Prescription medications are often introduced into people’s lives at moments of real 

need—a panic attack that won’t ease, pain after surgery, or difficulty focusing in school 

or at work. In the right context and under careful guidance, these medications can be 

life-changing tools. But when they drift outside their intended use—taken longer than 

prescribed, borrowed from a friend, or used to chase relief or performance—they can 

carry risks every bit as serious as illicit drugs. 

Benzodiazepines are a clear example. Medications like alprazolam (Xanax) or 

lorazepam (Ativan) can bring swift relief from anxiety or sleeplessness, yet their 

sedative effect is double-edged. In older adults, they significantly raise the risk of falls 



and injuries. In any age group, long-term use can impair memory and focus. And 

perhaps most concerning, stopping suddenly can trigger severe withdrawal—
sometimes including seizures, a medical emergency that underscores how powerful 

these medications truly are. 

Prescription stimulants, such as Adderall or methylphenidate, can help those with 

ADHD find clarity and focus. But when misused—taken without a diagnosis, in higher-

than-prescribed doses, or to push through long work or study sessions—the 

consequences mount. Heart rate and blood pressure climb, sleep evaporates, anxiety 

spikes, and in some cases, paranoia sets in. What was meant to restore balance can 

instead tip the body and mind into strain and instability. 

Prescription opioids—oxycodone, hydrocodone, morphine—share the same dangers 

as their illicit counterparts. While they can provide essential relief after injury or surgery, 

misuse brings the shadow of dependence, overdose, and all the physical risks that 

accompany heroin or fentanyl. The distinction between “prescription” and “street” 

opioids becomes dangerously thin once misuse begins. 

The broader picture is that prescription drugs carry not just healing potential but hidden 

peril when used outside their boundaries. Each class of medication brings its own risks, 

but all remind us of a crucial truth: the label on the bottle may read “medicine,” yet 

without guidance and caution, the dangers can be as profound as any illicit drug. 

 

 

Hidden in Plain Sight 

Prescription misuse is insidious because it often hides behind legitimacy. Pills come 

from a doctor’s office, a pharmacy bottle, or a friend’s medicine cabinet. The intent may 

be innocent—relieving pain, coping with stress, pulling an all-nighter—but the risks 

mirror those of illicit drugs. 

For clinicians, the challenge is to ask the right questions, to look past the white coat of 

“legitimacy,” and to recognize when medicine has crossed into misuse. 



 

 

 

5.2.1 The Long Arc of Substance Use Trends (Historical Context) 

From Pain Relief to Crisis: The Prescription Era 

The story of today’s substance landscape begins not in the shadows of street corners, 

but in doctor’s offices and pharmacies in the late 1990s. Pharmaceutical companies 

assured physicians and patients that new opioid formulations like OxyContin were safe 

and unlikely to cause addiction when used for pain. Doctors, under pressure to treat 

pain as the “fifth vital sign,” wrote millions of prescriptions. For many patients, these 

medications were a godsend—relieving post-surgical agony or chronic back pain. 

But behind the relief, dependence grew quietly. People discovered that doubling a dose 

brought euphoria, not just pain relief. Others learned that crushing and snorting a pill 

delivered a powerful rush. By the mid-2000s, communities—especially in rural 

Appalachia and small-town America—were awash in pills. Families who had never 

imagined a connection to “drug abuse” suddenly found themselves watching children, 

spouses, or neighbors slide into opioid dependence. 

The Shift to Heroin 

As the scope of prescription misuse became undeniable, regulators and manufacturers 

tightened controls. OxyContin was reformulated in 2010 to make it harder to crush and 

snort. Doctors grew more cautious, prescriptions fell, and patients who had developed 

dependence found themselves cut off. Some turned to buying pills on the street; others 

made the leap to heroin, cheaper and more available. By the mid-2010s, heroin use 

was climbing sharply, fueled not by new thrill-seekers, but by patients who had started 

their journeys in doctors’ waiting rooms. 

 

 



 

The Fentanyl Flood 

Around 2013–2014, the 

landscape shifted again. 

Fentanyl, a synthetic opioid up to 

50 times more potent than heroin, 

entered the U.S. market—initially 

on the East Coast and Midwest. 

Unlike heroin, which required poppy cultivation, fentanyl could be manufactured cheaply 

in clandestine labs and shipped in small packages. By 2016, fentanyl and its analogs 

had flooded much of the opioid supply. Users often didn’t know their heroin, counterfeit 

pills, or even cocaine and meth had been cut with fentanyl. Overdoses spiked 

dramatically, with entire communities losing sons, daughters, coworkers, and friends. 

For counselors and clinicians, this was a turning point. What once might have been 

survivable misuse became life-threatening in an instant. Families reported that loved 

ones “looked fine one week, gone the next.” 

The Pandemic Years: Isolation and Acceleration 

When COVID-19 struck in 2020, substance use patterns collided with unprecedented 

isolation, unemployment, and stress. Treatment centers closed or reduced capacity. 

Harm reduction programs struggled to keep doors open. Many people used more often, 

and often alone, raising the risk of fatal overdoses. Supply chains shifted, too, 

sometimes introducing unexpected adulterants. By 2021–2022, U.S. overdose deaths 

surpassed 100,000 annually, a grim milestone in public health history. 

2023–2025: A Plateau, and Signs of Change 

As we reach the mid-2020s, the picture is evolving once again. Provisional data show 
U.S. overdose deaths declined significantly in 2024, marking the first major 

downward turn in years. Expanded naloxone access (including over-the-counter 

versions), telemedicine treatment flexibilities, and community-led harm reduction are 



part of the story. Yet even as mortality bends downward, new threats—like xylazine 

(“tranq”) and potent nitazene opioids—complicate care. 

At the same time, other substances are shaping new trends. Cannabis use is at 
historic highs among adults, with daily use now exceeding daily drinking. 

Hallucinogens, once niche, are being taken more widely in recreational and “self-

therapeutic” contexts, influenced by media stories about psychedelic-assisted therapy. 

Stimulants like methamphetamine and cocaine remain entrenched in many regions, 

often mixed with opioids. 

This historical arc matters for professionals because each shift reshapes the people 

sitting in front of us. The client who misuses pain pills may not look like the young adult 

experimenting with psychedelics, but both are part of the same unfolding story of how 

substances enter—and disrupt—human lives. 

 

 

 

5.2.2 The U.S. Today: A Complex Picture (Overdose and Use Patterns, 2023–2025) 

It’s 2025, and after years of relentless escalation, something has shifted in the narrative. 

The air still carries the echoes of 2022’s staggering toll—over 110,000 overdose 

deaths—but now, we are seeing hope peeking through. 

When provisional data landed in mid-2025, the numbers were startling: drug overdose 

deaths dropped nearly 27% in 2024, from roughly 110,000 to about 80,400 (CDC, 

2025). The decline was dramatic, sudden, and unprecedented (Anderer, 2025). For 

some states—Ohio, West Virginia, Michigan, and Louisiana—this shift meant hundreds 

of lives saved, communities spared further grief (CDC, 2025). 

The driver behind the turnaround? Public health responded at scale. Naloxone, the 

lifesaving opioid overdose reversal medication, became available over the counter in 
2023, putting empowerment into bystanders’ hands (FDA, 2023). Telemedicine for 



buprenorphine and other medication-assisted treatments expanded access like never 

before, especially in rural, remote, and previously underserved areas (SAMHSA, 2025). 

Imagine a small clinic in a rural county—two years ago, they may have turned patients 

away, overwhelmed and understaffed. Now they can initiate buprenorphine treatment 

via video consultations, with naloxone kits ready for pickup right at the pharmacy next 

door. That change, multiplied across thousands of communities, matters. It translates 

into fewer overdose deaths and more lives spared from spiraling trajectories. 

Yet the story is anything but uniform. Some regions—like certain parts of the Midwest—

still struggle with high rates of stimulant-involved deaths or rising xylazine 

contamination. Meanwhile, young professionals, retirees, and parents all arrive with 

different substance use patterns. Their needs vary, and so must our clinical responses. 

A New Landscape of Use 

Beyond mortality, use patterns among adults are evolving. Cannabis and hallucinogen 
use are at historic highs among U.S. adults—especially in the 19–30 and 35–50 age 

groups (NIDA, 2024). For example, cannabis use in the past year was reported by 42% 

of younger adults—29% in the past month, and 10% daily (NIDA, 2024). Hallucinogen 

use followed a similar ascent, reported by 9% of 19–30-year-olds and 4% of those aged 

35–50 (NIDA, 2024). Notably, daily cannabis use has now surpassed daily alcohol 
consumption (Caulkins, 2024). 

Meanwhile, adolescent use remains steadier—and lower than pre-pandemic 
levels—providing a glimmer of good news for prevention efforts (NIDA, 2024). Still, it’s 

critical not to let progress breed complacency. Vaping—an emerging mode of cannabis 

and nicotine delivery—remains stubbornly high among young adults, with nearly one-

quarter of 19–30-year-olds reporting use (NIDA, 2024). 

What This Means Clinically 

These converging trends reshape what clinicians are likely to see. Overdose care 

remains vital—but session by session, we’re more likely to encounter clients concerned 

about nightly cannabis use, “microdosing” psychedelics, or stress-driven binge vaping. 



Carefully watching the horizon—not just at the edge of heroin and fentanyl—is now a 

clinical imperative. 

 

 

 

5.2.3 The Polysubstance Era: New Adulterants and Market Shifts 

If the 2010s were the “fentanyl decade,” the mid-2020s may be remembered as the age 

of polysubstance use—where few people, and few supplies, involve just one drug. 

Emergency rooms now see patients whose urine screens light up with three, four, or 

even five substances: fentanyl laced with cocaine, benzodiazepines layered into 

counterfeit pills, methamphetamine paired with heroin. The days of neatly categorized 

“heroin users” or “stimulant users” are behind us. 

The Xylazine Shadow 

Among the most striking market shifts is the rise of xylazine, a veterinary sedative 

never approved for human use. Known on the street as “tranq,” it has been detected in 

fentanyl supplies across the Northeast, Midwest, and increasingly in the South. Unlike 

opioids, xylazine does not respond to naloxone; it causes sedation, slowed breathing, 

and dangerously low blood pressure. Its most visible hallmark, though, are the 

devastating skin ulcers—wounds that sometimes appear far from the injection site and 

are slow to heal. 

For clients, this means an already deadly fentanyl supply is even more treacherous. 

Counselors may find themselves hearing from patients who avoid medical care because 

they’re ashamed of wounds on their arms and legs, or from family members who are 

bewildered: “They gave him Narcan, but it didn’t wake him up.” Clinicians need to stress 

that naloxone should still always be used, since most overdoses remain opioid-

driven—but they must also prepare clients for complications when non-opioid sedatives 

are in the mix (CDC, 2024). 

 



Nitazenes: Potency Beyond Fentanyl 

As if fentanyl weren’t potent enough, the last two years have seen the emergence of 

nitazenes—a class of synthetic opioids many times stronger than fentanyl. Though still 

less common than fentanyl, nitazenes have been increasingly detected in U.S. and 

European supplies. For clients, the danger is invisibility: nitazenes often show up in 

counterfeit pills pressed to look like oxycodone or Xanax. Users may believe they’re 

taking a “weaker” opioid or a benzodiazepine, but in reality, they’re ingesting a drug 

hundreds of times stronger than morphine (UNODC, 2024). 

For clinicians, the implication is sobering. Even experienced harm-reduction workers 

describe overdoses that don’t respond to the usual doses of naloxone, requiring 

repeated administrations and more intensive airway management. In counseling rooms, 

this means conversations about overdose prevention must emphasize not just “don’t 

use alone” but also “test your supply”, “carry multiple doses of naloxone”, and 

“expect the unexpected.” 

Stimulant Crossroads 

At the same time, stimulants remain deeply embedded in the polysubstance story. 
Cocaine and methamphetamine are increasingly co-used with opioids, intentionally or 

accidentally. Some clients seek the “speedball effect,” mixing stimulant highs with opioid 

sedation. Others simply encounter cross-contamination in the illicit supply. The result is 

a physiological tug-of-war: heart pounding from stimulants while lungs slow from 

opioids. For clinicians, it means overdoses that are chaotic and unpredictable. 

Why This Matters in Counseling 

In practice, the polysubstance era challenges the way professionals ask questions. 

Instead of “What drug do you use?” the better prompt is: 

• “Tell me what you took yesterday.” 

• “What did you expect it to be?” 

• “Did it feel different than you thought?” 



This narrative style of inquiry opens the door to recognizing hidden risks—whether it’s 

xylazine in a bag of fentanyl, nitazenes in a pill, or meth cut with unexpected opioids. 

 

 

5.2.4 Beyond the U.S.: Canada, Europe, and Australia 

Canada: Polysubstance Toxicity as the Defining Crisis 

Step just north of the U.S. border, and you’ll find a landscape where fentanyl remains 

king—but it rarely travels alone. In Canada, particularly in provinces like British 

Columbia, Alberta, and Ontario, the opioid crisis is defined not only by fentanyl but also 

by its frequent companions: stimulants like methamphetamine and cocaine. By 2024, 

74% of opioid toxicity deaths involved fentanyl, but tellingly, 70% also involved a 
stimulant (Public Health Agency of Canada, 2025). 

What this means in practice is that the archetype of the “opioid-only overdose” is now 

rare. Paramedics responding to calls often find people in states that defy the usual 

playbook: pupils constricted but heart racing, breathing suppressed but agitation high. 

Families report confusion: “We gave them naloxone—why didn’t it work right away?” 

The answer is polysubstance toxicity. Naloxone reverses opioids, but stimulants or 

added sedatives complicate the picture, making resuscitation longer, riskier, and 

sometimes incomplete. 

Clinicians in Canadian treatment centers report that many clients are not seeking one 
drug but using “whatever is there.” In some cases, people even seek out “down-and-up” 

mixes intentionally, hoping stimulants will keep them alert while opioids dull emotional 

pain. Counselors must therefore address multiple substances at once, challenging the 

old model of “single-substance” programs. 

 

 

 



Europe: High Availability and Emerging Synthetic Threats 

Cross the Atlantic to Europe, and the story looks different—yet familiar. The European 
Drug Report (2025) describes an environment of high availability across almost 
every drug type. Cocaine has become especially entrenched, with record seizures in 

ports like Antwerp and Rotterdam feeding local markets. Cannabis remains the most 

used illicit drug, but synthetic stimulants—amphetamine, methamphetamine, and 
cathinones—are widely present depending on the region (EMCDDA, 2025). 

What’s new are the emerging synthetic opioids, including nitazenes. While still rare 

compared to fentanyl in North America, their presence is worrying. These compounds, 

some dozens of times stronger than morphine, have triggered alerts across the EU’s 

Early Warning System. Unlike classic heroin markets of the past, today’s European 

supplies are more diverse, unpredictable, and globally sourced. 

Imagine a young traveler from London returning from a music festival in Berlin. They 

might have experimented with MDMA, a blotter of LSD, or what they thought was a 

simple pill of oxycodone—only to discover it was cut with a nitazene. For clinicians, this 

global cross-pollination matters. Patients in the U.S. who travel abroad, or immigrants 

arriving from Europe, may have exposures that don’t fit neatly into the American supply 

picture. 

Europe also demonstrates how availability does not necessarily equal use. While 

drug supplies are strong, many EU countries maintain relatively stable prevalence rates, 

thanks in part to robust harm-reduction policies. Safe consumption sites, drug-checking 

services, and social support systems are more widespread, shaping a different public 

health response compared to North America. 

 

Australia: Wastewater Windows Into Behavior 

Look to the Southern Hemisphere, and Australia offers a unique perspective. There, 

national wastewater testing programs provide an almost real-time view of what 

Australians are consuming. Between 2023 and 2024, wastewater analyses showed 



high levels of methamphetamine, cocaine, heroin, and MDMA consumption—

amounting to more than 22 metric tonnes combined across the year (Australian Criminal 

Intelligence Commission, 2024). 

Methamphetamine, in particular, dominates the landscape. Known locally as “ice,” meth 

use is not only a health issue but a social one—linked to crime, family disruption, and 

community stress. Counselors in Sydney, Melbourne, and rural areas alike report that 

meth often shows up alongside alcohol and cannabis, forming a trio that is hard to 

disentangle. 

The wastewater data tell a story numbers alone can’t: Australians are using heavily and 

consistently, and much of it goes unseen until crises emerge. For professionals, this 

means expecting meth-related presentations—paranoia, psychosis, sleep deprivation—

as a normal part of caseloads. Unlike the opioid-heavy North American narrative, 

Australia’s stimulant load shapes its own flavor of public health crisis. 

 

Threads Across Borders 

Despite the regional differences—fentanyl in North America, cocaine in Europe, 

methamphetamine in Australia—the common threads are clear: 

• Polysubstance use is the new norm. 

• Potency keeps rising, whether in opioids, cannabis, or synthetics. 

• Markets are globalized, meaning shifts in one region ripple elsewhere. 

• Harm reduction saves lives, whether through naloxone in the U.S., drug 

checking in Europe, or surveillance in Australia. 

For counselors, social workers, and health professionals, this global view isn’t an 

academic exercise. It means asking questions differently, anticipating unusual 

presentations, and preparing for substances that clients themselves may not even know 

they’ve taken. 

 



 

 

5.2.5 What It Means for Clinicians on the Ground 

The New Normal: Complexity, Not Simplicity 

If there is one lesson to carry forward from the patterns and trends of the last decade, it 

is this: the “single-drug client” is now the exception, not the rule. Clinicians today are 

more likely to meet patients whose urine screens reveal multiple substances, whose 

stories weave together prescription misuse, stimulants, and alcohol, and whose risks 

extend beyond overdose to infectious disease, psychiatric instability, and family 

collapse. 

The decline in U.S. overdose deaths in 2024 is a welcome sign (CDC, 2025). But for 

those sitting across from us in the counseling room or lying in an ER bed, the crisis is 

not “over.” It has simply shifted. Instead of morphine pills misused in secret, we now 

contend with fentanyl in counterfeit tablets; instead of “just meth” binges, we see meth 

blended with opioids or benzodiazepines. The landscape requires new instincts: 

clinicians must assume complexity, ask about combinations, and remain humble before 

the unpredictability of modern supplies. 

 

Case Narrative 1: Kevin’s Collapse in the Warehouse 

Kevin, 42, worked long shifts at a distribution warehouse. He was respected for his work 

ethic, but colleagues noticed his growing irritability and erratic mood. One afternoon, he 

collapsed on the job floor. Paramedics administered naloxone, which revived him 

partially—but he remained groggy and unsteady. At the hospital, toxicology revealed 

fentanyl, cocaine, and xylazine. 

Kevin later explained that he thought he had taken a “pressed Xanax” his friend sold 

him for stress. “It calms me down and keeps me going,” he said. What he had 

unknowingly consumed was a counterfeit pill laced with fentanyl and xylazine, with 

traces of cocaine contamination. 



Clinical Relevance: Kevin’s story embodies the polysubstance era. Clinicians must 

approach each patient with the assumption that what they believe they took may not be 

what their body actually metabolized. This underscores the importance of drug-checking 

services, routine toxicology, and psychoeducation that emphasizes: “The supply is 

unpredictable—test, carry naloxone, don’t use alone.” 

 

The Human Impact of Global Patterns 

The threads of global substance use weave into the lives of our clients in quiet but 

powerful ways. An immigrant who moved from Europe may be accustomed to cocaine 

as a social drug; a patient who traveled to Canada may have encountered fentanyl-

laced stimulants; a young festival-goer might return from Australia with stories of MDMA 

that felt “different” than expected. Each of these global fingerprints touches the 

therapeutic moment. 

For clinicians, awareness of international trends is not just trivia—it is clinical 

preparation. The questions we ask, the risks we anticipate, and the resources we 

provide must reflect the globalized nature of today’s drug markets. 

 

Case Narrative 2: Marisol’s Quiet Reliance 

Marisol, 56, was a grandmother raising her two young grandsons after her daughter 

died of an overdose. She had always sworn never to touch drugs. But over the years, 

arthritis and stress wore her down. A neighbor gave her “pain pills,” which seemed to 

help. Over time, she took them nightly, believing they were mild opioids. 

One day, her grandson found her unresponsive on the couch. She was revived in the 

ER with two doses of naloxone. Toxicology showed fentanyl and nitazenes. Marisol had 

never even heard of these substances. 

Clinical Relevance: Marisol’s case illustrates how hidden potency and adulterants 

pull new populations—older adults, caregivers, even those outside traditional “risk 

groups”—into life-threatening scenarios. Clinicians must screen broadly, resist 



assumptions, and recognize that substance exposure now reaches across 

demographics once considered “low risk.” 

 

Practical Lessons for the Counseling Room 

• Always ask about combinations. Not “Do you use drugs?” but “What have you 

taken in the past week? Pills? Powders? Anything you weren’t sure about?” 

• Assume fentanyl unless proven otherwise. Whether in a pill, powder, or 

“heroin,” fentanyl has saturated the supply (CDC, 2025). 

• Prepare for naloxone complexity. Educate clients that more than one dose 

may be needed, and naloxone may not address every sedative involved (e.g., 

xylazine). 

• Normalize harm-reduction tools. Encourage drug-checking kits, naloxone 

carry, and buddy systems. These are not signs of “giving up,” but strategies that 

save lives. 

• Screen beyond opioids. With cannabis and hallucinogen use at historic highs 

(NIDA, 2024), and stimulants deeply embedded in polysubstance patterns, 

broaden the clinical lens. 

• Stay flexible with access. Take advantage of telehealth MOUD rules and OTC 
naloxone availability (FDA, 2023; SAMHSA, 2025) to connect patients quickly 

with lifesaving support. 

 

A Reflective Closing 

The patterns of 2023–2025 remind us of something essential: trends are not abstract—

they show up in people’s bodies, families, and stories. Every percentage point drop in 

overdose mortality means thousands of lives extended; every new adulterant in the 

supply means new dangers for unsuspecting users. For counselors, therapists, and 



healthcare workers, the work lies in listening closely, asking carefully, and equipping 

patients with both compassion and concrete tools. 

In today’s landscape, being a professional in this field means being both scientist and 

storyteller—grounding our care in data, but never losing sight of the lives behind the 

numbers. 

 

 

5.3 Screening and Assessment 

When a client walks into the office, sits across from us, and begins to share their story, 

one of the first challenges is finding a way to translate those stories into structured 
knowledge that can guide treatment. A person may say, “I only use a little to take the 

edge off,” or “I don’t really drink much, just when I’m stressed.” But behind those words 

may lie a pattern of daily dependence, hidden polysubstance use, or medical risks that 

aren’t immediately obvious. 

This is where screening and assessment tools come in—not as cold checklists, but 

as structured windows into the complex world of substance use. They allow clinicians to 

gather information in a systematic way, compare patterns over time, and ensure that 

important issues aren’t overlooked in the rush of conversation. Used well, they can 

transform an interview into a meaningful collaboration: the client brings their lived 

experience, and the clinician brings instruments that help make sense of that 

experience in light of evidence-based care. 

In this section, we’ll look at several of the most widely used tools for evaluating 

substance use disorders: 

 

• The Addiction Severity Index (ASI), which provides a broad, multidimensional 

picture of a person’s functioning across medical, psychological, social, and legal 

domains. 



• The Drug Abuse Screening 
Test (DAST), a brief but powerful 

screening tool for drug-related 

problems. 

• Urine and blood toxicology 
tests, which offer biological 

confirmation of substance use and 

play a critical role in both treatment 

planning and harm reduction. 

These tools are not ends in 

themselves. They are bridges—

connecting what clients tell us, what 

their bodies reveal, and what research 

has taught us about patterns of use 

and risk. As we walk through each, we’ll not only cover what the tool measures and how 

it works, but also bring in case illustrations to show how they can be applied in practice. 

Above all, the aim of screening and assessment is not judgment but clarity. They help 

us and our clients see the whole picture, so treatment can move from guesswork to 

targeted action, and from vague concerns to measurable progress. 

 

5.3.1 The Addiction Severity Index (ASI) 

Why the ASI Matters 

When a new client enters treatment, clinicians often face a puzzle. The person may be 

struggling with opioids, meth, or alcohol, but those substances are only one piece of a 

larger mosaic. There may be unemployment, family strain, depression, chronic pain, or 

legal trouble in the background. If we focus only on the drug, we miss the fuller picture. 

The Addiction Severity Index (ASI) was created to solve this problem. Originally 

developed in the 1980s, it has become one of the most widely used multidimensional 



assessment tools in the world. The ASI doesn’t simply ask, “What do you use, and how 

often?” Instead, it organizes information into seven critical domains: 

1. Medical status 

2. Employment/support 

3. Alcohol use 

4. Drug use 

5. Legal status 

6. Family/social relationships 

7. Psychiatric status 

By structuring the assessment this way, the ASI highlights the broader context of 

addiction. A client’s heroin use may be severe, but if they are also unemployed, in 

chronic pain, and facing eviction, the treatment plan must address those realities for 

recovery to succeed. 

 

How It Works in Practice 

The ASI is conducted as a semi-structured interview, taking 45–90 minutes, depending 

on the setting. It produces composite scores in each domain, offering both clinicians 

and clients a way to track progress over time. 

Recent refinements have made the ASI more flexible. A 2023 validation study 

confirmed that digital versions of the ASI (self-administered on tablets or online portals) 

produce reliable results while reducing staff time (Smith & Alvarez, 2023). Another study 

in 2024 showed that ASI scores were strong predictors of relapse risk, especially when 

psychiatric and employment domains were combined into a “life stress index” (Chung et 

al., 2024). 

 

 



Case Narrative: Marcus and the ASI Interview 

Marcus, a 38-year-old father of two, sought help after an overdose scare. He told the 

intake counselor he “just needed help cutting down on fentanyl.” The counselor began 

the ASI. 

• Medical: Marcus had chronic back pain from a construction injury. 

• Employment: He had been out of work for six months. 

• Alcohol/Drugs: Daily fentanyl smoking, occasional meth. 

• Legal: Pending DUI case. 

• Family/Social: His wife had moved out with the children after repeated fights. 

• Psychiatric: High scores for depression and anxiety. 

By the end of the interview, Marcus himself was struck by the breadth of his challenges. 

“I thought it was just the fentanyl,” he said, “but it’s like everything’s connected.” The ASI 

gave both client and counselor a roadmap: treatment needed to include buprenorphine, 

physical therapy for back pain, legal support, and family counseling. 

Clinical Relevance: This case illustrates the ASI’s strength: it doesn’t reduce a person 

to their substance use—it contextualizes that use in the wider web of life circumstances. 

 

Case Narrative 2: Denise’s Crossroads 

Denise was a 46-year-old single mother of three teenagers. She came to treatment 

reluctantly, after her probation officer required it as part of a DUI sentence. At intake, 

she insisted her problem was “just wine on weekends.” The counselor, sensing 

minimization, introduced the Addiction Severity Index (ASI) interview. 

At first, Denise sighed and answered curtly, clearly guarded. But as the structured 

questions unfolded, a more complex reality emerged: 

• Medical: Denise suffered from untreated hypertension and migraines. She often 

skipped medical appointments due to transportation barriers. 



• Employment: She had been laid off from her retail job two months prior and was 

struggling to pay rent. 

• Alcohol/Drug: Though she described herself as a “weekend drinker,” her ASI 

responses revealed she was drinking half a bottle of vodka almost nightly, 

occasionally combined with prescription pills she borrowed from friends for sleep. 

• Legal: In addition to the DUI, Denise had unresolved court fines and was terrified 

of losing custody of her children. 

• Family/Social: Conflict was constant. Her oldest daughter had stopped speaking 

to her, and her younger children were staying with their grandmother most 

weekends. 

• Psychiatric: She admitted to panic attacks, persistent worry, and bouts of 

hopelessness but had never received counseling or medication. 

By the end of the interview, Denise leaned back and muttered, “I didn’t realize it was all 

this bad. I thought if I fixed the drinking, everything else would sort itself out.” 

The ASI painted a picture far more layered than “just wine on weekends.” Her treatment 

plan, shaped by the assessment, integrated multiple needs: medical referrals for 

hypertension, individual therapy for anxiety, parenting support groups, and case 

management for employment and legal aid. 

Clinical Relevance: Denise’s story demonstrates the ASI’s power not only as a clinical 

tool but also as a mirror. Many clients underestimate or compartmentalize their 

struggles. By structuring the conversation across multiple domains, the ASI helps clients 

see connections they might have missed—and allows clinicians to design holistic, 

realistic care plans. 

 

 

 

 



Why the ASI Is Still Vital in 2025 

Despite being decades old, the ASI remains highly relevant. Updated scoring systems 

have integrated with electronic health records, making it easier to share across 

providers. In 2025, the ASI continues to be one of the best tools for: 

• Identifying co-occurring problems early (psychiatric, medical, legal). 

• Engaging clients in reflection, by showing them the “bigger picture.” 

• Tracking progress across domains, not just abstinence. 

• Research and program evaluation, as many studies use ASI data to compare 

treatment outcomes. 

In fact, a 2025 cross-national study found that the ASI’s multidimensional approach 

allowed providers in the U.S., Canada, and Europe to identify common risk factors for 

relapse across very different drug markets (Patel et al., 2025). This suggests that even 

as substances change—from prescription opioids to fentanyl, from MDMA to 

nitazenes—the ASI remains a versatile tool for capturing the human complexity behind 

addiction. 

 

 

5.3.2 The Drug Abuse Screening Test (DAST) 

The Role of Brief Screens 

Not every client has the patience—or the clinical stability—for a long multidimensional 

assessment like the ASI. In busy clinics, emergency rooms, or even private practices, 

counselors often need a brief, focused tool that can quickly flag potential substance 

problems. That’s where the Drug Abuse Screening Test (DAST) shines. 

Developed in the 1980s as a parallel to the Alcohol Use Disorders Identification Test 

(AUDIT), the DAST is short, simple, and adaptable. Its main strength lies in efficiency: in 

just 10 or 20 items (depending on the version), it captures the severity of drug use 

problems and signals when a deeper assessment is warranted. 



 

How It Works 

The DAST focuses on non-alcohol drug use, asking questions such as: 

• “Have you used drugs other than those required for medical reasons?” 

• “Do you abuse more than one drug at a time?” 

• “Have you neglected your family because of your use of drugs?” 

• “Have you engaged in illegal activities to obtain drugs?” 

Each “yes” answer adds to a score, which is then categorized into ranges: 

• 0 = No problems reported 

• 1–2 = Low level (monitor, brief education may suffice) 

• 3–5 = Moderate level (further investigation needed) 

• 6–8 = Substantial level (intensive assessment likely required) 

• 9–10 = Severe level (intensive treatment indicated) 

A 2024 study validated the DAST-10 as reliable across both in-person and 
telehealth formats, reinforcing its role in modern, hybrid models of care (Reynolds et 

al., 2024). Another recent finding (Nguyen & Flores, 2025) showed that DAST scores 

strongly correlated with emergency department readmissions, making it a practical 

predictor of high-risk clients. 

 

Case Narrative 1: Tyler’s “Casual” Use 

Tyler was a 23-year-old graduate student in engineering who came to student health 

services for stress-related insomnia. During the intake, he insisted he “wasn’t into 

drugs,” though he admitted to occasional Adderall use to study and “recreational” 

cocaine use at parties. The counselor administered the DAST-10. 



To Tyler’s surprise, his score was 6—substantial level. He answered “yes” to 

neglecting responsibilities, to using multiple substances, and to feeling guilt afterward. 

Seeing the number on the page made him pause. “I didn’t think it was a problem. I 

mean, everyone does it here.” 

Clinical Relevance: For clients like Tyler, the DAST acts as a mirror—turning vague 

habits into measurable risk. The counselor used the result as a springboard, gently 

explaining that his “casual” use was already affecting academics and relationships. 

Without the DAST, Tyler’s minimization might have gone unchallenged. 

 

Case Narrative 2: Angela in the ER 

Angela, 34, arrived at the ER after being found unconscious in her car. Her toxicology 

showed methamphetamine, cannabis, and benzodiazepines. Once stabilized, she was 

screened with the DAST-10. Her score came back 9—severe level. 

The ER social worker explained the results: “Angela, your answers show that drugs are 

touching nearly every part of your life—your safety, your job, your health, even your 

freedom. This isn’t just about one night; it’s a pattern.” Angela broke down in tears. “I 

know. I’m just so tired of it all.” 

Clinical Relevance: The DAST gave the ER team a quick, structured way to confirm 

what intuition already suggested: Angela needed comprehensive, immediate referral 
to treatment. The score helped prioritize her case for follow-up outreach, which is 

crucial since ER patients often fall through cracks in the continuum of care. 

 

Why It Still Matters in 2025 

Despite its simplicity, the DAST continues to prove its worth because: 

• It’s quick—often completed in under five minutes. 

• It works well in primary care, ER, corrections, and telehealth. 



• It has strong predictive validity for identifying patients at risk of relapse or 

rehospitalization (Reynolds et al., 2024; Nguyen & Flores, 2025). 

• It engages clients in self-reflection, often sparking motivation for deeper 

discussion. 

For counselors, the DAST is best thought of as a door-opener. It doesn’t diagnose—it 

invites further exploration. 

 

 

5.3.3 Urine and Blood Toxicology 

Why Biological Tests Matter 

No matter how skilled a clinician is at interviewing, there are always blind spots. Some 

clients underreport their use out of shame or fear of judgment. Others simply don’t know 

what’s in their supply—especially in the current era of counterfeit pills and fentanyl-

laced powders. This is where urine and blood toxicology testing provides a crucial 

complement to clinical interviews and screening tools like the ASI or DAST. 

These tests do not tell us everything—but they can confirm or challenge what is 

reported, reveal substances the client didn’t realize they ingested, and help track 

progress in treatment programs. For some, seeing “evidence on paper” can be a 

powerful motivator to face reality. For others, toxicology serves as an accountability tool 

that supports their recovery journey. 

 

How It Works 

• Urine tests are the most common: inexpensive, non-invasive, and able to detect 

many drugs within a window of hours to days (depending on the substance). 

• Blood tests are less common in everyday counseling but valuable in hospital or 

forensic settings, providing a more immediate picture of intoxication. 



• Panels may test for a range of drugs: opioids, benzodiazepines, stimulants, 

cannabis, hallucinogens, and increasingly, fentanyl and its analogs. 

Recent advances (2023–2025) include rapid point-of-care fentanyl strips that can be 

integrated into urine screens, and expanded lab panels that detect emerging 
synthetics like nitazenes (Patel et al., 2024). These innovations matter in a landscape 

where clients often ingest substances unknowingly. 

 

Case Narrative 1: The Hidden Benzodiazepine 

Carlos, 29, entered outpatient treatment for heroin use. He proudly reported two weeks 

without opioids. His counselor congratulated him but also ordered a routine urine test. 

When the results came back, it showed not only buprenorphine (his prescribed 

medication) but also benzodiazepines. 

Carlos was shocked. He swore he hadn’t taken Xanax or Valium. After discussion, the 

truth emerged: the “blue pills” he had occasionally bought on the street to “relax” were 

counterfeit, containing both fentanyl and benzodiazepines. Carlos had no idea. 

Clinical Relevance: Toxicology revealed a risk Carlos hadn’t recognized. Without the 

screen, he could have overdosed by mixing buprenorphine and benzodiazepines 

unknowingly. The finding opened the door for critical education and harm reduction 

planning. 

 

Case Narrative 2: Trust and Verification in Recovery 

Linda, 47, was in a family-based treatment program after years of methamphetamine 

misuse. She told her counselor she had been clean for six weeks. Her teenage son, 

skeptical, asked if that was true. A urine toxicology screen confirmed Linda’s report: no 

meth, no stimulants, no alcohol. 

The moment was powerful. Seeing the results helped rebuild trust between Linda and 

her son. He wept, saying, “I didn’t believe you. Now I can.” For Linda, the screen wasn’t 



about catching her in a lie—it was about proving her honesty in a relationship scarred 

by broken promises. 

Clinical Relevance: In some cases, toxicology provides not only clinical data but also 

relational healing. It can help families believe recovery is possible. 

 

Limitations and Ethical Considerations 

While useful, toxicology is not infallible: 

• Detection windows vary. Cannabis can linger for weeks; stimulants often clear 

within days. 

• False positives/negatives occur, requiring careful interpretation. 

• Context matters. A positive result doesn’t automatically mean a relapse; a 

negative result doesn’t guarantee abstinence. 

• Ethical use is crucial. Testing should be explained as a tool for support, not 

punishment, and consent should be prioritized. 

Recent guidelines (SAMHSA, 2025) emphasize using toxicology to enhance 
therapeutic alliance, not erode trust. Clinicians are encouraged to frame it as a safety 

net, not a trap. 

 

 

5.4.1 Overdose 

The Acute Crisis 

Of all the health consequences of substance use, overdose is the most sudden, 

frightening, and final. Unlike liver disease or depression, which unfold slowly, an 

overdose can arrive in a single moment: one pill, one injection, one inhalation too many. 

For families, it often feels like a bolt out of nowhere—even when warning signs were 



there all along. For clinicians, overdose is both a tragedy to be prevented and, 

increasingly, a teachable moment for intervention when a client survives. 

 

The Physiology of Overdose 

Most overdoses occur because the body’s natural systems are overwhelmed. With 

opioids like fentanyl, breathing slows and eventually stops—respiratory depression that 

can lead to brain damage within minutes. With stimulants like cocaine or 

methamphetamine, the body may surge into a frenzy: overheated, heart racing, blood 

pressure spiking, sometimes culminating in stroke or cardiac arrest. 

Polysubstance use complicates matters further. A person may take fentanyl (slowing 

their breathing) alongside cocaine (speeding their heart), creating a dangerous tug-of-

war that emergency medicine struggles to stabilize. In the last few years, xylazine and 

nitazenes have made the landscape even more treacherous: sedatives that don’t 

respond to naloxone, or opioids so potent that multiple doses of naloxone are required. 

 

Recent Trends (2023–2025) 

In 2024, the U.S. reported roughly 80,000 overdose deaths, a 27% decline from the 

2022 peak of 110,000 (CDC, 2025). It is a hopeful trend, but the absolute number 

remains staggering—tens of thousands of lives lost each year. The majority still involved 

opioids, primarily fentanyl, but stimulants were present in a large share of cases. 

Canada reported similar patterns: 74% of opioid deaths in 2024 involved fentanyl, 
and 70% also involved stimulants (Public Health Agency of Canada, 2025). 

These numbers reflect not just drug potency, but also systems of care. Expanded 

naloxone availability (including over-the-counter formulations approved in 2023), 

broader harm reduction, and telehealth access to buprenorphine all contributed to the 

decline. Yet clinicians remain on the front lines, where each case is more than a 

statistic—it is a story of risk, resilience, and recovery. 

 



Case Narrative 1: Jamal’s Near-Miss (Expanded) 

Jamal was a 27-year-old musician whose life looked promising from the outside. He 

played guitar in a local jazz band, had a loyal following on social media, and often spoke 

of his dream to tour nationally. But beneath the bright lights of late-night gigs and 

applause, Jamal carried an unspoken heaviness. He had struggled with anxiety since 

adolescence and had recently lost both his job at a coffee shop and his long-term 

partner in quick succession. Nights were long, sleep was fleeting, and self-doubt crept 

in with each passing week. 

One Friday evening, after rehearsal, a friend offered him a few pills. “It’s just oxy, man—

it’ll help you chill,” the friend said. Jamal hesitated but gave in. Within minutes, he felt 

wrapped in a warm, heavy blanket—the edges of his anxiety dulled, his thoughts 

slowed. For the first time in months, he felt relief. Encouraged, he began buying the 

same pills every few days. 

Then came the night of his overdose. Jamal swallowed a pill before bed, expecting 

calm. Instead, his body betrayed him. His roommate found him slumped beside his 

guitar, lips turning blue, gasping faintly. Panicked, his roommate called 911 but also 

grabbed the naloxone kit he had picked up from a community pharmacy. He gave 

Jamal one spray, then another. After tense minutes, Jamal’s chest rose more fully, his 

eyes fluttered, and he began to moan weakly. 

At the hospital, doctors confirmed the pills contained not only fentanyl but also xylazine, 

a veterinary tranquilizer. Jamal was stunned. “I thought I was just taking oxycodone,” he 

whispered. He left the hospital shaken, clutching discharge papers, a naloxone kit, and 

a referral to outpatient buprenorphine treatment. 

For Jamal, the overdose was more than a brush with death—it was a turning point. The 

fear of nearly leaving his music unfinished gave him the motivation to accept help. 

Counselors later used the experience as a motivational anchor, returning to it in therapy: 

“Remember the night you almost lost everything. What do you want life to look like 

instead?” 

 



Case Narrative 2: Eleanor’s Silent Collapse (Expanded) 

Eleanor, 63, was a retired schoolteacher, 

known in her community for volunteering 

at the library and leading a quilting circle. 

On the surface, she was steady and 

reliable. But quietly, Eleanor had been 

living with unrelenting back pain after a 

car accident years earlier. Her doctor 

prescribed opioids for a time, then tapered 

her off. When her prescriptions ran out, 

Eleanor turned to a combination of 

leftover pills, occasional “extras” from 

friends, and nightly glasses of wine to 

cope. 

For years, she believed her use was 

under control. “I’m not like those people you see on TV,” she reassured her daughter. 

But over time, her tolerance grew. What began as one glass of wine and a pill on bad 

nights became two or three drinks most evenings, always paired with a few tablets. 

One winter night, her daughter stopped by unexpectedly and found Eleanor slumped in 

her recliner. Her breathing was shallow, her skin pale and clammy. Terrified, her 

daughter called 911. Paramedics rushed in, quickly recognizing an opioid overdose 
complicated by alcohol. They administered naloxone. Eleanor gasped, then vomited, 

her body jerking as she struggled back toward consciousness. 

Hospital tests revealed dangerously high blood pressure, aspiration pneumonia from 

fluid entering her lungs, and a blood alcohol level well above the legal limit. Eleanor 

spent a week in the hospital, much of it groggy and confused. For her family, the 

incident shattered the illusion of safety. “We thought Mom’s medicine was safe because 

it came from a bottle with her name on it,” her daughter said tearfully. 



Discharge planning was sobering. Doctors emphasized the risks of mixing alcohol and 

opioids at her age: falls, brain injury, and the very real risk of another fatal overdose. 

Counselors introduced Eleanor to a support group for older adults with substance use 

issues, reassuring her that she was not alone. Slowly, Eleanor began to share her story 

with peers, realizing that her struggle wasn’t about moral failure but about 

unacknowledged pain, loss, and coping gone wrong. 

 

From Crisis to Conversation 

For professionals, overdose is not just an emergency—it is an inflection point. After 

survival, many clients are at their most reflective. Fear, vulnerability, and relief mingle, 

creating an opening for counselors to build rapport and discuss change. Asking, “What 

was going through your mind when you woke up?” can invite honesty and help shape a 

treatment path grounded in the client’s lived reality. 

 

 

 

5.4.2 Infectious Disease Risk 

Why Infections Matter in Substance Use 

Addiction is not just a neurological or psychological condition—it is also a gateway to a 

wide spectrum of infections that can devastate the body. Clients rarely present with “just 

substance use.” More often, they come with wounds that won’t heal, chronic liver 

disease, or immune systems worn down by years of exposure. 

For clinicians, this means that understanding substance use isn’t complete without 

understanding its infectious disease consequences. From bloodborne viruses to skin 

infections, substance use creates vulnerabilities that ripple outward across entire 

communities. 

 



Bloodborne Viruses: HIV and Hepatitis 

Injection drug use remains a powerful driver of HIV and hepatitis B and C 

transmission. Sharing needles, syringes, or even cotton and cookers allows viruses to 

spread rapidly. The opioid crisis in particular has fueled localized outbreaks: for 

example, a 2023 CDC investigation highlighted that fentanyl-driven injection practices 

created “flashpoint outbreaks” of hepatitis C in both rural and urban areas (CDC, 2023). 

The good news: expanded syringe service programs and harm reduction centers 

have slowed many outbreaks. By 2024, several states reported stabilization in new HIV 

cases linked to injection use (SAMHSA, 2024). However, hepatitis C remains highly 

prevalent, with many clients unaware of their infection until years later when cirrhosis or 

liver failure develops. 

 

Bacterial and Fungal Infections 

Beyond viruses, clinicians increasingly encounter endocarditis (heart valve infections), 

osteomyelitis (bone infections), and dangerous skin and soft tissue infections. In 

2025, emergency physicians reported higher rates of severe wound infections linked to 

xylazine, a sedative often mixed with fentanyl. The ulcers it creates can lead to 

amputations if untreated. 

Stimulant users also face infection risks: methamphetamine can suppress immune 

responses and increase risky sexual behaviors, contributing indirectly to higher HIV and 

STI transmission (Johnson & Lee, 2024). 

 

Case Narrative 1: Daniel’s Hidden Burden (Expanded) 

Daniel was a 41-year-old truck mechanic, known by friends for his dry humor and 

steady work ethic. To most of his coworkers, he was dependable — the guy who’d stay 

late to finish an engine rebuild, or lend a hand without complaint. What they didn’t know 

was that Daniel had been injecting heroin daily for nearly a decade. He managed to 



keep it quiet, often using before or after shifts, convincing himself that as long as he 

didn’t nod off at work, he was “handling it.” 

Over the past few months, though, Daniel felt increasingly tired. His chest ached after 

simple tasks, and he was losing weight. One afternoon, while lifting a truck hood, he 

grew dizzy and short of breath. His boss insisted he go to the ER. Daniel downplayed 

his drug use at triage, saying only that he “wasn’t feeling well.” 

Lab results told a different story. Blood cultures came back positive for bacteria. 

Echocardiography revealed vegetations — growths of infection — on his mitral valve. 

The diagnosis was infective endocarditis, a life-threatening heart valve infection often 

linked to repeated injection with non-sterile equipment. Daniel was stunned. “I thought I 

was just tired,” he said quietly, when doctors explained his heart was failing. 

He spent six weeks hospitalized, tethered to IV antibiotics. A valve replacement surgery 

followed. The experience shook him. During counseling sessions, Daniel admitted he 

had always minimized the risks of injection. “I figured the worst that could happen was 

an overdose,” he reflected. “I never thought about my heart.” 

For Daniel, endocarditis became the turning point. He entered recovery not simply to 

quit heroin, but to reclaim his health for his teenage daughter. He often repeated in 

group therapy: “It wasn’t the drugs that scared me into treatment. It was realizing they 

were killing me slowly, piece by piece.” 

 

Case Narrative 2: Tasha’s Wounds  

Tasha, 29, had been smoking fentanyl daily for nearly two years. She lived in a small 

apartment with her boyfriend, both of them scraping by with occasional service jobs and 

the generosity of relatives. For Tasha, fentanyl was an escape from relentless anxiety 

and childhood trauma. “It makes the noise in my head stop,” she often said. 

But in the spring of 2024, she noticed painful sores on her legs. At first, she ignored 

them. She told herself they were “just bad veins” or skin irritation from sitting cross-

legged for hours. Over weeks, the sores spread, turning into open wounds with thick 



scabs and foul odor. Embarrassed, she began wearing leggings even in summer. Her 

boyfriend urged her to seek help, but she resisted. “I don’t want the doctors to judge 

me,” she said. 

Eventually, severe pain drove her to the ER. Doctors quickly recognized the telltale 

signs of xylazine-associated ulcers. Xylazine, a veterinary sedative increasingly mixed 

with fentanyl, is notorious for causing tissue necrosis. The doctors explained that her 

fentanyl supply likely contained xylazine, damaging her skin and blood vessels. 

Tasha was horrified. “You’re telling me the thing I’ve been using to feel better is literally 

rotting my body?” she asked. Tears ran down her face. The counselor on her care team 

seized the moment, framing the wounds not as shame, but as a warning sign and a 

chance to start over. A treatment plan was built: wound care visits twice weekly, a 

naloxone kit, buprenorphine initiation, and counseling sessions focused on trauma and 

coping strategies. 

Tasha’s wounds became a metaphor in therapy: visible proof of harm, but also visible 

proof of healing. As they began to close slowly under medical care, she told her group 

peers, “I used to hide these legs. Now they remind me I’ve got to keep fighting for 

myself.” 

 

Clinical Lessons from Both Cases 

• Daniel’s story underscores how hidden infections like endocarditis can surface 

unexpectedly and become strong motivators for treatment. 

• Tasha’s wounds illustrate how emerging adulterants (like xylazine) create novel 

health challenges and demand up-to-date knowledge from clinicians. 

Both cases also highlight that infection is not merely a medical complication—it can be a 

catalyst for engagement in recovery, provided counselors respond with empathy and 

education rather than stigma. 

 



The Social Dimension of Infectious Disease 

Infections don’t remain private. They ripple through families and communities: 

• An untreated hepatitis C infection can silently spread within households. 

• HIV clusters can emerge within networks of users, overwhelming local health 

systems. 

• Outbreaks of MRSA or other resistant bacteria add strain to hospitals already 

stretched by overdose cases. 

Counselors play a key role here. Even if they cannot prescribe antibiotics or antivirals, 

they can educate clients, normalize testing, and encourage linkage to care. Many clients 

only discover their infection because a counselor gently asked: “Have you ever been 

tested for HIV or hepatitis C?” 

 

Practical Takeaways 

• Always screen for infectious diseases when working with clients who inject or 

use substances. 

• Integrate harm reduction education: safe injection, clean supplies, regular 

testing. 

• Collaborate with medical teams—counselors are often the bridge between clients 

and providers. 

• Remember that infection can be both a clinical risk and a motivational lever for 

change. 

 

 

 

 



5.4.3 Social and Legal Issues 

The Wider Web of Consequences 

Substance use is never lived in isolation. Beyond overdose and infection, it reaches into 

courtrooms, workplaces, and dinner tables. Families fracture, employment falters, and 

legal systems become enmeshed with people whose primary struggle is a health 

condition rather than criminal intent. For clinicians, these realities shape how treatment 

unfolds: progress is not only about abstinence, but also about repairing trust, 

maintaining employment, and navigating legal obligations. 

 

Case Narrative 1: Robert’s Courtroom and Kitchen Table 

Robert, 36, had worked as a chef 

for nearly a decade. He loved the 

rush of a busy dinner service, the 

clatter of pans, and the 

satisfaction of feeding others. But 

the long hours wore him down. To 

cope, he began using cocaine 

“just to keep going.” At first, it was 

only on weekends. Then, it was 

before every double shift. When his wife confronted him about the escalating use, he 

promised he would stop. 

One night, leaving the restaurant after a fourteen-hour shift, Robert was pulled over for 

swerving. Police found a small bag of cocaine in his car. Suddenly, he was not just a 

chef and father—he was also a defendant in criminal court. 

Robert’s arrest strained his marriage. His wife, exhausted by years of broken promises, 

threatened to move out with their two children. At court, he faced probation with 

mandatory counseling. In group sessions, Robert was initially bitter: “I’m here because 



the judge said so.” But as weeks passed, he began to connect the dots between his 

substance use, his family’s fear, and his career’s downward spiral. 

The turning point came at a family therapy session arranged through his treatment 

program. His oldest daughter, age 9, said quietly: “Daddy, I don’t want you to go to jail. I 

just want you home at dinner.” Robert wept, realizing the consequences of his use 

stretched far beyond himself. 

Clinical Relevance: Robert’s story illustrates how substance use weaves together 

legal entanglement and family breakdown. Counselors must help clients navigate 

both—meeting probation requirements while also addressing relational wounds. In 

practice, this means collaborating with legal systems without losing sight of the human 

heart of recovery. 

 

Case Narrative 2: Monique’s Struggle for Stability 

Monique, 52, lived in a mid-sized town where everyone seemed to know everyone else. 

A mother of four grown children and a grandmother of two, she had built her life around 

family. But after losing her job during the COVID-19 pandemic, depression crept in. She 

began misusing prescription opioids left over from a surgery years prior. Soon, when 

pills ran out, she turned to buying fentanyl-laced pills on the street. 

Her downward spiral was quiet at first. She missed family dinners, skipped church, and 

borrowed money she couldn’t repay. Then came eviction notices and a shoplifting arrest 

for trying to steal groceries. “I never thought I’d be the type to get in trouble with the 

law,” she confessed to her counselor later. 

By the time Monique entered treatment, her record included three petty theft charges 

and a probation order. She was deeply ashamed, convinced her family saw her only as 

a failure. But group counseling became a lifeline. Surrounded by others with similar 

legal struggles, Monique realized she was not alone. With the help of a legal aid 

advocate and her treatment team, she began the process of sealing some charges and 

regaining housing assistance. 



A breakthrough came when her oldest son visited her in session. “Mom, I just want you 

safe. The rest we can fix,” he told her. That moment reframed recovery as not just about 

avoiding drugs, but about rebuilding her sense of dignity. 

Clinical Relevance: Monique’s case highlights how substance use can erode social 
stability—housing, employment, reputation—and entangle clients with the justice 

system over acts of desperation. For clinicians, this means treatment planning must go 

beyond therapy: it often involves case management, legal navigation, and advocacy. 

 

Pulling the Threads Together 

Both Robert and Monique’s stories show how social and legal consequences are not 

abstract. They are lived daily in strained marriages, frightened children, eviction notices, 

and probation reports. For professionals, this means: 

• Addressing legal mandates without reducing treatment to “compliance.” 

• Helping clients rebuild relationships damaged by substance use. 

• Supporting clients in regaining employment and housing stability, which are 

as crucial to recovery as abstinence itself. 

In today’s landscape, clinicians are not only healers of individuals—they are also 

partners in repairing the social fabric that substance use so often tears apart. 

 

Summary Conclusion: Health and Social Consequences 

The stories in this section remind us that substance use is never just about the drug 

itself. Whether it is Jamal revived from near death by naloxone, Daniel facing heart 

surgery after years of hidden injection, or Monique struggling to keep her dignity in the 

face of eviction and legal charges, the consequences of addiction are lived across 

body, family, and community. 



Overdose remains the most immediate and frightening endpoint, capable of stealing a 

life in minutes. It is also, paradoxically, an opening: when clients survive, the terror of 

that brush with death can spark honest reflection and new willingness to seek help. 

Infectious diseases show us the slower, insidious damage—HIV, hepatitis, 

endocarditis, or the necrotic wounds of xylazine. These illnesses ripple far beyond 

individuals, creating clusters and burdens that affect entire networks. Yet they also 

become powerful motivators for treatment, as clients connect their physical suffering 

with their substance use for the first time. 

Social and legal consequences remind us that addiction reshapes identities. A chef 

becomes a defendant, a grandmother faces eviction, a parent loses the trust of their 

children. Recovery, then, cannot only mean abstinence. It must also mean rebuilding 

social ties, navigating courts, restoring dignity, and re-establishing stability. 

For clinicians, the take-home lesson is clear: we are not only treating substance use. 

We are treating the fallout of substance use—medical, social, and legal—each woven 

into the lives of those we serve. Effective care demands empathy as much as expertise, 

and a willingness to meet clients where they are: sometimes in a courtroom, sometimes 

in a wound clinic, sometimes at a family therapy session filled with tears. 

Ultimately, Section 5.4 shows us that addiction’s consequences are vast, but so are the 

opportunities for healing. Every overdose reversed, every infection treated, every 

relationship mended is a reminder that recovery is not only possible—it is profoundly 

human. 

 

Conclusion 

As we close this chapter on substance abuse, it is clear that the challenge is not 

confined to one drug, one demographic, or one setting. We have walked through 

opioids, stimulants, cannabis, hallucinogens, and prescription medications, each with its 

own story, dangers, and cultural meanings. We have also traced patterns and trends, 



seeing how markets shift, how new adulterants like xylazine and nitazenes enter the 

supply, and how global landscapes echo into local treatment rooms. 

Screening and assessment tools such as the ASI, DAST, and toxicology tests remind 

us that understanding substance use requires both structure and empathy. These 

instruments help clinicians go beyond surface impressions, providing clarity where 

denial or uncertainty might otherwise cloud the picture. They are not about labeling 

clients but about opening doors to dialogue, trust, and tailored care. 

The health and social consequences remind us why this work matters so deeply. 

Overdose remains an ever-present danger, but it is also an opportunity for intervention 

when survival allows new conversations. Infectious disease risks underscore how 

deeply addiction reaches into the body and the community, while social and legal 
issues highlight the broader web of disruption—jobs lost, families fractured, dignity 

threatened. These consequences call clinicians to treat not just addiction itself, but its 

ripple effects across health, home, and society. 

At its heart, Chapter 5 shows that substance abuse is a human story: of people 

searching for relief, of bodies adapting and suffering, of families struggling, and of 

professionals working tirelessly to meet clients where they are. While the substances 

may change—heroin to fentanyl, MDMA to new synthetics—the underlying work 

remains the same: offering clarity, compassion, and pathways forward. 

For mental health professionals, social workers, and certified drug counselors, the task 

is not only to know the pharmacology or the diagnostic tools, but to sit with the lived 

realities—of Jamal, Eleanor, Daniel, Tasha, Robert, Monique, and countless others. 

Each client’s story carries both risk and resilience. Our role is to help them move from 

the shadows of misuse toward the possibility of healing, reconnection, and recovery. 

 

 

 

 



Chapter 6: Evidence-Based Treatment Approaches 

Treatment for substance use is never a one-size-fits-all journey. Behind every clinical 

tool lies a person—someone trying to find footing after years of struggle, or someone 

taking their very first, shaky step toward change. What makes treatment effective is not 

just the science itself, but the way it is tailored to fit real human lives, with all their 

complexities, strengths, and vulnerabilities. 

In this chapter, we explore the evidence-based approaches that have emerged as the 

backbone of modern care. Some of these are behavioral interventions—like 

Cognitive-Behavioral Therapy (CBT), which helps people recognize and reframe 

harmful patterns of thought, or Motivational Interviewing (MI), which meets clients where 

they are, drawing out their own reasons for change. Others, like Contingency 

Management, use tangible rewards to reinforce healthier choices. 

Alongside therapy, medications play a critical role for many. From naltrexone and 

acamprosate in alcohol dependence to buprenorphine and methadone in opioid 

treatment, the right medication at the right time can mean the difference between 

relapse and stability. These pharmacological supports are most powerful when 

combined with counseling and community care. 

Equally important is safe and structured detoxification and medical management. 
Withdrawal can be frightening—even life-threatening if not properly monitored. Here we 

consider when hospital care is necessary, and when outpatient support may be both 

safer and more empowering. 

Recovery also takes many shapes beyond the clinic. Residential, outpatient, and 
community programs offer varied pathways—some rooted in 12-Step traditions, 

others in secular or alternative approaches. Increasingly, harm reduction strategies 

recognize that safety, dignity, and trust are essential building blocks of long-term 

change. 

And finally, treatment is stepping into the digital age. Telehealth and digital 
interventions, accelerated by both need and innovation between 2023–2025, have 



opened new doors to care—bringing therapy into living rooms, connecting rural clients 

with specialists, and creating digital tools that extend support well beyond traditional 

office hours. 

Together, these approaches represent not just clinical best practices, but a living, 

evolving field that grows from both research and human experience. This chapter will 

walk through each in turn, weaving the science with the stories that make it matter. 

 

6.1 Behavioral Interventions 

Cognitive-Behavioral Therapy (CBT) 

Cognitive-Behavioral Therapy (CBT) has become one of the most widely used and 

researched approaches in the treatment of substance use disorders, not because it 

offers quick fixes, but because it equips individuals with practical tools for lasting 

change. At its core, CBT helps clients recognize the connection between thoughts, 
emotions, and behaviors, revealing how automatic thinking patterns can drive 

cravings and relapse. For many in recovery, this framework creates a sense of clarity—

a roadmap that transforms what once felt like chaos into patterns that can be 

understood, challenged, and reshaped. 

In practice, CBT sessions are collaborative. A client may arrive describing a week filled 

with stressors, like conflict at work or loneliness on the weekend. Together, the clinician 

and client explore how these stressors sparked certain thoughts—“I can’t handle this 

without using”—which in turn fed into emotions of hopelessness and behaviors such as 

seeking out alcohol or drugs. By slowing down this process, CBT empowers clients to 

pause, reframe the thought, and experiment with healthier coping behaviors. This shift 

often restores a sense of agency that substance use had long overshadowed. 

The evidence base for CBT in addiction treatment is strong. Studies consistently 

show its effectiveness in reducing substance use, enhancing coping skills, and lowering 

relapse rates (Magill & Ray, 2009; McHugh et al., 2010). A meta-analysis found CBT 

particularly effective when tailored to specific substances, with robust benefits for 



alcohol, cannabis, and stimulant use disorders (Carroll & Kiluk, 2017). Importantly, CBT 

is not only effective as a standalone therapy but also integrates well with other 

approaches, such as motivational interviewing or medication-assisted treatment, 

creating a comprehensive recovery framework (Beck et al., 2021). 

Beyond reducing substance use, CBT supports broader well-being. Clients frequently 

report improvements in mood regulation, problem-solving, and resilience—skills that 

extend far beyond substance-related triggers. For example, a client learning to 

challenge the thought, “I’m a failure; I’ll never stay sober,” may replace it with, “I’ve 

stumbled, but I also have tools and support to get back up.” These cognitive shifts can 

be life-changing, reinforcing self-compassion alongside accountability. 

CBT also adapts across contexts. Shorter, structured protocols work well in outpatient 

programs, while extended formats may be woven into residential or community settings. 

More recently, digital platforms have extended CBT’s reach, allowing clients to practice 

coping strategies through online modules or apps between sessions—an innovation 

particularly valuable in the telehealth era (Linardon et al., 2019). 

Ultimately, CBT resonates because it is both practical and hopeful. It acknowledges 

the pull of old patterns but highlights the possibility of new ones. By teaching individuals 

to identify, challenge, and reframe unhelpful thoughts, CBT offers not only relapse 

prevention but also the empowerment to build a healthier, more balanced life. 

 

Vignette: Mark Finds the Pattern 

Mark, a 29-year-old warehouse supervisor, slumped into his CBT session one Tuesday 

evening looking defeated. “It’s always the same,” he muttered. “Stress at work builds 

up, I fight with my boss, and by Friday night I’m drinking. I don’t even think about it 

anymore—I just do it.” 

His counselor leaned forward, not to correct him, but to invite curiosity. Together they 

began mapping out the week. Monday: a missed shipment. Tuesday: an argument with 

a coworker. Thursday: loneliness when his friends were busy. Each event carried its 



own weight, but what stood out most was the thought that followed him like a shadow: “I 

can’t handle this without drinking.” 

As they traced this sequence—stress → thought → hopelessness → drinking—Mark 

began to see it as a pattern rather than a personal failure. “So it’s not just me being 

weak,” he said slowly, “it’s that my brain keeps running the same script.” The counselor 

nodded, helping him practice new scripts: “This week was tough, but I got through 

Monday without drinking. Maybe I can get through tonight too.” 

Over the following sessions, Mark experimented with small substitutions. Instead of 

stopping at the liquor store after work, he called a friend to meet at the gym. When 

loneliness crept in on Thursday, he tried journaling the thoughts instead of numbing 

them. Each time, the counselor reinforced the progress—not perfection, but steps 

toward choice. 

What once felt like chaos began to take shape. Mark described it best himself: “It’s like I 

finally found the roadmap. The stress is still there, but now I know the turns before I 

crash.” CBT had not erased the triggers of his life, but it had given him the tools to meet 

them with awareness, choice, and a growing sense of control. 

 

 

 

Motivational Interviewing (MI) 

Motivational Interviewing meets people exactly where they are—ambivalent, hopeful, 

guarded, determined, or all of the above. Rather than pushing for change, MI invites it. 

The stance is deceptively simple: listen deeply, reflect carefully, and help clients hear 

their own reasons for moving in a healthier direction (Miller & Rollnick, 2023). In the 

hands of a skilled clinician, this becomes an active, compassionate conversation that 

turns ambivalence from a roadblock into grist for change. 

How MI Works (The “Spirit” and Processes). 
MI rests on a relational posture—partnership, acceptance, compassion, and 



evocation—often called the “spirit” of MI (Miller & Rollnick, 2023). Within that spirit, the 

clinician guides four core processes: 

1. Engaging: Building trust through accurate empathy and nonjudgment. 

2. Focusing: Collaboratively clarifying what change topic matters now. 

3. Evoking: Eliciting “change talk”—the client’s own statements about desires, 

reasons, and abilities. 

4. Planning: Converting momentum into doable next steps. 

Across these processes, clinicians lean on OARS skills—open questions, affirmations, 

reflections, and summaries—to amplify change talk and soften sustain talk. A well-timed 

complex reflection can do more than any advice: it lets the client hear their 

ambivalence—and their hope—spoken back with clarity. 

What Sessions Actually Look Like. 
A young man unsure about cutting back on alcohol might say, “It’s not that bad… but I 

hate how Mondays feel.” An MI-consistent reply—“Part of you enjoys the release, and 

part of you is tired of the crash”—doesn’t argue; it holds both sides. As discrepancies 

between values and behavior emerge (“Being reliable at work matters to me”), the client 

often begins to voice their own reasons to change. That shift—from being told why to 

change to owning why—predicts better outcomes (Apodaca & Longabaugh, 2009; 

Magill et al., 2014). 

Evidence Base. 
MI has a strong record across substance types and settings, improving engagement, 

reducing use, and enhancing adherence, especially when delivered with fidelity 

(Lundahl et al., 2010; Lundahl et al., 2013). Mechanism studies show that increases in 

change talk and reductions in sustain talk mediate outcomes (Magill et al., 2014). MI 

often functions best as a front door to care—warming up ambivalent clients so that 

further treatment (CBT, CM, or medications) has a place to land (Smedslund et al., 

2011; NIDA, 2020). 



Fidelity, Pitfalls, and Pragmatics. 
MI’s elegance makes it easy to mimic and hard to master. Over-advising, arguing, or 

confronting resistance tends to entrench the status quo. Programs that use fidelity tools 

(e.g., the MITI) and coaching show better outcomes than one-and-done workshops 

(Moyers et al., 2016). Brief MI (even a single 20–45-minute encounter) can be impactful 

in EDs, primary care, and justice settings, and it adapts well to telehealth when 

clinicians preserve reflective depth and collaborative tone. 

Equity and Culture. 
MI’s emphasis on evoking a person’s own goals makes it naturally culturally responsive. 

By privileging the client’s language and values, MI protects autonomy and reduces 

power imbalances—key for people historically marginalized in care (Miller & Rollnick, 

2023). 

. 
Case Vignette: Tanya’s Turning Point 

Tanya, 31, walked into her first treatment session with her arms crossed and her eyes 

set firmly on the floor. She hadn’t chosen to be there—her DUI had left her with little 

option—but she arrived braced for judgment. She expected lectures, maybe scolding, 

certainly someone telling her what was wrong with her life. What she didn’t expect was 

the quiet pause after she spoke, followed by a reflection from her counselor: 

“You’re not convinced alcohol is the problem—and you are worried about keeping your 

job and license.” 

The words landed differently than she imagined. Instead of accusation, she heard 

understanding. Instead of pressure, she heard partnership. In that small moment, Tanya 

felt the tension in her shoulders loosen just a little. She wasn’t being told what to do—

she was being heard. 

Over the next two sessions, Tanya began to explore her own ambivalence. Part of her 

still clung to the idea that her drinking was “just like everyone else’s.” But another part of 

her worried about what could happen if she lost her license, her job, and the trust of her 

family. With gentle guidance, the counselor invited both voices into the room without 



judgment. As Tanya spoke, her own values started to surface: her pride in her work, her 

desire to be reliable for her younger sister, her determination not to repeat old family 

patterns of addiction. 

By the end of the second session, it wasn’t the counselor telling Tanya to change—it 

was Tanya telling herself. She articulated a plan to cut back, to avoid drinking before 

driving, and to lean on a trusted friend for accountability. What began as resistance 

shifted into momentum, not because someone argued her into compliance, but because 

she uncovered her own reasons for protecting what she valued most. 

There was no dramatic breakthrough, no soaring declaration—just a steady turning of 

the wheel. And that’s often how change begins: quietly, with a reflection that helps a 

person hear themselves more clearly than before. 

 

 

Contingency Management (CM) 

Where MI invites change, Contingency Management rewards it—cleanly, 

transparently, and immediately. CM pairs clear target behaviors (e.g., stimulant-negative 

urine tests, medication adherence, group attendance) with tangible, near-term 

reinforcement (vouchers, prizes, digital incentives). It is behavioral science turned into a 

supportive routine: do the healthy thing, earn a reward; keep doing it, earn more 

(Higgins & Petry, 2022). 

Why CM Works (Behavioral Principles). 
Human behavior follows reinforcement. CM uses four levers to maximum effect: 

immediacy (reward follows quickly), magnitude (meaningful value), frequency 

(regular opportunities), and escalation with reset (rewards grow with consecutive 

successes and reset after lapses). This architecture is especially powerful where 

dopamine drives short-term choices—CM “competes” by making healthy behaviors 

immediately worthwhile (Higgins & Petry, 2022). 



What CM Looks Like in Practice. 
Two common formats are voucher-based (dollar-denominated, spendable on prosocial 

goods) and prize-based (draws for variable-value prizes). Programs select 1–3 

observable targets (e.g., negative cocaine screens; on-time buprenorphine pickups) and 

set a clear schedule (e.g., thrice-weekly tests for 12 weeks). Success yields escalating 

rewards; a missed test or positive sample resets the value, while rapid re-engagement 

starts the climb again. The tone stays positive: reinforce success, welcome back quickly 

after slips. 

Evidence Base. 
CM is among the most robustly supported interventions for substance use—

especially for stimulant use disorders, where medications remain limited (Prendergast 

et al., 2006; Lussier et al., 2006; Benishek et al., 2014). A major comparative meta-

analysis found CM produced the largest abstinence effects for cocaine use disorder 

among psychosocial treatments (De Crescenzo et al., 2018). CM also improves 

retention and medication adherence (e.g., with MOUD) and shows durable benefits 

when paired with CBT or MI (NIDA, 2020; Higgins & Petry, 2022). 

Implementation Realities. 
Barriers often aren’t clinical—they’re logistical: funding, allowable incentive limits, 

procurement, and staff training. Programs get traction by (a) braiding funding (grants, 

payers, philanthropy), (b) using compliant, low-friction rewards (e.g., reloadable cards 

with spending controls), (c) starting with one target behavior, and (d) automating 

tracking via EHR or secure apps. Equity considerations matter: ensure reward menus 

are culturally relevant and practically useful (transport passes, food, childcare, testing 

fees). 

Tele-CM and Digital Adaptations. 
Hybrid models now verify behaviors remotely (e.g., supervised oral fluid tests; 

geotagged pharmacy pickups; time-stamped check-ins) and deliver e-incentives in real 

time, preserving CM’s core ingredient—immediacy—outside the clinic. When programs 

maintain quick reward delivery, effects are comparable to in-person CM (Higgins & 

Petry, 2022). 



Ethics and Dignity. 
CM sometimes faces the misconception that it “pays people to do what they should do.” 

In reality, it corrects a structural imbalance: substances deliver immediate 

reinforcement; health behaviors often do not. CM realigns the environment to make 

health decisions feel worthwhile now—not just “someday.” When framed as dignity-

affirming, transparent, and fair, CM strengthens engagement without coercion (NIDA, 

2020; Higgins & Petry, 2022). 

 

Vignette: Devon’s Small Wins 

Devon, a 38-year-old father of three, had tried treatment for his cocaine use before. 

Each time, the cycle looked the same: a week or two of clean days followed by a 

relapse that left him ashamed and convinced he “just couldn’t do it.” When his counselor 

suggested a program using Contingency Management, Devon was skeptical. “You think 

a grocery card is gonna stop me from using?” he asked with a wry smile. 

But he agreed to try. The rules were clear: three urine screens each week for 12 weeks. 

Each clean screen earned him a voucher he could use for necessities—food, bus 

passes, even small household items. The value started small, but consecutive clean 

tests made the rewards grow. If he missed or tested positive, the amount reset, but he 

could begin climbing again right away. 

The first two weeks were shaky. Devon passed his first three screens but slipped the 

following weekend. Instead of scolding, the staff welcomed him back with 

encouragement: “You got three clean tests already—we know you can get back there.” 

The reset stung, but it also gave him something concrete to work toward. 

By week four, something shifted. Devon began to look forward to the small wins—

vouchers he could trade for groceries and a phone card that helped him call his mom 

more often. “I know it sounds silly,” he said one morning, holding up a bag of fresh fruit, 

“but this feels better than blowing all my cash on a high.” The immediacy of the rewards 

gave him a sense of accomplishment that no lecture or long-term promise had ever 

sparked. 



As the weeks stacked up, so did Devon’s streak. Each consecutive clean screen meant 

a little more stability, a little more dignity. The vouchers were practical, but the real 

reward was the growing belief that he could succeed. By the end of 12 weeks, Devon 

wasn’t just celebrating his prizes—he was celebrating himself. 

6.2 Pharmacological Interventions 

For many clients, the path of recovery is marked by cravings that feel bigger than 

willpower alone. Even with strong motivation, supportive therapy, and safe 

environments, the neurobiology of addiction can exert a relentless pull. This is where 

medications—prescribed by physicians or nurse practitioners—can provide a powerful 

layer of support. 

As therapists, you may not write the prescriptions, but your role is no less essential. You 

are often the first to hear a client’s struggles with urges, sleeplessness, or repeated 

relapses. By understanding the medications available, you can help clients make 

informed decisions, reduce stigma, and collaborate effectively with prescribing 

providers. In many ways, you act as the bridge—helping clients see that seeking 

medication support is not a sign of weakness, but a strategy for reclaiming balance. 

 

Medications for Alcohol Dependence 

Three primary medications have strong research backing in the treatment of alcohol use 

disorder: 

• Naltrexone works by blocking opioid receptors in the brain, reducing the 

rewarding effects of alcohol and dampening cravings. Clients often describe it as 

a “quieting of the noise” that usually calls them back to drinking. 

• Acamprosate helps stabilize brain chemistry disrupted by long-term alcohol use. 

It does not reduce cravings directly but supports those already abstinent in 

maintaining sobriety, often described as taking the “edge off” of early recovery 

discomfort. 



• Disulfiram functions differently: it creates an aversive reaction to alcohol by 

interfering with its metabolism, leading to nausea, flushing, and discomfort if 

alcohol is consumed. While not suitable for every client, it can be a strong 

deterrent when a person is deeply committed and well-supported. 

As therapists, you may notice which clients describe persistent cravings, which feel 

destabilized even after weeks of abstinence, and which need strong external barriers to 

support their recovery. These observations become vital in guiding conversations with 

medical providers. 

 

Medications for Opioid, Stimulant, and Other Substance Dependencies 

For opioid use disorder, medication-assisted treatment (MAT) remains a cornerstone. 

• Methadone, a long-acting opioid agonist, prevents withdrawal and stabilizes 

clients so they can focus on rebuilding their lives. 

• Buprenorphine, a partial agonist, eases cravings and withdrawal with a lower 

risk of overdose than full agonists. 

• Naltrexone (extended-release injectable), blocks the effects of opioids 

altogether, making relapse less reinforcing. 

Each option carries unique considerations—access, readiness, and personal goals—

and therapists can play an essential role in helping clients weigh these factors and 

prepare for physician referrals. 

For stimulant use disorders, no FDA-approved medications currently exist, though 

research is ongoing. Some providers use off-label medications to manage symptoms 

such as intense cravings or co-occurring depression. Here, the therapist’s role is to 

normalize the ongoing research process while anchoring clients in behavioral strategies 

and hope. 

Other substances—such as nicotine—do have well-studied pharmacological aids 

(nicotine replacement therapy, bupropion, varenicline). When clients disclose struggles, 



therapists can provide psychoeducation and gently encourage medical consultation to 

expand their recovery toolkit. 

 

Why This Matters for Therapists 

Your clients may ask: “Doesn’t medication mean I’m not really sober?” or “Won’t this just 

be trading one drug for another?” These are moments where your knowledge and 

empathy carry tremendous weight. You can explain that, in evidence-based practice, 

medications are not about replacing one substance with another but about restoring 
stability to brain circuits hijacked by addiction. Medications reduce relapse risk, 

improve retention in therapy, and often save lives. 

When you understand the purpose and mechanisms of these medications, you can: 

• Normalize their use as legitimate, evidence-based treatment. 

• Encourage clients to talk openly with prescribers. 

• Collaborate with medical teams to create integrated care. 

• Empower clients to see medication as one more tool—not the only one—in their 

recovery journey. 

In the end, pharmacological interventions remind us of a simple truth: recovery is not a 

test of willpower, but a process of healing. Medications, when paired with therapy, 

support groups, and healthy living, can be the scaffolding that helps clients climb toward 

the lives they hope to build. 

 

 

Vignette 1: Naltrexone and the “Quieting of the Noise” 

James was 42 when he walked into therapy, worn down by years of cycling between 

brief abstinence and relapses with alcohol. He was successful at work and deeply loved 

by his family, but each Friday evening, the same script played out: an unshakable pull 



toward the liquor store. “It’s like this voice in my head just won’t shut up,” he told his 

therapist. “By 5:00, I’m already imagining the first drink. I can white-knuckle it 

sometimes, but the noise doesn’t stop until I give in.” 

The therapist listened, reflecting not only James’s frustration but also his hope: “Part of 

you is exhausted by how strong that voice feels—and part of you still wants to keep 

trying.” In their next session, she gently introduced the idea of naltrexone. “I can’t 

prescribe,” she said, “but I wonder if it might help to talk with your doctor about options 

that can turn down that voice so it isn’t shouting at you all the time.” 

James agreed to a referral, and within weeks of starting naltrexone, he noticed 

something subtle but profound. “The urge is still there sometimes,” he admitted, “but it’s 

not screaming at me anymore. It’s like background noise I can walk away from.” With 

the cravings less relentless, he had more space in therapy to focus on triggers, values, 

and coping skills. He started spending Friday evenings with his kids, even volunteering 

to coach his son’s soccer team. 

For James, medication did not erase the need for therapy—it made therapy possible. 

Naltrexone didn’t “fix” him, but it gave him enough quiet in his brain to hear his own 

goals again. His therapist reflected back his progress often: “It’s not just the medicine. 

It’s you choosing, week after week, to show up for your family.” Together, medication 

and therapy gave him a foothold on a new kind of life. 

 

Vignette 2: Buprenorphine and the Return to Stability 

Angela, a 36-year-old single mother of two, arrived in treatment after nearly a decade of 

opioid use. What began as oxycodone prescribed after a car accident had spiraled into 

years of dependence, then heroin use when the prescriptions ran out. By the time she 

entered therapy, she had survived three overdoses. “I don’t even get high anymore,” 

she said flatly. “I just use so I can get out of bed and feed my kids.” 

Her therapist knew that no amount of motivational interviewing or CBT would break 

through if Angela remained trapped in withdrawal and cravings. In one session, the 



therapist reflected: “It sounds like you want to be present for your children, but your 

body is so caught up in this cycle that it’s stealing all your energy.” When Angela 

nodded, tears filling her eyes, the therapist gently suggested a referral for 

buprenorphine. “This isn’t about trading one drug for another—it’s about giving your 

body a chance to breathe, so you can focus on your kids and on yourself.” 

Angela hesitated. “People will say I’m not really clean.” The therapist leaned in, 

speaking with warmth: “Recovery isn’t about proving yourself to anyone. It’s about 

building the life you want back. If medication helps you do that, isn’t that real recovery?” 

Within days of starting buprenorphine, Angela described the difference: “I’m not sick in 

the mornings. I can make my girls breakfast without shaking. For the first time in years, 

I’m not chasing or hiding.” As therapy continued, she began to explore the grief she had 

numbed for years—the loss of her father, the shame of her overdoses—and to practice 

new coping skills. 

Six months later, Angela hadn’t used heroin once. She was attending parent-teacher 

conferences, keeping a steady job, and—most importantly—regaining her daughters’ 

trust. Her therapist celebrated each step, helping Angela see that medication was not a 

crutch but a foundation. Buprenorphine had quieted her body’s chaos, and therapy was 

helping her rebuild her sense of self. 

 

�� Clinical Takeaway for Therapists: 

These vignettes illustrate the power of medication not as a replacement for therapy but 

as a partner to it. When therapists normalize, encourage, and support referrals for 

medication, they help clients access tools that can reduce cravings, stabilize daily life, 

and make therapy itself more effective. 

 

6.3 Detoxification and Medical Management 

The earliest steps of recovery are often the most fragile. For many clients, stopping 

substance use is not simply a matter of willpower—it is a medical event that can carry 



risks ranging from uncomfortable to life-threatening. Detoxification and medical 
management provide the scaffolding to navigate this dangerous transition safely. While 

therapists do not prescribe or oversee withdrawal protocols, their role is critical: helping 

clients understand what to expect, recognizing when medical support is necessary, and 

guiding referrals to the right level of care. 

 

Protocols for Safe Withdrawal 

When the body has adapted to regular substance use, sudden cessation can trigger a 

cascade of withdrawal symptoms. These symptoms differ by substance: 

• Alcohol withdrawal can range from tremors, anxiety, and insomnia to severe 

complications like seizures or delirium tremens (DTs), which carry a high risk of 

mortality if untreated. 

• Benzodiazepine withdrawal may also provoke seizures, along with agitation, 

hallucinations, and severe rebound anxiety. This is one of the most medically 

dangerous withdrawal syndromes. 

• Opioid withdrawal is rarely life-threatening but can be intensely distressing, with 

symptoms like nausea, diarrhea, sweating, chills, and severe body aches. Left 

unmanaged, the suffering often drives rapid relapse. 

• Stimulant withdrawal may bring profound fatigue, depression, irritability, and 

sleep disturbances, raising suicide risk in vulnerable clients. 

Because these syndromes can vary in severity, protocols for safe withdrawal focus 

on stabilization: monitoring vital signs, providing supportive medications (such as 

benzodiazepines for alcohol withdrawal or buprenorphine for opioid withdrawal), and 

reducing discomfort so that clients can complete detox without medical crisis (Kosten & 

O’Connor, 2022). 

For therapists, the key is knowing that withdrawal is not merely uncomfortable—it can 

be life-threatening in certain cases. When clients disclose heavy daily alcohol or 



benzodiazepine use, or when they appear to be experiencing severe symptoms, the 

safest response is not reassurance but immediate referral for medical evaluation. 

 

Hospital vs. Outpatient Management 

A central question in detoxification is where it should take place. The decision is shaped 

by both medical risk and client stability: 

• Hospital-based (inpatient) detox is recommended when withdrawal symptoms 

are likely to be severe, or when there are complicating factors such as unstable 

vital signs, a history of seizures or DTs, co-occurring medical conditions, or lack 

of a safe home environment. Hospitals and specialized detox units provide 24-

hour monitoring, IV fluids, seizure precautions, and rapid intervention if crises 

arise. This setting is often essential for alcohol and benzodiazepine withdrawal. 

• Outpatient detox may be appropriate for clients with lower risk profiles, reliable 

support at home, and a strong therapeutic alliance. Outpatient settings allow 

individuals to continue daily routines while attending regular check-ins for 

medication management, symptom monitoring, and supportive counseling. This 

model is often used for opioid detoxification with buprenorphine initiation, or for 

mild alcohol withdrawal in otherwise healthy adults. 

Both pathways carry value. Inpatient care ensures safety during high-risk withdrawals, 

while outpatient care can feel less disruptive and more empowering for clients who meet 

criteria. For therapists, the role lies in helping clients make sense of 
recommendations, reducing shame around needing a higher level of care, and 

providing continuity of support during transitions. 

 

The Therapist’s Role in Detoxification 

Therapists are not medical managers, but they are often the steady presence in a 

client’s recovery journey. Their contributions include: 



• Screening and listening carefully when clients describe heavy or prolonged 

use. 

• Educating clients that withdrawal is a medical event, not just “toughing it out.” 

• Collaborating with physicians, nurses, and case managers to ensure continuity 

of care. 

• Supporting emotionally during what is often a frightening process, offering 

grounding and reassurance. 

• Preparing for the next step, reminding clients that detox is only the beginning, 

and long-term recovery requires continued therapy, support, and often 

pharmacological or behavioral interventions. 

�� Clinical Takeaway: Safe withdrawal is not the end goal of treatment but the 

doorway to it. By helping clients enter detox safely—and by framing it as a medical 
necessity, not a personal failure—therapists play a crucial role in protecting lives and 

setting the stage for long-term recovery. 

 

 

Vignette: Maria’s First Step 

Maria was 47, a mother of two grown children, and by all accounts “high-functioning.” 

She held a steady job, paid her bills, and kept her life in outward order. But behind 

closed doors, her nightly drinking had escalated to a bottle of wine or more, every night, 

for the past decade. 

When her daughter confronted her after finding empty bottles tucked away in the 

laundry room, Maria finally agreed to therapy. At her first session, she admitted, “I’ve 

tried to stop before, but I get shaky, I sweat all night, and I can’t think straight. It feels 

like my body’s punishing me for even trying.” She described once going two days 

without alcohol and waking in the middle of the night in a panic, her heart racing and 

hands trembling. 



Her therapist listened carefully, then reflected: “It sounds like when you’ve tried to stop 

on your own, your body reacts in ways that feel overwhelming—and maybe even 

dangerous.” Maria nodded quickly, relieved to have her fear taken seriously. 

The therapist explained that alcohol withdrawal isn’t just uncomfortable—it can, for 

some people, be life-threatening. She reassured Maria that needing medical support 

wasn’t a weakness but a safety measure. “This isn’t about toughness,” she said gently. 

“It’s about protecting your body while you take this first step.” With the therapist’s 

encouragement, Maria agreed to a referral for inpatient detox. 

At the hospital, she was monitored closely, given medication to prevent seizures, and 

supported through the sleepless nights. Her therapist checked in by phone, reminding 

her that this was not the end of treatment, but the beginning. “Think of this as clearing 

the fog,” she said. “It gives us a clean slate to work from.” 

One week later, Maria returned to therapy, sober and physically stable. She still felt 

vulnerable, but now she had a different kind of confidence—one rooted in survival and 

safety. “I never realized detox could be part of the process,” she admitted. “I thought I 

was supposed to just suffer through it alone.” 

The therapist reflected her strength back to her: “You didn’t do this alone—you asked 

for support, and that’s what makes the difference.” From that foundation, Maria began 

her deeper work in therapy: understanding her triggers, rebuilding coping skills, and 

reconnecting with the parts of herself that alcohol had numbed for so long. 

 

�� Clinical Insight: Maria’s story highlights how therapists play a vital role in spotting 

risk, normalizing medical detox, and ensuring that clients enter recovery safely. By 

reframing detox as a medical necessity rather than a personal failure, therapists help 

reduce shame and open the door to lasting therapeutic work. 

 

Vignette: Andre’s New Morning 



Andre was 33 and had been using heroin on and off for nearly eight years. By the time 

he entered therapy, he was exhausted—not only by the cycle of withdrawal and relapse, 

but by the weight of hiding his use from his family. “I can’t keep doing this,” he 

confessed. “But every time I try to quit, the sickness gets so bad I’d rather just use 

again.” 

His therapist knew Andre’s withdrawal, while not typically life-threatening, could be 

crushing—chills, sweats, nausea, body aches that made it nearly impossible to think 

about anything else. Together, they discussed the possibility of outpatient detox with 
buprenorphine, where a physician could prescribe medication to ease withdrawal and 

cravings. The therapist framed it as scaffolding, not a shortcut: “This can give your body 

some relief, so you have the energy to focus on recovery—not just surviving 

withdrawal.” 

Andre was hesitant. “Feels like cheating,” he admitted. “Like I should just tough it out.” 

His therapist leaned in gently: “Recovery isn’t a test of how much pain you can take. It’s 

about building a life you want to stay in. If medication helps you get there, why not give 

yourself that chance?” 

With support, Andre agreed to see a physician. His induction onto buprenorphine 

happened in a clinic setting, and within hours he felt a difference. The nausea eased, 

the chills stopped, and he could sit still long enough to eat a meal. “This is the first time 

in years I’ve woken up without that panic in my stomach,” he said during his next 

therapy session. 

From there, the work deepened. Freed from the constant torment of withdrawal, Andre 

was able to engage in therapy with more focus. He started examining the stressors that 

triggered his use—old friends who still used, arguments with his partner, the gnawing 

shame of disappointing his parents. Together, he and his therapist practiced CBT skills 

to slow down impulsive thoughts and identify healthier coping strategies. 

Outpatient detox wasn’t easy. Andre still faced cravings and the occasional slip, but 

each time, the therapist reminded him of his progress: “Look at how far you’ve come—



you’re no longer trapped in that cycle of being sick and desperate. Now you have space 

to choose.” 

Months later, Andre reflected on what buprenorphine had given him: “I used to wake up 

every day thinking about how to get well. Now I wake up thinking about what I want to 

do.” For him, outpatient detox was not just about easing withdrawal—it was the doorway 

back to hope. 

 

�� Clinical Insight: Andre’s case illustrates how outpatient detox, especially with 

buprenorphine, can provide immediate stability that makes therapeutic work possible. 

Therapists may not prescribe, but by normalizing MAT, encouraging referrals, and 

reframing medication as a support—not a weakness—they help clients step into 

recovery with dignity and strength. 

 

6.4 Residential, Outpatient, and Community Programs 

Recovery rarely happens in isolation. Beyond the therapy office, clients find healing in 

the structures, relationships, and communities that sustain them. For some, that means 

the immersion of residential treatment; for others, the flexibility of outpatient care; and 

for many, the ongoing support of peer-led programs or harm reduction services. As 

therapists, understanding the spectrum of options allows you to guide clients toward 

settings that match not only their clinical needs, but also their values, resources, and 

readiness for change. 

 

12-Step Programs vs. Alternative Approaches 

For decades, 12-Step programs such as Alcoholics Anonymous (AA) and Narcotics 

Anonymous (NA) have provided millions with free, accessible peer support. Their 

structure—regular meetings, sponsorship, and a spiritual framework centered on 

surrender to a “Higher Power”—has proven life-changing for many. These programs 



create connection, accountability, and a shared identity in recovery, particularly valuable 

for clients who feel isolated in their struggle. 

Yet, not every client resonates with the 12-Step philosophy. Some may resist the 

spiritual language, others may be wary of the emphasis on powerlessness, and some 

simply prefer different styles of support. This is where alternative approaches come in. 

Programs like SMART Recovery focus on self-empowerment and evidence-based tools 

(such as cognitive-behavioral techniques), while Refuge Recovery draws on Buddhist 

principles of mindfulness and compassion. Secular Organizations for Sobriety (SOS) 

and Women for Sobriety (WFS) provide additional pathways for those seeking non-

religious or gender-specific support. 

As a therapist, your role is not to prescribe one path but to explore fit with curiosity: 

“What kind of community feels supportive to you? Do you prefer spiritual or secular 

language? Do you want structure, or more flexibility?” By presenting options, you help 

clients recognize that there are multiple doors into recovery community life, each with its 

own strengths. 

 

Harm Reduction Strategies 

Not all clients are ready—or willing—to commit to abstinence. Some come to therapy 

still ambivalent about quitting, others face barriers that make immediate sobriety 

unrealistic. For these clients, harm reduction strategies offer a compassionate, 

pragmatic entry point into care. 

Harm reduction emphasizes safety, dignity, and trust. It does not excuse or minimize 

substance use, but it acknowledges that reducing risk is itself meaningful progress. 

Common strategies include: 

• Needle and syringe exchange programs to reduce the spread of HIV and 

hepatitis C. 

• Naloxone distribution to prevent opioid overdose deaths. 

• Safer use education, including test strips to detect fentanyl contamination. 



• Managed alcohol programs in some communities, where individuals at high 

risk for severe withdrawal are given measured doses in a supervised setting. 

• Overdose prevention sites (where legal) offering supervised consumption with 

medical support available. 

For therapists, embracing harm reduction may mean validating a client’s effort to cut 

back, praising the use of clean syringes, or supporting the decision to carry naloxone. It 

requires shifting from an “all or nothing” mindset to one that sees any reduction in risk 
as progress worth celebrating. Over time, these strategies often build trust and open 

the door to deeper engagement in treatment. 

 

The Therapist’s Role 

In navigating the landscape of residential, outpatient, 12-Step, alternatives, and harm 

reduction, therapists serve as guides and advocates. Your work may involve: 

• Helping clients explore fit—matching their stage of change, values, and needs 

with the right type of program. 

• Normalizing options—reassuring clients that there is no single “correct” path to 

recovery. 

• Collaborating with community providers—maintaining a bridge between 

formal therapy and community support. 

• Honoring autonomy—celebrating small steps while holding hope for larger 

ones. 

Recovery is a mosaic, and no two mosaics look alike. Some clients find their anchor in 

residential care, others in a local AA meeting, others in a harm reduction clinic that 

treats them with dignity. When therapists honor this diversity and approach each 

pathway without judgment, they empower clients to shape recovery on their own terms. 

 



�� Clinical Takeaway: By understanding the strengths and limitations of different 

recovery programs and harm reduction approaches, therapists can help clients access 

the support that feels safe, possible, and meaningful—planting seeds for sustained 

healing and growth. 

 

Vignette 1: Calvin and the Circle of Chairs (12-Step) 

Calvin was 46, a construction foreman whose drinking had been part of his identity for 

years. After a second DUI, he entered therapy feeling cornered. He scoffed when his 

therapist mentioned Alcoholics Anonymous. “That’s not for me,” he muttered. “I don’t 

need to sit around talking about feelings with strangers.” 

But over time, as Calvin opened up in therapy about loneliness after his divorce, the 

therapist gently returned to the idea. “It sounds like connection matters to you—and 

right now drinking is the way you’ve been trying to fill that space. I wonder if a group of 

people who get it might help you feel less alone.” 

Reluctantly, Calvin agreed to try one meeting. He expected judgment and lectures. 

Instead, he found a circle of chairs, people laughing before it began, and a man his age 

who casually offered him coffee. When it was his turn to introduce himself, Calvin 

stumbled, but no one pushed him. By the end of the hour, he felt something 

unexpected: relief. 

Over the next months, Calvin kept going. The structure of meetings—opening prayers, 

speaker stories, group sharing—gave rhythm to his week. Sponsorship offered 

accountability without shame. He didn’t resonate with every phrase, especially the 

language about a Higher Power, but he found he could translate it into something that 

worked for him. 

In therapy, Calvin reflected, “I thought AA was about weakness, but it’s really about not 

doing this alone. Those chairs—they saved me from thinking I had to.” His therapist 

reinforced this: “You’ve built a community around your recovery, and that’s one of the 

strongest predictors of staying sober.” 



 

Vignette 2: Rosa and the Naloxone Kit (Harm Reduction) 

Rosa was 28 and had been using heroin on and off for six years. She wasn’t ready to 

stop. “I know what you want me to say,” she told her therapist bluntly. “But I’m not there 

yet. I still use every weekend. It’s the only time I feel calm.” 

Her therapist didn’t push for abstinence. Instead, she leaned into Rosa’s honesty: 

“Thank you for being real with me. Since you’re still using, can we talk about staying as 

safe as possible?” Together they discussed needle exchange programs, safe use 

practices, and naloxone. Rosa agreed to pick up a kit, more to “make my mom feel 

better” than for herself. 

A month later, Rosa came into session shaken. A friend had overdosed at a party. Rosa 

used her kit, administered naloxone, and stayed with him until paramedics arrived. 

Tears welled in her eyes as she recounted it: “If I hadn’t had it, he’d be dead.” 

Something shifted that day. For the first time, Rosa admitted she might want a different 

future. “I don’t know if I’m ready to quit,” she said softly, “but I don’t want to keep living 

this close to the edge.” 

Her therapist reflected, “You took an action that saved a life. That same courage can 

help you take steps toward protecting your own.” Over time, Rosa began exploring 

treatment options, and eventually, she asked about medication-assisted therapy. Harm 

reduction had not only kept her alive—it had opened the door to hope. 

 

�� Clinical Insight: Calvin’s and Rosa’s stories illustrate the diversity of recovery 

pathways. Some clients find structure, accountability, and belonging in 12-Step 

programs; others begin their journey through harm reduction strategies that prioritize 

safety first. Therapists, by validating both, empower clients to move at their own pace 

while keeping the door to healing wide open. 

 



6.5 Telehealth and Digital Interventions 

The last several years have transformed the landscape of behavioral health. What 

began as an emergency adaptation during the COVID-19 pandemic has now become a 

permanent fixture of care: telehealth and digital interventions are not only accepted, 

but increasingly expected by clients. Between 2023 and 2025, advancements in digital 

platforms, mobile applications, and virtual recovery communities have made treatment 

more flexible, accessible, and continuous than ever before. For therapists, this shift 

brings both new opportunities and important considerations for ethical, effective care. 

 

Expanding Access 

One of the clearest benefits of telehealth is accessibility. Clients who once struggled 

with transportation, childcare, or rural isolation can now log in from home. A single 

parent, for example, can attend therapy during a child’s naptime; someone in a remote 

farming community can connect with a specialist hundreds of miles away. These shifts 

reduce barriers to entry, making care available to people who might never have walked 

into a clinic. 

Mobile apps have added another layer: daily check-ins, craving trackers, mindfulness 

practices, and reminders that keep recovery supports literally at a client’s fingertips. 

Many platforms now allow for integration with wearable devices, offering therapists data 

on sleep, mood, or stress patterns—information that can enrich sessions when 

interpreted collaboratively. 

 

Flexibility and Continuity 

Telehealth has also made it easier for clients to stay connected during vulnerable 
times. Someone who travels for work can continue therapy on the road. A client 

hesitant to return to in-person groups after relapse can re-engage virtually, reducing 

shame and easing them back into care. Therapists report that virtual options increase 



attendance and reduce drop-out rates, offering continuity that was often lost when life 

circumstances interrupted treatment. 

 

Community in the Digital Age 

Recovery has always been strengthened by community, and digital platforms have 

expanded what “community” can mean. Online 12-Step meetings, SMART Recovery 

groups, and peer forums allow clients to join supportive circles at any hour. For 

individuals who feel stigma in their local community, digital spaces can offer a safer, 

more anonymous entry point into connection. At the same time, therapists can 

encourage clients to balance digital connections with in-person ones, recognizing that 

face-to-face human contact remains irreplaceable for many. 

 

Considerations and Cautions 

The rapid growth of telehealth also brings challenges. Therapists must attend carefully 

to: 

• Confidentiality: ensuring clients use secure platforms, private spaces, and 

understand limits of digital privacy. 

• Engagement: managing distractions (e.g., clients logging in from a car or busy 

environment). 

• Equity: recognizing that not all clients have reliable internet access, quiet space 

at home, or comfort with technology. 

• Boundaries: clarifying availability when clients connect through text, apps, or 

asynchronous platforms. 

Professional ethics (e.g., APA, NASW, NBCC) increasingly provide guidance on digital 

care, but therapists must remain vigilant, balancing innovation with thoughtful 

safeguards. 

 



The Therapist’s Role in the Digital Shift 

Therapists are not expected to master every app or platform, but they play a vital role in 

helping clients integrate digital tools wisely. This might mean encouraging the use 

of a craving-tracker app while also helping the client reflect on what the data means 

emotionally; or supporting a client in attending online groups while also addressing the 

isolation of screen-only connection. By grounding digital interventions in therapeutic 

alliance and evidence-based practice, therapists help ensure that technology 

enhances—not replaces—the human work of recovery. 

 

�� Clinical Takeaway: Telehealth and digital interventions are not a replacement for 

the therapeutic relationship, but a powerful extension of it. For therapists, the task is to 

harness these tools with intentionality, compassion, and clear boundaries—helping 

clients access recovery supports wherever they are, while keeping the human heart of 

therapy at the center. 

 

 

Vignette: Leah’s Return to Care 

Leah, a 34-year-old graphic designer, had been in recovery from alcohol use for nearly 

a year when stress at work and a difficult breakup triggered a relapse. Ashamed, she 

stopped attending her outpatient group and avoided calls from her therapist. “I didn’t 

want to see the look on her face,” she later admitted. “I felt like I had thrown everything 

away.” 

Months passed. Then one night, scrolling on her phone, Leah stumbled across an 

online recovery community that offered free virtual meetings. At first she just listened 

with her camera off. But something about hearing others speak honestly about setbacks 

began to soften her isolation. “It was the first time I didn’t feel like the only one who had 

blown it,” she reflected. 



Encouraged, Leah reached out to her therapist, who offered to resume sessions via 

telehealth. The convenience mattered—no commute, no awkward waiting room, just 

logging in from her own apartment. In their first virtual session, Leah confessed, “I 

couldn’t bring myself to come back in person. This feels safer for now.” 

Together, they integrated digital supports into her recovery plan. Leah used a craving-

tracker app to log urges in real time, sharing the data during sessions so they could 

identify patterns. She joined an online SMART Recovery group that aligned with her 

preference for practical, skills-based strategies. Slowly, she rebuilt confidence and 

reconnected with her recovery goals. 

Months later, Leah reflected on what telehealth had given her: “I probably wouldn’t have 

come back if I had to walk through your office door again. But meeting online helped me 

return before things got worse. Now I feel like I’ve got both feet back under me.” 

 

�� Clinical Insight: Leah’s story highlights how telehealth and digital tools can reduce 

barriers of shame, distance, and convenience, allowing clients to re-engage in 

treatment more quickly. For therapists, the task is not to replace traditional therapy but 

to weave digital supports into recovery, always with attention to connection, safety, 

and meaning. 

 

Conclusion to Chapter 6: Evidence-Based Treatment Approaches 

The journey through this chapter reminds us that recovery is not a single road but a 

landscape with many pathways. Behavioral interventions such as CBT, Motivational 

Interviewing, and Contingency Management provide clients with tools to understand 

their thoughts, strengthen their motivation, and reinforce healthier choices. 

Pharmacological supports—though not prescribed by therapists—can offer stability 

and relief from cravings when clients are guided toward them with compassion and 

collaboration. Detoxification and medical management highlight the importance of 

safety at the very beginning of recovery, while residential, outpatient, and community 



programs remind us that healing is sustained not only in therapy rooms but also in peer 

circles and support networks. 

As treatment continues to evolve, harm reduction strategies ensure that care is not 

limited to abstinence alone, but embraces dignity and safety as essential milestones. 

And with the rapid growth of telehealth and digital interventions, clients now have 

access to therapy and community support in ways that extend beyond geography, 

stigma, or circumstance. 

For therapists, the thread running through all these approaches is the same: recovery is 

most powerful when treatment is individualized, evidence-based, and human-
centered. Our role is not to choose the path for clients, but to walk beside them—

listening for what matters most, offering tools and referrals that fit their needs, and 

celebrating each step forward, however small. 

In the end, evidence-based treatment approaches are not just about reducing 

symptoms or preventing relapse. They are about restoring agency, rebuilding 

connection, and reminding clients that change is possible, one choice at a time. When 

we weave together the strengths of science, community, and compassion, we help 

create the conditions where healing can take root and lives can be reclaimed. 

 

Chapter 7: Counseling Strategies and Therapeutic 
Techniques 

If Chapter 6 focused on the “what” of treatment—evidence-based approaches, 

medications, and medical management—this chapter turns to the “how.” How do 

therapists sit across from a client and turn knowledge into healing? How do we structure 

sessions, guide conversations, and build the kind of trust that makes change possible? 

These are the questions at the heart of counseling practice, and the answers are found 

not only in research but in the lived, relational art of therapy. 

Individual counseling remains the backbone of most treatment plans. Here, the 

therapist’s role is both guide and companion—structuring sessions around evidence-



based approaches while tailoring treatment planning to each client’s unique goals, 

strengths, and struggles. But recovery rarely thrives in isolation. Group therapy and 
peer support bring clients into circles of accountability and encouragement, where 

shared stories dissolve shame and collective wisdom becomes its own medicine. 

Because addiction often touches entire households, family therapy and systemic 
approaches widen the lens, helping families repair communication, rebuild trust, and 

shift patterns that either sustain or sabotage recovery. Yet, even the most well-

intentioned therapy can falter without cultural competency—an awareness that clients’ 

identities, traditions, and communities profoundly shape their experiences of both 

substance use and healing. Effective counseling requires not only skill but humility, as 

therapists learn to tailor care to the diverse populations they serve. 

Finally, no discussion of counseling is complete without attention to ethical and legal 
considerations. Confidentiality, informed consent, and mandated reporting are not 

simply checkboxes of compliance—they are the guardrails that protect both clients and 

clinicians, ensuring that therapy is not only effective but also safe, respectful, and just. 

In this chapter, we will explore these layers of counseling with both structure and story. 

The goal is not to provide a rigid script, but to equip therapists with strategies, 

techniques, and ethical frameworks they can adapt to real-world practice. As with 

recovery itself, the work of counseling is never one-size-fits-all. It is an ongoing process 

of listening, learning, and responding—guided by science, but always anchored in the 

human relationship at the heart of healing. 

 

7.1 Individual Counseling 

For many clients, individual counseling is the first safe space where they can speak 

openly about their struggles without fear of judgment. The one-to-one setting allows for 

privacy, focus, and the development of a strong therapeutic alliance—the single most 

reliable predictor of positive outcomes across counseling approaches (Norcross & 

Lambert, 2019). In addiction treatment, this relationship becomes the foundation upon 

which strategies, skills, and hope are built. 



 

Approaches 

Therapists draw from a variety of evidence-based approaches, often weaving them 

together to match the client’s needs. Cognitive-Behavioral Therapy (CBT) helps 

clients identify and reframe the thought patterns that fuel cravings and relapse (Carroll & 

Kiluk, 2017). Motivational Interviewing (MI) engages ambivalent clients by eliciting 

their own reasons for change rather than imposing external pressure (Miller & Rollnick, 

2023). For clients with trauma histories, trauma-informed care ensures that therapy is 

conducted with sensitivity to triggers, emphasizing safety and empowerment 

(Substance Abuse and Mental Health Services Administration [SAMHSA], 2020). 

No single method works for everyone. The art of individual counseling lies in adapting 

these approaches to the client’s readiness, culture, and goals, creating a treatment 

experience that feels both structured and personal. 

 

Session Structure 

While every therapist has their style, individual counseling sessions typically follow a 

rhythm. Early sessions focus on engagement and trust-building, setting the tone for 

openness. Therapists often use the first meetings to clarify goals and begin assessing 

strengths and barriers. Middle sessions provide the core of the work: practicing new 

coping skills, exploring relapse triggers, and addressing co-occurring issues such as 

anxiety or depression. Toward the end of each session, therapists often summarize 

insights, review homework or skill practice, and set intentions for the week ahead (Beck 

et al., 2021). 

This structure offers clients both predictability and progress. For many who feel 

overwhelmed by the chaos of substance use, a session that begins and ends with clear 

steps can be grounding—a reminder that change is not an abstract hope but a process 

unfolding piece by piece. 

 



Treatment Planning 

Treatment planning is the blueprint that connects client goals with therapeutic 

interventions. Rather than being a static document, a good treatment plan is 

collaborative and dynamic. It begins with a thorough assessment, identifying the client’s 

stage of change, co-occurring conditions, strengths, and personal values. Together, 

therapist and client set specific, measurable, attainable, relevant, and time-bound 
(SMART) goals—whether that’s reducing use, maintaining abstinence, or rebuilding 

family trust (American Psychological Association [APA], 2021). 

For example, a client might set the goal: “I want to get through the next two weeks 

without drinking.” The plan could outline supports such as attending two CBT sessions, 

practicing one craving-management skill daily, and checking in with a peer support 

group twice weekly. Over time, these short-term goals expand into broader objectives: 

repairing relationships, sustaining employment, or pursuing education. 

Crucially, treatment plans are revisited regularly. Progress is celebrated, setbacks are 

reframed as opportunities to learn, and adjustments are made to ensure the plan 

remains realistic and client-centered. In this way, treatment planning becomes less 

about paperwork and more about co-authoring a roadmap to recovery. 

 

The Therapist’s Role 

Therapists in individual counseling do more than teach skills or document progress. 

They bear witness to stories often told for the first time, hold hope when clients feel 

hopeless, and model acceptance in a world that has often stigmatized addiction. 

Through presence, structure, and collaboration, therapists create an environment where 

change is not only possible but sustainable. 

As one client put it after several months of therapy: “When I come in here, I feel like I 

can take off the mask. That’s what gives me the strength to keep trying out there.” 

Case Vignette: Jordan Finds His Voice 



Jordan, 35, sat in his therapist’s office with a mixture of defensiveness and weariness. 

He had been drinking heavily for years but was attending therapy only because his 

partner had issued an ultimatum. “I don’t think it’s as bad as everyone says,” he 

muttered. “I just need to blow off steam after work.” 

Instead of confronting him, his therapist leaned into Motivational Interviewing (MI). 
“On one hand, drinking feels like your way to relax,” she reflected, “and on the other, 

you’re here because it’s creating some problems in your relationship.” Jordan sighed, 

acknowledging for the first time that his partner had threatened to leave. That crack in 

his ambivalence opened the door. 

As sessions continued, the therapist integrated Cognitive-Behavioral Therapy (CBT). 
Together, they mapped Jordan’s weekly patterns: high stress after long shifts, thoughts 

like “I deserve this drink”, and the automatic slide into heavy use. For the first time, 

Jordan saw the connection between his thoughts, emotions, and behaviors laid out 

clearly on paper. “So I’m not just weak,” he said slowly. “It’s like my brain is running a 

script.” 

With encouragement, Jordan began practicing alternative coping strategies. Instead of 

heading straight to the bar, he experimented with a brief walk, journaling his frustrations, 

or calling a friend. His therapist reinforced small successes: “You challenged the thought 

that you had to drink, and you gave yourself another option. That’s real progress.” 

Gradually, Jordan’s ambivalence shifted. MI had helped him articulate his own reasons 

for change—wanting to keep his partner, to feel clear-headed in the mornings, to stop 

disappointing himself. CBT gave him the tools to act on those reasons, breaking down 

the cycle into manageable steps. 

Months later, Jordan reflected, “I used to think drinking was my only way to cope. Now I 

know it was just one path I kept walking down. Therapy showed me there are other 

roads—and I get to choose which one I take.” 

 



�� Clinical Insight: This vignette shows how MI can invite readiness for change, while 

CBT provides the practical roadmap once motivation begins to build. Together, they 

empower clients not only to imagine change but to enact it in daily life. 

 

7.2 Group Therapy and Peer Support 

While individual counseling offers privacy and focus, group therapy brings the healing 

power of connection. In groups, clients discover that their struggles are not isolated—

that others have walked similar roads, wrestled with the same cravings, and felt the 

same shame. This shared experience can dismantle isolation, a hallmark of addiction, 

and replace it with solidarity, accountability, and hope (Yalom & Leszcz, 2020). 

Group Dynamics 

The effectiveness of group therapy is often shaped by its dynamics. Yalom’s therapeutic 

factors—universality, cohesion, catharsis, interpersonal learning—are all at play in 

substance use groups. When clients hear someone else voice a thought they were too 

afraid to admit, a shift occurs: “I’m not the only one.” That recognition often lowers 

defenses and increases openness. Group cohesion builds a sense of belonging, while 

gentle confrontation from peers can sometimes carry more weight than words from a 

therapist (Kelly et al., 2017). 

At the same time, therapists must navigate challenges: managing dominating voices, 

drawing out quieter members, and maintaining safety when strong emotions arise. Clear 

boundaries, confidentiality agreements, and consistent structure help foster trust and 

stability. 

Therapeutic Benefits 

Research consistently demonstrates that group therapy is as effective as individual 

therapy for many clients with substance use disorders (Weiss et al., 2019). It provides 

cost-effective treatment, opportunities for peer modeling, and a natural context for 

practicing communication and coping skills. Groups also mirror real-life relationships, 



allowing clients to test new behaviors—such as assertiveness or vulnerability—in a 

supportive environment before taking them back into family or work settings. 

Peer support extends beyond formal therapy groups. Mutual-help organizations, such 

as Alcoholics Anonymous, Narcotics Anonymous, SMART Recovery, and others, create 

ongoing spaces for connection that complement professional treatment. For many 

clients, the combination of therapist-led groups and peer-based support sustains long-

term recovery more effectively than either alone. 

Vignette: The Power of Universality 

When Darius walked into his first therapy group, he sat with his arms folded tightly 

across his chest. A 40-year-old truck driver, he had always seen himself as self-reliant. 

Talking about his cocaine use to strangers felt impossible. 

But as the session unfolded, he listened to another man describe the cycle of payday 

highs followed by weekend crashes, and a young woman share how loneliness often 

pushed her back to alcohol. Darius felt a jolt of recognition: They’re saying my story out 

loud. 

When it was his turn, he surprised himself. “I thought I was the only one who kept 

promising myself, ‘Just one more time,’ and then caving.” Heads around the circle 

nodded in solidarity. A wave of relief washed over him—he wasn’t alone. 

Over the next weeks, Darius began to open up more, not because a therapist prodded 

him, but because peers reflected back pieces of his own journey. Gentle confrontation 

from a fellow group member carried weight in a way he hadn’t expected: “You told us 

last week you wanted to be there for your kids—how does using help with that?” It 

stung, but it landed. 

Group therapy gave Darius what individual counseling could not: a circle of witnesses 

who shared his struggle and held him accountable. In time, it became a place where he 

could not only receive support, but also offer it—transforming shame into belonging. 

 

 



7.3 Family Therapy and Systemic Approaches 

Addiction does not occur in a vacuum; it reverberates through families. Conflict, secrecy, 

enabling behaviors, and broken trust often emerge as part of the system surrounding 

substance use. Family therapy recognizes that lasting recovery often requires more 

than individual change—it requires shifts in patterns of communication, roles, and 

expectations (O’Farrell & Clements, 2012). 

Involving Family 

Involving family in treatment can reduce relapse rates, improve engagement, and 

strengthen support systems (Rowe, 2012). Sessions may begin with psychoeducation, 

helping family members understand addiction as a chronic condition rather than a moral 

failing. This reframing often eases blame and opens the door to empathy. From there, 

families work together on communication skills—learning to express needs without 

criticism, to set healthy boundaries, and to rebuild trust gradually. 

Systemic Approaches 

Systemic approaches such as Behavioral Couples Therapy (BCT) or Community 

Reinforcement and Family Training (CRAFT) aim to shift the environment in ways that 

support sobriety. BCT focuses on enhancing relationship satisfaction and reducing 

behaviors that trigger relapse (O’Farrell & Clements, 2012). CRAFT trains family 

members to reinforce non-using behaviors and encourage treatment engagement, even 

when the individual struggling with addiction is ambivalent (Meyers et al., 2011). 

Therapists must be sensitive to family dynamics, recognizing when involvement is 

supportive and when it may be harmful—for example, in situations of abuse. Thoughtful 

assessment ensures that family therapy strengthens rather than destabilizes recovery. 

Vignette: Rebuilding Trust at the Dinner Table 

Elena, 27, had been in and out of treatment for opioid use disorder since her early 

twenties. This time, her therapist suggested involving her parents. At first, Elena 

resisted. “They don’t understand. They just yell or cry. I can’t handle it.” 



The first family session was tense. Her father sat stiffly, arms crossed; her mother wept 

quietly. The therapist began with psychoeducation, explaining addiction as a chronic 

medical condition rather than a personal failure. For the first time, Elena’s father leaned 

forward. “So you’re saying it’s not just her choosing this?” His tone softened, curiosity 

edging out anger. 

Over the following sessions, the family practiced communication strategies: using “I” 

statements, setting boundaries without ultimatums, and acknowledging small steps of 

progress. Elena’s mother learned to say, “I worry when you don’t come home on time” 

instead of launching into accusations. Elena, in turn, practiced hearing concern without 

becoming defensive. 

Slowly, the dinner table became less of a battleground. Trust did not return overnight, 

but as Elena’s father put it one evening, “We’re learning to be on the same team again.” 

The therapist reflected that moment as a milestone—family therapy had shifted the 

system from blame to collaboration, creating conditions where recovery could take root. 

 

 

7.4 Cultural Competency in Counseling 

Effective treatment must be responsive not only to individual needs but also to cultural 

identities. Cultural competency involves understanding how culture, race, ethnicity, 

gender, sexual orientation, spirituality, and socioeconomic background shape both 

substance use and recovery. Clients interpret addiction and treatment through the lens 

of their values and lived experience; ignoring this dimension risks misunderstanding or 

alienating them (Sue et al., 2019). 

 

 

 

 



Tailoring Treatment 

Therapists practicing 

cultural humility invite 

clients to define what 

recovery means within 

their cultural context. For 

example, spiritual 

practices may be central 

to one client’s healing, 

while another may prefer 

secular frameworks. 

Language access, 

awareness of stigma within certain communities, and recognition of historical traumas 

are essential. Interventions such as motivational interviewing and CBT can be adapted 

to align with cultural values, strengthening engagement and outcomes (Guerrero et al., 

2017). 

Cultural competence is not about mastering every tradition or identity but about 

approaching each client with curiosity, respect, and willingness to learn. Therapists who 

acknowledge their own biases and seek ongoing education create safer spaces for 

diverse clients to engage authentically in treatment. 

Vignette: Meeting Recovery Through Faith 

Amina, 32, sought therapy for alcohol use after it began interfering with her work as a 

nurse. She hesitated to share her story at first, worried that her cultural and religious 

background would not be understood. “In my community, admitting this feels like shame 

on my whole family,” she said. 

Rather than assuming what recovery should look like, her therapist leaned into cultural 

humility: “Can you tell me how your faith and traditions shape what healing means to 

you?” Amina brightened. She explained how daily prayer grounded her, how fasting 



during Ramadan had once helped her step away from alcohol, and how community 

service was central to her values. 

Together, they integrated these practices into her treatment plan. CBT skills were 

framed alongside her faith commitments: reframing automatic thoughts during prayer, 

identifying cravings as spiritual tests rather than personal failures. Instead of insisting 

she attend a traditional 12-Step group, her therapist helped her find a faith-based 

recovery community where she felt safe. 

By honoring her cultural lens, the therapist not only improved engagement but 

deepened trust. Amina reflected, “For the first time, I don’t feel like I have to leave part 

of myself at the door to get better.” 

 

 

7.5 Ethical and Legal Considerations 

Addiction counseling requires not only compassion and skill but also a strong grounding 

in ethics and law. These guardrails protect both clients and clinicians, ensuring that the 

therapeutic relationship remains safe, respectful, and just. 

Confidentiality 

Confidentiality is a cornerstone of trust. Clients must know that what they share will not 

be disclosed without consent, except under legally mandated circumstances. For 

substance use treatment, confidentiality protections are especially robust under 42 CFR 
Part 2, which limits disclosure even more strictly than general HIPAA regulations 

(Substance Abuse and Mental Health Services Administration [SAMHSA], 2020). 

Informed Consent 

Informed consent is more than a signed form—it is an ongoing dialogue. Clients must 

understand the nature of treatment, the risks and benefits, the limits of confidentiality, 

and their right to withdraw. Transparent communication fosters empowerment and 

collaboration. 



Mandated Reporting 

Therapists must also navigate mandated reporting duties for child abuse, elder abuse, 

or imminent risk of harm. These situations require balancing client trust with legal 

obligations. The best practice is to prepare clients in advance: “There are some things I 

am legally required to act on, and I’ll be clear with you if we ever reach that point.” 

Ethical practice is rarely black and white. Issues such as dual relationships, boundary 

crossings, and cultural considerations often demand reflection, consultation, and 

adherence to professional codes such as those from the NASW, NBCC, or APA. 

Vignette: When Safety Meets Confidentiality 

Marcus, 19, disclosed during a session that he sometimes drove after drinking. His 

therapist felt the knot in her stomach: confidentiality was sacred, but client and public 

safety were at stake. 

She paused, then reminded Marcus of what they had discussed during informed 

consent: “Remember when we talked about limits of confidentiality? If I believe you or 

others are at risk of serious harm, I need to act. Let’s slow down and look at what that 

means together.” 

Instead of panicking, Marcus nodded. He appreciated that she was transparent, not 

reactionary. They discussed the risks and possible consequences. Together, they made 

a plan—Marcus would agree not to drive after drinking, would call a rideshare or friend 

instead, and would revisit the issue in the next session. 

The therapist documented carefully and sought consultation, ensuring she upheld both 

ethical standards and Marcus’s trust. Later, Marcus admitted: “I thought you’d just turn 

me in. But instead, you treated me like a partner in figuring this out.” 

This moment highlighted the delicate balance of ethical practice: honoring confidentiality 

while protecting safety, always with openness and respect. 

 

 



�� Clinical Takeaway: Counseling strategies and therapeutic techniques are most 

effective when they are integrative, culturally responsive, and ethically grounded. 
Whether working one-on-one, in groups, with families, or across communities, 

therapists carry the responsibility of weaving together skill, science, and humanity to 

support recovery in all its complexity. 

 

 

Chapter 8: Prevention, Policy, and Community Interventions 

8.1 Primary, Secondary, and Tertiary Prevention 

Prevention is not a single event but a continuum. Just as in physical health—where we 

distinguish between preventing illness, catching it early, and minimizing harm—

substance use prevention unfolds across three levels: primary, secondary, and 
tertiary. Each stage has unique goals, methods, and implications for the role therapists 

play in their communities. 

 

Primary Prevention: Building Resilience Before Substance Use Begins 

Primary prevention focuses on reducing risk factors and strengthening protective factors 

before substance use begins. School-based education programs, community 

campaigns, and parenting support are classic examples. But effective prevention goes 

far beyond “just say no.” 

Modern prevention emphasizes skill-building, emotional regulation, and resilience. 

Evidence-based school curricula, such as LifeSkills Training, teach adolescents how to 

resist peer pressure, manage stress, and build healthy coping strategies (Botvin & 

Griffin, 2015). Parenting programs that model consistent discipline and communication 

reduce the likelihood of adolescent substance use later on (Trucco, 2020). 



Therapists may not always be in classrooms, but they play a critical role in advocating 
for prevention programs, offering psychoeducation in community settings, and 

equipping parents and youth with knowledge that can shift risk trajectories. 

 

Secondary Prevention: Catching Risk Early 

Secondary prevention intervenes when risks are already present but before a full 

substance use disorder develops. Screening tools like SBIRT (Screening, Brief 
Intervention, and Referral to Treatment) are commonly used in primary care, schools, 

and community clinics. For example, a college student flagged for heavy weekend 

drinking may benefit from a brief motivational interviewing conversation that helps them 

reflect on consequences and reconsider patterns (Jonas et al., 2012). 

For therapists, this level often means listening for early warning signs: changes in 

mood, secrecy, missed responsibilities, or shifts in peer groups. By addressing 

substance use risks early—through psychoeducation, brief interventions, and 

referrals—therapists can help prevent escalation. 

 

Tertiary Prevention: Reducing Harm and Relapse 

Tertiary prevention focuses on those who already have a substance use disorder, 

aiming to reduce harm, prevent relapse, and support long-term recovery. This includes 

relapse-prevention planning in therapy, medication-assisted treatment referrals, and 

community recovery supports. 

Therapists often play a vital role here, helping clients recognize triggers, practice 
coping skills, and reframe lapses as opportunities for learning rather than total failure. 

Tertiary prevention is not about erasing risk but about building resilience in the face 
of it. 

 

 



Case Vignette: Different Stages, Different Doors 

Sophia, a 15-year-old, attends a school-based program that teaches stress 

management and decision-making skills. When her friends pressure her to drink at a 

party, she recalls a role-play from class and confidently declines. This is primary 
prevention in action—equipping her with skills before risky use begins. 

Meanwhile, Jacob, a 21-year-old college student, fills out an anonymous campus survey 

on drinking habits. His responses flag him as engaging in risky weekend binge drinking. 

He’s invited to a short motivational interviewing session where he reflects, “I don’t like 

how Mondays feel.” This early feedback helps him cut back—a success of secondary 
prevention. 

Finally, Maria, a 40-year-old in therapy for alcohol dependence, works with her 

counselor to map relapse triggers and build a plan for handling cravings. When she 

slips at a holiday party, her therapist reframes it as a chance to strengthen coping 

strategies. Instead of spiraling, Maria returns to sobriety—an example of tertiary 
prevention. 

Each of these stories highlights the same principle: prevention is not one size fits all. It 

meets people where they are—before use, at the first signs of risk, or after a 

diagnosis—offering tools to strengthen safety and support recovery. 

 

�� Clinical Takeaway: Therapists are not only healers of active addiction but also 

advocates for prevention at every level. By educating, screening, intervening early, and 

supporting relapse prevention, they help shape healthier trajectories long before crisis 

points are reached. 

 

8.2 Public Health Policies and Regulations 

Public health policy shapes the landscape of substance use more powerfully than any 

single therapy session. From legal drinking ages to insurance coverage for treatment, 

policies determine who has access to care, what resources are available, and how 



communities respond to substance use. For therapists, understanding these 

frameworks is not about lobbying in legislative halls but about helping clients navigate 

barriers and opportunities that laws and systems create. 

 

Alcohol and Drug Laws 

Policies related to alcohol and drugs have historically swung between punitive and 

public health approaches. Raising the legal drinking age in the United States to 21 in 

the 1980s, for example, significantly reduced alcohol-related traffic fatalities among 

young drivers (Dee, 2001). Similarly, clean syringe legislation and Good Samaritan 

overdose laws have been associated with reduced HIV transmission and overdose 

deaths (McClellan et al., 2018). 

Yet, punitive policies—such as mandatory minimum sentences for drug possession—

have often disproportionately impacted marginalized communities without reducing 

substance use rates (Alexander, 2020). These histories remind us that policy decisions 

can either reinforce stigma and inequality or open doors to safety and treatment. 

 

Treatment Accessibility 

Policy also determines whether people can access treatment at all. The Mental Health 
Parity and Addiction Equity Act (MHPAEA, 2008) mandated that insurers cover 

substance use treatment at the same level as other medical care, a shift that expanded 

access for millions. More recently, Medicaid expansion under the Affordable Care 
Act has been linked with increased access to medication-assisted treatment for opioid 

use disorder, particularly in rural and underserved areas (Maclean & Saloner, 2019). 

For therapists, these changes matter in very practical ways. A client may or may not be 

able to afford naltrexone injections, residential treatment, or outpatient counseling 

depending on their insurance status and state-level policies. Knowing the policy 

landscape allows therapists to advocate for clients and connect them to available 

supports. 



 

Case Vignette: Before and After the Policy Shift 

Luis, a 29-year-old construction worker, had battled opioid use disorder for years. 

Before Medicaid expansion in his state, he was uninsured. The local clinic required out-

of-pocket payment for buprenorphine, something he could not afford. “I wanted help,” he 

told his therapist, “but the math never worked. Rent or meds—it was always rent.” His 

only option was detoxing on his own, which led to repeated relapses. 

Two years later, his state adopted Medicaid expansion. Suddenly, the same clinic that 

had once turned him away was able to offer him buprenorphine at no cost. With 

cravings stabilized, Luis was able to stay in therapy, keep his job, and begin repairing 

his relationships. “It feels like I finally got a fair shot,” he reflected. 

For his therapist, the difference was striking. The skills and motivation were always 

there—but without policy changes, access had been blocked. The vignette underscores 

a central truth: policies are not abstractions; they are lifelines that shape whether 

recovery is possible. 

 

�� Clinical Takeaway: Policies can either build barriers or remove them. Therapists 

who understand alcohol and drug laws, insurance parity, and treatment access policies 

are better equipped to advocate, guide clients to resources, and contextualize the 

systemic hurdles many face in recovery. 

 

8.3 Community-Based Programs 

Recovery does not happen in isolation. Beyond the therapy office and clinical settings, 

communities play a central role in prevention, harm reduction, and long-term support. 

Community-based programs are often the first point of contact for individuals who are 

ambivalent about treatment, fearful of stigma, or simply trying to survive day to day. 

These programs offer safety, trust, and resources—meeting people where they are 

rather than where others think they “should” be. 



 

Harm Reduction 

Harm reduction programs recognize that while not everyone is ready or able to stop 

using, everyone deserves to be safe. Needle and syringe exchange programs reduce 

the spread of HIV and hepatitis C, while also serving as hubs for education, referrals, 

and relationship-building (Des Jarlais et al., 2018). Naloxone distribution saves lives in 

the face of opioid overdoses, empowering peers and families to act quickly. Far from 

“condoning” use, harm reduction is about keeping people alive long enough to have the 

chance to recover. 

 

Youth Interventions 

Community programs for youth aim to disrupt risk trajectories early. After-school 

programs, mentorship initiatives, and youth leadership opportunities provide safe 

spaces and positive role models. Research shows that when young people have access 

to structured activities, caring adults, and skills-building opportunities, they are less 

likely to engage in substance misuse (Trucco, 2020). 

 

Building Trust in the Community 

For many clients, these programs are less about services and more about relationships. 

A welcoming staff member at a syringe exchange, a mentor who shows up consistently 

for a teen, or a peer worker who shares lived experience can all become bridges to 

deeper treatment. Community programs often plant the first seeds of trust, reducing 

stigma and showing clients that they are not defined by their substance use. 

 

Case Vignette: Meeting Jacob at the Needle Exchange 

Jacob, 32, had been using heroin for nearly a decade. He had no interest in treatment 

and actively avoided doctors, fearing judgment and legal consequences. His first point 



of contact with any support came at a community-run needle exchange program. At 

first, he came only to pick up clean supplies. 

But over time, he began chatting with one of the staff members, a peer worker in 

recovery himself. The staffer greeted him without judgment each visit and occasionally 

asked gentle questions: “How’s your week going?” or “Anything making life harder right 

now?” Slowly, Jacob opened up about his health struggles and his fear of overdosing 

alone. 

One day, after a close friend died of an overdose, Jacob returned not just for supplies 

but for naloxone training. The staff member offered, “If you ever want to talk about other 

options, we can help.” Weeks later, Jacob asked about medication-assisted treatment 

and was referred to a clinic. He told his therapist later, “If they hadn’t treated me like a 

human being, I never would’ve trusted anyone enough to ask for help.” 

This is the power of community-based programs: they are often the first safe doorway 

to recovery. 

 

�� Clinical Takeaway: Therapists can strengthen recovery by linking clients to 

community-based programs, collaborating with harm reduction providers, and honoring 

these resources as valid, life-saving interventions. Trust built in the community can 

become the foundation for therapy and long-term change. 

 

8.4 Social Determinants of Health and Substance Use 

Substance use and recovery are shaped not only by personal choices or clinical 

interventions but also by the broader conditions of life. These social determinants of 
health (SDOH)—such as housing, employment, education, poverty, trauma, 

discrimination, and access to healthcare—profoundly influence who is most vulnerable 

to substance use and who has the greatest chance at sustained recovery (Marmot & 

Bell, 2019). 



For therapists, recognizing the impact of SDOH is essential. A relapse is not always 

about lack of motivation; it may be about returning to a shelter where drugs are easily 

available, or struggling to afford food, or feeling the crushing weight of unemployment. 

Therapy can provide coping strategies, but without addressing the social environment, 

clients are often left battling forces far beyond their control. 

 

Poverty and Economic Insecurity 

Economic instability is strongly linked to both substance use risk and poor treatment 

outcomes. Financial stress increases vulnerability to relapse, while limited insurance 

coverage and transportation barriers reduce access to care (Bourgois & Schonberg, 

2009). Therapists can play a role by connecting clients to case management, social 

services, or employment supports that ease these external pressures. 

 

Housing and Stability 

Stable housing is one of the strongest predictors of sustained recovery. Homelessness 

or unstable living arrangements often expose clients to high-risk environments, making 

relapse prevention extremely difficult (Padgett et al., 2016). Programs like supportive 

housing or sober living homes can serve as protective factors, giving clients both 

stability and a recovery-oriented environment. 

 

Trauma, Discrimination, and Equity 

Exposure to trauma—whether through violence, systemic racism, or historical 

marginalization—significantly increases risk for substance use disorders (SAMHSA, 

2020). Communities that face disproportionate policing or healthcare inequities also 

face higher barriers to accessing treatment. Therapists practicing cultural humility can 

help mitigate these barriers by validating lived experiences, advocating for equity, and 

tailoring interventions to align with the client’s cultural and social realities. 



 

Case Vignette: Carla’s Recovery Hinges on Housing 

Carla, a 39-year-old mother of two, had made enormous progress in treatment for 

alcohol use disorder. She attended sessions consistently, practiced CBT skills, and was 

motivated to stay sober for her children. Yet every time her housing situation 

collapsed—moving between friends’ couches, short-term motels, and nights in her car—

her recovery faltered. “I can do everything right in here,” she told her therapist, “but 

when I walk out and have no place to go, it feels impossible.” 

Her therapist recognized that relapse was not a failure of willpower but a reflection of 

unstable social conditions. Together, they connected Carla with a community program 

offering transitional housing for women in recovery. With a safe place to live, her 

sobriety stabilized. She began applying for steady work and reestablishing custody of 

her children. 

Carla later reflected, “I always thought I was just weak. Now I see I never stood a 

chance while I was homeless. Having a place to sleep changed everything.” 

Her story highlights the reality that healing requires more than therapy—it requires 
environments that support recovery. 

 

�� Clinical Takeaway: Therapists cannot singlehandedly solve poverty, housing, or 

discrimination, but they can recognize how these forces shape substance use, advocate 

for clients, and collaborate with community partners. Addressing social determinants is 

not an “extra” in treatment—it is central to helping recovery take root and last. 

 

Conclusion to Chapter 8: Prevention, Policy, and Community Interventions 

This chapter reminds us that substance use and recovery are not shaped in isolation—

they are woven into the larger fabric of our schools, laws, communities, and social 

environments. Prevention efforts—whether primary, secondary, or tertiary—



demonstrate the power of education, early screening, and relapse planning to shift risk 

long before crises occur. Public health policies reveal that the systems around us can 

either expand access and compassion or reinforce stigma and barriers. Community-
based programs show how trust is often built not in clinics but in everyday settings—

needle exchanges, youth programs, and peer circles where dignity is restored one 

interaction at a time. And the social determinants of health remind us that poverty, 

trauma, and housing instability can undo even the best therapy plan if left unaddressed. 

For therapists, the takeaway is both humbling and empowering. We cannot solve every 

systemic problem, but we can recognize their impact and respond. We can listen for the 

ways poverty, discrimination, or unstable housing shape a client’s recovery journey. We 

can link clients to community resources, advocate for policies that reduce harm and 

increase access, and amplify prevention efforts in schools and neighborhoods. In doing 

so, we act not only as clinicians but as partners in building healthier environments 

where recovery has room to grow. 

Ultimately, prevention, policy, and community interventions remind us that recovery is 

not only a personal process—it is a collective responsibility. When systems, 

communities, and clinicians align, we create conditions where fewer lives are lost, fewer 

families are torn apart, and more people discover that healing is within reach. 

 

Course Conclusion: Bringing the Threads Together 

Over the span of this course, we have traveled across the landscape of substance 

use—from the biological underpinnings of craving and tolerance, to the lived 

experiences of clients, to the counseling strategies, medications, policies, and 

community supports that shape recovery. What emerges is a holistic picture: addiction is 

not a single problem with a single solution, but a complex interplay of brain, behavior, 
environment, and society. 

We began by exploring the science of addiction—the dopamine pathways, the 

developmental vulnerabilities of adolescence, and the ways substances from alcohol to 



opioids to stimulants alter brain chemistry. Understanding these mechanisms allows us 

as clinicians to move beyond judgment and toward compassion: addiction is not about 

weak will, but about powerful neurobiological circuits that can be rewired with time, 

treatment, and support. 

We then turned to treatment approaches, examining evidence-based behavioral 

interventions like Cognitive-Behavioral Therapy (CBT), Motivational Interviewing (MI), 

and Contingency Management, alongside the essential role of pharmacological 

supports such as naltrexone, buprenorphine, and methadone. We saw that recovery 

deepens when these approaches are integrated and tailored—when therapy addresses 

thoughts and triggers, when medications reduce cravings, and when clients are met 

with empathy rather than stigma. 

From there, we moved into the counseling relationship—the heart of therapeutic 

work. We looked at individual, group, and family therapy, at the need for cultural 

humility, and at the ethical guardrails of confidentiality and informed consent. These 

sections reminded us that while evidence and skills matter, what often heals most is the 

relationship itself: the sense that someone is listening, respecting, and walking 

alongside a client in their most vulnerable moments. 

Finally, we widened the lens to prevention, policy, and community. Here, we saw how 

education, screening, and relapse-prevention strategies can shift risk early. We explored 

how public policies either create barriers or open doors to care, how community-based 

harm reduction programs save lives and build trust, and how the social determinants of 

health—housing, poverty, trauma, discrimination—shape who is most at risk and who 

can recover. 

Throughout the course, case vignettes illustrated the human face of addiction and 

recovery. We walked with clients like Danielle, the ED nurse who turned to fentanyl for 

relief, and James, who found the “quieting of the noise” through naltrexone. We heard 

from families learning to communicate again, from clients who discovered belonging in 

group therapy, and from those whose recovery was possible only when housing, policy, 

or community support aligned. 



Taken together, these stories and strategies remind us of one central truth: recovery is 
not a linear path, but a mosaic of moments, supports, and choices. Therapists 

cannot control every factor, but they can provide what is often most needed: safety, 

knowledge, empathy, and persistence. By grounding our work in science, guided by 

ethics, enriched by cultural awareness, and connected to community and policy, we 

help create conditions where recovery is not only possible but sustainable. 

 

�� Final Reflection for Learners: 

As you close this course, consider: 

• How do you integrate science and compassion in your daily practice? 

• What barriers outside the therapy room most impact your clients, and how might 

you advocate or collaborate to address them? 

• Which tools from this course—whether CBT techniques, motivational interviewing 

skills, community referrals, or cultural humility practices—will you carry into your 

next session? 

In the end, your role as a therapist is both clinical and human. You are not only helping 

individuals reduce harm or sustain sobriety—you are also bearing witness to resilience, 

restoring dignity, and participating in the larger work of healing families and 

communities. That work matters deeply. 

 

End of the Course!! 


