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Objectives 

1. Understand how to clinically differentiate substance induced 

psychiatric presentations from the presence of underlying 

psychiatric disorders. 

2. Know how to manage common psychiatric co-morbidities 

often encountered in patients with the substance use 

disorders. 

3. Be aware of different potential pharmacologic treatment 

options for patients with concurrent substance use and 

psychiatric disorders. 

 



 

 

SAMHSA TIP 42  (2005) : Levels of Program Capacity in Co-Occuring Disorders.  



Epidemiology 

Å1 in 7 North Americans meet criteria for a substance use 

disorder (abuse or dependence) in their lifetime 

Alcohol ï 13% Drugs ï 3% Nicotine ï 19% 

Å20% of visits to primary care physicians are related to 

alcohol, tobacco, and other drug problems 

ÅPsychiatric disorders and substance use disorders have 

overlapping etiologies resulting in reciprocal causality 

ÅLifetime prevalence of substance use co-morbidity: 

ïMajor depressive & dysthymic disorders ï 32% - 54% 

ïAnxiety disorders ï 36% 

ïBipolar disorder ï 56.1% 

ïSchizophrenia ï 50% 

ïAdult ADHD ï 15 - 45%  
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Consequences of Co-Morbidity 

ÅDecreased treatment adherence 

Å Decreased response & remission rates 

Å Increased risk of relapse to and decreased recovery 

Å Increased suicide risk 

Å Increased risky drug use practices (IV) 

ÅWorse overall social function 

Å Increased health care utilization 

Å Problematic diagnosis 

Å Exclusion from treatment 
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Signs of a Primary Psychiatric Disorder: 

ÅPsychiatric symptoms predate substance use 

ÅLimited quantity of substance use 

ÅProminent family history of psychiatric disorders 

ÅPersistent psychiatric symptoms with abstinence 

ÅFull Psychiatric disorder criteria met with typical 
presenting features (e.g.: auditory hallucinations, 
melancholia) 

ÅFemale  

ÅHistory of good response to psychiatric treatments or 
substance use treatment failures 
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Depression - Case 

Å History: 45 yo female - separated ï lives with daughter ï 
off work x 2 yrs due to repeated stress injury ï diagnosed 
with fibromyalgia ï repeated depressive episodes since 
age 18 ï loaded personal history ï drinks 6 ï 8 oz 
vodka/day x 15 yrs. with ŷ last 2 yrs. to 13 -26oz/day -  
DUI x 1 ï no prior Rx beyond AA x 2 ï previous 
treatments with 3 SSRIs, Li, Elavil, Gabapentin & prior 
morphine ï not suicidal. 

Å Symptoms: All MDD criteria x past 6 mo. 

Å FH: Depression, ETOH 

Å MSE: Dysphoric, slowed, tearful, but reactive affect 

Å Drug Screen: Negative 

Å Work-up: ŷGGT, ŷMCV` 



Diagnosis & Diagnostic Clues 

ÅLikely Major Depressive Disorder (MDD), Somatoform 

Disorder NOS & Alcohol Dependence 

ÅClues for MDD diagnosis: 

ïFull criteria met (not just some symptoms) 

ïMelancholic presentation 

ïLoaded past history 

ïFemale 


