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Disclaimer

These Guidelines were funded by the Australian Government Department of Health and Aged Care and developed by
the Matilda Centre for Research in Mental Health and Substance Use to support health services and AOD (alcohol
and/or other drug) treatment service workers to more accurately identify and manage the needs of clients with
co-occurring mental health conditions. The information contained in these Guidelines is provided for general
information purposes only, and does not constitute medical or professional advice. These Guidelines do not

claim to reflect all considerations. As with all guidelines, recommendations may not be appropriate for use in all
circumstances. These Guidelines should only be followed subject to the AOD worker's judgement in each individual
case and professional advice, as appropriate.

Whilst the Guidelines are considered to be true and correct at the date of publication, changes in circumstances
after the time of publication may impact on the accuracy of the Guidelines. While the Guidelines have been
prepared and presented with all due care, The University of Sydney does not warrant or represent that the Guidelines
are entirely free from error or omission. They are made available on the understanding that The University of Sydney
and its employees and agents shall have no liability (including liability by reason of negligence) to the users for any
loss, damage, cost or expense incurred or arising by reason of using or relying on the Guidelines. Links to a selection
of available internet sites and resources are identified.

Links to other internet sites that are not under the control of The University of Sydney are provided for information
purposes only. Care has been taken in providing these links as suitable reference resources. It is the responsibility
of users to make their own investigations, decisions and enquiries about any information retrieved from other
internet sites. The provision and inclusion of these links do not imply any endorsement, non-endorsement, support
or commercial gain by The University of Sydney. While the Guidelines were prepared after an extensive review of

the literature, review by an expert advisory committee and broad consultation, the authors do not bear any clinical
responsibility for actions undertaken on the basis of this information.

Copies available at www.comorbidityguidelines.org.au
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The following terms are used throughout this document and are defined here for ease of reference.

Alcohol and/or other The presence of an AOD use disorder as defined by the DSM-5. This term is

drug (AOD) use used interchangeably with ‘substance use disorders’ and includes the use of

disorders alcohol; benzodiazepines; cannabis; methamphetamines, cocaine, and other
stimulants; hallucinogens; heroin and other opioids; inhalants; and tobacco.

AOD workers All those who work in AOD treatment settings in a clinical capacity. This
includes, but is not limited to, nurses, medical practitioners, psychiatrists,

psychologists, counsellors, social workers, and other AOD workers.

AOD treatment Specialised services that are specifically designed for the treatment of AOD

settings problems and include, but are not limited to, facilities providing inpatient or
outpatient detoxification, residential rehabilitation, substitution therapies
(e.g., methadone or buprenorphine for opiate dependence), and outpatient
counselling services. These services may be in the government or non-

government sector.

Co-occurring Use of the term ‘co-occurring conditions’ in these Guidelines refers to the
conditions co-occurrence of one or more AOD use conditions with one or more mental

health conditions.

Mental disorders Refers to the presence of a mental disorder (other than AOD use disorders) as
defined by the DSM-5.

Mental health Refers to those with a diagnosable mental disorder as well as those who
conditions display symptoms of disorders while not meeting criteria for a diagnosis of a

disorder.
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In a nutshell...

These Guidelines aim to provide alcohol and other drug (AOD) workers with evidence-based information
to assist with the management of co-occurring AOD and mental health conditions. They represent an

update and revision of the second edition of these Guidelines, published in 2016.

Population estimates indicate that more than one-third of people with an AOD use disorder have at
least one co-occurring mental disorder; however, the rate is even higher among those in AOD treatment
programs. Additionally, there are a large number of people who present to AOD treatment who display

symptoms of disorders while not meeting criteria for a diagnosis of a disorder.

The high prevalence of co-occurring AOD and mental health conditions means that AOD workers are
frequently faced with the need to manage complex psychiatric symptoms whilst treating clients’ AOD
use. Furthermore, clients with co-occurring mental health conditions often have extensive trauma
histories, and a variety of other medical, family, and social problems (e.g., housing, employment, welfare
and legal problems). As such, it is important that AOD workers adopt a holistic and trauma-informed
approach to the management and treatment of co-occurring conditions that is based on treating the

person, not the iliness (see Chapter Bl and Chapter B2).

The first step in responding to co-occurring AOD and mental health conditions is being able to identify
the person’s needs (see Chapter B3 and Chapter B4). Despite high rates of co-occurring mental

disorders among clients of AOD services, it is not unusual for these co-occurring conditions to go
unnoticed, mostly because AOD workers are not routinely looking for them. It is a recommendation of
these Guidelines that all clients of AOD treatment services be screened and assessed for co-occurring

mental disorders as part of routine clinical care.

Once identified, symptoms of mental health conditions may be effectively managed while the person is
undergoing AOD treatment (see Chapter B6 and Chapter B7). The goal of management is to allow AOD

treatment to continue without mental health symptoms disrupting the treatment process, and to retain
clients in treatment who might otherwise discontinue such treatment. Co-occurring conditions are not

an insurmountable barrier to treating people with AOD use disorders. Indeed, research has shown that clients
with co-occurring mental health conditions can benefit just as much as those without co-occurring
conditions from usual AOD treatment.

Some clients with co-occurring conditions may require additional treatment for their mental health
problems (see Chapter B7). The evidence base regarding interventions designed for the treatment of
specific co-occurring conditions is growing, but still in its infancy. Where there is an absence of specific
research on co-occurring AOD and mental disorders, it is recommended that best practice is to use the
most effective treatments for single disorders. Both psychosocial and pharmacological interventions
have been found to have some benefit in the treatment of many co-occurring disorders. Consideration
should also be given to the use of e-health interventions, physical activity, and complementary and
alternative therapies, as an adjunct to traditional treatments.
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In addition to mental health services, AOD workers may need to engage with a range of other services to
meet clients’ needs, including housing, employment, education, training, community, justice, and other
support services. A broad, multifaceted, and coordinated approach is needed in order to address all of
these issues effectively, and it is important that AOD services and workers develop links with a range

of local services (see Chapter B5). Worker self-care and the provision of training and support for AOD
workers are also essential to the provision of effective care for co-occurring conditions (Chapter B8).
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Key points

e The purpose of these Guidelines is to provide AOD workers with up-to-date, evidence-based
information on the management of co-occurring mental health conditions in AOD treatment
settings.

* Al AOD workers should be ‘comorbidity informed’ - that is, knowledgeable about the
symptoms of the common mental health conditions that clients present with and how to
manage these symptoms.

* The Guidelines are not a policy directive and are not intended to replace or take precedence
over local policies and procedures.

* The Guidelines should be used in conjunction with existing guidelines and discipline-specific
practice standards.

* The Guidelines do not provide formal recommendations, but rather guidance for AOD workers
when working with clients who have co-occurring mental health conditions.

* The Guidelines are based on the best available evidence at the time of writing and draw upon
the experience and knowledge of clinicians, researchers, consumers, and carers.

Rationale

In 2007, the Australian Government Department of Health and Ageing funded the development of the first
edition of the ‘Guidelines on the management of co-occurring alcohol and other drug and mental health
conditions in alcohol and other drug treatment settings’ (the Guidelines) [1]. The development of these
Guidelines was funded as part of the National Comorbidity Initiative in order to improve the capacity of
AOD workers to respond to co-occurring mental health conditions. Building on the success of the first
edition [2], the Australian Government Department of Health funded the update and revision of these
Guidelines to bring them up to date with the most current evidence, and these were published in 2016

[3]. Funding for the development of an accompanying online training program was also provided and

was launched in 2017. Since their publication in 2016, more than 23,500 hard and electronic copies of

the second edition have been distributed across Australia, and the Guidelines are also being used as a
recommended text in vocational and educational training courses across Australia. At the time of writing,
more than 7,400 people were registered users of the online training program and more than 1,700 people
had completed the full program.

The impact of the Guidelines is demonstrated not only by their popularity, but by their perceived utility.
Evaluations of both the first and second edition of the Guidelines and its accompanying online training
program found them to be relevant and useful to clinical practice, enabling AOD workers to respond

to co-occurring AOD and mental health conditions with greater confidence [2, 4]. More specifically, in

an evaluation of the online training program, the vast majority of participants (>94%) reported that
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the program had increased their knowledge, confidence, and capacity to address comorbidity in their
practice. Moreover, 89% reported using what they had learnt in their clinical practice, and 58% reported

improved client outcomes [4].

While the Guidelines have proved to be an extremely successful clinical resource, the scientific evidence
regarding the management and treatment of co-occurring disorders has grown considerably since the
second edition was published. As such, the Australian Government Department of Health and Aged

Care funded researchers at the Matilda Centre for Research in Mental Health and Substance Use at the
University of Sydney, to update and revise the Guidelines to bring them up to date with the most current
evidence. The purpose of this chapter is to describe the aims, scope, and development of the revised
Guidelines.

Guideline aims

These Guidelines aim to provide AOD workers with up-to-date, evidence-based information on the
management of co-occurring mental health conditions in AOD treatment settings. They are based on

the best available evidence and draw upon the experience and knowledge of clinicians, researchers,
consumers, and carers. The intended outcome of the Guidelines is increased knowledge and awareness
of co-occurring mental health conditions in AOD treatment settings, improved confidence and skills of
AOD workers, and increased uptake of evidence-based care. By increasing the capacity of AOD workers to
respond to co-occurring mental health conditions, it is anticipated that the outcomes for people with co-

occurring mental health conditions will be improved.

These Guidelines are not a policy directive and are not intended to replace or take precedence over local
policies and procedures. The Guidelines are not formal recommendations, but instead provide guidance
for AOD workers when working with clients who have co-occurring mental health conditions. The
Guidelines are not a substitute for training; rather, they should be used in conjunction with appropriate
co-occurring AOD and mental health training and supervision. Workers should use their experience and
expertise in applying recommendations into routine clinical practice.

Intended audience

The Guidelines have been designed primarily for AOD workers. When referring to AOD workers, we are
referring to all those who work in AOD treatment settings in a clinical capacity. This includes nurses,

medical practitioners, psychiatrists, psychologists, counsellors, social workers, and other AOD workers.

AOD treatment settings are those specialised services that are specifically designed for the treatment
of AOD problems and include, but are not limited to, facilities providing inpatient or outpatient
detoxification, residential rehabilitation, substitution therapies (e.g., methadone or buprenorphine for
opiate dependence), and outpatient counselling services. These services may be in the government or
non-government sector.

Although these Guidelines focus on AOD workers, a range of other health professionals may find them
useful. However, it should be noted that different patterns of co-occurring conditions are seen across

different health services [5]. For example, AOD treatment services are most likely to see co-occurring
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depressive, anxiety, and personality disorders; mental health services, on the other hand, are more likely

to see people experiencing schizophrenia and bipolar disorder co-occurring with AOD use disorders [6].

These Guidelines have been developed with the assumption that the management and treatment of co-
occurring AOD and mental health conditions will be provided by trained practitioners. AOD workers differ
in their job descriptions, education, training, and experience. This may range from people who are highly
qualified with little experience to those with fewer qualifications but much experience [7]. The amount of
time that AOD workers spend with clients also varies widely depending on the type of service provided,
and the presentation of the client. For example, AOD workers may have very brief contact with clients who
present in medical or psychiatric crisis (who may then be referred to other services); they may work with
them for one week if they are entering detoxification, or they may work with them for several months or

years if they present for substitution therapy, residential rehabilitation, or outpatient counselling.

Given the differences in AOD workers’ roles, education, training, and experience, it is not expected that all
AOD workers will be able to address co-occurring conditions to the same extent. Each AOD worker should
use these Guidelines within the context of their role and scope of practice. At a minimum, however, it

is suggested that all AOD workers should be ‘comorbidity informed’. That is, all AOD workers should be
knowledgeable about the symptoms of the common mental health conditions that clients present with
(see Chapter A4) and how to manage these symptoms (see Chapter B7). The provision of opportunities
for continuing professional development for AOD staff in the area of co-occurring mental health
conditions should be a high priority for AOD services.

Relationship with existing guidelines

These Guidelines should be used in conjunction with existing guidelines and discipline-specific practice
standards. There are a growing number of guidelines being developed on the management and treatment
of people with co-occurring mental health and AOD use disorders across jurisdictions and disciplines.
Some other existing guidelines which AOD workers may find useful are listed in Appendix A. These
Guidelines have drawn on these and other key resources and reference is made to them throughout this

document.

All AOD workers should refer to the standards and competencies relevant to their own professions;

for example, those specified by the Australian Psychological Society, the Royal Australian and New
Zealand College of Psychiatrists, the Australian Medical Association, the Nursing Board, the Australian
Association of Social Workers, the Australian Counselling Association, and Volunteering Australia. In
addition, the National Practice Standards for the Mental Health Workforce [8] provide practice standards

for services and professionals who work with people who have mental health conditions.

Development

The current Guidelines represent an update, revision, and expansion to the second edition of the
Guidelines [3]. Like the first and second editions, these Guidelines are based on the best available
research evidence, developed in consultation with an expert panel of academic researchers, clinicians,
people with lived experience, family members and carers (see p.ii and iii). In addition to reviewing,
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synthesising, and updating the evidence to date with guidance from our expert panel, feedback on

the second edition of the Guidelines was obtained from key-stakeholders (including people with lived
experience of AOD and mental health conditions, clinicians, academics, family and carers) via two
national discussion forums open to interested key stakeholders (conducted online due to COVID-19
restrictions which allowed for a larger number of participants to attend from across Australia), an online
survey seeking feedback on the second edition, and written submissions from any person wishing to
provide feedback.

Both clinical and scientific knowledge about what treatment modalities may help people experiencing
co-occurring AOD and mental health conditions has been included, and as such, a variety of
psychotherapies and pharmacotherapies are discussed. We have also included discussion of physical
activity, some complementary and alternative therapies, as well as e-health and telehealth interventions.
The clinical evidence for the efficacy of these interventions varies greatly, and it is critical to note that
although there may be limited scientific evidence to recommend a treatment as best practice, that does
not necessarily mean that the treatment is ineffective. That is, the quality of some studies evaluating
some interventions is not as rigorous as others and does not provide adequate support or evidence for

clinical guidance.

Figure 1: Holistic health care framework:
Holistic health care Physical and mental health
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mental health conditions (Figure 1).
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Comparison with 2016 Guidelines

Structure

The structure of the third edition of the Guidelines is similar to the second edition, and is formatted in

four parts:

e Part A addresses the nature and extent of co-occurring AOD and mental health conditions and
discusses why it is important for AOD services to respond. Information regarding the prevalence,
guiding principles, and classification of disorders is contained in Part A.

e Part B contains information on how to respond to co-occurring conditions, including the provision
of holistic and trauma-informed care, identifying co-occurring conditions, assessing risk,
coordinating care, approaches to managing and treating specific co-occurring conditions, and

worker self-care.
e Part C addresses specific population groups.

* Appendices contain a range of useful resources, techniques, and worksheets.

Changes in diagnostic criteria

The diagnostic criteria for mental health disorders are defined in internationally accepted diagnostic
manuals. Research settings most commonly use the Diagnostic and Statistical Manual of Mental
Disorders (DSM), published by the American Psychiatric Association [10]. Although the fifth version of this
manual (DSM-5) has been in use since 2013, some studies included in the literature reviews have still
relied on DSM-IV-TR criteria for mental disorders. As such, we refer to both DSM-IV-TR and DSM-5 criteria
where appropriate. The other major classification system is the International Classification of Diseases
(ICD [11). ICD-11 is due to come into effect from 1January 2022. Although widely used in clinical practice

in many parts of the world, ICD is a general medical classification system and is rarely used in the type
of research studies included for review. Nevertheless, ICD is also referred to in these Guidelines and key
differences between the DSM-5 and ICD-11 classification systems are noted.

Language

Both AOD and mental health conditions are stigmatised conditions, and it is vital that any
communication regarding clients experiencing possible mental disorders - whether that communication
involves the client, loved ones or other healthcare providers - remains respectful, non-judgemental,
compassionate and client-centred. The language used throughout this document reflects that used

in the diagnostic classification systems to provide workers with the functional knowledge to identify
conditions and facilitate communication with other areas of health (e.g, mental health services). We
acknowledge that, while some people experience formal acknowledgement of their mental health
symptoms through diagnostic labelling as a way of legitimising and explaining their ongoing distress,
this is not the case for everyone; others may perceive diagnostic labelling as stigmatising, and feel a

sense of powerlessness [12]. The language AOD workers use to describe symptoms and disorders should
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be based on the needs of the client, but as detailed in Chapter B3, formal diagnoses can only be given by
a health professional who is qualified and trained to do so (e.g,, a registered psychologist or psychiatrist).

We also acknowledge that over time, preferences regarding the terms used to refer to the co-occurrence
of AOD and mental health conditions have evolved. While these Guidelines continue to be referred to as
the ‘Comorbidity Guidelines’, the term ‘comorbidity as a reference to co-occurring AOD and mental health
conditions, has not been used in the third edition. Rather, based on consultations with experts and key
stakeholders, the terms ‘co-occurring conditions’ or ‘co-occurring AOD and mental health conditions’
have been used throughout this document. There has been a similar evolution in terms of language

used to describe different population groups. While we have used particular language throughout this
document, we acknowledge there is no all-inclusive term and not everyone will identify with the language
used in these Guidelines. Our intention in utilising particular terminology is to describe the evidence

regarding co-occurring conditions.

Case studies

A series of case studies have been included to highlight some of the presenting issues that are
experienced by AOD clients with co-occurring mental health conditions and demonstrate some examples

of pathways through treatment.

Limitations of the Guidelines

As noted above, these Guidelines are not intended to be used prescriptively; rather AOD workers should

use their experience and expertise in applying the Guidelines within the context of their role.

These Guidelines are based on the evidence currently available. As new and emerging treatments
will likely contribute to a strong evidence base which should be included in future revisions, itis

recommended that the Guidelines be updated every five years.



Part A: About co-occurring conditions



Part A: About co-occurring conditions

Part A: About co-occurring conditions

Part A of the Guidelines aims to provide workers with background information about co-occurring AOD
and mental health conditions. In this document, we use the term ‘mental disorder when referring to
people with a diagnosable mental disorder as defined by the DSM, as well as ‘mental health condition’,
when referring to both those who have a diagnosable disorder as well as those who display symptoms of
disorders while not meeting criteria for a diagnosis of a disorder. Although there may be several reasons
why two or more disorders may co-occur, it is most likely that the relationship between co-occurring

conditions is one of mutual influence (see Chapter Al).

Mental disorders are common among clients of AOD services, in particular, anxiety, depression, PTSD, and
personality disorders (see Chapter A2). In addition, there are many people who present to AOD treatment
who display symptoms of disorders while not meeting criteria for a diagnosis of a disorder. While people
who experience co-occurring conditions may have more complex profiles, they have been found to
benefit as much from traditional AOD treatment methods as those without co-occurring mental health

conditions.

When working with clients with co-occurring mental health conditions, it is recommended that AOD
services and AOD workers consider the guiding principles described in Chapter A3. Although not all AOD
workers are able to formally diagnose the presence or absence of mental disorders, it is important for all
AOD workers to be aware of the characteristics of disorders so that they are able to describe and elicit
information about mental health symptoms when undertaking screening and assessment, and to inform

treatment planning (see Chapter A4).
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A1: What are co-occurring
conditions?

Key points

* Although many types of co-occurring conditions exist, this document refers to the co-
occurrence of an AOD use disorder with any other mental health condition.

* Inthis document, we use the term co-occurring ‘mental disorder when referring to people with
a diagnosable mental disorder, as defined by the DSM.

* When using the term ‘mental health condition’, we are referring to both those who have a
diagnosable disorder as well as those who display symptoms of disorders while not meeting
criteria for a diagnosis of a disorder.

e There are a number of possible explanations as to why two or more disorders may co-occur. It
is most likely, however, that the relationship between co-occurring conditions is one of mutual
influence.

In these Guidelines, ‘co-occurring conditions’ refers to the co-occurrence of one or more AOD use
disorders with one or more mental health conditions. This phenomenon is often referred to as ‘dual
diagnosis’; however, this term is often misleading, as many clients present with a range of co-occurring
conditions of varying severity [13]. It should be noted that there are other types of co-occurring conditions.
For example, a person may have co-occurring AOD use disorders (i.e, more than one AOD use disorder).
Indeed, one of the most common and often overlooked co-occurring conditions in AOD clients is tobacco
use (discussed in Chapter B1; [14-17]). Other conditions that are often found to co-occur with AOD use
disorders are physical health conditions (e.g., cirrhosis, hepatitis, heart disease, diabetes), intellectual
and learning disabilities, cognitive impairment, and chronic pain [18-24]. This combination of substance
use, mental and physical health conditions is often referred to as ‘multimorbidity [25]. While there are a
number of different types and possible combinations of co-occurring conditions, these Guidelines focus

on the co-occurrence of AOD use disorders and mental health conditions.

To be classified as having a mental disorder, a person must meet a number of diagnostic criteria (see
Chapter A4 for a discussion of the classification of mental disorders). There are, however, a large number
of people who present to AOD treatment who display symptoms of disorders while not meeting criteria for
a diagnosis of a disorder. For example, a person may exhibit depressed mood or anxiety without having a
diagnosable depressive or anxiety disorder. Although these people may not meet full diagnostic criteria
according to the classification systems, their symptoms may nonetheless impact significantly on their
functioning and treatment outcomes [26, 27]. For example, people who report symptoms of depression
but do not meet diagnostic criteria may have reduced productivity, increased help-seeking, and an
increased risk of attempted suicide [28]. Therefore, rather than viewing mental health as merely the
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presence or absence of disorder, mental health conditions can be viewed as a continuum ranging from
mild symptoms (e.g., mild depression) to severe disorders (e.g., schizophrenia or psychotic/suicidal

depression).

In this document we use the term co-occurring ‘mental disorder when referring to people with a
diagnosable mental disorder, as defined by the DSM [10, 29]. When using the term ‘mental health
condition’, we are referring to both people who have a diagnosable disorder as well as people who display

symptoms of disorders while not meeting criteria for a diagnosis of a disorder.

Why do co-occurring conditions occur?

There are a number of possible explanations as to why co-occurring conditions may occur (see Figure 2):

* The presence of a mental health condition may lead to an AOD use disorder, or vice versa (known as

the direct causal hypothesis).
* There may be an indirect causal relationship.

* There may be factors that are common to both the AOD and mental health condition, increasing the

likelihood they will co-occur.

Direct causal hypothesis

The AOD use may be a consequence of the mental health condition

In some cases where co-occurring conditions exist, the AOD use disorder occurs as a consequence of
repeated AOD use to relieve or cope with mental health symptoms. This relationship is often described as
the ‘self-medication hypothesis’, in that substances are used in an attempt to medicate mental health
symptoms [30-32]. In these circumstances, mental health conditions may become more apparent after
the AOD use has ceased. Certain mental health conditions may also impair a person’s ability to make
sound judgements regarding their AOD use. For example, people with some personality characteristics
or cognitive impairment may have difficulty identifying social cues about appropriate use. This may lead
the person to use in greater quantities or with greater frequency, increasing the likelihood of developing

an AOD use disorder.

The mental health condition may be a consequence of AOD use

Alternatively, AOD intoxication and withdrawal can induce a variety of mental health symptoms and
disorders, such as depression, bipolar, anxiety, obsessive-compulsive, and psychotic disorders (see
Chapter A4 for a discussion of substance-induced disorders). For example, alcohol use and withdrawal
can induce symptoms of depression or anxiety [33-35]; symptoms of mania can be induced by
intoxication with stimulants, steroids, or hallucinogens; and psychotic symptoms can be induced by
withdrawal from alcohol, or intoxication with alcohol, stimulants, cannabis, or hallucinogens [36-38].
Other disorders that can come about from AOD use include substance-induced neurocognitive disorder,

sexual dysfunction, and sleep disorder [10]. In the majority of cases, these effects subside and eventually
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disappear with abstinence [39, 40]. For some, however, symptoms may continue even after they have
stopped drinking or using substances. Regardless of whether the co-occurring disorders are classified as

independent or substance-induced, they may be associated with poorer treatment outcomes [34].

Indirect causal relationship

Anindirect causal relationship is said to exist if one condition has an effect upon an intermediary factor
that, in turn, increases the likelihood of developing the second condition [41]. For example, research

has shown that the presence of early onset AOD use reduces the likelihood of completing high school,
entering tertiary education, and completing tertiary education [42, 43]. This poor level of education may
lead to later life difficulties (e.g, unemployment) that may lead to other problems, such as depression
[44, 45]. Similarly, the reverse is possible, whereby a depressive disorder may lead to difficulties
completing study and work commitments, which may in turn lead to difficulties finding employment,
increasing the risk of problematic levels of AOD use [46-48].

Common factors

The co-occurrence of two conditions may also come about due to the presence of shared biological,
psychological, social, or environmental risk factors. That is, the factors that increase the risk of one
condition may also increase the risk for another [49-57]. For example, both AOD and mental health
conditions have been associated with lower socioeconomic status, cognitive impairment, the presence
of conduct disorder or behavioural disinhibition in childhood and antisocial personality disorder (ASPD).
Itis also possible that a genetic vulnerability to one disorder may increase the risk of developing another
disorder [49, 58-60]. An increasing body of research has focused on epigenetics; that is, the way in which
a person’s environment and experiences can influence gene expression. For example, childhood trauma
and adversity has consistently been associated with alterations in the expression of genes that have
been associated with the development of mental health and AOD use disorders [61]. Importantly, research
has also shown that psychotherapy can also impact positively on genetic expression [62]. However, just
as with other risk factors, underlying genetic vulnerability may increase the risk of developing a disorder
- it does not mean a person is predestined to develop an AOD use disorder or depression, for example.
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Figure 2: Explaining co-occurring conditions
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Does causality matter?

In the past, there has been a focus on establishing the order of onset of conditions to identify which
is the primary disorder. Conditions may occur in any order, or they may develop at the same time. The
evidence regarding the typical order of onset of disorders is not consistent, and differences have been
observed between males and females [63, 64]. It appears, however, that social anxiety disorder (SAD),
specific phobia, and post traumatic stress disorder (PTSD) tend to predate the AOD use disorderin
most - but not all - cases, whereas generalised anxiety disorder (GAD), panic disorder, depression, and
dysthymia, tend to have their onset after the onset of an AOD use disorder [63, 65].

Establishing the order of onset of conditions can be useful in understanding the relationship between
conditions, and in developing a case formulation (see Chapter B3). It is important to note, however,
that once co-occurring conditions have been established it is most likely that the relationship between
them is one of mutual influence rather than there being a clear causal pathway [65, 66] (see Figure 3).
Regardless of how the co-occurrence came about, both conditions may serve to maintain or exacerbate
each other. For example, a person may engage in AOD use to reduce symptoms of depression; however,
research suggests that repeated use may lead to increased depression [33]. It is also possible that the
relationship between disorders may change over time [66, 67]. For example, depression may trigger
alcohol use on some occasions, while it may be the result of alcohol use on others [68]. Irrespective of
what order co-occurring conditions have developed, the strategies used to manage these conditions are

the same.
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Figure 3: Example of a relationship of mutual influence between AOD use and mental

health conditions
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A2: How common are co-occurring
conditions and why are they of
concern?

Key points

* Mental disorders are common among clients of AOD services.

e The most common co-occurring mental disorders are anxiety, depression, PTSD, and
personality disorders.

* Inaddition to those with mental disorders, there are a number of people who present to AOD
treatment who display symptoms of disorders while not meeting criteria for a diagnosis of a
disorder.

e Although people with co-occurring mental health conditions may have more complex profiles,
they have been found to benefit as much from traditional AOD treatment methods as those
without co-occurring mental health conditions.

How common are mental disorders?

In Australia, mental and AOD use disorders are the fourth leading cause of burden of disease (12% of total
burden) following cancer (18%), cardiovascular disease (CVD; 14%), and musculoskeletal conditions (13%)
[69]. Research conducted on the general population indicates that approximately one in two people will
develop a mental disorder at some point in their life [63, 70]. The Australian National Survey of Mental
Health and Wellbeing (NSMHWB) conducted in 2007 found that more than 41% of Australian adults (45%
of men and 38% of women) had experienced a substance use, anxiety, or mood disorder in their lifetime
[63]. The projected lifetime prevalence of these disorders is 28%, 25%, and 23% respectively [71]. Just

over 10% of Australian adults had experienced two classes of mental disorders, and just over 4% had
experienced three [63].

The 2007 NSMHWB also found that one in five Australian adults (18% of men and 22% of women) had a
substance use, anxiety, or mood disorder in the past year, representing close to 3.2 million Australian
adults [72]. Approximately 25% of people with mental disorders were found to have two or more classes
of mental disorder [73]. The prevalence of single and co-occurring substance use, anxiety, and affective
(i.e, mood) disorders among Australian men and women from the NSMHWB is depicted in Figure 4. The
overlapping portions of the circles indicate the proportion of the population who have co-occurring

disorders. For example, 1.3% of men and 0.8% of women have a substance use and anxiety disorder only.

Recently released preliminary findings from the 2020-21 NSMHWB report comparable estimates of
lifetime (44%) and past year (21%) mental disorder. Findings from the 2017-2018 Australian National
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Health Survey [74] have shown that mental and behavioural conditions continue to affect around one in
five Australians (20.1%), making these conditions the most commonly experienced chronic conditions
in Australia. Furthermore, comparisons with the previous 2014-2015 survey suggest that both anxiety-
related conditions and depression are becoming more prevalent in the Australian community, affecting
13.1% (an increase from 11.2% in 2014-15) and 10.4% (an increase from 8.9% in 2014-2015) of Australians
respectively [74]. Despite significant government investment in mental health services, the potential for
a shadow pandemic of mental ill health as a consequence of the COVID-19 pandemic remains a concern,

particularly among young Australians [75].

Figure 4: Prevalence (%) of single and co-occurring DSM-IV affective, anxiety and
substance use disorders amongst Australian males (left) and females (right) in the past
year

Males Females
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1.9 2.5

Source: Teesson et al. [73].

How common are co-occurring mental disorders among
clients of AOD treatment services?

General population estimates indicate that 35% of Australians with a substance use disorder (31% of
men and 44% of women) have at least one co-occurring mood/affective or anxiety disorder (see Figure 5),
but this rate is even higher among people entering AOD treatment programs. Although reported rates vary
across studies, it is estimated that at least 47% of people seeking AOD treatment have a current mental
disorder [76€], and at least one in three have multiple co-occurring conditions [77-81]. Thus, in many
service settings, co-occurring mental disorders are the norm rather than the exception.
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The most frequently seen mental disorders among people seeking AOD treatment mirror those observed
in the general population. Although estimates vary substantially between studies depending on the
methods and timeframes used to assess for conditions, the most common are anxiety disorders (12 -
91%), most commonly GAD (1 -75%); depression (27 - 85%); PTSD (5 - 66%); and personality disorders, in
particular ASPD (2 - 72%) and borderline personality disorder (BPD; 16 - 48%); bipolar disorders (4 - 53%);
obsessive-compulsive disorder (OCD; 1- 52%); and psychotic disorders (2 - 41%) [76, 81-83]. Although
less common, studies have also found elevated rates of eating disorders (ED; 2 - 34%), and attention-
deficit/hyperactivity disorder (ADHD; 2 - 6%) [76, 83]. Despite these high rates, these conditions often go
unrecognised. It should also be borne in mind that the prevalence of mental disorders may vary between
substances, however, little research has been conducted comparing the rates of mental disorders across
different types of AOD use disorders [76].

Figure 5: Prevalence (%) of mental disorders in the past year among adults with
substance use disorders in the 2007 National Survey of Mental Health and Wellbeing
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GAD = generalised anxiety disorder; PTSD = post traumatic stress disorder; panic disorder (with or without
agoraphobia); OCD = obsessive compulsive disorder; agoraphobia (without panic disorder).
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The number of potential combinations of disorders and symptoms is also infinite. Furthermore, as
mentioned in Chapter Al, there are a large number of people who present to AOD treatment who display
symptoms of disorders while not meeting criteria for a diagnosis of a disorder [84, 85]. People who
display a number of symptoms of a disorder but do not meet criteria for a diagnosis are sometimes
referred to as having a ‘subsyndromal’ or ‘partial’ disorder. Although these people may not meet full
diagnostic criteria according to the classification systems (described in Chapter A4), their symptoms
may nonetheless impact significantly on their functioning and treatment outcomes [84, 86-89].

What are the harms associated with co-occurring disorders?

The high prevalence of co-occurring mental disorders means that AOD workers are frequently faced with
the need to manage complex psychiatric symptoms, which has been cited as a major challenge and
ongoing training gap for almost two-thirds (62%) of Australian AOD workers [7]. Clients with co-occurring
mental and AOD use disorders present to treatment with a more complex and severe clinical profile,
including poorer general physical and mental health, greater drug use severity, and poorer functioning
(see Figure 6) [90-93]. The presence of co-occurring mental health conditions may also place an

enormous strain on clients’ families and others close to them, both emotionally and financially.

Figure 6: Harms associated with co-occurring mental health and AOD use conditions
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What is the impact of co-occurring mental disorders on
treatment outcomes?

The influence of mental disorders on treatment outcomes in clients with AOD use disorders is not
straightforward and may be influenced by a number of factors [87, 94]. Although some studies have
shown that clients with co-occurring mental disorders have poorer treatment outcomes [79, 87, 91, 95,
96], others have clearly demonstrated that clients with co-occurring conditions benefit from treatment
justas much as those without co-occurring conditions in terms of their AOD use, general physical and
mental health, and functioning - even those with severe mental disorders [78, 87, 92, 97-102]. However,
while both those with and without co-occurring conditions follow a similar course in terms of their
treatment outcomes (i.e,, both groups improve), those with co-occurring conditions continue to drink or
use more, be in poorer physical and mental health, and display poorer functioning following treatment.
That s, they present to treatment with a more severe clinical profile, and despite similar levels of
improvement, continue to demonstrate a poorer clinical profile at follow-up. These findings indicate
that AOD services and AOD workers do exceptionally well at treating AOD use (despite the poorer clinical
profile described in the previous section) and its associated disability, but that the disability associated

with the co-occurring condition remains.
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A3: Guiding principles

Key points

When working with clients with co-occurring mental health conditions, it is recommended that
AOD services and AOD workers take the following principles into consideration:

First,do no harm.
Work within your capacity.

Engage in ongoing professional
development.

Recognise that the management of
co-occurring conditions is part of AOD
workers’ core business.

Provide equity of access to care.
Adopt a ‘no wrong door’ policy.

Adopt a client-centred approach.
Adopt a trauma-informed care approach.

Emphasise the collaborative nature of
treatment.

Have realistic expectations.

Express confidence in the effectiveness of
the treatment program.

Adopt a non-judgemental attitude.
Adopt a non-confrontational approach to

* Recognise that co-occurring conditions treatment.
are common and that all clients should * Involve families and carers in treatment.
be routinely screened for co-occurring .
o * Involve peers in treatment.
conditions.

e Consult and collaborate with other health

e Conduct ongoing monitoring of symptoms care providers.

and assessment of client outcome. o
] ) ] e Ensure continuity of care.
* Focus on engaging the client in treatment.

e Adopt a holistic approach based on
treating the person, not the illness.

When working with clients with co-occurring mental health conditions, it is recommended that AOD
services and AOD workers take the following principles into consideration. AOD services need to provide
the infrastructure, policy, and systems support for AOD workers to put these principles into practice. The
implementation of these principles may help to engage the client in treatment, enhance the therapeutic
alliance, and increase the likelihood of improved client outcomes.

First, do no harm

The principle first, do no harm’ underscores the provision of all health care. AOD workers must consider
the risks and benefits of potential actions and avoid those that may result in harm to the client or to the
community more broadly. In the example of pharmacological treatment, harms to consider may include

interactions between substances, overuse, and potential for dependence or misuse [103].
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Work within your capacity

In line with the principle above, each AOD worker should work within their capacity to address co-
occurring conditions. As mentioned in Part A, AOD workers differ with regard to their roles, education,
training, and experience. It is not expected that all AOD workers will be able to address co-occurring
conditions to the same extent. It is essential that appropriate supervision be provided to AOD workers
working with clients with co-occurring conditions, particularly those with less experience working with
mental health conditions [104].

Engage in ongoing professional development

All' AOD workers should be knowledgeable about the symptoms of the common mental health conditions
that clients present with and how to manage these symptoms. In addition to being able to identify and
manage co-occurring conditions, staff should also be trained in appropriate referral processes (see
Chapter B5; [105]). Where AOD workers do not have these skills, professional development should be
provided to bring them to a level of confident and competent performance. The provision of opportunities
for continuing professional development for AOD staff should be a high priority for AOD services. Indeed,
mental health training for AOD workers is also valued by clients and may strengthen workers’ credibility,
insofar as trained staff are seen to have the knowledge to help with clients’ medication and emotional
needs [106]. AOD workers should seek out, and actively engage in, training that addresses co-occurring
conditions. It is important that professional development in this area be ongoing, as itis an ever-evolving
area of research. AOD workers are encouraged to update their knowledge by accessing new research and
training opportunities, and new clinical guidelines as they emerge (Appendix B and Appendix C provide

some useful resources and research organisations).

Recognise that the management of co-occurring conditions
is part of AOD workers’ core business
AOD treatment services and AOD workers need to recognise that working with co-occurring mental health

conditions is part of their core business. Indeed, managing co-occurring mental disorders is the core

business of all health care providers.

Provide equity of access to care

Cases have been documented where clients of AOD services have received prejudicial treatment or been
refused entry to treatment due to the presence of co-occurring disorders. All clients, regardless of their

mental health status, are morally and legally entitled to equal access to the highest quality of care [107].
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Adopt a 'no wrong door’ policy

In line with the above principles, AOD services (and all other health services) should adopt a ‘no wrong
door policy. No client should be turned away from treatment; rather, it is necessary to establish where
the client will receive the most appropriate care. Care should be coordinated, connected, and streamlined
so that clients are assessed and treated appropriately regardless of the ‘type’ of treatment service

and to reduce unnecessary referral [108]. When a person presents at a facility that is not equipped to
provide a particular type of service, they should be guided to appropriate facilities (using active referral
methods discussed in Chapter BS), with follow-up by staff to ensure that they receive appropriate care
[102,109-111]. In this way, every door in the health care system should provide access to the services
needed. Guidance about which sector of the health care system should have primary responsibility for
co-occurring presentations is provided in Figure 7. It should be noted, however, that it can be difficult to
discern which areas should take primary responsibility for individual cases as the severity of conditions
may be interpreted differently by various service providers.

Figure 7: Clinical governance

AOD services Mental health services

Primarily responsible for people severely Primarily responsible for people severely
incapacitated by current substance use and incapacitated by current mental health problems
adversely affected by mental health problems. and adversely affected by substance use.

AOD and mental health services General practitioners

Shared responsibility for people severely Primarily responsible for people with mild
disabled by both substance use and mental to moderate AOD and/or mental health
disorders. The client should be treated by the conditions but with access to specialist AOD

service that best meets their needs. and mental health services as required.

Source: NSW Health [112].
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Recognise that co-occurring conditions are common and
that all clients should be routinely screened for co-occurring
conditions

Despite the fact that co-occurring mental health conditions are common among people with AOD use
disorders, they are often overlooked in AOD treatment settings [113, 114], mostly because AOD workers
are not routinely looking for them. As part of routine clinical care, all clients should be screened for co-
occurring conditions. Chapter B3 discusses how to screen and assess for co-occurring conditions.

Conduct ongoing monitoring of symptoms and assessment
of client outcomes

Assessing mental health is a process, not a one-off event. It is important to monitor a person’s mental
health symptoms throughout treatment as they may change over time. For example, a person may
present with symptoms of anxiety and depression upon treatment entry; however, these symptoms may
subside with abstinence. Alternatively, a person may enter treatment with no mental health symptoms,
but such symptoms may develop after a period of reduced use or abstinence.

It is often difficult for clients to detect subtle changes over time. Integrated screening and assessment at
different timepoints, and provision of feedback to clients, are important steps for client engagement [115].
Ongoing monitoring is rated by health professionals as one of the top non-pharmacological strategies for
promoting treatment adherence among clients with co-occurring conditions [116]. Evidence of a reduction
in psychiatric symptoms may help to maintain client motivation. On the other hand, evidence that there
has been no change or that their psychiatric symptoms have worsened may help clients understand why
they have been using substances and alert them to the need to address these issues.

Focus on engaging the client in treatment

The development of a trusting therapeutic alliance with the client is essential to engaging the client
in the treatment process and has been linked to both improved client outcomes related to AOD use
(e.g., decrease in alcohol use) and mental health (e.g., improvement in depressive symptoms) [117-120].
Engaging clients in treatment can be difficult, particularly at the start of treatment where therapy may
be challenging and attachment needs are activated [121]. For example, in clients with personality or
psychotic disorders, difficulties engaging may be due to a history of poor relationships with AOD and
other health professionals; a bias towards suspiciousness or paranoid interpretation of relationships;
or a chaotic lifestyle, making appointment scheduling and engaging in structured work more difficult
[122]. Conversely, a positive therapeutic relationship allows clients to modify their maladaptive relational
patterns and learn how to form healthy relationships [123]. The following strategies may assistin
engaging the client in treatment [115, 121, 123-127].
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* Express empathetic, optimistic, non-judgemental, and compassionate attitudes.

* Provide individualised care that includes identified strengths as well as problems.

e Adopt a holistic approach including both recovery-oriented and trauma-informed principles.
* Be flexible yet consistent with appointments.

e Protect confidentiality and privacy.

* Promote client motivation and self-efficacy.

* Work with the client’s current stage of readiness to change (as discussed in Chapter B3).

Adopt a holistic approach that focuses on treating the
person, not the illness

The primary goal of AOD treatment services is to address clients’ AOD use. In order to do so effectively,
AOD workers must take into account the broad range of issues that clients present with, including their
mental health. When considering co-occurring conditions, one cannot look at the person’s AOD use and
mental health alone. Clients with co-occurring conditions often have a variety of other medical, family,
and social problems (e.g, housing, employment, welfare, and legal problems). These problems may be
contributing to the client's AOD and mental health conditions, or they may be the product of their AOD
and mental health conditions. Indeed, clients appreciate when services have recognised and addressed
connections between co-occurring issues and other aspects of their life [125], and express greater
satisfaction with care when it focuses on their AOD use while supporting their other needs [128]. Clients
also need to be viewed in light of their age, gender, sexual orientation, culture, ethnicity, spirituality,

socioeconomic status, and cognitive abilities.

Adopt a client-centred approach

AOD workers are specialists in their field. It is important to acknowledge, however, that it is the client
who is the expert on themselves. It is important that AOD workers listen to what clients want to achieve
from treatment and use this as the basis of creating shared treatment goals. Listening to what clients
want will assist in identifying other services that may need to be engaged. Listening will also assist
with collaboratively developing a treatment plan that is tailored to the client and considers their social
and treatment context and readiness for change [129]. Tailoring treatment to clients’ individual needs is
associated with greater client-reported care satisfaction and perceived benefit from treatment [127, 130].

In terms of clients’ AOD use, the goal of abstinence is usually favoured, particularly for those whose
mental health conditions are exacerbated by AOD use, or for those whose AOD use is more severe [131].
Abstinence is also preferred for those with more severe mental disorders (or cognitive impairment)
because even low-level substance use may be problematic for these people [132]. Those taking
medications for mental health conditions (e.g.,, antipsychotics, antidepressants, mood stabilisers) may
also find that they become intoxicated even with low levels of AOD use due to the interaction between the
drugs.
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Although abstinence is favoured, it is recognised that many people with co-occurring conditions prefer
a goal of moderation. In order to successfully engage with the client, AOD workers should discuss
treatment considerations with their client, accommodate a range of treatment goals and adopt a harm
reduction approach [129, 133, 134].

Adopt a trauma-informed care approach

As described in Chapter B2, the provision of trauma-informed care is essential given the high rates of
trauma among clients of AOD services and the fundamental role that trauma symptoms may play in a
person’s recovery [135, 136]. Exposure to traumatic life events is almost universal among clients of AOD
services [83,137,138], and has been found to play a key role in both the development and maintenance
of AOD use disorders [139, 140]. A trauma-informed care approach involves recognition of the high rates
of trauma exposure and the provision of a safe environment that is healing and not retraumatising [141].
Further discussion of the elements of trauma-informed care is provided in Chapter B2.

Emphasise the collaborative nature of treatment

Clients with co-occurring conditions often feel that they have very little control over their lives. It is
important they understand that you will be working together throughout treatment, to help them
re-establish a sense of autonomy and control. Collaborative approaches to decision-making about
treatment, such as shared decision-making, have been shown to support clients with co-occurring
conditions take a more active and informed role in their decision-making about treatment, in line with
most clients’ preferences for involvement in treatment decision-making [142]. Shared decision-making
may also facilitate agreement between clinicians and clients in terms of treatment decisions and

treatment goals, as well as shared perceptions of the working alliance [142].

Have realistic expectations

It is important that AOD workers have realistic expectations regarding the course of treatment and
outcomes to be expected of clients with co-occurring conditions. It is commonly believed that clients
with co-occurring conditions are more difficult to treat, require more intensive treatments, and have
poorer treatment outcomes. However, co-occurring conditions are not an insurmountable barrier to
treating people with AOD use disorders. It is important that treatment plans are developed collaboratively
to build patient trust and treatment engagement [133], and tailored to the client's readiness for change
[129]. As discussed in Chapter A2, research has shown that clients with co-occurring conditions can
benefit just as much as those without co-occurring conditions from usual AOD treatment [78, 99,102,
143].
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Express confidence in the effectiveness of the treatment
program

As mentioned above, positive outcomes can be achieved in clients with co-occurring conditions. AOD
workers’ confidence in the treatment will increase clients’ confidence that the treatment they are
entering can help them.

Adopt a non-judgemental attitude

Clients with co-occurring conditions have often been subjected to stigmatisation and discrimination
in relation to their AOD use (particularly those who use illicit drugs) and their mental health condition
[144]. People with mental disorders have traditionally been viewed by society as violent, brain damaged,
intellectually disabled, unimportant, untrustworthy, or worthless. As a result, clients with co-occurring
conditions will often feel too ashamed or embarrassed to tell people about them, even health
professionals [107].

A non-judgemental approach can help reduce client’s feelings of shame [130]. AOD and other health
professionals should treat people with co-occurring conditions with the same respectful care that would
be extended to someone with any other health condition. Just as people with an AOD use disorder should
not be thought of or referred to as an ‘addict’, a person with schizophrenia should not be referred to or
thought of as ‘schizophrenic’. The mental health condition does not define the person; rather, itis one

aspect of the person.

Adopt a non-confrontational approach to treatment

Sustained emotional distress can worsen a number of mental health conditions and a highly demanding
or confrontational treatment approach may be harmful to those with mental health conditions [132].
Emotional distress may be triggered by criticism, rejection, or an inability to deal with task demands
[145]. It is recommended instead that a non-confrontational motivational enhancement approach be
used [133]. Motivational interviewing (Ml) techniques are described in Appendix E.

Involve families and carers in treatment

With the client's consent, AOD workers should involve the client’s family and carers where possible

and appropriate. Families and carers should be involved as much as possible in decisions regarding
treatment and discharge planning, as they will often need to facilitate the client's access to other
services. With the client’s consent, family members/carers should be provided with regular feedback so
that they know their views and feelings are valued. It is important to clarify with clients specifically what
information they consent to being shared with their families or carers. Families and carers should also be
informed of services available to them in the form of advocacy and support groups.
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Two useful resources are available, and may have relevant information for families, carers, and friends:

e Tools for change: A new way of working with families and carers, developed by the Network of
Alcohol and other Drugs Agencies, available as part of the Families and Carers Toolkit [146].

* Guidelines to consumer participation in NSW drug and alcohol services, developed by the NSW

Ministry of Health [147]. www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2015_006.pdf

Involve peers in treatment

Peer workers play an important role in the delivery of treatment for people with co-occurring conditions.
Peers provide important connections for clients, which may complement the therapeutic alliance formed
with an AOD worker [148]. Clients also view peers as useful for helping to de-stigmatise their AOD use and
mental health conditions [130]. There is some preliminary evidence to suggest that more formal peer
recovery support services are helpful across a number of AOD treatment settings in terms of reducing
AOD use and relapse rates, improving relationships with AOD workers and social supports, as well as
increasing retention in and satisfaction with treatment [149].

Consult and collaborate with other health care providers

AOD clients present with diverse issues that cannot possibly be addressed by one health professional or
service alone. A broad, multifaceted, and multidisciplinary approach is needed in order to address all of
these issues effectively [107,150]. It is important that AOD services and AOD workers develop links with a
range of local support services to provide specialised, coordinated and continuous care for clients. Such
services include mental and community health practitioners, housing, employment, and welfare services
[105]. General practitioners (GPs) in particular play an important role in delivering care to people with co-
occurring conditions, as they are often their first and most consistent point of contact [151]. Ideally, case
management and treatment should be shared by health care providers/services, and there should be

good communication and sharing of information between these professionals.

Ensure continuity of care

People with co-occurring conditions often have difficulty navigating their way through the services
required to address all of their needs. It is crucial that systems be established that ease clients’
transitions between services to prevent them from ‘falling through the gaps’ between services [109].
Continuity of care greatly influences whether clients feel their needs have been met and whether they
are satisfied with treatment [128]. In addition to improved satisfaction, increased continuity of care is
also linked to increased client commitment to treatment, better quality of life, improved community
functioning, and reduced violent behaviour [128]. Chapter B5 discusses methods that may be used to
refer clients to other services.


http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2015_006.pdf
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AA4: Classification of disorders

Key points

* There are many different mental disorders, with different presentations. They are generally
characterised by a combination of abnormal thoughts, perceptions, emotions, behaviour and
relationships with others.

* Not all AOD workers are able to formally diagnose the presence or absence of mental disorders.
Diagnoses of mental disorders should only be made by suitably qualified and trained health
professionals.

e Itis nonetheless useful for all AOD workers to be aware of the characteristics of disorders so
that they are able to describe and elicit information about mental health symptoms when
undertaking screening and assessment, and to inform treatment planning.

e Itisimportant that clients suspected of having a co-occurring mental health condition
undergo a medical assessment as many symptoms of mental disorders mimic those of
physical disorders.

This chapter provides a brief overview of the mental disorders most commonly seen among clients of
AOD treatment settings. Not all AOD workers are able to formally diagnose the presence or absence of
mental disorders. Diagnoses of mental disorders should only be made by suitably qualified and trained
health professionals (e.g. registered or clinical psychologists, and psychiatrists). It would be unethical
for non-trained workers to use diagnostic labels in clinical notes, or to inform the client that they have a

diagnosis, unless they have received written confirmation from a suitably qualified professional.

It is nonetheless useful for all AOD workers to be aware of the characteristics of disorders so that they
are able to describe and elicit information about mental health symptoms when undertaking screening
and assessment (discussed in Chapter B2), and to inform treatment planning. Many more people will
present with symptoms than will meet criteria for a diagnosis of a disorder; however, these symptoms
are distressing and need to be managed nonetheless. It is hoped that the descriptions provided here
will increase AOD workers’ knowledge and awareness of different signs (i.e, what is objectively visible
about the client, such as sweating) and symptoms (i.e, what the client describes, such as sadness)

of disorders. The case studies provided throughout these Guidelines also provide examples of how

symptoms may present in clients with co-occurring mental disorders.

There are many kinds of mental disorders, with each disorder comprising a group of signs and
symptoms. A certain number of criteria for a particular disorder need to be met within a certain
timeframe for a person to be diagnosed as having that disorder. However, as described in Chapter A1,
there are many people who present to AOD treatment who display symptoms of disorders, while not
meeting criteria for a diagnosis of a disorder. For example, a person may present with depressed mood or

anxiety symptoms, without having a diagnosable depressive or anxiety disorder. Although these people
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may not meet full diagnostic criteria according to the classification systems, their symptoms may
nonetheless impact significantly on their functioning and treatment outcomes [26, 27,152]. As such,
rather than viewing mental health as merely the presence or absence of disorder, it may be more useful
to consider mental health conditions as a continuum, ranging from mild symptoms to severe disorders
(Figure 8).

Figure 8: Continuum of mental health conditions

Mental health

Mild symptoms Severe disorders

The diagnostic classification systems

There are two main classification systems used to diagnose mental disorders:

* The Diagnostic and Statistical Manual of Mental Disorders, currently in its fifth edition (DSM-5-TR)
[10].

e The International Classification of Diseases, currently in its 11" revisions (ICD-11 [11]), which only
recently came into effect on 1January 2022 [11].

Although these systems are similar, there are a number of important differences. The disorder
descriptions outlined in this chapter are based on the most recent edition of the DSM, released in
March 2022 (DSM-5-TR [10]), but some references are made to the ICD-11 [11]. In particular, we have
highlighted several key changes between the DSM-5-TR and ICD-11 that AOD workers should be aware
of. It should be noted, however, that these are not the only differences between the two classification
systems. It is also important to note that the disorder descriptions provided in the current versions of
both the DSM and ICD vary to those provided in earlier versions, as each edition is updated to reflect
evolutions in our understanding of disorders based on research. As such, AOD workers are encouraged
to familiarise themselves with both the DSM-5-TR and ICD-11, in particular their uses, limitations, and
recommendations regarding differential diagnosis (i.e.,, determining which symptoms are attributable
to which disorder). The DSM-5-TR disorders described here have also been cross-referenced with the
corresponding ICD-11 codes in Appendix D. Irrespective of any differences between classification
systems, AOD workers should be mindful that the move towards a more dimensional approach of
diagnosing mental health conditions emphasises the need for not only clinical judgement and expertise,
but of central importance, the need to consider the whole person rather than a person presenting to
treatment with a checklist of symptoms.

In these Guidelines we focus on 10 categories of disorder that are most commonly seen among people
with AOD use disorders, grouped by DSM-5-TR and ICD-11 classification (Table 1).
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Table 1: DSM-5-TR and ICD-11 classifications of most commonly co-occurring mental
disorders among people with AOD use disorders

DSM-5-TR classification ICD-11 classification
Attention-deficit/hyperactivity disorder Attention deficit hyperactivity disorder
Schizophrenia spectrum and other psychotic Schizophrenia or other primary psychotic disorders
disorders

Bipolar disorders Bipolar or related disorders

Depressive disorders Depressive disorders

Anxiety disorders Anxiety or fear-related disorders
Obsessive-compulsive disorder Obsessive-compulsive disorder

Trauma-related disorders Disorders specifically associated with stress
Feeding and eating disorders Feeding or eating disorders

Personality disorders Personality disorders and related traits or patterns
Substance-induced disorders Substance-induced psychotic disorders

Substance-induced mood disorders
Substance-induced anxiety disorders

Substance-induced obsessive-compulsive disorder

There are, however, a number of other disorder types that people with AOD use disorders may experience.
These include somatoform disorders, sleep disorders, and adjustment disorders. For further information
on these disorders readers are referred to the DSM-5-TR and ICD-11.

Itis also important to note that many symptoms of mental disorders mimic those of physical disorders.
For example, although heart palpitations may be related to anxiety, they may be a symptom of a heart
condition. Similarly, depressed mood may be a symptom of major depressive disorder, but may also

be a symptom of hypothyroidism. For this reason, it is important that clients suspected of having a
co-occurring mental health condition undergo a medical assessment to rule out the possibility of an
underlying physical condition. This is particularly pertinent for people with advanced AOD use disorders,
who may experience malnutrition or organ damage.
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What is attention-deficit/hyperactivity disorder (ADHD)?

The core feature of ADHD is an ongoing pattern of inattention and/or impulsivity-hyperactivity, which

interferes with functioning (see Table 2).

« Inattention refers to difficulties sustaining attention to tasks that are not frequently rewarding or
highly stimulating, distractibility, and difficulties with organisation.

e Impulsivity refers to acting in response to immediate stimuli, without consideration of the

outcome.

* Hyperactivity refers to excessive motor activity and difficulties remaining still, typically evident in

situations that require behavioural self-control.

Many people experience periods of distraction and have difficulty concentrating. Similarly, many people
experience periods of excitability or zealousness, which can sometimes be described as ‘hyperactive’.
ADHD is distinct from relatively short periods of over-excitability or distraction in that it involves severe
and persistent symptoms that are present in more than one setting (e.g,, home and work). The extent of
inattention and hyperactivity-impulsivity is also outside what would be expected given a person’s age

and level of intellectual functioning.

A case study example of how a person experiencing co-occurring ADHD and AOD use disorder may

presentis illustrated in Box 1.

Table 2: Attention-deficit/hyperactivity disorder (ADHD)

Attention-deficit/hyperactivity disorder (ADHD)

ADHD is characterised by a persistent and debilitating pattern of persistent inattention and/or
hyperactivity-impulsivity where at least five inattention or hyperactivity-impulsivity symptoms are
present. Symptoms need to have been experienced for at least six months, and several need to have been

present prior to age 12:

Inattention:

e Lacking attention to detail.

e Difficulty maintaining focus during work, study, or conversation.

e Appearing not to listen when spoken to.

e Difficulty following instructions and completing housework, work, or study.
e Difficulty organising time and materials.

e Avoiding tasks that involve constant mental energy.

e Losing material possessions.

e Easily distracted.

e Forgetting to return calls, pay bills, keep appointments.
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Table 2: Attention-deficit/hyperactivity disorder (ADHD) (continued)

Attention-deficit/hyperactivity disorder (ADHD)

Hyperactivity and impulsivity:
* Fidgeting, tapping hands or feet, wriggling in seat.
* Leaving seatin inappropriate situations.
* Inappropriately restless.
* Unable to relax or engage in activities quietly.
e Unable to keep still for extended periods.
e Talking excessively.
* Interrupting conversations.
e Difficulty waiting in line or for their turn.

* Intruding on or taking over from others.

Box 1: Case study A: What does co-occurring ADHD and AOD use look like? Sam’s story

Case study A: Sam's story

Sam, a 25-year-old who identified as female, was referred to her local AOD service by her GP. Her
presentation followed a routine visit to her GP, during which she mentioned that her alcohol use had
increased during the COVID-19 lockdowns. She also occasionally used methamphetamines. Sam has
been living with her partner for the past two years, but there has been recent strain in their relationship,
exacerbated by the ongoing pandemic lockdowns, that has contributed to her increase in drinking,
putting further strain on their relationship. Although Sam’s partner accompanied her to her appointment
with the AOD service, they remained in the waiting room for the duration of the session. Sam had been
working in the hospitality industry but has been out of work for the past 12-months or so, due in part to
the impact of COVID-19 on the hospitality industry, but also due to Sam’s unreliability as an employee

leading to her dismissal from numerous jobs.

Sam first began drinking alcohol while at high school, though she never considered herself to have
a‘drinking problem’. During the assessment, Sam also mentioned that she had experimented with

other substances while in high school, including taking one of her friend’s Ritalin on a few occasions,
but did not experience a ‘high’ like her other friends seemed to. When asked about her use of
methamphetamines, Sam described feelings of relaxation following their use. Sam also mentioned that
she sometimes used cannabis to help her get to sleep but found that sometimes her use of cannabis led

to outbursts of anger.

Sam had difficulties at school and left at the end of year 10. Her teachers described her as intelligent, but
her concentration and attention were poor, and she therefore frequently failed to complete her homework

and her teachers noted that she ‘underperformed’ in her exams. Sam later reported that she had great
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Box 1: Case study A: What does co-occurring ADHD and AOD use look like? Sam’s story
(continued)

difficulty revising and her attention to revision was often impaired because her ‘thoughts strayed all over
the place’ Sam was often irritable with her siblings and lost many friends because she was notoriously
unreliable at meeting them as arranged. Sam also spoke of difficulties she had getting to sleep during
her childhood, and of sometimes feeling incredibly tired. Sam enrolled in a design course at TAFE after
leaving school but was not able to complete the course.

Key points:

* What are the primary concerns for Sam?

e Where to from here?

Case study A continues in Chapter B7.

What are schizophrenia spectrum and other psychotic
disorders?

Schizophrenia spectrum and other psychotic disorders are among the most stigmatised disorders, even
within healthcare. Historically, these disorders have not been well understood and people experiencing
them have been marginalised, ostracised, incarcerated, and institutionalised. Although the term
‘schizophrenia’ literally means ‘split mind’, these disorders are not associated with any ‘multiple
personality or dissociative disorders. Rather, schizophrenia refers to what is sometimes called a ‘split
from reality.

The current classification systems consider schizophrenia to be on a spectrum of disorders that vary in
terms of symptom severity and duration, all with similar symptoms. A person experiencing schizophrenia
spectrum or other psychotic disorders can lose touch with reality. Their ability to make sense of both

the world around them and their internal world of feelings, thoughts, and perceptions is severely

altered. The most prominent symptoms are delusions, hallucinations, disorganised thinking, grossly
disorganised or abnormal behaviour, and negative symptoms (see Table 3), which are not attributable to
the effects of AOD use or withdrawal, medication use, or another physical condition (e.g., brain tumour).

In general, these symptoms are clustered into three main categories: positive, negative and disorganised
symptoms.
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Table 3: Predominant symptoms associated with schizophrenia spectrum and other
psychotic disorders

Positive symptoms: Behaviours or symptoms that are abnormally present

Delusions are fixed beliefs that usually involve a misinterpretation of perceptions or experiences and are
resistant to change in light of conflicting evidence. For example, people who experience delusions may
feel that someone is out to get them, that they have special powers, or that passages from the newspaper

have special meaning for them. Delusions can be either bizarre or non-bizarre.

* Bizarre delusions are those that are clearly implausible, not understandable to same-culture peers,
and not derived from ordinary life experiences (e.g., the belief that one’s brain has been removed and

replaced with someone else’s without leaving any wounds or scars).

* Non-bizarre delusions are those which involve situations that could conceivably occur in real life

(e.g., being followed, poisoned, or deceived by one’s partner).

Hallucinations are false perceptions such as seeing, hearing, smelling, sensing, or tasting things

that others cannot. These are vivid and clear, with the impact of regular perceptions, and are not

under voluntary control. Hallucinations can occur in any sensory modality but auditory hallucinations,
experienced as voices distinct from a person’s own thoughts, are the most common in schizophrenia and
related disorders. It is important to note that the classification of an experience as either a delusion or a
hallucination is dependent upon culture. That is, the experience must be one that most members of that

culture would consider a misrepresentation of reality.

Negative symptoms: Behaviours or symptoms that are abnormally absent

Negative symptoms account for much of the morbidity associated with schizophrenia but are less

prominent in other psychotic disorders. These include:

* Diminished emotional expressiveness (i.e, reductions in intensity of emotional expressiveness).
* Avolition (i.e, lack of interest in initiating or continuing with activities).

e Alogia (i.e, restricted speech fluency and productivity of thought and speech).

e Anhedonia (i.e, restricted ability to experience pleasure from positive stimuli).

e Asociality (i.e, a lack of interest in social interactions).
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Table 3: Predominant symptoms associated with schizophrenia spectrum and other
psychotic disorders (continued)

Disorganised symptoms: Jumbled thoughts, behaviours, or speech

Disorganised speech usually reflects disorganised thinking, and involves difficulty with
communication, through difficulty keeping track of conversations, switching between unrelated topics,
with incoherent words or sentences. A person’s speech might be rambling with tangential ideas, with
speech that can be difficult to understand, or even incoherent. These unconnected ideas and sentences

are sometimes called a ‘word salad’.

Grossly disorganised or abnormal behaviour may be evident in several ways, ranging from
inappropriate behaviour or silliness to unpredictable agitation. There may be problems with goal-directed
behaviour interfering with usual daily activities, or difficulty with activities of daily living. Catatonic
behaviour, which is a decreased reactivity to the environment (sometimes to the extreme of complete
unawareness, maintaining a rigid or inappropriate posture, or complete lack of verbal or motor response)
may be present, which can include purposeless and excessive motor activity.

People with AOD use disorders may display symptoms of psychosis that are due to either intoxication
or withdrawal from substances. However, if the person experiences psychotic episodes even when they
are not intoxicated or withdrawing, it is possible that they may have one of the disorders described in
Table 4. Schizophrenia spectrum and other psychotic disorders are severely disabling mental disorders.
Psychotic symptoms may also present in people with major depressive disorder or bipolar | disorder, or
from a medical condition.

A case study example of how a person experiencing co-occurring psychosis and AOD use disorder may
presentis illustrated in Box 2.

What are the different types of schizophrenia spectrum and other
psychotic disorders?

The particular combination of symptoms a person displays, and their duration, determines what
diagnostic category they may fall into. There are five types of psychotic disorders described in the DSM-5-
TR (see Table 4):

e Schizophrenia.

e Schizophreniform disorder.
e Schizoaffective disorder.

* Brief psychotic disorder.

e Delusional disorder.
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Table 4: Types of psychotic disorders

Disorder

Schizophrenia

Schizophreniform
disorder

Schizoaffective disorder

Brief psychotic disorder

Delusional disorder

Symptoms

Schizophrenia is one of the most common and disabling of the psychotic
disorders. It affects a person’s ability to think, feel, and act. To be
diagnosed with schizophrenia, two or more of the following symptoms
must have been continuing for a period of at least six months:

e Delusions.

e Hallucinations.

» Disorganised speech.

e Grossly disorganised or catatonic behaviour.

* Negative symptoms (diminished emotional expression or avolition).

These symptoms cause significant impairment in a person’s functioning
at work, social relationships, or self-care. People are considered to have
particular ‘types’ of schizophrenia depending upon the predominance of
symptoms displayed (paranoid, disorganised, catatonic, undifferentiated,
or residual type).

Schizophreniform disorder is characterised by a symptomatic
presentation that is equivalent to schizophrenia except its duration is
limited to more than one month and less than six months, and it is not

necessary to have a decline in social or occupational functioning.

Schizoaffective disorder is characterised by the symptoms of
schizophrenia alongside a major depressive or manic episode (described
later in this chapter). This disorder may be divided into two types:

* Bipolar type (if the mood episode is manic).
* Depressive type (if the mood episode is major depressive).

Brief psychotic disorder is a disturbance when delusions, hallucinations,
or disorganised speech are present, with or without grossly disorganised

or catatonic behaviour, for at least one day but less than one month.

Delusional disorder is characterised by at least one month of delusions.
Hallucinations and other positive symptoms of schizophrenia are
relatively absent, and functioning is not significantly impaired.
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It should be noted that there are differences between the DSM-5-TR and ICD-11 classification systems
regarding the types of psychotic disorders and their definitions. For example, ICD-11 does not distinguish
between schizophrenia and schizophreniform disorder. Further, experiences of influence, passivity or
control are recognised as separate from delusional symptoms of schizophrenia in ICD-11.

Box 2: Case study B: What does co-occurring psychosis and AOD use look like? Amal’s
story

Case study B: Amal’s story

Amal, a 21-year-old who identified as male, presented to his local AOD service at the insistence of

his parents. Both his mother and father accompanied him to his appointment and joined in the
consultation. When the AOD worker asked Amal what had brought him in, his father answered that they
had brought Amal in because of his ongoing methamphetamine use. He said that Amal lived with them,
and they had been aware of some methamphetamine use in the past. The last time they had become
aware of Amal’'s methamphetamine use was approximately a year ago, and at that time Amal had
promised not to use again. Amal’s father appeared to be quite angry and explained to the AOD worker that
Amal had agreed at that time that if he were ‘caught’ using again, he would be brought straight to the
AQOD service.

During the assessment, Amal’s father continued speaking and answering the AOD worker's questions
on Amal’s behalf. The AOD worker thanked Amal’s parents for the support they showed in coming with
Amal to his appointment and for being willing to be involved in his treatment planning - she spoke of
the importance of active family involvement in helping people to achieve their goals. She asked Amal’s
parents to please go back to the waiting room for the remainder of Amal’'s assessment, until she was
ready to discuss the next steps with the whole family. Once his parents left the room, Amal appeared
to visibly relax. He said they were annoying, but he was happy for them to be involved in his treatment
planning.

In talking about his methamphetamine use, Amal described periods of hallucinations and delusions
that he has experienced in the past during the context of use but had not experienced these recently.
He said that his neighbours were trying to obtain his family's house and had poisoned all of the plants
in their front yard. After a discussion regarding various treatment options, Amal chose to try inpatient
detoxification and Amal’s family were happy with this plan.

A few days into Amal’s detoxification, he began exhibiting suspicious and paranoid behaviours. His
roommate complained to the nurse unit manager that Amal had been sitting up in his bed all night
watching him sleep and believed he had gone through his belongings. Amal was also observed
mumbling to himself. Upon questioning, Amal appeared to be highly paranoid, suspicious, watchful and
guarded, was mumbling to himself and appeared to be responding to internal stimuli.
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Box 2: Case study B: What does co-occurring psychosis and AOD use look like? Amal’s
story (continued)

Key points:

* What are the primary concerns for Amal?

e Where to from here?

Case study B continues in Chapter B7.

What are bipolar disorders?

Previously classified as mood disorders, bipolar disorders are a distinct category of disorder in the DSM-
5-TR, characterised by recurrent episodes of mood disturbances.

There are three types of mood disturbance episodes (see Figure 9, Table 5):
Major depressive episodes.
Hypomanic episodes.

Manic episodes.

Figure 9: The spectrum of bipolar episodes
Manic episode

Hypomanic episode Hypomanic episode

| l l ' | | l | | l |
I Major depressive episode

Adapted from Black Dog Institute [153].
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The first episode of illness is most commonly a depressive illness and bipolar disorder may not be
diagnosed until treatment with antidepressant medication triggers a manic illness. Recognition of
bipolar disorders can often be difficult, and many people are not diagnosed until they have experienced a
number of years of severe mood swings. People tend to seek treatment for the depressive phases of the
disorder but not for the periods of elation, so they are often mistakenly diagnosed as having a depressive
disorder. In between episodes, the person is usually completely well. Most people with a bipolar disorder
experience their first serious mood episode in their 20s; however, the onset of bipolar disorders may
occur earlier or later in life and can be diagnosed in children as well as adults.

Table S: Types of bipolar episodes

Major depressive episode

In a major depressive episode, five or more of the following symptoms are experienced nearly every day for
at least two weeks:

* Depressed mood most of the day, nearly every day (e.g., feels sad, empty, hopeless; appears tearful).
e Loss of interest or enjoyment in activities.

* Reduced interest or pleasure in almost all activities.

* Change in weight or appetite.

» Difficulty concentrating or sleeping (e.g., sleeping too much or too little).

* Restlessness and agitation.

e Slowing down of activity.

e Fatigue or reduced energy levels.

* Feelings of worthlessness or excessive/inappropriate guilt.

* Recurrent thoughts of death, suicidal thoughts, attempts, or plans.

Manic episode

During a manic episode, the person experiences an abnormally or persistently elevated, expansive,
orirritable mood and increased goal-directed activity or energy for at least one week. The episode is

characterised by the person experiencing some of the following symptoms:

* Inflated self-esteem or grandiosity.

e Decreased need for sleep.

* Increased talkativeness or pressured speech.

* Flight of ideas or racing thoughts.

e Distractibility.

e Anincrease in goal directed activity (e.g, at work, school, or socially).

e Excessive involvement in pleasurable activities that have a high potential for painful consequences
(e.g. buying sprees, sexual indiscretions, dangerous driving).
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Hypomanic episode

A4: Classification of disorders

A hypomanic episode is the same as a manic episode but is less severe. A hypomanic episode need only

last four days and does not require the episode to be severe enough to cause impairment in social or

occupational functioning.

What is the difference between depression and mania?

Having fluctuations in feelings, mood swings, and a wide range of emotions is very common; almost

everyone can relate to emotional upheavals and changes in mood. However, when these emotions or

moods are severe to the point of impairing a person’s ability to function, there may be a disorder present.

It can be difficult to understand how depression and mania co-exist. Table 6 compares some of the key

features of both.

Table 6: Comparison of mania and depression in bipolar disorder

Energy levels

Changes in
sleep pattern

Thoughts and
feelings

Speech and
sensations

Mania

Increased energy, increase in activity
and/or goal directed activities. May

spend more money.

Decreased need for sleep without
feeling tired.

Feeling good, high or exhilarated. May
think they are chosen, special, gifted,
entitled. Increased libido. Increased
thinking, disorganised, flood of ideas.
May feel agitated, irritable, intense

emotions, argumentative.

Pressured speech, maybe without

enough time to convey all of the ideas,

inappropriate. Heightened perception

and sensation.

Depression

Loss of energy, decrease in activity and
interest in activities. Withdrawal from social
contact and activities. Change in eating

patterns - loss of appetite or overeating.

Disrupted sleep patterns, with trouble falling
or staying asleep, waking too early, sleeping
too much. Fatigue.

Feeling down, low, empty, hopeless, worthless,
irritable or anxious. Think they are useless, a
burden, and the cause of their own problems.
Decreased libido. Impaired thinking,
concentration, decision making, motivation.

May have thoughts of death or suicide.

Speech can be slowed, with few ideas. Dulled
perception and sensation, but in some cases
some senses can be heightened (e.g, taste

and smell).
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Table 6: Comparison of mania and depression in bipolar disorder (continued)

Mania Depression
Delusions, In severe cases of mania, there may be  In severe cases of depression, there can be
hallucinations grandiose delusions (e.g, may think nihilistic delusions (e.g,, may think their body
they are God, or they are a superhero is decaying).

sent to save the world).

Adapted from Black Dog Institute [154].

What are the different types of bipolar disorders?

There are three main types of bipolar disorders (see Table 7):
e Bipolar | disorder.
e Bipolarll disorder.
e Cyclothymic disorder.

Itis also possible for a person to have mixed episodes, whereby a person experiences several manic and
several depressive symptoms simultaneously, or rapidly alternates between them, either day-to-day, or

even within the same day.

A case study example of how a person experiencing co-occurring bipolar and AOD use disorder may

presentis illustrated in Box 3.

Table 7: Types of bipolar disorders

Disorder Symptoms

Bipolar | disorder Bipolar | is characterised by one or more manic episodes, which can be
preceded or followed by hypomanic or major depressive episodes.

Bipolar Il disorder Bipolar Il is characterised by recurring mood episodes, consisting of at least

one or more major depressive episodes and at least one hypomanic episode.

Cyclothymic Cyclothymic disorder is characterised by chronic (at least two years),
disorder fluctuating disturbances in mood involving numerous periods of hypomanic
and depressive symptoms. The symptoms do not meet the criteria for a manic

or major depressive episode.
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Box 3: Case study C: What does co-occurring bipolar disorder and AOD use look like?
Scott’s story

Case study C: Scott's story

Scott, a 25-year-old who identified as male, presented to an AOD service on the recommendation of his
manager. Scott worked on a remote mining site in a ‘fly-in-fly-out’ capacity, where he worked in cycles
consisting of 14 consecutive days of 12-hour shifts, followed by 14 days of leave. In a random drug test,
Scott screened positive foramphetamine-type stimulants, and he was advised by his supervisor, who
was very supportive, to take leave to address this in his home city. Scott’s girlfriend accompanied him to
his assessment at his local AOD service.

On assessment, Scott told the AOD worker that he loved his job but found the cycles of long shifts and
long periods of leave incredibly difficult. He had recently been using stimulants more often to help
him get through the long shifts, but knew it was a risk with the random drug testing that sometimes
takes place. Scott told the AOD worker that he started smoking pot when he was about 13 years old and
remembers drinking a lot of alcohol at high school parties, though he didn’t remember drinking much

apart from at social gatherings. At university, Scott used cocaine and MDMA recreationally.

Scott had not told his GP about his AOD use but had seen him in the past about several periods of
depression that he first experienced in his teens. He said that during these times, he had experienced
very low mood, had no energy or interest in anything, and spent all of his time in his bedroom watching
TV or sleeping. Scott said that although he had at times thought that life wasn’t worth living when he was
feeling extremely low, he had never seriously considered killing himself. He said he had previously been
prescribed two different types of antidepressants but couldn’t remember what they were - he stopped
taking them because he thought they helped for a little while, but then stopped working. He had never

seen a psychologist.

When not feeling low, Scott said he considered himself as a ‘party guy’, and the type of guy that people
enjoyed being around - he loved to have fun at work. Because of the nature of his work, Scott earned a
lot of money but had been spending beyond his means on extravagant purchases and getting into debt.
He told the AOD worker that recently, he was called into his manager's office because a couple of his co-
workers had complained about him, saying they didn’t want to work on the same shift as him, because
they thought he was behaving recklessly and dangerously, compromising their safety. Scott said he was
shocked by this and thought they were over-reacting - he didn’t think there was a problem and thought
they should all “lighten up.

Key points:

* What are the primary concerns for Scott?
*  Where to from here?

Case study C continues in Chapter B7.
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What are depressive disorders?

The predominant feature of depressive disorders is the presence of sad, empty, orirritable mood,
accompanied by physical and cognitive changes that significantly impair a person’s ability to function.
Differences between the depressive disorders depend largely on duration, timing, or origin.

Depressive disorders are distinct from feeling unhappy or sad (which is commonly referred to as
‘depression’) in that they involve more severe and persistent symptoms. Depressive disorders are

often long-lasting, recurring ilinesses. People with depressive disorders feel depressed, sad, hopeless,
discouraged, or ‘down in the dumps’ almost all the time. They also experience other symptoms including
sleep disturbances (including difficulty getting to sleep, frequent waking during the night, being unable
to wake in the morning, or sleeping too much); loss of interest in daily activities; a lack of energy,
tiredness and fatigue; restlessness, irritability, or anger; difficulty concentrating, remembering, and
making decisions; feelings of guilt or worthlessness; appetite changes (either decreased or increased
appetite); loss of sex drive; and thoughts of death or suicide.

What are the different types of depressive disorders?

There are two main types of depressive disorders (see Table 8):
* Major depressive disorder.
* Persistent depressive disorder.

A case study example of how a person experiencing co-occurring depression and AOD use disorder may
presentis illustrated in Box 4.

Table 8: Types of depressive disorders

Disorder Symptoms
Major depressive Major depressive disorder is characterised by one or more major depressive
disorder episodes in which five or more of the following symptoms are experienced

nearly every day for at least two weeks:
* Depressed mood most of the day, nearly every day (e.g., feels sad, empty,
hopeless; appears tearful).
e Loss of interest orenjoyment in activities.
* Reduced interest or pleasure in almost all activities.
e Change in weight or appetite.
» Difficulty concentrating or sleeping (e.g., sleeping too much or too little).
* Restlessness and agitation.
e Slowing down of activity.
e Fatigue or reduced energy levels.
* Feelings of worthlessness or excessive/inappropriate guilt.

e Recurrent thoughts of death, suicidal thoughts, attempts, or plans.
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Table 8: Types of depressive disorders (continued)

Disorder Symptoms
Major depressive A person may have a single episode, or they may have recurrent episodes over
disorder their lifetime. The duration of depressive episodes may range from weeks to
years.
Persistent Persistent depressive disorder is a consolidation of the previous diagnoses
depressive disorder of dysthymia and chronic major depressive disorder, and is characterised by

at least two years of depressed mood more days than not, as well as other
depressive symptoms such as appetite changes, sleeping problems, fatigue,

feelings of worthlessness and hopelessness.

Box 4: Case study D: What does co-occurring depression and AOD use look like?
Sheryl’'s story

Case study D: Sheryl’s story

Sheryl, a 49-year-old who identified as female, was brought in to see her GP at the insistence of one of
her adult daughters. On a routine visit home, her daughter became very concerned about her, insisted on

making an appointment for Sheryl, and also accompanied Sheryl to her GP appointment.

Sheryl told her GP that since her twin daughters had moved out of home, which occurred several months
earlier, she and her husband had separated. They had been together for 29 years. Since they all left, she
has felt depressed and does not feel like she has any purpose. She was not able to leave her home much
during the pandemic, but she was not bothered by this as she had no desire to leave the house and

lost interest in things that she used to enjoy, such as gardening. She also hadn’'t kept in touch with her
friends and hadn’t even told them that her husband left. Sheryl also told the GP that she suspected that
she’s peri-menopausal and thought these feelings were ‘normal’ for this stage of life.

The GP conducted a routine medical assessment, which included Sheryl’s weight, blood pressure, and
ordered blood tests. The GP remarked that Sheryl had gained a significant amount of weight in the past
two months which surprised Sheryl, as she hadn’t been eating and had almost no appetite. Sheryl’s
daughter asked her mother why she hadn’'t noticed that her clothes were tighter, and Sheryl said that she
hadn’t been getting dressed - she had been wearing pyjamas or her nightgown around the house most of

the time.

The GP asked Sheryl a little more about her sense of purposelessness, and Sheryl assured her that she
had no plans to end her life. Sheryl said that she just wants to sleep’. She told the GP that she had always
had trouble sleeping and was very ‘high strung and anxious when she was younger, working in a high-
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Box 4: Case study D: What does co-occurring depression and AOD use look like?
Sheryl’'s story (continued)

pressure job. Sheryl and her husband’s family were very conservative, so when Sheryl became pregnant,
she gave up her career to become a full-time mum, as was expected of her, but expressed that she was
also happy to do so. Sheryl told the GP that over the past few months, she’d had more trouble sleeping
and had been taking more of the sleeping tablets prescribed to her to help her get to sleep and stay
asleep throughout the night. Sheryl also said that sometimes she had been taking sleeping pills during
the day, as she had just wanted to sleep.

Key points:

* What are the primary concerns for Sheryl?
*  Where to from here?

Case study D continues in Chapter B7.

What are anxiety disorders?

Feeling anxious is not necessarily problematic. Many people feel anxious because they have reason

to; for example, they may be in prolonged lockdown due to an ongoing global pandemic, be facing
economic hardship, be experiencing difficulties with housing or relationships, or may be preparing for

a presentation at work. Many people undergoing AOD treatment will experience anxiety which can be

a consequence of intoxication, withdrawal, or learning to live without using substances. This anxiety
usually reduces over time with a period of abstinence. A person’s anxiety is problematic, however, when
itis persistent, or so frequent and intense that it prevents the person from living their life in the way that
they would like.

People with anxiety disorders often experience intense feelings of fear and anxiety. Fear is an emotional
response that refers to real or perceived imminent threat, and anxiety is the anticipation of future
threat. Although fear and anxiety overlap, they are associated with differing autonomic responses. Fear
is associated with a flight or fight response, thoughts of immediate danger, and escape. Anxiety is more
commonly associated with muscle tension, hypervigilance in preparation for danger, and avoidance.
Feelings of panic are also common among people with anxiety disorders.

Panic attacks in themselves are not a specific disorder, but when they are severe and bring about

a sustained change in behaviour, they may amount to panic disorder (Table 10). Panic attacks are a
symptom common to many of the anxiety disorders. The symptoms of a panic attack are outlined in
Table 9, although not all panic attacks include all symptoms. Panic attacks can be terrifying. As many

panic attack symptoms mirror those of a heart attack, many people who experience them (particularly
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for the first time) have a genuine fear that they are going to die. Given the overlap in symptoms (e.g.,
shortness of breath, chest pain and tightness, numbness and tingling sensations), it is important that a
person displaying these symptoms be referred to a medical practitioner.

Table 9: Symptoms of a panic attack

Panic symptoms

e Sweating. * Numbness or tingling sensations.

e Shaking. e Chills or hot flushes.

e Shortness of breath. * Nausea and/or vomiting,

* Feeling of choking, e Fear of losing control, going crazy, or dying.
e Light headedness. * Feelings of unreality or being detached from
e Heart palpitations, chest pain, or tightness. oneself.

What are the different types of anxiety disorders?

Anxiety disorders differ from one another in the types of objects or situations that induce fear, anxiety or
avoidance, and duration. There are a number of different types of anxiety disorders (see Table 10):

* Generalised anxiety disorder (GAD).
e Panic disorder.

e Agoraphobia.

* Social anxiety disorder (SAD).

e Specific phobia.

There are some differences in the way that DSM-5-TR and ICD-11 classify anxiety disorders. In relation to
GAD, for example, while both systems base the diagnosis on the presence of anxiety and worry in relation
to different life situations, events or activities, the ICD-11 also allows for ‘free-floating anxiety’, or general
apprehension that is not focused on any particular circumstance. Another difference is in the length of
time symptoms are required to be present to receive a diagnosis (i.e, at least 6-months for DSM-5-TR
relative to ‘at least several months’ in ICD-11 [155]).

A case study example of how a person experiencing co-occurring anxiety and AOD use disorder may
presentis illustrated in Box 5. It should be noted that OCD, PTSD, and acute stress disorder were
previously categorised as anxiety disorders but have been moved from this broader disorder category in
the DSM-5-TR. These disorders are described later in this chapter.
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Table 10: Types of anxiety disorders

Disorder

Generalised anxiety
disorder (GAD)

Panic disorder

Agoraphobia

Symptoms

GAD is marked by excessive anxiety or worry, occurring more days than not, for
at least six months, about a number of events or activities (e.g. performance
at work or school). The worry or anxiety is difficult to control and is associated

with at least three of the following:

* Restlessness oredginess.
* Being easily fatigued.
e Difficulty concentrating.
e Irritability.
* Muscle tension.
* Sleep disturbance (difficulty falling or staying asleep, restless,
unsatisfying sleep).
These symptoms cause significant distress or interfere with a person’s

occupational or social functioning.

Panic disorder involves the experiencing of unexpected panic attacks followed
by at least one month of persistent concern or worry about having another
attack, and the implications of having another attack. As a result, the person
changes their behaviour in relation to the attacks. Panic disorder is sometimes

accompanied by agoraphobia.

Agoraphobia involves marked fear or anxiety about two or more of the
following, for at least six months:
* Using public transportation (e.g., buses, trains, taxis, planes, ships).
* Beingin open spaces (e.g, parking lots, bridges).
* Beinginenclosed spaces (e.g., shops, movie theatres).
e Standinginline or being in a crowd.

* Being outside the home alone.

The person avoids these situations because of anxiety about being in places
or situations from which escape might be difficult orembarrassing, orin
which help may not be available, in the event of a panic attack. The person
avoids these places or situations, or if such situations are endured there is

considerable distress or anxiety, or the need for a companion.
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Table 10: Types of anxiety disorders (continued)

Disorder Symptoms
Social anxiety SAD (formerly known as social phobia) is characterised by excessive anxiety
disorder (SAD) or worry about one or more social situations for at least six months, where

their actions may be analysed by others. Examples of these kinds of situations
include meeting new people, or eating, drinking, performing, or speaking in
public. A person with SAD fears they will be negatively evaluated, humiliated,
embarrassed, or rejected. The social situations almost always provoke the
same feelings of distress or anxiety and are avoided or endured with intense
fear or anxiety, which is disproportionate to the actual threat posed by the
situation.

Fearing embarrassment, humiliation, or rejection is not necessarily unusual,
but a person with SAD will fear the situation to the point where their avoidance
or anxiety causes significant distress and interferes with their ability to
function.

Specific phobia Specific phobia is characterised by excessive or unreasonable fear of a specific
object or situation that causes immediate anxiety and/or panic attacks, for at
least six months. Phobic cues may include animals; blood, injury or injections;
situations involving the natural environment (such as heights or storms);
or other specific situations such as airplanes, lifts, or enclosed spaces. The
person avoids the feared places or situations, or if such situations are endured

there is considerable distress or anxiety.

Having a fear is not so unusual, but when it interferes with performing the
responsibilities in a person’s life it can become a problem. For example, having
a fear of flying is not a problem until a person finds themselves planning a

holiday overseas or that they need to travel for work.

Box 5: Case study E: What does co-occurring anxiety and AOD use look like? Declan’s
story

Case study E: Declan’s story

Declan, a 37-year-old account executive for a high-profile advertising agency, was referred to his local
AOD service after a recent hospital admission. Declan’s job is extremely stressful, with numerous social
activities and events, that he has been finding increasingly difficult. He is very fit and attends the gym

most days before work.
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Box 5: Case study E: What does co-occurring anxiety and AOD use look like? Declan’s
story (continued)

On assessment, Declan told the AOD worker that he didn’t know if he should be there at all, he didn’t
think he had much of a problem, but his recent hospital trip had scared him, and he thought it wouldn’t
hurt to see if he needed help. Declan said that his job required him to meet with important clients and
also present in client meetings, which he hated. In particular, he hated the attention and having people
looking at him when he spoke. After presenting at a meeting with important clients about 18 months ago,
Declan was asked a very difficult question and felt his mind go blank. He felt everyone looking at him

and started sweating and shaking, had difficulty breathing, with tightness in his chest accompanied by
chest pain. He thought he was having a heart attack and collapsed mid-meeting. Declan was taken by

ambulance to hospital, where he was told he had experienced a panic attack.

While his colleagues are also his mates, they have also taken to making fun of the incident, often asking
before big client meetings whether Declan will make it through, or should they have the ambulance on
stand-by. Declan has since been terrified of having another panic attack, and has been feeling increased
anxiety at client lunches, meetings, and seminars. One evening, Declan told his boss about his anxiety,
but his boss did not seem to understand the severity of Declan’s fear, and replied, ‘yes, | used to feel
nervous before presenting as well. Don’t worry, it'll get easier the more you do it, I'll put you down to

do a few more’. In talking to another close colleague about his anxiety about a year ago, his colleague
mentioned that he also sometimes felt nervous before big meetings but felt much better after doing a
couple of lines. Since that time, Declan has been using cocaine before client lunches and meetings and
found that it increased his confidence and reduced his anxiety.

Declan’s most recent hospital admission followed another incident where he was taken to emergency
after collapsing in a client meeting mid-presentation. He expected to be told that he had experienced
another panic attack but was shocked when he was told by the doctors that he had experienced a heart

attack. His blood tests showed recent amphetamine type substance use.

Key points:

* What are the primary concerns for Declan?
*  Where to from here?

Case study E continues in Chapter B7.

What is obsessive-compulsive disorder (OCD)?

Previously categorised as an anxiety disorder, OCD now sits within the ‘obsessive-compulsive and related
disorders’ category in DSM-5-TR, which also includes body dysmorphic disorder, hoarding disorder,

trichotillomania (hair-pulling disorder), and excoriation (skin picking disorder).
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OCD is characterised by the presence of obsessions, compulsions, or both (see Table 11 and Table 12).

It is distinct from feeling a need for neatness, cleanliness, or order (which is sometimes referred to as
‘obsessive-compulsive’ or ‘OCD’). OCD is often long-lasting and debilitating with people feeling compelled
to prevent disasters befalling loved ones or alleviate anxiety by performing rituals which cause

significant distress.

Table 11: Predominant symptoms associated with OCD

Obsessions and compulsions

Obsessions (often referred to as ruminations) are recurring, persisting thoughts, urges, or images that
are intrusive and unwanted, and cause anxiety or distress in most people. The person attempts to ignore
or suppress their obsessive thoughts, urges or images, or counteract them with another thought or

action (i.e, by performing a compulsion).

Examples of obsessions include persistent fears of contamination, thinking they are to blame for

something, or an overwhelming need to do things perfectly.

Compulsions (often referred to as rituals) are repetitive mental acts or behaviours that a person feels
driven to perform, in response to an obsession or according to rules that must be strictly followed.

The mental acts or behaviours are aimed at preventing or reducing anxiety or distress, or preventing a
dreaded event; however, the behaviours or mental acts are not connected to what they are designed to

counteract in any realistic way, or they are clearly excessive.

Examples of compulsive behaviours include the need to repeatedly wash one’s hands due to the fear
of contamination, check that things have been done (e.g., whether doors or windows have been locked,
appliances switched off), or avoid certain objects and situations (e.g., holes in the road, cracks or lines in

the pavement). Examples of mental acts include counting or repeating words silently.

A case study example of how a person experiencing co-occurring OCD and AOD use disorder may present

is illustrated in Box 6.

Table 12: Obsessive-compulsive disorder (OCD)

Obsessive-compulsive disorder (OCD)

OCD is characterised by the presence of obsessions, compulsions, or both. The obsessions or
compulsions are time-consuming, taking at least one hour per day, or cause significant distress. As the
performance of these rituals is time-consuming, they can significantly interfere with the person’s social

and occupational functioning.
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Box 6: Case study F: What does co-occurring OCD and AOD use look like? Ayla’s story

Case study F: Ayla's story

Ayla is a 19-year-old who is currently living with her parents. She presented to her local AOD service at the
insistence of her parents who came across her stash of cannabis when her mother was straightening her
room. Although her mother has brought Ayla to her appointment, she has remained in the waiting room
while Ayla speaks to the AOD worker.

On assessment, Ayla was at first quiet and appeared to be withdrawn. She told the AOD worker that she
had been using cannabis daily to slow down or dampen her thoughts. Ayla eventually broke down in tears
and told the AOD worker that she had been having obsessive thoughts and behaviours that she had to
perform, for a long time. Ayla said that when she was in school, she was always the last one to leave the
classroom because she had to make sure that every letter on the whiteboard had been copied down in
her notebook exactly right. She was usually late to the next class because of this repetitive checking,

and she often had difficulty sleeping because she was reliving the day’s classes in her mind, trying to
remember if she had copied down all the notes correctly. On one occasion, she was called in to see the
school counsellor because of her continual lateness. The counsellor told Ayla that she thought Ayla
might have generalised anxiety disorder and should try to ‘forget’ about her obsessive thoughts and stop
worrying so much. The counsellor told her to focus on what she wanted to do after she left school.

Ayla told the AOD worker that as she got a bit older, she started having intrusive negative thoughts about
harm befalling her family. Ayla said that if she didn’t tap her bedroom door handle seven times every time
she entered or left the room, her family would die. Seven was a meaningful number for Ayla, because she
had two parents plus two sisters plus two dogs (and herself). If Ayla didn’t feel ‘right about the tapping, or
if she thought she tapped eight times instead of seven, she had to start again. Ayla told the AOD worker
that her tapping then extended to a need to check and recheck all the lights in her room before leaving
her room and when going to bed. Ayla tried to explain that even when the lights were off, she would have
to carefully check the bulb and the light switch, not believing or trusting her eyes that they were off, so
needing to turn them on and back off again. When she left home, she would take pictures of the switches
and the globes and keep looking at them and also replay the ritual of turning them off over and overin

her mind.

Ayla told the AOD worker that tapping or turning the switches would provide her with a few seconds of
relief, but this was always short-lived, and she would need to repeat it to alleviate her obsessive thoughts.
Ayla said it was like ‘an itch that | just have to scratch’. She told the AOD worker that she understood

that there was no logic or rationality to her thoughts and behaviours, but she couldn’t stop herself from
performing her rituals. Ayla said she was lonely but had trouble forming and maintaining friendships
because she was always distracted by her thoughts and couldn’t engage with another person.

Since leaving school she had tried several different part-time jobs, but because she took several hours to
leave the house, she was unable to keep any of them. Her sisters and a couple of old school friends had
told her to relax, and Ayla had tried yoga, meditation, and mindfulness - all of which she found frustrating
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Box 6: Case study F: What does co-occurring OCD and AOD use look like? Ayla’s story
(continued)

and of little benefit. Ayla told the AOD worker that smoking weed was the only thing she has found useful,
as it dulled and slowed her thoughts. She said that smoking a ‘ton’ of weed was the only way she could
now get to sleep.

Ayla told the AOD worker that she was completely exhausted and just wanted the obsessions and
compulsions to stop. She said the only way she could realistically see that happening was if she ended
her life.

Key points:

* What are the primary concerns for Ayla?

e Where to from here?

Case study F continues in Chapter B7.

What are trauma-related disorders?

Trauma is a term that is widely used and may mean different things to different people. In these
Guidelines, we use the word trauma to refer to an extremely threatening or horrific event, or a series

of events, in which a person is exposed to, witnesses, or is confronted with a situation in which they
perceive that their own, or someone else’s, life or safety is at risk [10, 11]. Examples of potentially traumatic
events include, but are by no means limited to, being involved in a road traffic accident; experiencing or
being threatened with physical or sexual assault; being in a life-threatening car or other form of accident;
combat exposure or being in a place of war or conflict; or witnessing any of these events. The most
important factor in understanding a person’s experience of an event is whether or not they perceived it to
be a traumatic event; events that may be traumatic to some people may be perceived as relatively minor,

and vice versa.

Most people will experience some emotional or behavioural reactions following exposure to a traumatic
event such as anxiety or fear, aggression or anger, depressive or dissociative symptoms. These emotional
and behavioural responses are to be expected and are a completely normal response to an adverse event.
For the majority of people, these reactions will subside and/or reduce in intensity over time without

the need for any intervention; for some people, however, these reactions may be prolonged, leading to
significant distress, as well as impairment in social, occupational and other areas of functioning [102,
156, 157].
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What are the different types of trauma-related disorders?

There are two main trauma-related disorders according to DSM-5-TR:
e Post traumatic stress disorder (PTSD).
e Acute stress disorder.

Previously classified as anxiety disorders, these disorders have been grouped with other trauma- and
stressor-related disorders in the DSM-5-TR. It should be noted that the DSM-5-TR does not require a
person to have experienced a sense of fear, helplessness, or horror at the time of the traumatic event, in

order to meet criteria for either of these disorders, as was the case in DSM-|V-TR.

The structure of the criteria has also changed (there are now four symptom clusters instead of three)
and three new symptoms have been added. A summary of the DSM-5-TR criteria is provided in Table 13;
however, readers are encouraged to refer to DSM-5-TR for a more detailed explanation of the changes
made between editions. A case study example of how a person experiencing co-occurring PTSD and AOD

use disorder may presentis illustrated in Box 7.

Table 13: Types of trauma-related disorders

Disorder Symptoms

Post traumatic PTSD is a disorder that may develop after a person has experienced or been
stress disorder exposed to a traumatic event during which the person perceived their own (or
(PTSD) someone else’s) life or physical integrity to be at risk.

Following the event, for at least one month, the person experiences some of the

following symptoms:

* Re-experiencing: Spontaneously re-experiencing the event in the form of
unwanted and intrusive memories, recurrent dreams or nightmares, or
‘flashbacks’.

e Avoidance: Avoiding memories, thoughts, feelings, or external reminders of

the event (e.g., people, places or activities).

* Negative cognitions and mood: Feeling a distorted sense of blame of self
or others, feeling detached from others or less interest in activities, or

inability to remember key aspects of the event.

* Arousal: Aggressive, reckless, self-destructive behaviour, sleep

disturbances, hypervigilance, or increased startle response.

Symptoms may begin immediately after the traumatic event, or they may
appear days, weeks, months or even years after the trauma occurred.

Acute stress Acute stress disorder is similar to PTSD but lasts for less than one month

disorder following exposure to a traumatic event. Acute stress disorder may remit
within one month following exposure to the traumatic event, or it may progress
to PTSD.
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It should be noted that unlike the DSM-5-TR, the ICD-11 has not expanded the number of symptom
clusters that are required to meet a diagnosis of PTSD. According to ICD-11, a diagnosis of PTSD continues
to be based on the presence of re-experiencing, avoidance, and arousal symptoms. However, the ICD-

11 has introduced a new diagnosis of complex PTSD that is characterised by an additional cluster of
symptoms referred to as disturbances in self-organisation (see Table 14). These disturbances in self-
organisation include difficulties in regulating emotion (e.g. problems calming down, feeling numb

or emotionally shutdown), negative self-perception (beliefs about oneself as being not good enough,
worthless, or a failure), and difficulties sustaining relationships and feeling close to others [155].
Although complex PTSD may arise in relation to any trauma, it is typically associated with prolonged or
repeated interpersonal traumas or neglect that occur during childhood [158].

A person can either be diagnosed as having PTSD or complex PTSD, but not both. That is, according

to ICD-11, a person who is experiencing re-experiencing, avoidance, and arousal symptoms, but not
disturbances in self-organisation, may be diagnosed as having PTSD; whereas a person who is
experiencing re-experiencing, avoidance, and arousal symptoms, and disturbances in self-organisation,
may be diagnosed as having complex PTSD. Although DSM-5-TR does not recognise complex PTSD

as a separate diagnosis, two of the three symptoms of disturbances in self-organisation (negative
self-perception and difficulties sustaining relationships) are included within the DSM-5-TR’s newly
added PTSD symptom cluster of negative cognitions and mood [155]. To bring these two different but
overlapping concepts together, in these Guidelines, we refer to the broad diagnosis of PTSD but highlight

that many people will experience it in its more complex form.

Another notable difference between the DSM-5-TR and ICD-11 is that the ICD-11 no longer classifies acute
stress reaction as a mental disorder, but as one of the ‘Factors Influencing Health Status or Contact with
Health Services’. In doing so, the ICD-11 recognised that these acute responses to trauma are considered
to be normal given the severity of the stressor, and usually subside within a few days following the event

or removal from the threatening situation.

Table 14: Symptoms of PTSD and complex PTSD according to ICD-11

Symptoms PTSD Complex PTSD

Re-experiencing: Re-experiencing the traumatic event(s) in the
present in the form of vivid intrusive memories, flashbacks, or
nightmares; may occur via one or multiple sensory modalities and
is typically accompanied by strong or overwhelming emotions,
particularly fear or horror, and strong physical sensations.

Avoidance: Avoidance of thoughts and memories of the event or
events, or avoidance of activities, situations, or people reminiscent

of the event(s).

Core PTSD symptoms

Arousal: Persistent perceptions of heightened current threat (e.g,

hypervigilance, enhanced startle response).
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Table 14: Symptoms of PTSD and complex PTSD according to ICD-11 (continued)
Symptoms PTSD Complex PTSD

Problems in affect regulation: E.g. problems calming down,
feeling numb or emotionally shutdown. 6

Negative self-perception: Beliefs about oneself as diminished,
defeated or worthless, accompanied by feelings of shame, guilt or e

failure related to the traumatic event.

Relationship difficulties: Difficulties in sustaining
relationships and in feeling close to others. @

Disturbances in self-organisation

Box 7: Case study G: What does co-occurring PTSD and AOD use look like? Julie’s story

Case study G: Julie's story

Julie, a 35-year-old who identified as female, had presented for AOD treatment on a number of occasions
for polydrug use, although she was primarily concerned with her use of heroin and prescription opioids.
She had been using on and off for the past 20 years and struggled to control her alcohol and cannabis
use. Her longest period of abstinence from heroin was six months. At the time of her presentation, she
was receiving the Disability Support Pension and lived in accommodation provided by the Department
of Housing with her partner, though they hadn’t been together for very long. Her most recent relapse
occurred following a sexual assault by her former partner.

In Julie’s treatment file, one of Julie’s prior treating clinicians had noted a history of ‘childhood trauma’,
but no specific details. Subsequent admissions referred to this having been ‘noted on previous
admission” with no further information provided. After Julie’s disclosure of the impact of the most recent
assault, the AOD worker asked whether she had experienced any other traumatic events during her life, in
childhood or as an adult, and provided some examples of the types of events she was referring to.

Julie was quiet fora moment and became teary, before stating that she had. The AOD worker gently
assured Julie that she did not have to talk about anything that she did not want to but asked if it would
be ok for them to ask her a few more questions so she could get an understanding of how those events
may be contributing towards where she is now. Julie consented, aware that she could stop at any time,

or take a break if needed. Julie went on to describe a history of multiple traumas including sexual abuse
by a family member that took place over several years, and a number of physical and sexual assaults. Her
most recent sexual assault occurred within the context of ongoing domestic violence by her previous
partner.
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Box 7: Case study G: What does co-occurring PTSD and AOD use look like? Julie’s story
(continued)

Key points:

* What are the primary concerns for Julie?

e Where to from here?

Case study G continues in Chapter B7.

What are feeding and eating disorders (ED)?

The predominant feature of ED is a persistent disturbance in eating or eating-related behaviours that
impacts on food intake and impairs physical health or psychosocial functioning. Some people with
ED describe symptoms similar to those associated with AOD use, such as craving and patterns of
compulsive use. It is thought this may in part be due to the shared neural pathways, including those

involved in self-control and reward; however, in general, the shared features are not well understood [10].

What are the different types of ED?

Although there are several types of ED, we have focused on three main types:
* Anorexia nervosa.
* Bulimia nervosa.
* Binge eating disorder.

Anorexia nervosa, bulimia nervosa and binge eating disorder are characterised by a dysfunctional system
of self-evaluation, which, rather than being based on personal qualities and achievements across

several domains - such as academic or athletic accomplishments, work achievements, or relationship
qualities - is disproportionately focused on weight, size, shape and appearance [159-161]. Binge eating
episodes (described in Table 15) are present in bulimia nervosa and binge eating disorder. However, the
compensatory behaviours to prevent weight gain, such as strenuous exercise, self-induced vomiting, or
misuse of laxatives, that follow episodes of binge eating in bulimia nervosa, are not a feature of binge

eating disorder. The types of eating disorders included in these Guidelines are described in Table 16.

Table 15: Binge eating episode

Binge eating episode

An episode of binge eating is characterised by both of the following:
e Eating, within a two-hour period, an amount of food that is definitely more than what most people
would eat in a similar period of time, under similar circumstances.

* Asense of lack of control regarding eating behaviours during the episode (i.e, a person feeling that
they are unable to stop eating or control what or how much they are eating).
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A case study example of how a person experiencing co-occurring ED and AOD use disorder may present is

illustrated in Box 8.

Table 16: Types of feeding and eating disorders (ED)

Disorder Symptoms

Anorexia nervosa There are three primary features of anorexia nervosa:
* Persistent restriction of energy intake.

* Intense fear of gaining weight or becoming fat, or persistent behaviour
that interferes with weight gain.

e Disturbance in self-perceived weight or shape, disproportionate
influence of body weight or shape on self-evaluation, or persistent lack of

recognition of the seriousness of the current low body weight.

Maintained body weight is below minimally normal for age, sex, development,

and physical health.

Bulimia nervosa Bulimia nervosa is characterised by three essential features, which must occur

on average at least once a week for three months:
* Recurrent episodes of binge eating.

* Recurrent inappropriate compensatory behaviours to prevent weight gain
(e.g., vomiting, use of laxatives or other medication, fasting, excessive

exercise).

* Distorted self-image that is disproportionately influenced by body shape

or weight.

People with bulimia nervosa are typically ashamed of their eating problems,
may attempt to hide their symptoms, and may be within a normal weight

range.
Binge eating The predominant feature of binge eating disorder is recurrent episodes of
disorder binge eating that occur at least once a week for three months. The episodes of

binge eating cause significant distress to the person.
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Box 8: Case study H: What does co-occurring ED and AOD use look like? Kai’s story

Case study H: Kai's story

Kai is a 26-year-old who identified as non-binary, and was referred to their local AOD service after being
discharged from hospital. Kai had attempted to overdose at home by taking some of their mother's
sleeping pills, some non-prescribed opioids along with a bottle of vodka. Kai’'s mother found Kai
unconscious and called an ambulance. Kai managed to convince the very busy staff at emergency that
their overdose had been an accident. Though hesitant to believe them, the doctor reluctantly agreed

to discharge Kai, provided they would contact their local AOD service the next day. Kai agreed and Kai’s
mother promised to take them.

On assessment, the AOD worker noted Kai’s loose clothing. Kai told the AOD worker that they wore baggy
clothing to not draw attention to themselves and said they came from a traditional and conservative
family. Kai said their family loved them a lot but they have struggled to understand their non-binary
identity. They have had difficulties with pronouns and have been awkward when speaking about Kai

to family or friends, which has led to increased discomfort and distance in their relationship. Kai has
struggled with feelings of shame and guilt, which have been compounded by their family’s discomfort
around them. They told the AOD worker they had been drinking a bottle of wine every day, been taking
non-prescribed opioids for at least the past few years, and smoking cigarettes.

The AOD worker also noted that Kai seemed to be lacking in energy, appeared to be slight and fragile, and
looked very cold. Kai told the AOD worker that they had previously been diagnosed with anorexia nervosa
and had been hospitalised several times in the past for refeeding and monitoring. Kai said that their
mother had always been extremely weight conscious as far back as they could remember, constantly
dieting and monitoring her own food intake as well as the intake of the rest of the family. Kai said they
had struggled with feelings of perfectionism their whole life, and felt they could control being thin. Kai
said that they were aware things ‘weren’t great’ at the moment and alcohol had been the primary caloric
intake for the past few months. They told the AOD worker that they were extremely tired, felt isolated and
alone and wanted it to stop.

Key points:

e What are the primary concerns for Kai?

e Where to next?

Case study H continues in Chapter B7.
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What are personality disorders?

The term ‘personality trait’ refers to a person’s individual patterns of thinking, feeling, and behaving.
These patterns of thinking and behaving usually begin in childhood and continue through to adulthood.
Our personality traits make us who we are - they are what make each of us unique. However, personality
traits can become problematic when they cause difficulties with relationships, education or employment,
and sometimes with the law. If patterns of thinking, feeling, or behaving are creating lots of problems in

many areas of a person’s life, they may have a personality disorder [10, 162].

Personality disorders are highly stigmatised conditions, even within mental health and healthcare more
broadly. As such, it is vital that any communication regarding clients with possible personality disorders
- whether the communication involves the client, loved ones or other healthcare providers - remains
respectful, non-judgemental, compassionate and client-centred. As mentioned in the introduction of
these Guidelines, the language used in this section and throughout this document is intended to provide
workers with the functional knowledge to identify conditions and communicate with other areas of
health (e.g., mental health services). As such, we have used diagnostic and classification terminology as
included in the DSM-5-TR and ICD-11. However, we also make reference to resources that workers may find

useful when communicating with their clients, or with broader audiences.

A wide range of personality disorders are currently recognised by the DSM-5-TR (see Table 17). All involve
pervasive patterns of thinking and behaving, which means that the patterns existin every area of a
person’s life (i.e., work, study, home, leisure, and so on). The most significant feature of personality
disorders is their negative effect on personal relationships. A person with an untreated personality
disorder often has difficulty forming long-term, meaningful, and rewarding relationships with others.

A person with a personality disorder may not necessarily become upset by their own thoughts and
behaviours but may become distressed by the consequences of their behaviours [163].

AOD use disorders may cause fluctuating symptoms that mimic the symptoms of personality disorders
(e.g. impulsivity, dysphoria, aggressiveness and self-destructiveness, relationship problems, work
dysfunction, and dysregulated emotions and behaviour) making it difficult to determine whether a

person has a personality disorder.

It is important to note that there is a great deal of contention as to the utility of the DSM-5-TR’s current
approach to diagnosing personality disorders, and DSM-5-TR itself has proposed an alternative

model for personality disorders (see Section Ill of DSM-5-TR; [10]) which is more aligned with the ICD-

11 classification [164]. The ICD-11 approach first assesses whether a person meets general criteria for

a personality disorder, establishes severity (mild, moderate, or severe), and then describes the main
features that contribute to the personality disturbance based on trait domain qualifiers. These include
negative affectivity, detachment, dissociality, disinhibition, and anankastia. A borderline pattern is also
available, which corresponds to DSM-5-TR BPD.

What are the different types of personality disorders?

Based on their similarities, personality disorders are grouped into three clusters (see Table 17). Among
those with AOD use disorders, two Cluster B personality disorders, ASPD and BPD, are most prevalent and
tend to impact most upon treatment [162, 165-167].
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Table 17: Types of personality disorders

Personality disorders
CLUSTER A: ‘odd’ or ‘eccentric’ characteristics

People with Cluster A-type personality disorders often appear to be odd or eccentric. They have significant
impairment but infrequently seek help:

Paranoid personality disorder is characterised by a pattern of distrust and suspiciousness such that
others’ motives are interpreted as malevolent.

Schizoid personality disorder is characterised by a pattern of detachment from social relationships
and a restricted range of emotional expression.

Schizotypal personality disorder is characterised by a pattern of acute discomfort in close

relationships, cognitive or perceptual distortions, and eccentricities of behaviour.

CLUSTER B: 'dramatic’, ‘emotional’, or 'impulsive’ characteristics

People with Cluster B-type personality disorders appear to be dramatic, emotional, and erratic. Generally,
they experience significant impairment and are of considerable concern to health care providers. Of all
the personality disorders, people with Cluster B disorders most commonly present to services:
Antisocial personality disorder (ASPD) is characterised by a pattern of disregard for and violation
of the rights of others. Individuals with this personality disorder are typically aggressive, unlawful, and
impulsive.

Borderline personality disorder (BPD) is characterised by a pattern of instability in interpersonal
relationships, self-image, and feeling states, with marked impulsivity and chaos.

Histrionic personality disorder is characterised by a pattern of excessive emotionality including being
dramatic, attention-seeking, and seductive.

Narcissistic personality disorder is characterised by a pattern of grandiosity and self-centredness

and thus lacking empathy for others.
CLUSTER C: ‘anxious’, 'fearful’, or ‘avoidant’ characteristics

People with Cluster C-type personality disorders appear to be anxious and fearful and are generally less
impaired than those with Cluster B personality disorders:

Avoidant personality disorder is characterised by a pattern of social inhibition with feelings of
inadequacy and hypersensitivity to negative evaluation. Individuals tend to be needy but scared of
relationships. There is some debate that this is a form of long-term social phobia.

Dependent personality disorder is characterised by a pattern of submissive and clinging behaviour
related to an excessive need to be taken care of. These individuals tend to be indecisive and fear
abandonment.

Obsessive-compulsive personality disorder is characterised by a pattern of preoccupation with
orderliness, perfectionism, and control; thus, these individuals tend to be rigid and inefficient.
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Antisocial personality disorder (ASPD)

The main feature of ASPD (previously known as ‘psychopathy’ or ‘sociopathy’) is a pattern of personality
traits that involves the disregard of other people’s feelings or rights. People with ASPD may behave in
ways that are considered deceitful or manipulative to get their own way (e.g., behaving in a very charming
way in order to obtain something, and then indifferently once they have it [168]). The main characteristics
of ASPD are described in Table 18.

ASPD begins in childhood or early adulthood and continues into adulthood. For a diagnosis of ASPD to
be made, the person must be at least 18 years old, and have experienced some symptoms of conduct
disorder before the age of 15. The behaviours characteristic of conduct disorder fall into the following
characteristics: aggression to people and animals, destruction of property, deceitfulness or theft, and
serious violation of rules. For people with ASPD, this pattern of antisocial behaviour continues into
adulthood.

Table 18: Characteristics of ASPD

Main characteristics of ASPD

Difficulty following rules or conforming to social norms with respect to lawful behaviour.
People with ASPD may repeatedly be involved in behaviours that are grounds for arrest (e.g., destroying
property, harassing others, stealing, or pursuing illegal occupations).

Behaving deceptively or manipulatively. People with ASPD may be deceptive or manipulative in order

to get their own way (e.g., to obtain money, sex, or power).

A tendency for impulsive behaviour due to a failure to plan ahead. Decisions may be made on the
spur of the moment, without forethought, and without consideration of the consequences for themselves
or others. This may lead to sudden changes of jobs, residences, or relationships.

Irritability and aggression. A person with ASPD may be repeatedly involved in physical fights or
assaults and may be aggressive towards other people.

Disregard for their own or other’s safety. For example, recurrent speeding, driving while intoxicated,
multiple accidents, or high-risk sex.

Consistent and extreme irresponsibility. For example, irresponsible work behaviour, such as long
periods of unemployment despite several job opportunities, abandonment of jobs without a plan for
getting another, or repeated unexplained absences from work. Financial irresponsibility may include acts

such as defaulting on debts and failing to provide child support.

The absence of remorse for the consequences of their actions. People with ASPD tend to provide
superficial excuses for having hurt, mistreated, or stolen from someone. They may blame the victims
of their actions for being foolish, helpless, or deserving their fate. People with ASPD may have difficulty
showing empathy towards other people or remorse for their behaviour and may instead focus on self-

interests.
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Borderline personality disorder (BPD)

BPD comprises a pattern of personality traits that involves strong emotions, issues with self-image
[169], impulsive behaviours and unstable relationships with other people. BPD is also characterised by
impulsivity, particularly in relation to behaviours that may be self-damaging. People with BPD experience
difficulties regulating their emotions and expressing their feelings to other people. They are often
described as having very intense, uncontrollable emotions, that can change suddenly. The distress
associated with such overwhelming feelings can result in some people with BPD hurting themselves or

others as a way of coping with their intense emotions [169].

As with ASPD, behaviours typically begin in early adolescence or early adulthood, and are pervasive across
several areas of a person’s life (e.g.,, work, study, relationships). The main characteristics of BPD are
described in Table 19.

A case study example of how a person experiencing co-occurring BPD and AOD use disorder may present

is illustrated in Box 9.

Table 19: Main characteristics of BPD

Main characteristics of BPD

Extreme efforts to avoid rejection or abandonment. Such threats of rejection may be real or
imagined. A person with BPD may be extremely sensitive to perceived signs of criticism or rejection,

because they fear the person may leave or abandon them.

A pattern of unstable and intense interpersonal relationships, characterised by the person

alternating between idealising a person and devaluing them.

Identity disturbance. Markedly and persistent unstable self-image or sense of self. This may result in
sudden changes in a person’s goals or life values, jobs or career aspirations, sexual identity, or friends.

Impulsivity, particularly in relation to behaviours that are self-damaging (e.g, spending money

irresponsibly, binge eating, substance use, unsafe sex, reckless driving).

Recurrent suicidal behaviour, gestures, threats, or self-mutilating behaviour (e.g, cutting or burning)

are also common.

Unstable mood (e.g, intense dysphoria, irritability, anxiety or anger usually lasting only a few hours and

rarely longer than a few days).
Chronic feelings of emptiness.

Inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays of temper,

constant anger, recurrent physical fights).

Transient, stress-related paranoid thoughts or severe dissociative symptoms (i.c., where the
person temporarily loses touch with where they are in time and/or space).
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Box 9: Case study I: What does co-occurring BPD and AOD use look like? Mira’s story

Case Study I: Mira's story

Mira, a 23-year-old who identified as female, was transferred into her local AOD service’s opioid treatment
program following her recent release from prison. She had been imprisoned for six months for assault
and had been receiving methadone while in prison. Upon her release, Mira was living with her older sister.
Prior to her incarceration, Mira had been using a range of substances, including heroin, amphetamines,

benzodiazepines, cannabis, alcohol and tobacco. Her physical health was visibly poor.

During the assessment, Mira told her AOD worker that she had been raised by her mother and
grandmother; her mother had experienced several episodes of depression that had led to hospital
admissions. It also became clear that Mira’s mother had experienced domestic violence by her partner.
Mira eventually told her AOD worker that this man had also sexually abused her, with some of the abusive
episodes occurring before puberty. Over the course of her teenage years, Mira displayed episodes of anger
and, although she made some close friends, she very quickly alienated them with either outbursts of

anger or becoming ‘too close and clingy.

Although Mira had several short-term relationships with men, she quickly realised that some of these
relationships were the same as those formed by her mother and involved domestic violence. Despite this
realisation, Mira experienced intense feelings of rejection at the end of her relationships, which led to
her self-harming by cutting. She had multiple episodes of hospitalisation from self-harming and suicide
attempts, the most recent of which was shortly before she went to prison. Mira told the AOD worker that
while she was in prison, she had been diagnosed by a forensic psychologist as having BPD.

Key points:

e What are the primary concerns for Mira?

e Where to from here?

Case study | continues in Chapter B7.

What are substance-induced disorders?

Substance-induced disorders are disorders that occur as a direct physiological consequence of AOD
intoxication or withdrawal. For a diagnosis of a substance-induced disorder to be made, symptoms of
the disorder must only be present following intoxication or withdrawal. If the person displays symptoms
of the disorder in the absence of intoxication or withdrawal, it is possible they may have an independent
mental disorder. It is crucial to note that not everyone with mental health symptoms who uses
substances is experiencing a substance-induced disorder, and co-occurring AOD and mental disorders
are not necessarily substance-induced. Symptoms of substance-induced disorders tend to reduce over

time with a period of abstinence [35].
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As described in Chapter A1, symptoms of mood, anxiety, and psychotic disorders may all be induced

as a result of AOD use or withdrawal. For example, alcohol use and withdrawal can induce symptoms

of depression or anxiety [33-35]; symptoms of mania can be induced by intoxication with stimulants,
steroids, or hallucinogens; and psychotic symptoms can be induced by withdrawal from alcohol, or
intoxication with alcohol, stimulants, cannabis, or hallucinogens [36-38]. Other disorders that may result
from AOD use include substance-induced delirium, amnestic disorder, dementia, sexual dysfunction, and
sleep disorder.

Substance-induced psychotic disorder

Itis often extremely difficult to distinguish substance-induced psychosis from other psychotic disorders.
With substance-induced psychosis, symptoms (usually delusions and/or hallucinations) tend to appear
quickly and last a relatively short time, from hours to days, until the effects of the drug wear off. For some,
however, psychosis can persist for days, weeks, months, or longer [170, 171]. It is possible that these people
were already at risk for developing a psychotic disorder which has been triggered by substance use [172].

Visual hallucinations are generally more common in substance withdrawal and intoxication than in
primary psychotic disorders [173]. Stimulant intoxication, in particular, is more commonly associated
with tactile hallucinations, where the patient experiences a physical sensation that they interpret as
having bugs under the skin [174,175]. These are often referred to as ‘ice bugs’ or ‘cocaine bugs’. Visual,
tactile and auditory hallucinations may also be present during alcohol withdrawal [176].

People with stimulant psychosis may appear more agitated, hostile, energetic and physically strong,
more challenging to contain in a safe environment, and more difficult to calm with sedating or
psychiatric medication, than people with psychosis not related to the use of stimulants [177,178]. Other
features that differentiate substance-induced psychosis from schizophrenia include higher likelihood of
polysubstance dependence, a forensic history, ASPD, trauma history, parental substance misuse, lower
likelihood of family history of psychosis; and a lack of negative and cognitive symptoms with a return

to normal inter-episode functioning during periods of abstinence [177]. A case study example of how a
person experiencing co-occurring substance-induced psychosis may presentis illustrated in Box 10.

It is important to differentiate between symptoms of psychosis and delirium. Delirium presents as a
disturbance of consciousness and cognition that represents a significant change from the person’s
previous level of functioning. The person has a reduced awareness of their surroundings, their attention
wanders, questions often have to be repeated, they have difficulty concentrating, and it may be difficult
to engage them in conversation. Changes in cognition may include short-term memory impairment,
disorientation (regarding time or place), and language disturbance (e.g, difficulty finding words, naming
objects, writing). Perceptual disturbances (e.g., hallucinations) may also occur. Delirium develops

over a short period of time (usually hours to days) and tends to fluctuate during the course of the day.
For example, a person may be coherent and co-operative in the morning but in the afternoon may be
disruptive and wanting to go home to a partner who died years ago. The identification of substance-
induced delirium is particularly important for clients undergoing alcohol withdrawal as delirium may
progress to delirium tremens, a serious complication that may result in death [176].
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Box 10: Case study J: What does substance-induced psychosis look like? Michael’s
story

Case Study J: Michael’s story

Michael, an 18-year-old who identified as male, was brought to emergency by the police. Michael started
screaming at his parents one evening and threatened them with a knife. His parents called 000, and
police took Michael to the nearest hospital emergency for an evaluation. Prior to this, Michael's parents
had noticed that he was uncharacteristically irritable and paranoid, spending long periods of time alone
in his bedroom. He did not appear to be sleeping well and was observed to be mumbling to himself. For
the past month, he had not gone to any of his university classes.

When he arrived at emergency, Michael was extremely agitated and attempted to strike the nurses and
security team. He was given intramuscular lorazepam and haloperidol, but following their administration,
tried to flee the hospital because he said the staff were trying to kill him. He appeared to be responding to
internal stimuli and would not cooperate with anyone who attempted to conduct a psychiatric evaluation.
His parents told hospital staff that he had been diagnosed with ADHD about four weeks earlier and had
been prescribed lisdexamfetamine by his treating psychiatrist.

Two weeks later, his psychiatrist had increased his lisdexamfetamine, which Michael took in the
morning, and also prescribed dexamphetamine for Michael to take every afternoon to help improve
his concentration and ability to study. After having a short sleep, Michael appeared calmer and said
that he had some exams coming up which he was very worried about, and had taken double doses of
his dexamphetamine tablets over the past three days because he didn’t want to sleep, and needed the
additional time to prepare for his exams.

Prior to his ADHD diagnosis, Michael had no psychiatric or AOD use history. His urine toxicology

was positive only foramphetamines. Michael had no history of any medical condition, no history of
seizures or head trauma. There was no family history of any psychiatric disorders. Michael’'s stimulant
medications were discontinued when he was admitted to emergency, and he was treated with
risperidone. Michael also started psychotherapy. After five days, Michael was no longer experiencing any
hallucinations or delusions, and he was released from hospital with a follow-up appointment to see his
psychiatrist.

Key points:

e Symptoms of psychosis emerged within hours of Michael’s increased ADHD
medication. Following withdrawal from his medication, the psychotic symptoms
dissipated within a few days, and Michael regained insight into the situation.

* This pattern of symptoms corresponds with DSM-5-TR substance-induced psychotic
disorder, which requires delusions or hallucinations that develop during or soon
after medication intoxication or withdrawal. The fact that Michael’s symptoms
resolved within several days further supports a medication-induced psychotic
disorder - this would not be the case for an independent psychotic disorder.

Adapted from Henning, Kurtom, and Espiridion [179].
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What do discrepancies between classification systems mean
for AOD workers?

In considering the key differences between classification systems, AOD workers should be mindful that
the move towards a more dimensional approach of diagnosing mental health conditions emphasises
the need to not only use clinical judgement and expertise, but to consider the whole person, with
complex presenting issues. While there may be differences between the classification systems, these
are often of a technical nature and do not represent huge departures from the diagnoses themselves. For
example, there may be differences in which symptoms appear within a particular criterion for a disorder
as opposed to another criterion within the disorder (i.e, whether symptom A belongs in criterion B or
criterion C of a particular disorder; how many symptoms are required and over what period of time), but
the core features of disorders nonetheless remain the same. Irrespective of diagnosis, clinical focus
should stay on the person and their presenting symptoms, including their psychological, physical and
sociodemographic needs (described in Chapter B3 and Chapter B5).
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Part B: Responding to co-occurring
conditions

Part B of the Guidelines aims to provide workers with a range of options for managing and treating
mental health symptoms within a holistic health care approach that involves multiple services and
integrated care coordination. Mental health symptoms can be identified through screening and
assessment processes (see Chapter B3), or they may arise spontaneously during the client’s treatment.
There is a distinction between the management of co-occurring mental health conditions and their
treatment. The goal of management is to allow AOD treatment to continue without mental health
symptoms disrupting the treatment process, and to retain clients in treatment who might otherwise
discontinue such treatment. Without further treatment, these techniques on their own may not provide
long-term relief from symptoms; however, they may allow the client's AOD use to be treated in the interim.
Both the management and treatment of specific co-occurring disorders are discussed in Chapter B7.

It is essential to consider the whole person and accept that one approach is not necessarily going to work
for all clients. Different clients present with unique psychological and sociodemographic backgrounds,
and itis important to take these factors into consideration when responding to co-occurring conditions.
It is also critical to remember that the process of assessments, screenings, monitoring, cooperation,
collaboration, and partnerships are indeed processes, which should be ongoing throughout all stages

of management and treatment. Figure 10 illustrates a pathway through care model, highlighting the

continuing stages of reassessment, monitoring, and client involvement.
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Figure 10: Pathway through care model

Person presents to AOD treatment

Screening and
assessment

(see B3), including
assessing risk (B4)

Does the client have a
balanced lifestyle (see
B1)? Do they smoke,
exercise, eat, and sleep
well?

Consider increasing
the intensity of therapy
(i.e., psychological or
pharmacological, as
appropriate)

Reassess/monitor:

Is there an adequate
response to treatment?

Involvement of
other agencies and/
or services to deliver
coordinated care to

the client (see B5)

In partnership with
the client, consider
evidence-based
treatments (see B6 &
B7)

Reassess/monitor:
Is there an adequate
response to
treatment?

With the client, consider
the addition of e-health
interventions, physical
activity, complementary

and alternative therapies, if
appropriate (see B6)

If yes, consider
continuation of therapy
and relapse prevention (see
B6). Continue to reassess/
monitor
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Key points

e People with co-occurring AOD and mental health conditions are at increased risk of physical
health problems, with higher mortality rates than the general population.

* People with co-occurring conditions are at particular risk of developing CVD, due to high
rates of smoking, overweight and obesity, diabetes, poor diet, physical inactivity, high alcohol
consumption, and the use of some antipsychotic medications.

e Recentresearch has highlighted the need for interventions that focus on overall wellbeing,
including reducing smoking, improving dietary habits, increasing physical activity, and sleep
patterns.

e Crucial to this approach is the inclusion of multiple service providers who reflect the complex
needs of clients, and can deliver the right care, to the right person, at the right time.

The co-occurrence of poor physical and mental health has been well documented; in particular, the role
that mental health conditions play in increasing vulnerability to physical disability and poorer outcomes
[180-182]. Consumers of mental health services have more than double the mortality rate than the
general population [183], largely attributable to CVD [184].

Risk factors for CVD are prominent among people with AOD and mental health conditions [184, 185], and
include high rates of smoking [186-188], overweight and obesity [189-191], diabetes [192, 193], poor diet
[194,195], physical inactivity [196-198], excessive alcohol consumption [199, 200], and the use of some
antipsychotic medication [201].

Furthermore, these risk factors also place people at risk of metabolic syndrome [202]. Metabolic

syndrome is the presence of three or more of the following risk factors [203]:
* Elevated waist circumference (or central obesity).
* Raised triglycerides.
* Increased blood pressure.
* Increased glucose.
* Lowered high-density lipoprotein cholesterol.

Approximately one third of Australians have metabolic syndrome [204], which is directly affected by sleep,
physical activity, and dietary behaviours [205, 206]. People with mental disorders (e.g., schizophrenia,
bipolar disorder, depression, PTSD, BPD) are at high-risk of metabolic syndrome and associated morbidity
and mortality, particularly those prescribed antipsychotics [202, 205, 207, 208].
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What is a holistic health care framework?

The multitude of risk factors for premature mortality and poor physical health among those with AOD
and mental health conditions provides the impetus for interventions that focus on overall wellbeing.
However, there has been hesitation on the part of some service providers to address multiple health
behaviours simultaneously due to the belief that making too many lifestyle changes will undermine a
person’s recovery from AOD use. While this view has been particularly prominentin relation to addressing
smoking cessation [209], it has not been confirmed by the evidence, which supports multiple health
behaviour change [209-212]. For example, two reviews of smoking cessation interventions found that
addressing smoking during AOD treatment actually enhanced long-term AOD treatment outcomes [213,
214]. AOD service providers have a significant opportunity to address multiple risk behaviours of clients
with co-occurring conditions and help reduce the risk factors and incidence of chronic disease. There are
four primary behavioural risk factors with which AOD workers should be familiar:

* Smoking.
* Diet
* Physical activity.

e Sleep.

Smoking

Smoking rates among those attending AOD treatment are high, ranging between 48-94% [215-217].

People with AOD and mental health conditions also smoke substantially more cigarettes per day, and

are more likely to be nicotine dependent, than the general population [218]. Despite tobacco accounting
for the highest rate of mortality among people with AOD and mental health conditions, the focus of AOD
treatment has primarily centred on substances other than tobacco [219, 220]. There can be a reluctance
to address smoking by AOD workers due to the belief that doing so might exacerbate other AOD use [221],
and increase psychiatric symptoms and aggression [209, 222]. However, this view is not supported by
the evidence [223]. On the contrary, smoking cessation is associated with improvements in depression
[224, 225] and anxiety [226] when integrated into a treatment plan for mental disorders. Three Cochrane
reviews have examined the evidence relating to the treatment of nicotine dependence in schizophrenia
[227], depression [228] and AOD use disorders [229]. The findings indicate that rates of smoking
abstinence were increased by the use of bupropion among people with schizophrenia without threat to
their mental health [227]; the inclusion of a psychosocial mood management component to standard
smoking cessation treatment among people with current and past depression [228]; and the inclusion of
pharmacotherapy (nicotine replacement therapy [NRT], bupropion, varenicline, naltrexone, or topiramate),
with no effects on other AOD use (alcohol, opioids, stimulants, cannabis [229]).

Compounds found in tobacco smoke have been shown to increase the rate at which some psychiatric
medications are metabolised, by activating particular enzymes involved in the metabolism of those
medications [230, 231]. For people who smoke cigarettes while being treated with some psychiatric
medications, including olanzapine and clozapine, the increase in metabolism means blood

concentrations of these medications are decreased. Differences in the metabolism rates of some
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psychiatric medications between those who smoke and those who do not smoke, have implications for
the required therapeutic dosages of these medications. A meta-analysis examining the effect of smoking
on the concentration to dose ratio of olanzapine and clozapine found daily doses for each should be
reduced by 30% and 50% respectively, for people who do not smoke compared to people who smoke [230].

Smoking cessation in the context of an AOD or mental disorder may mean that a person can reduce
their psychiatric medication. Crucially, the changes in metabolism associated with reducing or stopping
smoking can result in toxic or even fatal levels of clozapine or olanzapine [230-232]. As differences in
olanzapine and clozapine blood levels between people who smoke and people who do not smoke are
triggered by tobacco smoke, NRT - while useful in managing symptoms of nicotine withdrawal - cannot
counteract the effect [231]. Given the potential for toxicity, it has been recommended that doses of
olanzapine or clozapine be reduced by 30-40% three to five days after stopping smoking, with close

ongoing monitoring of blood concentration [231, 232].

Other substances that may be impacted by changes in metabolism from reducing or stopping smoking

and warrant dose reductions following smoking cessation include [233]:
* Benzodiazepines.
* Beta blockers.
e Caffeine and alcohol.
e Chlorpromazine.

e Clopidogrel (consider use of alternative among people who do not smoke, e.g.,, prasugrel or

ticagrelon).
e Flecainide.
*  Fluvoxamine.
e Haloperidol.
* Heparin.
* Imipramine.
* Insulin.
* Methadone.
* Theophylline.
e Warfarin.

NRT can be used to minimise the physiological symptoms of nicotine withdrawal, and is available in
patches, gum, inhalers, lozenges, and microtabs [234]. NRT is not recommended without a clinical
assessment, or as a first-line treatment for AOD clients who [235, 236]:

* Are pregnant or likely to become pregnant.
e Arecurrently breastfeeding.
e Have significant cardiac or active vascular disease.

* Have nicotine sensitivities or allergies.
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Clinicians managing clients on NRT should regularly monitor clients’ withdrawal to tailor the NRT dose,
and address triggers, cravings, and stress through accompanying psychosocial interventions. For
example, Baker and colleagues [237] provided up to 24-weeks supply of NRT to Australians who both
smoked tobacco and were diagnosed with a psychotic disorder. NRT was accompanied by feedback
provided to each participant on their smoking and levels of dependence, and a case formulation
developed with participants, focusing on individual risk factors for CVD, utilising a Ml approach and CBT
strategies. The study found that both NRT plus a telephone-based intervention for smoking cessation
(focused on monitoring smoking and discussing CVD risk factors) and NRT plus an intensive face-to-
face healthy lifestyles intervention were effective in reducing smoking among people with severe mental
health disorders. A follow-up study similarly found that both interventions were effective in maintaining
rates of reduced smoking 36-months post-intervention [238]. There is also evidence that combination
NRT (i.e, the use of more than one type of NRT together, such as patches and gum) and NRT containing
higher doses of nicotine, are more effective at improving abstinence from smoking than single-form and

lower doses, respectively [239].

Promising findings have arisen from a recent Australian RCT investigating the effects of an integrated
smoking cessation program, consisting of routine screening, assessment, treatment for smoking
(involving psychoeducation, quit kits/plans, NRT, regular feedback about progress, post-discharge
management), and smoking-cessation training for staff into existing AOD services. Compared to those
attending AOD services without the smoking cessation program, clients who received the 12-week
program reported a reduction in the average number of cigarettes smoked per day at eight-week follow-
up [240].

Despite evidence to suggest that smoking can be effectively addressed in clients of AOD and mental
health services, there have been inconsistencies with the implementation of smoking interventions in
practice. For example, a greater number of AOD staff smoke in comparison to the general population, and
sometimes smoke with clients in order to promote a therapeutic relationship [221, 241, 242]. Higher rates
of staff smoking with clients in AOD services are associated with lower intentions to quit among clients
[241]. Negative attitudes among treatment staff towards smoking cessation have been acknowledged as
potential barriers to effectively targeting nicotine dependence [243], with AOD staff rating treatment for
smoking as less important than treatment for other AOD use [220], and with staff who smoke themselves

less likely to initiate smoking cessation among clients, and be less successful when they do [244, 245].

Diet

Clients of AOD treatment services tend to have poor dietary habits, eating nutrient-poor, energy-dense
food, often to excess [246, 247]. It is common for people accessing AOD treatment to report unhealthy
eating patterns, weight gain and obesity, which suggests that energy-dense diets are sometimes

used to substitute AOD during recovery [248, 249]. AOD use also impacts nutrition directly by reducing
available energy and nutrient absorption, and disrupting hormones which monitor the feeling of fullness
after eating and other food cues [246, 250]. People accessing mental health treatment also frequently
demonstrate poor dietary habits such as skipping breakfast, consuming more calories in the evening,
avoiding foods that require chewing, and a lack of structure for mealtimes [194]. Programs targeting
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the preparation of nutritional food can produce lasting weight loss and improvements in mental
health symptoms among people with mental health conditions [194], and AOD workers can assist by
encouraging clients to follow Australian dietary guidelines (see Figure 11). Specifically, clients should be
encouraged to [237]:

e Eatavariety of foods that are high in fibre and low in fat.
e Eatsevenor more fruits and vegetables per day.

e Drink plenty of water.

* Make healthy food choices and eat regularly.

* Manage healthy eating patterns (e.g., ensuring that breakfast is eaten every day, and eating
patterns are maintained on weekends and weekdays).

Figure 11: Australian dietary guidelines

Enjoy a wide variety of nutritious foods from these five food groups every day. Drink plenty of water.

ROLLED
OATS

HIGH FIBRE

Lean meats and poultry,
fish, eggs, tofu, nuts and

seeds and legumes/ Milk, yoghurt, cheese,
beans and/or alternatives,

mostly reduced fat

Adapted from the NHMRC [251].
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AOD workers may also find the spending structure displayed in Table 20 useful. Developed under the
FOODcents program to promote healthy eating on a limited budget, the spending structure was designed
to be utilised alongside the Australian Government Department of Health’s healthy eating guidelines
[252]. It is recommended that 60% of food budget is allocated to food from the ‘eat most’ group, and 10%
to the ‘eat least’ group.

While the FOODcents program is no longer available, Food Sensations is a similar education program for
families, funded by the Western Australian Department of Health, which also provides information on
healthy diet, food budgeting, meal planning, reading food labels, and food safety. At the time of writing,
free online programs are provided for organisers and participants, delivered over four weeks. Further
information and additional resources are available via the Food Sensations website: https://www.
foodbank.org.au

Table 20: FOODcents spending guide

Category Examples Recommended spending

Eat most Bread, cereals, rice, pasta, flour, fruit, 60% of budget

vegetables, baked beans, lentils

Eat moderately Lean meat, chicken, fish, eggs, nuts, 30% of budget
milk, cheese, yoghurt

Eat least Butter, margarine, oil, sugar, biscuits, 10% of budget
cake, chocolate, chips, soft drink,

coffee, salad dressing, sauce

Source: Western Australian Network of Alcohol and other Drug Agencies [253], and FOODcents [252].

There has been increasing attention paid to the connection between the mind and gut in recent years,
including how diet quality impacts mood. Growing evidence has highlighted the relationship between
microbiota in the gut and anxiety and depressive behaviours, which suggests that modifying the

gut microbiome can impact symptoms of stress, anxiety, and depression [254, 255]. Although the
communication pathways between the gut microbiome and brain are not fully understood, the immune
and hormonal systems, as well as the vagus nerve, are thought to be involved [256]. While more rigorous
research is needed to establish how microbiota can be utilised in treatment approaches, one promising
microbiota-focused treatment involves the use of probiotics, which have been shown to improve
depressive symptoms among people with depression and schizophrenia [257-259].

Evidence has also supported the relationship between diet quality and mood, with foods believed to be
beneficial for mental health. Omega-3 fatty acids, niacin, folate, vitamin B6, and vitamin B12 have been
associated with improved mental health and mood, while saturated fats and simple sugars have been
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associated with poorer mental health and mood [260, 261]. ‘Western’ dietary patterns involving a high
intake of red meat, confectionary, and refined or processed foods are similarly associated with poorer
nutrition [262], whereas the Mediterranean diet [263] and diets that include more fish, reduced red meat,
and/or more fruits and vegetables [264] have been associated with high nutritional quality and improved
mood. However, it is also important to tailor diets to individual clients depending on differences in
preferences, activity levels and metabolism. Although the effects of dietary interventions on overall

mood are yet to be robustly evaluated, evidence from several systematic reviews suggest interventions
involving dietary changes (e.g., adhering to a specific diet), nutrient supplementation, and/or nutritional
counselling may be an effective adjunct to psychotherapy and/or pharmacotherapy for improving

depressive symptoms [264-268].

Physical activity

Although the physical and psychological benefits of exercise have been well established, it is estimated
that over half of Australian adults are inactive, with few achieving the recommended 30 minutes of
moderate intensity exercise most days [269]. Insufficient physical activity accounts for approximately
9% of premature mortality worldwide [270]; an estimated 46% of which could be prevented by meeting
minimum physical activity requirements [271]. As such, an increasing amount of research has focused
on the potential benefits of exercise in AOD and mental health treatment [272]. Physical activity is
highlighted as a safe alternative behaviour to AOD use, that is naturally rewarding and engaging, with
various health benefits [272, 273]. Physical activity and exercise have been associated with improved
health [274], improved depression and mood [275, 276], reduced levels of anxiety [277, 278], reduced
effects of AOD withdrawal [279-281], and are considered to be safe when exercises have been individually
tailored [282-284]. A study examining the effects of an 8-week structured exercise program (treadmill
and weight training) on depression and anxiety symptoms among people in treatment who were

newly abstinent from methamphetamine, found those in the exercise group had significantly greater
reductions in depression and anxiety symptoms compared to those in the control group (health
education sessions) [285]. Further, a dose effect was found, whereby those who had attended more
exercise sessions during the eight-week program illustrated greater reductions in depression and

anxiety compared to those who had attended fewer sessions [285].

Regular exercise is also associated with other positive behaviours, such as healthy diet and sleep
patterns [286, 287], and overall feelings of wellbeing, vitality, high energy, and motivation to maintain
healthy lifestyle practices [288-291]. Physical activity is inversely related to smoking status (i.e, people
who do not smoke are more physically active than people who smoke [292, 293]), number of cigarettes
smoked, and nicotine dependence, and recent evidence suggests that exercise may be an effective
complementary intervention to smoking cessation strategies [294-296]. Physical activity improves
cardiovascular, pulmonary, and immune functioning, which can in turn assist with the prevention

of chronic disease [297]. Smoking cessation is more successful for those who exercise during their
attempts to quit smoking [294, 298], and exercise can assist with the prevention of relapse [299].
Physical activity can also alleviate symptoms of smoking withdrawal, such as irritability, depression,
restlessness, and stress [279, 300-302].
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Research suggests that although people with AOD use disorders may be interested in increasing their
levels of physical activity [303], it is unclear how frequently those in AOD treatment regularly engage in
moderate to vigorous levels of exercise [272]. Few treatment programs incorporate dedicated time for
exercise [272, 304], despite it being a rewarding, accessible, sustainable, and safe behaviour that can

be used to manage cravings and urges to use AOD [272]. Three reviews - one systematic and two meta-
analyses - examining the effects of exercise-based interventions for AOD use on recovery, physical
fitness, and psychological health found that exercise is a potentially promising accompanying treatment
for AOD use [305-307]. Physical activity was associated with reductions in AOD use, cravings, withdrawal
symptoms, and improved abstinence, alongside improvements in depression, anxiety, stress, and quality
of life, as well as significant fitness improvements in the exercise groups [305-307]. Exercising in calmer
environments, such as outdoors, has also been associated with greater reductions in stress [308]. Taken
in combination, these factors make physical activity an appealing, adjunctive intervention to assist with

relapse prevention among those in treatment for AOD use.

There are several physical activity and sedentary behaviour guidelines for adults, outlined in Table

21. Although associated with a range of benefits, the ideal dose (i.e, type of exercise, duration, and
intensity) of exercise to maximise the effects of potential health and psychological benefits, is not

clear and continues to be the subject of research. Evidence to date suggests that the ideal dose varies
considerably between people, and depends on individual preferences, as well as baseline physical fitness
levels [309]. However, given that many people with AOD use are fairly inactive, an initial program of light
to moderate intensity exercise is likely to be more beneficial than vigorous exercise, may assist with
program adherence and retention [310], and align with client preferences [284]. Supervised physical
activity may be useful to ensure information about safe exercise (e.g.,, importance of warm-up, cool-down,
and stretching) and exercise intensity are provided (e.g., using heart-rate monitors) [272]. Encouraging
the pursuit of home-based exercise is likely to be important for clients to establish and maintain
exercise levels after the conclusion of the activity program, and integrating exercise into psychotherapy

may enhance treatment outcomes [272].

Evidence examining the exercise attitudes and behaviours of people in AOD treatment identified that,
although the majority of those in treatment were interested in participating in physical activities as

part of their AOD recovery, many were reluctant due to perceived barriers which included financial costs
and lack of motivation [303]. As such, techniques such as self-monitoring, goal setting, contingency
management, and relapse prevention planning may be useful [272, 310]. Wearable devices that track
physical activity (e.g, pedometers, heart-rate monitors, fitness trackers; sometimes called activity
trackers or wearable activity trackers) can increase motivation and reduce AOD use when exercise is used
as a coping strategy to manage AOD cravings [311-313]. Data from interviews conducted among people
with AOD use disorders suggests that activity trackers can help people stay accountable to an exercise
plan, strengthen motivation to remain abstinent from AOD by tracking progress in physical activity
goals, and reinforce positive changes that are being made [314]. Cardiovascular (e.g., running), resistance
(e.g., weight training), yoga, and isometric exercise have all been successfully piloted as aids to assist
smoking cessation, but need further testing in larger RCTs among AOD populations [294]. Education and
behaviour change strategies focused on diet and exercise [212] have also been shown to be effective.
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Table 21: Physical activity and sedentary behaviour guidelines for adults

Physical activity and sedentary behaviour guidelines for adults (18-64 years)

e Any physical activity is better than none. If there is currently none, start with a small amount and
gradually build up to the recommended amount.

* Be active most days, and preferably every day.
e Each week, adults should do either:

» 2Y2-5 hours of moderate intensity physical activity (i.e,, out of breath but can still say a few

words), such as a brisk walk, bike riding, swimming, mowing the lawn.

» 1V4-2%2 hours of vigorous intensity physical activity (i.e, out of breath, difficulty talking), such as

soccer, hockey, netball, aerobics, jogging, fast cycling.

* Anequivalent combination of both moderate and vigorous activities each week.

* Incorporate muscle strengthening exercises (e.g, squats, lunges, push-ups, pull-ups, lifting weights)
at least two days each week.

* Minimise the amount of time spent in prolonged sitting (e.g., consider walking meetings or sessions,
using a standing desk, or going for a walk during lunch breaks).

* Break up long periods of sitting as often as possible (e.g.,, stand up and walk around when using the
phone, do squats or lunges between meetings).

* Incorporate physical activity into daily routine (e.g., use the stairs instead of a lift or escalator, get off
the bus one stop early and walk the rest of the way, walk to the park for lunch).

Adapted from the Australian Government Department of Health 2021 [315].

Despite the overwhelming evidence of poor physical health among those with mental health conditions,
relatively few workers address the physical health of their clients as part of their practice [316]. This
reluctance may be due in part to clinicians questioning whether health and wellness are achievable
goals for people with mental health conditions, due to perceived lack of motivation, lifestyle challenges,
and the side effects and complications of many medications (e.g, weight gain, glucose and lipid
abnormalities, and cardiac side-effects) [316, 317]. Although some research suggests that clients

may prefer to make simultaneous behavioural changes [318, 319], clinicians may feel ill-prepared to
manage the physical health of clients, particularly with standard screening tools and assessments not
addressing the importance of health screening among people with mental health conditions [317, 320,
321]. Similarly, clinicians may feel that addressing the physical health of clients is outside the scope

of their role [316]. AOD workers may find the food and physical activity diary located in the Worksheets
section of these Guidelines useful for identifying the links between clients’ mood and feelings, their

physical activity, and food.
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Sleep

Sleep problems can be experienced in many ways, and range from difficulty falling asleep, maintaining
sleep throughout the night, or waking too early or too often. Most people will experience some trouble
sleeping at some pointin their lives, with less sleep associated with long work days, commuting times,
increases in evening or night work, and overuse of television, computers, or the internet [322-325]. Sleep
disturbances have been associated with the use of, and withdrawal from, AOD; in particular, alcohol [326,
327], cannabis [327, 328], tobacco [329], caffeine [330, 331], opioids [327, 332], and cocaine [327, 333].
Moreover, AOD use is associated with a higher likelihood of developing sleep disorders such as insomnia,
nightmares, sleep-related breathing disorders, and circadian rhythm disorders [334, 335]. Although
some people report using substances to promote sleep [336], in general, the direction of the relationship
is not well understood. It remains unclear as to whether sleep problems are an additional risk factor
contributing to a person’s AOD use, whether the use of AOD contributes to sleep disturbances, or both
[337]. Sleep problems are also common among people with mental health conditions, including those
with major depressive, generalised anxiety, post-traumatic stress, and bipolar disorders [338, 339].

Better understood are the poor health outcomes associated with insufficient sleep quality and duration.
The quality and duration of sleep has been linked to chronic disease, with insufficient sleep and poor
sleep quality associated with higher body mass [340, 341], weight gain [342-344], obesity [342, 343, 345],
diabetes [346], CVD [347, 348] and premature mortality [349-351]. Recent research suggests that the ideal
amount of sleep varies with age [352]. For adults aged between 18-64 years, the recommended duration
of daily sleep is between seven and nine hours [353], with the risk of chronic diseases, obesity, diabetes,
hypertension, and CVD associated with both too little (i.e, less than 6 hours) and too much sleep (i.e.,
more than 9 hours) [354-358].

Sleep quality and maintenance is equally as important as sleep duration. The American Academy of
Sleep Medicine has identified four stages of sleep, the first three of which are non-rapid eye movement
(NREM; N1-N3), and the fourth stage rapid eye movement (REM) sleep [359]. Slow wave, or deep sleep,
occurs in N3 and is considered the most restorative stage of sleep for executive functioning, typically
occurring earlier in the sleep cycle, within an hour of falling asleep [360]. With regard to interventions
that may improve sleep quality and quantity, evidence from systematic reviews supports the use of
exercise [361, 362], cognitive behaviour therapy (CBT [363-365]), acceptance and commitment therapy
(ACT [366]), mindfulness meditation [367], psychoeducation focusing on sleep hygiene [368], smartphone
applications targeting sleep disturbances (e.g., CALM [369, 370]), muscle relaxation [365], music [371],
aromatherapy [372], and environmental modifications (e.g., the use of ear plugs and a sleep mask [365,
373]). Of these interventions, exercise, CBT, ACT, smartphone applications, and muscle relaxation have
been evaluated among people with either mental and/or AOD use disorders. However, mindfulness
meditation, psychoeducation focusing on sleep hygiene, music, aromatherapy, and environmental
modification have yet to be evaluated among people with either of these disorders. Moreover, none of
these interventions have been evaluated among people with co-occurring disorders.

The American Academy of Sleep Medicine [374] recommends the healthy sleep habits outlined in Table
22.
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Table 22: Healthy sleep habits
Sleep tips

e Maintain a regular sleeping schedule on weekdays and weekends (i.e, go to bed around the same
time each night, and wake at the same time each morning).

* Ensure at least seven to eight hours sleep.
e Do not go to bed unless tired.

e Getoutof bed if not asleep within 20 minutes but avoid electronic devices or too much light
exposure.

* Practise relaxing bedtime rituals (e.g., mindfulness, meditation, relaxation exercises).
e Only use the bed for sleep and sex.

e Ensure the bedroom is calm and relaxing, and maintain a cool, comfortable temperature.
* Limit exposure to bright lights before bedtime.

* Avoid electronic devices for at least 30 minutes before bedtime.

e Do not eat large meals before bedtime. If hungry, have a light, healthy snack.

e Exercise regularly.

* Maintain a healthy diet.

e Avoid caffeine in the afternoon and evening.

* Avoid alcohol before bedtime.

* Reduce fluid intake before bedtime.

Adapted from the American Academy of Sleep Medicine [374].

Multiple health behaviours

There have been several trials of multiple health behaviours and healthy lifestyles interventions

among people with mental health disorders, all of which have included a smoking component. These
interventions typically include strategies to address multiple health risk behaviours for CVD within the
one intervention package, allowing for links between these behaviours to be drawn and addressed in
context, and people to focus on one behaviour first (e.g., sleep), experience early success, and then apply
that success to other health behaviours that they may be more reluctant to shift (e.g., smoking). Baker
and colleagues [375] conducted a pilot trial to reduce CVD risk in 43 people with acute psychotic disorder,
using Ml with CBT, accompanied with NRT. The study found significant reductions in CVD risk and
smoking, and participants indicated high levels of satisfaction with the program.

In a similar trial, Goracci and colleagues [376] implemented a three-month community healthy lifestyle
intervention to people with either recurrent depression or bipolar disorder. The intervention involved
weekly individual 45-60-minute sessions focusing on lifestyle factors such as sleep, exercise, nutrition,
life balance, energy, and smoking cessation, although everyone in the trial was also receiving ongoing
pharmacotherapy for their respective mental disorder. Compared to people receiving pharmacological

maintenance augmented with clinical management visits, people who received the lifestyle intervention
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were less likely to experience relapses of depressive and manic symptoms and demonstrated greater
reductions in body mass index (BMI) and waist circumference. Relative to baseline, people receiving the

intervention also experienced improvements in sleep quality [376].

In the only trial conducted among people with co-occurring mental disorders and AOD use, Juel and
colleagues [377] evaluated a community lifestyle intervention encompassing smoking cessation
guidance, dietary advice, and structured exercise. Relative to baseline, participants reported consuming
fewer fast-food meals and caffeinated beverages, as well as improved quality of life, after the 24-month
intervention. However, sleep duration decreased over the study period, and AOD use remained unchanged
[3771.

Kelly and colleagues [210] recently conducted an RCT to evaluate Healthy Recovery; an eight-session group-
based intervention focused on addressing multiple CVD risk factors within an AOD treatment setting. The
five-week intervention focused on reducing smoking, increasing fruit and vegetable intake and levels

of physical activity, using a combination of health-focused psychoeducation, goal setting, monitoring,
MI, and CBT. In evaluating the intervention, Kelly and colleagues [210] found that people randomised to
receive Healthy Recovery significantly reduced the number of cigarettes smoked daily and increased the
variety of fruit consumed relative to AOD treatment alone, though levels of physical activity and servings

of fruit and vegetables did not change.

What does this mean for AOD workers?

There is strong evidence that supports the need for holistic approaches to health care and AOD treatment
that deliver the appropriate services to clients at the right time. From their first encounters with

clients - even those who appear physically healthy and not currently experiencing any issues relating

to their medication, diet, sleep, physical exercise or smoking - AOD workers should proactively provide
preventative information about all of these factors to support clients in maintaining good health. Holistic
health care includes the involvement of multiple services in a coordinated client-centred approach. AOD
workers should be prepared not only to address the mental and physical wellbeing of their clients, but

also involve, and partner with, other services that can provide complete, individualised care.

From an AOD worker's perspective, it should be remembered that physical and mental health are
fundamentally entwined. As such, be prepared to take steps to manage clients’ physical and mental
health: consult with clients and assist with strategies to reduce smoking; assist with the planning of
healthy meals incorporating fruits and vegetables; encourage clients to become more physically active;
and recommend healthy and regular sleep patterns. A case study example of the interrelatedness of

physical and mental health is provided in Box 11.
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Box 11: Case study K: Managing co-occurring physical, mental, and AOD use disorders:
Con’s story

Case study K: Con'’s story

Con, a 59-year-old who identified as male, first came into contact with AOD services when he was in his
20s and entering treatment for heroin dependence. At that time, he had been using heroin for about 10
years and was very unwell. Con had a history of psychosis dating back to his 20s, for which he was taking
antipsychotics and had been managed by a community mental health team. In his 20s and 30s however,
Con lived an itinerant lifestyle and moved around a lot. Despite the best efforts of mental health services,
it was very difficult to maintain his engagement with services. During times of engagement, Con had not
always been stable on his antipsychotics. He experienced several episodes of active psychosis where his
outreach team were unable to complete their visits because he would not let them into the house and
would be yelling and screaming incoherently. During those episodes, Con seemed genuinely terrified that
he would be harmed, which resulted in the police being called and Con being hospitalised.

Twenty years later, Con was living in stable housing and taking antipsychotics. He was being managed

in the community and still receiving methadone. Although he had some family, they were all based in
Queensland and Con, living alone in NSW, was quite isolated. Over the past five years, Con had three
strokes and while he had made good recovery, he still had difficulty with his memory and attention. He
was also diagnosed with diabetes several years earlier, which was not well managed. As a result, Con had
several toes amputated. Although he was receiving assistance from nursing services who were visiting
him at home and dressing his wounds, they stopped their visits when Con was drunk during their visits
one too many times. Con was also recently visited by the police after he called to report neighbourhood
noise. On their arrival, they did not hear any noise and Con could not remember calling them. One of Con’s
mental health workers suspected that Con was hearing voices.

Key points:

* What are the primary concerns for Con?

e Where to from here?

Case study K continues in Chapter BS5.
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B2: Trauma-informed care

Key points

* Ahistory of trauma exposure is almost universal among clients of AOD services.

* Trauma-informed care is a service delivery approach whereby AOD services recognise the high
rates of trauma exposure among their clients and its potential impact; respond by integrating
that knowledge into policies, procedures, and practices; and provide a safe environment (both
physically and psychologically) that accommodates the needs of clients presenting with a

history of trauma.

* The goal of trauma-informed care is to create treatment environments that are more healing
and less re-traumatising for both clients and staff.

e Atrauma-informed care approach has multiple layers, both at the level of the organisation
(e.g., policies and procedures) and the individual (e.g., client-AOD worker interactions).

* Anessential component of trauma-informed care is the provision of adequate training and
support to AOD workers (e.g., supervision, peer support).

e Itisalsoimportant for AOD workers to develop an awareness of their own vulnerabilities and
maintain good self-care practices.

A history of trauma exposure (as defined in Chapter A4) among clients of Australian AOD treatment
services is the norm rather than the exception, with more than 80% reporting having experienced a
traumatic event in their lifetime [83, 137, 138, 378]. Most clients have experienced multiple traumas,

and more than half have experienced trauma during childhood [83, 137,138, 378]. The types of events
experienced are many and varied, but the most commonly reported include having been physically

or sexually assaulted, witnessing a serious injury or a death, being threatened with a weapon, or held
captive [83,137,138]. Given these high rates of trauma it is not surprising that up to two-thirds of
Australians entering AOD treatment services also experience PTSD [76]. Regardless of whether a person
goes on to develop PTSD or any other mental disorder, traumatic events are often life-changing, and can
redefine a person’s views about themselves (e.g, feeling weak, bad, or worthless), the world around them
(e.g., the world is not safe), and how they relate to it (e.g., people cannot be trusted). These beliefs may be
particularly well-entrenched in those who have experienced childhood trauma [379].

A history of trauma exposure may be integrally linked with the person’s current AOD use. A number

of clients who have experienced trauma describe their AOD use as an attempt to self-medicate the
thoughts and feelings they have experienced as a consequence of trauma, and there is evidence from
a variety of studies to support such a relationship [30]. Although AOD use may provide short-term
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relief, growing tolerance to the effects of AOD can lead to increased use in an effort to obtain sufficient
symptom reduction. In the absence of AOD, PTSD symptoms may worsen, making it difficult for clients

to maintain abstinence or reduced use [380]. It should be noted however, that, as with symptoms

of depression and anxiety, on average, PTSD symptoms also decline in the context of well managed
withdrawal [381-383]. Nonetheless, given the high rates of trauma exposure and PTSD among people with
AOD use disorders, and the fundamental role that trauma symptoms may play in a person’s recovery,
experts have strongly advocated for trauma-informed care approaches to be adopted in AOD treatment
settings [136, 141, 384].

What is trauma-informed care?

Trauma-informed care is a service delivery approach whereby AOD services: i) recognise the high rates

of trauma exposure among their clients and its potential impact on clients’ circumstances; ii) respond
by integrating that knowledge into policies, procedures, programs and practices; and iii) create a safe
environment that accommodates the needs of clients presenting with a history of trauma [141]. Physical
and psychological safety are core to the fundamental goal of trauma-informed approaches, which is to
create treatment environments that are more healing and less re-traumatising for both clients and staff
[141].

A trauma-informed care approach has multiple layers, both at the organisational and individual level
[385, 386a]. Ideally, services will adopt a trauma-informed approach thatis visible in all aspects of the
organisation and reflected in policies and procedures. Such an organisational approach provides a
framework that supports all service staff (e.g, administrative reception staff, cleaners, security and
kitchen staff, management, board members), not just those involved in clinical care, to implement
trauma-informed care at the individual level in all interactions and processes. That is, from when a
potential client makes first contact with a service, all the way through treatment to discharge, and
follow-up [385]. In this chapter, we focus on aspects of trauma-informed care that may be employed by
AOD workers at the individual level and suggest that at a minimum, all staff working with AOD clients
should: i) have an awareness of the extent of trauma exposure among their clients; ii) understand the
consequences of trauma exposure and its potential to impact on recovery; iii) be able to recognise the
signs and symptoms of PTSD and other mental disorders; and, iv) integrate that knowledge into their
practice in ways that are relevant to their role and capacity [136, 387].

It should be noted that there is a distinction between trauma-informed care and trauma-informed
practice. Trauma-informed practice involves the provision of psychological treatment for trauma-related
symptoms by trained and accredited professionals [388]. While these treatments may form part of a
trauma-informed care approach (i.e, they may form part of treatment planning), trauma-informed care
can still be provided in their absence. It is nonetheless useful for AOD workers to be aware of the evidence
base regarding effective treatments and options that may be available to clients should they wish to
engage in these treatments. AOD workers are encouraged to read about this evidence base described in

Chapter B7.
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Recognising trauma and its impact

Given the high rates of trauma exposure among people entering AOD treatment, it is recommended that
AOD workers and services adopt a ‘universal precautions’ approach; that is, operating on the assumption
that all clients have experienced trauma [136, 385]. Operating under this assumption does not, however,
negate the need to assess clients individually. Trauma exposure should be routinely assessed sensitively
by suitably trained practitioners. Before conducting trauma assessments, workers should seek training

and supervision in dealing with trauma responses.

Incorporating some questioning into most initial assessments signals that this is a standard process
thatis important in both understanding why people present to treatment and in determining appropriate
treatment pathways; however, each AOD worker must use their judgement and expertise in determining
when itis clinically appropriate to ask more detailed questions based on a client’s presentation. In

some situations, for example, it may be more beneficial to raise the issue of trauma some weeks after
the initial assessment interview, once the client feels safer and a therapeutic relationship has been
developed [389]. Further information on identifying client trauma histories is provided in Chapter B3.

Responding to trauma: Practitioner approaches, programs,
and procedures

A number of models have been developed to guide organisations and individual workers in incorporating
trauma-informed care into their policies, programs, procedures and practices. Links to some of these are

available at the end of this chapter. Commmon to all of them are six guiding principles [385]:

i. Safety: Ensuring clients and staff feel physically and psychologically safe with respect to the
physical setting and interpersonal interactions.

ii. Trustworthiness and transparency: Making decisions with transparency to build and maintain

trust.
iii. Peer support: Promoting mutual support to aid in healing and recovery.

iv. Collaboration and mutuality: Leveling power differentials and recognising that everyone plays

arolein recovery and care.

v. Empowerment, voice, and choice: Recognising and building upon individuals’ experiences and
strengths (including their strength in coming through their traumatic experiences and seeking

help), and helping clients to establish a sense of control.

vi. Cultural, historical, and gender issues: Acknowledging and addressing the impact of
historical trauma, overt discrimination, and implicit biases.

At the organisational level, creating a trauma-informed approach requires continual review of policies,
procedures, and programs to identify possible areas of re-traumatisation [386]. AOD workers should
similarly regularly undertake a review of their own individual practices to identify areas for potential

improvement. Many common procedures and practices used in AOD services may potentially
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re-traumatise. For example, aggressive or confrontational group techniques can trigger memories of
past abuse, are counterproductive, and may lead clients who have been exposed to trauma to revert to
previous coping strategies, for example dissociating or shutting down, and further AOD use. This may
then lead to the client being labelled as ‘treatment-resistant’, with consequent feelings of failure and
self-blame [136].

A focus on building trust is essential in AOD worker-client interactions. Many clients’ traumas have
occurred in the context of interpersonal relationships in which their trust, safety and boundaries have
been violated. They may also have had personal information used against them in the past, making

it difficult for them to trust others [390, 391]. Attention to boundaries, and the use of language that
communicates the values of empowerment and recovery is important [392]. Clients of AOD treatment
services with severe co-occurring mental health conditions may also have experienced traumatic

events within the context of receiving health care (e.g,, if they have been forcibly restrained or secluded
in the context of receiving involuntary mental health treatment) [393]. These experiences can be deeply
traumatic, trigger memories and feelings of past trauma, and have an ongoing impact on the person and
their ability to trust healthcare providers.

For those who have experienced interpersonal trauma in particular, healthcare providers may also

be seen as authority figures and some interactions may imitate the interpersonal dynamics that

were evident in an abusive relationship. There is an inherent power imbalance in the helper-helped
relationship and AOD workers must do their best to reduce this inequity [390, 394, 395]. Many clients
also fear judgement on the part of their healthcare providers, so it is important that AOD workers adopt
a non-judgemental attitude. People who have experienced trauma often feel a great deal of shame and
guilt either in relation to the trauma itself or how they reacted to the trauma. Sometimes clients may
have experienced stigmatisation from others due to their trauma experiences, mental health, and/or AOD
use. Recognising clients for their resilience in the face of adversity is important, even if past adaptations
and ways of coping, such as AOD use, are now causing problems. Understanding AOD use as an adaptive
response can help to reduce a client’s guilt and shame, and provides a framework for developing new
skills to better cope with symptoms [384].

An additional part of the process of building a sense of trust and safety is helping clients to regain a
sense of control, as both trauma and AOD use disorders are characterised by feeling out of control. For
example, rather than telling a client that, ‘It’s time for your doctor’s appointment’, providing clients with
choice and control by saying, ‘It's time for your doctor’s appointment, are you still ok to meet with them now?".

Stability is also key to establishing a sense of safety [396]. A structured program in which clients know
what to expect and have clear transparent expectations can be helpful. Sometimes clients who have
experienced trauma may be physically and mentally ‘on guard’, so it can be helpful to avoid surprises,
use slow, calm movements, a gentle tone of voice, and not encroach on their personal space. It can also
be helpful to advise clients what to expect in terms of their progress through treatment. As mentioned
in Chapter B7, some clients experience an increase in trauma-related symptoms when AOD use is
reduced or ceased. Preparing the client to expect that their trauma-related symptoms may increase, and
normalising these reactions, may make it easier for clients to manage their symptoms.
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Creating a safe environment

Creating a safe environment relates to creating an environment in which clients and staff have a sense
of both physical and psychological safety. As such, it pertains to the services’ physical surroundings, as
well as practitioner approaches, programs, procedures, and policies that have been described earlierin
this chapter, that can be modified to create a space that is safe and welcoming, and where the likelihood

of re-traumatisation is minimised.

Many clients who have experienced trauma will feel on guard, fearing violence at the hands of another
client, or other forms of unwanted attention. They may also fear that they will not be able to escape

a situation in which they feel threatened, particularly if they are in secure or locked wards. These
settings can be reminiscent of other times in their life when they have not been able to escape unsafe
environments. It is important to pay attention to the physical environment, ensuring that there is [384,
392, 3971

e Adequate lighting and common areas are well-lit.
* Sufficient space for comfort and privacy.
e Clear pathways to building entrances and exits.

» Sufficient staffing to monitor the behaviour of others that may be perceived as intrusive or
harassing.

* No groups of people loitering at the entrances and exits.

* An absence of exposure to violent, sexual, or offensive material in common areas (e.g,, magazines

left in the waiting area; television programs, films or music that may be playing).
*  Welcoming language is used on signage.

The ideal safe environment is one that is free from the risk of harm; however, it is unlikely that all
potential environmental triggers can be completely eliminated. Triggers are highly variable and unique to
individuals and their experiences, but they can be minimised and clients supported to use coping skills
in the event that they are triggered [392].

A safe environment is also one in which clients feel that they are able, should they wish to, talk about
their trauma, and their reactions to it, without judgement. If a client does become triggered or distressed
by trauma symptoms, it is important that avoidance or suppression of thoughts or feelings is not
encouraged, as avoidance symptoms, rather than re-experiencing symptoms, have been associated

with the perpetuation of trauma-related symptoms [398]. Similarly, avoidance or suppression may also
intensify feelings of guilt and shame. For those who have experienced abuse, it may closely re-enact

the experience of being told to keep quiet about it [384]. This does not mean that clients should be
pushed to revisit events or disclose information if they are not ready to do so. Rather, it means that it

is understandable that the person may be upset by thoughts and feelings that may arise, and that they
should be allowed to engage with them in order to help process the trauma emotionally. Ideally, clients
will have developed good self-care skills, and will have skills to regulate their emotions, before they delve
into their own traumatic experiences, or are exposed to the stories of others; however, choice and control
should be left to the client [384]. Notwithstanding, even in the absence of details of a client’s trauma, AOD
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workers can help to reinforce a sense of safety by assisting clients in the use of anxiety management
techniques such as breathing retraining, progressive muscle relaxation, and grounding techniques, to

help manage their symptoms. These techniques are described in detail in Appendix CC.

Barriers to providing trauma-informed care

Despite its intuitive appeal, AOD services have been somewhat slow to adopt trauma-informed care at
the organisational level, which presents a challenge for AOD workers wishing to adopt this approach fully
into their practice. There may be several reasons for this, many of which are organisational, but some
relate to AOD workers individually [399]; we highlight a selection of these barriers below.

Firstly, despite the pervasiveness of trauma exposure and PTSD among AOD clients, and the potential
impact on treatment, both are largely unrecognised at the service level as few services systematically
assess for a history of trauma exposure among their clients, with most preferring to put the onus on
the client to raise the issue. However, for a multitude of reasons, including shame and an inability to
trust, most clients are unlikely to volunteer information about their past trauma experiences unless
specifically asked [400].

The reluctance to assess for trauma is often related to concerns regarding client safety, specifically,
fears regarding the ability of clients to manage the emotions that may be elicited [401]. Although well-
intentioned, this practice is likely to be doing more harm than good; while some people may become
upset when talking about these events, talking about the trauma does not overwhelm or re-traumatise
the majority of people, and most people describe the process as a positive experience, when it is
conducted in an empathic manner [402]. Further, research has shown that these fears can be allayed
with appropriate staff training in trauma inquiry [403].

Second, AOD workers may understandably be concerned about their capacity to respond. Trauma training
is not a core feature of most certification courses. In Australia, it has been estimated that less than two-
thirds of Australian AOD workers have undergone some form of trauma training [404], and AOD workers

themselves have identified this as a priority training need [7].

There are also concerns regarding the potential impact of client trauma on the wellbeing of AOD workers
themselves and the potential for secondary traumatic stress, discussed in Chapter B8. An essential
component of providing trauma-informed care is the provision of adequate training and supports (e.g,,
supervision, peer support) to AOD workers, developing an awareness of one’s own vulnerabilities, and
maintaining good self-care practices (see Chapter B8) [385].

Finally, until recently, there was very little empirical evidence to guide treatment responses. There is,
however, a growing body of evidence that supports the use of integrated trauma-focused treatments for
PTSD and AOD use disorders, which is outlined in Chapter B7.
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Is my service trauma-informed?

As mentioned previously, a number of models have been developed to guide organisations and individual

workers in incorporating trauma-informed care into their policies, programs, procedures and practices.

Tools that have been developed to support services in providing trauma-informed care include:

Metro North Mental Health - Alcohol and Drug Service. (2019). Model of Care: Trauma Informed Care and
Practice for Alcohol and Drug Treatment. Available at: https://insight.qld.edu.au/shop/model-of-care-

trauma-informed-care-and-practice-for-alcohol-and-drug-treatment

NSW Mental Health Coordinating Council (MHCC). (2018). Trauma-informed Care and Practice
Organisational Toolkit (TICPOT) + other associated resources. Available at: https://www.mhcc.org.au/

resource/ticpot-sta ge-1-2-3l

Kezelman, C., & Stavropoulos, P. (2020). Organisational guidelines for trauma-informed service

delivery. BlueKnot Foundation. Available at: https://professionals.blueknot.org.au/resources/

publications/organisational-guidelines-for-trauma-informed-service-delivery/

Substance Abuse and Mental Health Services Administration. (2014). SAMHSA’s Concept of Trauma and
Guidance for a Trauma-Informed Approach. HHS Publication No. (SMA) 14-4884. Rockville, MD: SAMHSA.

Brown, V. B., Harris, M., & Fallot, R. (2013). Moving toward trauma-informed practice in addiction

treatment: A collaborative model of agency assessment. Journal of Psychoactive Drugs, 45(5), 386-393.

Marsh, A, Towers, T., & O’Toole, S. (2012). Trauma-informed treatment guide for working with women with
alcohol and other drug issues. Perth, Western Australia: Improving Services for Women with Drug and

Alcohol and Mental Health Issues and their Children Project.


https://insight.qld.edu.au/shop/model-of-care-trauma-informed-care-and-practice-for-alcohol-and-drug-treatment
https://insight.qld.edu.au/shop/model-of-care-trauma-informed-care-and-practice-for-alcohol-and-drug-treatment
https://www.mhcc.org.au/resource/ticpot-stage-1-2-3/
https://www.mhcc.org.au/resource/ticpot-stage-1-2-3/
https://professionals.blueknot.org.au/resources/publications/organisational-guidelines-for-trauma-informed-service-delivery/
https://professionals.blueknot.org.au/resources/publications/organisational-guidelines-for-trauma-informed-service-delivery/
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B3: Identifying co-occurring
conditions

Key points

e Given the high rates of co-occurring mental health conditions among clients of AOD treatment
services, it is essential that routine screening and assessment be undertaken for these
conditions as part of case formulation.

e Screening and assessment set the scene for the future client-worker relationship and need to
be conducted in a friendly and empathic manner.

e Itisimportant to consider a range of aspects in the process of case formulation, not only AOD
and mental health issues (e.g., sociocultural factors, motivation, living situation, and medical
and personal history).

e Full assessment should ideally occur subsequent to a period of abstinence, or at least when
not withdrawing or intoxicated.

* Multiple assessments should be conducted throughout a person’s treatment as symptoms
may change over time.

e Itisimportant to provide assessment feedback to the client in a positive, easily understood
manner.

Despite high rates of mental health conditions among clients of AOD services, it is not unusual for these
co-occurring conditions to go unnoticed [405], mostly because AOD workers are not routinely looking for
them. Many of the signs and symptoms of common mental health conditions (e.g., depression) are not
immediately obvious or visible, and may be overlooked if not specifically asked about. As mentioned in
Chapter A3, all clients should be screened and assessed for co-occurring conditions as part of routine
clinical care. This chapter describes methods of the screening and assessment for mental health
conditions, which should form part of the case formulation process for all clients.

Assessing and identifying the client's needs is the first step. It is important to recognise whatever needs
the client may have as such needs will undoubtedly impact upon AOD treatment. Early diagnosis and
treatment of mental disorders can improve treatment outcomes [406-409]. Identification does not
necessarily mean that the AOD worker has to personally treat the difficulty the client is experiencing;
however, they do need to consider the impact of these difficulties, manage them accordingly, and engage

other services where necessary.

It is often difficult to determine which symptoms are attributable to which disorders. Once symptoms
are identified, more specialised assessment may be required by mental health providers, psychologists,
or psychiatrists to determine whether the person has a diagnosable disorder (coordinating care is
discussed furtherin Chapter B5). It is equally important that other issues identified (e.g., problems
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involving employment, housing, medical care) are dealt with appropriately, as such issues may also

require consultation with other services.

Case formulation

Case formulation involves the gathering of information regarding factors that may be relevant to
treatment planning, and formulating a hypothesis as to how these factors fit together to form the current
presentation of the client's symptoms [410, 411]. The case formulation process should be collaborative, in
that the AOD worker contextualises the client’s experiences and knowledge of themselves within their
own clinical expertise [410]. The primary goal of AOD treatment services is to address clients’ AOD use.
However, in order to do so effectively, AOD workers must take into account the broad range of issues with
which clients present. As discussed in Chapter A2, clients of AOD treatment services, and those with
co-occurring conditions in particular, often have a variety of other medical, family, and social problems
(e.g., housing, employment, welfare, or legal problems). These problems may be the product of the client’s
AOD and mental health conditions, or they may be contributing to the client's AOD and mental health
conditions, or both. According to stress-vulnerability models (e.g., Zubin and Spring [412]), the likelihood
of developing a mental health condition is influenced by the interaction of biological, psychological,

and social factors. These factors also affect a person’s ability to recover from these symptoms and the

potential for relapse.
After developing a case formulation, the AOD worker should be aware of:
*  What problems exist, how they developed, and how they are maintained.

e All aspects of the client’s presentation, current situation, and the interaction between these

different factors and problems.

This information should be considered the first step to devising (and later revising) the client’s
treatment plan. There is no standardised approach to case formulation [413], but it is crucial that a
range of different dimensions be considered. These include the history of presenting issue/s, AOD use
history (type, amount and frequency, presence of disorder), physical/medical conditions, mental state,
psychiatric history, trauma history, suicidal or violent thoughts, readiness to change, family history,
criminal history, and social and cultural issues. Consideration also needs to be given to the client’'s age,

gender identity, sexual orientation, ethnicity, spirituality, socioeconomic status, and cognitive abilities.

Given the high rates of co-occurring mental health conditions among clients of AOD treatment services,
itis essential that routine screening and assessment be undertaken for these conditions as part of case
formulation. Screening is the initial step in the process of identifying possible cases of co-occurring
conditions [200, 414]. This process is not diagnostic (i.e., it cannot establish whether a disorder actually
exists); rather, it identifies the presence of symptoms that may indicate the presence of a disorder. Thus,
screening helps to identify people whose mental health requires further investigation by a professional
trained and qualified in diagnosing mental disorders (e.g, registered or clinical psychologists, or

psychiatrists).

Abstinence is not required to undertake the screening process [415]. The potential clinical issues
that these conditions can present suggest that screening for co-occurring mental health conditions
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should always be completed in the initial phases of AOD treatment. Early identification allows for early
intervention, which may lead to better prognosis, more comprehensive treatment, and the prevention of
secondary disorders [406, 416, 417].

Diagnostic assessment should ideally occur subsequent to a period of abstinence [418, 419], or at least
when the person is not intoxicated or withdrawing [420]. While the length of this period is not well
established, a stabilisation period of between two to four weeks is recommended [421, 422]. A lengthier
period of abstinence is recommended for longer-acting drugs, such as methadone and diazepam, before
a diagnosis can be made with any confidence, whereas shorter-acting drugs such as cocaine and alcohol
require a shorter period of abstinence [39, 418]. If symptoms persist after this period, they can be viewed
as independent rather than AOD-induced.

In practice, however, such a period of abstinence is rarely afforded in AOD treatment settings and,
therefore, to avoid possible misdiagnosis, it has been recommended that multiple assessments be
conducted over time [102, 423, 424]. This process allows the AOD worker to formulate a hypothesis
concerning the client's individual case and to constantly modify this formulation, allowing for greater
accuracy and flexibility in assessment.

Screening and assessment are ongoing processes rather than one-off events, which involve the
monitoring of clients’ mental health symptoms. Ongoing screening and assessment are important
because clients’ mental health symptoms may change throughout treatment. For example, a person may
present with symptoms of anxiety and/or depression upon treatment entry; however, these symptoms
may subside with abstinence. Alternatively, a person may enter treatment with no mental health
symptoms, but symptoms may develop after a period of reduced use or abstinence, particularly if the

person has been using substances to self-medicate these symptoms.

Groth-Marnat [425] suggests that a combination of both informal and standardised assessment
techniques is the best way to develop a case formulation, though some researchers also suggest that
building a formulation framework using the 5Ps model may be useful [389, 426]. In this framework, case

formulation is determined by identifying the ‘5Ps’ [427]:
* Presentingissues.
* Predisposing factors.
* Precipitating factors.
* Perpetuating factors.
* Protective factors.

Figure 12 depicts how both informal and standardised assessment techniques work together. In addition
to these assessments, with the client’s consent, it may be useful to talk with family members, friends,
or carers; they can provide invaluable information regarding the client's condition which the client may
not recognise or may not want to divulge, provide support to the client, and improve treatment outcomes
(see Chapter A3) [428, 429].
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Figure 12: The ongoing case formulation process

Treatment

Informal assessment Use of standardised screening & assessment tools
(including mental state examination) (as required)

Note: Figure 12 illustrates the need for assessment to be repeated throughout treatment, from intake
through to discharge, to inform the ongoing revision of a person’s treatment plan.

An example of how the 5Ps model can be used to build a case formulation, with Lena’s case study (Box
12) and the case formulation template (Appendix F), is illustrated in Table 23. This is just one example of
how AOD workers may develop a case formulation, and not all client factors will necessarily apply to the
template.

Box 12: Case study L: Example case formulation: Lena’s story

Case study L: Lena's story

Lena is a 27-year-old who identified as female, who had been living in a major city for most of her life. She
had been living in the family home with her younger brother since their mother died five years earlier;
their father died by suicide when Lena was 12 years old. He was diagnosed with depression several years
earlier. Lena was sexually assaulted several times by a male neighbour when she was 5 or 6.

Lena had been working as a programmer at a web-design company for the past 18-months but lost her
job last week after several conflicts with her co-workers resulted in complaints being made against her,
and for missing several important client meetings because she had overslept. The day Lena lost her job,
she immediately went home, locked herself in her bedroom and self-harmed. Since that time, she had
been drinking a couple of bottles of wine every day and was thinking about taking an overdose of her
Aropax medication.

Seeing that Lena had not left her room in a week, her concerned brother coaxed her out and brought
her to their local hospital emergency. Prior to the loss of her job, Lena’s mood was stable, and she had
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Box 12: Case study L: Example case formulation: Lena’s story (continued)

not self-harmed or had any suicidal thoughts in the past two years. She was seeing a psychologist and
a psychiatrist regularly, but had not maintained her routine appointments, preferring to have her GP
prescribe her Aropax. Lena’s psychiatrist had previously diagnosed her with co-occurring depression, BPD

and alcohol use disorder.

Lena had a bachelor's degree in computer science. She used to play hockey but gave up last year after
several injuries. She was in a one-year on/off relationship with a female partner who she had been friends
with since University, and there had been recent arguments concerning the direction of their relationship.
Lena described a fear of being abandoned in relationships and had very intense relationships with
friends/family.

Adapted from PsychDB [430].

An example of how Lena’s presenting issues, predisposing, precipitating, perpetuating and protective
factors may be developed into a case formulation is illustrated in Table 23. As biological and social
factors often influence psychological symptoms, it can be useful to complete the biological and social

sections of the table first, followed by the psychological section last.

Table 23: Example of a case formulation for Lena

Possible family - Fearof - History of childhood
history of mental abandonment trauma
disorders - Early death of father

Death of mother

Increase in alcohol - Re-experiencing - Recentloss of job
use feelings of - Difficulties with
abandonment after interpersonal

loss of job relationships
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Table 23: Example of a case formulation for Lena (continued)

Perpetuating factors Current dose of

Factors that may
maintain problem or
make it worse if not
addressed

sub-therapeutic

Protective factors

Internal and external
supports

Medically healthy

Adapted from PsychDB [430].

Informal assessment

paroxetine may be

Lack of

adaptive coping
mechanisms led to
use of self-harm to
cope, and thoughts
of suicide

University educated

Previous
engagement with
psychologist/
psychiatrist

Ongoing
disagreement
in romantic
relationship

Disengaged from
psychologist and
psychiatrist

Good support
from brother who
brought her to
hospital

Interest in being
physically active

The informal assessment takes the form of a semi-structured interview and should cover the following

[389]:

e Mental state.

e Source of referral and current health care providers.

* Presenting issues.
e AOD use history.
e Current situation.

e Personal, medical, and family history.

e Risk factors for CVD and other health conditions.

e Trauma history.

e Psychiatric history.

* Risk assessment.

e Criminal history.

e Strengths and weaknesses.
* Readiness for change.

e Beliefs about self, others, and the world.

For an effective assessment, it is important to provide a non-judgemental, empathetic, private, and

confidential environment. Any limits to confidentiality should also be explained.



B3: Identifying co-occurring conditions

Mental state

A crucial component of the assessment process is the evaluation of the client's mental state and

presentation. An assessment of mental state should include:
* Appearance.
* Behaviour.
* Speech and language.
* Mood and affect.
* Thought content.
e Perception.
e Cognition.
* Insight and judgement.

The type of information sought in each of the above domains is outlined in Table 24. It should be noted
that all of the factors above may be affected by intoxication or withdrawal from substances. The mental
state examination should not consist of a series of direct questions, but rather should be based on

an overall evaluation of the client during the assessment (or preferably a number of assessments). A
record of the mental state examination should be completed after (rather than during) conversations
with the client. In addition to noting unusual or abnormal client behaviours, it is also good practice to
record normal behaviours (e.g., no speech disturbances noted, no unusual thought content noted) [389].
Observations regarding cognitive functioning, such as poor concentration or memory, should also be
noted and may require referral to a neuropsychologist [389]. Appendix G provides a form which may be
useful in guiding notetaking for the mental state examination.

Table 24: Assessment of mental state

Appearance

How does the client look?

Posture - slumped, tense, bizarre.

Grooming - dishevelled, make-up inappropriately applied, poor personal hygiene.
Clothing - bizarre, inappropriate, dirty.

Nutritional status - weight loss, not eating properly.

Evidence of AOD use - intoxicated, flushed, dilated/pinpoint pupils, track marks.
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Table 24: Assessment of mental state (continued)

Behaviour

How is the client behaving?

Motor activity - immobile, pacing, restless, hyperventilating.
Abnormal movements - tremor, jerky or slow movements, abnormal walk.

Bizarre/odd/unpredictable actions.

How is the client reacting to the current situation and assessor?
Angry/hostile towards assessor/others.

Uncooperative or withdrawn.

Over familiar/inappropriate/seductive.

Fearful, guarded, hypervigilant.

Speech and language

How is the client talking?

Rate - rapid, uninterruptible, slow, mute.
Tone/volume - loud, angry, quiet, whispering.
Quality - clear, slurred.

Anything unusual about the client’'s speech?

How does the client express themselves?

Incoherent/illogical thinking (word salad: communication is disorganised and senseless and the main
ideas cannot be understood).

Derailment (unrelated, unconnected, or loosely connected ideas; shifting from one subject to another).

Tangentiality/loosening of associations (replies to questions are irrelevant or may refer to the appropriate
topic but fail to give a complete answer).

Absence/retardation of, or excessive thought and rate of production.

Thought blocking (abrupt interruption to flow of thinking so that thoughts are completely absent for a few
seconds or irretrievable).
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Table 24: Assessment of mental state (continued)

Mood and affect

How does the client describe their emotional state (i.e., mood)?

Down/depressed; angry/irritable; anxious/fearful; high/elevated.

What do you observe about the client’s emotional state (i.e., affect)?

Depressed - flat, restricted, tearful, downcast.

Anxious - agitated, distressed, fearful.

Irritable, hostile.

Labile - rapidly changing.

Inappropriate - inconsistent with content (e.g,, laughs when talking about mother's death).

High/elevated - excessively happy or animated.

Thought content

What is the client thinking about?

Delusional thoughts (e.g,, bizarre, grandiose, persecutory, self-referential).
Preoccupations: paranoid/depressive/anxious/obsessional thoughts; overvalued ideas.
Thoughts of harm to self or others.

Does the client believe that their thoughts are being broadcast to others or that someone/thing is

disrupting or inserting their own thoughts?

Perception

Is the client experiencing any misinterpretations of sensory stimuli?

Does the client report auditory, visual, olfactory, or somatic hallucinations? Illusions?
Are they likely to act on these hallucinations?
Do you observe the client responding to unheard sounds/voices or unseen people/objects?

Any other perceptual disturbances, such as derealisation (feeling one is separated from the outside
world), depersonalisation (feeling separated from one’s own personal physicality), heightened/dulled

perception?
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Table 24: Assessment of mental state (continued)

Cognition

Level of consciousness

Is the client alert and oriented to time, place, person?

Is the client attentive during the interview (drowsy, stuporous, distracted)?
Does the client’s attention fluctuate during the interview?

Does the client present as confused?

Is the client’s concentration impaired (can they count from 100 or say the months of the year backwards)?

Orientation

Does the client know:

Who they are? Who you are?

Where they are?

Why they are with you now?

The day of the week, the date, the month, and the year?

Memory

Can the client remember:

Why they are with you? (Immediate)

What they had for breakfast? (Recent)

What they were doing around this time last year? (Remote)

Are they able to recall recent events (memory and simple tasks; e.g,, calculation)?

Insight and judgement

How aware is the client of what others consider to be their current difficulty?
Is the client aware of any symptoms that appear weird/bizarre or strange?

Is the client able to make judgements about their situation?

Adapted from NSW Department of Health [431] and Stone et al. [389].
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Source of referral and current health care providers

Clients may have various sources of referral to treatment. For example, they may be referred by their GP,

family or friends, or corrective services. In general, the most common form of referral is self-referral [432].

In addition to identifying the source of referral, it is important to identify all care and treatment providers
currently involved in the person’s care (e.g., counsellors, psychiatrists, prescribers, GP, probation/
community offender service officers, case workers, social workers). Consistent with a coordinated
approach to client care, the AOD worker should, with the client's permission, liaise with these providers
regarding the person’s treatment to ensure care coordination and continuity of care (see Chapter B5).

Presenting issues

Ascertain what the client perceives to be their biggest issues and the reasons why they are in treatment.
This is usually broader than the AOD issue (e.g.,, psychological, social, health, legal, accommodation,

financial).

AOD use history

It is important to gain an understanding of the range of substances currently used, the quantity and
frequency of use, age of first use, duration of use, previous AOD-related problems, circumstances of
use, risk behaviours related to use, and previous treatment/attempts to change (and why these were
successful or unsuccessful). Clinicians should also gain an understanding of the development of the
client’'s AOD use over time, including periods of abstinence, and how these were supported [389].

Enquire also about the use of any non-traditional or new psychoactive substances (substances produced
to mimic the effects of illegal drugs), which may be referred to by a range of names including legal highs,
herbal highs, research chemicals, analogues, and synthetics (more information can be found through the
Drug Trends monitoring program [433]).

It can be useful to ask the client to describe a normal day, in order to help the client evaluate the ways in
which their AOD use affects their health, relationships, legality, and livelihood (e.g., finances, work). The
typical day situation is explained in greater detail in Appendix E on M.

Current situation

Enquire about the client’s current accommodation, living arrangements, children, family and friends,
social and other support networks, significant relationships, physical health, study, work commitments,

legal, and financial issues.

Personal, medical, and family history

Exploring and discussing the client’'s background, from birth to the present, can help both the client and
AOD worker to understand the beginnings of AOD use and mental health symptoms, and the impact on
the client’s life, as well as help the client develop self-compassion [389]. Enquire about:
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e Family context (including family history of AOD use and mental disorders).

e Child and adolescent experiences.

e School experiences (e.g, academic performance, social experiences, bullying).

e Traumatic experiences.

*  Work history.

e Leisure pursuits and personal interests.

e Financial and housing information.

e Sexual/marital adjustment.

* Legal issues and illegal behaviour.

e Medical history (including current and past medications, psychiatric medication).

* Currentand past pharmacological/psychological treatment.

Risk factors for CVD and other health conditions

As described in Chapter B1, clients of AOD treatment services are at increased risk of physical health
problems, with higher mortality rates than the general population. Identifying the presence of risk factors
and behaviours of CVD and other health conditions, including, but not limited to sleep, diet, smoking, and
physical activity is important to ensure that a client’s holistic health needs are addressed.

Trauma history

It is important to identify whether the client has experienced any traumatic events in their life [389], as
many clients presenting for AOD treatment report a history of trauma [137, 138, 378, 434]. As described in
Chapter A4, the word trauma is widely used and can mean different things to different people. In these
Guidelines, we use the word trauma to refer to an extremely threatening or horrific event, or a series

of events, in which a person is exposed to, witnesses, or is confronted with a situation in which they
perceive that their own, or someone else’s, life or safety is at risk [10, 11]. Examples of potentially traumatic
events include, but are by no means limited to, being involved in a road traffic accident; experiencing or
being threatened with physical or sexual assault; being in a life-threatening car or other form of accident;
combat exposure or being in a place of war or conflict; or witnessing any of these events. The most
important factor in understanding a person’s experience of an event is whether or not they perceived it to
be a traumatic event; events that may be traumatic to some people may be perceived as relatively minor
to others, and vice versa.

As described in Chapter B2, a history of trauma exposure may be integrally linked with the person’s
current AOD use; a number of people with AOD use disorders who have experienced trauma describe their
use as an attempt to ‘block out’ or reduce the thoughts and feelings they have had since the trauma

[30]. The presence of a trauma history also indicates that further investigation is required to determine

whether the person may have symptoms of PTSD (described in Chapter A4).
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Recognition and identification of past trauma is an important component of providing trauma-
informed care (see Chapter B2). While identification of past trauma is important, questioning needs

to be sensitive and should not be pursued if the client does not wish to discuss it. Each AOD worker
must use their judgement and expertise in determining when it is clinically appropriate to ask trauma-
related questions based on a client’s presentation. In some circumstances, it may be better to raise the
issue of trauma several weeks after the initial assessment interview, once the client feels safer and has
developed a therapeutic relationship with the AOD worker [389].

Before conducting trauma assessments, workers should seek training and supervision in dealing

with trauma responses. Some AOD workers may be reluctant to discuss trauma with their clients due
to events that have happened in their own lives. These workers should seek assistance from their
colleagues and should not be forced to conduct trauma assessments if they are not comfortable doing

so.
Before questioning the client, the AOD worker should:

e Seek the client’'s permission to ask them about exposure to traumatic events, and advise the client
that they do not have to talk about these experiences or provide any detail if they do not want to.
Clearly communicate the reasons for asking about past trauma, and begin with general questions
that become more specific as client comfort increases [156]. It may not be readily apparent
to the client that their current situation may be related to their past [435, 436]. For example,
clearly explaining to the client that the questions relating to trauma will help contextualise
their substance use, and will also help gain a better understanding of the interplay between AOD
use and trauma symptoms [389]. Ensure that the client has the opportunity to say if they feel

uncomfortable.

e Advise the client that talking about traumatic events can be distressing; even clients who want to
talk about their trauma history may underestimate the level of emotion involved [437]. It should
be noted that studies have found that while some people may become upset when talking about
these events, talking about the trauma does not overwhelm or re-traumatise the majority of people.
On the contrary, even in the context of distress, most people describe the process as a positive,
validating experience [402, 438, 439].

e Advise the client of any restrictions on confidentiality, for example, in relation to the mandatory

reporting of children at risk or serious indictable offenses.

When broaching the subject of trauma, ask the client if they have ever experienced any traumatic events
such as witnessing or experiencing car accidents or other types of accidents, natural disasters, war,
adult/childhood physical or sexual assault, or having been threatened. Reliable reporting of events is
best obtained by asking about specific event types. Under-reporting of exposure tends to occur when
people are asked only broad questions such as ‘Have you ever experienced a traumatic event?’ [400,
440]. Standardised screening tools such as the Life Events Checklist (described later in this chapter)
may be used to assess for a history of trauma exposure. Some clients find it easier to complete a self-
report screening tool than to say aloud to the assessor that they have, for example, been raped [437], and
research suggests that verbal disclosure of trauma via interview evokes more distress than completing
a written questionnaire [402]. However, such screening tools should always be completed with an AOD

worker present and should never be given to the client to complete at home.
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Itis important to understand that clients may be uncomfortable answering questions relating to past
trauma because of the personal nature of such questions. Client discomfort may also be associated with
distrust of others in general (or of service providers in particular), a history of having their boundaries
violated, or fear that the information could be used against them [390, 391]. Clients may also fail to
disclose their trauma due to an inability to recall it, feelings of loyalty towards their perpetrators, and

dissociative responses in reaction to any inquiry about trauma [436].

During the trauma assessment it is essential that the AOD worker questioning the client does not ‘dig’
forinformation that is not forthcoming, as doing so may result in destabilisation [395, 437, 441]. For those
who have experienced interpersonal trauma in particular, such pressure from an authority figure may
imitate the interpersonal dynamics that were evident in an abusive relationship and exacerbate trauma
symptoms. As described in Chapter B2, there is an inherent power imbalance in the helper-helped
relationship and AOD workers must do their best to reduce this inequity [390, 394, 395]. Trauma and AOD
use are both characterised by the loss of control, and it is important that the client feels able to regain a
sense of control. In line with this, it can be useful to periodically check in with the client and make sure

they are comfortable to continue the discussion [390].

The following are some additional guidelines on discussing traumatic experiences with clients during

assessment and at other times during their treatment [442]:

* Display a comfortable attitude if the client describes their trauma experience. Some
clients will have had experiences when people did not want to hear their account, especially when
details of the experience are gruesome or horrific. The client should know that they can tell you

anything,

* Recognise the client’s courage in having talked about what happened. The client needs to
know that you appreciate how difficult it is for them to talk about their trauma. Make it clear to the
client that you respect and admire their strength in coming through the traumatic experience and

in seeking help, but do not patronise them.

* Normalise the client’s response to the trauma and validate their experiences. Many people
who have experienced trauma (especially those with PTSD) feel that they are ‘going crazy’ because
of the feelings they may have had since the trauma (e.g. re-experiencing the event, avoidance,
hypervigilance). Just hearing from a professional that the reactions they are experiencing are
common may help to normalise their experience, and also alleviate possible shame or guilt about

not recovering sooner [443].

« Utilise grounding and other techniques as necessary. If a client is having a very strong
emotional reaction to talking about their trauma, consider the use of techniques outlined for the
management of trauma symptoms provided in Chapter B7 and Appendix CC.

Psychiatric history

Enquire as to whether the client has any current mental health symptoms (such as depression, anxiety,
psychosis), whether they have experienced these in the past, whether they have ever been diagnosed
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with a mental disorder, and whether they have ever received any treatment. If the client has experienced
mental health symptoms or has been diagnosed with a mental disorder, ask about the timing and

context of these symptoms:
* When did the symptoms start (did they start prior to AOD use)?
* Do theyonly occur when the person is intoxicated or withdrawing?
e Have the symptoms continued even after a period of abstinence (approximately one month)?

* Do the symptoms change when the client stops using substances (i.e., do they get better or worse,

or stay the same)?
* Is there a family history of mental health conditions?
*  What kind of treatment did the person have? Did it work well?

If symptoms arise only in the context of intoxication or withdrawal, it is likely that they are substance
induced [444, 445], and will resolve with a period of abstinence without the need for any direct
intervention [35, 37,102]. It is nonetheless important for symptoms to be managed to prevent the client
from relapsing in the early stages (see Chapter BG). The duration of abstinence may vary depending on
substances used; however, most people should start to experience considerable improvement over a
period of one month [39, 418, 421].

If the mental health symptoms started prior to the onset of AOD use, symptoms persist even during
periods of abstinence, or there is a family history of the particular mental health condition, the client may

have a mental health condition that is independent of their AOD use.

Criminal history

Enquire about past and present criminal behaviour, arrest history, any impending court cases or

outstanding warrants.

Strengths and weaknesses

A client's strengths and weaknesses can usually be deduced from other information collected during the
assessment process. Some examples of strengths may include good social support, high self-esteem,
and insight. Some weaknesses may be unemployment, risk-taking behaviour, or negative self-image.

Readiness for change

It may be helpful to ascertain how motivated the client is to change their current AOD use. This process
involves an exploration of the client’s perception of the positive and negative aspects of continued AOD
use. Prochaska and DiClemente [446] suggest that clients fall into one of six stages of change, which
clients cycle through dynamically rather than in an ordered linear manner [389], indicating that the focus
of treatment for people in the earlier stages of change should incorporate motivational interviewing/
motivation enhancement techniques to assist the person in progressing to further stages. In general,
clients in the later stages of change have better AOD use and mental health treatment outcomes than
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clients in earlier stages [447]. Table 25 summarises these stages and outlines some useful interventions
and motivational strategies for each stage of change. The choice of treatment type can be informed in
part by the client’s readiness to change; for example, harm reduction may be an appropriate treatment
for someone in the pre-contemplation stage, whereas goal setting or relapse prevention may be more
suitable for someone in later stages (e.g., preparation or action stages) [389].

The stages of change model is also relevant in assessing the client's motivation to receive treatment
for co-occurring mental health conditions. Just because a person has presented for treatment for their
AOD use, this does not necessarily mean that they have the same readiness to receive mental health
treatment. For example, just because the client is willing to consider reducing AOD use, this does not
automatically mean that they are also ready to deal with the trauma-related symptoms they experience
due to abuse experienced as a child. Appendix H provides a useful matrix for assessing motivation for
both AOD and mental health treatment.

Table 25: Readiness for change

Stage Description Interventions Motivational
strategies

Pre- Not yet considering Aim to raise doubt Establish rapport, build

contemplation behaviour change. about perceptions. trust, ask permission.
Little awareness of, or Link behaviour with Raise concern in the
concern for negative consequences. client about their
consequences. Reduce harm. behavioural patterns

Highlight negative el i)

E.g, I get out of breath, but
| feel fine, so I don’t think . .
there’s a problem with my ~ Build confidence and

consequences.

smoking’. hope.

Contemplation Considers change but Motivational Normalise ambivalence
rejects it. interviewing can (reflect).
Ambivalence remains. assist in resolving Elicit change talk,
Wavers between reasons ~@mbivalence. self-motivational
to change and reasons Elicit reasons for statements.
to stay the same. change and risks of not

Eg. I seeitwould be better ~ changing.
for me if | quit smoking,

butit’s the only time of the

day I have for myself.
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Table 25: Readiness for change (continued)

Balance tips towards
change.

Window of opportunity
where client is
preparing for change.

E.g, I really want to quit
smoking, | just don’t
know how | would do it’.

Engage in behaviours
designed to bring
about change.

May occur with or
without assistance.

E.g., ‘After my last
appointment, | bought
some NRT patches’.

Sustain change.
Prevent relapse.

E.g. I've felt great the
last few months, but

I'm wondering if | still
need to be using the NRT
patches’.

Not so much a stage
initself, but rather a
normal and expected
part of the process.

Any slip or lapse into
any of the previous
stages.

E.g., I slipped over the
New Year’s break and
had a few ciggies while
watching the fireworks’.

Goal setting, problem-
solving, match to
needs. Identify risks
forrelapse, including
triggers.

Build self-efficacy.
Discuss treatment
options.

Support self-efficacy.

Assist with coping and
education.

Reinforce positive
behaviour.

Avoid exposure to AOD
use environment.

Reinforce positives

and assist with lapses.

Self-help groups.
Provide relapse

prevention techniques.

Emphasise client
alertness. Work
towards longer-term
goals.

Avoid demoralisation
or judgement.

Remain positive.
Normalise the process
of lapsing.

Help re-start the
stages of change and
avoid being stuck in
this stage.

Help the client to learn
from mistakes.

Adapted from Clancy and Terry [448], Fullerton [449], Figlie and Caverni [450], and Stone et al. [389].

Clarify goals and
strategies for
behaviour change
(affirm).

With the client’s
permission, offer
information and
guidance.

Reinforce the
importance of
changing.

Affirm the client’s
determination and
self-efficacy.

Explore meaning.
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Beliefs about self, others, and the world

Beliefs about how the client sees themselves and the world can provide insight into the client’s self-
esteem, sociability, and trust [389]. Client responses to questions about their worldview can also identify
core maladaptive beliefs, such as emotional deprivation or defectiveness. Assessing early maladaptive

schemas can assist with this process (e.g., Young and Brown [451]).

Standardised screening and assessment

The informal assessment process can be aided by a range of standardised screening and assessment
tools. Standardised tools can be a useful means of gathering data by providing a reliable and valid
view of the client’s difficulties and current life situation [452, 453]. Furthermore, when conducted

appropriately, the process of standardised assessment can be a source of rapport building [454, 455].
Groth-Marnat [425, 456] suggests that when conducting standardised assessment, it is important to:
* Provide the client with the reasons for assessment and the purpose of each instrument.
e Explainthatitis a standard procedure.

* Explain how standardised assessment can be useful in helping clients achieve their goals (e.g., by

providing an objective measure).
* Provide appropriate and timely feedback of the results of the assessment.

Standardised assessmentis an ongoing process, but should be completed upon entry into and exit
from treatment, as well as at follow-up [102, 389]. Test results can provide useful clinical information (for
both the client and AOD worker) on the client’'s case and an evaluation of how effective treatment has
been. A variety of different tools are used, some of which are empirically established instruments, whilst
others are purpose-built, internally designed tools with increased practicality and utility but unknown
validity and reliability [457, 458]. Some helpful screening tools have been included in Appendices J - Y.

Standardised tools cover a range of areas that may be relevant to AOD services, including global health,
general health and functioning, and specific mental health conditions. Table 26 lists the standardised

screening and assessment tools discussed in this section.
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Table 26: Standardised screening and assessment tools

Instrument Measures Number Administration Where to
of items access

General health and functioning

Camberwell Comprehensive 22 Self or clinician Appendix J
Assessment of assessment and
Need (CAN) outcome of needs

in 22 areas

Client Version
(CANSAS-P)

General mental health instruments

Depression Screening and 2lor42 Self Appendix K
Anxiety Stress outcomes for
Scale (DASS) depression,

anxiety, stress
and general

psychological

distress
Indigenous Risk ~ AOD problems and 13 Clinician Appendix L
Impact Screen mental health risk
(RIS Aboriginal and
Torres Strait
Islander specific
Kessler Screening for 10 Self orclinician Appendix M
psychological psychological
distress scale distress
(K10)
PsyCheck Screening for 250r29 Mixed Appendix N

general mental
health, suicide/
self-harm,
symptoms of
depression and

anxiety
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Table 26: Standardised screening and assessment tools (continued)

Instrument Measures Number Administration Where to access
of items

Specific mental health instruments

Adult ADHD Self- ~ Symptoms of 18 Self or clinician Appendix O

Report Scale ADHD

(ASRS)

The Eating Past month Semi- Clinician http://www.credo-

Disorder eating disorder structured oxford.com/7.2.html

Examination psychopathology interview

(EDE)

The Eating Past month 31 Self http://www.credo-

Disorder eating disorder oxford.com/7.2.html

Examination psychopathology

Questionnaire

(EDE-Q)

International PTSD and Complex 18 Self or clinician Appendix P

Trauma PTSD

Questionnaire

(ITQ)

lowa Personality ~ Personality 1 Self https://help.

Disorder Screen disorder valant.com/79967-

(IPDS) measures/ipds-
iowa-personality-
disorder-screen

Life Events Lifetime exposure 17 Self Appendix Q

Checklist for to traumatic

DSM-5 (LEC-5) events

Primary Care Probable DSM-5 5 Self orclinician Appendix R

PTSD for DSM-5 PTSD

(PC-PTSD-5)

PTSD Check List PTSD symptoms 20 Self Appendix S

for DSM-5 (PCL-

5)

Psychosis Psychosis 7 Clinician Appendix T

Screener (PS)

symptoms



http://www.credo-oxford.com/7.2.html
http://www.credo-oxford.com/7.2.html
http://www.credo-oxford.com/7.2.html
http://www.credo-oxford.com/7.2.html
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
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Table 26: Standardised screening and assessment tools (continued)

Instrument Measures Number Administration Where to access
of items

Standardised Personality 8 Self https://hal.archives-

Assessment disorder ouvertes.fr/hal-

of Personality 01419303

- Abbreviated
Scale (SAPAS-
SR)

General AOD instruments

Alcohol, Screening for 8 Clinician https://www.who.
Smoking and AOD use and int/publications/i/
Substance risk (lifetime item/978924159938-
Involvement and recent use, 2
Screening Test specific AOD
(ASSIST) use, frequency,

dependence,

abuse, intravenous

use)
Alcohol Use Screening and 10 Self or clinician Appendix U
Disorders outcome of
Identification alcohol use (use,
Test (AUDIT) dependence and

related problems)

CAGE Screening 4 Self or clinician Appendix V
Questionnaire to identify
problematic

alcohol use
Drug Abuse Screening and 10 Self or clinician Appendix W
Screening Test assessment
(DAST-10) to identify

problematic drug
use over past
12-months


https://hal.archives-ouvertes.fr/hal-01419303
https://hal.archives-ouvertes.fr/hal-01419303
https://hal.archives-ouvertes.fr/hal-01419303
https://www.who.int/publications/i/item/978924159938-2
https://www.who.int/publications/i/item/978924159938-2
https://www.who.int/publications/i/item/978924159938-2
https://www.who.int/publications/i/item/978924159938-2

Table 26: Standardised screening and assessment tools (continued)

Instrument

Drug Use
Disorders
Identification
Test (DUDIT)

Michigan
Alcohol
Screening Test
(MAST)

Timeline Follow
Back (TLFB)

Measures

Screening and
outcome of
drug use (use,

dependence and

related problems)

Screening and
assessment to
identify lifetime
problematic

alcohol use

Assessment and

outcome tool to

collect information

on the quantity/
frequency/
duration of AOD
use over specific

time period

Number
of items

1

24

Dependent
on time
period

General health and functioning

Camberwell Assessment of Need (CAN)
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Administration

Self orclinician

Self orclinician

Varied

Where to access

Appendix X

Appendix Y

https://www.nova.

edu/gsc/forms/

timeline-followback-

forms.html

The Camberwell Assessment of Need (CAN) is one of the most widely used needs assessment and

treatment outcome tools [459] and has evidence to support its use among people with mental health

conditions [460-462]. It has also been validated for use in Australian populations [463], and can be used

in clinical practice without staff training.

The CAN assesses need in 22 domains, including accommodation, food, self-care, capacity to look

after the home, daytime activities, physical health, psychotic symptoms, mental health and treatment,

psychological distress, risk to self and others, AOD use, social relationships, child care, education,

transport, budgeting, and benefits [459, 464]. Several versions of the CAN exist, including:

« Camberwell Assessment of Need Short Appraisal Schedule (CANSAS): For use in clinical

work. The CANSAS allows the perspective of staff, clients and carers to be separately recorded.

However, due to discrepancies in clinician and client assessments of need, a client rated short-

form measure has been developed and evaluated (CANSAS-P).


https://www.nova.edu/gsc/forms/timeline-followback-forms.html
https://www.nova.edu/gsc/forms/timeline-followback-forms.html
https://www.nova.edu/gsc/forms/timeline-followback-forms.html
https://www.nova.edu/gsc/forms/timeline-followback-forms.html
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e CANSAS-P: A two-page version for clients to complete. Evaluation of the CANSAS-P found it was

able to better identify the needs of clients, particularly unmet needs [459].

¢ CAN-Clinical (CAN-C): Detailed 22-page assessment, measuring the need rating, help received,
and action plan for each domain.

« CAN-Research (CAN-R): Detailed 22-page assessment, measuring the need rating, help received
and satisfaction for each domain [459].

The CANSAS-P has been recommended as the preferred needs assessment measure for client completion

[459], and is available in Appendix J. Further information about each version can be obtained through the
CAN webpage: https://www.researchintorecovery.com/measures/can/.

General mental health instruments

There is also a wide range of standardised tools that can be used to screen and assess specifically for co-
occurring mental health conditions. Here we provide an overview of some of these tools, with focus given
to those that require minimal training to use and are freely available. A range of additional screening
tools are described in Appendix . It should be noted that some of these tools require specialist training,
or else mislabelling, misinterpretation, or inappropriate use may occur [389, 425, 465]. Some tools are
copyright protected and need to be purchased, and/or require the worker to have specific qualifications.
The requirements of each tool described here (and in Appendix I) are explained accordingly. It is
important that workers are aware of what they are and are not trained to use and seek training where
required. Readers are also referred to Deady’s [466] comprehensive review of screening tools for use in

AOD settings. This document is available online at http://www.nada.org.au/.

As mentioned earlier in this chapter, screening is designed only to highlight the existence of symptoms,
not to diagnose clients. The possible presence of disorders needs to be assessed by a health professional
who is qualified and trained to do so (e.g., a registered psychologist, or psychiatrist). Most of the
measures described are those of self-report (i.e, they may be self-completed by the client). Others,

however, need to be administered by the AOD worker.

The Depression Anxiety Stress Scale (DASS)

The Depression Anxiety Stress Scale (DASS) [467] has been shown to be a valid and reliable measure
of the dimensions of depression, anxiety, and stress separately but also taps into a more general
dimension of psychological distress [468, 469]. The DASS is available in two forms: the DASS-21and the
DASS-42.The use of either test is sufficient in the screening process (i.e., the use of both is unnecessary).
The two forms have 21 and 42 items respectively and are each rated on a 4-point scale of how much each
particular statement applies to the person. The DASS is a self-report instrument, and no special skills

are required to administer or score it. However, decisions based on particular score profiles should be
made only by experienced clinicians who have carried out an appropriate clinical examination [467].
Nevertheless, it is a useful tool for screening and assessment and the DASS-21is included in Appendix K.

For all questions, the client circles the answer truest to them in the past week. Scores are summed for
each scale (D = Depression, A = Anxiety, S = Stress), and the total for each scale multiplied by 2. A guide to
interpreting DASS scores is provided in Table 27.


https://www.researchintorecovery.com/measures/can/
http://www.nada.org.au/
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Currently, no studies have been conducted to validate the DASS as a measure of anxiety among people
with AOD use disorders. However, one study has shown that the DASS can reliably screen for depression
symptoms among people seeking treatment for AOD use [470]. Similarly, another study has shown that
the DASS can be used as a reliable screen for symptoms of PTSD among people with AOD use disorders
[471].

Table 27: Interpreting DASS scores

Depression Anxiety Stress

Normal 0-9 0-7 0-14

Mild 10-13 8-9 15-18
Moderate 14-20 10-14 19-25
Severe 21-27 15-19 26-33

Extremely severe 28+ 20+ 34+

Adapted from Lovibond and Lovibond [467].

The Indigenous Risk Impact Screen (IRIS)

The Indigenous Risk Impact Screen (IRIS) [472] was developed by an expert group of Indigenous and
non-Indigenous researchers in Queensland to assist with the early identification of AOD problems and
mental health risks. This screening tool has been shown to be reliable, simple, and effective [473]. It has
also been validated for use in Indigenous prison populations [474, 475]. The IRIS consists of 13 items
which are asked by the AOD worker. The IRIS is made up of two sets of questions, with items 1-7 forming
the ‘AOD risk’ component and items 8-13 forming the ‘mental health and emotional wellbeing risk’
component. The items assessing mental health and emotional wellbeing focus on symptoms of anxiety
and depression. The client chooses the answer from a list of response options which best describes
their current situation. After tallying up the corresponding numbers, a score of 10 or greater on the AOD
component indicates problematic use of AOD is likely, while a score of 11 or greater indicates the need for

further assessment or brief intervention regarding mental health and emotional wellbeing [473]. The IRIS
isincluded in Appendix L.

Kessler psychological distress scale (K10)

The Kessler psychological distress scale (K10) [476] is a widely used, simple self-report measure

of psychological distress which can be used to identify those in need of further assessment for anxiety

and depression (Appendix M). This measure was designed for use in the general population; however, it
may also serve as a useful clinical tool. The K10 comprises 10 questions that are answered using a five-

point scale (where 5 = all of the time, and 1= none of the time). For all questions, the client circles the
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answer truest for them in the past four weeks. Scores are then summed with the maximum score of 50
indicating severe distress, and the minimum score of 10 indicating no distress. A guide to interpreting
K10 scores is provided in Table 28.

A number of studies have been conducted to test the reliability and validity of the K10, and its brief
version, the K6. Good reliability and validity have been found when these measures have been used

among people with AOD use disorders, as well as in the general population [477-480].

Table 28: Severity of psychological distress according to K10 score

K10 score Level of psychological distress
10-15 Low
16-21 Moderate
22-29 High
30-50 Very high

Adapted from Andrews and Slade [48]].

PsyCheck

The Australian PsyCheck screening tool (Appendix N) has been shown to be a valid and useful resource
for clinicians [482]. The screening tool has three sections:

e A general mental health screen, including history of treatment.
* Suicide/self-harm risk assessment.

* The Self Reporting Questionnaire (SRQ) [483], a 20-question screening tool that assesses for
current symptoms of depression and anxiety. Clients are asked to indicate which symptoms they
have experienced in the past 30 days, and of those, which have been experienced when not using
AOD. The clinician should count the number of ticks and put the total number at the bottom of the
page.

The PsyCheck manual [482] includes training on how to administer, score, and interpret the results
of each section, and the subsequent steps to take according to the screening results. If the results
of the screening tool indicate high levels of symptomatology, further assessment may be warranted.
The PsyCheck screening tool has been shown to have good test-retest reliability among people using
AOD services [484]. More information on the PsyCheck screening tool is available at https://www.

turningpoint.org.au/treatment/clinicians/screening-assessment-tools.


https://www.turningpoint.org.au/treatment/clinicians/screening-assessment-tools
https://www.turningpoint.org.au/treatment/clinicians/screening-assessment-tools
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Specific mental health instruments

Brief descriptions of selected instruments for specific mental health conditions are provided below.
Further disorder-specific assessment measures can be found on the DSM-5 website: https://www.
psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures.

Adult ADHD Self-Report Scale (ASRS)

The World Health Organisation developed the Adult ADHD Self-Report Scale (ASRS) as a means of
assessing symptoms of ADHD in adults. The full version of the scale contains 18 items, but the short
screener version contains 6 items and has been shown to outperform the original 18-item scale [485].
The 6-point scale involves respondents assessing the frequency of ADHD symptoms over the past

six months, on a 5-item scale ranging from ‘never’ to ‘very often’. The 6-item screening tool has been
validated for use in AOD populations [486-488], demonstrating that it is an appropriately sensitive tool
for screening for the presence of ADHD among people with co-occurring conditions. The ASRS is included

in Appendix O.

The Eating Disorder Examination (EDE) and Questionnaire (EDE-Q)

The Eating Disorder Examination (EDE) [489] is a diagnostic interview. The EDE-Q is the
questionnaire form of the EDE, and both are considered the ‘gold standard’ measures of ED
psychopathology [490, 491]. As an interview, the EDE is designed to be administered by a clinician, and the
developers recommend clinician training to ensure that all concepts being assessed are well-understood
[492]. However, the EDE-Q is a self-report measure, which can be completed individually, or with the help
of a clinician (explaining concepts such as binge eating).

Both measures assess past month cognitive subscales related to ED: restraint, eating concern, shape
concern, and weight concern, as well as behavioural symptoms related to these concerns (e.g., frequency
of binge eating, vomiting, use of laxatives or diuretics, and overexercise) [493]. A number of shorter
versions of the EDE-Q have been validated for ED psychopathology [494-497]. The EDE-Q has been
validated for use among people with AOD use disorders [498]. Both instruments are available for free

download from https://www.credo-oxford.com/7.2.html.

The International Trauma Questionnaire (ITQ)

The International Trauma Questionnaire (ITQ) is a brief measure used to identify possible PTSD

and CPTSD [499] as defined by ICD-11. An indicative diagnosis of PTSD requires that a person must
endorse having experienced at least one symptom from each of the three core symptom clusters (re-
experiencing in the here and now, avoidance, or sense of current threat) as ‘moderately’, ‘quite a bit’, or
‘extremely’ in the past month, as well as functional impairment associated with these symptoms. An
indicative diagnosis of CPTSD requires that in addition to meeting criteria for a diagnosis of PTSD, a
person must endorse having experienced at least one symptom from each of the three disturbances in
self-organisation clusters (affective dysregulation, negative self-concept, disturbances in relationships).
A person can receive an indicative diagnosis of either PTSD or CPTSD - not both (i.e, if criteria for CPTSD


https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
https://www.credo-oxford.com/7.2.html
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is met, the person does not also receive an indicative diagnosis of PTSD [499]). At the time of writing, no
studies have been conducted to validate the ITQ as a measure of PTSD or CPTSD among people with AOD
use disorders. The ITQ is included in Appendix P.

The lowa Personality Disorder Screen (IPDS)

The lowa Personality Disorder Screen (IPDS) is a brief 11-item screen originally administered
alongside a brief interview [500], but has since been adapted into a self-report measure [502]. The
screening tool asks people to indicate whether or not they identify with common traits found among
people with personality disorders, including both general personality disorder criteria as well as specific
criteria. Research suggests that identifying with five or more of these traits is indicative of a probable
personality disorder among people attending AOD treatment [503]. The IPDS has demonstrated good
diagnostic accuracy, sensitivity, specificity, concurrent validity, and internal consistency among people
attending AOD treatment [503, 504], as well as good psychometric properties among people attending
mental health treatment [505]. A comparison of screening tools for personality disorders found that

the IPDS is one of the most reliable and valid screening instruments for personality disorders [506]. The
IPDS is available to download from https://help.valant.com/79967-measures/ipds-iowa-personality-

disorder-screen.

Life Events Checklist for DSM-5 (LEC-5)

The Life Events Checklist (LEC-5) for DSM-5 is a self-report measure designed to screen for

lifetime exposure to 17 potentially traumatic event types [507]. There is no formal scoring protocol or
interpretation, other than identifying whether a person has experienced one or more of the events listed.
For each event type, respondents indicate whether they experienced the event themselves, witnessed it,
learned about it and/or experienced it as part of their job. The LEC-5 is commonly administered with the
PTSD Checklist for DSM-5 (PCL-5). At the time of writing, no studies have been conducted to validate the
LEC-5 among people with AOD use disorders. The LEC-5 is included in Appendix Q.

The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5)

The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) [508] is a very brief 5-item screening tool
designed for use in primary care and other medical settings to identify probable PTSD [508]. The tool
includes an introductory sentence to cue respondents to traumatic events; however, the tool does not
include a list of potentially traumatic events. While the PC-PTSD-5 has not yet been validated for use
among people with AOD use disorders, the reliability and validity of its predecessor (used to screen for
PTSD based on DSM-IV criteria) has been established among people with AOD use disorders [509, 510].
This scale is included in Appendix R.

PTSD Checklist for DSM-5 (PCL-5)

The PTSD Checklist for DSM-5 (PCL-5) is a 20-item self-report measure that assesses the 20 DSM-
5 symptoms of PTSD [511]. Responses for each symptom are answered using a five-point scale (where
4 = extremely, and O = not at all). The PCL-5 can be administered in three formats: without Criterion A


https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
https://help.valant.com/79967-measures/ipds-iowa-personality-disorder-screen
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(overview of instructions and items only), which is appropriate when trauma exposure is measured
by some other method; with a brief Criterion A assessment; or with the LEC-5 and extended Criterion A

assessment.

DSM-5 symptom cluster severity scores can be obtained by summing the scores for the items within

a given cluster; that is, cluster B (items 1-5), cluster C (items 6-7), cluster D (items 8-14), and cluster E
(items 15-20). These scores can be summed to obtain a total PTSD symptom severity score out of 80.
Initial research suggests that a PCL-5 cut-off score between 31-33 is indicative of probable PTSD across
samples [512]. A provisional PTSD diagnosis can be made by treating each item rated as 2 = ‘Moderately’
or higher as a symptom endorsed, then following the DSM-5 diagnostic rule which requires at least: 1B
item (questions 1-5), 1 C item (questions 6-7), 2 D items (questions 8-14), 2 E items (questions 15-20). At
the time of writing, no studies have been conducted to validate the PCL-5 among people with AOD use

disorders. The PCL-5 is included in Appendix S.

The Psychosis Screener (PS)

The Psychosis Screener (PS) [513] is an interview-style questionnaire rather than self-report and is
therefore administered by the AOD worker (Appendix T). It uses elements of the Composite International
Diagnostic Interview (CIDI) to assess the presence of characteristic psychotic symptoms. The PS has
been shown to have a moderate ability to discriminate between those who meet diagnostic criteria for
psychotic disorders and those who do not in community and prison samples [513, 514]. The PS consists of
seven items; the first six items cover the following features of psychotic disorders: delusions of control,
thought interference and passivity, delusions of reference or persecution, and grandiose delusions. The
final item records whether a respondent has ever received a diagnosis of schizophrenia. While there is
no official cut-off score, the screener may be useful as a guide in assessing for possible symptoms of
psychosis. More information about the interpretation of scores can be found:
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/TR.210.pdf.

The Standardised Assessment of Personality - Abbreviated Scale (SAPAS-SR)

The Standardised Assessment of Personality — Abbreviated Scale (SAPAS-SR) is a brief screen
originally administered alongside a brief interview [515], but has since been adapted into a self-report
measure [501]. People are asked to indicate whether or not they identify with eight traits commonly
found among people with personality disorders (e.g., dependence on others), with a score of three or
higher indicating a likely personality disorder. The SAPAS-SR demonstrates good diagnostic accuracy,
sensitivity, specificity, and internal consistency among people attending AOD treatment [503], as well as
among people attending mental health treatment [516]. A comparison of screening tools for personality
disorders determined that the SAPAS-SR is one of the most reliable and valid screening instruments for
personality disorders [506]. The SAPAS-SR is available to download from https://hal.archives-ouvertes.
fr/hal-01419303.
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General AOD instruments

Although AOD workers are likely to be familiar with the range of tools available for screening and
assessing for AOD use, we have included a brief overview for others who may be less familiar with these
tools. As with the screening and assessment of mental health conditions, the screening process for AOD
is not diagnostic, but can be useful for identifying those in need of further assessment and treatment
[466].

Alcohol, Smoking, and Substance Involvement Screening Test (ASSIST)

The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) is an 8-item clinician
administered tool to assess for problematic use of tobacco, alcohol, cocaine, cannabis, amphetamine-
type stimulants, sedatives, inhalants, hallucinogens, opioids and other drugs [517]. The ASSIST was
developed for the World Health Organisation to assess the frequency and recency of use, dependence and
use-related problems, with a risk score for each substance indicating low, moderate or high risk [518].
The level of risk category determines the need for, and most appropriate intervention depending on level
of use (none, brief or referral). The ASSIST tool and manual can be freely accessed https://www.who.int/
publications/i/item/978924159938-2.

Alcohol Use Disorders Identification Test (AUDIT)

The Alcohol Use Disorders Identification Test (AUDIT) is a 10-item screening instrument developed
by the World Health Organisation, which can be either self or clinician administered, and is designed to
assess harmful alcohol use, abuse and dependence [519]. No specific training is required to administer or
score the AUDIT. Scores on each of the 10 items are summed (questions 1to 8 are scored on a 0 to 4 scale
and 9 and 10 are scored 0,2,4), with a score of 8 or more indicating hazardous or harmful alcohol use [519].
The maximum score is 40. The AUDIT is included in Appendix U.

The CAGE Questionnaire

The CAGE questionnaire is a widely used screening tool to identify problematic alcohol use among
adults [520]. The CAGE consists of 4-items which can be self-completed, or clinician administered. ‘CAGE’
refers to the four questions contained in the measure: Cut down, Annoyed, Guilty, Eye-opener, with items
scored O (no) or 1 (yes), and then summed. Higher scores in general indicate possible problematic alcohol
use [520]. The CAGE is included in Appendix V.

The Drug Abuse Screening Test (DAST)

The Drug Abuse Screening Test (DAST-10) is a brief, 10-item version of the 28-item DAST measure.
The DAST-10 can be self or clinician administered and is designed to identify problematic substance use
over the past 12-months in a similar style to the MAST [521]. In addition to the original 28-item and 10-
item DAST, a 20-item version has also been made available. In the 10-item instrument, ‘Yes’ responses are
scored as 1, with the total summed apart from question 3, which is reverse scored (i.e., scored 1 for ‘no’)
[521]. The DAST-10 is included in Appendix W.


https://www.who.int/publications/i/item/978924159938-2
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The Drug Use Disorders Identification Test (DUDIT)

The Drug Use Disorders Identification Test (DUDIT) is an 11-item tool, which can be self or clinician
administered, developed as a parallel to the AUDIT to identify problematic past year AOD use [522]. As
with the AUDIT, items 1to 9 are scored on a O to 4 scale, with the final two questions scored 0, 2, 4. The
maximum score is 44. Scoring guidelines suggest that a score of 6 or more among men, and 2 or more
among women, may be indicative of drug-use-related problems. A score of 25 points or more, regardless
of sex, is strongly indicative of dependence [522]. The DUDIT is included in Appendix X.

The Michigan Alcohol Screening Test (MAST)

The Michigan Alcohol Screening Test (MAST) is a 24-item self-report tool designed to identify
lifetime problems with alcohol use [523]. Several modified versions of the MAST have been developed,
varying in length (e.g, the Short MAST or SMAST, containing 13-items; the Brief MAST or bMAST, containing
10-items), and for use in different population groups (e.g., MAST-Geriatric version, MAST-Adolescent
version). The MAST can either be scored using a weighted scoring system or by assigning one point

per item, with higher scores indicative of more problematic alcohol use in both methods. Treatment
recommendations are based on weighted scores, with scores from O to 4 indicating no need for further
action; 5 to 6 indicating a need for further evaluation by a healthcare professional; and 7 to 53 indicating
a need for comprehensive AOD use evaluation by a healthcare professional [524]. The MAST is included in

Appendix Y.

The Time Line Follow Back (TLFB)

The Time Line Follow Back (TLFB) is designed for collecting self-reported, retrospective estimates

of AOD use and is extensively used to assess daily AOD use in research and practice [525]. The TLFB can
be used as a weekly tool to assess daily AOD use during treatment, as well as assisting people identify
patterns in their daily routines and relationships between AOD use and other areas of their lives [526].
When using the TLFB, a designated period of time, such as a week or several months, is specified with the
use of a calendar. Respondents are asked to fill out the amount of AOD used each day of the calendar in
the specified time frame (e.g. if asking about alcohol, the number of standard drinks each day). To assist
with recall, respondents are encouraged to use diaries or appointment books, and reflect on AOD use
during different times of the week (e.g,, weekday vs weekend). Sample calendars and instructions can be
freely accessed for clinical purposes: https://www.nova.edu/gsc/forms/timeline-followback-forms.
html.

Feedback

Following completion of assessment procedures, it is important to interpret the results for the client in
a manner that the client can understand (i.e., not just giving them numerical test scores). When feeding

back assessment results, consider the following [389, 527]:
* Focus firston the client’'s strengths.

* Gently and tactfully outline the client's difficulties.
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* Phrase the assessment in terms that are appropriate for the client.

* Focus on the pattern of results rather than just an overall score.

* Interpret the results in the context of the client’s personal history.

e Pull the assessment results together and offer hope for the future by discussing a treatment plan.

Again, it is important to stress that these screening measures are not diagnostic; therefore, it is
important not to label a client as having a diagnosis of a disorder unless this has been made by a
suitably qualified mental health professional (e.g., a registered psychologist, or psychiatrist). Rather, itis

best to focus on the symptoms displayed by the client.

If mental health symptoms are identified, it is important to discuss with the client what they may
expect to experience in relation to these symptoms should they reduce or stop AOD use. As discussed
in Chapter A4 and Chapter B7, if symptoms are substance-induced, they are likely to dissipate if the

person reduces or stops their use. On the other hand, the client's mental health symptoms may increase
when they reduce or stop using, particularly if they have been using to self-medicate their symptoms. It
is important that the client knows that you will be monitoring these symptoms to determine whether
further treatment may be required. AOD workers may find the wellbeing plan located in the Worksheets
section of these Guidelines useful for helping clients identify strategies for managing their triggers and
warning signs. In addition, the wellbeing plan may help clients identify things that are important to them,

trusted people they can talk to, and what professional support they can access.



B4: Assessing risk



B4: Assessing risk

B4: Assessing risk

Key points

* This chapter focuses on two areas of risk: suicide and domestic or family violence.

* Clients of AOD treatment services are at high-risk of suicide, which is further increased by the
presence of co-occurring mental health disorders.

e Risk of suicide may increase in response to significant life events and may fluctuate
throughout treatment.

* Itisvital that suicide risk assessments are an ongoing process, with all AOD staff trained
to detect the direct and indirect warning signs of suicide, as well as the assessment and
management of suicidality. AOD workers should utilise their clinical skill and expertise when
incorporating screeners and assessments into their practice.

e Clients of AOD treatment services are also at increased risk of domestic and family violence.

* Risk of domestic and family violence should be incorporated into assessment practices, and
AOD workers should be familiar with organisational policies and procedures for responding to
family violence.

* Responding to domestic and family violence within AOD services requires a broad,
comprehensive, coordinated approach involving multiple services.

Risk assessment

Itis important to assess the risk a client poses to themselves or others in the informal assessment
interview (described in Chapter B3) and to monitor this throughout treatment. This chapter focuses on
two areas of risk: suicide and domestic or family violence. It should be borne in mind, however, that there
are several other areas of risk that should be assessed and monitored throughout treatment, including
self-harm, homicidal thoughts/attempts, and child welfare, as well as the evaluation of safety regarding
sexual practices, injecting practices, and other high-risk behaviours as appropriate. In any situation
where the risk of harm to self or others is perceived to be significant, other services may need to be
enlisted (e.g. police, ambulance, crisis teams).

Suicidality

The term ‘suicide’ is used in reference to any self-inflicted injury resulting in death, where death was the
deliberate intention [528]. Suicidality therefore relates to any behaviours, thoughts, or intentions which
precede this act or suggest that death may be desired (e.g., self-harming, risk-taking behaviour, suicidal
thoughts, previous attempts, current plans). The term ‘commit’ suicide is a remnant from when the act of
suicide was a criminal offence and also has religious associations (i.e., to ‘commit’ a crime or a sin). The
last Australian jurisdictions to decriminalise suicide were the Australian Capital Territory in 1990 and the
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Northern Territory in 1996 [529]. Just as non-stigmatising language should be used when referring to a
person with an AOD use disorder or a mental disorder (e.g,, not using the terms ‘addict’ or ‘schizophrenic’),
itis important that discussions involving suicide remain non-stigmatising. Clients of AOD treatment
services are at high-risk of suicide [530-532]. The presence of co-occurring mental disorders further
increases this risk [533-537]. A thorough assessment of suicide risk should take place in the initial
consultation phase. However, suicide risk should also be assessed and monitored throughout treatment,
particularly at pivotal points in treatment and at times of increased risk (e.g., during periods of instability,
when experiencing additional stressors), as suicide risk is a dynamic process that is subject to change
over time [389]. If a person presenting to treatment is not at risk of suicide at intake, it should not be
assumed their low level of risk will remain the same. How to assess for suicide risk, and appropriate
responses to varying levels of risk, is explained in depth below. Table 29 outlines the dos and don’ts in

regard to the management of suicidality.

Table 29: Dos and don’ts of managing a client who is suicidal

Do:

Ensure the client has no immediate means of self-harm; remove weapons and potentially

dangerous objects.

Talk to the client alone - without any family or friends present.
Allow sufficient time to discuss the issue.

Discuss limits of confidentiality.

Introduce suicide in an open, yet general way (e.g.,, ‘sometimes people feel so overwhelmed they

think about suicide, is this something you've thought about?).
Ask the client about suicide directly. An indirect question may be misunderstood.

Use clear unambiguous language that is non-threatening (e.g., ‘thinking about suicide’, ‘killing

yourself).

Be non-judgemental and empathetic.

Emphasise that there is help available.

Validate the client’s feelings and emphasise the fact that speaking with you is a positive thing.

Consider what the predominant concern is for the client, and how you might be able to help

remedy this concern (e.g,, removal of stresses, decreasing social isolation).

Contact the local mental health crisis team if the client appears to be at high-risk.



B4: Assessing risk

Table 29: Dos and don’ts of managing a client who is suicidal (continued)

Invalidate the client’s feelings (e.g., ‘All you have to do is pull yourself together, Things will work
out).

Panic if someone starts talking about their suicidal feelings. These feelings are common and
talking about them is an important, encouraging first step.

Be afraid of asking about suicidal thoughts. Most clients are quite happy to answer such
questions.

Wworry that questions about suicide may instil the idea in the client's mind or embarrass the client.

O O O O

Leave a high-risk client unattended.

Adapted from NSW Department of Health [431] and Stone et al. [389].

The assessment of suicide risk is a process through which an AOD worker directly enquires about
suicidal thoughts (frequency, intensity, plans, intent), history of suicidal behaviour and self-harm,
current stressors, hopelessness, and protective factors (e.g.,, family, friends, other services). While self-
harming behaviour is a risk factor for suicide, it should be noted that self-harm may not always be
indicative of suicide risk. For some people, self-harm may function as a mechanism for coping with
distress without there being an intention to die. Irrespective of intention, it is important to consider the
lethality of self-harm behaviours in assessing risk.

Discussing suicide with clients is vital and does not increase the risk of suicidal behaviour [389,
538, 539]. Rather, sensitive questioning by a healthcare worker can be a relief for clients who have
been harbouring thoughts of self-harm or suicide, and provides an opportunity to manage this risk
appropriately, either within the AOD service, or in collaboration with mental health and emergency
services [540, 541].

Despite the need for suicide risk assessments, research suggests that many AOD services either have no
written suicide risk assessment policy, unclear procedures regarding assessment and/or intervention, or
policies and procedures of which AOD staff are not aware [542, 543].

In response to the need for AOD staff to have access to resources that will assist with the identification
and management of suicide risk, the Suicide Assessment Kit (SAK) was developed [544, 545]. The SAK is a
comprehensive assessment and policy package, specifically developed to help AOD services assess and
manage suicide risk. It contains four key resources for AOD staff and managers (see Table 30):

e Asuicide risk screener.
e Asuicide risk formulation template.
* Asafetyplan.

e Asuicide policies and procedures pro forma.
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Table 30: Suicide Assessment Kit key resources

Resource Purpose

Suicide risk screener Designed for use at specific time points in treatment (i.e,
admission, transition points, discharge), or when the client is

suspected to be at increased risk of suicide.

Suicide risk formulation template Designed to help AOD workers develop a comprehensive
picture of background factors that may contribute to a client’s
risk of suicide, as well as strengths and protective factors

that can be incorporated into management and treatment.

Safety plan Designed to help AOD workers develop a plan with a client on
how to manage suicidal thoughts when they occur.

Suicide policies and procedures pro Designed to help agencies develop policies and procedures

forma for the assessment and management of suicide risk, as well
as documentation regarding file and resource sharing, referral
sources, and procedures.

A number of other supporting resources are included in the SAK, which may be useful to AOD workers
in the identification and management of suicide risk. These, along with the full SAK resource (including
training videos), may be downloaded from the SAK webpage: https://ndarc.med.unsw.edu.au/suicide-

assessment-kit.

It should be emphasised that although these resources can be incorporated into AOD workers’ everyday
practice, it is vital that risk assessments are not conducted according to a checklist or flowchart
procedure. All clinicians bring a wealth of knowledge, background, skills, and experience, all of which
should inform the evaluation and assessment of an individual client’s level of risk. The screeners

and templates included in this section (and in Appendix Z) rely on AOD workers incorporating their
knowledge, judgement, expertise, and skill in the assessment of risk. Figure 13 illustrates a shared
assessment space, where both the AOD worker and client bring their respective backgrounds, and the
AOD worker draws upon their expertise to conduct the assessment.
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Figure 13: Shared risk assessment space between AOD workers and AOD clients

ASSESSMENT
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experience, warning signs, risk
background factors, protective

factors

Suicide Risk Screener

As mentioned, the Suicide Risk Screener was developed as part of the SAK in response to research that
highlighted the need for improved assessment and management of suicide risk in AOD residential
rehabilitation programs Australia-wide [543]. It can be used to assist in assessing clients’ level of risk,
determining what intervention and management strategies are required, and in developing a safety plan
to reduce risk [545]. The Suicide Risk Screener, scorer, and interpretation are located in Appendix Z.

When to complete the Suicide Risk Screener

Itis vital that suicide risk assessment be conducted at various points throughout treatment, and

should not be viewed as a one-off event. Assessing risk should be conducted at particularly significant
transition points within treatment (e.g, intake, discharge), as well as times when crisis is clearly visible
[389, 545]. In addition to conducting risk assessments at fixed points throughout treatment, it is
important that AOD workers respond to their own informal assessment and conduct additional screening
depending on a client’s presentation, behaviour, personal situation and/or circumstances, or ominous
statements [545].
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Warning signs for suicide

Research has identified the importance of both warning signs and risk factors for suicide in conducting
suicide risk assessments [546, 547]. Warning signs for suicide are specific to the current state of the
person (e.g, behaviours preparing for suicide), and indicate a heightened risk in the near-term (e.g,,
minutes, hours, or days). In contrast, risk factors are often long-lasting and increase suicide risk over
time (e.g, lifetime psychiatric diagnoses, past suicide attempts) [546, 547].

Warning signs may be immediately apparent at intake or may arise during treatment. The presence of
warning signs indicates that screening and information gathering regarding suicidality is required.
Warning signs can be either direct, requiring immediate attention, or indirect, which are less identifiable
[546-548]. Direct signs include [545, 549]:

e Suicidal communication: A client threatening to hurt or kill themselves or talking about wanting
to do so. Suicidal communication also includes speaking ominously, such as talking about going
away, or of others being better off without them.

* Seeking access to a method: A client looking for ways to kill themselves by seeking access to pills,
rope, or other means.

* Making plans: A client talking or writing about death, dying, or suicide, when these behaviours are
out of the ordinary for the person.

Indirect warning signs are less easily identifiable, and require a heightened level of awareness,
particularly as many indirect signs may also occur in AOD clients who are not suicidal [545, 546]. Any
changes in normal thoughts, emotions, or behaviours can indirectly indicate that a clientis in crisis
[389, 548], but the most common of these changes are sleep disturbances, anxiety, agitation, and
hopelessness [548]. These factors are critical in assessing level of suicide risk. The mnemonic ‘IS PATH
WARM’ (see Table 31) may be useful in assisting AOD workers remember common warning signs [550],
with each letter corresponding to a specific warning sign experienced or reported in the last few months
[551].

Table 31: IS PATH WARM model for common suicide warning signs
Mnemonic Warning sign Explanation

| Ideation Has the client expressed a desire to kill themselves, with
a method that they have access to, or can access (e.g,,
weapon, pills), or an intention to obtain a method for the
purpose of killing themselves?

S Substance use Has the client recently relapsed?

P Purposelessness Does the client express a lack of purpose in life, or reason
for living?
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Table 31: IS PATH WARM model for common suicide warning signs (continued)

Mnemonic Warning sign Explanation

A Anger Does the client express feelings of rage, uncontrolled

anger, or revenge-seeking?

T Trapped Does the client feel trapped in a terrible situation from

which there is no escape?

H Hopelessness Does the client have a negative sense of self, others, and
the future, with little chance of positive change?

w Withdrawal Does the client indicate a desire to withdraw from
significant others, or have they already begun

withdrawing?

A Anxiety Does the client feel anxious, agitated, unable to relax,

and/or report disturbances in sleep?

R Recklessness Does the client act recklessly without thinking or
considering the consequences?

M Mood changes Does the client report dramatic shifts in emotions?
Adapted from Juhnke et al. [551] and Deady et al. [545].

Other mnemonics that AOD workers may find useful include ‘SIMPLE STEPS’, for assessing the severity
of suicide ideation [552, 553], and ‘SHORES’, for assessing protective factors [554]. These mnemonics are
illustrated in Table 32 and Table 33.

Table 32: SIMPLE STEPS model for assessing severity of suicidal ideation

Mnemonic Warning sign Explanation

S Suicidal Is the person expressing suicidal ideation?

| Ideation What is their suicidal ideation?

M Method How detailed is the person’s suicidal method and is their

method accessible?

P Perpetuation How intense is their emotional pain?
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Table 32: SIMPLE STEPS model for assessing severity of suicidal ideation (continued)

Mnemonic Warning sign Explanation

L Loss Have they experienced actual or perceived losses (e.g,,

relationships or material objects)?

E Earlier attempts Have there been previous suicide attempts? What did

they involve? What happened afterwards?

S Substance use Is the person currently using substances or have they
recently relapsed?

T Trouble shooting (lack Are they able to see any alternatives or options other than
of) suicide?
E Emotions and diagnosis Assessment of emotional factors and diagnoses

commonly associated with suicide (e.g., hopelessness,
helplessness, worthlessness, loneliness, depression).

P Protective factors (lack Internal or external factors that might reduce the risk
of) of suicide (e.g., individual resilience, family/community
support).
S Stressors and life events Evaluation of current and previous stressors.

Table 33: SHORES model for assessing protective factors

Mnemonic Factor Explanation

S Skills and strategies to Emotional regulation, adaptive thinking, engaging in
cope interests or hobbies.

H Hope Hope and goals for the future, in addition to a sense of

purpose to obtain those goals.

o Objections Moral, cultural or spiritual beliefs that may protect

against suicide.

R Reasons to live and Reasons to stay alive include family or carer
Restricted means responsibilities (e.g., to a person’s children). Restricted
means refers to reducing access to methods which
might be used in suicide (e.g,, medications, poisons).
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Table 33: SHORES model for assessing protective factors (continued)

Mnemonic Factor Explanation
E Engaged care Active engagement in a therapeutic relationship.
S Support Involvement in supportive relationships, including

family, community, friends.

The risk of suicide can increase during times of significant events, stress, upheaval, or trauma. It is likely
that warning signs will be more pronounced during such times. These risk factors mightinclude [389,
545, 550]:

e Relationship break-up/significant relationship problems.
e Trauma.

* Impending legal event.

e Child custody issues.

* Past history/family history of suicide or suicide attempt, or recent suicide of friend.
* Loss of aloved one.

e Financial crisis, job loss, employment set back.

e Family conflict or breakdown.

e Chronic pain orillness.

* AOD relapse.

* AOD intoxication.

e Recentdischarge from treatment service.

e Social isolation.

Direct warning signs indicate a need for immediate assessment and intervention and, although the
presence of indirect warning signs may not indicate acute suicide risk, there is the need for follow-up
questions to determine whether suicidality is indicated. This requires a degree of judgement and skill
by the AOD worker. Careful elicitation of suicidal ideation does not increase the risk of suicide [389, 538,
539]. When in doubt, it is critically important that workers ask clients directly.

As mentioned previously, itis critical that suicide risk assessment be an ongoing process and not a one-
off event. Clients’ suicidality may change throughout treatment to reflect the changes in their AOD use,
mental health, or personal circumstances, and there is a need for AOD workers to monitor and assess for
any such changes. Whenever suicide risk is at all suspected, it is essential that AOD workers enquire as
to the presence of suicidal thoughts and/or feelings. Regular assessment of suicidality and a therapeutic
relationship in which a client feels they can talk openly will help clinicians gather the best possible
estimate of suicide risk [555].
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Protective factors

In conducting a suicide risk assessment, it is also important to consider protective factors [556].
Protective factors can be any values, beliefs, supports or reasons that a person may have for living,
Protective factors can vary, but their existence offers protection against suicide, with more stable factors
offering greater protection than fewer unstable factors [545]. For example, a person with hopeful plans for
the future, with good physical health and a stable daily routine may be less likely to attempt suicide than
an isolated, physically unwell person with no social support. It is critical to note, however, that no single
protective factoris a reliable indicator that a person is completely safe [545]. The mnemonic ‘SHORES’
(see Table 33) may be useful in assisting AOD workers remember protective factors.

Some examples of protective factors include [545]:

* Strong social connections (i.e, one or more people that a person feels comfortable confiding
in) which may be family, a partner, peers or a community a person feels part of. For this to be an
effective protective factor, the person must be willing to seek help from their social supports if
needed (i.e, their existence alone is not protection).

e Stability across multiple areas of a person’s life, such as housing, employment, daily routine,

physical health, religious or cultural values.
e Hopeful plans for the future.

e Personal skills and attributes which may offer protection against suicidal thoughts and
behaviours, such as resilience, problem solving skills, strong self-esteem, self-worth, optimism,
and empathy.

Safety plan

As described in the SAK, a safety plan is a strategy put in place between a healthcare practitioner and
client on how to manage suicidal thoughts [545]. Some strategies that might be included in a safety plan
are:

* Identifying warning signs.

* Preparing safety strategies, including identifying protective factors.

e Strategies for staying safe.

* Names and emergency contacts of supportive people, AOD workers, other key agencies involved in

treatment.

Responding to chronic suicidality

An additional challenge for AOD workers is managing and responding to chronic suicidality, which is
experienced by some clients, particularly those who have experienced complex trauma [135, 389, 557].
Chronic suicidality may vary in intensity over time, and the difficulty for clinicians is to determine when
to intervene. It is important for clinicians to be able to identify and distinguish the differences between
acute and chronic suicidality, as chronic suicidality is managed slightly differently [135, 389]. The NHMRC
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[555] suggests:

e Itcan be unhelpful, or even escalate behaviour, if chronically suicidal clients are hospitalised or
closely observed in attempts to prevent suicide.

* As quality of life improves, intensity of suicidality may lessen. As such, counselling should focus on
factors that may improve quality of life.

* Peoplewho are at immediate, acute high-risk of suicide are likely to need interventions to ensure
theirimmediate safety (e.g., short-term hospitalisation).

Strategies that might assist workers to determine whether the risk of suicide in a person with chronic
suicidality might escalate to becoming acute include [555]:

* Changes in the usual pattern or type of self-harm.

e Significant change in mental state (e.g., sustained and severe depressed mood, worsening of a
major depressive episode, severe and prolonged dissociation, appearance of psychotic states).

* Worsening of AOD use disorder.

* Presentation to health services in a highly regressed, uncommunicative, or withdrawn state.
* Recentdischarge from psychiatric facility (within last few weeks).

* Recentdischarge from psychiatric treatment due to breach of treatment contract.

* Recent adverse life events (e.g., loss or breakdown of significant relationship, legal, employment or
financial problems).

Figure 14 provides a guide to help estimate the level of risk in chronically at-risk clients. Changes to levels
of risk are indicated by changes in the pattern of risk behaviour (i.e., frequency, type, or severity).

Figure 14: Estimating the probable level of suicide risk
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HIGH LETHALITY
METHOD OF
SELF-HARM
CHRONIC
PATTERN OF NEW PATTERN
SELF-HARM OF SELF-HARM
BEHAVIOUR BEHAVIOUR
LOW-LETHALITY
METHOD OF
SELF-HARM
CHRONIC NEW
LOW-RISK EMERGING
RISK

Source: NHMRC [555], adapted from Spectrum: http://www.spectrumbpd.com.au/
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In terms of responding to the differing levels of risk presented in Figure 14 [555]:

* Ifaclientis atchronic low-risk (the bottom left-hand quadrant of Figure 14), they are at relatively

low-risk of suicide and workers should focus on factors associated with improving quality of life.

e Ifaclientatchronic low-risk begins to use more lethal methods of self-harm over a longer term,
they become at chronic high-risk of suicide (top left-hand quadrant of Figure 14). Hospitalisation
at this point will probably not be appropriate, because the chronic high-risk will likely continue
beyond the conclusion of hospital admission. Rather, clinicians should focus on improving quality

of life and assisting clients to manage issues that are driving their suicidality.

e Ifaclientwho has been chronic low-risk begins to demonstrate new symptoms or behaviours
(bottom right-hand quadrant of Figure 14), they should be closely assessed, additional risk factors
should be assessed, and clinicians should focus on improving quality of life. Hospitalisation is not

appropriate unless new behaviours suggest immediate risk of suicide.

* Ifaclientat high chronic risk of suicide begins to demonstrate new symptoms (behavioural or
mental health issues that indicate immediate risk of suicide; top right-hand quadrant of Figure
14), the person’s immediate safety should be ensured. A brief period of inpatient admission may
be indicated, followed by counselling on discharge focused on improvement of quality of life and

monitoring suicidality.

Domestic and family violence

AOD use has been associated with both the perpetration and victimisation of domestic and family
violence including physical, sexual and emotional abuse [558-563]. There has also been increasing

recognition of coercive control as a form of domestic and family violence.

Evidence suggests that up to two thirds of women attending AOD treatment have experienced violence
[564]. Although domestic and family violence is commonly characterised as males using violence
against females, this is not the only form of family violence. Other relationships can experience family
violence, including same-sex, non-spousal, and carer relationships, and can involve children [563, 565,
566].

The high prevalence of AOD clients who have experienced domestic and family violence highlights the
need for AOD workers to conduct thorough and effective assessments and respond to the problem. Key

factors that have implications for AOD workers are illustrated in Table 34.
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Table 34: Key issues in domestic and family violence and implications for AOD workers

Key factor

AOD use

Gender

Co-occurring
conditions

Significance

The relationship between AOD use and family
violence is thought to be bi-directional (i.e.,
AOD use can increase the risk of violence
and vice versa) [567-569].

In general, women and children are
victimised more than men, and men are
more likely than women to use violence in
relationships. Women are also more likely
than men to be injured through family
violence, and therefore express fear [572-
574].

Not all families with AOD and mental health
conditions have family violence, but families
with AOD and mental health conditions

and family violence are at increased risk

of experiencing other problems, such

as co-occurring psychiatric conditions,
physical health problems, housing and/

or employment problems, socioeconomic

disadvantage, and social isolation [563, 576].

Implication for AOD worker

Attempt to identify power and control
strategies employed by those using
violence, whilst supporting and
preserving the abused person’s safety
[570, 5711.

Family violence also occurs in
non-spousal, same-sex, and carer
relationships, and can involve
children [565, 566]. Risk assessment
is warranted for all clients, which
should include exposure to, and use
of, violence in relationships [563, 565,
575].

Responding to AOD and mental
health conditions needs to be broad,
comprehensive, and involve multiple
services in a cohesive, coordinated
response (see Chapter B5).

AOD workers should also have an understanding of the dynamics and complexities involved in domestic

and family violence, and the reasons why many people remain in violent relationships. These reasons

include [577, 578]:

e Fear, arising from the violent person’s threats or behaviour, that the person subjected to violence

will face further violence, increased danger, or loss of life.

e Fear of stalking or abduction.

e Isolation or rejection from family, friends, and community.

* Loss of home, income, pets, and possessions, or having a reduced standard of living.

* Negative impacts on children such as loss of school, friends, community, relationship with parent

or family.

e Grief for loss of partnership.
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* Feelings of guilt and self-blame.
e Fearof losing children or having children removed.

Additionally, some people may have difficulty recognising that they are in a violent relationship, may
have maladaptive internal beliefs about relationships, or may fear reinforcing negative racial stereotypes
[579]. Domestic violence may also be normalised within some cultures, which can make it difficult for
those involved to recognise the behaviours as abuse [577]. It is also important to recognise that many of
these internal beliefs may not fall within a person’s conscious awareness. For all of these reasons, leaving
aviolent relationship has been described as a process that takes time, rather than being a one-off event
[579].

The strategies listed in Table 35 may be helpful for AOD workers managing clients experiencing
domestic or family violence. It should be noted that clients may be reluctant to disclose issues relating
to domestic or family violence for a number of reasons, such as a desire for privacy, anxiety about the
consequences of disclosure (e.g.,, from the perpetrator or society), anxiety about the impact of disclosure
on parental custody, new services being intimidating, and lack of trust in practitioners [580]. AOD
workers should be familiar with their organisational policies and procedures relating to domestic and
family violence, with access to supervision if needed, and knowledge of appropriate referral and clinical
pathways. Further information on domestic and family violence and child protection guidelines specific

to each Australian jurisdiction can be found via state and territory websites.

Table 35: Dos and don’ts of managing a client experiencing domestic and family
violence

Do:
Be open, approachable, and trustworthy.
Take the client seriously. Tell them you believe them and emphasise that it is not their fault.

Affirm the perpetrator’s responsibility for their violence, even in the presence of AOD use. Let the

client know how much you appreciate how difficult itis to talk about.

Seek to build the client’'s confidence and empower them - it takes courage and strength to survive

violence.
Let the client dictate the pace and encourage their progress.

Listen to what the client says about what they want, and how they view their level of danger. Most
people only reveal a small amount of the abuse they have endured - only they know how much
danger they are in.

Explore options and choices, including ways of increasing the client’s safety and the safety of any

children - whether they choose to leave the situation or not.

Establish ways to maintain contact safely.
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Table 35: Dos and don’ts of managing a client experiencing domestic and family
violence (continued)

Undermine the client by making them feel inadequate for not seeking help earlier. Remember they

may have sought help earlier or may not have been able to.
Patronise or speak down to the client.
Give your own opinion, be judgemental, or decide who in the relationship is to blame.

Rush the client or tell them what they should do.

Q
Q
Q
Q
Q

Give up or display frustration if things are taking longer than you think they should. It may be
frustrating seeing the client hurt or subjected to violence, but their actions and choices are their
decision.

Adapted from the Stella Project [578], ATODA [581], and Heward-Belle et al. [570].

Safety plan

Safety planning is an essential component of assisting people who experience domestic or family
violence. As having a physical copy of a safety plan could be risky for a person experiencing violence,
a copy of the plan should be kept in the client’s files and reviewed regularly [581, 582]. The safety plan
should:

* Include emergency contact numbers.
 Identify a friend/neighbour/family member who can provide assistance.

* Identify one or more places of safety, means of getting there safely, as well as secure locations to
store valuables, emergency items, and documents.

* Identify safe ways to access finances in an emergency.

e Encourage the client to establish a distress code to be used with trusted friends/family members
that will trigger them to call emergency services.
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Key points

* People with co-occurring mental health and AOD use disorders often present to treatment with
various issues that need to be addressed during the course of treatment (e.g, physical health,
housing, employment, education and training, legal, and family issues).

e Evidence has linked coordinated care with improved treatment outcomes. Specifically, the
coordination of health responses into a cohesive approach has been found to prolong client
retention, increase treatment satisfaction, improve quality of life, and increase the use of
community-based services.

e Although coordinated care may be facilitated by a coordinator or case manager, they are not
expected to provide all of the necessary services themselves, but rather refer to, and manage
the engagement of, appropriate services.

* The principles of coordinated care can be adopted into referrals and discharge practices, with
an emphasis placed on the importance of communication, consultation, and interagency
support.

e AOD services and AOD workers should develop links with a range of local services and engage
them in clients’ treatment where appropriate.

* Discharge planning in close consultation with the client is integral to the treatment process.

There has been increased recognition of the need for a holistic approach to health care, which is better
able to incorporate services that reflect a person’s need for housing, employment, education, training,
community, justice, and other support services in the delivery of appropriate mental health care [583,
584]. As described in Chapter Bl and Chapter B3, people with co-occurring mental health and AOD use

disorders often present to treatment with numerous additional issues that need to be addressed during
the course of treatment, including physical health, housing, employment, education and training, legal,
and family issues. These issues can often be interrelated, such as difficulty obtaining employment due
to a lack of secure housing and/or childcare [585]. It can be extremely difficult for a person to maintain
progress in relation to their mental health or AOD use if they do not know where they are going to live, or
how they are going to feed themselves or their family. Therefore, addressing these fundamental issues as
part of treatment is essential, and is also in line with the approach of ‘treating the person, not the iliness’
[9, 389, 586].

Engaging with other services is best thought of as a consultative process. GPs are of particular
importance as, in many cases, they have a prior relationship with the client, and they are often the client's
only consistent form of contact with the health care system. Most importantly, consultation with other
services should be based on the most essential and desired needs of the client. Although some clients
may benefit from treatment by mental health professionals, they may not be ready for such treatment,

and it should not be forced at the risk of alienating them (unless they pose a risk to themselves or
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others). MI (discussed in Appendix E) can help clients gain willingness to receive treatment, but others
may not be ready even after such attempts are made. Each client is different and will manage their
situation differently - the key is to support and guide clients and facilitate treatment and access to
services as required.

Peer workers also play an important role in supporting clients with AOD and mental health conditions.
Peer support can facilitate program engagement, and the delivery of programs by peers has been

found to enhance treatment outcomes [587]. Data from qualitative interviews conducted among

people attending treatment for their co-occurring disorders also suggests that peer support provides
opportunities for community integration, aids in building social confidence, provides a safe space,
improves feelings of being accepted, and helps people to not feel alone [124,125, 588]. Figure 15 illustrates

some of the services that may need to be incorporated into a coordinated approach to clinical care.

Figure 15: Services that AOD workers may need to engage in client care
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Coordinated care increases the likelihood that clients will receive specialised assistance where it

is needed and facilitates client engagement in treatment. There is evidence to suggest that care
coordination is effective in increasing treatment engagement and retention, increasing treatment
satisfaction, improving quality of life, increasing the use of community-based services, and decreasing
the cost of healthcare [589-595]. Treatment retention has been consistently associated with better
treatment outcomes among people with AOD use disorders [594, 596-598].

Evidence suggests that clients place a high degree of importance on interagency cooperation in terms
of coordinated care and case management, with higher levels of service integration associated with
clients reporting that their needs have been better met [599]. Clients have described the optimal service
as one that delivers a coordinated, holistic approach, where staff are aware of the needs of clients and
are proactive in following them up, and work with other services to deliver seamless care [599]. Superior
treatment outcomes have similarly been associated with coordinated care when there is frequent in-
person contact, close interaction between primary care providers and case managers, and culturally
responsive practices [600, 601]. Conversely, a lack of coordinated care and service integration can have a
negative impact on clients. Distress may arise from the need for clients to continuously retell upsetting
stories or rehash details to multiple service providers. Confusion may also result from having a number

of different health care workers involved in the care of one person without coordination [599].

Despite the need for integrated service approaches to respond to complex problems, the practical
implementation may not be so straight-forward. The primary challenge may lie in structural barriers,
service silos, and older models of mental health support, which prevent the effective provision of holistic
care [602]. In turn, many people with mental health conditions experience a lack of coordinated care, or

service integration, and consequently fall ‘between the gaps’ [102, 602].

What is coordinated care?

Innovative models of health care are not only focused on providing physical or mental health care,

but seek to incorporate services that are reflective of a person’s broader needs (e.g., employment,
housing, education, training, community, and justice health services) [603-605]. The actual definition

of coordinated care can vary between services, and can include case management, collaborative care,
shared care, team coordination, and multidisciplinary care. In practice, coordinated care should involve
the coordinated delivery of individual services across multiple sectors, which is perceived as a seamless
service system by clients, and results in overall improved client outcomes [102, 599, 602, 605, 606].
Despite differences in terminologies, the core elements remain the same. Figure 16 illustrates the core

elements of care coordination.

Although coordinated care is facilitated by an identified coordinator or case manager, they are not
expected to provide all of the necessary services themselves, but rather refer to, and manage the
engagement of, appropriate services [389]. The challenge for a holistic health care approach to co-
occurring conditions is in the active engagement of multiple services and service providers, with a
mixture of professional and non-professional support [605, 607]. AOD workers in particular are in primary
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positions to coordinate care and incorporate the many services that reflect the particular needs of
clients, to deliver the best quality mental health services. Box 13 illustrates the continuation of case
study K, following Con’s story after one of his mental health workers suspected Con was hearing voices.

Figure 16: Core elements of coordinated care
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Adapted from McDonald et al. [608], Ehrlich et al. [609], Brown et al. [610], and NSW Mental Health Coordinating Council [611].
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Box 13: Case study K: Managing co-occurring physical, mental, and AOD use disorders:
Con’s story continued

Case study K: Con’s story continued

It was apparent to the mental health outreach workers that Con was experiencing a relapse of symptoms
of psychosis, and Con was readmitted to an inpatient mental health unit. During Con’s admission, the
social worker assigned to him applied for a National Disability Insurance Scheme (NDIS) package to
provide Con with an increased level of support to assist with maintaining his living in the community.
The increase in support provided enough for a cleaner and support worker who visited Con every day

and took him to his medical appointments, all of which was overseen by a care coordinator. With the
additional support, Con was able to reduce his drinking and keep his house clean. Con’s support team
were also able to ensure his nutritional needs were being met and provided additional social contact

by taking him to and from the shops. Con’s community mental health team continued to visit him and

manage his psychotic disorder.

Key points:

* Thereis a need for AOD workers to place more emphasis on physical health as a

priority (bearing in mind the years of life lost in this population).

* Once the health needs of clients are recognised, holistic health care interventions
such as physical activity, smoking cessation, healthy eating, and healthy sleep
patterns can follow. The importance of adherence with physical health medications
(e.g., blood pressure and diabetes medications) should also be emphasised.

* Many clients may require more assertive follow-up, including long-term practical
support (e.g.,, phone or text reminders, or someone to accompany the client to

appointments).

e Communication between AOD workers, mental health services, and GPs is essential.

Barriers to effective coordinated care

Despite the need for holistic approaches to complex problems, there are several practical barriers that
prevent effective care coordination between services. These include structural barriers, geographic
barriers (e.g., working with rural/remote services), difficulty reconciling treatment approaches between
services, lack of clear communication, and competition between traditionally separate services, all of
which make collaboration difficult [612, 613]. Moreover, both primary care providers and insurers currently
identify the lack of a viable financial model as one of the major barriers to widespread coordinated care
[614].
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With coordinated approaches requiring the involvement of services and service providers in working
partnerships, there is the potential for a lack of clarity regarding roles and responsibilities of different
stakeholders [615, 616], making communication between services even more important. Further, the
nature of competitive tendering arrangements between services to determine government funding, and
focus on occupied bed days, creates tension and competition between agencies who must work together
to provide collaborative health care [605]. For some services, this working environment may foster
creativity; others may find their collaborative efforts stifled, and the associated difficulties overwhelming
[605].

An additional barrier that may prevent effective collaboration between services is the lack of an existing
model to follow [617]. Some common principles that can be incorporated into care coordination include
[389, 600, 607,618, 619]:

e Cross-disciplinary training and involvement of external service providers in case review meetings.
e Effective communication between services and service providers.

e Culturally responsive practices.

e Clearroles and accountability within and across services and service providers.

e Shared respect for the client and their health needs, and a common work culture that incorporates
collaboration as a key aim.

* Routine evaluation of client care outcomes, including adherence.

* Centralised access to care, including designating a single point of contact to coordinate care for
clients. If a single point of contact is not possible, clear communication with the client about who
to contact for varying aspects of their care.

* Recognition that co-location alone does not result in effective service coordination or increase

communication.

* Recognition of barriers to referral pathways, which include staff turnover, client confidentiality,
and competition between services and service providers, which in turn requires dedication and

commitment to overcome.

Stigma and discrimination

Stigma and discrimination can be barriers to coordinated care. Stigma is usually based on stereotypes,
assumptions or misconceptions, that discriminate, disparage, or devalue a person or a group of people
[620, 621]. Stigma and discrimination are particularly evident in relation to both mental health and AOD
use and can result in people being excluded from or denied health services [622]. Some people view those
with AOD use conditions as being personally responsible for their problems and therefore less deserving
of sympathy and treatment. Although some headway has been made in relation to societal attitudes
toward other mental health conditions, some people continue to view people with AOD use disorders as
immoral [623-626]; or potentially dangerous, violent, or manipulative [627, 628].
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There is evidence that stigma and discrimination are commonly experienced across healthcare settings
by people with co-occurring AOD and mental health conditions and are significant barriers to people
accessing health services [622, 624]. Those who have experienced stigma or discrimination, or perceive
that stigma exists, are less likely to access treatment services or seek help [624]. Unfortunately, these

negative experiences can deter or delay future help-seeking [629].

Stigma and the attitudes of some providers can also impact the quality of healthcare provided,
particularly among clinicians who believe people with co-occurring conditions are responsible for their
own problems and are therefore less deserving of treatment than other people. For example, a person
experiencing co-occurring conditions in need of a liver transplant may be perceived as less deserving
than a person without co-occurring conditions [630]. These biases may also impact upon clinicians’
interactions with clients, insofar as clinicians with these attitudes may be more likely to patronise, scold
or blame clients, provide opinion-based (as opposed to evidence-based) advice and care [631], or deny
treatment altogether [624, 632].

Lack of practitioner knowledge, discriminatory workplace policies, practices, and structures may also
intentionally or unintentionally deter people from seeking help [632, 633]. For example, workplace
cultures that normalise stigmatising language or behaviours can impact whether clients are treated with
dignity and respect [634].

As described in Chapter A3, Chapter B3 and Chapter B4, the language used when working with co-

occurring conditions is vitally important; equally important is the use of respectful, person-centred,
non-judgemental language when discussing clients with other healthcare providers, family members,
or members of the public. Useful language guides developed by NADA and NUAA, in collaboration with
people with lived experience, provide suggestions for non-stigmatising language, and examples of how
such language can be utilised in clinical practice. More information about the Language Matters resource

is available via NADA: https://nada.org.au/resources/language-matters/. There is preliminary evidence

for organisational interventions aimed at reducing stigma among service providers [635, 636], which
should include the identification of structural factors within workplaces and organisations that may
contribute to the perpetuation of stigma, and consultation with the workforce [634, 637, 638].

Referrals

Some circumstances may necessitate the consideration of referring a client to other clinicians or
services. This may be to obtain additional services, or because the clinician feels that the client requires
responses that are beyond their own level of skills and expertise [389]. As mentioned in Chapter A3, it
is vital that AOD workers can appreciate their level of expertise and training but also have the ability

to recognise their own limits and work within their own capacity. Referring a client to a more suitable
clinician is an ethical practice that ensures appropriate treatment needs will be met, and requesting

supervisor support can be useful in this process [389].

Referrals can involve transferring a client temporarily, permanently, or sharing client care [389].
Whenever possible, clients should be retained in AOD treatment whilst accessing other services, rather
than excluded from AOD services and referred to others. For example, a client entering residential
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rehabilitation who has been identified as having a bipolar disorder may be retained in AOD treatment, but
it may be useful to obtain an appointment with a psychiatrist who can undertake an assessment, provide
a diagnosis, and prescribe medications; the client's condition can then be managed while they are in the
residential service. Increasingly, a number of employment, welfare, and medical services are providing
consultation times within AOD services to facilitate client access to these services.

In some cases, however, it may be necessary to refer clients to external services. For example, in cases
of acute psychosis and suicidality, it may be necessary to contact the local mental health crisis
assessment and treatment service to come and assess the client for admission to appropriate mental
health services. AOD workers should be aware that, in instances where the client needs to leave the
AOD treatment setting to have more immediate needs met prior to addressing their AOD use (e.g., acute
mental health or medical issues), their relationship with the client should not cease. The client will still
require AOD treatment after these issues have been addressed and it is important to follow-up with the

client and referral agency regarding the provision of this treatment.

One of the biggest risks in the referral of clients to external services is the potential for clients to “fall
through the gaps’ and disappear from treatment altogether. People with co-occurring conditions in
particular often have difficulty navigating their way through the available services, and many are lost
during the referral process [389]. The act of trying to navigate the health care system has been likened

to a roundabout with many points of entry and many options regarding the direction to be taken [85].
Therefore, it is crucial that the referral process focuses on linking the client with services as smoothly as
possible. This process may be assisted by the development of formal links between services regarding

consultation, referral pathways, and collaboration, such as a memorandum of understanding.

Where referral is non-urgent (e.g., not requiring urgent medical or psychiatric attention), the referral
process may be passive, facilitated, or active (see Table 36). In the case of clients with co-occurring
conditions, active referral is recommended over passive or facilitated referral. Active and timely referrals
have been associated with improved AOD and mental health outcomes [639, 640], whereas passive

referrals are considered to be one of the reasons for low engagement in continuing care [641].

When referring a client to an outside service, it is crucial that AOD workers consult with the referral
agency to determine whether the client kept the appointment, whether assistance was provided and
what progress was made. This process of assertive follow-up is particularly crucial in cases where the
referral is related to a high-risk situation (e.g., suicidal intent). With clients’ permission, families and
carers should be involved in the referral process wherever possible, as they will often need to facilitate
clients’ access to other services. Families and carers should also be informed of services available to

them in the form of advocacy and support groups (e.g., Family Drug Support, SMART Family and Friends).

Table 36: Referral processes

Passive referral

Passive referral occurs when the client is given the details of the referral agency in order to make their

own appointment. This method is almost never suitable for clients with co-occurring conditions.
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Table 36: Referral processes (continued)

Facilitated referral

Facilitated referral occurs when the client is helped to access the other service; for example, with the

client's permission, the worker makes an appointment with the other service on their behalf.

Active referral

Active referral occurs when the worker telephones the other agency in the presence of the client and an

appointment is made. The worker, with the client’'s consent, provides information that has been collected
about the client with their professional assessment of the client’s needs. Such referral is necessary when
clients are unmotivated, unlikely, or unable to do so themselves. This method of referral is recommended

for clients with co-occurring conditions.

Adapted from Clemens et al. [642] and Rastegar [643].

Communicating with other services

Good communication and sharing information between all health professionals involved in the care of
people with co-occurring conditions is essential to adequate care. Ensure that:

* You obtain the client's consent before sharing any information.
* Theclientis kept informed during this process.

* Confidentiality is maintained (e.g. obtain client’'s written permission for release of case notes and
avoid faxing confidential information).

When consulting with or referring clients to other services, assessment reports are often requested
by those services. When writing an assessment report for an external party, the following should be
considered [389]:

* Include only relevant and important information, including reasons for referral.
* Writein a clear, simple, and objective writing style.

* Include mental state examination report if necessary.

* Beconcise.

e Always cite the source of the information. For example, ‘Andrew stated that..; Andrew’s parents
revealed that..

e Consider all sources of information in your conclusions.

e Avoid jargon.

* Eliminate any ambiguous, biased, or judgemental wording.
* Mark all reports ‘STRICTLY CONFIDENTIAL".

* Avoid faxing confidential information.
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A pro forma which may be useful in the referral process is included in Appendix BB.

In an attempt to increase communication, teamwork, and safety, a model of standardised
communication has been introduced in various healthcare settings, modelled on aviation approaches
to standardised safety processes [644]. The model, ISBAR, is a standardised cross-professional tool

for enhancing communication, organised in a clear and concise format (see Figure 17) [645]. Although
commonly used in clinical handover, ISBAR may also be useful in referral and discharge, with clinicians
communicating with other services and agencies about client care.

Figure 17: ISBAR model of effective commmunication

ISBAR

DENTIFY I AM [NAME]... | WORK AT [PLACE] AS A [ROLE]...

ITUATION I HAVE A CLIENT WHO IS... WITH... AND...

ACKGROUND THE CLINICAL BACKGROUND/CONTEXT IS...

SSESSMENT I THINK THE PROBLEM MIGHT BE... THE CLIENT IS AT RISK OF...

ECOMMENDATION WHAT IS RECOMMENDED? RISKS ARE... PERSON RESPONSIBLE IS...

Adapted from Scotten et al. [646] and SA Health [647].
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South Australia Health has developed an ISBAR toolkit to assist with the safe transfer of client
information in handover and discharge. They recommend that ISBAR be adapted for use to fit within
each clinical practice and is an opportunity for different health care teams to determine which client
information is always handed over and discussed as routine practice [647].

Some examples of how to modify ISBAR to your clinical practice include [647]:
e ldentify: Include client’'s medical record number if available, their full name and date of birth.

e Situation: What was the reason for the client’s initial presentation? What is their diagnosis? Are

they on current pharmacotherapy? What other treatments have they had, and when?

e Background: Include relevant previous history (e.g., homeless, unemployed, living with abusive ex-
partner).

* Assessment: When was their last clinical assessment/investigation? What do you think they may
be at risk for?

* Recommendation: Actions required after handover/discharge.

The NSW Ministry of Health have made ISBAR a mandatory component of referring patients to hospital
drug and alcohol clinical liaison services [648, 649].

Communicating with the client about referral

Referral to other services should involve the client’'s informed consent, and openness regarding the
reasons for referral. To assist the client in attending a referral appointment, it can be useful to discuss

issues such as:
* Name, phone number, and address of the referral service.
e Directions and transportation to and from the service appointment.

*  What the client can expect upon arrival at the service, along with the nature, purpose, and value of

the referral.
* Written material about the service (if available).
* A method of contacting the AOD worker.
* Anyother concerns the client has about the referral.

Continue to provide support to the client until an appointment with the new clinician or agency has been
arranged. If the client expresses reservations about working with a new clinician or agency, it may be
useful to treat the client in collaboration with the new clinician for a period of time, where appropriate
[389].
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Discharge planning

Itis important to prepare clients ahead of time for the cessation of treatment. This is known as the
process of discharge planning and is focused on equipping the client with the skills and contacts to
continue the positive progress of treatment and avoid relapse. Clients being discharged from residential
AOD services in particular can struggle to find housing, employment, and engage with outpatient
services [650]. It is important to involve clients in their discharge planning and make them fully aware of
their options [234]. While it may be useful to arrange or plan follow-up consultations to monitor how well
the clientis maintaining the progress made during therapy, a client has the right to refuse further follow-
up; if this situation occurs, note the refusal in the client's record and avoid judgemental reactions [234].

Attempt to link the client with further treatment or support and provide emergency assistance numbers.
Communicate with relevant service providers where necessary as outlined above. As with all other steps
in the treatment process, the discharge plan should be documented in the client’s record. Research

has indicated that the increasing number of health workers involved in managing complex clients
creates challenges for maintaining effective communication between all involved [651]. The likelihood

of an adverse event is increased when clients are frequently handed over, transferred or discharged,
making the importance of effective communication and accurate case notes even more vital [652, 653].
Challenges for busy health care staff include [654, 655]:

* Multitasking.

e Shiftchanges.

* Gaps ininformation transfer.

e Interruptions.

* Previous handover lacks detail or is inconsistent.

Itis also important to consider such aspects as stability of accommodation and social support when
planning for discharge and, with the client’s consent, to involve family and carers as they will play

an important role in maintaining treatment outcomes [389, 656, 657]. It is useful to discuss relapse
prevention and other strategies (e.g,, problem solving, goal setting, and relaxation) with the client
during discharge planning and provide the client with skills to manage high-risk situations, lapses
and symptoms of mental health conditions that may occur. Chapter B6 provides useful information
regarding relapse prevention, support and self-help groups, and other management techniques that
clients may benefit from. Appendix BB and Appendix CC provide useful CBT and anxiety management

strategies.
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B6: Approaches to co-occurring
conditions

Key points

Four models of care have been identified in the treatment of co-occurring conditions:
sequential treatment, parallel treatment, integrated treatment, and stepped care.

Integrated treatment presents a number of advantages over other treatment approaches;
however, there is limited evidence to suggest that any one model is better than another.

Both psychological and pharmacological interventions have been found to have some benefit
in the treatment of many co-occurring conditions.

When pharmacotherapy is used, this should be accompanied by supportive psychosocial
interventions.

This chapter aims to provide AOD workers with an overview of models of care and approaches that are
commonly used in the treatment of both AOD and mental health disorders. In Chapter B7, we discuss
the evidence regarding the efficacy of these approaches in relation to the management and treatment of
specific co-occurring mental disorders.

Models of care

Prior to discussing specific treatment options, mention needs to be made of the various models that
have been proposed to treat co-occurring conditions. Four approaches have been suggested (see Table
37):

e Sequential treatment.
e Parallel treatment.

* Integrated treatment.
e Stepped care.

There has been much discussion of models of care for clients with co-occurring conditions, but very little
research is available to determine which models may be better suited for which conditions. AOD workers

may need to make pragmatic decisions as to which model is most appropriate for individual clients.

It should be noted that there are several ways in which the term ‘integrated’ is used with regard to

AOD and mental health. In these Guidelines, we use the term ‘integrated treatment’ to refer to the
simultaneous treatment of a person’s AOD use and mental health by a single provider or service, which
is distinct from the concept of ‘integrated services’ (combining different services such as mental health
and AOD) and ‘integrated systems’ (combining service policies, funding, budgets or administrations)
[111]. The idea of integrated treatment for two disorders has considerable intuitive appeal and presents
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a number of advantages over other treatment approaches. Integrated treatment by a single provider or
service helps to ensure that there is a single point of contact (the client does not fall through the gaps”),
there are common objectives, treatment is internally consistent, the relationship between AOD use and
mental health conditions may be explored, and communication problems between agencies do not

interfere with treatment [658].

While applying an integrated approach to the treatment of co-occurring conditions is appealing, there
has been very little research undertaken directly comparing this approach to parallel or sequential
models [659, 660]. Many studies examining the efficacy of integrated treatments compare them to
‘treatment as usual’ or other forms of treatment for either the AOD use or the mental health condition
alone. Although the findings from these studies are promising, these designs cannot establish the
efficacy of integrated treatment relative to parallel or sequential treatment [659, 661-669]. Similarly, while
there is intuitive appeal to applying a stepped-care approach to co-occurring conditions, few studies
have examined stepped-care interventions for co-occurring conditions and these approaches have not
been compared to other models. More research is needed to guide treatment approaches in this space.

Table 37: Models of care for co-occurring AOD and mental health conditions

Sequential treatment

The client is treated for one condition first which is followed by treatment for the other condition. With
this model, the AOD use is typically addressed first then the mental health problem, but in some cases, it

may be whichever disorder is considered to be primary (i.e, which came first).
Parallel treatment

Both the client’'s AOD use and mental health condition are treated simultaneously but the treatments
are provided independent of each other. Treatment for AOD use is provided by one treatment provider or

service, while the mental health condition is treated by another provider or service.

Integrated treatment

Both the client’'s AOD use and mental health condition are treated simultaneously by the same treatment
provider or service. This approach allows for the exploration of the relationship between the person’s AOD

use and their mental health condition.

Stepped care

Stepped care means the flexible matching of treatment intensity with case severity. The least intensive
and expensive treatment is initially used and a more intensive or different form of treatment is offered
only when the less intensive form has been insufficient. Of note, stepped care models can include

sequential, parallel, and/or integrated treatment approaches.
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Approaches to co-occurring conditions

This section provides a brief introduction to different approaches to the treatment of co-occurring

AOD use and mental disorders. It does not attempt to provide detailed information relating to the
implementation of these approaches, but rather, an overview of the options available. Where appropriate,
readers are referred to existing literature and resources for more detail about the use of particular
interventions.

AOD workers are likely familiar with traditional psychological and pharmacological approaches to

the treatment of co-occurring conditions. Other approaches include ECT, self-help groups, e-health
interventions, physical activity, and complementary and alternative therapies. It is essential to consider
the whole person and accept that one approach is not necessarily going to work for all clients. Different
clients present with unique biological, psychological, and sociodemographic backgrounds and itis
important to take these factors into consideration when deciding on an approach, or combination of
approaches, with the client.

Psychological approaches

There are a number of psychological treatment approaches that are commonly used in the treatment
of many mental disorders [102]. These approaches have predominantly been delivered face-to-face, but
delivery via telehealth (e.g., telephone or videoconferencing) has expanded considerably in response to
the COVID-19 pandemic. Psychological approaches include:

* Acceptance and commitment therapy (ACT).
* Behavioural activation.

e Cognitive behavioural therapy (CBT).

* Contingency management.

e Dialectical behavioural therapy (DBT).

e Exposure therapy.

* Mindfulness training.

* Motivational interviewing (M).

* Psychosocial group therapy.

* Relapse prevention.

Many AOD workers would be familiar with these approaches as they are also used in the treatment of AOD
use disorders. In some cases, it may be necessary for a substantial reduction in AOD use and withdrawal
symptoms to occur before more intensive psychotherapies can be effective. Some clients may be more
able to respond to cognitive interventions if they are taking pharmacotherapies for their AOD use which
free them from distracting cravings and physiological withdrawal symptoms (e.g., acamprosate or
naltrexone for alcohol use disorders).



B6: Approaches to co-occurring conditions

Acceptance and commitment therapy (ACT)

ACT is a behavioural approach, which has been referred to as one of the ‘new wave’ or ‘third generation’
cognitive behavioural therapies [670]. ACT applies six core processes (acceptance, cognitive defusion,
being present, self as context, values, and committed action) to develop psychological flexibility - that
is, the ability to remain in the present moment; be mindful of experiences, thoughts, emotions and
sensations; and consciously behave in ways that align with chosen values [671]. Using mindfulness
techniques, ACT is focused on addressing the reluctance to feel negative experiences, thoughts,
emotions, and sensations, and accepting negative thoughts and feelings rather than striving to
change or eradicate them. Strategies such as cognitive defusion ultimately help clients commit to and
pursue their goals by encouraging clients to adopt a more non-judgemental and mindful approach to
themselves and their surroundings [670].

ACT has been shown to be effective at reducing the quantity and frequency of AOD use [672-674], as

well as associated stigma and shame [675]. It has been found to reduce psychiatric symptoms among
people with single disorder anxiety [676, 677], OCD [678], depression [677, 679, 680], psychosis [681, 682],
ADHD [683], and PTSD [684, 685]. Although evidence for ACT among people with co-occurring disorders is
limited, ACT has been shown to improve abstinence among people with co-occurring affective disorders
and AOD use [686], improve PTSD symptoms, and reduce frequency and quantity of AOD use among
people with co-occurring PTSD and AOD use [687]. It has also been successfully adapted into e-health
interventions [676, 679].

Behavioural activation

Originally developed in the 1970s, behavioural activation is a manualised approach based entirely on
behavioural strategies [688]. Behavioural activation aims to improve mood and resilience by enabling a
person to focus on their core values and increase engagement in activities that align with those values
[689]. The therapy is based on the notion that problems in the lives of vulnerable people reduce their
ability to experience positive reward from their environments, leading to symptoms and behaviours
characteristic of depression. Behavioural activation aims to activate clients in specific ways that will
increase rewarding experiences in their lives. It also focuses on processes that reduce activation, such as

escape and avoidance behaviours including AOD use.

Behavioural activation has been shown to be effective at reducing the quantity and frequency of AOD

use as well as depressive symptoms, among people with co-occurring depression and AOD use [690];
effective at improving abstinence from AOD use among those with single disorder AOD use [691, 692], and
as effective as CBT [693] and antidepressants [694] at treating depressive symptoms among those with
depression as a single disorder.

Cognitive behavioural therapy (CBT)

CBT emphasises the important role of thinking in how we feel and how we behave. CBT aims to identify
and modify maladaptive thought processes and behaviours through cognitive restructuring and
behavioural techniques to achieve change. There is considerable evidence supporting the use of CBT for
the treatment of depressive, anxiety, and AOD use disorders [695-697] delivered in a variety of formats
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(e.g., in-person, multimedia, online) [696, 698]. Appendix BB describes a number of CBT techniques that
may be used in the management and treatment of mental health and AOD use conditions, including
cognitive restructuring, pleasure and mastery events scheduling, goal setting, and problem solving. A
more detailed discussion of CBT may also be found in Baker and colleagues [699] and Graham [700]. A
number of the interventions designed for specific co-occurring disorders, such as Seeking Safety (for PTSD
and substance use [701,702]) and Dual Focus Schema Therapy (for personality disorders and AOD use [703,
704]), are in part based on these CBT techniques. Interventions for specific co-occurring conditions are
discussed in more detail in Chapter B7.

Contingency management

Contingency management may be used as part of a treatment approach for people with AOD use
disorders, that involves rewarding or reinforcing desired behaviour in the clientin a supportive manner
[705]. Examples are providing vouchers for negative urine samples, for treatment attendance, or for
medication adherence. There is evidence that contingency management techniques can be used
successfully to facilitate AOD treatment goals, such as reduced use or abstinence [706-709]. Studies have
also found contingency management to be effective in promoting abstinence from cannabis among
people with co-occurring psychosis [710, 711]; cocaine and opiates among buprenorphine-maintained
clients with co-occurring major depression [712]; cocaine among homeless clients [713]; as well as
reducing substance use [714], and substance use and psychiatric symptoms, among people using

stimulants with serious mental illness [715].

Dialectical behavioural therapy (DBT)

DBT combines behaviour-change strategies from CBT and acceptance strategies from Zen philosophy
into an approach that focuses on client validation and behavioural change [716, 717]. Originally developed
for the treatment of adults with BPD who were also chronically suicidal, DBT has become the ‘gold
standard’ evidence-based treatment for both BPD and suicidality [716, 718, 719]. The primary principles
underpinning DBT are increasing interrelatedness, synthesising acceptance and change, and teaching
coping skills to deal with change [720]. Strategies to address changes in behaviour consist of behavioural
analyses, skills training, contingency management, cognitive restructuring, and exposure-based
strategies to reduce avoidance. Acceptance strategies include mindfulness and validation. A strong
therapeutic alliance and improvements in emotion regulation skills appear to be particularly important
for positive treatment outcomes [721,722]. DBT has been found to be efficacious in treating personality
disorders (including those co-occurring with AOD use) [723, 724], AOD use disorders (including those co-
occurring with personality disorders) [723, 725], and there is emerging research supporting its use for ED
that are co-occurring with AOD use disorders [726, 727] (see Chapter B7).

Exposure therapy

Exposure therapy involves repeated, prolonged, and systematic confrontation with certain objects or
situations that trigger anxiety or fear responses, and learning to tolerate the anxiety associated with
these triggers without engaging in avoidance or safety behaviours (i.e,, behaviours which reduce the
anxiety) [728,729]. The triggers that induce anxiety can be objects (e.g., food), situations (e.g., open
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spaces), cognitive (e.g., memories, intrusive thoughts), or physiological (e.g, dizziness) [730]. The nature
of the exposure therapy can be in vivo (e.g., physically touching a light switch), in the imagination (e.g,,
confronting images of loved ones dying), or recalled (e.g., details of a specific memory). In cases where in
vivo is not possible or feasible, due to either a lack of access to the situations associated with anxiety or
safety concerns, exposure via virtual reality may be used [729].

There are different types of exposure therapy which have been tailored for the treatment of specific
disorders, such as exposure response therapy (ERP) for OCD and prolonged exposure (PE) for PTSD [729].
Regardless of the type of exposure therapy, this technique concurrently weakens the association between
triggers and anxiety arousal, and avoidance or safety behaviours and anxiety reduction (i.e., exposure
therapy seeks to weaken the idea that anxiety will only reduce once avoidance or safety behaviours are
performed [731-733]). Exposure therapy aims to help people tolerate the distress associated with triggers
without engaging in avoidance or safety behaviours (e.g,, AOD use; repetitive behaviours), and provides
corrective feedback to challenge the fear response [730-732]. Common elements of exposure therapies
include psychoeducation, building a stimulus or fear hierarchy (i.e., rating anxiety-provoking stimuli
based on the amount of anxiety generated), and using this hierarchy to guide treatment intensity [730,
732].

Exposure therapy can be used to successfully treat OCD [731, 734], ED [735, 736], anxiety disorders
(including those co-occurring with AOD use [737,738]), and PTSD (including those co-occurring with

AOD use [739-741]). Exposure therapy has also been used successfully to reduce relapse and cravings
among people with alcohol dependence [742,743], and reduce cravings among people who use cannabis
[744], methamphetamines [745], and opiates [746]; however, this evidence is mixed and often limited

by methodological factors (e.g. lack of active control groups [742, 743]). Clinicians wishing to deliver
exposure therapies require specialised training before implementing.

Mindfulness training

Clients with AOD use disorders often have thoughts about using or cravings to use. These thoughts

are often automatic and tend to escalate when the client becomes aware of them. Similarly, clients

who experience depression or anxiety may find that these negative or anxiety-provoking thoughts
automatically occur and give rise to further negative or anxiety-provoking thoughts. For clients with co-
occurring conditions, this automatic thinking may result in a cycle of negative thoughts and cravings to

use.

Mindfulness is a meditative technique that encourages the person to pay attention in the present
moment, without judgement, rather than allowing the mind to wander automatically (often to negative
thinking) [747, 748]. Regular practice of mindfulness allows a person to develop the capacity to interrupt
automatic thought patterns, and be accepting, open, and curious of that experience [749]. Although
mindfulness can be a useful practice for everyone, it can be particularly helpful for people with co-
occurring AOD and mental disorders by assisting with the development of greater awareness of
automatic thinking patterns which can often maintain the mental-health-AOD-use cycle [109, 750]. In
general, mindfulness practices involve deliberately focusing on the physical sensations associated with

routine activities that are carried out automatically (e.g., walking, eating, and breathing). Mindfulness-
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based stress reduction and mindfulness-based cognitive therapy are two specific group therapies based
on mindfulness techniques [751]. For a more detailed discussion of mindfulness, readers are referred to

Ostafin and colleagues [748].

There is evidence of the efficacy of mindfulness for assisting with relapse prevention in AOD use [752],
as well as reducing cravings, AOD-related problems, the quantity and frequency of AOD use [753], and
avoidance-based coping strategies among people with AOD use disorders [754]. There is also evidence of

the efficacy of mindfulness in the treatment of mental disorders [755, 756].

Motivational interviewing (Ml)

MI for AOD use disorders involves a non-judgemental collaborative discussion, which explores specific
medical, social, interpersonal, or psychiatric effects that AOD use has had on the client’s life. Just as
clients may be resistant to the idea of changing their AOD use, they may also be resistant to the notion of
addressing their co-occurring mental disorder (see Chapter B3 for a discussion of readiness to change).
Ml may be used to increase the client's motivation in this regard [757]. Ml is a directive client-centred
counselling process that assumes equity in the client-AOD worker relationship and emphasises a client’s
right to define their problems and choose their own solutions. It is, in this sense, a counselling style (as
opposed to a set of techniques) based on collaboration rather than confrontation, evocation rather than
education, and autonomy instead of authority [757-759], that aims to increase a person’s motivation and
commitment to change [758, 759].

The strategy involves a non-confrontational conversation seeking out the ambivalence in the client's
attitudes that can be used as encouragement for them to think about further change. For example, a
client may say they are not really interested in dealing with their social anxiety but agree that it is a
problem. Probing around this ‘problem’ and exploring ambivalence may lead to the client contemplating
further ways to address the problem. The strategy is to use available openings to help the client advance
towards a decision to make changes that will benefit their mental health. There is considerable evidence
supporting the use of Ml for treating mental and AOD use disorders [760-763]. Examples of Ml strategies
and techniques are provided in Appendix E, along with a number of useful resources for M.

Psychosocial group therapy

Psychosocial groups within the AOD treatment setting are also much appreciated by clients with co-
occurring conditions [764]. Evidence suggests that clients who attend groups consistently and for a
longer time period (e.g., for a year) achieve the best results, although positive outcomes can nonetheless
be achieved by attending shorter-term groups [765, 766]. Similarly, incorporating creative elements into
group interventions, with multiple activities conducted within shorter group sessions, appear to improve
treatment outcomes among people with mental health conditions [767]. It is important that such groups
are facilitated in such a way as to avoid confrontation. Sustained emotional distress can worsen a
number of mental health conditions and a confrontational treatment approach may be harmful to clients
with co-occurring conditions [162, 768]. It is important to assess whether the client experiences social
anxiety or impairments in social judgement and social skills, as they may appear and feel awkward

in group settings [769, 770]. Readers are referred to Mueser and colleagues [770] for a more detailed

discussion on the use of group interventions for co-occurring disorders.
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Relapse prevention

Clients with both mental health conditions and AOD use disorders can potentially experience a relapse
of either condition, which is likely to worsen the symptoms of the other. Even after full remission, clients
with co-occurring conditions are vulnerable to relapse due to various risk factors, including exacerbation
of mental health symptoms, a lack of social support, social pressures within neighbourhoods or AOD-
using networks, a lack of meaningful activity, or a lack of treatments for co-occurring mental and AOD
use disorders [771]. As such, the goal of relapse prevention is to enable clients to recognise the factors

which increase their own risk of relapse, and intervene at earlier points in this process [102].

Relapse prevention strategies that are already used in AOD treatment can also be used to reduce risk of
relapse of the mental health condition. For example, relapse prevention for AOD use has been shown to be
effective in reducing PTSD symptom severity [772], and the quantity, frequency, and severity of AOD use
among people with co-occurring PTSD and AOD use [772, 773]. Some simple strategies that can be useful
in helping a client reduce the risk of relapse include [102, 774-777]:

e Discuss and normalise the issue of relapse in therapy - this helps the client prepare and self-

monitor.

* Enhance the client's commitment to change - regularly review costs of use and benefits of change

in order to strengthen commitment.

* Explain that lapses are a temporary setback and that they do not need to lead to relapse. Feelings
of shame, failure, and guilt are likely to follow single lapses in AOD conditions, which is likely to
be detrimental to mental health. This pattern presents the risk of complete relapse. To avoid this
situation, it can be useful to normalise lapses and explore the events that led to a lapse, and how it

could be avoided.

* Encourage the client to practise and use any of the strategies they have learnt about managing
their mental health condition.

e Identify and plan for high-risk situations - including emotions, thoughts, places, events, and people
which are likely to make the client vulnerable to mental distress or substance use; plan ahead to
anticipate these situations, monitor warning signs and triggers, and develop coping strategies to

deal with them.

e Consider social factors and support - relapse is more likely when social factors are difficult and
support levels are low. Support the client in making changes in their life to develop healthy and
protective environments. It can be useful to discuss supports with the client and plan for any
foreseeable issues (e.g, housing, family, relationship). It may also be useful to provide the client

with information on services and organisations that can assist in such situations.

Pharmacological approaches

The use of pharmacotherapies is common practice in the treatment of both AOD use and mental
disorders. It is recommended, however, that when pharmacotherapy is used, it should be accompanied
by supportive psychosocial interventions [778-781]. Symptoms are less likely to return on completion
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of psychological treatment compared to pharmacotherapy, where relapse upon cessation is common
[782]. Pharmacotherapies are beneficial, however, in helping people to manage symptoms and obtain

maximum benefit from psychotherapeutic interventions.

The introduction of pharmacotherapies must be carried out in consultation with a medical practitioner,
preferably a psychiatrist. Initial intake should establish past medication history as well as any current
medications (see Chapter B3). When prescribing medications, the following should be taken into

account:
e Possible interaction effects with other prescribed and non-prescribed substances.

* The possible presence of medical problems such as liver dysfunction related to long-term AOD use

or hepatitis.
* The abuse potential of the medication being prescribed.
e Potential contraindications.

If clients are placed on medication, it is important that they understand the reason for the medication
being prescribed, and the likely benefits and risks as well as its interactions with AOD. Clients should
also be made aware of the possibility of delayed responses to the medication, potential side effects, as
well as the possibility of trying other medications if the one prescribed does not suit them.

Medication adherence

Many clients who have been identified as having a co-occurring mental disorder will likely have been
prescribed medication for that disorder (such as antidepressants, mood stabilisers, anti-anxiety

agents, or antipsychotics). Medications can be extremely helpful in managing mental health symptoms;
however, their effectiveness relies upon them being taken as prescribed. There are many factors that may
facilitate medication adherence including having strong social supports, a strong therapeutic alliance
with healthcare providers, and insight and understanding of one’s mental health condition [783-785].
Conversely, factors that may adversely impact upon medication adherence include experiencing negative
side effects and cognitive deficits [783-785].

Some people experience unpleasant and distressing side effects of varying levels of severity from
psychiatric medications. These side effects may lead to reduced adherence, and some people will choose
to live with some symptoms of the mental disorder rather than take medication [786]. It is important

for clients to be aware that in mostinstances there is a choice of medication, but it may take time to
establish which medication is best suited to their needs. Finding the best fit is particularly important
for people with severe mental disorders such as psychotic, bipolar, and severe depressive disorders, as

psychosocial interventions alone may not be sufficient.

When medications have been prescribed, it is important to assist the client adhere to medication
scheduling, irrespective of whether a person experiences memory problems or other cognitive difficulties.
In other ilinesses such as diabetes and hypertension, medication adherence is recognised as an
important issue in regaining good health and it is addressed proactively by the use of simple techniques
to remind the client when they need to take their medication. MI, contingency management and cognitive
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behavioural techniques have been shown to be particularly useful in improving medication adherence,
as have medication regime management and pharmacist consultations [787-789]. Community
pharmacists may be able to assist in the preparation of dosage administration aids (e.g., Webster-paks),
which may be especially useful for clients who have trouble remembering what medications/dosages
should be taken and when. The SIMPLE model [790] is a useful tool for remembering different evidence-

based interventions that can enhance medication adherence:

s Simplifying regimen characteristics. Adjust timing, frequency, and dosage. Match regime to
client’s daily activities (e.g, mealtimes). Use adherence aids (e.g, pill boxes, alarms).

I Imparting knowledge. Clearly discuss the medication as appropriate with the client using
simple everyday language. Do not overwhelm the client with information or instructions.
Supplement verbal information with written materials or pamphlets.

M Modifying patient beliefs. Assess the client’s beliefs, intentions, and perceived ability to
adhere to the medication regime. Encourage behaviour change by ensuring that the client
perceives their condition to be serious, believes in the positive effects of the treatment,
perceives themselves to have the skills required to stick to the medication regime, and has
channels to express fears or concerns.

P Patient and family communication. Include the client in decisions about treatment. With
the client’'s consent, send reminders via mail, e-mail, or telephone. Actively listen to the client
and avoid interrupting them. Involve family or social networks where appropriate.

L Leaving the bias. Studies have found small or no relationships between medication
adherence and race, sex, education, intelligence, marital status, occupation, income, and ethnic

or cultural background.

E Evaluating adherence. Ask the patient simply and directly, without judgement, about their

medication adherence. Pill counting, measuring serum or urine drug levels can also be used.

Adapted from Atreja et al. [790].

Medication interactions

Itis important for AOD workers to be aware of the complex and dynamic relationship between AOD

use, mental disorders, and prescribed medication (i.e, the potential interactions between AOD use and
prescribed medications and the ways in which AOD use and prescribed medication can affect each
other). During the assessment phase, workers should explore the influence of prescribed medication on
AOD use and vice versa. This clarification will contribute to a comprehensive management and treatment
plan, with appropriate goals [389].

Table 38 provides some of the interactions between AOD and prescription medication, but this listis not
exhaustive. For example, the selective serotonin reuptake inhibitors (SSRIs) fluoxetine and fluvoxamine
have been shown to affect the metabolism of methadone and buprenorphine, with the discontinuation
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of fluvoxamine associated with opiate withdrawal [791]. In cases where withdrawal is unexpected, it

is possible that the client may engage in other AOD use (or decrease treatment adherence) to cope
with withdrawal symptoms, highlighting the need for worker awareness of the potential for such
interactions. Similarly, central nervous system depressants not only increase the potential for overdose
and respiratory depression when taken with each other (e.g,, benzodiazepines, alcohol, opiates), but
also increase the risk of overdose when taken with medication [792]. As described in Chapter B1, the
compounds found in tobacco smoke can increase the rate some psychiatric medications, such as
olanzapine and clozapine, are metabolised. This means people who smoke may need to be prescribed
higher doses to achieve the required therapeutic dose of these medications, while those who are
intending to reduce or quit smoking need to be carefully monitored and their doses reduced to avoid
potential toxicity [230-232].

Interactions are also possible with other non-psychiatric medications. For example, alcohol increases
the potential for stomach ulcers and bleeding when combined with steroids or other anti-inflammatory
medications due to the combined toxic effects on the stomach lining [793]. Interactions with dietary
supplements are also possible: as mentioned in Chapter B7, St John’s Wort has been shown to have
significant interactions with a range of other medications including SSRIs and related drugs, oral
contraceptives, some anticoagulants, immunosuppressants, and some cardiac medications [794].

Table 38: Drug and medication interactions

Potential medication

Drug type . . Implications
ItyP interaction P
Depressants
Central nervous system TCAs The likelihood of overdose is
depressants MAOIS significantly increased.
Alcohol SSRIs The sedative effects of
Benzodiazepines benzodiazepines are increased
Opiates with concurrent use of alcohol.
Antipsychotics Possibility of reduced effects of
prescribed medications.
Alcohol intoxication or Lithium carbonate Potential for electrolyte
withdrawal imbalances. Potential for lithium
toxicity.
Benzodiazepine or alcohol Antipsychotics Lowered seizure threshold with

withdrawal Antidepressants increased potential for seizures.
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Table 38: Drug and medication interactions (continued)

Potential medication

Drug type . . Implications
9typ interaction P

Stimulants

Stimulants (e.g., MAOIs Can lead to hypertension (high

amphetamines, tobacco, blood pressure) crisis.

caffeine, cocaine, ecstasy)

Stimulants Antidepressants Effects can be inhibited.

Ecstasy Antidepressants Linked to high levels of serotonin,
associated with hallucinations,
mania, hypertension, nausea,
muscle rigidity, tremor (serotonin
syndrome).

Cannabinoids

Cannabinoids Antipsychotics Increases intensity and frequency
of psychosis.

Cannabis TCAs Increases the sedative effects.

Benzodiazepines
Cannabis Newer (atypical) Can cause symptoms of mania,

antidepressants confusion, and psychosis.

TCAs = tricyclic antidepressants; MAOIs = monoamine oxidase inhibitors; SSRIs = selective serotonin reuptake inhibitors.
Adapted from NSW Department of Health [431].

As such, when managing and treating clients with co-occurring AOD and mental health conditions, AOD
workers need to take into account the level and type of AOD used (especially alcohol), as these may [795]:
e Alter the metabolism of prescribed medication.
* Decrease the effectiveness and/or increase the potential for side effects.

* Warn the client about potential interactions between substances of misuse and prescribed

medication.

e Discuss the problems and potential dangers of using non-prescribed AOD to counteract the effects

or side effects of prescribed medication.

It is important to note that polydrug use, and the variation in compounds contained in drugs that are

manufactured illegally, may make it difficult to clarify and assess potential drug interactions [431, 796,
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7971. In instances where workers are unable to determine if a medication will interact with AOD use,
medication should be titrated, starting with a low dose [798].

Electroconvulsive therapy (ECT)

Electroconvulsive therapy (ECT) has long been associated with a history of cruelty, fear, and
stigmatisation, despite evidence of its efficacy for many people with severe mood and psychotic
disorders. Although the exact mechanisms as to why ECT is effective are not well understood,
contemporary ECT remains a safe and effective approach, that does not need to be a treatment of

last resort [799]. During ECT treatment, an electric current stimulates seizure activity in the brain via
electrodes applied to the scalp. Throughout treatment, the person receiving treatment is anaesthetised
and given muscle relaxants to prevent body spasms [800]. There are notable adverse effects associated
with ECT, which are most commonly related to executive function, attention, and memory [799]. Memory
loss (including forgetting past information, or retrograde amnesia, as well as difficulty retaining new
information, or anterograde amnesia) is typically greater with longer courses of ECT. There is evidence
that the majority of adverse cognitive effects are temporary, although there is variability in how different
people respond and recover [799]. Other adverse effects are associated with general anaesthesia and are
less common (e.g., cardiac events), or other neurological events (e.g, stroke) [801]. More contemporary
approaches to ECT, including electrode placement, have substantially reduced these risks [799]. The
number of ECT sessions depends on a client’s progress but is usually between six and twelve sessions
[80QI. Clinicians may wish to refer to patient accounts and experiences with ECT for more information; for

example, Wells and colleagues [802], where patients describe both positive and negative experiences.

The effectiveness of ECT in the treatment of depression, catatonia, mania, and schizophrenia is well
documented [799, 803-806], but ECT remains underutilised [807]. There is evidence supporting the use
of ECT for treatment resistant depression, mania, and schizophrenia [799], as well as a potential first-
line treatment when rapid improvement in clinical symptoms is required (e.g,, for clients at high risk of

medical complications or suicide risk) [808].

Self-help groups

Reviews of the research literature suggest that some clients of AOD services will benefit from joining a
self-help group such as Alcoholics Anonymous, Narcotics Anonymous, SMART Recovery, or alternative
self-help groups [725, 809, 810]. ‘Dual diagnosis’ support groups are also an option, specifically for people
with co-occurring mental and AOD use disorders [811, 812]. One recent Cochrane review concluded that
there is high quality evidence to suggest that manualised forms of self-help groups (such as Alcoholics
Anonymous and 12-step facilitation) are more effective than established treatments, such as CBT,
atincreasing abstinence [809]. As with other psychosocial groups, there is also evidence that longer
attendance at self-help groups and higher levels of social support have a positive impact on outcome
[813-8171.

As with all interventions, it may take a few attempts to find the group that suits a person’s needs and

itis possible that one group may not suit the client but the next will—even in the same type of self-help
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group. As mentioned with regard to psychosocial groups, it is important to assess whether the client
experiences social anxiety or impairments in social judgement and social skills, as they may appear and
feel awkward in group settings [769]. It should be noted that some groups, particularly those that adopt a
12-step philosophy, may be disapproving of the use of any medication [818]; yet clients with co-occurring
mental disorders are often prescribed medication to help treat their mental health condition [819]. Some
clients with co-occurring conditions, particularly those who experience religious delusions, may also
have difficulty with the strong spiritual focus of many self-help groups [820].

E-health and telehealth interventions

E-health is the provision of health services and/or information via the Internet or associated
technologies [821]. Examples of e-health interventions include those delivered online or via smartphone,
programs with multimedia components, text message-support, gaming, virtual reality, biofeedback

and wearable devices [822]. Since its relatively recent appearance, e-health has been referred to as one
of the most important revolutionary additions to modern healthcare [821, 823]. Telehealth on the other
hand, refers to the delivery of healthcare via online or other telecommunication methods. Telehealth is
particularly important for those in rural and remote areas, and for people who have difficulty attending
or accessing local services. The uptake of digital mental health services in Australia increased by over
100% for most services (e.g.,, online courses, clinician registrations) during the recent COVID-19 pandemic
[824, 825]. Telehealth service consultations in Australia have similarly increased by up to 34% since the
introduction of telehealth items to the Medicare Benefits Schedule [826].

E-health interventions overcome many of the traditional barriers to treatment that often prevent

people seeking help, including social or cultural prejudices, stigma, difficulties accessing services,
finding appropriate available services, as well as financial and geographical barriers [827-829]. E-health
interventions also have the capacity to overcome difficulties associated with face-to-face treatment,
including gender differences [827, 830], the inclusion of more marginalised socioeconomic and cultural
groups [831], and reducing the costs and increasing the standardisation of traditional treatments [832-
835]. Despite their benefits, e-health interventions are often underutilised by mental healthcare services

in Australia, which is partly driven by clinician reluctance [836].

Advances in technology over the past decade have enabled e-health interventions to include strategies
such as self-monitoring and assessment, psychoeducation, goal setting, skill building, and feedback
through the use of telephone and videoconferencing, mobile phones, sensors and wearable devices,
social media, virtual reality, biofeedback, and gaming [837, 838]. E-health interventions can also be used
to supplement psychotherapy, or as an alternative for people who do not want, or are not suitable for
pharmacotherapy [833, 839]. Therapy can be conducted at home and has 24-hour availability. Research
has demonstrated that e-health interventions allow for the delivery of clinically effective, cost-effective
treatment, based on gold standard programs, which are highly engaging [840-843]. A number of e-health
interventions have been developed for AOD and specific mental disorders, and a systematic review of
the efficacy of computer-based interventions at improving AOD use and mental health outcomes found
that relative to baseline, several programs were effective at reducing AOD use, anxiety, social phobia,

depression, stress, and improving quality of life [844]. Interventions that were CBT-based were found to
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be particularly effective, demonstrating significantly greater improvements in alcohol use, anxiety, and

quality of life compared to waitlist and psychoeducation controls [844].

Physical activity

As discussed in Chapter B1, people with AOD use disorders are at increased risk of physical health
problems, such as cardiovascular, respiratory, metabolic, and neurological diseases [845], all of which
have been associated with unhealthy lifestyles (e.g., smoking, obesity, lack of exercise, poor diet) [846,
847]. As such, treatment interventions that are either based on nutrition, exercise, or include these as
adjunctive interventions, are promising approaches for addressing co-occurring physical conditions
[848]. Research has found that people with psychiatric conditions who engage in regular exercise report
better health-related quality of life [849] and benefits have been demonstrated across a wide range of
activities (e.g, frisbee, tennis, cycling, aerobic/gym activities, tai chi, yoga [850]).

General population studies have also found significant relationships between mental health and
physical activity, with regular exercise significantly associated with decreased prevalence of major
depression, bipolar, panic disorder, agoraphobia, social anxiety, specific phobia, and AOD use disorders
[310, 851-853]. People who engaged in regular physical activity were more likely to experience symptom

improvement over a three-year follow-up study [852].

Although the mechanisms of action are not entirely clear, research findings indicate that exercise
induces changes in neurotransmitters (e.g., serotonin and endorphins) [854, 855] which relate to mood,
and can improve reactions to stress [856, 857]. There is also some indication that exercise reduces
chronic inflammation, which is commonly found among people with mental disorders [858]. Exercise has
also been associated with several psychological benefits, including changes to body and health attitudes
and behaviours, social reinforcement, distraction, and improved coping and control strategies [859,

860]. A number of physical health interventions for AOD and specific mental disorders are described in

Chapter B7.

Complementary and alternative therapies

Complementary and alternative therapies are practices and products that are traditionally outside the
realm of conventional medicine, but are more natural and economical than traditional pharmacotherapy,
sometimes with fewer side effects [861]. They include, but are not limited to, acupuncture, dietary

and nutritional supplements, and herbal remedies. Research has indicated that there has been an
increase in the use of complementary and alternative therapies, particularly among people seeking

to treat their depression or anxiety, often in combination with conventional medication [862]. The use

of complementary and alternative therapies may be rising in popularity due to their ability to fill a

major gap in mental health service delivery, particularly in areas with reduced rates of services [863].

It is beyond the scope of these Guidelines to provide an extensive and comprehensive list of available
complementary and alternative therapies; however, attention is drawn to some promising interventions

for which there is emerging evidence (see Chapter B7).
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Key points

* Symptoms of co-occurring mental health conditions can be managed and controlled while the
client undergoes AOD treatment.

* Good treatment requires a good therapeutic alliance.

* Motivational enhancement, simple CBT-based strategies, relaxation and grounding
techniques can be useful in managing AOD use as well as mental health conditions.

* Some interventions have been designed for the treatment of specific co-occurring conditions;
however, these interventions have generally not been well researched.

* Where there is an absence of research on specific co-occurring disorders, itis generally
recommended that best practice is to use the most effective treatments for each disorder. In
some cases, this can be carried out at the same time for both disorders, but in others it must
be carefully calibrated.

* Both psychological and pharmacological interventions have been found to have some benefit
in the treatment of many co-occurring conditions.

* When pharmacotherapy is used, this should be accompanied by supportive psychological
interventions, and workers should be aware of the potential of interactions between
medications, and other substances.

e E-health interventions, physical activity, as well as complementary and alternative therapies
may also be considered in developing a person’s treatment plan.

This chapter provides a discussion of current best practice and evidence regarding the management
and treatment of the more common co-occurring mental disorders seen among clients of AOD services.
Symptoms of mental disorders may be identified through screening and assessment processes
(described in Chapter B3), or they may arise spontaneously during the client’s treatment. There is a
distinction between the management of co-occurring mental health conditions and their treatment. The
goal of management is to allow AOD treatment to continue without mental health symptoms disrupting
the treatment process, and to retain clients in treatment who might otherwise discontinue such
treatment. Without further treatment, these techniques on their own may not provide long-term relief
from symptoms; however, they may allow the client’s AOD use to be treated in the interim. One advantage
of managing mental health symptoms is that no diagnosis is required prior to their use (i.e,, symptoms
are managed rather than disorders being treated). Readers are encouraged to read Chapter A4 of these

Guidelines to familiarise themselves with the signs and symptoms of mental disorders.

AOD workers have widely varying roles, knowledge and experience; therefore, it is not expected that
all AOD workers should be able to implement the treatments described. We do not provide detailed
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information relating to the implementation of these treatment options, but rather an overview of the
available options. Where appropriate, readers are referred to existing literature and resources for more
detail about the use of particular interventions. This information may nonetheless be used by all AOD
workers to improve their understanding of best practice, and it may encourage workers to consider
further training to improve their skills in these approaches.

It should also be remembered that the provision of treatment for AOD use alone has positive effects

for those with co-occurring mental disorders [97-99, 102, 864, 865]. As discussed previously, it is
important to note that, for many people, symptoms of depression and anxiety will subside after a period
of abstinence and stabilisation, without the need for any direct intervention [866-868]. However, if the
mental health symptoms started prior to the onset of AOD use, if symptoms persist even during periods
of abstinence, or if there is a family history of the particular disorder, the client may have a condition that

is independent of their AOD use, which may require treatment [869].

In terms of clients’ AOD use, the goal of abstinence is usually favoured, particularly for those whose
mental health conditions are exacerbated by AOD use. Abstinence is also preferred for people with more
severe mental disorders (or cognitive impairment) as even low-level substance use may be problematic
[132]. Those taking medications for mental health conditions (e.g., antipsychotics, antidepressants,
mood stabilisers) may also find that they become intoxicated even with low levels of AOD use due to the
interaction between drugs. Although abstinence is favoured, many people with co-occurring conditions
prefer a goal of moderation. In order to successfully engage with the client, AOD workers should

accommodate a range of treatment goals and adopt a harm reduction approach [133, 134].

It is fundamentally important to discern the client’s preferences regarding treatment for their mental
health. Just because the client has sought treatment for their AOD use does not necessarily mean that
they are ready to address their mental health condition. It is important that the client is not forced to
undergo treatment for their mental health if they are not ready to, as this may jeopardise the therapeutic
relationship. Ultimately, it is up to the client to decide whether they want to address the issue and how
they would like to go about doing so.

The recommendations in this section are based on a combination of expert opinion and evidence from
research. People with AOD use disorders are commonly excluded from trials of psychotherapies and
pharmacotherapies for mental disorders. Some interventions have been designed for the treatment of
specific co-occurring conditions; however, these interventions generally have not been well researched.
In the absence of specific research on co-occurring disorders, it is generally recommended that best
practice is to use the most effective treatments for each disorder. It should be noted that the research
evidence is based on trials of treatments for mental disorders (see Chapter A4 for disorder descriptions);
however, these treatments may also be useful for those who do not meet diagnostic criteria but
experience symptoms that cause significant distress or impairment.

Psychological and pharmacological interventions have been found to have some benefit in the treatment
of many co-occurring mental disorders. As mentioned in Chapter BG, it is recommended that when
pharmacotherapy is used, this should be accompanied by supportive psychological interventions

[870, 871]. Symptoms are less likely to return on completion of psychological treatment compared to

pharmacotherapy, where relapse upon cessation is common [782]. Pharmacotherapies are beneficial,



B7: Managing and treating specific disorders

however, in helping people to manage symptoms and obtain maximum benefit from psychotherapeutic

interventions.

Pharmacotherapies for mental health disorders can only be prescribed by a medical practitioner,

preferably a psychiatrist. However, it is important that AOD workers establish clients’ past medication
history as well as any current medications (see Chapter B3). AOD workers should also be aware of:

Possible interaction effects between prescribed and non-prescribed substances.

The presence of medical problems such as liver dysfunction related to long-term AOD use or

hepatitis, which may be exacerbated by certain medications.
The abuse potential of medications prescribed.

Potential contraindications.
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Attention-deficit/hyperactivity disorder (ADHD)

ADHD and AOD use frequently co-occur, and there is evidence to suggest that the presence of ADHD

is a primary risk factor for the development of AOD use disorders [872, 873]. Research suggests that
untreated ADHD is associated with a more problematic course of AOD use disorder, with clients less likely
to gain benefits from treatment, adhere to treatment, and achieve and maintain abstinence [874-876].
ADHD is also associated with an earlier age of first substance use, higher rates of poly-substance use,
greater substance dependence, and increased risk of relapse [873, 877-879]. However, evidence suggests
that responding early to ADHD through the provision of appropriate evidence-based treatments can
prevent the development of AOD use disorders among adolescents, and reduce the risk of AOD relapse
among adults [877, 880].

Difficulties can be faced when assessing and screening for the presence of co-occurring ADHD, as
symptoms can be masked or even resemble those of intoxication or withdrawal (see Chapter A4) [878,
881, 882]. Although some experts recommend an abstinence period of one month or more to assist with
diagnosis [102, 883, 884], this strategy is not supported by the broader evidence base, or the majority of
experts [883, 885-887].

To assist with clinical decision making, it may be useful to involve family members or friends, who can
provide further information and clarification regarding the presence of attention problems, impulsivity,
and restlessness over the person’s lifetime [884].

Clinical presentation

ADHD represents a persistent pattern of developmentally inappropriate levels of inattention,
hyperactivity, and/or impulsivity [10, 11]. Although estimates vary, research conducted in the last decade
indicates that, on average, 55% of children and adolescents diagnosed with ADHD in childhood will
continue to have the disorder in adulthood [888]. Attentional difficulties in particular are more likely

to persist into adulthood, whilst impulsivity and hyperactivity tend to diminish over time [889]. Adult
symptoms are expressed differently to the way in which they are expressed in childhood, and may
include [10, 11]:

* Difficulties paying close attention to detail.

e Difficulties maintaining focus.

* Easily distracted.

e Difficulties completing tasks or projects.

e Disorganisation.

* Procrastination.

* Lack of motivation.

» Difficulties concentrating or studying (which may present as academic underachievement).

* Occupational or workplace difficulties.
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Forgetfulness, including the frequent loss of possessions.
Restlessness.

Difficulties with time management.

Difficulties sleeping, and/or fatigue.

Irritability, frustration, or anger.

Problems forming and maintaining relationships.

Difficulty obtaining and/or maintaining stable employment.

History of imprisonment or frequent contact with police.

Some symptoms which clients may present with, such as problems sleeping, irritability and fatigue, are

not unique to ADHD, but are common to many mental disorders.

Managing ADHD symptoms

Research indicates that people diagnosed with ADHD in adulthood may require additional psychosocial

support to assist them to come to terms with their diagnosis, and reframe their past [890]. The

techniques outlined in Table 39 can help AOD workers manage clients with ADHD symptoms.

Table 39: Dos and don’ts of managing a client with symptoms of ADHD

Do:

Reduce or remove distracting stimuli.
Consider using visual aids to convey information.

Assist the client plan activities and encourage the use of appropriate tools (e.g,, smartphone,

activity journal) to organise prompts, reminders, and important information.
Encourage stress-reduction methods, such as progressive muscle relaxation.
Encourage physical exercise.

Involve family members and friends - educating them about the condition and treatment will

provide long-term benefits.

Offer to help the client engage with education courses or training, which can assist with attention

training.
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Table 39: Dos and don’ts of managing a client with symptoms of ADHD (continued)

e Get visibly upset or angry with the client.
Q Confuse the client by conducting unstructured, unfocused sessions.
6 Overwhelm the client by conducting lengthy meetings or verbal exchanges.

Adapted from Gournay [891], SAMHSA [102], and Zulauf [892].

Treating ADHD

There are several options available for the treatment of ADHD, including psychotherapy,
pharmacotherapy, e-health interventions, physical activity, as well as complementary and alternative
therapies (e.g., dietary supplements). The evidence base surrounding each of these treatments is
discussed below. There is a general consensus that the treatment of co-occurring ADHD and AOD

use should use an integrated multimodal approach, with components of individual and/or group
psychotherapy, psychoeducation, as well as peer and family support, to enhance the effect of treatment
[9, 884, 893-895]. In general, evidence suggests that treatments focusing on either ADHD or AOD use

in isolation are not effective at treating both disorders [896]. However, there is some recent evidence to
suggest that reducing AOD use, or maintaining abstinence following AOD treatment, may improve ADHD
symptoms [897, 898]. Evidence from the broader ADHD literature suggests that an approach combining
psychotherapy and pharmacotherapy may result in better outcomes for ADHD symptoms than either
psychotherapy or pharmacotherapy alone [781, 886, 892, 899-901], however, this approach has yet to be
rigorously evaluated among people with co-occurring ADHD and AOD use.

Psychotherapy

Psychotherapy is recommended as a critical component of a multimodal approach targeted towards
co-occurring ADHD and AOD use [884, 894, 902]. Evidence suggests that CBT is the most effective
psychological approach for ADHD, when delivered in conjunction with pharmacotherapy [781, 884, 892,
903]; however, positive outcomes have also been associated with the use of other approaches, such as
meta-cognitive group therapy [904, 905], structured skills training [906, 907], virtual remediation therapy
[908], and cognitive remediation, both as therapist-led programs [909] and self-directed interventions
[910].

Common therapeutic elements include psychoeducation, a focus on problem solving and planning,
strategies to improve attention, impulsivity management, and cognitive restructuring [893, 903].
Evidence suggests that a structured format of repetitive skills practising and reinforcement of coping
strategies for core ADHD symptoms are key components for the effective treatment of ADHD [911, 912].
However, these interventions have yet to be evaluated among people with co-occurring AOD use. DBT-
based skills training may be a promising treatment for co-occurring ADHD and AOD use. In a small
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feasibility study conducted among Swedish men in compulsory care for severe AOD use disorders, self-
reported ADHD symptoms, general wellbeing, and externalising behaviours improved after six weeks of
manualised, structured skills training groups [913]. While the lack of control group and low treatment

acceptability and feasibility suggest more research is needed, these findings are encouraging.

To date, only one integrated psychotherapeutic approach for co-occurring ADHD and AOD use has been
rigorously evaluated, which compared CBT for AOD use with an integrated CBT program for ADHD and
AOD use [914]. The integrated CBT program consisted of motivational therapy, coping skills training and
relapse prevention for AOD use, planning and problem-solving skills, and dealing with emotions; whereas
the CBT for AOD use focused only on AOD use. While those in the integrated CBT group demonstrated
greater reductions in ADHD symptoms compared to those who received CBT for AOD use alone, there

was no difference between groups in relation to AOD use or other outcomes [914]. While more research is

needed to support conclusive recommendations, these findings are promising.

Lastly, there is preliminary evidence to support the use of behavioural interventions focused on academic
training for adolescents with ADHD and AOD use disorders, but further research is needed [875].

Pharmacotherapy

There are two main types of pharmacotherapies used in the treatment of ADHD: psychostimulants

and non-stimulants. Table 40 lists some of the pharmacological treatments for ADHD. For ADHD

as a single disorder, the first line pharmacotherapies are the psychostimulants lisdexamfetamine

and methylphenidate [885, 915]. Despite robust findings regarding the effectiveness of these
pharmaceuticals among people with ADHD alone, findings among people with co-occurring AOD use
disorders have been less promising. While these medications have been associated with modest
reductions in ADHD symptoms, few studies have found them to demonstrate superiority over placebos
[916, 917]. Nonetheless, psychostimulants, in combination with psychotherapy, are safe, are associated
with reductions in ADHD symptoms, and remain the first line recommendation for the treatment of ADHD
among people with AOD use disorders [884, 916, 917]. Some trials also indicate that more meaningful
reductions in ADHD symptoms among people with AOD use disorders may be achieved with higher
doses of psychostimulants [884, 918]. Irrespective of dose, it is essential that a medical assessment
be conducted prior to the prescription of psychostimulants to ensure that the person does not have

cardiovascular or other conditions that may contraindicate psychostimulant prescription [919].

While there has been some concern regarding the use of psychostimulants among people with AOD use
disorder due to their potential for misuse and diversion [920], it is important to note that this view is

not supported by the evidence. Psychostimulant medications, particularly longer acting formulations
such as lisdexamfetamine or extended-release methylphenidate, have low abuse potential [884, 921].
Nonetheless, it has been suggested that prescribers may wish to consider the use of non-stimulants if
extra-medicinal use of psychostimulants is of great concern [916]. In view of the fact that non-stimulants
are less efficacious than psychostimulants in treating ADHD, and in the absence of evidence of any
misuse of long-acting stimulants in clinical trials, there is a need to balance the potential risk of misuse
and diversion, against the risk of untreated or inadequately treated ADHD [922].

Atomoxetine, a non-stimulant noradrenaline reuptake inhibitor, is recommended for those who



B7: Managing and treating ADHD

cannot tolerate, or do not respond to, lisdexamfetamine or methylphenidate [885]. As is the case

with psychostimulants, it appears that atomoxetine may not be as effective among people with AOD
use disorders compared to those with single disorder ADHD, but this body of research is small [916].
Close monitoring for signs of any depressive symptoms during the first few months of atomoxetine
administration is recommended (including agitation, self-harm behaviours, and suicidal ideation) as
there have been some reports of increased risk among children [919]. Preliminary research has also
been conducted on the non-stimulants bupropion (norepinephrine reuptake inhibitor), guanfacine and
clonidine (alpha 2- adrenoceptor agonists); but conclusions regarding their efficacy cannot be made at
this time [884, 916].

Table 40: Pharmacotherapy medications for ADHD

Drug name Brand name Drug type -

Methylphenidate Artige, Concerta, Psychostimulant
Ritalin

Dexamphetamine Aspen Psychostimulant

Lisdexamfetamine Vyvanse Psychostimulant

Atomoxetine Strattera Noradrenaline

reuptake inhibitor

Adapted from Zalauf et al. [892], Pérez de los Cobos et al. [886] and the Better Health Channel [923]. For a full list of generic
brands available, see the Therapeutic Goods Administration website (https://www.tga.gov.au).

E-health and telehealth interventions

Emerging e-health programs combine elements from successful CBT treatments for single disorder
ADHD into internet-based interventions. These interventions, aimed at assisting people with ADHD
structure and organise their lives, incorporate aids such as calendars, schedules, timers, reminders,
shopping lists, and cleaning and laundry schedules, all of which are easily accessible on smartphones
[924, 925]. Smartphone features such as text messages, cameras, GPS, and voice memos, may also be

useful.

One RCT has evaluated an internet-based course teaching people with single disorder ADHD to use
smartphone applications to improve their everyday organisational skills [925]. The course, delivered

with therapist support, teaches participants how to effectively use their smartphone applications to
better organise their lives. Compared to a wait-list control, participants randomised to receive the course
illustrated a significantly larger decrease in ADHD symptoms, including inattention and hyperactivity.
One-third of participants (33%) were deemed to have made a clinically significant improvement in
organisation and attention over the study period, as assessed by clinicians. Although this research has
yet to be conducted among people with co-occurring ADHD and AOD use, the findings from this RCT are

promising.
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Physical activity

Although ADHD treatment is primarily focused on psychotherapy and pharmacotherapy, there is
emerging evidence to suggest that physical activity may have beneficial effects similar to those of
psychostimulant medications, and more beneficial effects on some treatment outcomes compared to
psychotherapies such as CBT [926, 927]. Research indicates that exercise interventions (frequent aerobic
exercise in particular) may assist with the management of ADHD symptoms, particularly intrusive
thoughts, worry, and impulsivity [928]. One meta-analysis has suggested that moderate-intensity aerobic
exercise may reduce symptoms of hyperactivity, impulsivity, anxiety, and inattention, and improves
executive functioning among young boys aged 8 to 13 years with ADHD [929]. As such, exercise may be a
useful adjunct to pharmacotherapy and psychotherapy for ADHD; however, this approach has yet to be
rigorously evaluated in adults with co-occurring ADHD and AOD use [928].

Complementary and alternative therapies

Dietary supplements

There has been very little research examining the use of dietary supplements for ADHD. However, two
meta-analyses have concluded that omega-3 supplementation is associated with modest ADHD
symptom improvement for single disorder ADHD in children and adolescents [930, 931]. Moreover,
another study has reported that omega-3 and omega-6 fatty acids have similar benefits to, and may
improve the tolerability of, methylphenidate in single disorder ADHD [932]. In contrast, however, an RCT
examining the role of omega-3 and omega-6 supplementation over 12 weeks in children with ADHD

did not find any significant treatment effects on aggression, impulsiveness, depression, or anxiety
symptoms relative to placebo [933]. Findings from these studies suggest that intervention length may
moderate treatment effects, and that omega-3 and omega-6 supplements may require dosing durations
of up to 6 months before any symptom benefits become evident [933]. While these findings have yet
to be replicated among adults, and among people with co-occurring ADHD and AOD use, they point to

potential avenues of future research.
Mindfulness

Mindfulness interventions for single disorder ADHD have been evaluated in three meta-analyses, which
found reductions in ADHD and depressive symptoms, and improvements in executive functioning
among children, adolescents, and adults, with larger effects for adults than children [934-936]. Some
research suggests that, among adults, mindfulness exerts similar effects to other established treatment
strategies (e.g. structured skills training [906]). However, this research is yet to be conducted among

people with co-occurring ADHD and AOD use.

Summary

For those with co-occurring ADHD and AOD use, reviews of the evidence recommend an integrated,
multimodal approach, with components of individual and/or group psychotherapy, psychoeducation,
as well as peer and family support [9, 884, 893-895]. The use of structured psychotherapies, including

CBT with a focus on goals, with active AOD worker involvement and effective social support, is likely to



B7: Managing and treating ADHD

be the most beneficial [884, 892] and, as with the treatment of other co-occurring disorders, treating
both conditions concurrently is more likely to produce a positive treatment outcome than treating either
disorder alone [102, 896, 922]. Box 14 illustrates such a multimodal approach through the continuation of

case study A, after Sam's ADHD was identified.

Box 14: Case study A: Treating co-occurring ADHD and AOD use: Sam’s story continued

Case study A: Sam’s story continued

Based on Sam’s symptoms, the AOD worker thought it would be beneficial for her to see a psychiatrist
who specialised in adult ADHD, and asked Sam if she would be willing to see a psychiatrist who would be
able to assess her further and help develop a treatment plan. The AOD worker told Sam that they would be
happy to keep seeing her and liaise with both her GP and the psychiatrist. Sam thought this was a good
plan and consented to the sharing of information between these services.

The AOD worker helped Sam make an appointment to see the psychiatrist and her GP, and helped Sam
put these appointments into her phone calendar, setting reminders. Sam also organised a follow-up
appointment to see the AOD worker after her appointments with the GP and psychiatrist. With Sam’s
permission, the AOD worker invited Sam’s partner into the consultation room and let them know about
the upcoming appointments so they could remind Sam and help her arrive on time. Sam had agreed
to the AOD worker discussing her condition with her partner, as she understood they would be able

to provide additional information about her condition and be helpful and supportive of her ongoing

treatment.

The psychiatrist who assessed Sam diagnosed her with ADHD, and noted the range of inattention,
hyperactivity and impulsivity symptoms that were present. The psychiatrist also mentioned that the

way Sam responded to her use of Ritalin and methamphetamines, where she did not experience a ‘high’
but instead felt calm and relaxed, was significant. The psychiatrist explained that psychostimulants

are one of the primary treatments for ADHD, which are carefully prescribed and monitored. After Sam’s

GP conducted a thorough medical assessment, the psychiatrist prescribed her with psychostimulant
medication and advised Sam that it was important for her not to use any other substances, because

of the possibility of interactions between drugs. The AOD worker told Sam she would be available for a
phone or Zoom call every day during Sam’s first week taking the psychostimulants, to see how she was
going.

Sam continued with her treatment and recommenced NRT. In addition to regular monitoring and some
minor adjustments to the psychostimulant dosage, Sam attended individual sessions with her AOD
worker, where she was provided with a range of evidence-based interventions to help her with her alcohol,
methamphetamine and cannabis use. These began with psychoeducation and information about the
substances Sam had been using, focusing on the way in which they affected her ADHD and how her ADHD
symptoms impacted on her substance use. The AOD worker also suggested some relaxation exercises for
occasions when she became tense, that Sam began to practice and enjoy.
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Box 14: Case study A: Treating co-occurring ADHD and AOD use: Sam'’s story
(continued)

Sam also re-enrolled in a part-time TAFE course, and started working part-time in a fabric shop, which
aligned well with her studies in design. An important component of her treatment plan was helping
Sam organise activities which were part of her everyday life. The AOD worker helped Sam set up a daily
calendar, and use different functions on her smartphone (i.e, setting alarms for important events,
scheduling meetings and appointments). Sam’s partner also helped her keep a schedule and maintain

reminders and appointments in her phone.

Key points:

e Treatment for ADHD and AOD use should be concurrent and multimodal.

* Providing education about the nature of the ADHD, AOD use and their relationship, is
essential - for both the client, friends and family.

e Treatment requires long-term planning and follow-up and more general efforts at
rehabilitation, including further education.
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Psychosis

Clinical presentation

Acute psychosis represents one of the most severe and complex presentations, and one of the most
intrusive when attempting to treat co-occurring AOD use [937]. During an acute episode of psychosis, a
person’s behaviour is likely to be disruptive and/or peculiar. Symptoms of psychosis include [938]:

* Delusions - false beliefs that are held with conviction. They are often bizarre and may involve a
misinterpretation of perceptions or experiences (e.g, thinking that someone is out to get you, that

you have special powers, or that passages from the newspaper have special meaning for you).

e Hallucinations - false perceptions such as seeing, hearing, smelling, sensing, or tasting things that

others cannot.
* Disorganised speech - illogical, disconnected, or incoherent speech.
* Disorganised thought - difficulties in goal direction such that daily life is impaired.

* Catatonic behaviour - decrease in reactivity to environment (e.g,, immobility, peculiar posturing,
motiveless resistance to all instructions, absence of speech, flattened affect).

* Rapid or extreme mood swings or behaviour that is unpredictable or erratic (often in response to

delusions or hallucinations; e.g., shouting in response to voices, whispering).

It is important to note that mood swings, agitation, and irritability without the presence of hallucinations
or delusions does not mean that the person is not psychotic. Workers should respond to these clients in
the usual way for such behaviour (described in this chapter), such as providing a calming environment

so their needs can be met [541].

People in AOD settings commonly present with low-level psychotic symptoms, particularly as a result of
cannabis or methamphetamine use. These clients may display a range of low-grade psychotic symptoms
such as [541]:

* Increased agitation, severe sleep disturbance.

* Mood swings.

e Adistorted sense of self, others, or the world.

e Suspiciousness, guardedness, fear, or paranoia.
e 0Odd orovervalued ideas.

* lllusions and/or fleeting, low-level hallucinations.
e Erratic behaviour.

Co-occurring AOD use adds to diagnostic uncertainty in presentations where there are symptoms
of psychosis. For many people who experience psychotic symptoms as a direct effect of intoxication
(auditory or visual hallucinations, paranoia) these experiences will resolve when the drug has left the

body. These experiences may be considered by people who use AOD as a ‘bad trip’. If symptoms persist
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for periods beyond intoxication, however, it is important to consider whether they may be part of an
emerging or underlying psychotic episode. This becomes likely where symptoms are persistent and
distressing for at least one week (see Chapter B3). Although approximately one third of psychotic
disorders are initially diagnosed as substance-induced [939], 25% are later revised to schizophrenia [38,
940]. Substance-induced psychosis may be virtually indistinguishable from an independent psychotic
disorder at initial presentation [941], and longitudinal observation under abstinence conditions may be
necessary to distinguish between them [102, 942]. The identification, management and treatment of
substance-induced disorders are described in more detail later in this chapter. Irrespective of whether a
person’s psychotic symptoms are substance-induced or not, early identification and intervention is key
to optimal outcomes [943-945].

Managing symptoms of psychosis

Table 41 presents some strategies for managing acute psychotic symptoms. Some clients may be
aware that they are unwell and will voluntarily seek help; others may lack insight into their symptoms
and refuse help. If the active-phase psychosis is putting the client or others at risk of harm, it may be
necessary to contact mental health services. It is also true that many people with psychotic iliness are

vulnerable to manipulation, including interpersonal violence, financial and sexual exploitation.

It should also be remembered that there is much stigma and discrimination associated with both
psychotic spectrum disorders and AOD use, and some people may attempt to conceal either one or
both of their conditions. Many people with co-occurring psychosis and AOD use are frightened of being
imprisoned, forcibly medicated, or having their children removed [778, 795]. Take the time to engage the
person, developing a respectful, non-judgemental relationship with hope and optimism. Use a direct
approach but be flexible and motivational [795].

Table 41: Dos and don’ts of managing a client with symptoms of psychosis

Do:

Ensure the environment is well lit to prevent perceptual ambiguities.

Ensure discussions take place in settings where privacy, confidentiality, and dignity can be

maintained.

Try to reduce noise, human traffic, or other stimulation within the person’s immediate

environment (e.g., reduce clutter).

Ensure the safety of the client, yourself, and others.

Allow the person as much personal space as possible.

Be aware of your body language - keep your arms by your sides, visible to the client.
lgnore strange or embarrassing behaviour if you can, especially if it is not serious.

Listen attentively and respectfully.
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Table 41: Dos and don’ts of managing a client with symptoms of psychosis (continued)

Do:

Appear confident, even if you are anxious inside - this will increase the client’s confidence in your
ability to manage the situation.

Be empathic. Psychotic experiences are typically frightening and distressing.

Speak clearly and calmly, asking only one question or giving only one direction at a time.
Present material in simple and concrete terms, with examples.

Use a consistently even tone of voice, even if the person becomes aggressive.

Limit eye contact as this can imply a personal challenge and might prompt a hostile, protective
response.

Point out the consequences of the client’s behaviour. Be specific.

Ensure both you and the client can access exits - if there is only one exit, ensure that you are
closest to the exit.

Have emergency alarms/mobile phones and have crisis teams/police on speed dial.

If psychosis is severe, arrange transfer to an emergency department for assessment and
treatment by calling an ambulance on 000.

Get visibly upset or angry with the client.

Confuse and increase the client’s level of stress by having too many workers attempting to
communicate with them.

e Argue with the client's unusual beliefs or agree with or support unusual beliefs - it is better to
simply say ‘l can see you are afraid, how can | help you?’

Use ‘no’ language, as it may provoke hostility and aggression. Statements like ‘I'm sorry, we're not
allowed to do that, but | ean offer you other help, assessment, referral..” may help to calm the client
whilst retaining communication.

e Use overly clinical language without clear explanations.
@ Crowd the client or make any sudden movements.
@ Leave dangerous items around that could be used as a weapon or thrown.

Adapted from NSW Department of Health [431], Canadian Guidelines [778], Jenner et al. [541], SAMHSA Guidelines [102], and UK
NICE Guidelines [795].
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Some clients with psychotic disorders may present to treatment when stable on antipsychotic
medication and thus may not be displaying any active symptoms. These clients should be encouraged
to take any medication as prescribed, and supported to maintain an adequate diet, relaxation, and sleep
patterns because stress can trigger some psychotic symptoms [946].

Despite the risk of further psychotic episodes, some people may continue using substances that can

induce psychosis. In such cases, the following strategies may be helpful [541]:

* Talk to the client about ‘reverse tolerance’ (i.e., increased sensitivity to a drug after a period of
abstinence) and the increased chance of future psychotic episodes.

e Tryand understand whether there is a pattern between AOD use and psychotic symptoms. Some
people may use AOD to block out distressing symptoms; others may continue to use for the
positive effects of substances despite the knowledge they will also experience the negative effects
such as psychotic symptoms.

* Encourage the client to avoid high doses of drugs and riskier administration methods (e.g,,
injecting in the case of methamphetamine).

* Encourage the client to take regular breaks from using and to avoid using multiple drugs.

* Help the client recognise early warning signs that psychotic symptoms might be returning
(e.g. feeling more anxious, stressed or fearful than usual, hearing things, seeing things, feeling
‘strange’), and encourage them to immediately stop drug use and seek help to reduce the risk of a

full-blown episode.
* Inform the client that the use of AOD can make prescribed medications for psychosis ineffective.

Social stressors can be an added pressure for clients with psychotic conditions and the client may
require assistance with a range of other services including accommodation, finances, legal problems,
childcare, or social support. With the client’'s consent, it can be helpful to consult with the person’s family
or carers and provide them with details of other services that can assist in these areas. Family members
and carers may also require reassurance, education, and support. See Chapter B5 for strategies on how

to incorporate other service providers in a coordinated response to clients’ care.

Treating psychotic spectrum disorders

In general, if a person is well maintained on medication for their psychotic disorder, then management
for AOD use should proceed as usual. Although AOD workers may feel daunted at the prospect of treating
this often severe and complex clinical group, it is crucial to remember that treatment and care should
reflect a person’s needs and preferences, whilst taking into account the evidence base.

People with co-occurring psychotic spectrum and AOD use disorders should have the opportunity to
participate and make informed choices about their treatment, in consultation and partnership with their
health care providers [778]. UK and Canadian guidelines on the management of co-occurring psychosis
and AOD use recommend that, when planning treatment, workers take into account the severity of both
disorders, the person’s social and treatment context, and their readiness to change [778].
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There are several options available for the treatment of co-occurring psychotic disorders and AOD

use, including psychotherapy, pharmacotherapy, ECT, e-health interventions, physical activity, and
complementary and alternative therapies. Clinical guidelines in Australia and internationally currently
recommend the use of integrated treatment programs addressing both psychosis and AOD use, and
suggest that a combination of antipsychotic pharmacotherapy with psychosocial interventions focused
on AOD use may produce the best outcomes [444, 778, 779, 942]. The evidence base surrounding each of
these approaches is discussed below.

Psychotherapy

A Cochrane review [947] of RCTs examining psychosocial treatments for co-occurring severe mental
illness (predominantly psychotic spectrum disorders) and AOD use concluded that there is no clear
evidence supporting the use of any one approach to psychological treatment over standard care, with
many studies reporting mixed findings. The authors note, however, that it is difficult to draw any firm
conclusions from the current evidence base due to methodological differences between studies. The only
clear finding was an association between Ml and greater reductions in alcohol use relative to standard
care [947].

Barrowclough and colleagues [948] suggest that Ml techniques may need to be adapted for clients with
psychotic disorders because disorganised thoughts and speech may make it difficult for AOD workers to
understand what the client is trying to say, and psychotic symptoms (combined with AOD use and heavy
medication regimes) may impair clients’ cognitive abilities. For this reason, it is recommended that
therapists:

* Make use of more frequent and shorter reflections to clarify meaning.

e Use frequent and concise summaries to draw together information.

* Avoid emotionally salient material that is likely to increase thought disorder.

e Provide sufficient time for the client to respond to reflections and summaries.

* Ask simple open questions and avoid multiple choices or complicated language.

While acknowledging the lack of robust evidence, in addition to MI, the Royal Australian and New Zealand
College of Psychiatry (RANZCP) guidelines for the management of schizophrenia and related disorders
nonetheless recommend the use of integrated therapies that combine CBT, lifestyle interventions and
case management for the treatment of co-occurring schizophrenia and AOD use [444].

CBT for psychosis is a well-recognised evidence-based treatment for symptoms of psychosis [444].
Several studies have examined the efficacy of CBT on symptoms of psychosis and AOD use [949, 950];
again, evidence regarding the efficacy of CBT in treating co-occurring psychotic disorders and AOD
problems is mixed. Naeem and colleagues [950] found that although CBT led to better outcomes for
symptoms of psychopathology, there were no differences between CBT and treatment as usual groups on
AOD use outcomes. Similarly, Edwards and colleagues [949] found no significant differences between the
CBT and psychoeducation groups for the key outcomes of cannabis use or psychopathology.
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Recent research has identified assertive community outreach as one integrated approach that may

be particularly beneficial for clients with co-occurring psychosis and AOD use. Assertive community
outreach utilises specialised outreach teams to provide integrated and intensive treatment within a
community setting (e.g,, the client's home), and includes mental health treatment, housing support,

and rehabilitation [951]. Several studies examining the effectiveness of assertive community outreach
for people with co-occurring psychosis and AOD use have found improvements in psychotic symptoms
[952, 953], reduced frequency of AOD use [954], improved housing stability [952, 955, 956], fewer hospital
readmissions [952, 957], improved psychological wellbeing [955], and general functioning [956] relative to

baseline and treatment as usual control conditions.

Recent research has also demonstrated that, relative to standard care for psychosis and co-occurring
AOD use, skills-based training and peer supported social activities delivered alongside standard care,
leads to improved outcomes in relation to symptoms of psychosis, AOD use, as well as functional
outcomes [958]. Cognitive remediation therapy has also been found to be beneficial in addressing
cognitive and functional deficits (e.g. relating executive function, attention, memory, social cognition)
among people with psychotic disorders [959] and shows promise as an adjunctive treatment for people
receiving AOD treatment [960]; however, research among people experiencing both conditions is in its
infancy [961].

Contingency management may also be a useful adjunct to other treatments for psychotic spectrum
disorders and AOD use. As discussed in Chapter BG, contingency management involves the use of
reinforcement to encourage particular behaviours (and discourage undesired behaviours). A meta-
analysis examining the effect of contingency management for people with co-occurring psychotic

and AOD use disorders concluded that contingency management improves abstinence from AOD use,
although effects on psychotic symptoms were not examined [962]. These findings are consistent with a

review of earlier research [963].

The popularity of mindfulness-based interventions has increased in recent years. To date, however, no
studies have evaluated mindfulness in the context of co-occurring psychosis and AOD use. Studies

of single disorder psychosis have found mindfulness beneficial in reducing both negative [964, 965]
and positive psychotic symptoms [965]; and mindfulness has been found to reduce the frequency and
amount of AOD use, AOD-related problems [966], cravings [754, 966], and depressive symptoms [754],
relative to control groups (which included treatment as usual, CBT, and support groups), among people
with AOD use disorders as single disorders. Together these findings suggest that mindfulness may be

beneficial for people experiencing both conditions.

Pharmacotherapy

Despite the high rates of AOD use among people with psychosis, most trials of pharmacotherapy for
psychotic spectrum disorders have excluded people with AOD use disorders [779]. International clinical
guidelines typically conclude that there is limited evidence to recommend the use of one antipsychotic
over another among people with co-occurring AOD use disorders [778]; however, growing literature and
corresponding reviews indicate that some antipsychotics show more promise than others. Most of

the research to date has focused on those with a diagnosis of schizophrenia, but some studies have
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included people experiencing first-episode psychosis or diagnosed with other psychotic disorders (e.g,

schizoaffective disorder, psychosis in the context of bipolar disorder, substance-induced psychosis).

Two main findings can be drawn from the research to date. Firstly, ‘atypical’ second generation
antipsychotics appear to be more effective relative to ‘typical’ first generation antipsychotics (e.g,
haloperidol), with reference to both psychiatric and AOD-related outcomes [967, 968]. It has been
theorised that the increased AOD use found among those with psychotic disorders relates to dopamine
dysfunction which is better addressed by the newer atypical antipsychotic agents than the older typical
agents [969]. Atypical antipsychotics may also be preferred by clients as they are associated with fewer
extrapyramidal side effects such as involuntary movements [778]. Furthermore, there has been some
suggestion that typical antipsychotics may actually increase AOD use and craving [968]. Table 42 lists the

names of some of the more common antipsychotics.

There is some evidence to suggest that clozapine [779, 942, 968, 970-972], paliperidone [973-976],

and aripiprazole [967, 976-978] are most promising with respect to a variety of outcomes, including
improvements in symptoms of psychosis and/or AOD use. AOD use has not been found to influence the
efficacy of quetiapine, olanzapine, risperidone, or ziprasidone, for people with psychotic disorders [979].
Preliminary evidence suggests that ziprasidone shows similar efficacy relative to other antipsychotics,
though may be more tolerable with fewer side effects [972].

The second main finding that can be drawn from studies to date is that the use of long-acting
injectables (LAI), also refered to as depot medication, appear to produce better treatment outcomes
among people with AOD use disorders relative to oral antipsychotics. Specifically, LAls are associated
with a lower rate of relapse to psychosis and longer time to relapse [980]. Paliperidone, aripiprazole and
risperidone are specific medications where there is some evidence to suggest that the LAl form may

be more effective (with respect to producing improvements in severity of psychosis and/or AOD use)
relative to their corresponding oral preparation [973, 974, 976, 978, 981, 982]. People receiving monthly
paliperidone LAl have also been shown to demonstrate greater treatment adherence, have lower rates of
inpatient days, outpatient visits, long-term stays, and lower medical costs; relative to people receiving a
range of other oral atypical antipsychotics [973-975]. While both paliperidone LAl and aripiprazole LAl have
been linked with reductions in the severity of psychotic symptoms, aripiprazole has also been found to
produce improvements in AOD cravings and quality of life [976].

There is also some evidence to suggest that some medications may be more effective than others
depending on the type of AOD used. For example, olanzapine, risperidone and haloperidol may be
particularly effective in improving symptoms of psychosis and reducing cannabis use among people
with cannabis use disorder, while haloperidol and olanzapine have been recommended for those with
cocaine use disorders [983]. For those with polydrug use disorder, atypical antipsychotics, in particular,
olanzapine, may be more effective than typical antipsychotics [983]. It should be noted, however, that
head-to-head comparison studies are rare and tend to be conducted over relatively short follow-up
periods. A good approach to management is to tailor the choice of antipsychotic to the individual based
on response, side-effect profile, and means of administration (oral versus LAI).

Regarding amphetamine-induced psychosis specifically, findings have been mixed. A review of
aripiprazole, haloperidol, quetiapine, olanzapine, and risperidone concluded that they were safe and
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effective in reducing both positive and negative symptoms of psychosis, but found no clear evidence

for the superiority of one antipsychotic over another [984]. However, a subsequent review and meta-

analysis of the efficacy of these drugs and paliperidone extended-release concluded that olanzapine

and quetiapine are more efficacious than risperidone; and olanzapine, quetiapine, haloperidol, and

paliperidone extended-release are more efficacious than aripiprazole, at reducing symptoms of

amphetamine-induced psychosis [985].

Table 42: Antipsychotic medications

Newer (atypical) antipsychotics

Drug name

Amisulpride

Aripiprazole
Asenapine

Brexpiprazole

Carbamazepine

Cariprazine
Clozapine

Olanzapine

Lithium

Lurasidone
Paliperidone

Quetiapine

Risperidone

Sodium

valproate

Ziprasidone

Traditional (typical) antipsychotics

Brand names Drug name Brand names

Amipride, Amisolan, Solian, Chlorpromazine Largactil

Sulprix

Abilify, Abyraz, Tevaripiprazole Droperidol Droleptan
Saphris Flupentixol Fluanxol

Rexulti Haloperidol Serenace
Tegretol Periciazine Neulactil
Reagila Zuclopenthixol Clopixol

Clopine, Clozaril, Versacloz

Olanzacor, Ozin, Pryzex, Zypine,
Zyprexa

Lithicarb, Quilonum /

Latuda

Invega

Delucon, Kaptan, Quetia,
Seroquel, Syquet, Tevatiapine

Ozidal, Rispa, Risperdal,
Rispernia, Rixadone

Epilim, Valprease, Valpro

Zeldox, Ziprox

Adapted from the Australian Government Department of Health [986] and the Therapeutic Goods Administration [987] For a full
list of generic brands available, see the Therapeutic Goods Administration website (https://www.tga.gov.au).
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Electroconvulsive therapy (ECT)

ECT has long been used as an adjunctive treatment for people who do not have an adequate response to
antipsychotics [808]. A Cochrane review that examined the efficacy of ECT among people with treatment-
resistant schizophrenia as a single disorder concluded that, when combined with standard care, ECT
may lead to greater improvements compared with antipsychotics alone; however, the available evidence
was too weak to determine whether ECT is superior or inferior to other controls for the management of
treatment resistant schizophrenia [988].

E-health interventions

Although research pertaining to the use of e-health interventions for psychosis is in the early stages,
findings to date are promising. A review of internet and mobile-based interventions for psychosis
concluded that they appear to be acceptable and feasible and have the potential to improve clinical and
social outcomes [989]. Specifically, the interventions reviewed showed promise in improving positive
psychotic symptoms, hospital admissions, socialisation, social connectedness, depression, and
medication adherence. Interventions included web-based psychoeducation; web-based psychoeducation
plus moderated forums for patients and supporters; integrated web-based therapy, social networking
and peer and expert moderation; web-based CBT; personalised advice based on clinical monitoring; and

text messaging interventions.

Physical activity

To date there is no evidence about the use of exercise for psychotic disorders other than schizophrenia, or
co-occurring psychosis and AOD use disorder, though results of a meta-review suggest physical activity
is a promising adjunctive treatment for people with either schizophrenia or AOD use disorders [990].
Research conducted among people with single disorder schizophrenia has found that physical exercise
may be useful in terms of improving cognitive functioning (e.g., short-term memory), promoting healthy
lifestyles, managing medication side-effects [991-996], as well as reducing symptoms of psychosis [997-
999]. Studies that have examined the efficacy of exercise interventions among people with schizophrenia
have included a range of physical activities, including basketball [1000], aerobic exercise [992, 998, 1001],
cycling [997], and yoga [995, 1002, 1003]. Based on the evidence to date, aerobic activity has the most
support [992, 994, 998, 1004-1009], but there is also some support for resistance training as an adjunct
to other exercise [996, 1001, 1010, 1011]. In particular, endurance programs of at least 12-weeks, 3 sessions
per week, of general aerobic endurance training lasting at least 30 minutes in duration are recommended
[1012].

Complementary and alternative therapies

Research examining complementary therapies for co-occurring psychosis and AOD use is rare. One RCT
has examined the effects of auricular acupuncture as an adjunct to antipsychotics among people with
co-occurring schizophrenia and AOD use [1013]. In this study, auricular acupuncture (which involves
the placement of acupuncture needles in the ears) was given 4-6 times a week, for 20-40 minutes a

session, for up to 20 sessions. Relative to people who received antipsychotics alone, those also receiving
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acupuncture showed improved treatment adherence to antipsychotics after 10 sessions. Relative to
baseline levels, all participants also showed decreases in AOD cravings after 10 sessions, and further
decreases in AOD cravings after 20 sessions. However, there were no differences in psychiatric symptom
severity from baseline for either group and psychotic symptoms were not examined. These findings
require replication to be sure of their effectiveness.

While there has been little research examining complementary and alternative therapies for people with
co-occurring psychosis and AOD use, there have been some promising treatment outcomes for people
with single disorder psychotic disorders for horticultural therapy [1014], music therapy [1015], yoga [1016],
and a gluten-free diet [1017]. It should be noted however, that the majority of participants in these studies
were also receiving antipsychotic medication and as such, the utility of these complementary and
alternative approaches as standalone therapies for people with single disorder psychotic disorders has

not been established.

Summary

In summary, existing research suggests that there is no ‘one size fits all’ approach for treating co-
occurring psychotic spectrum and AOD use disorders [1018], and that combinations of different
therapeutic approaches may be necessary for each individual client. Further, therapist flexibility is
incredibly important in the treatment of this group. Box 15 illustrates the continuation of case study B,
following Amal’s story after his psychotic symptoms appeared to worsen.

Box 15: Case study B: Treating co-occurring psychosis and AOD use: Amal’s story
continued

Case study B: Amal’s story continued

The inpatient detoxification team immediately organised for Amal to have an assessment by the

team psychiatrist, who admitted Amal to the inpatient mental health unit for further assessment and
stabilisation. Amal’'s AOD team continued to provide advice and support for his ongoing detoxification
during his inpatient mental health stay. During this time, Amal's family were asked to meet with the
treating team and provide additional information. Amal’s father told the team that Amal had experienced
previous episodes of hallucinations and delusions; he did not think these had all occurred when Amal
had used methamphetamines but couldn’t be sure. Amal’s mother said that her mother had experienced
‘mental health problems’ and been hospitalised many times when she was younger, but she didn’t know

the exact nature of her condition.

Amal stayed at the mental health unit for a period of time, during which it was established that while
his substance use may have contributed to and exacerbated his symptoms, it was likely that he had an
independent psychotic disorder. He was stabilised on antipsychotics, started receiving psychotherapy
and began working with a case manager who liaised with the outpatient AOD team and made a plan for
his discharge. It was explained to Amal that his methamphetamine use would likely exacerbate or cause
arelapse in his psychotic disorder. As such, an important part of his discharge plan included relapse
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Box 15: Case study B: Treating co-occurring psychosis and AOD use: Amal’s story
(continued)

prevention strategies and the provision of ongoing support from the AOD service. Amal also had a longer-
term goal of wanting to move out of his parents’ house and live independently, which his case manager

worked into his treatment goals.

Key points:

e Chronic illness does not equate to untreatable illness. Psychotherapy may provide
symptom relief and improved quality of life, and all treatment approaches need to be
carefully integrated.

* Involvement of family, carers or friends is often critical to providing a full picture but
also needs to be carefully and sensitively managed.

* Medication adherence needs long-term attention.

* A holistic approach, assessing a person’s accommodation and employment needs in
addition to their mental, physical, and AOD use disorders, is vital.
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Bipolar disorders

Clinical presentation

It can be particularly challenging to treat people with bipolar disorder due to the broad range of emotions
experienced, which can impact on the relationship between the client and the therapist [133]. Depending
on which phase of the disorder a client is in, they may present with either symptoms of depression or
mania/hypomania. If the person is in between episodes, they may appear to be completely well. People
with bipolar disorder predominantly present to services during the depressive phases of the disorder

rather than during periods of elation.

If experiencing a depressive episode, the client may present with low mood; markedly diminished
interest or pleasure in all, or most activities; sleep disturbances; appetite disturbances; irritability;
fatigue; psychomotor agitation or retardation; poor concentration; feelings of guilt, hopelessness,
helplessness and worthlessness; and suicidal thoughts. When experiencing mania/hypomania however,
aclient's mood is persistently elevated, and symptoms of grandiosity, flights of ideas, hyperactivity,
decreased sleep, psychomotor agitation, talkativeness, and distractibility may be present. Mania and
hypomania may lead to a loss of insight, which can place the person at risk, and impact negatively on
medication adherence.

Managing symptoms of bipolar

In general, if the client presents during a depressive episode, management of symptoms should follow
the guidelines for the management of depressive symptoms (see Table 43). As previously mentioned,

low mood is often a trigger for relapse to AOD use and addressing depressive symptoms is an important
component of relapse prevention [1019]. If, however, the client is experiencing a manic episode or
symptoms of psychosis, consultation with a medical practitioner is recommended for the prescription of

appropriate pharmacological interventions.

The techniques outlined in Table 44 may assist in the management of a person experiencing symptoms
of mania or hypomania. Some clients may be aware that they are unwell and will voluntarily seek help;
others may lack insight into their symptoms and refuse, or not perceive the need for, help. In some
instances, a person’s manic symptoms can put both the client and others at risk of harm. In such
circumstances mental health services should be contacted, whether the client wants such a referral to

be made or not.
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Table 43: Dos and don’ts of managing a client with depressive symptoms of bipolar

Encourage and emphasise successes and positive steps (even just coming in for treatment).
Take everything they say seriously.

Maintain eye contact and sit in a relaxed position - positive body language will help you and the
client feel more comfortable.

Use open-ended questions such as ‘So tell me about..? which require more than a ‘yes’ or ‘no’

answer. This is often a good way to start a conversation.

Constantly monitor suicidal thoughts and talk about these thoughts openly and calmly.
Encourage the client to express their feelings.

Be available, supportive, and empathetic.

Offer realistic hope (i.e, that treatment is available and effective).

Encourage regular sleep, exercise and eating patterns.

Keep language clear, specific, and simple.

Assist the client to identify early warning signs that they may become unwell.

Provide contact details of counselling services and offer to make referrals if required (many

depressed people struggle to do this alone).

O A3 O 39

Encourage participation in healthy, pleasurable, and achievement-based activities (e.g, exercise,
hobbies, work).

Make unrealistic statements or give unrealistic hope, like ‘everything will be fine’.
Invalidate the client’s feelings.
Be harsh, angry, or judgemental. Remain calm and patient.

Lose hope or become frustrated.

VDOVOD

Act shocked by what the client may reveal.

Adapted from Scott et al. [1020], Clancy and Terry [448] and Headspace [1021].
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Table 44: Dos and don’ts of managing a client experiencing mania/hypomania

Do:

Ensure the safety of the client, yourself, and others.
Assist the client identify early warning signs that they may become unwell.

Help to reduce triggers that aggravate the person’s symptoms (e.g, reduce stimulation such as

noise, clutter, caffeine, social gatherings).

Speak clearly and calmly, asking only one question or giving only one direction at a time.
Answer questions briefly, quietly, calmly, and honestly.

Use a consistently even tone of voice, even if the person becomes aggressive.

Encourage regular sleep, exercise and eating patterns.

Be cautious about becoming swept up by the person’s elevated mood.

Point out the consequences of the client’s behaviour. Be specific.

If the person is well enough, discuss precautions they can take to prevent risky activities and
negative consequences (e.g., give their credit cards and/or car keys temporarily to a trusted family
member or friend to prevent reckless spending and driving).

If promiscuity or socially inappropriate behaviour is a problem, encourage the person to avoid
situations in which their behaviour may lead to negative consequences.

Encourage the person to postpone acting on a risky idea until their mood is stable.

Ensure both you and the client can access exits - if there is only one exit, ensure that you are

closest to the exit.
Have emergency alarms/mobile phones and have crisis teams/police on speed dial.

If the person is placing themselves at risk, or they are experiencing severe symptoms of psychosis,
arrange transfer to an emergency department for assessment and treatment by calling an

ambulance on 000.
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Table 44: Dos and don’ts of managing a client experiencing mania/hypomania
(continued)

@ Argue, criticise, or behave in a threatening way towards them. Consider postponing or avoiding
discussion of issues that aggravate the client for the time being. Try to talk about more neutral
topics.

Get visibly upset or angry with the client. Remain calm and patient.

Confuse and increase the client’s level of stress by having too many workers attempting to

communicate with them.

Get drawn into long conversations or arguments with the person as these can be overstimulating
and upsetting. People with elevated moods are vulnerable despite their apparent confidence, and
they tend to take offence easily.

Leave dangerous items around that could be used as a weapon or thrown.

Laugh (or let others laugh) at the person.

OO0 O OO

Act horrified, worried, or panic.

Treating bipolar disorders

There are several options available for the treatment of bipolar disorders, including psychotherapy,
pharmacotherapy, ECT, e-health and telehealth interventions, as well as complementary and alternative
therapies (e.g., dietary supplements). The evidence base surrounding each of these treatments is
discussed below. Despite a small evidence base regarding the treatment of bipolar disorder in the
context of co-occurring AOD use disorders, most of which has focused on pharmacological treatments,
experts recommend an integrated multidisciplinary approach to treating these conditions [1022, 1023].

Psychotherapy

Research on psychological treatments for co-occurring bipolar disorder and AOD use is minimal and
has largely been limited to small studies of CBT approaches. In line with Australian and international
guidance on the treatment of bipolar disorder [1024-1027], these studies have examined the use of
psychotherapies as adjuncts to pharmacotherapy, not as monotherapies. The intervention that has
received most investigation to date is Integrated Group Therapy (IGT), an integrated, 12- or 20-session
psychosocial group treatment program that focuses on similarities between recovery and relapse
processes in bipolar disorder and AOD use disorder. One pilot non-randomised trial and two small
RCTs have shown more positive findings in relation to AOD use outcomes relative to group counselling
control conditions, but not in relation to mood [1028-1030]. It has been suggested that the consistent
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superiority of IGT over group drug counselling indicates that the efficacy of drug treatment for people with
co-occurring bipolar disorder is enhanced when treatment is provided in the context of mood disorder

treatment, but additional strategies may be needed for mood management [871].

Preliminary studies have also been conducted on several other integrated treatments delivered as
adjuncts to pharmacotherapy, but again, these have been limited to small RCTs with mixed findings.
Schmitz and colleagues [1031] compared an individual integrated CBT treatment for bipolar and

AOD use delivered in combination with medication monitoring to medication monitoring alone. No
significant differences were found in relation to AOD use; findings in relation to mood were mixed but
appeared promising. A further two intensive 6-month long programs that involved clients’ families, the
Integrated Treatment Adherence Program based on ACT for adults [1032] and the Family Focused Treatment for
adolescents [1033], have also undergone preliminary evaluations with promising findings in relation to

symptoms of bipolar disorder, but not in relation to AOD use.

Other integrated interventions that have undergone preliminary evaluation and found to be acceptable,
feasible, and potentially efficacious in reducing either AOD use and/or symptoms of bipolar disorder
include HABIT, a manualised integrated group therapy that combines CBT with mindfulness-based
relapse prevention [1034], and an integrated individual therapy that combines CBT and MI [1035]. Further
research is needed to determine their effectiveness.

Pharmacotherapy

Pharmacotherapy is the first-line approach to treating bipolar disorders as single disorders [1024-1027].
It is therefore not surprising that the vast majority of research regarding the treatment of co-occurring
bipolar and AOD use disorders has focused on pharmacotherapies. Nevertheless, the evidence base

is limited making it difficult to draw firm conclusions. Most studies have been conducted with a

small number of people, lacked comparison groups, and involved the use of a variety of concomitant
medications, making it difficult to clearly attribute effects to the medication examined [1023, 1036].
Multiple medications are often used to treat each specific disorder, such as the use of mood stabilisers
(see Table 45), antipsychotics (see Table 42), and/or antidepressants (see Table 47) for the bipolar
disorder, in conjunction with medication specifically to treat the AOD use disorder (e.g., naltrexone for
alcohol use disorder) [1037], but care should be taken to avoid unnecessary polypharmacy due to the
potential for interaction effects.
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Table 45: Mood stabiliser medications

Drug name Brand names Drug name Brand names

Aripiprazole Abilify, Abyraz, Quetiapine Delucon, Kaptan, Quetia,
Tevaripiprazole Seroquel, Syquet, Tevatiapine

Asenapine Saphris Risperidone Ozidal, Rispa, Risperdal,

Rispernia, Rixadone

Carbamazepine Tegretol Sodium valproate  Epilim, Valprease, Valpro

Lamotrigine Lamictal, Lamidus, Ziprasidone Zeldox, Ziprox
Lamitan, Lamotrust,

Logem, Reedos, Torlemo

Lithium Lithicarb, Quilonum

Olanzapine Olanzacor, Ozin, Pryzex,

Zypine, Zyprexa

Paliperidone lvenga

Adapted from Khoo [1038]. For a full list of generic brands available, see the Therapeutic Goods Administration website

(https://www.tga.gov.au).

Research to date has largely focused on the use of quetiapine among people with co-occurring bipolar
and alcohol use disorders. Although initial open-label uncontrolled trials largely found quetiapine to have
a positive impact on both psychiatric symptoms and AOD use, most RCTs have demonstrated that these
improvements tend to be no greater than those achieved with a placebo [1036]. A similar pattern has
been observed for sodium valproate among people with co-occurring bipolar and alcohol, cocaine and/or
cannabis use disorders; although findings from one RCT suggest that greater reductions in alcohol use
may be obtained by adding sodium valproate to lithium and individual counselling [1039].

Lithium itself has been examined in a small RCT conducted among adolescents which found
significantly greater reductions in AOD use and depressive symptoms among those who received lithium
relative to those who received placebo [1040]. A further study demonstrated that lithium had an impact
on reducing cannabis and cocaine use among people with co-occurring bipolar disorder, but it is difficult
to generalise the findings of this study due to less than one-quarter of the original sample completing
the stabilisation phase and continuing into the main portion of the study [1041].

Lamotrigine has been shown to have mixed results in uncontrolled trials with regard to symptoms of
bipolar, cocaine and alcohol use, but the only RCT conducted to date found no significant differences
in outcomes for those who received lamotrigine compared to those who received a placebo medication
[1036]. Topiramate has also been examined in an RCT and was not found to be superior to placebo


https://www.tga.gov.au
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with respect to reductions in AOD use and mood [1036]. Aripiprazole, olanzapine, and asenapine have

all undergone preliminary testing, and all have been associated with reductions in cravings and
improvements in bipolar symptoms but are yet to be examined in controlled trials [1036]. Over the past
several years, studies have widened their focus to include non-traditional pharmacotherapies, such as
memantine (an NMDA-receptor agonist typically used in the treatment of Alzheimer's disease) [1042] and
ondansetron (an antiemetic usually used in the treatment of nausea) [1043]. Although this is an area that
is still developing, some promising findings have emerged.

Itis also important to bear in mind that people with a co-occurring bipolar disorder may be less likely

to take their medication if they lack insight, do not recognise their manic episodes, or enjoy their manic
episodes. Measures to increase medication adherence may be particularly pertinent (discussed in
Chapter B6). Other strategies to promote medication adherence among clients with co-occurring bipolar
disorder include the Integrated Treatment Adherence Program described earlier in this chapter, which is an
adjunctive psychosocial approach designed to improve treatment adherence [1032].

Electroconvulsive therapy (ECT)

While ECT has been suggested as a second-line treatment option for single disorder bipolarin very severe
cases (e.g., treatment-resistant or acute mania, depression, suicidality) [1026, 1027], to date, few research
studies have assessed the efficacy of ECT in treating co-occurring bipolar and AOD use disorders.

Of the research that has been conducted, one study conducted a retrospective analysis of Swedish
medical records of people with bipolar and depression, both as single disorders and co-occurring with
AOD use, who had previously received ECT [1044]. ECT was found to improve remission rates from baseline
for people with single disorder bipolar, at a similar rate to people with unipolar depression (35% for
bipolar vs. 45% for unipolar depression). However, people with co-occurring mood disorders and AOD use
had lower remission rates compared to people without co-occurring AOD use (26% to 29% vs. 42% to 47%
respectively) [1044].

In a second study conducted among 190 adolescents and young people aged 16 to 25 with depressive,
psychotic and bipolar disorders, a course of five ECT treatments was found to reduce AOD use outcomes,
such as cravings and problematic behaviour associated with substance use, relative to baseline [1045].
Following these treatments, people also demonstrated reductions in the frequency of depressive and
psychotic symptoms, as well as self-harm ideation [1045]. However, it should be borne in mind that
bipolar disorders made up only a very small subsample of this study (14%). While these studies may be
promising, more conclusive evidence for the use of ECT among people with co-occurring bipolar and AOD
use is needed.

E-health and telehealth interventions

There are several online interventions to support the mental health of people with bipolar disorders,
including MoodSwings [1046, 10471, Living With Bipolar [1048], Beating Bipolar [1049], the Bipolar Education
Programme [1050], HealthSteps for Bipolar Disorder [1051], LiveWell [1052], ORBIT [1053], ERPonline [1054], and
OpenSIMPLe [1055]. However, only some of these have been, or are in the early stages of being, evaluated.
Feasibility and preliminary studies of Living With Bipolar [1048], Bipolar Education Programme [1050], and
OpenSIMPLe [1055] are promising.
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One online program, Therapeutic Education System (TES), developed for people with AOD use was recently
evaluated among 95 people, a subsample of whom were experiencing co-occurring bipolar disorder
[1056]. TES comprises 65, 15-minute modules, covering substance use-related topics, such as problem
solving and drug-refusal skill training. Compared to those in the treatment as usual control group, those
enrolled in TES reported greater perceived usefulness of treatment and better emotional regulation,
although the groups did not differ in subsequent enrolment rates in AOD treatment programs, self-
reported cravings, number of drug-related dreams, or satisfaction with treatment. Outcomes related to
bipolar symptoms were not examined.

Physical activity

A small number of studies with relatively small samples have examined the effect of exercise on bipolar
disorders. Ng and colleagues [1057] conducted a small, retrospective chart review, and found that
depression and anxiety improved among people with bipolar disorder who participated in a voluntary
40-minute, supervised group walking activity whilst in a psychiatric facility, every weekday morning,
compared to non-walkers. However, there was no clinical difference in overall improvement between
walkers and non-walkers [1057]. A small open trial examining the short-term effects of aerobic training
on depression and bipolar disorder found that aerobic training slightly improved symptom severity for
people with bipolar disorder [1058]. Another small RCT examined the effect of a short-term, maximum
endurance exercise program as an accompanying treatment to pharmacotherapy, and found that,
relative to control (gentle stretching and relaxation), depression scores were significantly reduced
among the exercise group [1059]. In a systematic review of the literature, it was similarly concluded that
physical activity is associated with reduced depressive symptoms among people with bipolar, as well as
improved quality of life [1060]. The optimal dose for exercise among people with bipolar has not yet been
determined; however, guidelines for mood disorders from the RANZCP suggest that exercise should be
regular (two to three times per week) and vigorous (requiring sustained effort) to maximise the chance
of deriving health benefits [1027]. Similarly, although the optimal dose and exercise type for people with
bipolar have yet to be determined, aerobic and resistance-based exercises are recommended for people

with mood disorders in general [1027].

Although the aforementioned studies provide evidence to suggest that regular physical activity can
assist in the reduction of depressive symptoms, there is preliminary research pointing to the existence
of possible exacerbation of mania among some people [1060-1062]. Although exercise may be beneficial
in redirecting excess energy for some, others found their manic symptoms were aggravated, potentially
risking a cycle of manic and hypomanic symptoms [1063]. It has been suggested that the exacerbation
of manic symptoms may be due to direct effects on mood, or indirectly on excessive goal-focused
activities, which can be a risk pathway for bipolar disorder [1064, 1065]. However, these preliminary
findings originate from a small qualitative study and require further empirical evidence, with some
participants in the study finding exercise calming [1061]. No research has been conducted to examine the
efficacy of exercise among people with co-occurring bipolar and AOD use; however, given the unknown
and potentially risky relationship with mania, physical activity among people with co-occurring disorders
should be closely monitored.
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Complementary and alternative therapies

Dietary supplements

There have been few reviews that have examined the evidence for the safety and efficacy of dietary
supplements for bipolar disorders. Although research has found some benefit with regards to both
depressive symptoms (e.g., omega-3 and -6 supplementation, icariin, citicoline [1066-1070]), and mania
symptoms (e.g., magnesium supplementation [1071-1073]), many therapies have the potential to induce
mania or interact with pharmacotherapies (e.g.,, St John’s Wort [1074-1077]); the extent to which needs
further in-depth examination.

Summary

Several psychological and pharmacological approaches for the treatment of co-occurring bipolar disorder
and AOD use appear promising, however, further research is required to establish which therapeutic
approaches are particularly effective for these co-occurring disorders. Box 16 illustrates the continuation
of case study C, following Scott after his initial visit with the AOD worker.

Box 16: Case study C: Treating co-occurring bipolar disorder and AOD use: Scott’s story
continued

Case study C: Scott's story continued

During the comprehensive assessment with the AOD worker, Scott described other periods where he had
felt elated. His girlfriend said that he would sometimes come home after two weeks at work and start a
new project in a ‘frenzy’, often staying up all night or only coming to bed at 2 or 3am, but rarely finished
any of them before moving on to something new. During these periods, Scott’s girlfriend said he was like
a different person - he was full of energy, talked non-stop, would do all the housework and didn’t seem to
need much sleep. Scott excitedly told the AOD worker that he just started rebuilding a motorbike in his
garage. Scott’s girlfriend expressed her frustration that their house was full of half-completed projects,
with ‘stuff everywhere’.

Recognising a probable bipolar disorder, the AOD worker organised for Scott to see a psychiatrist, who
confirmed this diagnosis. Scott's AOD worker told him that if he wanted to work on his AOD use, they
would work together with his psychiatrist to manage both conditions together. Scott agreed this was
a good idea and was prescribed a mood stabiliser by his psychiatrist. A concurrent approach to Scott’s
mental health and AOD use began, which involved regular meetings with Scott and the professionals
involved in his mental health care and AOD treatment.

In addition to psychotherapy and medication, the team helped Scott with financial management and
provided him with some strategies to help with his spending. They also discussed Scott’s lifestyle and
in particular, the nature of his fly-in-fly-out employment. The first time this was raised, Scott became
extremely angry. Refusing to believe there was any problem or connection between the long shift work,

numerous consecutive working days, his AOD use and mental health symptoms, he told the treatment
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Box 16: Case study C: Treating co-occurring bipolar disorder and AOD use: Scott’s story
(continued)

team to ‘butt out’ and stormed out of the meeting. Very late that evening, Scott’s girlfriend was contacted
by a friend who had found Scott passed out in a local park - he was naked and his feet were bare and
bloodied. It appeared that he had consumed a large quantity of alcohol and had been wandering around.
His girlfriend picked Scott up and she and the friend took him to emergency, where he was admitted

overnight.

Over the next few days, Scott's mood had settled, and he started to think more about his life and work,
and the things that were important to him. In the next treatment team meeting, he listened to the
concerns raised, and said he loved his job but could see why the type of work he had been doing may be
contributing to making things worse and would think about it some more. He was grateful that his team
was being patient with him, listening to him think things through without judging him. Scott started

going to the gym again and joined the local soccer team.

Key points:

* Incases of bipolar disorder co-occurring with AOD use, treatments need to be
coordinated and carefully integrated. Strategies to address medication adherence,

particularly over the long-term, are a pertinent aspect of treatment.

* Without addressing the familial and social consequences of longstanding bipolar
disorder, the client’s quality of life will remain much diminished. As such, integrating
the rehabilitative aspects of treatment may have long-term benefits.

e Physical activity and exercise have physical and psychological benefits and may also
help address some of the side effects of medications used to treat bipolar disorder.



Depression
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Depression

Clinical presentation

Depressive symptoms include low mood; markedly diminished interest or pleasure in all or most
activities; sleep disturbances; appetite disturbances; irritability; fatigue; psychomotor agitation or
retardation; poor concentration; feelings of guilt, hopelessness, helplessness and worthlessness; and
suicidal thoughts (refer to Chapter A4).

Managing depressive symptoms

Negative mood is often a trigger for relapse, and therefore addressing depressive symptoms is also

an important part of relapse prevention [1078,1079]. The techniques outlined in Table 46 may help AOD
workers to manage clients with depressive symptoms. A number of simple strategies based on CBT may
also be useful for clients in managing depressive symptoms, including [482, 1080, 1081]:

e Cognitive restructuring,
* Pleasure and mastery events scheduling.
* Goal setting.
* Problem solving.
These techniques are discussed in greater detail in Appendix BB.

It is important to note that many depressive symptoms (and many anxiety symptoms) will subside
after a period of abstinence and stabilisation [1082-1084]. It is useful to explain to clients that it is quite
normal to feel depressed (or anxious) when entering treatment but that these feelings usually improve
over a period of weeks [1082, 1083, 1085]. During and after this time, constant monitoring of symptoms
will allow the AOD worker to determine if the client requires further treatment for these symptoms.

If the client has a history of depressive episodes in circumstances when they are not intoxicated or
withdrawing, they may have an independent depressive disorder. For these clients, it is unlikely that
their depressive symptoms will resolve completely with abstinence—indeed their symptoms may even
increase. In such cases, clients should be assessed for a depressive disorder and the treatment options
described in this chapter should be considered.

Table 46: Dos and don’ts of managing a client with depressive symptoms

Do:
Encourage and emphasise successes and positive steps (even just coming in for treatment).

Take everything they say seriously.
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Table 46: Dos and don’ts of managing a client with depressive symptoms (continued)

Maintain eye contact and sit in a relaxed position—positive body language will help you and the
client feel more comfortable.

Use open-ended questions such as ‘So tell me about..? which require more than a ‘yes’ or ‘no’
answer. This is often a good way to start a conversation.

Constantly monitor suicidal thoughts and talk about these thoughts openly and calmly.
Encourage the client to express their feelings.

Be available, supportive and empathetic.

Offer realistic hope (i.e, that treatment is available and effective).

Provide contact details of counselling services and offer to make referrals if required (many

depressed people struggle to do this alone).

O 3333 & O

Encourage participation in healthy, pleasurable, and achievement-based activities (e.g., exercise,
hobbies, work).

Make unrealistic statements or give unrealistic hope, like ‘everything will be fine’.
Invalidate the client’s feelings.

Be harsh, angry, or judgemental. Remain calm and patient.

DD

Act shocked by what the client may reveal.

Adapted from Scott et al. [1020] and Clancy and Terry [448].

Treating depressive disorders

There are several options available for the treatment of depressive disorders, including psychotherapy,
pharmacotherapy, ECT, e-health, physical activity, as well as complementary and alternative therapies
(e.g., omega-3). The evidence base surrounding each of these treatments is discussed below.
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Psychotherapy

Research on psychological therapies provides support for the use of integrated psychological treatments
for co-occurring depression and AOD use disorders [228, 665, 1086, 1087]. However, the small number

of studies, methodological limitations (e.g., lack of randomisation to treatment conditions), variation

in study results, and small sample sizes used in these studies highlight the need for larger trials to be
conducted in this area [665,1088].

The majority of studies to date have examined the use of integrated treatments that adopt a CBT
approach [122, 665, 1089]. Reviews of the literature have shown that integrated CBT approaches yield
superior results for depression and AOD use when compared to no treatment or treatment as usual
comparison groups [1088,1090], but there is insufficient evidence demonstrating that any one
psychological therapy is more effective than another for these co-occurring conditions [1091].

In a 2019 Cochrane review, Hides and colleagues [1091] identified there was limited evidence to suggest
that integrated CBT (ICBT) results in higher rates of abstinence at 6- to 12-months follow-up compared
to 12-step facilitation therapy. Both approaches appeared to be similarly effective in terms of depressive
symptoms at follow-up, however, reductions appeared more quickly with 12-step facilitation therapy
than ICBT and Hides and colleagues [1091] caution that these findings are based on low-quality
evidence. As a way of enhancing CBT, it has been suggested that CBT be combined with other evidence-
based psychological strategies, such as contingency management (see Chapter B6). The addition of
contingency management to CBT-based approaches has been shown to lead to superior outcomes in
terms of AOD abstinence and depressive symptoms relative to CBT-based approaches alone [1092,1093].

Another approach showing promise in the treatment of co-occurring AOD use and depression is
behavioural activation (described in Chapter B6). There is empirical evidence illustrating that
behavioural activation is as effective in treating depression as cognitive and behavioural techniques
(with or without antidepressants) and more effective than antidepressant medication alone [693,
694, 1094]. The efficacy of behavioural activation in treating co-occurring AOD use and depression has
been examined in several RCTs across a variety of AOD treatment settings (community-based clinics,
residential treatment, specialist addiction clinics). A systematic review of these trials concluded that,
although the research to date is promising, further research is needed [690].

Lastly, although still in the early stages, there is preliminary support for the use of mindfulness-based
approaches in the treatment of co-occurring depression and AOD use. These approaches include
mindfulness-based relapse prevention [1095,1096] and mindfulness-based cognitive therapy [1097],
which have been associated with greater reductions in depressive symptoms and AOD craving relative to
treatment as usual for AOD.

Pharmacotherapy

There is consensus amongst experts that pharmacotherapy (i.e., antidepressants; see Table 47) for co-
occurring depression and alcohol use disorders can be effective, provided an individualised approach is
used [1098,1099]; however, it has been suggested that using pharmacotherapy to treat only depression or
only AOD use is not likely to be sufficient to achieve improvements for both conditions [1100].
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A number of systematic reviews have examined the effectiveness of antidepressant medication among
people with co-occurring AOD use disorders and depression [1100-1103]. Most studies to date have
focused on alcohol use disorders, but other AOD use disorders examined include cocaine use disorder,
opiate use disorder, and nicotine use disorder [1101].

Systematic reviews and meta-analyses have shown that, while their effect on AOD has been mixed,

the effect of antidepressants on depression among people with AOD use disorders is comparable to
that observed among people with single disorder depression [34,1100-1102]. There is some evidence to
suggest that their effectiveness may vary depending on the type of AOD use disorder a person presents
with. For example, although studies of co-occurring alcohol dependence and major depression support
the use of antidepressants [1102], most studies of cocaine and opiate dependent clients do not [1101].

The majority of studies to date have examined the use of SSRIs and few have directly compared the
effectiveness of different types of antidepressants among people with AOD use disorders. As such,
there is insufficient evidence to recommend the use of one over another [1102]. Despite a lack of
comparative research, there is some evidence to suggest that particular antidepressants may be more
effective in treating depression among people with AOD use disorders than others. In a systematic
review of pharmacotherapy among people with co-occurring AOD use and depressive disorders (either
major depressive disorder or dysthymia), Stokes and colleagues [1101] found that imipramine (a
tricyclic antidepressant, TCA) improved depressive symptoms among people with co-occurring alcohol
dependence and opiate dependence, however, SSRIs showed no effects on depression. The lack of
effects for SSRIs was observed both when SSRIs were used alone and in combination with other relapse
prevention medications (e.g., naltrexone). Consistent with these findings, the addition of citalopram to
naltrexone and case management has not been shown to confer any added benefit over naltrexone and
case management among people with either independent or substance-induced depression and alcohol
dependence [1104]. Antidepressants that do not come under the umbrella of SSRIs or TCAs have been
found to be effective in single studies, with improvements observed on outcomes such as depression,

alcohol consumption, cravings, and time to relapse [1100].

It has also been suggested that different types of antidepressants seem to be suitable for different
types of substance use disorders [1105]. In particular, people with AOD use disorders tend to respond
better to antidepressants that have a similar direct or side effect profile to their substance use. Hence,
the more sedating antidepressants such as doxepin or paroxetine are more effective among people
who use alcohol, heroin, and sedatives, and the more stimulating antidepressants such as desipramine
and bupropion have greater efficacy among those with depression who use stimulants and nicotine. As
there is insufficient evidence for the use of antidepressants for treating depression among people who
use psychostimulants such as amphetamines and ecstasy [1106, 1107], the use of the more stimulating

antidepressants for these clients provides the best guidance at this time.

As with any medication, the choice of antidepressant used should be made with the client and take into
consideration the safety and tolerability of the medication, and any potential contraindications. SSRIs
and other atypical antidepressants are typically better tolerated, associated with fewer adverse effects,
and are safer in overdose relative to TCAs [1102, 1108, 1109]. For all AOD clients, extreme caution should

be taken when prescribing monoamine oxidase inhibitors (MAOIs). These medications are potentially
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dangerous because of the dietary and medication restrictions involved [1105, 1106]. Hypertensive crisis
with intracranial bleeding and death can occur if combined with a tyramine-rich diet or contraindicated
medications (including opioid and psychostimulant substances, such as over-the-counter cold and flu
medications) [1110, 1111]. Further MAOIs have a number of possible/theoretical interactions with alcohol
(tyramine in some wines/beers) and other drugs of abuse [1105]. For these reasons, MAOIs should only be
used when other antidepressant medication options have failed.

Esketamine, an NMDA-receptor antagonist recently approved for the treatment of depression by the
Australian Therapeutic Goods Administration, is another pharmacotherapy that may be considered
for people who have not demonstrated an adequate response to at least two other antidepressants
[1112]. Caution should be used however, due to its abuse potential and significant adverse effects (e.g,
dizziness, nausea, dissociation) [1113-1116]. Relative to placebo, people are more likely to discontinue

esketamine due to the intolerability of these side effects [1116].

Suicide risk should be carefully monitored when a person commences any antidepressant, given
ongoing uncertainty and controversy regarding initiation of antidepressants and increased suicide risk;
in particular, suicide attempts within the first three to four weeks of acute treatment [1117, 1118]. Thus,
although it is suggested that the benefits of antidepressant use outweigh the risks, and appropriate use
actually protects depressed patients from suicide, it is important to maintain appropriate monitoring of
suicidality [1098,1109].

It is important to note that it can take up to four weeks for an antidepressant to reach therapeutic
levels. Responses to antidepressants are typically noticeable within two to four weeks, with continued
improvement in symptoms for up to 12 weeks [1098]. With these issues in mind, early follow-ups after
initiation of an antidepressant medication are recommended [1098]. If little or no improvement in mood
occurs over the induction time specified by the drug manufacturer, and the medication is being taken
as prescribed (usually a minimum of three weeks), consideration should be given to increasing the dose
within the recommended range. I still little or no improvement is observed, switching or augmenting
with another antidepressant may be considered. It is recommended that there be at least one within-
class switch before considering augmentation or other options, keeping in mind the potential for drug
interactions, and the adverse effects of some antidepressants [1098].

Thase and colleagues [1099] comment on the sometimes over-restrictive attitudes towards
pharmacological treatments for depressive disorders among people with AOD use disorders, where
clients can present in a state of physical and emotional despair that requires immediate intervention.
Considering the safety of most of the newer antidepressants such as SSRIs, such caution as waiting for
a minimum number of weeks of abstinence cannot be justified. This would particularly apply where a
client has a history of depression during periods of abstinence, or where the person has had successful
antidepressant intervention in the past.

Some clients may be reluctant to take SSRIs due to the misconception that they are ‘addictive’. SSRIs are
not habit-forming; however, people may experience a discontinuation syndrome if medication is stopped
abruptly [1109]. Symptoms typically appear within three to four days of stopping and are similar to some
of those experienced during alcohol and opiate withdrawal (e.g,, flu-like symptoms, light-headedness,
headache, nausea) [1109]. When discontinuing SSRIs, the dose should be gradually tapered.
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Table 47: Antidepressant medications
Drug type and name Brand names

Tricyclic antidepressant (TCA):

Amitriptyline Endep, Entrip, Lupin
Clomipramine Anafranil, Placil
Dosulepin (dothiepin) Dothep, Mylan
Doxepin Deptran
Imipramine Tofranil
Nortriptyline Allegron, NotriTABS

Monoamine oxidase inhibitor (MAOI):

Phenelzine Nardil

Tranylcypromine Parnate

Reversible inhibitor of monoamine oxidase A (RIMA):
Moclobemide Amira, Aurorix, Clobemix

Selective serotonin reuptake inhibitor (SSRI):

Citalopram Celapram, Cipramil, Talam

Escitalopram Cilopam, Escicor, Esipram, Lexam, Lexapro, Loxalate
Fluoxetine Fluotex, Lovan, Prozac, Zactin

Fluvoxamine Faverin, Luvox, Movox

Paroxetine Aropax, Extine, Paxtine, Roxtine

Sertraline Eleva, Sertra, Setrona, Zoloft

Serotonin and noradrenaline reuptake inhibitor (SNRI):
Desvenlafaxine Desfax, Desven, Pristiq
Duloxetine Cymbalta, Depreta, Duloxecor, Dytrex, Tixol

Venlafaxine Efexor, Elaxine, Enlafax
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Table 47: Antidepressant medications (continued)
Drug type and name Brand names
Noradrenaline and specific serotonergic agent (NaSSA):
Mirtazapine Avanza, Axit, Mirtanza, Mirtazon
Tetracyclic antidepressant:

Mianserin Lumin

Noradrenaline reuptake inhibitor (NRI):

Reboxetine Edronax

Melatonergic antidepressant:

Agomelatine Domion, Valdoxan
N-methyl-D-aspartate (NMDA) receptor antagonist:

Esketamine Spravato

Adapted from Australian Government Department of Health [1119]. For a full list of generic brands available, see the Therapeutic

Goods Administration website (https://www.tga.gov.au).

Naltrexone and acamprosate, medications commonly used in the treatment of alcohol use disorders,
have shown moderately positive outcomes in depression as a single disorder [1120]. However, in a 2019
review of trials examining the use of alcohol medications among people with co-occurring alcohol
dependence and depression, naltrexone and acamprosate produced mixed findings. As such, the authors
concluded that their efficacy for alcohol use disorder and depression together remains unclear [1100].
More promising results have been found in relation to the use of disulfiram in this population, which has
been associated with improvements in both depression and alcohol-related outcomes in some studies
[1100, 1103]. While both acamprosate and naltrexone are available on the Pharmaceutical Benefits Scheme

for alcohol dependence, disulfiram is expensive and only available with a private prescription.
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Recent reviews have noted emerging evidence of the efficacy of anticonvulsants/antiepileptics for
alcohol abstinence in people with co-occurring depression [1100, 1103], and recent trial results have
demonstrated that a single high-dose of buprenorphine may rapidly reduce depression and suicidal
ideation in people with opiate dependence and co-occurring depression [1121,1122]. These findings
suggest that buprenorphine may prove to be an especially useful pharmacotherapy for this sub-group,

however, further research is needed.

Electroconvulsive therapy (ECT)

The 2019 RANZCP clinical practice guidelines for the treatment of depression note that ECT is a highly
efficacious treatment with a strong evidence base, particularly for patients with severe or psychotic
depression, catatonia, high risk of suicide, or who have not responded to adequate trials of medication
or psychotherapy [808]. However, only one study to date has assessed the efficacy of ECT in treating co-
occurring depression and AOD use disorders [1123]. This study, a retrospective chart review comparing
depressed patients with and without co-occurring AOD use disorders, found that patients with co-
occurring alcohol use disorders experienced similar improvements in their depressive symptoms
following ECT as those with mood disorders alone [1123]; however, patients with both co-occurring alcohol
and drug use disorders experienced smaller improvements post-ECT than those with mood disorders
alone [1123].

E-health interventions

Research examining e-health interventions based mostly on CBT strategies has found evidence for
modest, yet positive effects on depression outcomes [833,1124], and their use as a low-intensity, initial
treatment for adults experiencing mild symptoms of depression has been recommended by the RANZCP
guidelines [1098]. A small number of e-health interventions specifically designed to treat co-occurring
depression and AOD use have been developed and evaluated in Australia.

The SHADE program, consisting of nine sessions of interactive exercises based on Ml and CBT, has

been associated with moderate to large reductions in alcohol consumption and significant reductions

in depression scores over 12-month follow-up [1125, 1126]. More recently, a brief (four-session) early
intervention program called the DEAL Project was developed, targeting young people experiencing
depression with harmful patterns of alcohol use [110]. The program is undertaken entirely online with

no clinician support. In evaluating the intervention, Deady and colleagues [1127] found that individuals
randomised to receive the DEAL Project demonstrated a greater reduction in symptoms of depression and
alcohol use compared to individuals randomised to an attention-control condition. At the time of writing,
both SHADE and the DEAL Project are freely available via the eCliPSE portal http://www.eclipse.org.au.

There are also several Australian-based online programs for depression as a single disorder, including
MindSpot Wellbeing Course, moodgym, myCompass, and This Way Up Depression Course [1128, 1129]. The
majority have been evaluated in clinical trials, and demonstrated small to moderate positive effects on
symptoms of depression [833, 1124, 1130-1132]. The ReachOut website includes a comprehensive list of

apps recommended by clinicians https://au.reachout.com/tools-and-apps.



http://www.eclipse.org.au
https://au.reachout.com/tools-and-apps

B7: Managing and treating depression

Physical activity

There is increasing evidence to suggest that regular physical exercise has psychological benefits,
with more active people illustrating lower levels of depression than sedentary people [1133-1135]; and,
conversely, more physical inactivity found among people who are depressed [1136]. As mentioned
previously, exercise is relatively low-risk, associated with a wide range of physical health benefits,
and research has demonstrated exercise to be as effective in reducing depressive symptoms as
psychotherapy and antidepressants [272,1137]. A Cochrane review examining the effect of exercise on
depressive symptoms concluded that physical activity (defined as aerobic, mixed, or resistance) was
moderately more effective than control interventions for treating depression, with exercise equally as
effective as psychotherapy or pharmacotherapy [1138]. The UK NICE Guidelines for mild to moderate
depression recommend 45 minutes to 1 hour duration of structured, supervised physical activity
programs, three times a week over 10 to 14 weeks [1139].

A number of systematic and meta-analytic reviews have examined the effects of physical exercise on
elevated symptoms of depression and/or diagnosed depressive disorders among people with AOD use
disorders. A systematic review by Giménez-Meseguer and colleages [306] found that both physical
fitness and body-mind interventions have positive effects on depression, quality-of-life, and cravings
among people with an alcohol use or other drug use disorder. Similarly, a meta-analysis of 22 studies
examining the use of physical exercise of varied intensity (from light to vigorous, aerobic-based
activities, mind-body practices such as Tai chi, qigong) as a treatment for AOD use disorders found
improvements in abstinence rates, withdrawal symptoms, and depression [305]. However, some reviews
have pointed toward differential effects depending on the type of activity. Specifically, among people
with alcohol use disorders, aerobic exercise or strength training has been found to result in reduced
depressive symptoms but not a reduction in daily alcohol consumption, compared to control conditions
[1140]. Among people with AOD use disorders more broadly, another review found highly mixed outcomes
in relation to depression and AOD use with anaerobic exercise (i.e, high intensity, interval training) [1141].

Yoga

Yoga is a complex mind-body intervention involving spiritual practice, physical activity, breathing
exercises, mindfulness and meditation [1142, 1143]. Although the traditional goal of yoga is to unite body,
mind, and spirit and achieve self-awareness, yoga has become a popular method of maintaining physical
and mental health [1142-1144]. Yoga practice commonly involves postures to improve strength and
flexibility, breathing exercises to focus the mind and assist with relaxation, and meditation to calm the
mind [1144].

Several systematic reviews have been conducted to assess the efficacy of yoga as an intervention for
depression. These studies have found limited to moderate support for short-term improvements in
severity of depression in yoga with meditation-based practice (as opposed to exercise-based practice)
[1145-1148]. Further, yoga has been shown to result in similar remission rates compared to ECT, and
similar short-term improvements in symptoms compared to antidepressant medication [1145]. However,
the current evidence base is hampered by the limited number of RCTs comprising small samples.
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Reviews of yoga efficacy among people with various standalone AOD use disorders have highlighted
equivalent or superior improvements in AOD use and psychosocial outcomes when compared to
controls (e.g., attention, waitlist, physical exercise). There is also evidence to suggest that it may enhance
the effects of other evidence-based psychological treatments, such as CBT [1149, 1150]. However, only

one study to date has examined the effect of yoga breathing (Sudarshana Kriya Yoga) on depressive
symptoms among people with alcohol dependence [1151]. This study found that the yoga intervention

was associated with reduced depressive symptoms compared to the control group. Although the
effectiveness of yoga as a treatment for people with co-occurring AOD and depressive disorders needs
further investigation, these findings indicate that yoga may be considered as an additional treatment for
clients with co-occurring AOD use and depression.

Complementary and alternative therapies

Omega-3

There has been much research conducted examining the relationship between omega-3 and depressive
disorders, with some limited evidence that omega-3 fatty acids (primarily found in fish and seafood)
have antidepressant effects [1152-1154]. Although there are some indications that omega-3 fatty acids
have a beneficial role in reducing dependence, cravings, and stress among people with AOD use disorders
[1153], findings are inconsistent and most research to date has been conducted on animals [1152, 1154].
Further, the role of omega-3 fatty acids among people with co-occurring AOD use and depression has not
been rigorously examined.

St John's Wort

St John’s Wort is the common name for the plant Hypericum perforatum, the extracts of which are
commonly used to treat depression, sometimes in order to avoid the side-effects involved with
prescription antidepressant medication [1155]. Systematic reviews of studies examining the efficacy of St
John’s Wort found significantly greater reductions in mild to moderate symptoms of depression among
those taking St John’s Wort compared to placebo, and equivalent reductions compared to antidepressant
medications [1156, 1157]. However, the long-term side effects, particularly among pregnant women, are

unknown.

Although there is some evidence of efficacy in mild to moderate depression, as described in Chapter
B6, the use of St John’s Wort has been shown to have significant interactions with a range of other
medications, including SSRIs and related drugs, oral contraceptives, some anticoagulants, and some
cardiac medications [794].

Although the use of St John’s Wort among people with co-occurring AOD and depressive disorders has
not been examined, AOD workers should ask their clients specifically about their use of St John’s Wort
and other complementary medicines, taking note of the potential for interactions between medications.
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Summary

While these findings indicate that several psychological, pharmacological, and alternative approaches
for the treatment of co-occurring depression and AOD use disorders appear promising, further research is
required to establish which therapeutic approaches are particularly effective. It is suggested that clinical
efforts be focused on the provision of client-centred, evidence-based treatment, taking into account the
client's needs and preferences, in a collaborative partnership. Box 17 illustrates the continuation of case
study D, following Sheryl after the identification of her co-occurring depressive and AOD use disorder.

Box 17: Case study D: Treating co-occurring depression and AOD use: Sheryl’s story
continued

Case study D: Sheryl's story continued

When Sheryl’s GP received her blood test results, they showed Sheryl had an underactive thyroid, for
which her GP immediately organised medication. Sheryl’'s GP contacted the local addiction medicine
specialist to advise on the most appropriate method of benzodiazepine titration and withdrawal and
organised an appointment for Sheryl. One of Sheryl’'s daughters accompanied her to the appointment.
Through the AOD service, Sheryl heard about a group therapy that is run on Tuesday evenings that didn’t
sound too bad, and with the encouragement of her daughter, started attending.

After a few weeks taking thyroxin medication, Sheryl’s energy increased but she continued experiencing
very low mood. Upon telling her GP of her continued periods of depression, they discussed treatment
options including psychological therapy and medications. Sheryl was reluctant to take another
medication and preferred to see a psychologist. She was referred to a clinical psychologist who began
CBT. Sheryl’'s GP began organising regular case management meetings between herself, Sheryl, the
addiction medicine specialist, the clinical psychologist and Sheryl’s daughters. It was decided in the
first meeting that given Sheryl’'s medical condition her GP was the appropriate person to take on the
role of the primary case manager. At one of these meetings, Sheryl asked to revisit the idea of taking
antidepressants. Although she was making progress, Sheryl was still feeling very low and was having
trouble fully engaging in therapy.

As part of Sheryl’s psychotherapy, Sheryl was encouraged to rediscover things she was genuinely
interested in and re-establish a sense of purpose. Over time, she reconnected with her friends and

enrolled in some online classes through her local community college.

Key points:

e People with co-occurring disorders may not necessarily present in obvious ways. The
need for careful history taking regarding AOD use cannot be overemphasised.

e Underlying medical conditions may resemble or disguise symptoms of mental
disorders, and it is vital to conduct comprehensive medical assessments.

e Itis common for symptoms of both AOD and mental health conditions to be
exacerbated by major life events.
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Anxiety

Clinical presentation

Anxiety is a normal reaction to stress, and in moderation, can help to improve performance [1158].
Anxiety can become problematic however, when the fear or worry is excessive, or a person has difficulty
controlling their worry, and/or repetitive intrusive thoughts or actions. Symptoms of anxiety include poor
concentration, an inability to relax, sleep disturbances, depersonalisation, and physical symptoms such
as dizziness, faintness, headaches, nausea, indigestion, loss of sexual pleasure, breathing difficulties,

sweating, tension and muscle pain, and heart palpitations.

Managing symptoms of anxiety, panic, or agitation

The presence of an anxiety disorder can significantly increase the risk of relapse to AOD use [1159, 1160].
Techniques for managing clients with symptoms of anxiety are outlined in Table 48. Clients may also be
encouraged to try relaxation techniques to manage the distressing and distracting symptoms of anxiety
[103, 1161, 1162].

Some useful relaxation methods include:
* Progressive muscle relaxation.
e Controlled or abdominal breathing,
e Calming response.
* Visualisation and imagery.
e Grounding.

Each method works best if practiced daily for 10-20 minutes; however, not every technique may be
appropriate for every client. These techniques are described in detail in Appendix CC. Some of the
cognitive behavioural techniques described in Appendix BB (i.e, cognitive restructuring, structured
problem solving, and goal setting) may also be useful in managing symptoms of anxiety [1163-1166], but
again, no one strategy is effective for everyone. If the client experiences unpleasant effects from any

strategy, they should discontinue its use.

As with depressive symptoms, many anxiety symptoms will subside after a period of abstinence and
stabilisation [777, 866-868]. It may be useful to explain to clients that it is quite normal to feel anxious
when entering treatment but that these feelings usually improve over a period of weeks. During and after
this time, constant monitoring of symptoms will allow the AOD worker to determine if the client requires
further treatment. If the client has a history of anxiety in circumstances when they are not intoxicated

or withdrawing, they may have an independent anxiety disorder. For these clients, it is unlikely that their
anxiety symptoms will resolve completely with abstinence - indeed their symptoms may even increase.
In such cases, clients should be assessed for an anxiety disorder and the treatment options should be

considered.
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Table 48: Dos and don’ts of managing a client with symptoms of anxiety

Do:
Approach the client in a calm, confident, and receptive way.
Move and speak at an unhurried speed.
Be patient in order to allow the client to feel comfortable to disclose information.
Minimise the number of staff present and attending to the client.
Minimise surrounding noise to reduce stimulation.
Reassure the client frequently (e.g., ‘This won’t take much longer).
Explain the purpose and structure of interventions.

Remain with the client to calm them down.

Crowd or pressure the client.
Get frustrated or impatient.

Panic. The more relaxed you are, the more relaxed the client is likely to feel.

QOO

Act shocked by what the client may reveal.

Adapted from NSW Department of Health [431], SAMHSA [102], and Clancy and Terry [448].

Treating anxiety disorders

As with depression, much of the anxiety exhibited by clients entering AOD treatment will subside
following a period of abstinence and stabilisation without the need for any direct attention [866-868],
but some may require further treatment. Research relating to co-occurring anxiety and AOD use is sparse
[1158, 1167]; however, there are several options available for the treatment of anxiety disorders as single
disorders, including psychotherapy, pharmacotherapy, e-health interventions, physical activity, and
complementary and alternative therapies (e.g, dietary supplements). The evidence base surrounding
these treatments in relation to each of the different anxiety disorders is discussed below.

Broadly speaking, the RANZCP clinical practice guidelines for the treatment of GAD, panic disorder, and
SAD recommend an approach that begins with psychoeducation and lifestyle advice, followed by CBT,
pharmacotherapy (SSRIs or SNRIs) augmented with graded exposure, or a combination of CBT and
pharmacotherapy [1158].
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There is also growing evidence suggesting that integrated treatment approaches may be effective at
reducing symptoms of anxiety [669, 1168, 1169], depression, stress [1168], and AOD use [669, 1168-1171],
as well as improving quality of life [669], among people with co-occurring anxiety and AOD use; but the

evidence is mixed.

If the anxiety is acute and disabling and interfering with a response to AOD treatment, then consideration
should be given to pharmacotherapy, either for the substance use (in the case of alcohol - naltrexone,
acamprosate, or disulfiram), the anxiety, or both. Although research examining the treatment of co-
occurring anxiety and AOD use is scarce [1172], it would be reasonable to draw similar conclusions for
these co-occurring groups as for those experiencing co-occurring depression and AOD use - namely,

use of a medication such as an SSRI (which has anxiolytic properties), with a good side-effect profile,
proven efficacy in the mental health disorder and minimal negative interactions with the substance of
abuse [1110, 1173]. Commonly prescribed anti-anxiety medications include some of the SSRIs (and other
antidepressants, e.g, venlafaxine) listed in Table 47, and those listed in Table 49.

Despite their proven effectiveness in relieving anxiety, the use of benzodiazepines is not recommended
due to their abuse liability [1158, 1174, 1175]. Benzodiazepines should only be prescribed among patients
with a history of problematic AOD use if there is a compelling reason to use them, there is no good
alternative (i.e, other psychological and medication options have failed), close follow-up and supervision
is provided, and monitoring for misuse is in place. If benzodiazepines are used, the client should only be
prescribed the lowest possible dose for only a short period of time (no more than one month [1110]).

Table 49: Anti-anxiety medications
Drug name Brand names

Selective serotonin reuptake inhibitor (SSRI):

Citalopram Celapram, Cipramil, Talam

Escitalopram Cilopam, Escicor, Esipram, Lexam, Lexapro, Loxalate
Fluoxetine Fluotex, Lovan, Prozac, Zactin

Fluvoxamine Faverin, Luvox, Movox

Paroxetine Aropax, Extine, Paxtine, Roxtine

Sertraline Eleva, Sertra, Setrona, Zoloft

Serotonin and noradrenaline reuptake inhibitor (SNRI):
Duloxetine Cymbalta, Depreta, Duloxecor, Dytrex, Tixol

Venlafaxine Efexor, Elaxine, Enlafax
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Table 49: Anti-anxiety medications (continued)

Drug name Brand names

Benzodiazepines:

Alprazolam Alprax, Kalma

Clobazam Frisium

Clonazepam Paxam, Rivotril

Diazepam Antenex, Ranzepam, Valium, Valpam
Lorazepam Ativan

Oxazepam Alepam, Murelax, Serepax

Tricyclic antidepressant (TCA):

Amitriptyline Endep, Entrip, Lupin
Clomipramine Anafranil, Placil
Imipramine Tofranil

Monoamine oxidase inhibitor (MAOI):

Phenelzine Nardil
Antipsychotics:
Quetiapine Delucon, Kaptan, Quetia, Seroquel, Syquet, Tevatiapine

Adapted from Lampe [1176], the Australian Government Department of Health [1119], and the Therapeutic Goods Administration
[987]. For a full list of generic brands available, see the Therapeutic Goods Administration website (http://www.tga.gov.au).

Generalised anxiety disorder (GAD)

Psychotherapy

There is very little evidence regarding the effectiveness of psychological therapies for co-occurring
GAD and AOD use disorders [1086]. Kushner and colleagues [1169] developed an integrated group CBT
program for co-occurring anxiety and alcohol use disorders to address symptoms of anxiety, as well
as the association between anxiety and the motivation to drink alcohol. The treatment was evaluated
in an RCT of individuals in a residential treatment program for alcohol use disorders with co-occurring
GAD, panic disorder, or SAD. Those randomised to receive the CBT program treatment experienced

considerably better alcohol outcomes relative to the control group who received progressive muscle
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relaxation training, and both groups demonstrated a reduction in anxiety symptoms. However, only

38% of the sample had a principal diagnosis of GAD. Buckner and colleagues [1171] similarly developed

an individual integrated CBT program for people with co-occurring anxiety and cannabis use disorders.

In an RCT evaluating this program, people who received the integrated intervention were more likely

to be abstinent from cannabis and reported greater reductions in anxiety severity following treatment
compared to a control group receiving motivation enhancement therapy, and both groups used less
cannabis, and reported fewer cannabis-related problems. However, only 25% of the sample had a principal
diagnosis of GAD. Mindfulness-based interventions, comprising elements addressing relapse prevention,
non-reactivity, and non-judgemental awareness have also shown promise among people with stimulant
dependence and GAD [1178].

Based on a large body of evidence, the RANZCP guidelines recommend 8-12 sessions of face-to-face

or guided digital CBT as the first-line treatment for GAD [1158]. Individual or group therapy have been
found to be equally effective, but there is evidence to suggest that individual therapy is associated

with greater treatment adherence, and greater and faster gains in worry reduction. Although other
psychological therapies have been tested (e.g., applied relaxation, cognitive therapy, mindfulness and
acceptance-based interventions, meta cognitive and psychodynamic therapies) there is insufficient
evidence to recommend their use in the treatment of GAD at this time. For those experiencing moderate
or severe GAD, or those who do not demonstrate sufficient improvement in response to CBT, the use of
pharmacotherapies may be considered as an alternative or adjunctive treatment [1158].

Pharmacotherapy

As with CBT for GAD, there is a strong evidence base to support the use of SSRIs (in particular, sertraline,
escitalopram, and paroxetine) and SNRIs (venlafaxine and duloxetine) in the treatment of GAD [1158]. The
RANZCP guidelines suggest that SSRIs or SNRIs may be considered as an alternative to CBT for cases

in which the response to CBT has been inadequate or if the person has a preference for medication.
Similarly, the combined use of CBT and an SSRI or SNRI may be considered in cases of severe GAD, or
where the response to either CBT or pharmacotherapy alone has been insufficient. SSRIs have been found
to be associated with reductions in alcohol use among people with anxiety and depression [1179].

Other pharmacotherapies that have demonstrated some effectiveness in treating GAD as a single
disorderinclude pregabalin, agomelatine, buspirone, and imipramine; however, both buspirone and
imipramine are associated with significant side effects and therefore only recommended when
alternatives have been ineffective [1158]. Of these medications, only buspirone has been found to be
effective in producing improvements in anxiety, drinking outcomes and treatment retention in people
with GAD and alcohol use disorders [1172, 1180]. However, it should be noted that at the time of writing,
buspirone was not listed by the Australian Register of Therapeutic Goods norin the MIMS Australia.

The RANZCP guidelines provide guidance on dose titration and switching within- and between- classes
of anti-depressants and other medications depending on treatment response. It is important to note
however, that treatment response is typically slow (at least four weeks) and it is therefore important
to allow time for appreciable effects to be discerned, which may be difficult for clients who are seeking

immediate relief from their symptoms.
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Panic disorder

Little research has examined the treatment of panic disorder when it co-occurs with AOD use disorders.
In the absence of this evidence, the use of similar strategies to those found to be efficacious in the
treatment of panic disorder alone is appropriate. The RANZCP guidelines recommend a stepped-care
approach that begins with psychoeducation and lifestyle advice (e.g., in relation to healthy eating,
sleep, exercise patterns and limiting the use of caffeine, tobacco and alcohol), followed by either CBT,
pharmacotherapy (SSRIs or SNRIs) augmented with graded exposure, or a combination of CBT and
pharmacotherapy as necessary, depending on the severity of symptoms [1158].

Psychotherapy

Based on a large body of evidence, the RANZCP guidelines recommend 8-12 sessions of face-to-face
or guided digital CBT as the first-line treatment for panic disorder [1158]. Outcomes for individual or
group therapy appear to be comparable, and the effects have been shown to be long-lasting. Although
other psychological therapies have been tested (e.g,, mindfulness, ACT, and psychodynamic therapies)
there is insufficient evidence to recommend their use in the treatment of panic disorder at this time.
For those experiencing moderate or severe panic disorder, or those who do not demonstrate sufficient
improvement in response to CBT, the use of pharmacotherapies may be considered as an alternate or

adjunctive treatment [1158].

The small amount of literature relating to the treatment of both panic disorder and AOD use has
concentrated on CBT and should be regarded as preliminary. In an RCT of people with panic disorder
receiving inpatient treatment for alcohol dependence, Bowen and colleagues [1181] examined CBT for
panic disorder in addition to a regular alcohol treatment program. They found that, although there
were improvements in anxiety symptoms and alcohol use, there was no additional benefit of the CBT
treatment component. Kushner and colleagues [1169] similarly evaluated an integrated group CBT
program for co-occurring anxiety and alcohol use disorders in a RCT of individuals in a residential
treatment program for alcohol use disorders with co-occurring GAD, panic disorder, or SAD. Those
randomised to receive the CBT program experienced considerably better alcohol outcomes relative to
the control group who received progressive muscle relaxation training, and both groups demonstrated
a reduction in anxiety symptoms. However, as only 17% of the sample had a principal diagnosis of panic
disorder, the degree to which the findings reflect this client population is uncertain. In a third RCT,
Buckner and colleagues [1171] similarly evaluated an individual integrated CBT program for people with
co-occurring anxiety and cannabis use disorders which was delivered as an outpatient treatment. People
who received the integrated intervention were more likely to be abstinent and report greater reductions
in the severity of anxiety symptoms following treatment compared to the control group (who received
motivation enhancement therapy), and both groups used less cannabis, and reported fewer cannabis-
related problems. However, only 18% of the sample had a principal diagnosis of panic disorder.

Pharmacotherapy

There is a dearth of research exploring the pharmacological treatment of co-occurring panic and AOD use
disorders; however, there is a large body of evidence demonstrating the efficacy of SSRIs, SNRIs, TCAs,
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and benzodiazepines for the treatment of panic disorder as a single disorder [1158, 1182, 1183]. Although
SSRIs, TCAs and benzodiazepines are considered to be equally effective, SSRIs and SNRIs (in particular,
venlafaxine) are recommended by the RANZCP as first-line pharmacotherapies due to their superior
safety and side-effect profiles relative to TCAs and benzodiazepines. As mentioned previously, TCAs are
poorly tolerated, potentially lethal in overdose, and cause significant adverse effects when combined with
other central nervous system depressants. Current evidence does not support the use of one SSRI over
another [1158].

The RANZCP guidelines suggest that SSRIs or SNRIs may be considered as an alternative to CBT for cases
in which the response to CBT has been inadequate or if the person has a preference for medication.
Similarly, the combined use of CBT and an SSRI or SNRI may be considered in cases of severe panic
disorder, or where the response to either CBT or pharmacotherapy alone has been insufficient. As
mentioned previously, it is important that practitioners explain to clients who are prescribed SSRI or SNRI
antidepressants, that they may experience an initial exacerbation of anxiety, particularly where there is a
history of panic attacks [1158]. To reduce the likelihood of this occurring, it is recommended that clients

start with a low dose and titrate slowly to a required therapeutic dose.

The RANZCP guidelines provide guidance on dose titration and switching within- and between- classes
of anti-depressants and the other previously mentioned medications depending on treatment response.
It is important to note however, that treatment response is typically slow (at least four weeks) and it

is therefore important to allow time for appreciable effects to be discerned, which may be difficult for

clients who are seeking immediate relief from their symptoms.

Social anxiety disorder (SAD)

There has been more research conducted on the treatment of co-occurring SAD and AOD use disorders
than any other anxiety disorder, but it is nonetheless limited to a small number of studies among people
with alcohol use disorders and findings have been mixed. For social anxiety as a single disorder, the
RANZCP guidelines recommend a stepped-care approach that begins with psychoeducation and lifestyle
advice (e.g., in relation to healthy eating, sleep, exercise patterns and limiting use of caffeine, tobacco and
alcohol), followed by either CBT, pharmacotherapy (SSRIs or SNRIs) augmented with graded exposure, or a
combination of CBT and pharmacotherapy as necessary, depending on the severity of symptoms [1158].

Psychotherapy

Three RCTs have examined the effectiveness of CBT-based therapies for SAD among people with alcohol
use disorders with mixed findings. The first, conducted by Randall et al. [1184], compared the efficacy of
CBT for alcohol use alone with CBT for both alcohol use and social anxiety. The latter was delivered in the
same session but not in an integrated fashion (i.e, the first half of the session was dedicated to alcohol,
the second half to social anxiety). Contrary to expectations, this study found that although both groups
demonstrated improvements in relation to alcohol use and social anxiety, the combined condition did
not demonstrate greater improvements in social anxiety, and in fact demonstrated poorer alcohol-

related outcomes.
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The second study by Schadé et al. [1185] examined the efficacy of providing CBT for social anxiety as an
adjunct to relapse prevention. Alcohol-related outcomes were comparable to those found among people
who only received relapse prevention for alcohol use, but those who received the adjunctive CBT for social
anxiety were found to have greater improvements in relation to anxiety. More recently, an Australian study
examined the efficacy of an integrated program comprised of CBT and motivational enhancement for
alcohol and social anxiety relative to CBT for alcohol use alone [669]. This study similarly found that while
both groups demonstrated improvements in relation to both drinking and social anxiety, the integrated
treatment was found to produce greater improvements in social anxiety and quality of life.

A third study by Kushner and colleagues [1169] examined an integrated group CBT program for co-
occurring anxiety (GAD, panic disorder, or SAD) and alcohol use disorders among people in a residential
treatment program (45% of whom had a principal diagnosis of SAD). Those randomised to receive the
integrated program experienced considerably better alcohol outcomes relative to the control group who
received progressive muscle relaxation training, and both groups demonstrated a reduction in anxiety
symptoms.

In a further RCT, Buckner and colleagues [1171] examined an outpatient treatment involving an individual
integrated CBT program for people with co-occurring anxiety and cannabis use disorders (67% of whom
had a principal diagnosis of SAD). People who received the integrated intervention were more likely to be
abstinent and experienced greater reductions in the severity of anxiety symptoms following treatment
compared to the control group (who received motivation enhancement therapy), and both groups used

less cannabis, and reported fewer cannabis-related problems.

Collectively, this research suggests that either integrated or adjunctive treatment of social anxiety and
alcohol use disorder may be of greater benefit than treatment for alcohol use alone, but further research
is needed. Further research is also needed regarding the efficacy of other types of psychotherapy which to
date, has concentrated on CBT. This focus is not surprising however, as there is a strong evidence-base
for the use of CBT for social anxiety as a single disorder, but little evidence to support the use of other
psychotherapies [1158].

Pharmacotherapy

There is some evidence that SSRIs can be effective at treating co-occurring SAD and AOD use disorders,
although their effectiveness at reducing AOD use may be limited [1184, 1186, 1187]. In a double-blind,
placebo-controlled trial, paroxetine was found to reduce symptoms of social anxiety and reliance on
alcohol for self-medication of anxiety symptoms, but it did not reduce actual quantity and frequency of
drinking [1186, 1187].

There is a large body of evidence demonstrating the efficacy of SSRIs, SNRIs, and MAOIs (in particular,
phenelzine) for the treatment of SAD as a single disorder [1158]. Although comparative research is lacking,
SSRIs and SNRIs are recommended by the RANZCP as first-line pharmacotherapies due to their superior
safety and side-effect profiles relative to MAOIs. As mentioned previously, MAOIs may cause significant
adverse effects and the person must adhere to strict dietary restrictions [1158]. Other medications that
have demonstrated some level of effectiveness include pregabalin and gabapentin. It is recommended
that beta blockers, buspirone and antipsychotics should be avoided [1158].
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The RANZCP guidelines suggest that SSRIs or SNRIs may be considered as an alternative to CBT for cases
in which the response to CBT has been inadequate or if the person has a preference for medication.
Similarly, the combined use of CBT and an SSRI or SNRI may be considered in cases of severe SAD,

or where the response to either CBT or pharmacotherapy alone has been insufficient. As mentioned
previously, it is important that practitioners explain to clients prescribed SSRI or SNRI antidepressants
that they may experience an initial exacerbation of anxiety [1158]. To reduce the likelihood of this
occurring, it is recommended that clients start with a low dose and titrate slowly to a required

therapeutic dose.

The RANZCP guidelines provide guidance on dose titration and switching within- and between- classes
of anti-depressants and the other previously mentioned medications depending on treatment response.
It is important to note however, that treatment response is typically slow (at least four weeks) and it

is therefore important to allow time for appreciable effects to be discerned, which may be difficult for

clients who are seeking immediate relief from their symptoms.

E-health and telehealth interventions

As noted in previous sections, there has been an expansion of research into e-health and telehealth
interventions, with growing evidence to support their use in managing and treating various disorders.
Many smartphone apps exist for the treatment of anxiety as a single disorder and have been shown

to be effective at reducing symptoms compared to waitlist or online peer support controls [1188]. A
systematic review and a meta-analysis found no differences between videoconferencing or face-to-face
therapy in the treatment of anxiety as a single disorder [1189, 1190]. Further, a systematic review and
meta-analysis examining e-health interventions for GAD found significant post-treatment improvements
for generalised anxiety and pathological worry [1191]. Indeed, the efficacy of e-health interventions

was found to be equivalent to that of CBT interventions delivered face-to-face. For these reasons, the
RANZCP guidelines recommend either face-to-face or digital CBT as first line treatment options for GAD,
panic disorder, and SAD [1158]. The Richards et al. [1191] review further concluded that online CBT-based
interventions have a stronger evidence-base and greater efficacy compared to online psychodynamic-

based interventions.

Wolitzky-Taylor and colleagues developed a group-based computerised CBT program for people with co-
occurring anxiety and AOD use disorders [1192]. Evaluated among a small sample of people with GAD, SAD,
panic disorder, agoraphobia or specific phobia attending AOD treatment, those randomised to receive
six-sessions demonstrated greater reductions in anxiety symptoms and substance use compared to
those attending AOD treatment only, with reductions in anxiety maintained up to six-months [1192].

With the exception of Wolitzky-Taylor and colleagues [1192], only one other e-health intervention has
been developed for addressing co-occurring anxiety and AOD use. Stapinski and colleagues [1193]
developed Inroads, based on an integrated evidence-based CBT program for social anxiety and alcohol
use (previously discussed in relation to SAD [1194]). Inroads is a five-module web-based integrated
intervention for young adults aged 17 to 24 years, with personalised weekly therapist support provided in
addition to two optional text/phone sessions following modules one and four [1194]. Evaluated among a

small community-based sample of young adults with moderate to severe anxiety symptoms and high



B7: Managing and treating anxiety

levels of alcohol use, those randomised to receive Inroads demonstrated significantly greater reductions
in relation to social anxiety symptoms, as well as binge and hazardous drinking, which were sustained
to the six-month follow-up compared to those receiving information about alcohol and safe drinking
guidelines. The completion of more modules was associated with greater improvements in all outcomes
[1194].

An Australian program called Mental Health Online (formerly Anxiety Online) provides psychoeducation
about AOD use [1195]. Mental Health Online comprises five e-therapy programs for GAD, SAD, panic

disorder, PTSD, and OCD. Definitive evidence regarding the efficacy of this program is lacking; however,
preliminary findings from two naturalistic studies show promise, reporting that participation in Mental
Health Online was associated with reductions in severity of all five disorders, and increased confidence

in managing one’s own mental health care [1195, 1196]. Significant improvements in quality of life were
also consistently observed for GAD, SAD, and PTSD e-therapy programs, but not the OCD or panic disorder
program [1195, 1196]. Overall, treatment satisfaction was good across all five e-therapy programs [1195].

Physical activity

The evidence base for the efficacy of physical exercise in reducing anxiety symptoms is smaller than

that for depression; but nonetheless indicates that exercise is efficacious in alleviating symptoms

of anxiety [1158, 1175, 1197]. In particular, exercise is thought to help manage the physical symptoms of
anxiety by reducing overall arousal [1158]. Aerobic and non-aerobic exercise have been found to be as
effective as CBT [1198], with reductions in anxiety, tension, and irritability observed among those with GAD
who participated in resistance training and aerobics [1199, 1200]. Regular walking has also been found

to enhance the efficacy of CBT across different anxiety disorders [1201]. Regular exercise has been found
to produce greater reductions in anxiety than relaxation for those with panic disorder [1202], but is less
effective than pharmacotherapy [1203] or group delivered CBT [1204]. The RANZCP guidelines recommend

that people with anxiety disorders exercise three times a week, for 30 minutes at a time [1158].

Two reviews reporting secondary psychological outcomes of studies examining the effect of physical
activity among people with AOD use found improvements in both AOD use and anxiety [272, 307].
Findings indicate that both aerobic and anaerobic training may be effective, over an optimal duration
of nine weeks [1205]. An additional meta-analysis concluded that aerobic exercise effectively decreases
AOD-related withdrawal symptoms and reduces anxiety among people with AOD use [305]. However,
there is mixed evidence regarding the optimal intensity, with some studies finding support for light to
moderate exercise, and others finding larger effects with higher intensity training [307].

Yoga

Although the effectiveness of yoga as an intervention for anxiety has been evaluated in a number of
studies, the poor quality of the evidence makes it difficult to draw conclusions. Earlier systematic reviews
found minimal evidence for the efficacy of meditation therapy [1206] or mindfulness-based meditation
[1207], but two systematic reviews concluded that meditative therapies reduced anxiety symptoms [1208,

1209]. No research has evaluated yoga for people with co-occurring anxiety and AOD use.
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Complementary and alternative therapies

Acupuncture

Several studies have examined the efficacy of acupuncture for people with co-occurring anxiety and AOD
use, with mixed findings. Auricular acupuncture (inserting acupuncture needles into the ears [1210-1212])
and electroacupuncture (inserting acupuncture needles into fatty tissue [1213]), have both involved
manual or electrical stimulation of the needles, and have been examined as monotherapies [1210-1212]
or combined with pharmacotherapy (escitalopram [1213]). Relative to baseline, one study reported that
20 sessions of auricular acupuncture delivered over 10 weeks reduced symptoms of anxiety and AOD
cravings, equally as well as a relaxation control [1210]. Similarly, four weeks of electroacupuncture was
found to reduce anxiety symptoms and AOD cravings at post-treatment relative to baseline, with greater
reductions observed among those in the treatment group compared to those in control [1213]. However,
two further studies examining auricular acupuncture have not found any effect on symptoms of anxiety
or AOD cravings relative to baseline [1211,1212].

Repetitive Transcranial Magnetic Stimulation (rTMS)

Two studies have examined rTMS as a treatment for people with co-occurring anxiety and cocaine use
disorder [1214,1215]. rTMS involves receiving repeated electrical pulses to specific areas of the brain (the
dorsolateral prefrontal cortex) for 20 sessions delivered over two to eight weeks, and was combined with
exposure to AOD-related cues in one study [1215]. Relative to baseline, rTMS significantly reduced anxiety

symptoms and cocaine cravings, and improved abstinence from cocaine use in both studies.

Biofeedback

The results of a single study suggest that receiving heart rate variability feedback training may be an
effective treatment for people with co-occurring anxiety and AOD use disorders [1216]. In this study,
biofeedback training involved participants being provided with visual feedback (in the form of a balloon)
about heart rate variability while receiving breathing instructions, with additional regular signals
indicating whether they achieved pre-set breathing targets. Relative to people receiving usual care at

an inpatient rehabilitation centre, people who received biofeedback experienced greater reductions in
anxiety and AOD cravings, as well as more improved vasomotor function, following the intervention.

Dietary supplements

Some people with anxiety disorders may prefer herbal or nutritional supplements, either in addition to, or
instead of, psychological or pharmacological therapies. Systematic reviews have found limited evidence
for the efficacy of several ‘phytomedicines’, including Passiflora extract, Kava, and combinations of I-lysine
and l-arginine [1217-1219]. Despite its popularity, there is no convincing evidence supporting the use of
homeopathy in the treatment of anxiety disorders [1220]. Further, none of these supplements have been

evaluated among people with co-occurring anxiety and AOD use disorders.
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Summary

While research concerning both psychological and pharmacological treatments for co-occurring anxiety
and AOD use disorders is sparse [1172,1221], there is increasingly promising evidence for integrated
treatments that target both disorders [669, 1169, 1171, 1222]. In the absence of research examining
treatments for co-occurring anxiety and AOD use disorders, it may be useful to seek guidance from
treatment approaches to single disorders. More rigorous research is required in order to determine
whether the same approach for treating single disorders is equally efficacious in the treatment of co-
occurring disorders. Box 18 illustrates the continuation of case study E, following Declan’s story after his
heart attack.

Box 18: Case study E: Treating co-occurring anxiety and AOD use: Declan’s story
continued

Case study E: Declan’s story continued

Declan started seeing a psychologist at his local AOD service, who diagnosed him with social phobia with
panic attacks. Declan also started seeing a cardiologist. A treatment plan was developed in consultation
with Declan, and his psychologist suggested that they try CBT for the treatment of his anxiety and

AOD use. In addition to CBT, Declan started using a mindfulness app, which he found annoying at first,
but after a few weeks started to incorporate into his physical fitness routine and started to find more

beneficial.

Declan’s CBT helped him understand the reasons for his panic and fear. His psychologist also organised
for Declan to attend weekly sessions of a local relapse prevention program run by their AOD service. His
psychologist helped him address avoidance behaviours with a program of gradual exposure to situations
that he had previously found anxiety provoking. While Declan continued to respond well to treatment, he
and his psychologist agreed that he should remain in contact with the psychologist over the long-term,
but the frequency of sessions gradually reduced over time.

Key points:

e Treatments for anxiety and AOD use may require client contact over a period of
months, rather than weeks.

* Without addressing AOD use, psychological treatments for anxiety may be rendered
ineffective.

* The use of apps or other e-health interventions can be a useful adjunct to
psychotherapy.
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Obsessive compulsive disorder (OCD)

Clinical presentation

As mentioned in Chapter A4, previously classified as an anxiety disorder, OCD (and related disorders) is
now a separate category of disorder in the DSM-5-TR and ICD-11.

A person with OCD may be significantly distressed by their symptoms, and their ability to function may
be impaired. They may be plagued with persistent thoughts or impulses that are intrusive and unwanted
(referred to as ob