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Learning objectives

§ Describe national trends in prevalence of opioid use disorder
§ Discuss the chronic disease approach to opioid use disorder 

and its corollaries
§ Discuss the incidence of co-occurring psychiatric and 

substance use disorders for alcohol, opioid and stimulant use 
disorder

§ Describe an approach for diagnosing co-occurring non-
substance psychiatric conditions in the presence of an SUD



What is the state of the 
opioid crisis nationally 
and locally?



Substance Use Disorder (SUD) Prevalence

http://www.casacolumbia.org/sites/default/files/stat-3.0-2.png
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https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm



Number and Age Adjusted Rates of Drug 
Overdose Deaths by State, US 2018

https://www.cdc.gov/drugoverdose/data/statedeaths/drug-overdose-death-2018.html



Metro Public Health Data



How are leading 
medical centers 
changing their approach 
to SUD?



Wise, RA and Koob, GF. Neuropsychopharmacology. 39(2): 254-262. 2014.

Positive and Negative
Reinforcement

Neuroscience of Addiction



Destigmatizing Substance Use Disorders
Addiction is a chronic brain disease that is preventable and treatable

• Prevention: Routine assessment and early intervention when risk 
factors present

• Treatment: Medical therapies, management of co-occurring diseases, 
lifestyle modification, and social support
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Brezing and Marcovitz, 2015. https://www.recoveryanswers.org/addiction-ary/

Destigmatizing Substance Use Disorders

Commonly Used 
Term

Preferred Term Rationale

Addict, abuser, etc. Person with a substance use 
disorder

• Focuses on respect, dignity and 
primacy of personhood

Substance abuse Substance use disorder
Substance misuse

• Avoids implication of willful 
misconduct

• Shift emphasis to chronic disease 
model

Opioid substitution 
therapy/replacement 
therapy

Opioid agonist therapy • Avoids implication of “switching 
addiction”

• Pharmacologic classification more in 
line with other medications (i.e., 
ACEi, SSRI)

Clean Sober/abstinent • Avoids value-laden, non-clinical 
terminology

Dirty or clean urine Positive or negative urine • Avoids value-laden, non-clinical 

Language matters

https://www.recoveryanswers.org/addiction-ary/


What are corollaries of the chronic disease 
model?
§ Illness exists on a severity spectrum – treatment 

individualized
§ Medication is “appropriate pharmacotherapy” (part of 

routine management), not unique “medication 
assisted treatment”

§ Motivation is assessed and not assumed
§ “Detox” is not a helpful construct
§ Illness co-occurs with other med-psych illnesses 

(**Gets its own learning objective!)



Pre-diagnostic Substance Use 
Disorders
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Co-
occurringIllness exists on a spectrum

Aberrant drug-taking 
behaviors
Non-medical use

Each year:
• 80% of people see a doctor. 
• ONLY 10% of people with SUD 

seek treatment for addiction.
• Opportunity for risk assessment 

and early intervention! 
Blackwell, D.L., Lucas, J.W., Clarke, T.C., 2014. Summary health statistics for US adults: national health interview survey, 2012. Vital Health Stat. 
10. 1–161.



What are corollaries of the chronic disease 
model?
§ Illness exists on a severity spectrum – treatment 

individualized
§ Medication is “appropriate pharmacotherapy” 

(part of routine management), not unique 
“medication assisted treatment”

§ Motivation is assessed and not assumed
§ “Detox” is not a helpful construct
§ Illness co-occurs with other med-psych illnesses 

(**Gets its own learning objective!)



Medication as appropriate pharmacotherapy…

• Psychosocial 
Treatments

• Medication for 
Addiction 
treatment 
(MAT)

• Medication for 
Addiction 
treatment (MAT)

• Psychosocial 
Treatments

Stimulant use 
disorder
Cannabis use 
disorder

Alcohol use 
disorder

Opioid use 
disorder
Nicotine use 
disorder

Mattick et al, 2014.  Lima et al, 2002.  Jonas et al, 2014.  Wu et al, 2006.  Marshall et al, 2014.



Major Features of Buprenorphine

Partial agonist at mu receptor – semi-synthetic 
analog of thebaine
§ Comparatively minimal respiratory suppression 

and no respiratory arrest when used alone
Long acting
§ Half-life ~ 24-36 Hours
High affinity for mu receptor
§ Blocks and displaces other opioids; but can be 

overcome
Slow dissociation from mu receptor SAMHSA, 2018

Orman & Keating, 2009



Medication for Addiction Treatment (MAT)

Schuckit, 2016
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Treatment of opioid use disorder

Mattick et al, 2014.  Weiss et al, 2015.  Weiss, Griffin, 
Marcovitz et al (unpublished)



Medication Saves Lives

Maryland: 50% reduction in overdose death 
with opioid agonist treatment

France: 79% reduction in overdose death
opioid agonist treatment





Medication
• Control cravings (block 

negative reinforcement)
• Prevent relapse (block 

positive reinforcement)

Counseling
• Learn about 

addiction and 
recovery

• Relapse prevention 
skills

• Treatment of 
psychiatric co-
morbidities

Community 
supports
• Peer support 

meetings
• Sober social 

network
• Family supports



What are corollaries of the chronic disease 
model?
§ Illness exists on a severity spectrum – treatment 

individualized
§ Medication is “appropriate pharmacotherapy” (part 

of routine management), not unique “medication 
assisted treatment”

§ Motivation is assessed and not assumed
§ “Detox” is not a helpful construct
§ Illness co-occurs with other med-psych illnesses 

(**Gets its own learning objective!)



Motivation is assessed and not assumed…

§ SBIRT = 
Screening, Brief 
Intervention 
and Referral to 
Treatment…

§ Brief 
intervention 
(BI) = 
Motivational 
Interviewing 
(MI)



Brief Intervention 
– à Motivation Interviewing (MI) 
      à ASK-TELL-ASK

 



Key 
Skills of 
Motivatio
nal 
Intervie
wing

O-A-R-S =
•Open-ended 
questions

•Affirmations
•Reflections
•Summaries



Spirit of 
Motivational 
Interviewing / 
SBIRT

P-A-C-E =
• Partnering 
• Autonomy (patient 

autonomy)
• Compassion 
• Evocation (of patients 

own reasons for 
change)



What are corollaries of the chronic disease 
model?
§ Illness exists on a severity spectrum – treatment 

individualized
§ Medication is “appropriate pharmacotherapy” (part 

of routine management), not unique “medication 
assisted treatment”

§ Motivation is assessed and not assumed
§ “Detox” is not a helpful construct
§ Illness co-occurs with other med-psych illnesses 

(**Gets its own learning objective!)



“Detox” is not a useful construct…

§Chronic disease models demands shift from 
“one and done – you’re fixed”

§ “Withdrawal management” is a more helpful 
term.

§How long should maintenance medications be 
used? 



Optimal Duration of MAT

Lo-Ciganic et al., 2016





What are corollaries of the chronic disease 
model?
§ Illness exists on a severity spectrum – treatment 

individualized
§ Medication is “appropriate pharmacotherapy” (part 

of routine management), not unique “medication 
assisted treatment”

§ Motivation is assessed and not assumed
§ “Detox” is not a helpful construct
§ Illness co-occurs with other med-psych 

illnesses (**Gets its own learning objective!)



Illness co-occurs with other med-psych 
illnesses



Discuss emerging 
approaches to integration 
of BH care and SUD into 
medical settings



Ronan MV, Herzig SJ. Hospitalizations related to opioid abuse/dependence and associated serious infections increased sharply, 2002-12. Health Aff (Millwood) 
2016; 35:832–7.

2002
(N = 

36,523,831)

2012
(N = 

36,484,846)
Number Number

Opioid abuse/dependence 301,707 520,275**

Opioid abuse/dependence with 
infection#

3,421 6,535**

Endocarditis 2,077 3,035*

Osteomyelitis 458 985**

Septic arthritis 729 1,940**

Epidural abscess 411 1,085**

OUD and Infectious Diseases: Serious 
Infections

National estimates of hospitalizations related to OUD and associated 
infections 

2002 and 2012

SOURCE Authors’ analysis of data from the National Inpatient Sample, 2002 and 2012.
#Infection: endocarditis, osteomyelitis, septic arthritis, or epidural abscess
*p < 0.01
**p < 0.001



OUD and Infectious Diseases: Hepatitis C Virus

CDC: National Notifiable Diseases Surveillance System

Number of reported acute hepatitis C cases and estimated infections in the 
United States 2011 - 2018



Acute
Care

Inpatient
Care

Community 
Based Care

Outpatient
Care

“Traditional” Model of SUD Care

High risk of fractured care at multiple transition 
points



Preventing Fractures in Care

Patient admitted with cellulitis 
due to injection drug use

Patient presents to the ED a week 
later with heart failure and fever

Fractures in Care

Dedicated 
addiction team

Expert social worker

Low-threshold 
Bridge Clinic

Community Partners 
/ educated PCPs

Recovery (Peer) 
Coaches

Prevent readmit, M/M



Integrated care Research: ED, Consults and 
Bridge



What do these services 
do?

§ Risk stratification 
and guidance on 
hospital misuse 
and DC w/ PICC

• Management 
of detox and 
induction to 
MAT

• Assist 
distinguishing 
pain and opioid 
use disorder

• Motivational 
interviewing, brief 
intervention and 
referral to 
treatment

• Psychiatric care for 
co-occurring 
mental illnesses

ED, Hospital 
Consults, 

Bridge 
Clinics



Integrated Hospital and Community Services

§ ED Buprenorphine
§ General hospital addiction consults
§ Bridge Clinic
§ Ambulatory integrated care





Why outpatient collaborative care for 
addiction?
§ Patients go to their PCP (82% go once per 
year)

§CC effective in other behavioral health 
conditions 

§ There is evidence for various individual 
components of addiction treatment being 
used effectively in primary care setting (Bup-
Nx, XR-NTX, MI)









What are the basic ingredients?
§ Staff familiarity with anti-stigma measures (language slide 

above to start)
§ Basic screening with AUDIT-C and NIDA 1-Question Screen
§ X-waivered providers
§ Treatment can be delivered in primary care
§ A social worker / care coordinator / recovery coach helpful but 

not required
§ Key resources: 
– National: PCSS (pcssnow.org); Opioid Response Network 

(ORN-opioidresponsenetwork.org)
– Local: Project ECHO (next slide); local Hub-Spoke networks 

through TDMHSAS



Opioid Response Network and PCSS

§ Opioidresponsenetwork.org and pcssnow.org



Project ECHO

§ In February 2020, TDMHSAS 
designated VUMC as a Project ECHO 
Tele-Education Hub.  TennCare 
supported Hub at ETSU pre-dates.

§ Project ECHO is a model for 
technology-enabled education and 
mentoring meant to expand capacity 
for community providers to deliver 
best-practice care for complex 
health conditions. 

§ Two-tier model of participation; 
twice monthly sessions

kristopher.a.kast@vumc.org



Describe basic features 
of a Hub-and-Spoke 
model of OUD care



Hub and Spoke - Background
§ Hub - an anchor site that provides comprehensive and specialized care for a condition
– Application to OUD – extend the reach of MOUD especially 

buprenorphine
– Originated for OUD in Vermont – used opioid treatment programs 

(methadone clinics)

– Other states have defined more broadly
§ Spoke - satellite sites offering more limited services 
– Could be any site offering a form of MOUD

– Could also include broad psychosocial services
§ Hub-and-Spoke Network
– A way to better expand access and integrate care continuum

– ECHO Tele-education platform can support education and alignment



Regional Hub-and-Spoke Network

SORII: Added Spokes include Cedar 
Recovery and Meharry Family 
Medicine Clinic



A case…
§ Jeff is a 42-year-old married man with a history of alcohol and 

opioid use disorder.  You see him in your primary clinic 
following a recent medical admission.  He tells you the 
psychiatric provider in the hospital visited him and diagnosed 
him as bipolar depressive, starting him on fluoxetine 20mg 
and lorazepam 2mg at night.  He is also taking Suboxone 8mg 
BID and acamprosate 666mg TID.

Questions to consider:
§ How often do these three conditions (OUD, AUD, bipolar) co-

occur?
§ Would you tend to accept the diagnosis?
§ What about the treatment plan?



A case… (continued)
Questions to consider:
§ How often do these three conditions (OUD, AUD, 

bipolar) co-occur?
§ Would you tend to accept the diagnosis?
§ What about the treatment plan?



Poll Everywhere 

§ Please text PCTEAM in the message 
line to phone number 22333 to join 
session

§ Confirmation text will appear

§ Respond with A,B,C,D or E when 
prompted by question or text 
answer if question is open ended









Learning objectives

At the end of this session, participant will be able to:
§ Discuss the incidence of co-occurring psychiatric 

and substance use disorders for common SUD
§ Describe an approach for diagnosing co-occurring 

non-substance psychiatric conditions in the 
presence of an SUD

§ Discuss treatment considerations for common co-
occurring non-substance psychiatric conditions in 
the presence of an SUD



What disorders commonly co-occur with OUD?

Alcohol – 26.4%
Methamphetamine – 10.6%
Cocaine - 12.5%
Sedative – 15.6%
Any mental illness: 64.3%
Serious mental illness: 26.9%

Jones, C. M., & McCance-Katz, E. F. (2019). Co-occurring substance use and mental disorders among adults 
with opioid use disorder. Drug and alcohol dependence, 197, 78-82.



Past Year Substance Use Disorder (SUD), Any Mental Illness (AMI) and Severe Mental Illness (SMI) among 
Adults Aged 18 or Older: 2022

Abuse, S. (2022). Mental Health Services Administration.(2021). Key substance use and mental health indicators 
in the United States: Results from the national survey on drug use and health



Receipt of Substance Use Treatment or Mental Health Treatment in the Past Year: Among Adults Aged 18 or 
Older with Past Year Substance Use Disorder and Any Mental Illness; 2022

Abuse, S. (2022). Mental Health Services Administration.(2021). Key substance use and mental health indicators 
in the United States: Results from the national survey on drug use and health



Ries, et al. (2014). The ASAM principles of addiction medicine











Learning objectives
At the end of this session, participant will be able to:
§ Discuss the incidence of co-occurring psychiatric and 

substance use disorders for alcohol, opioid and 
stimulant use disorder

§ Describe an approach for diagnosing co-occurring non-
substance psychiatric conditions in the presence of an 
SUD

§ Discuss treatment considerations for common co-
occurring non-substance psychiatric conditions in the 
presence of an SUD



Case continued
§ Jeff is a 42-year-old married man with a history of 

alcohol and opioid use disorder.  You see him in your 
primary clinic following a recent medical admission.  He 
tells you the psychiatric provider in the hospital visited 
him and diagnosed him as bipolar depressive, starting 
him on fluoxetine 20mg and lorazepam 2mg at night.  
He is also taking Suboxone 8mg BID and acamprosate 
666mg TID.

How would you approach clarification of Jeff’s diagnosis 
from the recent admission?









Substance-induced disorders

§ Depressive and anxiety 
symptoms most common

§ In AUD, 40% on presentation
‣ 5-10% persist at 4 weeks

‣ 5x more likely to persist if 
prior MDD or low drinking 
volume

‣ Risk of suicidal behavior is 
not different for SIDD and 
MDD

Primary or Secondary?
DSM 5 substance-induced mental 

disorder criteria

Evidence of 
both:

onset within 1 month 
of use or 
intoxication/withdraw
al
substance is capable 
of causing the 
symptoms

and, symptoms 
not better 
explained by:

independent disorder 
present prior to use

persistent symptoms 
for prolonged period 
(>1 month)

and:
not delirium
+ causing 
impairment

Ries, et al. (2014). The ASAM principles of addiction medicine.



Primary or Secondary?
Substance-induced disorders

Questions for the interview:

Were symptoms present during longest period of 
recovery?

Age of symptom onset relative to substance use?

Developmental history and associated risk factors?

Family history of the psychiatric disorder?



How to screen quickly for the most common 
psychiatric conditions

Mood “Anxiety” Thought
Major Depressive 
Disorder

Generalized 
anxiety disorder

Schizophrenia

Bipolar Disorder Panic Disorder Schizoaffective 
Disorder

OCD
PTSD



How to screen quickly for specific mood 
disorders
During X period of sobriety, or before onset of use…
§ MDD – 2 weeks of feeling down or depressed or not being able 

to enjoy anything most of the day every day?
– During that time did you experience problems with sleep, appetite, 

energy, guilt or hopelessness?
§ BPAD - Did you ever have “the opposite” of depression where 

you didn’t need much sleep for several days, but you weren’t 
tired?
– During that time, did you have too much energy like people 

thought you were “high” but you didn’t use drugs, talking fast, 
racing thoughts, feeling more irritable, doing lots of things?



How to screen quickly for specific anxiety 
disorders
During X period of sobriety, or before onset of use…
§ GAD – Are you a worrier?
– Do you find you’re worrying more than half the time?
– Does it cause problems like poor sleep, muscle tension, restlessness?

§ Panic Disorder – Do you ever get physical symptoms from anxiety 
like can’t breathe, heart racing, feel like you’re going to die?
– How often?  Does it cause you problems?

§ OCD – do you have to do unusual things to relieve anxiety like wash 
hands, check locks, count numbers?
– How much time is spent?  Does it cause you problems?



Consider use of measures like PHQ9 and GAD7



How to screen quickly for specific thought 
disorders?
During X period of sobriety, or before onset of use…
§ Schizophrenia spectrum: Have you had unusual experiences 

such as:
– Hearing voices other people weren’t hearing?
– Seeing visions other people weren’t seeing?
– Feeling you were being watched, followed or monitored?
– Had beliefs that other people thought were unusual?

Carlat, D. J. (2005). Practical guides in psychiatry: The psychiatric interview.



How to diagnose psychiatric conditions: 
Practical Tools

Carlat, D. J. (2005). Practical guides in psychiatry: The psychiatric interview.



Thank you! Questions?



References
§ Abuse, S. (2022). Mental Health Services Administration.(2021). Key substance use and mental health indicators in the United States: 

Results from the 2020 national survey on drug use and health (HHS Publication No. PEP21-07-01-003, NSDUH Series H-56). Rockville, 
MD: Center for Behavioral Health Statistics and Quality. Substance Abuse and Mental Health Services Administration. Retrieved from 
https://www. samhsa. gov/data.

§ American Psychiatric Association, D. S. M. T. F., & American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders: DSM-5 (Vol. 5, No. 5). Washington, DC: American psychiatric association.

§ Carlat, D. J. (2005). Practical guides in psychiatry: The psychiatric interview.

§ Charach, A., Yeung, E., Climans, T., & Lillie, E. (2011). Childhood attention-deficit/hyperactivity disorder and future substance use 
disorders: comparative meta-analyses. Journal of the American Academy of Child & Adolescent Psychiatry, 50(1), 9-21.

§ Hwang, B. J., Unruh, B. T., & Kast, K. A. (2023). CL Case Conference: Applying Good Psychiatric Management for Borderline Personality Disorder in 
Hospitalized Patients With Co-occurring Substance Use Disorders. Journal of the Academy of Consultation-Liaison Psychiatry, 64(1), 83-91.

§ Jones CM, McCance-Katz EF. Co-occurring substance use and mental disorders among adults with opioid use disorder. Drug Alcohol 
Depend. 2019;197:78–82.

§ Kollins, S. H. (2008). ADHD, substance use disorders, and psychostimulant treatment: current literature and treatment guidelines. Journal of attention 
disorders, 12(2), 115-125.

§ Lee, N. K., Cameron, J., & Jenner, L. (2015). A systematic review of interventions for co-occurring substance use and borderline personality disorders. Drug 
and alcohol review, 34(6), 663-672.

§ Madan, A., Oldham, J. M., Gonzalez, S., & Fowler, J. C. (2015). Reducing adverse polypharmacy in patients with borderline personality disorder. Prim Care 
Companion CNS Disord, 17.

§ Mariani, J. J., & Levin, F. R. (2007). Treatment strategies for co-occurring ADHD and substance use disorders. The American Journal on Addictions, 16, 45-
56.



References
§ Mustaquim, D., Jones, C. M., & Compton, W. M. (2021). Trends and correlates of cocaine use among adults in the United States, 2006–

2019. Addictive Behaviors, 120, 106950.

§ Ries, R. K., Fiellin, D. A., Miller, S. C., & Saitz, R. (2014). The ASAM principles of addiction medicine. Lippincott Williams & Wilkins.

§ Soler, J., Casellas-Pujol, E., Fernández-Felipe, I., Martín-Blanco, A., Almenta, D., & Pascual, J. C. (2022). “Skills for pills”: The dialectical-behavioural therapy 
skills training reduces polypharmacy in borderline personality disorder. Acta Psychiatrica Scandinavica, 145(4), 332-342.

§ Spencer, T. J., Adler, L. A., Qiao, M., Saylor, K. E., Brown, T. E., Holdnack, J. A., ... & Kelsey, D. K. (2010). Validation of the adult ADHD investigator 
symptom rating scale (AISRS). Journal of Attention Disorders, 14(1), 57-68.

§ Torrens, M., Rossi, P. C., Martinez-Riera, R., Martinez-Sanvisens, D., & Bulbena, A. (2012). Psychiatric co-morbidity and substance use disorders: treatment 
in parallel systems or in one integrated system?. Substance Use & Misuse, 47(8-9), 1005-1014.

§ Tori, M. E., Larochelle, M. R., & Naimi, T. S. (2020). Alcohol or benzodiazepine co-involvement with opioid overdose deaths in the United 
States, 1999-2017. JAMA network open, 3(4), e202361-e202361

§ Viktorin, A., Lichtenstein, P., Thase, M. E., Larsson, H., Lundholm, C., Magnusson, P. K., & Landén, M. (2014). The risk of switch to mania 
in patients with bipolar disorder during treatment with an antidepressant alone and in combination with a mood stabilizer. American 
Journal of Psychiatry, 171(10), 1067-1073.

§ Weiss, R. D., Griffin, M. L., Kolodziej, M. E., Greenfield, S. F., Najavits, L. M., Daley, D. C., ... & Hennen, J. A. (2007). A randomized trial of integrated group 
therapy versus group drug counseling for patients with bipolar disorder and substance dependence. American Journal of Psychiatry, 164(1), 100-107.

§ Wilens, T. E., Adler, L. A., Weiss, M. D., Michelson, D., Ramsey, J. L., Moore, R. J., ... & Atomoxetine ADHD/SUD Study Group. (2008). Atomoxetine 
treatment of adults with ADHD and comorbid alcohol use disorders. Drug and alcohol dependence, 96(1-2), 145-154.



Thank you! Questions?


