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PRACTICEPLANNERS® SERIES PREFACE

The practice of psychotherapy has a dimension that did not exist 30, 20, or 
even 15 years ago—accountability. Treatment programs, public agencies, clin-
ics, and even group and solo practitioners must now justify the treatment of 
patients to outside review entities that control the payment of fees. This devel-
opment has resulted in an explosion of paperwork.

Clinicians must now document what has been done in treatment, what is 
planned for the future, and what the anticipated outcomes of the interven-
tions are. The books and software in this PracticePlanners series are designed 
to help practitioners fulfi ll these documentation requirements effi ciently and 
professionally.

The PracticePlanners series is growing rapidly. It now includes not only the 
original Complete Adult Psychotherapy Treatment Planner, Third Edition, The 
Child Psychotherapy Treatment Planner, Third Edition, and The Adolescent 
Psychotherapy Treatment Planner, Third Edition, but also Treatment Planners 
targeted to specialty areas of practice, including: addictions, juvenile justice/
residential care, couples therapy, employee assistance, behavioral medicine, 
therapy with older adults, pastoral counseling, family therapy, group therapy, 
neuropsychology, therapy with gays and lesbians, special education, school 
counseling, probation and parole, therapy with sexual abuse victims and of-
fenders, and more.

Several of the Treatment Planner books now have companion Progress 
Notes Planners (e.g., Adult, Adolescent, Child, Addictions, Severe and Per-
sistent Mental Illness, Couples, Family). More of these planners that provide 
a menu of progress statements that elaborate on the client’s symptom presen-
tation and the provider’s therapeutic intervention are in production. Each 
Progress Notes Planner statement is directly integrated with “Behavioral Defi -
nitions” and “Therapeutic Interventions” items from the companion Treat-
ment Planner.

The list of therapeutic Homework Planners is also growing from the origi-
nal Brief  Therapy Homework for Adult, Adolescent, Child, Couples, Group, 
Family, Addictions, Divorce, Grief, Employee Assistance, School Counseling/
School Social Work Homework Planners, and Parenting Skills. Each of these 



books can be used alone or in conjunction with their companion Treatment 
Planner. Homework assignments are designed around each presenting prob-
lem (e.g., Anxiety, Depression, Chemical Dependence, Anger Management, 
Panic, Eating Disorders) that is the focus of a chapter in its corresponding 
Treatment Planner.

Client Education Handout Planners, a new branch in the series, provides 
brochures and handouts to help educate and inform adult, child, adolescent, 
couples, and family clients on a myriad of mental health issues, as well as 
life- skills techniques. The list of presenting problems for which information is 
provided mirrors the list of presenting problems in the Treatment Planner of 
the title similar to that of the Handout Planner. Thus, the problems for which 
educational material is provided in the Child and Adolescent Client Education 
Handout Planner refl ect the presenting problems listed in The Child and The 
Adolescent Psychotherapy Treatment Planner books. Handouts are included 
on CD- ROMs for easy printing and are ideal for use in waiting rooms, at pre-
sentations, as newsletters, or as information for clients struggling with mental 
illness issues.

In addition, the series also includes TheraScribe ®, the latest version of the 
popular treatment planning, clinical record- keeping software. TheraScribe al-
lows the user to import the data from any of the Treatment Planner, Progress 
Notes Planner, or Homework Planner books into the software’s expandable 
database. Then the point- and- click method can create a detailed, neatly orga-
nized, individualized, and customized treatment plan along with optional in-
tegrated progress notes and homework assignments.

Adjunctive books, such as The Psychotherapy Documentation Primer, and 
Clinical, Forensic, Child, Couples and Family, Continuum of Care, and Chemi-
cal Dependence Documentation Sourcebook contain forms and resources to aid 
the mental health practice management. The goal of the series is to provide 
practitioners with the resources they need in order to provide high- quality care 
in the era of accountability—or, to put it simply, we seek to help you spend 
more time on patients, and less time on paperwork.

A E. J, J.
Grand Rapids, Michigan
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INTRODUCTION

PLANNER FOCUS

The Co- occurring Disorders Treatment Planner has been written for individ-
ual, group, and family counselors and psychotherapists who are working with 
adults and adolescents who are struggling with addictions to mood- altering 
chemicals, gambling, or abusive eating patterns and have a co- occurring men-
tal illness. The list of chapter titles refl ects those addictive behaviors and the 
diagnosis- specifi c mental illnesses associated with those addictions. 

For the last two decades increasing evidence exists for the extremely high 
prevalence of comorbidity of psychiatric and Substance Use Disorders. Stud-
ies reveal, for example, that over half  of diagnosed schizophrenics have a diag-
nosed Alcohol Dependency Disorder (Reiger et al., 1990). There is extensive 
documentation that the dual- diagnosed population has markedly poorer clini-
cal outcomes and a higher utilization of inpatient services (Zuckoff & Daly, 
1999). These fi ndings have led to the awareness of an urgent need for effective 
models of treatment for this co- occurring disorders population.

The infl uence of managed care has forced both public sector and private 
human services delivery systems to implement cost- effective, intense interven-
tions for this population. The future presents a picture where “mental health 
only” and “substance use disorders only” agencies may signifi cantly dwindle in 
numbers. Many mental health agencies, as an example, are now being required 
to provide substance abuse treatment programs in order to comprehensively 
treat the severely mentally ill population. These infl uences have resulted in 
Substance Use Disorder and mental health agencies seeking out resources for 
the effective treatment of the co- occurring population. 

At this time an emerging body of scholarly and evidence- based models 
for treatment are being seen. Our goal in the writing of this Treatment Plan-
ner is to add to the resources that are needed to effectively work with this 
population. The Co- occurring Disorders Treatment Planner is unique in that 
all chapters are diagnosis- specifi c to the addiction and the mental illness. The 
functional concept upon which this Treatment Planner is based is “integrated 
treatment.” From the initial assessment phase, through the development of 
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treatment strategies, to the concluding inclusion of a life plan for relapse pre-
vention, this book presents the clinician with a guide by which the mental ill-
ness and the co- occurring Substance Use Disorder are treated simultaneously. 
This “integrated treatment” philosophy will permit clinicians, and the system 
in which they practice, an enhanced sense of coordination in treating what is, 
arguably, the most challenging of populations.

An example is the schizophrenic who is alcohol dependent. The Treatment 
Planner will guide the clinician through strategies on accurately assessing the de-
structive interaction between the substance use and the symptoms of the mental 
illness. The Treatment Planner will assist the clinician in evaluating the tragic con-
sequences of the schizophrenic’s use of alcohol and in developing diagnostic-
 specifi c strategies to resolve both disorders as the patient moves toward a life of
hope and health. The integrated treatment strategies, therefore, must address 
both conditions as primary. This approach eliminates the historical mandate of 
stabilizing one condition before the other disorder can be remedied.

The Co- occurring Disorders Treatment Planner respects and implements 
seven guiding principles for the successful integration of services for this pop-
ulation. We are deeply indebted to the work of Dr. Kenneth Minkoff and Dr. 
Christine Cline in the formulation of these principles. Dr. Minkoff’s early ef-
forts (Minkoff & Regner, 1999) established the benchmark for treatment of this 
dual- diagnosed population. First, we respect the prevalence of Substance Use 
Disorders in our mentally ill population. It is the rule and not the exception. 
Second, we suggest implementing strategies such as immediate pharmacologi-
cal interventions for the mental illness that can eliminate barriers to effective 
treatment. Third, we respect the individual interaction between the mental ill-
ness and the client’s use of substances. Fourth, we recommend implement-
ing Prochaska and DiClemente’s Stages of Change process for appropriate 
interventions with respect to the client’s readiness. Fifth, we advise utilization 
of Miller and Rollnick’s Motivational Interviewing styles to enhance positive 
outcomes. The sixth principle we have adopted is the use of comprehensive, 
multiaxial assessments in order to establish the exact locus of the client’s pain. 
And fi nally, we respect the individual complexity of this population. Treat-
ment strategies for the anorexic amphetamine dependent are going to differ 
greatly from those strategies developed for the individual with posttraumatic 
stress with polysubstance dependence. The Co- occurring Disorders Treatment 
Planner effectively integrates these guidelines in its comprehensive model.

Interventions can be found in each chapter that refl ect a 12- step recovery 
program approach, but you will also fi nd interventions based on a broader 
psychological and pharmacological model. We hope that we have provided a 
broad, eclectic menu of objectives and interventions from which you can select 
to meet your client’s unique, diagnosis- specifi c needs. Hopefully, we have also 
provided a stimulus for you to create new objectives and interventions from 
your own clinical experience that have proven to be helpful to clients experi-
encing co- occurring disorders.
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HISTORY AND BACKGROUND

Since the early 1960s, formalized treatment planning has gradually become a 
vital aspect of the entire health- care delivery system, whether it is treatment 
related to physical health, mental health, child welfare, or substance abuse. 
What started in the medical sector in the 1960s spread into the mental health 
sector in the 1970s as clinics, psychiatric hospitals, agencies, and so on began 
to seek accreditation from bodies such as the Joint Commission on Accredita-
tion of Healthcare Organizations (JCAHO) to qualify for third- party reimburse-
ments. For most treatment providers to achieve accreditation, they had to be-
gin developing and strengthening their documentation skills in the area of 
treatment planning. Previously, most mental health and substance abuse treat-
ment providers had, at best, a “bare- bones” plan that looked similar for most 
of the individuals they treated. As a result, clients were uncertain as to what 
they were trying to attain in mental health and / or Substance Use Disorder 
treatment. Goals were vague, objectives were nonexistent, and interventions 
were applied equally to all clients. Outcome data were not measurable, and 
neither the treatment provider nor the client knew exactly when treatment was 
complete. The initial development of rudimentary treatment plans made in-
roads toward addressing some of these issues.

With the advent of managed care in the 1980s, treatment planning has 
taken on even more importance. Managed care systems insist that clinicians 
move rapidly from assessment of the problem to the formulation and imple-
mentation of the treatment plan. The goal of most managed care companies 
is to expedite the treatment process by prompting the client and treatment 
provider to focus on identifying and changing behavioral problems as quickly 
as possible. Treatment plans must be specifi c as to the problems and interven-
tions, individualized to meet the client’s needs and goals, and measurable in 
terms of setting milestones that can be used to chart the patient’s progress. 
Pressure from third- party payers, accrediting agencies, and other outside par-
ties has therefore increased the need for clinicians to produce effective, high-
 quality treatment plans in a short time frame. However, many mental health 
providers have little experience in treatment plan development. Our purpose in 
writing this book is to clarify, simplify, and accelerate the treatment planning 
process for those clients experiencing co- occurring disorders.

TREATMENT PLAN UTILITY

Detailed written treatment plans can benefi t not only the client, therapist, treat-
ment team, insurance community, and treatment agency, but also the overall 
psychotherapy profession. The client is served by a written plan because it 
stipulates the issues that are the focus of the treatment process. It is very easy 
for both provider and client to lose sight of what the issues were that brought 
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the patient into therapy. The treatment plan is a guide that structures the focus 
of the therapeutic contract. Since issues can change as therapy progresses, the 
treatment plan must be viewed as a dynamic document that can and must be 
updated to refl ect any major change of problem, defi nition, goal, objective, or 
intervention.

Clients and therapists benefi t from the treatment plan, which forces both 
to think about therapy outcomes. Behaviorally stated, measurable objectives 
clearly focus the treatment endeavor. Clients no longer have to wonder what 
therapy is trying to accomplish. Clear objectives also allow the patient to chan-
nel effort into specifi c changes that will lead to the long- term goal of problem 
resolution. Therapy is no longer a vague contract to just talk honestly and 
openly about emotions and cognitions until the client feels better. Both client 
and therapist are concentrating on specifi cally stated objectives using specifi c 
interventions.

Providers are aided by treatment plans because they are forced to think 
analytically and critically about therapeutic interventions that are best suited 
for objective attainment for the patient. Therapists were traditionally trained 
to “follow the patient,” but now a formalized plan is the guide to the treatment 
process. The therapist must give advance attention to the technique, approach, 
assignment, or cathartic target that will form the basis for interventions.

Clinicians benefi t from clear documentation of treatment because it pro-
vides a measure of added protection from possible patient litigation. Malprac-
tice suits are increasing in frequency and insurance premiums are soaring. The 
fi rst line of defense against allegations is a complete clinical record detailing 
the treatment process. A written, individualized, formal treatment plan that is 
the guideline for the therapeutic process, that has been reviewed and signed by 
the client, and that is coupled with problem- oriented progress notes is a power-
ful defense against exaggerated or false claims.

A well- crafted treatment plan that clearly stipulates presenting problems 
and intervention strategies facilitates the treatment process carried out by 
team members in inpatient, residential, or intensive outpatient settings. Good 
communication between team members about what approach is being imple-
mented and who is responsible for which intervention is critical. Team meetings 
to discuss patient treatment used to be the only source of interaction between 
providers; often, therapeutic conclusions or assignments were not recorded. 
Now, a thorough treatment plan stipulates in writing the details of objectives 
and the varied interventions (pharmacologic, milieu, group therapy, didactic, 
recreational, individual therapy, etc.) and who will implement them.

Every treatment agency or institution is constantly looking for ways to in-
crease the quality and uniformity of the documentation in the clinical record. A 
standardized, written treatment plan with problem defi nitions, goals, objectives, 
and interventions in every client’s fi le enhances that uniformity of documenta-
tion. This uniformity eases the task of record reviewers inside and outside the 
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agency. Outside reviewers, such as JCAHO, insist on documentation that clearly 
outlines assessment, treatment, progress, and discharge status.

The demand for accountability from third- party payers and health main-
tenance organizations (HMOs) is partially satisfi ed by a written treatment 
plan and complete progress notes. More and more managed care systems are 
demanding a structured therapeutic contract that has measurable objectives 
and explicit interventions. Clinicians cannot avoid this move toward being ac-
countable to those outside the treatment process.

The psychotherapy profession stands to benefi t from the use of more pre-
cise, measurable objectives to evaluate success in mental health treatment. 
With the advent of detailed treatment plans, outcome data can be more easily 
collected for interventions that are effective in achieving specifi c goals.

HOW TO DEVELOP A TREATMENT PLAN

The process of developing a treatment plan involves a logical series of steps 
that build on each other, much like constructing a house. The foundation of 
any effective treatment plan is the data gathered in a thorough biopsychosocial 
assessment. As the client presents himself  or herself  for treatment, the clini-
cian must sensitively listen to and understand what the client struggles with in 
terms of family- of- origin issues, current stressors, emotional status, social net-
work, physical health, coping skills, interpersonal confl icts, self- esteem, and 
so on. Assessment data may be gathered from a social history, physical exam, 
clinical interview, psychological testing, or contact with a client’s signifi cant oth-
ers. The integration of the data by the clinician or the multidisciplinary treat-
ment team members is critical for understanding the client, as is an awareness 
of the basis of the client’s struggle. We have identifi ed six specifi c steps for de -
veloping an effective treatment plan based on the assessment data.

Step One: Problem Selection

Although the client may discuss a variety of issues during the assessment, 
the clinician must ferret out the most signifi cant problems on which to focus 
the treatment process. Usually a primary problem will surface, and secondary 
problems may also be evident. Some other problems may have to be set aside 
as not urgent enough to require treatment at this time. An effective treatment 
plan can only deal with a few selected problems or treatment will lose its direc-
tion. The Co- occurring Disorders Treatment Planner emphasizes Motivational 
Interviewing’s concept of “discrepancy” that most accurately represents your 
client’s presenting concerns. This method allows the clinician to rapidly dis-
cover and treat the client’s self- generated identifi ed locus of pain. This process 
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also enhances the client’s engagement in treatment when the focus is on what 
he / she has identifi ed as important. In this regard, the identifi ed problem will 
always have an interaction with the client’s Substance Use Disorder and / or 
mental illness (e.g., feelings of abandonment and isolation due to social pho-
bia and alcohol abuse).

As the problems to be selected become clear to the clinician or the treat-
ment team, it is important to always get validation from the client as to his or 
her prioritization of issues for which help is being sought. As was mentioned, 
a client’s motivation to participate in and cooperate with the treatment process 
depends, to some extent, on the degree to which treatment addresses his or her 
greatest needs.

Step Two: Problem Defi nition

Each individual client presents with unique nuances as to how a problem 
behaviorally reveals itself  in his or her life. Therefore, each problem that is 
selected for treatment focus requires a specifi c defi nition about how it is evi-
denced in the particular client. The symptom pattern should be associated 
with diagnostic criteria and codes such as those found in the Diagnostic and 
Statistical Manual (DSM ) or the International Classifi cation of Diseases. The 
Planner, following the pattern established by DSM- IV, offers such behaviorally 
specifi c defi nition statements to choose from or to serve as a model for your 
own personally crafted statements. You will fi nd several behavior symptoms or 
syndromes listed that may characterize one of the 25 co- occurring disorders 
populations.

Step Three: Goal Development

The next step in treatment plan development is that of setting broad goals for 
the resolution of the target problem. These statements need not be crafted in 
measurable terms but can be global, long- term goals that indicate a desired 
positive outcome to the treatment procedures. The Planner suggests several 
possible goal statements for each problem, but one statement is all that is re-
quired in a treatment plan.

Step Four: Objective Construction

In contrast to long- term goals, objectives must be stated in behaviorally mea-
surable language. It must be clear when the client has achieved the established 
objectives; therefore, vague, subjective objectives are not acceptable. Review 
agencies (e.g., JCAHO), HMOs, and managed care organizations insist that 
psychological treatment outcome be measurable. The objectives presented in 
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this Planner are designed to meet this demand for accountability. Numerous 
alternatives are presented to allow construction of a variety of treatment plan 
possibilities for the same presenting problem. The clinician must exercise pro-
fessional judgment as to which objectives are most appropriate for a given 
client.

Each objective should be developed as a step toward attaining the broad 
treatment goal. In essence, objectives can be thought of as a series of steps 
that, when completed, will result in the achievement of the long- term goal. 
There should be at least two objectives for each problem, but the clinician may 
construct as many as are necessary for goal achievement. Target attainment 
dates should be listed for each objective. New objectives should be added to 
the plan as the individual’s treatment progresses. When all the necessary objec-
tives have been achieved, the client should have resolved the target problem 
successfully.

Step Five: Intervention Creation

Interventions are the actions of the clinician designed to help the client com-
plete the objectives. There should be at least one intervention for every objec-
tive. If  the client does not accomplish the objective after the initial interven-
tion, new interventions should be added to the plan.

Interventions should be selected on the basis of the client’s needs and the 
treatment provider’s full therapeutic repertoire. The Co- occurring Disorders 
Treatment Planner contains interventions from a broad range of therapeutic 
approaches, including cognitive, dynamic, behavioral, pharmacologic, family-
 oriented, and client- centered therapy. Other interventions may be written by 
the provider to refl ect his or her own training and experience. The addition of 
new problems, defi nitions, goals, objectives, and interventions to those found 
in the Planner is encouraged because doing so adds to the database for future 
reference and use.

Some suggested interventions listed in the Planner refer to specifi c books 
that can be assigned to the client for adjunctive bibliotherapy. Appendix A 
contains a full bibliographic reference list of these materials. The books are ar-
ranged under each problem for which they are appropriate as assigned reading 
for clients. When a book is used as part of an intervention plan, it should be 
reviewed with the client after it is read, enhancing the application of the con-
tent of the book to the specifi c client’s circumstances. For further information 
about self- help books, mental health professionals may wish to consult The 
Authoritative Guide to Self- Help Resources in Mental Health, Revised Edition 
(2003) by Norcross, Santrock, Zuckerman, Campbell, Smith, and Sommer 
(available from The Guilford Press [New York]).

Assigning an intervention to a specifi c provider is most relevant if  the pa-
tient is being treated by a team in an inpatient, residential, or intensive outpa-
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tient setting. Within these settings, personnel other than the primary clinician 
may be responsible for implementing a specifi c intervention. Review agencies 
require that the responsible provider’s name be stipulated for every interven-
tion.

Step Six: Diagnosis Determination

The determination of an appropriate diagnosis is based on an evaluation of 
the client’s complete clinical presentation. The clinician must compare the 
behavioral, cognitive, emotional, and interpersonal symptoms that the client 
presents to the criteria for diagnosis of a mental illness condition as described 
in DSM- IV. The issue of differential diagnosis is admittedly a diffi cult one, 
which research has shown to have rather low interrater reliability. Psycholo-
gists have also been trained to think more in terms of maladaptive behavior 
than disease labels. In spite of these factors, diagnosis is a reality that exists 
in the world of mental health care, and it is a necessity for third- party reim-
bursement. (However, recently, managed care agencies are more interested in 
behavioral indices that are exhibited by the client than the actual diagnosis.) 
It is the clinician’s thorough knowledge of DSM- IV criteria and a complete 
understanding of the client assessment data that contribute to the most reli-
able, valid diagnosis. An accurate assessment of behavioral indicators will also 
contribute to more effective treatment planning.

HOW TO USE THIS PLANNER

Our experience has taught us that learning the skills of effective treatment plan 
writing can be a tedious and diffi cult process for many clinicians. It is more 
stressful to try to develop this expertise when under the pressures of increased 
patient load and short time frames placed on clinicians today by managed care 
systems. The documentation demands can be overwhelming when we must 
move quickly from assessment to treatment plan to progress notes. In the pro-
cess, we must be very specifi c about how and when objectives can be achieved, 
and how progress is exhibited in each client. The Co- occurring Disorders Treat-
ment Planner was developed as a tool to aid clinicians in writing a treatment 
plan in a rapid manner that is clear, specifi c, and highly individualized accord-
ing to the following progression:

1. Choose one presenting problem (Step One) you have identifi ed through 
your assessment process. Locate the corresponding page number for 
that problem in the Planner’s table of contents.

2. Select two or three of the listed behavioral defi nitions (Step Two) and 
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record them in the appropriate section on your treatment plan form. 
Feel free to add your own defi ning statement if  you determine that 
your client’s behavioral manifestation of the identifi ed problem is not 
listed. (Note that while our design for treatment planning is vertical, it 
will work equally well on plan forms formatted horizontally.)

3. Select a single long- term goal (Step Three) and again write the selec-
tion, exactly as it is written in the Planner, or in some appropriately 
modifi ed form, in the corresponding area of your own form.

4. Review the listed objectives for this problem and select the ones that 
you judge to be clinically indicated for your client (Step Four). Re-
member, it is recommended that you select at least two objectives for 
each problem. Add a target date or the number of sessions allocated 
for the attainment of each objective.

5. Choose relevant interventions (Step Five). The Planner offers sug-
gested interventions related to each objective in the parentheses fol-
lowing the objective statement. But do not limit yourself  to those 
interventions. The entire list is eclectic and may offer options that 
are more tailored to your theoretical approach or preferred way of 
working with clients. Also, just as with the lists of  defi nitions, goals, 
and objectives, there is space allowed for you to enter your own in-
terventions into the Planner. This allows you to refer to these entries 
when you create a plan around this problem in the future. You will 
have to assign responsibility to a specifi c person for implementation 
of  each intervention if  the treatment is being carried out by a multi-
disciplinary team.

6. Several DSM- IV diagnoses are listed at the end of each chapter that 
are commonly associated with a client who has this problem. These di-
agnoses are meant to be suggestions for clinical consideration. Select a 
diagnosis listed or assign a more appropriate choice from the DSM- IV 
(Step Six).

Note: To accommodate those practitioners that tend to plan treatment in 
terms of diagnostic labels rather than presenting problems, Appendix B lists 
all of the DSM- IV diagnoses that have been presented in the various present-
ing problem chapters as suggestions for consideration. Each diagnosis is fol-
lowed by the presenting problem that has been associated with that diagnosis. 
The provider may look up the presenting problems for a selected diagnosis to 
review defi nitions, goals, objectives, and interventions that may be appropriate 
for their clients with that diagnosis.

Congratulations! You should now have a complete, individualized treat-
ment plan that is ready for immediate implementation and presentation to the 
client. It should resemble the format of the sample plan presented on page 
11.
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A FINAL NOTE

One important aspect of effective treatment planning is that each plan should 
be tailored to the individual client’s problems and needs. Treatment plans 
should not be mass produced, even if  clients have similar problems. The indi-
vidual’s strengths and weaknesses, unique stressors, social network, family cir-
cumstances, and symptom patterns must be considered in developing a treat-
ment strategy. Drawing upon our own years of clinical experience, we have put 
together a variety of treatment choices. These statements can be combined in 
thousands of permutations to develop detailed treatment plans. Relying on 
their own good judgment, clinicians can easily select the statements that are 
appropriate for the individuals they are treating. In addition, we encourage 
readers to add their own defi nitions, goals, objectives, and interventions to 
the existing samples. It is our hope that The Co- occurring Disorders Treatment 
Planner will promote effective, creative treatment planning process that will 
ultimately benefi t the client, clinician, and mental health community.
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SAMPLE TREATMENT PLAN

PROBLEM: DEPRESSIVE DISORDERS WITH 
ALCOHOL ABUSE

Defi nitions: Demonstrates behaviors positively correlated to either an 
acute episode of major depression (e.g., expressed feelings 
of despair, anhedonia, dysphoria) or a chronic state of 
dysthymia.

 Alcohol use has resulted in signifi cantly impaired functioning 
(e.g., employment loss, family turmoil, legal problems).

 Continues to use alcohol despite experiencing signifi cant 
negative social consequences (e.g., job loss, legal problems).

 Reports temporary relief  from depressive symptoms while 
under the infl uence of alcohol.

 Has a history of seeking out alcohol when under extreme 
states of stress and anxiety.

 Has experienced multiple relapses after brief  periods of 
sobriety.

Goals: Establish a recovery pattern from alcohol abuse that includes 
social supports and implementation of relapse prevention 
guidelines.

 Alleviate depressed mood and return to previous level of 
effective functioning.

OBJECTIVES INTERVENTIONS

 1. Share personal information 
regarding acute risk factors 
correlated to the Depressive 
Disorder and / or Substance Use 
Disorder.

 1. Examine the client’s current func-
tioning and note behaviors and / or 
conditions correlated to extreme 
risk of self- harm (e.g., feelings of 
hopelessness, despair, worthless-
ness), violence toward others (e.g., 
unregulated rage), and / or abil-
ity to care for basic needs (e.g., 
homelessness).

 2. Evaluate need for acute detoxifi -
cation of alcohol use (e.g., 
current elevated blood alcohol 
level, slurred speech, unsteady 
gait) or alcohol withdrawal (e.g., 
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 hand tremors, elevated pulse rate, 
psychomotor agitation, hallucina-
tions).

 2. Cooperate with testing de-
signed to evaluate the level of 
alcohol abuse, signifi cance of 
the Depressive Disorder, and 
conditions correlated to readi-
ness to change.

 1. Administer testing designed to 
reveal level of alcohol use (e.g., 
Michigan Alcoholism Screening 
Test, Subtle Substance Abuse 
Screening Inventory), level of 
depression (e.g., Beck Depres-
sion Inventory), and readiness for 
change related to both disorders 
(e.g., Prochaska and DiClemente’s 
Stages of Change Scale); provide 
feedback to the client on test re-
sults and treatment implications.

 3. Cooperate with a medical as-
sessment and an evaluation of 
the necessity for pharmacologi-
cal intervention.

 1. Refer the client for a psychiatric 
evaluation to determine the need 
for non- addictive psychotropic 
medication; emphasize that deci-
sions for medicating psychiatric 
disorders are best made when 
the co- occurring Alcohol Abuse 
Disorder is stabilized.

 4. Take prescribed medications as 
directed by the physician, and 
report as to compliance, side 
effects, and effectiveness.

 1. Monitor the client’s prescribed 
psychotropic medications for 
compliance, side effects, and ef-
fectiveness.

 2. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of not discontinu-
ing the psychotropic medication 
during an exacerbation of the 
Alcohol Abuse Disorder because 
treatment of the Alcohol Abuse 
Disorder is enhanced when 
depressive symptoms are under 
control.

 5. Accept information and educa-
tion regarding the interaction 
of depressive disorders and 
alcohol abuse.

 1. Assist the client in gaining insight 
on the function of alcohol use 
in his / her life (e.g., to facilitate 
socialization) and its interaction 
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 with depressive symptoms (e.g., 
provides temporary sense of well-
 being).

 6. Verbalize an understanding and 
acceptance of the integrated 
treatment plan developed to 
address issues of depression 
and alcohol abuse.

 1. Explain to the client the in-
tegrated treatment plan that 
addresses his / her depression and 
alcohol abuse and respects the 
specifi c stage of readiness related 
to each disorder; offer to engage 
supportive resources if  available 
and appropriate.

 7. Prioritize the co- occurring 
conditions by identifying the 
condition that is causing the 
most psychic pain and / or social 
turmoil.

 1. Assist the client in acknowledging 
his / her most prominent stressors 
(e.g., family turmoil) and examine 
the emotional reactions to those 
stressors (e.g., guilt, fear, shame).

 2. Assist the client in identifying 
his / her most disruptive symptoms, 
how these symptoms are currently 
mismanaged (e.g., increase in 
alcohol use, suicidal ideation) and 
the consequences of these mal-
adaptive coping responses (e.g., 
family rejection, loss of employ-
ment, shame).

 8. Implement strategies to reduce 
alcohol abuse.

 1. Teach the client coping skills to 
reduce alcohol abuse (e.g., review 
the negative effects of alcohol 
abuse; encourage regular partici-
pation in a 12- step support group; 
model, role- play, and reinforce 
social skills; teach relaxation tech-
niques to reduce tension during 
times of alcohol use triggers, etc.).

 9. Implement strategies to reduce 
depressive disorders.

 1. Teach the client coping skills to 
reduce depression (e.g., identify 
and replace distorted cognitive 
messages that trigger feelings 
of depression; reinforce positive 
self- esteem based in accomplish-
ments and renewed respect for the 
intrinsic value of self;  encourage 
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 physical exercise and social 
contacts in activities of daily liv-
ing schedule; reinforce assertive 
expression of emotions).

10. Complete a readministration of 
objective tests for alcohol abuse 
and the Depressive Disorder as 
a means of assessing treatment 
outcome.

 1. Readminister objective assessment 
instruments to evaluate the client’s 
progress in resolving emotional 
and behavioral problems; provide 
feedback on the results to the 
client.

INTERVENTIONS

Diagnosis: 305.00  Alcohol Abuse
 296.3x  Major Depressive Disorder, Recurrent
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ACUTE STRESS DISORDERS WITH 
SEDATIVE, HYPNOTIC, OR 

ANXIOLYTIC ABUSE

BEHAVIORAL DEFINITIONS

 1. Was confronted with an actual or threatened death or serious injury to 
self  or others.

 2. Reported experiencing intense and overwhelming fear, helplessness, or hor-
ror during the traumatic event.

 3. Displays an absence of emotional responsiveness, episodes of depersonal-
ization, and  /  or a diminished awareness of his / her surroundings.

 4. Reports experiencing recurrent images, thoughts, dreams, or fl ashback 
episodes of the traumatic event.

 5. Avoids all conversations, places, activities, or persons that could arouse 
recollection of the traumatic event.

 6. Verbalizes a marked increase in symptoms of anxiety (e.g., irritability, 
sleep problems, poor concentration, gross motor agitation).

 7. Demonstrates signifi cant impairment in social, academic, or vocational 
functioning.

 8. Continues to abuse sedatives, hypnotics, and / or anxiolytics, in spite of la-
bile mood, extreme irritability, impaired social functioning, and expres-
sions of concern by the social support system.

 9. Engages in numerous deceptive behaviors to obtain the drugs (e.g., fraud-
ulent prescriptions, theft, street marketing, sexual favors).

10. Denies being addicted and emphasizes the physical and psychological ne-
cessity of the medication.

__.  

  

__.  
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__.  

  

LONG- TERM GOALS

 1. Terminate the abuse of sedative, hypnotic, or anxiolytic medications.
 2. Establish a recovery pattern from sedative, hypnotic, or anxiolytic abuse 

that includes responding to appropriate treatment guidelines and main-
taining abstinence while coping with relapse triggers.

 3. Respond to treatment efforts designed to resolve the symptoms of the 
Acute Stress Disorder.

 4. Engage in healthy activities of daily living while managing the symptoms 
of the Acute Stress Disorder.

 5. Establish a social network that enhances efforts to maintain a drug- free 
lifestyle.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Provide information regarding 
the trauma experienced and the 
resulting symptoms. (1, 2, 3)

 1. Examine the conditions associ-
ated with the onset of the Acute 
Stress Disorder (e.g., violent death 
of loved ones, process of grieving 
loss of loved ones, violent bodily 
or sexual assault, application of 
critical incident stress debriefi ng 
immediately after the event, on-
going legal proceedings against 
the perpetrator).

2. Explore the social turmoil and / or 
psychological pain caused by 
the Acute Stress Disorder (e.g., 
detached from emotions, night 
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 traumas, fl ashbacks, isolative 
behavior, dramatic changes in 
activities of daily living, dramatic 
increase in irritability).

 3. Explore the client’s current social, 
occupational, and environmental 
functioning (e.g., current atti-
tude of client’s primary support 
system toward him / her, ability to 
engage in social activities, ability 
to engage in employment and / or 
academic programs).

 2. Identify the negative conse-
quences caused by sedative, 
hypnotic, or anxiolytic abuse. 
(4)

 4. Explore the client’s level of social 
turmoil and / or psychological 
pain associated with patterns of 
sedative, hypnotic, or anxiolytic 
abuse (e.g., increase in agitated 
anxiety, legal problems due to 
fraudulent access to drugs, fi nan-
cial problems, family confl icts, 
unmanageable mood swings).

 3. Describe the level of function-
ing prior to the occurrence of 
the traumatic event. (5)

 5. Examine the client’s premorbid 
personal history (e.g., addictive 
behaviors, psychological concerns, 
employment history, nature of re-
lationships, spiritual beliefs, other 
personal strengths).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (6)

 6. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic 
features (e.g., Mood Disorders, 
Depressive Disorders, Posttrau-
matic Stress Disorder, Personality 
Disorders, Substance Use Disor-
ders). 

 5. Complete psychological testing 
or objective questionnaires for 
assessing Acute Stress Dis-
orders, related mental health 
concerns, and substance abuse 
issues. (7)

 7. Administer to the client psycho-
logical instruments designed to 
objectively assess Acute Stress 
Disorder, chemical dependence, 
and other related mental health 
concerns (e.g., Millon Clinical
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 Multiaxial Inventory–III [MCMI-
 III], Beck Depression Inventory 
II, Substance Abuse Subtle 
Screening Inventory [SASSI]); 
provide feedback on the results to 
the client.

 6. Sign a release of information 
form to allow data to be gath-
ered on medical history. (8)

 8. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
for a report on the client’s health 
issues (e.g., general health assess-
ment prior to the traumatic event, 
health concerns since the onset of 
the traumatic event, prescribed 
medications, signs of depression).

 7. Cooperate with a psychiat-
ric / medical evaluation and 
take medication as prescribed. 
(9, 10)

 9. Refer the client to his / her primary 
care physician or a psychiatrist for 
a reevaluation of the medications 
prescribed and a titration from 
the addictive sedatives, hypnotics, 
and / or anxiolytics, while replacing 
them with nonaddictive antianxi-
ety medications or no medication.

10. Continue close consultation 
with the prescribing physician or 
psychiatrist on the client’s prog-
ress in therapy and any continued 
substance abuse patterns. 

 8. Disclose information on cur-
rent and / or historical suicide 
behavior. (11, 12)

11. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the Acute 
Stress Disorder client, such as 
an increase in unmanageable 
anxiety, signifi cant patterns of 
social isolation and / or emotional 
detachment, demonstration of 
unbearable grieving, or voicing a 
need to join a deceased loved one 
(see The Suicide and Homicide 
Risk Assessment and Prevention 
Treatment Planner by Klott and 
Jongsma).



STRESS DISORDERS WITH SEDATIVE, HYPNOTIC, OR ANXIOLYTIC ABUSE 19

12. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

 9. Comply with placement in a 
medically supervised setting for 
detoxifi cation and / or stabiliza-
tion. (13)

13. If  at any time in the therapy pro-
cess the client displays signifi cant 
destabilization due to sedative, 
hypnotic, or anxiolytic abuse 
place him / her in a medically su-
pervised detoxifi cation setting that 
can attend to the needs of his / her 
substance abuse and has a dem-
onstrated capacity to work with 
related mental health concerns.

10. Write a plan for dealing with 
situations when mental health 
issues related to the Acute 
Stress Disorders become un-
manageable. (14)

14. Develop a written crisis interven-
tion plan to implement during 
times of severe depression and / or 
anxiety that present as a risk for 
relapse into substance abuse; 
the plan should include agreed-
 upon guidelines for inpatient 
psychiatric hospitalization (e.g., 
demonstrated suicide intent) and 
a list of positive social supports to 
be contacted as needed.

11. Verbalize an awareness of the 
need to change attitudes, affect, 
and behaviors and a desire to 
do so. (15, 16)

15. Assess the client for his / her stage 
of change associated with both 
symptoms of the Acute Stress 
Disorder and substance abuse 
(e.g., precontemplation; contem-
plation; preparation; action; or 
maintenance). 

16. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a 
stage of change where any resis-
tance or ambivalence exists (e.g.,  
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 precontemplation, contemplation, 
or preparation).

12. Verbalize an understanding of 
the interaction among Acute 
Stress Disorder, medication 
abuse, and related mental 
health concerns. (17)

17. Teach the client the interaction 
between his / her co- occurring 
disorder (e.g., anxiolytic use to 
manage exacerbated levels of 
anxiety results in abuse, which 
leads to diminished social and 
vocational functioning).

13. Identify current stressors, and 
the resulting symptoms, re-
lated to medication abuse, the 
Acute Stress Disorder, and 
related mental health concerns. 
(18, 19, 20)

18. Assist the client in listing current 
stressors that are attributed to the 
co- occurring disorders (e.g., social 
isolation due to fears of reliv-
ing the traumatic event, fi nancial 
problems due to impairment in 
occupational functioning, legal 
problems due to acquiring medi-
cations by fraudulent means).

19. Explore with the client current 
symptoms or emotional reactions 
associated with identifi ed stress-
ors (e.g., depression due to social 
isolation, fears due to fi nancial 
problems, guilt and shame caused 
by legal problems).

20. Assist the client in identifying 
his / her most disruptive symp-
toms (e.g., feelings of shame, 
self- devaluation), how these 
symptoms are currently misman-
aged (e.g., increased abuse of 
sedative, hypnotic, anxiolytic 
drugs; suicidal ideation), and the 
consequences of these maladap-
tive coping strategies (e.g., turmoil 
among primary social support 
systems). 

14. Implement problem- solving 
skills to manage the identi-
fi ed stressors and symptoms. 
(21, 22, 23, 24)

21. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
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 negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary).

22. Assign the client to track daily 
stressors (e.g., family invitation 
to a social gathering outside the 
safety of home), previous mal-
adaptive coping patterns (e.g., 
declining the invitation, staying at 
home, abusing anxiolytics), and 
experiences with newly acquired 
coping strategies (e.g., attending 
social gathering, relying on the 
empathic support of family mem-
bers).

23. Teach the client healthy prob-
lem- solving skills over identifi ed 
symptoms related to stressors 
(e.g., validate current emotional 
reaction, explore history and 
function of current emotional 
reaction, examine alternative 
emotional reactions to stressors, 
examine possible replacement 
of emotional reaction, explore 
adaptive management skills over 
harmful emotional reactions).

24. Assign the client to track daily 
symptoms (e.g., shame and guilt 
over refusal to attend important 
family function), previous mal-
adaptive coping patterns (e.g., 
increased isolative behaviors and 
medication abuse), and experi-
ences with newly acquired coping 
strategies (e.g., managing shame 
and guilt by apologizing to 
family).

15. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (25, 26)

25. Explore with the client personal 
psychological vulnerabilities that 
may hinder his / her effectively 
acquiring new problem- solving 
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 strategies (e.g., cognitive rigidity 
and lack of personal resiliency, 
chronic issues of self- doubt and 
devaluation).

26. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
(e.g., acknowledge the existence 
of the vulnerabilities; examine 
the source, history, and function 
of the vulnerabilities; replace 
vulnerabilities with an adaptive 
self- identity). 

16. Implement strategies to reduce 
sedative, hypnotic, or anxiolytic 
abuse. (27, 28, 29, 30)

27. Teach the client techniques of 
deep muscle relaxation, guided 
imagery, and diaphragmatic 
breathing to apply at times of 
stress and anxiety; assign imple-
mentation of relaxation during 
his / her normal activities of daily 
living and track effectiveness.

28. Discuss with the client the benefi ts 
of titration off  the sedatives, hyp-
notics, or anxiolytics and a change 
to nonaddictive antianxiety 
medication or no medication (e.g., 
emotional stability, improved 
self- esteem and confi dence, reli-
ance on coping skills rather than 
drugs).

29. Continue to use Motivational 
Enhancement Therapy for the 
client who remains in the precon-
templation stage of  medication 
abuse and refuses the offer of 
titration.

30. Reinforce the client’s use of 
relaxation techniques (e.g., deep 
muscle relaxation, guided imag-
ery, and diaphragmatic breathing) 
to manage stress.
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17. Implement strategies to reduce 
the symptoms of the Acute 
Stress Disorder. (30, 31, 32)

30. Reinforce the client’s use of 
relaxation techniques (e.g., deep 
muscle relaxation, guided imag-
ery, and diaphragmatic breathing) 
to manage stress.

31. Continue to emphasize a cli-
ent- therapist relationship based 
upon accurate empathy, warmth, 
and genuineness, in which a 
client- centered interpersonal 
relationship (e.g., creating an at-
mosphere for the client to openly 
discuss events and emotions) is 
the guiding principle.

32. Utilizing refl ective listening, 
encourage the client to verbalize, 
clarify, and validate all emotions 
pertaining to his / her current life 
circumstances.

18. Verbalize statements of hope 
that effective stressor and 
symptom management skills 
can be learned. (33)

33. Encourage the client to continue 
tracking newly- acquired coping 
and problem- solving strategies and 
to acknowledge the decrease in the 
urge to abuse sedatives, hypnotics, 
or anxiolytics and the easing of the 
Acute Stress Disorder symptoms 
when these skills are used.

19. Write a plan that incorporates 
relapse prevention strategies. 
(34)

34. Assist the client in writing a plan 
that lists the actions that he / she 
will take to avoid relapse into 
sedative, hypnotic, or anxiolytic 
abuse (e.g., continued compliance 
with physician recommendations, 
continued review of coping strate-
gies for managing stressors and 
symptoms).

20. Complete a re- administration 
of objective tests of substance 
abuse, acute stress, depression, 
and anxiety as a means of as-
sessing treatment outcome. (35)

35. Assess the outcome of treatment 
by re- administering to the client 
objective tests on substance abuse 
and mental health problems re-
lated to the Acute Stress Disorder; 
evaluate the results and provide 
feedback to the client.
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21. Complete a survey to assess 
the degree of satisfaction with 
treatment. (36)

36. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 308.3  Acute Stress Disorder
 292.89   Sedative- , Hypnotic- , or Anxiolytic- Induced 

Anxiety Disorder
 300.0  Anxiety Disorder NOS
 309.81   Posttraumatic Stress Disorder 
 296.xx  Major Depressive Disorder
 300.02  Generalized Anxiety Disorder
 305.40  Sedative, Hypnotic, or Anxiolytic Abuse
 292.0  Sedative, Hypnotic, or Anxiolytic Withdrawal
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ADOLESCENT ASPERGER’S DISORDER 
WITH ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Has demonstrated, since childhood, a signifi cant failure in developing 
peer relationships appropriate to his / her developmental level.

 2. Displays a chronic inability to share enjoyable experiences, interests, or 
activities with other people.

 3. Encounters extreme diffi culty in forming emotionally close relationships.
 4. Is intensely preoccupied with a singular focus of interest that leads to an 

inability to experience a broader range of activities.
 5. Displays repetitive mannerisms that may result in social exclusion or rejec-

tion.
 6. Displays rigid infl exibility in personal routines and / or rituals.
 7. Exhibits intense anger when a rigid routine and / or singular focus of inter-

est is challenged or diverted.
 8. Demonstrates impairment in social, occupational, academic, and rela-

tional functioning.
 9. Engages in a pattern of alcohol use that causes negative social, occupa-

tional, academic, and relational consequences.
10. Continues dangerous levels of alcohol use regardless of comments of con-

cern from primary support system.
11. Engages in alcohol use to assist in formation of peer relationships.
12. Engages in alcohol use to either gain access to emotional expression or 

divert attention from painful emotions.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate patterns of alcohol abuse.
 2. Manage the socially disruptive symptoms of Asperger’s Disorder.
 3. Enhance skills in reciprocal relationships and interpersonal social net-

work.
 4. Enhance access to emotions and a capacity for empathy toward the needs 

and feelings of others.
 5. Develop a healthy concept of self- respect and self- acceptance.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. The primary caregivers provide 
a thorough early childhood his-
tory. (1, 2, 3)

 1. Explore with the parents or 
primary caregiver(s) the signs 
and symptoms of the client’s 
Asperger’s Disorder (e.g., inabil-
ity to interact with peers, limited 
interests except for the intense 
preoccupation focus, repeti-
tive routines or rituals) and the 
circumstances of the professional 
diagnosis.

 2. Examine with the parents or 
primary caregivers(s) the client’s 
experience with social support 
systems (e.g., frustrates and alien-
ates support systems, has one or 
two friends who share same in-
terests, associates only with peers 
who use alcohol) and determine 
if  the client is being coerced into 
treatment (e.g., family pressure, 
court order).
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 3. Discuss with the parents or 
primary caregiver(s) their obser-
vation of the client’s adolescent 
developmental progress with 
respect to the diagnosis of 
Asperger’s Disorder (e.g., indi-
viduation and autonomy needs, 
moral development, future educa-
tional and / or occupational goals).

 2. Provide information regarding 
experiences with alcohol use. 
(4, 5)

 4. Explore with the client and 
his / her caregiver(s) the history of 
alcohol use in the client’s fam-
ily of origin, the client’s alcohol 
abuse history, issues that assist 
stability and sobriety (e.g., avoid-
ing deviant peer group), and any 
issues related to relapse.

 5. Examine with the client his / her 
perceived benefi ts of alcohol 
use (e.g., enhance social stand-
ing in peer group, relief  from 
emotional turmoil) and nega-
tive consequences of alcohol use 
(e.g., increased depression, family 
turmoil, diminished academic / in-
tellectual performance).

 3. Provide information on current 
mood and thought process in a 
psychological and / or psychiat-
ric evaluation. (6, 7, 8)

 6. Refer the client for a psychiat-
ric or psychological evaluation 
to evaluate the specifi cs of the 
Asperger’s Disorder and for 
consultation on appropriate treat-
ment approaches (e.g., acquiring 
information on approaches to 
remedy social interaction defi cits, 
communication defi cits, social-
 emotional defi cits; helping the 
client deal with the unknown, 
expand his / her interest range, de-
velop fl exibility in daily routine).

 7. If  a psychiatric evaluation sug-
gests the use of medication 
for alcohol abuse (e.g., substitu-
tion / replacement therapies, 
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 aversive therapies, or anticraving 
medications) or for mental health 
issues (e.g., anxiety, depression), 
carefully monitor for effectiveness, 
compliance, and side effects.

 8. Educate the client and the family 
on the action of any prescribed 
medications and the need to con-
tinue the medications for mental 
health concerns even during times 
of alcohol use or when partici-
pating in an addiction recovery 
program.

 4. Complete psychological test-
ing or objective questionnaires 
for assessing Asperger’s Disor-
der, Substance Use Disorders, 
and / or related mental health 
concerns. (9)

 9. Administer to the client psy-
chological instruments designed 
to objectively assess issues of 
Asperger’s Disorder, autism, 
Substance Use Disorders, and 
related mental health concerns 
(e.g., Gilliam’s Asperger’s Dis-
order Scale [GADS], Asperger’s 
Syndrome Diagnostic Interview 
[ASDI], Screening Tool for Ado-
lescent Substance Use Disorder 
[RAFFT], Millon Adolescent 
Clinical Inventory [MACI]); give 
the family and client feedback 
regarding the results.

 5. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (10)

10. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
regarding the client’s health (e.g., 
current medications, allergies, 
accident history, noted behaviors 
related to anxiety and / or depres-
sion); continue consultation with 
the primary care provider during 
treatment.

 6. Sign a release of information 
form to allow school personnel, 
counseling personnel, and any 
current care provider to provide 
information on behavioral and 
academic issues. (11, 12)

11. After obtaining appropriate confi -
dentiality releases, contact school 
offi cials for a report on the client’s 
attendance, special education 
arrangements, social integration, 
behavioral issues, academic  
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 performance; continue consul-
tation with school personnel 
throughout the therapy process.

12. After obtaining appropriate con-
fi dentiality releases, contact other 
professionally related personnel 
(e.g., school psychologist, spe-
cial education teachers, school 
counselor) regarding information 
that could enhance knowledge 
of the client and provide better 
treatment outcomes; establish 
continued communication with 
these resources throughout the 
therapy process.

 7. Provide information that will 
identify potential for harm to 
self  and / or others. (13, 14)

13. Examine with the client any 
conditions that are positively 
correlated to suicide and / or as-
saultive behavior in the adolescent 
population (e.g., impulse control 
problems, victimized by bullying, 
issues of self- devaluation, sense of 
isolation, family turmoil, severe 
substance use disorders; see The 
Suicide and Homicide Assessment 
and Treatment Planner by Klott 
and Jongsma).

14. Administer psychological test-
ing (e.g., Reynolds Adolescent 
Depression Scale–2 [RADS- 2], 
Suicide Ideation Questionnaire 
[SIQ], Risk- Sophistication-
 Treatment Inventory [RSTI]) to 
validate clinical fi ndings regarding 
the client’s suicide / homicide risk.

 8. Agree to implement a cri-
sis response plan during an 
identifi ed unmanageable 
exacerbation of substance use 
and / or a mental health concern 
related to Asperger’s Disorder. 
(15, 16, 17, 18)

15. Develop a written crisis interven-
tion plan to be implemented when 
the client experiences destabilizing 
levels of alcohol use or at times 
of psychiatric stress related to the 
Asperger’s Disorder that includes 
a list of at least fi ve trusted adults 
who may be contacted under well-
 defi ned terms.
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16. If, at any time during the therapy 
process, the client experiences a 
level of alcohol use that appears 
life- threatening, refer him / her to 
a medically supervised detoxifi ca-
tion program.

17. If, at any time during the therapy 
process, the client experiences an 
increase in the intensity of men-
tal health concerns (e.g., anxiety 
and / or depression), coupled with 
suicide ideation / intent, place 
him / her in a supervised setting 
that will provide protection from 
suicide impulse.

18. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM- 2R) 
to determine if  the client would 
be better served at this time with 
a period of residential substance 
abuse treatment; refer only to pro-
grams that are capable of working 
both with Asperger’s Disorder 
and its related mental health con-
cerns.

 9. The primary support providers 
understand and accept the inte-
grated treatment plan. (19, 20)

19. Provide the family and the client 
with information on the interac-
tion among the client’s Asperger’s 
Disorder, related mental health 
concerns (e.g., anxiety and / or 
depression), and alcohol abuse 
patterns (e.g., alcohol is used by 
the client as a socializing strat-
egy; alcohol is used to regulate 
repetitive self- stimulating ritual 
patterns).

20. Explain to the client and fam-
ily that the therapy process will 
involve all the co- occurring dis-
orders and the interaction among 
them, but will address, as a prior-
ity, the condition causing the most
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 social turmoil and / or psychologi-
cal pain; encourage the client to 
include in the therapy process any 
support system member of his / her 
choice.

10. Verbalize an awareness of the 
need to change and a desire to 
do so. (21, 22)

21. Assess the client for his / her 
stage of change for all identi-
fi ed co- occurring disorders 
(e.g., precontemplation—sees 
no need to change; contempla-
tion—recognizes a problem; 
preparation—considers various 
treatment strategies; action—
begins to modify behaviors to 
reduce stressors; maintenance—
actively involved in treatment).

22. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

11. Identify current stressors 
and symptoms or emotional 
reactions to the stressors. 
(23, 24, 25)

23. Assist the client and, if  avail-
able and appropriate, the family 
in identifying his / her current 
stressors that are related to the 
co- occurring disorders (e.g., 
social rejection due to defi cits in 
interactive, communicative, and 
emotional skills related to As-
perger’s Disorder; driver’s license 
suspension due to alcohol abuse; 
academic problems due to lack 
of interest due to Asperger’s Dis-
order).

24. Explore current symptoms, or 
emotional reactions, associated 
with identifi ed stressors (e.g., rage 
due to social rejection and isola-
tion; confusion and frustration 
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 related to academic problems; 
feeling defensive regarding use of 
alcohol and the negative conse-
quences).

25. Assist the client, by the use of 
Motivational Enhancement 
Therapy, to identify self- generated 
stress and symptom priorities, 
how these stressors and symp-
toms are currently mismanaged 
(e.g., rage caused by social isola-
tion and rejection managed by 
increase in alcohol abuse), and the 
consequences of these maladap-
tive coping strategies (e.g., family 
turmoil, legal problems).

12. Parents attend support and 
education group for families 
of children / adolescents with 
Asperger’s Disorder. (26)

26. Refer the parents / primary care-
givers to an educational / support 
group for basic behavioral 
management skills directed to 
the client’s traits of Asperger’s 
Disorder (e.g., skills in changing 
social behavior, taking other’s 
perspectives, cooperation and 
compromise, conversation, daily 
routines, expanding interest 
range).

13. Implement problem- solving 
skills to manage the identi-
fi ed stressors and symptoms. 
(27, 28, 29, 30)

27. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary); model application 
of this skill to the client’s identi-
fi ed issue of stress and involve the 
parents in the process.

28. Assign the client the use of a 
treatment journal that will track 
daily stressors, maladaptive cop-
ing patterns, and experiences with
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 newly acquired coping strategies 
(e.g., managing social isolation 
by learning the social skills of 
sharing, negotiation, fl exibil-
ity, conversation, and how to 
deal with teasing and rejection); 
involve family / primary support 
system in the practice of these 
skills.

29. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly examine the 
feeling, its history, its source, its 
function; explore alternative emo-
tional reactions; examine emotion 
regulation skills; select a plan of 
action, evaluate the outcome).

30. Assign the client to track daily 
symptoms, maladaptive emotional 
reactions, and experiences with 
newly acquired emotional regula-
tion skills (e.g., managing the rage 
associated with social isolation 
and rejection by writing about it 
in the journal or, with enhanced 
conversation skills and training, 
talking about them with family); 
involve family / primary support 
system in the practice of these 
skills.

14. Implement strategies to reduce 
patterns of alcohol abuse. 
(31, 32, 33)

31. Implement cognitive- behavioral 
and problem- solving strate-
gies (e.g., relaxation techniques, 
decision- making skills, commu-
nication skills) to assist the client 
in avoiding high- risk situations, 
identifying triggers for alcohol 
use, and decreasing association 
with alcohol- abusing peers.

32. Teach the client coping skills to 
reduce alcohol abuse patterns 
(e.g., review the positive and 
negative effects of alcohol abuse 
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 patterns; review and model relax-
ation techniques to reduce tension 
levels; encourage attendance at 
AA meetings; teach and model 
diversion and replacement skills 
to be used at high- risk times).

33. Teach the client harm reduction 
strategies (e.g., strategies to reduce 
or eliminate the social, academic, 
or occupational damage due to 
continued alcohol abuse patterns) 
when: (1) the client remains in the 
precontemplation stage of change 
for alcohol abuse and continues 
alcohol abuse patterns, or (2) the 
client is in the contemplation /  
preparation stage of change and 
is attempting abstinence but expe-
riences multiple relapses.

15. Implement strategies to re-
duce and / or manage behaviors 
related to Asperger’s Disorder. 
(34, 35, 36)

34. Follow these principles when 
teaching social skills to the ado-
lescent with Asperger’s Disorder: 
(1) help him / her recognize the 
impact of his / her behavior on 
others; (2) include the family in all 
teaching sessions, (3) keep in-
structions direct due to defi cits in 
nonverbal language and abstract 
language, (4) utilize social skill 
lessons from Gray (e.g., Comic 
Strip Conversations and Social 
Stories Unlimited ).

35. Focus teaching and direct in-
struction sessions on skills 
development for: taking other’s 
perspectives, focusing attention, 
cooperation and compromise, eye 
contact, conversation training; 
continuously summarize for the 
client the progress being made 
and reinforce small, incremental 
successes in skills attainment.
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36. If  possible, and available, engage 
the client in small group activities 
for young people with Asperger’s 
Disorder for the purpose of 
exercising newly acquired skills, 
reinforcing progress, developing 
of safe friendships, learning and 
acquiring more social skills, and, 
especially, witnessing the im-
proved social skills of other group 
members.

16. Verbalize statements of hope 
that effective stressor and 
symptom management skills 
can be maintained. (37)

37. Encourage the client to recognize 
that as traits of the Asperger’s 
Disorder that are responsible for 
socially inappropriate behavior 
are managed and new skills are 
learned, the abuse of alcohol 
becomes less problematic; encour-
age the client to continue tracking 
newly acquired social skills and 
reinforce his / her confi dence that 
these skills will continue to im-
prove.

17. Develop a recovery plan 
respecting the issues of Asperg-
er’s Disorder and its interaction 
with alcohol abuse. (38)

38. Inform the client and family that 
relapse into the identifi ed co-
 occurring disorders is common 
and does not indicate personal 
failure or inadequacy of treat-
ment; assist the client in writing a 
plan that lists the actions he / she 
will take to avoid relapse into al-
cohol abuse patterns (e.g., rely on 
lessons from treatment journal).

18. Complete a re- administration 
of objective tests of Substance 
Use Disorders, Pervasive 
Developmental Disorders, and 
related mental health concerns 
as a means of assessing treat-
ment outcome. (39)

39. Assess the outcome of treatment 
by re- administering to the client 
objective tests for substance use 
disorders, traits of autism and 
Asperger’s Disorder, and related 
mental health concerns; evaluate 
the results and provide feedback 
to the client and family / primary 
support system.
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19. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client and family’s degree of satis-
faction with treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 299.80  Asperger’s Disorder
 305.00  Alcohol Abuse
 299.00  Autistic Disorder
 299.80  Pervasive Developmental Disorder NOS
 300.02  Generalized Anxiety Disorder
 300.23  Social Phobia



37

ADOLESCENT ATTENTION- DEFICIT/
HYPERACTIVITY DISORDER (ADHD) 

WITH CANNABIS ABUSE

BEHAVIORAL DEFINITIONS

 1. Easily distracted from external stimuli, which severely disrupts concentra-
tion, organization, memory, and ability to follow through on tasks.

 2. Excessively restless (e.g., unable to remain still for a long period, to remain 
quiet in certain social settings, to calm gross and fi ne motor activity). 

 3. Is extremely impulsive, which causes social disruption due to talking out 
of turn, impatience with having to wait, or disrupting others’ activities or 
conversation.

 4. Reports social rejection, academic problems, and occupational turmoil 
due to distractibility, restlessness, and impulsivity.

 5. Uses cannabis to gain some calm over restlessness and to avoid feelings 
of shame and inferiority due to impulsivity and the resultant social rejec-
tion.

 6. Continues to use cannabis regardless of experiencing negative social, rela-
tional, academic, occupational, and legal consequences.

 7. Has been coerced into treatment.
 8. Has been involved in the juvenile justice system and has a co- occurring 

diagnosis of Conduct Disorder.
 9. Demonstrates a dangerously high vulnerability to completed suicide and 

violence toward others.
10. Reports signs and symptoms of depression. 

__.  

  

__.  
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__.  

  

LONG- TERM GOALS

 1. Terminate the cannabis abuse patterns.
 2. Alleviate depressed mood and develop positive feelings toward self.
 3. Develop healthy internal regulation of emotions and sound impulse con-

trol capacity.
 4. Develop capacity to form reciprocal relationships based on healthy social 

skills.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. The parents provide a com-
plete early childhood history. 
(1, 2, 3, 4)

 1. Explore with the parents issues 
related to symptoms of ADHD 
as displayed by the client (e.g., 
age of onset, symptoms of most 
concern, treatments attempted, 
client’s social cohesion).

 2. Examine with the parents experi-
ences the client may have had with 
abuse / neglect or other family sys-
tem diffi culties (e.g., spousal abuse, 
substance abuse, incarcerated fam-
ily member, family member with 
untreated mental illness).

 3. Explore with the parents any 
history of early childhood pathol-
ogy (e.g., fi resetting, cruelty to 
animals), social marginalization, 
and / or association with deviant 
peers.
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 4. Examine with the parents their 
observation of the client’s 
adolescent development (e.g., in-
dividuation, moral development, 
sensitivity to the rights and needs 
of others, ability to form recipro-
cal relationships, future academic 
and / or occupational goals).

 2. Provide information regarding 
experiences with substance use. 
(5, 6, 7)

 5. Gather data regarding the client’s 
substance use history (e.g., age of 
onset, drugs abused, frequency 
of use, peer group drug use, treat-
ment history, legal confl icts).

 6. Explore the history of substance 
use in the client’s family of origin, 
issues that assist in the client’s 
stability and sobriety (e.g., sup-
portive peer group), and issues 
connected to relapse behavior 
(e.g., associating with deviant peer 
group).

 7. Examine with the client his / her 
perceived benefi ts to cannabis use 
(e.g., temporary calming of symp-
toms of ADHD, escape from 
emotional turmoil of rejection 
and teasing) and the problems 
connected to cannabis use (e.g., 
diminished school performance, 
increase in depressive feelings, 
confl icts with family).

 3. Complete psychological test-
ing or objective questionnaires 
for assessing substance abuse 
patterns, ADHD, and related 
mental health concerns. (8)

 8. Administer psychological instru-
ments to the client designed to 
objectively assess issues regard-
ing substance use, ADHD, and 
related mental health concerns 
(e.g., RAFFT Screening Tool for 
Adolescent Substance Use Dis  -
orders; Millon Adolescent Clini-
 cal Inventory [MACI]; Brown 
Attention- Defi cit Disorders Scale; 
Reynolds Adolescent Depression 
Scale [RADS- 2]); give the client 
and family feedback on test results.
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 4. Provide complete information 
on current mood, affect, and 
thought process in a psychiatric 
evaluation. (9, 10, 11)

 9. Refer the client for a psychiatric 
or psychological evaluation to 
gather information on specifi c 
multiaxial concerns related to 
each co- occurring diagnosis (e.g., 
parent- child relationship prob-
lems, academic problems) and for 
consultation on appropriate treat-
ment approaches.

10. Carefully monitor use of medica-
tion for mental health concerns 
related to the cannabis abuse and 
ADHD (e.g., Selective Serotonin 
Reuptake Inhibitors [SSRIs] 
for depression or stimulants for 
ADHD) for effectiveness and side 
effects while considering devel-
opmental characteristics of the 
client, family support, and com-
pliance potential.

11. Educate the client and the family 
on the action of any prescribed 
nonaddictive medications and the 
need to continue all medications 
even during times of substance 
use; inform the client and family 
that treatment for the canna-
bis abuse is enhanced when the 
ADHD symptoms and depression 
are under control.

 5. Sign a privacy release form 
to allow medical personnel to 
provide relevant, current infor-
mation on general health issues. 
(12)

12. After obtaining appropriate con-
fi dentiality releases, contact the 
client’s primary care physician re-
garding general health issues (e.g., 
any chronic disease pattern, acci-
dent history, family’s compliance 
with medical advice, suspicions of 
abuse); continue consultation with 
the primary care provider.

 6. Sign a privacy release form to 
allow school personnel to pro-
vide information on behavioral 
and academic issues. (13)

13. After obtaining appropriate confi -
dentiality releases, contact school 
offi cials for a report on the client’s 
attendance, behavior, academic
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 performance and / or challenges, 
and parental involvement; con-
tinue consultation with the school 
personnel.

 7. Sign a privacy release form to 
allow and encourage any other 
community support system to 
provide information on social, 
occupational, and academic 
performance. (14)

14. After obtaining appropriate con-
fi dentiality releases, contact other 
community support systems (e.g., 
probation or parole offi cer, job 
coach) to obtain information on 
his / her perspective of the client’s 
community and / or social adjust-
ment; continue consultation with 
all concerned community support 
systems.

 8. Provide accurate information 
which will identify potential 
for harm to self  and / or others. 
(15, 16)

15. Examine with the client any 
conditions that are positively cor-
related to suicide or homicide in 
the adolescent with ADHD (e.g., 
statements of despair and / or self-
 devaluation, chronic display of 
impulse control problems, previ-
ous history of violence toward 
others, feelings of social rejection 
and / or isolation, victimized by 
bullying).

16. Administer psychological testing 
(e.g., Suicidal Ideation Question-
naire [SIQ], Adolescent Anger 
Rating Scale [AARS]) to validate 
clinical fi ndings regarding client’s 
suicide / homicide potential; dis-
cuss fi ndings and implications for 
treatment with client and family.

 9. Agree to implement a cri-
sis response plan during an 
unmanageable exacerbation 
of any of the identifi ed co-
 occurring disorders. (17, 18, 19)

17. Develop a written crisis interven-
tion plan to be implemented when 
the client experiences destabilizing 
emotions (e.g., self- devaluation, 
rage / anger at being a victim 
of bullying) that are related to 
his / her co- occurring disorders; in-
clude in this plan a list of at least 
fi ve names of trusted adults who 
can be contacted during times of 
a defi ned crisis.
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18. If, at any time in the therapy 
process, the client displays an 
increase in the intensity of depres-
sive symptoms, coupled with an 
identifi ed suicide intent, place 
him / her in a supervised setting 
that will provide protection from 
the suicide impulse and is capable 
of treating any exacerbation of 
the co- occurring disorders.

19. Examine with support provid-
ers (e.g., family, probation / parole 
offi cials, school counselor) the 
presence of risk factors (e.g., under 
age of 14 when starting cannabis 
and / or substance abuse, previous 
failures in outpatient substance use 
disorders treatment, drug- using 
home environment) that would 
point to a higher likelihood of suc-
cessful treatment if the client were 
to be placed initially in a residen-
tial treatment program. 

10. Provide information that will 
adequately assess the stage of 
change for all identifi ed co-
occurring disorders. (20)

20. Using strategies of Motivational 
Interviewing (e.g., refl ect empathy, 
accept resistance, ask open- ended 
questions, active listening), listen 
for the stage of change the client 
defi nes for each of the identi-
fi ed co- occurring disorders (e.g., 
precontemplation—sees no need 
to change; contemplation—be-
gins to consider that there may be 
a problem; preparation—begins 
to discuss treatment options; ac-
tion—wants to modify behaviors; 
maintenance—active treatment 
involvement).

11. Verbalize an understanding of 
the interaction among the can-
nabis abuse, ADHD, and other 
related mental health concerns. 
(21)

21. Provide the family and the cli-
ent with information on the 
interactions of the co- occurring 
disorders (e.g., cannabis is used 
to calm hyperactive behavior, to 
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 assist access to social groups, and 
to manage the emotional pain 
caused by teasing from peers due 
to symptoms of ADHD; can-
nabis abuse leads to depressive 
symptoms that may cause suicide 
ideation and family turmoil).

12. Verbalize acceptance of the 
integrated treatment plan 
developed to address all identi-
fi ed co- occurring disorders. 
(22, 23, 24)

22. Formulate and explain to the client 
and family an integrated treatment 
plan that clearly addresses his / her 
issues of cannabis abuse, ADHD, 
and related mental health concerns 
(e.g., depression); design interven-
tions for each diagnosis- specifi c 
disorder to be respectful of the 
client’s stage of change (e.g., can-
nabis abuse in precontemplation, 
while depression is in preparation 
stage of change).

23. Explain the roles and expectations 
of the treatment plan to each of 
the multisystem support providers 
(e.g., parents provide encour-
agement and structure, school 
counselor provides rewards / sanc-
tions for positive / negative 
behavior).

24. Explain the treatment expecta-
tions to the client and family (e.g., 
6 to 12 months of weekly appoint-
ments where the expectation is 
consistent attendance; if  in the ju-
venile justice system, urine screens 
will be randomly conducted).

13. Identify the condition that is 
causing the most emotional 
pain and / or social turmoil. 
(25, 26)

25. Explain to the client and family 
that the therapy process will ini-
tially address the condition causing 
the most social disruption and / or 
psychological pain (e.g., depres-
sion due to teasing / bullying from 
peers) and where the client’s stage 
of change (e.g., preparation) is en-
couraging for a positive outcome.
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26. Using the active listening strategy 
in Motivational Enhancement 
Therapy, assist the client in iden-
tifying his / her most disruptive 
stressor (e.g., victimized by bully-
ing) and the resulting emotional 
reaction or symptom (e.g., shame, 
fear, feelings of depression); 
discuss how these stressors and 
symptoms are currently misman-
aged (e.g., cannabis abuse) and 
the consequences of this coping 
strategy (e.g., involvement in the 
juvenile justice system).

14. Parents attend sessions focused 
on teaching effective parenting 
techniques for special- needs 
adolescents. (27)

27. Refer the parents to a train-
ing / support group for basic 
behavioral management principles 
designed for ADHD adolescents, 
to enhance overall family func-
tioning and to sustain the gains of 
treatment.

15. Implement problem- solving 
skills to manage symptoms of 
ADHD, cannabis abuse pat-
terns, and related mental health 
concerns. (28, 29, 30, 31)

28. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary); model application 
of this skill to the client’s identi-
fi ed issue of stress and involve the 
parents in the process.

29. Assign the client to track daily 
stressors, maladaptive coping 
patterns, and experiences with 
newly acquired coping strategies 
(e.g., managing the bullying from 
peers by using strategies of hu-
mor, anticipation, avoidance, and 
reporting); involve family / primary 
support system in the practice of 
these skills.
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30. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly examine the 
feeling, its history, its source, 
its function; explore alternative 
emotional reactions; examine 
emotional regulation skills; select 
and implement a plan of action 
and evaluate the outcome).

31. Assign the client to track daily 
symptoms, maladaptive emotional 
reactions, and experiences with 
newly acquired emotional regu-
lation skills (e.g., managing the 
shame associated with the peer 
bullying by writing about it in the 
journal or talking about it with 
family / primary support system); 
involve the family / primary sup-
port system in the practice of 
these skills.

16. Implement strategies to reduce 
and / or manage patterns of can-
nabis abuse. (32, 33, 34)

32. Implement cognitive- behavioral 
problem- solving strategies (e.g., 
relaxation techniques, diversion 
skills, replacement strategies, 
decision- making skills) to assist 
the client in managing or avoiding 
high- risk situations, identifying 
triggers for cannabis use, and 
decreasing association with 
 cannabis- abusing peers.

33. Teach the client coping skills 
to reduce cannabis abuse pat-
terns (e.g., review the positive 
and negative effects of  can-
nabis abuse patterns, reinforce 
relaxation techniques to reduce 
tension and spiraling behaviors, 
model and reinforce diversion 
and replacement skills to be used 
at high- risk times—refer to 12-
 step group).
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34. Involve the parents in arranging 
substance- free activities which 
will meet client’s needs to reduce 
tension, experience enjoyment, 
and meet social needs.

17. Implement strategies to re-
solve the negative effect of 
ADHD on positive, healthy 
problem- solving techniques. 
(35, 36, 37, 38)

35. Examine with the client and the 
family the specifi c medical symp-
toms and emotional reactions 
associated with the ADHD that 
hinder his / her ability to acquire 
new problem- solving skills (e.g., 
lack of attention to the details 
of the problem- solving strate-
gies, feelings of self- devaluation 
that damage confi dence, fear of 
failure).

36. Teach the client strategies to 
diminish the infl uence of the 
identifi ed traits and symptoms 
that hinder his / her learning (e.g., 
acknowledge the existence of the 
traits and symptoms, validate the 
client’s medical condition, prac-
tice relaxation techniques in the 
context of certifi ed biofeedback 
exercises, continue to support 
medication compliance for the 
client’s medical condition).

37. Assign the client homework de-
signed to reinforce his / her efforts 
to manage the traits and symp-
toms of the ADHD that hinder 
learning (e.g., reporting back to 
the therapist problem- solving 
strategies learned in the previous 
session, displaying for the thera-
pist the relaxation techniques 
learned during biofeedback ses-
sions).

38. In the context of the therapy 
relationship, teach the client (1) to 
respect his / her core self- image of 
intrinsic worth; (2) failures and
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 mistakes are allowed and expected 
in the therapy relationship; (3) ex-
pressions of vulnerability and fear 
are honored and accepted without 
judgment.

18. Implement strategies to resolve 
depression caused by the symp-
toms of ADHD. (39)

39. Teach the client management 
skills over the depression related 
to the co- occurring disorders 
(e.g., replace distorted cogni-
tive messages, reinforce assertive 
expression of emotions, reinforce 
the need to remain on psycho-
tropic medication for depression 
even during a relapse into canna-
bis abuse).

19. Develop a life plan that in-
corporates relapse prevention 
strategies and skills. (40)

40. Educate the client and family 
that relapse into the identifi ed 
co- occurring disorders is common 
and does not indicate a personal 
failure or inadequacy of treat-
ment; develop appropriate mental 
health and substance abuse 
follow- up support (e.g., involve-
ment in age- appropriate 12- step 
groups).

20. Complete a re- administration 
of the objective tests for sub-
stance abuse patterns, ADHD, 
and related mental health con-
cerns as a means of assessing 
treatment outcome. (41)

41. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests for ADHD, 
Substance Abuse Disorders, and 
related mental health concerns; 
evaluate the results and provide 
feedback to the client and family.

21. Complete a survey to assess 
the degree of satisfaction with 
treatment. (42)

42. Administer a survey to assess the 
client’s and family’s degree of 
satisfaction with treatment.

__.  

 

__.  

 

__.  

 

__.  
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__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 314.01   Attention- Defi cit / Hyperactivity Disorder, 
Combined Type

 314.00   Attention- Defi cit / Hyperactivity Disorder, 
Predominately Inattentive Type

 314.01   Attention- Defi cit / Hyperactivity Disorder, 
Predominantly Hyperactive- Impulsive Type

 314.9  Attention- Defi cit / Hyperactivity Disorder NOS
 305.20  Cannabis Abuse
 304.30  Cannabis Dependence
 309.4   Adjustment Disorder With Mixed Disturbance of 

Emotions and Conduct
 V62.3  Academic Problem
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ADOLESCENT CONDUCT DISORDER
WITH ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Engages in dangerous at- risk behaviors (e.g., reckless driving, unprotected 
sex with multiple partners, gang- related activities, drug use, criminal be-
haviors).

 2. Displays signifi cant anger- management problems and a penchant for vio-
lence.

 3. Demonstrates behaviors positively correlated to a diagnosis of a Depres-
sive Disorder (e.g., dysphoria, irritability, sleep problems).

 4. Frequently verbalizes feelings of worthlessness, self- devaluation, rejec-
tion, isolation, and generalized anger.

 5. Demonstrates a life- long pattern of impulsivity.
 6. Regularly abuses alcohol to escape reality.
 7. Displays a lack of empathy toward the rights and feelings of others.
 8. Demonstrates a pattern of self- entitlement in which needs must have im-

mediate gratifi cation, regardless of consequences.
 9. Projects responsibility for behavior onto others.
10. Has a history of childhood pathology (e.g., fi resetting, cruelty to animals, 

Reactive Attachment Disorder).
11. Verbalizes that alcohol use results in noticeable emotional and / or physi-

ological changes (e.g., use has a “calming effect” on his / her impulsive an-
ger, that alcohol use has an exacerbating effect on his / her anger).

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate the use of violence and other antisocial behavior to meet social, 
psychological, and environmental needs.

 2. Enhance access to emotions and a capacity for empathy toward the needs 
and feelings of others.

 3. Terminate alcohol abuse.
 4. Alleviate depressed mood and develop positive feelings toward self.
 5. Develop healthy internal regulation of emotions and sound impulse con-

trol capacity.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. The primary caregivers provide 
a thorough early childhood his-
tory. (1, 2, 3, 4)

 1. Explore with the parents or 
primary caregiver(s) issues of  the 
client’s oppositional behavior, 
aggressiveness, impulsivity, and 
poor frustration tolerance when 
the client was a toddler or pre-
schooler.

 2. Examine with the parents or pri-
mary caregiver(s) any experience 
the client has had with abuse or 
neglect or other signifi cant family 
systems diffi culties (e.g., spou-
sal abuse, family member with 
untreated mental illness, criminal 
behaviors, substance abuse).

 3. Explore with the parents or 
primary caregiver(s) the client’s 
history of learning disability, 
ADHD, early childhood pathol-
ogy (e.g., fi resetting, cruelty to
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 animals, bed- wetting, attachment 
issues), social marginalization, 
and association with deviant 
peers.

 4. Examine with the parents or 
primary caregiver(s) their obser-
vation of the client’s adolescent 
developmental progress (e.g., 
individuation, moral develop-
ment, future educational and / or 
vocational goals).

 2. Provide information regarding 
experiences with alcohol use. 
(5, 6)

 5. Explore the history of alcohol use 
in the client’s family of origin, the 
client’s alcohol abuse treatment 
history, issues that assist stabil-
ity and sobriety (e.g., avoiding 
deviant peer group), and issues 
connected to relapse.

 6. Examine with the client his / her 
perceived benefi ts to alcohol 
use (e.g., enhance social stand-
ing in peer group, escape from 
psychological turmoil) and the 
problems connected to alcohol 
use (e.g., increased depression, le-
gal problems, diminished school 
performance, interpersonal con-
fl icts).

 3. Complete psychological testing 
or objective questionnaires for 
assessing alcohol abuse, Con-
duct Disorder, and depression. 
(7)

 7. Administer to the client psy-
chological instruments designed 
to objectively assess level of 
alcohol use, Conduct Disorder, 
and depression (e.g., Michigan 
Alcohol Screening Test [MAST], 
the RAFFT Screening Tool for 
Adolescent Substance Disorder, 
Millon Adolescent Clinical Inven-
tory [MACI], Beck Disruptive 
Behavior Inventory for Youth 
[BDBI- Y], Beck Depression In-
ventory–II [BDI]); give the client
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 feedback regarding the results of 
the assessment.

 4. Provide complete information 
on current mood, affect, and 
thought process in a psychiatric 
and / or psychological evalua-
tion. (8, 9, 10)

 8. Refer the client for a psychiatric 
or psychological evaluation 
to evaluate specifi cs of the co-
 occurring diagnosis and for 
consultation on appropriate treat-
ment approaches (e.g., determine 
stage of change [precontempla-
tion, contemplation, preparation, 
action, maintenance] for each 
noted diagnosis).

 9. If  a psychiatric evaluation sug-
gests the use of medications 
for alcohol abuse (e.g., substi-
tution / replacement therapies, 
aversive therapies, or anticraving 
medications) or depression (e.g., 
SSRIs), carefully monitor while 
considering developmental char-
acteristics, family support, and 
compliance potential.

10. Educate the client and the family 
on the action of any prescribed 
medications and the need to con-
tinue medications for depression 
even during times of alcohol use 
or when participating in addiction 
recovery programs.

 5. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (11)

11. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physi-
cian regarding the client’s health 
(e.g., history of perinatal distress, 
Attention-Defi cit / Hyperactivity 
Disorder, general disease pat-
tern, accident history); continue 
consultation with the primary 
care provider during the therapy 
process.
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 6. Sign a release of information 
form to allow school person-
nel to provide information on 
behavior and academic issues. 
(12)

12. After obtaining appropriate 
confi dentiality releases, contact 
school offi cials for a report on the 
client’s attendance, behavior, and 
academic patterns; continue con-
sultation with school personnel 
throughout the therapy process.

 7. Sign a release of information 
form to allow juvenile justice 
personnel to provide informa-
tion on probation requirements 
and community adjustment. 
(13)

13. After obtaining appropriate con-
fi dentiality releases, contact the 
client’s probation / parole offi cer to 
obtain information on the client’s 
probation compliance, establish 
communication on therapy, and 
encourage participation in the 
therapy process.

 8. Provide accurate information 
which will identify potential 
for harm to self  and / or others. 
(14, 15)

14. Examine with the client any 
conditions that are positively cor-
related to suicide and or homicide 
in the adolescent population (e.g., 
statements of hopelessness and / or 
self- devaluation, signifi cant 
impulse control problems during 
times of unregulated rage).

15. Administer psychological testing 
(e.g., Suicide Probability Scale, 
Reasons for Living Inventory) to 
validate clinical fi ndings regarding 
the client’s suicide potential.

 9. Comply with placement in a 
medically supervised setting 
when mental health issues 
and / or alcohol abuse seriously 
destabilize psychosocial func-
tioning. (16, 17, 18)

16. If, at any time during the therapy 
process, the client has a relapse 
into alcohol abuse at a level of 
intensity that appears life threat-
ening or destabilizing, refer 
him / her to a medically supervised 
detoxifi cation setting.

17. If, at any time during the therapy 
process, the client displays an 
increase in the intensity of de-
pressive symptoms, coupled with 
suicide intent, place him / her in 
a supervised setting that will
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 provide protection from suicide 
impulse.

18. If, at any time in the therapy 
process, the client experiences a 
simultaneous destabilizing relapse 
into alcohol abuse and an increase 
in depressive symptoms that are 
life threatening, refer him / her for 
treatment in a setting equipped 
to treat an acute exacerbation of 
co- occurring disorders (e.g., Dual 
Diagnosed Capable or Dual Diag-
nosed Enhanced).

10. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of a 
co- occurring condition. (19)

19. Develop a written crisis interven-
tion plan to be implemented when 
the client experiences destabiliz-
ing alcohol abuse or at times of 
psychiatric stress that includes a 
list of at least fi ve trusted adults 
who can be contacted at this time 
of stress.

11. Accept the integrated treat-
ment plan developed to address 
issues of antisocial behavior, 
depression, and alcohol abuse. 
(20, 21, 22, 23)

20. Examine with the multisystem 
support providers (e.g., family, 
probation / parole offi cer, mental 
health case manager, school coun-
selor) the presence of risk factors 
that would point to a higher 
likelihood of successful treatment 
if  the client were to be placed in 
an intensive inpatient setting (e.g., 
under age 16 when involved in 
violent crime, under age 14 when 
starting alcohol abuse, previous 
failures in alcohol treatment, cur-
rent drug use in fi rst- degree family 
members).

21. Formulate and explain to the 
client an integrated treatment 
plan that clearly addresses his / her 
issues of antisocial behavior, 
depression, and alcohol abuse; 
design interventions for each 
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 diagnostic- specifi c problem to be 
respectful of the client’s stage of 
change (e.g., precontemplation, 
contemplation, preparation).

22. Explain the roles and expecta-
tions to each of the multisystem 
support providers in the treat-
ment plan (e.g., parole / probation 
offi cer responsible for monitoring 
compliance with court orders and 
providing rewards / sanctions for 
positive / negative therapy out-
comes).

23. Explain the treatment expecta-
tions to the client (e.g., 6 to 12 
months of weekly appointments 
where attendance is consistent 
and breathalyzer and urine 
screens will be randomly con-
ducted).

12. Verbalize an understanding of 
the interaction of antisocial be-
havior, depression, and alcohol 
abuse. (24)

24. Provide the family and the cli-
ent with information on the 
interaction of criminal behavior 
(e.g., theft, cruelty to animals, 
fi resetting) with depression (e.g., 
unregulated rage) and alcohol 
abuse (e.g., use as an emotional 
regulator).

13. Identify the condition that is 
causing the most psychic pain 
and / or social turmoil. (25, 26)

25. Explain to the client and fam-
ily that the therapy process will 
address the condition causing the 
most social disruption and / or 
psychological pain.

26. Assist the client in identifying 
his / her most disruptive symptoms 
(e.g., unregulated rage, dysphoric 
mood), how these symptoms 
are currently mismanaged (e.g., 
alcohol abuse, antisocial behavior) 
and the consequences of these 
maladaptive coping responses 
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 (e.g., involvement in the juvenile 
justice system).

14. Parents attend training sessions 
focused on effective parenting 
techniques. (27)

27. Teach or refer the parents / pri-
mary caregivers to a training 
group for basic behavioral man-
agement principles designed to 
decrease the client’s antisocial 
behavior patterns, reduce alcohol 
abuse, improve overall family 
functioning, and sustain the gains 
of treatment.

15. Implement problem- solving 
skills to cope with antisocial 
behavior, depression, and alco-
hol abuse. (28, 29, 30, 31)

28. Reinforce the therapeutic alliance 
at appropriate intervals during the 
treatment process by reempha-
sizing the welcoming, empathic 
attitude and by providing hope 
that, with the clinician’s help, 
management skills over painful 
stressors and symptoms will be 
acquired.

29. Implement an integrated 
treatment strategy (e.g., Cog-
nitive- Behavioral Therapy, 
Behavioral Therapy, Motivational 
Enhancement Therapy, Multidi-
mensional Family Therapy) that 
teaches the client healthy prob-
lem- solving skills; identify and 
resolve any noted psychological 
barriers (e.g., self- devaluation, 
emotional constriction) that hin-
der effective learning.

30. Assign the client a treatment 
journal to track daily stressors 
(e.g., argument with parents), 
the resultant symptoms (e.g., 
depression, unregulated rage), 
maladaptive coping patterns (e.g., 
alcohol abuse), and experiences 
with newly acquired coping strate-
gies (e.g., diverting attention to a 
more positive activity).
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31. Assign the client homework (e.g., 
using newly acquired relaxation 
techniques when confronted with 
an urge to use alcohol due to 
unmanageable anger).

16. Implement strategies to reduce 
antisocial behavior. (32, 33)

32. Implement an integrated strat-
egy (e.g., Cognitive- Behavioral 
Therapy, Multidimensional 
Family Therapy) that focuses on 
restructuring the client’s distorted 
antisocial cognitions, correcting 
his / her erroneous assumptions 
about the motives of others and 
view of themselves, and teach ef-
fective communication skills and 
coping strategies.

33. Implement Motivational En-
hancement Therapy strategies and 
model empathic listening skills 
in order to resolve the client’s 
resistance or ambivalence about 
engaging in treatment and to gen-
erate trust in the therapy process.

17. Implement strategies to reduce 
alcohol abuse. (34)

34. Implement cognitive- behavioral 
and problem- solving strategies 
(e.g., anger management tech-
niques, decision- making methods, 
communication skills) to assist the 
client in avoiding high- risk situa-
tions, identify triggers for alcohol 
abuse, and decrease association 
with alcohol / drug- abusing peers.

18. Implement strategies to reduce 
Depressive Disorder. (35, 36)

35. Teach the client coping skills 
to reduce Depressive Disorders 
(e.g., encourage involvement in 
identifi ed enjoyable diversion 
activities, increase social exposure 
to non- drug using peers, reinforce 
assertive expression of emotions, 
replace distorted cognitive mes-
sages, encourage the development 
of physical exercise routine).
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36. Reinforce the client’s need to re-
main on psychotropic medication 
for depression even during relapse 
into alcohol abuse as continued 
decrease of depressive symptoms 
allows for a more positive out-
come of alcohol abuse treatment.

19. Develop a recovery plan that 
incorporates a respect that 
recovery is never complete and 
is an ongoing process. (37)

37. Inform the client and family that 
relapse into the identifi ed co-
 occurring disorders is common 
and does not indicate personal 
failure or inadequacy of treat-
ment; develop appropriate mental 

 health and substance abuse fol-
low- up support (e.g., involvement 
in 12- step groups).

20. Verbalize a sense of accom-
plishment over the progress 
made toward resolving emo-
tional and behavioral issues. 
(38)

38. Assist the client in the en-
hancement of self- image by 
encouraging him / her to provide 
self- reports on recent incidents of 
improved coping, symptom man-
agement, and problem- solving 
skills; reinforce success and redi-
rect for failure.

21. Complete a re- administration 
of objective tests of alcohol 
abuse, Conduct Disorder, and 
depression as a means of as-
sessing treatment outcome. (39)

39. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests of Conduct 
Disorder, alcohol abuse, and de-
pression; evaluate the results and 
provide feedback to the client.

22. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 



ADOLESCENT CONDUCT DISORDER WITH ALCOHOL ABUSE 59

DIAGNOSTIC SUGGESTIONS:

Axis I: 312.82  Conduct Disorder, Adolescent- Onset Type
 305.00  Alcohol Abuse
 296.3x  Major Depressive Disorder, Recurrent
 300.4  Dysthymic Disorder
 312.9  Disruptive Behavior Disorder NOS
 V62.3  Academic Problem
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ADULT ATTENTION- DEFICIT / 
HYPERACTIVITY DISORDER (ADHD) 

WITH COCAINE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Consistently displays restlessness, preoccupation with multiple tasks, in-
ability to complete multiple tasks, easily frustrated with tasks.

 2. Chronic demonstration of rude and insensitive behavior in social settings 
(e.g., unwelcomed intrusions in conversations, distractibility, appears to 
be not listening to other’s conversation, controls conversations with exces-
sive talking).

 3. Demonstrates poor organizational skills and avoids tasks that require sus-
tained mental alertness or concentration.

 4. Gives overall appearance of being careless, impulsive, inattentive, irre-
sponsible.

 5. Engages in cocaine use to enhance concentration and ability to complete 
tasks.

 6. Engages in cocaine use to fi nd acceptance in social network specifi c to this 
drug.

 7. Continues cocaine use despite experiencing negative consequences (e.g., 
job loss, legal problems, increase in depressive / anxiety reactions).

 8. Uses increasing amounts of cocaine in order to achieve the desired effect 
and / or to manage symptoms of withdrawal.

 9. Has a history of spending a great deal of time seeking and using cocaine 
when feeling withdrawal symptoms, mental chaos, feelings of disorganiza-
tion or anxiety.

10. Reports that suicide impulses escalate dangerously while using increased 
amounts of cocaine and under extreme feelings of stress.

__.  
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__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate cocaine dependence and implement relapse prevention guide-
lines.

 2. Implement coping skills to overcome symptoms of ADHD.
 3. Enhance skills in reciprocal relationships and build a healthy, adaptive 

interpersonal social network.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Disclose the history, nature, 
and frequency of cocaine use. 
(1)

 1. Explore the client’s history of 
cocaine use (e.g., age of onset, 
frequency of use, relationship to 
ADHD symptoms, family history 
of substance abuse, peer cocaine 
abuse).

 2. Identify the negative conse-
quences and perceived benefi ts 
attributed to cocaine use. (2)

 2. Explore with the client the nega-
tive consequences associated 
with cocaine dependence (e.g., 
family confl icts, fi nancial or legal 
problems, increase in features 
of anxiety); examine the client’s 
perceived benefi ts for cocaine use 
(e.g., access to an accepting social 
group, enhanced capacity for con-
centration and occupational task 
completion).
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 3. Provide information on the 
history and consequences of 
symptoms of ADHD. (3, 4)

 3. Examine with the client the onset 
of features related to ADHD 
(e.g., age when symptoms were 
recognized, childhood experiences 
with academic and / or social prob-
lems).

 4. Explore the current and / or 
historical social turmoil and / or 
psychological pain related to 
symptoms of ADHD (e.g., oc-
cupational adjustment problems, 
uncomfortable patterns of social 
isolation, development of drug 
dependence to gain some form of 
social acceptance).

 4. Disclose personal experiences 
with current and historical 
social support systems. (5)

 5. Ask the client to detail his / her so-
cial support system (e.g., identify 
relationships that are positive and 
supportive; identify relationships 
that are harmful to the client; 
examine the client’s attitude to-
ward support system; determine if  
client is under coercion from sup-
port system to attend therapy).

 5. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (6)

 6. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
multiaxial diagnostic features 
(e.g., ADHD Predominantly In-
attentive Type, Anxiety Disorders, 
ADHD Predominantly Hyperac-
tive- Impulsive Type, Dissociative 
Disorders, Antisocial Personality 
Disorder, Narcissistic Personality 
Disorder, Histrionic Personality 
Disorder).

 6. Complete psychological testing 
or objective questionnaires for 
assessing ADHD, Substance 
Dependence Disorders, and 
related mental health concerns. 
(7)

 7. Administer to the client psycho-
logical instruments designed to 
objectively assess the issues of 
substance dependence, ADHD, 
and other mental health con-
cerns (e.g., Test of Variables of 
Attention [TOVA]; Substance
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 Use Subtle Screening Inventory 
[SASSI- 3]; Millon Clinical Multi-
axial Inventory–III [MCMI- III]; 
provide feedback to the client on 
the results.

 7. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (8)

 8. Refer the client to physician to be 
evaluated for a medication pro-
gram; implement the following 
guidelines for the use of medica-
tion: (1) involve the client in the 
decision process, (2) prescribe 
only nonaddictive medications, 
(3) monitor continued use of 
the medication for compliance, 
effectiveness, and side effects 
regardless of the status of the 
cocaine use.

 8. Sign a release of information 
form to allow data to be gath-
ered on medical history. (9)

 9. After obtaining confi dential-
ity releases, contact the client’s 
primary care provider for a report 
on his / her health history (e.g., 
current medications, chronic 
diseases of pulmonary and / or 
cardiovascular disorders, serious 
injuries from accidents, history of 
noncompliance with medications 
and / or physician advice).

 9. Disclose information on cur-
rent and / or historical suicidal 
behavior. (10, 11)

10. Assess the client for high- risk 
behavioral, social, and emo-
tional markers associated with 
completed suicide in adults 
with ADHD, such as negative 
self- imagery, social isolation, 
occupational problems, unman-
ageable cocaine use, signifi cant 
relationship turmoil, pending 
incarceration, or patterns of 
noncompliance with medication 
(see The Suicide and Homicide 
Risk Assessment and Prevention 
Treatment Planner by Klott and 
Jongsma).
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11. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Suicide Ideation 
Questionnaire, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the 
client on the results and the impli-
cations for treatment.

10. Disclose information on cur-
rent and / or historical assaultive 
behavior. (12, 13)

12. Assess the client for high- risk 
behavioral, social, and emotional 
markers associated with assault 
in the adult with ADHD (e.g., 
co- occurring personality disorder 
pathology, history of assaultive 
behaviors, demonstrated anger 
management defi cits, demon-
strated lack of empathy for the 
rights and needs of others).

13. Administer to the client the 
State- Trait Anger Expression 
Inventory–2 [STAXI- 2] to validate 
clinical fi ndings; inform the client 
of the results and the implica-
tions for treatment (e.g., hostility 
directed at a person will result in 
the application of the ethically 
mandated duty to warn).

11. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of 
any of the co- occurring condi-
tions. (14, 15, 16)

14. If, at any time during treatment, 
the client experiences an exacerba-
tion of mental health issues (e.g., 
unmanageable anxiety) or issues 
that are associated with suicide 
risk factors (e.g., issues of self-
 devaluation), facilitate admission 
to a medically supervised setting 
that is also capable of treating 
substance use disorders.

15. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM- 2R), 
to determine if  the client would 
be better served with inpatient or
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 residential substance use disor-
der treatment; utilize programs 
that are capable of treating co-
 occurring mental health issues.

16. Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times 
of destabilizing cocaine use or 
features related to ADHD (e.g., 
unbearable feelings of shame), 
listing primary support network, 
NA sponsor, or case manager; 
provide telephone numbers for all 
resources, contracting with the 
client to call someone on the list 
during an identifi ed emergency.

12. Verbalize an awareness of the 
need to change and a desire to 
do so. (17, 18)

17. Assess the client for his / her stage 
of change for all of the identi-
fi ed co- occurring disorders and 
conditions (e.g., precontempla-
tion—sees no reason to change; 
contemplation—recognizes a 
problem; preparation—discussing 
potential treatment options; ac-
tion—begins to modify problem 
behaviors; maintenance—actively 
involved in treatment).

18. Engage the client in Motivational 
Enhancement Therapy (e.g., 
implement skills of refl ective 
listening and remaining empathic 
to resistance) with the goal of en-
couraging the client to identify a 
life- issue that is currently unman-
ageable and causing psychological 
pain and / or social turmoil (e.g., 
occupational impairment and 
alienation from family causing 
emotions of guilt and shame).

13. Verbalize an understanding of 
the interaction between the be-
haviors associated with ADHD 
and cocaine dependence. (19)

19. Educate the client regarding 
the interaction between his / her 
cocaine dependence and ADHD 
(e.g., cocaine use patterns assist 
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 in gaining acceptance in specifi c 
social groups, cocaine use de-
signed to sharpen concentration 
for occupational tasks, cocaine 
use designed to avoid disturbing 
emotions of inferiority).

14. Identify current stressors, and 
the resulting symptoms, that 
are caused by behaviors associ-
ated with ADHD and cocaine 
dependence. (20, 21, 22)

20. Assist the client, in the contem-
plation and / or preparation stage 
of change, in listing current 
stressors that are attributed to the 
identifi ed co- occurring disorders 
(e.g., signifi cant occupational 
impairment due to ADHD, legal 
problems due to cocaine use and 
possession, extreme family tur-
moil).

21. Explore current symptoms or 
emotional reactions associated 
with the identifi ed stressor(s) (e.g., 
a severe, chronic sense of anxiety, 
inferiority, and shame caused by 
occupational impairment and / or 
family turmoil and alienation).

22. Assist the client in the identifi ca-
tion of his / her most disruptive 
stressors and symptoms, how 
these stressors and symptoms 
are currently mismanaged (e.g., 
suicide ideation, increase in co-
caine use), and the consequences 
of these maladaptive coping 
strategies (e.g., signifi cant risk of 
completed suicide, legal involve-
ment, affi liation with drug- using 
groups).

15. Implement problem- solving 
skills to manage the stressors 
and symptoms. (23, 24, 25, 26)

23. Teach the client healthy problem- 
solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, and adjust
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 skills as necessary); model appli-
cation of this skill to the client’s 
specifi c stressor.

24. Assign the client to track daily 
stressors, maladaptive coping 
patterns, and experiences with 
newly acquired coping strategies 
(e.g., coping with occupational 
stressors with learned, positive 
relaxation techniques; coping 
with the urge to use cocaine by 
implementing diversion and re-
placement strategies).

25. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom, its history, its causes, its 
function; explore alternative emo-
tional reactions; acquire emotion 
regulation skills to prevent the 
emotion from fueling suicide / as-
saultive intent).

26. Assign the client to track daily 
symptoms, maladaptive and / or 
harmful emotional reactions, and 
experiences with newly acquired 
emotional regulation skills (e.g., 
verbalizing emotions of shame 
and inferiority to a member of 
the primary support team or the 
therapist in order to diminish its 
infl uence over his / her behavior).

16. Implement strategies to manage 
and / or resolve ADHD traits 
that hinder effective problem-
 solving skills. (27, 28, 29)

27. Examine with the client the spe-
cifi c ADHD traits and medical 
symptoms that may be hinder-
ing his / her ability to acquire new 
problem- solving skills (e.g., lack 
of attention to the details of the 
problem- solving strategy, lack of 
follow- through in assigned home-
work, impulsively experimenting 
with newly acquired strategies 
before assimilating all necessary 
information).
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28. Continue implementing the skills 
of Motivational Enhancement 
Therapy (e.g., refl ective listen-
ing, accurate empathy, patience 
with resistance, affi rming client’s 
strengths) in order to establish 
and maintain a safe, therapeutic 
relationship that will allow the 
client to take small, incremental 
steps in learning skills.

29. Teach the client strategies to 
diminish the infl uence of the 
ADHD medical symptoms 
on his / her learning (e.g., ac-
knowledge the existence of the 
symptoms, validate the client’s 
current medical condition, teach 
relaxation techniques, continue to 
support medication compliance 
for the client’s medical condition).

17. Implement strategies to resolve 
patterns of cocaine depen-
dence. (30, 31, 32, 33)

30. In the preparation and action 
stages of change, assist the client 
in scheduling daily activities that 
offer the opportunity for cocaine-
 free positive reinforcement (e.g., 
hobbies; volunteer work; leisure 
and / or recreational activities with 
primary support group that are 
completely substance- free).

31. Examine the client’s identifi ed 
barriers to either implement 
constructive activities or feel a 
sense of comfort, safety, and / or 
pleasure from them (e.g., lack of 
appropriate social skills, distracti-
bility prevented completion or full 
participation in the activity, activ-
ity was poorly chosen); isolate the 
barrier causing the client the most 
disruption.

32. Assist the client in resolving 
the barrier causing the highest 
level of disruption (e.g., enhance 
social skills through rehearsal
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 and role- play, modify choice and 
time length of activity to respect 
the client’s ADHD); renew the 
cocaine- free activity schedule and 
adjust skills as needed on a regu-
lar basis.

33. Teach the client coping skills to 
reduce cocaine dependence pat-
terns (e.g., review of the negative 
consequences of cocaine through 
education designed for the indi-
vidual client; teach diversion and 
replacement strategies; reinforce 
relaxation techniques for tension 
reduction during drug- use trig-
gers; encourage 12- step group 
involvement).

18. Verbalize statements of hope 
that effective stressor and 
symptom management skills 
can be maintained. (34, 35, 36)

34. In the maintenance stage of 
change, reinforce for the client the 
benefi ts of newly acquired cop-
ing skills and problem- solving 
strategies; summarize for him / her 
the improved management of 
cocaine use patterns and features 
of ADHD which the therapist has 
noticed.

35. Encourage the client to recognize 
and verbalize the fact that as 
the symptoms of ADHD be-
come more manageable because 
of compliance with prescribed 
medication and learned coping 
skills, the use of cocaine becomes 
less problematic and treatment 
becomes more effective.

36. Assist the client in enhancing self-
 image by encouraging him / her 
to provide self- reports on recent 
incidents of improved coping, 
symptom management, and prob-
lem- solving skills (e.g., continued 
compliance with prescribed 



70 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

 medication and biofeedback 
exercises, continued attendance at 
substance- free activities).

19. Develop a life plan that incor-
porates strategies for relapse 
prevention. (37)

37. Assist the client in writing a plan 
that lists the actions he / she will 
take to avoid relapse into cocaine 
use or symptoms of the ADHD 
(e.g., continued reliance on skills 
learned in therapy; remain on 
medication; continued involve-
ment in 12- step program and 
substance- free activities).

20. Complete a re- administration 
of objective tests for substance 
dependence, ADHD, and re-
lated mental health concerns as 
a means of assessing treatment 
outcome. (38)

38. Assess the outcome of treatment 
by re- administering to the client 
the objective tests for substance 
use disorders, ADHD, and other 
mental health concerns; evaluate 
the results and provide feedback 
to the client.

21. Complete a survey to assess 
the degree of satisfaction with 
treatment. (39)

39. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 314.01   Attention- Defi cit / Hyperactivity Disorder, 
Combined Type

 314.00   Attention- Defi cit / Hyperactivity Disorder, 
Predominantly Inattentive Type

 314.01   Attention- Defi cit / Hyperactivity Disorder, 
Predominantly Hyperactive- Impulsive Type

 314.9  Attention- Defi cit / Hyperactivity Disorder NOS
 304.20  Cocaine Dependence
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 292.89  Cocaine- Induced Anxiety Disorder
 300.02  Generalized Anxiety Disorder
 V61.10  Partner Relational Problem
 V62.2  Occupational Problem
    
    

Axis II: 301.7  Antisocial Personality Disorder
 301.9  Personality Disorder NOS
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ANOREXIC FEMALE WITH 
AMPHETAMINE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Expresses poor body image, excessive anxiety over weight gain, and a self-
 image focused entirely on physical presentation.

 2. Severely restricts intake of food in order to maintain a body weight signifi -
cantly below the ideal level.

 3. Habitually uses amphetamines for maladaptive appetite control and 
weight management strategy.

 4. Expresses intense fear of gaining weight, or becoming fat, even though 
currently underweight.

 5. May display behaviors of binge eating, eating in excess of appetite, and 
self- induced purging.

 6. Demonstrates lack of insight into the Eating Disorder behavior, even after 
hearing expressions of concern from family and friends.

 7. Has developed serious medical complications from methods utilized to 
suppress appetite (e.g., electrolyte and fl uid imbalance, amenorrhea, den-
tal problems, malnutrition).

 8. Demonstrates behaviors positively correlated to a diagnosis of a Depres-
sive Disorder (e.g., anhedonia, dysphoria, increase in irritability, sleep dis-
turbance, verbalizes an attraction to death and a repulsion toward life).

 9. Frequently verbalizes feelings of worthlessness, self- hate, intense guilt, 
self- criticism, rejection, or alienation.

10.  Demonstrates a history of chronic suicide ideation.
11. Denies that amphetamine dependence is a problem despite negative feed-

back from others and persistent social, legal, physical, or occupational 
problems caused by its use.

12.  Avoids withdrawing from amphetamines due to signifi cant increase in ap-
petite when abstinent.

13.  Demonstrates maladaptive behavior while under the infl uence of amphet-
amines (e.g., hypervigilance, anxiety, tension, volatile anger, impaired so-
cial functioning).
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__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate Eating Disorder behavior.
 2. Terminate amphetamine dependence.
 3. Alleviate feelings of worthlessness, depression, hopelessness, and chronic 

suicide ideation.
 4. Enhance coping strategies and problem- solving skills.
 5. Increase a sense of self- acceptance and a capacity for self- affi rmation.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify current and historical 
specifi cs related to anorexia. (1)

 1. Explore the client’s history for 
traits associated with anorexia 
(e.g., need to be perfect, cognitive 
rigidity, skill defi cits in emotional 
regulation and stress tolerance).

 2. Provide information on his-
torical and current use of 
amphetamines. (2)

 2. Examine the client’s history for 
the role that addictive behaviors 
and amphetamine use plays (e.g., 
escapism, emotional regulation, 
energy increase, socialization 
stimulant, relief  from depres-
sion).
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 3. Provide information on cur-
rent mood and thought process 
in a psychiatric / psychological 
evaluation. (3)

 3. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic 
features (e.g., Mood Disorders, 
Personality Disorders, Anxiety 
Disorders, Substance- Related Dis-
orders, Schizophrenia and other 
Psychotic Disorders).

 4. Complete psychological testing 
or objective questionnaires for 
assessing anorexia and sub-
stance abuse. (4)

 4. Administer to the client psycho-
logical instruments designed to 
objectively assess anorexia, sub-
stance use disorders, and depression 
(e.g., Stirling Eating Disorder 
Scales [SEDS]; Eating Disorder 
Inventory; Substance Abuse Subtle 
Screening Inventory–3 [SASSI- 3]; 
Substance Use Disorders Diagnos-
tic Schedule–IV [SUDDS- IV]; Beck 
Depression Inventory–II [BDI- II]); 
give the client feedback regarding 
the results of the assessment.

 5. Sign a release of information 
form to allow data to be gath-
ered on medical history. (5, 6)

 5. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
for a comprehensive report on the 
client’s health.

 6. Continue communication with the 
primary care physician through-
out the course of treatment (e.g., 
remain alert to inpatient medical 
treatment related to anorexia, 
noncompliance patterns with 
physician’s mandates, medication 
program, risk factors for suicide 
in the anorexic population).

 6. Disclose information on cur-
rent and / or historical suicide 
behavior. (7)

 7. Examine the client for behaviors 
correlated to suicide risk factors 
and warning signs in the anorexic 
population (e.g., increase in 
depressive features, statements of 
devalued self- image, statements of 
hopelessness, extreme agitation, 
specifi c suicide planning).
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 7. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (8, 9)

 8. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication.

 9. In partnership with the client’s 
treating psychiatrist, emphasize 
the importance of ongoing moni-
toring of nonaddictive medication 
and the importance of using 
potentially addictive medications 
only for brief  periods during an 
exacerbation of any related men-
tal health condition. 

 8. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behavior. (10)

10. Assess the client for her stage of 
change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees 
no need to change; contempla-
tion—sees a reason to change; 
preparation—makes plans 
for change; action—begins to 
modify problem behaviors; main-
tenance—active involvement in 
therapy) associated with her an-
orexia, amphetamine dependency, 
and other identifi ed mental health 
concerns.

 9. Comply with placement in a 
medically supervised setting 
for psychological, psychiat-
ric, and physical stabilization. 
(7, 11, 12)

 7. Examine the client for behaviors 
correlated to suicide risk factors 
and warning signs in the anorexic 
population (e.g., increase in 
depressive features, statements of 
devalued self- image, statements of 
hopelessness, extreme agitation, 
specifi c suicide planning).

11. If, at any time during treatment, 
the client experiences severe 
medical stress due to the anorexia 
and / or amphetamine dependence, 
refer her to a medically supervised 
inpatient setting capable of treat-
ing Substance- Dependent Eating 
Disorders.
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12. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R) 
to determine if  the client would be 
better served with inpatient resi-
dential treatment; discuss with the 
client the benefi ts (e.g., positive 
treatment outcomes, enhanced 
health outcomes) of a long- term 
(e.g., 3 to 6 weeks) commitment 
to a program for this co- occurring 
disorder.

10. Agree to a crisis response plan 
to be implemented during an 
unmanageable exacerbation of 
any of the co- occurring condi-
tions. (13, 14)

13. Develop a written crisis in-
tervention plan that includes 
contacting social supports, to 
be implemented when the client 
experiences destabilizing amphet-
amine use, medically threatening 
anorexic behaviors, and / or signifi -
cant issues of depression, suicide, 
or anxiety; use this plan to discuss 
and focus on coping skills.

14. If, at any time during treatment, 
the client experiences an exacer-
bation of related mental health 
concerns (e.g., depression, anxi-
ety, psychosis) that presents her 
as at harm for completed suicide, 
facilitate her admission to an 
inpatient psychiatric program 
that is capable of working with 
the anorexia and amphetamine 
dependence.

11. Verbalize an awareness of the 
need to change and a desire to 
do so. (15)

15. Engage the client in Motivational 
Enhancement Therapy styles (e.g., 
refl ective listening, remaining 
empathic to resistance) when she 
has been identifi ed as being in the 
precontemplation stage of change 
of either the anorexia, amphet-
amine dependence, or the other 
related mental health concerns.
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12. Verbalize an understanding and 
acceptance of an integrated 
treatment plan to address 
issues of anorexia, amphet-
amine dependence, and other 
related mental health concerns. 
(16, 17, 18, 19)

16. Explore the client’s perceived 
benefi ts of anorexia (e.g., gives 
a sense of control, responds to 
the need to be perfect, regulates 
emotions, provides a sense of 
pleasure when purging) and exam-
ine the perceived negatives (e.g., 
health concerns, support system 
concerns); explore distortions in 
positive perceptions and denial in 
negative perceptions.

17. Examine the client’s perceived 
benefi ts of amphetamine depen-
dence (e.g., decreases appetite, 
assists in purging, increased energy 
for socializing) and examine the 
perceived negatives (e.g., leads to 
social disruptions, health concerns, 
legal involvement); explore distor-
tions in positive perceptions and 
denial in negative perceptions.

18. Assist the client in gaining insight 
into the interaction among all the 
co- occurring disorders (e.g., anxi-
ety regarding self- image leads to 
anorexic behaviors to gain a sense 
of control and amphetamine use 
to suppress appetite).

19. Discuss with the client the formu-
lation of the integrated treatment 
plan, which will address issues of 
anorexia, amphetamine depen-
dence, and any related mental 
health concerns; explain the 
details of the plan and, if  avail-
able and appropriate, engage her 
support system.

13. Prioritize the co- occurring 
disorders that cause the high-
est level of social turmoil and 
emotional impairment. (20, 21)

20. Assist the client in listing her most 
prominent stressors (e.g., fears of 
being overweight, social rejection 
due to amphetamine use) and how 
these stressors are currently mis-
managed (e.g., anorexia, increased 
dependency on amphetamines).
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21. Assist the client in listing her most 
prominent emotional reactions 
or symptoms to these stressors 
(e.g., shame, isolation, guilt) and 
how these symptoms are currently 
mismanaged (e.g., thoughts or 
planning for suicide).

14. Implement stress- management 
skills. (22, 23, 24, 25)

22. Teach the client, in the action 
stage of change, effective prob-
lem- solving skills over the most 
disruptive stressors by thoroughly 
defi ning the problem, exploring 
various solutions, examining the 
positives and negatives of each 
solution, selecting and implement-
ing a plan of action, evaluating 
the outcome, and adjusting skills 
as necessary.

23. Teach and role- play with the cli-
ent effective relaxation techniques 
(e.g., systematically tightening 
and releasing muscle tension, 
using deep, deliberate, paced 
breathing; recalling calm, sooth-
ing images and thoughts).

24. Teach and role- play with the 
client methods of diverting atten-
tion from substance use and / or 
purging behaviors to another 
pleasure- producing and calming 
activity or thought (e.g., during 
the urge to purge or use amphet-
amines, focus thinking on play 
activities with a child).

25. Assign the client the use of a jour-
nal to track daily stressors and 
experiences with newly acquired 
coping strategies (e.g., relaxation 
techniques, diversion strategies); 
assign homework targeting stress-
 management skills (e.g., using 
paced, focused breathing exercises 
during argument with family).
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15. Implement adaptive emotion-
 management skills. (26, 27)

26. Teach the client, in the mainte-
nance stage of change, effective 
problem- solving skills over the 
most disruptive symptoms by 
validating the emotion; exploring 
and understanding the emo-
tion, its history, and its function; 
exploring alternative emotional 
reactions; exploring alternative 
emotional expressions (e.g., ver-
balizing or writing); select a plan 
of action, evaluate its outcome, 
and adjust skills as necessary.

27. Assign the client to use the 
treatment journal to track daily 
symptoms and newly acquired 
symptom management skills 
(e.g., validating the emotion and 
expressing it in an adaptive fash-
ion); assign homework targeting 
symptom management skills.

16. Implement strategies to reduce 
anorexic behaviors. (28, 29)

28. Teach the client that while an-
orexic behavior produces pleasure 
through the release of dopamine, 
it also has signifi cant emotion-
al / psychological correlates (e.g., 
need to be perfect, inability to 
express healthy emotions, faulty 
stress- management skills).

29. Explore with the client the 
sources and nature of her per-
fectionism and, through the 
therapy relationship, teach the 
client (1) permission to fail, 
make mistakes, be vulnerable; 
(2) permission to express emo-
tions without judgment; (3) that 
she does not have to please the 
therapist; (4) to respect her core 
self- image of intrinsic worth.

17. Implement strategies to reduce 
amphetamine dependence. 
(30, 31)

30. Teach the client coping skills to 
reduce amphetamine dependence 
(e.g., continuously monitor the 
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 client’s stage of change for this 
diagnosis and adjust interventions 
as appropriate, review the nega-
tive effects of amphetamine use, 
reinforce relaxation and diversion 
strategies, encourage continued 
participation in 12- step support 
group).

31. Review the client’s effectiveness 
in implementing newly acquired 
coping skills to reduce amphet-
amine dependence; reinforce all 
successes, however small, and 
redirect for failure.

18. Implement strategies to reduce 
mental health concerns. (32)

32. Teach the client coping skills to 
reduce depression and / or anxiety 
(e.g., identify and replace distorted 
cognitive messages that trigger 
feelings of depression / anxiety; 
encourage substance- free socializa-
tion to reduce self- focus; reinforce 
positive self- esteem based on 
accomplishments; urge physical 
exercise; model and role- play as-
sertive expression of emotions). 

19. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (33, 34)

33. Explore the source and history of 
psychological / psychiatric issues 
that hinder the client’s appropriate 
problem- solving strategies (e.g., 
destabilizing depression and / or 
anxiety; perfectionism, which cre-
ates a fear of failure; emotional 
constriction; cognitive rigidity).

34. Teach the client effective strategies 
to resolve the identifi ed barriers 
that hinder implementing effec-
tive problem- solving skills (e.g., 
remaining aware of medication 
compliance, replacing cognitive 
rigidity with personal fl exibility, 
replacing perfectionism with a 
capacity to endure failure experi-
ences).
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20. Write a recovery plan that 
incorporates respect for relapse 
potential. (35, 36)

35. Assist the client in writing a plan 
that lists the actions she will take 
to avoid relapse into anorexic 
behaviors, amphetamine de-
pendence, and the other related 
mental health concerns (e.g., 
remaining on prescribed medica-
tion, remaining consistent with 
newly acquired problem- solving 
skills).

36. Encourage the client to remain 
involved in a support network 
(e.g., Narcotics Anonymous, Dual 
Recovery Anonymous, Eating 
Disorder support groups), to be 
open to the acquisition of new 
problem- solving skills and ex-
periences, and, if  relapse occurs, 
to view it as a phase of recovery 
and not a personal or treatment 
failure.

21. Verbalize a sense of accom-
plishment over the progress 
made toward resolving emo-
tional and behavioral issues. 
(37)

37. Assist the client in the en-
hancement of self- image by 
encouraging her to provide 
self- reports from recent incidents 
of improved coping, symptom 
management, and problem-
 solving skills (e.g., refraining from 
purging, enthusiasm over weight 
gain / stabilization, self- imagery 
needs focused on issues other than 
weight).

22. Complete a re- administration 
of objective tests of anorexia 
and substance abuse as a means 
of assessing treatment out-
come. (38)

38. Assess the outcome of treatment 
by re- administering to the client 
objective tests of anorexia and 
substance abuse; evaluate the re-
sults and provide feedback to the 
client.

23. Complete a survey to assess 
the degree of satisfaction with 
treatment. (39)

39. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.
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__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 307.1  Anorexia Nervosa
 307.50  Eating Disorder NOS
 304.40  Amphetamine Dependence
 292.0  Amphetamine Withdrawal
 300.4  Dysthymic Disorder
 296.xx  Major Depressive Disorder
 300.3  Obsessive- Compulsive Disorder
 300.02  Generalized Anxiety Disorder
 292.84  Amphetamine- Induced Mood Disorder
 292.89  Amphetamine- Induced Anxiety Disorder
    
    

Axis II: 301.4  Obsessive- Compulsive Personality Disorder
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ANTISOCIAL PERSONALITY DISORDER 
WITH POLYSUBSTANCE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Demonstrates signifi cant anger management problems (e.g., frequent out-
bursts, assaultive behavior, highly intensive rage episodes, lack of internal 
control capacity).

 2. Has entered treatment only due to coercion from the justice system and is 
resistant to treatment.

 3. Demonstrates a lifelong pattern of impulsivity and poor problem- solving 
skills.

 4. Displays a chronic, maladaptive pattern of substance use among at least 
three groups of drugs, in spite of many negative consequences.

 5. Displays a chronic vulnerability to episodes of anxiety and / or depres-
sion.

 6. Acknowledges that drug use is motivated, at least in part, by a need to 
control an untreated psychiatric / psychological condition (e.g., anxiety, 
depression, irritability, suicidal thoughts).

 7. Demonstrates behaviors (e.g., projection of blame, disregard for societal 
rules, lack of empathy for the rights of others) positively correlated to ele-
ments of sociopathy.

 8. Reports that suicide urges and potential for violence toward others esca-
late dangerously while under the infl uence of substances.

 9. Demonstrates a chaotic pattern of mismanaging fi nances and poor em-
ployment history.

10. Demonstrates a need for increased use of drugs to achieve the desired 
psychological / physiological effect.

11. Spends a great deal of time, energy, and money in pursuit of drugs, and 
will often use drugs to avoid potential withdrawal symptoms.

__.  
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__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate substance use behaviors.
 2. Develop skills in managing stress and regulation of emotions.
 3. Enhance access to own emotions and a capacity for empathy toward the 

needs, rights, and feelings of others.
 4. Develop adaptive strategies to manage anger, depression, and anxiety con-

ditions.
 5. Enhance capacity to function in society by developing a respect for rules, 

authority, and consistent employment.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the antisocial behavior 
pattern and the negative conse-
quences caused by it. (1, 2)

 1. Explore the history and nature of 
the client’s pattern of antisocial 
behavior (e.g., family background, 
abusive childhood, assaultive / 
aggressive behavior, legal and 
authority confl icts, relationship 
turmoil, projection of blame).

 2. Explore the client’s social tur-
moil and / or psychological pain 
resulting from his / her antisocial 
personality and other related 
mental health concerns (e.g., 
alienation from social supports, 
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 punitive involvement in the justice 
system, chaotic employment 
history and related fi nancial con-
cerns).

 2. Identify the history and 
negative consequences of poly-
substance dependence. (3, 4, 5)

 3. Explore the history and nature of 
the client’s polysubstance depen-
dence (e.g., age of onset, peer 
use, drug of choice, various drugs 
used).

 4. Explore with the client any issues 
of social turmoil and / or psy-
chological pain resulting from 
his / her polysubstance dependence 
(e.g., fi nancial and employment 
problems, involvement in the 
justice system, family / relationship 
confl icts, increase in symptoms of 
depression and / or anxiety).

 5. Examine the specifi c group(s) of 
substances (e.g., cannabis, alco-
hol, cocaine) that causes the client 
the most social turmoil and / or 
psychological pain (e.g., legal 
problems due to cannabis / cocaine 
use, family rejection due to alco-
hol use).

 3. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (6)

 6. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic fea-
tures (e.g., Personality Disorders, 
Depressive Disorders, Anxiety 
Disorders, Substance Use Disor-
ders).

 4. Complete psychological testing 
or objective questionnaires for 
assessing Antisocial Personality 
Disorder, depression, anxiety, 
and Polysubstance Depen-
dence. (7)

 7. Administer to the client standard-
ized psychological and chemical 
dependence testing to validate 
clinical fi ndings (e.g., Millon 
Clinical Multiaxial Inventory 
[MCMI- III], Substance Abuse 
Subtle Screening Inventory–3 
[SASSI- 3], Mental Illness Drug 
and Alcohol Screening [MIDAS], 
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 Beck Depression Inventory [BDI]; 
provide feedback on the results to 
the client.

 5. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (8, 9)

 8. Refer the client to a psychiat-
ric evaluation for psychotropic 
medications; implement the fol-
lowing guidelines should the use 
of psychotropic medications be 
considered: (1) medicate only for 
diagnosed Axis I issues, (2) use 
only nonaddictive psychotropic 
medications, (3) monitor contin-
ued use of the medication even 
during an exacerbation of poly-
substance use.

 9. Monitor the client’s compliance 
with the medication prescription, 
its effectiveness, and side effects; 
communicate this information to 
the prescribing physician.

 6. Sign a release of information 
form to allow data to be gath-
ered on medical history. (10)

10. After obtaining confi dentiality re-
leases, contact the client’s primary 
care physician for a report on 
his / her health history (e.g., disease 
history, accident history, bodily 
injuries, current medications).

 7. Disclose information on cur-
rent and / or historical suicide 
behavior. (11, 12)

11. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the antiso-
cial personality, such as chronic 
impulsivity, history of violence 
toward others, narcissistic traits, 
signifi cant symptoms of anxi-
ety, or current experience of loss 
(see The Suicide and Homicide 
Risk Assessment and Prevention 
Treatment Planner by Klott and 
Jongsma).

12. Administer objective suicide as-
sessment scales to the client to 
validate clinical fi ndings (e.g., 
Beck Scale for Suicide Ideation, 
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 Reasons for Living Inventory, 
Suicide Probability Scale); provide 
feedback to the client on results 
and implications for treatment.

 8. Provide information on cur-
rent and / or historical assaultive 
behavior. (13)

13. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the antisocial personality (e.g., 
history of violent behavior, cur-
rent or anticipated social loss, 
history of childhood pathology 
of fi resetting and / or cruelty to 
animals, elements of sociopathy, 
paranoid thinking and / or delu-
sions, attachment pathology).

 9. Verbalize an awareness of the 
need to change and a desire to 
do so. (14, 15)

14. Assess the client for his / her stage 
of change (e.g., precontempla-
tion; contemplation; preparation; 
action; maintenance) associated 
with his / her antisocial behaviors, 
substance use, and each individual 
group of substances the client 
uses.

15. Engage the client in Motivational 
Enhancement Therapy styles (e.g., 
refl ective listening, remaining em-
pathic to resistance) when he / she 
has been identifi ed as being in the 
precontemplation stage of change 
of either his / her polysubstance 
dependence, antisocial personal-
ity traits, or related mental health 
issues.

10. Comply with placement in a 
medically supervised setting 
for emotional and / or physical 
stabilization. (16, 17, 18)

16. If, at any time during treatment, 
the client experiences a medically 
threatening level of intoxication 
due to polysubstance use patterns, 
place him / her in a medically su-
pervised detoxifi cation program.

17. Assess the client for issues that 
would indicate a higher prob-
ability of a successful treatment 
outcome if  the client were placed 
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 in a residential program (e.g., un-
der age 16 when initially involved 
in criminal behaviors, a prior 
diagnosis of Conduct Disorder, 
under age 14 when engaged in 
substance abuse / dependency, 
history of multiple outpatient 
treatment failures, living in a drug 
use environment).

18. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R) 
to validate if  the client would be 
better served in residential treat-
ment; utilize residential treatment 
programs that are capable of 
working with co- occurring dis-
orders.

11. Verbalize agreement with a 
plan for dealing with situa-
tions when stress tolerance, 
depression, and anxiety become 
unmanageable. (19, 20)

19. Develop a written crisis inter-
vention contract to implement 
during times of unregulated 
emotions (e.g., suicide intent due 
to unendurable anxiety and / or de-
pression) that will include calling 
positive social supports and prees-
tablished, well- defi ned guidelines 
for the use of inpatient psychiatric 
programs.

20. Administer the Level of Care Uti-
lization System (LOCUS 2.001) 
to validate clinical fi ndings and to 
determine if  the client is in medi-
cal need of inpatient psychiatric 
hospitalization; utilize inpatient 
programs that are capable of 
working with co- occurring dis-
orders.

12. Verbalize an acceptance of 
the integrated treatment plan 
to address polysubstance 
dependence and antisocial per-
sonality traits. (21)

21. Engage the client in a stage-
 of- change- specifi c group (e.g., 
precontemplation) that will effec-
tively educate him / her regarding 
the interaction among his / her 
antisocial personality traits, 
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  polysubstance dependence pat-
terns, and other related mental 
health concerns.

13. Identify current stressors and 
resulting symptoms that are 
caused by polysubstance de-
pendence and behaviors related 
to the antisocial personality. 
(22, 23, 24)

22. Assist the client in listing his / her 
current stressors (e.g., involve-
ment with the justice system, 
unemployment, fi nancial prob-
lems) that are attributed to the 
co- occurring disorder(s).

23. Explore the client’s current 
symptoms (e.g., emotional reac-
tions attributed to the identifi ed 
stressors, such as feelings of anger 
related to unemployment).

24. Assist the client in identifying 
his / her most disruptive symptoms, 
how these symptoms are currently 
mismanaged (e.g., alcohol and 
cannabis use to manage anxiety 
and anger) and the consequences 
of maladaptive coping strategies 
(e.g., involvement in the justice 
system due to cannabis possession 
or driving under the infl uence of 
alcohol).

14. Implement problem- solving 
and stress management skills. 
(25, 26, 27, 28)

25. Teach the client, in the action 
stage of change, effective problem-
 solving skills over his / her most 
disruptive stressors by thoroughly 
defi ning the problem, exploring 
varied solutions, examining the 
positives and negatives of each 
solution, selecting and implement-
ing a plan of action, evaluating 
the outcome, and adjusting skills 
as necessary.

26. Teach and role- play with the cli-
ent effective relaxation techniques 
(e.g., focus on deep, deliberate, 
paced breathing; focus on feet and 
hands remaining still; focus on 
eyes remaining closed; focus on 
calm, soothing thoughts).
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27. Teach and role- play with the cli-
ent methods of diverting attention 
from substance use to another 
identifi ed calming activity or 
thought (e.g., during urge to drink 
alcohol focus thinking on play 
activities with child).

28. Assign the client to track daily 
stressors and experiences with 
newly acquired coping strategies 
(e.g., relaxation techniques, diver-
sion strategies); assign homework 
targeting stress management skills 
(e.g., using paced, focused breath-
ing exercise during an argument 
with a family member).

15. Implement effective emotional 
regulation skills. (29, 30, 31, 32)

29. Teach and role- play with the 
client, in the action or mainte-
nance stage of change, skills from 
Dialectical Behavioral Therapy 
(e.g., “Mindfulness exercises”—a 
nonjudgmental awareness of self  
in the world).

30. Expose the client to empathic 
validation of all emotions in the 
context of the therapy relation-
ship (e.g., encouraging the client, 
by refl ective listening, to assess 
his / her emotions objectively and 
not as either “bad” or “good”).

31. Teach the client healthy emotional 
regulation skills (e.g., validate 
the emotions; explore and under-
stand the emotion, its history and 
its function; explore alternative 
emotional regulation skills, such 
as writing about or verbalizing 
an emotion that had previously 
been hidden or acted out through 
violence; select a plan of action, 
evaluate its outcome, and adjust 
skills as necessary).
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32. Assign the client to track daily 
symptoms and experiences with 
newly acquired emotional regu-
lation skills (e.g., lessons from 
Dialectical Behavioral Therapy 
that encourages permission to have 
emotions, acknowledges the value 
of emotions, and teaches adaptive 
methods of communicating emo-
tions); assign homework targeting 
emotional regulation skills.

16. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (33, 34)

33. Explore the client’s personal 
vulnerabilities that may hinder 
learning new problem- solving 
strategies (e.g., chronic feelings of 
self- devaluation, no access to emo-
tions, inability to accept faults or 
failures, depression and / or anxiety).

34. Explore with the client strategies 
to diminish the infl uence of these 
identifi ed vulnerabilities (e.g., 
acknowledge the existence of 
the vulnerabilities; examine their 
source; examine their function; re-
place vulnerabilities with a client 
generated, adaptive self- identity).

17. Implement strategies to reduce 
polysubstance dependence. 
(35, 36, 37)

35. Review with the client his / her 
perceived benefi ts (e.g., reduces 
anxiety, contributes to social-
ization) and negatives (e.g., 
disappointing loved ones, in-
carceration, loss of self- respect, 
increase in depression / anxiety) of 
polysubstance dependence.

36. Review with the client his / her 
perceived negatives (e.g., cost of 
treatment, interferes with other 
activities, giving up substance 
use) and benefi ts (e.g., improved 
self- image, fewer psychiatric 
symptoms, support from therapist 
and / or group members) of con-
tinuing in therapy.
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37. Teach the client coping skills to 
reduce polysubstance dependence 
(e.g., model, role- play, reinforce 
skills to reduce anxiety and stress; 
teach relaxation skills to reduce 
tension during high- risk relapse 
threats; reinforce problem- solving 
skills for stressors and symptoms).

18. Implement strategies to reduce 
depression, anxiety, and other 
related mental health concerns. 
(38)

38. Teach the client coping skills 
to reduce depression and / or 
anxiety (e.g., identify and 
replace distorted cognitive mes-
sages that trigger feelings of 
depression / anxiety; encourage 
socialization to reduce self- focus; 
urge physical exercise; model and 
role- play assertive expression of 
emotions).

19. Implement strategies to reduce 
antisocial traits. (39)

39. Teach the client strategies to 
reduce antisocial traits (e.g., 
utilize the therapy relationship 
of empathic self- regard to teach 
client respect for other’s feelings; 
utilize the healthy boundaries of 
the therapy relationship to teach 
the client respect for the rights of 
others).

20. Develop a plan that incor-
porates relapse- prevention 
strategies. (40)

40. Assist the client in writing a 
plan that lists the actions he / she 
will take to manage episodes of 
relapse into polysubstance depen-
dence and antisocial pathology 
(e.g., remain faithful to new cop-
ing strategies, rely on supportive 
social network).

21. Complete a re- administration 
of objective tests of antisocial 
traits, polysubstance depen-
dence, and related mental 
health concerns as a means of 
assessing treatment outcome. 
(41)

41. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests of antisocial 
traits, polysubstance dependence, 
depression, and anxiety; evaluate 
the results and provide feedback 
to the client.
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22. Complete a survey to assess 
the degree of satisfaction with 
treatment. (42)

42. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 304.80  Polysubstance Dependence
 309.81  Posttraumatic Stress Disorder
 V62.81  Relational Problem NOS
 V15.81  Noncompliance With Treatment
 V62.2  Occupational Problem
    
    

Axis II: 301.7  Antisocial Personality Disorder
 301.83  Borderline Personality Disorder
 301.9  Personality Disorder NOS
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AVOIDANT PERSONALITY DISORDER 
WITH CANNABIS DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Social functioning is dominated by feelings of inadequacy, shame, self-
 devaluation, and inferiority.

 2. Views self  as inept, unappealing, or inferior to others.
 3. Avoids many social, occupational, or recreational activities due to a pre-

occupation with being criticized and / or rejected by others.
 4. Avoids intimate relationships due to fears of being shamed or ridiculed.
 5. Chooses an occupation that is isolative and avoids social interaction due 

to fears of ridicule or disapproval.
 6. Engages in social interactions only when there is a certainty of being ac-

cepted and liked.
 7. Engages in cannabis use to reduce feelings of tension, shame, embarrass-

ment, ridicule, or self- devaluation that often occur in social interactions.
 8. Engages in cannabis use to fi nd acceptance in drug- using social groups.
 9. Continues cannabis use despite experiencing negative consequences (e.g., 

job loss, legal problems, increased depressive feelings).
10. Uses increasing amounts of cannabis in order to achieve the desired effect 

and / or to manage symptoms of withdrawal.
11. Has a history of spending a great deal of time seeking and using cannabis 

when feeling anxiety, shame, inferiority, or inadequacy.
12. Suicide impulse escalates dangerously while using increased amounts of 

cannabis and while under extreme social stress.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate cannabis dependence.
 2. Establish a recovery pattern from cannabis dependence that includes posi-

tive, accepting social supports and implementation of relapse prevention 
guidelines.

 3. Develop skills in alleviating and / or managing emotions of anxiety, inferi-
ority, shame, and self- devaluation.

 4. Enhance skills in reciprocal relationships and build an interpersonal so-
cial network.

 5. Engage in healthy activities of daily living that include employment and 
care of physical, social, spiritual, and emotional well- being.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences and perceived benefi ts 
attributed to cannabis depen-
dence. (1)

 1. Explore the client’s social turmoil 
and / or psychological pain associ-
ated with cannabis dependence 
(e.g., family confl icts, increase 
in depressive features); examine 
the client’s perceived benefi ts for 
cannabis use (e.g., access to an 
accepting social group, temporary 
relief  from feelings of anxiety, 
shame, and inferiority).

 2. Provide information on the his-
tory and consequences of the 
avoidant personality and other 
related mental health concerns. 
(2, 3)

 2. Examine with the client the onset 
of features related to the avoidant 
personality (e.g., age of progres-
sive onset, childhood experiences 
with chronic patterns of emo-
tional / physical abuse, social and 
environmental conditions, early 
substance use patterns).
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 3. Explore the social turmoil and / or 
psychological pain caused by 
features of the avoidant personal-
ity (e.g., occupational adjustment 
problems; intolerable feelings of 
anxiety, shame, inferiority; un-
comfortable patterns of social 
isolation; development of a drug 
dependence in order to gain some 
form of social acceptance).

 3. Disclose personal experiences 
with current and historical 
social support systems. (4)

 4. Ask the client to detail his / her so-
cial support system (e.g., identify 
relationships that are positive and 
supportive; identify relationships 
that are harmful to the client; de-
termine the level of client’s fear of 
social stigma; examine the client’s 
current attitude toward the varied 
support systems).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (5)

 5. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
multiaxial diagnostic features 
(e.g., Depressive Disorders, 
Avoidant Personality Disorder, 
Schizoid Personality Disorder, 
Acute or Posttraumatic Stress 
Disorder, general medical condi-
tions, Communication Disorders, 
Learning Disorders, Motor Skills 
Disorders).

 5. Complete psychological testing 
or objective questionnaires for 
assessing Avoidant Personality 
Disorder, Substance Depen-
dence Disorders, and related 
mental health concerns. (6)

 6. Administer to the client psycho-
logical instruments designed to 
objectively assess the issues of 
avoidant personality pathology 
and Substance Use Disorders 
(e.g., Substance Abuse Subtle 
Screening Inventory–3 [SASSI- 3]; 
Personality Assessment Inventory 
[PAI]; Millon Clinical Multiaxial 
Inventory III [MCMI- III]); pro-
vide feedback to the client on the 
results.
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 6. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (7)

 7. Refer the client to a physician 
to be evaluated for psychotro-
pic medication; implement the 
following guidelines for the use 
of medication: (1) medicate only 
diagnosed Axis I conditions 
related to the Avoidant Personal-
ity Disorder, (2) prescribe only 
nonaddictive medications, (3) 
monitor continued use of the 
nonaddictive medication for 
compliance, effectiveness, and side 
effects, regardless of the status of 
the cannabis use.

 7. Sign a release of information 
form to allow data to be gath-
ered on medical history. (8)

 8. After obtaining confi dential-
ity releases, contact the client’s 
primary care provider for a report 
on his / her health history (e.g., 
psychosomatic complaints, cur-
rent medications, self- injurious 
behaviors, hygiene habits, dem-
onstrations or complaints of 
depression and / or anxiety).

 8. Disclose information on cur-
rent and / or historical suicidal 
behavior. (9, 10)

 9. Assess the client for high- risk 
behavioral, social, and emotional 
markers associated with com-
pleted suicide in persons with 
Avoidant Personality Disorders 
(e.g., unmanageable feelings of 
shame, stigma, isolation; hope-
lessness; signifi cant relationship 
turmoil; depression).

10. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Suicide Ideation 
Questionnaire, Beck Scale for Sui-
cide Ideation, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment. 

 9. Agree to implement a crisis 
response plan during an un-

11. If, at any time during treat-
ment, the client experiences an  
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 manageable exacerbation of 
any of the co- occurring condi-
tions. (11, 12, 13)

 exacerbation of mental health 
issues that are related to the Avoid-
ant Personality Disorder (e.g., 
signifi cant depressive or anxious 
features) and are also associated 
with suicide risk factors (e.g., 
severe hopelessness), facilitate 
admission to a medically super-
vised setting that is also capable of 
treating substance use disorders.

12. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R), 
to determine if  the client would 
be better served with inpatient or 
residential Substance Use Disor-
der treatment; utilize programs 
that are capable of treating co-
 occurring mental health issues.

13. Assess the client for his / her 
stage of change associated with 
mental health and substance use 
(e.g., precontemplation—sees 
no need to change; contempla-
tion—recognizes a problem; 
preparation—discusses possible 
treatment options; action—begins 
to modify problem behaviors; 
maintenance—actively involved 
in treatment).

10. Verbalize an awareness of the 
need to change and a desire to 
do so. (14, 15)

14. Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times of 
destabilizing cannabis use or ex-
treme personality pathology (e.g., 
unbearable feelings of shame 
and inferiority), listing primary 
support network, NA spon-
sor, case manager, or therapist; 
provide telephone numbers for all 
resources, contracting with the 
client to call someone on the list 
during an identifi ed emergency.
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15. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any ambivalence 
or resistance exists (e.g., precon-
templation, contemplation, or 
preparation).

11. Verbalize an understanding 
of the interaction between the 
features of the Avoidant Per-
sonality Disorder and cannabis 
dependence. (16)

16. Educate the client regarding the 
interaction between his / her can-
nabis dependence and features 
of the avoidant personality (e.g., 
cannabis use patterns assist in 
gaining acceptance in specifi c so-
cial groups, cannabis use designed 
to avoid disturbing emotions of 
inferiority, cannabis use dimin-
ishes the intimidating aspects of 
certain social interactions).

12. Identify current stressors, and 
the resulting symptoms, that 
are caused by features of the 
avoidant personality and can-
nabis dependence. (17, 18, 19)

17. Assist the client, in the contem-
plation and / or preparation stage 
of change, in listing current 
stressors that are attributed to the 
identifi ed co- occurring disorders 
(e.g., severe occupational impair-
ment due to features and traits of 
the avoidant personality).

18. Explore current symptoms or 
emotional reactions associated 
with the identifi ed stressor(s) (e.g., 
a severe, chronic sense of anxiety, 
inferiority, and shame caused by 
occupational impairment).

19. Assist the client in identifying 
his / her most disruptive stressors 
and symptoms, how these stress-
ors and symptoms are currently 
mismanaged (e.g., increase in 
 cannabis use patterns, suicide 
ideation), and the consequences 
of these maladaptive coping 
 strategies (e.g., involvement in 
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 drug- using groups, signifi cant risk 
of completed suicide, alienation 
from primary support system).

13. Implement problem- solving 
skills to manage stressors 
and symptoms related to 
cannabis dependence and 
Avoidant Personality Disorder. 
(20, 21, 22, 23, 24)

20. Teach the client healthy  problem-
 solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary); model application 
of this skill to the client’s specifi c 
stressor.

21. Assign the client to use a treat-
ment journal to track daily 
stressors, maladaptive coping 
patterns, and experiences with 
newly acquired coping strategies 
(e.g., coping with occupational 
stressors with learned, positive 
relaxation techniques; coping 
with the need to use cannabis 
by implementing diversion and 
replacement strategies); assign 
homework targeting stress man-
agement skills (e.g., attend a safe, 
calm social event in the company 
of a primary support provider).

22. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom, its history, its causes, 
its function; explore alternative 
emotional reactions; acquire emo-
tion regulation skills to prevent 
the emotions from fueling suicide 
intent).

23. Assign the client to track daily 
symptoms, maladaptive and / or 
harmful emotional reactions, and 
experiences with newly acquired 
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 emotional regulation skills (e.g., 
verbalizing emotions of shame 
and inferiority to a member of 
the crisis plan team [primary 
support team] or the therapist 
in order to diminish its infl uence 
over his / her behavior); assign 
homework targeting symptom 
management skills (e.g., attend a 
safe social event in the company 
of a primary support provider; 
report symptom management or 
emotional regulation skills used to 
therapist).

24. Engage the client in a process 
where he / she will learn: (1) the 
goal of therapy is symptom 
and stressor management, not 
elimination; (2) experimentation 
with varied strategies is expected 
and there is no failure; (3) as the 
stressors and symptoms of one 
disorder stabilize (e.g., occupa-
tional impairment due to features 
of the avoidant personality) the 
treatment of the other disorder 
(e.g., cannabis dependence) is 
positively affected.

14. Implement strategies to man-
age and / or resolve traits of 
the Avoidant Personality 
Disorder that hinder effec-
tive problem- solving skills. 
(25, 26, 27, 28, 29)

25. Examine with the client the 
specifi c traits and features of the 
avoidant personality that may 
be hindering his / her ability to 
acquire new problem- solving 
strategies (e.g., reluctance to take 
risks and / or attempt new skills 
because of fear of failure and 
embarrassment; views self  as 
inept, inadequate, inferior; limited 
capacity to express emotions due 
to fear of criticism).

26. Continue implementing Motiva-
tional Enhancement Therapy
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 skills (e.g., refl ective listening, ac-
curate empathy, affi rming client’s 
strengths, accepting resistance) in 
order to establish a safe, therapeu-
tic relationship that will allow the 
client to take small, incremental 
steps in learning skills.

27. Teach the client strategies to 
diminish the infl uence of the 
identifi ed avoidant personality 
traits on his / her learning (e.g., 
acknowledge the existence of the 
traits, validate the client’s current 
psychological condition, thor-
oughly examine the source of the 
traits, evaluate the positives and 
negatives of the traits, gradually 
replace the negative traits with an 
adaptive client- generated self-
 identity).

28. Assign the client homework de-
signed to reinforce his / her efforts 
to modify / change the identifi ed 
negative traits (e.g., react to a 
failure with understanding / for-
giveness as a replacement for 
self- loathing; express an emotion 
to a family member or the thera-
pist instead of withholding it).

29. In the context of the therapy 
 relationship, teach the client 
(1) to respect his / her core self-
 image of intrinsic worth, (2) 
failure and mistakes are allowed 
in the therapy relationship, (3) 
expressions of vulnerability are 
honored and accepted without 
judgment.

15. Implement strategies to resolve 
the cannabis dependence pat-
terns. (30, 31, 32, 33, 34)

30. In the preparation and action 
stages of change, assist the client 
in scheduling daily living activities 
that offer the opportunity for 
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 cannabis- free positive reinforce-
ment (e.g., hobbies; emotionally 
comfortable activities with family, 
primary support system; specifi -
cally chosen cannabis- free social 
groups).

31. Assign the client to track his / her 
activities of daily living and note 
any barriers that exist for the 
client to either implement the 
activity or feel a sense of comfort, 
safety, and / or pleasure from them.

32. Examine the client’s identifi ed 
barriers (e.g., lack of appropri-
ate social skills, exacerbation 
of avoidant personality traits 
prevented either engagement or 
completion of the activity, activ-
ity was poorly chosen considering 
client’s current psychological 
status); isolate the barrier causing 
the most disruption to the client.

33. Engage the client in work to 
resolve the barrier causing the 
highest level of disruption (e.g., 
enhance social skills through 
role- play and rehearsal, modify 
choice of activities, continue work 
on the negative avoidant person-
ality traits); renew the positive, 
cannabis- free activity schedule 
and adjust skills as needed on a 
continuing basis.

34. Teach the client coping skills 
to reduce cannabis dependence 
patterns (e.g., review the negative 
effects of cannabis dependence; 
teach diversion and replacement 
strategies; encourage 12- step 
group involvement; teach relax-
ation techniques to reduce tension 
during instances of cannabis- use 
triggers).
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16. Verbalize statements of hope 
that effective stressor and 
symptoms management skills 
can be maintained. (35, 36, 37)

35. In the maintenance stage of 
change, reinforce with the client 
the benefi ts of newly acquired 
coping skills and problem- solving 
strategies; summarize for him / her 
the improved management of can-
nabis use patterns and traits of 
the avoidant personality which the 
therapist has observed.

36. Encourage the client to recognize 
and verbalize the fact that as 
traits of the avoidant personality 
become more manageable, the use 
of cannabis becomes less prob-
lematic and treatment becomes 
more effective.

37. Assist the client in enhanc-
ing self- image by encouraging 
him / her to provide self- reports 
on recent incidents of improved 
coping, symptom management, 
and problem- solving skills (e.g., 
attending to cannabis- free activity 
schedule and managing the traits 
of the avoidant personality that 
are involved in that exercise).

17. Develop a plan that incor-
porates strategies for relapse 
prevention. (38)

38. Assist the client in writing a plan 
that lists the actions he / she will 
take to avoid relapse into cannabis 
use patterns and / or traits of the 
avoidant personality (e.g., rely on 
skills learned in treatment; con-
tact a 12- step sponsor; remain on 
medication for any mental health 
conditions that are related to the 
avoidant personality; continued 
involvement with positive, safe, 
cannabis- free social groups).

18. Complete a re- administration 
of objective tests for substance 
dependence, Avoidant Per-
sonality Disorder, and related 
mental health concerns as a

39. Assess the outcome of treatment 
by re- administering to the client 
the objective tests for substance 
use disorders, personality disor-
ders, and related mental health
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 means of assessing treatment 
outcome. (39)

 concerns; evaluate the results and 
provide feedback to the client.

19. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 304.30  Cannabis Dependence
 292.89  Cannabis- Induced Anxiety Disorder
 300.02  Generalized Anxiety Disorder
 V61.10  Partner Relational Problem
    
    

Axis II: 301.82  Avoidant Personality Disorder
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BIPOLAR DISORDER FEMALE
WITH ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Demonstrates a course of Bipolar Disorder in which the depressive phase 
(e.g., deep sadness, lack of interest, low energy, social withdrawal, hope-
lessness) is moderate to severe.

 2. Experiences moderate to severe manic cycles characterized by pressured 
speech, fl ight of ideas, grandiosity and irritability, reduced need for sleep, 
high energy, and loss of inhibition.

 3. Exhibits a pattern of noncompliance with prescribed medications that 
have been shown to be effective in the treatment of bipolar illness.

 4.  Has experienced multiple social disruptions (e.g., divorce, job loss, fi nan-
cial bankruptcy, loss of social network, signifi cant health issues) that are 
directly related to the manic phase of the bipolar illness.

 5. Persistently abuses alcohol in spite of many negative consequences.
 6. In a manic state, abuses alcohol in the context of maladaptive social func-

tioning.
 7. In a depressive state, abuses alcohol to manage isolation, fears of the fu-

ture, shame, guilt, and emotional turmoil.
 8. Reports dangerous escalation of suicide urges when experiencing either 

manic or depressive phases of the illness, feelings of isolation, or relation-
ship turmoil, and is actively abusing alcohol.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate alcohol abuse patterns.
 2. Integrate an acceptance of Bipolar Disorder into the self- concept as a 

lifelong medical condition.
 3. Remain compliant with all prescribed psychotropic medications.
 4. Enhance the capacity to manage stressors in the social- occupational 

milieu.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Disclose the negative conse-
quences caused by alcohol 
abuse. (1)

 1. Explore the client’s social turmoil 
and / or psychological pain as-
sociated with patterns of alcohol 
abuse (e.g., exacerbates maladap-
tive social functioning while in 
manic phase; exacerbates sense 
of isolation while in depressive 
phase; legal problems; fi nancial 
problems; family confl icts).

 2. Provide information on the 
level of disability caused by the 
manic and / or depressive phases 
of the bipolar illness. (2, 3)

 2. Explore the client’s social turmoil 
and / or psychological pain associ-
ated with the manic phase of the 
bipolar illness (e.g., legal prob-
lems, fi nancial problems, shame 
and guilt over maladaptive behav-
ior while in the manic phase).

 3. Explore the client’s social turmoil 
and / or psychological pain associ-
ated with the depressive phase of 
the bipolar illness (e.g., unendur-
able sense of isolation, unbearable 
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 fears of the future, acts of rejec-
tion toward the primary support 
system).

 3. Cooperate with an evaluation 
of conditions related to the 
Bipolar Disorders. (4)

 4. Explore the diagnostic mark-
ers of mania, major depression, 
and hypo mania with the client in 
order to classify her condition as 
either Bipolar I, Bipolar II, Cyclo-
thymic Disorder, mixed episodes, 
or unipolar depression; remain 
alert to the diagnosis of Bipolar 
II and mixed episodes, as they 
are more positively correlated to 
completed suicide.

 4. Complete psychological testing 
or objective questionnaires for 
assessing current issues of men-
tal illness and alcohol abuse. (5)

 5. Administer to the client psycho-
logical instruments designed to 
objectively assess levels of Bipo-
lar Disorders and alcohol abuse 
(e.g., Millon Clinical Multiaxial 
Inventory–III [MCMI- III], Beck 
Depression Inventory–II [BDI- II], 
Substance Abuse Subtle Screen-
ing Inventory [SASSI], Minnesota 
Multiphasic Personality Inven-
tory–2 [MMPI- 2]); provide 
feedback of the results to the 
client.

 5. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (6, 7, 8)

 6. Refer the client for a psychiatric 
evaluation to determine her need 
for nonaddictive psychotropic 
medication and / or a medically 
managed electroconvulsive ther-
apy series (ECT) and to validate 
all at- risk diagnoses (e.g., Bipolar 
II, mixed episodes, rapid cycling).

 7. Aggressively monitor the client’s 
compliance with the prescribed 
medical interventions (e.g., ECT 
and / or medications) throughout 
the course of therapy; remain 
alert to the fact that any period
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 of  noncompliance (e.g., abusing 
alcohol to replace medications) 
could be life- threatening and 
should be dealt with quickly 
through referral to a protective 
treatment setting.

 8. After consultation with the 
prescribing physician educate the 
client that all medications should 
be continued, even during periods 
of alcohol use; educate the client 
that as the Bipolar Disorder is 
stabilized, the alcohol abuse treat-
ment promises a better outcome.

 6. Sign a release of information 
form to allow data to be gath-
ered on medical history. (9)

 9. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
for a medical report; remain alert 
to stress- related medical disorders 
(e.g., cardiovascular and pulmo-
nary diseases) because of their 
positive correlation to completed 
suicide in the Bipolar Disorders 
population.

 7. Disclose information on cur-
rent and / or historical suicide 
behavior. (10, 11)

10. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the Bipo-
lar Disorders population, such 
as unmanageable alcohol abuse, 
patterns of noncompliance with 
prescribed medication, paralyz-
ing features during the depressive 
phase of the illness, or stated 
hopelessness for the future (see 
The Suicide and Homicide Risk 
Assessment and Prevention Treat-
ment Planner by Klott and 
Jongsma).

11. Administer objective suicide 
assessment scales to validate clini-
cal fi ndings (e.g., Beck Scale for
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 Suicide Ideation, Reasons for Liv-
ing Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

 8. Provide information on cur-
rent and / or historical assaultive 
behaviors. (12)

12. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the Bipolar Disorders popu-
lation (e.g., history of violent 
behavior, threatening delusions 
while experiencing a manic state, 
antisocial personality traits).

 9. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behaviors. (13)

13. Assess the client for her stage of 
change related to alcohol abuse 
and bipolar illness (e.g., pre-
contemplation, contemplation, 
preparation, action, mainte-
nance).

10. Comply with placement in a 
medically supervised setting for 
stabilization. (14, 15)

14. If, at any time during treatment, 
the client experiences a signifi -
cant destabilization due to severe 
patterns of alcohol abuse, place 
her in a medically supervised 
detoxifi cation and / or residential 
treatment program.

15. Using the American Society of 
Addiction Medicine Patient Place-
ment Criteria 2R (ASAM.2001), 
determine if  the client would 
experience better treatment 
outcomes being placed in a 
residential program; remain alert 
to that program’s capacity to ef-
fectively work with her Bipolar 
Disorder issues as well as alcohol 
abuse.

11. Verbalize agreement with a 
written plan for dealing with 
situations when issues of manic 
or depressive behaviors become 
unmanageable. (16)

16. Develop a written crisis interven-
tion contract to implement during 
times when the client experiences 
severely elevated behaviors associ-
ated with her Bipolar Disorder; 
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 remain alert to her need for 
inpatient psychiatric care for 
protection from suicide impulse 
and / or the need for medication 
reevaluation and adjustment.

12. Verbalize an awareness of the 
need to change and a desire to 
do so. (17)

17. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when she has been 
identifi ed as being in a stage of 
change where any resistance or 
ambivalence exists (e.g., precon-
templation, contemplation, or 
preparation).

13. Verbalize an understanding of 
the interaction of alcohol abuse 
and the features of bipolar ill-
ness. (18)

18. Engage the client in an educa-
tional process (e.g., either indi-
vidual counseling or involve-
ment in a stage- of- change- specifi c 
group setting) regarding the inter-
action of alcohol abuse and her 
Bipolar Disorder (e.g., abusing 
alcohol during maladaptive social 
interactions while in a manic 
state; abusing alcohol to dimin-
ish feelings of isolation during a 
depressive state).

14. Disclose current stressors and 
the resulting symptoms that are 
caused by alcohol abuse and 
behaviors related to the bipolar 
illness. (19, 20, 21)

19. Assist the client who is in the 
contemplation, preparation, or 
action stage of change in listing 
current stressors that are attrib-
uted to the co- occurring disorders 
(e.g., fi nancial bankruptcy due 
to maladaptive money manage-
ment while in a manic state; loss 
of family support due to isolation 
during depressive phase; legal 
problems due to alcohol abuse).

20. Explore with the client who is in 
the action or maintenance stage 
of change current symptoms or 
emotional reactions to identifi ed 
stressors (e.g., feelings of shame 
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 regarding fi nancial problems; feel-
ings of guilt due to loss of family 
support; feelings of anxiety due to 
legal problems).

21. Assist the client in identifying her 
most disruptive / painful stressors 
and symptoms, how these stress-
ors and symptoms are currently 
mismanaged (e.g., suicide ideation, 
increased alcohol / drug use) and 
the consequences of these mal-
adaptive coping strategies (e.g., 
unendurable increase in levels of 
shame, guilt, and depression).

15. Implement problem- solving 
skills to manage the identi-
fi ed stressors and symptoms 
related to alcohol abuse and 
features of the bipolar illness. 
(22, 23, 24, 25)

22. Teach the client in the action 
stage of change healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary); model and 
role- play application of skills to 
identifi ed issues of stress.

23. Assign the client to track daily 
stressors, maladaptive coping 
patterns, and experiences with 
newly acquired adaptive coping 
strategies (e.g., coping with fi nan-
cial turmoil by learning money 
management strategies; coping 
with the urge to use alcohol by us-
ing learned relaxation techniques 
and / or active replacement strate-
gies); assign homework targeting 
stress management skills.

24. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom; thoroughly examine the 
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 symptom’s history, source, and 
function; explore alternative emo-
tional reactions; select a plan of 
action and evaluate the outcome).

25. Assign the client to track daily 
symptoms, maladaptive emo-
tional reactions, and experiences 
with newly acquired adaptive 
emotional regulation skills (e.g., 
validating feelings of shame 
without allowing them to create 
suicide intent; reacting to feel-
ings of guilt by apologizing to 
offended party; validating feelings 
of fear while using it to motivate 
rectifying actions).

16. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (26, 27)

26. Explore the client’s personal 
vulnerabilities that may hinder 
her effectively acquiring new 
problem- solving strategies (e.g., 
an overpowering need to please 
others, a severe fear of failure, 
limited access to emotions, 
extreme levels of shame, chronic 
self- devaluation).

27. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
new problem- solving strategies 
(e.g., acknowledge the existence 
of the vulnerabilities, examine 
the source of the vulnerabilities, 
replace identifi ed vulnerabilities 
with an adaptive self- identity).

17. Implement strategies to reduce 
alcohol abuse. (28)

28. Teach the client coping skills to 
reduce alcohol abuse (e.g., review 
the negative effects of alcohol 
abuse; highlight the tendency to 
use denial to continue alcohol 
abuse; urge regular participa-
tion in a 12- step support group; 
model, role- play, and reinforce 
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 social skills to reduce anxiety; 
teach relaxation techniques to 
reduce tension levels; identify and 
implement relapse prevention 
plans for high- risk situations).

18. Identify the nature of the 
trauma associated with the 
Bipolar Disorder and work for 
an acceptance of the disorder 
as a lifelong medical condition. 
(29, 30)

29. Examine the client’s expectations 
of what life will be like since she 
is affl icted with a Bipolar Disor-
der; educate her and, if  possible, 
members of her support system 
about the expected chronic course 
of the disease and its management 
through therapy, hospitalization, 
and medication.

30. Drawing from the client’s his-
tory, help her develop a positive 
perspective of herself  as a person 
with a Bipolar Disorder; assist her 
in the development of a future 
life plan based upon her revealed 
strengths.

19. Enhance compliance with 
medical interventions for the 
Bipolar Disorder. (31, 32)

31. Examine the client’s personal is-
sues that may hinder adherence to 
her medication program (e.g., de-
nial of illness, hopelessness due to 
lifelong course of the illness, side 
effects of medication, peer pres-
sure to discontinue medication, 
desire to experience the energy 
and euphoria of the manic state, 
fear that the medication might not 
be effective).

32. Utilize Motivational Enhance-
ment Therapy styles to display 
empathy for the client’s concerns 
and patience with her resistance 
to medication and relapse be-
haviors; formulate a plan that 
will integrate medication adher-
ence into her activities of daily 
living.
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20. Verbalize a sense of confi dence 
in social and occupational 
functioning. (33, 34)

33. Encourage the client to see herself  
in a social context by emphasiz-
ing the benefi ts of participation 
in friendships and group activities 
(e.g., especially encourage involve-
ment in support groups for the 
bipolar population).

34. Assist the client in identifying 
individual stressors that accom-
pany social and / or occupational 
functions (e.g., fear of acting 
inappropriately, embarrassment 
over the side effects of the medi-
cation, or feeling the stigma of 
having a mental illness); provide 
empathic supportive techniques 
for managing these stressors 
(e.g., relaxation training, positive 
self- talk strategies, or a support 
group).

21. Develop a plan that incor-
porates relapse prevention 
strategies. (35)

35. Assist the client in writing a plan 
that lists the actions she will take 
to avoid relapse into alcohol 
abuse and noncompliance with 
prescribed medications for the 
Bipolar Disorder (e.g., rely on 
supportive social network, rein-
force her confi dence that newly 
learned problem- solving strate-
gies will continue to decrease the 
pain associated with stressors and 
symptoms).

22. Complete a re- administration of 
objective tests of alcohol abuse 
and features of the bipolar 
illness as a means of assessing 
treatment outcome. (36)

36. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests of alcohol 
abuse / dependence and features 
of manic or depressive states; 
evaluate the results and provide 
feedback to the client.

23. Complete a survey to assess 
the degree of satisfaction with 
treatment. (37)

37. Administer a survey to assess the 
client’s degree of satisfaction with 
the treatment she received.



116 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx  Bipolar I Disorder
 296.89  Bipolar II Disorder
 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
 301.13  Cyclothymic Disorder
 296.80  Bipolar Disorder NOS
 V15.81  Noncompliance With Treatment
    
    

Axis II: 301.83  Borderline Personality Disorder
 301.9  Personality Disorder NOS
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BIPOLAR DISORDER MALE WITH 
POLYSUBSTANCE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Reports depression of signifi cant severity to cause extreme levels of psy-
chological /  psychiatric pain.

 2. Demonstrates a pattern of noncompliance with prescribed medications 
that have been shown to be effective in the treatment of the bipolar ill-
ness.

 3. Has experienced multiple social disruptions (e.g., divorce, job loss, fi nan-
cial bankruptcy, loss of social network, signifi cant health issues) that are 
directly caused by the manic phase of the bipolar illness.

 4. Displays a chronic, maladaptive pattern of substance use among at least 
three groups of drugs.

 5. Persistently uses mood- altering substances in spite of many negative so-
cial, occupational, or legal consequences.

 6. Demonstrates signifi cant impulse control problems and violent behavior 
associated with substance use.

 7. Experiences a need for increased amounts of each substance to achieve 
the desired effect (i.e., tolerance).

 8. Experiences multiple failures in attempts to diminish or cease drug use 
(i.e., loss of control).

 9. Demonstrates a dramatic increase in polysubstance use during the manic 
phase of the Bipolar Disorder, which exacerbates maladaptive social func-
tioning.

10. Develops distressing and disruptive symptoms upon cessation of sub-
stance use after prolonged and heavy abuse (i.e., withdrawal).

11. Has entered treatment under coercion.
12. Reports that suicide urges escalate dangerously while under the infl uence 

of substance use and in the manic phase of the Bipolar Disorder.

__.  
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__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate polysubstance dependence patterns.
 2. Integrate an acceptance of the Bipolar Disorder into the self- concept as a 

lifelong medical condition.
 3. Remain compliant with all prescribed medications.
 4. Enhance the capacity to manage stressors in the social- occupational 

milieu.
 5. Make amends to members of the primary social support system that have 

been negatively affected by the polysubstance dependence patterns. 

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative 
consequences caused by poly-
substance dependence. (1, 2)

 1. Explore the client’s social tur-
moil and / or psychological pain 
resulting from his polysubstance 
dependence (e.g., legal diffi culties, 
fi nancial and employment prob-
lems, medical concerns, family 
confl icts).

 2. Examine the specifi c substances 
(e.g., cannabis, alcohol, cocaine) 
that cause the client the most so-
cial turmoil and / or psychological 
pain (e.g., legal problems due to 
cannabis possession, family tur-
moil due to cocaine dependence).
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 2. Provide information on the 
level of disability caused by the 
manic and / or depressive phases 
of the bipolar illness. (3, 4)

 3. Explore the client’s social turmoil 
and / or psychological pain associ-
ated with the depressive phase of 
the bipolar illness (e.g., unendur-
able sense of isolation, unbearable 
fears of the future, acts of rejec-
tion toward the primary support 
system).

 4. Explore the client’s social turmoil 
and / or psychological pain associ-
ated with the manic phase of the 
Bipolar Disorder (e.g., legal prob-
lems, fi nancial problems, shame 
and guilt over impulsive behaviors 
while in the manic phase). 

 3. Cooperate with an evaluation 
of conditions related to the 
Bipolar Disorder. (5)

 5. Examine the diagnostic mark-
ers of mania, major depression, 
and hypomania with the client in 
order to classify his condition as 
either Bipolar I, Bipolar II, Cyclo-
thymic Disorder, mixed episodes, 
or unipolar depression; remain 
alert to the diagnosis of Bipolar 
II and mixed episodes as they are 
positively correlated to completed 
suicide. 

 4. Complete psychological testing 
or objective questionnaires for 
assessing current issues of men-
tal illness and polysubstance 
dependence. (6)

 6. Administer to the client psycho-
logical instruments designed to 
objectively assess levels of Bipolar 
Disorders and polysubstance de-
pendence (e.g., Beck Depression 
Inventory–II [BDI- II], Substance 
Abuse Subtle Screening Inven-
tory [SASSI], Mental Illness Drug 
and Alcohol Screening [MIDAS], 
Minnesota Multiphasic Person-
ality Inventory–2 [MMPI- 2]); 
provide feedback on the results to 
the client.

 5. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (7, 8, 9)

 7. Refer the client for a psychiatric 
evaluation to determine his need 
for nonaddictive psychotropic 
medication and / or medically 
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 managed electroconvulsive ther-
apy series (ECT) and to evaluate 
all at- risk diagnoses (e.g., Bipolar 
II, mixed episodes, rapid cycling, 
co- occurring antisocial personal-
ity traits).

 8. Aggressively monitor the client’s 
compliance with the prescribed 
medical interventions throughout 
the course of therapy; remain 
alert that any period of non-
compliance (e.g., using drugs to 
replace prescribed medications) 
could be life- threatening, and 
should be addressed quickly 
through consultation with the 
prescribing physician.

 9. After consultation with the 
prescribing physician teach the 
client to continue all medications, 
even during periods of substance 
use; educate the client that as the 
Bipolar Disorder is stabilized the 
treatment for polysubstance de-
pendence offers a better outcome.

 6. Sign a release of information 
form to allow data to be gath-
ered on medical history. (10)

10. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physi-
cian for a medical report; remain 
alert to stress- related medical 
disorders (e.g., cardiovascular 
and pulmonary diseases) because 
of  their positive correlation to 
completed suicide in the bipolar 
population.

 7. Disclose information on cur-
rent and / or historical suicide 
behavior. (11, 12)

11. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the Bipolar 
Disorders population, such as 
patterns of noncompliance 
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 with prescribed medications, 
paralyzing features during the 
depressive phase of the illness, or 
stated hopelessness for the future 
(see The Suicide and Homicide 
Risk Assessment and Prevention 
Treatment Planner by Klott and 
Jongsma).

12. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

 8. Provide information on cur-
rent and / or historical assaultive 
behavior. (13)

13. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the bipolar population such as 
history of violent behavior, co-
 occurring antisocial personality 
traits, or experiencing threaten-
ing delusions while in the manic 
phase of the illness. 

 9. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behavior. (14, 15)

14. Assess the client for his stage of 
change associated with mental 
health and substance abuse issues 
(e.g., precontemplation [sees no 
need to change]; contemplation 
[sees some reasons for change]; 
preparation [talks about pros and 
cons of treatment]; action [begins 
to modify problem behaviors]; 
maintenance [active involvement 
in therapy]).

15. Examine individually each 
substance the client uses and 
determine the state of change for 
each group (e.g., precontempla-
tion for cannabis and alcohol, 
preparation for cocaine).
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10. Comply with placement in a 
medically supervised setting for 
stabilization. (16, 17)

16. If, at any time during treatment, 
the client experiences a signifi -
cant destabilization due to severe 
patterns of polysubstance depen-
dence, place him in a medically 
supervised detoxifi cation and / or 
residential treatment program.

17. Using the American Society of 
Addiction Medicine Patient Place-
ment Criteria 2R (ASAM.2001), 
determine if  the client would 
experience better treatment 
outcomes by being placed in a 
residential program; remain alert 
to that program’s capacity to 
effectively treat his co- occurring 
Bipolar Disorder.

11. Verbalize agreement with a 
written plan for dealing with 
situations when issues of manic 
or depressive behaviors become 
unmanageable. (18)

18. Develop a crisis intervention con-
tract (e.g., who will be contacted, 
when will they be contacted, what 
will happen during contact) to 
implement during times when the 
client’s Bipolar Disorder becomes 
severe; remain alert to the need 
for inpatient psychiatric care for 
protection from suicide impulse 
and / or the need for medication 
adjustments.

12. Verbalize an awareness of the 
need to change and a desire to 
do so. (19)

19. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he has been 
identifi ed as being in a stage of 
change where any resistance or 
ambivalence exists (e.g., precon-
templation, contemplation, or 
preparation).

13. Verbalize an understanding and 
acceptance of the integrated 
treatment plan to address issues 
of polysubstance dependence 
and bipolar illness. (20)

20. Engage the client in a stage- of- 
change- specifi c group (e.g., con-
templation) that will educate him 
regarding the interaction between 
his polysubstance dependency and 
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 his Bipolar Disorder (e.g., using 
cocaine during maladaptive social 
interactions while in a manic 
state; using cannabis to dimin-
ish feelings of isolation during a 
depressive state).

14. Identify current stressors that 
result from polysubstance 
dependence, behaviors related 
to the bipolar illness, or the 
interaction between the two 
disorders. (21, 22, 23)

21. Assist the client in the contem-
plation, preparation, or action 
stage of change in listing current 
stressors that are attributed to the 
co- occurring disorders (e.g., loss 
of fi nancial security due to spend-
ing sprees while in the manic 
phase; loss of employment due to 
paralyzing nature of the depres-
sive phase; legal problems due to 
criminal behavior while seeking 
drugs).

22. Explore with the client in the 
action or maintenance stage of 
change current symptoms or the 
emotional reactions to identifi ed 
stressors (e.g., feelings of shame 
regarding fi nancial problems; 
feelings of guilt due to loss of 
employment; feelings of anxiety 
due to involvement in the criminal 
justice system).

23. Assist the client in identify-
ing his most disruptive / painful 
stressors and / or symptoms, how 
these are currently mismanaged 
(e.g., suicide ideation, increase 
in polysubstance use) and the 
negative consequences of these 
maladaptive coping strategies 
(e.g., increase in levels of shame, 
guilt, and anxiety).

15. Implement problem- solving 
skills to manage stressors and 
symptoms. (24, 25, 26, 27)

24. Teach the client in the action 
stage of change healthy problem-
 solving skills over identifi ed



124 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

 stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary); model and 
role- play application of skills to 
identifi ed issues of stress.

25. Assign the client to track daily 
stressors, maladaptive coping pat-
terns, and experiences with newly 
acquired coping strategies (e.g., 
coping with fi nancial problems 
by learning money management 
strategies; coping with poly-
substance dependence by using 
relaxation techniques and / or 
replacement strategies); assign 
homework targeting stress man-
agement skills.

26. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom; thoroughly examine the 
symptom’s history, source, and 
function; explore alternative emo-
tional reactions; select a plan of 
action and evaluate the outcome).

27. Assign the client to track daily 
symptoms, maladaptive emotional 
reactions, and experiences with 
newly acquired emotional regula-
tion skills (e.g., validating feelings 
of shame; reacting to feelings of 
guilt by apologizing to offended 
people; validating feelings of 
anxiety).

16. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (28, 29)

28. Examine the client’s personal 
vulnerabilities that may prevent 
him from effectively acquiring 
new problem- solving strategies 
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 (e.g., a severe fear of  failure, 
limited or no access to emotions, 
extreme levels of  chronic self-
 devaluation).

29. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
(e.g., acknowledge the existence 
of the vulnerabilities; examine 
their source; replace identifi ed 
vulnerabilities with a client-
 generated, adaptive self- identity). 

17. Implement harm reduction 
strategies to reduce the de-
pendence on multiple drugs. 
(30, 31)

30. Teach the client coping skills 
to reduce polysubstance depen-
dence and enable him to achieve 
abstinence (e.g., review the nega-
tive effects of polysubstance use; 
reinforce relaxation techniques to 
reduce anxiety during sober peri-
ods; role- play relapse prevention 
plans for high- risk situations). 

31. If  abstinence cannot be imme-
diately achieved teach the client 
situation- specifi c harm reduction 
strategies during polysubstance 
use (e.g., refusing to drive while 
under the infl uence of drugs or 
alcohol, drinking with friends in-
stead of alone to decrease feelings 
of social isolation).

18. Verbalize an acceptance of the 
Bipolar Disorder as a chronic 
medical condition. (32, 33)

32. Examine the client’s expectations 
of the future since he is affl icted 
with a Bipolar Disorder; educate 
him about the chronic course of 
the disease and its management 
through therapy and medication.

33. Drawing from the client’s his-
tory, help him develop a positive 
perspective of himself  as a person 
with a Bipolar Disorder; assist 
him in the development of a 
future life plan based upon his 
revealed strengths.
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19. Enhance compliance with 
medical interventions for the 
Bipolar Disorder. (34, 35)

34. Examine the client’s personal is-
sues that hinder adherence to his 
medication program (e.g., denial 
of the illness, hopelessness due to 
the lifelong course of the illness, 
peer pressure to discontinue medi-
cation, desire to experience the 
energy and euphoria of the manic 
state).

35. Avoid debating with the client 
over medication issues; utilize 
Motivational Enhancement 
Therapy to display empathy for 
his concerns and patience with his 
resistance and relapse behaviors; 
formulate a plan that suggests an 
integration of medication adher-
ence into his activities of daily 
living.

20. Verbalize a sense of confi dence 
in social and occupational 
functioning. (36)

36. Encourage the client to see 
himself  in a social context; 
assist the client in identifying 
stressors that accompany social 
and / or occupational function-
ing (e.g., embarrassment over the 
side effects of the medication), 
providing empathic supportive 
techniques for managing these 
stressors (e.g., positive self- talk 
strategies).

21. Develop a recovery plan that 
incorporates relapse prevention 
strategies and efforts to heal the 
damage done to primary sup-
port systems. (37, 38)

37. Assist the client in writing a plan 
that lists the actions he will take 
to avoid relapse into polysub-
stance dependence patterns and 
noncompliance with prescribed 
medications (e.g., rely on sup-
portive social network, rely on 
treatment journal for review of 
problem- solving strategies).

38. Encourage strategies for the client 
to reverse the damage done to 
social support network because 
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 of  behaviors during polysub-
stance use or uncontrolled manic 
behaviors (e.g., acknowledging 
feelings of guilt and shame, refus-
ing denial and / or projection of 
blame behaviors, acknowledging 
ownership of behaviors, display 
of recovery behaviors, making 
amends to those who have been 
hurt).

22. Complete a re- administration 
of objective tests for polysub-
stance dependence, bipolar 
illness, and suicide intent as a 
means of assessing treatment 
outcome. (39)

39. Assess the outcome of treatment 
by re- administering to the client 
objective tests for polysubstance 
dependence and features of manic 
or depressive states and suicide 
intent; evaluate the results and 
provide feedback to the client.

23. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client’s degree of satisfaction with 
the treatment he received. 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx  Bipolar I Disorder
 296.89  Bipolar II Disorder
 304.80  Polysubstance Dependence
 301.13  Cyclothymic Disorder
 296.80  Bipolar Disorder NOS
 V15.81  Noncompliance With Treatment
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Axis II: 301.83  Borderline Personality Disorder
 301.7  Antisocial Personality Disorder
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BORDERLINE FEMALE WITH 
ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Displays diffi culty in regulating emotions.
 2. Has signifi cantly lowered capacity to manage stress.
 3. Experiences chronic suicide ideation and / or intent.
 4. Displays extreme intolerance to rejection in a relationship and has used 

violence as a control strategy in those relationships.
 5. Displays issues of Posttraumatic Stress Disorder with a resulting need for 

social turmoil and chaos.
 6. Experiences feelings of isolation and abandonment as intolerable.
 7. Engages in para- suicidal behaviors (e.g., cutting self ) to fulfi ll social, envi-

ronmental, and psychological needs.
 8. Persistently abuses alcohol in spite of many negative consequences.
 9. Abuses alcohol to assist in emotional regulation. 
10. Displays chronic vulnerability to episodes of depression.
11. Abuses alcohol to manage depression and / or feelings of isolation.
12. Suicide urges escalate dangerously while under the infl uence of substance 

abuse and in a period of uncontrollable rage.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Develop skills in managing stress and internal regulation of emotions.
 2. Terminate alcohol abuse.
 3. Develop the skills to negotiate healthy reciprocal relationships and en-

hance interpersonal social network.
 4. Develop a healthy concept of self- acceptance that includes cessation of 

self- harm threats and behavior.
 5. Develop adaptive problem- solving skills and strategies.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences caused by alcohol 
abuse. (1)

 1. Explore the client’s social turmoil 
and / or psychological pain as-
sociated with patterns of alcohol 
abuse (e.g., legal diffi culties, 
employment status, housing, 
fi nancial problems, medical con-
cerns, family confl icts, increase in 
depressive symptoms).

 2. Provide information on the 
level of disability caused by 
other identifi ed mental health 
disorders. (2)

 2. Explore the client’s social tur-
moil and / or psychological pain 
associated with her borderline 
personality traits (e.g., relation-
ship turmoil, self- mutilation 
behaviors, unbearable loneliness, 
unmanageable emotional reac-
tions).

 3. Disclose personal experiences 
with current social support 
systems. (3)

 3. Ask the client to outline her 
social relationships (e.g., identify 
relationships that have a positive 
effect and those that have a nega-
tive impact, identify the attitude 
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 of  others toward the client, deter-
mine if  the client is being coerced 
into treatment).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (4)

 4. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic fea-
tures (e.g., Depressive Disorders, 
Posttraumatic Stress Disorder, 
Dissociative Disorders, Borderline 
Personality, Alcohol Dependence).

 5. Complete psychological testing 
or objective questionnaires for 
assessing Borderline Personal-
ity Disorder, depression, and 
alcohol abuse. (5)

 5. Administer to the client psy-
chological instruments designed 
to objectively assess level of 
Borderline Personality Disor-
der, depression, and alcohol 
abuse (e.g., Millon Multiaxial 
Inventory–III [MCMI- III], Beck 
Depression Inventory–II [BDI- II], 
Substance Abuse Subtle Screening 
Inventory–3 [SASSI- 3], Min-
nesota Multiphasic Personality 
Inventory [MMPI- 2]); provide 
feedback of results to the client.

 6. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (6, 7)

 6. Refer the client to a physician 
to be evaluated for psychotropic 
medications; implement the fol-
lowing guidelines for the use of 
psychotropic medication: (1) in-
volve the client in the decision, 
(2) use only nonaddictive medica-
tions, (3) encourage and monitor 
continued use of the medication 
even during an exacerbation of 
the alcohol abuse, (4) treat only 
diagnosed Axis I conditions, 
(5) evaluate the risks of overdose. 

 7. Monitor the client’s psycho-
tropic medication prescription 
compliance, effectiveness, and 
side effects; communicate this 
information to the prescribing 
physician.
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 7. Sign a release of information 
form to allow data to be gath-
ered on medical history. (8)

 8. After obtaining confi dentiality re-
leases, contact the client’s primary 
care provider for a report on her 
health history (e.g., disease, bodily 
injuries, accident injuries, psy-
chosomatic complaints, current 
medications).

 8. Disclose information on cur-
rent and / or historical suicide 
behavior. (9, 10)

 9. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with com-
pleted suicide in the borderline 
personality such as alcohol abuse, 
emotion regulation defi cits, anti-
social and narcissistic personality 
traits, severe hopelessness con-
nected to depression, feelings of 
isolation, or signifi cant relation-
ship turmoil (see The Suicide and 
Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

10. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the 
client on results and implications 
for treatment.

 9. Provide information on current 
and / or historical assaultive 
behavior. (11, 12)

11. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the borderline personality 
(e.g., history of violent behavior, 
current or anticipated rejection 
in a relationship, childhood at-
tachment problems, antisocial 
personality traits, chaotic pattern 
to life).

12. Explain to the violence- prone 
client that if, during treatment, 
she identifi es a specifi c individual 
incorporated into her intent of
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 violence, a professional consulta-
tion will be made on the duty to 
warn.

10. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behavior. (13)

13. Assess the client for her stage of 
change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees no 
need to change; contemplation—
sees possible reasons for change; 
preparation—discusses strategies 
for change; action—modifi es 
behaviors; maintenance—actively 
engaged in treatment).

11. Comply with placement in a 
medically supervised setting for 
stabilization. (14, 15)

14. If, at any time during treatment, 
the client experiences a signifi cant 
destabilization due to severe alco-
hol abuse, place her in a medically 
supervised detoxifi cation and / or 
residential treatment program.

15. Refer the client to an inpatient 
program that assesses and treats 
both alcohol abuse and co-
 occurring mental health concerns 
(i.e., is Dual Diagnosed Capable).

12. Verbalize agreement with a 
written plan for dealing with 
situations when emotional 
regulation and stress tolerance 
become unmanageable. (16)

16. Develop a written crisis interven-
tion contract to implement during 
times when the client experiences 
unbearable emotional reactions 
(e.g., anger, anxiety, isolation) 
that includes preestablished, 
well- defi ned guidelines for the use 
of inpatient hospitalization and 
calling a resource list of positive 
social supports.

13. Verbalize an awareness of the 
need to change and a desire to 
do so. (17)

17. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when she has been 
identifi ed as being in a stage of 
change where any resistance or 
ambivalence exists (e.g., precon-
templation, contemplation, or 
preparation).
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14. Verbalize an understanding 
of the interaction of alcohol 
abuse and borderline personal-
ity features. (18, 19)

18. Engage the client in an edu-
cational process regarding the 
interaction of alcohol abuse with 
her borderline pathology (e.g., al-
cohol used to assist in regulation 
of unendurable emotions).

19. Engage the client in a pro-
 cess where insight into the co-
 occurring disorder’s interaction 
will come from her own percep-
tions of reality, while avoiding the 
dictation of the therapist’s view 
of the interaction; encourage an 
empathic treatment atmosphere 
where the goal is to identify 
alcohol abuse and / or borderline 
pathology as a problem.

15. Identify current stressors and 
the resulting symptoms that are 
caused by alcohol abuse and 
behaviors related to the border-
line personality. (20, 21, 22, 23)

20. Assist the client in listing current 
stressors or behavioral conditions 
that are attributed to the co-
 occurring disorder(s) (e.g., family 
turmoil and / or health problems 
attributed to alcohol abuse; sexual 
acting out and / or cutting behav-
iors due to borderline pathology).

21. Explore current symptoms or 
emotional reactions associated 
with identifi ed stressors (e.g., feel-
ings of guilt regarding the family 
turmoil her alcohol abuse causes; 
feelings of shame regarding the 
sexual acting out that her border-
line pathology causes).

22. Assist the client in identifying 
her most disruptive stressors and 
symptoms, how these stressors 
and symptoms are currently mis-
managed (e.g., suicidal ideation, 
self- mutilation behaviors) and the 
consequences of these maladap-
tive coping strategies (e.g., body 
disfi gurement, legal involvement).
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23. Explain to the client that while all 
of the co- occurring disorders are 
considered primary and the inter-
action among them is the focus 
of therapy, treatment will address 
those conditions identifi ed as 
causing the most social disruption 
and / or psychological pain.

16. Implement problem- solving 
skills to manage the identi-
fi ed stressors and symptoms 
related to alcohol abuse and 
borderline personality features. 
(24, 25, 26, 27, 28)

24. Teach the client healthy problem- 
solving skills over identifi ed stress-
ors (e.g., thoroughly defi ne the 
problem, explore alternative solu-
tions, list the positives and negatives 
of each solution, select and imple-
ment a plan of action, evaluate the 
outcome and adjust skills as neces-
sary); model application of this skill 
to her issues of stress.

25. Assign the client to track daily 
stressors, maladaptive coping pat-
terns, and experiences with newly 
acquired coping strategies (e.g., 
coping with family turmoil by us-
ing learned relaxation techniques, 
coping with the urge to use alco-
hol by using learned replacement 
strategies); assign homework tar-
geting stress management skills.

26. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom, its history, its causes, its 
function; explore alternative emo-
tional reactions, select a plan of 
action and evaluate the outcome).

27. Assign the client to track daily 
symptoms, maladaptive emo-
tional reactions, and experiences 
with newly acquired emotional 
regulation skills (e.g., lessons from 
Dialectical Behavioral Therapy); 
assign homework targeting symp-
tom management skills.
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28. Teach the client that the goal of 
therapy is stress and symptom 
management, not stress and 
symptom elimination; this allows 
experimentation with different 
strategies and also teaches the 
client that as the stressors and 
symptoms related to one disor-
der calm, the other disorder will 
be positively affected.

17. Resolve identifi ed psycho-
logical barriers that hinder 
effective problem- solving skills. 
(29, 30)

29. Explore the client’s personal 
vulnerabilities that may hinder 
her effectively acquiring new 
problem- solving strategies (e.g., 
an overpowering need to please 
others, a severe fear of  failure, 
no access to emotions, extreme 
levels of  shame, chronic self-
 devaluation).

30. Teach the client strategies to 
diminish the infl uence of  the 
identifi ed vulnerabilities on 
learning (e.g., acknowledge the 
existence of  the vulnerabilities, 
examine the source of  the vul-
nerabilities, replace identifi ed 
vulnerabilities with an adaptive 
self- identity).

18. Implement strategies to reduce 
alcohol abuse. (31)

31. Teach the client coping skills 
to reduce alcohol abuse (e.g., 
review the negative effects of 
alcohol abuse; highlight the ten-
dency to use denial to continue 
alcohol abuse; urge regular par-
ticipation in a 12- step support 
group; model, role- play, and 
reinforce social skills to reduce 
anxiety; teach relaxation tech-
niques to reduce tension levels; 
identify and implement relapse 
prevention plans for high- risk 
situations).
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19. Implement strategies to reduce 
depression. (32)

32. Teach the client coping skills to 
reduce depression (e.g., identify 
and replace distorted cognitive 
messages that trigger feelings of 
depression; encourage increased 
socialization to reduce self- focus; 
reinforce positive self- esteem 
based in accomplishments and 
intrinsic value of self; urge in-
creased physical exercise; model, 
role- play, and reinforce assertive 
expression of feelings).

20. Implement strategies to reduce 
borderline traits. (33)

33. Teach the client strategies to 
reduce borderline traits (e.g., 
Dialectical Behavior Therapy 
individual and group skills 
training, setting boundaries on 
relationships, assertive commu-
nication of  feelings in place of 
suicide attempts / gestures, mind-
fulness training for emotional 
regulation, anger management 
techniques).

21. Verbalize statements of hope 
that effective stressors and 
symptom management skills 
can be learned. (34)

34. Encourage the client to continue 
tracking newly acquired coping 
and problem- solving strategies 
and to recognize the decrease 
in alcohol abuse patterns and 
borderline personality pathol-
ogy when these skills are applied; 
reinforce her confi dence that these 
skills lead to continued decrease 
in painful stressors and symp-
toms.

22. Develop a plan that incor-
porates relapse prevention 
strategies. (35)

35. Assist the client in writing a plan 
that lists the actions she will take 
to avoid relapse into alcohol abuse 
and borderline pathology (e.g., 
rely on supportive social network, 
continued work on 12 steps in AA 
or DRA groups).
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23. Complete a re- administration 
of objective tests of borderline 
traits, alcohol dependence, and 
depression as a means of as-
sessing treatment outcome. (36)

36. Assess the outcome of treatment 
by re- administering to the client 
objective tests of borderline traits, 
alcohol dependence, and depres-
sion; evaluate the results and 
provide feedback to the client.

24. Complete a survey to assess 
the degree of satisfaction with 
treatment. (37)

37. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
 296.xx  Major Depressive Disorder
 308.3  Acute Stress Disorder
 300.02  Generalized Anxiety Disorder
 V62.81  Relational Problem NOS
 V15.81  Noncompliance With Treatment
    
    

Axis II: 301.83  Borderline Personality Disorder
 301.9  Personality Disorder NOS
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BORDERLINE MALE WITH 
POLYSUBSTANCE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Demonstrates signifi cant anger management problems (e.g., frequent out-
bursts, highly intensive rage episodes, lack of internal control capacity).

 2. Has signifi cantly lowered capacity to manage stress. 
 3. Will use para- suicidal behaviors (e.g., self- mutilation) to fulfi ll social, en-

vironmental, and psychological needs (e.g., to control relationships, exter-
nal control of rage).

 4. Displays a chronic, maladaptive pattern of substance use among at least 
three groups of drugs.

 5. Demonstrates signifi cant impulse control problems and violent behavior 
associated with substance abuse.

 6. Displays an inability to accept rejection in a relationship and has used 
violence as a control strategy in those relationships.

 7. Displays a chronic vulnerability to episodes of depression.
 8. Demonstrates behaviors (e.g., projection of blame, disregard for societal 

rules, lack of empathy and the rights of others) positively correlated to 
traits of violence- prone Personality Disorders (e.g., antisocial, narcissis-
tic).

 9. Displays issues of Posttraumatic Stress Disorder, with a resulting need for 
social turmoil and chaos.

10. Has entered treatment under coercion.
11. Suicide urges escalate dangerously while under the infl uence of substance 

abuse and in a period of uncontrollable rage.

__.  

  

__.  
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__.  

  

LONG- TERM GOALS

 1. Terminate substance use behaviors.
 2. Develop skills in managing stress and internal regulation of emotions.
 3. Develop a healthy concept of self- acceptance that includes cessation of 

self- harm threats and behavior.
 4. Terminate the use of violence to meet social, environmental, and psycho-

logical needs.
 5. Develop the skills to negotiate healthy reciprocal relationships.
 6. Enhance access to own emotions and a capacity for empathy toward the 

needs, rights, and feelings of others.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative con-
sequences caused by polysub-
stance dependence. (1, 2)

 1. Explore the client’s social tur-
moil and / or psychological pain 
resulting from his polysubstance 
dependence (e.g., legal diffi cul-
ties, fi nancial and employment 
problems, homelessness, medical 
concerns, family confl icts, increase 
in symptoms of anxiety).

 2. Examine the specifi c group(s) of 
substances (e.g., cannabis, alco-
hol, cocaine) that causes the client 
the most social turmoil and / or 
psychological pain (e.g., legal 
problems due to cannabis depen-
dency, family rejection due to 
cocaine dependency).
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 2. Identify the negative conse-
quences caused by mental 
health disorders. (3)

 3. Explore the client’s social tur-
moil and / or psychological pain 
associated with his Borderline 
Personality Disorder and other 
related mental health concerns 
(e.g., self- mutilation behaviors, 
alienation from social supports, 
unbearable levels of anxiety).

 3. Disclose personal experiences 
with current social support 
systems. (4)

 4. Ask the client to outline his social 
relationships (e.g., relationships 
that have a positive effect and 
those that have a negative impact, 
the attitude of others toward the 
client); determine if  he is being 
coerced into treatment.

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (5)

 5. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic fea-
tures (e.g., Depressive Disorders, 
Borderline Personality, Anxiety 
Disorders, Posttraumatic Stress 
Disorder, Polysubstance Depen-
dence).

 5. Complete psychological testing 
or objective questionnaires for 
assessing Borderline Person-
ality Disorder, depression, 
anxiety, and Polysubstance 
Dependence. (6)

 6. Administer to the client standard-
ized psychological and chemical 
dependence testing to validate 
clinical fi ndings (e.g., Millon 
Clinical Multiaxial Inventory 
[MCMI- III], Substance Abuse 
Subtle Screening Inventory–3 
[SASSI- 3], Mental Illness Drug 
and Alcohol Screening [MIDAS], 
Minnesota Multiphasic Person-
ality Inventory [MMPI], Beck 
Depression Inventory [BDI]); 
provide feedback of the results to 
the client.

 6. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (7, 8)

 7. Refer the client to a physician 
to be evaluated for psychotropic 
medications; implement the fol-
lowing guidelines, should the use
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 of  psychotropic medication be 
considered: (1) involve the cli-
ent in the decision; (2) use only 
nonaddictive psychotropic medi-
cations; (3) monitor continued 
use of the medication even during 
an exacerbation of polysubstance 
use; (4) evaluate the risk of over-
dose.

 8. Monitor the client’s psycho-
tropic medication prescription 
compliance, effectiveness, and 
side effects; communicate this 
information to the prescribing 
physician.

 7. Sign a release of information 
form to allow data to be gath-
ered on medical history. (9)

 9. After obtaining confi dentiality 
releases, contact the client’s physi-
cian for a report on his health 
history (e.g., disease history, 
accident history, bodily injuries, 
current medications).

 8. Disclose information on cur-
rent and / or historical suicide 
behavior. (10, 11)

10. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with com-
pleted suicide in the borderline 
male, such as chronic impulsivity, 
antisocial and narcissistic person-
ality traits, chronic unregulated 
rage, signifi cant symptoms of 
anxiety, or disruption in an inti-
mate relationship (see The Suicide 
and Homicide Risk Assessment 
and Prevention Treatment Planner 
by Klott and Jongsma).

11. Administer objective suicide as-
sessment scales to the client to 
validate clinical fi ndings (e.g., 
Beck Scale for Suicide Ideation, 
Reasons for Living Inventory, 
Suicide Probability Scale); provide 
feedback to the client on results 
and implications for treatment.
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 9. Provide information on current 
and / or historical assaultive 
behavior. (12, 13)

12. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
violence in the borderline male 
(e.g., history of violent behavior, 
unmanaged polysubstance de-
pendence, current or anticipated 
rejection in a relationship, his-
tory of childhood pathology of 
fi resetting, cruelty to animals, 
bed- wetting).

13. Explain to the violence- prone 
client that if, during treatment, 
he identifi es a specifi c individual 
incorporated into his intent of 
violence, a professional consulta-
tion will be made regarding the 
duty to warn.

10. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behavior. (14, 15)

14. Assess the client for his stage of 
change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees no 
need to change; contemplation—
sees a possible reason to change; 
preparation—begins developing 
strategies for change; action—be-
gins to modify problem behaviors; 
maintenance—active involvement 
in therapy).

15. Examine individually each group 
of substances the client uses and 
determine the stage of change 
for each group (e.g., precontem-
plation for alcohol and cocaine, 
preparation for cannabis).

11. Comply with placement in a 
medically supervised setting 
for emotional and / or physical 
stabilization. (16, 17)

16. If, at any time during treatment, 
the client experiences a medically 
threatening level of  intoxication 
due to polysubstance use pat-
terns, place him in a medically 
supervised detoxifi cation pro-
gram.



144 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

17. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R) 
to determine if  the client would 
be better served with residential 
treatment; utilize inpatient pro-
grams that are capable in working 
with co- occurring disorders.

12. Verbalize agreement with a 
plan for dealing with situations 
when emotional regulation and 
stress tolerance become un-
manageable. (18, 19)

18. Develop a written crisis interven-
tion contract to implement during 
times of unregulated emotions 
that will include calling positive 
social supports and preestab-
lished, well- defi ned guidelines for 
the use of psychiatric inpatient 
care.

19. Administer the Level of Care Uti-
lization System (LOCUS 2.001) 
to validate clinical fi ndings and to 
determine if  the client is in medi-
cal need of inpatient psychiatric 
hospitalization; utilize inpatient 
programs that are capable in 
working with co- occurring dis-
orders.

13. Verbalize an awareness of the 
need to change and a desire to 
do so. (20)

20. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he has been 
identifi ed as being in a stage 
of change where any resistance 
and / or ambivalence exists (e.g., 
precontemplation, contemplation, 
or preparation).

14. Verbalize an acceptance of 
the integrated treatment plan 
to address Polysubstance 
Dependence and borderline 
personality traits. (21, 22)

21. Engage the client in a stage-
 of- change- specifi c group (e.g., 
precontemplation) that will effec-
tively educate him regarding the 
interaction among his borderline 
personality traits, polysubstance 
dependence patterns, and other 
related mental health concerns.
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22. Teach the client about the co-
 occurring disorders’ interaction 
to assist him in his acceptance 
of the integrated treatment plan, 
which will address issues of 
Polysubstance Dependence and 
borderline personality traits.

15. Identify current stressors, and 
the resulting symptoms, that 
are caused by Polysubstance 
Dependence and behaviors 
related to the borderline per-
sonality. (23, 24, 25)

23. Assist the client in listing his cur-
rent stressors (e.g., legal problems, 
unemployment, homelessness) 
that are attributed to the co-
 occurring disorder(s).

24. Explore the client’s current symp-
toms (e.g., emotional reactions 
attributed to the identifi ed stress-
ors, such as feelings of fear due to 
homeless condition).

25. Assist the client in identifying 
his most disruptive stressors and 
symptoms, how these stressors 
and symptoms are currently 
mismanaged (e.g., cannabis use to 
manage anxiety) and the conse-
quences of maladaptive coping 
strategies (e.g., legal problems due 
to cannabis possession).

16. Implement problem- solving 
and stress management skills 
(26, 27, 28, 29)

26. Teach the client, in the action stage 
of change, effective problem- solving 
skills over his most disruptive 
stressors by thoroughly defi ning the 
problem, exploring varied solu-
tions, examining the positives and 
negatives of each solution, selecting 
and implementing a plan of action, 
evaluating the outcome and adjust-
ing skills as necessary.

27. Teach and role- play with the cli-
ent effective relaxation techniques 
(e.g., focus on deep, deliberate, 
paced breathing; focus on feet and 
hands remaining still; focus on 
eyes remaining closed; focus on 
calm, soothing thoughts).
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28. Teach and role- play with the cli-
ent methods of diverting attention 
from substance use to another 
identifi ed calming activity or 
thought (e.g., during urge to drink 
alcohol focus thinking on play 
activities with child).

29. Assign the client to track daily 
stressors and experiences with 
newly acquired coping strategies 
(e.g., relaxation techniques, diver-
sion strategies); assign homework 
targeting stress management skills 
(e.g., using paced, focused breath-
ing exercise during an argument 
with family member).

17. Implement effective emotional 
regulation skills. (30, 31, 32, 33)

30. Teach and role- play with the 
client skills from Dialectical 
Behavioral Therapy (e.g., “Mind-
fulness”—a nonjudgmental 
awareness of self  in the world).

31. Expose the client to empathic 
validation of all emotions in the 
context of the therapy relation-
ship (e.g., encouraging the client, 
by refl ective listening, to assess his 
emotions objectively and not as 
either “bad” or “good”).

32. Teach the client healthy emo-
tional regulation skills (e.g., 
validate the emotions; explore 
and understand the emotion, its 
history and its function; explore 
alternative emotional regula-
tion skills, such as writing about 
or verbalizing an emotion that 
had previously been hidden 
or acted out through violence; 
select a plan of  action, evaluate 
its outcome, and adjust skills as 
necessary).
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33. Assign the client to track daily 
symptoms and experiences with 
newly acquired emotional regu-
lation skills (e.g., lessons from 
Dialectical Behavioral Therapy 
that encourages permission to 
have emotions, acknowledges the 
value of emotions, and teaches 
adaptive methods of commu-
nication of emotions); assign 
homework targeting emotional 
regulation skills.

18. Resolve identifi ed psycho-
logical barriers that hinder 
effective problem- solving skills. 
(34, 35)

34. Explore the client’s personal 
vulnerabilities that may hinder 
learning new problem- solving 
strategies (e.g., chronic feelings 
of self- devaluation, no access to 
emotions, inability to accept faults 
or failure).

35. Explore with the client strate-
gies to diminish the infl uence of 
these identifi ed vulnerabilities 
(e.g., acknowledge the existence 
of the vulnerabilities; examine 
their source; examine their func-
tion; replace vulnerabilities with a 
client- generated, adaptive self-
 identity).

19. Implement strategies to reduce 
polysubstance dependence. (36)

36. Teach the client coping skills to 
reduce polysubstance dependence 
(e.g., review the negative effects of 
polysubstance dependence; high-
light the tendency to use denial in 
continued use; model, role- play, 
and reinforce skills to reduce anxi-
ety; teach relaxation techniques 
to reduce tension; identify relapse 
prevention plans for high- risk 
situations).

20. Implement strategies to reduce 
depression. (37)

37. Teach the client coping skills to 
reduce depression and / or anxiety 
(e.g., identify and replace dis-
torted cognitive messages that 
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 trigger feelings of depression / anx-
iety; encourage socialization 
to reduce self- focus; reinforce 
positive self- esteem based on 
accomplishments; urge physical 
exercise; model and role play as-
sertive expression of emotions).

21. Implement strategies to reduce 
borderline traits. (38)

38. Teach the client strategies to 
reduce borderline traits (e.g., 
Dialectical Behavioral Therapy 
individual and group skills train-
ing, mindfulness training for 
emotional regulation, anger man-
agement techniques).

22. Verbalize statements of hope 
that effective stress and symp-
tom management skills can be 
learned. (39)

39. Encourage the client to respect 
the incremental changes in mal-
adaptive behaviors when skills 
are applied to his co- occurring 
disorders; reinforce his confi -
dence that continued use of  these 
skills will increase his manage-
ment over painful stressors and 
symptoms.

23. Develop a plan that incor-
porates relapse prevention 
strategies. (40)

40. Assist the client in writing a plan 
that lists the actions he will take 
to manage episodes of relapse 
into polysubstance dependence 
and borderline pathology (e.g., 
remain aware of new coping strat-
egies, rely on supportive social 
network).

24. Complete a re- administration 
of objective tests of borderline 
traits, polysubstance depen-
dence, and depression as a 
means of assessing treatment 
outcome. (41)

41. Assess the outcome of treatment 
by re- administering to the client 
objective tests of borderline traits, 
polysubstance dependence, and 
depression; evaluate the results 
and provide feedback to the cli-
ent.

25. Complete a survey to assess 
the degree of satisfaction with 
treatment. (42)

42. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.
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__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 304.80  Polysubstance Dependence
 296.xx  Major Depressive Disorder
 300.4  Dysthymic Disorder
 308.3  Acute Stress Disorder
 300.02  Generalized Anxiety Disorder
 309.81  Posttraumatic Stress Disorder
 V62.81  Relational Problem NOS
 V15.81  Noncompliance With Treatment
    
    

Axis II: 301.83  Borderline Personality Disorder
 301.9  Personality Disorder NOS
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BULIMIC FEMALE WITH 
ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Displays consistent behaviors of binge eating and eating in excess of ap-
petite.

 2. Expresses poor body imagery, excessive anxiety over weight gain, and self-
 image focused entirely on physical presentation.

 3. Engages in maladaptive behaviors designed to prevent weight gain (e.g., 
self- induced vomiting, excessive use of diuretics, fasting).

 4. Expresses lack of control over eating habits.
 5. Demonstrates lack of insight into the Eating Disorder behavior even after 

hearing expressions of concern from family and friends.
 6. Has developed serious medical complications from methods utilized to 

suppress appetite and induce purging (e.g., electrolyte and fl uid imbal-
ance, amenorrhea, dental problems, malnutrition).

 7. Demonstrates behaviors positively correlated to a diagnosis of a Depres-
sive Disorder (e.g., anhedonia, dysphoria, increase in irritability, sleep dis-
turbance, verbalizes an attraction to death and a repulsion toward life).

 8. Frequently verbalizes feelings of worthlessness, self- hate, intense guilt, 
self- criticism, rejection, or alienation.

 9. Demonstrates a history of chronic suicide ideation, with or without a 
plan.

10. Habitually abuses alcohol with the intent of decreasing appetite and in-
creasing purging behavior.

11. Frequently uses alcohol until intoxicated or passed out.
12. Denies that alcohol abuse is a problem despite negative feedback from 

others and persistent social, legal, physical, or vocational problems caused 
by the alcohol abuse.

13. Has developed further Substance Abuse Disorders (e.g., cocaine, caffeine) 
to suppress appetite or induce purging.
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__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate Eating Disorder behavior.
 2. Terminate alcohol abuse patterns.
 3. Alleviate feelings of worthlessness, depression, hopelessness, and chronic 

suicide ideation.
 4. Enhance coping strategies and problem- solving skills.
 5. Increase a sense of self- acceptance and a capacity for self- affi rmation.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Provide thorough information 
on current and historical social 
functioning. (1, 2)

 1. Examine with the client cur-
rent issues of housing, fi nances, 
employment, social support, 
activities of daily living, and 
spiritual / cultural focus.

 2. Explore the client’s historical is-
sues of child abuse / abandonment, 
vocational endeavors, peer rela-
tionships, health patterns, and 
self- care habits.
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 2. Provide complete information 
on current mood, affect, and 
thought process in a psychiatric 
and / or psychological evalua-
tion. (3, 4)

 3. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication.

 4. In partnership with the client’s 
treating psychiatrist, emphasize 
the importance of ongoing moni-
toring of nonaddictive medication 
and the importance of using 
potentially addictive medications 
only for brief  periods during an 
exacerbation of any mental health 
condition.

 3. Identify current and historical 
specifi cs related to bulimia. (5)

 5. Explore the client’s history for 
traits associated with bulimia 
(e.g., need to be perfect, cognitive 
rigidity, skills defi cits in emotional 
regulation and stress tolerance).

 4. Identify current and historical 
specifi cs related to alcohol use. 
(6)

 6. Examine the client’s history for 
the role alcohol use plays (e.g., 
socialization outlet, escapism, 
emotional regulation, relief  from 
depressed affect, familial tradi-
tions).

 5. Complete psychological test-
ing or objective questionnaires 
for assessing bulimia, alcohol 
abuse, and depression. (7)

 7. Administer to the client psycho-
logical instruments designed to 
objectively assess bulimia, alco-
hol abuse, and depression (e.g., 
Stirling Eating Disorder Scales 
[SEDS], Eating Inventory, Sub-
stance Abuse Subtle Screening 
Inventory–3 [SASSI- 3], Sub-
stance Use Disorders Diagnostic 
Schedule–IV [SUDDS- IV], Beck 
Depression Inventory–II [BDI-
 II]); give the client feedback 
regarding the results of the assess-
ment.

 6. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (8, 9)

 8. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
for a comprehensive report on the 
client’s health.
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 9. Continue communication with the 
primary care physician through-
out the course of treatment (e.g., 
remain alert to inpatient medi-
cal treatment related to bulimia, 
noncompliance with physician’s 
mandates, process of general 
medical issues related to bulimia).

 7. Provide accurate information 
that will identify potential 
harm to self. (10, 11, 12)

10. Examine the client for behaviors 
correlated to suicide risk factors 
in the bulimic population (e.g., 
Depressive Disorders, perfec-
tionism, emotional constriction, 
devalued self- image).

11. Explore the client’s behaviors for 
warning signs associated with 
signifi cant suicide intent in the 
bulimic population (e.g., extreme 
statements of hopelessness and 
generalized fatalism, extreme agi-
tation and sleep diffi culty, specifi c 
suicide planning).

12. Place the client in a medically 
supervised setting to decrease the 
suicide impulse and provide safety 
if  she displays an increase in the 
number and intensity of observed 
suicide warning signs and risk fac-
tors.

 8. Identify the stage of change for 
each of the co- occurring disor-
ders. (13, 14)

13. Assess the client’s stage of change 
associated with mental health 
and substance abuse issues (e.g., 
precontemplation, contemplation, 
preparation, action, maintenance, 
recurrence) specifi c to the prob-
lems of bulimia, alcohol abuse, 
and depression.

14. Develop a stage and diagnosis-
 specifi c plan of treatment for the 
client (e.g., Motivation Enhance-
ment Therapy for a client in the 
precontemplation stage of alcohol 



154 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

 abuse; strategies for modifying life 
style for client in action stage of 
bulimia).

 9. Comply with placement in a 
medically supervised setting. 
(15, 16)

15. Refer the client to a medically 
supervised setting that is Dual-
 Diagnosed Enhanced specifi c 
to the bulimic population if  she 
shows signs of medical stress due 
to the bulimia and / or alcohol 
abuse.

16. Discuss with the client the benefi ts 
(e.g., positive treatment outcomes, 
enhanced health outcomes) of 
a long- term (e.g., 3 to 6 weeks) 
commitment to a program for 
the dual diagnosed; discuss and 
resolve any barriers she presents 
to this plan.

10. Agree to a crisis response plan 
to be implemented during an 
unmanageable exacerbation of 
any of the co- occurring condi-
tions. (17)

17. Develop a written crisis interven-
tion plan that includes contacting 
supportive social supports, to 
be implemented when the client 
experiences destabilizing alcohol 
abuse and / or medically threaten-
ing bulimic behaviors; encourage 
her to use this plan for discussion 
of emotions and focus on coping 
skills.

11. Verbalize an understanding and 
acceptance of an integrated 
treatment plan to simultane-
ously address issues of Eating 
Disorders, alcohol abuse, and 
mental health issues. (18)

18. Discuss with the client the formu-
lation of the integrated treatment 
plan, which will address issues of 
bulimia, alcohol abuse, and any 
related mental health concerns; 
explain the details of the plan 
and, if  available and appropriate, 
engage caregivers.

12. Express an understanding of 
the interaction among all the 
identifi ed co- occurring disor-
ders. (19, 20, 21)

19. Explore the client’s perceived 
benefi ts of bulimia (e.g., gives a 
sense of control, responds to the 
need to be perfect, regulates emo-
tions) and examine the perceived 
negatives (e.g., health concerns, 
support system concerns).
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20. Examine the client’s perceived 
benefi ts of alcohol abuse (e.g., 
decreases appetite, assists in purg-
ing, assists in socializing) and 
examine the perceived negatives 
(e.g., becoming addicted, leads to 
other forms of substance use).

21. Assist the client in gaining insight 
into the interaction among all the 
emotional and behavioral factors 
(e.g., anxiety regarding self- image 
leads to bulimic behaviors to gain 
a sense of control and alcohol 
abuse suppresses appetite).

13. Prioritize the co- occurring 
disorders that cause the high-
est level of social or emotional 
impairment. (22, 23, 24)

22. Explain to the client that while 
all the co- occurring disorders 
(e.g., bulimia, alcohol abuse, 
other mental health concerns) are 
considered primary, the therapy 
process will remain fl exible to en-
able her to address that condition 
causing the most social disruption 
or psychological pain.

23. Assist the client in listing her 
most prominent stressors (e.g., 
attempts to control alcohol abuse, 
medical concerns due to purging); 
explore the emotional reactions or 
symptoms (e.g., depression, self-
 devaluation) produced by those 
stressors.

24. Assist the client in producing a 
complete stressor and symptom 
inventory that will identify her 
most disruptive stressors and 
symptoms, how these stressors 
and symptoms are currently mis-
managed (e.g., experiments with 
other forms of substance use) and 
the consequences of these mal-
adaptive coping strategies (e.g., 
loss of social support).
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14. Identify any emotional and / or 
psychiatric barriers to effective 
problem- solving skills and / or 
coping strategies. (25)

25. Examine with the client those 
issues (e.g., depression, anxiety, 
cognitive rigidity, perfection-
ism) that hinder effective coping; 
assign the client homework 
assignments where she will note 
their infl uence as she learns new 
problem- solving skills.

15. Implement strategies to reduce 
bulimic behaviors. (26, 27, 28)

26. Teach the client that while bu-
limic behavior produces pleasure 
through the release of dopamine, 
it also has signifi cant emotional / 
psychological correlates (e.g. need 
to be perfect, need to regulate 
emotions, method of dealing with 
stress).

27. Teach the client healthy problem-
 solving skills (e.g., thoroughly 
defi ne the problem, explore 
alternative solutions, select and 
implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary) designed to 
enhance management of bulimia.

28. Assign the client to track daily 
stressors, the resultant symptoms, 
maladaptive coping patterns, 
and experiences with new coping 
strategies (e.g., managing the need 
to be perfect by development of a 
healthy sense of self; managing the 
need to purge with diversion skills 
and pleasure replacement skills).

16. Implement strategies to re-
duce alcohol abuse behaviors. 
(29, 30)

29. Teach the client coping skills to 
reduce alcohol abuse (e.g., contin-
uously monitor the client’s stage 
of change and adjust interven-
tions as appropriate, review the 
negative effects of alcohol abuse, 
teach relaxation techniques, teach 
anxiety reduction skills, encour-
age participation in 12- step 
support group).
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30. Review the client’s effectiveness in 
implementing newly acquired cop-
ing skills to reduce alcohol abuse; 
reinforce success and redirect for 
failure.

17. Implement strategies to reduce 
any related mental health con-
cerns. (31, 32)

31. Explore the source and history of 
psychological / psychiatric issues 
that hinder appropriate problem-
 solving strategies (e.g., depression, 
anxiety, need to be perfect, 
emotional constriction, cognitive 
rigidity).

32. Teach the client effective strategies 
to resolve the identifi ed psycho-
logical issues that hinder effective 
problem- solving skills (e.g., 
replacing cognitive rigidity with 
empathic understanding; replac-
ing perfectionism with a secure 
sense of self).

18. Develop a recovery plan that 
incorporates respect for relapse 
potential. (33, 34)

33. Assist the client in writing a 
plan that lists the actions she 
will take to avoid relapse into 
bulimic behaviors, alcohol abuse, 
and the other related mental 
health concerns (e.g., imple-
menting newly acquired coping 
skills, remaining on prescribed 
medications).

34. Encourage the client to remain 
involved in a support network 
(e.g., Alcoholics Anonymous, 
Dual Recovery Anonymous, Eat-
ing Disorder support groups), to 
be open to the acquisition of new 
problem- solving skills, and, if  
relapse occurs, to see it as a phase 
of recovery and not a personal 
failure.
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19. Verbalize a sense of accom-
plishment over the progress 
made toward resolving emo-
tional and behavioral issues. 
(35)

35. Assist the client in the enhance-
ment of self- image by encouraging 
her to provide self- reports from 
recent incidents of improved cop-
ing, symptom management, and 
problem- solving skills (e.g., re-
fraining from purging, enthusiasm 
over weight gain / stabilization, self-
 imagery needs focused on issues 
other than weight).

20. Complete a re- administration 
of objective tests of bulimia, 
alcohol abuse, and depression 
as a means of assessing treat-
ment outcome. (36)

36. Assess the outcome of treatment 
by re- administering to the client 
objective tests of bulimia, alcohol 
abuse, and depression; evaluate 
the results and provide feedback 
to the client.

21. Complete a survey to assess 
satisfaction with treatment. 
(37)

37. Administer a survey to assess the 
client’s degree of satisfaction with 
her treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 307.51  Bulimia Nervosa
 307.50  Eating Disorder NOS
 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
 300.4  Dysthymic Disorder
 296.xx  Major Depressive Disorder
 300.3  Obsessive- Compulsive Disorder
 300.02  Generalized Anxiety Disorder
 309.81  Posttraumatic Stress Disorder
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Axis II: 301.83  Borderline Personality Disorder
 301.81  Narcissistic Personality Disorder
 301.4  Obsessive- Compulsive Personality Disorder
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CHRONIC MEDICAL ILLNESS WITH 
SEDATIVE, HYPNOTIC, OR 

ANXIOLYTIC DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Diagnosed with a chronic medical condition (e.g., HIV / AIDS, multiple 
sclerosis, renal failure).

 2. Evidences symptoms of depression (e.g., sad affect, low self- esteem, low 
energy, sleep disturbance, poor concentration, loss of appetite, social with-
drawal, feelings of hopelessness).

 3. Evidences symptoms of anxiety (e.g., excessive and persistent worry, rest-
lessness, muscle tension, autonomic hyperactivity, hypervigilance).

 4. Shows evidence of struggling with psychosis (e.g., bizarre thoughts, illogi-
cal thinking, perceptual disturbance, blunted affect, diminished volition, 
relationship withdrawal).

 5. Displays personality characteristics (e.g., need to be in control, inability 
to accept vulnerabilities, emotional regulation defi cits) that diminish the 
ability to cope with chronic illness.

 6. Has required numerous inpatient hospital episodes due to chronic medical 
condition, with an increase in depressive symptoms before and after each 
inpatient episode.

 7. Displays consistent noncompliance with medical advice.
 8. Has experienced numerous losses (e.g., fi nancial security, independence, 

disruptions in relationships) because of the chronic medical condition.
 9. Displays chronic faulty problem- solving skills and impulse control defi -

cits.
10. Has become dependent on sedatives, hypnotics, and anxiolytics for psy-

chological effects.
11. Numerous deceptive behaviors are used to fulfi ll the need for medication 

(e.g., fraudulent prescriptions, theft, street marketing, sexual favors).
12. Demonstrates an increase in maladaptive behaviors (e.g., labile mood, in-

appropriately aggressive, impaired social functioning) while abusing the 
medications.
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13. Denies being addicted and emphasizes the physical and psychological ne-
cessity of the medication.

__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate dependence on sedative, hypnotic, or anxiolytic medications.
 2. Cooperate with efforts designed to manage the effects of the chronic med-

ical condition.
 3. Engage in healthy activities of daily living in spite of the chronic medical 

condition.
 4. Resolve depression and engage in futuristic thinking with respect to the 

chronic medical condition.
 5. Establish a social network that enhances efforts to maintain a drug- free 

lifestyle.
 6. Establish a recovery pattern from sedative, hypnotic, anxiolytic depen-

dency that includes adaptive pain management strategies, relapse preven-
tion guidelines, and continued respect for potential addictive behaviors.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences caused by sedative, 
hypnotic, or anxiolytic depen-
dence. (1)

 1. Explore the level of social tur-
moil and / or psychological pain 
associated with patterns of seda-
tive, hypnotic, or anxiolytic 
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  dependence (e.g., increase in 
agitated anxiety, legal problems 
due to fraudulent access to drugs, 
fi nancial problems, family con-
fl icts, unmanageable mood swings, 
assaultive behaviors).

 2. Describe the level of function-
ing prior to the onset of the 
chronic medical illness. (2, 3)

 2. Examine the conditions associ-
ated with the onset of the client’s 
chronic medical illness (e.g., age 
of onset, injury due to suicide 
activity or other violent behaviors, 
initial reaction when given diag-
nosis, initial coping strategies).

 3. Examine the client’s premorbid 
personal history (e.g., addictive 
behaviors, emotional concerns, 
employment, relationships, activi-
ties of daily living routine).

 3. Provide information on the 
level of disability caused by the 
mental health problems. (4)

 4. Explore the social turmoil and / or 
psychological pain caused by 
mental health issues associated 
with the illness (e.g., isolation 
due to depression, irritability due 
to anxiety, suicide gestures or 
attempts, rejection of help, non-
compliance with medical advice).

 4. Disclose personal experiences 
with social, occupational, and 
environmental functioning 
since the onset of the chronic 
medical illness. (5)

 5. Explore the client’s current social, 
occupational, and environmental 
functioning (e.g., the attitude of 
his / her support system toward 
the client, ability to engage in 
rewarding employment, access to 
safe housing, access to affordable 
medical care).

 5. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (6)

 6. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic 
features (e.g., Mood Disorders, 
Depressive Disorders, Posttrau-
matic Stress Disorder, Personality 
Disorders / Traits, Substance Use 
Dependence).
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 6. Complete psychological testing 
or objective questionnaires for 
assessing depression, anxiety, 
substance dependence, and 
other related mental health 
concerns. (7)

 7. Administer to the client psycho-
logical instruments designed to 
objectively assess chemical depen-
dence and other mental health 
concerns (e.g., Millon Clinical 
Multiaxial Inventory–III [MCMI-
 III], Beck Depression Inventory II 
FastScreen for Medical Patients, 
Substance Abuse Subtle Screening 
Inventory–3 [SASSI- 3], Coping 
With Health, Injuries, and Prob-
lems [CHIP]); provide feedback 
of the results to the client.

 7. Sign a release of information 
form to allow data to be gath-
ered on medical history and 
current medical concerns. (8, 9)

 8. After obtaining appropriate 
confi dentiality releases, contact 
the client’s physician for a report 
on the client’s health issues (e.g., 
pattern of chronic medical illness, 
prognosis, prescriptions, reha-
bilitation plan, compliance with 
treatment, mental health con-
cerns).

 9. Continue close consultation with 
the physician or treatment team 
on the client’s progress in therapy 
and any continued substance de-
pendency patterns and / or at risk 
behaviors.

 8. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (10, 11)

10. Refer the client to his / her phy-
sician or a psychiatrist and, if  
needed, a neurologist to deter-
mine the need for psychotropic 
medication and to validate any 
high- risk diagnosis (e.g., demen-
tia, delirium, psychosis).

11. Monitor the client’s compliance 
with the psychotropic medication, 
charting subjective and objective 
behavioral changes, observing 
side effects and remaining alert to 
medication use for suicide activ-
ity; share this information with 
his / her physician.
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 9. Disclose information on cur-
rent and / or historical suicide 
behavior. (12, 13)

12. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the chronic 
medically ill, such as noncom-
pliance with medical treatment, 
depression, anxiety, impulsiv-
ity, polysubstance dependence, 
progressive dementia, neurologic 
deterioration, or personal losses 
(see The Suicide and Homicide 
Risk Assessment and Prevention 
Treatment Planner by Klott and 
Jongsma).

13. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

10. Provide information on cur-
rent and / or historical assaultive 
behaviors. (14)

14. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the chronic medically ill (e.g., 
dementia, delirium, withdrawal 
from sedative, hypnotic, or 
anxiolytic use, history of violent 
behavior).

11. Comply with placement in a 
medically supervised setting for 
detoxifi cation and / or stabiliza-
tion. (15, 16)

15. If  at any time in the therapy pro-
cess the client displays signifi cant 
destabilization due to sedative, 
hypnotic, or anxiolytic use place 
him / her in a medically supervised 
detoxifi cation setting that can 
attend to the needs of his / her 
chronic illness and respects the co-
 occurring mental health concerns.

16. Remain alert to elevated suicide 
risk for those with chronic medi-
cal illnesses immediately following 
inpatient stays.
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12. Write a plan for dealing with 
situations when features of 
depression, anxiety, and sub-
stance dependency become 
unmanageable. (17)

17. Develop a written crisis interven-
tion plan to implement during 
times of severe depression and / or 
anxiety that present a risk for 
relapse; the plan should include 
a list of positive social supports 
(e.g., NA sponsor, therapist) to be 
contacted as needed.

13. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behaviors. (18)

18. Assess the client for his / her 
stage of change associated with 
mental health and substance 
abuse issues (e.g., precontempla-
tion—sees no need to change; 
contemplation—thinking about 
change; preparation—making 
plans to change; action—modifi es 
behaviors for change; main-
tenance—actively engaged in 
treatment).

14. Verbalize an awareness of the 
need to change attitudes, affect, 
and behaviors, and a desire to 
do so. (19)

19. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

15. Verbalize an understanding of 
the interaction among chronic 
medical illness, medication 
dependence, and mental health 
problems. (20)

20. Teach the client the co- occurring 
disorder’s interaction (e.g., sub-
stance use in order to manage 
physical pain leads to dependency, 
which results in anxiety over mal-
adaptive social functioning).

16. Identify current stressors and 
the resulting symptoms related 
to medication dependence, 
mental health problems, and 
the chronic medical illness. 
(21, 22, 23)

21. Assist the client in listing current 
stressors that are attributed to 
the co- occurring disorders (e.g., 
chronic pain, loss of ambulation, 
fi nancial burden placed on family, 
family turmoil due to substance 
dependency).
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22. Explore current symptoms or 
emotional reactions associated 
with identifi ed stressors (e.g., 
feelings of being a burden, use-
less, or self- hate; guilt over family 
turmoil).

23. Assist the client in identifying 
his / her most disruptive stressors 
and symptoms (e.g., feelings of 
self- hate), how these stressors and 
symptoms are currently misman-
aged (e.g., refusing to respond to 
medical advice; sedative, hypnotic, 
anxiolytic use), and the conse-
quences of these maladaptive 
coping strategies (e.g., family 
turmoil).

17. Implement problem- solving 
skills to manage the identi-
fi ed stressors and symptoms. 
(24, 25, 26, 27)

24. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary); model appli-
cation of this skill to the client’s 
issues of stress.

25. Teach the client techniques of 
deep muscle relaxation, guided 
imagery, and diaphragmatic 
breathing to apply at times of 
stress and anxiety; assign imple-
mentation in his / her daily life and 
track effectiveness.

26. Assign the client to discuss with 
the physician his / her emotional 
and physical struggles related to 
the chronic medical condition; 
encourage openness, assertiveness, 
and asking for assistance.
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27. Assign the client to track daily 
stressors, maladaptive coping pat-
terns, and experiences with newly 
acquired coping strategies (e.g., 
implementing problem- solving 
skills, coping with chronic pain by 
accepting assistance from medi-
cal treatment team, coping with 
family turmoil by using learned 
relaxation techniques); assign 
homework targeting stress man-
agement skills.

18. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (28, 29)

28. Explore with the client personal 
vulnerabilities that may hinder 
his / her effectively acquiring 
new problem- solving strate-
gies (e.g., limited or no access to 
emotions, inability to accept 
physical disability, lack of per-
sonal resiliency, chronic issues of 
self- devaluation).

29. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
(e.g., acknowledge the existence 
of the vulnerabilities, examine 
the source of the vulnerabilities, 
replace identifi ed vulnerabilities 
with an adaptive self- identity).

19. Implement strategies to reduce 
sedative, hypnotic, and anxio-
lytic dependence. (30, 31)

30. Using Motivational Enhancement 
Therapy styles, assist the client 
in recognizing that using and / or 
abusing medication based on 
his / her own judgment as it has led 
to substance dependence; assist 
him / her to rely on the physician 
for pain management strategies 
and coping skills for anxiety man-
agement.

31. Encourage the client to par-
ticipate fully in rehabilitation 
programs and support groups
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 focused on the chronic medical 
condition and chemical depen-
dence; monitor this participation, 
reinforcing success and redirecting 
for avoidance.

20. Implement strategies to reduce 
mental health concerns caused 
by the chronic medical illness. 
(32, 33, 34)

32. Explore the client’s feelings 
concerning being dependent 
on others for care; encourage 
him / her to give self  permission 
to be cared for due to the medical 
circumstances, without that care 
compromising self- worth.

33. Assist the client in identifying 
factors that contribute to his / her 
self- worth (e.g., loving and being 
loved by others and God, abili-
ties that remain intact in spite of 
medical illness, others that need 
and enjoy him / her).

34. Develop a list of activities with 
the client that he / she can enjoy, 
respecting the limitations imposed 
by the medical condition (e.g., see 
Inventory of Rewarding Activi-
ties by Birchler and Weiss); assign 
implementation of activities into 
daily routine.

21. Verbalize statements of hope 
that effective stressor and 
symptom management skills 
can be learned. (35)

35. Encourage the client to continue 
tracking newly acquired coping 
and problem- solving strategies 
and to acknowledge the decrease 
in the urge to use sedatives, 
hypnotics, or anxiolytics, and the 
improved mental health when 
these skills are applied.

22. Write a plan that incorporates 
relapse prevention strategies. 
(36)

36. Assist the client in writing a 
plan that lists the actions that 
he / she will take to avoid relapse 
into sedative, hypnotic, or anx-
iolytic dependency and mental 
health problems (e.g., continued 
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 compliance with physician recom-
mendations, continued review of 
coping strategies for managing 
stressors and symptoms).

23. Complete a re- administration 
of objective tests of substance 
dependence, anxiety, and 
depression as a means of as-
sessing treatment outcome. (37)

37. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests on substance 
dependence and mental health 
problems related to the chronic 
medical illness; evaluate the re-
sults and provide feedback to the 
client.

24. Complete a survey to assess 
the degree of satisfaction with 
treatment. (38)

38. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 304.10  Sedative, Hypnotic, or Anxiolytic Dependence
 292.89  Sedative, Hypnotic, or Anxiolytic Intoxication
 292.0  Sedative, Hypnotic, or Anxiolytic Withdrawal
 309.0  Adjustment Disorder With Depressed Mood
 309.28   Adjustment Disorder With Mixed Anxiety and 

Depressed Mood
 309.24  Adjustment Disorder With Anxiety
 296.xx  Major Depressive Disorder
 316   Psychological Symptoms Affecting Axis III 

Disorder
 300.02  Generalized Anxiety Disorder
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Axis II: 301.7  Antisocial Personality Disorder
 301.83  Borderline Personality Disorder
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CHRONIC UNDIFFERENTIATED 
SCHIZOPHRENIA WITH 

ALCOHOL DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Reports perceptual disturbance (auditory, visual, or olfactory hallucina-
tions).

 2. Expresses bizarre content of thought (delusions of grandeur, persecution, 
reference, infl uence, control, somatic sensations, or infi delity).

 3. Demonstrates disturbed affect (blunted, none, fl attened, or inappropri-
ate).

 4. Demonstrates extreme withdrawal from social relationships and preoc-
cupation with egocentric ideas and fantasies.

 5. Meets criteria for a Depressive Disorder (e.g., sleep disturbance, lack of 
appetite, loss of energy, fl at affect).

 6. Verbalizes anger, fear, and sadness at lowered achievement levels, dimin-
ished expectations for the future, unwelcome feelings of isolation and 
loss.

 7. Demonstrates extreme vulnerability to suicide ideation, intent, attempts, 
and completion.

 8. Uses alcohol to escape feelings of social isolation and boredom.
 9. Uses alcohol to bring relief  from acute psychotic symptoms and create a 

temporary sense of well- being.
10. Consumes an increasing amount of alcohol to achieve the desired affect 

and to avoid withdrawal symptoms.
11. Has experienced signifi cant negative social, environmental, legal, occupa-

tional, and medical consequences (e.g., loss of social support, homeless-
ness, incarceration, loss of employment, chronic physical diseases) due to 
alcohol use.

12. Continues to use alcohol regardless of  signifi cant negative conse-
quences.
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__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Achieve successful, sustained abstinence from alcohol use and reasonable 
control over psychotic symptoms.

 2. Develop a pattern of behavior that results in diminished social, environ-
mental, legal, occupational, and medical stressors due to alcohol use.

 3. Maintain adherence to a psychotropic medication regimen and supportive 
mental health and sobriety services.

 4. Develop a sense of confi dence in social and occupational settings.
 5. Develop a personal understanding and respect for self  as a person with a 

mental illness and chemical dependence.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Disclose the conditions and 
feelings associated with func-
tioning prior to the onset of 
mental illness. (1)

 1. Explore the client’s environ-
mental, social, occupational, 
and psychological functioning, 
and his / her early hopes, aspira-
tions, and values (e.g., hopes of 
having a family or professional 
aspirations) prior to the onset of 
schizo phrenia.
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 2. Provide complete information 
for a suicide ideation or intent 
assessment. (2)

 2. Assess the client for markers asso-
ciated with suicide activity in the 
alcohol- dependent schizophrenic 
(e.g., co- occurring Depressive Dis-
order, occupational impairment, 
social support rejection, state-
ments of hopelessness regarding 
the course of the disease).

 3. Provide complete information 
for an assessment for violent 
behavior. (3)

 3. Assess the client for markers 
associated with violence in the 
alcohol- dependent schizophrenic 
(e.g., previous violent behavior, a 
pattern of extreme isolation, acute 
paranoid and / or persecutory de-
lusions, history of job insecurity).

 4. Complete psychological test-
ing or objective questionnaires 
for assessing mental illness and 
Substance Use Disorders. (4)

 4. Administer to the client psycho-
logical instruments designed to 
objectively assess a psychotic 
process, depression, and alcohol 
abuse (e.g., Millon Multiphasic 
Personality Inventory–2 [MMPI-
 2], Brief  Psychotic Rating Scale 
[BPRS], Beck Depression Inven-
tory–II [BDI- II], Substance Abuse 
Subtle Screening Inventory–3 
[SASSI- 3]); give feedback.

 5. Participate in a psychiat-
ric evaluation to determine 
the need for psychotropic 
medication and, if  prescribed, 
sustain medication compliance. 
(5, 6, 7, 8, 9)

 5. Refer the client for a psychiat-
ric evaluation to determine the 
need for psychotropic medica-
tion; emphasize to the client that 
decisions on medication for psy-
chiatric disorders are best made 
when the Alcohol Use Disorder 
is stable.

 6. Urge the client to never discon-
tinue the medication; including 
during an exacerbation of the 
Alcohol Use Disorder because 
stabilizing the psychiatric condi-
tion enhances the probability of 
a positive outcome of the alcohol 
dependence treatment.
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 7. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of using potentially 
addictive psychotropic medica-
tions only for brief  periods during 
an exacerbation of the thought 
disorder, and only under close 
supervision.

 8. In partnership with the treating 
psychiatrist, discuss the ad-
vantages and disadvantages of 
aversive and / or anticraving medi-
cations (e.g., relapse deterrence, 
drug interactions, adolescent age 
range, compliance potential).

 9. Monitor and reinforce the client’s 
compliance with the prescribed 
medications; chart the subjective 
and objective behavioral changes 
and monitor the side effects.

 6. Provide information that 
will identify current level of 
environmental, social, occu-
pational, and psychological 
functioning. (10)

10. Examine the client’s current social 
support system, employment 
status, housing, medical needs, 
legal status, and emotional condi-
tions (e.g., resigned hopelessness); 
integrate into the treatment plan 
those issues that represent a severe 
change from baseline behaviors 
and premorbid hopes, aspirations, 
and values.

 7. Provide information on per-
sonal experiences with alcohol 
use and its interaction with the 
symptoms of the mental illness. 
(11)

11. Explore with the client his / her 
history of alcohol dependence 
(e.g., age of onset, social or envi-
ronmental infl uences, perceived 
positives and negatives of use) 
and its interaction with his / her 
mental illness (e.g., replaces 
psychotropic medications with 
alcohol, provides temporary relief  
from psychotic symptoms, re-
duces social anxiety, deteriorates 
health).
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 8. Comply with placement in a 
more protective and therapeu-
tic setting, if  the assessments 
reveal high- risk markers. (12)

12. During the course of treatment, 
when the client experiences a de-
stabilizing acute exacerbation of 
alcohol use or schizophrenia, refer 
him / her to a Dual- Diagnosed 
Capable / Enhanced inpatient pro-
gram. 

 9. Provide information that will 
identify readiness for change in 
each diagnosed disorder. (13)

13. Examine the client’s readiness 
to change (e.g., precontempla-
tion, contemplation, preparation, 
action, or maintenance) for each 
diagnosed co- occurring disorder 
and related stressors and symp-
toms.

10. Verbalize a willingness to 
engage in treatment for alcohol 
dependence and the symptoms 
of schizophrenia. (14, 15)

14. When the client is assessed as be-
ing in the precontemplation stage 
implement motivational inter-
viewing techniques to enhance 
engagement in therapy (e.g., 
establish empathic connection; 
avoid arguing, confrontation, or 
imposing goals; support self-
 determination; enhance insight 
into the problematic behaviors).

15. As the client moves in readiness 
to change refer him / her to specifi -
cally designed support services of 
the client’s choice (e.g., AA, case 
management, legal guardian); 
have the client sign all appropriate 
privacy release forms.

11. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of 
one of the co- occurring condi-
tions. (16)

16. Develop with the client a writ-
ten crisis intervention plan to 
be implemented when defi ned 
destabilizing behaviors occur 
(e.g., unmanageable alcohol use, 
persistent delusions and / or hal-
lucinations that interfere with 
functioning); provide telephone 
numbers of defi ned support per-
sons to be contacted in cases of 
defi ned emergencies.
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12. Verbalize an understanding of 
the signifi cant vulnerability of 
the severely persistent mentally 
ill to alcohol dependence. (17)

17. Educate the client and, if  available 
and appropriate, family members 
regarding the vulnerability of 
people with a mental illness to 
alcohol dependence (e.g., often 
used to replace prescribed medica-
tion in order to gain relief  from 
acute symptoms, used to enhance 
socialization and diminish the 
sense of isolation).

13. Prioritize the stressors and 
symptoms of schizophrenia 
that are causing the most social 
turmoil and / or psychiatric 
pain. (18, 19)

18. Assist the client in listing his / her 
most prominent psychiatric 
stressors (e.g., homelessness, 
social isolation, uncontrollable 
delusions / hallucinations); explore 
the emotional reactions to those 
stressors (e.g., hopelessness, fear, 
rejection).

19. Assist the client in exploring how 
his / her stressors and symptoms 
are currently managed (e.g., 
alcohol use, suicidal thoughts, 
isolation) and the consequences 
of these maladaptive coping 
strategies (e.g., numerous hos-
pitalizations, legal problems, 
isolation from family). 

14. Prioritize the stressors and 
symptoms related to alcohol 
dependency that are causing 
the most social turmoil and / or 
psychological pain. (20)

20. Explore with the client his / her 
perception of the positives and 
negatives of alcohol use (e.g., en-
hances socializing versus impairs 
judgment); determine if  the client 
is ready for change based on the 
greater disadvantages to alcohol 
use.

15. Identify stressors and symp-
toms that are causing the most 
dysfunction and are in an ap-
propriate stage of change. (21)

21. Discuss the specifi c disadvan-
tages the client associated with 
alcohol dependence (e.g., legal 
problems, fi nancial problems, 
occupational problems, support 
system rejection); determine 
his / her readiness to change by 
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 assessing the  intensity of  dis-
comfort associated with specifi c 
stressors (e.g., support system 
rejection causes unbearable sense 
of  isolation).

16. Apply harm reduction strate-
gies to stressors and symptoms 
that are related to alcohol 
dependence and are in an 
appropriate stage of change. 
(22, 23)

22. In the preparation and / or action 
stage of change, assist the cli-
ent in developing strategies that 
will reduce the harmful effects of 
alcohol dependence (e.g., tak-
ing public transportation instead 
of driving while intoxicated, 
continue to take prescribed psy-
chotropic medication while in an 
alcohol use pattern, avoid con-
frontations with a support person 
when intoxicated).

23. Remain encouraging and hopeful 
with the client that abstinence is 
the ultimate goal in treatment and 
continue education efforts re-
garding the interactions between 
his / her alcohol dependence and 
the mental illness.

17. Implement strategies to reduce 
alcohol dependency behaviors. 
(24, 25, 26)

24. Teach the client coping skills to 
reduce his / her alcohol dependence 
(e.g., review the negative disad-
vantages; highlight the advantages 
of discontinuing alcohol use; re-
inforce continued participation in
a 12- step support group; model 
and behaviorally reinforce strate-
gies to cope with high- risk situa-
tions; teach relaxation techniques 
to reduce stress).

25. Assign the client to track daily 
stressors caused by alcohol 
dependence (e.g., violence to-
ward loved ones), the resultant 
symptoms (e.g., shame, guilt), 
maladaptive coping patterns 
(e.g., further alcohol use), and 
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 experiences with newly acquired 
adaptive problem- solving strate-
gies (e.g., calling AA sponsor 
during urge to use).

26. Reinforce psychotropic medica-
tion compliance even during an 
alcohol use relapse period; point 
out that management of his / her 
mental illness will assist in the 
positive outcome of treatment for 
alcohol dependence. 

18. Implement problem- solving 
strategies to experience man-
agement over symptoms of 
schizophrenia. (27, 28, 29)

27. Teach the client healthy problem-
 solving skills (e.g., thoroughly 
understand the problem, explore 
alternative solutions, select and 
implement a plan of action) to 
cope with stressors (e.g., social 
isolation, auditory / visual hal-
lucinations) and symptoms (e.g., 
emotions of fear, loneliness, hope-
lessness) he / she has experienced 
due to the mental illness.

28. In the preparation / action stage 
of change teach the client specifi c 
coping strategies designed to man-
age his / her individually identifi ed 
experiences with mental illness 
(e.g., instead of using alcohol 
to control auditory hallucina-
tions, practice learned relaxation 
techniques and talk to doctor 
regarding medication evaluation).

29. Stress to the client the importance 
of consistent compliance with 
psychotropic medication prescrip-
tions; reinforce compliance and 
highlight benefi ts experienced.

19. Voluntarily continue active par-
ticipation in a formal treatment 
plan. (30, 31, 32, 33, 34)

30. Affi rm the client’s efforts to 
implement specifi c strategies 
that will help maintain his / her 
active participation in therapy 
(e.g., consistent attendance in 
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  abstinence support groups, con-
sistent adherence to prescribed 
psychotropic medication, con-
sistent use of  crisis plan when 
alcohol use or mental health 
crisis occurs).

31. Engage the client’s support system 
in continuous education regarding 
the interaction of his / her schizo-
phrenia and alcohol dependence 
(e.g., using alcohol to diminish 
despair due to mental illness).

32. Consistently reinforce and affi rm 
the client for engaging in the pro-
cess of  recovery, which is marked 
by voluntary, active involvement 
in therapy, continued medica-
tion and abstinence compliance, 
continued exercise of  harm re-
duction behavior strategies, and 
continued involvement in support 
groups.

33. With the assistance of support 
system (e.g., family, case man-
ager), assist the client in gaining 
employment and expanding 
healthy social outlets while teach-
ing him / her skills in emotional 
regulation, communication, and 
confl ict resolution.

34. Assist the client in writing a plan 
that lists the actions he / she will 
take to avoid relapse into alco-
hol use patterns and unmanaged 
symptoms of schizophrenia (e.g., 
remain aware of new strategies 
for effective coping with stressors 
and symptoms, rely on support-
ive social network, remain on 
prescribed psychotropic medica-
tions).
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20. Verbalize a sense of accom-
plishment over the progress 
made toward the management 
of the co- occurring disorders. 
(35, 36, 37)

35. Encourage the client to provide 
self- reports on recent incidents of 
improved problem solving (e.g., 
avoiding high- risk alcohol situ-
ations, effective harm reduction 
strategies, talking to doctor about 
medication concerns); affi rm suc-
cesses regardless of how minor or 
minimal they may be.

36. Encourage the client to take 
ownership of his / her recovery 
efforts, and affi rm the nature of 
self- effi cacy.

37. Acknowledge and resolve any 
psychological barriers (e.g., 
fear of failure, limited access to 
emotions, chronic resignation, 
self- devaluation traits) that have 
been seen as hindering the client’s 
process of acquiring adaptive 
problem- solving strategies.

21. Complete a re- administration 
of objective tests for Substance 
Use Disorders and mental ill-
ness. (38)

38. Assess the outcome of  treat-
ment by re- administering to the 
client objective tests to evaluate 
his / her progress in resolving the 
stressors and symptoms related 
to the alcohol dependency and 
schizophrenia; evaluate the 
results and provide feedback to 
the client.

22. Complete a survey to assess 
the degree of satisfaction with 
treatment. (39)

39. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  
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DIAGNOSTIC SUGGESTIONS:

Axis I: 295.90  Schizophrenia Undifferentiated Type
 295.70  Schizoaffective Disorder
 303.90  Alcohol Dependence
 297.1  Delusional Disorder
 298.9  Psychotic Disorder NOS
 296.xx  Depressive Disorder 
 296.90  Mood Disorder NOS
 309.81  Posttraumatic Stress Disorder
    
    

Axis II: 301.83  Borderline Personality Disorder
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DEPRESSIVE DISORDERS WITH 
ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Demonstrates behaviors positively correlated to either an acute episode 
of major depression (e.g., expressed feelings of despair, anhedonia, dys-
phoria) or a chronic state of dysthymia.

 2. Alcohol use has resulted in signifi cantly impaired functioning (e.g., em-
ployment loss, family turmoil, legal problems).

 3. Continues to use alcohol despite experiencing signifi cant negative social 
consequences (e.g., job loss, legal problems).

 4. Has an early history of alcohol use, usually in association with peer group 
activities, family traditions, or in a reaction to depressed mood.

 5. Reports a temporary relief  from depressive symptoms while under the in-
fl uence of alcohol.

 6. Has a history of seeking out alcohol when under extreme states of stress 
and anxiety.

 7. Has experienced multiple relapses after brief  periods of sobriety.
 8. Has a history of chronic suicide ideation.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate alcohol use.
 2. Establish a recovery pattern from alcohol abuse that includes social sup-

ports and implementation of relapse prevention guidelines.
 3. Alleviate depressed mood and return to previous level of effective func-

tioning.
 4. Engage in healthy activities of daily living that include employment and 

care of physical, spiritual, and emotional well- being.
 5. Develop a healthy sense of futuristic thinking that includes acceptance of 

self  as a person suffering from depression and alcohol abuse.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Share personal informa-
tion openly regarding acute 
risk factors correlated to the 
Depressive Disorder and / or 
alcohol abuse. (1, 2, 3)

 1. Examine the client’s current func-
tioning and note behaviors and / or 
conditions correlated to extreme 
risk of self- harm (e.g., feelings of 
hopelessness, despair, worthless-
ness) violence toward others (e.g., 
unregulated rage, victim selection, 
need for revenge), and / or inabil-
ity to care for basic needs (e.g., 
homelessness).

 2. Evaluate the severity of the 
client’s symptoms of Depres-
sive Disorder (e.g., paralyzing 
depressive features, disorganized 
thinking, psychosis).

 3. Evaluate need for acute de-
toxifi cation of alcohol use (e.g., 
current elevated blood alcohol 
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 level, slurred speech, unsteady 
gait) or alcohol withdrawal (e.g., 
hand tremors, elevated pulse rate, 
psychomotor agitation, hallucina-
tions).

 2. Cooperate with testing de-
signed to evaluate the level of 
alcohol abuse, signifi cance of 
the Depressive Disorder, and 
conditions correlated to readi-
ness to change. (4)

 4. Administer testing designed to 
reveal level of  alcohol use (e.g., 
Michigan Alcoholism Screening 
Test, Subtle Substance Abuse 
Screening Inventory), level of 
depression (e.g., Beck Depres-
sion Inventory), and readiness 
for change related to both 
disorders (e.g., Prochaska and 
DiClemente Stages of  Change 
Scale); provide feedback to the 
client on test results and treat-
ment implications.

 3. Comply with placement in a 
medically supervised setting. 
(5)

 5. If  interview results and / or testing 
data reveal the existence of acute 
risk factors for either disorder, 
arrange for treatment of the client 
in a medically supervised setting 
that is designated as capable in 
working effectively with both co-
 occurring conditions.

 4. Cooperate with a psychiatric 
assessment and an evaluation 
of the necessity for pharmaco-
logical intervention. (6)

 6. Refer the client for a psychiatric 
evaluation to determine the need 
for nonaddictive psychotropic 
medication; emphasize that deci-
sions for medicating psychiatric 
disorders are best made when 
the co- occurring Alcohol Abuse 
Disorder is stabilized.

 5. Take psychotropic medications 
as prescribed. (7, 8, 9)

 7. Monitor the client’s compliance 
with the prescribed psychotropic 
medication; review for effective-
ness and side effects.

 8. In partnership with the treating 
psychiatrist, emphasize the impor-
tance of never discontinuing
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 a medication during an exac-
erbation of the Alcohol Abuse 
Disorder because treatment of 
the Alcohol Abuse Disorder is 
enhanced when depressive symp-
toms are under control.

 9. In partnership with the treating 
psychiatrist, emphasize the impor-
tance of avoiding the ongoing use 
of potentially addictive psycho-
tropic medications and using 
them only for brief  periods when 
the client is under close medical 
supervision.

 6. Agree to implement a crisis- 
response plan during an un-
manageable exacerbation of 
any of the co- occurring condi-
tions. (10)

10. Develop a written crisis interven-
tion plan (to be implemented 
during times of destabilizing 
alcohol abuse or psychiatric 
stress) that will include members 
of his / her primary support net-
work, AA sponsor, or therapist; 
provide telephone numbers of all 
resources, contracting with the 
client to call someone on the list 
during an identifi ed emergency.

 7. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (11)

11. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
regarding the client’s health (e.g., 
acute medical conditions related 
to alcohol abuse, physical injury 
due to accidents, general disease 
patterns, history of noncompli-
ance with medical advice).

 8. Provide information which will 
accurately identify historical 
and current biopsychosocial 
functioning. (12, 13)

12. Examine with the client his / her 
current level of biopsychosocial 
functioning (e.g., living situation, 
fi nancial security, social support 
system, health, employment, activ-
ities of daily living, legal problems, 
symptoms of depression and / or 
alcohol use patterns); explore any 
changes from his / her baseline.
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13. Identify maladaptive levels of 
functioning that should be ad-
dressed due to the acute level of 
risk they represent (e.g., homeless-
ness, bankruptcy, incarceration, 
loss of social support).

 9. Accept information and educa-
tion regarding the interaction 
of Depressive Disorders and 
alcohol abuse. (14)

14. Assist the client in gaining insight 
into the function of alcohol use 
in his / her life (e.g., to facilitate so-
cialization, to alleviate feelings of 
isolation and / or boredom) and its 
interaction with his / her depressive 
symptoms (e.g., provides tempo-
rary sense of well- being, provides 
temporary escape from aversive 
psychological state).

10. Verbalize an understanding and 
acceptance of an integrated 
treatment plan developed to 
address issues of the Depressive 
Disorder and alcohol abuse. 
(15)

15. Explain to the client the in-
tegrated treatment plan that 
addresses his / her depression and 
alcohol abuse and respects the 
specifi c stage of  change associ-
ated with mental health and 
substance abuse issues (e.g., pre-
contemplation, contemplation, 
preparation, action, mainte-
nance) related to each disorder; 
offer to engage supportive 
resources if  appropriate.

11. Prioritize the co- occurring 
conditions by identifying the 
condition that is causing the 
most psychological pain and / or 
social turmoil. (16, 17, 18)

16. Explain to the client that therapy 
will focus on the condition caus-
ing the most social disruption 
and / or psychological pain.

17. Assist the client in acknowledging 
his / her most prominent stress-
ors (e.g., family turmoil), and 
examine the emotional reactions 
(symptoms) to those stressors 
(e.g., guilt, fear, shame).

18. Assist the client in identifying 
his / her most disruptive symptoms, 
how these symptoms are currently 
mismanaged (e.g., increase in 
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 alcohol use, suicidal ideation) and 
the consequences of these mal-
adaptive coping responses (e.g., 
family rejection, loss of employ-
ment, shame).

12. Prioritize the co- occurring 
conditions by identifying the 
condition that is most acces-
sible to therapeutic intervention 
based upon stage of change 
evaluation. (19, 20, 21, 22)

19. Explain to the client that the 
therapeutic process will initially 
focus on that problem identifi ed 
as most accessible to therapeutic 
intervention.

20. Process with the client the results 
of the previously administered 
Stages of Change Scale (e.g., pre-
contemplation—client does not 
see the issue as a problem; con-
templation—client agrees there 
is a problem; preparation—client 
discusses strategies for chang-
ing behaviors; action—client 
implements strategy for change; 
maintenance—actively working 
on strategy for change).

21. Integrate the client’s priority 
stressor or symptom (e.g., shame 
due to alcohol abuse) and the 
stage of change (e.g., contempla-
tion—the client agrees there is a 
problem) that offers the optimal 
opportunity for intervention into 
the initial therapy plan.

22. Implement Motivational Enhance-
ment Therapy approach for those 
symptoms and stressors where the 
client is in the resistance precon-
templation (e.g., client does not see 
the issue as a problem) stage.

13. Implement a specifi ed behav-
ioral plan to structure client’s 
daily routine with nonalcohol, 
productive activities. (23)

23. Assist the client in scheduling 
daily living activities that offer 
the opportunity for nonalcohol 
positive reinforcement (e.g., hob-
bies; volunteer work; prosocial 
activities with nonalcohol family, 
friends, and social groups).
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14. Engage in a process to resolve 
barriers to exercising a daily 
routine with non- alcohol, pro-
ductive activities. (24, 25, 26)

24. Assign the client a treatment jour-
nal to track his / her activities of 
daily living and note any barriers 
that exist for the client to either 
implement the activity schedule 
or feel a sense of pleasure and / or 
satisfaction from them.

25. Using the treatment journal, ex-
amine with the client the barriers 
that are noted in either the imple-
mentation or enjoyment of the 
activities of daily living schedule 
(e.g., lack of social skills, belief  
that these activities cannot replace 
the euphoria of alcohol use, an 
inability to experience pleasure, 
wrong choice of activities).

26. Examine the source and nature of 
the client’s negative attitudes, and 
work toward a resolution of these 
barriers to implement productive 
activities (e.g., modify the activi-
ties).

15. Implement strategies to reduce 
alcohol abuse. (27)

27. Teach the client coping skills to 
reduce alcohol abuse (e.g., review 
the negative effects of alcohol 
abuse; encourage regular partici-
pation in a 12- step support group; 
model, role- play, and reinforce 
social skills; teach relaxation tech-
niques to reduce tension during 
times of alcohol use triggers).

16. Verbalize insight into individ-
ual beliefs and attitudes about 
self  that contribute to feelings 
of depression. (28, 29)

28. Explore the client’s personal 
vulnerabilities that contribute 
to depressed feelings (e.g., issues 
of  self- devaluation, inability to 
access emotions, need to be per-
fect).

29. Assist the client in exploring the 
sources of his / her personal vul-
nerabilities and their infl uence on 
his / her depressive condition
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 (e.g., feelings of failure at the 
slightest mistake, keeping emo-
tions “bottled inside,” feelings of 
worthlessness); process how these 
vulnerabilities infl uence the need 
to abuse alcohol.

17. Replace the identifi ed beliefs 
and attitudes that contribute to 
feelings of depression. (30, 31)

30. Provide the client with home-
work assignments designed to 
modify / change the identifi ed 
personal vulnerabilities and 
negative beliefs (e.g., reacting to a 
personal mistake with forgiveness 
as a replacement for self- loathing; 
expressing a safe emotion to a 
friend or family member instead 
of withholding it).

31. Teach the client (1) to respect 
his / her core self- image of intrin-
sic worth (e.g., always welcoming 
the client with a genuine caring 
attitude), (2) he / she does not 
have to be perfect in the therapy 
relationship, (3) expressions of 
vulnerability are honored and ac-
cepted without judgment, (4) that 
he / she can experience failures 
safely and that he / she does not 
have to please the therapist.

18. Implement strategies to reduce 
Depressive Disorders. (32)

32. Teach the client coping skills to 
reduce depression (e.g., identify 
and replace distorted cognitive 
messages that trigger feelings 
of depression; reinforce positive 
self- esteem based in accomplish-
ments and renewed respect for 
the intrinsic value of self; encour-
age physical exercise and social 
contacts in activities of daily 
living schedule; reinforce assertive 
expression of emotions).

19. Increase verbalization of hope 
in improved problem- solving 
strategies. (33)

33. Review and reinforce with the cli-
ent the benefi ts of newly acquired 
coping skills and problem- solving
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 strategies; recognize the decrease 
and management of alcohol use 
and depressed feelings.

20. Develop a recovery plan that 
incorporates a respect that 
recovery is never complete and 
is an ongoing process. (34, 35)

34. Ask the client to list the actions 
that he / she will take to avoid 
relapse into alcohol abuse and 
depression (e.g., implement ef-
fective coping strategies, rely on 
supportive social network, remain 
on prescribed medications).

35. Encourage the client to respect 
that relapse is a phase of recov-
ery and is not indicative of a 
personal or treatment failure, to 
remain open to the acquisition 
of new problem- solving skills, 
and to remain involved with 
support groups (e.g., Alcohol-
ics Anonymous, Dual Recovery 
Anonymous).

21. Reinforce a sense of accom-
plishment for the progress 
made. (36)

36. Assist the client in enhancing self-
 image by encouraging him / her 
to provide self- reports on recent 
incidents of improved coping, 
symptom management, and prob-
lem- solving skills (e.g., remaining 
on prescribed medication for 
depression, attending to daily 
activity schedule, implementing 
coping strategies, attending recov-
ery meetings regularly).

22. Complete a re- administration 
of objective tests for alcohol 
abuse and the Depressive Dis-
order as a means of assessing 
treatment outcome. (37)

37. Re- administer objective assess-
ment instruments to evaluate the 
client’s progress in resolving emo-
tional and behavioral problems; 
provide feedback on the results to 
the client.

23. Complete a satisfaction survey. 
(38)

38. Administer a survey to assess the 
client’s satisfaction with his / her 
treatment process and goal attain-
ment.
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__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.4  Dysthymic Disorder
 311  Depressive Disorder NOS
 296.xx  Major Depressive Disorder
 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
 303.00  Alcohol Intoxication
 291.8  Alcohol Withdrawal
    
    

Axis II: 301.83  Borderline Personality Disorder
 301.4  Obsessive- Compulsive Personality Disorder
 301.81  Narcissistic Personality Disorder
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DEPRESSIVE DISORDERS WITH 
CANNABIS DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Demonstrates behaviors positively correlated to an acute episode of ma-
jor depression (e.g., expressed feelings of despair, severe lack of energy, 
withdrawal from social supports).

 2. Uses cannabis for temporary relief  from depressive symptoms.
 3. Continues cannabis use despite experiencing signifi cant negative social 

consequences (e.g., job loss, legal problems).
 4. Uses increasing amounts of cannabis in order to manage the symptoms of 

withdrawal.
 5. Has an early history of cannabis use, in association with peer group ac-

tivities, family patterns of substance use, or in a reaction to depressed 
mood.

 6. Rejects suggestions that cannabis use exacerbates the depressive condi-
tion.

 7. Has a history of spending a great deal of time seeking and using cannabis 
when under a state of extreme stress and anxiety.

 8. Has experienced multiple relapses after brief  periods of abstinence.
 9. Has a history of chronic suicide ideation.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate cannabis use.
 2. Establish a recovery pattern from cannabis dependence that includes so-

cial supports and implementation of relapse prevention guidelines.
 3. Alleviate depressed mood and achieve an adaptive level of functioning.
 4. Engage in healthy activities of daily living that include employment and 

care of physical, spiritual, and emotional well- being.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences caused by cannabis 
dependence. (1)

 1. Explore the negative conse-
quences resulting from the client’s 
cannabis dependence (e.g., legal, 
fi nancial, and employment prob-
lems, family turmoil, increased 
depression, decreased concentra-
tion and thought organization, 
increased paranoia).

 2. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (2)

 2. Refer to client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic fea-
tures (e.g., Depressive Disorders, 
Anxiety Disorders, Substance-
 Related Disorders, Personality 
Disorders).

 3. Complete psychological test-
ing or objective questionnaires 
for assessing the Depressive 
Disorder and Substance Use 
Disorder. (3)

 3. Administer to the client psycho-
logical instruments designed to 
objectively assess depression and 
Substance Use Disorders (e.g., 
Substance Abuse Subtle Screen-
ing Inventory–3 [SASSI- 3], 
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  Minnesota Multiphasic Personal-
ity Inventory–2 [MMPI- 2], Beck 
Depression Inventory [BDI]); give 
the client feedback regarding the 
results of the assessment.

 4. Provide information that will 
accurately identify historical 
and current biopsychosocial 
functioning. (4, 5)

 4. Examine the client’s current level 
of biopsychosocial functioning 
(e.g., living situation; fi nancial 
security; social support system; 
health; employment; activities 
of daily living; legal problems; 
symptoms of depression, anxiety, 
and / or thought disorders); explore 
any changes from his / her baseline.

 5. Explore for any maladaptive func-
tioning that should be addressed 
immediately due to the acute level 
of risk it represents for the client 
(e.g., homelessness, incarceration, 
loss of social support, severe psy-
chotic episodes).

 5. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (6, 7, 8, 9)

 6. Refer the client for a psychiatric 
evaluation to determine the need 
for nonaddictive psychotropic 
medication to treat the depressive 
disorder; emphasize that deci-
sions for medicating psychiatric 
disorders are best made when 
the co- occurring Substance Use 
Disorder is stabilized.

 7. Monitor the client’s compliance 
with the prescribed psychotropic 
medication; review for effective-
ness and side effects.

 8. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of never discon-
tinuing a medication during an 
exacerbation of the Cannabis 
Use Disorder, because treatment 
of the Substance Use Disorder is 
enhanced when depressive symp-
toms are under control.
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 9. In partnership with the treating 
psychiatrist, emphasize the impor-
tance of avoiding the ongoing use 
of potentially addictive psycho-
tropic medications, using them for 
only brief  periods when the client 
is under close medical supervi-
sion.

 6. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (10)

10.  After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
regarding the client’s health (e.g., 
physical injury due to accidents, 
general disease patterns, history 
of noncompliance with medical 
advice, observed symptoms of de-
pression, anxiety, and / or thought 
disorganization).

 7. Disclose information on cur-
rent and / or historical suicide 
behavior. (11, 12)

11.  Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide in the major 
depressive, such as melancholic 
despair, multiple losses, signifi -
cant anxiety, dramatic increase in 
substance use, or specifi c suicide 
planning (see The Suicide and 
Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

12.  Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the 
client on assessment results and 
implications for treatment.

 8. Provide information on cur-
rent and / or historical assaultive 
behavior. (13, 14)

13.  Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with vio-
lence in the major depressive 
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 with cannabis dependence (e.g., 
a history of violent behavior; 
history of childhood pathology 
of fi resetting, cruelty to animals, 
bed- wetting; increase in paranoid 
thinking).

14.  Explain to the violence- prone 
client that if, during treatment, 
he / she identifi es a specifi c indi-
vidual incorporated into his / her 
intent of violence, a professional 
consultation will be made regard-
ing the duty to warn.

 9. Verbalize thoughts about readi-
ness to change attitudes, affect, 
and behavior. (15)

15.  Assess the client for his / her stage 
of change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees 
no need to change; contempla-
tion—considers a change in 
behavior; preparation—begins 
plans to change; action—begins 
to modify problem behaviors; 
maintenance—active involvement 
in therapy) associated with his / her 
depressive disorder and cannabis 
dependence.

10.  Agree to implement a crisis- 
response plan during an un-
manageable exacerbation of 
any of the co- occurring condi-
tions. (16, 17, 18)

16.  If, at any time during treatment, 
the client experiences a threat-
ening exacerbation of major 
depression (e.g., signifi cant retar-
dation of psychomotor capacity, 
signifi cant slowing of thought or-
ganization) that is associated with 
suicide risk factors (e.g., severe 
hopelessness), facilitate admission 
to a medically supervised setting 
that is also capable of continued 
treatment of the co- occurring 
cannabis dependence.

17.  Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R), 
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 to determine if  the client would 
be better served with inpatient or 
residential substance use disorder 
treatment; utilize programs that 
are capable of treatment of the 
depressive disorder.

18.  Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times 
of destabilizing cannabis use or 
psychiatric stress, listing primary 
support network, NA spon-
sor, case manager, or therapist; 
provide telephone numbers of all 
resources, contracting with the 
client to call someone on the list 
during an identifi ed emergency.

11.  Verbalize an awareness of the 
need to change and a desire to 
do so. (19)

19.  Engage the client in Motivational 
Enhancement Therapy (e.g., refl ec-
tive listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

12.  Verbalize an acceptance of the 
integrated treatment plan to 
address cannabis dependence 
and major depression. (20, 21)

20.  Assist the client in gaining insight 
into the function of cannabis 
use in his / her life (e.g., to allevi-
ate feelings of boredom) and its 
interaction with his / her depressive 
symptoms (e.g., provides a tempo-
rary sense of well- being, provides 
a temporary escape from aversive 
psychological states).

21.  Explain to the client the in-
tegrated treatment plan that 
addresses his / her depression and 
cannabis dependence and respects 
the specifi c stage of change (e.g., 
precontemplation, contemplation, 
preparation, action, maintenance) 
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 related to each disorder; offer to 
engage supportive resources if  ap-
propriate.

13.  Prioritize the co- occurring 
conditions by identifying the 
condition that is causing the 
most psychic pain and / or social 
turmoil. (22, 23)

22.  Assist the client in listing his / her 
most prominent stressors (e.g., 
family turmoil, unemployment, 
fi nancial debt); explore the emo-
tional reactions or symptoms 
(e.g., guilt, fear, shame) produced 
by those stressors.

23.  Assist the client in identifying 
how his / her stressors and symp-
toms are currently mismanaged 
(e.g., increase in cannabis use, 
suicidal ideation) and the con-
sequences of these maladaptive 
coping responses (e.g., family 
rejection, loss of employment, 
unbearable shame).

14.  Identify the condition that is 
most accessible to therapeutic 
intervention based upon stage 
of change evaluation. (24, 25)

24.  Integrate the client’s priority stress-
ors and symptoms (e.g., family 
turmoil, shame due to cannabis 
dependence) and the stage of 
change (e.g., contemplation—the 
client agrees there is a problem) 
that offers the optimal opportunity 
for successful intervention into the 
initial therapy plan.

25.  Continue to implement Motiva-
tional Enhancement Therapy for 
those stressors and symptoms 
where the client is in the precon-
templation (e.g., does not see the 
issue as a problem) stage.

15.  Implement a specifi c behavioral 
plan to structure a daily routine 
with cannabis- free, productive 
activities. (26)

26.  In the preparation and action stages 
of change, assist the client in sched-
uling daily living activities that offer 
the opportunity for cannabis- free 
positive reinforcement (e.g., hob-
bies; volunteer work; prosocial 
activities with cannabis- free family, 
friends, and social groups).
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16.  Engage in a process to resolve 
barriers to exercising a daily 
routine with cannabis- free, pro-
ductive activities. (27, 28, 29)

27.  Assign the client a treatment jour-
nal to track his / her activities of 
daily living and note any barriers 
that exist for the client to either 
implement the activity or feel a 
sense of pleasure and / or satisfac-
tion from them.

28.  Using the treatment journal, exam-
ine with the client the identifi ed 
barriers in either the implementa-
tion or enjoyment of the activities 
of the daily living schedule (e.g., 
lack of social skills, belief that 
these activities cannot replace 
the euphoria of cannabis use, an 
inability to experience pleasure, 
wrong choice of activities).

29.  Examine the source and nature 
of the client’s negative attitudes, 
and work toward a resolution 
of these barriers to implement 
productive activities (e.g., enhance 
social skills through role- play 
and rehearsal, modify choice of 
activities, modify expectations of 
enjoyment); provide homework 
assignments for implementing the 
new skills.

17.  Implement strategies to reduce 
cannabis dependence. (30)

30.  Teach the client coping skills 
to reduce cannabis dependence 
(e.g., review the negative effects 
of cannabis dependence; en-
courage regular participation in 
either a 12- step support group 
or a stage- specifi c—preparation 
or action—therapy group; teach 
relaxation techniques to reduce 
tension during times of cannabis 
use triggers).

18.  Verbalize insight into individ-
ual beliefs and attitudes about 
self  that contribute to depres-
sive episodes. (31, 32)

31.  In the maintenance stage of 
change, explore the client’s 
personal vulnerabilities that 
 contribute to depressed feelings 
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 (e.g., issues of self- devaluation, 
inability to access emotions, need 
to be perfect).

32.  Assist the client in exploring 
the sources of his / her personal 
vulnerabilities and their infl uence 
on his / her depressive condition 
(e.g., feelings of worthlessness 
at the slightest mistake, keep-
ing emotions “bottled inside,” 
suicidal thoughts due to extreme 
self- devaluation); process the 
interaction between these vul-
nerabilities and the cannabis 
dependence.

19.  Resolve the identifi ed beliefs 
and attitudes that contribute to 
depressive episodes. (33, 34)

33.  Provide the client with homework 
assignments, to be noted in the 
treatment journal, designed to 
modify / change the identifi ed per-
sonal vulnerabilities and negative 
beliefs (e.g., reacting to a personal 
failure with understanding / for-
giveness as a replacement for 
self- loathing; expressing an emo-
tion to a friend, family member, 
or therapist instead of withhold-
ing it).

34.  In the context of the therapy 
relationship, teach the client (1) to 
respect his / her core self- image 
of intrinsic worth, (2) he / she 
does not have to be perfect in the 
therapy relationship, (3) expres-
sions of vulnerability are honored 
and accepted without judgment.

20.  Implement strategies to reduce 
issues of depression. (35)

35.  Teach the client coping skills to 
assist in reducing the depres-
sion (e.g., identify and replace 
distorted cognitive messages that 
trigger feelings of depression; re-
inforce positive self- esteem based 
in often- overlooked accomplish-
ments; encourage physical exercise 
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 and social contacts; reinforce as-
sertive expression of emotions).

21.  Verbalize an increase in self-
 esteem and a plan to maintain 
progress. (36, 37, 38)

36.  In the maintenance stage of 
change, reinforce with the client 
the benefi ts of newly acquired 
coping skills and problem- solving 
strategies; recognize for him / her 
the decreased use and improved 
management of cannabis and feel-
ings of depression.

37.  Encourage the client to list the 
actions he / she will take to avoid 
relapse into cannabis use and 
depression (e.g., implement ef-
fective coping strategies, rely on 
supportive social network, remain 
on prescribed medications).

38.  Assist the client in enhanc-
ing self- image by encouraging 
him / her to provide self- reports 
on recent incidents of improved 
coping, symptom management, 
and problem- solving skills (e.g., 
remaining on prescribed medica-
tion for depression, attending to 
daily activity schedule, interacting 
socially with pleasure).

22.  Complete a re- administration 
of objective tests of major 
depression and substance abuse 
as a means of assessing treat-
ment outcome. (39)

39.  Assess the outcome of treat-
ment by re- administering to the 
client objective tests of major 
depression and substance abuse; 
evaluate the results and provide 
feedback to the client.

23.  Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40.  Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  
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__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx  Major Depressive Disorder
 300.4  Dysthymic Disorder
 304.30  Cannabis Dependence
 305.20  Cannabis Abuse
 292.89  Cannabis- Induced Anxiety Disorder
 300.3  Obsessive- Compulsive Disorder
 300.02  Generalized Anxiety Disorder
    
    

Axis II: 301.83  Borderline Personality Disorder
 301.81  Narcissistic Personality Disorder
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DEPRESSIVE DISORDERS WITH 
PATHOLOGICAL GAMBLING

BEHAVIORAL DEFINITIONS

 1. Reports signs and symptoms of depression (e.g., sad affect, helplessness, 
hopelessness, worthlessness, guilt, sleep disturbance, fatigue).

 2. Denies that gambling is a problem, despite feedback from signifi cant oth-
ers that it is negatively affecting them and others.

 3. Experiences persistent legal, fi nancial, vocational, social, family, or rela-
tionship problems that are directly caused by gambling.

 4. Has failed in repeated attempts to stop or cut down on gambling, despite 
the verbalized desire to do so and the many negative consequences associ-
ated with the gambling history.

 5. Uses maladaptive gambling behavior as a way of relieving dysphoric mood 
(e.g., feelings of helplessness, guilt, anxiety, dysthymia).

 6. Restless and / or irritable when attempting to quit or limit gambling be-
havior.

 7. Demonstrates a maladaptive pattern of alcohol abuse manifested by in-
creased tolerance, withdrawal, loss of control, denial, and persistent use, 
in spite of many negative consequences.

 8. Is actively engaged in alcohol abuse to manage the emotions related to 
gambling (e.g., guilt, shame, anger, fear).

 9. Verbalizes feeling signifi cant physiologic excitement while gambling.
10. Has a history of poor impulse control, risk- taking behavior, and faulty 

internal regulation of emotions.
11. Has lost a signifi cant relationship, employment, educational opportuni-

ties, and / or fi nancial security as a result of gambling and / or the alcohol 
abuse.

12. Reports suicidal ideation when feeling hopeless about the ability to stop 
gambling and the co- occurring use of alcohol.

__.  
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__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate maladaptive gambling behavior.
 2. Alleviate depressed mood and develop positive feelings toward self.
 3. Develop healthy internal regulation of emotions, sound problem- solving 

skills, healthy stress management skills, and healthy impulse control ca-
pacity.

 4. Terminate alcohol abuse patterns.
 5. Accept responsibility for disruptions in social network and, if  possible, 

make healthy efforts toward their repair.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify current and historical 
specifi cs related to the patho-
logical gambling. (1, 2, 3)

 1. Explore the client’s progressive 
onset of pathological gambling 
behavior patterns (e.g., age of 
onset, feeling state at the time of 
introduction, and any noticeable 
physiologic changes while gam-
bling); examine any treatment 
experiences and outcomes and 
historical stimuli to relapse.

 2. Explore the benefi ts the cli-
ent believes result from his / her 
gambling behavior (e.g., relieves 
boredom, relieves chronic malaise, 
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 provides physiologic energy / ex-
citement, provides a way of 
getting out of gambling- related 
debt, designed to recapture the 
initially felt euphoria of winning).

 3. Examine the client’s experience 
with long- standing behaviors 
that could be associated with 
conditions of dysthymia, 
Obsessive- Compulsive Personality 
Disorder, antisocial personality 
traits, mania, and major de-
pression; examine any previous 
treatment episode and its out-
come, as well as issues that excite 
relapse.

 2. Provide information on per-
sonal experiences with alcohol 
use. (4, 5, 6)

 4. Explore the history of alcohol 
use in the client’s family of origin; 
examine alcohol abuse treatment 
history, issues that assist stability, 
and issues connected to relapse.

 5. Administer testing to reveal 
and evaluate the client’s level of 
alcohol use (e.g., Michigan Alco-
holism Screening Test [MAST]), 
level of co- occurring disorders 
(e.g., Mental Illness Drug and 
Alcohol Screening [MIDAS]), 
readiness- to- change assessment 
(e.g., University of Rhode Is-
land Change Assessment Scale 
[URICA], Readiness to Change 
Scale), and level of care assess-
ment for alcohol use (e.g., The 
Alcohol and Illegal Drugs Deci-
sional Balance Scale).

 6. Explore the client’s history for 
child abuse / neglect experiences 
in his / her family of origin and 
his / her perception of how this 
history affects his / her alcohol use 
patterns (e.g., alleviate painful
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 emotions, enhance social interac-
tion); encourage awareness of the 
linkage between alcohol abuse, 
maladaptive gambling, and cur-
rent depression.

 3. Provide complete information 
on current mood, affect, and 
thought process in a psychiatric 
evaluation. (7, 8, 9)

 7. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication and 
to validate co- occurring disor-
ders diagnoses (e.g., pathological 
gambling versus manic phase of 
bipolar illness); emphasize that 
medication decisions for psychiat-
ric disorders are best made when 
the co- occurring Substance Abuse 
Disorder is stable.

 8. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of ongoing monitor-
ing of nonaddictive psychotropic 
medication, remaining cautious 
to never discontinue the admin-
istration of medication during 
an exacerbation of the Alcohol 
Abuse Disorder, since a decrease 
in the symptoms of the depression 
may lead to a more effi cient treat-
ment of the alcohol abuse.

 9. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of using potentially 
addictive psychotropic medica-
tions only for brief  periods during 
acute exacerbations of the mental 
illness, and under close medical 
supervision, avoiding their use as 
a continuous maintenance medi-
cation.

 4. Take psychotropic medications 
as prescribed. (10)

10. Monitor the client’s compliance 
with the psychotropic medication 
prescription; chart the subjective 
and objective behavioral changes 
and monitor the side effects.
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 5. Medical personnel provide 
relevant, current information 
on general health issues. (11)

11. After obtaining appropriate con-
fi dentiality releases, contact the 
client’s primary care physician for 
a report on the client’s health.

 6. Provide accurate information 
that will identify potential for 
harm to self  or others. (12, 13)

12. Examine with the client any 
behavior or conditions (e.g., state-
ments of hopelessness and / or 
self- devaluation, plans of harm 
toward others, acute alcohol 
intoxication, loss of signifi cant 
relationships) that would indicate 
a signifi cant risk to the safety of 
self  or others.

13. Administer testing to assess suicide 
ideation and intent levels (e.g., 
Beck Scale for Suicide Ideation); 
provide feedback to the client and, 
if available and appropriate, the 
caregivers on test results and treat-
ment implications.

 7. Provide information that will 
accurately identify historical 
and current biopsychosocial 
functioning. (14, 15)

14. Examine with the client his / her 
current level of functioning and 
explore any changes from his-
torical levels of functioning (e.g., 
living situation, fi nancial security, 
social support, health, employ-
ment, symptoms of depression 
and / or alcohol use, gambling pat-
terns, legal problems, signifi cant 
differences in stages of change for 
each co- occurring condition).

15. Incorporate into the treatment 
plan the maladaptive levels of 
functioning noted by the client 
that need to be addressed due to 
the acute level of crisis they may 
represent (e.g., homeless condi-
tion, bankruptcy, unemployment).

 8. Comply with placement in a 
medically supervised setting 
when mental health or sub-
stance use seriously destabilize. 
(16, 17, 18, 19)

16. If  at any time during the therapy 
process the client has a relapse 
into alcohol abuse at a level 
of intensity that appears life 
 threatening or destabilizing, refer
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 him / her to a medically supervised 
detoxifi cation setting for stabiliza-
tion.

17. If  at any time during the therapy 
process the client displays an 
increase in the intensity of the 
symptoms in the Depressive Dis-
order, coupled with suicide intent, 
place him / her in a therapeutic 
setting that will provide protec-
tion from suicide impulse and will 
decrease perturbation.

18. If  at any time in the therapy 
process the client experiences a 
simultaneous destabilizing relapse 
into alcohol abuse and an increase 
in depressive symptoms that are 
life threatening, both conditions 
are viewed as primary and will be 
treated concurrently in a setting 
equipped to treat an acute exacer-
bation of co- occurring disorders 
(e.g., Dual Diagnosed Capable 
[DDC] or Dual Diagnosed En-
hanced [DDE] treatment setting).

19. Coordinate outpatient planning 
that will be based on the principle 
that all conditions are considered 
primary and, with an integrated 
approach, will simultaneously 
treat the Depressive Disorder, the 
alcohol abuse, and the pathologi-
cal gambling, and will facilitate 
the client’s use of supportive 
services that promote healthy psy-
chosocial adjustment (e.g., AA, 
Gamblers Anonymous).

 9. Agree to implement a cri-
sis- response plan during an 
unmanageable exacerbation of 
a co- occurring condition. (20)

20. Develop a written crisis interven-
tion plan, to be implemented 
when the client experiences desta-
bilizing alcohol abuse or at times 
of psychiatric stress that includes 
contacting a trusted friend, family
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 member, Alcohol or Gamblers 
Anonymous sponsor, or therapist; 
provide telephone numbers of 
all resources, asking the client to 
call someone on the list during an 
identifi ed emergency.

10. Verbalize understanding and 
acceptance of an integrated 
treatment plan developed to 
address issues of pathologi-
cal gambling, depression, and 
alcohol abuse. (21)

21. In the context of a welcoming, 
empathic therapeutic relationship, 
formulate an integrated treat-
ment plan that addresses issues 
of pathological gambling, depres-
sion, and alcohol abuse; explain 
the details of the treatment plan 
to the client in a hopeful manner 
and offer to engage caregivers and 
other supportive resources in the 
treatment process.

11. Provide information that will 
facilitate the prioritizing of 
the co- occurring conditions by 
identifying the condition that 
is causing the most psychologi-
cal pain and / or social turmoil. 
(22, 23, 24)

22. Explain to the client that while 
all the co- occurring disorders 
(i.e., pathological gambling, 
depression, alcohol abuse) are 
considered primary and the inter-
action among the three disorders 
is the focus of therapy, the ther-
apy process will remain fl exible, 
to enable the client to address that 
condition causing the most social 
disruption or psychological pain.

23. Assist the client in listing his / her 
most prominent stressors (e.g., 
attempts at quitting gambling, 
attempts to control alcohol use, 
family discord, fi nancial debt); 
explore the emotional reactions 
or symptoms (e.g., depression, 
shame, guilt) produced by those 
stressors.

24. Assist the client in developing a 
complete stressor and symptom 
inventory—how these stressors 
and symptoms are currently 
managed (e.g., increase in alco-
hol abuse, increase in gambling, 
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 suicidal thoughts) and the con-
sequences of these maladaptive 
coping responses (e.g., family 
rejection, loss of job).

12. Accept information and educa-
tion regarding the interaction 
of pathological gambling, alco-
hol abuse, and depression. (25)

25. Assist the client in gaining insight 
into the function of gambling in 
his / her life (e.g., alleviate depres-
sive symptoms, satisfy need for 
excitement) and its interaction 
with alcohol abuse (e.g., used to 
calm anxiety during stoppage of 
gambling behavior, used to calm 
gambling- related stress).

13. Implement problem- solving 
skills to experience manage-
ment over the identifi ed issues 
of pathological gambling, 
alcohol abuse, and depression. 
(26, 27, 28, 29)

26. Reinforce the therapeutic alliance 
at appropriate intervals during the 
treatment process by reempha-
sizing the welcoming, empathic 
attitude and by providing hope 
that, with the therapist’s help, 
management skills over the most 
painful and harmful stressors 
and symptoms will be learned; 
this will be especially vital during 
times of relapse of either alcohol 
abuse or pathologic gambling.

27. Teach the client healthy problem-
 solving skills (e.g., thoroughly 
defi ne the problem, explore alter-
native solutions, list the positives 
and negatives of each solution, 
select and implement a plan of ac-
tion, evaluate the outcome, adjust 
skills as necessary); remain patient 
and fl exible through the attempts 
to fi nd the most effective solution 
for one or all of the problems 
related to the co- occurring dis-
orders.

28. Assign the client a treatment jour-
nal to track daily stressors, the 
resultant symptoms, maladaptive 
coping patterns, and experiences 
with newly acquired coping
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 strategies (e.g., experiences of 
managing the urge to gamble by 
diverting attention, calling a spon-
sor); assign homework targeting 
symptom management.

29. Stress to the client that the treat-
ment goal is stressor and symptom 
management and not stressor or 
symptom elimination; teach the 
client that this allows experimenta-
tion (and failures) with different 
strategies and that one also expects 
that as one disorder calms the oth-
ers will be positively affected and, 
conversely, as one disorder exac-
erbates the others may, in kind, be 
negatively affected.

14. Implement strategies to reduce 
depression. (30)

30. Teach the client coping skills to 
reduce depression (e.g., identify 
and replace distorted cognitive 
messages that trigger feelings of 
depression; encourage increased 
socialization to reduce self- focus; 
reinforce positive self- esteem 
based in accomplishments and 
intrinsic value of self; urge in-
creased physical exercise; model, 
role- play, and reinforce assertive 
expression of feelings).

15. Implement strategies to reduce 
pathological gambling. (31)

31. Teach the client coping skills to 
reduce pathological gambling 
(e.g., review the negative impact 
of his / her gambling; identify 
and encourage adaptive replace-
ment behaviors that satisfy need 
for excitement, such as hiking, 
competitive sports, traveling, or 
hobby participation; urge consis-
tent attendance at recovery group 
meetings; develop and monitor 
budgeting of all income and 
expenses; identify and implement 
relapse prevention plans for high-
 risk situations).
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16. Implement strategies to reduce 
alcohol abuse. (32)

32. Teach the client coping skills to 
reduce alcohol abuse (e.g., review 
the negative effects of alcohol 
abuse; highlight the tendency to 
use denial to continue alcohol 
abuse; urge regular participa-
tion in a 12- step support group; 
model, role- play, and reinforce so-
cial skills to reduce anxiety; teach 
relaxation techniques to reduce 
tension levels; identify and imple-
ment relapse prevention plans for 
high- risk situations).

17. Increase verbalization of hope 
in improved problem solving 
and an ongoing respect for 
relapse. (33)

33. Encourage the client to track in 
a journal the benefi ts of newly 
acquired problem- solving strate-
gies and to recognize the decrease 
in the urge to gamble, depression, 
and alcohol abuse when these 
skills are applied at high- risk 
times; reinforce his / her confi dence 
that enhanced problem- solving 
leads to a decrease in painful 
symptoms.

18. Implement strategies that will 
enhance a balanced life and 
make amends for pain caused 
to others due to pathological 
gambling and alcohol abuse. 
(34, 35)

34. Assist the client in developing 
strategic plans for sound fi nan-
cial management, involvement in 
Gambler’s Anonymous and AA, 
steady employment, and contin-
ued respect for mental health and 
substance use issues; emphasize 
the benefi ts of a managed life 
(e.g., decrease in anxiety and de-
crease in need to abuse alcohol).

35. Assist the client in repairing 
the social network disruption 
caused by the experiences of the 
co- occurring disorders (e.g., own-
ing responsibility for disruptive 
behaviors, accepting anger and 
resentment from social network); 
remain alert to the need to con-
front the client’s urge to use denial 
and projection of blame, and
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 encourage him / her to respond to 
the needs of the affected social 
network.

19. Increase self- awareness and 
acceptance that includes self-
 identifi cation as a person who 
craves excitement, is prone 
to depression, vulnerable to 
impulsivity, copes with stress 
through alcohol abuse and 
pathological gambling. (25, 36)

25. Assist the client in gaining insight 
into the function of gambling in 
his / her life (e.g., alleviate depres-
sive symptoms, satisfy need for 
excitement) and its interaction 
with alcohol abuse (e.g., used to 
calm anxiety during stoppage of 
gambling behavior, used to calm 
gambling- related stress).

36. Assist the client in enhancement 
of self- image by encouraging 
him / her to provide self- reports 
from the treatment journal and 
homework assignments on recent 
incidents of improved problem-
 solving skills (e.g., refraining from 
subtle opportunities to gamble, 
deciding against a risk- taking 
activity, remaining on prescribed 
medication for depression, attend-
ing recovery meetings regularly).

20. Develop a recovery plan that 
incorporates a respect that 
recovery is never complete and 
is always ongoing. (37, 38)

37. Assist the client in writing a 
personal life plan that lists the 
actions he / she will take to avoid 
relapse into pathological gambling, 
depression, or alcohol abuse (e.g., 
remain aware of lessons from the 
treatment journal and / or home-
work assignments, remain on 
prescribed medications, work on 
12 steps of AA and / or GA).

38. Encourage client to be open to 
the acquisition of new problem-
 solving skills through continued 
relapse prevention. Encourage 
client to remain affi liated with 
support efforts (e.g., Gam-
blers Anonymous, Alcoholics 
Anonymous, Dual Recovery 
Anonymous).
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21. Verbalize a sense of accom-
plishment over the progress 
made toward resolving emo-
tional and behavioral issues. 
(36, 39)

36. Assist the client in enhancement 
of self- image by encouraging 
him / her to provide self- reports 
from the treatment journal and 
homework assignments on recent 
incidents of improved problem-
 solving skills (e.g., refraining from 
subtle opportunities to gamble, 
deciding against a risk- taking 
activity, remaining on prescribed 
medication for depression, attend-
ing recovery meetings regularly).

39. Re- administer objective assess-
ment instruments to evaluate the 
client’s progress in resolving emo-
tional and behavioral problems; 
provide feedback of the results to 
the client.

22. Complete a client satisfaction 
survey. (40)

40. Administer a survey to assess the 
client’s satisfaction with his / her 
treatment regimen and goal at-
tainment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.4  Dysthymic Disorder
 311  Depressive Disorder NOS
 296.xx  Major Depressive Disorder
 312.31  Pathological Gambling
 312.30  Impulse- Control Disorder NOS
 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
 300.3  Obsessive- Compulsive Disorder
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Axis II: 301.7  Antisocial Personality Disorder
 301.4  Obsessive- Compulsive Personality Disorder
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DISSOCIATIVE DISORDERS WITH 
COCAINE ABUSE

BEHAVIORAL DEFINITIONS

 1. Has experienced one or more episodes of an inability to recall impor-
tant personal information that is usually related to a traumatic or stressful 
event (i.e., Dissociative Amnesia).

 2. Has suddenly and unexpectedly traveled away from home with an inability 
to recall the past (i.e., Dissociative Fugue).

 3. Reports experiencing two or more distinct personalities that take control 
of behavior (i.e., Dissociative Identity Disorder).

 4. Reports feeling a sense of being detached from one’s mental process or 
body (i.e., Depersonalization Disorder).

 5. Demonstrates a signifi cantly weakened capacity to manage stress.
 6. Exhibits traits of Posttraumatic Stress Disorder.
 7. Uses cocaine to manage the traits of the Dissociative Disorder and / or the 

related mental health concerns.
 8. Persistently abuses cocaine in spite of negative social, relational, occupa-

tional, or legal consequences.
 9. Engages in parasuicidal behavior (e.g., self- mutilation) in order to man-

age traits of the Dissociative Disorder or fulfi ll other social, relational, or 
psychological needs.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Develop knowledge and awareness of the source, function, and history of 
the dissociative symptoms.

 2. Gradually terminate cocaine use patterns.
 3. Develop a healthy concept of self- acceptance that includes cessation of 

self- mutilation behaviors.
 4. Develop adaptive problem- solving skills and strategies as dissociative 

symptoms are resolved.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Disclose personal experiences 
with stress and / or trauma. (1)

 1. Examine the client’s life experi-
ences of trauma and stress that 
may be viewed as producing one 
or more of the Dissociative Disor-
ders (e.g., childhood experiences 
of ritual sexual assault that may 
have created a defense mechanism 
of Depersonalization Disorder or 
Dissociative Amnesia).

 2. Provide information on initial 
experiences with Dissociative 
Disorder and its progression. 
(2, 3)

 2. Explore with the client the na-
ture of early experiences with 
Dissociative Disorder (e.g., as a 
defense mechanism to the psy-
chological impact of ritual sexual 
abuse); acknowledge with the 
client the benefi t of this defense 
mechanism for this client at that 
time in his / her life.

 3. Identify with the client the pro-
gression of the Dissociative 
Disorder from a defense 
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 mechanism to a maladaptive 
psychological condition (e.g., 
depersonalization initially used to 
protect the client from the psy-
chological impact of ritual sexual 
abuse progresses to a Dissociative 
Disorder condition causing severe 
relational, social, occupational, 
and psychological impairment).

 3. Identify the negative con-
sequences and explore the 
perceived benefi ts caused by 
cocaine abuse. (4, 5)

 4. Explore the client’s current level 
of social turmoil and / or psy-
chological pain resulting from 
cocaine abuse (e.g., fi nancial and 
employment concerns, family 
turmoil, medical concerns, legal 
problems).

 5. Allow the client to explore the 
possible perceived benefi ts to 
cocaine abuse (e.g., permits 
temporary sense of well- being in 
states of psychological chaos; pro-
motes false sense of reintegration 
from dissociation conditions).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (6, 7)

 6. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic fea-
tures (e.g., Dissociative Disorders, 
Psychotic Disorders, Depressive 
Disorders, Anxiety Disorders, 
Substance Use Disorders, Person-
ality Disorders).

 7. Evaluate the differentiating specif-
ics of the Dissociative Disorders 
(e.g., amnesia, fugue, identity 
disorder, depersonalization), the 
function of posttraumatic stress, 
or the function of borderline 
personality traits; consider the in-
fl uence of temporal lobe epilepsy, 
acute stress, panic attacks, and / or 
psychotic conditions.
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 5. Complete psychological testing 
or objective questionnaires for 
assessing Dissociative Disor-
ders, substance abuse patterns, 
and other related mental health 
concerns. (8)

 8. Administer to the client psycho-
logical instruments designed to 
objectively assess levels of Dis-
sociative Disorders, Substance 
Use Disorders, and related mental 
health concerns (e.g., Detailed 
Assessment of Posttraumatic 
Stress [DAPS]; Trauma Symptom 
Inventory [TSI]; Millon Clinical 
Multiaxial Inventory–III [MCMI-
 III]; Substance Abuse Subtle 
Screening Inventory–3 [SASSI- 3]); 
provide feedback of the results to 
the client.

 6. Cooperate with an evaluation 
for psychotropic medication 
and take medications as pre-
scribed. (9, 10)

 9. Refer the client to a physician 
to be evaluated for psychotropic 
medication and implement the 
following guidelines: (1) involve 
the client in the decision, (2) use 
only nonaddictive medications, (3) 
encourage and monitor contin-
ued medication compliance even 
during an exacerbation of cocaine 
use, (4) treat only diagnosed Axis 
I conditions, (5) evaluate the risks 
of overdose.

10. Monitor the client’s psycho-
tropic medication compliance, 
effectiveness, and side effects; 
communicate this information to 
the prescribing physician.

 7. Sign a release of information 
form to allow data to be gath-
ered on medical history. (11)

11. After obtaining confi dential-
ity releases, contact the client’s 
primary care provider for a report 
on his / her health history (e.g., 
history of diseases and bodily 
injuries; history of traumatic 
brain injury, closed head injury, 
or central nervous system trauma; 
psychosomatic complaints; cur-
rent medications).
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 8. Disclose information on cur-
rent and / or historical suicide 
behavior. (12, 13)

12. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with com-
pleted suicide in persons with 
Dissociative Disorders, such 
as patterns of increased social 
isolation, severe issues of post-
traumatic stress, unmanaged 
self- mutilation patterns, unman-
aged cocaine use, elements of 
severe hopelessness, borderline 
personality traits, or relation-
ship turmoil (see The Suicide and 
Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

13. Administer objective suicide 
assessment scales to validate 
clinical fi ndings (e.g., Beck Scale 
for Suicide Ideation, Reasons for 
Living Inventory, Suicide Ideation 
Questionnaire); provide feedback 
to the client on the results and 
implications for treatment.

 9. Comply with placement in a 
medically supervised setting for 
stabilization. (14, 15)

14. If, at any time during treatment, 
the client experiences a medically 
threatening level of intoxica-
tion due to unmanaged cocaine 
use, place him / her in a medically 
supervised detoxifi cation program 
for stabilization.

15. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM-2R) 
to determine if  the client would 
be better served with inpatient 
residential treatment; utilize inpa-
tient programs that are capable of 
working with co- occurring condi-
tions of Dissociative Disorders 
and related mental health con-
cerns.
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10. Verbalize agreement with a 
plan for dealing with situations 
when stress tolerance becomes 
unmanageable. (16, 17)

16. Develop a written crisis interven-
tion contract to implement during 
times of unregulated dissociative 
conditions that includes calling 
positive social supports and pre-
established, well- defi ned guide-
lines for the use of psychiatric 
inpatient services.

17. Administer the Level of Care Uti-
lization System (LOCUS 2.001) 
to validate clinical fi ndings and to 
determine if  the client is in medi-
cal need of inpatient psychiatric 
services; utilize inpatient pro-
grams that are capable of working 
with co- occurring conditions of 
Substance Use Disorders.

11. Verbalize an awareness of the 
need to change and a desire to 
do so. (18, 19, 20)

18. Assess the client for his / her Stage 
of Change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees no 
need to change; contemplation—
begins to identify a problem; 
preparation—begins to discuss 
the advantages of change and 
treatment options; action—begins 
to modify problem behaviors; 
maintenance—active involvement 
in treatment).

19. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

20. Encourage the client in a process 
of self- generated problem identi-
fi cation that will be refl ective of 
his / her acknowledged discrepancy 
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 between current problematic 
behaviors and the valued issues 
of his / her life (e.g., cocaine abuse, 
while providing psychological 
relief, creates disruption in the 
client’s valued role as a parent).

12. Verbalize an understanding of 
the interaction of the Dissocia-
tive Disorder, related mental 
health issues, cocaine abuse, 
and self- mutilation patterns. 
(21)

21. Educate the client regarding 
the interaction of identifi ed 
co- occurring disorders (e.g., 
posttraumatic stress issues caus-
ing Dissociative Amnesia and / or 
depersonalization; cocaine abuse 
used to relieve the effects of 
depersonalization; self- mutilation 
used to reintegrate from deper-
sonalization experiences; cocaine 
use resulting from Dissociative 
Identity experience).

13. Identify current stressors, and 
the resulting symptoms, that 
are caused by the Dissociative 
Disorder, related mental 
health concerns, cocaine abuse, 
and self- mutilation patterns. 
(22, 23, 24)

22. Assist the client in listing current 
stressors or behavioral conditions 
that are attributed to the co-
 occurring conditions (e.g., family 
turmoil attributed to cocaine 
abuse; sexual acting out due to 
Dissociative Identity Disorder; 
self- mutilation due to Deperson-
alization Disorder).

23. Assist the client in identifying 
the most disruptive stressor that 
creates a painful discrepancy 
between what is currently expe-
rienced and what is valued and 
cherished (e.g., severe family 
turmoil due to cocaine abuse); 
establish for the client that this 
will be the initial focus of therapy, 
due to its high level of pain and 
the client’s readiness to change.

24. Assist the client in listing current 
symptoms or emotional reactions 
to identifi ed stressors (e.g., guilt 
and shame caused by family 
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 turmoil and depersonalization 
episodes), how these symptoms 
are currently mismanaged (e.g., 
increase in isolation, increase in 
cocaine abuse), and the conse-
quences of these maladaptive 
coping strategies (e.g., suicide 
ideation).

14. Implement problem- solving 
and stress management skills. 
(25, 26, 27, 28)

25. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary); model appli-
cation of this skill to the client’s 
primary issue of stress.

26. Assign the client to track daily 
stressors, maladaptive coping pat-
terns, and experiences with newly 
acquired coping strategies (e.g., 
coping with family turmoil by 
using learned confl ict resolution 
skills, coping with the urge to use 
cocaine by using learned replace-
ment strategies); assign homework 
targeting stress management 
skills.

27. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore and un-
derstand the symptom, its history, 
its causes, its function; validate 
current emotional reactions; 
explore alternative emotional 
reactions; select a plan of action 
and evaluate the outcome).

28. Assign the client to track daily 
symptoms, maladaptive emotional 
reactions, and experiences
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 with newly acquired emotional 
regulation skills (e.g., replace 
self- directed rage due to de-
personalization episodes with an 
adaptive self- acceptance related 
to an understanding of  this 
condition); assign homework 
targeting symptom management 
skills.

15. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (29, 30)

29. Explore the client’s personal 
vulnerabilities that may hinder 
his / her effectively acquiring new 
problem- solving strategies (e.g., 
a severe fear of failure, cogni-
tive rigidity, limited or no access 
to emotions, extreme levels of 
shame, chronic issues of self-
 devaluation).

30. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
(e.g., acknowledge the existence 
of the vulnerabilities, examine the 
source of the vulnerabilities, gain 
a thorough understanding of the 
function of the vulnerabilities, 
replace identifi ed vulnerabilities 
with a client- generated and adap-
tive self- identity).

16. Implement strategies to reduce 
cocaine abuse. (31, 32)

31. Reinforce with the client the in-
teraction between his / her cocaine 
abuse and Dissociative Disorder 
(e.g., used to achieve a tempo-
rary sense of well- being, used to 
reintegrate from a de-
personalization episode); exer-
cise caution while balancing the 
titration from cocaine use with 
implementation of adaptive skills, 
to equate the sense of well- being 
and assist in reintegration strate-
gies.
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32. Respecting the cautious balance 
between titration off  cocaine and 
implementing new skills for re-
integration, teach the client skills 
to reduce his / her cocaine use (e.g., 
review the negative aspects of 
cocaine abuse; implement harm 
reduction strategies during titra-
tion; teach relaxation techniques 
to reduce tension levels; urge 
participation in a 12- step recovery 
group; encourage participation in 
a stage- of- change- specifi c support 
group).

17. Implement strategies to reduce 
patterns of dissociative behav-
iors. (33, 34, 35, 36, 37)

33. Reduce the stress and tension re-
lated to conditions of Dissociative 
Identity Disorder (e.g., cau-
tiously acknowledge the separate 
identities with a thorough un-
derstanding of their history and 
function for the client; teach harm 
reduction strategies for maladap-
tive behaviors associated with 
each identity such as alternative 
methods of reintegration other 
than self- mutilation; cautiously 
integrate the separate identities 
into an adaptive personality).

34. Reduce the stress and tension 
related to conditions of De-
personalization Disorder (e.g., 
acknowledge the defensive func-
tion of depersonalization during 
times of unbearable stress; teach 
stress reduction strategies that 
will gradually replace deperson-
alization episodes; teach harm 
reduction strategies to implement 
during depersonalization episodes 
[for example, alternative strategies 
of self- integration other than self-
 mutilation]).
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35. Teach the client strategies to 
reduce the tension associated with 
posttraumatic stress (e.g., skills 
to manage intrusive thoughts and 
images that may stimulate disso-
ciative episodes; validate emotions 
of fear, dread, or grieving that 
are associated with the traumatic 
event(s), and teach emotional 
regulation skills; encourage 
participation in therapy and / or 
support groups for survivors of 
trauma).

36. Teach the client strategies to re-
duce borderline personality traits 
(e.g., participation in Dialectical 
Behavior Therapy group skills 
training; boundary setting in 
relationships; assertive commu-
nication of feelings; mindfulness 
training for enhanced sense of 
self; anger management and emo-
tional regulation skills).

37. Engage the client in a titration 
process to diminish self- mutilation 
while gradually replacing this with 
adaptive emotional regulation 
and reintegration strategies; teach 
relaxation skills that will enhance 
reintegration efforts and reduce 
tension associated with deperson-
alization episodes.

18. Verbalize statements of hope 
that effective stress and symp-
tom management skills can be 
maintained. (38)

38. Encourage the client to respect 
the incremental changes in mal-
adaptive behaviors when skills are 
applied to his / her co- occurring 
disorders; reinforce his / her confi -
dence that continued use of these 
skills will maintain management 
over painful stressors and symp-
toms.
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19. Develop a plan that incor-
porates relapse- prevention 
strategies. (39)

39. Assist the client in writing a 
plan that lists the actions he / she 
will take to manage episodes of 
relapse into cocaine abuse and / or 
patterns of Dissociative Disorders 
(e.g., remain aware of new cop-
ing strategies, rely on supportive 
social network).

20. Complete a re- administration 
of objective tests of Dissocia-
tive Disorders, cocaine abuse, 
and related mental health con-
cerns as a means of assessing 
treatment outcome. (40)

40. Assess the outcome of treatment 
by re- administering to the client 
objective tests of Dissociative Dis-
orders, Substance Use Disorders, 
and related mental health issues; 
evaluate the results and provide 
feedback to the client.

21. Complete a survey to assess 
the degree of satisfaction with 
treatment. (41)

41. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.12  Dissociative Amnesia
 300.13  Dissociative Fugue
 300.14  Dissociative Identify Disorder
 300.6  Depersonalization Disorder
 300.15  Dissociative Disorder NOS
 305.60  Cocaine Abuse
 300.02  Generalized Anxiety Disorder
 309.81  Posttraumatic Stress Disorder
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Axis II: 301.83  Borderline Personality Disorder
 301.9  Personality Disorder NOS
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GENERALIZED ANXIETY DISORDER 
WITH CANNABIS ABUSE

BEHAVIORAL DEFINITIONS

 1. Reports continuous and consistent apprehension, worry, and anxiety.
 2. The focus of the continuous anxiety is nonspecifi c and is not related to 

social, relational, or occupational factors.
 3. Experiences restlessness, fatigue, irritability, distractibility, and sleep dis-

turbances.
 4. Cannabis is used to control disruptive anxiety symptoms and to gain tem-

porary relief  from the disorder.
 5. The cannabis use continues regardless of experiencing adverse social, re-

lational, occupational, or legal consequences.
 6. Rejects suggestions from social support system that cannabis use is be-

coming problematic and / or creating a depressive phase of behavior.
 7. Reports experiencing suicidal thoughts.

__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate the cannabis use.
 2. Establish a recovery pattern from cannabis abuse that includes social sup-

ports and implementation of relapse prevention guidelines.
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 3. Alleviate anxious mood and achieve an adaptive level of functioning.
 4. Engage in healthy activities of daily living that include employment and 

care of physical, spiritual, and emotional well- being.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences caused by cannabis 
abuse. (1)

 1. Explore the negative conse-
quences resulting from the client’s 
cannabis use and abuse patterns 
(e.g., legal, fi nancial, and employ-
ment problems; family turmoil; 
increase in depressive features; 
decreased concentration and 
thought organization ability; 
increase in paranoid thinking).

 2. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (2)

 2. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic 
features (e.g., other Anxiety 
Disorders, Mood Disorders, 
Psychotic Disorders, Substance 
Use Disorders, Pervasive Devel-
opmental Disorder).

 3. Complete psychological testing 
and / or objective questionnaires 
for assessing Anxiety Disorders 
and Substance Use Disorders. 
(3)

 3. Administer to the client psycho-
logical instruments designed to 
objectively assess the identifi ed 
co- occurring disorders (e.g., Sub-
stance Abuse Subtle Screening 
Inventory–3 [SASSI- 3]; State-
 Trait Anxiety Inventory [STAI]; 
Beck Anxiety Inventory [BAI]); 
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 give the client feedback regarding 
the results.

 4. Provide information that will 
identify historical and current 
social, relational, occupational, 
academic, and psychological 
functioning. (4, 5)

 4. Examine the client’s current level 
of  social functioning (e.g., living 
situation; fi nancial security; social 
support system; health; employ-
ment; activities of  daily living; 
legal problems; unmanageable 
symptoms of  depression, anxi-
ety, and / or Psychotic Disorders); 
explore if  any of  these conditions 
represent a dramatic change from 
his / her baseline of  functioning.

 5. Explore any maladaptive func-
tioning that should be addressed 
immediately due to the acute 
level of  risk they may represent 
for the client (e.g., homelessness, 
alienation from support system, 
incarceration, unmanageable 
panic anxiety).

 5. Cooperate with an evaluation 
for psychotropic medication 
and take the medication as 
prescribed. (6, 7)

 6. Refer the client for a psychiatric 
evaluation to determine the need 
for nonaddictive psychotropic 
medication, and follow these 
guidelines: (1) initiate medication 
program immediately, regard-
less of  the current status of  the 
Substance Use Disorder, (2) use 
addictive antianxiety medication 
very cautiously and only during 
an acute exacerbation and under 
medical supervision.

 7. In partnership with the treating 
psychiatrist, monitor the client’s 
compliance with the prescribed 
medication (e.g., review for ef-
fectiveness and side effects); 
emphasize the importance of 
continuing the medication even 
during an exacerbation 
of  the Cannabis Use Disorder 
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 (e.g., treatment of  the Substance 
Use Disorder is enhanced when 
symptoms of  anxiety are under 
control).

 6. Sign a release of  informa-
tion form to allow medical 
personnel to provide relevant 
information on general health 
issues. (8)

 8. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
regarding the client’s health (e.g., 
general health issues, especially 
pulmonary and cardiovascu-
lar; history of  noncompliance 
with medical advice; observed 
symptoms of  depression and / or 
anxiety; medications).

 7. Disclose information on cur-
rent and / or historical suicidal 
behaviors. (9, 10)

 9. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with com-
pleted suicide for persons with 
generalized anxiety, such as male 
gender, signifi cant loss of  social 
support, hopelessness, unregu-
lated anger issues, severe pattern 
of  panic attacks, dramatic in-
crease in substance use patterns, 
or noncompliance with prescribed 
medications (see The Suicide and 
Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

10. Administer objective suicide 
assessment scales to validate clini-
cal fi ndings (e.g., Beck Scale for 
Suicide Ideation, Suicide Ideation 
Questionnaire, Suicide Prob-
ability Scale, Reasons for Living 
Inventory); provide feedback to 
the client on assessment results 
and implications for treatment.

 8. Agree to implement a crisis-
 response plan during an 
unmanageable exacerbation of 
any of  the co- occurring condi-
tions. (11, 12, 13)

11. If, at any time during treat-
ment, the client experiences a 
threatening exacerbation of  the 
Generalized Anxiety Disorder 
(e.g., unmanageable panic anxiety
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 with sleep disturbance, increased 
irritability, inability to concen-
trate) that is associated with risk 
factors for suicide (e.g., severe 
hopelessness), facilitate admis-
sion to a medically supervised 
setting that is capable of  work-
ing with his / her Substance Use 
Disorder.

12. Administer the American Society 
of  Addiction Medicine Patient 
Placement Criteria [ASAM-2R], 
to determine if  the client would 
be better served with inpatient 
or residential substance abuse 
treatment; utilize programs that 
are capable of  treating all co-
 occurring disorders.

13. Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times 
of  destabilizing cannabis use or 
psychiatric stress: list primary 
support network, NA sponsor, 
or therapist; provide telephone 
numbers of  all resources; contract 
with the client to call someone 
on the list during an identifi ed 
emergency.

 9. Verbalize an awareness of  the 
need to change and a desire to 
do so. (14, 15, 16)

14. Assess the client for his / her stage 
of  change associated with mental 
health and substance abuse issues 
(e.g., precontemplation—sees no 
need to change; contemplation—
begins to identify problems, but 
remains ambivalent regarding 
change; preparation—sees a 
reason to change and discusses 
strategies; action—begins to 
modify problem behaviors; main-
tenance—active involvement in 
therapy) associated with his / her 
co- occurring disorders.
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15. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 

 been identifi ed as being in a stage 
of  change where any resistance or 
ambivalence exists (e.g., precon-
templation, contemplation, or 
preparation).

16. Assist the client in self- generated 
problem identifi cation by listen-
ing for discrepancies between 
his / her reported current behav-
iors and valued goals and wishes 
(e.g., client acknowledges that 
cannabis use is creating painful 
alienation with his / her children, 
which is in confl ict with his / her 
valued desire to be a good par-
ent).

10. Verbalize an understanding of 
the interactions among all of 
the co- occurring disorders and 
acceptance of  an integrated 
treatment plan. (17, 18, 19)

17. Assist the client in gaining 
insight into the function of  can-
nabis use in his / her life (e.g., to 
alleviate feelings of  boredom) 
and its interaction with his / her 
symptoms of  generalized anxi-
ety (e.g., provides temporary 
relief  from consistent symptoms, 
provides a temporary sense of 
well- being).

18. Examine with the client the 
integrated treatment plan, which 
addresses the interaction of 
his / her cannabis use and symp-
toms of  anxiety, respects the 
stage of  change for each disorder 
(e.g., precontemplation for can-
nabis abuse and contemplation 
for generalized anxiety), and will 
emphasize the condition that 
is causing the client the highest 
level of  psychological pain (e.g., 
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 cannabis use, which is causing 
extreme family turmoil).

19. Offer to engage supportive re-
sources into the treatment process 
if  it is viewed by the client as ap-
propriate.

11. Prioritize the co- occurring 
conditions by identifying 
the condition that is causing 
the most psychological pain 
and / or social turmoil. (20, 21)

20. Assist the client in listing his / her 
most prominent stressors (e.g., 
family turmoil, unemployment, 
fi nancial concerns); explore the 
emotional reactions or symptoms 
produced by those stressors (e.g., 
shame, guilt, fear).

21. Assist the client in identifying 
how his / her stressors and symp-
toms are currently mismanaged 
(e.g., increase in cannabis use, 
suicidal ideation) and the con-
sequences of  these maladaptive 
coping responses (e.g., family 
rejection, loss of  employment, 
unbearable shame).

12. Identify the condition that is 
most accessible to therapeutic 
intervention. (22, 23)

22. Integrate the client’s priority 
stressors and symptoms (e.g., 
family turmoil with shame and 
guilt due to continued cannabis 
abuse) and the stage of  change 
(e.g., contemplation—the client 
agrees there is a problem) that 
offers the optimal opportunity for 
successful intervention into the 
initial therapy plan.

23. Continue to implement the 
appropriate dynamics of  Moti-
vational Enhancement Therapy 
(e.g., refl ective listening, accurate 
empathy, accepting resistance) 
for those stressors and symp-
toms where the client remains in 
the precontemplation stage of 
change.
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13. Implement a specifi c behav-
ioral plan to structure a daily 
routine with cannabis- free, pro-
ductive activities. (24)

24. In the preparation and action 
stages of  change, assist the client 
in scheduling daily living activi-
ties that offer the opportunity for 
cannabis- free positive reinforce-
ment (e.g., hobbies; volunteer 
work; prosocial activities with 
cannabis- free family, employ-
ment, friends, and social groups).

14. Implement problem- solving 
skills to manage stressors and 
symptoms. (25, 26, 27, 28)

25. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore a variety of 
solutions, list the positives and 
negatives of  each solution, select 
and implement a plan of  action, 
evaluate the outcome, adjust 
skills as necessary).

26. Assign the client to track daily 
stressors (e.g., confl ict with 
children due to his / her can-
nabis use), maladaptive coping 
responses (e.g., increased use of 
cannabis, avoiding family, arguing 
with family regarding cannabis 
use), and experiences with newly 
acquired coping strategies (e.g., 
engaging with family in cannabis-
 free social activities).

27. Teach the client healthy prob-
lem- solving skills over identifi ed 
symptoms related to stressors 
(e.g., validate current emotional 
reaction, explore history and 
function of  current emotional 
reaction, examine possible al-
ternative emotional reactions to 
stressors, examine possible re-
placement of  emotional reaction, 
explore adaptive management 
skills over harmful emotional 
reactions).
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28. Assign the client to track daily 
symptoms (e.g., shame and guilt 
over children’s alienation due to 
his / her cannabis abuse), mal-
adaptive coping patterns (e.g., 
increased defensiveness, isolative 
behaviors, anger), and experi-
ences with newly acquired coping 
strategies (e.g., entering into a 
process of  recovery that eventu-
ally leads the client to managing 
shame by apologizing to chil-
dren).

15. Identify and resolve barriers 
that hinder both cannabis- free 
activities and learning produc-
tive problem- solving strategies. 
(29, 30, 31, 32)

29. Examine with the client identifi ed 
barriers to the implementation or 
enjoyment of  the cannabis- free 
activities of  daily living schedule 
(e.g., lack of  social skills, be-
lief  that these activities cannot 
replace the euphoria of  cannabis 
use, an inability to experience 
pleasure due to anxiety, poor 
choices of  inappropriate activi-
ties).

30. Examine the source and nature 
of  the client’s negative attitudes, 
and work toward a resolution of 
these barriers to implement pro-
ductive activities (e.g., enhance 
social skills through role- play 
and behavior rehearsal, modify 
choice of  activities, modify 
expectations of  enjoyment); pro-
vide homework assignments for 
implementing the new skills (e.g., 
cannabis- free social activities with 
family).

31. Explore with the client personal 
vulnerabilities that may hinder 
his / her effectively acquiring new 
problem- solving strategies (e.g., 
cognitive rigidity and lack of 
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 personal resiliency, emotional 
constriction, traits of  self- doubt 
and self- devaluation).

32. Teach the client strategies to 
diminish the infl uence of  the 
identifi ed vulnerabilities on 
learning (e.g., acknowledge the 
existence of  the vulnerabilities; 
examine the source, history, and 
function of  the vulnerabilities; 
replace the vulnerabilities with a 
client- generated, adaptive self-
 identity).

16. Implement strategies to reduce 
cannabis abuse. (33)

33. Teach the client coping skills 
to reduce patterns of  cannabis 
abuse (e.g., review the negative 
 consequences of  cannabis use; 
encourage regular participation 
in either a 12- step support group 
or a stage- of- change- specifi c 
[preparation / action] therapy 
group; teach relaxation tech-
niques to reduce tension and 
anxiety during times of  cannabis 
use triggers).

17. Implement strategies to reduce 
traits and behaviors associ-
ated with generalized anxiety. 
(34, 35, 36)

34. Teach the client techniques of 
deep muscle relaxation, guided 
imagery, and diaphragmatic 
breathing to apply at times of 
stress, anxiety, or panic attacks; 
assign implementation in his / her 
normal activities of  daily living 
and track effectiveness.

35. Emphasize to the client the neces-
sity of  adhering to the guidelines 
of  the nonaddictive medication 
prescription; in consultation with 
the prescribing physician develop 
a plan of  titration from cannabis 
use to a healthy reliance on the 
prescribed medication.
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36. Teach the client coping skills to 
assist in reducing patterns of 
generalized anxiety (e.g., identify 
and replace distorted cognitive 
messages that trigger feelings 
of  anxiety; encourage routines 
of  physical exercise and social 
contacts; reinforce a capacity for 
assertive expression of  emotions).

18. Verbalize an increase in self-
 esteem and a plan to maintain 
progress. (37, 38)

37. Encourage the client to list the 
actions he / she will take to avoid 
relapse into cannabis use and 
anxiety (e.g., remain on medica-
tions, continued use of  acquired 
problem- solving strategies, 
continued reliance on supportive 
social network).

38. Assist the client in enhancing self-
 image by encouraging him / her 

 to provide self- reports on recent 
experiences of  improved coping, 
symptom management, and prob-
lem- solving skills (e.g., remaining 
on prescribed medication, at-
tending to daily activity schedule, 
continued involvement with 
enjoyable social activities).

19. Complete a re- administration 
of  objective tests for Anxiety 
Disorders and Substance Use 
Disorders as a means of  assess-
ing treatment outcome. (39)

39. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests for Anxiety 
Disorders and Substance Use 
Disorders; evaluate the results 
and provide feedback to the cli-
ent.

20. Complete a survey to assess 
the degree of  satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client’s degree of  satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  
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__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.02  Generalized Anxiety Disorder
 300.0  Anxiety Disorder NOS
 308.3  Acute Stress Disorder
 305.20  Cannabis Abuse
 304.30  Cannabis Dependence
 300.3  Obsessive- Compulsive Disorder
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INTERMITTENT EXPLOSIVE DISORDER 
WITH CANNABIS ABUSE

BEHAVIORAL DEFINITIONS

 1. Exhibits a pattern of extreme acts of violence toward others and / or de-
struction of property.

 2. Displays explosive behavior signifi cantly out of proportion to any precipi-
tating stressors.

 3. Reports relief  from tension and / or anxiety after the explosive behavior 
concludes.

 4. Demonstrates a failure to apply impulse- control strategies in many areas 
of life.

 5. Uses cannabis to relieve the tension and anxiety associated with the vio-
lent behavior or as a generally applied stress- reducing strategy.

 6. Continues to use cannabis regardless of adverse social, relational, occupa-
tional, and legal consequences associated with its use.

 7. Uses cannabis in social settings to enhance social skills and reduce anx-
iety.

 8. Has been coerced into treatment by the legal system due to cannabis pos-
session or use, and violent behavior.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate violent behavior.
 2. Establish a recovery pattern from cannabis abuse that includes positive 

social supports and implementation of relapse prevention guidelines.
 3. Maintain adaptive stress reduction strategies and achieve a positive level 

of social functioning.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Provide complete information 
on the history and process of 
violent behavior and the use of 
cannabis. (1, 2)

 1. Explore the history and nature 
of the client’s explosive behavior 
(e.g., age of onset; social, envi-
ronmental, psychological issues 
existing at time of onset; victim 
selection process; other stress-
 reduction strategies); gather data 
on the history of cannabis abuse 
and its association with stress 
reduction.

 2. Explain to the violence- prone 
client that if, at any time dur-
ing treatment, he / she identifi es a 
specifi c individual incorporated 
into his / her violence intent, a 
professional consultation will be 
conducted to determine the need 
for a duty to warn the potential 
victim.

 2. Identify the negative con-
sequences resulting from 
explosive behavior. (3)

 3. Assist the client in clarifying the 
negative consequences resulting 
from his / her explosive behavior 
(e.g., legal, fi nancial, academic, 
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 and employment problems; severe 
disruption in social support sys-
tem; signifi cant turmoil in family 
or primary support system).

 3. Identify the negative conse-
quences caused by cannabis 
abuse. (4)

 4. Explore the negative conse-
quences resulting from the client’s 
cannabis use and abuse (e.g., 
dramatic increase in features of 
depression; decreased concentra-
tion and thought organization 
diffi culties; increase in guarded-
ness, distrust, and paranoid 
thinking; legal, relational, occupa-
tional, academic problems).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (5)

 5. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
multiaxial diagnostic features 
(e.g., other Impulse- Control 
Disorders, Anxiety Disorders, 
Antisocial Personality Disorder,
Borderline Personality Disorder,
Psychotic Disorders, Bipolar 
Disorders, Conduct Disorder, 
Substance Use Disorders, 
ADHD).

 5. Complete psychological testing 
and / or objective questionnaires 
for assessing Substance Use 
Disorders, Impulse- Control 
Disorder, and other related 
mental health concerns. (6)

 6. Administer to the client psycho-
logical instruments designed to 
objectively assess the identifi ed 
co- occurring disorders (e.g., 
Substance Abuse Subtle Screening 
Inventory–3 [SASSI- 3]; HCR- 20: 
Assessing Risk for Violence–V2; 
Hare Psychopathy Checklist: 
Screening Version [PCL: SV]; 
State- Trait Anger Expression 
Inventory–2 [STAXI- 2]). 

 6. Provide information that will 
identify historical and current 
social, relational, occupational, 
academic, and psychological 
functioning. (7, 8)

 7. Examine the client’s current level 
of social functioning (e.g., legal 
problems, social support sys-
tem, unmanageable symptoms 
of depression and / or anxiety, 
 employment; general health, 
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 fi nancial security); explore if  any 
of these conditions represents 
a dramatic change from his / her 
baseline of functioning.

 8. Explore any issue of maladaptive 
functioning that should be ad-
dressed immediately due to the 
acute level of risk it may represent 
for the client (e.g., homeless-
ness, signifi cant alienation from 
primary support system, incar-
ceration).

 7. Cooperate with an evaluation 
for psychotropic medication 
and take the medication as 
prescribed. (9, 10)

 9. Refer the client for a psychiatric 
evaluation to determine the need 
for nonaddictive psychotropic 
medication and follow these 
guidelines: (1) initiate medication 
program immediately, regard-
less of the current status of the 
Substance Use Disorder, (2) use 
addictive antianxiety medication 
very cautiously with this popula-
tion and only during an acute 
exacerbation and under medical 
supervision.

10. In partnership with the treating 
psychiatrist, monitor the client’s 
compliance with the prescribed 
medication (e.g., review for ef-
fectiveness and side effects) and 
emphasize the importance of 
continuing the medication even 
during an exacerbation of the 
Cannabis Use Disorder (e.g., 
treatment of the Substance 
Use Disorder is enhanced when 
symptoms of anxiety are under 
control).

 8. Sign a release of information 
to allow medical personnel to 
provide information on general 
health issues and, if  applicable, 
parole / probation offi cials to

11. After obtaining appropriate con-
fi dentiality releases, contact the 
client’s primary care physician for 
medical information (e.g., update 
on client’s general health issues, 
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 provide updates on parole / pro-
bation adjustment. (11)

 especially pulmonary and car-
diovascular; current medications; 
observed symptoms of depression 
and / or anxiety) and, if  applicable, 
the client’s probation / parole of-
fi cial for a report (e.g., update on 
adjustment, current legal status, 
possible sanctions for treatment 
noncompliance).

 9. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of 
any of the co- occurring condi-
tions. (12, 13)

12. Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times of 
destabilizing cannabis abuse or 
psychiatric stress; listing primary 
support network, NA sponsor, 
probation / parole offi cial, or 
therapist and provide telephone 
numbers of all resources, con-
tracting with the client to call 
someone on the list during an 
identifi ed emergency.

13. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria (ASAM- 2R), 
to determine if  the client would 
be better served with inpatient or 
residential substance abuse treat-
ment; utilize programs that are 
capable of treating all identifi ed, 
diagnosed co- occurring disorders. 

10. Verbalize an awareness of the 
need to change and a desire to 
do so. (14, 15, 16)

14. Assess the client for his / her stage 
of change associated with mental 
health and substance abuse (e.g., 
precontemplation—does not see 
a need for change; contempla-
tion—begins to identify problems, 
but remains ambivalent regard-
ing change; preparation—sees a 
reason to change and will begin to 
discuss strategies; action—begins 
to modify problem behaviors; 
maintenance—active involvement 
in therapy) associated with identi-
fi ed co- occurring disorders. 
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15. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

16. Assist the client in self- generated 
problem identifi cation by listening 
for discrepancies between his / her 
reported current behaviors and 
valued goals and wishes (e.g., 
client acknowledges that violence 
is creating painful alienation with 
loved ones, which is in confl ict 
with his / her valued desire to be in 
a caring, secure relationship).

11. Verbalize an understanding of 
the interactions among all of 
the co- occurring disorders and 
acceptance of an integrated 
treatment plan. (17, 18, 19)

17. Assist the client in gaining insight 
into the function of cannabis use 
in his / her life (e.g., to alleviate 
feelings of stress, tension, anxiety) 
and its interaction with his / her 
symptoms related to the Inter-
mittent Explosive Disorder (e.g., 
provides a temporary sense of 
well- being, reduces the stress and 
tension that precipitates violent 
behavior, enables calm during 
social interactions).

18. Examine with the client the in-
tegrated treatment plan that: (1) 
addresses the interaction of his / her 
cannabis abuse and stress / tension; 
(2) respects the stage of change 
for each disorder (e.g., precon-
templation for cannabis abuse and 
contemplation for Intermittent 
Explosive Disorder); (3) will focus 
on the condition that is causing 
the highest level of social turmoil 
or psychological pain (e.g., family 
turmoil due to violent behavior).
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19. Offer to engage supportive re-
sources (e.g., probation / parole 
offi cials, family members, NA 
sponsor) into the treatment pro-
cess if  it is viewed by the client as 
appropriate.

12. Prioritize the co- occurring 
conditions by identifying the 
condition that is causing the 
most psychological pain and / or 
social turmoil. (20, 21)

20. Assist the client in listing his / her 
most prominent stressors (e.g., 
severe family turmoil, signifi cant 
legal problems, unemployment); 
explore the emotional reactions 
or symptoms produced by those 
stressors (e.g., shame, fear, guilt).

21. Assist the client in identifying 
how his / her stressors and symp-
toms are currently mismanaged 
(e.g., increase in cannabis abuse, 
avoidance behaviors) and the con-
sequences of these maladaptive 
coping strategies (e.g., ultimate 
rejection by primary support 
system, loss of employment, legal 
problems).

13. Verbalize acceptance of thera-
peutic intervention based upon 
a stage of change evaluation. 
(22, 23)

22. Integrate the client’s priority 
stressors and symptoms (e.g., 
family turmoil / rejection with 
shame and guilt due to continued 
violent behaviors) and the stage 
of change (e.g., contemplation—
the client identifi es this issue as a 
problem) that offers the optimal 
opportunity for successful inter-
vention into the initial therapy 
plan.

23. Continue to implement the appro-
priate dynamics of Motivational 
Enhancement Therapy (e.g., 
refl ective listening, accurate em-
pathy, accepting resistance) for those 
stressors and symptoms where the 
client remains in the precontempla-
tion stage of change (e.g., does not 
view an issue as a problem).



248 THE CO-OCCURRING DISORDERS TREATMENT PLANNER

14. Implement a specifi c behav-
ioral plan to structure the daily 
routine with cannabis- free, 
productive activities. (24)

24. In the preparation and action 
stages of change, assist the client 
in scheduling daily living activities 
that offer the opportunity for 
cannabis- free positive reinforce-
ment (e.g., hobbies; volunteer 
work; prosocial activities with 
cannabis- free family, friends, and 
social groups).

15. Implement problem- solving 
skills to manage stressors and 
symptoms. (25, 26, 27, 28)

25. Teach the client healthy problem- 
solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore a variety of 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary).

26. Assign the client to track daily 
stressors (e.g., confl ict with fam-
ily due to patterns of violent 
behavior), maladaptive coping re-
sponses (e.g., increase in cannabis 
use, avoiding family), and experi-
ences with newly acquired coping 
strategies (e.g., engaging with 
family in substance- free activities, 
engaging family participation in 
therapy).

27. Teach the client healthy problem-
solving skills over identifi ed 
symptoms related to stressors 
(e.g., validate current emotional 
reaction, explore history and 
function of current emotional 
reaction, examine possible al-
ternative emotional reactions 
to stressors, explore adaptive 
management skills over harmful 
emotional reactions).

28. Assign the client to track daily 
symptoms (e.g., shame and guilt 
over family discord and pain 
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 brought on by violent behavior), 
maladaptive coping patterns (e.g., 
projection of blame, increased 
defensiveness, increase in an-
ger), and experiences with newly 
acquired coping strategies (e.g., 
entering into a process of recov-
ery that leads to making amends 
to the family).

16. Identify and resolve barriers 
that hinder both cannabis- free 
activities and learning produc-
tive problem- solving strategies. 
(29, 30, 31, 32)

29. Examine with the client identifi ed 
barriers to the implementation or 
enjoyment of the cannabis- free 
activities of daily living schedule 
(e.g., lack of social skills, belief  
that these activities cannot replace 
the emotional benefi t of cannabis 
use, poor choices of inappropriate 
activities, an inability to experi-
ence pleasure without an exposure 
to violence).

30. Assist the client in resolving the 
barriers to cannabis- free liv-
ing (e.g., enhance social skills 
through role- play and behavior 
rehearsal, modify choice of activi-
ties, modify cognitive distortion 
of expectations for enjoyment); 
provide homework assignments 
for implementing the new skills.

31. Explore the client’s personal 
vulnerabilities that may hinder 
his / her effectively acquiring new 
problem- solving strategies (e.g., 
cognitive rigidity and lack of per-
sonal resiliency, poor or limited 
access to emotions, traits of self-
 doubt and self- devaluation).

32. Teach the client strategies to 
diminish the infl uence of his / her 
identifi ed vulnerabilities (e.g., 
acknowledge the existence of 
the vulnerabilities; examine the 
source, history, and function 
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 of  the vulnerabilities; replace 
the vulnerabilities with a client-
 generated, adaptive self- identity).

17. Implement strategies to reduce 
cannabis abuse. (33, 34)

33. Teach the client coping skills 
to reduce patterns of cannabis 
abuse (e.g., review the negative 
consequences of cannabis use; 
encourage regular participation 
in either a 12- step support group 
or a stage- of- change- specifi c 
[preparation / action] therapy 
group; teach relaxation tech-
niques to replace cannabis use as 
a calming strategy to reduce the 
tension / stress related to the Inter-
mittent Explosive Disorder).

34. Emphasize to the client the neces-
sity of adhering to the guidelines 
of the nonaddictive medication 
prescription; in consultation with 
the prescribing physician develop 
a plan of titration from cannabis 
use to a healthy reliance on pre-
scribed nonaddictive antianxiety 
medication. 

18. Implement strategies to reduce 
explosive behavior. (35, 36)

35. Teach the client coping skills to 
assist in reducing patterns of 
explosive behavior (e.g., identify 
and replace distorted cognitive 
messages that trigger tension, 
reducing violent behaviors; 
encourage routines of physical 
exercise; reinforce a capacity for 
assertive expression of emotions).

36. Teach the client techniques of 
deep muscle relaxation, guided 
imagery, and diaphragmatic 
breathing, to be applied during 
identifi ed experiences of the ten-
sion and anxiety that precipitates 
violent behavior; assign imple-
mentation during his / her normal 
activities of daily living, and track 
effectiveness.
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19. Verbalize an increase in self-
 affi rmation and confi dence 
that effective stress manage-
ment skills can be maintained. 
(37, 38)

37. Encourage the client to list the 
actions he / she will take to avoid 
relapse into cannabis abuse and 
violent behaviors (e.g., remain on 
prescribed medications, attend 12-
 step meetings, continued respect 
for acquired problem- solving 
strategies, continued reliance on 
supportive social network).

38. Encourage the client to provide 
self- reports on recent experiences 
of improved coping, symptom 
management, and problem-
 solving skills (e.g., continued 
compliance with medication 
prescription, attending to healthy 
relaxation exercises, continued 
involvement with enjoyable can-
nabis- free activities); reinforce 
successes and redirect for failure.

20. Make amends to those persons 
signifi cantly harmed by the 
patterns of cannabis abuse and 
violent behaviors. (39) 

39. Discuss with the client actions 
that will be taken to make amends 
to those persons adversely af-
fected by his / her cannabis abuse 
and / or violent behavior. 

21. Complete a re- administration 
of objective tests for Substance 
Use Disorders, Impulse-
 Control Disorder, and other 
related mental health concerns 
as a means of assessing treat-
ment outcome. (40)

40. Assess the outcome of treatment 
by re- administering to the client 
objective tests for Substance Use 
Disorders and Impulse-Control 
Disorder; evaluate the results and 
provide feedback to the client.

22. Complete a survey to assess 
the degree of satisfaction with 
treatment. (41)

41. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  
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DIAGNOSTIC SUGGESTIONS:

Axis I: 312.34  Intermittent Explosive Disorder
 305.20  Cannabis Abuse
 304.30  Cannabis Dependence
 312.30  Impulse- Control Disorder NOS
 300.02  Generalized Anxiety Disorder
    
    

Axis II: 301.7  Antisocial Personality Disorder
 301.83  Borderline Personality Disorder
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OBSESSIVE- COMPULSIVE DISORDER 
WITH CANNABIS ABUSE

BEHAVIORAL DEFINITIONS

 1. Reports persistent thoughts and / or impulses that are seen as intrusive, 
inappropriate, and unrelated to real- life problems, and which cause sig-
nifi cant anxiety and / or stress.

 2. Engages in repetitive behaviors (e.g., hand washing, counting, repeating 
words) that are intended to prevent or reduce anxiety, stress, or tension.

 3. Acknowledges that the thoughts (obsessions) and behaviors (compul-
sions) are excessive, inappropriate, and unreasonable.

 4. Uses cannabis to reduce or prevent the anxiety caused by the obsessive 
thoughts.

 5. Uses cannabis to minimize, reduce, or calm compulsive behaviors during 
social interactions.

 6. Continues cannabis use regardless of negative legal, social, relational, and 
occupational consequences.

 7. Rejects suggestions from social support system that cannabis use is be-
coming problematic and / or creating a depressive phase of behavior.

 8. Reports that suicide intent has increased with continued use of cannabis.

__.  

  

__.  

  

__.  
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LONG- TERM GOALS

 1. Terminate the cannabis abuse.
 2. Establish a recovery pattern from cannabis abuse that includes social sup-

ports and implementation of relapse prevention guidelines.
 3. Alleviate obsessive thoughts, compulsive behaviors, and related anxiety 

and achieve an adaptive level of functioning.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative and per-
ceived benefi cial consequences 
caused by the cannabis abuse. 
(1)

 1. Explore the negative conse-
quences resulting from the client’s 
cannabis use and abuse patterns 
(e.g., legal, fi nancial, and occupa-
tional problems; family turmoil; 
increase in depressive features; 
decreased concentration and 
thought organization ability); also 
examine the client’s perception 
of benefi ts of cannabis use (e.g., 
management of anxiety, dimin-
ishes obsessive thoughts, calms 
compulsive behaviors).

 2. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (2)

 2. Refer the client for, or perform, a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I, Axis II, or Axis III diag-
nostic features (e.g., Substance 
Use Disorders, general medical 
conditions, Major Depressive 
Disorder, Body Dysmorphic 
 Disorder, Eating Disorders, 
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 Hypochondriasis, other Anxiety 
Disorders, Impulse- Control Dis-
orders, Psychosis).

 3. Complete psychological testing 
and / or objective questionnaires 
for assessing Anxiety Disorders 
and Substance Abuse Disor-
ders. (3)

 3. Administer to the client psycho-
logical instruments designed to 
objectively assess the identifi ed 
co- occurring disorders (e.g., 
Substance Abuse Subtle Screen-
ing Inventory–3 [SASSI- 3]; 
State- Trait Anxiety Inventory 
[STAXI]; Personality Assess-
ment Inventory- Anxiety Related 
Disorders [PAI- ARD- O / 8]); give 
the client feedback regarding the 
results.

 4. Provide information that will 
identify historical and current 
functioning and the progress 
of the Obsessive- Compulsive 
Disorder. (4, 5)

 4. Examine the client’s current level 
of functioning (e.g., health; em-
ployment; social support system; 
activities of daily living; legal 
problems); address immediately 
any functional issue that may put 
the client at an acute level of risk 
(e.g., alienation from primary 
support system, incarceration, 
aspects of anxiety that are no 
longer managed by compulsive 
behaviors).

 5. Explore with the client the pro-
gressive onset of the traits and be-
haviors associated with Obsessive- 
Compulsive Disorders (e.g., age 
of onset, precipitating events 
and / or conditions, social and psy-
chological conditions at the onset 
of obsessive thoughts).

 5. Cooperate with an evaluation 
for psychotropic medication 
and take the medication as 
prescribed. (6, 7)

 6. Refer the client for a psychiatric 
evaluation to determine the need 
for nonaddictive psychotropic 
medication and follow these 
guidelines: (1) initiate medication 
program immediately, regardless 
of the current status of the
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 Substance Use Disorder, (2) use 
addictive antianxiety medication 
very cautiously and only during 
an acute exacerbation and under 
medical supervision.

 7. In partnership with the treating 
psychiatrist, monitor the client’s 
compliance with the prescribed 
medication (e.g., review for ef-
fectiveness and side effects) and 
emphasize the importance of 
continuing the medication even 
during continued cannabis use 
(e.g., treatment of the Substance 
Use Disorder is enhanced when 
symptoms of anxiety are under 
control).

 6. Sign a release of information 
form to allow medical person-
nel to provide relevant, current 
information on general health 
issues. (8)

 8. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
regarding the client’s health (e.g., 
general health issues, especially 
pulmonary and cardiovascular; 
history of noncompliance with 
medical advice; physical concerns 
directly related to compulsive 
behaviors; observed symptoms of 
depression and / or anxiety).

 7. Disclose information on cur-
rent and / or historical suicidal 
behaviors. (9, 10, 11)

 9. Assess the client for high- risk 
behavioral, emotional, and 
social markers associated with 
completed suicide for persons 
with an Obsessive- Compulsive 
Disorder, such as signifi cant loss 
of social support, hopelessness, 
severe pattern of panic attacks 
and / or nighttime traumas, in-
crease in substance use patterns, 
or abrupt cessation of compulsive 
behaviors with continued obses-
sive thoughts (see The Suicide and 
Homicide Risk Assessment and 
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 Prevention Treatment Planner by 
Klott and Jongsma).

10. Administer objective suicide 
scales to validate clinical fi ndings 
(e.g., Beck Anxiety Inventory 
[BAI], Beck Depression Inven-
tory [BDI], Suicide Ideation 
Questionnaire [SIQ], Reasons 
for Living Inventory); provide 
feedback to the client on assess-
ment results and implications for 
treatment.

11. If, at any time during treatment, 
the client experiences an unman-
ageable exacerbation of obsessive 
thoughts and / or compulsive 
behaviors that is associated with 
risk factors for suicide (e.g., severe 
hopelessness), facilitate admission 
to a medically supervised setting 
that is also capable of working 
with his / her Cannabis Abuse Dis-
order.

 8. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of 
any of the co- occurring condi-
tions. (12, 13)

12. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria [ASAM-2R], 
to determine if  the client would 
be better served with inpatient or 
residential Substance Use Disor-
der treatment; utilize programs 
that are capable of treating all 
co- occurring disorders and condi-
tions.

13. Develop with the client a writ-
ten crisis intervention plan to 
be implemented during times 
of destabilizing cannabis use or 
psychiatric stress; list primary 
support network, NA sponsor, or 
therapist; provide telephone num-
bers of all resources, contracting 
with the client to call someone on
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 the list during an identifi ed emer-
gency.

 9. Verbalize an awareness of the 
need to change and a desire to 
do so. (14, 15, 16)

14. Assess the client for his / her 
stage of  change associated with 
mental health and substance 
abuse issues (e.g., precontempla-
tion—sees no need to change; 
contemplation—begins to 
identify problems, but remains 
ambivalent regarding change; 
preparation—sees a reason to 
change and discusses strate-
gies; action—begins to modify 
problem behaviors; mainte-
nance—active involvement in 
therapy) associated with his / her 
co- occurring disorders.

15. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

16. Assist the client in self- generated 
problem identifi cation by listening 
for discrepancies between his / her 
reported current behaviors and 
valued goals and wishes (e.g., cli-
ent acknowledges that compulsive 
behaviors signifi cantly diminish 
occupational functioning, which 
confl icts with his / her valued 
desire to be productive and fi nan-
cially secure).

10. Verbalize an understanding of 
the interactions among all of 
the co- occurring disorders and 
an acceptance of an integrated 
treatment plan. (17, 18, 19)

17. Assist the client in gaining insight 
into the function of cannabis use 
in his / her life (e.g., to enhance 
socialization) and its interac-
tion with his / her symptoms of 
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  Obsessive- Compulsive Disorder 
(e.g., provides some temporary 
relief  from intrusive, obsessive 
thoughts; diminishes or calms 
compulsive behaviors and 
therefore relieves social embar-
rassment).

18. Explain to the client the inte-
grated treatment plan, which 
addresses the interaction of 
his / her co- occurring disorders, 
respects the stage of change for 
each disorder (e.g., precontem-
plation for cannabis abuse and 
contemplation for compulsive 
behaviors), and will prioritize 
treatment for that disorder related 
to the client’s highest level of psy-
chological pain (e.g., compulsive 
behaviors which interfere with 
occupational functioning).

19. Offer to engage supportive re-
sources into the treatment process 
if  it is viewed as appropriate by 
the client. 

11. Prioritize the co- occurring 
conditions by identifying the 
condition that is causing the 
most psychological pain and / or 
social turmoil. (20, 21)

20. Assist the client in listing his / her 
most prominent stressors (e.g., 
occupational problems, fi nancial 
worries, socializing diffi culties, 
family turmoil); explore the 
emotional reactions or symptoms 
produced by those stressors (e.g., 
shame, fear, embarrassment).

21. Assist the client in identifying 
how his / her stressors and symp-
toms are currently mismanaged 
(e.g., increase in cannabis abuse, 
social isolation, suicide ideation) 
and the consequences of these 
maladaptive coping responses 
(e.g., loss of employment; bank-
ruptcy; unbearable feelings of 
stigma, isolation, shame).
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12. Identify the condition that is 
most accessible to therapeutic 
intervention. (22, 23)

22. Integrate the client’s priority 
stressors and symptoms (e.g., 
occupational problems due to 
compulsive behaviors causing 
shame and fear) and the stage of 
change (e.g., contemplation—the

 client agrees there is a problem) 
that offers the optimal opportu-
nity for successful intervention 
into the initial therapy plan.

23. Continue to implement the appro-
priate dynamics of Motivational 
Enhancement Therapy (e.g., 
refl ective listening, accurate empa-
thy, accepting resistance) for those 
stressors and symptoms where the 
client remains in the precontem-
plation stage of change. 

13. Implement a specifi c behavioral 
plan to structure a daily routine 
with productive activities. (24)

24. In the preparation and action 
stages of change, assist the client 
in scheduling daily living activi-
ties that offer the opportunity for 
stress- reduction and positive rein-
forcement (e.g., hobbies; volunteer 
work; prosocial activities with 
family, friends, and social groups 
where there is an understand-
ing of the Obsessive- Compulsive 
Disorder).

14. Implement problem- solving 
skills to manage stressors and 
symptoms. (25, 26, 27, 28)

25. Teach the client healthy problem-
 solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore a variety of 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, adjust skills 
as necessary).

26. Assign the client to track daily 
stressors (e.g., confl icts at em-
ployment site due to compulsive 
behaviors), maladaptive coping 
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 responses (e.g., avoiding occupa-
tional responsibilities, increase 
in cannabis use), and experiences 
with newly acquired coping 
strategies (e.g., relaxation exer-
cises, stress- reducing exercises 
designed to manage obsessive 
thoughts).

27. Teach the client healthy prob-
lem- solving skills over identifi ed 
symptoms related to stressors 
(e.g., validate current emotional 
reaction, explore history and 
function of current emotional 
reaction, examine possible al-
ternative emotional reactions, 
role- play replacement of alterna-
tive emotional reactions, explore 
adaptive management skills over 
harmful emotional reactions).

28. Assign the client to track daily 
symptoms (e.g., shame and em-
barrassment due to compulsive 
behaviors at employment site), 
maladaptive coping patterns (e.g., 
increased defensiveness, isolative 
behaviors, suicide ideation), and 
experiences with newly acquired 
coping strategies (e.g., explaining 
his / her Obsessive- Compulsive 
Disorder to employer and co-
workers).

15. Identify and resolve bar-
riers that hinder both 
acquiring stress- reducing 
activities and learning produc-
tive problem- solving strategies. 
(29, 30, 31, 32)

29. Examine the client’s identifi ed 
barriers to the implementation 
of stress reduction and self-
 enhancement activities (e.g., lack 
of social skills, belief  that these 
skills cannot replace the stress 
reduction benefi t of cannabis 
use, an inability to experience 
stress reduction benefi t due to 
noncompliance with antianxiety 
medication).
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30. Remain empathic to the client’s 
negative attitudes and work 
toward a resolution of these bar-
riers (e.g., enhance social skills 
through role- play and behavior 
rehearsal; modify expectations of 
stress relief; avoid debating 
the  noncompliance issue and 

  formulate, with the client, a writ-
ten plan that will integrate the 
medication program into his / her 
activities of daily living).

31. Explore with the client personal 
vulnerabilities that may hinder 
his / her effectively acquiring new 
problem- solving strategies (e.g., 
cognitive rigidity and lack of 
personal resiliency, emotional 
constriction, traits of self- doubt 
and self- devaluation).

32. Teach the client strategies to 
diminish the infl uence of  the 
identifi ed vulnerabilities on 
learning (e.g., acknowledge the 
existence of  the vulnerabilities; 
examine the source, history, and 
function of  the vulnerabilities; 
replace the vulnerabilities with a 
client- generated, adaptive self-
 identity).

16. Implement strategies to reduce 
cannabis abuse. (33, 34)

33. Teach the client coping skills 
to reduce patterns of cannabis 
abuse (e.g., review the negative 
consequences of cannabis abuse; 
encourage regular participation in 
a 12- step support group; encour-
age participation in cannabis- free, 
pleasurable social activities; 
teach relaxation techniques to 
reduce tension and anxiety during 
identifi ed times of cannabis use 
triggers).
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34. Reinforce the necessity of ad-
hering to the guidelines of the 
nonaddictive medication prescrip-
tion; in consultation with the 
prescribing physician develop a 
plan of titration from cannabis 
use to a healthy reliance on the 
prescribed medication.

17. Implement strategies to reduce 
behaviors associated with the 
Obsessive- Compulsive Disor-
der. (35, 36, 37)

35. Teach the client techniques of 
deep muscle relaxation, guided 
imagery, and diaphragmatic 
breathing to apply at times of ob-
sessive thoughts and compulsive 
behaviors.

36. Teach the client coping skills to 
assist in reducing patterns of 
obsessive thoughts (e.g., reinforce 
his / her attempts at managing the 
intrusive thoughts by teaching 
replacement, diversion, neutral-
izing, and suppression strategies); 
role- play strategies and track 
implementation and effectiveness 
in the treatment journal; adjust 
skills as necessary.

37. Teach the client coping skills 
to assist in reducing patterns 
of compulsive behaviors (e.g., 
identify and replace distorted 
cognitive messages that trigger 
the urge to perform compulsive 
behaviors, encourage routines of 
stress- reducing physical exercise, 
reinforce a capacity for assertive 
expression of emotions).

18. Verbalize an increase in self-
 esteem and a plan to maintain 
progress. (38, 39)

38. Encourage the client to list the 
actions he / she will take to avoid 
relapse into cannabis use and 
obsessive- compulsive behaviors 
(e.g., remain on medications, 
continued respect for acquired 
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 problem- solving strategies, con-
tact a 12- step sponsor, continued 
reliance on supportive social 
network).

39. Assist the client in enhanc-
ing self- image by encouraging 
him / her to provide self- reports on 
recent experiences of improved 
coping, symptom management, 

 and problem- solving skills (e.g., 
compliance with medication pro-
gram; attending to stress- reducing 
activity program; continued 
involvement with cannabis- free, 
enjoyable social activities).

19. Complete a re- administration 
of objective tests for Anxiety 
Disorders and Substance Use 
Disorders as a means of assess-
ing treatment outcome. (40)

40. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests for Anxiety 
Disorders and Substance Use 
Disorders; evaluate the results and 
provide feedback to the client.

20. Complete a survey to assess 
the degree of satisfaction with 
treatment. (41)

41. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.3  Obsessive- Compulsive Disorder
 305.20  Cannabis Abuse
 304.30  Cannabis Dependence
 300.02  Generalized Anxiety Disorder
 300.0  Anxiety Disorder NOS
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 308.3  Acute Stress Disorder
    
    

Axis II: 301.4  Obsessive- Compulsive Personality Disorder
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PARANOID SCHIZOPHRENIA WITH 
POLYSUBSTANCE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Acknowledges paranoid thoughts and reactions, including extreme dis-
trust, fear, and apprehension.

 2. Describes auditory or visual hallucinations suggesting harm, threats to 
safety, or disloyalty.

 3. Verbalizes bizarre content of thought (e.g., delusions of grandeur, perse-
cution, reference, infl uence, control, somatic sensations, infi delity).

 4. Displays extreme agitation, including a high degree of irritability, anger, 
unpredictability, or impulsive physical acting out.

 5. Verbalizes fi xed persecutory delusions regarding others, their intentions, 
and possible harm.

 6. Demonstrates extreme withdrawal from social relationships and preoc-
cupation with egocentric ideas and fantasies.

 7. Verbalizes fear of mental illness (e.g., further deterioration, unwanted de-
pendency on family, consistent periods of institutionalization) early in the 
course of the disease.

 8. Experiences multiple losses (e.g., family and social support, employment 
and / or educational opportunities, fi nancial stability) due to problematic 
behaviors associated with the disease.

 9. Demonstrates behaviors associated with polysubstance dependence (e.g., 
repeatedly using at least three groups of substances, with no single sub-
stance predominant) only after the positive diagnosis of schizophrenia, 
paranoid type.

10. Meets the criteria for a major depressive episode (e.g., sleep disturbance, 
lack of appetite, hopelessness, loss of energy, fl at affect).

11. Demonstrates extreme vulnerability to suicidal ideation, intent, attempts, 
and completion.

12. Verbalizes that polysubstance dependence is motivated, in part, by a de-
sire to facilitate peer interaction and socialization.



PARANOID SCHIZOPHRENIA WITH POLYSUBSTANCE DEPENDENCE 267

13. Verbalizes that polysubstance dependence is motivated, in part, to create 
a sense of well- being and to alleviate feelings of isolation and despair.

__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Achieve successful, sustained abstinence from illicit mood- altering sub-
stances.

 2. Maintain adherence to a medication regimen and supportive mental 
health and sobriety services.

 3. Develop a sense of self  in a social context.
 4. Develop a sense of competence in an occupational context.
 5. Develop a personal understanding and respect for his / her experience with 

mental illness.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify conditions and feel-
ings associated with premorbid 
functioning. (1)

 1. Explore the client’s social, aca-
demic, familial, and occupational 
functioning prior to the diagnosis 
of schizophrenia or the onset of 
the illness.

 2. Provide complete information 
for a suicide intent or ideation 
assessment. (2)

 2. Assess the client for markers 
normally associated with suicide 
activity in the polysubstance-
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  dependent paranoid schizo-
phrenic (e.g., acts of aggression 
toward self  or others, occupa-
tional impairment, social support 
rejection, comorbid Depressive 
Disorder, statements of hopeless-
ness and despair, previous suicide 
activity).

 3. Provide complete information 
for an assessment of violent 
behavior. (3)

 3. Assess the client for markers 
normally associated with violence 
in the polysubstance- dependent 
paranoid schizophrenic (e.g., pre-
vious violent behavior, patterns of 
extreme isolation, acute paranoid 
and / or persecutory delusions, his-
tory of job instability).

 4. Provide complete information 
on current mood, affect, and 
thought process in a psychiatric 
evaluation. (4, 5, 6, 7)

 4. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication; em-
phasize to the client that decisions 
on medication for psychiatric 
disorders are best made when the 
Polysubstance Disorder is stable.

 5. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of ongoing monitor-
ing of nonaddictive psychotropic 
medication; urge the client to 
never discontinue the medica-
tion during an exacerbation of 
the Polysubstance Dependence 
Disorder without consulting the 
psychiatrist, because stabilizing 
the psychiatric condition en-
hances the probability of positive 
outcome of the substance depen-
dence treatment.

 6. In partnership with the treat-
ing psychiatrist, emphasize the 
importance of using potentially 
addictive psychotropic
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  medications only for brief  periods 
during an exacerbation of the 
thought disorder, and only under 
close medical supervision.

 7. In partnership with the treating 
psychiatrist, discuss the ad-
vantages and disadvantages of 
aversive and / or anticraving medi-
cations (e.g., relapse deterrence, 
drug interactions, compliance 
potential).

 5. Take psychotropic medication 
as prescribed. (8)

 8. Monitor and reinforce the 
client’s compliance with the 
prescribed medications; chart the 
subjective and objective behav-
ioral changes and monitor the 
side effects.

 6. Provide complete information 
on personal experiences with 
substance use. (9)

 9. Explore with the client his / her 
history of polysubstance de-
pendence (e.g., age of onset and 
substance of initial use, chronic 
nature of use, social or environ-
mental infl uences, benefi ts, and 
negative consequences of use, 
preferred substance, substance 
that causes the most turmoil).

 7. Complete psychological test-
ing or objective questionnaires 
for assessing mental illness and 
substance abuse. (10, 11)

10. Administer to the client psy-
chological instruments designed 
to objectively assess paranoid 
psychotic process and depression 
(e.g., MMPI- 2, Brief  Psychotic 
Rating Scale [BPRS], Beck De-
pression Inventory–II 
[BDI- II]).

11. Administer objective tests to 
assess the client’s chemical de-
pendence (e.g., the SUDDS 
[Drugs] Profi le, The Adult CAGE 
Questionnaire, the DAST- 20 
Evaluation) to validate and / or 
enhance the clinical interview 
fi ndings.
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 8. Provide information that will 
identify readiness for change 
in each diagnosed disorder. 
(12, 13)

12. Examine the client’s readiness 
to change (e.g., precontempla-
tion—does not view behavior as 
a problem; contemplation—views 
behavior as a problem and sees a 
reason to change;  preparation—

 making plans for behavior 
change; action—ready to make 
lifestyle changes; maintenance—
working to prevent relapse).

13. Apply the client’s readiness-
 to- change assessment to both 
disorders; remain aware that the 
polysubstance dependent may 
present a different stage of change 
associated with each individual 
substance abuse issue (e.g., may 
be in action stage for canna-
bis, precontemplation stage for 
cocaine, contemplation stage for 
alcohol).

 9. Provide information that will 
accurately identify current 
social, occupational, environ-
mental, and psychological 
functioning. (14)

14. Examine the client’s current social 
support system, employment 
status, psychiatric symptoms, 
housing, medical needs, legal sta-
tus, and substance use symptoms; 
integrate into the treatment plan 
those issues that represent a severe 
change from baseline behaviors 
(e.g., homeless, unemployed, iso-
lated).

10. Comply with placement in a 
more protective and therapeu-
tic setting if  the assessments 
reveal high- risk markers. (15)

15. During the course of  treatment, 
when the client experiences a 
destabilizing acute exacerbation 
of  either disorder refer him / her 
to a Dual- Diagnosed Capable 
inpatient program (e.g., policies 
and procedures routinely examine 
co- occurring disorders in as-
sessment, treatment, discharge 
planning).
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11. Verbalize a willingness to en-
gage in treatment for substance 
abuse and mental illness that 
is integrated, long- term, and 
consistent. (16, 17)

16. When the client is assessed as 
being in the precontemplation 
stage implement motivational 
interviewing techniques to en-
hance engagement in therapy 
(e.g., establish empathic connec-
tion, inspire hope, avoid arguing 
and confrontations, support 

 self- determination even if  he / she 
chooses not to change, assist in 
gaining insight into the problem-
atic nature of his / her behaviors).

17. Refer the client to ongoing 
case- management services; 
inform him / her that specifi -
cally designated support services 
(e.g., parole / probation, AA / NA 
sponsor, case manager, treating 
psychiatrist, legal guardian, and 
others of client’s choice) will be 
involved in the treatment process; 
have the client sign all appropriate 
privacy releases.

12. Agree to implement a crisis 
response plan during an un-
manageable exacerbation of a 
co- occurring condition. (18)

18. Contract with the client a writ-
ten crisis intervention plan to 
be implemented when the client 
experiences defi ned destabilizing 
behaviors (e.g., uncontrollable 
paranoid delusions / command 
hallucinations, uncontrol-
lable substance use); providing 
telephone numbers of defi ned 
support persons in cases of de-
fi ned emergencies.

13. Verbalize an understanding of 
the signifi cant vulnerability of 
the severely persistent mentally 
ill to polysubstance depen-
dence. (19)

19. Educate the client and, if  available 
and appropriate, family members 
regarding the signifi cant vulnera-
bility of the mentally ill person to 
polysubstance dependence (e.g., 
increased risk to harmful effects 
of substances, fewer healthy cop-
ing mechanisms, need to alleviate 
severe sense of despair).
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14. Prioritize the symptoms of 
schizophrenia that are caus-
ing the most social turmoil or 
psychological pain. (20, 21)

20. Assist the client in listing his / her 
most prominent psychiatric 
stressors (e.g., homelessness, 
uncontrollable delusions / halluci-
nations, social isolation); explore 
the emotional reactions to those 
stressors (e.g., hopelessness, rejec-
tion, worthlessness).

21. Assist the client in exploring 
how his / her stressors and symp-
toms are currently mismanaged 
(e.g., polysubstance use, suicidal 
thoughts, avoidance by medica-
tion noncompliance) and the 
consequences of these maladap-
tive coping devices (e.g., numerous 
hospitalizations, legal problems, 
family rejection).

15. Prioritize the illicit substance 
that is perceived to provide the 
most benefi t and which is caus-
ing the most social turmoil. 
(22, 23)

22. Explore with the client the sub-
stance use that he / she perceives as 
providing the greatest benefi t for 
him / her at this time (e.g., alco-
hol provides social interaction, 
cannabis provides relief  from un-
bearable stress) and which of the 
substances create the most psychi-
atric / social turmoil (e.g., cocaine 
increases intrusive psychosis, 
alcohol leads to legal problems).

23. Continuously assess the client’s 
readiness to change for each 
substance and implement stage-
 specifi c strategies for each 
substance.

16. Actively participate in a for-
mal treatment plan that is 
integrated, long- term, and 
consistent. (24, 25, 26)

24. Encourage the client’s active 
participation in treatment, which 
will lead to and be noted by pro-
longed stabilization (e.g., 30 to 60 
days of  continued abstinence with 
medication and treatment compli-
ance).



PARANOID SCHIZOPHRENIA WITH POLYSUBSTANCE DEPENDENCE 273

25. Urge the client to implement 
specifi c behavioral strategies to 
maintain his / her active participa-
tion in therapy (e.g., consistent 
attendance in abstinence support 
groups, consistent adherence to 
prescribed psychotropic medica-
tion, consistently using crisis plan 
when substance use or mental 
health crisis occurs).

26. Engage the client and, if  avail-
able and appropriate, the primary 
support system in continuous 
education regarding the interac-
tion of his / her schizophrenia 
and polysubstance dependence 
(e.g., using substances to enhance 
socialization, polysubstance use 
to diminish despair due to men-
tal illness); urge adherence to the 
treatment plan to break this cycle.

17. Implement problem- solving 
skills to experience manage-
ment over the aspects of 
polysubstance dependency that 
cause the most social turmoil. 
(27, 28, 29)

27. Defi ne the problem with the client 
(e.g., shame due to disappoint-
ing loved ones, suicidal thoughts 
attributed to the hopelessness of 
the disease), explore alternative 
solutions, listing the positives and 
negatives of each (e.g., managing 
the shame to prevent it from cre-
ating further negative behaviors, 
replacing shame with forgiveness).

28. Assign the client to track daily 
stressors caused by polysubstance 
dependence (e.g., violence to-
ward loved ones), the resultant 
symptoms (e.g., shame, guilt), 
maladaptive coping patterns 
(e.g., further substance use), and 
experiences with newly acquired 
problem- solving strategies (e.g., 
calling AA or NA sponsor during 
urge to use).
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29. Encourage and refer the client 
to active participation in a Dual-
 Diagnosed Recovery group that 
is stage- of- change (e.g., precon-
templation, action, maintenance) 
specifi c; help the client process 
the benefi ts (e.g., social support, 
learning new coping strategies) 
and the negatives (e.g., social 
stigma) of participation.

18. Implement strategies to reduce 
polysubstance dependence. 
(30, 31)

30. Teach the client coping skills to 
reduce his / her polysubstance 
dependence (e.g., review the 
negative effects; highlight the ra-
tionalizations for continued use; 
reinforce continued participa-
tion in a 12- step support group; 
model, role- play, and behavior-
ally reinforce strategies to cope 
with high- risk situations; teach 
relaxation techniques to reduce 
stress).

31. Reinforce medication compliance 
even during a relapse period, and 
respect that the client’s mental 
illness may inhibit the integration 
of skills- building exercises (e.g., 
proceed slowly with deliberate 
repetition of exercises).

19. Implement problem- solving 
skills to experience manage-
ment over those aspects of the 
mental illness that cause the 
most psychological pain and 
social turmoil. (32, 33, 34)

32. Teach the client healthy problem-
 solving skills (e.g., understand 
the problem, explore alternative 
solutions, select and implement a 
plan of action) to cope with the 
stressors (e.g., social isolation, 
auditory / visual hallucinations) 
and symptoms (e.g., loneliness, 
hopelessness) he / she has ex-
perienced due to the paranoid 
schizophrenia; model and re-
inforce reality- based reasoning.
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33. Teach the client mental illness 
coping strategies (e.g., instead 
of using substances to control 
hallucinations, talk to doc-
tor or case manager regarding 
medication evaluation; cope with 
isolation / stigma by active par-
ticipation in a Dual- Diagnosis 
Recovery group).

34. Stress to the client that the 
treatment goal is stressor and 
symptom management, not 
stressor and symptom elimi-
nation; this attitude allows 
experimentation (and failures) 
with different strategies, and also 
anticipates that as one disorder 
calms the other will be more easily 
treated.

20. Voluntarily continue active 
participation in a formal treat-
ment plan that is integrated, 
long- term, and consistent. 
(35, 36, 37)

35. Consistently support and rein-
force the client for engaging in the 
rehabilitation process of recovery 
which is marked by voluntary, 
active involvement in therapy, 
continued medication and absti-
nence compliance (6 to 9 months), 
continued involvement in sup-
port groups (e.g., Dual- Diagnosis 
Recovery which is stage- of- change 
specifi c).

36. With the assistance of social 
supports (e.g., case manager, 
parole / probation, family), assist 
the client in gaining employment 
and expanding healthy social out-
lets while teaching him / her skills 
in communication of feelings and 
confl ict resolution.

37. Assist the client in writing a plan 
that lists the actions that he / she 
will take to avoid relapse into 
polysubstance use and schizo-
phrenic symptoms (e.g., remain 
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 aware of new techniques for ef-
fective coping with stressors and 
symptoms, rely on supportive 
social network, remain on pre-
scribed medications).

21. Verbalize a sense of accom-
plishment over the progress 
made toward the management 
of the co- occurring disorders. 
(38)

38. Encourage the client to provide 
self- reports on recent incidents 
of improved problem solving 
and symptom management (e.g., 
avoiding high- risk substance use 
situation, talking to case man-
ager about medication concerns); 
reinforce success and redirect for 
failure.

22. Complete a re- administration 
of objective tests of mental ill-
ness and substance abuse. (39)

39. Periodically assess the process 
of  treatment by re- administering 
to the client objective tests to 
evaluate his / her progress in 
resolving the acute paranoid 
schizophrenia, depression, and 
polysubstance abuse; evaluate the 
results and provide feedback to 
the client.

23. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Periodically administer a survey 
to assess the client’s degree of 
satisfaction with treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 295.30  Schizophrenia, Paranoid Type
 304.80  Polysubstance Dependence
 303.90  Alcohol Dependence
 304.30  Cannabis Dependence
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 304.20  Cocaine Dependence
 304.50  Hallucinogen Dependence
 297.1  Delusional Disorder
 296.xx  Major Depressive Disorder
    
    

Axis II: 301.0  Paranoid Personality Disorder
 301.7  Antisocial Personality Disorder
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POSTTRAUMATIC STRESS DISORDER 
WITH POLYSUBSTANCE DEPENDENCE

BEHAVIORAL DEFINITIONS

 1. Was confronted with an actual or threatened death or serious injury to 
self  or others.

 2. Reported experiencing intense and overwhelming fear, helplessness, or 
horror.

 3. Reports experiencing a sense of reliving the traumatic episode, often while 
intoxicated or under the infl uence of drugs.

 4. Actively engages in avoidance behaviors, which include substance abuse, 
to diminish exposure to thoughts, feelings, or conversations associated 
with the trauma.

 5. Demonstrates a marked increase in symptoms of anxiety (e.g., sleep dis-
turbances, poor concentration, rage management diffi culties) and abuses 
substances to manage these symptoms.

 6. Demonstrates a chronic need for chaos, risk- taking, and socially inappro-
priate behavior, which may include high- risk drug use patterns.

 7. Displays a chronic, maladaptive pattern of substance use among at least 
three groups of drugs that continues in spite of multiple negative conse-
quences.

 8. Demonstrates a need for increased use of drugs to achieve the desired 
psychological / physiological effect.

 9. Spends a great deal of time, energy, and money in pursuit of drugs, and 
will often use drugs to avoid potential withdrawal symptoms.

10. Demonstrates a fatalistic outlook toward the future, which is a dangerous, 
high- risk factor for completed suicide.

11. Exhibits multiple relapses in drug use, noncompliance patterns in treat-
ment, and a need to be coerced into counseling.

__.  
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__.  

  

__.  

  

LONG- TERM GOALS

 1. Achieve a sustained pattern of abstinence from polysubstance depen-
dence.

 2. Terminate maladaptive response to the traumatic events of the past.
 3. Engage in healthy activities of daily living while managing the symptoms 

of posttraumatic stress.
 4. Establish a social network that enhances efforts to maintain a drug- free 

lifestyle.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Provide information on the 
traumatic event and the symp-
toms resulting from it. (1, 2, 3)

 1. Examine the conditions asso-
ciated with the onset of the 
Posttraumatic Stress Disorder 
(e.g., violent death of a loved one, 
violent bodily or sexual assault, 
currently grieving the loss of a 
loved one, application of critical 
incident stress debriefi ng immedi-
ately after the event, ongoing legal 
proceedings against the perpetra-
tor).

 2. Explore the social turmoil and / or 
psychological pain caused by the 
symptoms of the Posttraumatic 
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 Stress Disorder (e.g., detached 
from emotions, night traumas, 
increase in unregulated anger, 
disturbing fl ashbacks, increase 
in substance use, isolative behav-
iors).

 3. Explore the effect these symptoms 
have on the client’s daily func-
tioning (e.g., ability to engage in 
social activities, ability to engage 
in employment and / or academic 
activities, current attitude of 
primary social support system 
toward the client, legal problems 
due to increase in unregulated 
rage).

 2. Identify the negative 
consequences caused by poly-
substance dependence. (4, 5)

 4. Explore the client’s polysubstance 
abuse pattern and various aspects 
of social turmoil and / or psycho-
logical pain resulting from it (e.g., 
legal diffi culties, fi nancial and 
employment problems, family 
confl icts, medical concerns).

 5. Examine the specifi c group(s) of 
substances (e.g., cannabis, alco-
hol, cocaine) that causes the client 
the most social turmoil and / or 
psychological pain (e.g., legal 
problems due to alcohol use, fam-
ily rejection due to cocaine use).

 3. Describe the level of function-
ing prior to the occurrence of 
the traumatic event. (6)

 6. Examine the client’s premor-
bid personal history (e.g., 
employment history, nature 
of relationships, psychological 
concerns, addictive behaviors, 
spiritual beliefs, other personal 
strengths).

 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (7)

 7. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I and Axis II diagnostic 
features (e.g., Mood Disorders, 
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 Depressive Disorders, Posttrau-
matic Stress Disorder, Personality 
Disorders, Substance Use Disor-
ders).

 5. Complete psychological testing 
and / or objective questionnaires 
for assessing posttraumatic 
stress, related mental health 
concerns, and Substance Use 
Disorders. (8)

 8. Administer to the client psycho-
logical instruments designed to 
objectively assess Posttraumatic 
Stress Disorder, chemical depen-
dence, and other related mental 
health concerns (e.g., Trauma 
Symptom Inventory [TSI], Beck 
Depression Inventory–II [BDI- II], 
Substance Abuse Subtle Screening 
Inventory–3 [SASSI- 3]); provide 
feedback on the results to the 
client.

 6. Sign a release of information 
form to allow data to be gath-
ered on medical history. (9)

 9. After obtaining appropriate 
confi dentiality releases, contact 
the client’s primary care physician 
for a report on the client’s health 
issues (e.g., general health assess-
ment prior to the traumatic event; 
health concerns since the onset of 
the traumatic event; prescribed 
medications; symptoms of anxi-
ety, depression, or posttraumatic 
stress).

 7. Cooperate with a psychiat-
ric / medical evaluation and 
comply with psychotropic 
prescriptions. (10, 11)

10. Refer the client to be evaluated 
for nonaddictive psychotropic 
medications and implement the 
following guidelines: (1) addic-
tive psychotropic medications are 
to be used only during an acute 
exacerbation of the anxiety as-
sociated with posttraumatic stress; 
(2) monitor continued use of the 
nonaddictive medication, even 
during continued polysubstance 
use; (3) involve the client in the 
decision- making process.

11. Monitor the client’s psychotro-
pic medication compliance, 
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 effectiveness, and side effects; 
communicate this information to 
the prescribing physician.

 8. Disclose information on cur-
rent and / or historical suicidal 
behavior. (12, 13)

12. Assess the client for high- risk 
behavioral, emotional, or social 
markers associated with com-
pleted suicide in the client with 
posttraumatic stress, such as an 
increase in unmanageable anxiety, 
social isolation and / or emotional 
detachment, need for chaos and 
high- risk behaviors, unbearable 
grieving, or drug use to manage 
symptoms (see The Suicide and 
Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

13. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

 9. Disclose information on cur-
rent and / or historical violent 
behavior patterns. (14, 15)

14. Assess the client for high- risk 
behavioral, emotional, and social 
markers associated with violence 
in the client with posttraumatic 
stress (e.g., history of violent 
behavior; unmanaged polysub-
stance dependence; need for 
chaos, excitement, and dangerous 
behaviors).

15. Explain to the violence- prone 
client (e.g., client with signifi cant 
history of violence toward others) 
that if, during treatment, he / she 
identifi es a specifi c individual 
incorporated into his / her intent 
of violence, a professional consul-
tation will be made regarding the 
duty to warn.
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10. Verbalize an awareness of the 
need to change and a desire to 
do so. (16, 17, 18)

16. Assess the client for his / her stage 
of change associated with mental 
health and substance abuse issues 
(e.g., precontemplation; con-
templation; preparation; action; 
maintenance).

17. Examine individually each group 
of substances the client uses and 
determine the state of change 
for each group (e.g., precontem-
plation for alcohol and cocaine, 
preparation for cannabis).

18. Engage the client in Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, person- centered 
interviewing) when he / she has 
been identifi ed as being in a stage 
of change where any resistance 
or ambivalence exists (e.g., pre-
contemplation, contemplation, or 
preparation).

11. Write a plan for dealing with 
situations when mental health 
issues related to posttraumatic 
stress become unmanageable. 
(19, 20)

19. Develop a written crisis interven-
tion plan to implement during 
times of severe depression / anxiety 
and / or disabling patterns of poly-
substance use; the plan should 
include agreed- upon guidelines 
for inpatient psychiatric hospital-
ization (e.g., demonstrated suicide 
intent) and a list of positive 
social supports to be contacted as 
needed.

20. If  at any time during the therapy 
process the client displays sig-
nifi cant destabilization due to 
polysubstance dependence place 
him / her in a medically supervised 
detoxifi cation program that has 
a demonstrated capacity to work 
with related mental health con-
cerns.
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12. Verbalize an understanding 
between polysubstance depen-
dence and Posttraumatic Stress 
Disorder. (21)

21. Teach the client about the in-
teraction between his / her 
Posttraumatic Stress Disorder 
and patterns of polysubstance 
dependence (e.g., polysubstance 
use designed to avoid intrusive 
thoughts or recollections of the 
traumatic event, but results in le-
gal problems and family turmoil).

13. Identify current stressors, and 
the resulting symptoms, related 
to posttraumatic stress and 
polysubstance dependence. 
(22, 23, 24)

22. Implement Motivational 
Enhancement Therapy (e.g., re-
fl ective listening, client- generated 
problem identifi cation) that 
enables the client to list his / her 
most disruptive stressor(s) (e.g., 
continued polysubstance use due 
to fears of reliving the event, 
extreme family turmoil due to 
continued polysubstance use and 
isolative behaviors).

23. Implement Motivational En-
hancement Therapy to explore 
with the client current symptoms 
or emotional reactions associated 
with his / her identifi ed stressors 
(e.g., depression, shame, guilt due 
to extreme family turmoil).

24. Assist the client in acknowledging 
how the identifi ed stressor(s) and 
symptom(s) are currently mis-
managed (e.g., increase in isolative 
behaviors, increase in poly-
substance use patterns, suicide 
ideation), and the consequences 
of these maladaptive coping 
strategies (e.g., increase in disrup-
tion among members of primary 
support system).

14. Implement problem- solving 
strategies to manage the 
stressors and symptoms. 
(25, 26, 27, 28)

25. Teach the client healthy prob-
lem- solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore a variety of 
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 plans for solution, list the posi-
tives and negatives of each plan, 
select and implement a plan of ac-
tion, evaluate the outcome, adjust 
skills as necessary).

26. Assign the client to track daily 
stressors (e.g., being involved in a 
conversation that leads to emo-
tions connected to the traumatic 
event), previous maladaptive 
coping patterns (e.g., using sub-
stances until intoxicated), and 
experiences with newly acquired 
coping strategies (e.g., process-
ing the emotional reaction to a 
disturbing conversation with em-
pathic support system members).

27. Teach the client healthy prob-
lem- solving skills over identifi ed 
symptoms that are related to the 
identifi ed stressors (e.g., vali-
date current emotional reaction, 
explore history and function 
of current emotional reaction, 
examine alternative emotional 
reactions, explore adaptive man-
agement skills over harmful 
emotional reactions).

28. Assign the client to track daily 
symptoms (e.g., shame and guilt 
over continued polysubstance de-
pendence), previous maladaptive 
coping strategies (e.g., increase in 
polysubstance use, suicide ide-
ation), and experiences with newly 
acquired coping strategies (e.g., 
managing shame and guilt by 
making amends to primary sup-
port system).

15. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (29, 30)

29. Explore with the client personal 
psychological vulnerabilities that 
may hinder his / her effectively 
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 acquiring new problem- solving 
strategies (e.g., cognitive rigidity 
and lack of personal resiliency, 
chronic issues of self- doubt and 
self- devaluation).

30. Teach the client strategies to 
diminish the infl uence of the 
identifi ed vulnerabilities on learn-
ing (e.g., validate the existence of 
the vulnerabilities; explore and 
examine the source, history, and 
function of the identifi ed vulner-
abilities; replace the vulnerabilities 
with a client- generated, adaptive 
self- identity).

16. Implement strategies to reduce 
polysubstance dependence. 
(31, 32, 33)

31. Continue to use Motivational 
Enhancement Therapy (e.g., 
refl ective listening, acceptance 
of resistance) for the client who, 
while continuing to work on 
other identifi ed stressors, refuses 
to accept polysubstance use as a 
problem.

32. Engage the client, who begins 
to identify polysubstance as a 
problem, in coping strategies 
to reduce this dependency (e.g., 
review positives and negatives to 
polysubstance use, teach relax-
ation skills to manage and reduce 
tension and anxiety, rehearse and 
role- play high- risk situations for 
relapse, plan for daily activities 
that provide enjoyment without 
drugs / alcohol).

33. Administer the American Society 
of Addiction Medicine Patient 
Placement Criteria [ASAM-2R] 
to determine if  the client would 
be better served with inpatient 
residential treatment; only uti-
lize inpatient programs that
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 are  capable in working with 
co- occurring disorders (e.g., 
posttraumatic stress and related 
mental health concerns) and will 
continue prescribed psychotropic 
medications.

17. Implement strategies to 
reduce and manage the symp-
toms of posttraumatic stress. 
(34, 35, 36, 37)

34. Teach the client techniques of deep 
muscle relaxation, guided imag-
ery, and diaphragmatic breathing 
to apply at times of stress and 
anxiety; assign implementation of 
relaxation techniques in his / her 
normal activities of daily living 
and track effectiveness.

35. Teach the client strategies to man-
age his / her need for social isolation 
and emotional detachment to 
protect against intrusive symptoms 
of posttraumatic stress (e.g., create 
an atmosphere for the client to 
verbalize, clarify, and validate all 
emotions pertaining to his / her cur-
rent life circumstances).

36. Teach the client strategies to man-
age his / her need for a dangerous 
level of risk taking and chaotic 
behaviors (e.g., validate need for 
behaviors in the context of post-
traumatic stress; replace socially 
inappropriate risk taking with 
more structured, defi ned, and so-
cially appropriate behaviors that 
meet client’s need for excitement).

37. Refer the client to a structured 
and therapeutically defi ned group 
for grieving loss (e.g., child, 
spouse, death by suicide).

18. Verbalize statements of hope, 
confi dence, and self- affi rmation 
that effective stressor and 
symptom management skills 
can be maintained. (38)

38. Encourage the client to continue 
tracking newly acquired coping 
and problem- solving strategies, 
and affi rm the decrease in pat-
terns of polysubstance use and
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 the easing of Posttraumatic Stress 
Disorder symptoms when these 
skills are applied.

19. Develop a plan that incor-
porates relapse prevention 
strategies. (39)

39. Assist the client in writing a plan 
that lists the actions he / she will 
take to avoid relapse into pat-
terns of polysubstance use (e.g., 
continue to manage symptoms 
of posttraumatic stress through 
prescribed medications, continued 
review of adaptive coping strate-
gies, continued involvement with 
support system).

20. Complete a re- administration 
of objective tests for substance 
dependence, posttraumatic 
stress, and suicide ideation as 
a means of assessing treatment 
outcome. (40)

40. Assess the outcome of treatment 
by re- administering to the cli-
ent objective tests on substance 
use and mental health problems 
related to posttraumatic stress; 
evaluate the results and provide 
feedback to the client.

21. Complete a survey to assess 
the degree of satisfaction with 
treatment. (41)

41. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 309.81  Posttraumatic Stress Disorder
 304.80  Polysubstance Dependence
 308.3  Acute Stress Disorder
 300.0  Anxiety Disorder NOS
 296.xx  Major Depressive Disorder
 300.02  Generalized Anxiety Disorder
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 V62.2  Occupational Problem
    
    

Axis II: 301.7  Antisocial Personality Disorder
 301.83  Borderline Personality Disorder
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SOCIAL PHOBIA WITH ALCOHOL ABUSE

BEHAVIORAL DEFINITIONS

 1. Demonstrates an unusually high level of anxiety when confronted with 
exposure to social interactions that are unfamiliar.

 2. Recognizes that the intense level of social anxiety felt is unusual and ex-
cessive.

 3. Copes with social anxiety by avoidance of unfamiliar social interactions.
 4. Reports extreme feelings of distrust and guardedness in unfamiliar social 

settings due to a sense of being scrutinized and judged by those present.
 5. Demonstrates signifi cant impairment in social, occupational, academic, 

and relational functioning due to the intensity of the anxiety.
 6. Uses alcohol to manage the anxiety experienced in unfamiliar social set-

tings.
 7. Demonstrates continued use of alcohol regardless of experiencing adverse 

social, medical, relational, and legal consequences from its use.
 8. Demonstrates vulnerability to panic attacks and uses alcohol to manage 

the symptoms of that experience.

__.  

  

__.  

  

__.  

  

LONG- TERM GOALS

 1. Terminate alcohol abuse patterns.
 2. Develop skills in managing stress related to unfamiliar interpersonal rela-

tionships.
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 3. Develop a healthy concept of self- acceptance.
 4. Increase confi dence in social skills. 
 5. Enhance skills in reciprocal relationships and interpersonal social net-

work.

__.  

  

__.  

  

__.  

  

SHORT-TERM THERAPEUTIC
OBJECTIVES INTERVENTIONS

 1. Identify the negative conse-
quences caused by alcohol 
abuse. (1)

 1. Explore the client’s social turmoil 
and / or psychological pain as-
sociated with patterns of alcohol 
abuse (e.g., family confl icts, legal 
diffi culties, increase in anxiety).

 2. Provide information on the 
level of disability caused by 
social phobia. (2, 3)

 2. Examine with the client the onset 
of the symptoms and traits of 
social phobia (e.g., age, social 
and environmental conditions, 
substance use issues, early child-
hood trauma, previous treatment 
experiences for anxiety).

 3. Explore the current social turmoil 
and / or psychological pain as-
sociated with social phobia (e.g., 
stigma, family turmoil, shame, 
guilt, occupational problems, 
relationship diffi culty).

 3. Disclose personal experiences 
with current and historical 
social support systems. (4)

 4. Ask the client to detail his / her 
social support system (e.g., iden-
tify relationships that are positive 
and supportive, identify relation-
ships that have a negative attitude 
toward the client); determine the 
client’s current attitude toward 
his / her social support system.
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 4. Provide complete information 
on current mood and thought 
process in a psychological 
evaluation. (5)

 5. Refer the client for or perform a 
psychiatric / psychological evalu-
ation to validate all co- occurring 
Axis I, Axis II, and Axis III diag-
nostic features (e.g., Depressive 
Disorders, Avoidant or Schizoid 
Personality Disorder, Acute or 
Posttraumatic Stress Disorder, Eat-
ing Disorders, medical conditions, 
Substance Use Disorders, Com-
munication Disorders, Learning 
Disorders, Motor Skills Disorders).

 5. Complete psychological test-
ing or objective questionnaires 
for assessing social phobia, 
Anxiety Disorders, and alcohol 
abuse. (6)

 6. Administer to the client psycho-
logical instruments designed to 
objectively assess the issues of 
social phobia, Anxiety Disorders, 
and alcohol abuse (e.g., Millon 
Multiaxial Inventory–III [MCMI-
 III], Social Phobia and Anxiety 
Inventory [SPAI], Substance Abuse 
Subtle Screening Inventory–3 
[SASSI- 3], Minnesota Multiphasic 
Personality Inventory–2 [MMPI-
 2]); provide feedback on the results 
to the client.

 6. Cooperate with an evaluation 
for psychotropic medication 
and take medication as pre-
scribed. (7, 8)

 7. Refer the client to a physician 
to be evaluated for psychotropic 
medications; implement the fol-
lowing guidelines for the use of 
prescribed medications: (1) use 
only PRN, nonaddictive medica-
tions, (2) addictive medications 
should only be used during an 
acute exacerbation [PRN] of an 
Anxiety Disorder, (3) monitor 
continued use of the nonaddictive 
medication even during an exacer-
bation of alcohol use.

 8. Monitor the client for psycho-
tropic medication prescription 
compliance, effectiveness, and side 
effects; communicate this informa-
tion to the prescribing physician.
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 7. Sign a release of information 
form to allow data to be gath-
ered on medical history. (9)

 9. After obtaining confi dentiality 
releases, contact the client’s primary 
care provider for a report on his / her 
health history (e.g., psychosomatic 
complaints, current medications, 
accidental injuries, body disfi gure-
ments, Communication Disorders, 
Learning Disorders, Motor Skills 
Disorders, Pervasive Developmen-
tal Disorders). 

 8. Disclose information on cur-
rent and / or historical suicidal 
behavior. (10, 11)

10. Assess the client for high- risk 
behavioral, social, and emotional 
markers associated with completed 
suicide in persons with Anxiety 
Disorders, such as male gender; 
severe hopelessness connected 
to anxiety; feelings of isolation, 
shame, guilt, stigma; signifi cant 
relationship turmoil; unmanage-
able alcohol use (see The Suicide 
and Homicide Risk Assessment and 
Prevention Treatment Planner by 
Klott and Jongsma).

11. Administer objective suicide as-
sessment scales to validate clinical 
fi ndings (e.g., Beck Scale for Sui-
cide Ideation, Reasons for Living 
Inventory, Suicide Probability 
Scale); provide feedback to the cli-
ent on the results and implications 
for treatment.

 9. Comply with placement in a 
medically supervised setting for 
stabilization. (12, 13)

12. If, at any time during treatment, 
the client experiences a signifi -
cant destabilization due to severe 
alcohol abuse, place him / her in a 
medically supervised detoxifi ca-
tion and / or residential treatment 
program.

13. Refer the client to an inpatient 
program that assesses and treats 
both alcohol abuse and co-
 occurring mental health concerns 
(i.e., Dual- Diagnosed Capable).
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10. Verbalize agreement with a 
written plan for dealing with 
situations when panic anxiety 
becomes unmanageable. (14)

14. Develop a written or verbal 
crisis intervention contract to 
implement during times when 
the client experiences acute levels 
of prolonged panic anxiety that 
seriously hinders social and / or oc-
cupational functioning; include in 
the plan a list of social supports 
the client will use, and defi ned 
guidelines for the use of inpatient 
hospitalization (e.g., intense sui-
cide ideation).

11. Verbalize an awareness of the 
need to change and a desire to 
do so. (15, 16)

15. Assess the client for his / her stage 
of change associated with men-
tal health and substance abuse 
(e.g., precontemplation—sees 
no need to change; contempla-
tion—recognizes a problem; 
preparation—examines treat-
ment strategies; action—begins 
to modify behaviors to reduce 
stressors; maintenance—actively 
involved in treatment).

16. Engage the client in Motivational 
Enhancement Therapy styles (e.g., 
accepting resistance, refl ective 
listening) when he / she has been 
identifi ed as being in a stage of 
change where any resistance or 
ambivalence exists (e.g., precon-
templation, contemplation, or 
preparation).

12. Verbalize an understanding of 
the interaction of alcohol use 
and social phobia. (17)

17. Engage the client in an edu-
cational process regarding the 
interaction of alcohol abuse 
and social phobia (e.g., alcohol 
intoxication used as an avoid-
ance strategy for unfamiliar social 
interactions; alcohol used to calm 
anxiety either before, during, or 
after social interactions; alcohol 
used as an energizer, enabling 
the client to engage in unfamiliar 
social interactions).
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13. Identify current stressors, and 
the resulting symptoms, that 
are caused by alcohol abuse 
and social phobia. (18, 19, 20)

18. Assist the client in the contempla-
tion and / or preparation stage, in 
listing current stressors that are 
attributed to the co- occurring 
disorders (e.g., family turmoil due 
to alcohol abuse; occupational / 
academic problems due to social 
phobia).

19. Explore current symptoms or 
emotional reactions associated 
with identifi ed stressors (e.g., feel-
ings of guilt regarding the family 
turmoil caused by the alcohol 
abuse; feelings of stigma and 
shame regarding the occupation-
al / academic problems caused by 
the social phobia).

20. Assist the client in identifying 
his / her most disruptive stressors 
and symptoms, how these stress-
ors and symptoms are currently 
mismanaged (e.g., increase in 
alcohol abuse patterns, increase 
in avoidance behaviors, suicide 
ideation) and the consequences of 
these maladaptive coping strate-
gies (e.g., loss of employment, loss 
of social support, legal problems, 
fi nancial problems). 

14. Implement problem- solving 
skills to manage the identifi ed 
stressors and symptoms related 
to alcohol abuse and social 
phobia. (21, 22, 23, 24, 25)

21. Teach the client healthy problem- 
solving skills over identifi ed 
stressors (e.g., thoroughly defi ne 
the problem, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome and adjust 
skills as necessary); model appli-
cation of this skill to the client’s 
issues of stress.

22. Assign the client the use of a 
treatment journal that will track 
daily stressors, maladaptive cop-
ing patterns, and experiences with
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 newly acquired coping strategies 
(e.g., coping with family tur-
moil by using learned relaxation 
techniques, coping with the urge 
to use alcohol by using learned 
replacement / diversion strategies); 
assign homework targeting stress 
management skills.

23. Teach the client healthy coping 
skills over identifi ed symptoms 
(e.g., thoroughly explore the 
symptom, its history, its causes, 
its function; explore alternative 
emotional reactions, select a plan 
of action, evaluate the outcome).

24. Assign the client to track daily 
symptoms, maladaptive emotional 
reactions, and experiences with 
newly acquired emotional regula-
tion skills (e.g., verbalize feelings 
of shame and guilt to family 
members who have been adversely 
affected by client’s alcohol abuse); 
assign homework targeting symp-
tom management skills.

25. Engage the client in a process 
where he / she will learn: (1) the 
goal of therapy is symptom and 
stressor management, not elimi-
nation; (2) experimentation with 
varied strategies is expected, 
and there is no failure; (3) as the 
stressors and symptoms of one 
disorder stabilize (e.g., family 
turmoil due to alcohol abuse) the 
other disorder (e.g., social phobia) 
is positively affected.

15. Resolve identifi ed psychologi-
cal barriers that hinder effective 
problem- solving skills. (26, 27)

26. Explore the client’s personal 
vulnerabilities that may hinder 
his / her effectively acquiring new 
problem- solving strategies (e.g., a 
signifi cant fear of failure coupled 
with a need to please others; 
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 limited or no access to emotions; 
extreme levels of shame and / or 
self- devaluation).

27. Teach the client strategies to 
diminish the infl uence of the iden-
tifi ed vulnerabilities on learning 
(e.g., acknowledge the existence 
of the vulnerabilities, examine 
the source of the vulnerabilities, 
replace identifi ed vulnerabilities 
with an adaptive client- generated 
self- identity). 

16. Implement strategies to reduce 
alcohol abuse. (28, 29)

28. Teach the client coping skills to 
reduce alcohol abuse patterns 
(e.g., review the positive and 
negative effects of alcohol abuse 
patterns; teach and model relax-
ation techniques to reduce tension 
levels; model and role- play social 
skills to be used at high- risk times; 
urge regular participation in a 12-
 step support group). 

29. Teach the client harm reduction 
strategies if  the client contin-
ues alcohol use patterns (e.g., 
strategies to reduce social or oc-
cupational damage due to alcohol 
use patterns).

17. Implement strategies to reduce 
panic anxiety. (30)

30. Teach the client coping skills to 
reduce panic anxiety (e.g., learn 
precipitating events, teach re-
laxation techniques, remain on 
nonaddictive PRN medications, 
develop a physical exercise rou-
tine, model and role- play assertive 
expression of emotions).

18. Identify and replace negative 
self- talk that fosters social anxi-
ety. (31, 32, 33, 34, 35)

31. Assist the client in identifying 
distorted automatic thoughts as-
sociated with anxiety over social 
interaction.

32. In the Action stage of change, 
ask the client to read the “Social
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 Anxiety” section in The Feeling 
Good Handbook (Burns) and pro-
cess key ideas with the therapist.

33. In the Action stage of change, 
assign the client to complete and 
process exercises on social anxi-
ety and thought distortion in Ten 
Days to Self- Esteem! (Burns).

34. Assist the client in developing 
positive self- talk that will aid in 
overcoming fear of relating with 
others or participating in social 
activities.

35. If  possible, and available, engage 
the client in a support group for 
social phobics; have the client 
provide feedback after each group 
session and process the particu-
lars of his / her experience. 

19. Verbalize statements of hope 
that effective stressor and 
symptom management skills 
can be maintained. (36, 37)

36. Encourage the client to recognize 
that as the traits of the social 
phobia become more manageable, 
the abuse of alcohol becomes less 
problematic and treatment be-
comes more effective.

37. Encourage the client to continue 
tracking newly acquired coping 
and problem- solving strategies 
and to recognize the decrease in 
panic anxiety, traits of social pho-
bia, and alcohol abuse patterns 
when the skills are applied; affi rm 
and reinforce his / her confi dence 
that these skills will continue to 
decrease painful stressors and 
symptoms.

20. Develop a plan that incor-
porates strategies for relapse 
prevention. (38)

38. Assist the client in writing a plan 
that lists the action he / she will 
take to avoid relapse into alcohol 
abuse patterns and / or traits of 
social phobia (e.g., rely on new so-
cial skills and positive cognitions, 
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 continued participation in support 
groups for both disorders, remain 
on prescribed PRN medication).

21. Complete a re- administration 
of objective tests for social 
phobia, panic anxiety, and 
alcohol use as a means of as-
sessing treatment outcome. (39)

39. Assess the outcome of treatment 
by re- administering to the client 
objective tests for substance use, 
Anxiety Disorders, social phobia, 
panic anxiety; evaluate the re-
sults and provide feedback to the 
 client.

22. Complete a survey to assess 
the degree of satisfaction with 
treatment. (40)

40. Administer a survey to assess the 
client’s degree of satisfaction with 
treatment.

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

__.  

 

DIAGNOSTIC SUGGESTIONS:

Axis I: 300.23  Social Phobia
 308.3  Acute Stress Disorder
 300.02  Generalized Anxiety Disorder
 305.00  Alcohol Abuse
 303.90  Alcohol Dependence
    
    

Axis II: 301.20  Schizoid Personality Disorder
 301.82  Avoidant Personality Disorder
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Appendix C

INDEX OF DSM- IV- TR CODES 
ASSOCIATED WITH PRESENTING 

PROBLEMS

Academic Problem V62.3
Adolescent Attention-

 Defi cit / Hyperactivity Disorder 
(ADHD) with Cannabis 
Abuse

Adolescent Conduct Disorder 
with Alcohol Abuse

Acute Stress Disorder 308.3
Acute Stress Disorder with 

Sedative, Hypnotic, or 
Anxiolytic Abuse

Borderline Female with Alcohol 
Abuse

Borderline Male with 
Polysubstance Dependence

Generalized Anxiety Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Social Phobia with Alcohol 
Abuse

Adjustment Disorder With
Anxiety 309.24

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Adjustment Disorder With 
Depressed Mood 309.0

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Adjustment Disorder 
With Mixed Anxiety and 
Depressed Mood 309.28

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Adjustment Disorder With 
Mixed Disturbance of 
Emotions and Conduct 309.4

Adolescent Attention-
 Defi cit / Hyperactivity Disorder 
(ADHD) with Cannabis 
Abuse

Alcohol Abuse 305.00
Adolescent Asperger’s Disorder 

with Alcohol Abuse
Adolescent Conduct Disorder 

with Alcohol Abuse
Bipolar Disorder Female with 

Alcohol Abuse
Borderline Female with 

Alcohol Abuse
Bulimic Female with 

Alcohol Abuse
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Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Pathological Gambling

Social Phobia with 
Alcohol Abuse

Alcohol Dependence 303.90
Bipolar Female with Alcohol 

Abuse
Borderline Female with 

Alcohol Abuse
Bulimic Female with 

Alcohol Abuse
Chronic Undifferentiated 

Schizophrenia with 
Alcohol Dependence

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Pathological Gambling

Paranoid Schizophrenia with 
Polysubstance Dependence

Social Phobia with 
Alcohol Abuse

Alcohol Intoxication 303.00
Depressive Disorders with 

Alcohol Abuse

Alcohol Withdrawal 291.8
Depressive Disorders with 

Alcohol Abuse

Amphetamine Dependence 304.40
Anorexic Female with 

Amphetamine Dependence

Amphetamine- Induced 
Anxiety Disorder 292.89

Anorexic Female with 
Amphetamine Dependence

Amphetamine- Induced 
Mood Disorder 292.84

Anorexic Female with 
Amphetamine Dependence

Amphetamine Withdrawal 292.0
Anorexic Female with 

Amphetamine Dependence

Anorexia Nervosa 307.1
Anorexic Female with 

Amphetamine Dependence

Antisocial Personality 
Disorder 301.7

Adult Attention- Defi cit / 
Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Bipolar Disorder Male with 
Polysubstance Dependence

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Depressive Disorders with 
Pathological Gambling

Intermittent Explosive Disorder 
with Cannabis Abuse

Paranoid Schizophrenia with 
Polysubstance Dependence

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Anxiety Disorder Not 
Otherwise Specifi ed 300.00

Acute Stress Disorder with 
Sedative, Hypnotic, or 
Anxiolytic Abuse

Generalized Anxiety Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Asperger’s Disorder 299.80
Adolescent Asperger’s Disorder 

with Alcohol Abuse
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Attention- Defi cit / Hyperactivity 
Disorder, Combined Type 314.01

Adolescent Attention-
 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Adult Attention-
 Defi cit / Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Attention- Defi cit / Hyperactivity 
Disorder Not Otherwise 
Specifi ed 314.9

Adolescent Attention-
 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Adult Attention- Defi cit / 
Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Attention- Defi cit / Hyperactivity 
Disorder, Predominantly 
Hyperactive- Impulsive Type 314.01

Adolescent Attention-
 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Adult Attention-
 Defi cit / Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Attention- Defi cit / Hyperactivity 
Disorder, Predominantly 
Inattentive Type 314.00

Adolescent Attention-
 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Adult Attention-
 Defi cit / Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Autistic Disorder 299.00
Adolescent Asperger’s Disorder 

with Alcohol Abuse

Avoidant Personality Disorder 301.82
Avoidant Personality Disorder 

with Cannabis Dependence
Social Phobia with 

Alcohol Abuse

Bipolar I Disorder 296.xx
Bipolar Disorder Female with 

Alcohol Abuse
Bipolar Disorder Male with 

Polysubstance Dependence

Bipolar II Disorder 296.89
Bipolar Disorder Female with 

Alcohol Abuse
Bipolar Disorder Male with 

Polysubstance Dependence

Bipolar Disorder Not 
Otherwise Specifi ed 296.80

Bipolar Disorder Female with 
Alcohol Abuse

Bipolar Disorder Male with 
Polysubstance Dependence

Borderline Personality 
Disorder 301.83

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Bipolar Disorder Female with 
Alcohol Abuse

Bipolar Disorder Male with 
Polysubstance Dependence

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence

Bulimic Female with 
Alcohol Abuse
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Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Chronic Undifferentiated 
Schizophrenia with 
Alcohol Dependence

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Cannabis Dependence

Dissociative Disorder with 
Cocaine Abuse

Intermittent Explosive Disorder 
with Cannabis Abuse

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Bulimia Nervosa 307.51
Bulimic Female with 

Alcohol Abuse

Cannabis Abuse 305.20
Adolescent Attention-

 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Depressive Disorders with 
Cannabis Dependence

Generalized Anxiety Disorder 
with Cannabis Abuse

Intermittent Explosive Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Cannabis Dependence 304.30
Adolescent Attention-

 Defi cit / Hyperactivity 
Disorder (ADHD) with 
Cannabis Abuse

Avoidant Personality Disorder 
with Cannabis Dependence

Depressive Disorders with 
Cannabis Dependence

Generalized Anxiety Disorder 
with Cannabis Abuse

Intermittent Explosive Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Paranoid Schizophrenia with 
Polysubstance Dependence

Cannabis- Induced 
Anxiety Disorder 292.89

Avoidant Personality Disorder 
with Cannabis Dependence

Depressive Disorders with 
Cannabis Dependence

Cocaine Abuse 305.60
Dissociative Disorder with 

Cocaine Abuse

Cocaine Dependence 304.20
Adult Attention-

 Defi cit / Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

 Paranoid Schizophrenia with 
Polysubstance Dependence

Cocaine- Induced Anxiety 
Disorder 292.89

Adult Attention- Defi cit / 
Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Conduct Disorder, 
Adolescent- Onset Type 312.82

Adolescent Conduct Disorder 
with Alcohol Abuse

Cyclothymic Disorder 301.13
Bipolar Disorder Female with 

Alcohol Abuse
Bipolar Disorder Male with 

Polysubstance Dependence
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Delusional Disorder 297.1
Chronic Undifferentiated 

Schizophrenia with Alcohol 
Dependence

Paranoid Schizophrenia with 
Polysubstance Dependence

Depressive Disorder 296.xx
Chronic Undifferentiated 

Schizophrenia with Alcohol 
Dependence

Depressive Disorder Not 
Otherwise Specifi ed 311

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Pathological Gambling

Depersonalization Disorder 300.6
Dissociative Disorder with 

Cocaine Abuse

Disruptive Behavior Disorder 
Not Otherwise Specifi ed 312.9

Adolescent Conduct Disorder 
with Alcohol Abuse

Dissociative Amnesia 300.12
Dissociative Disorder with 

Cocaine Abuse

Dissociative Disorder Not 
Otherwise Specifi ed 300.15

Dissociative Disorder with 
Cocaine Abuse

Dissociative Fugue 300.13
Dissociative Disorder with 

Cocaine Abuse

Dissociative Identity Disorder 300.14
Dissociative Disorder with 

Cocaine Abuse

Dysthymic Disorder 300.4
Adolescent Conduct Disorder 

with Alcohol Abuse
Anorexic Female with 

Amphetamine Dependence
Borderline Male with 

Polysubstance Dependence
Bulimic Female with 

Alcohol Abuse
Depressive Disorders with 

Alcohol Abuse
Depressive Disorders with 

Cannabis Dependence
Depressive Disorders with 

Pathological Gambling

Eating Disorder Not 
Otherwise Specifi ed 307.50

Anorexic Female with 
Amphetamine Dependence

Bulimic Female with 
Alcohol Abuse

Generalized Anxiety Disorder 300.02
Acute Stress Disorder with 

Sedative, Hypnotic, or 
Anxiolytic Abuse

Adolescent Asperger’s Disorder 
with Alcohol Abuse

Adult Attention- Defi cit / 
Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Anorexic Female with 
Amphetamine Dependence

Avoidant Personality Disorder 
with Cannabis Dependence

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence

Bulimic Female with 
Alcohol Abuse
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Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Depressive Disorders with 
Cannabis Dependence

Dissociative Disorders with 
Cocaine Abuse

Generalized Anxiety Disorder 
with Cannabis Abuse

Intermittent Explosive Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Social Phobia with 
Alcohol Abuse

Hallucinogen Dependence 304.50
Paranoid Schizophrenia with 

Polysubstance Dependence

Impulse- Control Disorder Not 
Otherwise Specifi ed 312.30

Depressive Disorders with 
Pathological Gambling

Intermittent Explosive Disorder 
with Cannabis Abuse

Intermittent Explosive 
Disorder 312.34

Intermittent Explosive Disorder 
with Cannabis Abuse

Major Depressive Disorder 296.xx
Acute Stress Disorder with 

Sedative, Hypnotic, or 
Anxiolytic Abuse

Anorexic Female with 
Amphetamine Dependence

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence

Bulimic Female with 
Alcohol Abuse

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Cannabis Dependence

Depressive Disorders with 
Pathological Gambling

Paranoid Schizophrenia with 
Polysubstance Dependence

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Major Depressive 
Disorder, Recurrent 296.3x

Adolescent Conduct Disorder 
with Alcohol Abuse

Mood Disorder Not 
Otherwise Specifi ed 296.90

Chronic Undifferentiated 
Schizophrenia with Alcohol 
Dependence

Narcissistic Personality 
Disorder 301.81

Bulimic Female with 
Alcohol Abuse

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Cannabis Dependence

Noncompliance with 
Treatment V15.81

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Bipolar Disorder Female with 
Alcohol Abuse

Bipolar Disorder Male with 
Polysubstance Dependence

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence
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Obsessive- Compulsive 
Disorder 300.3

Anorexic Female with 
Amphetamine Dependence

Bulimic Female with 
Alcohol Abuse

Depressive Disorders with 
Cannabis Dependence

Depressive Disorders with 
Pathological Gambling

Generalized Anxiety Disorder 
with Cannabis Abuse

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Obsessive- Compulsive 
Personality Disorder 301.4

Anorexic Female with 
Amphetamine Dependence

Bulimic Female with 
Alcohol Abuse

Depressive Disorders with 
Alcohol Abuse

Depressive Disorders with 
Pathological Gambling

Obsessive- Compulsive Disorder 
with Cannabis Abuse

Occupational Problem V62.2
Adult Attention- Defi cit / 

Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Paranoid Personality Disorder 301.0
Paranoid Schizophrenia with 

Polysubstance Dependence

Partner Relational Problem V61.10
Adult Attention- Defi cit / 

Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence 

Avoidant Personality Disorder 
with Cannabis Dependence

Pathological Gambling 312.31
Depressive Disorders with 

Pathological Gambling

Personality Disorder Not 
Otherwise Specifi ed 301.9

Adult Attention-
 Defi cit / Hyperactivity Disorder 
(ADHD) with Cocaine 
Dependence

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Bipolar Disorder Female with 
Alcohol Abuse

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence

Dissociative Disorders with 
Cocaine Abuse

Pervasive Developmental 
Disorder Not 
Otherwise Specifi ed 299.80

Adolescent Asperger’s Disorder 
with Alcohol Abuse

Polysubstance Dependence 304.80
Antisocial Personality 

Disorder with Polysubstance 
Dependence

Bipolar Disorder Male with 
Polysubstance Dependence

Borderline Male with 
Polysubstance Dependence

Paranoid Schizophrenia with 
Polysubstance Dependence
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Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Posttraumatic Stress Disorder 309.81
Acute Stress Disorder with 

Sedative, Hypnotic, or 
Anxiolytic Abuse

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Borderline Male with 
Polysubstance Dependence

Bulimic Female with 
Alcohol Abuse

Chronic Undifferentiated 
Schizophrenia with Alcohol 
Dependence

Dissociative Disorders with 
Cocaine Abuse

Posttraumatic Stress Disorder 
with Polysubstance 
Dependence

Psychological Symptoms 
Affecting Axis III Disorder 316

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Psychotic Disorder Not 
Otherwise Specifi ed 298.9

Chronic Undifferentiated 
Schizophrenia with Alcohol 
Dependence

Relational Problem Not 
Otherwise Specifi ed V62.81

Antisocial Personality 
Disorder with Polysubstance 
Dependence

Borderline Female with 
Alcohol Abuse

Borderline Male with 
Polysubstance Dependence

Schizoaffective Disorder 295.70
Chronic Undifferentiated 

Schizophrenia with Alcohol 
Dependence

Schizoid Personality Disorder 301.20
Social Phobia with 

Alcohol Abuse

Schizophrenia, Paranoid Type 295.30
Paranoid Schizophrenia with 

Polysubstance Dependence

Schizophrenia 
Undifferentiated Type 295.90

Chronic Undifferentiated 
Schizophrenia with Alcohol 
Dependence

Sedative, Hypnotic, or 
Anxiolytic Abuse 305.40

Acute Stress Disorder with 
Sedative, Hypnotic, or 
Anxiolytic Abuse

Sedative, Hypnotic, or 
Anxiolytic Dependence 304.10

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Sedative, Hypnotic, or 
Anxiolytic Intoxication 292.89

Chronic Medical Illness with 
Sedative, Hypnotic, or 
Anxiolytic Dependence

Sedative- , Hypnotic-, 
or Anxiolytic- Induced 
Anxiety Disorder 292.89

Acute Stress Disorder with 
Sedative, Hypnotic, or 
Anxiolytic Abuse
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Sedative, Hypnotic, or 
Anxiolytic Withdrawal 292.0

Acute Stress Disorder with 
Sedative, Hypnotic, or 
Anxiolytic Abuse

 Chronic Medical Illness 
with Sedative, Hypnotic, or 
Anxiolytic Dependence

Social Phobia 300.23
Adolescent Asperger’s Disorder 

with Alcohol Abuse
Social Phobia with 

Alcohol Abuse
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