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Co-occurring Disorders

Aaron Meyer, Gabriela G. Mejia, and Hilary M. Gould

 Introduction

Co-occurring disorders, concurrent substance use and mental illness, often have 
synergistic effects that place an individual at increased risk of occupational, legal, 
and health hazards. These disorders affect those at the highest echelons of wealth 
and the most destitute. Addressing co-occurring disorders requires a multifaceted 
approach involving psychotherapy, support groups, and psychopharmacology. In 
this chapter, cultural aspects of co-occurring disorders are explored, including the 
role of public policy, healthcare organizations, and the legal system in combatting 
(and at times, perpetuating) the scourge of moralistic beliefs that have isolated this 
population from evidence-based interventions.

Substance use disorders are common in the United States and contribute to a 
large percentage of hospitalizations and mortality. There are about 20 million peo-
ple with substance use disorders in the USA [1] . In 2010, 0.8% of global disability- 
adjusted life years were related to illicit substance use disorders [2]. Explanations 
for these rates are attributed to cardiovascular, digestive, respiratory, and endocrine 
diseases, cancers, suicide, overdoses, and injuries. In fact, of all hospitalized adult 
patients, 20% have a substance use disorder. These patients are three times more 
likely to leave the hospital against medical advice [3]. Consequences of leaving 
against medical advice are severe, with studies suggesting a doubling of 30-day 
mortality [4]. For patients with opioid use disorders, methadone induction has 
shown to reduce frequency of patients leaving against medical advice [3].

Mental health diagnoses often predate or co-occur with substance use disor-
ders. In the USA in 2019, nearly half (49.2%) of patients with a substance use dis-
order were also diagnosed with a mental illness [1]. Concurrent diagnoses are 
especially common among patients with serious mental illness; patients with 
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schizophrenia have a 50% risk of developing a substance use disorder [5]. 
Disturbingly, a co-occurring disorder significantly increases the risk of psychiatric 
hospitalization, treatment nonadherence, and homelessness. Along with marketing, 
peer influence, and genetic predisposition, iatrogenic perpetuation of substance use 
disorders is a relevant issue. In a prospective analysis of 203 patients with co- 
occurring severe mental illness and substance use disorders, 43% were prescribed 
benzodiazepines. This group was twice as likely to abuse benzodiazepines than 
those who were not prescribed benzodiazepines [6]. The current opioid epidemic 
has been fueled in part by pharmaceutical advertising and physician prescribing.

Substance use disorders cost an estimated $700 billion a year, mostly related to 
lost productivity [7, 8]. Despite this high cost, there are significant structural barri-
ers associated with care delivery. As Massachusetts’ health expansion demonstrated, 
adding substance use disorder treatment to insurance coverage does not necessarily 
lead to increased utilization or care [9]. Lack of utilization is likely multifactorial 
and certainly not solely due to the insurer. Individuals decline to engage in treatment 
for a myriad of reasons including denial, fear of adverse impact on employment, 
and time constraints [9]. Unfortunately, the Mental Health Parity and Addiction 
Equity Act in 2008 does not require insurers to provide substance use disorder treat-
ment. Instead, this law exclusively applied to businesses with 50 or more employees 
who were already providing insurance coverage for mental health and substance use 
treatment [10]. In 2014, the Affordable Care Act (ACA) required insurers to cover 
treatment for mental health and substance use disorders [10]. Even so, in 2017 17% 
of workers were exempt from these essential health benefit additions due to enroll-
ment in older “grandfathered” plans [10]. Patients continue to face increased barri-
ers utilizing substance use disorder treatment compared to other medical care. In 
one study of 11,732 privately insured participants, an underlying issue they identi-
fied was decreased individual awareness regarding whether their plan covered sub-
stance use disorder treatment [10]. Another study cites 24% of privately insured 
individuals did not receive treatment because of insurance difficulties, such as cov-
erage or affordability. However, in the same study, 97% did not perceive a need for 
treatment which highlights the need of outreach initiatives to advertise the benefit 
and accessibility of substance use disorder treatment [9]. In recent years, mental 
health spending and coverage have been expanded, but substance use coverage has 
not followed suit. Private insurance, Medicare, and Medicaid total mental health 
share coverage increased from 44% (1986) to 68% (2014), while the share of spend-
ing for substance use disorder treatment abysmally went from 45% (1986) to 46% 
(2014) [11]. Between 1986 and 2014, mental health treatment shifted primarily 
from governments to insurance companies; yet, substance use disorder treatment 
continues to be financed primarily from government entities [11].

Currently, treatments authorized by insurance companies are not always aligned 
with best practices. Prior authorization requirements and nonquantitative limits on 
treatment and lifetime treatment limitations begs the question of whether there is 
true parity between physical and mental healthcare. Individuals with substance use 
disorders are often excluded from transplantation, acute care facilities, and outpa-
tient parenteral antibiotic treatment [12]. A study through Health Resources and 
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Services Administration demonstrated that stigma was one of the most cited reasons 
for not participating in substance use treatment. Methadone treatment is often per-
ceived as degrading and humiliating. Patients with co-occurring disorders are less 
likely to engage in treatment and are at increased risk for suicide [13]. Individuals 
are twice as likely to utilize services for mental health treatment rather than for 
management of a substance use disorder [14].

 Background

 Historical Significance

Humans have been abusing substances since the earliest historical records. 
Throughout history, there has been a spectrum of beliefs regarding the etiology of 
substance use disorders. In this chapter, four main substances are discussed: alco-
hol, opioids, stimulants, and tobacco. Although not covered in depth in this chapter, 
benzodiazepines, cannabis, inhalants, steroids, and other substances contribute to 
morbidity and mortality. Substances are rarely used in isolation and interactions can 
lead to unintended effects.

 Alcohol
Alcohol has been consumed for at least the past 10,000 years. Some original incep-
tions include beer, without hops, and mead, an elixir made from honey. Christianity 
helped popularize wine through connecting its consumption with Jesus’ last supper. 
Beneficial health effects of alcohol in treating snake bites have been cited by Cato 
the Elder. British physicians have considered alcohol’s role in curing venereal dis-
ease [15]. There has also been a focus on alcohol’s negative effects. For instance, 
slaves were banned from alcohol consumption due to perceived increased likeli-
hood of upending social order. The English legal system began regulating alehouses 
in the fifteenth century. Alcohol increasingly became more accessible to working- 
class people during the Industrial Revolution, notably, with 25% of London house-
holds producing gin. As consumption of alcohol increased in the nineteenth century, 
a counter focus on the negative effects of alcohol arose through the “temperance 
movement.” Physicians referred to alcohol as “a disease of the will.” Homes for 
inebriates and asylums were established to treat alcohol use disorder during the 
Prohibition era.

Before Prohibition, there were no systematic efforts to quantify alcohol use [16]. 
In the USA, 1889 marked the founding of the Sociology Group, which investigated 
social problems. In 1893 they began addressing problems associated with alcohol 
consumption and rebranded to the Committee of Fifty [17]. Members of the 
Committee of Fifty were mainly upper-class business and financial elites. They 
drafted a volume titled The Liquor Problem: A Summary of Investigations Conducted 
by the Committee of Fifty, 1893–1903, which formed basis for further restrictions on 
alcohol use [16]. Congress passed Wartime Prohibition in 1917, and National 
Prohibition was passed in January 1920 (18th Amendment), until it was overturned 

5 Co-occurring Disorders



82

in 1933 (21st Amendment) [16]. Despite doubling of enforcement budget between 
1921 and 1930, efforts to curtail alcohol consumption were largely unsuccessful due 
to illegal manufacturing and trade. Additionally, there was increased support for 
alcohol consumption during Prohibition attributed to the romanticized thrill of dan-
ger. John Rockefeller and others founded the Research Council on Problems of 
Alcohol in 1937, in part to consider ramifications of repeal [18]. According to this 
group, “an alcoholic should be regarded as a sick person, just as one who is suffer-
ing from tuberculosis, cancer, heart disease, or other serious chronic disorder” [18].

Alcohol consumption, abuse, hospitalizations, and deaths have increased in the 
past two decades. A study examining alcohol-related deaths from US mortality data 
from the National Center for Health Statistics found that 2.6% of all deaths in 2017 
involved alcohol [19]. Those at highest risk were men, middle-aged  adults, and 
American Indians or Alaska Natives. Rate increases were highest among non- 
Hispanic white women, which is consistent with data on opioid use and other sub-
stance disorders.

 Opioids
Opioid use disorder was originally considered a medical problem in the late 1800s. 
The Society for Promoting Legislation for Control and Cure of Habitual Drunkards 
(established in 1876) helped link substance dependence with medical treatment. 
Increasing use among lower socioeconomic groups in England led to concerns about 
“deviance” and increasingly punitive policies in the early 1900s [20]. The International 
Opium Convention of 1912 limited use of opiates and cocaine to medical use [21]. 
The Harrison Narcotic Act of 1914 required medical professionals to register with 
the Department of the Treasury and maintain prescribing records. In 1956, medical 
use of heroin was withdrawn in the USA (via the US Narcotic Drug Control Act), but 
any physician could still prescribe heroin to patients with opioid use disorder until 
1968. Medication-assisted treatment emerged in the 1970s. Shifts in drug policy 
occurred in the 1980s, with the emergence of HIV/AIDS, leading to more favorable 
views of oral opioids such as methadone. In the 1990s, a number of pharmaceutical 
companies, physicians, and pain organizations began advocating for more aggressive 
use of opioids for chronic and nonmalignant pain conditions. During this time, opi-
oid prescribing began to exponentially increase which led to dependence and growth 
in illegal marketplaces. Subsequently, other countries such as Australia and 
Switzerland renewed interest in heroin prescribing with the hopes of increasing 
access and interest in treatment and rehabilitation programs. A Geneva study investi-
gated 46 patients randomized to receive heroin or methadone; at 6 months, the heroin 
group demonstrated reductions in illicit heroin use and legal infractions [22].

Concerningly, first-time heroin users have doubled to 169,000 between 2006 
and 2013 [23]. Opioid use disorder is associated with significant cost, $51.2 bil-
lion in the USA related to productivity losses, drug costs, incarceration, and 
treatment for hepatitis C [23]. Overdose deaths have tripled since 2002 [23]. 
Harm reduction efforts, such as needle exchange programs, were banned due to 
concerns of facilitating substance use [24]. In 2015, Congress partially repealed 
this ban allowing federal funding for all aspects of needle exchange programs 
except clean needles [24].
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Significant attention has been paid to geographical variance of overdose trends. 
Upper Appalachia is notorious for its high overdose fatality rates [25]. Native 
Americans are at the highest overdose risk and have the highest opioid overdose 
death rate, 8.4 deaths per 100,000 people [26]. Additionally, shifts in employment 
opportunities with decreased manufacturing and mining opportunities are associ-
ated with an increased overdose risk, particularly individuals without a college 
degree raised in a single-parent family. Sadly, for every 1% increase in unemploy-
ment, opioid fatalities increase by 3.6% [27]. In the 2010s, the increased heroin 
overdoses in urban areas were related to increased availability from drug trafficking 
organizations in Mexico and synthetic drug production from China. Soon after in 
2013, the USA witnessed an exponential increase in fentanyl production and the 
overwhelming effects on overdose deaths [28]. By 2019, half of the drug overdose 
deaths in the USA involved synthetic opioids as they are both deliberately and inad-
vertently paired with other drugs [29]. These synthetics are significantly more 
potent than morphine (pure carfentanil is 10,000 times), and they continue to drive 
and expand the opioid epidemic [27].

 Stimulants
Stimulant use via chewing coca leaves dates back 8,000 years ago in northern Peru. 
Throughout colonization, use was primarily endemic to South America because the 
coca leaf lost potency quickly. The active alkaloid, cocaine, was first isolated by 
German chemist, Friedrich Gaedcke, in 1855. By the 1880s, the medical commu-
nity began recommending cocaine for treatment of depression and local anesthesia 
for ophthalmological procedures. Sigmund Freud touted it as miracle drug and part-
nered with pharmaceutical companies for sponsorship. Coca leaves were used in the 
soft drink Coca-Cola from 1886 to 1903. After several years, social and medical 
concerns surfaced, and the Harrison Act in 1914 banned all distribution of coca 
products (and opiates as described above).

Synthetic stimulants including amphetamine and methamphetamine were iso-
lated in 1887 and 1919, respectively. By the 1950s and 1960s, methamphetamine 
was widely prescribed for obesity and depression [30]. In the early 1970s, Nixon 
declared a “war on drugs” to combat the sharp rise in cocaine abuse. The Controlled 
Substances Act of 1971 also led to a decline in prescribed amphetamines. The 
Reagan administration expanded these policies with emergence of the “Just Say 
No” movement, implementation of drug prevention programs in schools and sign-
ing the Anti-Drug Abuse Act in 1986. This law established mandatory prison penal-
ties for specific drug offenses and led to a massive surge in incarcerations. By the 
1990s there was a resurgence of methamphetamine popularity, originally isolated to 
“meth labs” in California but later spreading nationwide.

Current estimates for stimulant misuse are on the rise with 5.5 million Americans 
using cocaine and 1.9 million using methamphetamine in 2018 [31]. In some parts 
of the country, stimulant use exceeds opioid use. Amphetamine-related hospital 
costs reached 2.17 billion in 2015 [32]. Overdoses involving psychostimulants have 
increased in the past two decades, in part due to synthetic opioids being mixed into 
stimulants often without user awareness. In 2018, greater than 50% of 
psychostimulant- related overdose deaths involved opioids [28].
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 Tobacco
Archaeological evidence reveals tobacco use many millennia ago in ancient indig-
enous communities in Mesoamerica and South America. Tobacco was a heavily 
traded commodity and use increased nearly exponentially from the 1800s to 
mid- 1960s, especially with the invention of cigarettes [33]. Since the identification 
of harmful health consequences and publication of the Surgeon General’s report in 
1964, rates in the USA have declined. Statewide campaigns, such as the California 
Tobacco Control Program, have been instrumental in decreasing tobacco use via 
policy measures (e.g., taxes, reducing secondhand smoke, regulation of tobacco 
industry, providing cessation services) targeted to create social norm and cultural 
changes.

Currently, tobacco use has remained relatively stable, in part due to increased 
consumption of e-cigarettes and related products. It continues to remain the most 
common substance use disorder and leading source of preventable disease, disabil-
ity, and death in the USA [34]. In 2019, 14.0% of adults (34.1 million) smoked 
cigarettes. More than 480,000 deaths every year are attributed to cigarette smok-
ing, and data suggests that 16 million Americans live with a smoking-related dis-
ease [34]. Annual costs are approximately $300 billion, including direct medical 
care and lost productivity due to premature death and secondhand smoke [34]. 
Importantly, tobacco use disorders remain undertreated, even among individuals 
attending substance use programs. Less than half (47%) of all substance use treat-
ment facilities offer tobacco cessation services with only one-quarter offering nic-
otine replacement therapy [35]. Moreover, while tobacco use rates are declining 
nationally,  subgroup rates are disproportionate. Individuals who smoke menthol 
cigarettes, live in rural environments, have low socioeconomic status, identify as 
LGBTQ, and/or have serious mental illness are more likely to have continued 
use [34].

 Cultural Considerations

Cultural factors are important to consider when discussing co-occurring disorders. 
Defining the terms “culture,” “ethnicity,” and “race” is necessary to facilitate dia-
logue. Cultural factors may either stigmatize or protect certain groups of people 
within larger systems of law enforcement, legal, and healthcare services.

Culture is the characteristics and knowledge of a particular group of people, 
which may involve ethnic and racial characteristics [36]. It is dynamic and changes 
over time. It can also involve age, class, and power dynamics. Culture can be used 
to distance or reinforce stigma. For instance, whiteness has been defined as a hege-
monic system of domination to maintain power and influence in mainstream soci-
ety. Core principles of whiteness are that it is invisible, socially constructed, and 
grants unearned privileges to members of the culture it represents [37].

White privilege is seemingly a worldwide phenomenon, with roots stemming 
from European colonialism. In the field of psychiatry, DSM diagnostic categories 
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and criteria are presumed “culture-free” despite originating from Europe and 
Northern America [36]. Reinforcing the dominant invisibility, highlighting specific 
“culture-bound” disorders, shields whiteness from a similar psychopathological 
focus. European and North American psychiatrists have presumptively assumed 
authority to ascribe diagnoses to not only North American and European culture but 
other cultures as well. Along with highlighting cultural “otherness,” cultural rich-
ness has been further subjugated by a reductionist appeal to neurobiology. Culture 
in medical settings often distances the clinician from the patient (e.g., cultural dif-
ferences may be viewed as an impediment to shared understanding) [36]. Poor 
attention to the importance of culturally competent care in psychiatry often leads to 
lower utilization of outpatient mental health services [36].

Racialization of substance use disorders has been repeatedly utilized throughout 
time and regions. Examples in the USA include the use of phrases such as “cocaine- 
crazed Negroes” and “Chinese opium dens,” despite the reality that narcotic use 
was highest among whites. The 1986 Anti-Drug Abuse Act enforced similar sen-
tencing for possession of crack cocaine (perceived as a Black drug) at 1/100th the 
amount of powder cocaine (perceived as a white drug). This led to targeting of 
communities of color with increased spending on incarceration in these neighbor-
hoods. Similarly within healthcare systems, buprenorphine was marketed to gen-
eral medicine clinics as an option for “stable,” “suburban” populations (implicitly 
linked to whiteness). Contrastingly, methadone clinics are often located in minor-
ity neighborhoods despite a stated preference for buprenorphine [8]. While indi-
viduals in developed countries and wealthier environments are more likely to use 
substances, people who are socially and economically disadvantaged are more 
likely to develop substance use disorders [38]. The intersection of public policy, 
healthcare organizations, and the legal system impact the context in which patients 
receive care.

 Vignette

Malachi is a 46-year-old homeless male with opioid use disorder admitted to hos-
pital medicine for management of bacteremia. This is not his first hospitalization 
at this hospital as he has been admitted previously for the treatment of cellulitis to 
both lower extremities. His bed was positioned in the emergency department (ED) 
hallway where he avoided eye contact with people he did not know. While in the 
ED, his nurses complained of difficulty obtaining intravenous line access. He 
endured loud sighs as ultrasound-guided placement of his intravenous line was 
finally successful. Malachi declined his dinner that evening (two half-slices of 
white bread with deli turkey) due to nausea from opiate withdrawal. His attempts 
to obtain treatment for withdrawal symptoms were unsuccessful, and he suffered 
the humiliation of defecating in his bed due to diarrhea. Despite his protests, his 
bedsheets were not changed for 3  hours. The ED nurse informed him that he 
would be admitted.
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After he showered and changed into ill-fitting hospital-donated clothes, he 
decided to go outside and smoke a cigarette. Upon returning, he was sternly 
reminded by the unit clerk, “next time, you better sign out.” He replied that he was 
unaware of the unit expectations and would remember to sign out next time. Two 
hours later, he wanted to smoke another cigarette. The binder to sign out was 
nowhere to be found and attempts to locate it were unsuccessful. A hospital staff 
member informed him that he was allowed to smoke a cigarette. Upon return, he 
found two security officers and a medicine intern in his room. They asked about his 
whereabouts and suspiciously questioned his time off the unit. The young male 
intern informed him that he will need a urine drug screen. Malachi was then pre-
sented with a behavioral contract. He was enraged when he read “I will be dis-
charged if I leave the unit” and “I am to remain on the unit at all times.”

Malachi angrily crumpled up the piece of paper and tossed it at the intern. 
Immediately turning bright red, the intern sputtered, “the hospital is not a place for 
drug users. It’s a place for people who want to get better.” The security officers then 
proceeded to demand access to his personal belongings and confiscated two lighters 
from his backpack. They quickly followed the intern out of the room, making eye 
contact with Malachi saying, “we have our eyes on you.” Malachi went to bed feel-
ing angry and upset that he was accused but also increasingly uncomfortable and 
ashamed about his craving for heroin.

The next morning, Malachi awoke to the sound of a large cylindrical structure 
being wheeled into his room by hospital staff. He was informed that this was a 
“video-monitoring unit” to discourage “funny business.” This device would provide 
24/7 surveillance, essentially leaving him devoid of privacy. Due to ongoing opiate 
withdrawal, Malachi had to make several trips to the bathroom. At each use, hospi-
tal staff made a point to knock loudly on his bathroom door, often saying “every-
thing all right in there?” He did not know why the nurses would wake him up in the 
middle of the night by jostling the arm with his intravenous line.

On Hospital Day 3, Malachi had made up his mind to leave the hospital. His 
withdrawal symptoms had escalated considerably. He was too uncomfortable to 
discuss his rationale with the physician and did not know what the intern meant 
when he said, “you don’t have the capacity to leave.” He soon found out, however, 
when the same two security guards firmly instructed him to lay back down on the 
bed. Arguing that he has “had it with this hospital,” he was aggressively situated in 
bed while physical restraints were applied to both wrists and ankles. Crying out 
loudly “get me out of here,” he eventually fell asleep after intramuscular medica-
tions were administered.

Although his bacterial infection was clearing, the physician informed him that 
there were no accepting inpatient rehabilitation facilities because of his drug his-
tory and insurance coverage. Malachi pleaded with the intern to come back daily 
to the ED, but the intern scoffed “you think we would let you out of here with an 
IV? Give me a break.” That night, Malachi left the hospital. His absence was 
noticed 3 hours later. He was not there to hear the nurse complain, “shit, he left 
with his IV.”
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 Discussion

Patients like Malachi present difficult challenges to healthcare systems, both in 
terms of treatment and policy recommendations. Multifactorial etiologies (medical, 
psychiatric, substance) combined with multidisciplinary involvement (physician, 
nurse, clinical care partner, hospital security, hospital administration) and systemic 
factors (fee for service versus value-based payments, available outpatient treatment 
options) require a comprehensive, coordinated approach that is challenging to orga-
nize and influence.

Malachi has chronic bacteremia that has not been successfully treated despite 
numerous hospitalizations and ED visits. His irritable impulsivity is likely related to 
opioid withdrawal but could be a sign of an underlying psychiatric disorder, such as 
bipolar disorder. Verbalizing a desire to leave against medical advice will prompt 
considerations of capacity. Determining a patient’s understanding of the rationale 
for hospitalization and risks/benefits of leaving against medical advice is necessary. 
Patients must be able to articulate a greater understanding of their current condition 
and risks of discharging against medical advice in accordance with the severity of 
their condition. There are several tools available to assist clinicians in these 
decisions.

Recognizing nonspecific behavioral manifestations of substance use disorders 
should lead to consultation with an inpatient psychiatrist for diagnostic clarification 
and treatment recommendations. Prompt consideration of medication-assisted treat-
ment to decrease the discomfort of withdrawal will help decrease the likelihood of 
patients leaving against medical advice. Physicians and staff developing an aware-
ness of organizational stigma surrounding substance use disorder and the impact on 
the medical care available to these individuals, for both related and unrelated 
issues, is critical for equitable care delivery. Examples include outpatient parenteral 
antibiotic therapy guidelines excluding patients with intravenous substance use dis-
orders, behavioral agreements that restrictively confine patients to their hospital 
room, and lack of substance use navigators within hospital settings. All these prac-
tices are common problem areas that isolate patients with substance use disorders 
from medical care. Reducing stigma among healthcare providers is challenging in 
environments that lack resources to address the problem. Rather than retreating to 
cynicism, civic engagement with local behavioral health leaders may help reduce 
the sense of helplessness and futility many healthcare workers face when treating 
patients presenting to emergency departments. Advocating for increased resources, 
such as substance use navigators who can assist patients engage with a complex, 
Rube Goldbergian, health system may be useful.

In Malachi’s case, several modifications are required to provide optimal clini-
cal care. First and foremost, treating patients with respect should be the default, 
not diagnosis dependent. Demeaning comments reinforce stigma and isolate the 
patient from beneficent care. His substance use and withdrawal symptoms should 
have been more thoroughly assessed. This would have increased the opportunity 
for his provider to offer nicotine replacement therapy or medication to manage 
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discomfort associated with opiate withdrawal. A consult to psychiatry may have 
been useful to help clarify psychiatric history and diagnoses, manage his sub-
stance use while in the hospital, and offer recommendations for his behavioral 
disturbances. To prevent the miscommunications that occurred, upon admittance, 
the hospital staff should have provided Malachi with clear instructions and 
expectations regarding leaving his room. Several members of the team including 
the medicine intern, nurse, and security guard should have been more mindful of 
their biases and language. Malachi’s decision to leave against medical advice 
perpetuated the pattern of untreated medical, psychiatric, and substance use 
problems.

 Culturally Competent Care in Co-occurring Disorders

To provide culturally competent care for patients with co-occurring disorders, men-
tal healthcare providers must recognize the role of the environment they are seeking 
care in, obtain personal and familial history, assess for social risk factors, and iden-
tify personal values and motivations. Examination of specific populations demon-
strates the need for targeted and adapated interventions. Communication should be 
effective, attending to native language and nuanced interactions. Awareness of per-
sonal and systemic limitations, gaps, and biases should be recognized, and steps 
should be taken to reduce misunderstandings and barriers to care.

 Social Risk Factors

 Isolation
Social identity and social supports impact the development of substance use disor-
ders, particularly during formative adolescent years. Nearly all adults who go on to 
develop substance use disorders begin using during adolescence. For those that 
develop a substance use disorders in adolescence, nearly 60% also have a concur-
rent mental illness [39]. Using substances may be associated with an increased or 
decreased number of social support sources, which are perceived as an “identity 
gain” or “identity loss,” respectively [40]. Social connection is vital for humans, and 
poor social support and isolation are risk factors for developing both mental health 
and substance use disorders. Attending to the social network and potential loss of 
social connections during recovery is an important part of the treatment process and 
sustaining change. 

Isolation can be grouped into three subtypes: (1) being unliked (not receiving 
social ties), (2) disengaged (not sending ties to others), and (3) outside-oriented 
(having out-of-network ties) [41]. Individuals with fewer social supports and more 
isolative behaviors are at greater risk for adverse health outcomes, including antiso-
cial acts, mood disturbances, and suicide [42]. Laboratory research has also demon-
strated the deleterious effects of depriving rats from social engagement, including 
increased cocaine abuse [43]. While social isolation and rejection can increase risk 
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of using substances, many also turn to substances to ameliorate feelings of loneli-
ness [44] which perpetuates the disorder.

 Stigma
Given the importance of social supports, community, and connection, it is not 
surprising that stigma, or marked disapproval of an individual, is associated with 
less access and utilization of care and worse mental health outcomes  [45]. 
Substance use disorders are one of the most stigmatized health conditions in the 
world. They are often understood as extrinsic, environmental problems rather than 
biological or genetic ones. Therefore, if an individual is unable to control their 
substance use, the individual is to blame. Additionally, there is a moral aspect that 
further reinforces stigma, which is closely linked with the emotion of shame. 
Individuals with substance use disorders are often thought to be “weak and incom-
petent, more responsible for their disorder, and less pitiable and worthy of 
help”  [45]. Similar stigmatizing language is also used against individuals with 
mental illness; use of the terms “maniac,” “lunatic,” and “psycho” perpetuate 
beliefs that individuals with mental illness are violent. Individuals with both sub-
stance use and psychiatric diagnoses are likely to be subject to more stigma than 
either one alone.

Stigma can affect an individual in three different ways: (1) experienced stigma, 
including acts of discrimination; (2) perceived stigma, how one believes society views 
them; and (3) self-stigma, or internalization of public perception [7]. Stigma related to 
substance use disorders is related to social stereotypes, internalization of these stereo-
types, and reinforcement through societal shaming behaviors. Use of the term “addict” 
is often linked to a moral judgment or internalization as a “bad person” [7].

Unfortunately, physicians are also exposed to a system of blame, shame, and 
stigma for substance use disorders. Studies have documented that physicians may 
view individuals with substance use disorders as having lower importance and more 
likely to commit violence and manipulate others [7]. Surprisingly, these views do 
not always change with more training and education. In a study of psychiatry resi-
dents, negative attitudes toward patients with substance use disorder increased 
throughout training. Addiction psychiatrists and community psychiatrists had more 
negative attitudes toward patients with a co-occurring mental health and substance 
use disorder than patients with either diagnosis alone [7]. Negative beliefs about 
patients with substance use disorders are partly related to the perception that this 
population places an undue burden on our healthcare system. Additionally, despite 
understanding that substance use disorders create reward circuitry dysfunction, 
moralistic oversimplification attitudes (e.g., “this guy should just shape up”) remain 
prevalent among healthcare workers. There is also a bias in hospital settings toward 
primarily interacting with individuals who have severe untreated substance use dis-
orders rather than treating individuals who are in recovery. Unfortunately, trainee 
exposure to the “hidden curriculum” may foster negative attitudes rather than posi-
tive mentorship that contextualizes substance use disorders within a medical frame-
work indicating a need for larger systemic change. Notably, physicians experience 
substance use disorder rates similar to the general population, but the formal 
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treatment they are offered through physician health programs is thought to be attrib-
uted to their significantly smaller relapse rate from the general population.

Addressing public stigma can alleviate the severity of self-stigma. One way to 
address public stigma is through decriminalization, as laws are seen as a codifica-
tion of social norms []. The swinging pendulum from criminal to medical interven-
tions for substance use disorders can be viewed across time as described above in 
the “Historical Significance” section. Additionally, treatment for substance use dis-
orders typically includes both psychoeducation and support groups for patients and 
family members that can help connect them to a supportive social group, overcome 
shame and blamed based thinking, and realize they are not alone.

 Special Populations

 Pregnancy, Postpartum, and Motherhood
From 1999 to 2015, prescription opioid fatalities increased by 471% for women 
compared to 218% for men [46]. Similar increases in misuse and mortality for 
women have been observed in alcohol and other substances [19]. Despite the 
growing rates of substance abuse concerns in women, they are less likely to 
receive treatment. It is hypothesized that this is related to increased stigma, higher 
burden of caregiving responsibilities, and treatment approaches that have been 
designed based on research conducted primarily on male populations. Substance 
use in the context of pregnancy and motherhood may be particularly challenging. 
The postpartum period is a critical time where many mothers may start using 
substances again after pausing during pregnancy and is associated with postpar-
tum depression. The American College of Obstetricians and Gynecologists assert 
that women with an opioid use disorder should not face criminal or civil penalties 
including loss of custody [47]. Loss of custody is associated with substance 
relapse and increased risk for depression. Fear of child separation is one reason 
women opt to avoid substance use disorder treatment. Black and Latinx women 
with opioid use disorders are more likely than white women with opioid use dis-
orders to be incarcerated and separated from their children. Twenty-three states 
classify substance use in pregnancy as child abuse, and three states classify sub-
stance use as grounds for civil commitment.

Women with substance use disorders have higher rates of mental health diagno-
ses than men, which may be attributed to a combination of adverse childhood expe-
riences, lifetime trauma, and low self-esteem []. The Substance Use and Mental 
Health Services Administration (SAMHSA) notes that “trauma is an almost univer-
sal experience” for women with co-occurring disorders [48]. Whereas men with 
substance use disorders are more likely to exhibit externalizing behaviors (e.g., 
aggression), women are more likely to internalize (e.g., self-criticism). These exter-
nalizing behaviors decrease with age in men, but internalizing behaviors increase 
with age in women.
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 Physical and Cognitive Disabilities
Individuals with disabilities are at higher risk for developing co-occurring mental 
illness and substance use disorders. They are also less likely to engage in treatment 
[49] and are more likely to be heavy users compared to individuals without disabili-
ties [50]. Disabilities may be physical (e.g., deaf and hard of hearing) and/or cogni-
tive (e.g., traumatic brain injury). Increased risk for developing substance use 
disorders appears to be related to social isolation, limited access to services, poor 
health literacy, unemployment, and level of disability acceptance [51]. Treatment 
services are critical. One study found that suicidal behavior is increased in deaf 
individuals with co-occurring disorders compared to deaf individuals with a mental 
health diagnosis alone [49]. While access to care remains challenging, efforts to 
increase access via environmental modifications (e.g., wheelchair ramps) and 
resource materials (e.g., Braille, sign language interpretation) are being made in 
support programs.

 Incarcerated Populations
Incarcerated populations face significant challenges and limited resources. These 
limitations, coupled with a multitude of factors, place them at increased risk for both 
substance use disorders and mental illness [52]. Prisoners reported increased use of 
cannabis (40%), cocaine (21.4%), methamphetamine (12.2%), and heroin (8.2%) 
compared to the general population. Symptoms of mental illness are also significantly 
higher, specifically mania (43.2% versus 2%), depression (23.5% versus 7%), and 
psychosis (15.4% versus 3%). Forty-one percent of incarcerated individuals have a 
co-occurring disorder. Incarceration alone increases the risk for suicide attempt (2.3% 
versus 0.4%) and completion compared to the general population [53]. Mood disor-
ders in an incarcerated person increase the individual’s suicide risk to 13%. Placement 
in maximum security settings increase the risk of suicide attempts [54].

Rates of co-occurring serious mental illness and substance use disorders are high 
in incarcerated populations (4–6x in jail, 3–4x in prison compared to national aver-
ages) [54]. Elevated rates of substance use disorders are related to federal and state 
drug policies (in 2015, >50% of federal prison population were related to drug 
offenses), homelessness, and higher rates of criminal behaviors [55]. An increased 
focus on community services (e.g., drug courts, mental health courts, assertive com-
munity treatment programs) for incarcerated individuals with co-occurring disor-
ders has led to decreased rates of incarceration.

Treatment of substance use disorders in jail and prison settings is often rudimen-
tary and limited, with only 11% of individuals receiving any treatment at all [7]. 
Perceived social support for prisoners was negatively correlated with number of 
substance use disorders [7]. In 2015, the US population was 13% Black, but the US 
prison population was 38% Black [7]. Evidence suggests that the general public 
assigns greater blame to Black individuals with substance use disorders than their 
white counterparts [7]. White inmates are also more likely than Black inmates to 
receive substance use treatment [7].
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Additionally, there is inadequate access to medication-assisted treatments. If 
these treatments are provided, inmates are typically charged extra for this service. 
As of August 2018, only Rhode Island provides all three forms (methadone, 
buprenorphine, naltrexone) of medication-assisted treatment, and 28 states do not 
prescribe any form of medication-assisted treatment [7]. Paltry medication formu-
laries often lead to psychiatric decompensation due to reduced access to nonformu-
lary medications and challenges related to restrictions on dosage and use. Logistical 
factors such as clinicians having a Drug Enforcement Administration waiver may 
also affect access to pharmacological treatments. Medication cessation can lead to 
behavioral dysregulation and increased risk for placement in administrative segre-
gation (solitary confinement) [54]. Lack of reentry programs can lead to further 
destabilization.

 Military Service Members and Veterans
Active duty and veteran service members suffer from higher than average preva-
lence rates of both mental health disorders and substance use disorders, which 
places them at increased risk of developing co-occurring disorders. Higher rates of 
substance abuse, particularly alcohol misuse, are observed in those that have 
deployed [55, 56]. This is likely due to a combination of factors including the cul-
ture, setting, and experiences, such as exposure to combat. Prescriptions for pain 
medications also increased exponentially in the early 2000s among military physi-
cians [56], increasing concerns for opioid use disorders. Service members are likely 
to have co-occurring substance and mental health disorders, such as posttraumatic 
stress disorder, depression, and anxiety. Those with co-occurring disorders are at 
increased risk for suicide. The suicide rate for service members exceeded suicides 
in the general population, and more than 1,100 military members died by suicide 
between 2005 and 2009 [55]. Efforts have been made to address these growing con-
cerns including reducing access to alcohol on military sites and reinforcing under-
age laws, reducing stigma to accessing treatment, and offering more confidential 
and intensive services to treat substance use and co-occurring disorders [56].

 Indigenous Populations
Indigenous populations have a high prevalence of substance use and co-occurring 
disorders. Historically, American Indians and Alaska Natives have had the highest 
rates of alcohol, marijuana, cocaine, hallucinogen, and methamphetamine use dis-
orders [1, 57]. Rates for psychosocial stressors, adverse childhood experiences, and 
poverty are also elevated. Substance use disorders in this population affect not only 
individuals and families but communities on a larger scale. In addition to increased 
risk due to disparities in social determinants of health, these populations often have 
limited access to treatment across rural and urban settings. Access to treatment is 
challenging due to transportation issues, limited insurance coverage, low socioeco-
nomic status, stigma, and shortage of treatment programs (particularly interventions 
that have culturally informed adaptations) [57]. Encouragingly, access to medication- 
assisted treatments continues to increase every year and the expansion of telemedi-
cine services is likely to benefit rural populations [1].
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 Treatment for Co-occurring Disorders

Traditionally, treatments for substance use disorders were sequestered from general 
and mental health care services. Services provided were also limited, often reduced 
to urgent or emergency care rather than treatment and recovery services. The bene-
fits of treating substance and mental health disorders concurrently are evident. 
Integrated treatment approaches including psychosocial interventions, case man-
agement (e.g., housing, finances, education/vocation), peer supports (e.g., 12-step 
groups, recovery support specialists), and family services (e.g., psychoeducation, 
support groups) are recommended. These approaches are not just beneficial for 
patient outcomes but also valuable for larger systems of care, such as reducing 
unnecessary expensive hospital visits. Table 5.1 outlines unique and shared treat-
ment approaches across alcohol, opioid, stimulant, and tobacco use disorders. 
Despite information about the effectiveness of comprehensive and integrated treat-
ments, the majority of patients with co-occurring disorders receive treatment for 
only one disorder or no treatment at all [1]. Additional work is needed to inform 
public policy, address stigma, and shift the perspective of substance use disorders as 
a social or criminal problem rather than a public health need.

 Alcohol

Six percent of all deaths globally and 3% of deaths in the USA are related to alcohol 
use [18, 19]. Prolonged cessation from alcohol abuse without support is successful 
for 20% of population suffering from alcohol use disorder [18]. However, only 
8.3% of 15 million adults struggling with alcohol use disorder received treatment in 
2015 [58]. Twelve-step programs started with Alcoholics Anonymous (AA), 
founded in 1934 after the repeal of Prohibition [18]. Importantly, while other groups 
were focused on societal problems associated with alcohol use, AA focused on the 
individual’s consumption of alcohol. AA chose to avoid other aspects of alcohol use 
disorder, such as underlying etiology (genetic, societal, medical, personal). The 
group emphasized the need for spirituality conversion as central to recovery. 
Members of AA found solace in descriptions of alcohol as an “allergy” and “obses-
sion,” advocating abstinence in order for individuals to address spiritual maladies. 
Central to AA is “identity diffusion,” where individuals listen to personal stories 
from other members, allowing them to connect to shared experiences in the group 
[59]. After completion of residential treatment, rates of abstinence double with par-
ticipation in AA compared to no participation [60]. Similarly, increased participa-
tion in AA is associated with increased periods of sobriety [60]. A Cochrane review 
demonstrated equal levels of effectiveness of 12-step programs compared to other 
interventions such as self-help groups [61].

For individuals who require more intensive structure than recovery meetings, resi-
dential treatment is often sought. Residential treatment is a 24-hour nonhospital level 
of care setting with intensive substance abuse programming. People with co- 
occurring disorders often are treated in residential facilities because of their more 
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complex treatment needs, and evidence suggests that residential treatment settings 
are effective in reducing substance use and promoting higher quality of life.  As 
untreated depression or posttraumatic stress disorder hastens alcohol craving and 
relapse, integrated residential care settings are important for those with co- occurring 
disorders [63]. Notably, duration of residential treatment differs by country; Swiss 
residential treatment duration is about five times (122 days) that of the USA (25 days) 
[64]. Although depressive symptoms at admission to residential treatment were asso-
ciated with alcohol use at 1 year after residential treatment discharge, improvements 
in depressive scores were not associated with subsequent alcohol use at 1 year [64]. 
Co-management, including pharmacologically, for alcohol use disorder and major 
depression leads to decreased relapse rates and increased sobriety [65].

Table 5.1 Treatment recommendations for substance use and co-occurring disorders

Pharmacotherapy/
medication- 
assisted treatment Other treatments

Experimental treatments 
requiring more research

Alcohol Disulfiram
Naltrexone
Injectable 
naltrexone
Acamprosate

Modified therapeutic communities 
(inpatient, residential, or recovery 
treatment)
Peer supports (e.g., 12-step 
programs, recovery support 
specialists)
Motivational interviewing and 
enhancement
Behavioral couples therapy

Transcranial magnetic 
stimulation
Buprenorphine
Varenicline
Intranasal oxytocin
Gabapentin
Prazosin
Topiramate
Buspirone

Opioids Methadone
Buprenorphine
Naltrexone

Needle exchange programs
Modified therapeutic communities
Peer supports
Motivational interviewing and 
enhancement

Ketamine
Heroin-assisted 
treatment
Transcranial magnetic 
stimulation
Buspirone

Stimulants N/A Contingency management therapy
Community reinforcement 
approach
Modified therapeutic communities
Peer supports
Motivational interviewing and 
enhancement

Dexamphetamine
Methylphenidate
Topiramate
Disulfiram
Buprenorphine
Naltrexone
Bupropion
N-acetylcysteine
Mirtazapine
Valproic acid
Transcranial magnetic 
stimulation
Cognitive behavioral 
therapy

Tobacco Nicotine 
replacement 
therapy
Bupropion
Varenicline

Motivational interviewing and 
enhancement
Telephone support and quit lines
Cognitive-behavioral therapy and 
mindfulness interventions

Nortriptyline
N-acetylcysteine
Transcranial magnetic 
stimulation
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Unfortunately, prescription rates for treatment of alcohol use disorders are woe-
fully low; from 2002 to 2007, one study indicated that only 9% of individuals 
received one of the four medications (i.e., disulfiram, naltrexone, injectable naltrex-
one, acamprosate) the Federal Drug Administration (FDA) has approved for alcohol 
use disorder [58]. Medications that have been used to treat other substance use dis-
orders may also aid the treatment of alcohol use disorder. Specifically, high doses of 
buprenorphine has shown decreased alcohol consumption, theoretically by blocking 
reward circuitry [62]. Similarly, varenicline decreased the number of heavy drink-
ing days [62]. Decreasing glutamate through topiramate has also demonstrated a 
concomitant decrease in stress-related alcohol consumption [62]. Tracking serum 
glutamate levels are of importance as individuals with higher serum glutamate lev-
els were more likely to respond to acamprosate (returning to normal serum gluta-
mate levels) than those with lower baseline glutamate levels. Intranasal oxytocin is 
associated with decreased alcohol cravings, likely through stress-mediated path-
ways [62]. Data suggests that gabapentin is efficacious in reducing withdrawal 
symptoms and increasing duration of sobriety [65].

In addition to psychosocial and pharmacologic treatments, neuromodulation is a 
potential avenue to address alcohol use disorder. Due to compulsive behavior asso-
ciated with alcohol use and positive results using transcranial magnetic stimulation 
(TMS) in patients with obsessive-compulsive disorder, TMS has also been posited 
as a possible treatment for alcohol use disorder [66]. By targeting dorsolateral pre-
frontal cortex and medial prefrontal cortex, investigators hope to disrupt pathways 
implicated in alcohol abuse [67]. In early studies, repetitive transcranial magnetic 
stimulation directed to dorsolateral prefrontal cortex and medial prefrontal cortex 
resulted in decreased alcohol craving compared to placebo [67]. Similar results have 
been demonstrated with transcranial direct current stimulation [67]. This has impli-
cations for future indications of transcranial magnetic stimulation.

 Opioids

Rates of opioid misuse rose exponentially in the past few decades, resulting in high 
disability, infectious disease burden, and overdose deaths. First line recommended 
and FDA-approved treatment is medication-assisted treatment including buprenor-
phine, methadone, and extended-release naltrexone. Pharmacotherapy should be 
combined with behavioral counseling. Studies have demonstrated support for 
decreased opioid-related deaths and infectious disease transmission, increased 
engagement in treatment and functioning, and improved neonatal outcomes once 
medication-assisted therapies have been introduced [47, 68, 69]. However, access to 
these treatments remains sparse with nearly all US states having insufficient treat-
ment options. On average, only 11% of patients with opioid use disorder receive 
medication-assisted treatment [70].

In addition to currently approved medications, researchers are investigating 
alternative methods of treating opioid use disorder. One potential option is ketamine 
[71]. In one promising study, abstinence rates were 85% at 1 month and 24% at 
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1 year for high-dose ketamine (2 mg/kg) versus 6% for low-dose ketamine (0.2 mg/
kg). This study was limited by lack of a placebo group [72]. Noninvasive brain 
stimulation including TMS, transcranial direct current stimulation, and auricular 
vagus nerve stimulation may have therapeutic benefits as an augmentation strategy, 
particularly during withdrawal and cravings [73]. Research is still preliminary and 
ongoing studies with larger samples, placebo groups, and generalizable findings 
are needed.

Supervised injectable heroin treatment was started during the 1990s. This inter-
vention is used when first-line options (methadone, buprenorphine, residential treat-
ment) are unsuccessful. Patients inject about 200 mg of heroin with direct supervision 
[21]. Introduction of supervised injection sites has led to a decrease in illicit heroin 
use along with use of cocaine and alcohol. Social functioning including housing, 
drug-free contacts, employment, and incarceration rates have improved [21]. 
Patients are prohibited from leaving the site with any heroin. Negative connotations 
associated with substance use disorders have infected public policy and hospital 
practices. While heroin-assisted treatment is utilized in some European countries, 
its use is banned in the USA. 

Six countries (i.e., Canada, Germany, Spain, Switzerland, the Netherlands and 
the UK) have studied heroin-assisted treatment (HAT) to determine if this option is 
superior to the standard of care, especially when other options have failed. The most 
common reasons for prescribing heroin among English psychiatrists was continued 
illicit heroin use by injection, methadone refusal, crime reduction (e.g., purchasing 
heroin through sex work), and previous treatment failure [21]. In Germany, HAT led 
to health system net savings of ~$6,000 per patient per year compared to a net cost 
of ~$2,000 per patient per year with methadone maintenance. Also, HAT programs 
maintained higher retention rates [21]. Broadening treatment required legislative 
changes to Germany’s federal narcotics control law. Similarly, a multicenter study 
in the Netherlands demonstrated therapeutic benefit (i.e., physical health, mental 
health, and social functioning) of HAT compared to methadone [21]. Political oppo-
sition has proven the rate-limiting step in many of these countries [75].

 Stimulants

Methamphetamine intoxication is associated with psychosis. Its effects can be 
explained by dopamine binding and sympathetic stimulation by monoamine 
release. Frequent, prolonged methamphetamine use can lead to mood disturbances, 
impulsivity, and cognitive deficits [76]. Depression and anxiety are common 
comorbidities among patients with methamphetamine use. Over half of the women 
in one study reported a history of sexual assault [77]. In a study of 16 patients with 
methamphetamine use disorder, 53% experienced psychiatric disorders (i.e., uni-
polar depression, attention-deficit/hyperactivity disorder, substance-induced psy-
chosis) [77]. It is unknown whether cognitive deficits related to methamphetamine 
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use are completely reversible; however, attentional problems improve with sus-
tained sobriety [76]. Patients who inject methamphetamine, versus inhale, demon-
strated an increased risk for suicidal ideation and attempts  as well as violent 
behavior [77]. 

The global market for stimulants is expanding. Use of cocaine and metham-
phetamine has been increasing for the past decade, reaching a high in 2018 of 19 
million cocaine users (primarily in North America/Western Europe) and 27 mil-
lion amphetamine users (primarily in Southeast Asia) [38]. Seizures from 
amphetamine use quadrupled between 2009 and 2018 [38]. Treatment for stimu-
lant use disorder is particularly challenging as no medications have FDA approval 
or demonstrated consistent efficacy. Psychosocial interventions, such as contin-
gency management, have demonstrated support in reducing stimulant use and 
improving functioning and treatment engagement. Additionally, there is some 
evidence that prescription psychostimulants may promote sustained drug absti-
nence. Trials with dexamphetamine have demonstrated prolonged methamphet-
amine cessation and decreased craving [78]. Once daily dosing was used with 
maximum dose of 110 mg/day. Buprenorphine showed greater decrease in crav-
ing compared to methadone [79], and naltrexone may be helpful regarding crav-
ings in laboratory and clinical studies [80]. Bupropion and N-acetylcysteine are 
helpful at reducing methamphetamine withdrawal symptoms. Research findings 
for modafinil are mixed and limited. One study supported adding mirtazapine to 
cognitive behavioral therapy/motivational interviewing to decrease methamphet-
amine use [81]. Ongoing research is needed, and individuals with stimulant use 
disorders are considerably undertreated.

 Tobacco

Smoking is the leading cause of preventable disease, disability, and death in the 
USA [34]. Although many smokers express interest in quitting smoking or 
smokeless tobacco, much fewer are successful in doing so. On average, individu-
als undergo 30 quit attempts before successful discontinuation [82]. First-line 
treatment for smoking cessation includes a combination of medication (bupro-
pion and varenicline) and nicotine replacement therapy (NRT; transdermal, loz-
enges, gum). Combining short- and long-acting NRT can be more effective than 
using one form only. Patients may also benefit from additional counseling via 
quit hotlines, phone apps, individual, and/or group therapies. Strategies that have 
demonstrated efficacy include setting a quit date, recognizing behavioral and 
environmental triggers, and having identified reasons for quitting. Similar to 
other substance use disorders, early studies indicate TMS may be helpful on 
craving and intake [83].

Individuals with schizophrenia have the highest rates of tobacco use (70–80%) 
compared to those with other mental health diagnoses  [5]. Data suggests that 
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treatment with first-generation antipsychotics may worsen substance use disorders, 
particularly tobacco use disorders [5]. Increased tobacco use is attributed to extra-
pyramidal side effects associated with first-generation antipsychotics. Smoking ces-
sation interventions may be more effective with atypical antipsychotics, but larger 
studies are necessary to support these studies with small sample sizes [5]. Additional 
research is needed to inform best practice prescribing patterns in psychotic patients 
with a known tobacco use disorder.

 Conclusion

Co-occurring disorders are common but undertreated due to a combination of fac-
tors related to addiction and systemic barriers to care including stigma, discrimina-
tion, limited resources, and lack of access to appropriate treatments. Even among 
healthcare professionals, negative attitudes toward individuals with a substance use 
disorder are extremely prevalent. Although increased training is not always effective 
at reducing stigma, hospitals are encouraged to utilize substance use navigators to 
better guide treatment and advocate for patients. Evidence-based treatments are 
underutilized, especially in custodial and hospital settings. Inadequate recognition 
and treatment of co-occurring disorders often have deleterious consequences. 
Efforts to address substance use disorders as diagnoses, rather than moral failings, 
will improve patient care.

 Summary of High-Yield Points

• Mental health diagnoses often predate or co-occur with substance use disorders.
• Individuals with co-occurring disorders are at increased risk for suicide, 

poor treatment adherence, and homelessness.
• Social isolation is a common risk factor for developing a substance use disorder.
• Patients are more likely to have their mental health diagnosis treated than their 

substance use disorder.
• Clinician attitudes toward patients with co-occurring disorders affect utilization 

of healthcare services.
• Even when substance use disorder treatment is covered by insurance providers, 

patients face increased barriers and are often unaware that this resource is avail-
able to them.

• In addition to 12-step programs and FDA-approved medications, transcranial 
magnetic stimulation has been posited as possible treatment for alcohol use dis-
order and other substance use disorders.

• Treatment for stimulant use disorder is particularly challenging as no medica-
tions have FDA approval or demonstrated consistent efficacy.

• Heroin-assisted treatment is utilized in other countries for patients who are dif-
ficult to engage with medication-assisted treatment or fail to respond to the stan-
dard of care.
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