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DEFINING  

CO- OCCURRING 

Which comes first? 

80% of teens in SUD treatment have a MHD 

45% of teens in MH services have a SUD 

DEFINITION 

At least 1 MHD  
At least 1 SUD 

Exacerbate each other 
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MOST COMMON MHDs 

 PTSD & other trauma-related issues

 Depressive disorders

 Anxiety disorders

 ADHD

 Eating disorders

 ODD & Conduct Disorder

SUBSTANCE USE DISORDERS 

 7 substance types plus caffeine & nicotine 

 11 diagnostic criteria

 Meet at least 2 criteria per substance

 Mild, Moderate, or Severe

COMMONLY ABUSED SUBSTANCES 

THC, Alcohol, Triple C, Opiates,  
Xanax, and Amphetamines 

LET’S DO AN ACTIVITY 

Stages of Use 
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MORE ON THC 

 Marijuana vs. THC

 Evolving cultural perspective regarding

the use of THC

 Dramatic increase in potency

 We don’t know long term effects

 Medical vs. benign

Teens with CODs start earlier than peers  

Likely at more advanced stage of use 

Most acknowledge using 

causes them problems 

Why do teens use? 

“When I’m high, all the bad feelings go away.  

I don’t think about the past and I don’t worry  

about the future. For a little while, my brain 

shuts up and I can pretend everything is okay.” 
Andrew, treatment journal 

THE ROLE OF 

TRAUMA 
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WHY IT MATTERS 

 25% of teens have been exposed to

trauma by 16

 60% of teens with PTSD develop an SUD

 70% of teens in SUD treatment have
experienced trauma

 Ethnic and sexual minority teens have

even higher rates of trauma

Create a working definition of 

psychological trauma 

Defined by survivor 

Trauma leads to more trauma  

Survivor vs. surviving 

TYPES OF TRAUMA 

Acute 
One-time experience that causes severe emotional distress 

Chronic 
Multiple traumatic events, not necessarily connected 

Complex 
Ongoing, interpersonal, known perpetrator 

Developmental 
Complex trauma that impacts early developmental tasks 

Intergenerational 
Trauma impacts transmitted through generations 

4 



 

SHORT TERM IMPACTS 

 Overwhelmed and helpless

 Emotional extremes

 Can’t process the experience

 Memory becomes fragmented

LONGER TERM IMPACTS 

Hyper-arousal 
Vigilance, anxiety, sleep problems, trouble concentrating 

Intrusion 
Flashbacks, nightmares, unintentionally re-enact trauma 

Constriction 
Attempts to avoid intrusion, withdrawal from the world 

In what ways might substance use be  

functional in managing these impacts? 
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THE  

STUCKNESS 

An unwillingness or inability 

to do anything differently 

WON’T CAN’T 
Lacks desire Lacks skills 

BIOLOGICAL VULNERABILITIES 

ENVIRONMENTAL STRESSORS 

DEVELOPMENTAL TASKS 
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Maladaptive task completion 

Discreet developmental stage 

PRIMARY TASKS 

Establish autonomy  

Develop identity 

EXACERBATING 

FACTORS 

Chronically high levels of stress faced  

by members of stigmatized groups 
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MORE ON MINORITY STRESS 

 Ethic, religious, or sexual minorities

 Main factors: prejudice, discrimination,

& lower socioeconomic status

 Can result in a variety of mental health

& physical health impacts

 Intersectional identities exacerbate this
even further

INSECURE STYLES 

Avoidant 

Anxious 

Disorganized 

Secure vs. insecure attachment 

ATTACHED TO DRUGS 

Learn by seeing 
Lacked opportunities to see caregivers engage in effective emotion  
regulation & are using to manage feelings 

Drugs as a secure base 
If there’s isn’t a healthy, reliably present adult to be the secure base,  
we actively seek one 

Filling the void 
When we don’t connect to others in emotionally satisfying ways, we’ll  
find something else to fill that void 
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Ongoing exposure to seemingly  

inescapable distressing stimuli 

Often a history of abuse, neglect  

&/or parents with SMIs 

MORE ON HELPLESSNESS 

 Most likely anxiously attached

 Trauma-like symptoms are common

 Low motivation & limited follow through

 Stories of failure & stuckness

 Higher someone’s helplessness, lower

their insight

Backpack full of [bleep] 

Read the case study,  

then discuss questions 

“The shit in my backpack is 

the fertilizer for my future.” 
Andrew, treatment journal 
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Create a working definition of psychological trauma. 
 
 
 
 

 
CASE STUDY:  MEET ANDREW 

Andrew never knew his father. Then, at age four he witnessed the death of his mother from an 
overdose. They were living in a car at the time. With no family members willing to take him in, Andrew 
entered foster care. Between the ages of four and fifteen, he had nearly a dozen placements. With 
each move, his behavior became more problematic.  

At nine, Andrew started drinking alcohol. By eleven, he was using alcohol and marijuana regularly. 
At fourteen, he discovered meth and went to inpatient. He ran after three days, later reporting, 
“Inpatient was stupid. I had to go to my room at like 9:00pm and couldn’t have any books or music, at 
least not anything I wanted. Just stupid crap like rainforest sounds. So, I’d just lay there, not sleeping, 
because nobody goes to sleep that early, and think about stuff. If I didn’t leave, I would’ve gone nuts.”  

Following inpatient, Andrew’s substance use and behavioral issues continued to increase. By 
sixteen, he was on probation and had moved into a transitional living program after several months on 
the streets. He reported his drug of choice was meth and he used “something” every day. “Meth if I can 
get it, but other things, too – Ritalin, coke, crack. Or just drinking or smoking weed. I’m not picky.”  

At intake, Andrew met the DSM-5 criteria for alcohol use severe, amphetamine use severe, 
cannabis use severe, and cocaine use moderate. He also had a long list of pre-existing mental health 
diagnoses that included PTSD, ADHD, conduct disorder, and major depressive disorder.  

Andrew reported a desire to stop using amphetamines, cocaine, alcohol, and heroin. “Those things 
are messing up my life!” However, despite possible legal consequences, he reported no desire to stop 
using marijuana. “It’s my life. People should just leave me alone. Besides, weed is pretty much the only 
thing I’ve got... My friends have ditched me. My family wants nothing to do with me. Why would I stop?” 

Andrew repeatedly stated that he didn’t think treatment was necessary, but the end of the intake 
session agreed to enter services. “I gotta do it or I’m going to juvie and I don’t want that. Besides living 
on the street isn’t really that great, I guess.” 
 
In what ways is Andrew is stuck? 
 
 
 
 
 
Why has past treatment been ineffective? 
 
 
 
 
 
What would you do differently? 
 
 
 
 
 



EPILOGUE:  ANDREW TODAY 
Andrew remained in services with me for about three years. By that time, he’d stop use of all 
substances, improved his ability to manage difficult feelings, engaged in trauma-specific 
therapy, and successfully completed all probation requirements. He had also moved into a 
transitional living program for young adults who had aged out of foster care. 

In his final treatment journal entry, Andrew wrote, “I’ve been in treatment a lot. That’s my 
fault, I guess, but before now nobody ever said it was up to me or asked me what I wanted. Not 
this time. You asked me what I thought. At first, I said there was no reason to do anything 
different, because I didn’t have a problem. Eventually, though, I decided I don’t need to be a 
lonely, angry kid anymore. So, thanks for that, and thanks for ruining drugs for me.” 

Now 22, Andrew recently completed his associate’s degree in human services and looks 
forward to attending a four-year college within the next year, where he plans to study art and 
psychology. Andrew gave permission to use his story for training purposes. His name and some 
identifying details have been changed to protect his confidentiality. 
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