Psychopharmacology Practice Guidelines For Individuals With Co-Occurring
Substance Abuse (SA) And Serious Mental Illness (SMI)

Overview
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* Substance abusers will-8&en cNir suPstance abblems and blame their symptoms
on the mental illness. Bipolar diso¥der in fparticular may be over diagnosed in a substance
abusing population due to the fact that mental status can appear to cycle as a result of
intermittent substance abuse. For example, stimulant (cocaine and methamphetamine) abuse
can mimic manic episodes, and the “crash” that occurs when a stimulant effect ends can
mimic depression.

* Families often blame psychotic symptoms on substance abuse when none is present.
Families may not want to accept that their relative has a chronic psychosis. Furthermore,
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patients can be delusional about their substance use, reporting using drugs, or being drugged,
when this has not occurred.

* Abuse of more than one substance is common.

* Because of the high rate of comorbidity, the evaluator should maintain concern and vigilance
when working with an individual with SMI. Urine drug analysis (UDA) may be useful.
UDAs are not used as an intrusive or punitive tool, but rather to develop psychotherapeutic
intervention/approaches. Examples are:
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Psychopharmacologic treatment principles:

1. Acute intoxication: in general, it is best to let the effects of the intoxicating drugs wear off
rather than manage these effects with another drug. If the patient is behaviorally out of
control, in may be necessary to send the patients to an emergency room for treatment.

2. Treatment of dependence for opioids, sedatives, alcohol, and stimulants requires
detoxification. Social detoxification is the trgatment of choice for stimulants and may be
satisfactory for the other clasges of s stanif listed her@ Wor significant levels of dependence
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* Cocaine and amphetamine (including methamphetamine) dependent patients are
particularly problematic since use of these drugs typically exacerbates psychosis.
Psychopharmacologic treatment of the schizophrenia or schizoaffective disorder is
indicated along with psychosocial treatments for stimulant dependence. SAMHSA has
published a curriculum titled, “Matrix Intensive Outpatient Treatment for People with
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Stimulant Use Disorders”, specifically for treatment of stimulant abusers. Information for
obtaining this can be found below.

* Marijuana use is associated with more mental illness than occurs in non-users. A study
of 14-16 year-olds who smoked marijuana found that they were more likely to ultimately
develop a psychotic disorder than controls. While there is no good evidence for a
“cannabis psychosis,” people diagnosed with schizophrenia are at higher risk for psychotic

episodes. Cannabis is also more assocfd with positive rather than negative symptoms
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Brief Counseling for Marijuana Dependence-A Manual for Treating Adults
http://www.kap.samhsa.gov/products/brochures/pdfs/bmdec.pdf

Client’s Treatment Companion:
http://ncadistore.samhsa.cov/catalo
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