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 How many parents?  
 
 Professionals working with youth? 
 
 What is (are) your reason(s) for coming 

today? 
 
 What are you hoping to get out of the 

presentation today? 





 Some numbers regarding MH/SA from YRBS 
2011. 

 What is comorbidity? 
 Why do drug abuse and mental disorders 

commonly occur? 
 How common are comorbid drug abuse and 

mental disorders? 
 How can comorbidity be diagnosed and 

treated? 
 What resources are available? 
 



 25 % of high school students in MA who felt sad 
or hopeless, almost every day for 2 or more 
weeks and stopped doing usual activities within 
the past year. (Centers for Disease Control and Prevention, YRBS 
data 2011)  

 18% reported non-suicidal self-injury during the past 
year. 

 13% in MA seriously considered suicide (YRBS 2011) 

 48% of High School students reported they had felt the 
need tp talk to someone other than a family member 
regarding their feelings and/or current issues in their 
lives. 
 



 40% of high school students reported having 
an alcoholic beverage in the previous 30 days 

 22% reported binge drinking (5 or more 
drinks within a couple of hours) in the 
previous 30 days 

 Lifetime use is 68% of High School students, 
down from over 70% in 2009. Middle school 
use is 20%. 



 43% of all high school students report marijuana 
use.  

 28% report using in the past 30 days. 
 79% report that it would be very easy to obtain 

marijuana. 
 8% of middle school students report lifetime use. 
 4% of middle school students report current use. 
 79% of middle school students thought smoking 

marijuana occasionally would be a moderate of 
great risk to their health. 



 Approx. 20% of young people experience 
mental health problems but 70-80% of these 
do not receive appropriate interventions (U.S. 
Dept. of Health and Human Services, 1999) 

 National Comorbidity Study approx. 78% of 
alcohol dependent men and 86% of alcohol 
dependent women met criteria for a lifetime 
diagnosis of another psychiatric disorder, 
including drug dependence (cited in Am. J. of 
Psychiatry, 2005) 



 Elementary school student 
◦ Tired, irritable, sad 
◦ Fights or quiet 
◦ Poor social skills 
 

 Middle School student 
◦ Missing school or late 
◦ Missing assignments 
◦ Decrease in grades 
◦ Lack of friends or friends are unknown to parents/guardians 

 High School student 
◦ Absences 
◦ Changes in friends, friends not known to parent/guardian 
◦ Smoking cigarettes 
◦ Curfews missed, breaking rules 



 When two disorders or illnesses occur 
simultaneously in the same person, they are 
called comorbid. (NIDA, 10/2007) 

 Surveys show that drug abuse and other 
mental illnesses are often comorbid. 

 Six out of ten people with a substance use 
disorder also suffer from another form of 
mental illness. (NIDA, 2007) 



 Drug abuse can cause a mental illness 
 
 Mental illness can lead to drug abuse 
 
 Drug abuse and mental disorders are both 

caused by other common risk factors 
 



 Overlapping Genetics 
 
 Involvement of similar brain regions 
 
 Overlapping environmental triggers 
 
 Drug abuse and mental illness are 

developmental disorders 



 40-60% of a person’s vulnerability to 
addiction is attributed to genetics (NIDA, 2007) 

 
 Predisposing genetic factors may make a 

person susceptible to both addiction and 
other mental disorders or to having a greater 
risk of a second disorder once the first 
appears. 



At least two hypotheses can be postulated to 
explain comorbidity:  

1. addiction and other psychiatric disorders 
are different symptomatic expressions of 
similar preexisting neurobiological 
abnormalities 

2.  repeated drug administration, through 
neuroadaptation, leads to biological changes 
that have common elements with the 
abnormalities mediating certain psychiatric 
disorders.  (cited in Brady and Sinha, 2005) 



 Neurotransmitter: Dopamine impacted by 
addictive substances and also depression, 
schizophrenia, and other psychiatric disorders. 

 
 Prefrontal Cortex: Area in the brain that 

continues to develop during adolescence. 
Enables assessment of situations, making sound 
decisions, and keeping our emotions and desires 
under control. 

 
 This fact puts adolescents at risk as it is still 

developing. 



 Drugs are chemicals. 
 They tap into the brain’s communication system 

and interferes with the way cells normally send, 
receive, and process information. 

 Marijuana and heroin can activate neurons 
because their chemical structure mimics that of 
a neurotransmitter. 

 This fools receptors and allows the drug to lock 
onto and activate nerve cells. 

 However, they do not activate in the same way 
and cause abnormal messages. 



 Amphetamine and cocaine can cause the 
nerve cells to release abnormally large 
amounts of natural neurotransmitters or 
prevent the normal recycling of these brain 
chemicals. 

 This amplifies the message and disrupts the 
communication channels. 

 Most drugs directly or indirectly target the 
brain’s reward system, flooding the circuit 
with dopamine. 



 Present in the regions of the brain that 
regulate movement, emotion, cognition, 
motivation, and feelings of pleasure. 

 Overstimulation of this system, which 
rewards our natural behaviors, produces 
euphoric effects sought by people who abuse 
drugs and teaches them to repeat the 
behavior. 



 Stress/Trauma 
 
 Early exposure to drugs (family use) 
 
 Undiagnosed, sub-clinical, mild mental 

illness 
 



 Self-medicating 
◦ Anxiety 
◦ Depression 
◦ Mood Disorder 
◦ ADHD 
 
When the youth uses, they feel great, free, and out of 

themselves. They can be popular, funny, and 
social. This is better than taking meds in their eyes! 

 
 
 

 



 “Everyone is drinking, smoking!” 
 
 Social scene, feel like an outsider if not doing 

it 
 
 Easy to get 
 
 Rebellion against authority 
 
 Peer Group is stronger as the child ages 
 



 Rite of passage 
 
 Minimizing of use by parents, others 

 
 Decriminalization of marijuana 

 
 Medical marijuana 



 To feel good. Most drugs produce intense 
feelings of pleasure. 

 To Feel better. Some people who suffer from 
social anxiety, stress-related disorders, and 
depression begin abusing drugs in an 
attempt to lessen feelings of distress. 

 To do better. The increasing pressure that 
some feel causes them to experiment or 
continue drug use. 

 Curiosity and “because others are doing it.” 



 Adolescence 
 
 Early use=early problem for drug dependency 

and mental illness 
 
 Mental disorder in childhood can increase 

risk of substance abuse disorder later in life 
 
 Genetics and/or environment key factors 



 Early use increases a person’s chances of a more 
serious drug addiction. 

 Drugs change brains leading to addiction and 
other serious problems. 

 Risk changes greatly during times of transition. 
 Teens developing judgment and decision making 

skills may limit their ability to assess risks and 
make sound decisions. 

 Drug/alcohol abuse can disrupt brain function 
in areas critical to motivation, memory, learning, 
judgment and behavior control. 



 Child assessed sooner rather than later 
 Complete assessment for both mental 

disorder and substance disorder 
 Provider must be trained to assess and treat 

both 
 Graduate training programs need to require 

coursework in addictions 
 Use drug testing  
 

 



 Outpatient (1:1 or group) 
 SOAP (groups few hours, a few time per week 

with a family component) 
 Partial Hospital (Day treatment, 3-4 weeks) 
 Crisis-stabilization Bed (few days-weeks) 
 Psychiatric Unit 
 Inpatient Dual Diagnosis Unit (MYR and 

Castle) McLean also has ART 
 Residential 90 day program for chemical 

dependency 



 Research supports the need to develop 
effective interventions to treat both 
concurrently. 

 Difficult to implement because: 
  Healthcare systems to treat substance 

 abuse and mental illness are typically 
 disconnected. 

 
  Some substance abuse treatment centers 

 are biased against medications for any 
 mental illness. 



 MST (Multisystemic Therapy) 
 
 BSFT(Brief Strategic Family Therapy) 
 
 CBT (Cognitive Behavioral Therapy) 

 
 MET/CBT (Motivation Enhancement 

Therapy) 



 Addresses factors associated with serious 
antisocial behavior in children and 
adolescents, the family, peers, school, and 
neighborhood. 

 
 Intensive but in environment, not hospital. 
 
 MST significantly reduces adolescent drug 

abuse during treatment and for at least 6 
months after (NIDA, 2012). 

 



 Is an outpatient, family-based treatment for 
adolescents who abuse alcohol and other 
drugs. 

 Views adolescent drug use in terms of a 
network of influences (individual, family, 
peer, community). 

 Suggests that reducing unwanted behavior 
and increasing desirable behavior occur in 
multiple ways in different settings. 

 Individual and family treatment in clinic, 
home, school, or in court. 



 During individual sessions, therapist and 
adolescent work on important developmental 
tasks such as decision making, negotiation, and 
problem solving skills. 

 Adolescents also acquire vocational skills and 
skills in communicating their thoughts and 
feelings to deal better with their life stressors. 

 Parallel sessions with family members help them 
examine their particular parenting styles, 
learning to distinguish influence from control 
and to have a positive and developmentally 
appropriate influence on their children. 



 Targets family interactions that are thought 
to maintain or exacerbate adolescent drug 
abuse and other co-occurring problem 
behaviors. 

 These include conduct problems at home and 
at school, oppositional behaviors, 
delinquency, associating with antisocial 
peers, aggressive and violent behavior, and 
risky sexual behavior. 

 Based on a family systems approach to 
treatment. 



 BSFT counselor identifies patterns of family 
interaction that are associated with 
adolescent’s behavior problems and to assist 
in changing those problem-maintaining 
family patterns. 

 Flexible approach used in many settings 
(mental health clinics, drug abuse treatment 
programs, and other social service agencies) 

 Primarily an outpatient setting but also used 
in residential or day treatment. 



 Also based on a family systems approach 
 Adolescent’s behavior problems are seen as being 

created or maintained by a family’s dysfunctional 
interaction patterns. 

 Aims to reduce problem behaviors by improving 
communication, problem-solving, conflict 
resolution, and parenting skills. 

 Always include adolescent and at least one 
family member in each session to enhance 
motivation for change and using behavioral 
interventions to bring about family behavioral 
changes. 



 A-CRA, comprehensive treatment 
intervention involving adolescent and family. 

 Seeks to support the individual’s recovery by 
increasing family, social, and 
educational/vocational reinforcers. 

 After assessing needs and current levels of 
functioning, therapist chooses among 17 A-
CRA procedures to address problem solving, 
coping, and communication skills to 
encourage active participation in positive 
social and recreational activities. 
 
 



 ACC 
 Is a home based continuing care approach to 

preventing relapse. Weekly home visits take 
place over a 12-14 week period after an 
adolescent is discharged from residential, 
intensive outpatient, or regular outpatient 
treatment. 

 Using positive and negative reinforcement to 
shape behaviors, along with training in 
problem solving and communication skills. 

 This is combined with the services of A-CRA 



 
 Employs strategies to evoke rapid and 

internally motivated behavior change to stop 
drug use and facilitate treatment entry. 

 “a therapeutic style intended to help 
clinicians work with people to address the 
fluctuation between opposing behaviors and 
thoughts.” 

 Miller and Rollnick, Motivational 
Interviewing, 1991. 



Simple Reflection Avoiding Arguments 

Shifting focus Open-ended questions 

Reframing Listen reflectively 

Rolling with Resistance Expressing Empathy 

Siding with the Negative Develop Discrepancy 

Self-Efficacy Affirm 



 12 Step Meetings 
 
 Learn to Cope 
 
 Support Groups at McLean Hospital 

 



 PCP 
◦ Screen for mental illness 
◦ Screen for substance  use/abuse/dependency 

 School 
◦ Use school resources 
◦ Offer assistance, link student to school support 
◦ Be aware, knowledgeable 

 Police 
◦ Use role in community to make a difference with kids 
◦ Inform parents, school administration, resources when 

youth is at risk 
 Religious 
◦ Make mental illness/substance abuse a biological illness 
◦ Encourage discussion, offer help, guidance, and support 



 Be open and honest with older child about 
your concerns 

 Take the time to talk to them 
 Do not delay when noticing a change in 

child’s behaviors, personality, and attitude  
 Check phone messages, Facebook, for info if 

you have suspicions 
 Delay use. Research shows that the earlier 

the use, the greater the risk for substance 
abuse problems. 
 



 Lock up alcohol if any is in home 
 Check in with teachers; listen to their 

concerns 
 Search room for evidence 
 Speak to MD 
 Be supportive 
 Set limits, curfew, consequences for 

behaviors (use, abuse, impairment) 
 Do not hesitate to go to the ER or have child 

screened if concerned about safety or use. 
 



 Have child participate in school programs 
that promote healthy choices and decision 
making as early a pre-school can help 

 Increase positive coping skill development 
through sports, music, art, and other safe 
activities 

 Mindfulness meditation, yoga, and other 
approaches to relaxation may be beneficial 

 



 SAMHSA 
 NIDA 
 MassGeneral for Children Emergency Room 
 Northshore Emergency Services 978-744-

1585 
 School Guidance Counselor/School Social 

Worker 
 MD 
 Northshore Recovery High School 
 The Safe Project 
 



 www.nida.nih.gov 
 www.drugabuse.gov 
 http://www.samhsa.gov/data/DAWN.aspx 
 http://monitoringthefuture.org/ 
 Brady, K., Sinha, R. (2005). Co-occuring mental and 

substance abuse disorders: The neurobiological effects of 
chronic stress. Am J of Psychiarty 2005; 162: 1483-1493 

 National Clearinghouse on Alcohol and Drug Information 
(NCADI): 1-800-729-6686 

 Drugs, Brains, and Behavior; The Science of Addiction. 
Publication by NIDA No. 10-5605, revised August 2010. 

 Principles of Drug Addiction Treatment; A Research-Based 
Guide, Third Edition. NIDA No. 12-4180, Revised December 
2012. 

 Ksir, C., Hart, C, Ray, O; Drugs, Society, and Human Behavior. 
12th Edition (2008). McGraw Hill, New York, New York. 
 

http://www.drugabuse.gov/
http://www.samhsa.gov/data/DAWN.aspx
http://monitoringthefuture.org/


 
 

Jim Howland, Ed.D., LICSW 
617-771-2626 
jmh66@comcast.net 




	Chicken or Egg: Understanding the Mental Health and Substance Abuse Connection in Youth
	 Who are we?
	Chicken or Egg?
	Overview
	Some Numbers
	Alcohol Use in Youth
	Marijuana Use in Youth
	Continued
	Some Examples
	What is Comorbidity?
	Three Scenarios
	Why do Drug Abuse and Mental Disorders commonly Co-occur?
	Genetics
	Neurobiological Framework
	Involvement of Similar Brain Regions
	How do drugs work in the brain?
	Drugs in the brain continued
	Dopamine
	Overlapping Environmental Triggers
	Nature vs. Nurture
	Social/Fitting In/Belonging�
	Other Environmental Concerns
	Why do People Take Drugs?
	Drug Abuse and Mental Illness are Developmental Disorders
	Why is adolescence a critical time for preventing drug addiction?
	How can it be diagnosed and treated?
	Treatment Levels
	Treatment Approaches
	Behavior Therapies
	Multisystemic Therapy
	Multidimensional Family Therapy
	MDFT continued
	Brief Strategic Family Therapy
	BSFT continued
	Functional Family Therapy
	Adolescent Community Reinforcement Approach and Assertive Continuing Care
	Assertive Continuing Care
	Motivational Interviewing
	Keys to Motivational Interviewing
	Recovery Community
	How can Professionals help?
	What Works for Parents/Guardians?
	continued
	It Takes a Village
	Resources
	References/Readings/Resources
	Contact Information
	Thank	You 

