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Objectives

•Review of dual diagnosis as a concept

•Epidemiology and diagnostic stratification

•Current evidence pertaining to prescribing 

challenges
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What is dual diagnosis?

•Term “dual diagnosis” (DD) introduced in 1995 by World 

Health Organization

•It indicates concomitance of substance use disorder and a 

psychiatric condition, also known as “Co-occurring 

disorders.”
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Challenges with DD

•DD complicates the psychopathological clinical status:

–Leading to higher heterogeneity

–Complicates diagnostic framing

–Makes it difficult to treat

–Creates labeling of “difficult patients”

§Poor overall compliance with therapies

§High drop out rates of treatment

§High hospitalization rates
5
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•Major gaps in understanding epidemiology

•SUD has major impacts on the neurobehavioral and 

neurodevelopmental functions

•Epidemiology influenced in low middle income countries:
§Poverty

§Malnutrition

§Political conflicts

§Overall poor health
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DD Outcomes
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• No single treatment identified as efficacious for both 

SUD and mental illness

• However, important conclusions:
ü Existing psychiatric treatments work well for DD patients

ü Existing SUD treatments work equally well for DD patients

ü Integrated treatment outcomes are still unclear due to 

lack of clear outcomes data



DD Outcomes

• Participants in a naturalistic multisite study of VA treatment 

programs for SUD

• Examined a model of treatment with focus on 5 variables:

»Social background

»Intake functioning

»DD treatment orientation

»Patients change on proximal outcomes

»Aftercare participation

• Studied 981 male DD patients at the VA
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Study outcomes

• Important findings:

§DD patients more likely to be abstinent, employed, and free of significant 
psychiatric symptoms, than prior to treatment

§At 1 year follow-up:

§39% abstinent

§68% no significant psychiatric symptoms

§29% employed

§Programs with practical orientation, active participation, and liberal use 
of psychotropic medications:

»Higher reduction of psychiatric symptoms

»Being employed

»Longer program tenures
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Diagnostic Stratification
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Specific DD Challenges and 

Recommendations
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Alcohol use related DD epidemiology

•Approximately 50% of AUD patients have some co-morbid 

psychiatric disorder

•Predominant psychiatric disorders in AUD include:

–Affective disorders (about 13.4% of AUD patients vs 7.5% in gen pop)

–Major depressive disorder (about 32.5% of DD patients vs 11.2% AUD 

only)

–Anxiety disorders (33% with AUD and 28% with other drug use)

–Cluster B or C personality traits
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Prescribing suggestions in AUD patients with DD

•Rossinfonte’s study shows SSRIs in AUD work to reduce 

craving and relapse frequency

•Carbamazepine appears to be helpful in withdrawal from 

alcohol in mild or moderate use

•ABEAD (Brazilian Association for alcohol studies) 

recommends restrictive benzodiazepine use in AUD 

patients
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CANMAT (Canadian Network of Mood and anxiety treatment)

•Recommendations:

–Quetiapine can help in bipolar patients with AUD

–Topiramate and Gabapentin can be used in patients with 

AUD

–Minimal benefit from Li treatment in AUD r/t poor 
tolerability

–Mirtazapine preferred over TCA due to better efficacy
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AUD and antidepressants

•Escitalopram
–Shown to reduce depressive symptoms by ~50% in AUD patients (in 

monotherapy)

–Appears more effective for late-onset depression (age>30)

–Combination with acamprosate appears more effective with:

§Marked improvement in depressive symptoms*

§Reduced weekly and monthly alcohol consumption*

–Combination with aripiprazole showed improvement in symptoms 

and cravings

18 *Did not achieve statistical significance due to exiguous sample



AUD and antidepressants

•Citalopram

–No differences in affective symptoms or alcohol 
consumption

•Sertraline

–Reduce depressive symptoms and alcohol use in 

combination with CBT

–Higher rates of abstinence when in combination with 

naltrexone
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AUD and antidepressants

•Mirtazapine

–Significant improvement in anxiety and depressive symptoms

–Reduction in cravings and alcohol compulsiveness

–Marked reduction in weekly alcohol consumption (34 à 13 
alcohol upw*)

–2-year follow up showed similar responses

–Also has evidence that it can reduce social anxiety in AUD 
patients

20 *upw = units per week



AUD and antidepressants

•Venlafaxine

–Effective in reducing depressive symptoms in 

AUD patients

–Recent controlled trial did not show difference 

in anxiety in combination with CBT as compared 

to CBT alone
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Mood stabilizers and AUD

•Lithium

–Showed no particular efficacy in AUD patients

–No significant differences noted in depressive patients as 

compared to placebo

–Studies in Bipolar I or II patients with AUD or cannabis 
use, showed reduction in weekly urine drug screen 

positives in Lithium group
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Mood stabilizers and AUD

•Valproate

–Valproate w/ Lithium appeared superior to Lithium w/ 
placebo in reducing:

Ø Heavy drinking days

Ø Lower amounts of daily alcohol use

–Valproate group also showed lower GGT blood levels

–Study length was 24 weeks
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Mood stabilizers and AUD

•Topiramate

–Shows significant efficacy in reduction of cravings and 

other AUD related indices

–Also reduces post-traumatic hyperarousal in patients 

with PTSD & AUD
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Mood stabilizers and AUD

•Gabapentin
–Shows significant improvement in sleep related outcomes in AUD 

patients

–An open study shows higher effectiveness of gabapentin vs 

trazodone in patients with AUD and insomnia

–A 2019 review shows significant reduction of cravings, improves 

rates of abstinence, delays return to heavy drinking days, and treats 

acute alcohol withdrawal

–More effective as adjunctive treatment vs monotherapy

–NO BENEFIT was seen for OCD, PTSD, or depressive symptoms in SUD 
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BENZODIAZEPINES and SUBSTANCE USE DISORDERS

•Common themes

–Benzodiazepine use has been controversial in AUD treatment

–Continue to remain mainstay for management of alcohol withdrawal

–Most common reason for benzodiazepine use in DD is for anxiety 

disorders

• IS IT SAFE TO USE BENZODIAZEPINES IN PATIENTS WITH SUD?
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NO camp!

• General consensus among most providers to restrict 

benzodiazepine use in SUD patients

• Stats:

–Per 2016 NSDUH data, around 30 million people use benzos

–About 0.5 million met criteria for benzodiazepine use disorder

–About 30% of opioid OD deaths involved benzodiazepines, and

–About 77% of benzodiazepine OD deaths involved opioids (2010)

–Benzodiazepine misuse is also highly prevalent in AUD patients 

(~30%)

–Very high prevalence of patients co-using benzodiazepines with 

other substances (100% of patients in this study)
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Benzodiazepines and Opioids

• Benzos known to cause respiratory depression while taking in 

concert with CNS depressants (opioids)

• Benzodiazepines commonly involved in opioid overdoses

• In addition, benzos increase risks of OD deaths in patients using 

opioid analgesics by up to 4-fold, as compared to using opioids 

alone
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YES CAMP!

• Anxiety considered as a major public health issue, and when not 

treated can lead to significant reduction in quality of life and 

psychosocial functioning

• Recall significant co-morbidity with SUD making it a top DD 

challenge
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• Benzodiazepines better tolerated than TCAs in reducing panic 

attacks

• Benzodiazepines were comparable or better than SSRIs and SNRIs in 

reducing anxiety parameters

• “The change in the prescribing pattern favoring newer AD over BDZ 

in the treatment of anxiety disorders has occurred without 

supporting evidence.”
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• “Explore the effects of coadministering lorazepam and disulfiram to alcohol 

dependent patients with anxiety disorder symptoms.”

• 40 total participants and 24 weeks length of study

• Significant reduction in anxiety noted along with reduction of cravings

• No evidence of lorazepam misuse noted and no dose escalation was necessary

• Conclusion: lorazepam was safe for short-term use in combination with disulfiram 

for AUD
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“Several studies demonstrated that treating the comorbid anxiety disorder not only improved 
anxiety symptoms but had a positive impact on SUD outcomes.”

“Taken together, treating anxiety disorders in these populations improves anxiety symptoms, but 

the degree to which adjunctive anxiety treatment (non-benzodiazepine) improves substance use 

outcomes above and beyond the improvement found from typical addictions treatment remains 
unclear.”
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• Study surveyed 176 people and asked about primary reasons for using 

benzodiazepines

• Most commonly used benzo was alprazolam (52%)
• Most commonly reported reason for use was “to manage anxiety” (43%)

• Only 27% reported “to a get a high” as reason to use
• Strong correlation between reason to use and how it was obtained (p<.001)

• 48% obtained from the street, were more likely to use it for high

• 23% who obtained from prescriber, were mostly using it for anxiety relief



Overall Recommendation for benzodiazepine use in DD

•Not all DD patients will be appropriate candidates

•If considering initiating benzodiazepines in DD:

–Comprehensive assessment involving risk factors for misuse

–Prior treatments for anxiety

–Discussion of risks, benefits, and side effects
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Overall Recommendation for benzodiazepine use in DD

•Once decision made it is appropriate to prescribe, then:

– Follow a “universal precautions” approach

–Comprehensive substance use history

–Using controlled substances agreements or other treatment 

contracts

–Using accountability measures such as drug screens, PMP 

monitoring, or even pill counting if needed

–Consider adding non-benzodiazepine option as a long term 

measure and use benzodiazepines for PRN or abortive treatment
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Treating acute pain in DD patients

•Patient related concerns:

– Fear of pain not being taking seriously

– Sense of discrimination and overall poor experience and mistrust

– Fear of relapse on opioids if given pain medications PO, or even 

IV

–Fear of withdrawal from MAT treatments such as methadone or 

buprenorphine
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Treating acute pain in DD patients

•Provider or Clinician related concerns:

–General lack of trust with patients with SUD history

–Fear of pain overtreatment, such as leading to respiratory 
depression

–Concern regarding patients leaving AMA if pain not 

managed

–Fear that patient is fabricating pain to get opioids for 

“high”
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Management of acute pain in MAT patients

Most common questions from clinicians: 

1. What do I do with the Suboxone (or methadone) during or 
after surgery for pain control?

2. Is it safe to even give opioid pain medications in these 
patients?

3. What is the length of prescription for opioids can I provide 
them at discharge (if any)?
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Pain management for methadone MAT patients

• Any provider can order methadone in an inpatient setting while 

patient is admitted for other medical reasons

• Important steps:

»Perform urine drug screen for confirmation

»Contact patient’s OTP for dose confirmation

• If unable to contact (weekends, OTP closed, or nights):

»Continue up to 20 mg per day for withdrawals safely
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Pain management for methadone MAT patients

•For acute pain management

»Continue baseline dosage for OUD and not considered pain 

management dose

»Use multi-modal pain management if possible

»Recommend only short acting scheduled opioids in addition to 

methadone dosage

»Monitor for QT-prolongation and cardiac arrhythmias
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Pain management for buprenorphine MAT patients

• Providers in inpatient settings can order buprenorphine without a 

DATA-2000 waiver (x-waiver) if patient admitted for primary 

medical reasons

• Important first steps:

»Perform urine drug screen for confirmation

»Look for metabolite nor-buprenorphine for confirmation

»Contact buprenorphine provider if needed for dosage

»Check PMP database for dosing and prescription fills
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Pain management for buprenorphine MAT patients

§Option 1: (Recommended)
– Continue baseline dosage of buprenorphine

– Divide in 2-3 daily dosage for better tolerance and pain relief

– Use full agonist opioids for added pain relief

– Likely require higher doses of opioids to overcome receptor blockade

– Preferable to use fentanyl, hydromorphone, or morphine

– These more likely to displace buprenorphine for better analgesia

– Recommended length of full agonist treatment should not exceed 3-5 

days

– If patients require more than 5 days of full agonist pain control, consider  
OPTION 2

– P.S. Pregnant women can continue buprenorphine during labor, 

including epidural or IV opioids. Can receive spinal or GA if needed.
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Pain management for buprenorphine MAT patients

§Option 2:
– Appropriate option for patients who might require slightly longer length 
of peri-operative pain management for more than 5 days post procedure

– Discontinue buprenorphine around 72 hours prior to operative procedure

– Use full agonist opioids for pain relief and withdrawals

– Can consider non-opioid multi-modal analgesia if withdrawals are not a 

concern

– Does have a risk of leaving patient vulnerable to relapse

– Need to restart buprenorphine as soon as possible after termination 

of full agonist opioid treatment
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Pain management for naltrexone MAT patients

• If taking PO naltrexone:

»Might need to discontinue at least 72 hours prior to surgery

»This will allow dissociation from the opioid receptors

»Easy to overcome receptor blockade in this situation

• If taking IM naltrexone:

»Much more complicated to manage acute pain

»Using non-opioid approaches including regional anesthesia may be necessary

»In some situations, high doses of opioids can overcome receptor blockade, 
however, patients will need very close monitoring for respiratory depression
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ADHD and SUD concerns
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• “Substance use disorders contribute substantially to elevated mortality 

rates among patients with ADHD.”

• Prior research had suggested that there might be increase in sensitivity 

whereas exposure to stimulants can elevate the risk for future SUD 
issues.

• This study was a retrospective review of patients in MarketScan 
database from 2005 to 2014.

• Found no evidence that stimulant prescription led to increase risk of 

SUD, even in patients with pre-existing SUD.



Take Home Points

• Very important to treat underlying psychiatric concerns which can 

have trickle down benefits in improving substance use issues.

• When prescribing benzodiazepines, consider comprehensive 

evaluation and risk stratification.

• Consider benefits of harm reduction and reducing potential 

triggers for relapse (such as anxiety).

• Accountability measures can be helpful in reducing risks of 

prescribing controlled substances in DD patients
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Questions?
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Thank you!
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