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Objectives
Outline the diagnostic criteria and impact of major
depressive disorder, bipolar disorders, and substance
use disorders.
 Understand the complex etiology of concurrent mood
and substance use disorders
 Explore options and approaches for assessment and
treatment for concurrent mood and substance use
disorders


Major Depressive Disorder (MDD)














Annual prevalence: 4.7%
Lifetime Prevalence: 11.3% (Canada)
Female : Male = 2:1
Leading cause of disability worldwide (WHO)
Mean age of onset: 30-35 (vs. 18-20 in
Bipolar)
Prevalence decreases with age
50 % of episodes are brief with resolution
within 3 months
15 % have a chronic and episodic course
Risk of relapse increases after each episode
Associated with chronic medical conditions,
including heart disease, arthritis, asthma, back
pain, chronic pulmonary disease, hypertension,
and migraine

Major Depressive Disorder














Depressed mood most of the day, nearly every day.
Markedly diminished interest or pleasure in all, or almost all, activities most of the day,
nearly every day.
Significant weight loss when not dieting or weight gain, or decrease or increase in appetite
nearly every day.
Insomnia or hypersomnia nearly every day.
A slowing down of thought and a reduction of physical movement (observable by others, not
merely subjective feelings of restlessness or being slowed down).
Fatigue or loss of energy nearly every day.
Feelings of worthlessness or excessive or inappropriate guilt nearly every day.
Diminished ability to think or concentrate, or indecisiveness, nearly every day.
Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide
attempt or a specific plan for committing suicide.

Bipolar Disorder









Total lifetime prevalence 2.4%
Frequently manifests in late adolescence and
young adulthood (avg 25 y)
Earlier age of onset – longer delay to
treatment, greater depressive symptom
severity, and higher levels of comorbid
anxiety and substance use.
Patients are unable to maintain proper work
role function approximately 30% or more of
the time.
Quality of life is reduced in both
symptomatic and non-symptomatic

Bipolar Disorder

(Quello, Brady, & Sonne, 2005)

Substance Use Disorders
Impaired Control
1.
Larger amounts & longer time than
originally intended
2.
Persistent desire or unsuccessful
attempts to stop or cut down
3.
Great time spent in substance
activities (obtain, use, recover)
4.
Craving
Social Impairment
5.
Failure to fulfill major role (work,
school, home)
6.
Continued use despite social &
interpersonal problems

7.

Social, occupational, recreational
activities given up or reduced

Risky Use
8.
Recurrent use-hazardous situations
9.
Continued use despite physical or
psychological problems
caused/exacerbated by the effects
of its use
Physiological Dependence
10. Tolerance
11. Withdrawal

Concurrent Disorders














Substance use and mental health problems may have
common underlying risk factors or underlying genetic
susceptibility
Substance use can make mental health problems
worse.
Substance use can mimic or hide the symptoms of
mental health problems.
Sometimes people turn to substance use to “relieve”
or forget about the symptoms of mental health
problems.
Some substances can make mental health
medications less effective.
Using substances can interfere in people taking their
medications.
Individuals’ substance use may interact with their
prescribed or over the counter medications

(Skinner & Bartha, 2010) (Skinner, 2005) (Quello, Brady, & Sonne, 2005) (Skinner et al., 2004)

Mood Disorders and Substance Use














Mania/hypomania – stimulants + hallucinogens +
antidepressant monotherapy
Depressed mood – benzodiazepines + alcohol +
stimulant withdrawal + opioids
Appetite/weight – reduced with stimulants, increased
with cannabis
Movements – slow with benzodiazepines + alcohol,
restlessness with stimulants
Sleep/fatigue– induced with benzodiazepines + alcohol
+ opioids + cannabis + stimulant withdrawal, decreased
with stimulant use
Concentration/memory – impaired with
benzodiazepines + alcohol + cannabis + opioids,
potentially improved with stimulants.
Suicidal thoughts – alcohol, stimulant withdrawal
(Quello, Brady, & Sonne, 2005)

Concurrent Disorders Assessment and Treatment
Assessment considerations:
 Family history
 Temporal relationships
 Patterns of substance use
 Periods of abstinence
 Intoxication, withdrawal, subacute
withdrawal, tolerance

Integrated treatment considerations:
 Targeting both conditions
 Severity and impact of disorders
 Effectiveness of treatment
 Client preference
 Motivation and stage of change
(Skinner et al., 2004) (Skinner & Bartha, 2010) (Quello, Brady, & Sonne, 2005)

Management of MDD

Psychosocial Interventions for MDD


Cognitive behavioural therapy




Interpersonal therapy




Intensive, time-limited, symptom-focused psychological
treatment built on the premise that depression is
maintained by unhelpful behaviours and by
inaccurate thoughts and beliefs about oneself, others,
and the future.
Focuses on patients’ relational stressors involving
losses, changes, disagreements, or interpersonal
sensitivity, which are associated with the onset or
perpetuation of present symptoms.

Behavioural activation (BA)


The rationale for BA is that depression is caused and
maintained by escape and avoidance of aversive
emotions and stimuli that become self-reinforced and
also prevents positive reinforcement of nondepressive
behaviour, consequently causing longstanding
patterns of inertia, avoidance, and social withdrawal
(Twohig & Levin, 2017) (Coto-Lesmes, Fernández-Rodríguez & González-Fernández, 2020) (Lee, An, Levin, & Twohig, 2015)

Psychosocial Interventions for Substance Use









Acceptance
Commitment Therapy
DBT skills groups
Cognitive behavioural
therapy
Motivational
Interviewing
Community
Reinforcement
Approach

Medication for MDD and Bipolar disorder







Antidepressants
(SSRIs and
SNRIs)
Antipsychotics
Mood
stabilizers
Psychedelics
(future)

(Skinner & Bartha, 2010)

Treatment of Substance Use Disorders














Counselling and psychotherapy
Pharmacotherapy
Detox/withdrawal services
Support groups such as AA and peer support
Residential programs or day treatment
Aftercare
Recovery homes and therapeutic communities
Trauma support
Occupation, education, housing etc. and functional
rehabilitation
Crisis management
Addictions specialists
(Herie et. al., 2010) (Lilienfeld & Arkowitz, 2011) (Tonigan et.
al., 2002) (Skinner & Bartha, 2010) (Hardy & Clarke, 2016)

Substance Use Disorder Medications


Aversive
 e.g.



Antabuse

Craving reduction
 e.g.

Naltrexone,
Wellbutrin



Substitution
 e.g.

suboxone

(Skinner & Bartha, 2010) (Herie et. al., 2010) (Sunshine Coast Health Center, 2015)
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