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Background


Individuals with co-occurring mental health and substance use conditions commonly experience a wide range of intense feelings and emotions that may or may not reflect symptoms of actual mental illnesses.  It is therefore important to have an organized framework for distinguishing “normal” (though distressing and painful) feelings and emotions from symptoms and syndromes of mental illness.  
For reference, please utilize ZiaPartners training documents on Anxiety and Depression to help to make these distinctions.


In addition, the interaction of substance use with both normal feelings and symptoms of mental illness can be quite variable.   The variability relates to the type of substance used (sedative vs. stimulant vs. hallucinogen, for example), the time frame of use (For example:  Is the mental health condition a transient substance induced disorder, or a persistent disorder that continues independently of the substance use?  Is the mental illness a longstanding condition that pre-dated the onset of substance use and is likely to continue for a long time, or is it a persistent condition of relatively recent onset that has a greater chance of resolving over a period of months or a few years?), and to the variable effect of patterns of substance use on patterns of either feelings or symptoms.   


With regard to understanding how to distinguish substance-induced disorder from persistent disorders, and to predict likely course of disorders, please reference the slides on the trajectory of substance induced disorders in the ZiaPartners’ slide sets.


With regard to patterns of interaction, please note the following:


There are five different possible patterns of interaction of mental health emotions OR symptoms, in relation to onset or discontinuation of substance use.


When substance use is discontinued:

1.  Some or all of the mental health symptoms disappear completely within 30 days.  We say these were “substance-induced”.

2. Some or all of the mental health symptoms  improve, but do not disappear within 30 days.  We say these were “substance-exacerbated”.

3. Some or all of the mental health symptoms stay the same.

4. Some or all of the mental health symptoms get worse.  Examples include anxiety or mood swings that were suppressed by substance use, and often emerge, with a rebound exacerbation, after substance use stops.

5. Some mental health symptoms may emerge for the first time after the substance use is discontinued.  This commonly includes the emergence of PTSD symptoms, either immediately or after a period of months, as well as the potential for unmasking underlying bipolar disorder (or sometimes other mental illnesses).
IN MOST INDIVIDUALS, IT IS LIKELY THAT SOME OF ALL 5 WILL OCCUR!!

THE BEST WAY TO PREDICT WHAT WILL HAPPEN IN ANY ONE INDIVIDUAL IS TO GET A CAREFUL LONGITUDINAL HISTORY OF WHAT HAPPENED PREVIOUSLY WHEN SUBSTANCES WERE STOPPED.
Common Diagnostic Dilemmas

For individuals with co-occurring conditions, one of the common diagnostic dilemmas is distinguishing between the following:

· Normal mood swings

· Bipolar Disorder (and Bipolar subtype: Bipolar I, Bipolar II, Rapid-cycling, Atypical)

· Trauma-related symptoms or patterns of emotional reactivity

· Borderline personality disorder


Note that all four of these “conditions” are common in individuals with co-occurring substance use disorders, and may frequently co-exist with each other.  Clients often describe themselves as “bipolar” when they experience any mood instability, mood lability, or mood swings.  Therefore, it is important for clinicians to have the ability to clearly distinguish these four common patterns, and to educate clients on the differences between them, and on the treatments for them.

Normal “Mood Swings”:


For any of us, it is both normal and healthy for our feelings and emotions to change, sometimes quickly, in response to what is happening in our world, both “internally” (our own thoughts and ideas) and “externally” (environmental events and relationships with others).  Healthy people are not only aware of this, they experience “mood swings” (that is, normal shifts in feeling states) quite seamlessly.  These are understandable experiences, and they do not seem in any way out of control.  In fact, when you know yourself well, you know that something that triggers you to feel “unhappy” or “depressed” (like a bad grade on an exam) is not only “normal”, but can be managed by engaging in an activity or by identifying thoughts that lead you to feel “positive” or “happy”.


For individuals with significant substance use disorders, these skills in recognizing and managing normal “mood swings” may have been lost or weakened.  When they stop using substances, and begin to experience “normal” feelings again, the feelings may seem more intense, unfamiliar, and out of control.  This is more likely if their substance use was designed to suppress feelings (as by using sedatives).  This is also more likely if they also suffer from co-occurring mental illnesses (such as major depression, bipolar disorder, trauma-related disorders, and borderline personality disorder) which lead them to experience some of their feelings and moods inaccurately.


Normal mood swings are characterized by the following:

· They are appropriately reactive to events, even if they may “feel” more intense than the individual expects

· They may occur quickly as internal and external circumstances shift: “My moods go up and down like a yo-yo”.  The experience of feeling out of control is connected to being unfamiliar with having feelings that are not “regulated” by using substances.

· They are independent of – or overlaid upon -  more longstanding patterns of mood instability that are associated with any co-occurring mental disorders, as described below.  That is, if you have a bipolar mood disorder, it will be associated with a baseline pattern of mood cycles. Within any cycle, you can still have “normal mood swings.” If you have a borderline personality, it is associated with longstanding patterns of reactivity; within those patterns, you can still have normal “mood swings.”

Bipolar Mood Disorder:

Contrary to what most people think, bipolar disorder is connected less to “mood swings” (as in, going up and down like a “yo-yo”) than to “mood cycles”.  Diagnosis of bipolar disorder involves looking for the following.  A careful longitudinal history is ESSENTIAL!

· Episodes of depression that usually last for weeks or months interspersed with episodes of mania or hypomania that usually last for weeks and months.
· Episodes commonly resolve after a period of time, even without treatment.  Treatment may lead episodes to occur less frequently, less severely, or to resolve more quickly.
· Episodes may commonly be separated by periods of euthymia (normal mood), whether or not the person is being treated with mood stabilizers.
· Some people have regular cycles (or seasonal cycles – like winter depression and spring hypomania).  Others have very irregular and inconsistent cycles, like a period of mania five years ago followed by four years of euthymia, followed by six months of depression.
· Family history of any bipolar condition is a good clue
The diagnostic process for this disorder requires a longitudinal or chronologic perspective.  Mood cycles or episodes may not be labeled as such by the client, or the family, and are often attributed to external factors.  The slower pace of a typical mood cycle might not be noticed because of more immediate or acute crises and/or events that are associated with emotional reactivity.  It is important however to realize that whether the mood cycles are longer or shorter, they occur independently of external events or triggers.

Note that because of the cyclic nature of bipolar disorder, looking only at a single time period of  sobriety may be misleading.  Mood cycling will occur independently of using substances, and the client may be using while they are hypomanic  (note that hypomania is more likely to be associated with increased substance use), while they are depressed, and while they are euthymic (normal mood).  Therefore, when they stop using, they can be in any mood state, including euthymia.  For that reason, it is important to look over a long period of time to find cycling that may occur whether the person is using or not.

Periods of mania or hypomania are often not identified as “problematic”.  Therefore, in asking about these periods, ask about or look for increased energy, less need for sleep, more productivity and creativity, increased impatience and anger with others, a feeling of power or success, inability to slow down, and so on, that extend over weeks or months.  Individuals who use substances may contrast those periods with more depressed periods even while using:  “Last spring, I was using speed and I felt great all the time, even when I was supposed to crash; this fall, I was using speed because I needed to keep my energy up, and I kept falling into the dumps every time I stopped.”

Bipolar I:  Some periods of mania are full-blown, out of control, often with psychosis

Bipolar 2: Periods of hypomania only:  increased energy and mood, not out of control

Rapid cycling:  Periods are less than two weeks and alternate rapidly

Atypical:  Relatively common in individuals who have addiction, often having onset once substances are discontinued:  The client does not meet criteria for the other bipolar subtypes. Mood cycling is less clearly defined, but moods are strongly over-reactive in both directions to relatively minor perceived events, and each over-reactive mood state lasts for days and weeks at a time.  This usually is connected to discontinuation of long periods of use of sedating substances (alcohol, marijuana, opiates, etc.).  The bipolar mood instability persists for longer than 30 days following sobriety, and is often relieved by mood stabilizers.
Trauma-Related Conditions


Individuals with long standing histories of physical, emotional, or sexual trauma will develop persistent biological and psychological adaptations that are “normal” in that they support successful survival in the face of severe and persistent trauma, but become “abnormal” because they persist quite strongly over an indefinite period of time (many many years) even when the precipitating trauma is long past.  These persistent patterns are defined by a persistent state of “hyperalertness” or “hyperarousal” as if in perpetual combat, and are quite common, even more common in individuals (particularly women) with substance use disorders, and can be quite prominent even in trauma survivors who do not meet formal criteria for PTSD, and have no flashbacks, nightmares, etc.


These patterns are so common, that it is an expectation that you will find some evidence of this pattern in any client who has had a severe trauma history.  Conversely, if you observe this pattern, it is likely that the client has had a severe trauma history, even though they either have repressed it , or do not label it as such.


These patterns are persistent (not cyclic), though they may lessen when the individual feels very “safe”.  They are likely to be masked by substance use, and more obvious “at baseline”.  Although the person may be labeled as having a personality disorder because of these patterns, that is not accurate, as these patterns emerge in the context of trauma.  


Because the pattern of trauma response may be associated with strong emotional reactivity in both directions, individuals with this pattern may be labeled as having “mood swings”. Also, because individuals with this history are often depressed, and may also endorse periods of “racing thoughts” (due to intense hyperalertness and anxiety) and/or “hearing voices” (which is often due not to psychosis but to a dissociative experience of prior abuse) they are often labeled bipolar or schizoaffective.

What to look for:

· History of severe trauma

· Experiences fear and anxiety in social situations that may feel unsafe. May have a very exaggerated “startle” response.

· Chronic fear and anxiety is associated with withdrawal and unhappiness, and may be labeled as “depression”.

· At the other end, may experience and express intense anger in response to provocation that others view as mild.

· This anger is often associated with racing thoughts, somewhat grandiose statements about having power, and so on, and may be labeled as “hypomania” or “raciness”.

· The person may hear voices that sound real and are quite distressing, but the person will show no other signs of “thought disorder”, the voices will not be bizarre (e.g., the Devil beaming messages), and the person will know on a very basic level that these are in fact “voices” and not reality.  
· These patterns may be masked or suppressed when using substances, but exist over a long period of time, are generally present at baseline.
· Trauma patterns may of course co-exist with all of the other conditions, and would need to be separated out to help the person focus on what to do.
· Medication that relieves anxiety may be helpful in modulating the hyper-reactivity associated with persistent trauma.

Borderline Personality Disorder


The core feature of borderline personality disorder can be understood as enduring (essentially life long) biologically and psychosocially driven over- intensity of emotional reactivity, particularly in connection with relationships (both attachment and loss).  In fact, although borderline personality disorder is characterized as a “personality disorder”, many people view it as a form of Axis 1 disorder, labeled – more or less – as Emotional Hyper-reactivity Disorder or Affective Dysregulation Disorder.


Almost all individuals with borderline personality disorder (BPD) have histories of trauma, but the reverse is not at all the case.  Further, a significant percentage of individuals with BP D have some kind of mood disorder, but again the reverse is not the case.  Among people with BPD, co-occurring substance abuse or dependence is quite common.  In addition, many people, while they are intoxicated or actively using substances may display emotional over-reactivity that may resemble the symptoms of BPD, but that pattern is not present or persistent once they return to baseline, so they would not be accurately diagnosed with BPD.  Finally, all people with BPD do have normal mood swings.  Some of their reactions are “normal” in intensity, but others can be extreme, including deep abandonment fear and grief with suicidality, intense rage at the threat of loss or abandonment, and intense emotional experiences that may involve transient loss of reality testing.  In addition, individuals with BPD may do things to manage their feelings (like self-harm) that may lead to diagnostic confusion:  (E.g., if you cut yourself you must be borderline; OR if you are suicidal you must suffer from major depression or bipolar depression).  For that reason, the diagnosis of BPD is best based on the following distinctions:

· BPD is characterized by a persistent baseline pattern of intense emotional hyper-reactivity, usually connected to relationship challenges.  This is distinguished from emotional hyper-reactivity that is associated only with mood episodes as in bipolar disorder, that is associated only with very extreme circumstances, like severe grief, or that only occurs during active intoxication.

· Individuals with trauma syndromes only (that is, no BPD) may have similar behavior as individuals with BPD (e.g., rage, self-harm), but their pattern of emotional response is different.  Individuals with BPD get extremely emotionally attached and react strongly to loss in order to try to maintain attachment. Their sense of boundaries between themselves and the people they are attached to is very permeable. Individuals with primarily a trauma syndrome have difficulty trusting enough to get strongly attached, withdraw – and try to maintain boundaries - out of fear, and use rage to push people away  when they appear threatening, rather than try to make them stay connected.   For both syndromes, self-harm may be a way of regulating intense feelings, even though the source of the feelings may be different.

· Individuals with BPD are likely to have multiple co-occurring issues.  It is helpful to see what their relationship style at baseline is (even back to adolescence), and then see how they shift during a mood episode, during a substance use episode, when reacting to normal events, or when in a situation that stirs up feelings related to past traumas. This helps to distinguish the various diagnostic components.

· Treatment interventions may involve various types of medications (antidepressants, anti-anxiety agents, mood stabilizers, and anti-psychotics) that may provide some affective regulatory assistance.  The most successful interventions involve cognitive interventions like Dialectic Behavioral Therapy (DBT) that use the cognitive or thinking strengths of the individual with BPD to develop strategies to be increasingly mindful or conscious of the emotional overload, and then learn how to use thoughts and behaviors to manage the intense emotion more successfully.
