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>>> Hello, everyone.  Welcome.  You are in the right place.  Your audio is working.  We 

just haven't said anything yet.  We will get started promptly in three minutes.  

     Until then, feel free, use the chat box, chat it up.  Welcome.  We are glad everyone is 

here.  Substance use and psychosis, interventions for intertwined issues.  Suzy 

Langevin.   

     Hello, everyone.  Welcome to today's webinar on Substance Use and Psychosis: 

Interventions for Intertwined Issues, presented by Suzy Langevin and Stefanie 

http://www.captionaccess.com/


Gregware.  

My name is Jessie O'Brien.  

     I am so glad you are with us.  This is the first webinar since the conference.  My 

name is Jessie.  I am the Director of training and professional development here at 

NAADAC, The Association For Addiction Professionals.  I will be the facilitator.  

     The permanent home panel is www.NAADAC.org/webinars.  Make sure to bookmark 

this page to stay up to date on the latest in addiction education.  

     In the next few weeks, we should be coming out with all of our webinars for 2022.  

Stay tuned.  

     Closed captioning is provided by Caption Access today.  Check the chat box.  I know 

it got put in there.  We can probably put the link again if you want to use closed 

captioning today.  

     A really quick orientation to Zoom webinar.  Most of you are familiar with Zoom by 

now.  You will notice the Zoom control panel that looks like the one on my slide.  It is 

usually at the bottom of your screen.  There are two main items to be aware of.  Many of 

you have discovered the chat box.  Welcome.  Please feel free to use the chat box.  

     It is a wonderful feature.  The second is the Q and A box.  If you open the Q and A 

window, you can ask questions to the host or panelists.  They will rely by text in the Q 

and A window or answer your question live towards the end of the presentation when 

we typically do our Q and A.  

     One of the great features about the Q and the A that I love is you can vote, give a 

thumb's up to questions that you like.  

     Feel free.  You can write your own, of course.  You can also vote for other ones that 

you like.  It kind of raises them up and curates the questions for us when we get to the 



end.  

     The last is in the chat box, we post a link to our handouts, which includes a PDF with 

the PowerPoint slides from today's webinar and a user friendly instructional guide on 

how to access your online CE quiz and immediately earn your CE certificate after the 

end of this webinar.  

     As many of you know, every NAADAC web page has its own web page that contains 

everything you need to know about that particular webinar.  

     Immediately following this live event, you will find the link to the online CE quiz on 

the exact same website where you registered for this webinar.  

     So the website is at the top, NAADAC.org/SUD-psychosis-webinar.  

     If this is your first time going through our CE process, please make sure to follow the 

instruction guide that is right underneath the online CE quiz link.  

     You can also always e-mail us at CE@NAADAC.org if you have any issues with 

getting your certificate.  

     If you need your certificate to say live, please make sure to complete the CE quiz 

within the next 24 hours and download the certificate within the next 24 hours.  That 

way, it will say live on it.  

     Enough logistics.  Let me introduce you to today's presenters, Suzy Langevin is the 

Director of training and professional development at open sky community services and 

has presented regionally on the implementation of evidence-based treatment 

modalities.  She has extensive training and Fidelity coding experience in motivational 

interviewing and is a member of the motivational interviewing network of trainers, also 

known as MIT an she serves on a number of substance-related communities groups.  

She is dually licensed as an independent clinical social worker and substance use 



counselor.  

     In addition to her work at open sky, she has experience in juvenile justice, foster 

care, emergency mental health and in-patient Psychiatry and holds a master's degree in 

social work from Boston college.  

     Next, Stefanie Gregware is the Vice-President of community services at open sky 

community services and oversees community service including Fidelity, training, 

supervision and development of evidence-based practices.  She received her master's 

degree from assumption college with a concentration in behavioral therapy and received 

advanced training in recovery oriented cognitive behavioral therapy for schizophrenia 

from the University of Pennsylvania, cofacilitating a two-day course on the model in 

collaboration with Aaron Ryan Haan of the Beck institute.  She has more than a deck 

aid of experience providing symptoms for psychosis, cognitive restructuring for 

post-traumatic stress disorder and CBT for anxiety and depression.  

     So, Suzy and Stefanie, I am going to stop sharing my slides and you guys can take 

over from here.  So I'll disappear.  

>> Thank you, Jessie, for that kind introduction.  It looks like my screen sharing is 

turned off.  

     If somebody can turn that on, we will get our slides up.  

>> You are all set.  I apologize.  

>> We are effect.  Thank you.  No worries.  

>> Hold on a second.  Are the slides up, Stefanie?  

     Good afternoon, welcome to our presentation on Substance Use and Psychosis, 

Interventions for Intertwined Issues.  We are both excited to be here to talk about this 

issue.  



     It feels like it is one that doesn't get a lot of time and attention that it needs.  When 

we talk with people that are primarily substance use providers, psychosis is the piece of 

the behavioral side of health that makes people the most nervous, that makes them 

feel, I don't have what I need to be able to help people struggling with co-occurring 

psychosis.  

     We see the same anxiety from mental health practitioners.  The psychosis I can 

figure out but the alcohol misuse, I don't know what to do with this particular person.  

     We found this particular combination can be really challenging for people to feel like 

they know how to get their hands around it and work with it effectively.  

     We are excited to bring to you some of the practice lessons that we learned along 

the way in working with these two disorders side by side.  We can really help find an 

effective way for people to find a path forward in their recovery.  

     So our goals for today are to help with an understanding of what we mean when we 

talk about someone with psychosis, what are they and how do they affect people and 

how do we look at them from the clinical frame perspective that helps us find a way to 

work with them effectively.  We are going to talk about psychosis on a continuum and 

how we can use some of those things like normalization, to help really get people in a 

place where they are able to work with these things.  

     We're going to give you some strategies for how to assist people who are 

experiencing symptoms of psychosis and they int twine with substance use disorder so 

we can kind of give you some basic interventions that start with people to help bring 

both of these things a little bit closer to where they want to be.  

     Then, how to plan.  What are the things that you are going to take back and use with 

individuals that you know that are struggling with these two issues together.  



>> We're going to start off with a poll question just to get a sense of what you guys are 

working with out there.  If you have to say what percentage of individuals that you are 

treating that present with co-occurring psychosis and substance abuse.  

     Is it almost nobody, between 10-25%, between 25 and 50%, between 50-75% or 

75% and more.  Just to get a sense of what the scope is for all of you out there in 

practice and how many folks that you are working with that are looking at these two 

issues side by side.  

>> I've launched the poll.  The votes are coming in.  We are going to give it about five 

more seconds.  Psychosis. 

>> I will go ahead and end the poll and show the results now.  

>> As you can see from the spread that we have here, most of you are seeing a fair 

number of people who are dealing with these issues.  We have between 10-25% looks 

like our leader at about 28%.  If we add those three middle categories, 25%-75%, it 

looks like we are covering most of you.  It sounds like this is not something that you are 

unfamiliar with.  

     This is a problem you are dealing with on a regular basis in your clinical work.  

     Why it is so important to think about these two ideas together and why we want to 

have an understanding of these two side by side.  

     When we talk about the population of people that carry a diagnosis of schizophrenia, 

50% of those individuals will meet criteria for a co-occurring substance use disorder.  

     The most common one we see is alcohol use disorder.  There is a significance and 

rising population that would meet criteria for a Cannabis use disorder diagnosis.  

     When we break it down into pure numbers of people who experience psychosis 

versus people that don't, the rate of substance use disorder is three times higher for 



people that are experiencing psychosis than it is for the general population.  

     We know there is an increased likelihood that people are going to experience these 

two problems side by side.  There is some level of vulnerability that exists among 

people that are experiencing psychosis to go on and develop substance disorder.  

     When we look more specifically at the experience of young people and laser focus in 

on the first break experience meaning people's first experience of really having 

psychosis be a present part of what is going on for them, more than half of those 

individuals report high levels of Cannabis use prior to that first break.  

     There is some relationship that we don't totally understand just yet.  There is a 

relationship between Cannabis use and the experience of psychosis in early adulthood.  

     That's something we want to keep our eye on as we are working with people to put 

their first experience in context.  

     We want to have a sense of was Cannabis use a factor in this?  It is so common.  

     Why is this the case?  We don't really know.  Research is making some headway 

into a few different theories as to why there is a lap between substance use and 

psychosis.  There are a few factors we want to consider if we are looking at a person in 

context.  

     The first is that there may be certain knew roe biological factors that make people 

who are predisposed to the experience of psychosis also be predisposed to substance 

use disorder.  

     There is the thought there is a heightened sensitivity to the effects of certain 

substances on particularly Cannabis or marijuana seems to fall in that category.  

     There is likely some amount of neurobiology that falls into the category of why this is 

something that is more likely to occur.  



     We also note that there are social and emotional factors that come into people's 

experience of psychosis and substance use disorder.  

     In general, people that are experiencing psychosis and have a significant impairment 

because of those symptoms are more likely to have poorer social and economic 

outcomes, which then, in turn, can influence substance use disorder.  

     So there are factors that aren't about the diagnosis itself but the experience of what 

people go through when they have that diagnosis and have limited social support and 

limited financial support, the thing that made them predisposed to a substance use 

disorder diagnosis.  

     The thing that we have been running with for a long time in this field, when we think 

about substance use and its intersection with mental health is the self-medication 

hypothesis, that people misusing substances are often using it in a way to try and assert 

some control over their psychiatric symptoms.  

     That's certainly the truth for a lot of people.  When we really dig in and take a look at 

it, it is hard to see the straight line relationships between that.  For example, a lot of 

times if we are working with people that are experiencing the mania side of bipolar 

disorder, they are going to choose substances that reinforce, rather than diminish that.  

People will often use cocaine or other stimulants when in that state of mania.  

     Logic alley, you would think you would use something to bring yourself down.  We 

don't have a good understanding of how the mechanics work.  

     Some people are using substances to assert some level of control over the moods 

they are experiencing.  

     When we are talking about psychosis in particular, one of the things that can 

somewhat flare up is that people might be using substance toss cope with either the 



negative symptoms of schizophrenia, which we will talk about later, which are more 

about low energy and low motivation, rather than about trying to tap down some of the 

experience.  

     It may also do something that's associated with trying to overcome the side effects of 

antipsychotic medication.  There are many people that find great relief in antipsychotic 

medications and others that are burdened by the incredible side effects that can come 

from taking medications like this.  

     Some substance use might be how do I get through this experience I'm having of 

being really lethargic and brought down by the medications I'm taking, particularly when 

we think about nicotine and caffeine.  

     We don't lump those into the problematic substance use category.  When we are 

talking about daily, habitual use, if you have people heavily using caffeine or nicotine for 

stimulant properties, we will often see that in response to people's experience side 

effects from sigh cot trick medication.  

     I'm going to turn it over to Stef to introduce our case study we are going to take a 

look at as we go through our materials today.  

>> As you can see, we north going to get into a real significant amount of detail with this 

case study.  This is based on our work with many people, this is not based on any 

specific individual.  

     When we are talking about Raymond, we are going to kind of weave him in as we 

talk about the interventions throughout the day and make connection was this case 

study.  

     So Raymond is a middle-aged Caucasian male.  He was diagnosed with 

schizophrenia and substance use disorder, has been carrying that diagnosis for about 



15 plus years.  

     He also has a history of multiple substances, using multiple substances, including 

opiate use, which is in full remission at this point, he is a current alcohol use.  He is 

using alcohol about daily.  The amount of alcohol he is using really is dependent on who 

he is with and what he can get.  

     Some intermittent cocaine use as well.  Again, that depends primarily on sort of 

whether or not he is able to access it or afford it.  

     We know that that waxes and wanes and has over the last couple of years.  

     He is prescribed antipsychotic medication and has been on it for about 10-15 years 

to manage the positive symptoms he is experiencing.  He reports hearing voices on a 

pretty regular basis.  

     He also experiences some paranoid beliefs.  

     One of the things that's notable for Raymond, consistent over the last 15 years or so, 

he reports persistent experiences with fatigue.  

     He really equates this primarily to the side effects of his primary antipsychotic 

medication and reports it gets in the way of achieving some other goals that have been 

identified for him to work on.  

     Taking a look, Raymond doesn't have any meaningful roles in his life.  There is no 

place where he has the ability to contribute in a meaningful way.  His supportive 

relationships are very, very limited to direct family members, one or two direct family 

members that he spends time around and paid supports.  

     He really has a real lack of that in his life right now.  

     Before we jump in, I want to anchor us a little bit in the cognitive model we are using 

when we think about schizophrenia and psychosis.  



     A lot of what we are going to talk about is based in the cognitive model, we want to 

anchor ourselves here.  

     The thing to keep in mind is that the research is still spotty on the biological 

predisposition.  There is some sense that there is some component that is biologically 

driven and that can contribute to the development of psychosis and schizophrenia.  

     That combined with negative life events and the person experiences a lot of negative 

life events including things like trauma, that can look a variety of ways.  

     It may also include things like experiences in school, experiences in their 

environment.  It may also start to include things like starting to have experiences where 

the person doesn't quite fit in, where they start to notice they are not able to keep up our 

match with their peers socially.  

     That can start to drive these dysfunctional believes.  The person might start to think, 

I'm different.  I am not like everyone else and start to see themselves as other.  

     That, usually, we see the negative symptoms come before the positive symptoms of 

psychosis.  We will talk more about those two categories in a moment.  

     We start to see the development of some pulling back, withdrawing socially, some of 

the speech start to change, some of the engagement start to change there.  

     That kind of leads to poor functioning in a lot of aspects of the person's life.  

     When they start to withdraw, we see more of a focus and increase in the positive 

symptoms.  Those symptoms typically will start to reinforce or even create new and 

maintain new dysfunctional beliefs the person has about themselves.  

     We are looking at Raymond.  Raymond has this family history of psychosis with his 

grandfather.  Some of those negative life events include being bullied in school.  He had 

early substance use.  His father was often not involved or intermittently involved.  



     He reported early challenges with engaging with his peers, that he really felt left out 

from an early point in his life.  He started to have beliefs around not being able to take 

care of himself, in particular, related to being bullied and not feeling like he could be 

effective in managing or responding that.  

     He also started to believe there was something wrong with him and have that 

thought come up a lot and notice a lot of times when that thought came up for him.  

     He also started to feel as though he had nothing to contribute, because there was 

something wrong with him, because he didn't feel like he could care for himself, he 

started to believe he couldn't contribute or didn't have anything to contribute reinforced 

for him.  

     When we are looking at those sort of negative symptoms, we are seeing difficulty 

making friends, a report in general that he doesn't have energy to do anything.  

     He may say, I'm too tired.  I'm just lazy.  I'm too depressed, really just feeling like the 

energy wasn't there to do anything.  He might agree and not be able to follow through.  

     If I agree and can't follow through, that might reinforce my belief that I'm not able to 

care for myself.  He also just in general has some negative expectations for his life.  

     When asking about an interest in having a romantic relationship, he might say 

something like, I didn't think anyone would be interested in me.  That's kind of an 

expectation he has in the background.  

     We are looking at the functioning here, what we are seeing is that his social 

connections are really related to his substance use.  He really primarily is spending time 

only when he is actively using or providing a space for people to use with him.  

     He is also not working and has just an overall lack of sort of being able to attend to 

his daily responsibilities, including things just like making phone calls, going to 



appointments, things like that.  

     In addition to that, he experiencing those denigrating voices that tell him he is no 

good.  He has voices reinforcing some of the beliefs he has about himself.  We know 

when he is actively using substances or not spending time with people, he is by himself, 

that those experiences actually increase.  

     We are going to come back in a moment.  I'm going to hand it back to Suzy to start 

off about what we are thinking when we think about the positive and negative 

symptoms. 

>> Psychosis can be a broad category and doesn't have a super agreed upon definition 

when somebody is psychotic, which is not how I like to describe it.  

     When we say psychosis, we are talking about four different categories of symptoms.  

There is more but these are the ones that show up most significantly.  The idea of 

hallucinations, delusions, positive symptoms that are added to the person's experience 

and negative sorts of things that are removed from the person's experience.  

     It is not positive and negative like thumb's up and thumb's down.  It is positive like 

plus side and minus, like subtraction.  

     You have to think about what are the different ways that people's experiences are 

affected by having psychosis be a part of what's going on with them.  

     We'll start with our positive symptoms.  We're talking about hallucinations and 

delusions.  

     Hallucinations is perceiving things through the senses, any of the five senses, 

hearing, seeing, feeling, smelling tasting, that others don't see.  There is absence of an 

external stimulus that's causing it.  The experience is coming internally.  

     The individual is not perceiving it as internal.  They are perceiving it as an external 



stimulus that other people aren't experiencing.  

     We talk about it as part of a psychiatric condition but psychosis can also occur in 

individuals that don't have psychiatric conditions and people under the right 

circumstances can all experience hallucinations.  

     If any of have ever had the experience where you swear somebody has said your 

name and you turn around and, what, I didn't say anything.  That's a hallucination, a 

low-level, low-grade, non-threatening hallucination.  It is an experience that many of us, 

most of us, have had at some point in our life.  

     We are hearing something that isn't what other people are perceiving.  

     This can occur across all senses.  The most common by far is auditory 

hallucinations, you will often hear that described as hearing voices.  People can hear 

voices and range of experience is really wide, everything from indiscriminate that don't 

have any contact to them to people that are getting really clear messages and content 

from a variety of different distinct voices.  

     There are so many things that can fit into this paradigm of hearing voices.  As you 

can imagine, the range of impairment because of that is huge as well.  

     A background murmur, people might be able to shut off and put away and not have 

that get in the way of the things they want to do.  Persistently having a chorus, you are a 

terrible person, you deserve the bad things that are happening to you is going to have a 

very different functional impact.  

     There is a huge range of experience that exists for everyone, visual, seeing things 

people don't see, tactile, feeling things in absence of having the stimuli.  

     A tactile hallucination with substance use disorder from someone that suffers from 

psychosis is when people are having withdrawal and have some really intense physical 



experiences.  So that's an example of a tactile hallucination that exists outside the 

content of psychosis.  

     Olfactory is when you smell something that is not there, often an unpleasant odor, 

and gustatory is when you taste something without having a meal with that.  That is 

usually unpleasant.  A [[  ]] taste is what we often here that could be caused by certain 

psychiatric medication.  

     When we get into olfactory and gustatory, they are really rare.  There can be 

medication reasons why people might be experiencing those things as well.  

     Our other set of positive symptoms is delusions.  When we talk about delusions, we 

are talking about a persistent belief that is at the extreme end of the continuum.  It is not 

all that different from others what we would term overvalued ideas or belief symptoms.  

     Most of the time, they are grounded, at least a little bit, in reality.  There is some sort 

of kernel of truth that lies under that that may be challenging for us to dislodge or work 

with somebody through.  

     It is deeply held because of the tiny bit of truth that lives under there.  Attempt to be 

in line with the person's history, social, cultural background or education level.  People 

who are experiencing delusions tend to be grounded in their own cultural experience.  

     You also have to pay attention to culture when we are terming whether or not 

something is delusional or not.  Some things we learn from culture might believe as 

delusion the or outside the norm could very much be the norm in the culture.  

     We want to be careful we are not attributing this idea that it is delusional until we 

understand the full content and range of somebody's experience.  

     The common definition you will hear for delusions is that they are a fixed false 

motive.  We like to use the language of persistent rather than fixed.  Stephanie and I 



have had experiences with people that have symptoms of psychosis that you can move 

the needle on delusional beliefs.  

     People don't get stick there forever.  There are strategies you can use to help people 

work through and get from a place where the delusional beliefs are really problematic to 

where they experience them in a less intense way.  

     It takes time, ongoing engagement.  It takes a really good collaborative relationship.  

Sometimes it doesn't always go the way you expect it.  

     Sometimes when I work with people with delusions, I think we are going to go from I 

believe this to I don't believe this.  It is never that straight of a line.  It is usually, I believe 

this, I still believe it but I am not going to let it bother me so much, I believe it but I am 

not sure I care what this person thinks of me or maybe I don't believe it so much.  There 

is a great way to take people to a place where the delusions can be far less 

problematic.  

     When we think about delusions an things to keep in mind, just like hallucinations, 

many people experience delusions on some level.  I will out myself here.  I am that 

person who somebody takes the same two turns behind me in my car behind me.  

     All of the sudden, the first thing I am thinking is, why is this person following me?  

That person has never been following.  This isn't a reaction because I have had a bad 

experience in my life.  This is the way my brain works.  I'm convinced this is what's 

happening.  

     Do I do anything about it?  No, I am not going out of my way to be super anxious or 

anything about it.  

     When the car turns behind me, I go, oh, I guess they weren't following me.  That is 

always the thought process my brain goes through.  It is a little bit of a delusion.  This 



car is not following me but I get concerned that that might be what's happening.  

     Someone else in that same experience might label that a delusion.  It is not this 

discrete other phenomena.  It is not something so outside the scope of normal that it is 

just, wow, this is super out there.  

     It is at one end of the spectrum.  The issue isn't necessarily are you having a 

delusional thought?  The issue is, what impact does it have on you being able to do the 

things you need to do?  

     If I was super late to pick up my kids, because I was going around in circles trying to 

get this car off my tail that I thought was following me, that would be having a functional 

impact of my life.  

     Yep, they might be following me.  No, they are not.  Cool.  It is not really something I 

have to spend a lot of time or energy or effort to dismiss.  

     When we are thinking about any of the positive symptoms, we really want to train our 

brain not to necessarily think about whether they exist or not.  It is not a light switch 

phenomenon but a continuum.  

     One thing that comes up when we are working with young people, some 

suspiciousness or paranoia to authorities.  

     Here is an example for a teacher.  A mild delusional belief that someone might hold 

about their teacher.  I am not sure why, but I don't trust them.  There is a 

suspiciousness, low-grade, not sure what's happening here.  It doesn't seem to bother 

them.  

     They are able to say, I don't trust my teacher.  I'm not sure why.  I'm still going to be 

fine in the class.  I'm not trying to avoid being in chemistry for that reason.  So we are 

good there.  



     It might escalate to a moderate level.  

     We might have the ability right off the top to induce doubt.  I think my teacher might 

be trying to poison me.  It is not definitive.  There is still someday light there between 

absolute belief and where the person is sitting.  We did see that this is going to have a 

greater functional impact on the kid than this initial thought, I don't know why but I don't 

trust my teacher.  

     We get to the high level where it is significantly interfering with daily live and we have 

100% conviction.  It looks like my teacher poisoned the air and now she can read my 

thoughts.  

     We can see how that end of the spectrum would have a ton more impact and make it 

a lot more challenging for somebody to sit through a class with that teacher.  

     So it is not that this is a binary, on or off, but the continuation of experience that is 

can impact people's ability to do what they want to and have a huge functional impact 

on their life.  

     Stef is going to talk to us about negative symptoms.  

>> I can see a lot of great questions in the Q and A as well.  I think we are going to save 

some time at the end to answer those questions.  

     Suzy did a nice job going over how we would see what is defined as the positive 

symptoms.  

     When we are thinking about negative symptoms, what are we talking about there?  

What we are talking about is reduction in what would be sort of the typical place of 

functioning.  

     So that includes goal-directed activity.  We see a reduction in motivation and 

expression.  



     Historically, the negative symptoms are viewed as the primary symptoms of 

schizophrenia.  This is really what, when we are thinking about schizophrenia, this is 

what primarily is the constellation of symptoms.  

     These experiences can often be mistaken for laziness or depression.  We often hear 

people with these diagnoses describe themselves this way, as lazy or they are just very 

depressed.  

     These symptoms do tend to be overshadowed by the hallucinations and delusions.  

When we are thinking about sort of who is getting sent to treatment in particular, 

individual therapy or group treatments, it tends to be people who are actively reported 

positive symptoms and less often people who are reporting negative symptoms.  

     In part, because of the reduction in that goal-directed activity.  Sometimes it can feel 

really hard to get people engaged in treatment or other support.  

     These are the symptoms that do tend to lead to provider burnout or frustration.  So 

when we are working with other providers or teams, this set of symptoms tends to be 

what people are sort of describing when they are feeling stuck or feeling really frustrated 

with how to help somebody move forward.  

     The other thing that we really want to know is that -- many people have a plot of 

benefits from antipsychotic medications and other medications, in general, there are not 

medications that treat these symptoms.  

     An anti-depression medication doesn't treat these symptoms either.  It is not typically 

something that is effectively treated.  Also, as Suzy indicated, these symptoms can be 

increased by the medications someone might be prescribed.  

     While they are having less disruption in their life from maybe voice-hearing or from 

their beliefs that are kind of getting in their way of their functioning, it may also increase 



their level of exhaustion, their level of sort of withdrawing from other people.  

     It may actually decrease their motivation or their experience of having enough 

energy to do the things they want to do.  

     So it is really a delicate balance with this experience.  Just to anchor ourselves again 

in the terms that we have seen used typically, when we think about the term avolition, it 

is meant to indicate a lack of motivation.  Anhedonia is talked about as an inability to 

experience pleasure.  Suzy and I are aware this is a little bit of a misapplication of the 

term.  

     What we know is that people that have these experiences actually can experience 

pleasure.  They often don't expect to experience pleasure.  They often don't reflect on 

their experiences in a way that pays attention to their enjoyment.  

     It really is looking at those things that reaffirm their beliefs that they have ahead of 

time.  We'll talk a little bit about that.  

     What we know is that people that have psychosis and schizophrenia can absolutely 

experience pleasure.  

     Alogia is a poverty of speech.  When you see a person not speaking as often and not 

be as verbose as they used to be or as their peers are.  Ver Bowes.  

     We would also see some affective flattening where we are seeing a narrower range 

of emotions, a narrower range than their peers might experience or show.  

     We are also seeing some difficulty concentrating and remembering things.  That's 

identified as attention.  As we talk through it, we want to pay attention to what are all the 

other things that Suzy said that might be capturing some of this person's attention or 

taking up this person's attention that may make it really hard for them to attend fully to 

what they are trying to do.  



     We also want to talk about the challenges to communication that are associated with 

schizophrenia.  Diagnostic alley, this is from the "Thought Disorder".  The way our 

experience has been with this, really, the person is struggling to verbalize their thoughts 

and ideas to others.  

     They are having a hard time putting word to it that adequately describes their 

experiences.  They are having a feeling that people really understand.  

     That difficulty to verbalize impacts their ability to communicate their thoughts.  

Oftentimes, that can lead to the person actually trying less often to communicate with 

other people about what's going on for them 

     It can actually increase over time the withdrawing from others.  

     It is also more likely to occur when the person is experiencing stress.  When the 

person is in an environment that is a little bit more overstimulating or going through a 

stressful time in their life, we would see an increase in the challenges the person has to 

communication.  They may have a harder time getting word out or putting word to their 

experiences.  

     That can really increase significantly, depending on where the person falls with their 

level of skill.  

     So we know that challenges to communication can occur with anyone, not just 

person diagnosed with schizophrenia.  

     I like to say that I, as one of my things that shows up for me when I'm highly stressed 

out is that I have a really hard time finding words.  

     I will start to, like, hit a blank spot in my brain where I can't find the word I'm looking 

for.

My co-trainers are typically people like Suzy who help fill in the gap for me.  That 



gets worst more I have on my plate or the more stressed-out I am.  

     We know that people that are experiencing the symptoms of schizophrenia may be 

much more vulnerable with stress given the other things they are grappling with.  

     So it can create this experience and make this experience more intense for the 

person.  

     What do we see when we are working with people who might have some of these 

challenges?  We are seeing difficulty getting the word out.  The person might really be 

struggling to say word that pull together a sentence or a response to what we are asking 

them.  

     We might see shifting from topic to topic.  It sounds like a lot of people actually have 

worked with people with these experiences.  You guys know that that can happen quite 

frequently in a conversation.  

     On the other side, you might get really long answers to questions where it feels like 

you started the discussion a couple of minutes ago and you are kind of in a new place.  

     The answers to the questions that you get may not fit with the discussion that you 

are having.  It may not actually be related or connected to the question that you asked.  

You may also look at word that don't make sense or new word that they are making up.  

     I have worked with a few people who engage in rhyming.  It is part of their challenge 

to communication.  That is one of those things that definitely happens when the person 

is more stressed out.  

     They will start to -- everything that they say sort of ends on a similar sounding note.  

     Then, lastly, we might see rapid or pressured speech when somebody is struggling 

more with their communication.  

     So before I move on to PTSD and psychosis, I want to paint that picture.  We have 



somebody who might be having these experiences and attending to a lot of information 

in their environment to confirm or disconfirm their worries or anxieties about what is 

happening around them.  

     In addition, they are also kind of carrying this experience of losing energy.  They 

need to conserve their energy.  They also have these experiences but they are not able 

to communicate effectively with others, that they are not able to express their 

experiences in ways that other people understand or experience them 

     I think I just saw somebody in the chat say, yes, and the withdrawal increases.  A lot 

of times we encounter people like Raymond are really 100% withdrawn or close to 

100% withdrawn where they are not trying the things they have tried earlier.  

>> I want to jump in quickly.  There was a question in the chat that I want to make sure 

we address.  The difference between psychosis and schizophrenia.  Psychosis is an 

experience.  Schizophrenia is a diagnosis.  

     We chose to talk about psychosis specifically in certain ways because it's a more 

prevalent experience than just somebody who carries the diagnosis of schizophrenia.  

Psychosis can also be associated with bipolar disorder in either of the extreme mood 

states as well as Major Depressive Disorder.  

     Those things can show up.  They can also show up, which we will talk about in a 

minute, in extreme circumstances related to substance use that is completely divorced 

from the experience of a psychiatric disorder.  

     We want to talk about intervention that is are appropriate for psychosis.  The 

negative symptoms are more closely associated with the negative of schizophrenia.  We 

didn't want to talk about one than the other.  The negative symptoms are for more 

difficult to treat when we are working with those diagnosed with schizophrenia.  



     The experience of psychosis is not one and the same with schizophrenia.  I hope 

that is clear.  

>> I tend to move back and forth between the terms sometimes because I tend to focus 

on how the individual prefers to think about their own experience.  

     Sometimes I do use the terms a little bit more interchangeably than they are int 

tended to be.  I apologize if I am creating any confusion.  

     We also want to talk about PTSD and psychosis or schizophrenia.  These can be 

and are often co-morbid conditions.  It is important to note that.  

     PTSD and substance use are also very comorbid frequently.  This can get very, an 

unclear picture when we are thinking about treatment options and how we work with 

what the person has experienced and what's coming up for them.  

     In general, in the adult population, the incidence of PTSD is about 8%, which is quite 

high.  

     Then, we look at adults with a diagnosis of schizophrenia.  That incident of trauma is 

at least 17%-24%.  

     I would say it is probably a bit higher than that, because it is not common for people 

to do as full, not all practitioners are as frequently doing a full assessment, a trauma, a 

PTSD assessment for individuals, in particular individuals that present with 

schizophrenia.  They may choose a different assessment tool.  

     People aren't doing universal PTSD screenings in most places.  I think that 

information is a little bit.  It could be much higher in that.  In Suzy and I's experience, it is 

much higher than that.  

     In adults presenting to our CBT with psychosis, we assess for past trauma and do a 

universal PTSD screening for all of our individuals, in particular, because we want to be 



clear, was trauma a factor in the onset of psychosis.  

     We also know and have had experiences where psychosis can be mistaken or PTSD 

can be mistaken for psychosis.  It can go either way.  

     Somebody might be recording these symptoms and depending on sort of the way it 

is presenting and showing up, there can be a misdiagnosis.  

     So especially when we are thinking about PTSD with complex trauma.  It can often 

be very hard to differentiate from psychosis.  Thinking about a person that experiences 

one traumatic event that can be pretty impactful on their life and their functioning.  

     When we think about people who have experienced repeated traumatic events or 

sort of existed within a traumatic situation for a long time, we see things like hyper 

vigilance.  We see and hear reports around intrusive images and seeing things that 

aren't there, in particular, around the same time as people with schizophrenia report 

those increased experiences is at nighttimes when the person is alone.  

     It can be really hard to pull those two things apart.  We also know that some of those 

experiences are depersonalization and feeling "spaced out" can be categorized in the 

section of psychosis rather than PTSD.  

     People that have both experiences report difficulty focusing and concentrating.  We 

often hear individuals talk about hearing the voice of an abuser or sounds associated 

with trauma.  

     Sometimes that can be miscategorized as voices or sound hearing that is associated 

with psychosis or schizophrenia.  

     The person may also appear numbered out or like their emotions are diminished.  

That looks like when we are seeing those negative symptoms.  

     You may also see that as part of the avoidance we see with PTSD and lastly, people 



who report flashbacks or appear disoriented or acting bizarrely cans misinterpreted as 

having sort of a psychotic experience.  

     I can also say that we have worked with people who report having feelbacks, so they 

are actually feeling things that are happening that were related to their trauma.  

     That can also be misdiagnosed.  Somebody just asked in the chat, explain 

hypervigilance.  It looks like somebody -- hypervigilance is where you are scanning your 

environment and attending to any potential information that might be representing a 

threat to you.  

     Hypervigilance and PTSD, the person is paying attention to everything happening in 

their environment and interpreting the things as potentially dangerous.  

     If I have had past experiences where really bad things have happened to me, I am a 

lot more likely to err on the side of caution than I am to wait and see what happens.  

     People might have difficulty going to sleep or taking showers or using the bathroom 

in places that are unfamiliar to them.  

     They may really struggle with being in a public setting and being able to 

communicate.  When that hyper vigilance kicks in, they may struggle with their attention 

and focus on what's happening around them.  

     When all of that stuff is coming up, the person might look very much the same as 

somebody who is experiencing a psychosis.  

>>> We have a poll question here.  How many individuals do you currently treat for 

substance use disorder or psychosis that have a history of trauma?  Our options are 

almost none, a few, a fair amount, many, or almost all.  

>> Folks that we work with, we are looking at the many to almost all category.  There 

tends to be a huge overlap for the folks we see with either of those two diagnoses and 



trauma being a part of their experience.  

>> As we widen our understanding and lens around what is trauma, that number is 

almost at 100%.  

     So when we think about people's experiences in trying to navigate their symptoms, 

that can be fairly traumatic as well.  

>> I will go ahead and share the results.  Substance use. 

>> It looks like most of you fall into that category, many if not all.  A saturation of the 

experience of trauma in the population of the folks we are serving.  

     Let's spend a couple of minutes looking at the overlap between substance use and 

psychosis so we can get a handle on how these things interrelate.  

     What I had found is that these issues are often interrelated.  It is very rare that you 

will have somebody experienced in psychosis and using substances who is not doing 

those two things in relationship with each other.  

     There is some relationship between their substance use and their experience of 

psychosis.  What I often hear from people, particularly young people, is that they feel 

like their symptoms with psychosis are improved.  

     In the short-term, I can believe that to be true.  The reason we give medication for 

psychosis, it changes your brain chemistry to change your experience and symptoms.  

     In the short-term, that might be, I'm not experiencing them as often as I was, 

particularly people with alcohol use disorder sometimes will drink to the point where 

they are sort of numbed out or blacked out, so they are not experiencing symptoms of 

psychosis.  They are not experiencing much of anything.  

     They are really sort of numbed, detached from their personal experience.  What we 

find often is that short-term symptoms relief leads to longer term, poor outcomes.  We 



know the incredible effect that it can have on people's overall bodily health and all the 

things that come along with that coupled with antipsychotic medication that can cause 

some difficulties and give some complex medical challenges.  

     They have overall a decrease in mental health functioning over time.  In the moment, 

when somebody is using, under the influence, the symptoms are improved.  

     The overall trajectory of their experience becomes to have a poor outcome.  

     I have also worked with a great number of people who actually track their experience 

of psychosis back to their substance use.  I have had a number of clients over the years 

tell me, I don't know that I would have had this experience if I hadn't been drinking or 

started using a lot of weed and that's when my psychosis started or I started drinking 

quite a bit and that's when my psychosis started.  

     There is a really clear relationship for them in their mind between their substance 

use and mental health.  

     One of the things we have seen over time is that there are certain substances that 

when people have a pre-existing experience of psychosis use those substances.  It just 

is bad news.  

     Here in Massachusetts, we had a number of people who have been using synthetic 

marijuana, K2, spice, it has a lot of different names.  

     That tends to in my anecdotal clinical experience have really pour outcomes for 

people who are also experiencing psychosis.  It tends to increase the experience of 

psychosis.  

     It makes their experiences more vivid and longer lasting and can really have 

challenges overall in their functioning.  

     I don't know what it is particularly about that substance but the hair on the back of my 



neck stands up a little bit when I know people are using that.  I have seen so many poor 

outcomes associated with that.  

     Any kind of system will cause your body to be more intense, including experiences of 

psychosis, cocaine and any auto stimulants can increase or exacerbate that experience.  

     DXM, which is found in Robitussin and other cough medicines people use to bring on 

a state like psychosis.  

     If you have ever heard the phrase, verbo tripping, it is when we are trying to 

hallucinate by taking large quantities of DXM.  

     You can have really different experiences.  There are four different phases that 

people go through with the experience of DXM intoxification.  

     So we know that the folks that are already experiencing psychosis, they use a 

substance that brings on a psychosis-like state, it can really be a challenge for people in 

that particular moment 

     When we think about caffeine use, we know that caffeine in high amounts can 

actually induce hallucinations in anybody.  Anybody can hallucinate if you have had way 

too much caffeine, particularly when it is happening in connection with sleep 

depravation, which is when people tend to use it.  

     There is a huge relationship that can emerge between caffeine use and that.  

     The one substance we don't necessarily pay enough attention to is nicotine and the 

role that that can play in substance use and psychosis.  The rate of nicotine use among 

people diagnosed with schizophrenia is incredibly high.  

     So statistics have cited as high as 97% of people diagnosed with schizophrenia 

smoke.  I don't know how accurate that is at present but a very high rate.  

     Nicotine is a stimulant.  Nicotine increases metabolism overall it increases 



metabolism of medication.  People that are using it at a high rate, it is going to burn 

through at a higher rate than that.  

     We need to consider what changes we need to make on medication with that.  When 

people are in a hospital, they are oftentimes not able to smoke.  They are given a patch 

or other NRT treatments, which may or may not be a full value replacement to how 

much they are smoking outside the hospital.  

     You need to take that into account.  When people are coming out of the hospital, 

there are some challenges that may emerge for their medications when they start 

resuming at the same level they used prior to going in.  There is a relationship that is 

sometimes overlooked because it is so prevalent and so much a part of people's 

experience who are diagnosed with schizophrenia that we want to make sure we are 

taking that into account and paying attention to that particular thing as well.  

     We are going to return to Raymond and take a look at how he is doing currently.  

     Raymond is currently living in an apartment.  It is known to be a place where people 

go to use drugs, in that setting.  

     He does have a legal guardian, who is a family member of his.  The family member 

has experienced in team meetings that what they are looking for from Raymond is for 

him to take his medication, to stop using drugs, and get involved in something to occupy 

his time 

     So we are looking to have him be a little bit more involved.  Over the years, 

Raymond has reported feeling that he hasn't had the energy he has needed to work or 

pursue other meaningful interests or goals.  I'm not sure what he wants to work on when 

he is developing his goals for his treatment plans.  

     When we are in that treatment team meeting, he is struggling for his own interests 



and priorities.  What ends up happening then is that family members and treatment 

team members will often speak for him in those meetings.  As a result, we really hit on 

the same treatment plan goals for a long time, about five years for Raymond.  

     We are not getting any tracks in these treatment team meetings.  The goals for the 

team remain the same.  Raymond hasn't been able to give voice to what he might want 

to do different.  

     Once we have had these meetings and people have these things in place, he will 

often stop responding to outreach efforts.  People will call.  He won't return the calls.  

They will pick up the phone and they will go to his apartment and knock on the door and 

he won't answer.  

     He struggles with attending appointments, doesn't like to share feedback with other 

people that he is not satisfied with his treatment.  

     Even a psychiatrist appointment, if someone pace for it, someone usually speaks for 

him in the context of those appointments.  

     Raymond is struggling with a lot of substance use.  That's the main social connection 

he has in his apartment.  On top of it, he is getting pressures from people on his 

treatment team to have these goals.  They are not super meaningful to him individually.  

     So that's where Raymond is sitting.  We are going to revisit him after we talk about 

some intervention to look at how we might be able to impact these things for Raymond.  

     We want to get a quick poll here.  Give us a sense of what setting you guys are 

working in as well.  

     When you are looking at someone with co-occurring disorder, are they most often 

coming into treatment because of concerns primarily related to substance use disorder, 

concerns primarily related positive symptoms, having a lot of hallucinations or 



delusions, concerns primarily related to negative symptoms or something else entirely.  

     Which of these clinical presentations is usually why somebody is coming to your 

office, the biggest concern for them or the biggest concern for people in their lives that 

are helping them?  

>> Go ahead and get your poll answers in.  We'll give about five more seconds to get 

those here.  Okay.  I'm going to go ahead and close the poll and share the results.  

>> As we can see, concerns primarily related to substance disorder is our broadest 

category, which makes sense, both for this audience, coming from data, as well as that 

tends to be the crisis point.  That tends to be the thing that especially family members 

are concerned.  Individuals really see as the primary problem.  Substance use is often 

seen as the crisis point, the inflection point for that.  

     Psychosis is seen as enduring and chronic and exists in the background.  We need 

to be really thoughtful about how do we address those things in tandem, because we 

want to have an impact on both at the same time.  

     It is not often that the psychosis will be the thing that rises to the top when we are 

thinking about concerns.  

     I am going to pass it over to Stef, to start talking about, what do we do about it, what 

are our interventions.  

>> So some of the things -- we are not going to be able to get into the full treatment 

protocol.  It really looks different based on each person.  

     We are going to give you some general things to think about.  We want to respond to 

the behaviors the person is reporting and experiencing.  More important than the label 

that gets attached is what is the person's experience.  

     In particular, when we are think being somebody who might come in with 



schizophrenia and with substance use in their experience, it's really going to look 

different depending on who the person is and kind of what they are bringing with them.  

     We want to ask ourselves and the person, frankly, how are these things that they are 

reporting impacting their life.  

     Are they getting in the way of doing the things they want to do?  What experiences 

specifically are getting in the way of doing what they want to do?  

     Does the person have any certain ideas or thoughts about themselves because of 

the experiences that they are having?  

     For example, we have worked with people that say, I really have nothing to 

contribute, because I'm just a schizophrenic.  That sort of hits me really hard when I 

hear somebody say something like that.  That is an actual quote that we have heard 

from someone that we have been working with.  

     We really want to pay attention to, in particular, these three areas, what is the 

impact, how is it getting in the way of the life the person wants to live and what are their 

ideas and thoughts about the experiences that they are having?  

     So we are thinking about what some of those CBT strategies might be for 

co-occurring disorders, we are thinking about the fact that for many people, substance 

use does represent coping with or distracting from those experiences that we spent the 

last 40 minutes or so talking about.  

     Those experiences that are related and connected to their symptoms can be so 

troubling and so bothersome that the substance use becomes an attempt to manage 

that or distract from it.  

     I saw something very early on, do people report that drinking alcohol gets rid of their 

voices?  Yes, very commonly, we hear from people that are actively drinking alcohol and 



they started doing so in an effort to manage their experiences of voices.  

     While that does work in the short-term, over time, it becomes less effective for the 

person as they start to develop more, need more alcohol to have the same impact.  The 

impact of the voices decreases for people over time.  

     In order to get people to rely less on the substances they have been using to get by 

and manage, we really need to have a wide variety of coping methods available.  

     We don't want to get into stopping a behavior.  We want to pay attention to what can 

we start doing more of, rather than what can we stop doing.  

     What we found is that you can see this as we include more positive, effective coping 

behaviors, we decrease in some of the behaviors that might not be as helpful.  

     We also find there are a lot of challenges in remaining consistent with medication in 

this population.  

     That makes it even more important to have some nonmedication management 

strategies.  

     One of the things we find unfortunately with schizophrenia, oftentimes, the first line of 

defense is to look at medications or seek in-patient hospitalization.  

     We know that there might be strategies or things we want to attend to before we 

think about medication or in addition to changing medication.  

     We want to take a look at the housing stability the person is experiencing or 

instability that they might be experiencing.  

     We also know that there is often frequent treatment disruptions or changes for this 

population.  Providers might change.  Even sort of their ability to engage in their 

supports and services can impact how long they can stay with one provider.  

     Oftentimes, they might not be able to stay with one provider, because they have 



missed too many sessions or meetings.  We see a significant amount of economic 

hardship when we are working with people who have this diagnosis.  

     Some of the conventions we want to think about are in general we want to validate 

the person's experience.  This doesn't mean we agree with it or say, you are absolutely 

right, this is 100% happening.  

     We want to validate this is a really tough experience with the person they are having.  

We want to be nonjudgmental.  I always love having a curious approach.  Oftentimes, 

we'll say something like, tell me more about what this is like for you.  This is not 

something all providers feel comfortable in doing but finding out more information can 

be helpful in understanding the person's experience and validating it.  

     We imagine what it might feel like to be perceiving things that other people around 

you are not or if people are just like, absolutely not believing that you are having that 

experience.  

     Really, what happens is that we tend to try to argue more in favor of it or then we pay 

more attention to see if we can confirm or disconfirm our experience based on what 

other people are giving us as feedback.  

     What that does is focuses the attention on the experience of hearing voices or 

seeing things that might not be there.  

     Rather than doing that, we really want to say something like, it must be really hard to 

be hearing that voice.  It seems like what's going on for you is really stressful.  

     Additionally, we want to spend a little bit of time or a lot of time actually normalizing.  

When we first started doing CBT for psychosis, we all got dinged on not normalizing 

enough.  Many times, we thought we were spending as much time as we could 

normalizing.  It is really something you want to pay attention to, providing information 



that experiencing these symptoms is more common than people realize or it makes 

sense they are having a harder time given the amount of stress they are dealing with in 

this moment.  

     Five percent of the general population hearing voices or experiences these 

symptoms.  We want to share that.  That's actually a pretty high number of the 

population.  Not all people that experience these symptoms have more than one 

experience of it.  Something like two-thirds of the population of that group that has four 

or more experiences of hearing voices.  

     We want to share that information and share that this is actually really common.  

>> We also want to teach and/or use coping skills with the person.  If you are just 

starting to work or they have had a lot of experiences in treatment that haven't been 

very helpful, I would always recommend using skills with the person multiple times prior 

to expecting them to do it on their own.  

     We want to also focus on coping strategies that manage an emotional response, 

what's getting in the way and choose a skill.  

     We are going to look at refocusing strategies, some relaxation skills and we might 

coach some cognitive restructuring skills, which I will talk about in a moment when we 

get to responding to delusional beliefs.  

     Our goal is to minimize the impact of symptoms, not symptom abatement.  We don't 

want to have that to be our goal.  

     We want the person to live the life they want to be living as best as possible with 

these symptoms.  

     These are just a couple of refocusing strategies that you might consider working with 

somebody on.  I am not going to go into these in detail.  One of them in particular in the 



next slide is the look, point, name game.  

     What I like about this one, it is very straightforward, very simple, something you can 

jump into during any point.  You don't need any special tools.  What this does is actually 

replaces some of the similar mechanisms that lead to somebody hearing voices.  

     So what you want to do is you want to say, on a scale of 1-10, how hard is it for you 

to distract from your voices.  

     Look at an object, point to it and name it out loud.  You are going to keep taking turns 

until you run out of objects or if you are in a very object-filled space, go for about five to 

ten minutes.  What we want the person to experience is that when they do that, they 

have control over their voices.  

     Those brain pathways can do both things at the same time.  

     Often, people will report a decrease in the intensity of voices.  

>> Just another slide here where we are talking about some skills for coping with 

hallucinations.  I am not going to get into any detail but a list of different options that you 

can choose.  

     I have had people that swear at their voices as their coping strategy.  They'll say F off 

and they really like that a lot.  

     Whatever is going to work for them.  

     Then, we are thinking about delusions.  It is not that different.  We are going to 

refocus when needed.  We may also help the person to check out their thought with 

someone they trust.  This is what I am thinking is going on.  Can you help me figure out 

whether or not that is true?  

     We also want the person to be able to remind themselves to take a second look.  

Don't go on your first pass.  Let's start to have a critical eye on what I think is happening 



in a situation.  

     We start to think about looking at evidence that does and doesn't support the 

experience.  We might directly check out the belief.  

     Stacy, I see you shared the Anderson Cooper video.  I used that in one of my 

trainings.  It's a great video.  

>> When we think about positive symptoms, one of the most important things that we 

can do is help draw straight line connections between substance use and that 

experience of symptoms.  Our goal is not to say to the person, you need to stop using 

because of increasing your positive symptoms.  It is to look and say, what does this look 

like for you over time?  

     We will oftentimes use tracking sheets to let people look at what is the impact of their 

substance use on the experience that they are having.  We use tracking sheets all the 

time for all kinds of positive symptoms.  

     It is a really important tool.  We do it in a variety of ways.  Some people like paper 

tracking and some like a text message.  There are a lot of different ways you can do 

that.  

     We want to make sure substance use is included on that tracking sheet.  We can do 

it in real time or a home practice assignment or use the timeline follow back method, for 

those that are familiar with using that for substance abuse, you can use it for the 

experience of hallucinations or delusions.  Look back on whether these things 

happened in the week and look for those to pop up.  

     The key to making this work is honest curiosity.  We are cutting to the conversation 

about what that relationship has been.  We kind of need to take off our goal of sobriety 

and put on our let's understand this experience in context hat when we are talking about 



understanding the relationship between those two.  

>> Then, we're looking at how might we respond to those negative symptoms if that's 

sort of what is getting the way of the person living the life they want to be living.  

     We want to think about if the individual is presenting primarily with these symptoms, 

we want to treat this typically before we go at anything else.  We really want to help the 

person to feel like they have the energy and motivation to really tackle some of the 

things that are going on for them.  

     This has been seen as untreatable in the past.  We know that there are a lot of 

studies that have come out recently that show that CBT, in particular, can impact these 

experiences.  

     Really, what we think about are that there are some negative underlying defeatist 

beliefs and negative expectancies that are going on for people when they are sort of 

presenting with these negative symptoms.  

     One of them that we know is present for most people is this concept of energy 

conservation, that they need to conserve what little energy they have in case they need 

it.  

     Oftentimes, the person will be very reluctant to use it for things that they don't maybe 

expect to be successful.  

     Because the person has had maybe some past experiences where things haven't 

worked out, any are a lot less likely to take risks with what energy they have.  

     We know that is targeted engagement, we are being specific in our engagement to 

get at what will help this person to identify truly motivating goals, increase their energy 

and increase the sense of, I've got more energy than I think I do to work with.  

     We want to get those negative symptoms down.  This is often, the progress on this 



can be slow.  

     We want to make sure we are being consistent as providers.  

     I am not going to go through this in detail.  Some things we want to pull in here are 

having frequent small talk about topics that are universal to all of us rather than sort of 

focusing our initial or the primary focus of our conversation being on symptoms or 

negative experiences that the person is having, checking in about things that are 

interesting to the person or just going on about things that are interesting in general.  

     We even have table talk card in some places where people will just sort of pull out 

one of those cards and think about, hey, if you could have any job in the world, what 

would it be?  

     That small talk can be so helpful when engaging someone or getting energy there.  

     We want to build off any of the small successes the person might be having.  Keep 

having conversations, even if they are short.  Initially, when I'm engaging, I'm trying out 

a lot of different topics.  I tend to not give up.  I have a bad mitten racket and a birdie in 

my car that I drive around with.  

     I am fully prepared to do anything.  I have a bunch of videos pulled up on my own to 

show people and discuss with them.  

     I am really fishing a lot of times to see what's going to be something that this person 

is interested and engaged in.  

     We really want to focus on what are those goals and aspirations that really drive the 

person to do the hard work.  This is hard work.  

     I always think about for those of us who did something hard, achieved something 

hard, what was that motivation.  It typically isn't things like to manage my money, to take 

my medications or do my hygiene, right?  



     Oftentimes, with this population, that's what we see treatment goals sort of focused 

around.  

     One of the strategies that we want to think about if the person is struggling to 

communicate when they are in an experience of higher stress is a skill that, really, you 

are just doing simple four steps, summarizing what the person is sharing with you.  

     An example, somebody came in for a session and they were very, very overwhelmed 

and stressed out.  They had encountered three police cars on the way here.  

     They came into the office and saw another police officer.  Summarize what their 

experience is, empathize, it seems like you are really stressed out and you saw all 

these police officers here.  Do I have it right?  

     We want to check in and make sure we heard what they said.  Empathize, and 

identify, what's our next step here, you might try the point name game or one of those 

relaxation strategies that they have identified.  

     Oftentimes, when I'm working with people, in particular people that have a hard time 

with their communication, I will start off early in our work together by checking in on, 

what are some ways that I can gently bring you back to the topic.  

     I often say, it is hard for me to always make sure I am paying attention and 

understanding things if it goes on too long.  I need to check in and have what the person 

is saying accurately.  

     Then, I ask, what would be helpful for you?  Is there a phrase or a gesture that would 

be helpful?  What language choices would be helpful for you?  Having that conversation 

and then checking in about how it went when you do redirect can be really helpful?  

     You might also take a moment to reduce stress or disengage from the conversation 

gently.  I would say if you are going to disengage that you really want to think about a 



coping strategy that the person can use or you can use together.  

     

>> Well, Suzy, I know she is typing in the chat.  

>> I finished up.  I'll pop back over.  When we are thinking about negative symptoms, I 

notice somebody in the chat, there is this great motivational interview.  Motivational 

interviewing is like my life.  

     A lot of what we already know how to do, we are going to be able to take it to folks 

who are struggling with negative symptoms.  What does it mean in enhanced motivation 

for change in motivational interviewing can have a big impact on folks that are 

experiencing these symptoms.  We have use all of our reflecting listening skills and 

emphasizing change talks can be really important building blocks to the interventions 

we use for negative symptoms as well.  

     If any of you are feeling like, I don't know where to start when it comes to negative 

symptoms, lean hard into your MI skillset and that will feel really good.  

     We want to explore the relationship between substance use and the low energy and 

motivation that people experience.  

     Sometimes people can really see their substance use as facilitating social 

connections when they don't feel like they have the ability to do it on their own.  

     We want to make sure that's a piece of what we are looking at.  High levels of 

stimulant use when we are talking about caffeine or nicotine as our socially acceptable 

stimulants.  

     Is that a part of somebody trying to gather energy to overcome negative symptoms 

or engage socially?  We want to look at them as all interconnected and patch together 

pieces of somebody's experience rather than a separate and distinct issue from these 



negative symptoms people are experiencing.  

     When we get back to Raymond and wrap up with him and our questions, we want to 

take a quick moment to talk about medication.  

     For many years, medication was seen as the primary intervention for psychosis.  The 

goal was really to stop voices from happening.  That was what people talked about and 

thought about.  

     It is really not a goal that makes sense for a lot of people, because there is never 

going to be a point where they are not worried the voices are going to come back.  

     There is going to be an element of anxiety that happens with that as well.  We don't 

want to get ourself too attached to the idea that medication is going to solve the problem 

and that our goal and treatment is to get people to take medication, particularly for folks 

with co-occurring disorders.  

     There is a messaging problem that can happen where if our message is, don't use 

substances to change the way you are feeling, use skills instead, unless we are talking 

about this problem over here, then definitely use substances that come from your doctor 

to change how you are feeling over here.  

     It can send some mixed messages to people.  We want to be careful how we talk 

about and think about medication.  

     We know that some medications are incompatible with use.  Some people should not 

be taking them while they use certain substances.  

     When we provide that psycho education, they stop taking the medication and keep 

using the substance.  We want to be judicious with how we use that.  Unstable housing 

and financial difficulty from frequent hospitalizations can make it a challenge for people 

to remain on medications.  



     We want to make sure we are shooting tabs on how those things are interacting.  

Medications have very little impact on negative symptoms.  These strategies become 

extra important.  

>> In some of the thanks that we are going to get started with Raymond are to increase 

the positive engagement and activities that he finds energizing.  

     Rather than meeting in an office, we are going to talk a walk, because he likes 

getting out and walking.  We're going to have conversations while we're walking.  

     We're going to think about increasing activities that build a sense of self-efficacy or 

mastery.  

     Thinking about one of the things that he enjoys the most or topics that he enjoys the 

most, we are trying to prime Raymond and get him ready and energized for doing the 

hard work of identifying what are those aspirational goals that you have, that you want 

to work on.  

     We are going to weed in questioning and discovery rather than answering the person 

or providing evidence that doesn't support what they are saying.  We are going to kind 

of ask them questions, guided discovery can be used on a spectrum.  You might say, 

was that harder or easier than you expected, to someone who really isn't responding as 

much?  

     As you start to get more responses from the person, you might open that up to, geez, 

what does that say about us that we were able to do this thing that neither of us knew 

how to do before, if you are trying something new together?  

     If you have the opportunity to try something new with the person and learn together, 

that's a really rich activity to do.  

     Once you have identified an aspirational goal, you really want to break that down into 



some achievable and diversified steps.  

     So we don't want all of the eggs to be in one basket.  There might be external 

barriers or internal barriers that are coming up 

     We don't want to lose that momentum and motivation.  We want to start off very 

small.  We want to start where the person needs is to start.  

     Sometimes we might aim too high.  We have gotten to the point where we have been 

at somebody's bedroom door having conversations.  That's where got started.  

     We want to develop a positive action schedule with Raymond.  As he is finding 

things that are energizing or enhance his sense of self-efficacy, we want to ask him 

about that.  Would you like to do this more?  

     How can you see this fitting into your life?  What else would you like to do that goes 

along with this?  We want to make sure that we are including and weaving in steps to 

those aspirations as they are identified?  

     We want to connect Raymond to natural support.  Rather than building something 

that already exists somewhere, go with Raymond to places where he might be able to 

make more meaningful, natural social connections and be there as a support until he 

makes those connections.  

     We love weaving in peer support and peer certified specialists and recovery coaches 

we work with actively.  They tend to be our best champions of this work.  

     Where you can weave in peers as well.  So that was a lot of information in a little 

under 90 minutes.  

     I know Suzy is chipping away at the Q and A.  

>> We are pretty short on time.  What I'm going to do.  I'm going to ask the top question.  

     Then, I will do my closure and you guys just can keep typing the answer to questions 



until it ends.  

     Just so viewers, we do send the question transcript to our presenters so that they 

can write more thought-out answers.  

     Then, we post it in a few weeks on the web page as a resource.  You can just check 

back for that.  

     The rule is always, content over questions, because we want to make sure you get 

all the information.  

     Thank you, guys.  What is the prevalence of people being misdiagnosed as bipolar 

only to find out it is predominantly a substance use disorder with meth?  

>> It is so challenging.  Diagnosis is such a complex -- I tell my interns all the time when 

I'm supervising them.  Diagnosis is an art, not a science.  We like to think we have all 

the information we need and have a clean decision-making progress.  It is never the 

case.  

     When I make a diagnosis, because we have to for insurance purposes and things 

like that, I try really hard to go with the diagnosis that's the best fit for what I have in 

front of me at this particular moment in time.  

     Then, when I'm working with the individual, I try really hard to not even think about 

diagnosis.  I will give them the information of the diagnosis that I have put on their files.  

     They have the right to know that information.  I focus almost exclusively on 

experience and say, this is what you are going through.  How can we impact that rather 

than saying, you have this collection of symptoms which means X about you, so we are 

going to take this approach.  

     It is symptom and experience based rather than diagnosis based, not helpful for 

those of you needing to make diagnosis.  When you are in the work, it is about, what is 



the experience and how do I do it with that person today?  

>>> Hard data on the prevalence is probably not widely available.  There is not a lot of 

data collection on misdiagnosis but what diagnostic category does the person fit in.  

>> I'm sorry.  We are out of time.  I'm just going to wrap up.  

     Go ahead, you guys, and type some answers in.  Just a reminder that I saw a 

question come in about the slide.  I did post that in the chat box.  I think if you have a 

MAC, it doesn't always come through.  

     If you go to the web page, you can get the slide.  They are there, everything you 

need from that webinar is there.  You should be able to access the CE quiz now.  

     Just a reminder, if you haven't done the CE process before, please follow the 

instructional guide.  It will guide you through and get your certificate.  You can e-mail us 

at CE@NAADAC.org.  

     If you need your certificate to say live, please make sure to complete the CE quiz 

within the next 24 hours and also download and then you will have it say live on there.  

     A few upcoming webinars.  It looks like there is only two.  We have 2022 coming 

soon.  December 1st, trauma and addition recovery, how to work with couples with 

Dr. Robert Navara and walking alongside strategies to support parenting in recovery.  

     I'm going to skip through these slides here.  All about our specialty series.  If you are 

not a member yet, you should join us.  There is a lot of really good benefits you can 

explore as a member.  

     Lastly, we do have a short survey that pops up at the end.  Please take the time to 

give us feedback and share any notes about our presenters and tell us how we can 

improve the learning experience.  

>> I see them madly typing back there trying to answer your questions.  Thank you both 



for your expertise, so much knowledge and great information.  I know everyone felt like 

that as I saw it in the chat.  

     Thank you, everybody.  Have a really wonderful rest of your week.  Hopefully, we will 

see you in the next webinar.  Okay.  All right.  I'm going to end it.  You will get the 

questions.  Okay?  

>> Thank you, Jessie.  

>> Take care.  

[ The webinar concluded at 4:31 p.m. ]


