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Presenter
Presentation Notes
What is the connection between ethics and diagnosisEthics may be viewed in 2 waysFollowing the code of ethics – Doing no wrong – micro viewAdding the advocacy imperative – the macro view   I am a prevention provider but feel a commitment to the recovery fieldI am an advocate for addiction counselors because I strongly believe that there is a specific expertize needed to treat addiction.I believe we each have an ethical obligation to assure that our clients have appropriate treatment. Both on a micro level by providing superior service and on a macro level by doing what we can to provide the structure for that make superior treatment available.  That’s is why I am active in NAADAC  and OAADAC



Goal of the presentation 
 The goal of this presentation is to 

provide a discussion about the 
diagnostic process and ethical 
considerations in diagnosis for 
AOD. A tool will be provided that 
can be used to assess use and 
increase clients motivation to 
change. 
 

2 

Presenter
Presentation Notes
I have a set of biases which you will hear.Some of you may have a different opinion which I would encourage you to share.The first question is why is diagnosis an ethical concern. Diagnosis is:The first step in client careSets the direction for client care Frames the understanding of treatment for the client



First a multiple choice quiz. 

 1) You go to a Doctor with severe 
chest pains, shortness of breath 
and a pain in your big toe. You 
would want the Doctor to: 

 a) Begin to treat both simultaneously with equal 
importance. 

 b) Treat the stubbed toe first because it preceded 
the other symptoms.  

 c) Assess for Myocardial infarction. 
 d) If positive for Myocardial infraction treat if an 

leave the pain in the toe for latter. 
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Second question. You find a lump on your 
body. You go to the Doctor you would 
want your Doctor to: 

 a) Begin treatment immediately a tumor 
is a tumor and I just want it out. 

 b) Ignore it and wait to see if it continues 
to grow. 

 c) Do a differential diagnosis to 
determine weather the tumor is 
malignant or benign.  

 d) Formulate a treatment plan based on 
the results of the diagnosis. 
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Three Questions 
Why Diagnosis is an 

ethical concern? 
How and Why do we 

diagnose? 
What terminology do 

we use? 
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Evidence Based Practice 

Plus 
 
Sloppy diagnosis 
 
Equals 
 

Evidence Based Malpractice 
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NAADAC Code of Ethics 
 Evaluation, Assessment and Interpretation of Client 

Data 
 The addiction professional uses assessment instruments as 

one component of the counseling/treatment process taking 
into account the client’s personal and cultural background. 
The assessment process promotes the well-being of 
individual clients or groups. Addiction professionals base 
their recommendations/reports on approved evaluation 
instruments and procedures. The designated assessment 
instruments are ones for which reliability has been verified 
by research. 
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Understanding the 
continuum  
 Use 
 Abuse 
 Addiction 
 Dependence 
 Addiction with Dependence 
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Presenter
Presentation Notes
This is not a continuum an individual necessary progresses through on their way to the ultimate goal Addiction with Dependence rather it is a descriptor of the types of relationships individuals can have with substances. It consistently amazes me how many high-powered addiction providers and advocates misuse these terms.



Use of Substances 
 Use is the legal consumption of a 

psycho-active chemical for either: 
 A legitimate prescribed therapeutic 

reason or 
 Socially accepted pleasure 
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Use is NOT 

 Illegal 
 Off Label consumption 
 Consequence filled 
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Presenter
Presentation Notes
Although DSM 5 may differ I do not believe that partaking of an illegal substance is use, I believe use of an illegal substance is abuse.Similarly off label consumption is not use. How many of your agencies have policies and procedures to address off label use.Better get cracking. 
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Abuse is a Behavior 
 A clinically significant maladaptive 

pattern of substance use. 
 Harmful use of a specific 

psychoactive substance.  

Presenter
Presentation Notes
The use of the term Substance Abuse to describe the continuum of use / abuse / addiction is problematic. It is important that we are precise when describing the continuum. 
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Addiction is a Disease 
 Addiction is a primary, chronic 

disease with genetic, psychosocial 
and environmental factors 
influencing its development and 
manifestations. The disease is 
often progressive and fatal. 
Characterized by continuous or periodic: 
Impaired control over use, preoccupation with the 
drug and use despite adverse consequences.  

Presenter
Presentation Notes
I believe that addiction to a substance is quantitatively different from abuse. I believe that there is an demonstrate significant bio-chemical change in the individual when that individual moves from abuse to addiction. If we are to have the privilege of diagnosis we need to be aware of the responsibility that we are taking on. Diagnosis is as much an art as a science
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Substance Dependence 
 1) Tolerance as defined by one of the following: 
 A) A need for markedly increased amounts of the 
 substance to achieve intoxication of the desired 
 effect. 
 B) Markedly diminished effect with continued use 
 of the same amount of the substance. 
2) Withdrawal, as manifested by either of the following: 
 A) The characteristic withdrawal syndrome for the 
 substance. 
 B) The same or closely related substance is taken. 

Presenter
Presentation Notes
Physical dependence may be present with or without addiction



 
 
 
Addiction with 
Dependence 
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Presenter
Presentation Notes
Addiction with Dependence was fairly uncommon when treating adolescentsKnowing the signs and symptoms of intoxication and withdrawal and having medical backup is essential



Ethical Practice 
 How does the breakdown of 

Diagnosis relate to the 
examples. 

 Review the NAADAC Code of 
Ethics as it pertains to 
Evaluation, Assessment and 
Interpretation of Client Data . 

 How can we use DSM 5 to 
provide ethical treatment. 
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Presenter
Presentation Notes
There are no references to diagnosis in either the Chemical Dependency Professionals code of ethics The Social Workers code of ethics has direct mention in 2 different sections. In my humble opinion no ethics training is complete without some excuse to review the code of ethics.
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Clinical Assessment 

 Clinical Information Gathered 
 Criteria Sets in DSM or more 

appropriate universal measure 
consulted 

 Clinical Judgment Applied 
 Assessment of Functioning  
 Yields Diagnosis and Level of Care 
 First step in treatment planning 
 

 

Presenter
Presentation Notes
This is how the Diagnostic process should work.  Clinically sound and Client centered. The diagnostician is thoroughly trained and practicing within a tightly drawn scope of practice. She or he has received training in commonly co-occurring problems be they psychological or physiological and has a network of other professionals who can properly asses and diagnose co-occurring issues. Sounds like all of us in the room I know.



DSM 5  
 A step forward or  
 A step back 
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Presenter
Presentation Notes
Before we make a decision of the merits of DSM 5 we must understand what the changes are.The next three slides are from NIAAA. Which is a part of NIHBecause it is NIAAA it is Alcohol Use Disorder focused but is applicable to all addictions
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Presenter
Presentation Notes
Please read.
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Presenter
Presentation Notes
Abuse diagnosis has been eliminated and 3 of the 4 criteria have been moved to SUDLegal problems eliminated – cravings addedThe order has also been changed. Tolerance and withdrawal moved to the end 
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Presenter
Presentation Notes
No  Abuse and Dependency Mild Moderate and Severe Substance Use Disorder



DSM 5  
 What it does right 

 Inclusion of Craving 
 Not segregating criteria for abuse 
 Inclusion of Gambling 
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Presenter
Presentation Notes
The Addition of craving as a criteriaDistinguishing between addiction and dependenceThe 4 abuse criteria to me represented a misstep from DSM IV to DSM IV- RThis made little sense to me and they corrected that.The inclusion of gambling make sense to me, however it raises red flags for others who feel it is creating a slippery slope that will make a mental disorder of everything we like to do.



DSM 5  
 Where it misses the mark – the 

minor issues 
 Elimination of legal problems criterion 
 Need to have two criterion to meet the 

definition of abuse 
  Dependence and withdrawal from 

prescription medications  
 Loose definition of cannabis withdrawal. 
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Presenter
Presentation Notes
Reoccurring legal problems that are directly related to substance use.What legal problems can you think of that are directly related to substance use.Some individuals can benefit from an evidence based intervention even if only one criteria is involved. People who receive early intervention often demonstrate better outcomes.Prescription Medication and SUD – This criterion is not considered to be met for those taking opioids solely under appropriate medical supervision. Exclusion could lessen the severity of the SUD.Cannabis withdrawal – terms heavy and prolonged and several days are vague and need further clarification. 
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DSM 5  
 Where it misses the mark and 

becomes to me an issue of ethics. 
 

The removal of the distinction 
between abuse, dependence and 
addiction. 

Presenter
Presentation Notes
The quote the APA attached to their advertisement for the DSM 5 is “ I always thought that it was completely arbitrary that the DSM-IV made the distinction between someone struggling between substance abuse and dependence. To me – and to many other clinicians – they instead appeared to be the same disorder but on a continuum of abuse. Finally, the DSM 5 comes around to the conventional wisdom of therapists in the field.”My feeling is this is the strongest advertisement I have seen for the need for addiction specialists. If this doesn’t scare the heck out of you please don’t work in the addictions field.In his article “DSM 5 is a guide not bible – ignore its ten worst changes Dr. Allen Frances says “ First time substance abusers will be lumped in definitionaly with hard core addicts despite their very different treatment needs and prognosis” The DSM 5 justification itself emphasizes the fact that abuse and dependence are not always part of a single continuum. It states “ Many assumed that abuse was often a prodromal phase of dependence, but several prospective studies show that this was not the case.”Clark-Patterson and Lisy in their article DSM 5 Going back in time of a path foreword state “ The continuum of substance-related disorders that would be included under this new, single diagnosis is so broad that the diagnosis would be of little assistance in determining the type or level of care that would be most appropriate.” 
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Taking the substance in larger amounts or for longer than the you meant to 

a. Using more than planned: 
1. Have not experienced using more than planned. 
2. Have experienced using more than planned. 
3. Have had 2-5 of the above experiences in last year. 
4. Have had 6-10 of the above experiences in last year. 
5. Have had over 10 of the above experiences in last year. 
   
           b. Using  a longer period of time than intended: 
 1. Have not experienced using for a longer period of time than intended. 
2. Have experienced using for a longer period of time than intended. 
3. Have had 2-5 of the above experiences in last year. 
4. Have had 6-10 of the above experiences in last year. 
5. Have had over 10 of the above experiences in last year. 
   
            c. Staying high/intoxicated: 
 1. Have had no prolonged highs or intoxications. 
2. Have stayed high or intoxicated from 6 hours to a whole day. 
3. Have stayed high or intoxicated for over one whole day. 
4. Have stayed high or intoxicated for 2-5 whole days or more. 
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2. Wanting to cut down or stop using the substance but not managing to 
a.   Worry or guilt about use: 
  
1. Have not questioned or felt guilty about use. 
2. Have questioned or felt guilty about use. 
3. As a result of the above, have had the desire to cut down or control the use. 
4. Have the desire to cut down or control use monthly. 
5. Have the desire to cut down or control use weekly. 
 b.  Attempts to regulate use: 
  
1. Have never attempted to regulate use. 
2. Have attempted to regulate use 2-10 times. 
3. Have attempted to regulate use monthly. 
4. Have attempted to regulate use weekly. 
5. Have attempted to regulate use daily. 
 c.   Attempts to quit use: 
  
1. Have never attempted to quit using. 
2. Have attempted to quit once. 
3. Have attempted to quit 2-5 times. 
4. Have attempted to quit 6-10 times. 
5. Have attempted to quit over 10 times. 
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3. Spending a lot of time getting, using, or recovering from use of the substance 
a. Dealing: 
1. Have not engaged in selling or trading joints, pills, cocaine, or alcohol. 
2. Have engaged in selling or trading joints, pills, cocaine, or alcohol to friends. 
3.  Have done the above 2-5 times/begin to sell to others. 
4. Deal on a monthly basis to get money for chemicals. 
5. Deal on a weekly basis to get money for chemicals. 
     
b. Money: 
1. Do not spend money on drugs or alcohol. 
2. Have spent money on drugs or alcohol. 
3. Have borrowed money to buy drugs or alcohol. 
4. Most of my money goes for drugs or alcohol. 
5. Have done illegal things to obtain my chemicals, or money for chemicals 
(stealing, burglaries, or go to bed with people to get high or drunk). 
 
c. Hidden Supply: 
1. Have never hidden bottles or supply from anyone. 
2. Have saved a joint, pill, coke or alcohol for self when partying with friends. 
3. Hides bottles or supply from parents. 
4.  Have kept a supply that no one, including friends, knows about. 
5. Regularly keeps a supply that no one, including friends knows about. 
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d. Begins occasional use on weeknights: 
1. Have used 0-11 times per year on weeknights. 
2. Use 12-24 times per year on weeknights. 
3. Use more than 1 time per week on weeknights. 
4. Use more than 2 times per week on weeknights. 
5.  Use more than 3 times per week on weeknights. 
 
e. I get drunk/stoned: 
1. 0-6 Times per year (1 time every 1 month). 
2. 7-12 Times per year (1 time per month). 
3. 13-24 Times per year (1-2 times every month; or 1 time every 3 weeks). 
4. 25-52 Times per year (1 time every 2 weeks). 
5. Over 52 Times per year (1 time per week). 
 
f. I have gotten sick (physically ill and/or thrown up) from use: 
1. Have never gotten sick from using in the last year. 
2. Have gotten sick once from using in the last year. 
3. Have gotten sick 2-5 times from using in the last year. 
4. Have gotten sick 6-10 times from using in the last year. 
5. Have gotten sick over 10 times from using in the last year. 
 
g. Hangovers/lethargy, low energy level: 
1. Have not experienced hangovers or low energy level. 
2. Have experienced hangovers or low energy level one time per year. 
3.  Have experienced hangovers or low energy level 2-5 times per year. 
4. Have experienced hangovers or low energy level 6-10 times per year. 
5.  Have experienced hangovers or low energy level over 11 times per year. 
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4. Cravings and urges to use the substance 

a. Preoccupation with chemical of choice: 
  
1. Do not think about chemicals when away from them. 
2. Look forward to and plan weekend use. 
3. Have established contacts to purchase or develop a       
 routine around use of chemicals. 
4. Plan social events that revolve around use (i.e., go to 
 parties where you know alcohol will be available). 
5. Thoughts and actions center around chemical use. 
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5. Not managing to do what you should at work, home or school, because of substance use 
a. Late for, or missing days of school: 
  
1. Have missed no time from school because of chemical use. 
2. Have been late 1-4 days or skipped a whole day of school because of use in the last year. 
3. Have been late 5-10 days or skipped 2 days of school to get high in the last year. 
4. Have been late over 20 days or skipped over 5 days of school because of use in the last ye   
  
b.  School Consequences: 
  
1. Have had no consequences at school due to chemical use. 
2. Have received detentions because of behavior related to/for chemical use. 
3. Have received a suspension because of behavior related to/for chemical use. 
4. Have received multiple suspensions because of behavior related to/for chemical use. 
5. Have been expelled because of behavior related to/for chemical use. 
  
c. School grades dropped: 
  
1. Have experienced no drop in grades due to chemical use. 
2.  Experienced some grades dropping. 
3. Grades on the whole have dropped a whole grade level. 
4. Have failed a class due to chemical use. 
5. Have failed a grade level due to use. 
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d.   Use before or during school: 
  
1. Have never used before or during school. 
2. Have used 1-3 times in the last 6 months before or during school. 
3. Have used 4-5 times in the last 6 months before or during school. 
4. Have used 6-10 times in the last 6 months before or during school. 
5.  Used on the average of 1 or more times per week during the school year. 
  
e.   Jobs: 
  
1. Have lost no jobs related to drinking/other drug use. 
2. Have lost or quit under pressure,  1 job. 
3. Have lost or quit under pressure, 2 jobs. 
4.  Have lost or quit under pressure, 3 jobs. 
5. Have lost or quit under pressure, 4 jobs or more. 
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6. Continuing to use, even when it causes problems in relationships 

a. Family and Friends: 
  
1. No change in interaction with family and friends. 
2.  Increase in verbal arguments with either family or friends. 
3.  Consistent verbal arguments with family and friends. 
4.  Have had a physical confrontation with family and friends that is connected to use. 
5. Have had a number of physical confrontations with family and friends that is     
connected to use. 
  

b. Avoidance of Family 
  
1. No change in the interaction with the family. 
2. Spends one less day with family than did before use began. 
3. Spends 2-3 less days with family than did before use began. 
4. Spends 4-5 less days with family than did before use began. 
5. Spends 5 or more less days with family than did before use began 



32 

7. Giving up important social, occupational or recreational activities because of 
substance use 
 
a. Solitary Use: 
 1. Have never used alone. 
2. Have used alone. 
3. Have gotten stoned or drunk alone. 
4. Have gotten stoned or drunk alone 2-7 times. 
5. Have gotten stoned or drunk alone 8 or more times. 
  
b. Unable to stop when friends: 
 1.  Use less than my long-time friends with whom I grew up. 
2.   Use the same or more than my long-time friends with whom I grew up. 
3.   My new friends use more than my long-time friends with whom I grew up. 
4.   I no longer associate with friends who have expressed concern about my 
chemical use. 
  
c. Have given up hobbies, social or recreational activities because of substance use: 
 1. Continue to fully participate in hobbies, social or recreational activities. 
2. Have begun to pull back from hobbies, social or recreational activities. 
3. Have pulled back from hobbies, social or recreational activities. 
4.  Have cut out most hobbies, social or recreational activities. 
5. Stopped all hobbies, social or recreational activities. 
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8. Using substances again and again, even when it puts the you in danger 
a.  Participates in hazardous or life threatening activities when using (i.e., driving a car    
when intoxicated or operating machinery when impaired): 
  
1. Have had none of the above experiences. 
2. Have had experiences that were hazardous or life threatening when 
 intoxicated. 
3.  Have had the above experiences 2-5 times. 
4. Have had the above experiences 6-10 times. 
5. Have had the above experiences 11 or more times. 
  
  
 b. Trouble with Law (DWI, disorderly conduct, possession, curfew, theft, etc.): 
  
1. Have never been stopped or charged. 
2. Have been stopped 1-2 times or charged one time. 
3. Have been stopped 2-4 times or charged 2 times. 
4. Have been stopped over 4 times or charged 3 times. 
5. Have been incarcerated because of legal problems. 
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9. Continuing to use, even when the you know you have a physical or psychological 
problem that could have been caused or made worse by the substance 

a. Blackouts (Alcohol): 
 1. Have never experienced a blackout. 
2. Experienced one blackout. 
3. Experienced 2-5 blackouts. 
4. Experienced 6-10 blackouts. 
5. Experienced over 10 blackouts. 
  

b. Memory loss/difficulty with short-term memory (Marijuana). 
 1. Have not experienced memory or concentration problems. 
2. Experience occasional memory or concentration problems. 
3. Occasionally experience memory and concentration problemsthat interferes with 
 work. 
4. Often experience memory and concentration problems that interferes with work. 
5. It is very difficult to concentrate on anything. 
    

C. Hospitalized or treated in emergency room for overdose or suicide attempt. 
 1.  Never O.D. or hurt myself. 
2. Engages in self-hurting behavior. 
3. Attempts suicide or overdose. 
4. Treated in an emergency ward for overdose or suicide attempt. 
5. Admitted to a hospital for overdose or suicide attempt. 
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10. Needing more of the substance to get the effect you want (tolerance) 
a. When first began use: 
1. Drank 0-2 beers or smoked 0-1 joints or rocks per use to get high/drunk. 
2. Drank 3-6 beers or smoked 1-2 joints or rocks per use to get high/drunk. 
3. Drank 7-12 beers or smoked 3-4 joints or rocks per use to get high/drunk. 
4. Drank 13-18 beers or smoked 5-6 joints or rocks per use to get high/drunk. 
5. Drank over 18 beers or smoked 6 joints or rocks per use to get high/drunk. 
  
b. Now takes: 
  
1. 0-2 Drinks of beer or smokes 0-1 joints or rocks per use to get high/drunk. 
2. 3-6 Drinks of beer or smokes 1-2 joints or rocks per use to get high/drunk. 
3.  7-12 Drinks of beer or smokes 3-4 joints or rocks per use to get high/drunk. 
4. 13-18 Drinks of beer or smokes 5-6 joints or rocks per use to get high/drunk. 
5.  18 or over Drinks of beer or smokes over 6 joints or rocks per use to get high/drunk. 
  
c. When I drink/take/smoke the same amount as it took to get me high/drunk when first began 
to use, I: 
  
1. Get higher/drunk. 
2. Feel a slight buzz. 
3. Feel normal. 
4. Feel cheated. 
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11. Development of withdrawal symptoms, which can be relieved by taking more of 
the substance. 
 
a . The characteristic withdrawal syndrome for the substance (Alcohol). 
1. Autonomic hyperactivity (e.g. sweats or racing pulse greater than 100). 
2. Increased hand tremor 
3. Difficulty Sleeping 
4.  Nausea or vomiting 
5.  Temporary hallucinations 
6. Feeling physical agitation 
7.  Anxiety 
8. Seizures 
  
b.  The same or closely related substance is taken to relieve or avoid withdrawal 
symptoms: 
  
1.  Begin drinking as soon as I wake up. 
2. Drink to avoid the shakes. 
3. Drink to feel better in the morning. 
  
Sources:  DSM 5, Who Me and 40 Questions 



Diagnosis a closer look 
 Break into dyads 
 Take turns interviewing each other 

using the instrument. 
 You are both trying to get a full 

picture of the persons involvement 
and helping them to see the extent 
of their relationship with their drug 
of choice. 

37 

Presenter
Presentation Notes
Diagnosis is both a science and an art.With many adults it is fairly clear cutI did Adolescent treatment The Dual diagnosis of addiction and adolescentsI feel a special obligation for addiction counselors doing proper diagnosis.Licensure story – should we include diagnosisLong hard discussionNot as much a concern about skills The general feeling was we do better than most helping professionsThe concern was would this garner oppositionMy closing argument was we could always pull it if the opposition was too greatWe included it and surprisingly there was no pushbackThat is the story of how we came to get diagnostic privilegesThat is why I feel a added obligation to do diagnosis with excellence.Let me speak to the toolDeveloped with John Leeks using the Who Me and 40 questions with the addition of a Likert Scale Both doing adolescent work at the time and  this  is a much tougher group to properly diagnose in my opinionThere is no such  thing as a perfect addict, a person who will score all 5 on every question on the scaleYou need to use your clinical judgment looking at the individual and their circumstances.Give examples from the toolIt is very important that you understand where the individual is in the addictive processIt is more important that the individual understand and believe where they are at in the addictive process.This is the first step in the treatment processIf this is not accomplished there is diminished hope for long term recovery.I hope you can see the importance of this key treatment goal Looking at the Stages of Change Model understanding the disease is key to reaching the Action StageAction Stage: Action is the stage in which individuals modify their behavior, experiences, or environment in order to overcome their problems. Action involves the most overt behavioral changes and requires considerable commitment of time and energy.This to me speaks to the genius of AA the first step in AA is needed to begin the Action Stage and sets the table for the work needed to get and stay sober 



Ethical Responsibility 

 Follow the Code of Ethics 
 Think – Evaluate – Discuss 
 Advocate 
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