
3/28/2025

1

Dual Diagnosis Treatment

Natalie Klag, MD
Assistant Professor, Clinical
Department of Psychiatry 

The Ohio State University Wexner Medical Center

Objectives

• Dual diagnosis overview

• Important definitions

• Epidemiology
• Describe the groups of substances of abuse

• Intoxication phase

• Withdrawal phase

• Psychiatric mimics

• Describe dual-diagnosis evaluation and management 
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Dual Diagnosis Overview
Definition – Addiction

 Treatable, chronic medical disease

 Neuropsychological disease impacted by brain circuitry, 
genetics, environment and life experience

 Compulsive nature that continues despite consequences

 Management through all levels of prevention including 
primary, secondary and tertiary

Dual Diagnosis Overview
Definition – Substance Use Disorder (SUD)

 Persistent use of a substance consistent with:
o Increased use over time
o Difficulty decreasing use
o Ongoing use despite loss of important relationships, 

activities, responsibilities, or work roles
o Use despite negative consequences or threat of negative 

consequence
o Cravings
o Withdrawal
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Dual Diagnosis Overview
Definition – Dual Diagnosis

 Term used to describe patients with substance use 
disorders (SUD) and psychiatric disorders 

 Most treatment settings are singularly focused
 Rooted in historically different funding sources

 Large population overlap in reality

 Chicken or the egg?

Dual Diagnosis Overview
Epidemiology

 Over half of those with SUD have one or more psychiatric 
disorder

 National Comorbidity Study and National Epidemiological 
Catchment Area Study
 26% mood disorders
 28% anxiety disorders
 7% psychotic thought disorders
 18% personality disorders
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Dual Diagnosis Overview
Treatment

 6.6% of those with co-occurring disorders (not including 
severe psychiatric illness) report receiving treatment for 
both disorders
 Compare to 15.5% of those with severe psychiatric illness

 Patients are more likely to receive treatment for 
psychiatric illness than SUD

Intoxication and Withdrawal

 Effects of intoxication and withdrawal are typically 
opposite

 Patients who present in the context of intoxication:
o Medical stabilization

 Rule out conditions that could mimic intoxication
 Hypo/hyperglycemia, electrolyte disturbances, hepatic 

encephalopathy, stroke, meningitis, sepsis, seizure
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Alcohol and Benzodiazepines

 All act on GABA receptors
o Alcohol
o Benzodiazepines
o Barbiturates
o Z-Drugs

Alcohol and Benzodiazepines
Intoxication

Clinical presentationBAL

Loss of coordination, changes in personality and behavior, mild 
euphoria, impaired driving

20-99

Increased reaction time, ataxia, incoordination100-199

Nausea, vomiting, marked ataxia200-299

Hypothermia, dysarthria, amnesia300-399

Alcoholic coma, decreased respirations, decreased reflexes400-599

Fatality due to loss of airway protection, aspiration, pulmonary 
arrest

>600
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Alcohol and Benzodiazepines
Withdrawal

 Autonomic hyperactivity

 Nausea and vomiting

 Tremor

 Headache

 Anxiety

 Hallucinations 

 Seizure

Alcohol and Benzodiazepines
Psychiatric Mimic

 Intoxication
o Depression

 Withdrawal
o Depression
o Anxiety
o Mania
o Psychosis
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Opioids
Intoxication

 Euphoria

 Drowsiness, coma

 Slurred speech

 Impaired attention and memory

 Pupillary constriction

 Respiratory depression

Opioids
Withdrawal

 Dysphoria, anxiety, insomnia, irritability

 Nausea and vomiting, abdominal cramps, diarrhea

 Watery eyes, runny nose, sweating

 Muscle aches, restlessness

 Goose bumps, yawning
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Opioids
Psychiatric Mimic

 Intoxication
o Depression

 Withdrawal
o Anxiety
o Depression
o PTSD

 Both could exacerbate psychosis, but opioid use is 
unlikely to cause psychosis

Stimulants

 Cocaine
o Blocks the re-uptake of dopamine and norepinephrine

 Amphetamines
o Increases the release of dopamine and norepinephrine 

 Methamphetamine
 Prescription stimulants

 MDMA
o Synthetic stimulant and hallucinogen
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Stimulants
Intoxication

 Euphoria, anger, irritability

 Increased energy, decreased need for sleep

 Increased lability and disinhibition 

 Decreased appetite

 Psychosis

 Trigger for mania

 Bruxism (MDMA)

Stimulants
Withdrawal

 Depression, suicidality 

 Hypersomnia, fatigue

 Increased appetite

 Impaired concentration

 Anhedonia
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Stimulants
Psychiatric Mimic

 Intoxication
o Psychosis
o Mania
o Anxiety

 Withdrawal
o Depression
o ADHD

Cannabinoids

 Multiple chemicals in cannabis plant but most of the 
psychoactive presentation is due to CBD and THC
o Delta-9-THC is high potency THC

 Inhalation, ingestion, vape, extracts

 Synthetic cannabinoids have higher affinity for THC 
receptors
o Can lead to greater psychoactive effect
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Cannabinoids
Intoxication

 Injected conjunctiva

 Lack of coordination, ataxia

 Increased appetite

 Impaired concentration and memory

 Euphoria

 Psychosis, paranoia, anxiety

Cannabinoids
Withdrawal

 Irritability

 Depression

 Anxiety

 Decreased appetite

 Insomnia 
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Cannabinoids
Psychiatric Mimic

 Intoxication
o Psychosis
o ADHD
o Depression

 Withdrawal
o Depression
o ADHD
o Anxiety

Hallucinogens

 Classic hallucinogens - serotoninergic
o LSD, Psilocybin

 Dissociative - NMDA
o PCP, Ketamine
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Hallucinogens
Intoxication

 Altered sensorium

 Hallucinations (tactile)

 Decreased appetite

 Insomnia

 Psychosis, paranoia

 K-Hole or emergence reaction (Ketamine)

 Super-human strength (PCP)

Hallucinogens
Withdrawal

 Minimal known acute withdrawal

 Persistent psychosis

 Flashbacks (LSD)
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Hallucinogens
Psychiatric Mimic

 Psychosis

 Anxiety

Dual Diagnosis Management
Diagnostic assessment

 Likely need a period of sobriety
o Medical evaluation 

 Independent vs substance-induced

 Still treat without formal diagnosis

 Treat intoxication/withdrawal separately 

 Establish time course
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Dual Diagnosis Management
Anxiety Disorders – Diagnostic Considerations

 Very commonly co-occurring

 Bi-directional relationship

 Social phobia, panic and agoraphobia typically precede 
SUD

 GAD typically presents at the same time

Dual Diagnosis Management
Anxiety Disorders – Treatment options

 CBT referral

 SSRI

 Buspar

 Hydroxyzine 
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Dual Diagnosis Management
Mood Disorders – Diagnostic Clarification

 Most common diagnosis in those seeking SUD treatment

 Bipolar disorder is more common in SUD population than 
general population

 Worse outcomes for SUD

 Co-morbid with other psychiatric illnesses like GAD and 
PTSD
o Could cause more diagnostic confusion

Dual Diagnosis Management
Mood Disorders – Treatment

 Safety assessment

 Depression
o SSRIs

 Could worsen alcohol intake in those with early-onset 
alcohol use

o TCAs
o CBT
o Mindfulness
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Dual Diagnosis Management
Trauma Disorders – Diagnostic Clarification

 High incidence of trauma exposure (97.4%)

 Higher rates of drop out

 More clinically severe consequences

 Higher rates of comorbidities 

 If PTSD precedes SUD, likely influences drug of choice

Dual Diagnosis Management
Trauma Disorders – Treatment

 Concurrent treatment is more effective

 SSRI

 Intensive therapy may destabilize SUD
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Dual Diagnosis Management
When is more specialized care needed

 Lack of diagnostic clarity

 Treatment resistance

 Bipolar disorder

 Psychosis

 ADHD

 Multiple psychiatric comorbidities

Conclusion

 Psychiatric illness and SUD are highly comorbid

 Substance intoxication and withdrawal may mimic 
psychiatric concerns

 Different substance classes will mimic different illnesses

 Diagnostic clarity can be challenging

 Basic psychiatric management can happen in various 
settings

 Severe psychiatric illness may require more specialized 
care
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