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These Exam Questions are based upon the information presented in the Course Material. You
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Material. Answers which are not consistent with the information provided within the Course
Material will be marked incorrect. A score of at least 70% correct answers is required to receive
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1. The term “dual diagnosis” in the field of substance abuse disorders usually
means:
a. Only two diagnoses.
b. More than one diagnosis.
c. Both A and B above.
d. Neither A nor B above.
2. A person with three psychiatric disorders and two addictive disorders should be
identified as which of the following?
a. Dually diagnosed.
b. Pentagorically diagnosed.
c. Both A and B above.
d. Neither A nor B above.
3. Which of the following statements is true regarding dual diagnosis?
a. A dual diagnosis is commonly considered to be a “substance-related
diagnosis” combined, co-existing, and acting in concert with a “mental
health diagnosis” that affects the same individual.
b. The dually diagnosed may have a “substance use disorder.”
c. Both A and B above.
d. Neither A nor B above.
4. Fueled by feelings of guilt, shame, inadequacy, hopelessness or chronic fear,
which of the following disorders is the one identified in the course material as the
most common psychiatric illness?
a. Anxiety disorders.
b. Physically-manifested disorders.
c. Mental disorders.
d. Para-psychological disorders.
5. Eating disorders:
a. Are uncommon among the chemically dependent.
b. Are not uncommon among the chemically dependent.
c. Are never associated with the chemically dependent.
d. Are always associated with the chemically dependent.
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6. Impulse control disorders include the pulling out of one’s own hair, which is
referred to as:
a. Pyromania.
b. Kleptomania.
c. Narcolepsy.
d. Trichotillomania.
7. Pharmacological treatments for impulse disorders include lithium:
a. to stabilize mood or otherwise battle symptoms of excitation or mania.
b. to battle symptoms of excitation or mania, beta blockers commonly used
for prevention of migraine headache.
c. to treat symptoms of psychosis.
d. to combat symptoms of depression.
8. Pharmacological treatments for impulse disorders include neuroleptics:
a. to stabilize mood or otherwise battle symptoms of excitation or mania.
b. to battle symptoms of excitation or mania, beta blockers commonly used
for prevention of migraine headache.
c. to treat symptoms of psychosis.
d. to combat symptoms of depression.
9. Schizophrenia is a chronic and disabling mental illness. There are several
subtypes of schizophrenia that can be distinguished by their symptoms. Which of
the following schizophrenia diagnoses is characterized by preoccupation with
false beliefs (delusions) about being persecuted or being punished by someone?
a. Paranoid schizophrenia.
b. Disorganized schizophrenia.
c. Catatonic schizophrenia.
d. Undifferentiated schizophrenia.
10. Schizophrenia is a chronic and disabling mental illness. There are several
subtypes of schizophrenia that can be distinguished by their symptoms. Which of
the following schizophrenia diagnoses is characterized by being generally
immobile and unresponsive to the world around them?
a. Paranoid schizophrenia.
b. Disorganized schizophrenia.
c. Catatonic schizophrenia.
d. Undifferentiated schizophrenia.
11. Psychotic disorders are usually treated with combinations of antipsychotics and
antidepressants. These medications:
a. Generally cure the problem.
b. Generally work to reduce the psychotic symptoms of the illness,
depressed mood or anxiety.
c. Both A and B above.
d. Neither A nor B above.
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This is an eleven-question examination.
Answer Questions 1 through 11 for full CE credit in this course.
Questions 12 through 21 have been omitted.
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Ronald Brown, RAS
The “dual diagnosis” designation often raises more questions than it answers for clients,
families, and treatment teams alike (American Psychiatric Association, 1994, p. 5). Why do the
words (dual diagnosis) stimulate such uncertainty and caution, who are the dually diagnosed,
and what perils do they face in their search for relief and support?
To those like new patients/clients, their supportive friends, and dedicated family
members, who are frequently unfamiliar with clinical, or recovery related terms, the term “dual
diagnosis” can often appear deceivingly benign. Often simplified through a common usage
formula such as this (if dual means two and diagnosis means that which is found to be wrong,
then dual diagnosis must simply mean two things wrong), the term “dual diagnosis” can easily
mislead. In this case “dual” does not usually mean two, it means two different kinds of
diagnoses. Why is this important to know? This is important to know because “dual” places a
limit of two only on the kinds of diagnostics applied to determine a given type of disorder: one
kind of diagnostics being addictive and the other mental health (Breining Institute, 2005, p. 289).
No such limit applies to the number of diagnosed disorders a person is known to suffer from. A
person with three psychiatric disorders, two addictive disorders and diabetic complications could
be listed as dually diagnosed (O’Connell, 2002, p. 16). Over the years, personal and treatment
environments may change, doctors and counselors may change, new symptoms or behaviors
may surface, old symptoms or experiences may be better understood, possibly a medication or
diagnosis may be added or changed. For such reasons, prior diagnoses are usually considered
tentative with leave to amend (O’Connell, 2002, p. 192).
Over time, it often becomes very hard to track or compare a person’s areas of progress
and regress in regards to personal barriers or dysfunction related to addictive or psychiatric
disorders. Fresh clinical evaluations, complete histories, and mental status evaluations may be
required to update the record, confirm a previous diagnosis, or establish a new one (O’Connell,
2002, p. 192).
In these times of managed care, tight budgets and downsizing, little time is available for
the research or documentation of patient histories or patterns of decompensation. Long
interviews with supportive friends and family to piece the patient’s historical puzzle together are
not always possible or cost effective. Obtaining records and incident reports from schools, group
1
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homes, social workers, medical doctors, psychiatrists, counselors, therapists, hospitals, police
or other possible sources of therapeutically important information may not always be very easy
(House, 2002, p. 36-37). If the requested documentation does exist, and is made available, it
could arrive late in the treatment process or even after the patient/client has been discharged
(O’Connell, 2002, p. 16).
Many facilities become very active towards late night hours, weekends and holidays,
when desired sources of information may be closed or understaffed. Often so little historical
information is available on a patient/client that conditions are not firmly diagnosed; such
diagnoses are distinguished by the specifier “(Provisional).” A more firm diagnosis is deferred
pending the gathering of additional information (House, 2002, p. 34-35). Dually diagnosed
individuals often present with atypical symptoms related to more than one type of disorder
(O’Connell, 2002, p. 16). Insufficient opportunity for complete data collection, inconsistent or
contradictory information, and etiological mysteries may also result in the use of “NOS” or “Not
Otherwise Specified” diagnostic categories (American Psychiatric Association, 1994, p. 6-7).
The use of deferred or nonspecific diagnoses can seriously degrade the historical record of a
patient/client, often leaving the patient/client, their family, and possibly a current diagnostician or
treatment team, unaware of what to expect in regards to the person’s behavior now and in the
near future (House, 2002, p. 173-174).
Uncertainty in regards to behavior must be met with caution. Such uncertainty can
impact plans and preparation for care, containment, and transportation of the patient/client
(O’Connell, 2002, p. 16). If the patient/client is to be housed in an inpatient facility, staffing
concerns could develop. If the patient/client is to be kept at, or discharged to the family home,
determinations may need to be made in regards to the minimum number of family members
needed to monitor the patient/client. Keeping the patient/client and others safe could require a
monitor, possibly a nurse to remain awake over night for many nights.
Uncertainty in regards to behaviors or conditions will likely lead to uncertainty in regards
to the use of regularly prescribed medications or momentary medication related interventions
designed to treat symptoms related to the “principal diagnosis” otherwise known as the current
problem at hand or “reason for visit” (American Psychiatric Association, 1994, p. 5).
Depending on the setting, instant drug testing may or may not be available. If instant
testing is available, it may answer some drug interaction or use related questions, but not all.
After having conducted thousands of drug tests for persons participating in Drug Court
programs, it is safe to say that all instant tests can’t always test for all drugs of interest. Different
tests are for different drugs or combinations of drugs. The packaging or inserts from the tests
usually have a disclaimer and insist that positive results should be confirmed in a lab because
false positives are possible. Some positives may indicate the use of a prescribed or “over the
counter” medication that should not be mistaken for a street drug which leaves a similar
footprint. Some false positives are not an indication of a drug use at all, but an indication of an
improperly coated test strip or an ingested food such as poppy seeds. False negatives are also
possible. Analogue drugs may be molecularly similar and similar in effect, but all may not trigger
a positive result. Persons using daily doses of methadone will not usually trigger a positive for
opiates, regardless of the dose or amount of time passed since the last ingestion. Detection of
methadone with lab or instant tests usually requires a methadone specific test. Depending on
the THC saturation levels of the individual and the minimum number of mg/ml needed in a given
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test to produce a positive, a THC user may not produce a negative test result until nearly ninety
days after the last use. Such tests are much too sensitive to determine if any behaviors or
reactions are due to a recent use. A positive test is indicative of exposure to a substance, not an
indication that a person is under its influence at the moment. If you can obtain an unadulterated
sample, of adequate amount, and drug exposure is detected by the use of an instant urine test,
the test can only indicate a minimum amount of antibodies detected, not the maximum blood
alcohol/drug level or maximum amount of alcohol and/or substance ingested within a given
period of time. Unlike a breath test for alcohol to estimate the blood/alcohol content, which can
be compared with a chart to predetermine an expected level of loss regarding factors such as
balance, motor control, coordination and reaction time, instant urine tests cannot determine
such “levels of intoxication” for alcohol. As such “levels of intoxication” apply to alcohol only and
no level of loss regarding factors such as balance, motor control, coordination and reaction time
can be expected or predetermined in regards to illicit drugs; instant urine tests cannot determine
intoxication at all. Instant tests usually provide very little information as to failures to take
prescribed psychotropics or the propensity to abuse them. Most instant urine tests contain no
test strip to verify the fact that it is indeed urine that is being testing. If any such instant tests
with urine verification strips do exist, they are indeed a rare find.
All things considered, reliance on instant testing to determine medication compliance or
to make determinations regarding possible medication conflicts or potential overdose could
place an individual at an unnecessary risk (O’Connell, 2002, p. 49). In such situations with
dually diagnosed populations, a little uncertainty could prove to be fatal. Diagnosticians
attempting to meet demands of managed care organizations rarely wait for a patient/client to
completely detoxify and stabilize, as most once did prior to rendering a diagnosis (O’Connell,
2002, p. 16). This makes it very difficult to separate drug or medication induced symptoms from
those which are not drug or medication induced.
The lives, interpersonal relationships, and care of the dually diagnosed are often fraught
with uncertainty and instability. School, jobs and families may suffer, especially if inpatient care
is frequently needed or if either diagnosis causes periods of aggression or chronic distraction.
Conversely, the patient/client may suffer from school, jobs, or family. This is often a “two way
street” frequently causing the dually diagnosed to either quit or fail out of school, quit or get fired
from jobs, abandon or be pushed out of families (O’Connell, 2002, p. 52-53).
So, who are the dually diagnosed, what are the ties that bind them as a population, and
why are they so unstable? In basic terms, a dual diagnosis is commonly considered to be a
“substance-related diagnosis” combined, co-existing, and acting in concert with a “mental health
diagnosis” to affect the same individual (Breining Institute, 2005, p. 289). In not so basic terms,
what this really means is that the dually diagnosed may have a “substance use disorder” (e.g.,
substance abuse and/or substance dependence). In addition to, or in place of the “substance
use disorders,” the dually diagnosed may have one or more “substance-induced disorders”
(e.g., chronic substance intoxication, substance withdrawal, substance-induced delirium,
substance-induced persisting dementia, substance-induced persisting amnestic disorder,
substance-induced psychotic disorder, substance-induced mood disorder, substance-induced
anxiety disorder, substance-induced sexual dysfunction disorder, substance-induced sleep
disorder, or hallucinogen persisting perception disorder), combined, co-existing, and acting in
concert with a mental health diagnosis (American Psychiatric Association, 1994, p. 103-104).
This mental health diagnosis could mean that the dually diagnosed individual has one or
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possibly a combination of disorders such as mental retardation, learning disorders,
communication disorders, pervasive developmental disorders, tic disorders (e.g., Tourette’s
disorder), schizophrenia or other psychotic disorders (e.g., delusional disorder), mood disorders,
anxiety disorders, somatoform disorders, factitious disorders, depressive disorders, dissociative
disorders (e.g., split personality and depersonalization disorder), sexual and gender identity
disorders, eating disorders, sleep disorders, impulse-control disorders, attention-deficit and
disruptive behavior disorders (e.g., conduct disorder and oppositional defiant disorder),
adjustment disorders, or personality disorders. These disorders are listed as examples to
underscore the expansive diversity within the dually diagnosed population, but by no means do
they form a complete list.
Dual diagnosis is an amorphous, all inclusive term. There is no list of
emotional/psychiatric disorders which may not be combined with a substance related or
substance-induced disorder to form a “dual diagnosis,” nor is there a list of substance related or
substance-induced disorders which may not be combined with an emotional/psychiatric disorder
to form a “dual diagnosis.” The dual diagnosis designation may appear and disappear
throughout a patient/client history, as diagnoses are usually applied only to the current
presentation, and some diagnoses can be considered temporary or as having been recovered
from in whole or in part (O’Connell, 2002, p. 16). That which is considered as having been
recovered from in part will usually be described in documentation as being “in partial remission.”
That which is considered as having been recovered from in full will usually be described in
documentation as being “in full remission” (American Psychiatric Association, 1994, p. 2-3).
Such course specifiers regarding remission place no bets as to the temporary or permanent
nature of a remission. Technically, this leaves room for careful consideration as a “full
remission” could prove to be temporary, and a partial remission could prove to be permanent.
In regards to treatment, some of the ties that bind the dually diagnosed together as a
population are the magnitude of diagnostic variables, the frequent manifestations of atypical
clinical syndromes, the presentation of complex, fluctuating, appearing, disappearing and often
reappearing symptoms, potential for harm to self or others, and a negative prognosis due to
poor treatment adherence. Further degrading and destabilizing the symptomatic picture of this
population are the drugs. Alcohol, tobacco, herbal compounds or extracts, hormones, drugs of
the pharmacy, and drugs of the street may be used alone or synergistically, adding symptoms of
their own use or abuse into the mix; if a substance dependence disorder takes root, it will likely
exacerbate and exaggerate the acuity and severity of any psychiatric condition (O’Connell,
2002, p. 16-17).
Though an exhaustive search would likely find examples of most mental health disorders
spread throughout the population of dually diagnosed persons, some disorders appear to be
more common or possibly of greater concern within chemically dependent populations.
Attracting a greater share of the attention are anxiety disorders, eating disorders, impulse
control disorders, mood disorders, personality and psychotic disorders.
Fueled by feelings of guilt, shame, inadequacy, hopelessness or chronic fear, anxiety
disorders are the most common psychiatric illnesses. The list of anxiety disorders include
generalized anxiety disorder, agoraphobia, panic disorder, social anxiety disorder, obsessive
compulsive disorder, post-traumatic stress disorder, and simple phobia (O’Connell, 2002, p. 30).
Though some with anxiety disorders may show signs of burn-out, depression, fatigue or “fight or
flight” response, many signs and symptoms vary in intensity. Some with such disorders may be
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asymptomatic until an acute event or episode. Pharmacological treatments for anxiety disorders
often include antidepressants to lessen feelings of depression, and anxiolytics to lessen the
intensity of anxious response (Breining Institute, 2005, p. 293). To ease symptoms of irritability,
insomnia, tension or fear, those with anxiety disorders may reportedly abuse alcohol, sedatives,
and barbiturates (Breining Institute, 2005, p. 291).
Eating disorders are not uncommon among the chemically dependent (O’Connell, 2002,
p. 35). The most common of the eating disorders is eating disorder not otherwise specified; as
anorexia, bulimia, and binge eating disorder have inflexible diagnostic criteria which could often
require weeks or months of inpatient monitoring. To meet the diagnostic criteria for anorexia a
person’s weight must be less than 85% of the expected norm. Rapid weight fluctuation could
ruin the diagnostic picture, even though rapid weight fluctuation itself is a symptom of the
disorder. The documentation of the required absence of at least three consecutive menstrual
cycles in postmenarcheal females can take over ninety days to complete (American Psychiatric
Association, 1994, p. 251). Inpatient treatment during the ninety days could stabilize a patient
resulting in a menstrual occurrence, though no such occurrence would have been likely had the
patient not been in treatment. In such cases the diagnostic attempt could be ruined by
attempting to document a single symptom. To support a diagnosis for bulimia, binge and
compensatory behaviors both require documentation of occurrence, on average, at least twice
per week for a period of three months (American Psychiatric Association, 1994, p. 252). Such
behaviors would likely be monitored on an inpatient basis, in a setting where binge and
compensatory behaviors would likely be met with staff opposition. Even the usual controls of a
controlled environment such as designated meal times could distort the diagnostic picture for
bulimia. A diagnosis for binge eating disorder requires documentation supporting an average
occurrence of one binging episode per day, occurring at least twice per week and continuing
over a six month period. For accurate documentation, the binging behaviors would need to be
monitored on an inpatient basis, in a setting where binging behaviors would likely be
discouraged, and large amounts of favored foods may not be available. In such cases, that
which hinders the binge will likely hinder the making of a firm diagnosis. Eating disorder “not
otherwise specified” can be diagnosed without weeks or months of monitoring. With lower
thresholds in diagnostic criteria and shorter diagnostic periods, the unspecified form of eating
disorder is more frequently diagnosed; therefore, the most prevalent (Breining Institute, 2005, p.
220).
Eating disorders involve distorted, self-critical attitudes about weight, calorie intake, and
body image. The most obvious warning signs of eating disorders are often hidden, but may
include restrictive eating behaviors like crash-dieting or meal skipping. Some with eating
disorders may eat normally around others and then binge in secret at a later time. To avoid the
daily accumulation of calories they may purge, fast, or exercise vigorously (Breining Institute,
2005, p. 219). Those with eating disorders often use food to deal with uncomfortable or painful
emotions. Restricting food may be used to gain a feeling of control. Appetite suppressants may
be abused to resist food during a period of restriction. For some, the overeating may temporarily
soothe sadness, anger, or loneliness. Purging can sometimes be used to combat feelings of
helplessness or self-loathing. Diuretics, laxatives, and syrup of ipecac may be abused to
encourage or force evacuation. Pharmacological treatment for bulimia and binge eating
disorder may include antidepressants to treat the depression that often accompanies binge
eating or to improve a preoccupation with weight and body
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image. Those suffering from binge eating disorder may also be prescribed appetite
suppressants (Help Guide, 2008). Many appetite suppressants would conflict with recovery
program rules and 12-step philosophy.
Next in line with a rather disturbing set of symptoms are the impulse control disorders.
Characterized by a failure to control one’s own impulses, the list of impulse control disorders
includes intermittent explosive disorder (a failure to control aggressive impulses), kleptomania
(a failure to resist impulses to steal), pyromania (the deliberate and purposeful setting of fires),
pathological gambling, trichotillomania (the pulling out of one’s own hair), and impulse control
disorder (NOS), which is an atypical impulse control disorder that does not meet the criteria to
earn the title of another more specific disorder (American Psychiatric Association, 1994, p. 269272). Pharmacological treatments for impulse disorders include lithium to stabilize mood or
otherwise battle symptoms of excitation or mania, depakote to battle symptoms of excitation or
mania, beta blockers commonly used for prevention of migraine headache, neuroleptics to treat
symptoms of psychosis, selective serotonin reuptake inhibitors to combat symptoms of
depression, and psychostimulants which may be deployed for their mood-elevating properties
(O’Connell, 2002, p. 35). Psychostimulants have a high potential for abuse. They should also be
used with extreme caution regarding impulse control disorders. It has been my experience that
in most cases, that which stimulates the central nervous system of the impulse disordered
person also stimulates the symptoms of the impulse control disorder itself. This could result in
the stimulation of anger, aggression, violence (including child molestation and other forms of
sexual violence), theft, fire starting, or other such negative expressions of impulsivity. The use
or abuse of psychostimulants by impulse disordered persons could lead to the patient/client
feeling really, really great about doing the really, really heinous. Like any other positive drug
experience, things like a psychostimulated forest fire ignition or a brutal psychostimulated rape,
may feel more grand and exciting; that which is more grand and exciting, is more likely to be
repeated. Prevention of repeat thrill seeking behaviors such serial murder, rape, robbery or fire
starting, should always be a consideration when treating impulse disordered populations.
Another class of disorders which are frequently found in chemically dependent
populations are the mood disorders. Persons diagnosed with mood disorders such as
depression, bipolar disorder, dysthymic disorder, or depressive disorder “not otherwise
specified” may present with symptoms like poor appetite, deep sadness, grief, low energy
levels, poor concentration, isolation, suicidal ideation, hopelessness, or worthlessness
(O’Connell, 2002, p. 29). Those with bipolar disorders may also present with symptoms of
mania. Generally speaking, the types of drugs used to treat depressive disorders are selective
serotonin reuptake inhibitors, “atypical” antidepressants, the older tricyclic antidepressants, and
monoamine oxidase inhibitors. The main mission of these drugs is the manipulation of serotonin
levels. Bipolar disorders are a little different. Drugs like lithium, depakote, or other mood
stabilizers are used to stabilize mood cycling, or otherwise ease extreme polarization of
depression, excitation, or mania. Most “typical” antidepressant drugs are withheld as they can
actually cause manic symptoms in bipolar patients. If patients have lost touch with reality during
a manic or depressive episode, an antipsychotic drug may be prescribed (Help Guide, 2008).
Though medications to treat different aspects of these disorders do exist, unpleasant symptoms
are usually diminished, not eliminated. For energy and a sense of well being, the street is hard
to beat. It has been reported that stimulants like methamphetamine or the anesthetic cocaine
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are used for just such purposes. Uses of alcohol, opiates, and benzodiazepines for euphoria
and relaxation have also been reported by this population (Breining Institute, 2005, p. 292).
Other clusters of disorders considered to be common in chemically dependent
populations are the personality disorders. Such disorders are marked by deeply ingrained and
enduring patterns of inflexible, maladaptive, antisocial thought or behavior (American
Psychiatric Association, 1994, p. 275). Though some such disorders like passive aggressive
personality, described for purpose of research and further study, are listed in “Appendix B” of
the DSM-IV, most are listed in clusters (O’Connell, 2002, p. 323). Cluster A includes paranoid,
schizoid and schizotypal personality. Cluster B includes antisocial, borderline, histrionic, and
narcissistic personality disorder. Cluster C includes avoidant, dependent and obsessivecompulsive personality disorder (O’Connell, 2002, p. 322-323).
Generally speaking, the more overt commonly seen symptoms of a personality disorder
may include misperceptions, misinterpretations, risk taking or recklessness, disengaged impulse
controls, absence of remorse, and inappropriate emotional response, throughout a broad range
of personal and social situations (American Psychiatric Association, 1994, p. 275). Personality
disorders are not commonly considered to be a disease or illness. There is no known deficiency
to adjust and no imbalance to balance. Though anxiolytics and other drugs may be prescribed in
some cases, the drugs are not intended to cure or treat the disorder. The drugs are usually
symptom specific, deployed to attack a specific symptom, like a particular form of anxiety.
Prescribed anxiolytics or sedative-hypnotics have a high potential for abuse within this
population, chronic and poly-substance abuse are considered common; rates of use, alone or in
combination with alcohol, tobacco and illicit drugs should be closely monitored. It has been
reported that stimulants are a preference for the narcissistic personality, and may be combined
with marijuana and/or alcohol to relieve feelings of anxiety and depression. It has also been
reported that females with passive aggressive or negativistic personalities tend to use sedativehypnotic medications and alcohol, whereas, men may mix the sedative-hypnotic medications
with the anesthetic cocaine and stimulants such as amphetamines to decrease their inhibitions
and increase aggression (Breining Institute, 2005, p. 292). Such reports which attempt to
confirm a direct link between specific personality disorders, particular drugs of preference, and
their use being directly attributable to the alleviation of particular symptoms likely amount to little
more than oversimplifications of prevarications. To suggest that stimulants are a preference for
those with a narcissistic personality disorder implies the notion that the person would not prefer
stimulants but for their narcissistic personality disorder. There is a very low likelihood that a
person wakes up one morning, and newly meeting the criteria for a narcissistic personality
disorder, will head out into the streets with a new, unexpected preference and craving for
stimulants they have no experience with. To suggest that the stimulants may be combined with
marijuana and/or alcohol to relieve feelings of anxiety and depression, seems to imply that the
feelings of anxiety and depression are associated with the narcissistic personality disorder. In
actuality the marijuana and/or alcohol would more likely be deployed to relieve feelings of
anxiety and depression due to the stimulant abuse, as anxiety and depression are not listed
within the criteria for narcissistic personality disorder (American Psychiatric Association, 1994,
p. 282). This is not to say that symptoms of anxiety and depression are never co-occurring with
narcissistic personality; such symptoms, however, may not be directly attributable to narcissistic
personality or may not be clinically significant. Claims that females with passive-aggressive or
negativistic personalities tend to use sedative-hypnotics combined with alcohol, while men may
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combine sedative-hypnotics with cocaine or stimulants to decrease their inhibitions and increase
aggression, ignore the desire for euphoria and are virtually impossible to prove. Sedativehypnotics are not intended to treat passive-aggressive or negativistic personalities. They are not
automatically prescribed for such disorders by all doctors, thus limiting the introduction and
availability of the drugs within this population. The tendency to combine sedative-hypnotics with
alcohol vs. the combination of sedative-hypnotics and stimulants often depends more on factors
such as time of day, tasks at hand, substance controllability, substance affordability, and
substance availability, rather than gender. Passive- aggressive or negativistic personalities tend
to be more uninhibited and more aggressive than the usual. The need to further decrease their
inhibitions or increase aggression with stimulants would likely be due to attempts to function
under the heavy influence of sedative-hypnotics, not the passive-aggressive or negativistic
personality disorder. Dosage is of the utmost importance, as most medications are not timereleased. It may not be enough to simply stretch out the hours between doses, some doses
must be kept as low as possible so patients can function when they must, at the level they must.
Functional dosing could also mean cutting pills if they are not manufactured in tolerable doses
for the individual in question (American Psychiatric Association, 1994, p. 141).
Frequently portrayed on stage and screen, and perhaps better known for their
characteristic symptoms (e.g., auditory, visual or tactile hallucinations, incoherent disorganized
rambling speech, disorganized thinking and behavior, the hearing of voices, obeying the voices
or arguing with them), than they are known for their individual names, are the psychotic
disorders. A person suffering from a psychotic disorder cannot tell what is real from that which is
imagined during a psychotic episode. As psychotic disorders go, likely the most notorious of all
is schizophrenia. Schizophrenia varies in symptoms and severity from one patient to the next
(O’Connell, 2002, p. 37). Some people have only one psychotic episode while others have
many episodes during a lifetime, but lead relatively normal lives between episodes.
Schizophrenia symptoms appear to worsen and improve in cycles known as relapses and
remissions (American Psychiatric Association, 1994, p. 151).
Schizophrenia is the most chronic and disabling of the major mental illnesses.
Schizophrenia is a life long condition which can distort the way a person thinks, acts, expresses
emotions, perceives reality, and relates to the world around them (American Psychiatric
Association, 1994, p. 147-148).
There are several subtypes of schizophrenia which are distinguished by their symptoms.
The subtypes are paranoid, disorganized, catatonic, undifferentiated and residual. Paranoid
schizophrenics are preoccupied with false beliefs (delusions) about being persecuted or being
punished by someone. Disorganized schizophrenics are often confused and incoherent, and
have jumbled speech. At times they may seem emotionless, flat, inappropriate, silly or even
childlike. Disorganized behaviors may disrupt the ability to perform daily activities like showering
or preparing meals. Catatonic schizophrenics are generally immobile and unresponsive to the
world around them. They may become very rigid, stiff, and unwilling to move. Some catatonics
have peculiar movements like grimacing or may assume bizarre postures. Occasionally they
might engage in echolalia, which is continually repeating a word or phrase just spoken by
another person. Undifferentiated schizophrenics have schizophrenic symptoms which do not
clearly match one of the other three subtypes. Residual schizophrenics now have lesser or
decreased symptoms. Hallucinations, delusions, or other symptoms may remain, but are
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considerably less than when the schizophrenia was originally diagnosed (American Psychiatric
Association, 1994, p. 149-150).
Notorious as schizophrenia may be, it does not stand alone. The list of other psychotic
disorders includes schizophreniform disorder, a short-term type of schizophrenia (lasting more
than one month, but less than six) that distorts the way a person thinks, acts, expresses
emotions, perceives reality, and relates to others (American Psychiatric Association, 1994, p.
152).
Schizoaffective disorder, which must also be included, is a serious mental illness that
has features of two different conditions, schizophrenia and an affective (mood) disorder, either
major depression or bipolar disorder (American Psychiatric Association, 1994, p. 152-153).
Also deserving of inclusion is the delusional disorder; the main feature of this disorder is
the presence of delusions, unshakable beliefs in something untrue or unreal. Those with
delusional disorder experience non-bizarre delusions, which involve situations that could occur
in real life. The delusions come in seven specific types including erotomanic, which is based
upon the belief that someone loves the delusional person, though they may not know each other
at all (a favorite of stalkers). Other types of delusions include the grandiose, jealous, or
persecutory types. There is a somatic type, which is based upon medically related delusions, a
mixed type with combined characteristics of the other delusional types, and the unspecified
type with atypical delusional features (American Psychiatric Association, 1994, p. 153-154).
Next on the list is the brief psychotic disorder, which is a short-term illness with common
psychotic symptoms. Symptoms often come on suddenly, but last for less than one month, after
which the person usually recovers completely. There are three basic forms of this disorder. The
first form being “brief psychotic disorder with obvious stressor;” otherwise known as “brief
reactive psychosis,” which occurs shortly after and often in response to a trauma or major
stress. The second form is called “brief psychotic disorder without obvious stressor,” meaning
there is no apparent trauma or stress that triggers the illness. The third and final form is called
“brief psychotic disorder with postpartum onset.” This form occurs in women only, usually within
4 weeks of giving birth (American Psychiatric Association, 1994, p. 154-155).
The list continues with the shared psychotic disorder, also known as folie a deux ("the
folly of two"). This is a rare condition in which an otherwise healthy person, shares the delusions
of a person with a psychotic disorder. Last but not least on the list are those psychotic disorders
which are substance induced, due to medical conditions, or psychotic disorder not otherwise
specified (American Psychiatric Association, 1994, p. 155-159).
Psychotic disorders are usually treated with combinations of antipsychotics,
antidepressants, and anxiolytics. These medications are not a cure; rather they work to reduce
the psychotic symptoms of the illness, depressed mood or anxiety. The antipsychotic
medications are fairly effective at controlling the “positive” symptoms of psychosis, including
hallucinations, delusions, paranoia, and disordered thinking. Antipsychotics do not work for
everyone, and are less effective at treating the “negative” symptoms which accompany
schizophrenia and other psychotic disorders such as, social withdrawal, short attention span,
amotivation, anhedonia, and lack of emotional expressiveness. Reportedly, this population
favors alcohol and marijuana to induce a sense of liveliness and excitation in those that may
feel flat, empty, and unhappy (O’Connell, 2002, p. 37-38).
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What perils do the dually diagnosed face in their search for relief, and support? I dare
say that there are many. In their search for relief, the dually diagnosed may not know for quite
some time that something is clinically wrong with them. Just as a drug or alcohol addiction may
take hold slowly and be progressive in nature, so may a mental health disorder. Some
symptoms may be ignored in hopes that they will not resurface. Some symptoms may be hidden
out of shame. The complicated, fluctuating diagnostic pictures of the dually diagnosed make it
very easy to get a wrong or incomplete diagnosis; a wrong or incomplete diagnosis will likely
result in a wrong or incomplete treatment (O’Connell, 2002, p. 16). A wrong or incomplete
treatment, combined with the lengthy waiting periods some medications need to kick in, could
mean that the patient will lose faith in doctors or medications and give up on both. The wrong
medication could create new symptoms or intensify old ones.
The dually diagnosed often find themselves under the care of medical, mental health,
and addiction treatment teams. Contact with such staff members may be concurrent or
staggered, contacts may be continual or intermittent. What each treatment team does with the
patient/client will likely be unknown to the others, but will likely impact the treatment that the
others are attempting to provide. Each treatment team may know very little about the other’s
area of specialty. Each could overlook signs and symptoms which the others may be looking out
for. Staff competence and cross-training does count and could save lives. Medical conditions
such as tumors, diminished endocrine function, electrolyte imbalances, liver or renal failure, and
autoimmune disorders, can produce psychotic symptoms or conditions (O’Connell, 2002, p. 38).
Treating the psychotic symptoms of such conditions as though they were symptoms of a mental
health or addiction issue could leave the medical issue untreated causing debilitation or death.
Designer drugs, hallucinogens, and PCP may produce psychotic symptoms, but so can
prescription stimulants, sedatives, corticosteroids, certain cardiovascular medications,
antihypertensives, anticonvulsants, and certain anesthetics (O’Connell, 2002, p. 38). Because
the dually diagnosed are known to have psychiatric and drug related issues, the search for the
true root cause of symptoms may be terminated too soon, and symptoms may be more
frequently misjudged. For example, a psychotic symptom induced by medications like
corticosteroids could be treated with increasing doses of antipsychotics or detox, while the
patient/client decompensates and the offending corticosteroids continue to be administered at
toxic levels.
If the diagnoses and treatments are correctly chosen, the battle is not over. Common
features associated with the dually diagnosed can dramatically affect treatment outcomes. Poor
judgment, cognitive impairment, affective instability, distracting obsessions with drinking or
drugging, and social anxiety will likely have a negative affect on treatment or any other form of
learning (O’Connell, 2002, p. 52).
As a population, the dually diagnosed, especially persons with psychotic disorders are
extremely stress sensitive, and don’t respond well to criticism (O’Connell, 2002, p. 37). They
have a tough time maintaining jobs and close relationships. If they do have access to treatment
and they can afford the expense, frequent failures to schedule and attend treatment related
appointments, adhere to medication regimens, attend support groups, abstain from alcohol or
unprescribed drugs, make needed lifestyle changes, seek familial support, complete therapeutic
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assignments, and follow through with aftercare make this population very hard to help
(O’Connell, 2002, p. 48-51).
In the search for healthy support, more perils lay in wait. The dually diagnosed who are
living through serious family conflicts, who lack support for their recovery within their home
environment, are more vulnerable to relapse (O’Connell, 2002, p. 52). Unable to fit into the
usual 12-step framework, the dually diagnosed may receive little support because they use
prescribed psychotropics and frequently relapse. The return to drug or alcohol abuse will likely
provoke the symptomatology of any given mental disorder. The provocation of symptomatology
will then likely cause an increase in the level and/or variation of drug and alcohol abuse
(O’Connell, 2002, p. 37). Caught in the downward spiral, many of the dually diagnosed
psychologically crash land at the local psychiatric hospital, homeless shelter or alleyway. For
many, this is a life long repeating cycle. No doctor, counselor, or priest can end such destructive
cycles on their own. To end the cycles, one must encourage the individual to play an active role.
If the dually diagnosed are to recover, the dually diagnosed must participate in their own
recovery.
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