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The Role of Psychologists 

in Treating Substance Use 

and Concurrent Disorders 

within the Multidisciplinary 

Team 

Psychologists provide:  

• Psychologists possess a comprehensive skillset 

and are equipped to take practitioner, leader-

ship and organizational, and program devel-

opment and evaluation roles1, 2:  

• Practical competencies enable psychologists 

to: conduct comprehensive psychological 

assessments for individuals with multiple 

complex needs; accurately identify clinical 

diagnoses and effectively convey this infor-

mation to facilitate understanding and sup-

port change; develop an integrative biopsy-

chosocial case formulation, drawing on psy-

chological theory and principles; develop a 

tailored treatment plan based on the case 

formulation and evidence-based practices; 

deliver both generalist and specialist psy-

chological interventions for individuals, 

groups, and their families; and facilitate en-

gagement with recovery-oriented commu-

nity resources. 

 
Background 

The Alberta Health Services (AHS) Provincial 

Psychology Professional Practice Council 

(PPPPC) identified an opportunity to support 

local efforts to advance clarity of the 

psychologists’ role and evidence based 

practice in health care. Each of these 

resources is developed independently by 

AHS psychologists, and reviewed by the AHS 

PPPPC. We are pleased to share this 

information to support both psychologists’ 

practice and leaders’ awareness of the 

quality and cost-effective impacts 

psychologists can bring to programs, to 

further quality, patient and family centred 

care. 
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• Leadership and organizational competen-

cies enable psychologists to: provide con-

sultation, supervision, and training for mul-

tidisciplinary and interdisciplinary teams; 

use professional skills to guide safe and eth-

ical practices; communicate effectively with 

various stakeholders; advise management 

on specific psychological clinical standards; 

enhance the overall psychological compe-

tence of treatment teams; and promote 

workplace well-being, consistent with or-

ganizational psychology principles and 

practices. 

• Research is a core component of psycholo-

gists’ training and skillset, and is essential 

to designing and validating treatment out-

come measures, and conducting quality re-

search to evaluate treatment efficacy. Psy-

chologists are skilled in translating research 

findings into effective and efficient clinical 

practice, and disseminating knowledge to 

stakeholders and the broader public.  

• The role of psychologists in service delivery is 

highlighted by current evidence on the nature 

of addiction: problematic substance use fre-

quently occurs within a broader cluster of psy-

chological problems; various psychological 

constructs have been associated with problem-

atic substance use; effective treatment ap-

proaches are fundamentally psychological; 

and non-specific therapeutic factors included 

in psychologists’ training (e.g., empathy, ther-

apeutic alliance) are important determinants 

of favourable treatment outcomes2. 

 

Substance Use and Concurrent Dis-

orders: Definition, Prevalence, and 

Classification 
 In the Diagnostic and Statistical Manual, Fifth 

Edition (DSM-5)3, the substance-related and ad-

dictive disorders section includes substance use 

disorders, substance-induced disorders, and non-

substance-related disorders (i.e., gambling disor-

der). A substance use disorder (SUD) is char-

acterized by a cluster of substance-related cog-

nitive, behavioral, and physiological symp-

toms associated with persistent substance use 

despite significant adverse consequences in 

important areas of functioning (e.g., social, vo-

cational, legal, medical, interpersonal). Sub-

stance-induced conditions include with-

drawal, intoxication, and other sub-

stance/medication-induced mental disorders. 

Here, concurrent disorder refers to the co-occur-

rence of a SUD and either a mental health dis-

order or a substance-induced mental health 

disorder. 

 In Canada, the lifetime prevalence of alcohol 

use disorder is 18% and of drug use disorders 

is 4%4. The lifetime prevalence of any SUD is 

22%. Estimates of SUDs among individuals 

with psychological disorders vary depending 

on the sample but are much higher than the 

general population. Based on data from the 

2002 Canadian Community Health Survey, the 

12-month prevalence of psychological disor-

ders among those with substance use prob-

lems was two to three times higher compared 

to those without substance problems5. Other 

estimates indicate that between 40-60% of in-

dividuals with a psychological disorder have a 

lifetime SUD and 25-35% have an active SUD6. 

 The 2010 Global Burden of Disease study esti-

mates that the global burden of disease—an in-

dicator of health based on years of life lost due 

to disability and to premature mortality—is 

0.7% from alcohol and 0.8% from illicit drugs7. 

Together, alcohol, tobacco, and illicit drug use 

is implicated in over 12% of mortality world-

wide and constitutes the leading cause of pre-

ventable death8. 

 Epidemiological and clinical research has 

demonstrated that most individuals who use 

drugs and alcohol do not develop a SUD9,10. 

Sociodemographic and historical correlates of 

substance use include: younger age (18-25), 

male gender, unmarried status, limited in-

come, lower educational attainment, family 

history of substance use, and earlier onset of 

use10-13. The correlates and risk factors associ-

ated with SUD tend to also be associated with 

substance use in psychiatric populations14. Alt-

hough risk factors have been identified, data 

also point toward broad diversity among indi-

viduals with SUD9. This heterogeneity calls for 

services that are sensitive and adaptable to in-

dividual differences.  

 Research on pathways to substance use reso-

lution or recovery indicate that natural recov-
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ery (i.e., without external assistance) is associ-

ated with less severe and less complex sub-

stance use history12,15,16, whereas treatment-as-

sisted recovery is associated with increased se-

verity of substance use problems, drug-related 

legal involvements, and the presence of con-

current psychological disorders15. Abstinence-

based goals and outcomes are also related to 

greater problem severity compared to moder-

ation-based approaches16,17. 

 

Psychosocial Impact 
 A large proportion of individuals in commu-

nity mental health treatment programs present 

with problematic drug or alcohol use (44%)18. 

Similarly, the majority of individuals present-

ing to community substance use treatment 

programs for drug or alcohol problems expe-

rience mental health difficulties (75% and 85%, 

respectively)18. 

 The odds of having a concurrent SUD is par-

ticularly elevated for severe and persistent 

mental health diagnoses, such as bipolar and 

schizophrenia12,13. Across psychological disor-

ders, the odds of concurrent substance use dis-

orders generally increases with increasing se-

verity of psychopathology12,13. 

• Bipolar disorder. Comorbid SUD is associ-

ated with more frequent and longer-lasting 

mood episodes, more mixed manic-depres-

sive episodes, and lower functional recov-

ery, even during abstinence19,20. 

• Schizophrenia. Psychosis patients with 

concurrent SUD have more positive symp-

toms and are more likely to report recent 

symptom exacerbation21. SUD is associated 

with a substantially reduced likelihood of 

remission among first-episode psychosis 

patients22. 

• Post-traumatic stress disorder. History of 

trauma and PTSD are important risk factors 

for SUD, with estimates that as high as half 

of individuals seeking treatment for SUDs 

also meet criteria for lifetime PTSD14,23. 

• Anxiety Disorders. Across anxiety disor-

ders, panic disorder and obsessive-compul-

sive disorder show the strongest association 

with substance use 5,12,13. 

• Depression. There is strong evidence that 

alcohol worsens depressive symptoms19; 

however, longitudinal research shows that 

individuals initially diagnosed with sub-

stance-induced depression are equally 

likely to experience a depressive episode at 

follow-up as those initially diagnosed with 

major depression19, highlighting the need 

for concurrent disorder treatment. 

• Attention-deficit / hyperactive disorder 

(ADHD). ADHD is overrepresented in SUD 

populations24. Some studies have found rel-

atively greater risk of SUD among those 

with hyperactive symptoms in childhood25, 

whereas other studies have found similar 

risk magnitude across ADHD subtypes26. 

• Personality disorder. Antisocial personal-

ity disorder (ASPD) and borderline person-

ality disorder are the most common comor-

bid personality disorders, with ASPD repre-

senting one of the most prevalent psycho-

logical disorders overall5,12,13. 

 Comorbid substance use is associated with 

worse course of mental illness, including: 

higher risk of treatment noncompliance and 

poorer clinical outcomes; more frequent 

manic, psychotic, or depressive episodes; 

more frequent inpatient admissions, use of 

emergency services, and suicide behaviour; 

more medical issues and higher rates of early 

mortality; higher risk of violence and legal in-

volvement; and higher risk of victimization, 

housing instability, homelessness, unemploy-

ment, and poverty5,20,27. 
 

Psychological Factors in the Onset 

and Maintenance of Concurrent Dis-

orders 
 Many hypotheses have been proposed and 

tested to explain why individuals with severe 

psychological disorders are especially vulner-

able to SUDs10,14,28. The self-medication model 

proposes that substance use is an attempt to 

treat psychological symptoms; however, there 

is weak empirical support for this explana-

tion29. Research points toward a shared etio-

logic model that acknowledges the complex 

interplay of biopsychosocial vulnerability fac-

tors that contribute to individual variation in 

the propensity to develop a concurrent disor-

der. Early acquired, predisposing factors that 

appear to increase vulnerability to both psy-
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chological and substance use disorders in-

clude: genetic factors, neurobiological dys-

function, pre-natal stress, and early adverse 

life experiences, such as child sexual or physi-

cal abuse9,10,28. The relationship between sub-

stance use and mental health is likely multifac-

torial and bidirectional10,14. 

 Evidence from prospective studies, though 

limited in number, indicates that psychologi-

cal disorders tend to predate and predict prob-

lematic alcohol and drug use, and that specific 

psychological disorders differentially impact 

the severity of substance use10,30. There is also 

evidence that the prospective risk of develop-

ing a substance use diagnosis increases as a 

function of the number of pre-existing psycho-

logical disorders. It is estimated that the suc-

cessful treatment of pre-existing psychological 

disorders would reduce cases of secondary al-

cohol and drug abuse by 54% and 89%, respec-

tively30. 

 Longitudinal investigations show that 

premorbid behavioural and personality traits 

increase vulnerability to substance use, 

namely: disruptive behavioural disorders in 

childhood (e.g., conduct disorder, ODD); 

ASPD in adulthood; externalizing (e.g., vio-

lent, disruptive) behaviours; and impulsivity 

and sensation-seeking10,31. Impulsivity and 

sensation-seeking have been identified as fac-

tors that influence the transition from con-

trolled substance use to problematic substance 

use10. 
 

Assessment Services  
 Psychological assessment is considered a core 

component of treatment32. A range of estab-

lished assessment procedures are used to elicit 

detailed information about the presenting 

problem and protective factors, the social cir-

cumstances in which they occur, and the indi-

vidual’s personal goals for treatment. Assess-

ment information is integrated within a case 

formulation that draws upon psychological 

theory and evidence and incorporates biologi-

cal, psychological, and social factors to form a 

coherent understanding of the problem, in-

cluding precipitating and maintenance fac-

tors14,33. The formulation is used to collabora-

tively develop an evidence-based treatment 

plan that is tailored to the individual’s needs, 

goals (short- and long-term), and preferences. 

Tailored treatment plans (i.e., need-service 

matching) leads to more efficient and effective 

service delivery34.  

 Assessing substance use involves the evalua-

tion of: substance type (primary and second-

ary substances); current and historical patterns 

of use (first and last use, methods of admin-

istration, quantity, frequency); symptoms of 

tolerance and withdrawal; contexts of use and 

possible motives; impact of substance use 

across multiple areas of functioning; pattern 

changes and periods of abstinence; previous 

treatment experience (where, when, outcome, 

effective and ineffective strategies); motiva-

tion to address substance use; substance use 

goals (e.g., abstinence, reduction, remain the 

same); and possible treatment barriers14,34. The 

individual’s stage of change35,36 and sense of 

self-efficacy with respect to addressing sub-

stance use (and mental health) is assessed in 

order to provide treatment recommendations 

and match interventions accordingly37. Labor-

atory testing (e.g., urine screens) can provide 

useful information for establishing accurate 

substance use diagnoses38. Individuals with 

severe psychological disorders tend to experi-

ence more negative consequences with rela-

tively lower quantities of alcohol and drugs 

compared to the general population; therefore, 

quantity of use, alone, is a poor indicator of 

SUD4. 

 Other important areas of functioning that are 

impacted by substance use and mental health 

are assessed in order to provide comprehen-

sive treatment: psychosocial history; family 

and social supports; education and work his-

tory; housing and accommodation; medical 

history; emotional functioning; legal involve-

ment; and risk behaviour14,33. 

 The diagnosis of individuals with concurrent 

psychological symptoms and substance use is 

complex because the effects of alcohol and 

drugs can mimic psychological symptoms 

(e.g., manic-like symptoms with certain stimu-

lants)14,33. It is also challenging to determine 

whether psychological symptoms are sub-

stance-induced (secondary) or related to a pri-

mary psychological disorder. Factors to con-

sider are the chronology of symptom presen-

tation (the earlier-onset disorder is assumed to 
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be primary), psychological symptom resolu-

tion or persistence during periods of absti-

nence, and whether substance use is identified 

as a coping strategy for psychological symp-

toms14,33.   

 Diagnostic complexity underscores the im-

portance of an accurate and complete diagnos-

tic evaluation. Clinical psychologists have 

competency in conducting comprehensive 

cognitive, neuropsychological, and/or psycho-

diagnostic assessment using standardized as-

sessment measures (standardized personality 

measures, symptom inventories, cognitive and 

academic testing). Comprehensive neurologi-

cal and cognitive assessments identify cogni-

tive limitations and strengths, which can im-

pact treatment and overall functioning. Psy-

chodiagnostic assessments provide diagnostic 

clarity for complex psychological presenta-

tions in order to guide psychosocial and phar-

macological therapy.  

 A number of substance use screening and as-

sessment measures have been developed: 

• Alcohol, Smoking and Substance Involve-

ment Screening Test (ASSIST)39: a clinician-

administered combined screen for alcohol 

and drug use, and associated risks for each 

substance identified.  

• Cut down, Annoyed, Guilty, Eye-opener 

(CAGE) or CAGE–Adapted to Include 

Drugs (CAGE-AID)40: brief self-report 

screening measures for alcohol use or ag-

gregate drug use (i.e., no reference to a spe-

cific drug), respectively. 

• Drugs Abuse Screening Test (DAST)41: self-

report measure of lifetime problematic ag-

gregate drug use (no distinction between 

current and past use). 

• Alcohol Use Disorders Identification Test 

(AUDIT)42: self-report measure of alcohol 

intake, dependence, and alcohol-related 

problems.  

• Co-occurring Disorder Screening Instru-

ment (CODSI)43: self-report measure to 

identify drug-related problems in mental 

and physical health, relationships, and 

work or school adjustment. 

• Addiction Severity Index (ASI)44: structured 

interview designed to measure patient 

problems and severity on multiple dimen-

sions, designed to aid in service matching. 

• Structured Clinical Interview for DSM-5 

(SCID-5)45: semi-structured interview for 

the diagnosis of DSM-5 disorders. 
 

Psychological Services and Interven-

tions 
 

Treatment Model and Approach 

 Best-practice guidelines for substance use 

treatment highlight the importance of person-

centered care and shared decision-making, 

whereby the individual’s needs, goals, and 

preferences are taken into account46. With this 

approach, individuals are informed of treat-

ment options—abstinence, moderation (i.e., 

continued, limited use without significant 

negative consequences), harm-reduction (i.e., 

reduce the harms associated with substance 

use)—and have the opportunity to make in-

formed choices about available interventions 

and supports in collaboration with their 

healthcare providers14,46. Prescriptive or con-

frontational approaches are ineffective and 

counterproductive as they result in poor treat-

ment compliance and low retention rates47. 

 Literature on concurrent disorders and the de-

velopment of evidence-based practices have 

been relatively limited compared to primary 

SUD, despite the high prevalence of comorbid-

ity. For concurrent disorders, an integrative, 

cohesive treatment model that addresses both 

mental health concerns and substance use sim-

ultaneously with the same treatment team is 

recommended14,47-52. Traditional, non-inte-

grated systems that address psychological 

symptoms and substance use sequentially or 

with separate services have several disad-

vantages and are associated with poorer prog-

nosis14.  

 Core components of an integrated treatment 

model include: prioritization of the reduction 

of negative consequences (i.e., harm-reduc-

tion); time-unlimited services (i.e., services are 

not terminated prematurely for individuals 

who would otherwise improve with ongoing 

integrated treatment); client-centered, motiva-

tion-based, stage-wise treatment; collabora-

tion between multidisciplinary service provid-

ers; availability of multiple treatment modali-

ties (i.e., individual, group, and family therapy 

formats); fostering optimism and confidence 
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in the outcomes; and comprehensive services 

directed not only to substance use and mental 

health concerns, but also to other affected ar-

eas of functioning (e.g., housing, employment, 

interpersonal relationships, quality of 

life)14,35,47-52. These factors parallel effective 

mechanisms of change identified within pri-

mary substance use literature32,37.  

 Treatment intensity (e.g., outpatient, day treat-

ment, residential) is determined based on a 

stepped-care approach whereby the least in-

trusive treatment approach is applied first53. 

Residential treatment is considered when indi-

viduals are not benefitting from community-

based or outpatient treatment. Residential 

treatment provides a safe environment, daily 

structure, and multiple interventions to sup-

port recovery. Residential or inpatient detoxi-

fication may be a pre-requisite for residential 

treatment. 

 Outpatient concurrent disorder treatment re-

quires comprehensive services and interven-

tions (e.g., individual and group therapy, vo-

cational services, family therapy, community 

support groups); therefore, a case manage-

ment approach is recommended14. The case 

manager assesses and monitors the individ-

ual’s stage of treatment, systematically coordi-

nates services that are appropriate to the indi-

vidual’s readiness for change, and promotes 

collaborative service delivery.  

 Osher and Kofoed’s stages of treatment 

model54, conceptually adapted from Pro-

chaksa and DiClemente’s transtheoretical 

stages of change model35,36, is central to inte-

grated concurrent disorder treatment as it pro-

vides a conceptual framework for the ongoing 

assessment of readiness for change, collabora-

tive goal-setting, and intervention selection 

appropriate to the individual’s motivational 

state and stage of the recovery process (in con-

trast to prematurely attempting behavioural 

change). Each stage is characterized by differ-

ent processes and goals, and non-linear move-

ment through the stages is common: engage-

ment focuses on forming the therapeutic alli-

ance; persuasion involves enhancing awareness 

of the impact of substance use and harnessing 

motivation for change; active treatment (initi-

ated if the individual expresses motivation to 

reduce substance use) includes a number of 

clinical approaches to support and reinforce 

the individual’s recovery goals (e.g., moderate 

use, abstinence); and relapse prevention focuses 

on recovery maintenance and promoting rein-

tegration and quality of life.  

 

Motivational Interviewing 

 Motivational interviewing (MI)55 is considered 

first-line treatment for substance use and con-

current disorders and is integrated at each 

stage of treatment and across therapy modali-

ties14,37. MI is based on the premise that change 

occurs when individuals realize their own in-

ternal motivation to change (as opposed to ex-

ternal pressures) and is considered integral to 

helping individuals identify substance use 

concerns, resolve potential ambivalence, facil-

itate dialogue about goals and aspirations, and 

address barriers to change.  

 

Brief Intervention 

 Brief intervention is a time-limited, MI-based 

approach that is effective for the early detec-

tion and management of substance use. It can 

be used when an individual presents to a ser-

vice with another psychological or medical 

condition and is not necessarily seeking treat-

ment for substance use. Brief Intervention has 

shown significant long-term benefits on pri-

mary SUD after three to four sessions56,57. The 

goals are to assess and identify substance use 

behaviour, reduce associated harms, provide 

information and increase awareness, motivate 

behaviour change, and encourage more inten-

sive treatment if necessary. 

 

Cognitive-Behavioural Therapy 

 There is a large empirical-base supporting the 

effectiveness of cognitive-behavioural therapy 

(CBT) in treating mental health problems and 

primary substance use and it is, therefore, par-

ticularly well-suited to treat concurrent disor-

ders57-60. CBT is an umbrella term that de-

scribes a wide range of therapies that consider 

thoughts, beliefs, and behaviours as central to 

emotion regulation. CBT can be applied using 

various treatment modalities and tends to be 

relatively brief. Within the context of sub-

stance use, CBT can involve: learning behav-

ioural coping skills for high-risk situations; 
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challenging maladaptive beliefs about the ef-

fects of substance use; and addressing core be-

liefs that impact vulnerability to substance 

use58. 

 The growing research base for third wave 

mindfulness-based CBT interventions, includ-

ing dialectical-behavioural therapy and ac-

ceptance-commitment therapy, has shown re-

ductions in substance use and cravings58-62. 

Benefits of mindfulness on substance use may 

be related to the development of acceptance of 

present-moment thoughts and experiences ra-

ther than engaging in substance use to avoid 

or suppress unpleasant experiences62. Tradi-

tional CBT and mindfulness-based interven-

tions show similar effectiveness (as do most 

treatment approaches)63,64. 

 

Relapse Prevention 

 Structured relapse prevention helps individu-

als to anticipate high-risk factors (e.g., situa-

tions, thoughts, behaviours, emotions) and de-

velop coping skills to manage risk; identify 

and manage relapse warning signs; improve 

interpersonal communication; develop a re-

covery network and social supports; learn to 

interrupt lapses and relapses; and use relapse 

as a learning tool14,33,65. According to the Na-

tional Institute for Health Care Excellence 

(NICE) guidelines, individuals who have 

achieved abstinence should be offered contin-

ued treatment and support for at least six 

months to reduce the risk of relapse, enhance 

recovery maintenance, and reduce risk of ad-

verse outcomes32. 

 Relapses are recognized as part of the change 

process and are not viewed as failures. Re-

lapses are considered an opportunity for learn-

ing and growth, and for the revaluation of 

treatment needs, goals, and approaches. Sus-

tained relapses may require a shift back to the 

persuasion stage. A relapse within the context 

of a moderation-based approach might initiate 

a goal change toward abstinence if the individ-

ual no longer perceives that moderate use is 

viable14.  

 

 

 

Couple and Family Therapy 

 Research consistently demonstrates the sub-

stantial benefit of including family and other 

social supports in treatment delivery66. Fam-

ily-based therapies have demonstrated similar 

or superior treatment efficacy as individual-

based approaches67. 

 Family-based interventions (e.g., Brief Family 

Therapy, Behavioural Family Counselling) 

aim to provide psychoeducation, address ad-

verse impacts of substance use, and address 

maladaptive family systems that contribute to 

the maintenance of substance use66,67.  

 Behavioural Couples Therapy is an empiri-

cally supported treatment for couples in which 

one partner presents with addiction concerns 

and has been shown to produce greater absti-

nence and improved relationship functioning 

than individual-based treatment and to reduce 

domestic violence and emotional problems of 

the couple’s children66-68. 

 

Group Therapy 

 Group therapy provides a context for psy-

choeducation and broad skill building, is con-

ducive to engendering social support, and pro-

vides peer learning opportunities. Group ther-

apy appears to be equally as effective as indi-

vidual therapy for primary substance use69, 

and there is evidence that outcomes are en-

hanced with concurrent group and individual 

therapy70. Additional research is needed to 

identify the most effective types of group ther-

apy and its optimal delivery, particularly with 

concurrent disorder populations.  

 Self-help or community meetings (e.g., 12-

Step, Self-Management and Recovery Training 

or SMART) are promoted to encourage treat-

ment engagement, promote recovery mainte-

nance, and facilitate social contact. There is ev-

idence that support groups can improve out-

comes for individuals with SUDs71,72; however, 

most outcome research has focussed on 12-

step groups for alcohol use (e.g., Alcoholic 

Anonymous) and there is a lack of research for 

concurrent disorder populations.  
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Resources & Guidelines 
 
Canadian Society of Addiction Medicine (CSAM). Retrieved from https://csam-smca.org/ 

Cochrane Drugs and Alcohol Review Group (CDAG). Retrieved from https://cda.cochrane.org/our-reviews 

el-Guebaly, N., Carrá, G., & Galanter, M. (2015). Textbook of addiction treatment: International perspective. Milan, 
Italy: Springer-Verlag Mailand. 

Galanter, M., Kleber, H., & Brady, K. T. (Eds.). (2014). Textbook of substance abuse treatment (5th ed.). Arlington, 
VA: American Psychiatric Publishing, Inc. 

Marlatt, A., & Donovan, D. (Eds.). (2005). Relapse prevention: Maintenance strategies in the treatment of addictive 
behaviors (2nd ed.). New York, NY: Guilford Press.  

McGovern, M. P., & Carroll, K. M. (2003). Evidence-based practices for substance use disorders. The Psychiatric Clin-
ics of North America, 26, 991–1010.  

Miller, W. R., & Rollnick, S. (2012). Motivational interviewing (3rd ed.). New York, NY: Guilford Press. 

National Institute for Health Care Excellence. Alcohol. Retrieved from https://www.nice.org.uk/guidance/lifestyle-
and-wellbeing/alcohol 

National Institute for Health Care Excellence. Drug misuse. Retrieved from https://www.nice. org.uk/guid-
ance/health-protection/drug-misuse 

Ries, R. K., Fiellin, D. A., Miller, S. C., & Saitz, R. (Eds). (2014). The ASAM principles of addiction medicine (5th ed.). 
Rockville, MD: American Society of Addiction Medicine. 

Washton, A. M., & Zweben, J. E. (2006). Treating alcohol and drug problems in psychotherapy practice: Doing what 
works. New York, NY: Guilford Press. 
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