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The 20172022 ATTC Network is
comprised of:

1 Network Coordinating Office
10 Domestic Regional Centers

6 International HIV Centers (PEPFAR
funded)

Established in 1993 by SAMHSA, the domestic ATT(Cs:

Accelerate the adoption and implementation of
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recoveryoriented practices and services;

Heighten the awareness, knowledge, and skills of the

workforce that addresses the needs of people with

substance use and/or other behavioral health disorde

and

Foster regional and national alliances among cultural
diverse practitioners, researchers, policy makers,
funders, and the recovery community.
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Tiffany Cooke MD, MPH, FAPA

Tiffany Cooke MD, MPH, FAPA, is a board certified adult psychiatrist. She received her medical
training at Meharry Medical Cgl’lege, and Acomgleted her psYchlavtrlc resjdency at the Umversﬂg
2F aAl YAKWIOlazy aSYZ2NALI 2alLIAult°d 5N /[ 22
management while completing a fellowship in community psychiatry at Emory University.

Dr. Cooke is well versed in bothéjsychia_tr%/ and integrated care, having worked in community
settings in the areas of HIV/AID J)sy_chla ry, and psgaicology, along with providing clinical
service and didactics in integrated primary care settings. She has also worked in private
ractice providing both patient care and consultation services. She served as the psychiatrist
or the DeKalb County Mental Health, Drugs, and Veterans Treatment Courts. Dr. Cooke has
also held faculty aﬁpomtments at Morehouse & Emory Schools of Medicine, as an Assistant
t NETSaaz2Nl 2F [ ¢ )\?[AOI-t' t e OKAl UNE OUKNRdAzAK ¢gK
Disease Pro%ram, adult psychiatry clinic, and the Southeast Addiction Technology Transfer
Center (SATTC). As an assistant professor, she was active in teaching, directing clerkships, and
supervising residents & fellows.

Dr. Cooke has also provided services at Tanner Health System, Georgia State Universit
Counseling & Testing Center, and a host of metro Atlanta’.community mental health centers.
She has also worked in the fields of trauma and HIV/AIDS prevention & treatment in Grand
Bois Haiti. Currently, Dr. Cooke is providing inpatient psychiatry services in metro Atlanta.

She is a public speaker and behavioral health advocate, with a long standing interest in
decreasing behavioral health stigma and health disparities, particularly in racial and ethnic
minorities.” Dr. Cooke has authored publications on various mental health topics: implicit bias,
depression, bipolar disorder, and safe sex practices in women. She is a currently active in
several professional societies.



About: Survivors, Stress, and Substance Use Web

Purpose:

This webinar will examine the bidirectional relationship between trauma and substance use

disorders (SUDs). Environmental, biological, and psychological factors that predispose survivors to

CO—OCCUFI’IH? PTSD and SUDs will be highlighted. THe webinar will also discuss the various treatment
r

options for tfrauma related disorders and substance use disorders.

Objectives:
A At the conclusion of this activity, participants will be able to:
A List the diagnostic criteria for PeStaumatic Stress disorder (PTSD)

A Name at least twsychologicafactors leading to the coccurrence of PTSD and substance use
disorders (SUDs)

A Name at least twghysiologicalfactors leading to the coccurrence of PTSD and substance use
disorders (SUDs)

A Idedntsi St least 2 treatment modalities for persons with@ocurring trauma related disorders
an S
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Diagnoses & Risk Factors



Trauma &Stressor Related Disorders:
Posttraumatic Stress Disorder (PTSD)

AExposureactual/threatened death, serious injury, or sexual violence
Alntrusion: symptoms after trauma occurrence

AAvoidanceof stimuli assoc. w/event



Trauma &Stressor Related Disorders: PTSD
cont.

ANegative Alterations igognitions & mood
AMarked Alterations irarousal & reactivity

ADuration> 1 mo.




Trauma &Stressor Related Disorders: PTSD
cont.

AClinically significarimpairment in functioning

ANot due to substance or other condition
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Genetic/Physiological Risk Factors: PTSD

Pretrauma:
A Women
A Younger age at time of trauma




Environmental Risk Factors: PTSD

Environmental @{ 9{ = @S R Severity of Repeated
childhood trauma. reminders,
adversity, Perceived threat , adverse life
minority perpetrating events, trauma
racial/ethnic (military), related loss
status, family dissociation

psych hx



Temperamental Risk Factors: PTSD

_ - -

Temperamental Childhood emotional problems,  Negative appraisals, inappropriate
prior mental disorders coping strategies, development of
acute stress disorder



Substance Use Disorders (SUDs): Diagnostic
Criteria

Impairment or distress : 2 of the following in 12 mo. period

Impaired Control
ALarger amounts, longer period than intended
AUnsuccessful at cutting down
A Significant time spent using, obtaining , recovering
ACravings



SUDs Diagnostic Criteria cont.

Social impairment
AUse results in failure to fulfill obligations

AUse despite social/interpersonal problems

A Other activities reduced due use



SUDs Diagnostic criteria cont.

Risky use
ARecurrent use when physically hazardous

AContinued despite knowledge of problem
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Genetic & Physiological Risk Factors: SUDs

AFamily history

APresence of other psychiatric
disorders
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ACultural attitudes towards use  AExaggerated personal
AAvailability expectation of effect

AAcquired personal experiences ASuboptimal coping with stress
AStress levels AAcademic failure
APeer use ATobacco smoking

ALow SES
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Temperamental Risk Factors: SUDs

AHx of conduct, antisocial disorders
AHXx bipolar impulsivity, novelty seeking
AHXx of schizophrenia, substance use disorders
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Dopamine

ALL DRUGS OF ABUSE TARGET THE BRAIN'S PLEASURE CENTER

Pleasure Brain reward pathways

All drugs of abuse increase dopamine

Reward Your text here
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The brain circuit is important for natural rewards
such as food, music, and art.

Dopamine ___
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FOOD COCAINE

Typically, dopamine increases in response to natural rewards such as food.
When cocaine is taken, dopamine increases are exaggerated, and communication is altered.

National Institute of Drug Abuse, National Institutes of Health
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Adrenaline Effects/Noradrenaline (NE)

Sweating
Tremor

Altered immune
response

Skeletal System  Respiratory System ~ Muscular System  Circulatory System  Digestive System — Nervous System

[ w Digestion inhibited Dilated pupil

osteoporosis Rapid respirations  puscle tension b
B .t



Prefrontal Cortex

Attention
Prefrontal Cortex .
Awareness _ Hippocampus

Decisions
Conscious Behavior
Assigns emotional significance

to events

Anterior

Modulates emotions Cingulate Cortex

Amygdala

Correct dysfunctional reactions

National Institute of Mental Health, National Institutes of Health






Summary :PTSD

Aryyradrenaline (NBEHCA 3 KOG 2 NJ Cf A IK
AHyperarousal, Hypervigilance, Sleep disruption
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ADepression, anxiety, insomnia

AHyperactive amygdala &Hyporeactive PFC
AProlonged activation of fight or flight
AReactive anger, impulsiveness, motor activity
Alncreased negative emotions



Summary: SUDs

AChronic use makes brain regulation of GABA, DA, adrenaline difficult:
AWithdrawal, anxiety, depression, irritability, dependence

APotentiates trauma, and use, cycle continues,

APTSD heightens withdrawal sx



Cyclical Relationship

ASubstances: temporary respite, worse PTSD sx when withdrawing,
complicates cessation

ASubstance use alters decision makimhNA 81 2 F &adzo a Sl d
ASubstance use delays treatment progress, PTSD sx remission



Psychological
distress, shame,
trauma

Self¢medicating w/

Consequences drugs; substance use
worsen, harder for curiosity, stress,
to resolve etc.
Consequences: loss of job,
¢drug use, relationships, health, etc.,
tolerance

¢Psychological distress, shame,
trauma@ coping skills



Treatment



Seeking Safety

A~25 6090 min sessions
Adecreasing risky behaviors
Asetting boundaries

Acoping with substance triggers



Prolonged Exposure

ATypically 815 weekly sessions
AGradual confrontation of fearful stimulus

Almaginal: trauma described & recorded , emotion processed,
recording replayed, emotions activated in safe context

Aln vivo: repeated engagement in avoided situation or activity, proving
It non-dangerous



Eye Movement Desensitization &
Reprocessing (EMDR)

A8 phases

ADesensitization: recall trauma, track therapist finger movements with
eye

AReformulation of negative beliefs
A@ K& LISN) NP dza | f
ASeek provider with certification



Transcend

AVeterans

AFollows SUD treatment
Al12 week

APHP
APsychodynamic

ACBT

A12 step



Other Therapeutic Treatments

ARehab

A12 step
ACBT

APeer support




Lifestyle modifications

ASpirituality
AMeditation

AExercise

ADiet

AHobbies
AAccountability partner




Pharmacologic Treatment

ADetox

AMedication Assisted Treatment (MAT): cravings, use
A Opioid: methadone, buprenorphine, naltrexone
A Alcohol: disulfiram, acamprosate, naltrexone

,




Pharmacologic Treatment (cont.).

AAntidepressants: trauma, depression, anxiety
ASSRIs (Sertraline*, Paroxetine, Fluoxetine, etc.)

AAnxiolytics: anxiety
Anon-benzodiazepine: hydroxyzine, buspirone

AAntipsychotics: nightmares, flashbacks, impulsivity
ARisperidone, Quetiapine, Aripiprazole, Ziprasidone, etc.

APrazosin
ATopirimate
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