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INTRODUCTION

A growing research and clinical consensus indicates that substance abuse treatment is most effective when it attends to the multiple psychosocial problems and medical and mental health needs of adolescents in addition to their drug abuse. Such multi-modal treatment, including the concurrent assessment and treatment of psychiatric co-morbidity is recommended by the leading research and clinical professional organizations in the field (AACAP, 1997, Drug Strategies, 2003; and NIDA, 1999). Despite these recommendations, integrated treatment of co-morbidity in substance treatment programs has lagged behind the integration of other treatment services, owing to a number of barriers (Sohlkhah and Wilens, 1998). The lack of research, in turn, has impeded the development of empirically grounded, practiced guidelines.

The literature continues to inform us that among youth referred to substance abuse treatment, the majority have at least one co-occurring mental health disorder. Rates of co-occurring conduct disorder with substance use disorders (SUD) have been estimated to range from 50 to 80 percent in clinical populations (Myers, Brown, and Mott, 1995; Milin et al., 1991; Loeber, 1988). Other externalizing disorders, such as attention deficit hyperactive disorder (ADHD) are frequently referenced as co-occurring with SUDs (Wilens et al, 1994; Kaminer, 1992; Barkely et al, 1990) in adolescent treatment populations. The research literature further reveals that internalizing disorders are associated with SUD as an antecedent of this disorder as well as subsequent to the development of SUD. Mood disorders are second only to conduct disorder in the co-occurrence with SUD (Hovens, Cantwell, and Karkakos, 1994; Buckstein, Glancy, and Kaminer, 1992; Deykin, Buka, and Zeena, 1992). 

In summation, co-morbidity is the rule rather than the exception among adolescents in treatment for SUDs. The poorer treatment outcomes, higher costs, recidivism, and relapse rates associated with co-morbidity may be related to poorer access to both medical and psychiatric services in co-morbid youth, as evidenced by the fact that the majority of youth in substance abuse treatment may not receive psychiatric treatment (Grella et al, 2001; Whitmore et al., 1997; Wise, Cuffe, and Fischer, 2001). 

ADOLESCENT SUBSTANCE ABUSE TREATMENT PROGRAMS

Brannigan and colleagues (2004) viewed 144 highly regarded substance abuse treatment programs for adolescents, using nine key elements of treatment for youth. 

  1.
Assessment and treatment matching

  2.
Comprehensive

  3.
Integrative treatment approach

  4.
Family involvement in treatment

  5.
Developmentally appropriate program

  6
Engage and retain teens in treatment

  7.
Qualified staff

  8.
Gender and cultural competence

  9.
Continuing care and treatment outcomes
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WHAT FAMILIES NEED

Assistance with:

  1.
Poor socialization practices, modifying of antisocial values and behaviors


(Kandel & Andrews, 1987), failure to promote positive moral development


(Damon, 1988).

  2.
Poor supervision of the child, including failure to maintain the child’s


activities (Loeber & Stouthamer – Loeber, 1986) and sibling violence


(Steinmetz & Straus 1974) and too few adults to care for the number of


children.

  3.
Poor discipline skills, including lax, inconsistent, or harsh discipline

(Baumrind, 1985); parental conflict over child-rearing practices (Vicary 

& Lerner, 1986), failure to set clear rules and consequences for misbehavior.

  4.
Poor quality of parent-child relationships, including rejection of the child by the parent or of the parents by the child (Brook, Brook, Gordon, Whiteman, & Cohen, 1990), low parental attachment (Baumrind, 1985).


(Kumpfer, et. al., 1996) In Peters and Robert J. Mahon (Eds.) Preventing Childhood Disorders, Substance Abuse, and Delinquency. Thousand Oaks,


Sage Publications.

  5.
Decreasing family conflict, mental discord, and domestic violence associated


with increased verbal, physical, or sexual abuse of the child (Kumpfer & Bayes, 1995; Kumpfer & Demarsh, 1986); poor conflict resolution or anger management skills.


  6.
Family chaos and stress associated with poor family management skills or life skills, resulting in fewer consistent family rituals (Wolin, Bennett, & Noonan, 1979) and inappropriate role modeling and socialization (Peterson, DeBaryshe, & Ramsey, 1989).

  7.
Poor parental mental health, including depression, causing negative views of


the child’s behaviors, parent hostility toward the child and harsh discipline (Conger & Rueter, 1997).

  8.
Family social isolation and lack of community support resources (Wahler, Leske, & Rogers, 1979).

  9.
Role reversal or loss of parental control (Delgado, 1990).

10.
Parental and sibling drug use, including role modeling (Brook, et. al.,


1990) and lack of alcohol and drug family norms.
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TYPICAL ADOLESCENT STRESSORS

  1.  Pubertal growth

  2.  Hormonal changes

  3.  Genetic vulnerability to illness

  4.  Heightened sexuality

  5.  Changed dependence/independence

  6.  Changed relationship to parents

  7.  Changed relationship of parents to adolescents

  8.  Newly developed cognitive abilities

  9.  Gender role/gender identity

 10. Peer pressure

 11.  Cultural and societal expectations

 12.  Parental Psychopathology

 13.  Parental and family substance abuse

 14.  School changes

 15.  Family moves

 16.  Parental/marital discord and divorce

 17.  Encounters with legal authorities

 18.  Sexual mistreatment

 19.  Physical illness and hospitalization

 20.  School pressures

Source: Childhood Stress. L. Eugene Arnold. Wiley Series in Child and Adolescent Mental Health, 1990. 

Fred Dyer, Ph.D., CADC               dyerconsulting@comcast.net                   (773) 656-0135
RISK FACTORS FOR JUVENILE DELINQUENCY

Individual – 

Substance abuse




Mental health problems, particularly ADHD and depression




Poor social problem-solving skills




Learning difficulties




Cognitive impairments especially affecting verbal abilities

Family - 

Poor parental supervision




Ineffective discipline practices




Exposure to domestic violence

School - 

Truancy




Poor academic achievement




Untreated learning disabilities

Peer - 

Association with delinquent peers




Gang membership

Community -
Exposure to violence




Exposure to drug dealing

Poverty - 

Low self-esteem




Limited choices




Limited resources

RISK FACTORS FOR MENTAL ILLNESS

Family - 

Large family size or overcrowding




Paternal criminality




Maternal psychiatric disorder




Severe marital discord

Community _ 
Poverty

Source: Rutter, M. (1990) Psychosocial Resilience and Protective Mechanisms. In A. Rolf, A. Masten, D. Cicchetti, K. Nuechterlein, & S. Weintraub (Eds.). Risk and protective factors in the development of psychopathology. New York: Cambridge University Press.
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ROLE OF RISK FACTORS

Risk factors are those predictors associated with an increased likelihood of substance use and/or abuse or other behavioral disorders (Hawkins et al., 1992a; Kraemer et al., 1997; National Research Council and Institute of Medicine, 2009; Newcomb and Felix- Ortiz, 1992). Risk factors have been found in the individual (e.g., genetic predisposition) and in the environment in which young people are socialized, including the family (e.g., family conflict), the school (e.g., school failure), the peer group (e.g., friends who use substances), and the community (e.g., availability of alcohol and drugs). 

PATTERNS OF RISK EXPOSURE

Two common patterns of risk exposure are apparent. In some children risks begin to accumulate early, because early developmental challenges without protection lead to increasing challenges, as youth are exposed to new environments (e.g., school peers). This has been referred to as a snowball pattern of risk (Mitchell et al., 2001). Example: A mother’s smoking during pregnancy can impact fetal and early childhood development, which can lead to cognitive delays (Kaminer and Winters, 2011). Such delays can in turn lead to poor school adjustment and greater association with other poorly achieving youth in school settings (Kaminer and Winters, 2011). For children who do not have early life risk exposures, a second pattern of risk develops in adolescents who are exposed to friends who use drugs and to its positive norms about drug use. Over time, this exposure, when not countered with protective influences, may lead some to succumb to this snowstorm pattern risk (Toumbourou and Catalano, 2005) example: Greater exposure to drug availability, favorable attitudes toward use, peer use, and weakening protection from the family during a time of increasing independence, may lead some youth, even those without earlier patterns of risk, to develop substance use problems.
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RISK FACTORS FOR ADOLESCENT SUBSTANCE ABUSE

  Community Factors

  1.
Laws and norms favorable toward behavior

  2.
Availability of drugs

  3.
Media portrayals of alcohol use

  4.
Transitions and mobility

  5.
Low neighborhood attachment and community disorganization

  6.
Extreme economic deprivation 

Family Factors

  7.
Family history of abuse and dependence

  8.  
Family alcohol and drug behavior and attitudes

  9.
Physiological factors

 10.
Family management problems

 11.
Family conflict

 12.
Favorable parental attitudes toward drug ue

 13.
Low bonding to family

School Factors

14.
Academic failure

15.
Low degree of commitment to school


A.
School resistant


B.
School refusal

16.
Peer rejection in elementary grades

Individual Factors

17.
Association with drug-using peers

18.
Alienation and rebelliousness

19.
Attitudes favorable to drug use

20.
Early onset of drug use

21.      Early and persistent problem behaviors

22.
Constitutional factors

Source: Risk and Protective Factors for Alcohol and Other Drug Problems in Adolescence and Early Adulthood: Implications for Substance Abuse Prevention. Psychological Bulletin, 1992, Vol. 112, #1, pp. 64-105.
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ASSESSING ADOLESCENT SUBSTANCE USE AND ABUSE

Screening and comprehensive assessment are among the most critical services for youth suspected of drug involvement. Screening is the first step to identifying whether a youth may be involved with drugs; comprehensive assessment explores more deeply the extent and nature of the drug involvement, consequential problems, and treatment needs. An evaluation at the screening level should neither be used to make definitive judgments about whether an adolescent has a substance use disorder nor be used as a basis to determine whether treatment is needed. Screening results should be used for determining the need for more assessment. A comprehensive assessment provides the basis for determining the appropriate level of treatment (including the possibility that treatment is not advisable at this time) and for developing a comprehensive treatment plan to address the youth’s needs. Source: Winters, Stinchfield, and Bukstein, 2008).

Domain





Key Variables

Drug involvement

Drug use onset, frequency, quantity,
duration for specific substances

Substance use disorders
Substance abuse and dependence symptoms

Externalizing disorders
Conduct disorder, oppositional defiant disorder, ADHD

Internalizing disorders



Mood disorders, anxiety disorders

Family history
Family history of substance use disorders, antisocial personality disorders, mood disorders

Family environment
Global family functioning, parent-child relationships, parenting practices

Childhood abuse




Sexual, physical, emotional abuse

Social functioning

Peer drug use, peer delinquency, social competence

Physiological/safety




Food, shelter, clothing, emotional safety
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SOURCES OF ASSESSMENT

Assessment strategies generally consist of a combination of self-administered instruments or scales and interviews. It is desirable to administer measures to both the adolescents and their parents. Report from at least two of these sources are valuable to collect the most detailed and valid information (Winters, 2011).

Self-report

· The self-administered questionnaire (SAQ)

· The in-person interview 

· The computer-assisted interview (CAI)

· The TLFB interview (Sobell & Sobell, 1992)

· Drug testing

Screening instruments

· The Adolescent Alcohol Involvement Scale (AAIS)

· The Rutgers Alcohol Problem Index (RAPI)

· The Drug Abuse Screening Test (DAST-A)

Diagnostic interviews

· The Diagnostic Interview for Children and Adolescents (DICA)

· The Structured Clinical Interview (SCID)

Substance Use Disorders

· The Adolescent Diagnostic Interview (ADI)
· The Customary Drinking and Drug Use Record (CDDR)
· The Global Assessment of Individual Needs (GAIN)
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Problem-focused interviews
· Adolescent Drug-abuse Diagnosis (ADAD)

· Adolescent Problem Severity Index (APSI)

· Team Addiction Severity Index (T-ASI)
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GENDER-RESPONSIVE PRACTICE

In recent years, there has been increased attention in the literature on the patterns of behavior and models of practice related to female youth (e.g., Alder and Hunter, 1999; Chesney-Lind and Okamoto, 2003). Much of this literature has highlighted the sexism inherent in the juvenile justice and mental health systems and the unique treatment needs of girls in these systems. While this literature has been useful in identifying broad, important issues related to girls at risk, it is somewhat limited in elucidating the etiology of adolescent female delinquency and offending. Belknap, Holsinger, and Dunn, 1997, suggest that sexual and non-sexual physical abuse are important factors in explaining the etiology of female delinquency and the gender differences in offending behavior.  

GIRLS IN THE JUVENILE JUSTICE SYSTEM: RISK FACTORS AND CLINICAL IMPLICATIONS
A.
Association with deviant and pro-social peers

B.
Engagement in risky sexual behavior

C.
Teen pregnancy

D.
Early parenthood and the intergenerational cycle of antisocial behavior

Source: The Development and Treatment of Girlhood Aggression, by Debra J.

              Pepler, Kirsten C. Madsen and Kathryn S. Leverne, 2005, pp. 198-215.
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A PROFILE OF AT-RISK ADOLESCENT GIRLS

Shared Characteristics of At-risk Adolescent Females

· Age 13 to 18 years

· History of victimization, especially physical, sexual, and emotional abuse

· Repeated status offenses, especially running away

· Unstable family life, including family involvement in the criminal justice system, lack of connectedness, social isolation

· History of unhealthy dependent relationships, especially with older males

· Mental health issues, including history of substance abuse

· Over-representation among communities of color

Source: Effective Gender-responsive Interventions in Juvenile Justice Addressing The Lives of Delinquent Girls. Barbara Bloom, PhD. and Stephanie Covington, PhD. Paper presented at the 2001 Annual Meeting of the American Society of Criminology, November 2001.
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RISK FACTORS FOR CHILDHOOD MENTAL ILLNESS

(Substance Abuse and Mental Health Services Administration)

· Genetics

· Damage to the central nervous system, such as a head injury

· Exposure to environmental toxins, such as high levels of lead

· Exposure to violence, such as witnessing or being the victim of physical or sexual abuse, drive-by shootings, muggings, or other disasters

· Stress related to chronic poverty, discrimination, or other serious hardship

· Loss of important people in the life of a young person through death, divorce, or broken relationships

BEHAVIOR OF SEXUALLY ABUSED CHILDREN MAY INCLUDE

(American Academy of Child and Adolescent Psychiatry)

· Unusual interest in or avoidance of all things of a sexual nature

· Sleep problems or nightmares

· Refusal to go to school

· Delinquency

· Unusual aggressiveness

· Aspects of sexual molestation in drawings, games, fantasies

· Secretiveness

Source: Serving the Mental Health Needs of Young Offenders, Coalition for Juvenile Justice, 2000 Annual Report.
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RESILIENCE FOR ADOLESCENTS

 1.
Caring and supportive relationships

  2.
High expectations from others

  3.
Clear rules, monitoring, and accountability

  4.
Participation in family life via chores, recreation, meals together

  5.
Social competence

  6.
A sense of autonomy

  7.
Success in school

  8.
Internal locus of control

  9.
Spiritual faith or awareness

THE FIVE Cs OF SUCCESSFUL ADOLESCENCE

1 
Competence

2.
Confidence

3.
Connection

4.
Character

5.
Caring

Source: Journal of Adolescent Development, 2005.
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SPIRITUAL RISK FACTORS

1.
Lack of connection to others

2.
Acceptance of a materialistic world view

3.
Hopelessness and despair

4.
Lack of meaning and purpose

5.
Does not relate to a higher power

6.
Inability to experience wonder

HIGHEST RISK PERIODS

1.
Transitions from one developmental stage to another

2.
Advancing from elementary school to middle school

3.
Entering high school or college

Source: CSAT, 2000
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DEFINITIONS

Mental Health: The successful performance of mental function, resulting in productive activities, fulfilling relationships with other people, and the ability to adapt to change and to cope with adversity

Mental Health Problems: Signs and symptoms of insufficient intensity or duration to meet the criteria for any mental disorder

Mental Illness: The term that refers collectively to all mental disorders, which are health conditions characterized by alterations in thinking, mood, or behavior (or some combination thereof), associated with distress and/or impaired functioning.

Source: Mental Health: Culture, Race, Ethnicity, Chapter 1, Scope and Terminology, Surgeon General Report, 2000.
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WARNING SIGNS OF MENTAL ILLNESS AMONG YOUTH

(Substance Abuse and Mental Health Services Administration)

   1.

   2.

   3.

   4.

   5.

   6.

   7.

   8.

   9.

10.

Source: Serving the Mental Health Needs of Young Offenders, Coalition for Juvenile Justice, 2000 Annual Report.
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WHY USE SCHOOLS FOR DELIVERY OF SUBSTANCE ABUSE TREATMENT

1.
The inherent limitations of traditional, clinic-based service delivery model


2.
School-based treatments can take place at one or multiple levels

3.
Research supports school-based treatment approach as a practice of community mental health with the school being the community (Emery, Cowen, 1977)

4.
A school-based treatment model goes where most adolescents spend most of their weekday mornings and early afternoons

5.
This approach circumvents many of the potential barriers to accessing more traditional services and results in more adolescents in need of treatment actually receiving it.

6.
A school-based treatment model is ecologically stronger than traditional service-delivery model.

7.
School-based treatments provide an opportunity to access and influence directly the proximal determinants and consequences of substance abuse in one of the more important natural environments in which such problems occur (Wagner et al., 2000).

8
The school-based treatment model, relative to the traditional service model, has developmental advantages in that services are provided in a very high-impact social environment for influencing the psycho-social growth and adaptation of youth (Cowen, 1977).

Source: Wagner and MacGowan, 2009.
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3 ADVANTAGES OF UTILIZING SCHOOL-BASED TREATMENT

1.

2.

3.

THE EFFECTIVENESS OF SCHOOL-BASED TREATMENT

1.
Effective school-based treatments can assist in developing a clear conceptual basis for describing, predicting, and interpreting normative and non-normative patterns of development (Cicchetti and Toth, 1992).

2.
Effective school-based treatment plans incorporate rigorous evaluation plans in order to document the impact of treatment on participants and to identify areas in need of further development (Litsey and Cordray, 2000).

3.
Effective school-based treatment combines educational components regarding the development, maintenance, and consequence of problem behavior with therapeutic components targeting the development of skills and competencies intended to replace targeted behaviors or to protect adolescents when confronted with high-risk situations (Bruvold, 1993; Tobler and Stratton, 2000).

4.
Effective school-based treatments are carefully conceived in terms of timing, duration, frequency, and intensity of exposure to treatment, each of which is a critical parameter in determining the ultimate effectiveness of treatment (Kirby, 1997).

5.
Effective school-based treatment programs incorporate standard procedures, such as treatment manuals, therapists’ supervision, and systematic session review for ensuring fidelity in the implementation of core program components. 
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6.
Effective school-based programs, in particular, those that seek to reduce current levels of harmful behavior (substance use and abuse) are most effective when backed by school-wide structures such as written policies or other organizational changes that are enforced at all levels of the school (CDC, 1994-1999).

7.
Effective school-based programs are designed to engage consumers (adolescents with substance use problems) through the use of developmentally congruent and culturally relevant materials (Wagner, 2003).

8.
Effective school-based treatment programs constantly seek program-related feedback from school and other program stakeholders and make appropriate adjustments to their programs in response to negative feedback or lack of interest (Gingiss, Gottlieb, and Brink, 1994).

9.
Effective school-based treatment programs promote the practice and assimilation and generalization of socially competent behaviors in key domains in which children are developing (e.g., family, neighborhood, and peer networks).
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EXPLAINING CO-OCCURRING DISORDERS

Various explanations have been offered to explain substance use by people who have mental disorders.

1.
Many professionals believe that youth self-medicate with drugs or alcohol


in order to relieve emotional states such as anxiety and depression. This


may be especially true of  youth with mood disorders.


2.
Some researchers attribute drug use to sensation-seeking, risk taking, and impulsive behavior that is usually associated with the disruptive disorders or conduct disorders and ADHD (risk-taking behavior is also characteristic of adolescence).

3.
Some professionals point to the underlying threat stress plays in bringing on both addiction and symptoms of mental illness, which can overwhelm individuals.

Source: Youth with Co-occurring Mental Health and Substance Abuse Disorders in the Juvenile Justice System. National Mental Health Association Newsletter, 2001.

RELATIONSHIP BETWEEN CO-EXISTING SUBSTANCE ABUSE AND PSYCHOPATHOLOGY

A number of possible casual relationships exist between substance abuse and psychopathology. Several specific relationships are suggested by Meyer (1986).

1.
Psychiatric symptoms or disorders develop as a consequence of substance


use or abuse.

2.
Psychiatric disorders altering the course of substance abuse.

3.
Substance abuse altering the course of psychiatric disorders.

4.
Psychopathology, both in the individuals and their families as a risk


factor for the development of substance abuse.

5.
Substance abuse and psychopathology originating from a common



vulnerability.

Source:  Manual of Adolescent Substance Abuse Treatment. American Psychiatric

  Publishing, Inc., 2001.
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THE ROLE OF PSYCHIATRIC CO-MORBIDITY

Points To Ponder

1.
The high prevalence of the dual diagnosis of psychiatric and SUD disorders is becoming increasingly recognized and documented in the literature concerning both adolescents and adults (Crowley et al., 1998; Kandel et al., 1997; Whitmore et al., 1997).

2.
Two large population-based studies have reported on adolescents who have both psychiatric disorders and SUD. Lewinsohn et al. (1993) reported on a large sample of 14-18-year-old adolescents with SUD and found the lifetime prevalence of any psychiatric disorder to be 60%. In addition, 49% had unipolar depression, 25% had a disruptive disorder, and 16% had an anxiety disorder. Similarly, the Methods of the Epidemiology of Child and Adolescent Mental Disorders (MECA) study found the prevalences over the past 6 months for comorbid psychiatric disorders with an adolescent SUD sample to be 76% for any comorbid disorder, 68% for any disruptive behavior disorder, 32% for any mood disorder, and 20% for any anxiety disorder (Kandel et al., 1997).

3.
In addition, Rohde, Lewinsohn, & Seeley (1996) found that disruptive behavior disorders were 10 times more prevalent among adolescents with alcohol abuse/dependence than among  non-drinkers.

4.
In sum, comorbidity is the rule, rather than the exception, among adolescents in treatment for SUD. The poorer treatment outcomes, higher costs, recidivism, and relapse rates associated with comorbidity may be related to poorer access to both medical and psychiatric services in comorbid youth, as evidenced by the fact that the majority of such youth in substance treatment do not receive psychiatric treatment (Grella et al., 2001; Whitmore et al., 1997; Wise, Cuffe, & Fischer, 2001).

5.
An important barrier that has impeded integration of psychiatric services with treatment for drug abuse has been the lack of research in this field. The following section examines what is known about the relationships between psychiatric disorders and adolescent SUD and the clinical implications from a developmental perspective, highlighting recent advances that address this significant research gap.

Source: Adolescent Substance Abuse Research and Clinical Advances (2006) Edited by Howard A. Liddle & Cynthia L. Rowe, Cambridge University Press
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INTEGRATED ASSESSMENT OF ADOLESCENT SUBSTANCE ABUSE AND CO-MORBIDITY

· Understand the sequential history of presenting problems from multiple perspectives as well as to obtain relevant developmental history across the lifespan

· Parental involvement/presence

· Construct a lifetime time line (birth to present) onto which can be mapped important developmental and family history (e.g., risk factors, such as family disruptions, divorce, trauma, major losses, abuse and neglect, association with deviant peers, school failure, etc.) as well as the onset and progression of psychiatric symptoms and substance use (Riggs, 1998; Riggs and Davies, 2002)

Please note: This technique enables clinicians to conceptualize more clearly the developmental events that impact the patient’s clinical presentation and utilization of the timeline also enables clinicians to establish psychiatric and SUD diagnosis as opposed to merely identifying symptom clusters that may confound diagnostic formulations.

A CLINICAL APPROACH TO INTEGRATING TREATMENT OF SUBSTANCE ABUSE AND CO-MORBIDITY

· Initiating treatment

· Assessing suitability for pharmacotherapy

· Pharmacotherapy principles

· Choosing specific medications for co-morbidity

· Evaluating improvement

· Dealing with relapse

Source: Riggs and Whitemore, 1999.
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7 PRINCIPLES FOR CONTINUING CARE FOR ADOLESCENTS WITH CO-OCCURRING DISORDERS AFTER TREATMENT

1.

2.

3.

4.

5.

6.

7.

THE IMPORTANCE OF SYSTEMS OF CARE FOR ADDRESSING ADOLESCENT SUBSTANCE ABUSE AND CO-MORBIDITY

1.

2.

3.

4.

5.
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WHAT ADOLESCENTS WITH CO-OCCURRING DISORDERS NEED

  1.


  2.


  3.


  4.


  5.


  6.

  7.

  8.

  9.

10.
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ADOLESCENT DEVELOPMENTAL ISSUES

Middle School and Early High School Years
Parents are often worried or confused by changes in their teenagers. The following information should help parents understand this phase of development. Each teenager is an individual with a unique personality and special interests, likes and dislikes. However, there are also numerous developmental issues that everyone faces during the adolescent years. The normal feelings and behaviors of the middle school and early high school adolescent are described below.

Movement Toward Independence
· Struggle with sense of identity 

· Feeling awkward or strange about one's self and one's body 

· Focus on self, alternating between high expectations and poor self-esteem 

· Interests and clothing style influenced by peer group 

· Moodiness 

· Improved ability to use speech to express one's self 

· Realization that parents are not perfect; identification of their faults 

· Less overt affection shown to parents, with occasional rudeness 

· Complaints that parents interfere with independence 

· Tendency to return to childish behavior, particularly when stressed 

Future Interests and Cognitive Changes
· Mostly interested in present, with limited thoughts of the future 

· Intellectual interests expand and gain in importance 

· Greater ability to do work (physical, mental, emotional) 

Sexuality
· Display shyness, blushing, and modesty 

· Girls develop physically sooner than boys 

· Increased interest in sex 

· Movement toward heterosexuality with fears of homosexuality 

· Concerns regarding physical and sexual attractiveness to others 

· Frequently changing relationships 

· Worries about being normal 

Morals, Values, and Self-Direction
· Rule and limit testing 

· Capacity for abstract thought 

· Development of ideals and selection of role models 

· More consistent evidence of conscience 

· Experimentation with sex and drugs (cigarettes, alcohol, and marijuana) 

Young teenagers do vary slightly from the above descriptions, but the feelings and behaviors are, in general, considered normal for each stage of adolescence.

Source: American Academy of Child and Adolescent Psychiatry, 2001.
THE DIFFERENCE BETWEEN SUBSTANCE ABUSE IN BOYS AND GIRLS 

A major report issued in February 2003 by the National Center on Addiction and Substance Abuse (CASA) at Columbia University entitled, “The Formative Years: Pathways to Substance Abuse Among Girls and Young Women Ages 8-22,” outlined the following risks and consequences of smoking, drinking, and drug use, which are unique to girls and young women:

· Girls experiencing early puberty are at higher risk of using substances sooner, more often, and in greater quantities than later maturing peers; puberty is a time of higher risk for girls than for boys.

· Girls are more likely than boys to be depressed, have eating disorders, or be sexually or physically abused—all of which increase the risk for substance abuse.

· Girls are likelier than boys to abuse prescription painkillers, stimulants, and tranquillizers.

· Substance use can sink into abuse and addiction more quickly for girls and young women than for boys and young men, even when using the same amount or less of a particular drug.

· Girls and young women are likelier than boys and young men to experience more adverse health consequences, such as greater smoking-related lung damage. Women are more susceptible to alcohol-induced brain damage, cardiac problems and liver disease, which occur more quickly and with lower levels of alcohol consumption than with males.

· Girls using alcohol and drugs are likelier to attempt suicide.

· Girls who move frequently from one home or neighborhood to another are at greater risk of using substances than boys who move frequently.

· Transitions from elementary to middle school, from middle to high school, and from high school to college are times of increasing risk for girls. Girls making the transition from high school to college show the largest increases in smoking, drinking, and marijuana use.

· Girls are more likely to be offered substances by a female acquaintance, a young female relative, or a boyfriend and to receive offers in private settings, while boys are more likely to be offered drugs by a male acquaintance, a young male relative, a parent, or a stranger, and to receive these offers in public settings.

In order to understand adolescent development, we must understand development in the context of one’s whole life, i.e., the factors that place our youth at risk and that factors that protect them. 

THE ADOLESCENT MIND WORKS DIFFERENTLY

· Emotional instability

· Overvaluing of short-term benefits

· Reckless risk-taking

· Impulse control

· Experimentation with sex

· Experimentation with drugs

· Misattribution of affect

RISK-TAKING INCREASED RATES

· Accident

· Suicide

· Homicide

· Assaults/violence

· Depression

· Alcohol and drug abuse
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EXECUTIVE FUNCTIONS - FRONTAL CORTEX

· Planning

· Setting priorities

· Organizing thoughts

· Suppressing impulses

· Weighing the consequences of our actions

WHAT PEOPLE THINK OF SUBSTANCE ABUSERS

· Immoral and sinful

· Hedonistic

· Criminal

· Deserved to be punished

· Not worthy of compassion

· Hopeless

NEUROBIOLOGICAL CONSEQUENCES OF ADOLESCENT SUBSTANCE USE

Alcohol and other drug use can profoundly and permanently impair cognitive abilities by damaging developing neuro-structures:

· Mental flexibility

· Visual spatial relationships

· Short-term memory

· Reasoning

· Problem solving

· Attention and concentration

· Control of emotions

· Delayed or incomplete brain development 
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THE ADOLESCENT BRAIN: AREAS AFFECTED BY DRUG USE

· Neo-cortex – the thinking part of the brain

· Pre-frontal cortex – executive function and impulse control

· Hippocampus – memory generator

· Amygdala – vigilence center

PSYCHOLOGICAL CONSEQUENCES OF ADOLESCENT SUBSTANCE ABUSE

· Poor coping skills

· Fear and paranoia

· Substance-induced psychiatric challenges

· Poor self-concept

· Shame and guilt

SOCIAL CONSEQUENCES OF AOD USE IN ADOLESCENTS

· Risk-taking behaviors

· School problems

· Family and interpersonal problems

· Alienation from peers

· Criminal behavioral

· Exploitation of and by others
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SELF-CARE FOR ADOLESCENT PROGRAM MANAGERS, CEOs, THERAPISTS, SUBSTANCE ABUSE/MENTAL HEALTH WORKERS, AND ANYONE WHO WORKS WITH YOUTH 

  1.
Go out to dinner.

  2.     Develop a new relationship with your paperwork.

  3.
Hug someone.

  4.
Listen to soothing music.

  5.
Have discussions with friends about things other than work.

  6.
Exercise—jog, walk.

  7.
Be grateful.

  8.
Read that book you’ve been trying to get to for years.

  9.
Cook your favorite meal.

10.
Dance.

11.
Rent your favorite video, or rent your favorite TV series.

12.
Get some rest (i.e., take naps).

13.
Drink lots of water.

14.
Remember to help others.

15.
Have creativity in your life.

16.
Be connected to a higher power.

17.
Meditate.

18.
Reconnect with family members.

19.
Leave your work at work.

20.
Have colleagues you can talk to.

21. 
Have one day a week on which you “let it all hang out.”

22.
Have some alone time.
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