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Objectives

• Describe at least 3 strategies for building trust 
in SUD treatment.

• Identify the value of establishing trust in SUD 
treatment

• Understand and implement strategies for 
managing complex SUD cases



About Me…



About Us…







Why Build Trust?



Why Build Trust?
• Screening and assessments are only as good 

as the answers you get
• Accurate information crucial to appropriate 

referral and resource allocation



Building Trust: Strategies

• Be genuine
• Unconditional 

positive regard
• Empathy
• Loosen up!
• Mirroring
• Respect autonomy



Building Trust: Strategies

• Let’s learn from each 
other…

• What specific 
approaches do you 
use to help with 
trust building?



Building Trust

Building 
Trust

First Visit

Relapse

Non-
adherence



Building Trust: Prior to First Visit

• First impressions…
– Website
– Patient portal
– Online reviews
– Word of mouth
– Phone call
– Support staff



Building Trust: Prior to First Visit

• What are my attitudes toward substance use?
• What is my own experience (self or family) 

with substance use?
• What prejudices do I bring?
• What assumptions am I making?
• How am I wording questions?
• Whose goals will I prioritize?
• How will I respond?



Building Trust: First Visit

• First Visit
– Set the frame
– Non-judgmental
– Drop your agenda
– No finger wagging
– Mind your face!
– Accept ambivalence/resistance



Building Trust: First Visit

• Collaboration
– Adaptability
– Harm reduction?

• Evoke goals
– “Where would you like to be in 6 months?”
– “What’s the best next step to get you there?”



Alcohol: Harm Reduction

• Benefits in…
– Injuries
– Cardiac function
– Blood pressure
– Weight loss
– Liver cirrhosis
– Withdrawal risk

– Psychiatric 
symptoms

– Hospitalizations
– Self-confidence
– Quality of life
– Stigma



Building Trust: First Visit

• SUD History
– “Everybody does everything, and that’s okay.”
– Don’t leave it to the end
– Order matters
– Overshoot
– Give them a chance to brag
– Build your street cred
– Check your non-verbals



Building Trust: Relapses

• Expect it!
• Eliminate shaming messages
• Respond with genuine care
• Affirm help-seeking behaviors
• Explore triggers
• Evaluate need for higher level of care
• Build on recovery plan



Building Trust: Non-Adherence

• Avoid arguing!
• Roll with resistance

– “On one hand…on the other…”
– “You’re right …”

• Support self-efficacy
– “What’re you willing to do from here?”

• Explore discrepancies
– “On one hand we’re missing appointments, on the 

other you desperately want to get sober.”



Complex Cases



What makes a case complex?

Polysubstance 
use

Risky 
behaviors CPS reports Medical 

comorbidities

Chronic pain Trauma
Severe 

psychiatric 
symptoms

Family 
dynamics

Chronic 
relapses

Non-
adherence Pregnancy Post-op pain 

control

At-risk 
populations

Personality 
disorders Homelessness …?



Complex Cases

• Provider/team 
frustration

• Patient frustration
• Poor outcomes
• Frequent relapses + 

complications
• Non-adherence

• Poor engagement
• Worsening 

mental/physical 
health

• Job loss
• Family loss
• Legal issues



Case Management

• “Health care and resource coordination to 
achieve stated goals”

• Benefits:
– Single point of contact
– Health care advocate
– Care coordination
– Access to resources



Case Management

• May…
– Reduce inpatient psychiatric hospitalizations
– Improve QOL
– Increase access to services (cost?)
– Reduced alcohol/drug use





Chronic 
Pain





Chronic Pain
• Chronic Non-Cancer Pain (CNCP)

– Acute, Intermittent, Chronic, Acute-on-Chronic
– Neural sensitization + hyperalgesia
– Allodynia

• Not all CNCP is bad!
– Inhibitory/protective responses

• Goal: adaptive response to pain
– Function + management. Not elimination



Opioid Induced Hyperalgesia



Chronic Pain + SUD

Pain + 
Suffering

Med 
Administration 

(temporary 
relief)

Chronic 
Administration 

+ Tolerance 

Paradoxical 
Pain 

Exacerbation



Chronic pain + Suffering

• Persistent pain  stress response 
emotional suffering
– Insomnia, depression, anxiety, substance use
– Pain avoidance, activity avoidance, isolation
– Chronic pain treatment less effective with 

uncontrolled depression/anxiety

• Pain Psychology





Chronic Pain Assessments

• Etiology of pain
• Pain coping
• Functional assessment
• Focus on opioids to exclusion of other 

modalities
• Comorbid psychiatric illness
• SUD History





Chronic Pain + SUD Management

• Multidisciplinary team
– PCP
– Addiction Specialist
– Pain Specialist
– Pain Psychologist
– Therapist
– RN
– Pharmacist
– PT/OT





Pain Rehab Center

https://www.mayoclinic.org/departments-centers/pain-rehabilitation-center/sections/overview/ovc-20481691


Chronic Pain + SUD Management

• SUD Treatment
• Recovery-supportive analgesia
• Alternative modalities

– Therapeutic exercise
– CBT
– CAM
– PT/OT

• Cautious use of opioids 







Chronic Pain + SUD Management

Treatment Agreements

Appointment Frequency

Therapy

ROI for other providers

Prescription Supply + Monitoring

UDS

Documentation



Trauma + SUD



Trauma + SUD

• 50% of those with h/o trauma meet criteria 
for AUD

• 59% of those with PTSD develop a SUD
– Active SUD correlated with more severe PTSD 

symptoms

• Men with h/o trauma  cocaine
• Women with h/o trauma  heroin



Principles of Trauma-Informed Care

SAFETY TRUST PEER SUPPORT COLLABORATION

EMPOWERMENT CULTURAL 
SENSITIVITY



Trauma + SUD

• Goal: orient policies, procedures, and staff training to 
create supportive/safe environment for people with 
h/o trauma

• Emotional, behavioral, spiritual, physical impacts
• Recognize (mal)adaptive changes in people with h/o 

trauma
– Resilience vs pathology

• Beware replicating trauma dynamics
– Loss of control, trapped, powerless





Trauma + SUD: Safety

• Safety…
– From symptoms
– In the environment
– From recurrent trauma

• Mind your space
– Lighting, noises, room arrangements, etc



Clinic Retraumatization

Misdiagnosis or “labelling” 

Authoritarian approach

Coercion into treatment

Group dynamics

Discounting impact of trauma

Punitive measures

Trauma stress reaction

Collaborative approach

Respect autonomy

Monitor group interactions

Affirm impact of trauma

Offer treatment options



Trauma + SUD

• Trauma often precedes 
SUD
– SUD may develop as 

consequence of trauma
– Recovery maintenance less 

likely without trauma 
recovery

Trauma 
Cues

Trauma 
Response

Relief 
Cravings

Relapse



Trauma + SUD: Management

• Screen everybody!
– ACE

• Thorough assessments
– Prepare several grounding exercises

• Build trust and resilience
• Medication management
• Referrals/Resources

– Group/individual therapy, EMDR, peer support
– Residential trauma recovery





Case
Discussion



Case 1

35 y/o male with h/o polysubstance use (alcohol, heroin, meth, 
cannabis, BZD, bupropion, quetiapine) and hypoxic-ischemic 
brain injury (fentanyl OD) presenting for aftercare following 
discharge from inpatient psych. Divorced, lost custody of kids. 
Currently living at sober living facility. Smoking 1-3 g cannabis 
daily, scared sober living will find out. Slow, slurred speech, 
delayed responses. Meds as below.  Demanding more stimulant 
for depression.

• Seroquel 300 mg nighty
• Neurontin 600 mg TID
• Wellbutrin XL 450 mg daily
• Depakote ER 1500 mg nightly
• Effexor XR 150 mg daily
• Suboxone 8-2 mg BID + 4-1 mg nightly
• Modafinil 100 mg daily



Case 1

• What are your concerns?
• How do confront his possible intoxication 

during the appointment without damaging 
rapport?

• What are your next steps?



Case 1

Returns to next appointment. Relapse on 
heroin/meth, discharged from SLF. Admits to 
detox facility.  Still appears high when 
completely detoxed. Discharged to another SLF. 
Chronic pain exacerbation without Suboxone. 
Received small opioid prescription at the ED, 
“woke the beast.” Requesting to go back on 
Suboxone due to chronic pain.



Case 1

• How do you build trust while declining his 
repeated requests?

• What referrals are appropriate?



Case 2

43 y/o married, employed, Caucasian female. Lives with 
husband and 2 daughters (11, 7).  H/o MDD, GAD, 
PTSD, Cannabis Use Disorder, Sedative Use Disorder 
(Xanax).  Currently on Effexor, Wellbutrin, Buspar, 
Vistaril. Husband is volatile, manipulative, controlling. 
No physical/sexual abuse. 
• Daughters hide and pack bags when dad yells
• Preplanned meeting location
• EMDR therapy
• Minimal peer support



Case 2

Substance use
• Cannabis: dabbing THC daily for relief from 

“mental exhaustion.”
– High while caring for girls (no driving)
– Wants to stop but can’t

• Xanax: h/o daily use in 2016, “really proud” 
about cessation
– “Didn’t realize how much it was hindering me.”



Case 2

• How would you build trust and explore safety 
issues?

• How would you build on strengths, emphasize 
resilience, and work on reducing cannabis 
use?

• What kind of referrals/resources would she 
benefit from?

• CPS?



Case 3

37 y/o single, unemployed, Caucasian female 
with h/o polysubstance use (opioids, cannabis, 
tobacco, cocaine, alcohol, inhalants). H/o 
physical/sexual abuse. Parental rights 
terminated to all 3 kids. Current boyfriend very 
controlling and manipulative. Therapist requests 
transfer of doctor for stability purposes. 
• Distrustful, guarded, demanding Xanax
• Accusatory of poor clinical decision making



Case 3

Returns with accusations of unsupportive 
practice, not sending medications to pharmacy.  
Requesting higher doses of Suboxone.  Crisis 
phone calls on weekends. Left boyfriend, living 
in hotel. Multiple relapses.  Requesting early 
refills.
• UDS + amph, meth, MDMA, cocaine, Bup, 

THC, benzo
• Never had clean UDS



Case 3

• What concerns do you have?
• How do you build trust with her?
• How do you set boundaries in treatment while 

maintaining her trust?
• What referrals are appropriate?



Case 4

• 62 y/o married, unemployed, female with h/o 
alcohol use disorder. Medical history of 
fibromyalgia, IBS, migraines. On disability due 
to chronic pain. Presented with repeated 
alcohol relapses triggered by physical pain. 
Drinking ½ gallon liquor daily.  Pain limits daily 
functioning (dressing, bathing, cleaning, etc).  
No longer leaving the house due to pain. “I 
don’t know why I keep doing this to myself!”



Case 4

• How could you respond to repeated relapses 
in a way that builds trust?

• Other than recommending detox, what other 
referrals/resources might she need?



Case 4

Completes detox. New (safe) medication for 
chronic pain and alcohol use disorder.  Wants 
even more definitive treatment for chronic pain 
to reduce risk of relapse. Radical acceptance is 
repugnant. “If you knew anything about my 
religion you would understand.”



Case 4

• How do you explore radical acceptance of pain 
without alienating her worldview?

• What are some approaches to exploring 
possible referral to pain rehab program?



Let’s collaborate!



Resources

Case Presentations from the Addiction Academy

Facilitating Entry into Treatment

TIP 54: Managing Chronic Pain in Adults With or in Recovery 
from Substance Use Disorders

TIP 57: Trauma-Informed Care in Behavioral Health Services 

Integrating a Trauma-Informed Approach into Substance Use 
Disorder Treatment

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4781793/
https://www.ncbi.nlm.nih.gov/books/NBK64084/
https://www.ncbi.nlm.nih.gov/books/NBK92048/pdf/Bookshelf_NBK92048.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma15-4912.pdf
https://www.chcs.org/resource/integrating-trauma-informed-approach-into-substance-use-disorder-treatment/
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