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Substance Use Disorder Treatment for People with Disabilities: Updated
Evidence on Chronic Pain, Intellectual Disability, and Integrated
Approaches

The treatment framework this course provides, drawn from SAMHSA's TIP 29 on substance use
disorder treatment for people with physical and cognitive disabilities, addresses the accessibility,
adaptation, and clinical modification challenges that arise when substance use treatment must
accommodate physical limitations, cognitive impairments, chronic pain, and sensory disabilities. Since
this course was published, the intersection of chronic pain and substance use disorders has become a
dominant clinical concern, the evidence on intellectual disability and substance use has been updated,
and integrated treatment models that address pain and addiction simultaneously have been designed and
tested.

The chronic pain dimension, which this course addresses as one disability type among many, has
become a defining comorbidity in substance use treatment. A 2025 review in Current Opinion in
Psychology documented that among people with substance use disorders, chronic pain is among the
most common comorbid chronic health conditions, elevating overdose risk and worsening treatment
outcomes, and described recent advances in behavioral interventions and care delivery models that show
promise for treating both conditions simultaneously (Edwards et al., 2025). A separate 2025 study of
214 participants approximately 4.2 years after a buprenorphine clinical trial found that 73.8 percent
reported chronic pain, and that higher average pain severity, but not pain status alone, was significantly
associated with worse multidimensional recovery outcomes including increased opioid use disorder
symptoms, higher withdrawal scores, reduced physical quality of life, and elevated depression (Craft et
al., 2025). For the disability framework this course provides, these findings establish that chronic pain is
not a peripheral disability that requires accommodation but one of the most common co-occurring
conditions in substance use treatment populations and a direct predictor of recovery outcomes, with the
severity of the pain, rather than merely its presence, driving the effect.

The integrated treatment approach for co-occurring chronic pain and opioid use disorder, which this
course could not have anticipated because the opioid crisis had not yet reached its current scale when
TIP 29 was written, was formalized in a 2025 study protocol for the HOPE Trial. The trial evaluates an
integrated behavioral treatment combining Acceptance and Commitment Therapy with
Mindfulness-Based Relapse Prevention for individuals receiving medications for opioid use disorder
who also experience chronic pain, targeting the emotional, behavioral, and physiological consequences
of both conditions within the clinics that provide the medication (Hurlocker et al., 2025). This represents
the clinical recognition that pain and addiction require simultaneous intervention rather than sequential
treatment, an approach that parallels this course's emphasis on integrating disability accommodation into
substance use treatment rather than treating each condition separately.

The childhood trauma pathway linking disability, pain, and substance use was documented in a 2026
cross-sectional study of 82 methadone-treated patients, in which higher childhood trauma scores
correlated with greater pain severity, at a correlation of 0.27, and with increased alcohol consumption, at
0.25, with emotional abuse in particular linking to both greater pain severity, at 0.33, and greater alcohol
consumption (Costa et al., 2026). For the physical disability dimension this course addresses, this
identifies a developmental pathway in which childhood trauma produces both chronic pain and
substance use vulnerability, so that treating either condition without addressing the underlying trauma
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may produce incomplete recovery.

The intellectual disability dimension, which this course covers through its discussion of cognitive
disabilities and treatment modification, was updated by a 2021 review documenting that an estimated 7
to 8 million people in the United States with an intellectual disability suffer disproportionately from
substance use problems, and that there is a lack of empirical evidence to inform prevention and
treatment efforts for this population (Bhatt & Gentile, 2021). For the cognitive disability framework this
course provides, this confirms that the treatment gap the course identified when TIP 29 was published
has not been closed: people with intellectual disabilities remain underserved by a treatment system
designed for cognitively typical clients.

The Scale of the Disparity

The starting point for competent work with clients who have disabilities is recognizing that
substance use problems are not merely present but disproportionately consequential in these populations,
and that the disparity extends to the most serious outcome of all, death. A large longitudinal study using
nationally representative data, following a cohort of more than three million people and tracking four
thousand alcohol-induced deaths over up to twelve years, found that the risk of alcohol-induced death
varied substantially by disability type, with adjusted hazard ratios compared to people without disability
of 1.7 for those with a complex activity limitation, 1.6 for those with a vision limitation, and 1.4 for
those with a mobility limitation (Aram et al., 2024). People with certain disabilities are dying of alcohol
at markedly higher rates than the general population, which places the work this course describes not at
the margins of substance abuse treatment but at a point of acute need.

The disparity is not explained by disability itself causing substance use in any simple way but
reflects a convergence of factors that the counselor should understand. People with disabilities face
elevated rates of chronic pain, higher exposure to trauma, greater social isolation, higher unemployment
and poverty, and more frequent medical exposure to prescription medications, all of which raise
substance use risk, and they face these while navigating a world and a treatment system poorly designed
for them. The elevated substance use in disability populations is, in this light, less a feature of disability
than a product of the circumstances that so often accompany it, which is both a more accurate and a
more hopeful understanding, because circumstances can be addressed.

For the practitioner, the scale of the disparity is a call to take substance use in clients with disabilities
seriously rather than overlooking it, which is a real risk. Substance use in a person with a disability is
easily missed, attributed to the disability, or deprioritized behind the disability's more visible demands,
and the disability itself can mask the signs of a developing substance problem. A counselor who
understands that these populations carry elevated and sometimes lethal substance use risk will screen for
and address substance use in clients with disabilities rather than assuming the disability is the whole
clinical picture, and this vigilance is the first application of the competencies this course builds.
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The Treatment Access Gap

Alongside elevated need sits reduced access, and the evidence on this gap is stark. A study of more
than eighty-four thousand Washington State Medicaid enrollees with opioid use disorder, of whom 15.5
percent had a physical, sensory, developmental, or cognitive disability, found that people with
disabilities were 40 percent less likely than those without a disability to receive any medication for
opioid use disorder, with an adjusted odds ratio of 0.60, that those with a developmental disability were
the least likely to receive it, at an odds ratio of 0.50, and that even among those who did start
medication, people with disabilities were 13 percent less likely to continue it for six months (Thomas et
al., 2023). People with disabilities, in other words, are less likely to receive the single most effective
treatment for opioid use disorder, and less likely to stay on it when they do, a double disadvantage
layered onto their elevated risk.

This access gap is not accidental but reflects the accumulation of barriers that this course's attention
to accessibility addresses. Treatment facilities may be physically inaccessible to people with mobility
disabilities, communication-inaccessible to people who are deaf, cognitively inaccessible to people with
intellectual or cognitive disabilities, and staffed by clinicians who have received little training in
working with any of these populations. Transportation, which is difficult for many people with
disabilities, is a frequent obstacle to the daily or frequent attendance some treatment requires. And the
assumptions and attitudes of a treatment system built for nondisabled clients can render a program
effectively closed to a person with a disability even when no formal barrier exists. The study that
documented the MOUD gap explicitly named improved enforcement of the Americans with Disabilities
Act and the provision of accommodations as solutions, locating the problem not in the clients but in a
system that fails to accommodate them.

For the practitioner, this evidence reframes accessibility from a compliance obligation into a clinical
and ethical imperative. A person with a disability who cannot access effective treatment is a person left
to face an elevated and sometimes lethal risk without the care that would reduce it, and the barriers that
produce this are, in principle, removable. The counselor who understands the access gap will attend to
whether their own program is genuinely accessible, will advocate for the accommodations that open
treatment to clients with disabilities, and will recognize that ensuring access is not separate from
providing care but a precondition of it. This course's emphasis on adapting treatment to the client's
disability is, at bottom, about closing this gap one accommodation at a time.

Physical Disability and Spinal Cord Injury

Among physical disabilities, spinal cord injury illustrates with particular clarity how disability, pain,
and substance use intertwine, and how that intertwining affects outcomes. In a rehabilitation sample of
people with spinal cord injury, more than half had a history of substance abuse and 94 percent reported
moderate or severe pain, and the two interacted: among patients reporting low pain, those with a history
of substance abuse achieved less functional improvement in rehabilitation than those without such a
history (Harper et al., 2022). Substance use and pain are not incidental complications in this population
but common and consequential factors that shape how well a person recovers physical function after a
catastrophic injury.
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The prescription of opioids for the real and severe pain that often accompanies physical disability
creates a specific and dangerous dynamic that the counselor must understand. A study of more than
twelve hundred people with spinal cord injury found that the occasional use of three or more
prescription opioids was associated with more than three times the odds of suicidal ideation, with an
odds ratio of 3.53, and that self-reported opioid misuse carried a similar elevation, at 3.51, even after
accounting for depression and pain (Krause et al., 2026). People with physical disabilities are frequently
prescribed opioids for legitimate pain, and this legitimate medical exposure can become a pathway to
misuse, dependence, and the profound despair that the association with suicidal ideation reflects, which
places the counselor working with this population at the intersection of pain management, addiction, and
suicide risk.

For the practitioner, physical disability demands attention to the whole of this picture rather than to
substance use in isolation. It requires taking the client's real pain seriously rather than dismissing it,
since untreated pain drives both suffering and substance use, while remaining alert to the risk that pain
treatment, particularly with opioids, can create. It requires assessing for the suicidal ideation that the
evidence links to opioid use in this population. And it requires the physical accessibility that allows a
person with a mobility disability to reach and participate in treatment at all. The counselor who holds
pain, addiction, suicide risk, and access together, rather than treating substance use as a separate
problem, is meeting the actual clinical reality of the client with a physical disability.

Traumatic Brain Injury

Traumatic brain injury occupies a special place at the intersection of physical and cognitive
disability, because it is both caused by and a cause of substance use, and because its cognitive effects
complicate treatment. The bidirectional relationship is well established: alcohol intoxication is one of the
strongest predictors of traumatic brain injury, since a large proportion of these injuries occur in people
who are intoxicated, and the injury in turn can act as a risk factor for and modulator of subsequent
alcohol use disorder, with post-injury alcohol use a key predictor of rehabilitation outcomes and of
repeat injury (Weil et al., 2018). A study following 225 adults hospitalized for traumatic brain injury
found that about 11 percent met criteria for a substance use disorder in the first year after the injury, and
that post-injury alcohol use was actually higher after mild than after moderate or severe injury
(Beaulieu-Bonneau et al., 2018), a counterintuitive finding suggesting that the more visibly impaired
patients may receive more oversight while those with milder injuries return more quickly to prior
patterns.

What makes traumatic brain injury particularly challenging for treatment is that its cognitive effects,
on memory, attention, impulse control, and executive function, directly impair the capacities that
standard substance use treatment relies upon. A person with a brain injury may struggle to remember
appointments and treatment content, to inhibit impulses, to plan and follow through, and to engage in the
abstract, verbally mediated processing that talk therapies require, and a treatment approach that does not
accommodate these impairments will fail not because the person lacks motivation but because the
treatment is pitched beyond their current cognitive capacity. A systematic review of integrated care for
traumatic brain injury with mental health and substance use, drawing on 59 articles, concluded that
cognitive accommodations should be built into treatment plans and that multidisciplinary teams are
needed to serve this population (Chan et al., 2022).
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For the practitioner, traumatic brain injury requires recognizing the injury in the first place, which is
often undocumented, and then adapting treatment to its cognitive effects. This means simplifying and
repeating information, using written and visual supports to compensate for memory impairment,
breaking tasks into manageable steps, allowing more time, and building in the external structure that a
person with impaired executive function cannot yet supply internally. These are exactly the treatment
adaptations this course teaches, applied to one of the most common and most under-recognized
cognitive disabilities in the substance-using population, and the counselor who screens for a history of
brain injury and adapts accordingly reaches clients whom an unadapted approach would lose.

Intellectual and Developmental Disability

People with intellectual and developmental disabilities face elevated substance use risk alongside
some of the largest gaps in accessible treatment, a combination this course rightly flags. A Swedish
nationwide cohort study comparing more than eighteen thousand people with mild intellectual disability
to the general population found that they had substantially elevated risk of substance-use-related
problems, with a hazard ratio of 1.81, and that the risk was dramatically higher among those with
co-occurring psychiatric conditions, with hazard ratios ranging up to 8.24 (Påhlsson-Notini et al., 2024).
A systematic review drawing on 138 articles concluded that people with mild to borderline intellectual
disability are at higher risk of developing substance use disorders than those without, while documenting
poor detection of intellectual disability in addiction settings and a lack of systematic assessment tools
suited to this population (van Duijvenbode & VanDerNagel, 2019). The population is at elevated risk
and poorly served, exactly the combination this course exists to address.

The reasons treatment so often fails this population are instructive. Standard substance use treatment
relies heavily on abstract reasoning, verbal processing, reading, and the kind of insight-oriented and
cognitively demanding work that people with intellectual disabilities find difficult or inaccessible, and a
program that delivers its content at a typical cognitive level effectively excludes them even when it
formally admits them. Compounding this, clinicians frequently miss the intellectual disability altogether,
particularly in the mild-to-borderline range, and deliver treatment the client cannot follow while
attributing the resulting non-engagement to resistance or lack of motivation. The client is then failed
twice, first by treatment pitched beyond their comprehension and then by a misinterpretation of the
failure as their own.

Encouragingly, adapted treatment works when it is provided. A study of an intervention specifically
designed for people with mild intellectual disability or borderline intellectual functioning, combining
motivational interviewing and cognitive-behavioral therapy in a simplified, personalized form supported
by a mobile application, found that ten of twelve participants showed a decrease in substance use
(Gosens et al., 2024). The lesson is not that this population cannot benefit from treatment but that
treatment must be adapted to their cognitive level, simplified in language, concrete rather than abstract,
repetitive, and supported by external aids. For the practitioner, this means learning to recognize
intellectual disability, adjusting the treatment to the client's actual cognitive capacity, and rejecting the
assumption that a client who does not engage with standard treatment cannot be helped, when the truth
is that they have not yet been offered treatment they can use.
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Cognitive Impairment and Treatment Adaptation

Beyond the specific populations with diagnosed intellectual disability or brain injury lies a broader
and often unrecognized reality: cognitive impairment is common across the substance-using population
and directly affects whether treatment works. A systematic review of the impact of cognition on
addiction treatment outcomes, drawing on 46 studies, found associations of medium effect size between
general cognition and treatment adherence, and between reward-based decision-making and relapse,
concluding that limited cognitive and executive resources reduce a person's ability to benefit from the
talk therapies that dominate substance use treatment (Domínguez-Salas et al., 2016). Cognitive capacity,
in other words, shapes whether a client can engage with and benefit from treatment, and clients with
impaired cognition, whether from a diagnosed disability, from the effects of substances themselves, or
from other causes, are at a disadvantage in treatment as it is usually delivered.

This has a specific implication that connects the disability focus of this course to substance use
treatment generally: many clients who are not formally identified as having a cognitive disability
nonetheless have cognitive impairments that treatment must accommodate. The heavy substance use that
brings people to treatment often impairs cognition itself, and this impairment is frequently greatest early
in recovery, exactly when treatment demands the most cognitive engagement. A treatment approach
designed for a fully cognitively intact client may therefore fail a substantial share of clients whose
cognition is compromised, and the accommodations this course teaches for people with cognitive
disabilities, simplification, repetition, concrete rather than abstract content, and external structure,
benefit a far wider range of clients than those with a formal diagnosis.

Efforts to address cognitive impairment directly have had mixed results that the counselor should
understand honestly. A meta-analysis of cognitive-boosting interventions for impulsivity in addiction
found that only one specific approach, goal management training, showed benefit on impulsive choice,
with a standardized mean difference of 0.86, while computerized cognitive training and pharmacological
enhancers were not supported (Anderson et al., 2021). The realistic implication is not that cognition can
be readily fixed but that treatment should be adapted to the client's cognitive capacity as it is, with
selective use of the specific cognitive interventions that have evidence, rather than assuming either that
cognition is irrelevant or that it can be easily boosted. Meeting clients at their actual cognitive level, and
building the external supports that compensate for what internal capacity cannot yet provide, is the
durable lesson.

Deaf and Hard of Hearing Clients and Sensory Disability

Sensory disabilities, particularly being deaf or hard of hearing, create communication barriers that
can render substance use treatment effectively inaccessible, a problem this course's attention to
accommodation directly addresses. People who are deaf or hard of hearing are not immune to substance
use problems, and a national study using survey data from more than two hundred thousand people, in
which the deaf and hard of hearing made up 5.4 percent of the sample, found that after adjustment they
were more likely than hearing adults to report all four measured types of substance use disorder (Park et
al., 2021). The need is present, but the treatment system is largely unprepared to meet it in an accessible
way.
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The scale of the accessibility failure is documented and striking. A study using nationally
representative facility data found that in 2019, 59 percent of substance use treatment facilities receiving
public funds reported not providing services in sign language, along with 41 percent of mental health
facilities (James et al., 2022). For a deaf person whose primary language is American Sign Language, a
treatment program that cannot communicate in that language is not meaningfully accessible, regardless
of its formal willingness to admit deaf clients, and the majority of publicly funded substance use
programs fall into this category. This is not a minor gap but a wholesale exclusion of a population from
treatment delivered in a language they can fully access, and it represents noncompliance with the
effective-communication requirements that apply to these facilities.

For the practitioner, sensory disability requires attention to communication access as a precondition
of treatment rather than an afterthought. For a deaf client, this may mean providing a qualified sign
language interpreter, ideally one familiar with substance use treatment, rather than relying on written
notes or an unqualified interpreter such as a family member, and recognizing that deaf culture and the
deaf experience shape how a client understands and discusses substance use. It also means attending to
the isolation that sensory disability can impose, which is itself a substance use risk factor, and to the way
that communication barriers can leave a deaf client cut off from the peer support and group processes
that much treatment relies upon. Ensuring genuine communication access is the specific form that
accommodation takes for this population, and without it, treatment cannot reach them.

Chronic Pain as the Common Thread

Chronic pain runs through nearly every disability this course addresses, and its intertwining with
substance use is now among the most important clinical realities in the field, as the recent evidence
assembled in the opening section establishes. That chronic pain is among the most common comorbid
conditions in substance use disorder populations, that its severity rather than its mere presence drives
worse recovery outcomes, and that it frequently traces back to childhood trauma together describe a
clinical problem the counselor cannot avoid. Many clients with physical disabilities live with chronic
pain; many clients whose substance use began with legitimately prescribed pain medication are
managing both a pain condition and an addiction; and the two conditions reinforce each other, with pain
driving use and use, over time, worsening pain.

The clinical challenge is that pain and addiction have historically been treated in separate systems
with contradictory approaches, the pain system oriented toward relief, often with the opioids that the
addiction system works to reduce, leaving the client caught between them. The integrated approaches
now being developed and tested, combining behavioral pain-management strategies such as acceptance,
mindfulness, and the reduction of pain catastrophizing and activity avoidance with substance use
treatment, represent the recognition that the two conditions must be addressed together by a coordinated
approach rather than fought over by competing systems. These behavioral pain-management strategies
can often be integrated into substance use treatment without requiring specialized pain-clinic referral,
expanding the counselor's toolkit for a common and difficult clinical situation.

For the practitioner, chronic pain requires holding two truths at once: that the client's pain is real and
deserves treatment, and that opioid-based pain treatment carries genuine addiction risk that must be
managed. Neither dismissing the pain nor refusing all pain treatment serves the client, and the path
between them runs through the behavioral pain-management approaches that reduce suffering without
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the risks of escalating opioid use, combined with careful, collaborative management of any necessary
medication. The counselor who can take a client's pain seriously while helping them find ways to live
with it that do not depend on escalating substance use is addressing one of the central clinical problems
of contemporary substance use treatment, and doing so in a way the recent evidence supports.

Accommodating Treatment: The Principle of Universal Design

Across every disability this course addresses runs a single unifying principle: treatment must be
adapted to the client rather than requiring the client to adapt to a treatment designed for someone else.
This principle, sometimes called universal design, holds that services built to be accessible to people
with a wide range of abilities serve everyone better, and it offers the counselor a coherent framework for
the many specific accommodations the different disabilities require. Rather than treating each
accommodation as a special exception, the counselor can adopt a general stance of designing treatment
to be accessible, which reduces the barriers for clients with disabilities while often improving the
treatment for clients without them.

The specific accommodations follow from the specific disabilities but share a common logic. For
cognitive and intellectual disabilities and brain injury, it means simplifying language, using concrete
rather than abstract content, repeating key material, breaking tasks into steps, using visual and written
supports, and providing external structure. For physical disabilities, it means ensuring physical access to
facilities and addressing transportation. For sensory disabilities, it means providing communication
access through interpreters or other means. For chronic pain, it means integrating behavioral pain
management. And across all of them, it means allowing more time, meeting the client at their actual
level, and rejecting the assumption that a client who cannot use standard treatment cannot be helped.
Many of these accommodations, particularly the cognitive ones, benefit a far broader range of clients
than those with formal diagnoses, which is the deeper insight of universal design.

For the practitioner, adopting this stance transforms the work with clients who have disabilities from
a series of difficult exceptions into a coherent practice. The counselor who asks, for each client, what
this particular person needs in order to access and benefit from treatment, and who adjusts the treatment
accordingly, is practicing the universal design this course points toward, and is far more likely to reach
the underserved populations the evidence describes than one who delivers a single standard approach
and treats those who cannot use it as beyond help. The competencies this course builds are, in the end,
the specific skills of this general practice of accessible, accommodating treatment.

Screening, Assessment, and the Recognition Problem

A theme running through the evidence on every disability is a recognition problem: the disability, or
the substance use, or both, frequently goes unrecognized, and treatment cannot accommodate what it has
not identified. Intellectual disability in the mild-to-borderline range is missed in addiction settings;
traumatic brain injury is often undocumented; substance use in a person with a visible disability is
overlooked behind the disability's more obvious demands. This recognition problem is the first barrier to
accessible treatment, because a counselor who does not know a client has a cognitive disability will not
adapt the treatment, and a counselor who does not screen a disabled client for substance use will not
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treat the substance problem.

Addressing the recognition problem requires deliberate screening in both directions. Clients
presenting for substance use treatment should be screened for the disabilities, particularly the hidden
cognitive ones, that will require accommodation, since a brief screen for a history of head injury or for
cognitive difficulty can surface an impairment that would otherwise derail treatment. And clients with
known disabilities, in whatever setting, should be screened for substance use, since the elevated risk
documented across disability populations means substance problems are common and the disability can
mask them. The systematic assessment tools suited to these populations remain underdeveloped, as the
research notes, but the counselor need not wait for perfect instruments to ask the questions that surface
both the disability and the substance use.

For the practitioner, the recognition problem argues for a habit of mind as much as a specific
procedure: an active alertness to the possibility of unrecognized disability in substance-using clients and
of unrecognized substance use in clients with disabilities. A counselor who assumes that any cognitive
disability would already have been identified, or that a client's visible disability is the whole story, will
miss the very conditions that determine whether treatment succeeds. Building the routine of screening in
both directions, and of asking rather than assuming, is how the counselor ensures that the
accommodations this course teaches are actually triggered by the recognition that makes them necessary.

Building the Therapeutic Alliance Across Disability

The evidence on adapted treatment establishes that technique matters, but the vehicle through which
any technique reaches a client with a disability is the therapeutic relationship, and that relationship
carries particular weight for clients who have often been failed by helpers before. Many people with
disabilities arrive at substance use treatment having accumulated a history of being talked over,
underestimated, pitied, or dismissed, sometimes by the very systems meant to help them, and they may
enter the counseling relationship expecting more of the same. The counselor who recognizes this history
will understand that a client's initial guardedness is often not resistance to treatment but a reasonable
protection learned from experience, and will work to demonstrate, through actions rather than
assurances, that this relationship will be different.

The specific behaviors that build alliance with clients who have disabilities follow from respecting
their competence and autonomy. It means addressing the client directly rather than speaking to a
companion, aide, or interpreter about them, since a person with a physical or communication disability is
still the author of their own treatment. It means asking the client what they need rather than assuming,
since the client is the expert on their own disability and its accommodations, and few things
communicate respect more clearly than being asked. It means allowing the client to describe their
disability and its relevance to their substance use in their own terms, rather than imposing the
counselor's assumptions about what the disability must mean. And it means being honest about the
counselor's own unfamiliarity when it exists, since a counselor who admits not knowing much about a
particular disability and asks the client to teach them builds more trust than one who feigns an expertise
the client can see through.

The alliance also depends on the counselor managing their own reactions to disability, which is a
form of countertransference that deserves honest attention. Disability can evoke pity, discomfort,
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avoidance, an urge to rescue, or an unconscious lowering of expectations, and each of these, however
well-intentioned, undermines the relationship and the work. Pity positions the client as an object of
charity rather than an agent of their own recovery; discomfort leaks into the interaction and the client
feels it; the urge to rescue takes over the client's autonomy; and lowered expectations become a
self-fulfilling prophecy in which the counselor, expecting little, offers little, and receives little in return.
The counselor who notices these reactions in themselves and sets them aside in favor of a stance of
respectful, expectant partnership gives the client with a disability the same thing that helps any client, a
relationship in which they are seen as capable of change.

Family, Caregivers, and the Support System

Clients with disabilities are more likely than others to live within a web of caregiving relationships,
and these relationships shape both the substance use problem and its treatment in ways the counselor
must understand and work with. A client with a significant physical, cognitive, or intellectual disability
may depend on family members or paid caregivers for daily support, transportation, medication
management, and access to treatment itself, which means the support system is often the practical
gateway through which treatment succeeds or fails. A caregiver who supports recovery can make
treatment possible by providing transportation, reinforcing new skills, and helping the client navigate a
complex system, while a caregiver who is absent, overwhelmed, or himself using substances can
undermine treatment no matter how well it is designed.

The caregiving relationship can also be entangled with the substance use in complicated ways that
the counselor should assess without assuming. In some situations a caregiver inadvertently enables
substance use by supplying money, medication, or transportation to sources, or by shielding the client
from consequences out of protectiveness. In others a caregiver is the client's primary source of
medication, including the prescribed opioids that can become a substance problem, so that changing the
client's substance use requires renegotiating the caregiving arrangement. And in still others the strain of
caregiving contributes to substance use in the caregiver, or the dependence itself becomes a site of
conflict, control, and resentment that fuels the client's use. Understanding the specific shape of these
dynamics in a given client's life is part of understanding their substance use, and it opens avenues for
intervention that treating the client in isolation would miss.

For the practitioner, working with the support system means engaging caregivers and family as
potential allies while keeping the client at the center as the person being treated. It means, with the
client's consent, educating caregivers about substance use disorder and about how they can support
recovery rather than inadvertently undermining it, since caregivers often want to help but do not know
how. It means recognizing and addressing caregiver burden, since a supported caregiver is better able to
support the client, and an exhausted or resentful one is not. And it means holding the tension between
involving the support system and respecting the client's autonomy and confidentiality, particularly for
adult clients with intellectual disabilities whose autonomy is easily overridden by well-meaning others.
The goal is a support system that extends the reach of treatment into the client's daily life, mobilized in
the service of the client's own goals rather than in place of them.
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Co-Occurring Mental Health Conditions

The intertwining of disability and substance use is frequently complicated by a third strand,
co-occurring mental health conditions, and the evidence assembled in this course points repeatedly to
how powerfully these three interact. The finding that people with mild intellectual disability faced
dramatically higher substance-use risk when they also had a psychiatric condition, with hazard ratios
climbing far above the risk from intellectual disability alone, captures a pattern that recurs across
disability types: the combination of disability, mental illness, and substance use is more than the sum of
its parts, and it is common. Depression, anxiety, post-traumatic stress, and other conditions are elevated
in most disability populations, driven by the same circumstances of pain, trauma, isolation, and
disadvantage that elevate substance use, and they feed the substance use directly as people use
substances to manage psychological suffering.

This convergence has a specific clinical implication that the counselor must hold: treating the
substance use in isolation, without attention to the co-occurring mental health condition and the
disability, is likely to fail, because the untreated depression or trauma continues to drive the use. The
person with a spinal cord injury whose opioid use is linked to suicidal ideation, the person with a
traumatic brain injury whose impulse control and mood are altered by the injury, the person with an
intellectual disability and a co-occurring anxiety disorder, each requires treatment that addresses all of
what is present rather than any one strand alone. Integrated treatment, which addresses substance use
and mental health together, is the standard of care for co-occurring conditions generally, and its logic
extends naturally to the disability dimension: all three must be addressed together by a coordinated
approach.

The suicide risk that runs through these populations deserves particular emphasis, because it raises
the stakes of getting the integration right. The evidence linking opioid use to suicidal ideation in people
with spinal cord injury, even after accounting for pain and depression, and the elevated alcohol-induced
mortality across disability types, together mark these as populations in which the convergence of
disability, mental illness, and substance use can turn lethal. For the practitioner, this means screening for
suicide risk as a routine part of working with clients who have disabilities and substance use problems,
taking that risk seriously, and ensuring that the mental health dimension of the client's presentation
receives real attention rather than being subordinated to the substance use or attributed to the disability.
Holding all three strands together is not a counsel of perfection but the actual requirement of competent
care for a population in which the strands are tightly and sometimes dangerously bound.

Medication Management in Complex Cases

Few areas of practice with clients who have disabilities are as consequential, or as fraught, as the
management of medication, because these clients are frequently taking multiple prescribed medications
for real conditions while also being at elevated risk for the misuse of some of them. A person with a
physical disability may be prescribed opioids for genuine pain, benzodiazepines for anxiety or spasticity,
and other central-nervous-system depressants, a combination that carries real danger of interaction and
overdose even when every prescription is legitimate. The evidence that the occasional use of three or
more prescription opioids in people with spinal cord injury was associated with more than tripled odds
of suicidal ideation illustrates how the accumulation of prescribed medication, not merely illicit drug
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use, is a site of serious risk in these populations.

This creates a clinical situation that resists simple rules and requires careful judgment. The instinct to
eliminate all potentially misusable medication collides with the reality that the client's pain, spasticity, or
anxiety is real and that untreated it will drive suffering and, often, substance use. Yet leaving a
dangerous medication regimen unexamined abandons the client to the risks the evidence documents. The
path between these errors runs through collaboration, both with the client and with the prescribing
clinicians, to assess the whole medication picture, to identify where risk can be reduced without
abandoning legitimate treatment, and to substitute safer approaches, including the behavioral
pain-management strategies discussed earlier, where they can carry part of the load that medication now
carries alone.

For the practitioner, medication management in these complex cases means, first, actually knowing
what the client is taking, which requires asking specifically and often reconciling multiple prescribers
who may not communicate with one another. It means understanding the interactions and risks of the
combination, particularly the compounding respiratory depression of opioids and benzodiazepines
together. It means coordinating with prescribers rather than working around them, since a substance use
counselor who quietly disapproves of a client's medication while the prescriber continues it serves no
one. And for clients on medications for opioid use disorder, it means understanding that these
medications are themselves the treatment, evidence-based and protective, and that the goal is to help the
client access and remain on them, as the treatment-access evidence makes clear that people with
disabilities too often do not. The counselor's role is not to prescribe but to see the whole picture, name
the risks, and help the client and the prescribers move toward a regimen that treats the client's real
conditions while reducing the dangers that the current combination may carry.

Group Treatment and Accessibility

Group treatment is a mainstay of substance use care, valued for the peer support, mutual
identification, and social learning it provides, yet it is also a setting in which clients with disabilities are
frequently excluded, whether by physical, communication, or cognitive barriers, and the counselor who
relies on groups must attend to whether those groups are genuinely accessible. A person who uses a
wheelchair cannot benefit from a group held in an inaccessible room; a deaf person cannot participate in
a spoken group without interpretation; a person with an intellectual disability or a brain injury may be
unable to follow the pace, abstraction, and verbal density of a typical group discussion and may sit
through session after session absorbing little. In each case the exclusion is easy to miss, because the
client is physically present, and the counselor may mistake their disengagement for lack of motivation
rather than lack of access.

The barriers to group participation are, like other accessibility barriers, addressable when the
counselor attends to them. Physical accessibility of the group space is a baseline requirement.
Communication access for deaf clients, through qualified interpretation, allows genuine participation
rather than the isolation of sitting through a conversation one cannot follow. And cognitive accessibility,
achieved by moderating the pace, checking for understanding, summarizing and repeating key points,
and grounding abstract discussion in concrete examples, opens the group to clients with cognitive and
intellectual disabilities while often improving it for everyone, since many clients without formal
diagnoses also struggle with pace and abstraction, particularly early in recovery when their own
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cognition is compromised.

There are also situations in which a specialized group serves clients with disabilities better than a
mainstream one, and the counselor should hold this option without defaulting to it as segregation. A
group specifically for deaf clients, conducted in sign language, can offer a depth of shared understanding
and communication that no interpreted mainstream group can match. A group adapted for people with
intellectual disabilities, paced and pitched to their cognitive level, can allow genuine engagement that a
mainstream group cannot. The judgment about whether to include a client with a disability in a
mainstream group with accommodations or to offer a specialized group depends on the client's needs
and preferences and on what is available, and it is a judgment best made with the client rather than for
them. What the counselor should not do is place a client with a disability in an inaccessible group and
count them as served, since presence without participation is not treatment.

Relapse Prevention Adapted to Disability

The skills of relapse prevention, recognizing triggers and high-risk situations, developing coping
strategies, and building a life that supports recovery, apply to clients with disabilities as to everyone, but
the specific triggers, the specific coping strategies, and the specific barriers to building a
recovery-supportive life all take particular forms that the counselor must address. For many clients with
disabilities, chronic pain is a central and recurring trigger, since a flare of pain can drive a return to the
substances that once relieved it, which means relapse prevention must include a plan for managing pain
without resorting to substance use, drawing on the behavioral pain-management strategies discussed
throughout this material. For clients whose substance use is entangled with isolation, the trigger is the
loneliness that disability can impose, and the coping strategy must include building the social connection
that both supports recovery and reduces the isolation that fuels use.

The cognitive dimension of relapse prevention requires particular adaptation for clients with
intellectual disabilities, brain injuries, or other cognitive impairments, because the standard approach
relies heavily on the capacities these clients may lack. Recognizing a high-risk situation before it
escalates, recalling and deploying a coping strategy in the moment, and inhibiting the impulse to use all
depend on the memory, attention, planning, and impulse control that cognitive disability impairs.
Relapse prevention for these clients must therefore lean less on internal cognitive processes and more on
external supports and concrete, rehearsed routines: simple, memorable coping strategies practiced to the
point of automaticity, environmental changes that reduce exposure to triggers rather than relying on the
client to resist them in the moment, and the involvement of the support system in recognizing warning
signs the client may not catch. The mobile-application support that helped participants with intellectual
disabilities in the adapted intervention discussed earlier illustrates the principle: external, concrete aids
can carry the cognitive load that the client cannot yet carry internally.

For the practitioner, adapting relapse prevention means building a plan around the client's actual life,
triggers, and capacities rather than a generic template. It means identifying the specific high-risk
situations that this client's disability creates, whether pain flares, medical appointments where opioids
are offered, isolation, caregiver conflict, or the frustration of navigating an inaccessible world, and
developing concrete, feasible responses to each. It means matching the cognitive demands of the plan to
the client's cognitive capacity, using external supports where internal capacity falls short. And it means
recognizing that for many clients with disabilities, building a recovery-supportive life requires
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addressing the disadvantages, the isolation, the unemployment, the lack of accessible recreation and
community, that make recovery harder, since a life with little in it beyond the disability and its burdens
offers thin competition to substance use. Relapse prevention, for these clients, extends into the work of
helping them build lives worth staying sober for.

Practice Illustrations

The principles this material develops become clearer in application, and a few composite
illustrations, drawn from the patterns the evidence describes rather than from any individual, show how
the competencies come together in practice. Consider a client with a traumatic brain injury sustained
years earlier in a crash that occurred while he was intoxicated, who now presents with an alcohol use
disorder and a history of missing appointments, forgetting session content, and reacting impulsively. An
unadapted approach would read his missed appointments and forgotten content as poor motivation and
might discharge him for noncompliance. A counselor who recognizes the brain injury and its cognitive
effects reads the same behavior as the predictable result of impaired memory and executive function,
and responds by providing appointment reminders, written summaries of each session, simplified and
repeated content, and external structure to compensate for what his injury has taken. The client who was
failing unadapted treatment becomes a client engaging with adapted treatment, and the difference lies
entirely in the counselor's recognition and response.

Consider a client with a mild intellectual disability, never formally identified in the addiction setting,
who has sat quietly through months of a standard group without apparent benefit, her non-engagement
attributed to resistance. A counselor alert to the possibility of unrecognized cognitive disability notices
that she cannot follow the group's pace and abstraction, screens for and identifies the intellectual
disability, and shifts her to an approach pitched to her actual cognitive level, concrete, simplified,
repetitive, and supported by external aids of the kind shown to help people with intellectual disabilities
reduce their use. Her apparent resistance dissolves into engagement once she is offered treatment she
can actually use, illustrating the recognition problem and its remedy in a single case.

Consider a client with a spinal cord injury, severe chronic pain, a regimen of prescribed opioids, and
a growing pattern of misuse accompanied by expressions of hopelessness. The counselor who holds the
whole picture takes the client's real pain seriously rather than dismissing it, screens for and finds the
suicidal ideation the evidence links to opioid use in this population, coordinates with the prescribing
clinicians to reassess a dangerous medication regimen, introduces behavioral pain-management
strategies to carry part of the load that opioids now carry alone, and treats the hopelessness as the mental
health emergency it is rather than a side issue. No single intervention resolves this client's situation;
competent care lies in addressing pain, addiction, suicide risk, and access together, which is precisely
the integration this material argues for. These illustrations share a structure: in each, an unadapted
approach fails a client whom an adapted, integrated approach can reach, and the counselor's knowledge
is the pivot on which the outcome turns.
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Documentation, Advocacy, and Systems Navigation

Competent work with clients who have disabilities extends beyond the counseling session into the
documentation, advocacy, and systems navigation that determine whether the client can access and
sustain treatment at all, and the counselor who treats these as outside their role abandons clients at
exactly the points where the treatment-access gap is widest. The evidence that people with disabilities
are markedly less likely to receive effective medication for opioid use disorder, and that most publicly
funded programs cannot serve deaf clients in their own language, describes a system that clients cannot
navigate alone, and the counselor is often the person best positioned to help them navigate it.
Documenting a client's disability and the accommodations they require, in a way that travels with them
through the system, is a first step toward ensuring those accommodations are actually provided rather
than repeatedly renegotiated.

Advocacy, in this context, means using the counselor's position and knowledge to help clients obtain
what they are entitled to and what they need. It may mean advocating within the counselor's own
program for the accommodations a client requires, from an interpreter to an accessible meeting space to
a modified treatment approach. It may mean helping a client access the medications for opioid use
disorder that the evidence shows they are too often denied, including addressing the barriers, whether
transportation, cognitive, or attitudinal, that stand between the client and that treatment. And it may
mean invoking, where appropriate, the legal protections that apply to these situations, since the
requirements of the Americans with Disabilities Act and the effective-communication obligations of
treatment facilities are not abstractions but enforceable entitlements that the evidence shows are
frequently unmet. A counselor need not be a lawyer to know that a deaf client is entitled to
communication access and to insist that the program provide it.

Systems navigation recognizes that clients with disabilities typically move among multiple systems,
medical, disability services, mental health, substance use treatment, and sometimes the criminal justice
or child welfare systems, and that these systems rarely coordinate on their own. The counselor who
helps a client navigate this fragmentation, communicating with the other providers involved, reconciling
conflicting approaches, and ensuring that the client does not fall through the gaps between systems,
provides something the client often cannot obtain elsewhere. This work is not a distraction from
treatment but a condition of it, since a client lost in the gaps between systems is a client not receiving
care. For the practitioner, embracing this broader role, within the limits of the counselor's position and
the client's autonomy, is part of what it means to serve a population that the systems meant to help them
so often fail.

The Counselor's Own Development

The competencies this material describes are not acquired once and possessed permanently but
developed over time through deliberate effort, honest self-examination, and a willingness to keep
learning, and the counselor who takes the work with clients who have disabilities seriously will treat
their own development as an ongoing responsibility. The knowledge base is substantial and evolving,
spanning many disabilities each with its own clinical considerations, and no counselor begins fully
competent across the whole range. What distinguishes a developing counselor is not that they already
know everything about every disability but that they approach each client with a readiness to learn what
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they do not yet know, from the literature, from colleagues, and above all from the client, who is the
expert on their own experience.

Self-examination is central to this development because the barriers to serving clients with
disabilities are as much attitudinal as informational. The counselor who honestly examines their own
reactions to disability, the pity, discomfort, avoidance, or lowered expectations that can arise unbidden,
and works to replace these with a stance of respectful, expectant partnership, removes obstacles that no
amount of technical knowledge would otherwise clear. This examination is uncomfortable, since it asks
the counselor to confront biases they may not wish to acknowledge, but it is the difference between a
counselor whose good intentions are undermined by unexamined attitudes and one whose stance
genuinely serves the client. The evidence that adapted treatment works is, among other things, a
mandate for this self-examination, because it establishes that when clients with disabilities fail to
benefit, the failure often lies in the treatment and the counselor rather than in the client.

Finally, the counselor's development is supported by not working in isolation. Consultation with
colleagues, collaboration with disability-specific specialists and services, and the multidisciplinary
teamwork that the research on complex populations repeatedly recommends all extend the individual
counselor's competence beyond what any one person could hold alone. A counselor who knows when to
consult, when to refer, and when to bring in a specialist, and who builds the relationships that make this
possible, serves clients better than one who tries to do everything alone and inevitably reaches the limits
of their own knowledge. The work of serving clients with disabilities is, in the end, a shared endeavor,
and the counselor who approaches it with humility, a commitment to ongoing learning, and a
willingness to draw on others is the counselor most likely to provide the accessible, adapted, integrated
care that the evidence shows these clients need and too rarely receive.

Assessment in Depth: A Framework for the Initial Evaluation

The recognition problem discussed earlier is solved, in practice, through a thorough initial
assessment that deliberately looks for what an ordinary intake might miss, and the counselor who works
with clients who have disabilities will benefit from a framework that structures this looking. The
assessment of a client with a known or suspected disability differs from a standard substance use
evaluation not in abandoning the usual domains but in adding to them a systematic attention to the
disability, its relationship to the substance use, and the accommodations the client will need, so that the
treatment plan rests on an accurate picture of the whole person rather than the substance use alone.

The first task is to understand the disability itself in the client's own terms, which means asking the
client to describe it, its history, its effects on daily life, and its meaning to them, rather than relying on a
diagnostic label that conveys little about lived experience. Two people with the same diagnosis may
have profoundly different functional capacities, support systems, and relationships to their disability,
and the treatment that fits one may not fit the other. The counselor should learn what the client can and
cannot do, what supports they use, how their disability affects their memory, communication, mobility,
pain, and daily functioning, and what accommodations have or have not helped them in the past. This
inquiry is not a formality but the foundation on which every subsequent accommodation is built, and
conducting it respectfully, with the client as the expert, also begins the therapeutic alliance.

The second task is to map the relationship between the disability and the substance use, which the
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evidence shows takes many forms and which shapes the treatment. The counselor should explore
whether the substance use began with medication prescribed for a disability-related condition such as
pain, whether it functions to manage physical or emotional suffering connected to the disability, whether
isolation or disadvantage connected to the disability contributes to it, and whether a shared origin such
as childhood trauma underlies both, as the evidence on trauma, pain, and substance use suggests.
Understanding this relationship reveals the leverage points for treatment: a substance use rooted in
unmanaged pain calls for pain management, one rooted in isolation calls for connection, one rooted in
trauma calls for trauma-informed care. The third task is to identify the accommodations the client will
need to access and benefit from treatment, from physical access to communication access to cognitive
adaptations, so that these are built in from the start rather than discovered through failure. And
throughout, the assessment must include the domains that carry elevated risk in these populations,
particularly co-occurring mental health conditions and suicide risk, which the evidence marks as
common and consequential. An assessment that covers this ground produces a treatment plan grounded
in the client's actual situation, which is the difference between treatment that fits and treatment that fails.

Motivational Interviewing Adapted for Disability

Motivational interviewing, with its collaborative, evocative, respectful stance and its focus on
eliciting the client's own motivation for change, is well suited to clients with disabilities and forms part
of the adapted intervention that helped people with intellectual disabilities reduce their substance use,
yet its standard delivery relies on verbal and cognitive capacities that some clients with disabilities do
not fully share, and the counselor must adapt the method without abandoning its spirit. The core stance
of motivational interviewing, honoring the client's autonomy, evoking rather than imposing, and rolling
with rather than confronting resistance, is if anything more important for clients with disabilities, who
have often been talked down to and directed, and who respond to the respect that this stance embodies.
The adaptations concern the delivery rather than the spirit.

For clients with cognitive or intellectual disabilities, the primary adaptation is to reduce the cognitive
and verbal demands of the method while preserving its collaborative essence. This means using simpler
language, shorter sentences, and concrete rather than abstract framing; checking frequently for
understanding rather than assuming it; slowing the pace to match the client's processing; and using
visual supports, such as simple scales or pictures, to carry ideas that dense verbal exchange would lose.
The elaborate reflective statements that characterize skilled motivational interviewing with cognitively
typical clients may need to become simpler and more concrete, but the underlying move, reflecting the
client's own words and meaning back to them in a way that deepens their exploration, remains and
works. The evidence that a simplified, personalized combination of motivational interviewing and
cognitive-behavioral therapy helped most participants with intellectual disabilities reduce their use
confirms that the method adapts successfully when its demands are matched to the client's capacity.

For clients with communication disabilities, the adaptation concerns the channel rather than the
cognitive level. With a deaf client, motivational interviewing conducted through a qualified interpreter,
or better still by a signing counselor, preserves the method's collaborative exchange; conducted through
written notes or an unqualified interpreter, it loses the nuance on which the method depends. For clients
with brain injuries whose difficulty is memory and executive function rather than comprehension, the
adaptation is to reinforce the products of the conversation with written summaries, so that the motivation
and plans elicited in session are not lost before the next one. Across all these adaptations, the counselor
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preserves what makes motivational interviewing effective, its respect for the client's autonomy and its
evocation of the client's own reasons for change, while adjusting the means of delivery to the client's
specific disability. The result is a method that reaches clients whom a rigid, unadapted delivery would
lose, and that embodies in its very form the respect that the therapeutic alliance requires.

Trauma-Informed Care Across the Disability Spectrum

The evidence linking childhood trauma to both chronic pain and substance use in the
methadone-treated population points to a broader reality that trauma-informed care addresses: people
with disabilities experience trauma at elevated rates, both the trauma that sometimes causes disability
and the trauma that disability and its social consequences so often bring, and this trauma is woven
through the substance use that brings them to treatment. People with disabilities face higher rates of
childhood adversity, abuse, and neglect, are more vulnerable to victimization and exploitation, and
endure the ongoing stress of navigating a world not built for them, and each of these forms of trauma
contributes to the substance use that offers, in the short term, relief from its effects. A treatment
approach blind to this trauma treats only the surface, leaving the deeper driver untouched.

Trauma-informed care, which reorients treatment around an understanding of trauma's prevalence
and effects, offers a framework particularly suited to these populations. It begins from the assumption
that trauma is likely present rather than waiting for it to be disclosed, which fits populations in whom
trauma is elevated and often unspoken. It emphasizes physical and emotional safety, which matters
especially for clients whose disabilities have made them vulnerable and who may enter treatment
guarded. It stresses trustworthiness, choice, collaboration, and empowerment, which directly counter the
disempowerment that people with disabilities so often experience in helping systems. And it seeks to
avoid retraumatization, including the retraumatization that insensitive or coercive treatment can inflict
on someone whose disability has already been a site of powerlessness. Delivered to a client with a
disability, trauma-informed care and disability-competent care converge, since both center safety,
respect, autonomy, and the avoidance of further harm.

For the practitioner, adopting a trauma-informed stance means understanding a client's substance
use, and often their disability-related difficulties, in the context of what has happened to them rather than
what is wrong with them, a shift that changes both the treatment and the relationship. It means
recognizing that behavior that looks like resistance, avoidance, or difficulty may be a trauma response,
and responding with safety rather than confrontation. It means being alert to the connections the
evidence documents, in which trauma drives both pain and substance use, so that addressing the
substance use fully may require addressing the trauma beneath it. And it means delivering treatment in a
way that does not replicate the powerlessness and disrespect that clients with disabilities have so often
encountered, which is both a trauma-informed and a disability-competent commitment. The counselor
who holds trauma and disability together, seeing how each shapes the other and both shape the
substance use, reaches a depth of understanding that treating the substance use alone could never reach.
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Cultural Humility and Intersectionality

Disability never exists in isolation from the other dimensions of a person's identity and circumstance,
and the counselor who attends to disability alone, without attention to how it intersects with race,
ethnicity, gender, sexual orientation, poverty, age, and culture, sees only part of the client. A
low-income Black man with a spinal cord injury, a Deaf woman whose first language is American Sign
Language, an older adult with cognitive decline and a lifetime of untreated alcohol use, and a young
person with an intellectual disability and a history of foster care each face substance use through a
distinct intersection of identities and circumstances, and each intersection shapes both the risks they
carry and the treatment that will reach them. Cultural humility, the ongoing, self-critical commitment to
understanding each client's particular world rather than assuming knowledge of it, is the stance that lets
the counselor see these intersections.

The intersections matter clinically because they compound both the risks and the barriers. The
disadvantage, discrimination, and reduced access that people with disabilities face are magnified when
combined with the disadvantage, discrimination, and reduced access attached to other marginalized
identities, so that a person at the intersection of several may face barriers that any one alone would not
produce. The treatment-access gap that the evidence documents for people with disabilities is not evenly
distributed; it falls hardest on those who are also poor, also members of racial or ethnic minorities, also
living in underserved areas, so that the client with the greatest need may face the steepest barriers. A
counselor who attends only to the disability, and not to the poverty and racism that compound it, will
misjudge both the client's situation and the obstacles to their care.

For the practitioner, cultural humility means approaching each client as the unique product of their
particular intersection of identities and circumstances, asking rather than assuming, and remaining aware
of the counselor's own cultural location and its potential blind spots. It means recognizing that the
accommodations a client needs, and the way they understand their disability and their substance use, are
shaped by culture as well as by the disability itself, so that competent care requires understanding the
client's cultural context alongside their disability. And it means attending to the compounding of barriers
at the intersections, and advocating with particular energy for the clients who face the steepest obstacles
because they stand at the meeting point of several forms of disadvantage. The disability lens this course
provides is essential, but it is one lens among several, and the counselor who holds it together with the
others sees the whole client in their full particularity.

Recovery, Community, and the Long View

Substance use treatment aims not merely at stopping substance use but at building a sustainable
recovery, a life in which sobriety is supported by meaning, connection, and purpose, and for clients with
disabilities the building of that life presents both particular obstacles and particular opportunities that the
counselor should hold in view. The obstacles are the disadvantages that so often accompany disability,
the unemployment, poverty, isolation, and exclusion from community life that leave a person with little
to sustain recovery and much to drive a return to substance use. A recovery plan that ignores these
realities, that asks a client to stay sober while offering no path toward the work, relationships, recreation,
and community that make sobriety worth sustaining, asks more than most people can give, and it asks it
of clients who already face more than most.
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The recovery communities and peer supports that sustain many people in recovery are themselves
often inaccessible to people with disabilities, which the counselor must anticipate and address. A
mutual-help meeting held in an inaccessible space, conducted without interpretation, or pitched at a
cognitive level a client cannot follow, offers that client none of the community it offers others, and the
client with a disability may find themselves excluded from the very fellowship that recovery so often
relies upon. The counselor who understands this will help the client find or build accessible recovery
community, whether by identifying accessible meetings, arranging interpretation, connecting the client
with others who share their disability, or drawing on the specialized recovery resources that exist for
some disability communities. Connection is a powerful protective factor, and ensuring that clients with
disabilities can access it is part of ensuring their recovery.

The long view also means recognizing that recovery for clients with disabilities unfolds against the
backdrop of a disability that is often permanent, and that the goal is not the resolution of the disability
but a good life lived with it, free of the substance use that once compounded its burdens. This reframing
matters because it locates recovery not in becoming someone without a disability but in becoming
someone who lives well with their disability and without the substance use, a goal that is both realistic
and hopeful. The counselor who holds this long view helps the client build a life whose meaning and
connection do not depend on either the disappearance of the disability or the numbing of substance use,
but on the genuine engagement with life that recovery makes possible. This is the deepest aim of the
work, and for clients who have often been offered little hope, the counselor who holds it out, grounded
in the evidence that adapted treatment works, offers something rare and valuable.

Ethical Considerations

Work with clients who have disabilities raises ethical considerations that deserve explicit attention,
because the vulnerabilities and power imbalances that attend disability can turn ordinary clinical
decisions into ethical ones. The principle of respecting client autonomy, central to all ethical practice, is
both especially important and especially at risk with clients whose autonomy is routinely overridden by
others. Clients with intellectual disabilities in particular are vulnerable to having decisions made for
them by family, caregivers, and providers who believe they know best, and the counselor must guard the
client's right to participate in and, to the greatest extent possible, direct their own treatment, resisting the
easy slide into paternalism that a client's cognitive limitations can invite. Supporting a client's autonomy
may require more effort with a client who has a cognitive disability, adapting information to their level
so they can genuinely participate in decisions, but the effort is an ethical obligation, not an optional
courtesy.

Confidentiality raises particular complexities when clients depend on others for support, since the
caregivers and family members who make treatment possible may expect or request information about
the client's care, and the client's dependence can make it hard to hold the ordinary line. The counselor
must navigate the tension between engaging the support system, which the client's situation often
requires, and protecting the client's confidentiality, which their dignity and autonomy require, resolving
it through the client's own informed choices about what may be shared and with whom rather than
through assumptions about what dependence entitles others to know. Capacity and consent similarly
require care, since the counselor must neither assume that a cognitive disability negates a client's
capacity to consent, which would strip them of autonomy they possess, nor ignore genuine limitations
that require additional support for consent to be meaningful.
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The obligation to provide accessible, competent care is itself an ethical matter, not merely a clinical
or legal one, because to offer a client with a disability treatment they cannot access or benefit from, and
then to attribute the failure to the client, is an ethical failure as much as a clinical one. The evidence that
adapted treatment works establishes that the accommodations are possible, which means that failing to
provide them is a choice with ethical weight. And the boundaries of the counselor's competence require
honest attention, since the counselor has an ethical obligation to work within their competence while
also developing it, to seek consultation and make referrals when a client's needs exceed what the
counselor can provide, and to avoid both the arrogance of practicing beyond one's competence and the
abdication of refusing to serve clients with disabilities at all. Holding these ethical considerations,
autonomy, confidentiality, capacity, access, and competence, alongside the clinical ones is part of what
it means to serve this population well.

Common Pitfalls and How to Avoid Them

Certain errors recur in work with clients who have disabilities, and naming them helps the counselor
recognize and avoid them. The most fundamental is the failure of recognition, missing the disability or
the substance use entirely, which the evidence documents across populations and which forecloses every
subsequent accommodation, since treatment cannot adapt to what it has not identified. The remedy is the
habit of active screening in both directions, an alertness to unrecognized disability in substance-using
clients and to unrecognized substance use in clients with disabilities, and a readiness to ask rather than
assume. A counselor who builds this habit catches what an ordinary intake would miss and opens the
door to the accommodations that follow.

A second recurring error is diagnostic overshadowing, the tendency to attribute everything about a
client to their disability, so that a developing substance problem is read as a feature of the disability and
goes untreated, or a treatable mental health condition is dismissed as an inevitable part of the disability.
The disability becomes a lens that colors everything and obscures the distinct, treatable problems the
client also has. The remedy is to treat the client as a whole person with multiple, distinct conditions,
each deserving its own assessment and treatment, rather than collapsing everything into the disability. A
related error is its opposite, ignoring the disability entirely and delivering standard treatment unadapted,
which fails the client for the reasons this material has developed throughout; the remedy is the
systematic attention to accommodation that the assessment framework builds in.

A third cluster of errors concerns the counselor's stance: the pity that positions the client as an object
of charity, the lowered expectations that become self-fulfilling, the paternalism that overrides autonomy,
and the discomfort or avoidance that undermines the alliance. Each of these, however well-intentioned,
damages the work, and the remedy is the honest self-examination discussed earlier, replacing these
reactions with a stance of respectful, expectant partnership grounded in the evidence that clients with
disabilities can and do benefit from treatment designed for them. A final error is working in isolation,
trying to hold alone a body of knowledge and a range of needs that exceed any one counselor's
competence; the remedy is consultation, collaboration, and the multidisciplinary teamwork that the
research repeatedly recommends. None of these pitfalls is exotic, and each is avoidable by a counselor
who knows to watch for it, which is why naming them is itself part of building the competence this
course aims to develop.
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Program-Level Change: Making Services Genuinely Accessible

The competencies this material develops belong to the individual counselor, but the barriers the
evidence documents are largely structural, built into how programs are designed, staffed, and run, and
the fullest response to the treatment-access gap requires change at the program level as well as the
individual one. The finding that most publicly funded substance use programs could not serve deaf
clients in their own language, and that people with disabilities were markedly less likely to receive
effective medication for opioid use disorder, describes failures of programs and systems, not merely of
individual counselors, and the counselor who understands this will look beyond their own caseload to
the accessibility of the program in which they work. A single counselor's competence, however deep,
reaches only their own clients; a program's accessibility reaches everyone it serves.

Program-level accessibility begins with the physical environment, which must accommodate clients
with mobility, sensory, and other disabilities, from accessible entrances, restrooms, and meeting spaces
to signage and materials usable by people with sensory impairments. It extends to communication
access, which means having reliable arrangements for qualified interpretation rather than improvising
when a deaf client appears, and providing materials in accessible formats. It includes the availability of
the evidence-based treatments that the access data show people with disabilities too often miss,
particularly medications for opioid use disorder, delivered in ways that accommodate the client's
disability rather than adding barriers to them. And it includes staff training, since a program whose
clinicians have never learned to work with clients who have disabilities will fail those clients no matter
how accessible its building, which makes the kind of education this course provides a program-level
investment as well as an individual one.

The principle of universal design offers programs, as it offers individual counselors, a coherent way
to approach this work: rather than treating each accommodation as a special exception provided when a
client with a disability appears, a program can design its services from the start to be accessible to
people with a wide range of abilities, which both serves clients with disabilities better and improves the
program for everyone. A program built this way does not scramble to accommodate a deaf client, a
client with a brain injury, or a client with an intellectual disability, because its ordinary way of working
already anticipates them, and the accommodations that this material describes are woven into its
standard practice rather than bolted on under pressure. For the counselor, contributing to program-level
change, whether by advocating for accessibility, helping to train colleagues, or working to build
accommodations into standard practice, extends their impact from their own clients to all the clients
their program serves, and it addresses the structural roots of the access gap that individual effort alone
cannot reach.

A Summary of Core Competencies

The material assembled here, layered onto the framework this course provides, points toward a
coherent set of competencies that define effective practice with clients who have disabilities, and
drawing them together offers the counselor a summary of what the work requires. The first is
recognition: the active, deliberate identification of disability in substance-using clients and of substance
use in clients with disabilities, achieved through screening in both directions and a habit of asking rather
than assuming, which is the precondition for everything that follows. The second is accurate
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understanding: seeing the client as a whole person whose disability, substance use, mental health, and
circumstances interact in specific ways, and understanding the particular shape those interactions take in
each individual life, rather than reducing the client to any single label.

The third competency is adaptation: adjusting treatment to the client's specific disability and needs,
whether by simplifying and concretizing content for cognitive disabilities, ensuring communication
access for sensory disabilities, addressing pain for physical disabilities, or building the external supports
that compensate for impaired memory and executive function, all guided by the principle of universal
design and grounded in the evidence that adapted treatment works. The fourth is integration: addressing
together the disability, the substance use, the co-occurring mental health conditions, and the suicide risk
that the evidence marks as common and dangerous in these populations, rather than treating any strand
in isolation. The fifth is access: ensuring that the client can actually reach and remain in treatment,
including the effective medications they are too often denied, and advocating against the barriers that
stand in their way.

Underlying all of these is the sixth and most fundamental competency, the counselor's stance: the
respectful, expectant partnership that honors the client's autonomy and competence, resists the pity,
paternalism, and lowered expectations that undermine the work, and holds an attitude of hope grounded
in the evidence that these clients can and do recover when treatment is designed for them. These
competencies are not a checklist to be completed once but a practice to be developed over a career,
through knowledge, self-examination, collaboration, and above all through the accumulated experience
of working with clients whose disabilities the counselor learns to accommodate rather than be defeated
by. The counselor who develops them extends effective, dignified substance use treatment to a
population that has too often been left without it, which is both the specific aim of this course and a
meaningful contribution to the larger work of making care available to everyone who needs it.

Integration and the Counselor's Stance

The unifying lesson of the evidence assembled here is that substance use in people with disabilities
is common, consequential, and treatable, but that treatment must be adapted and access must be ensured,
and that both the adaptation and the access depend on the counselor's knowledge and stance. The
disparities in outcome, up to and including death, and the gaps in access, including the striking underuse
of effective medication, are not inevitable features of disability but products of a treatment system
poorly designed for these populations, and they are therefore addressable by counselors and programs
willing to do the work of accommodation.

The counselor's stance toward clients with disabilities matters as much as the specific techniques,
because attitudes shape whether accommodation happens. A counselor who views a client's disability as
a reason the client cannot benefit from treatment will not make the accommodations that would let them
benefit, while a counselor who views the disability as a set of specific needs to be met will find ways to
meet them. The evidence that adapted treatment works, that people with intellectual disabilities reduce
their substance use when treatment is designed for them, that cognitive accommodations help
brain-injured clients engage, that communication access opens treatment to deaf clients, is a standing
rebuttal to the assumption that clients with disabilities cannot be helped, and it grounds an attitude of
expectation rather than resignation.
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Ultimately, the work this course describes is a matter of equity as much as of clinical technique.
People with disabilities carry elevated and sometimes lethal substance use risk while facing a treatment
system that too often cannot reach them, and closing that gap, one accommodation, one accessible
program, one recognized disability, and one adapted treatment at a time, is how the counselor extends
effective care to a population the system has underserved. The competencies this course builds are the
concrete means of that extension, and the counselor who masters them is not merely acquiring a
specialized skill but joining the effort to make substance use treatment genuinely available to everyone
who needs it, regardless of the disabilities they bring.
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What Is a TIP? 

reatment Improvement Protocols (TIPs) 
are developed by the Substance Abuse 
and Mental Health Services 

Administration (SAMHSA) within the U.S. 
Department of Health and Human Services 
(HHS). Each TIP involves the development of 
topic-specific best-practice guidelines for the 
prevention and treatment of substance use and 
mental disorders. TIPs draw on the experience 
and knowledge of clinical, research, and 
administrative experts of various forms of 
treatment and prevention. TIPs are distributed 

to facilities and individuals across the country. 
Published TIPs can be accessed via the Internet 
at http://kap.samhsa.gov. 

Although each consensus-based TIP strives 
to include an evidence base for the practices it 
recommends, SAMHSA recognizes that 
behavioral health is continually evolving, and 
research frequently lags behind the innovations 
pioneered in the field. A major goal of each TIP 
is to convey "front-line" information quickly but 
responsibly. If research supports a particular 
approach, citations are provided. 

 

T 
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Foreword 

he Treatment Improvement Protocol (TIP) 
series fulfills the Substance Abuse and 
Mental Health Services Administration’s 

(SAMHSA’s) mission to improve prevention and 
treatment of substance use and mental disorders 
by providing best practices guidance to clinicians, 
program administrators, and payers.  TIPs are the 
result of careful consideration of all relevant 
clinical and health services research findings, 
demonstration experience, and implementation 
requirements.  A panel of non-Federal clinical 
researchers, clinicians, program administrators, 
and patient advocates debates and discusses their 
particular area of expertise until  

they reach a consensus on best practices.  This 
panel’s work is then reviewed and critiqued by 
field reviewers. 

The talent, dedication, and hard work that TIPs 
panelists and reviewers bring to this highly 
participatory process have helped bridge the gap 
between the promise of research and the needs of 
practicing clinicians and administrators to serve, 
in the most scientifically sound and effective ways, 
people in need of behavioral health services.  We 
are grateful to all who have joined with us to 
contribute to advances in the behavioral health 
field. 
 
 

Pamela S. Hyde, J.D. 
Administrator 
Substance Abuse and Mental Health Services Administration 
 
Peter J. Delany, Ph.D., LCSW-C RADM, USPHS 
Director 
Center for Substance Abuse Treatment  
Substance Abuse and Mental Health Services Administration 
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Chapter 2 
 
 
 

Figure 2-1 
Educational and Health Survey 

 
Please answer the following questions keeping in mind that we are trying to get to know you better and to 

identify areas that may create difficulty for you in treatment if we don’t know about them. 
 

1. Do you have a disability or have you ever been told that you have a disability? 
    Yes     No 

2. Are you currently under the care of a doctor or other medical care professional? 
    Yes     No 

3. Do you take medications? 
    Yes     No 

4. Do you have difficulty hearing in group settings (e.g., theaters, classrooms, family dinners)? 
    Yes     No 

5. Do you frequently need people to repeat what they have said to you? 
    Yes     No 

6. Have people complained that you don’t hear or don’t listen to them? 
    Yes     No 

7. Do you wear glasses or contact lenses? 
    Yes     No 

8. Do you have difficulty seeing things that are far away or very close? 
    Yes     No 

9. Do you have frequent eye pain or headaches? 
    Yes     No 

10.  Have you ever hit your head and lost consciousness? 
    Yes     No 

11.  Have you ever received health or disability benefits? 
    Yes     No 

12.  Have you ever been unemployed for a long period of time? 
    Yes     No 

13.  Have you ever been fired from a job, asked to leave a job, or passed over for a promotion? 
    Yes     No 

14.  Did you ever have special classes or tutoring in school? 
    Yes     No 

15.  In a school or work setting, do you like to learn or learn best by 
    Listening to someone talk 
    Watching someone perform a task 
    Reading on your own 
    Performing tasks yourself 
    Discussing things with another person 
    Discussing things with a group of people 
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Screening Issues 
 
 
 

Figure 2-1 
(continued) 

 
16.  Have you had problems or difficulty with any of the following? 

    Getting your point across to others 
    Sitting still 
    Focusing on the task at hand for more than several minutes at a time 
    Understanding the point that others are making to you or what others are saying to you 
    Communicating your feelings or thoughts to others 

17.  Have you ever had problems with or been bothered by any of the following? 
    Controlling anger 
    Remembering things 
    Following instructions (verbal, written, or demonstrated) 
    Concentrating 
    Becoming tired easily 
    Getting along with others 

18.  Have you ever had problems or been bothered by any of the following? 
    Depression 
    Anxiety 
    Forgetfulness 
    Sleep problems 
      Nervousness 
    Muscle tension or soreness 
    Uncontrolled worry 
    Excessive worry 
    Irritability 
    Restlessness (feeling on edge) 
    Mind “going blank” 
    Rapid heart rate 
    Pounding in chest 
      Heart burn or stomach pain 
    Uncontrolled feelings of happiness or euphoria 

 
 

impairment, the client should be referred to a 
disabilities expert for a more in-depth screening. 

Figure 2-2 presents the questions from Figure 
2-1 in the manner they might be asked during a 
spoken (or signed) interview, with the numbers 
of the relevant questions provided in 
parentheses. This figure also provides further 
questions that might be asked and ideas for how 
the information gained in the interview could be 
used in followup treatment planning. 

Throughout the screening interview, it is 
important for the screener to pay attention to the 

individual’s affect and behavior in order to pick 
up on possible cognitive or affective 

impairments.  Screening for psychiatric 

disorders is discussed in TIP 9, Assessment and 

Treatment of Patients With Coexisting Mental 

Illness and Alcohol and Other Drug Abuse (CSAT, 
1994). 
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Chapter 2 
 
 

Figure 2-2 
Impairment and Functional Limitation Screen 

Questions Further Questions Followup Treatment 
Do you have a disability, or have 
you ever been told that you have 
one? (1) 

It may be useful to ask what a typical day is 
like to gain a better understanding of how 
these accommodations affect the person’s 
daily life. Ask client to specifically describe 
the activities and events of the day. Her 
answer may indicate problems in functional 
areas such as self-care, learning style, 
mobility requirements, or reveal her 
participation in a work program. If the 
person uses an assistive device, inquire how 
long it has been used. 

Refer to vocational rehabilitation. Consult 
with disability professionals. 

Are you currently under the care 
of a doctor or other medical care 
professional? (2) 

Inquire as to how a condition affects the 
person’s daily life (e.g., what 
accommodations and precautions he takes). 

Consult and communicate with physician. 
Obtain medical records. 

Are you taking any medications 
(prescribed or over-the-counter)? 
(3) 

If the client takes medications, does she 
understand what they are being taken for? 
What side effects from medications has she 
experienced? A recent medication history 
should be taken. 

Provide medication education. Use charting 
or a pill case to organize medications and 
ensure proper use. Remind client when she 
should take medication. Use timers or 
pagers to remind client of when to take 
medication. Set up appointment for 
medication check with physician. 

Do you have difficulty hearing in 
group settings (e.g., theaters, 
classrooms, family dinners)? Do 
you frequently need people to 
repeat what they’ve said to you? 
Have people complained that you 
don’t hear or don’t listen to them? 
(406) 

Ask if client has had his hearing tested 
recently (or ever). Look for nonverbal 
signals that he is having difficulty hearing 
(e.g., looking at lips instead of eyes, 
thinking a long time before answering 
questions, ignoring questions, not directly 
answering questions). Some attempt 
should be made to determine if problems 
are attentional in nature rather than due to 
a hearing impairment. 

Administer hearing test and language or 
communication test. Have client sit in front 
during classroom type sessions. Place client 
nearer to the speakers when movies or tapes 
are being used. Have sessions with client in 
the room with the best acoustics. Meet with 
client after group sessions to discuss what 
occurred as a way to determine whether he 
heard everything that was said. Arrange the 
room so that outside noise is minimal and so 
that clients can all see each other. Develop a 
cueing system to let client know when he is 
being spoken to and so client can signal when 
he cannot hear. Repeat the points or 
questions of group members often. Use an 
interpreter when appropriate. Use a 
microphone in a large group setting. Use 
other assistive devices like a radio 
amplification system. Frequently check in 
with client to make certain that he is 
following what is being said. 
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Screening Issues  
 
 

Figure 2-3 
Profile of “John” 

Functional Area Strengths Needs Recommended 
Followup 

Self-Care 
Eating OK   
Grooming Well groomed   
Bathing OK   
Dressing OK   
Bowel and bladder 

management 
OK   

Mobility 
Positioning OK   
Walking, with or without 

assistive devices (e.g., 
walker, cane) 

OK   

Use of wheelchair No   
Use of stairs OK   
Ability to operate motor 

vehicle 
 License suspended due 

to DUI 
 

Use of public transportation 
(or other access to 
transportation) 

  Check on the 
availability of 
transportation and the 
need for explicit 
directions to treatment 
site 

Communication 
Reading  Apparent reading 

problem 
Request school records; 
records should also 
indicate whether or not 
he took special 
education classes, 
received a regular high 
school diploma, or was 
diagnosed with a 
learning disability 

 
profile may raise as many questions as they 

answer. However, after the interview the major 
issues become clearer, and the next steps are 
more evident.  John may have had one or more 

sources of compromise to his mental abilities. 

Regardless of the source, at this point the 
screening has raised questions about his 
reading, learning ability, problem-solving 
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Chapter 2 
 
 

Figure 2-3 (continued) 
Functional Area Strengths Needs Recommended 

Followup 
 Writing   Writing skills need to 

be determined, but 
requirements are 
minimal in program 

 Speaking Well-spoken   
 Listening   Listening ability may be 

limited by attention 
problems 

Learning 
 Attention  Attention problems Ritalin use in childhood 

may indicate the need 
for a referral to a 
psychiatrist for further 
evaluation 

 Comprehension Comprehension 
appears to be good 

  

 Retention and 
Application 

  May need formal 
assessment of retention 
and application abilities 

Problem-Solving 
 Awareness and 

recognition of problem 
 Statement that reason 

for being in treatment is 
he “got into trouble” 
may indicate lack of 
awareness of problem 
(DUI) 

 

 Identification of 
alternatives 

  Screen problem-solving 
skills and anticipate 
possible consequences 
of various alternatives; 
then decide on optimal 
alternative 

Social Skills 
 Understanding of social 

mores and values 
Statement that he 
“got into trouble” 
indicates awareness 
of social values 
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Screening Issues  
 
 

Figure 2-3 (continued) 
Functional Area Strengths Needs Recommended 

Followup 
 Impulse control  DUI and story of fight 

indicate impulse 
control problem; 
although they may be 
drinking-related 

Further evaluation 
called for since 
substance use can cause 
a lack of impulse 
control 

 Intimacy   Explore relationships 
 Conversational skills Conversational 

skills consistent 
with age, etc. 

  

 Empathy; ability to 
identify with others 

  Need to further explore 

Executive Functions 
 Planning and 

organization 
 Motivation and 

initiation 
 Monitoring and 

reviewing 
 Motivation, 

decision-making, 
disinhibition 

  Explore basis of 
sporadic work history 

 
ability, and social skills.  Additionally, 
executive functions as they relate to vocational 
capability need to be further evaluated.  There 
are two questions the treatment provider 
should consider at this point: 

 How will these limitations affect 
John’s participation in our program? 

 What additional information do we need 
to make sure he can get the maximum 
benefit from treatment? 

The extent to which John’s needs will affect 
participation depends on the program. His 
reading problems will only limit participation 
if written materials are a pivotal part of the 
program.  Attention problems will be more of a 
difficulty in group treatment, extended 
sessions, 

or treatment that occurs at the end of the day. 
His possible difficulties with awareness and 
problem solving will be more limiting if the 
treatment program requires higher levels of 
insight and abstraction, particularly if there are 
not opportunities for individualized attention to 
assist with understanding and recognition. 
Finally, limitations in social skills may limit 
participation in a residential program or other 
treatment that involves significant peer 
interaction. 

If the nature of the treatment program is such 
that John’s needs will limit his participation, 
then more aggressive steps to seek additional 
information and assistance may be necessary. 
For instance, consultation with a rehabilitation 
psychologist might be called for to help 
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Figure 3-1 
People’s Understanding and Acceptance of a Coexisting Disability 

People vary in how well they understand or accept their own disabilities.  Some persons entering 
treatment for substance use disorders know what interventions their disabilities require.  Others do not.  
Some people appreciate and benefit from accommodations to their disability, whereas others may be 
reluctant to acknowledge that some condition limits their functional capacity.  The following are some of 
the factors that affect a person’s willingness to accept the realities of her disability: 

The severity, duration, or specific functional limitations of the disability 
Societal reaction to and expectations of the person with a disability 
The developmental stage at time of the disability’s onset 
Access to resources and societal mobility 
A history of risk-taking behaviors prior to the onset of the disability 
A history of having used substances to cope with a disability 
Recurring and episodic forms of personal grieving due to disability issues 
The amount of independence resulting from a person’s lifestyle and personality 
Age (generally, younger people are more willing to eventually accept their disability)  
Marital status (married people are more willing to accept disability than single or una�ached) 
Income (the greater someone’s income, the more willing he is to accept disability) 

Source: Chart modified from Li and Moore, 1998
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Figure 3-3 (continued) 
5. A client with an alcohol use disorder who is deaf and lives in a remote rural area has few social 

contacts, and these are all at the local bowling alley, where her acquaintances tend to drink alcohol.   
Denial response:  You’re an alcoholic—you just have to stay away from bars. 
Enabling response:  You need to get out and socialize.  Go, but try not to drink. 
Accommodation : It’s possible for you to see your friends at the bowling alley and not drink alcohol, 
even if they are.  We’ll teach you the skills to socialize in that se�ing without drinking alcohol, and 
teach you to recognize cues that indicate you are vulnerable to relapse.  (By making such an 
accommodation the treatment program recognizes the unique challenges this person faces in 
a�empting to build sources of social support, as well as the additional responsibility of the program 
to teach the skills she will need to function in the se�ings she is able to identify.  If the program 
insists that a person avoid all se�ings where alcohol is served it has a responsibility to help the 
person find other sources of social support and companionship.  Simply telling her to “stay away 
from bars” denies that isolation is also a threat to her sobriety.) 
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Figure 3-4 
Development and Coordination of Goals 

Fred has mental retardation and is living in a group home and working with housing program staff so 
that he may move with a roommate into one of the program’s apartments in 2 years.  Short-term goals 
developed with housing staff may include refining meal preparation skills, adhering to a schedule for 
cleaning the house, and developing interpersonal skills to solve differences with housemates.  
Simultaneously, he will be working daily in a transitional employment program with the goal of 
graduating to competitive employment in a couple of years.  Short-term goals developed with job 
counselors may include learning proper grooming and punctuality.  Fred may seem to be advancing 
with li�le trouble toward the ultimate goals of housing and vocational independence only to 
experience repeated and discouraging setbacks due to monthly episodes of binge drinking.  The 
counselor should help him understand the concrete cause-and-effect relationship between staying 
sober and achieving greater independence, which may not be clear to him.  Treatment goals to 
reinforce this direct association should be developed.  Treatment plans should identify specific 
behavioral goals and a number of different reinforcers for making progress (e.g., tokens toward the 
purchase of his own “Big Book”; homework of reporting his daily activities and successes to a case 
manager, counselor, 12-Step sponsor, or family member; a “sobriety chart” on the counselor’s wall 
where he can see his progress charted). 
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Figure 3-6 
Sample Contracts for People With Disabilities 

Task:   The individual must write 
inpatient program. 

a history of her addiction during the first 3 days of an 

Consequence: Failure to accomplish the task will result in a loss of program privileges (e.g., not 
viewing the Friday night movie, placing vocational goals or plans on hold, 
delaying graduation from treatment). 

Accommodations: Allow more time. 
Allow the use of alternative formats (e.g., someone who is blind, deaf, or 
cognitively impaired can dictate or draw aspects of his history). 
Be specific in assigning a time period for reporting substance use history (e.g., 
last year, “since my arrest”). 

Task:  The individual in outpatient treatment must a�end all groups. 
Consequence: Missing a group will result in automatic discharge. 
Accommodations: Work with the individual to be sure a ride is available.  (Transportation 

problems can be substantial for some persons with disabilities.) 
Pair up a person with a coexisting disability with a nondisabled group 
member who will help ensure he gets to the group session. 
Substitute another activity if the individual cannot get to the meeting (e.g., an 
individual session, a 12-Step meeting, writing a report). 
For persons with memory problems, call and remind them that a session is 
occurring or assist them in creating memory books that include necessary 
information on group meetings. 

Task:    The individual must a�end 90 Alcoholics Anonymous (AA) meetings in 90 days. 
Consequence:   Failure to a�end will mean that the client is reported as noncompliant to referral 

sources. 
Accommodations: Pair up the individual with a nondisabled group member who can 

accompany her to a meeting.  Take extra time to assist someone in finding a 
temporary AA sponsor who understands disability issues or is willing to 
learn. 
Substitute another activity if the client cannot get to a meeting, such as 
requiring a�endance at other groups or self-help meetings (e.g., disability-
related groups in a rehabilitation program, Schizophrenics Anonymous, 
church groups).
Have the client report daily by phone to the counselor or AA sponsor.

Olympics Commi�ee is one resource for youth 
and some adults with developmental 
disabilities, and can be located through local 
school systems.  The National Association of 
Therapeutic Recreators assists adolescents and 
adults in accessing a whole range of activities 
from which they have traditionally been 

omi�ed; their offices can be located through 
university disability offices or local physical 
rehabilitation programs.  YMCAs, YWCAs, 
Boys’ Clubs, United Way, and CILs also can 
assist treatment staff in identifying specialized 
recreational programs that may be of assistance. 
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Figure 3-8 
Suggestions for Providers Working With Persons With Brain Injury 

1. Try to determine a person’s unique learning style. 
Ask how her reading is, how well she writes, or evaluate via samples. 
Both ask about and observe a person’s a�ention span; be a�uned to whether a�ention seems to 
change in busy versus quiet environments. 
If someone is not able to speak (or speak easily), inquire as to alternate methods of expression 
(e.g., writing, gestures). 
Evaluate whether someone is able to comprehend either wri�en or spoken language (is there a 
receptive language problem?). 

2. Help the individual compensate for a unique learning style. 
Modify wri�en material to make it concise and to the point. 
Paraphrase concepts, use concrete examples, incorporate visual aids, or otherwise present an 
idea in more than one way. 
Encourage the individual to take notes or at least write down key points for later review and 
recall. 
If the treatment program includes a schedule, make sure a “pocket version” is kept for easy 
reference; homework assignments should be wri�en down as well. 
After group sessions, meet individually to review main points. 
Provide assistance with homework or worksheets; allow the person more time and take into 
account reading or writing abilities. 
Enlist family, friends, or other service providers to reinforce goals.  
Do not take for granted that something learned in one situation will be generalized to another. 
Repeat, review, rehearse, repeat, review, rehearse. 

3. Provide direct feedback regarding inappropriate behaviors. 
Let a person know a behavior is inappropriate; do not assume he knows and is choosing to do 
so anyway.   
Provide straightforward feedback about when and where behaviors are appropriate. 
Redirect tangential or excessive speech, including a predetermined method of signals for use in 
groups. 

4. Be cautious concluding that an underlying emotional state is the basis of an observed behavior. 
Do not presume that noncompliance arises from lack of motivation or resistance; check it out. 
Be aware that unawareness of deficits can arise as a result of specific damage to the brain and 
may not always be due to denial. 
Confrontation shuts down thinking and elicits rigidity; roll with resistance.   
Do not just discharge for noncompliance; follow up and find out why someone has not showed 
up or otherwise not followed through.   

Source: The Ohio Valley Center for Brain Injury Prevention and Rehabilitation, 1998.   
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Figure 4-1
Examples of Interagency Collaborations 

A treatment provider is provided space at a Center for Independent Living (CIL) to host a weekly 
sobriety support group that people with disabilities can a�end during aftercare.  
A treatment provider purchases paratransit services to and from health care facilities at a negotiated 
rate so people can receive appropriate treatment for their disabilities.  
A CIL agrees to provide training to substance use disorder treatment staff on disability issues.  This 
keeps CIL staff certification current and sensitizes treatment staff to the issues of people with 
coexisting disabilities.  
A disability law center agrees to draft policies related to ADA compliance for a treatment center on 
an ongoing, pro bono basis.  This helps the treatment provider stay abreast of ADA-related 
requirements.
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Figure 4-2 
Potential Community Resources to Assist With Treatment 

All Disabilities
Centers for Independent Living 
United Way 
Vocational rehabilitation agencies 
State disability councils 

Learning Disability (LD)
Local or national Learning Disabilities Association  
Community, school, or university LD program 
Community mental health centers 
Literacy council 

Developmental Disability (DD)
School or community DD program 
Parent organizations 
Goodwill Industries 
Special Olympics 

Blind or Visual Impairment
Vocational rehabilitation providers 
Senior citizens’ center 
Public library 
Society for the Blind 
Lion’s Club 

Deaf and Hard of Hearing 
Agencies for the deaf 
Vocational rehabilitation providers 
Senior citizens’ centers 
State chapters for the Registry of Interpreters for the Deaf 
Commission for the Deaf and Hard of Hearing (located in numerous states) 

Spinal Cord Injury
Hospital rehabilitation programs 
Paralyzed Veterans of America 
Hospital or pain management program 
United Cerebral Palsy 

Developed by D. Moore and J. A. Ford for the Rehabilitation Research and Training Center on Drugs 
and Disability (RRTC).  
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Figure 4-3 
The People With Disabilities Project 

The Pima Prevention Partnership, a federally funded substance use disorder prevention partnership in 
Tucson, Arizona, began including people representing disability service organizations on its Board of 
Directors.  Board members became aware of the degree to which people with disabilities used 
substances and sought funding to address this issue community-wide.  With grants from the Center for 
Substance Abuse Treatment (CSAT) and the Center for Substance Abuse Prevention (CSAP), the 
Partnership began a 3-year project to open treatment and prevention services for youth and adults with 
disabilities.  The Partnership’s activities to date have included 

Hosting a training session for the clinical coordinators of area substance use disorder treatment 
agencies to help them train their staffs on how to work with people with disabilities 
Hosting a larger training session for the staff of local substance use disorder agencies with the 
assistance of disability providers (including the local CIL, the Association for the Blind, the 
Community Outreach Program for the Deaf, and the Arizona Center for Disability Law) and a panel 
of recovering Tucsonians with disabilities who described the difficulties they encountered going 
through treatment without adequate accommodations 
Providing training for disability service providers on how to identify and refer substance-using 
clients and how to address their social and medical needs without enabling their substance use 
Developing case management procedures to ensure a coordinated approach to meeting client needs. 
Following their procedures, when a provider identified a client with a disability, the provider 
contacted the appropriate disability resource provider; when disability service providers 
encountered a consumer with a substance use disorder they referred the individual to a treatment 
agency. 

Source: Kressler and Ward, 1997. 
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Figure 4-4 
Common Sources of Referral for Clients With Disabilities

Vocational Rehabilitation Agency: Provides training to prepare clients with disabilities to obtain and 
maintain competitive or supported employment.  Such assistance may include prevocational training, 
such as building skills in grooming, punctuality, and interpersonal relations on the job.  Specific 
training targets the client’s desired job area. 
Criminal Justice System: Clients with disabilities will be just as likely as other people with substance 
use disorders to face legal problems, and many referrals come from probation or parole officers, the 
public defender’s office, and the police. 
Hospitals, Physicians, and Emergency Rooms: Health care providers often encounter substance use 
disorders while treating people with disabilities for other medical conditions, including psychiatric 
conditions. 
Centers for Independent Living: These nonresidential, nonprofit organizations run by people with 
different disabilities provide advocacy, information, skills training, and peer counseling for a cross-
disability population. 
Schools and Educational Agencies: Many substance use disorders become noticeable in an educational 
environment where a student’s performance in different areas may be closely supervised. 
Welfare Agency: Provides people with disabilities with access to Federal and State entitlement 
programs such as Supplemental Security Income, Social Security Disability Income, food stamps, 
general assistance, and Medicaid. 
One Stop Job Shop (Career Center): Currently being set up in 33 States by the U.S. Department of 
Labor.  Provides help in writing a résumé, searching for job openings on the Internet (America’s Job 
Bank lists 750,000 openings by region and job skills), and using a computer. 
Physical Rehabilitation Agency: Helps people to regain physical functioning after an illness or 
accident.  These groups will have close contact with a number of people with disabilities. 
Senior Citizens’ Center: Offers a variety of social and community services to individuals age 65 and 
older.  Services may include counseling and therapy, programming for persons with Alzheimer’s 
disease, wellness programs, retirement adjustment programs, and meal delivery to homebound 
persons.
Family or Significant Others: Those closest to an individual are always an important source of referral 
for people seeking treatment for substance use disorders.
Veterans Affairs Program or Hospital:  Serves active and nonactive military personnel and their 
families, providing them with medical and behavioral healthcare including residential treatment. 
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Figure 4-5 
Common Needs, Their Impacts, and Possible Resources 

Need: Medication management 
Impact on Treatment:  The medication may cause the client to be disoriented or show symptoms of 
illness. 
Resources: Pharmacy, physician, nursing staff 
Need: Self-care  
Impact on Treatment:  The client may be unable to feed or dress herself, a�end to personal hygiene, etc. 
Resources: Medical supply houses, nursing programs, a�endant care, CILs, physical rehabilitation 
programs 
Need: Cognitively accessible materials (understandable wri�en and verbal materials) 
Impact on Treatment:  The client may be unable to comprehend treatment goals and objectives, 
directions, training materials, or other important documentation in wri�en form. 
Resources: Community mental health agency, Substance Abuse Resources and Disability Issues 
(SARDI), National Clearinghouse, school or college counseling service or disability office 
Need: Equally effective communication (accessible counseling or training sessions) 
Impact on Treatment:  The client is not able to participate fully in counseling sessions, lectures, 
meetings or training. 
Resources: Interpreters, computers, voice enhancement equipment  
Need: Transportation 
Impact on Treatment:  The client may be unable to arrive at counseling sessions on time or reach 
agencies to which she is referred. 
Resources: CIL, disability service office of public transit authority, county disability programs, 
volunteer assistance through United Way or other agencies, van pools, disability organizations, county 
ombudsman, Retired Senior Volunteer Program (RSVP) 
Need:  Housing 
Impact on Recovery:  Because there is a shortage of low-cost housing that is also accessible, many 
people with disabilities otherwise capable of independent living may have difficulty locating a stable 
living situation.  This may result in continued dependence on family members or caregivers whose 
a�itudes and actions deter recovery. 
Resources: CILs 
Need: Financial management 
Impact on Treatment:  Clients with cognitive disabilities or mental retardation may not understand 
medical bills or benefits, resulting in a loss of services. 
Resources: CILs, community case management services 
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Figure 4-6 
Five Linkage Tasks 

1. Enhancing client’s commitment to following 
through with contacting the resource 

2. Carefully planning the client’s initial contact 
with the other agency 

3. Analyzing the potential obstacles that might 
hinder successful contact 

4. Modeling and rehearsing the implementation
5. Summarizing for the client what was learned 

in steps one through four  

Source: Ballew and Mink, 1996, pp.  235–236. 
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Figure 5-1 
Benefits of Modifying Programs To Accommodate Persons With Disabilities

Improved treatment completion rates  
New service population 
Legal compliance insulates program from liability 
Many grants and contracts are contingent upon Americans With Disabilities Act compliance  
Different funding sources available for a new population base 
Niche area or specialty area for the program 
Communities need to have this service available 
Expand scope of approaches and services to use with all clients 
Broader connection to disability agencies and the Disability Community provides political benefit 
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Figure 5-2 
Questions for Counselors To Think About 

What books about people with disabilities did I read as a child? 
What view of people with disabilities do I get from the media? 
What scholarly information have I read concerning people with disabilities? 
What experience have I had with significant others who are disabled? 
Who else from the Disability Community have I had contact with? 
What are my issues, hot spots, fears, and stereotypes concerning disabilities? 
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Figure 5-3 
Out-of-State Specialized Services in New Jersey 

Beginning in the late 1980s, New Jersey began developing services to meet the needs of persons who 
were deaf and hard of hearing and had substance use disorders.  A statewide coordinator was hired 
by the Single State Agency, and funding was sought in order to begin developing a continuum of 
services for this population.  There was a great deal of discussion involving referring agencies and 
individuals’ families about how to meet the immediate need for residential treatment, and a decision 
was made to approve the Minnesota Chemical Dependency Program for Deaf and Hard of Hearing 
Individuals as a New Jersey Medicaid provider.  The reasons for this decision were twofold.  First, this 
was the only hospital-based residential treatment program designed specifically to meet the needs of 
people who are deaf and hard of hearing.  Secondly, this high quality program offered services that 
were more cost effective than what could be offered in New Jersey at that time.  The daily cost was 
between two and three hundred dollars; a “hearing” program in New Jersey utilizing the services of 
sign language interpreters throughout the day and evening (to make the entire program accessible) 
would have easily cost twice as much.  Additionally, a hearing program with interpreters would not 
work as effectively for most people who are deaf as would a program designed specifically to meet 
their linguistic and cultural needs.  This cooperative relationship between agencies within one State 
and with an out-of-state, disability-specific program resulted in a more cost effective and higher 
quality solution. 
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Federal ADA 
Enforcement Agencies   

 

 
Architectural and Transportation 
Barriers Compliance Board: The 
Access Board 

 

Suite 1000 
1331 F Street, NW 
Washington, DC 20004-1111 
(800) USA-ABLE (voice) 
(800) 993-2822 (TTD) 
(202) 272-5434 (voice/TTD) 
(202) 272-5447 (fax) 
(202) 307-5448 (BBS) 

 
An independent Federal agency that developed 
the ADA Accessibility Guidelines and other 
architectural accessibility guidelines for the 
Government, the Access Board enforces UFAS 
but not ADAAG standards.  It provides 
technical assistance and information on the 
architectural requirements of the ADA and other 
access-related legislation, and architectural, 
communication, and transportation accessibility. 
The Access Board provides a list of free 
publications upon request. 

 

Equal Employment Opportunity 
Commission (EEOC) 

 

1801 L Street, NW 
Washington, DC 20507 
Complaints and Information 
(800) 669-4000 (voice) (800) 699-
6820 (TTD) Documents/Public 
Information Center (800) 669-3362 
(voice) 
(800) 800-3302 (TTD) 
(513) 791-2954 (fax) 
(800) 669-4000 (referral to regional offices) 

 
EEOC is responsible for developing and 
enforcing the ADA employment regulations.  It 

investigates charges of employment 
discrimination and works to resolve problems 
through conciliation.  The 800 referral number 
also provides information on discrimination 
laws in English and Spanish.  The EEOC 
provides free technical assistance publications 
on request. 
 

Department of Justice (DOJ) 
 

Civil Rights Division 
Disability Rights Section 
P.O. Box 66738 
Washington, DC 20035-6738 
(800) 514-0301 (voice) 
(202) 514-0301 (voice) 
(800) 514-0383 (TTD) 
(202) 307-1198 (fax) 
(202) 514-6193 (BBS) 
 
Numbers listed are information lines on the 
ADA and the regulatory process. 
 
The Equal Employment Opportunity 
Commission and the Department of Justice have 
jointly produced the Americans With Disabilities 
Act Handbook.  This comprehensive publication 
provides background, summary, rulemaking 
history, overview of the regulations, section-by- 
section analysis of comments and revisions, P.L. 
101-336, and annotated regulations of Titles I, II, 
and III. It includes appendices and related 
Federal disability laws.  One copy is available 
free upon request from EEOC or DOJ or from 
the Disability and Business Technical Assistance 
Centers. Multiple copies can be purchased 
from: 
 

U.S. Government Printing Office 
Superintendent of Documents 
Mail Stop: SSOP 
Washington, DC 20402-9328 
(202) 783-3238 (voice) 
(202) 512-1426 (TDD) 
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Department of Transportation 
 

400 Seventh Street, SW 
Washington, DC 20590 
Federal Highway Administration: 
(202) 366-3764  
Federal Transit Administration: 
Documents and Questions 
(888) 446-4511 (voice) 
(202) 366-1656 (voice) 
(800) 877-8339 (TTD) 
(202) 366-7951 (fax) 
Legal Questions 
(202) 366-4011 (voice) (202) 
366-3809 (fax) Complaints 
and Enforcement (202) 365-
2285 (voice) 
(202) 366-0153 (TTD) 

 
The Department of Transportation developed 
and continues to enforce the regulations to 
implement the transportation requirements of 
the ADA.  It provides, upon request, 
information on the Title II and Title III 
requirements for public and specified private 
transportation, and publishes the Paratransit 
Handbook. 

 

Federal Communications 
Commission (FCC) 

 

Office of Public Affairs 
Suite 1000 
1919 M Street, NW 
Washington, DC 20554 
Documents and Questions 
(202) 418-0190 (voice) 
(202) 418-2555 (TTD) 
Legal Questions 
(202) 418-2357 (voice) (202) 
418-0484 (TTD) Complaints 
and Enforcement

7553 (voice) 
(202) 418-0485 (TTD) 

FCC developed and continues to enforce the 
regulations to implement the Title IV 
telecommunications requirements, such as those 
requiring relay services.  It provides technical 
assistance and produces publications (available 
in print only). 
 

Federal and Federally 
Funded ADA Technical 
Assistance Agencies   
 

 
Administration of Developmental 
Disabilities 
 

370 L’Enfant Promenade, SW 
Washington, DC 20447 
(202) 690-6590 
 
Clearinghouse on Disability 
Information 
 

OSERS/U.S. Department of Education 
Room 3132, Switzer Building 
330 C Street, SW 
Washington, DC 20202 
(202) 205-5465 (voice) 
(202) 732-1252 (fax) 
 

Job Accommodation Network (JAN) 
 

West Virginia University 
P.O. Box 6080 
Morgantown, WV 26506-6080 
ADA Information 
(800) ADA-WORK (voice/TDD) 
Accommodation Information 
(800) 526-7234 (voice/TDD) 
(304) 293-5407 (fax) 
(800) DIAL-JAN (Computer Bulletin Board 
System)  
 

A service of the President’s Committee on 
Employment of People with Disabilities, JAN is 
an international, free consulting service that can 
provide information about job accommodation 
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for people with disabilities. It helps solve 
specific job accommodation problems through 
its toll-free hotline. 

 

Library of Congress National 
Library Service for the Blind 
and Physically Handicapped 

 

1291 Taylor Street, NW 
Washington, DC 20542 
(800) 424-9100 

 

MRI/Penn Research and Training 
Center on Vocational 
Rehabilitation And Mental Illness 

 

Matrix Research Institute 
University of Pennsylvania Department of 

Psychiatry 
6008 Wayne Avenue 
Philadelphia, PA 19144  
(215) 438-8200 

 
National Institute on Disability  
and Rehabilitation Research 

 

U.S. Department of Education 
Room 3060 
330 C Street, SW 
Washington, D.C. 20202 
(202) 205-8134 

 
National Institute on Neurological 
Disorders and Stroke 

 

Building 31, Room 8A06 
31 Center Drive, MSC 2540 
Bethesda, MD 20892-2540 
(301) 496-5751 (voice) 
(800) 325-9424 (voice) 
(301) 402-2186 (fax) 

National Research and Training 
Center on Psychiatric Disability 
 

University of Illinois—Chicago 
Suite 900 
104 South Michigan Avenue 
Chicago, IL 60603-5901 
 (312) 422-8180  
 
President’s Committee on 
Employment of People 
With Disabilities 
 

3rd floor 
1331 F Street, NW 
Washington, DC 20004-1107 
(202) 376-6200 (voice) 
(202) 376-6205 (TDD)  
(202) 376-6219 (fax)  
 

The President’s Committee on Employment of 
People with Disabilities is a nationwide 
organization of 600 volunteer members that 
works to build and maintain a climate of 
acceptance of people with disabilities in the 
work force. It can assist in locating State 
governors’ committees and local mayoral 
committees that address disability issues. It 
produces technical assistance materials, 
including videotapes, public service 
announcements, and fact sheets, and provides 
information on job accommodation, assistive 
technology, tax incentives, and other topics. A 
list of publications can be obtained by calling the 
above numbers. 
 

Rehabilitation Research and 
Training Center for Persons 
Who Are Deaf or Hard of 
Hearing 
 

University of Arkansas 
4601 West Markham Street 
Little Rock, AR 72205 (501) 686-9691 
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Rehabilitation Research and 
Training Center on Blindness 
and Low Vision 

 

Mississippi State University 
P.O. Drawer 6189 
Mississippi State, MS 39762 (601) 325-2001  

 

Rehabilitation Services 
Administration 

 

U.S. Department of Education 
Switzer Building 
330 C Street, SW 
Washington, D.C. (202) 205-5482  

 

Research and Training Center 
on Rehabilitation for Persons 
With Long-Term Mental Illness 

 

Boston University/Sargent College 
Center for Psychiatric Rehabilitation 
930 Commonwealth Avenue 
Boston, MA 02215 (617) 353-3549  

 
Research and Training Center on 
Community Integration of 
Individuals With Traumatic 
Brain Injury 

 

Mount Sinai School of Medicine 
One Gustave L. Levy Place, Box 1240 
New York, NY 10029-6574  
(212) 241-7917  

Research and Training Center on 
Community Living 
 

University of Minnesota 
College of Education and Human Development 
Institute on Community Integration 
RTC on Residential Services and Community 
Living 
150 Pillsbury Drive, SE 
Minneapolis, MN 55455 
(612) 624-5005  

 
Research and Training Center 
on Improving Community-
Based Rehabilitation Programs 
 

University of Wisconsin—Stout 
College of Human Development 
Stout Vocational Rehabilitation Institute 
Menomonie, WI 54751  
(715) 232-1219  
 

Research and Training Center on 
Improving the Functioning of 
Families Who Have Members 
With Disabilities 
 

University of Kansas 
Beach Center on Families and Disability 
3111 Haworth Hall 
Lawrence, KS 66045 
(913) 864-7600  

 
Research and Training Center 
on Independent Living for 
Underserved Populations 
 

University of Kansas 
4089 Dole Building 
Lawrence, KS 66045  
(913) 864-0575  
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Research and Training Center on 
Rural Rehabilitation Services 

 

University of Montana 
Rural Institute on Disabilities 
52 Corbin Hall 
Missoula, MT 59812 
(406) 243-5467 

 

Other General Disability 
Resources 

 
Access/Abilities 

 

P.O. Box 458 
Mill Valley, CA 94942 
(415) 388-3250 

 

The Accreditation Council 
 

Suite 406 
100 West Road 
Towson, MD 21204-2331 
(410) 583-0060 
(410) 583-0063 (fax) 

 
This organization works to promote and 
measure quality services for people with 
disabilities and performs accreditation reviews 
for agencies that work with people with 
disabilities. 

 

American Association of People 
With Disabilities 

 

Suite 330 
1819 H Street, NW 
Washington, DC 20006 
(800) 840-8844 (voice) 
(202) 457-0473 (fax)  

American Association of Retired 
Persons Disability Initiative 
 

601 E Street, NW 
Washington, DC 20049 
(800) 424-3410 (voice)  
 

American Medical Rehabilitation 
Providers Association (AMRPA) 
 

3rd floor 
1606 20th Street, NW 
Washington, DC 20009 
(888) 346-4624 
(202) 833-9168 (fax) 
 
Association on Higher 
Education and Disability 
 

P.O. Box 21192 
Columbus, OH 43221-0192 
(614) 488-4972 (voice)  
(614) 488-1174 (fax)  
 

This organization is comprised of most student 
disability offices in higher education. It can 
assist with identifying disability services at 
nearby community colleges and universities. 
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Centers for Independent Living 
(CILs) 

 

Centers for Independent Living is a national 
network of more than 200 community-based 
service and advocacy programs run by people 
with disabilities. If you are unable to find a 
Center for Independent Living in your phone 
book, contact any of the following for assistance 
in locating one near you: 

 Your State vocational rehabilitation agency 
 National Council on Independent Living 

 Suite 209 
 1916 Wilson Boulevard Arlington, VA 
 22201 (703) 525-3406 (voice) 
(703) 525-4153 (TDD) 

 (703) 525-3409 (fax) 
 Independent Living Research Utilization 

 Center 
 Suite 100 
 2323 South Shepherd 
Houston, TX 77019 
(713) 520-0232 (voice) 
(713) 520-5136 (TDD) 
(713) 520-5785 (fax) 

 

Consortium for Citizens With 
Disabilities 

 

Suite 1212 
1730 K Street, NW 
Washington, DC 20006 
(202) 785-3388 (voice) 
(202) 467-4179 (fax)  

 
Independent Living for the 
Handicapped 

 

1301 Belmont Street, NW  
Washington, DC 20009 
(202) 797-9803

Mainstream, Inc. 
 

Suite 830 
3 Bethesda Metro Center 
Bethesda, MD 20814 
(301) 654-2400 (voice/TDD) 
(301) 654-2403 (fax)  
 

National Alliance of the Disabled 
 

1352 Sioux Street Orange 
Park, FL 32065  
 

The NAOTD is an online informational and 
advocacy organization working toward equal 
rights for people with disabilities. 
 

National Association of 
Developmental  
Disabilities Councils 
 

Suite 103 
1234 Massachusetts Avenue, NW 
Washington, DC 20005 
(202) 347-1234 (voice) 
(202) 347-4023 (fax)  
 

National Clearinghouse of 
Rehabilitation Training 
Materials 
 

816 West 6th Street 
Oklahoma State University 
5202 Richmond Hill Drive 
Stillwater, OK 74078-4080 
(800) 223-5219 (voice)  
(405) 624-0695 (fax)  
 
This organization is an excellent resource for 
training materials in disability areas. 
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National Easter Seal Society 

 

Suite 1800 
230 West Monroe Street 
Chicago, IL 60606 
(312) 726-6200 (voice) 
(312) 726-4258 (TDD) 
(312) 726-1494 (fax) 

 

This organization provides technical assistance 
and referral to employers and individuals with 
disabilities on such topics as assistive 
technology, vocational training, and 
rehabilitation. 

 
National Information Center 
for Children and Youth With 
Disabilities 

 

8th floor 
1875 Connecticut Avenue, NW 
Washington, DC 20009 
(202) 884-8200 
(202) 884-8441 (fax) 

 
National Center on Life Planning 

 

19029 Nordhoff St., Suite 204 
Northridge, CA 91324-4804 
818-709-5558  

 
National Organization on 
Disability 

 

Suite 600 
910 16th Street, NW 
Washington, DC 20006 
(202) 293-5960 
(202) 293-7999 (fax) 

National Rehabilitation 
Information Center 
 

Suite 935 
8455 Colesville Road 
Silver Spring, MD 20910 
(800) 346-2742 
(301) 495-5626 (TTD) 
(301) 587-1967 (fax) 
 

Rehabilitation Accreditation 
Commission 
 

4891 East Grand Road 
Tucson, AZ 85712 
(520) 325-1044 (voice/TDD) 
(520) 318-1129 (fax) 
 

The Rehabilitation Accreditation Commission 
promotes quality services for people with 
disabilities by establishing and using standards 
of quality for such services. 
 

Rehabilitation Institute of Chicago 
 

345 East Superior Street 
Chicago, IL 60611 
(312) 908-6066 (voice)  
 

Society for the Advancement of 
Travel for the Handicapped 
 

Suite 610 
347 Fifth Avenue 
New York, NY 10016 
(212) 447-7284  
 

World Institute on Disability 
 

Suite 100 
510 16th Street 
Oakland, CA 94612-1500 
(510) 763-4100 (voice) 
(510) 208-9496 (TTD) 
(510) 763-4109 (fax)  
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Disability-Specific 
Service Resources 

 
American Deafness and 
Rehabilitation 
Association (ADARA) 

 

P.O. Box 6956 
San Mateo, CA 94403 
(650) 372-0620 (voice/TTD) 
(650) 372-0661 (fax)  

 

The ADARA is the largest national organization 
for professionals who work with persons who 
are deaf and hard of hearing. It provides 
information and referral, and networking and 
holds biennial conferences in topics related to 
substance use disorders, mental health, vocation 
rehabilitation, job coaching, education, and 
interpreting. 

 

American Foundation for the Blind 
 

Suite 300 
11 Penn Plaza 
New York, NY 10001 
(800) 232-5463 (voice) 
(212) 620-2158 (TDD) 
(212) 727-7418 (fax) 
(800) 829-0500 (product information) 

 
This organization provides information and 
referral on adaptive and assistive technology for 
people who are blind or visually impaired. 

American Printing House for the 
Blind 
 

1839 Frankfurt Avenue 
Louisville, KY 40206 
(502) 895-2405 (voice) 
(502) 899-2274 (fax) 
(800) 223-1839 (Customer Service) 
 
This organization provides Braille and large 
print books (including textbooks), computer 
voice synthesis hardware and software, 
computer-related materials on disk, and 
instructional aids. 
 

Association of Late Deafened 
Adults, Inc. 
 

Suite 274 
10310 Main Street 
Fairfax, VA 22030 
(404) 289-1596 (TTD) 
(404) 284-6862 (fax)  
 

The Arc (formerly Association for 
Retarded Citizens) 
 

Suite 300 
500 East Border Street 
Arlington, TX 76010 
(817) 261-6003 (voice) 
(817) 277-0553 (TDD)  
(817) 277-3491 (fax)  
 

The Arc aids the employment of people with 
mental retardation or developmental disability 
and publishes resource materials. 
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Brain Injury Association 

 

105 North Alfred Street 
Alexandria, VA 22314 
(703) 236-6000 (voice) 
(703) 236-6001 (fax) 

 

Children and Adults With ADD 
 

Suite 101 
499 Northwest 10th Avenue 
Plantation, FL 33317 
(800) 233-4050 
(954) 587-4599 (fax) 

 
Learning Disabilities Association 
of America 

 

4156 Library Road 
Pittsburgh, PA 15234-1349 
(412) 341-1515 
(412) 344-0224 (fax) 

 
The Learning Disabilities Association of 
America is a national, nonprofit, volunteer 
organization dedicated to enhancing the quality 
of life for all people with learning disorders and 
their families. It is an advocacy organization 
that conducts education, research, and service. 

 

National Association of the Deaf 
 

814 Thayer Avenue 
Silver Spring, MD 20910-4500 
(301) 587-1788 (voice) 
(301) 587-1789 (TTD) 
(301) 587-1791 (fax)  

 

The National Association of the Deaf provides 
information and referral on deafness and 
accommodations for people who are deaf. It has 
local chapters in each State. 

National Center for Learning 
Disabilities, Inc. 
 

Suite 1401 
381 Park Avenue South 
New York, NY 10016 
(212) 545-7510  
(888) 575-7373  
 

National Information Center on 
Deafness 
 

Galludet University 
800 Florida Avenue, NE 
Washington, DC 20002-3695 
202-651-5051 (voice) 
202-651-5054 (fax) 

 
National Organization for Rare 
Disorders 
 

P.O. Box 8923 
New Fairfield, CT 06812-8923 
(203) 246-6518 (voice) 
(800) 999-6673 (voice) 
(203) 746-6481 (fax) 
 

A disease is considered rare if it affects fewer 
than 200,000 people in the United States; over 
5,000 different disorders fall into this category. 
The NORD provides information and referrals 
for people with these lesser known diseases. 
 

National Spinal Cord Injury 
Hotline 
 

Kernan Hospital 
2200 Kernan Drive 
Baltimore, MD 21207 
(800) 526-3456 
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Paralyzed Veterans of America 
 

801 18th Street, NW 
Washington, D.C. 20006 
(202) 872-1300  

 

Rehabilitation Research and 
Training Center on Severe 
Traumatic Brain Injury 

 

1314 West Main Street 
Richmond, VA 23284-2011 
(804) 828-1851 (voice) 

 

Stroke Clubs International 
 

805 12th Street 
Galveston, TX 77550 
(409) 762-1022 

 

Substance and Alcohol Intervention 
Services for the Deaf (SAISD) 

 

Rochester Institute of Technology 
National Technical Institute for the Deaf 
115 Lomb Memorial Drive 
Rochester, NY 14623-5608 
(716) 475-4978 (voice/TDD) 

 
This center publishes the National Directory of 
Prevention and Treatment Programs Accessible to 
the Deaf, a comprehensive directory of substance 
use disorder programs for people who are deaf. 
The 1998 edition is available electronically on 
SAISD’s website.  Printed copies of the 1995 
directory can be obtained through the Rochester 
Institute of Technology’s bookstore at (716) 475- 
2501. 

The University of California Center 
On Deafness (UCCD) 
 

Suite 10 
3333 California Street 
San Francisco, CA 94143-1208 
(415) 476-4980 (voice) 
(415) 476-7600 (TDD) 
 
The UCCD is a research and training center 
focusing on deafness and mental health.  They 
have a variety of materials, including training 
videos for substance use disorder treatment 
providers entitled “Meeting the Challenge: 
Working with Deaf People in Recovery,” and “I 
Can: Stories of Deaf and Hard of Hearing People 
in Recovery.” 
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Substance Use Disorder Treatment for People With 
Physical and Cognitive Disabilities

Directions:  To receive credits for this course, you are required to take a post test 
and receive a passing score.  We have set a minimum standard of 80% as the 
passing score to assure the highest standard of knowledge retention and 
understanding.  The test is comprised of multiple choice and/or true/false questions 
that will investigate your knowledge and understanding of the materials found in this 
CEU Matrix – The Institute for Addiction and Criminal Justice distance learning 
course.   

After you complete your reading and review of this material, you will need to answer
each of the test questions. Then, submit your test to us for processing. This can
be done in the following manner:

Submit your test via the Internet. All of our tests are posted electronically,
allowing immediate test results and quicker processing. First, you may want
to answer your post test questions found at the end of this appendix. Then,
return to your browser and go to the Student Center located at:

http://www.ceumatrix.com/studentcenter 

Once there, log in as a Returning Customer using your Email Address 
and Password. Then click on ‘View Lesson Quiz’ and you will be 
presented with the electronic exam.

To take the exam, simply select from the choices of "a" through "e" for 
each multiple choice question. For true/false questions, select either "a" 
for true, or "b" for false. Once you are done, simply click on the submit 
button at the bottom of the page. Your exam will be graded and you will 
receive your results immediately. If your score is 80% or greater, you 
will receive a link to the course evaluation. You will also receive a link to 
the Certificate of Completion. This is the final step in the process, and 
you may save and / or print your Certificate of Completion.

If, however, you do not achieve a passing score of at least 80%, you will
need to review the course material and return to the Student Center to
resubmit your answers.

NOTE: THE EXAM QUESTIONS AND /OR ANSWERS MAY BE IN A
DIFFERENT ORDER IN THE ONLINE EXAM

— 197 — CEU MatrixSubstance Use Disorder Treatment for People with Physical and Cognitive Disabilities



Substance Use Disorder Treatment for People With Physical and Cognitive Disabilities 

Answer the following questions by selecting the most appropriate response. 

1. A study of adult males receiving treatment for alcoholism revealed that ____
percent had a learning disability.
a. 50
b. 25
c. 30
d. 40
e. 75

2. A disability is defined as something capable of limiting an individual's ability to
function in various areas of life.
a. True
b. False

3. All but ______ are categories of functional capacity and limitation that can
impinge on a person's treatment.
a. Learning
b. Finances
c. Mobility
d. Social skills
e. Communication

4. People with disabilities may rely on a ______ social network.
a. Larger
b. Internet
c. Wealthy
d. Frugal
e. Smaller

5. Those with disabilities should receive the same treatment protocol as
everyone else, lest they feel singled out.
a. True
b. False

6. Inadequate ______ is the major barrier to treatment for people who are deaf.
a. Social skills
b. Housing
c. Communication
d. Nutrition
e. Education
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7.  Integrating people with disabilities into services used by others recovering 
from addiction disorders is called ____. 
a. Mainstreaming 
b. Assimilating 
c. Integrating 
d. Segregating 
e. Educating 

 
8.  Disability etiquette involves maintaining an awareness of intrusion into an 

individual's personal space. 
a. True 
b. False 

 
9. Functional limitations associated with a disability can _____ treatment if they 

are not recognized and addressed. 
a. Facilitate 
b. Augment 
c. Improve 
d. Hasten 
e. Undermine 

 
10.  A screener should not worry too much about an individual's affect and 

behavior initially. 
a. True 
b. False 

 
11.  If an individual has ever hit their head and lost consciousness the screener 

should look at a(n) _____ exam. 
a. SAT 
b. Neurological 
c. Drivers 
d. Skeletal 
e. Visual 

 
12.  Instead of assessing a hearing loss, a provider should note the individual's 

_____ to/of the hearing loss. 
a. Adjustment 
b. Denial 
c. Ambivalence 
d. Acceptance 
e. Transference 
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13.  Whether or not a client uses sign language for communication he should 
always attend an all-deaf program. 
a. True 
b. False 

 
14.  All but ______ are an area of functional limitation used in screening. 

a. Religion 
b. Mobility 
c. Social skills 
d. Problem solving 
e. Communication 

 
15.  Attention problems are less of a problem in group treatment. 

a. True 
b. False 

 
16.  The Consensus Panel believes that not all clients presenting with an 

addiction problem are entitled to assessment. 
a. True 
b. False 

 
17.  During assessment, blind individuals must be able to complete forms using 

their choice of ______. 
a. Braille 
b. Large print 
c. Audiocassette 
d. Sighted assistance 
e. All of the above 

 
18.  When assessing a client, it is a good idea to get background information from 

_____. 
a. The individual 
b. All sources 
c. A few sources 
d. Their parents 
e. Both a and b 

 
19.  One of the first tasks of the interviewer is to reduce the _____ of the client. 

a. Resources 
b. Anxiety 
c. Finances 
d. Yearnings 
e. Relationships 
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20.  The interviewer should give specific examples to illustrate abstract words or 
phrases. 
a. True 
b. False 

 
21.  An individual's ______ may influence his responses in ways which portray 

him inappropriately. 
a. Income 
b. Peers 
c. Physical disability 
d. Education 
e. Background 

 
22.  The five stages of grieving include all but _____. 

a. Bargaining 
b. Acceptance 
c. Denial 
d. Jealousy 
e. Depression 

 
23.  Substance use may be used as a form of ______ to compensate for a 

disability. 
a. Bargaining 
b. Acceptance 
c. Payback 
d. Denial 
e. Disobedience 

 
24.  Risk taking and risk avoidance may shape the daily life of a person with a 

disability 
a. True 
b. False 

 
25.  Immediate family members and close friends should not be considered 

important information sources. 
 

26.  A nervous system reaction that leads to a rapid and sometimes fatal rise in 
blood pressure is called ______. 
a. Edema 
b. Hypoxia 
c. Cirrhosis 
d. Reflux 
e. Hyperreflexia 
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27.  Alcohol raises the seizure threshold in clients with TBI (Traumatic Brain 
Injury). 
a. True 
b. False 

 
28.  If behaviors of concern continue or become worse, a (an) _______ might be 

appropriate. 
a. Suspension 
b. Behavior contract 
c. Expulsion 
d. Argument 
e. Celebration 

 
29.  Recreation programs should be made as ______ as possible for those with 

disabilities. 
a. Fun 
b. Rigorous 
c. Difficult 
d. Inclusive 
e. Exclusive 

 
30.  In setting a goal, the client and counselor must work separately to understand 

the requirements. 
a. True 
b. False 

 
31.  No treatment plan should be ______. 

a. Static 
b. Flexible 
c. Lengthy 
d. Verbal 
e. Non-verbal 

 
32.  Cognitive abilities may improve at different rates in clients with traumatic 

brain injury. 
a. True 
b. False 

 
33.  When relapse occurs, ______ often provide(s) valuable information to explain 

the relapse. 
a. Diagnosis 
b. Counselor education 
c. Case notes 
d. Attendance 
e. Peer groups 
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34. Accomodations for counseling begins with the physical environment where
counseling will take place.
a. True
b. False

35. Sometimes _____ time prior to counseling the disabled is as important as
actual counseling time.
a. Down
b. Preparation
c. Free
d. Travel
e. Dead

36. In order not to offend, the counselor should assume the client with cognitive
disabilities understands terminology.
a. True
b. False

37. A good Braille reader reads _____ wpm while a good print reader may read
_____.
a. 600, 100
b. 250, 100
c. 50, 500
d. 100, 600
e. 50, 250

38. "Reading" an audiocassette proceeds at approximately _____wpm.
a. 500
b. 1000
c. 800
d. 25
e. 200

39. Accommodations for persons with cognitive impairments can include ______
a. Visual cues
b. Mixed media
c. Repetition
d. Expressive therapy
e. All of the above

40. Drugs provide comfort and manage symptoms and don't ever contribute to
secondary complications.
a. True
b. False
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41. Alternative treatments for chronic pain include all of the following except
______.
a. Medication
b. Biofeedback
c. Exercise
d. Hypnotism
e. Acupuncture

42. One of the greatest risks for clients with TBI during aftercare is the difficulty of
unstructured settings.
a. True
b. False

43. The single agency model provides a single point of contact but may _____
the array of services available.
a. Increase
b. Limit
c. Define
d. Augment
e. Dictate

44. ADA is the acronym for Americans With ______ Act.
a. Drugs
b. Disobedience
c. Disabilities
d. Dementia
e. Dystrophy

45. A factor(s) that contributes to long-term sobriety includes ________.
a. Employment
b. Education
c. Friends
d. Self-help groups
e. All but “b”

46. Substance use disorder treatment programs can not provide a referral
resource  for service agencies.
a. True
b. False

47. Nonresidential, nonprofit organizations run by people with different disabilities
are called _____.
a. CILs
b. RRTCs
c. NIDRRs
d. DBTACs
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e. ILCs

48. A medication management need resource may include _______.
a. Van pools
b. Interpreters
c. Computers
d. Nurses
e. None of the above

49. It is estimated that __ to __ percent of people with disabilities are either
underemployed or unemployed.
a. 40, 50
b. 60, 70
c. 85, 95
d. 15, 25
e. 30, 40

50. Analyzing the potential obstacles that might hinder successful contact is one
of the 5 linkage tasks.
a. True
b. False

51. _____ monitoring over a longer period of time than is common may be
required for the disabled.
a. Less frequent
b. Face-to-face
c. More frequent
d. Indirect
e. Email

52. Substance use treatment staff should participate in training that addresses
______ disabilities.
a. Physical
b. Cognitive
c. Sensory
d. Affective
e. All of the above

53. Title ____ of the ADA requires that programs prepare a plan on serving a
person with a disability.
a. III
b. II
c. IV
d. VII
e. IX
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54. One concept that needs to change is the importance of the bond between
client and counselor.
a. True
b. False

55. Managed care policies often pose a barrier to getting treatment for those with
coexisting disabilities.
a. True
b. False
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