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Co-Morbid Substance Use Disorders with Anxiety 

 

 
One of the most challenging situations in addiction treatment is when a substance use disorder is 

accompanied by anxiety. Substance use is often a risk factor for anxiety syndromes, and anxiety 

disorders significantly increase the risk of substance abuse. Besides this interaction, anxiety is a 

frequent factor in withdrawal as well as chronic substance abuse itself. This month’s Journal 

issue will address the prevalence of co-occurring substance use disorders and anxiety disorders, 

as well as the pharmacologic and psychosocial treatments currently in use. 

 

The latest NESARC (National Epidemiological Survey on Alcohol and Related Conditions – 

2004) reports 17.7% of current patients with a substance use disorder also meet criteria for an 

anxiety disorder. In another study, of opioid users seeking treatment, 21% of the women and 

12% of the men met criteria for an anxiety disorder. Most research demonstrates that the anxiety 

disorders precede the substance use disorders in 50% to 80% of the alcoholics and 2/3 to almost 

100% of the drug abusers. 
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The gold standard method to differentiate transient, substance-induced symptoms of anxiety 

from actual anxiety disorders requiring treatment is observation. This requires a period of 

abstinence in order to realize that the substance-induced symptoms are going to resolve with 

time. Although the precise duration is controversial, long half-time drugs require a longer period 

of abstinence while faster-acting substances may require shorter periods of time before a valid 

assessment can be made – usually about 12 weeks.   

 

Etiology: A frequently referenced causal theory, particularly with substance abuse, has been the 

“self-medication theory.” Although many providers invoke this theory with limited numbers of 

patients in their practices and many patients have been known to claim “self-medication,” careful 

research has not consistently borne out this causal relationship between substance abuse and 

anxiety.  
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There is intense research ongoing currently to try to nail down the neurobiological basis of 

relapse in relation to chronic stress and anxiety: corticotrophin releasing hormone, 

norepinephrine and endogenous opiates are the major endogenous substances that have been 

implicated in the linkage of anxiety and substance use disorders.  

 

The presence of anxiety presents a great challenge in the treatment of substance abuse and vice 

versa. One of the mainstays of treatment of anxiety disorders is benzodiazepines, obviously 

contraindicated for the most part because of their addictive potential. Therefore, 

nonpharmacologic treatments need to be emphasized. This approach includes learning strategies 

for self-regulation of anxiety, coping strategies for managing stress, and potential triggers as well 

as principles of good sleep hygiene.
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  CBT or cognitive behavioral therapy is the psychosocial 

treatment of choice, as the most prevalent behavioral technique, the most researched, and taught, 

and most effective for anxiety disorder and SUDs.  

 

Some general principles to have in mind when you are considering pharmacotherapy for anxiety 

disorders co-occurring with SUDs: 

1. Conflicted feelings about taking medication while in a sobriety program 

2. Seeing the need for medication as a personal failure or defect 

3. Ambivalence leads to problems with medication adherence 

4. Risk/benefit ratio needs to be discussed 

5. Close monitoring for relapse 

6. Limited amounts of medication prescribed at a time 

7. Medication adherence contracts 

8. In placebo-controlled studies of Antabuse and naltrexone-treated patients, both active 

medications were associated with greater anxiety symptom improvement 

 

We’ll examine three of the most common anxiety disorders that tend to co-occur with Substance 

Use Disorders (SUDs). 

A. Generalized Anxiety Disorder   

     The symptoms of GAD will be mimicked by substance withdrawal or even simply drug use. 

For this reason, some time – usually 12 or more (up to 24) weeks – need to elapse after last use 

before making a formal assessment. Attention needs to be paid to any over-the-counter 

substances or everyday drinks such as Coke or coffee that may induce anxiety. SSRI’s help to 

reduce GAD symptoms but there is insufficient information concerning the combination of GAD 

with SUDs. Buspirone has been helpful for some anxious alcoholics, but the evidence has not 

been overwhelming. CBT – Cognitive Behavioral Therapy – is the best studied in this cohort and 

appears to have the best track record with co-occurring SUD/GAD, among psychosocial 

treatments. Other useful approaches are: relaxation techniques, coping skills, anger management, 

problem solving, cognitive reframing, nutrition, sleep hygiene, regular exercise.
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B. PTSD: Post Traumatic Stress Disorder 

     In most cases, PTSD appears to precede the SUD. Those patients with PTSD were 2 – 4 times 

more likely to have co-occurring SUDs than those with some other anxiety diagnosis. The SSRI, 
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Sertraline (Zoloft), appeared to be particularly helpful with PTSD and alcoholism. The 

psychosocial treatment of choice (most widely studied) is “Seeking Safety,” a 25-session 

manualized treatment that combines psychoeducation and coping skills. “Relapse Prevention,” 

another psychoeducational treatment also has shown promise.  

 

C. Social Phobia 

     Since the usual onset of SP is prior to adolescence, this condition is the prototype anxiety 

disorder that occurs before a co-morbid substance use disorder. However, although less clear-cut, 

all of the anxiety disorders tend to follow this pattern. The subset of individuals with an 

established diagnosis of SP also tends to be at greater risk of a SUD at the level of two to three 

times. Several small, shorter-term studies have shown efficacy of a few medications, namely 

paroxetine (Paxil, SSRI), Gabapentin (Neurontin) and fluvoxamine (Luvox, SSRI) combined 

with psychosocial treatment, usually CBT. The addition of counseling tends to have the greater 

ameliorative effect on the anxiety side of the co-morbidity.  

 

Conclusion 

The co-occurrence of anxiety disorders along with substance use disorders is increasingly being 

recognized. Although traditionally each condition has been treated in isolation, depending on 

which system was first encountered – mental health or substance abuse – modern treatment 

recognizes the importance of combined and integrated treatment. The use of medications in this 

population requires special care and attention to issues of abuse potential, safety and toxicity. 

Substance use and anxiety interact as risk factors for each other. Besides the potential for abuse, 

the medications we use may have mimicking side effects. That makes ongoing observation and 

psychosocial treatments all the more important.  
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