
Letter from the Chair
While treating individuals who struggle with addictions, it is not uncommon to focus on change. There are
individuals and their families that fight change. Many deny the changes necessary to heal. Some try to force
change while others recognize the aspects in their lives that they can change and have control over. Like
those we help, as professionals, we need to remain mindful of our acceptance of or resistance to change. 

There are changes that will affect our practices. In January, billing codes were updated for the first time
since 1998. The Diagnostic and Statistical Manual of Mental Disorders DSM-5 was published the end of
May 2013. There are ongoing updates regarding the Affordable Care Act as well as Health Insurance
Portability and Accountability Act (HIPAA).

To help with change I encourage you to review and apply the Stages of Change to your professional
practice and personal lives (Velasquez, Gaylyn, Crouch, & DiClemente, 2001):
• Precontemplation: Not thinking about changing; feeling as if things are fine how they are; not seeing 
a problem with how things are. 

• Contemplation: Thinking about implementing a change; wondering how staying the same might 
affect others; possibly starting to try subtle changes.

• Preparation: Having a plan to change; possibly beginning to implement changes; seeing the benefits 
of trying the new approach or change.

• Action: Beginning to fully implement the new change(s); asking others for support and help regarding 
this newfound change.

• Maintenance: Not returning to the previous way of acting or completing tasks; accepting the changes
fully; helping others to implement the changes by “giving away what [one has].”

Change has been a constant since I entered the profession. Every country, state, region, city, and agency
will experience change. We are fortunate to have the opportunity to choose how we will perceive
change—thus, accepting it or resisting it. Mahatma Gandhi famously put it best: “You must be the change
you wish to see in the world.”  

Please contact me at jessica_holton_lcsw@jessicaholton.com if you or a fellow social worker would like to
submit an article, book review, interview, “how-to” paper, or other practice-related content.

Thank you for all that you do, enjoy this issue of the Alcohol, Tobacco and Other Drug Section Connection.
Jessica Holton, MSW, LCSW, LCAS
Greenville, North Carolina

Reference: Valasquez, M.M., Gaylyn, G.M., Crouch, C., & DiClemente, C.C. (2001). Group treatment for substance abuse: A
stages-of-change therapy manual. New York, NY: The Guilford Press.
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“WHY?”
The well-groomed middle-aged
couple in my office projects a
desperate confusion that has
become all too familiar to me in
my dual roles as Licensed
Clinical Social Worker and
Licensed Clinical Addictions
Specialist. As they express
shock and dismay over recently
discovering of their young adult
son’s opiate dependency, I
attempt to put their personal
crisis into a broader context:
the current epidemic of
prescription medication abuse
that has impacted an entire
generation of American youth.

But my best efforts at explaining
the etiology of addiction bring
this mother and father little
consolation as these parents
ask the inevitable question that
punctuates these emotional
sessions: “Why…why did this
happen to our family?”

This inquiry permeates the
addictions course I teach for the
University of North Carolina
Wilmington School of Social
Work, where MSW students
grapple with the same
question—“Why?”—as it
applies to the lives of
individuals and families they

encounter in diverse settings.
While research has given us
contemporary insights that have
expanded our collective
understanding beyond the
limitations of the 12 Steps and
the Disease Concept, my
students have much more
awareness of how addiction
manifests in a person’s life
rather than why. It was in that
classroom environment that I
attempted to integrate my
knowledge and experience
working with individuals and
families who suffered from
addiction in order to create a
learning tool that could shed

light on answering a question
that defies simple answers.

SUBJECTIVE ASSESSMENT
The GATE Model (© 2008) is an
interactive, user-friendly tool that
facilitates the communication of
priorities in identifying needs
and allocating resources
among clients, support systems,
and professionals. 

The GATE Model incorporates
subjective assessments of known
factors in the progression of
addiction—on the axes of
Genetics, Access, Trauma, and
Environment—to create a
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                alcohol and drug treatment results in $12 saved in crime.

graphic representation of risk.
The simple visual style of the
GATE Model engages
participants and increases the
likelihood that they will remain
in treatment, as they are given
a clear view of the path to
recovery. 

Clinicians often contend with
time and resources constraints
that leave little opportunity for
exploring treatment options.
When innovative strategies
succeed in carving through
bureaucracy and result in
positive outcomes for clients
and families, it may be more
the result of intuition than of a
formal process. Unfortunately,
the safety concerns inherent in
addictive illness narrow the
margin of error that exists in
planning and executing
interventions; we never know
when the last relapse might be
followed by death instead of
recovery. The GATE Model
transforms a “wild guess” at
treatment priorities into an
“educated guess.”

GATE MODEL 

The GATE Model reveals the
complexity of addiction, and its
multiple precursors, in a user-
friendly format that reflects the
observations of the professional,
the client, and the support
system through four-axis graph: 

Genetics
The Genetics axis of the GATE
Model represents multiple
observable traits that indicate

biological and psychological
risk factors for addictive illness.
These traits typically cluster in
multigenerational patterns within
families, suggesting a genetic
basis for these risk factors
(Agrawal & Lynskey, 2008).

Access
The Access axis of the GATE
Model represents both positive
and negative factors related to
the availability of the addictive
substance or behavior, and of
treatment resources.

Trauma
The Trauma axis represents
documented events in the life 
of the subject that are observed
to have produced a trauma
response. Consideration is
given to the severity of
traumatic events, and the
occurrence of multiple events,
in scaling this axis.

Environment
The Environment axis represents
factors in the subject’s home,
community, workplace, and
social network that produce or
alleviate stress. Both positive and
negative factors are considered
in primary areas of functioning. 

Each axis is weighted on a 
10-point scale in increasing
increments of addiction risk. 
As a subjective measure, the
scaling of each axis of the
GATE Model is a cumulative
value, estimated by the user of
the model, based on available
information from the client and
his or her support system.

The user of the GATE Model
makes a subjective estimate of
the combined risk factors, relative
to the general population,
indicated by a number between
zero (least) and 10 (most) that
balances the positive and
negative factors of each axis.

The total value of the horizontal
axes (Genetics and Trauma) is
multiplied by the total value of
the vertical axes (Access and
Environment) to calculate the
area of the GATE Model. In 
this example, the assessed 
risk of addiction would be 
10 x 10 = 100 points, out of 
a possible 400.

The GATE Model does not
replace evidence-based
measures used in structured
addictions treatment protocols.
Rather, it serves as a user-friendly
resource for communicating
clinical observations from a
variety of sources. Like other
time-tested brief assessment tools,
such as the CAGE and the MAST,
the GATE Model captures
relevant information in an
actionable format that informs
and guides treatment planning.

CONSIDERING COMPLEXITY
The Syndrome Model presents
a significant advancement from
traditional conceptualizations
of addiction, making a strong
case for a new understanding
of addictive illness as “a cluster
of symptoms and signs related
to an abnormal underlying
condition.” Developed in the
Harvard Medical School,
Division on Addictions, the
Syndrome Model (Shaffer et
al., 2004) conveys the true
complexity of addiction,
suggesting that some shared
symptoms are present in every
expression of the syndrome
(tolerance and withdrawal),
while other symptoms have
unique manifestations (cirrhosis
with alcohol dependence, STDs
with sexual addiction).

Identifiable factors in the client’s
biopsychosocial history, access
to addictive agents, trauma
response, and environmental
characteristics lead to

integrated conclusions about
the risk of addictive illness. As
the Syndrome Model describes
the etiology of addiction, the
GATE Model provides a
complementary graphic tool
that illuminates this process to
clients and support systems. The
“perfect storm” of proximal and
distal antecedents, converging
to produce the destructive force
of addiction, is effectively
displayed on the radar screen
of the GATE Model. 

PERSON-CENTERED PLANNING
The need for more effective
approaches to diagnose and
treat addictive illness is
underscored when one considers
the enormous expenditures in
research, prevention, education,
treatment, interdiction, and
incarceration related to
substance abuse and other
addictive illnesses in the United
States. “Drug abuse and
addiction are a major burden to
society; economic costs alone
are estimated to exceed half a
trillion dollars annually in the
United States, including health,
crime-related costs, and losses
in productivity” (Volkow, 2007).

In the current economic
landscape of doing more work
with fewer resources, the GATE
Model helps achieve the goals
of person-centered planning:
identifying needs, allocating
resources, and communicating
priorities. National trends have
increasingly prioritized person-
centered planning in the
program development of
agencies through tools that
“provide ways to think through
a situation before deciding
what should happen next—
making smarter decisions”
(NCDMH/DD/SAS, 2010).

Tracking outcomes within a
person-centered plan becomes



more intuitive with the GATE
Model because the comparative
values for risk of addiction, over
time, give a clear picture of
positive or negative changes.
This information can also be used
to specify case management
goals because it suggests a
locus for the most significant
risks, allowing providers to link
clients to natural supports and
community resources that can
specifically address their needs.
For instance, if a client is rated
high on the Trauma scale, then
the clinician may utilize the
Seeking Safety program
(Najavits, 2002) as a
recommended intervention. 
If there is a skew toward
Genetics, with a history of
mental illness and substance
abuse, then an integrated dual
diagnosis treatment program
and a psychiatric referral may
be warranted.

WORTH A THOUSAND WORDS
As a graphic representation of
contributing factors in the
development of addictive illness,
the GATE Model creates a
comprehensive view of the
volatile circumstances that are
observed with clients. Changes
in the progression of addiction
may be gradual and cumulative,
or sudden and dramatic, a
dynamic process that is often
obscured within the continuum
of care.

The GATE Model allows its
users to share clinical
observations through internal
(same client) or external
(multiple clients) comparisons.

Graphic representations of
these dynamics facilitate
meaningful dialogue and
decision making among the
professionals, agencies, and
support systems involved in
client care. A picture is, indeed,
worth a thousand words.

EXTERNAL COMPARISON

SHOW AND TELL
The GATE Model allows
professionals to show their
insights into the current risk of
addiction and the potential
outcome of treatment options,
and not merely tell them to the
stakeholders in clinical decisions.
This visual impact increases the
accessibility of the clinician’s
observations, strengthening the
motivation of clients and
families to accept recommended
interventions. Patterns of
addictive illness are familiar to
professionals in treatment
settings; these clinicians have
witnessed different versions of
the same dynamic, again and
again, and the GATE Model
captures the clinician’s 
unique view.

The utility of the GATE Model 
as a brief addiction-specific,
subjective tool lies in its

applicability across addictive
agents and individual
differences. Traditional concepts
of addiction, with their one-
dimensional approach, have
missed the diversity of experience
that is observed in actual
assessment and treatment.
Capturing the unique
perspectives of individuals and
their support systems with the
interactive flexibility of the GATE
Model empowers professionals
to more effectively address that
inevitable question: “Why?”

Tab Ballis, MSW, LCSW, LCAS, CCS, is
a Licensed Clinical Social Worker,
Licensed Clinical Addictions Specialist,
and Certified Clinical Supervisor in
private practice at Insight Wellness
Services in Wilmington, NC. Insight
Wellness Services offers training,
consultation, and media production
through Family Tree Productions
(www.famtreepro.com). Tab is a
faculty member of the University of
North Carolina, Wilmington, School of
Social Work and has served on the
boards of the National Association of
Social Workers, North Carolina
Chapter, and the North Carolina
Association for Children of Alcoholics.
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RESOURCES
The GATE Model Course
The University of North
Carolina, Wilmington Office 
of Professional Development
and Continuing Education, (CE)
offers an online CE course,
“The GATE Model: An
Interactive Tool for Addictions
Assessment and Person-
Centered Planning.” Students
learn the practical applications
of this assessment tool through
a complimentary download 
of the GATE Model Software 
(© 2012), a Java-based
program that allows users to
compare and share their
graphic assessments of a client’s
risk of addiction, on Windows
and Mac operating systems.

For more information, or to
register for the course, visit:
http://uncw.edu/profdev/
health.html.



Substance abuse has costly and
wide-ranging impacts on society.
Since the days of the Puritans, it
has been recognized as a
substantial societal problem in
our country, and the dangers
posed to society from the use
and abuse of alcohol, tobacco,
and other drugs are severe
(Corrigan, Bill, & Slater, 2009;
Smith, Whitaker, & Weismiller,
2003). Because social workers
are routinely asked to intervene
in societal troubles, they often
constitute the first line of defense
and the first direct contact with
those who abuse substances.
This interaction occurs in various
service delivery systems—
community-based services,
child welfare, medical settings,
and employee assistance
programs (Smith et al., 2003).

So prevalent is substance abuse
in the day-to-day work lives of
social workers that 71 percent
of them “indicated taking one
or more actions in relation to
clients with substance abuse
disorders” in the previous year
(Quinn & Straussner, 2010, p.
443). Social workers—whose
values include championing
social justice, helping the
disenfranchised, and ending
human suffering (Quinn &

Straussner, 2010)—are well
suited to provide assessment,
treatment, and case management
to persons with substance use
and mental health disorders
(co-occurring disorders). In this
article, we will examine co-
occurring disorders, available
treatment approaches, and the
lack of education among social
workers about substance
disorders. 

SUBSTANCE ABUSE AND
MENTAL HEALTH
It is not uncommon to find mental
health disorders in individuals
with substance abuse conditions;
this condition is also known as
co-occurring disorder. According
to the Substance Abuse and
Mental Health Service
Administration (SAMHSA,
2010), approximately 8.9
million adults have co-occurring
disorders, only 7.4 percent
receive treatment for both
conditions, and 55.8 percent
receive no treatment at all.
Families are also affected.
Building a strong service system
for individuals with co-occurring
disorders includes family
involvement in assessment,
service planning, and treatment
(SAMHSA, 2010). 

Treatment of co-occurring
disorders has been associated
with reduced substance use,
improved psychiatric symptoms
and functioning, decreased
hospitalization, housing
stability, decline in arrests, and
enriched quality of life
(SAMHSA, 2010). 

In order to provide adequate
services, social workers must be
educated and licensed before
providing substance abuse
counseling. Many states require
addiction-specific credentials in
order to practice in the substance
abuse field. North Carolina
provides a good example. In
2005, the state passed
legislation that made substance
abuse credentialing mandatory
for those working in such settings
(North Carolina Substance
Abuse Professional Practice
Board [NCSAPPB], 2005). For
the master’s level clinician, a
clinical human services degree
from a regionally accredited
college or university, direct
supervision from a Certified
Clinical Supervisor (CCS), and
180 hours of substance abuse
specific education are required
to become a Licensed Clinical
Addiction Specialist (LCAS)
(NCSAPPB, 2005). 

TREATMENT APPROACHES
As previously noted, it is all too
common for these co-occurring
disorders to go untreated.
Consequently, homelessness,
incarceration, physical illnesses,
suicide, and early mortality
may result (SAMHSA, 2010). 

According to The National
Institute on Drug Abuse (NIDA,
2009), treatment can yield
cessation of use, prevent
relapse, and help individuals
regain a previous level of
functioning. Although addiction
is treatable, no one treatment is
effective for everyone, and an
individual’s treatment plan must
be continually assessed and
modified to ensure that it meets
the client’s needs. Although
counseling is the most commonly
used treatment, it is important 
to note that when it is used
concurrently with medication,
its outcomes for success are
increased

OUTPATIENT SERVICES
Social workers may provide
treatment in outpatient
community-based agencies.
These settings offer a variety of
programs for patients who visit
a clinic at regular intervals.
Individual and group

LAUREN GARNER

CO-OCCURRING
DISORDERS:
The Need for
Specialized

Training



counseling, which utilize such
evidence-based practices as
cognitive behavioral therapy,
multidimensional family therapy,
motivational interviewing, and
motivational incentives, have
been shown to be effective in
treating people with co-
occurring disorders. 

These forms of treatment can
increase client engagement in
the treatment process, modify
attitudes and behaviors toward
drug abuse, and promote healthy
life skills. There may also be an
increase in medication
effectiveness, which would help
clients remain in treatment for
an extended period of time. For
active users, easing withdrawal
symptoms is important during
the initiation of treatment 

HOSPITALIZATION
Individuals may often be referred
for hospitalization to ensure
their safety during withdrawal
and stabilization periods. Social
workers employed in settings
that provide detoxification and
stabilization services are on 
the front lines of battling
addiction. It is imperative that
the social worker maintain a
compassionate, nonjudgmental,
and nonconfrontive style. This
initial period of recovery is
crucial, and how the social
worker responds can make or
break a client’s chance for
success. 

Residential treatment programs
and therapeutic communities can
also be effective environments
for stabilization, particularly for
those with more chronic
problems. Therapeutic
communities (TCs) are structured
residential programs that include
staff and patients. Social workers
in this setting may act as a key
agent of change to influence

patient attitudes, perceptions,
and behaviors associated with
drug use as well as focus on
reintegration into society void
of previous negative behaviors.

EDUCATION
Many studies suggest that
social workers at the master’s
level lack adequate education
and/or experience in the field
of substance abuse practice—
hence the need in MSW
programs to require credit
hours that focus on substance
abuse treatment. Although
many MSW programs offer a
course in substance abuse, an
NASW survey found that only
38 percent of social workers
had taken a formal course on
substance abuse during their
academic training (as cited by
Quinn & Straussner, 2010).
Further, Quinn (2010) found
that only 6.5 percent of MSW
programs have a substance
abuse concentration track, with
only four programs requiring
students to take a substance
abuse course. In addition, a
2008 survey conducted by
Bina and colleagues found that
65 percent of recent MSW
graduates received no formal
training in their field placements
or their MSW curriculum in
preparation for working with
people who are substance
abusers (as cited by Quinn &
Straussner, 2010). 

Social workers will undoubtedly
encounter clients with substance
abuse, and the continued lack of
training presents an opportunity
for the social worker to advocate
for a change in MSW program
requirements. Survey results
suggest a need for additional
training opportunities for
practitioners (Quinn &
Straussner, 2010).

CONCLUSION
Customarily, social work
practitioners have played an
important role in addressing
substance abuse at all levels—
from individual and group
counseling, case management,
and family therapy to community-
level initiatives (Corrigan et al.,
2009). Regardless of such
involvement, research still shows
that future social workers lack
substance abuse education. The
severity of consequences posed
by under- or untreated substance
use, as well as social work’s
core values, make it imperative
that “the profession of social
work [continue] to embrace and
enhance its role as a leader in
treating and researching
substance abuse issues”
(Corrigan et al., 2009, p. 519).

Lauren Garner is a part-time MSW
student at Western Carolina
University. She is also pursuing a
certificate in substance abuse studies.
Lauren may be reached at
lacaldwell3@catamount.wcu.edu. 

This article was prepared with the
assistance of Dottie Saxon Greene,
member of the ATOD Specialty
Practice Section Steering Committee.
She can be contacted at
dottiesax@aol.com.

REFERENCES
Corrigan, M.J., Bill, M., &
Slater, J.R. (2009). The
development of a substance
abuse curriculum in a
master’s of social work
program. Journal of Social
Work Education, 45(3),
513–520.

National Institutes on Drug
Abuse. (2009, September).
Drug facts: Treatment
approaches for drug
addiction. [Online.] Retrieved
from www.drugabuse.gov/
publications/drugfacts/
treatment-approaches-
drug-addiction.

The North Carolina Substance
Abuse Professional Practice
Board. (2005). Credentialing.
[Online.] Retrieved from
www.ncsappb.org/
credentialing.

Quinn, G., & Straussner, S.
(2010). Licensure and
continuing education
requirements for substance
abuse training in social work.
Journal of Social Work
Practice In The Addictions,
10(4), 433–437.
doi:10.1080/1533256X.
2010.521084

Smith, M.W., Whitaker, T., &
Weismiller, T. (2003). Social
workers in the substance 
abuse treatment field: A
snapshot of service activities.
Health & Social Work, 31(2),
109–115.

Substance Abuse and Mental
Health Administration.
(2010, September 14).
About co-occurring. 
[Online.] Retrieved from
www.samhsa.gov/
co-occurring.



750 FIRST STREET NE, SUITE 700
WASHINGTON, DC 20002

For more information, visit
SocialWorkers.org/Sections

Did You Know?
Substance abuse particularly the 

use of alcohol and prescription 

drugs among older adults is

considered an invisible 

epidemic in the United States.

Call for Social Work Practitioner 
Submissions

NASW invites current social work practitioners to submit brief 
articles for our specialty practice publications. Topics must be 
relevant to one or more of the following specialized areas: 

For submission details and author guidelines, go to
SocialWorkers.org/Sections. If you need more information, 
email sections@naswdc.org.

• Administration/Supervision
• Aging
• Alcohol, Tobacco, and 

Other Drugs
• Child Welfare
• Children, Adolescents, 

and Young Adults

• Health
• Mental Health
• Private Practice
• School Social Work
• Social and Economic 

Justice & Peace
• Social Work and the Courts




