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Defining Substance Use Disorder 

 

In order to understand the how Substance Use Disorder (SUD) and intellectual & 

physical disabilities intersect, it is important to define Substance Use Disorder, and sub or co-

morbid diagnoses that may come with it. “Substance use disorders occur when the recurrent use 

of alcohol and/or drugs causes clinically significant impairment, including health problems, 

disability, and failure to meet major responsibilities at work, school, or home” (SAMHSA, 

2019). 

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5), the American 

Psychiatric Associations diagnostic manual for mental health professionals, recognizes 15 

specifications of SUD (American Psychiatric Association, 2022). These specifications, or 

diagnostic codes, reference the type of substance (alcohol, cocaine, opioids, etc.). Mental health 

professionals will also consider the quantity and severity of symptoms in their diagnoses. 

Practitioners may distinguish between abuse and dependence – mental and physiological effects 

– in their diagnoses as well. 

SUD can be a diagnosis on its own, but often is co-occurring with another psychiatric 

diagnosis. Many different mental health conditions, physical diseases, and intellectual physical 

disabilities can intersect with a substance use disorder.  

 

Substance Use Disorder & Disability 

 

In 2018, approximately 4.7 million Americans with a disability had a co-existing 

substance use disorder (Addiction Center, 2018) – and it’s likely that rate has risen as the past 
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few years have seen an increase in substance use overall. Folks with disabilities have a higher 

rate of substance use disorder, but lower treatment rates than those without disabilities. 

Generally, substance use is lower, but the likelihood of developing substance use disorder is 

higher in people with disabilities. This population, people with co-occurring SUD and disabilities 

is understudied and there is not a great deal of evidence which treatment methods are effective 

because it is so individualized. Folks with intellectual disabilities tend to be underdiagnosed 

medically in general, so this is in line with large trends in healthcare.   

According to the Substance Abuse and Mental Health Services Administration 

(SAMHSA), some people with physical or cognitive disabilities may begin misusing substances 

to cope with chronic pain, social isolation, stigma related to their disabilities, or physical or 

sexual abuse or other trauma. Other SUD risk factors in this population include impulsivity and 

unemployment. In other cases, preexisting substance misuse has contributed to an accident that 

caused the individual’s disability (SAMHSA, n.d.).  

The most abused substances among those with physical or intellectual disabilities are 

alcohol and opioids. Folks may begin using to cope with their disability. For example, someone 

with an intellectual disability may experience social isolation, which is often linked to drinking 

alcohol. A person with a physical disability may become addicted to their pain medication. 

Conversely, substance use can lead to both physical and mental disability. Someone diagnosed 

with alcohol use disorder could get into a drunk driving accident or someone addicted to opioids 

could experience a stroke.  

Certain disabilities have particularly high rates of substance use. Heavy drinking rates for 

certain conditions such as spinal cord or head injury exceed 50% (Addiction Center, 2018).  This 

correlates to the high rate of folks with a traumatic brain injury (TBI) that are intoxicated at the 
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time of the accident that resulted in the TBI – between 30 and 50%. Often, if there is a pattern of 

problematic substance use prior to a disability, there is a strong indication that problematic or 

worsening use will occur down the line (Weil, Corrigan & Karelina, 2018). Other disabilities that 

are linked to high rates of substance use disorder include deafness, multiple sclerosis, and 

arthritis.   

 

Treatment Considerations 

As is the case with most mental health, treatment must be individualized, especially for 

folks with disabilities. In determining a treatment plan with a patient, it is important to consider 

things such as: ease and accessibility of the treatment facility, training level of the people 

facilitating the treatment, and the general population of other patients and staff at the treatment 

facility.  

In regard to accessibility, many treatment facilities meet the standards of the Americans 

with Disabilities Act, but not all do. Is the treatment facility equipped with wheelchair ramps? 

Are the staff trained in communicating with blind patients? For folks who are unable to drive, is 

the facility reachable by public transportation? If possible, it’s advisable to seek treatment with 

specific programs for folks with special needs. Programs like Alcoholics Anonymous work to 

make sure that anyone who wants to attend a meeting can, regardless of barriers. They do this 

through things like designating handicap accessible meetings on their search feature, hosting an 

accessibilities committee, and hosting meetings over Zoom (“Accessibilities Committees | 

Alcoholics Anonymous,” n.d.). It is certainly more challenging to find treatment options that 

accommodate for a range of disabilities, but it is imperative that care is individualized and 

accessible.  
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It is the responsibility of a treatment provider to make accommodations, and to make 

their existence known to patients. Providers can accomplish this by doing a number of things 

including sharing examples of accommodations that can be made or doing interviews at 

screenings for cognitive impairment during client intake (SAMHSA, n.d.). A welcoming and 

comfortable environment will improve patient retention and outcomes. Sometimes, the best 

option is home counseling or treatment.  

SAMHSA shares some recommendations for substance use treatment in people with 

disabilities.  

For groups composed of one or more individuals with cognitive disabilities: 
 

• Minimize noise and visual distractions.  
• When permissible and appropriate, supplement the client’s report with input 
from family members or caregivers (with the client’s consent) on the client’s 
strengths and preferred learning style.  
• Go over group rules, including confidentiality, at each session.  
• Sum up the previous session. • Repeat important questions and points.  
• If needed, give the individual(s) with a cognitive disability a short break.  
• Convey key ideas visually.  
• Incorporate role-playing and skills practice (e.g., refusal skills, deep 
diaphragmatic breathing).  
• After sessions, see whether clients with cognitive disabilities understood key 
points by asking them, one on one, questions that cannot be answered simply 
“yes” or “no.”  

 
In individual SUD counseling:  
 

• Emphasize concrete action steps and healthy routines instead of abstract 
concepts.  
• Consider having more frequent but shorter sessions.  
• Minimize distractions, repeat important information, take a short break when 
needed, convey key ideas visually, use role-playing, get family and caregiver 
input when permissible and appropriate (with client consent), incorporate skills 
practice, and check for understanding.  

 

Laws & Regulations Surrounding SUD 



 5 

Sometimes, folks with a substance use disorder require oversight through things like 

conservatorship, guardianship, and involuntary commitment. For any of these instances, the 

biggest considerations are threat of significant harm to self or others, treatment refusal, 

incapacitation, and the need for handling of finances or property.  

Because the prognosis for SUD often has a positive outcome with the right treatment and 

support, it can often be difficult to make a case for guardianship or conservatorship. Should 

someone with a substance use disorder require one of these legal appointments, in many states 

the substance use disorder would need to be classified as a disability or as chronic for 

consideration.   

 Involuntary Commitment is the act of legally committing someone to a hospital or 

treatment facility against their wishes, often related to need for treatment related to a psychiatric 

disorder.  Research shows that involuntary commitment can lead to positive outcomes. However, 

continued treatment and follow are required for long lasting treatment success, and there are 

currently no regulations regarding continuation of treatment upon discharge from a treatment 

facility.  

Laws & regulations for involuntary admission vary greatly from state to state. Presently, 

37 states & DC have involuntary commitment laws specifically related to substance abuse. Even 

within those 37 states, specifications for what qualifies for involuntary commitment varies 

greatly. For example, in Rhode Island, the law applies only to those diagnosed with alcoholism 

(National Judicial Opioid Task Force, n.d.). Treatment recommendations can vary from 3 days to 

1 year, depending on the state and the specific needs of the individual.  

 Across all jurisdictions, every person is entitled to due process including the right to an 

attorney and the right to petition the court. The court must present clear and convincing 
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evidence. Individuals are also guaranteed the right to communicate with attorneys, family, 

friends, etc., the right to receive and send uncensored mail, and being present at any hearings, 

among other rights.  

Following are two different examples of involuntary commitment laws for reference on 

how they may differ.  

Specific Example of Involuntary Commitment Laws - Florida 

I. Involuntary Commitment for Substance Abuse—Florida: The Marchman Act 
 

(1) CRITERIA--A person may be involuntary admitted if there is a good faith reason to 
believe that he or she is substance abuse impaired and, because of that impairment, (1) 
has lost the power of self-control with respect to substance use and (2) (a) has inflicted, 
or threatened or attempted to inflict, or unless admitted is likely to inflict physical harm 
on himself or herself or another or (b) needs substance abuse services and, by reason of 
substance abuse impairment, his or her judgment has been so impaired that the person is 
incapable of appreciating the need for such services and of making a rational decision 
regarding that need. Mere refusal to receive services does not constitute lack of judgment 
(Fl. Stat. Ann. § 397.675) 
 
(2) ADMISSION 

(a) Law enforcement may have someone placed in protective custody if they 
exhibit a need for treatment (1) in a public place or (2) in a way that attracts 
the officer’s attention. 
(b) Any person who knows of the person’s substance abuse may apply for the 
person to be admitted, in the case of an emergency, if the person is a harm 
to themselves or others, or they are so impaired/reliant on the substance 
they cannot recognize the need for treatment 
(c) A spouse, parent, relative, OR three adults with knowledge of the person’s 
substance abuse can petition the court for involuntary treatment. (Orlando, 2012) 
 

Specific Example of Involuntary Commitment Laws – New York State 
 

iii. Involuntary Commitment New York 
(1) CRITERIA/STANDARD—Person has a mental illness for which care & 

treatment in a mental hospital is essential to his/her welfare; person's 
judgment is too impaired for him/her to understand the need for such care 
and treatment; as a result of his/her mental illness, the person poses a 
substantial threat of harm to self or others. (§9.27) *Note: if it appears to 
be an “emergency”, different laws apply* (Office of Mental Health, n.d.) 
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Involuntary Commitment: N.Y. Mental Hygiene Law § 1.03 provides that 
a “mental disability” includes alcoholism, substance dependence, or 
chemical dependence. However, alcoholism, substance dependence, or 
chemical dependence are not referenced in the definition of “mental 
illness” with respect to involuntary commitment. (National Judicial Opioid 
Task Force, n.d.) 
 

(2) ADMISSION  
(a) The director of a hospital may receive and retain an involuntary 

patient upon the certificates of two examining physicians AND an 
application for admission of that patient. The application may be 
completed by any of the following 11 people/groups 

1. Any person with whom the patient resides 
2. Nearest available relative (spouse, parent, sibling, child) 
3. The committee of the patient 
4. An officer, charitable institution, or public agency (i.e., police) 
5. Director of community or social serviced (DCF) 
6. Director of the hospital in which patient is hospitalized 
7. Director of facility providing care to substance abusers/dependents 
8. Director of the division for youth 
9. Social services official with custody and/or guardianship of a child 

over the age of 16 
10. Person or entity given custody of a child by the court 
11. A psychiatrist supervising the patient or the patient’s treatment for 

mental illness in a licensed facility 
(b) At the time of the application, two physicians must separately 

certify the patient needs involuntary care/treatment 
(c) Then, prior to admission the hospital’s psychiatrist (cannot be the 

same physician used previously) must also confirm the patient 
meets the involuntary standard. 

(d) Patient may be retained for up to 60 days. After 60 days, a court 
order is required to continue retention of the patient 

(3) CRITERIA—EMERGENCY (2 types: one requires admission to a 
Comprehensive Psychiatric Emergency Program, the other is general 
admission to a hospital) 
Emergency (§9.39); C.P.E.P. Emergency (§9.40) 
      (a) Person may have a mental illness for which immediate observation, 
care and treatment in a 1. Hospital or 2. Comprehensive Psychiatric 
Emergency Program (CPEP) is appropriate, and which is likely to result in 
serious harm to him/herself or others. "Likelihood of serious harm" 
means: 

1. A substantial risk of physical harm to the person as manifested 
by threats of or attempts at suicide or serious bodily harm or other conduct 
demonstrating that the person is dangerous to him/herself OR 
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2. A substantial risk of physical harm to other persons as 
manifested by homicidal or other violent behavior by which others are 
placed in reasonable fear of serious physical harm 

    (4) ADMISSION 
    (a) No application is necessary  
    (b) Prior to admission, a physician must examine the patient and certify 

they meet the emergency standard.  
    (c) Once admitted, a staff psychiatrist must confirm the patient meets 

the emergency standard within 48 hours 
    (d) The patient may be held up to 15 days under the emergency 

standard. After 15 days, if person still requires retention, they will be retained 
generally up to 60 days (the 60 days includes the 15 days under “emergency 
standard” prior) (Office of Mental Health, n.d.) 

 
Considerations in Trust & Estate Planning  
 

As with special needs, SUD requires special considerations in trust & estate planning. It 

is important to speak with the grantor about the ultimate goal of the trust. A recurrent issue for 

folks with SUD is money mismanagement, so this is an area that takes a lot of scrutiny and 

planning. Grantors should consider what their preferences are should the beneficiary not recover 

from addiction or abuse disorder. Trusts and estates may include a variety of provisions that 

address the SUD.  

 Distribution provisions can be put in place to designate when a beneficiary can receive 

their money in relation to their recovery status. For example, one might choose to designate a 

certain amount of funds directly to treatment or withhold funds until a treatment program is 

completed. Provisions like these can help in ensuring that money is not going to further fuel 

addictive behaviors should the grantor want to implement those protections.  

 In selecting a trustee, it may be important to choose someone who has the capacity to 

monitor treatment for the beneficiary. The trustee may have to speak with doctors and treatment 

providers. They may also have to make difficult decisions, such as withholding funds during a 

relapse. It is imperative to ensure that the trustee is aware of these additional obligations and 
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willing to take them on when making the selection. In the same vein, there are HIPAA 

considerations. Ultimately, it is at the discretion of the patient who is entitled to information 

from their healthcare providers. Early communication is essential in establishing these 

boundaries between the trustee and the beneficiary.    
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