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Patients with substance use disorders (SUDs) are fre-
quently seen in outpatient settings; 40 to 60% of pa-
tients in mental health treatment and 36% in primary
care clinics have co-occurring SUDs [1–3]. Although
most patients with SUDs are not treated by addiction
specialists, education on treating patients with SUDs
varies widely across residencies [4, 5]. Patients with
SUDs pose challenges to trainees due to the relapsing
and remitting nature of these illnesses and the stigmati-
zation of these patients [6]. Furthermore, patients with
SUDs are believed to be more difficult to treat and
more likely to elicit negative countertransference than
patients with other psychiatric disorders [7, 8].
Working with this population early in training, with
appropriate guidance, can support residents in gaining
expertise and competence in treating these patients and
encourage them to continue to treat them as trainees
progress to independently practicing physicians [9].

In this paper, we identify common barriers patients
with SUDs perceive hinder them from engaging in treat-
ment. We propose a framework, building upon motiva-
tional interviewing (MI) theory, to help trainees prepare
for and respond to these barriers when they arise in
treatment, improving trainee confidence and competence
in these settings [10, 11]. In addition, alternative treat-
ment platforms, e.g., telehealth, which has become more

accessible during the COVID-19 pandemic, may over-
come certain patient-perceived barriers when clinically
appropriate [12].

Patient Perception of Barriers to Substance
Use Disorder Treatment

Patients often cite barriers to their treatment, which may
reflect the patient’s ambivalence about making changes
in their substance use. This ambivalence is an important
treatment target, as it hinders the patient’s engagement
in treatment, perpetuates continued substance use behav-
iors, and, in turn, worsens prognosis. These barriers are
often viewed by the patient and, at times, the clinician
as insurmountable reasons the patient is unable to en-
gage in treatment. The trainee may find themselves at a
loss for how to address these barriers. While patients
may cite these barriers in any level of care, this paper
will focus on barriers typically encountered while pro-
viding outpatient SUD care.

Understanding the patient’s perceived barriers to
treatment can help residents advance treatment through
discussion, problem solving, and alliance-building.
Discussing these barriers, both external (e.g., transporta-
tion, work conflicts, childcare needs) and internal (e.g.,
ambivalence about changing substance use), can be
affect-laden and create difficult clinical interactions.
Demonstrating an understanding of the patient’s per-
ceived barrier(s) and what they signify for the patient
helps foster therapeutic alliance, enhances patient en-
gagement and retention in treatment, and ultimately im-
proves clinical outcomes [13, 14]. To work through
these barriers, it is critical to utilize a MI approach,
practice empathic curiosity, and evoke personal incen-
tives for change, while facilitating behavioral commit-
ments for change [10, 11].
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Common Patient-Perceived Treatment
Barriers and Frameworks for Addressing
Them

“I have to get back to work.”

The patient may recognize the value of the proposed treat-
ment, but attributes their inability to follow recommendations
to timing of fixed obligations (e.g., school, work, legal) and/or
consequences of missed obligations.

The resident can focus on treatment engagement as a first
step to achieving a positive outcome. For example, stating,
“While I understand you are concerned about employment-
related consequences, let’s think about how to help your em-
ployer understand if you need to take time off for treatment.
Also, I wonder what other negative consequences may occur
should you not engage in treatment at this time.” This is also
an opportunity to address the importance of support from col-
leagues, family, and other institutional structures. It may help
to encourage the patient to inquire about policies (time off,
sick leave, vacation, etc.), stressing that the patient’s work
performance would benefit from SUD treatment.
Additionally, telehealth platforms may be useful in reducing
this barrier, as engaging in virtual outpatient sessions avoids
time in transit.

“I have to take care of my family/pets at home.”

The patient acknowledges the importance of treatment but
perceives treatment as conflicting with other responsibilities.
The patient may not have others to assist or may not wish to
inconvenience anyone to provide this support.

This barrier provides opportunities to reinforce the impor-
tance of support and the necessity of self-care during SUD
treatment. SUDs are life-threatening conditions that often re-
quire assistance from available supports in the patient’s net-
work. Exploring the patient’s reluctance to seek support from
specific family and friends can help the patient decide how
and from whom to seek support. Family and friends may be
concerned but also may feel they have tried to help before
without a positive outcome, so blanket assurances should be
avoided, while actively helping the patient problem solve
(e.g., considering telehealth).

“My insurance won’t cover that, will it?”

This patient is concerned about financial implications of treat-
ment. Evaluation of this barrier requires the patient and trainee
find out what insurance will cover, how to work around lim-
itations (e.g., appealing to the insurance company), and
whether this barrier is masking other patient concerns about
the recommendations. If the financial barrier is not resolvable,
the patient may forgo treatment and cite their insurance as the

reason. Rather than allowing systemic barriers to amplify the
negative side of the patient’s ambivalence, the trainee could
assist the patient in finding additional available lower-cost
treatment options (e.g., community-based or online
programs).

“I can’t imagine never drinking again; I have to drink
with clients for work and all my friends drink.”

The patient views the social norm of drinking as essential to
business or social success. It is important to acknowledge that
drinking or drug use can play an important role in social cir-
cles [15–17]. The resident can educate the patient that this is a
common concern and that others have managed to maintain
abstinence in similar positions. Substance use has been an
integral part of the patient’s life, often for many years, while
the realization of adverse consequences of substance use may
be more recent and difficult to reconcile with the patient’s
memories of perceived positive effects of use (e.g., relief from
anxiety, “high” from intoxication). It is critical to address feel-
ings of loss and grief over lifestyle changes necessary to
achieve abstinence and manage a SUD over time [18]. The
resident can state, “It feels like all your friends drink, but there
are probably some who don’t. Can you think of anyone you
know who doesn’t drink? What could you do instead if you
want to socialize without using alcohol or drugs?”

Clients and employers, like friends or family, are often
understanding if the patient is honest with them and disclosure
may lead to a broader support network. However, it is impor-
tant to acknowledge that in some settings, it may be difficult or
inadvisable to disclose their struggle with SUDs due to poten-
tial consequences and social stigma. The patient may benefit
from developing and practicing drink or substance refusal
skills, e.g., holding a non-alcoholic beverage to defer offers
of alcohol and gaining confidence in stating “no thank you”
[19].

The resident could present more proximate goals and tasks
(e.g., for the following week), while helping the patient eval-
uate advantages and disadvantages of abstinence. Looking too
far ahead may become overwhelming, distracting from tasks
needed in the present to initiate or maintain abstinence. The
resident can compare this process to taking a long trip,
reflecting that it is hard to see objects far away, but these
become clear as you move closer. Whether a patient should
drink alcohol in a year will be much easier to assess after the
year passes.

“Even if I go to residential treatment, my problems will
still be here when I get out.”

Patients may feel hopeless dealing with the psychosocial
stressors that led to use or relapse. Even if the patient acknowl-
edges a short-term higher level of care would be beneficial,
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thinking about chronic psychosocial stressors can be daunting.
The resident could explain that while a higher level of treat-
ment will not solve the psychosocial stressors, achieving ab-
stinence can improve their ability to address these stressors
upon program completion. They may gain alternative view-
points, support, and coping skills to manage these stressors
without using substances. The trainee can educate the patient
on the value of establishing abstinence and review the rela-
tionship between early abstinence and prognosis, e.g., achiev-
ing 30 days abstinence increases the likelihood of prolonged
abstinence [20]. Residential stays can also provide time during
which the home environment can be made substance-free.

“I don’t want medication. That’s trading one drug for
another.”

This patient may be struggling with stigma about medications
for SUDs or psychiatric illnesses, may not understand why
prescribed medications should be considered differently than
illicit (or even licit) drugs, or may not know why the medica-
tion is recommended at all.

This presents an opportunity to educate the patient about
medication treatments options for SUDs. The trainee should
discuss that medications curb cravings and prevent relapse
without inducing intoxication or negative behaviors that ac-
company substance use, and, in many cases, the proposed
pharmacotherapy is time limited. Patients may benefit from
a discussion of the multifactorial etiology of SUDs, including
a strong heritable component and a relapsing and remitting
course like other, less stigmatized, chronic medical illnesses
such as asthma, diabetes, and hypertension [21, 22]. The res-
ident might ask if the patient knows anyone with a chronic
medical disorder and compare the situations, stating, “would
you tell your mother not to take her insulin because she
‘should be able to do without it’?”

“This drug is the only thing that helps my anxiety.”

This obstacle arises when the resident recommends a regimen
without a medication or substance the patient feels was bene-
ficial for them. This conversation should be approached with
open-ended questions, determining how that treatment was
helpful and allying with the patient on common goals.
Problematic behaviors associated with the medication or sub-
stance should be raised in a non-judgmental fashion.

The trainee should discuss the intoxication and rebound ef-
fects of controlled substances, as well as evidence related to the
increased risk of their misuse in patients with SUDs, and the
importance of personalized decision making based on safety
and clinical need [23, 24]. The patient may not be aware that
while intoxication may transiently help mood or anxiety symp-
toms, substances can induce mood disorders and contribute to
anxiety, depression, or other psychiatric symptoms. The

resident also may review alternative non-addictive medications
and therapies to help the patient feel heard in finding a safe
solution, rather than feeling denied the only “effective” option.

“You keep talking about my drinking, but depression is
my REAL problem.”

The patient feels another disorder is more important and
avoids talking about their substance use. To many patients,
depression and anxiety feel more socially acceptable than hav-
ing a SUD or they perceive that their use of alcohol or drugs is
the result of another “underlying” condition and will remit
after the other disorder is treated.

The resident should acknowledge the patient’s concerns
while educating them that many SUDs co-occur with other
psychiatric disorders, treating both simultaneously improves
the outcomes for each disorder, and substances may worsen
underlying psychiatric disorders or induce new psychiatric
disorders in patients with no prior history of mental illness
[25]. For example, the resident can state, “I see how much
you are suffering from your depression. Both depression and
SUDs need to be addressed for either to improve. Your anti-
depressant will be less effective in treating your depression if
we do not also address your drinking.”

“I knowmyself better than anyone else does. I can man-
age this on my own.”

This patient is not convinced of the value of the proposed
treatment plan or does not feel adequately understood by the
resident and feels that their own plan (often with less treat-
ment) will produce the best outcome. The resident should
acknowledge the patient knows themself best, but that the
resident is trained in the treatment of SUDs. The trainee can
utilize a motivational approach to assess the patient’s ambiv-
alence, and express concern about the patient’s plan. The res-
ident should continue to offer clear treatment recommenda-
tions. Offering the patient “a menu” of potential treatment
options can be helpful, including offering additional sessions
to understand better the patient’s thoughts and feelings about
taking care of this problem alone. If the patient declines treat-
ment recommendations, the resident can encourage
reconsidering them if the patient’s plan does not meet their
treatment goals after a specified period. The resident can sug-
gest enlisting a supportive family member or friend as part of
the contingency plan for added accountability. As always, the
trainee may involve their supervisor for support in this
discussion

“Others in the treatment group aren’t like me.”

The patient points to differences in patient demographics, sub-
stances used, or severity of illness as interfering with obtaining
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benefit from group treatment. They might add, “I just take a
few pain pills, they’re shooting fentanyl” or, “Others have lost
their jobs to alcohol; I haven’t had any issues at work.” The
resident can point out that common themes and teaching
points are often presented in these groups despite these differ-
ences. The resident can recommend alternate groups or loca-
tions (in-person or online), as members often vary significant-
ly by location and meeting time. The resident also can make
explicit that those with seemingly “more serious” problems
often started like the patient, seeing their own issues as less
problematic. Alternatively, the patient may feel they have al-
ready engaged in a similar program before and do not feel they
will benefit again. It is important to discuss that SUD treat-
ment is skill development and relapses are an indication of a
need for further practice.

Discussion

The prevalence of SUDs and their co-occurrence with other
psychiatric disorders makes it imperative that psychiatry res-
idency training programs dedicate time and effort to treating
them. Being adequately prepared to address reported barriers
to engaging in SUD treatment can enhance the resident’s abil-
ity to address these common challenging clinical situations.
Positive experiences treating patients with SUDs early in res-
idency training can strengthen the development of therapeutic
skills needed to provide effective treatment to this patient
population.

These therapeutic interventions require reflective and
empathic listening consistent with MI style and ap-
proach to reinforce the therapeutic alliance. It is impor-
tant to tailor the approach to the specific patient’s needs
and experiences. If the patient declines the treatment
plan, the trainee should educate the patient about the
risks of electing not to follow treatment recommenda-
tions, while continuing the therapeutic engagement by
facilitating ongoing discussions of progress and
reconsidering original recommendations at a specified
time interval if ongoing adverse consequences of use
continue. In these cases, it is important to outline spe-
cific harm reduction agreements (e.g., patient commits
to avoid driving while intoxicated) paired with a con-
tingency treatment plan should the patient’s selected
plan for treatment fail.

Commonly perceived barriers to outpatient SUD treatment
present an opportunity for residents to make meaningful ad-
vances in treatment interventions. While these barriers have
the potential to derail treatment, learning to anticipate and
address them skillfully through empathic listening, accepting
ambivalence, validation, and engagement in problem solving
will result in increased comfort working with this population,
ultimately improving care of this underserved population.
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