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Rename

Helpful Reminders

• Rename your Zoom screen,  
with your name and 
organization



Unmute

Helpful Reminders

• You are all on mute
please unmute to talk

• If joining by telephone 
audio only, *6 to mute 
and unmute 



Chat Box

Helpful Reminders

• Please type your full 
name and 
organization into the 
chat box

• Use the chat function 
to speak with IT or 
ask questions



• Bi-Weekly 1.5 hour tele-ECHO Clinics

• Every tele-ECHO clinic includes a 30 minute didactic presentation followed by case 

discussions

• Didactic presentations are developed and delivered by inter-professional experts 

• Website Link: www.vcuhealth.org/echo

VCU Opioid Addiction ECHO Clinics 

https://www.vcuhealth.org/echo
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Hub and Participant Introductions

• Name

• Organization

Reminder: Mute and Unmute screen to 
talk

*6 for phone audio 

Use chat function for Introduction 



What to Expect

I. Didactic Presentation
I. Courtney Holmes, PhD

II. Case presentations
I. Case 1

I. Case summary 
II. Clarifying questions 
III. Recommendations 

II. Case 2 
I. Case summary 
II. Clarifying questions
III. Recommendations 

III. Closing and questions
Lets get started!
Didactic Presentation
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Grief in 
Substance Use 

and Recovery

Dr. Courtney Holmes, LPC, LMFT, NCC, CRC
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Learning Objectives

▪ Participants will

▪ Learn various definitions of grief

▪ Understand how grief is paramount to substance misuse and the 

recovery process

▪ Learn how to incorporate loss and grief in work with patients/clients
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Loss

▪ “the real or perceived deprivation of something that is deemed 

meaningful”

▪ Primary loss: initial loss, comes first (e.g., I lost my job)

▪ Secondary loss: losses that come as a result of the initial loss 

(e.g., financial security, insurance, daily routine, coworkers, 

identity as a worker, etc.)

▪ Primary or secondary losses are not more or less impactful than 

the other
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Loss

▪ Grief and loss associated with substance abuse have been connected to:: 

▪ early life losses

▪ losses that occurred while abusing substances

▪ and losses encountered upon entering recovery

▪ Losses can be CONCRETE: people, possessions, places

▪ Losses can be ABSTRACT: self-esteem, self-worth, self-respect, 

hopes/dreams/wishes, feeling of safety, identity
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Nonfinite Losses

▪ A loss that doesn’t end (Bates-Maves, 2020)

▪ Hallmarks of nonfinite losses (Bruce & Shultz, 2001)

▪ Ongoing uncertainty about what will happen next

▪ Feeling disconnected from the larger world and what is considered “normal.”

▪ The size and impact of the loss is often unacknowledged by others— it’s 

overlooked or ignored.

▪ An enduring sense of powerlessness and hopelessness connected to the loss.

▪ Chronic despair and dread as people try to reckon with pre/post loss. Basically, 

what we thought the world was…. we now question that: that is, “I thought I was 

safe, and I now realize that no one is truly safe. What do I do with that?”

▪ https://hbr.org/2020/03/that-discomfort-youre-feeling-is-grief

https://urldefense.com/v3/__https:/hbr.org/2020/03/that-discomfort-youre-feeling-is-grief__;!!JqxBPMk!xiwEG_zc_ot64nlhk5Lt5NB3mhSEskrQkxbFqafSKEu7l1S4ytt5ab9RPA-CurIQpQ$
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Trauma

▪ We cannot really understand grief without understanding trauma

▪ SAMHSA (2018a) defines trauma as resulting

▪ from an event, series of events, or set of circumstances that is experienced by 

an individual as physically or emotionally harmful or life threatening and that 

has lasting adverse effects on the individual’s functioning and mental, physical, 

social, emotional, or spiritual well-being.

▪ Experiencing trauma puts us at higher risk for substance misuse and 

mental illness
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68 participants involved in outpatient, 
aftercare, residential or intensive outpatient 
substance use tx.   (Furr et al., 2014)

A person who is actively using 

substances is involved in a perpetual 

state of grief—

a response to the many losses that are 
experienced over the years of 

uncontrolled use (Friedman, 1984) –

as well as a response to manage the 

grief of the many losses experienced 
prior to use



z What is Grief

▪ “Grief, of course, is a profound and often complex response for that which 

has been lost.” 

▪ Pain accompanies the realization that we cannot bring back what has been lost

▪ Four types of whole body responses (Rando, 1993; Worden, 2009)

▪ Emotional/psychological/cognitive

▪ Physical

▪ Social 

▪ Behavioral

▪ NO right or wrong way to experience grief  (grief is a reaction to a loss, not 

just a sad one) (Bates-Maves, 2020)
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Complicated Grief (CG)

▪ “Similar to inflammation following a physical wound, complications interfere 

with healing and tend to intensify and prolong pain” Shear et al. (2011) 

▪ A deviation from the normal (in cultural and societal terms) grief experience 

in either time course, intensity, or both, entailing a chronic and more intense 

emotional experience, which either lacks the usual symptoms or in which 

the onset of symptoms is delayed (Stroebe et al., 2007).
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Disenfranchised Grief

▪ Disenfranchised grief is grief that is not acknowledged or valued by 

society

▪ Loss is undervalued or seen as less worth of grief 

▪ Stigmatized relationships 

▪ Method of death is stigmatized

▪ Individual experiencing grief isn’t recognized as deserving 

▪ How someone grieves is judged as unacceptable
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Models of Grief

▪ Kubler-Ross model (5 stages: denial, anger, bargaining, 

depression, acceptance)

▪ Two-track model of bereavement

▪ Dual process model of coping

▪ Four tasks of mourning

▪ Four stages of grief

▪ Six “R” processes of mourning

▪ Loss and adaptation model

(Bates-Maves, 2020) 
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Substance use/Recovery/Grief Data

▪ Link between intense grief and worsening of substance use (Prigerson et al., 1997)

▪ Parents who lost a child were found to be at significantly higher risk for 

hospitalization for substance abuse than parents who had not lost a child (Li, 

Laurson, Precht, Olsen, & Mortensen, 2005)

▪ Particularly for bereaved mothers, whose relative risk of hospitalization was 

more than double that of mothers who were not bereaved.

▪ High rate of complicated grief among patients in a methadone maintenance 

program (Shear et al., 2005)
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Coping

▪ Behavioral, emotional, and cognitive strategies used to manage stress

▪ When we experience a crisis (which can include a loss) it taxes our coping 

skills that we rely on. 

▪ Could be healthy (adaptive) and/or unhealthy (maladaptive)

▪ Substance use

▪ Withdrawing from friends

▪ Exercise

▪ Prayer or finding religious support

▪ Listening to music

▪ Journaling
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Coping and SUD

▪ People with SUD, generally have already taxed coping mechanisms

▪ Experiencing and managing painful and intense feelings is difficult 

▪ Levels of maladaptive coping and disengagement strategies are 

higher

▪ Self-criticism

▪ Social isolation

▪ Emotional avoidance
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What can we do?

▪ Keep the importance of grief in your worldview (this includes a trauma informed lens-

relates to MI)

▪ Assess for the presence of grief in your patients (talk about loss and model 

conversations about hard topics)

▪ Educate about grief 

▪ Provide some common experiences of people who are grieving (physical, emotional, etc.)

▪ Provide information around disenfranchised grief and ambiguous loss

▪ Normalize grieving around loss associated with recovery

▪ Discuss coping skills and opportunities for resilience and growth

▪ What is the patient/client doing to cope or manage painful feelings? What are some 

alternatives? Help them brainstorm.
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Case Study

▪ You have been working with a patient for several months, they keep making 

their appointments but you still feel as if they have some resistance to fully 

engaging in their recovery. One day they make a comment regarding how 

they are angry they can’t do something they used to do when they were 

using

▪ At this time, perhaps you use this as an opening to engage in dialogue 

around that anger.

▪ Help frame that anger as a normal response to grief

▪ Provide brief definition of grief and the three points in time that may feel relevant 

for a person in recover (pre use, during use, entering recovery)

▪ Discuss potential coping skills to use when anger (disguised grief) comes up



z

Questions?
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Case Presentation #1
Faisal Mohsin, MD

• 12:35-12:55 [20 min]
• 5 min: Presentation

• 2 min: Clarifying questions- Spokes

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Main Question

Demographic  Information

Background Information



Previous Interventions

Plan for Future Treatment



Other Relevant Information

Reminder: Main Question



Case Presentation #2
Michelle Tanner,  LPC

• 12:55pm-1:25pm  [20 min]
• 5 min: Presentation

• 2 min: Clarifying questions- Spokes (participants) 

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes (participants) 

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Main Question

Demographic Information

Background Information
• 6/20/20 client entered treatment reported seeking counseling related to managing past trauma and court ordered MH eval

related to custody case 
• Reported daily use of marijuana 
• Past diagnosis of bi-polar, childhood trauma, physically abusive relationships, family history of alcohol issues, psychiatrically 

hospitalized 3x as adolescent and 2x as adult in 2018 and 12/2020
• Diagnosis changed to PTSD chronic 7/2020 as MH symptoms appeared to be linked to trauma and personality DX to 

rule out
• Medical issues reported- HPV, Herpes simplex 1, with poor follow up for physicals, presents with pressured speech, 

tangential, and labile mood 
• Past outpatient counseling services- not engaged since 2012
• Declined SA treatment, reported only using marijuana 
• Voluntarily gave up custody, allowed visitation, struggling with on/off relationship she identified as toxic
• Was working on emotional management, coping skills and life stability with counselor 
• She  appeared to need higher level of care and PHP recommended but declined, patient did not want to commit 



Background Information Continued

• Linked to internal psychiatry services, assessed to meet DX for PTSD, MDD, and rule out Narcissstic
Personality disorder 

• Past substance abuse revealed during eval to include during high school- Adderall (reports it was prescribed 
but she abused), mucinex, alcohol, weed, crack (2 days), opiates at one time 

• Cocaine use in attempt to overdose a couple of  months prior
• Current use of hallucinogens and marijuana 

• Past history of opiate/heroin use by mother who used her to go to hospitals and fake injuries for pain killers 
• Removed from mother’s home but returned a year later with her father
• Mom continued to use throughout childhood and then she began to use in high school 

• No medication was prescribed by psychiatrist at the time and client not interested in medication 
• Client focused on past trauma, continued to have mood regulation issues becoming more severe 
• Began having interpersonal issues at work, eating and sleeping were disturbed, increased anxiety, denial of 

other substance use besides marijuana, sporadic engagement with services 
• Discharge summary revealed cocaine use for past 8 months, DX of bipolar I from hospital, medication was 

tried but discontinued due to not liking how it made her feel, she left AMA after TDO was released
• Engaged with therapist and denying need for SA treatment
• She wanted to work on trauma counseling but client is not stable enough for this work 
• Clinician made several recommendations and referrals to SA inpatient and outpatient facilities with no 

follow up by client 
• Currently client’s phone is off and cannot be reached. Attempt to contact mother without success  



Previous Interventions

Plan for future treatment 

Reminder: Main Question



Case Studies

• Case studies 
• Submit: www.vcuhealth.org/echo

• Receive feedback from participants and content experts 

• Earn $100 for presenting

http://www.vcuhealth.org/echo




Claim Your CME and Provide Feedback

• www.vcuhealth.org/echo

• To claim CME credit for today's session
• Feedback

• Overall feedback related to session content and 
flow?

• Ideas for guest speakers?

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME

• www.vcuhealth.org/echo

• To view previously recorded clinics and claim credit

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



VCU Virginia Opioid Addiction TeleECHO Clinics

Bi-Weekly Fridays  - 12-1:30 pm

Mark Your Calendar --- Upcoming Sessions

Feb. 26: Virginia Drug Court System Melanie Meadows, Chesterfield Drug Court

March 12: COVID and Recovery, Panel Discussion Thomas Bannard, Omri Morris, 
Raymond Barnes

Please refer and register at vcuhealth.org/echo

https://www.vcuhealth.org/telehealth/for-providers/education/va-opioid-addiction-echo


THANK YOU!

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 


