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Foreword

Alcohol and the American experience began at the beginning
of European colonization. With imported alcohol, widespread
locally brewed beer, spirits, an active trade in rum, ciders,
moonshine and so on, the colonists were regularly drinking to
excess. John Adams, during the 1760s, expressed fears about
abusive consumption of alcohol, but it was Dr. Benjamin Rush,
an ardent republican, revolutionary, signer of the Declaration
of Independence, Pennsylvania delegate, and Continental army
surgeon general who defined the problem. His publications
earned him the title of “Father of Psychiatry,” but he was best
known for “Inquiry,” an essay on alcohol consumption. In this
radical piece, Dr. Rush did not actually call for total abstinence,
but he did call for temperance. He went on to clearly report
that alcohol abuse could destroy health and cause death. He
also described addiction and identified alcohol as an addictive
substance. Rush clearly described alcohol as an acquired
appetite with persistent craving and preoccupation. He made
the case that addiction was like a disease and that the alcohol
victim was helpless to resist due to the loss of control over alco-
hol. Rush made a clear association between a substance and the
disease of addiction. He accurately described and anticipated
the DSM-IV description of alcohol dependence.

Currently, the American Psychiatric Association and the
American Medical Association recognize alcohol dependence
as a chronic and progressive disease that if left untreated often
results in death. Physicians are in the ideal position to identify
the substance use disorder or disorders, diagnose and facilitate
the treatment process including intervention, group and other
therapy, and use relapse preventing strategies and medications.
Failure to diagnose and offer an appropriate clinical response
to the patient is commonly attributed to lack of physician time
or interest. However, we have recently presented data that
demonstrates that physicians are interested in making an early
diagnosis but lack competency in alcohol-related issues.
Columbia University’s CASA has also recently reported that
physicians fail to identify the simplest of drug abuse and
dependence scenarios. Recent studies suggest that primary care
physicians miss problem drinkers and treat chief complaints
and symptoms 98% of the time. Dr. Gitlow has put together a
practical guide that speaks to physicians in a language that they
can understand. With an easy style and years of experience
from early childhood dinner conversations to the present day,
Gitlow has developed a visceral understanding of abuse and
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X Foreword

addiction so compelling that he can actually explain it to col-
leagues without jargon and in a form that can be used from day
one. His guidebook or manual should be kept handy and
referred to often. Each chapter can be read as a stand-alone
synopsis of current thinking and practical tips for evaluation,
treatment, or management. Alcohol is clearly the model addic-
tive illness and serves as the anchor for much of this excep-
tional text. However, sedative detoxification, tobacco smoking,
stimulants, opiates, marijuana, LSD, and club drugs are easily
summarized by him on the basis of a firm understanding of the
literature and practical experiences with each. Alcohol depen-
dence or alcohol addiction, like other drug dependencies, is a
primary and chronic disease. As in the first edition, this edition
does not overestimate the effects of medications in the treat-
ment of alcohol dependence or other addictions. Dependence
on alcohol is not a symptom of another physical or mental con-
dition, but a disease in itself, like cancer or heart disease, with
a very recognizable set of symptoms that are shared by people
with alcoholism and that separates them from others without
the disease and places them at a great disadvantage in daily liv-
ing. The common features of addictive diseases are emphasized
in the way that makes his descriptions of medical treatments,
treatment settings, patient placement, relapse, legal issues, and
spirituality apply to all addicts and those who try to help them.

The addiction psychiatrist has a special place in evaluating
substance-related and independent mood disorders. Depres-
sion can result from alcoholism, exacerbate alcoholism, and
be unrelated to alcoholism. Depression can also cause alcohol
problems to increase. Alcohol use can make depression worse
and can provoke a relapse in depressed patients who had
been successfully treated. Psychiatric symptoms in patients
with alcoholism may be temporally or medically related to
acute intoxication, active disease, withdrawal, detoxification,
and recovery. Depressive symptoms can be caused by alco-
holism or drug addiction. Depression can be exacerbated by
alcoholism or drug addiction. Most alcoholics entering treat-
ment will exhibit significant depressive symptoms. The con-
cept of depression as a primary cause for alcoholism is not
new. However, no studies have shown that depressive disor-
ders actually cause alcoholism. Clinicians suggest that alco-
holism and depression are among the most common psychi-
atric diseases and most commonly seen in the same patients
at the same time. Major depression and alcoholism are the
most commonly diagnosed psychiatric disorders in patients
who commit suicide.
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Success in treatment is directly related to the accuracy of the
diagnosis. As long as the doctor can figure out whats wrong
with you, he or she can choose the treatment that is most likely
to work. Wrong diagnosis leads to wrong treatment. A high
rate of misdiagnosis will yield a lower rate of treatment
response. In medicine, if lab results show you have a strep
throat (streptococcal pharyngitis), you'll get a prescription for
an antibiotic, usually penicillin VK. Lots of throats look like
strep, but do not culture out as beta-hemolytic strep. In these
cases the cause is usually viral, and antibiotics are unnecessary.
Although a diagnosis may be made after looking at the throat
and taking a history, if it is not confirmed by laboratory testing,
it is discarded or reconsidered. According to Dr. Gitlow, “Drug

tests are medical tests . . . [which] . .. can assist in the deter-
mination of current and recent substance use . . . although they
are an important part . . . , results are not diagnostic of sub-

stance dependence.”

The contemporary understanding of addiction focuses on
reward or reinforcement since it is clear that the essential fea-
ture of addiction is related to the positive aspects of the drug
experience which support self-administration. Loss of control
tends to follow pathological attachment to the substance
so that it no longer is a plant leaf or a drink but something
more like a fatal attraction-like relationship. Animals, whether
dependent or drug-naive, whether reared in Florence, Italy or
Miami, Florida, self-administer drugs of abuse. The reinforcing
properties of drugs can be understood as powerful motiva-
tional forces and preferred by the subject to natural reinforcers.
Both animals and man in self-administration paradigms will
perform many difficult and even time-consuming tasks to qual-
ify to use drugs. The drugs that stimulate their own taking and
are positively reinforcing in animals do the same in man. This
in no way minimizes the withdrawal or abstinence-related
changes in mood, motivation, and drives which follow depen-
dence and persist for months to years. Gitlow suggests that
drugs change or the propensity for addiction is related to dif-
ferences in brain system set points.

This second edition of Substance Use Disorders stands in
stark contrast to texts that focus on brain mechanisms, detox-
ifications, and medical protocols. The older view of addiction
equated the disease of addiction with physical dependence.
Newer texts have suggested that naltrexone, acamprosate,
injectable naltrexone, and other medications are treatments
for addictions. Gitlow sees these drugs as important advances
confirming what we have known for decades, that addiction is
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a disease of the brain. However, he focuses too on the person,
family, and spiritual side of the disease and recovery. Physi-
cians all too often identify patients who are physiologically
dependent on a prescribed medicine and think that they were
“addicted” to that medicine. Too many medical patients are
confused with addicts and too few addicts, treated beyond
early abstinence. Generations of American patients have been
under-prescribed potentially beneficial medicines. At the same
time, addiction treatments are often shortened for no reason
whatsoever and the data demonstrating that the brain of the
addict slowly returns to more normal over long periods of
time trivialized. Treatment should be months to years after
detoxification for it to be of sufficient dose and duration to
equal drugs of abuse’s effects on the brain, body, and spirit.
Detoxification may be the least cost-effective addiction treat-
ment and Gitlow emphasizes that anyone suggesting detox is
more important might try suggesting that benzodiazepines
“treat” alcohol dependence or nicotine “treats” cigarette
smokers. Gitlow understands to his core that treatment is dif-
ficult and really begins after detoxification and that medical
use of steroids is not a very good model for addiction but sim-
ilar to opiate administration for pain in producing a pontine
rebound neuronal hyperactivity. Just as many nicotine depen-
dent patients do not need nicotine replacement, many alco-
holics can be successfully treated with an intervention, others
with brief therapy, and others with longer term A.A. and given
benzodiazepines on an as needed basis. This, of course, is not
to say that withdrawal is not commonly an important compo-
nent of addiction. Withdrawal remains one of the most dis-
tinctive features of addiction to alcohol and other drugs. But
successful treatment of withdrawal is not related to drug-free
outcomes at 1 month, 6 months or 1 year. Here, Gitlow
focuses on 12-step treatments, but does not exclude other
options. The 12-step programs use a unitary approach to
addictive disease by largely disregarding the specific sub-
stances being used. The exception to that is AA, which from
its earliest days has adopted the principle of singleness of pur-
pose and has focused only on the use of alcohol. Nevertheless,
AA makes clear that staying sober means not only not drink-
ing alcohol but also not using other brain-rewarding chemi-
cals, and, of course, changing ones lifestyle to live a better, less
self-centered life. Gitlow’s 12-step chapter begins with “You
don’t have to be religious to be spiritual” or “Involve yourself
in your patient’s decision as to whether to attend AA or other
self-help groups. This decision is one of the most important



Foreword  Xiii

your patient will make with respect to recovery and long-term
outcome. Your involvement and interest are critical.”

Mark S. Gold, M.D.

Distinguished Professor & Chief
McKnight Brain Institute

Departments of Psychiatry, Neuroscience,
Anesthesiology, Community

Health & Family Medicine

Division of Addiction Medicine






Preface

When 1 first arrived in Boston following my psychiatric resi-
dency, I hung my shingle at Massachusetts General’s West End
Group Practice, a euphemistically named addiction specialty
group. Shortly thereafter, I met Renee. Renee had attended an
Ivy League school for college, following which she began to
attend a very prestigious law school. At the end of her first
year, she dropped out, in part due to her heavy use of cocaine
and alcohol that had started some years earlier. When I met
Renee, she was a hypomanic bouncy woman in her mid-20s,
still taking the lithium prescribed at her most recent treatment
session. She quickly told me her story and asked me to help.
She had been to the ER multiple times with blood alcohol lev-
els more than four times the legal limit. Renee had been resus-
citated at least twice after being found in cardiac arrest. She
had been treated as an inpatient at most facilities in the city.
Having been “fired” by her last psychiatrist, she was now my
responsibility.

Opver the next 3 years, I treated, medicated, then cajoled, and
finally begged this young woman to do something very simple.
“Don't pick up the bottle; dont buy the drugs,” T humbly
asked. Midnight pages from a variety of hospitals continued.
By this time, a colleague was treating her significant other. We
were approaching treatment from every angle possible. Renee
wouldn't stay in halfway houses, would use despite partial pro-
grams and intensive outpatient treatment, yet somehow man-
aged to never meet criteria for locked inpatient treatment. In
the fourth year of our relationship, the patient was once again
admitted to MGH following an overdose. My colleague and I
traveled to the nearby courthouse and filed a petition to have
Renee involuntarily committed for 30 days to what was essen-
tially a detention facility. Since Renee had never had 30 days of
sobriety since starting her use years before, we hoped this
might help. The judge heard the case and, as we stood there,
looked up the legal statute upon which we were basing our
request. He approved the commitment. Renee did well for at
least 3 years thereafter. She married. She went back to work.
For many years, she would call on the occasion of her sobriety
anniversary to say hello. For her, the turning point was not that
she ended up in jail for a month, but that her doctor and her
partner’s doctor cared enough to take the trouble she knew was
necessary to initiate and follow through on the legal case. She
knew someone cared a great deal. That’s what counted.

XV
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Not all patients with substance use disorders require so
much energy on the part of their clinician. Quite a few have a
less rosy outcome. Alcoholism is much like any other chronic
disease. Patients sometimes improve and stabilize. They some-
times worsen and die. Your actions and indeed your inactions
in the treatment of alcoholism and other substance dependen-
cies are even more critical than for many other illnesses. The
relationship you maintain with your patient is one of the keys
to their recovery. How this relationship develops and how it is
maintained will be a mirror of your own personality. You must
somehow thread the needle of liability concerns, managed
care demands, and medical ethics with the knowledge that
truly being professionally, and to an extent personally, avail-
able to the patient is the key to your successfully treating the
illness as a clinician-patient team.

Stuart Gitlow M.D., M.PH., M.B.A.
DrGitlow@aol.com
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ReadMan«st

This manual is a guidebook, not a textbook. Each chapter has
a different style and goal within which are couched the tools
that youw'll want handy when working with the substance-using
patient. In certain areas, there is no right or wrong; many chap-
ters represent thought exercises designed to guide you toward
the approach you will use with substance-dependent individu-
als. Much of my commentary is what you would hear from me
were you working as a member of my clinical team. That com-
mentary is based in part on the literature and on my training,
but in far larger part upon the thousands of patients with sub-
stance use disorders who have trained me as they worsened or
improved. Rather than placing citations within the text, I've
used authors’ names within sentences and will allow you to
find the citation within the “Suggested Readings and Citations”
at the end of the book. There are at least one dozen fine texts
available that will educate you about the pharmacology of
cocaine or the correct protocol to use when detoxing a patient
from heroin. There, you will read about GABA receptors and
alcohol, the epidemiology of cocaine use, and the medical
management of acute intoxication. I have endeavored not to
provide yet another source of this information. Daniel Carlat,
the author of The Psychiatric Interview, the first book in the
Practical Guides series, has written expertly there about inter-
view techniques. I have provided some amendments and mod-
ifications to his approach where necessary for the substance-
using patient, but refer the reader to his text for education
about interviewing basics.

Early in your professional career, you no doubt learned the
truism about alcohol or other drug problems, namely that a
patient has a problem when his or her use is more than your
own. You quickly realized that this was a somewhat simplistic
approach but you were never taught a superior method. You
might not use any substances at all, making nearly everyone
fodder for a substance disorder. Or perhaps you've made your
way through training despite several charges of Driving Under
the Influence or Drunk and Disorderly, and even a brief time in
the local rehab, thereby making almost no one you see prob-
lematic. By now, though, you've hopefully realized that a
patients illness has nothing to do with you. You're left with lit-
tle on which you can base your diagnosis. Or so it might appear.

Patients who use drugs are commonly thought to be diffi-
cult patients. You tell the patient not to use drugs; the patient
says “Okay,” and then misses the next appointment because of

Xix
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intoxication. At the third scheduled encounter, you feel angry,
the patient ashamed and guilty. And thus begins the relation-
ship. The substance use disorders are a fairly predictable set of
diagnoses, with expected progression of the illness, psychoso-
cial sequelae, and end-stage results. Young diabetics often fail
to check their blood glucose frequently enough. Newly diag-
nosed hypertensives fail to take their medication. Patients of
all types deny their illness for as long as they can. So now
you're wondering if alcoholism is just like any other illness.

A quotation attributed to Yogi Berra is “I wouldn't have seen
it if T hadn’t believed it.” If you don’t believe in substance use
disorders, you'll never see them despite frequent encounters.
If you work in the outpatient environment, you should be
working on substance use issues with at least 25% of your
patients. If you're working on a medical inpatient unit, about
35% of your patients are there secondary to substance use and
an even greater number have diagnostic substance use symp-
toms. My goal is not to provide answers to board questions,
but an appreciation of substance use disorders and those who
suffer with them. With that appreciation, your diagnoses will
be useful and valuable, and you'll find yourself enjoying your
daily work with this population. Even more importantly, your
patients will get better!
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An Initial Approach

The Two Rules . ..

e Substance disorders are independent of
quantity used.

e Substance disorders are independent of
frequency of use.

...and One Thought
e Substance disorders may represent the
presence of a brain set-point disturbance.

AN EXERCISE OF IMAGINATION

Imagine that you have not been allowed to eat for several days.
Imagine your hunger, your craving for food, and your dreams
in which you consume a feast. Now imagine that you enter a
room with a banquet table. There before you is a great display
of apparently tasty consumables. An apparition presents itself
to you, telling you that you may not eat, that eating anything
at all will cause you great harm, possibly death. You are con-
vinced of the apparition’s veracity. You are secure in the knowl-
edge that eating will cause harm. Nevertheless, your mouth
waters. The apparition departs. In the midst of this scenario,
you realize that you are not alone. The room is crowded with
people, all of whom are partaking without apparent ill effect.
The others have seen no apparition, or if they have, they have
ignored it. Do you eat?

This is what an alcoholic feels when in the presence of alco-
hol. This feeling is at the heart of the disease. It is a powerful,
decisive feeling that overwhelms other thoughts and ideas. It
is insistent and omnipresent. In our example, you are about to
use an available substance despite known adverse consequences.
You somehow convince yourself that whatever that consequence,
it will be worth the short-term reward of eating. You will feel
better after eating the first appetizer. You know you need this
appetizer. And besides, after just a few bites, you will feel better,
and you will stop eating. Perhaps the apparition was wrong.

When you meet with an alcoholic at any stage of the illness,
you will, for a moment, question your patient’s intelligence as
you review the history. Here will be an individual who appears

2



Chapter 1/ An Initial Approach 3

bright and rational yet who appears to have made decisions on
a regular basis that indicate otherwise. You will hear and read of
people deciding to do something they have already proven to
themselves leads only to downfall. These individuals will lose
everything they hold dear for an evanescent feeling. How strong
an urge they must have!

As you meet with these individuals, think of the room full
of food after you have not been allowed to eat a single bite for
a week. Would you, if left unwatched, be able to resist the
food sitting in front of you? Even if you knew the result could
be harsh, for how long would you resist if you knew that for
a few hours, at least, you would feel much better? Might your
resolve wane during times of stress or after the years caused
fading memories of uncomfortable times in the past?

The Sky Is Too Bright

Lets approach this from another perspective. Assume you and
I have normal vision and our hearing is unimpaired. We walk
outside on a clear, sunny day. We look up at the sky. How
bright is the sky? What color is it? Do we both perceive the
intensity and the hue identically? I shield my eyes and put on
sunglasses, but you seem quite comfortable without such pro-
tection. We later enter a movie theater together. You sit back
and enjoy the movie. I complain that the volume is turned up
too much. Why have we both perceived identical stimuli dif-
ferently? A more reasonable question is, Why would we per-
ceive them identically? We are different individuals. Our brains
are different and run our bodies differently. Our hearts beat at
differing rates. Our blood pressure stabilizes at a different
point. Our body temperatures are slightly different. One of us
is taller, one weighs more, and one has a higher 1Q. In fact,
there is little that we seem to have in common. If we were to
graph the population in terms of these “standards,” we would
have a curve in which there is an average and a range around
that average that we define as normal. There is also a group of
outliers that might experience advantages or difficulties. The
individual with an IQ one standard deviation above average
experiences life differently than does an otherwise identical
individual with an IQ one standard deviation below average.
Imagine that we graph subjective perceptual experiences of
visual or auditory stimuli or that we graph one’s own sense of
irritability based on certain conditions. Wouldn't it make
sense that, for a certain group of outliers, a sedating or stim-
ulating drug might lead to normalization of a pre-existing
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condition? If that pre-existing condition were the entity that
we have called alcoholism, then alcohol might make those
individuals feel better, because alcohol would alter their per-
ception, briefly returning it to the normal range. If that were
the case, then alcoholism would be a measurable abnormality
of the brain, even before an individual has picked up his or
her first drink.

Alcoholics often have what I call an “ahhhh” moment. It is
the moment shortly after they have had their first drink when
they say to themselves, “This is the way I'm supposed to feel.
This is the way everyone else must feel all the time.” T often
describe to alcoholic patients that their illness is dependent
neither upon the existence of alcohol nor upon their use of
alcohol—it is not related to how they feel when they are
drinking but to how they feel when they are not drinking.
The drink, to them, helps them subjectively feel “better.” It
takes away their pain. It makes them feel right. I presume that
they must therefore feel uncomfortable when they are not
drinking, or why would they drink in a manner that objec-
tively causes so many problems over the long term?

THE RULES

e Alcoholism has little or nothing to do with how much
alcohol one drinks.

e Alcoholism has little or nothing to do with how often one
drinks.

Go ahead; pull your fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV-TR) oft the
shelf. Look up the criteria set for Alcohol Dependence.

CLINICAL VIGNETTE

Your patient is Jill, a 19-year-old college student. Jill goes out
with her friends at times and finds that she drinks more than
she had planned to drink. She tries to control her drinking,
but once she has consumed the second beer, Jill finds that it
just doesn’t matter all that much to her. Jill's not sure how
much she drinks when she goes out, but her schoolwork suffers
because she is unable to study due to feeling nauseated
and uncomfortable. She has missed several days at her
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part-time job. She has had several sexual encounters about
which she is ashamed; each one took place while Jill was
intoxicated. You do not know how frequently Jill drinks, nor
do you know how much she drinks.

Jill meets criteria for Alcohol Dependence. The substance
is taken in larger amounts than intended; there is an unsuc-
cessful effort to control intake; and important activities, in
this case educational, are given up or reduced because of use.
The actual quantity imbibed is not important. The actual fre-
quency is also unimportant, as long as use takes place
“often,” as stated in criterion 3, and as long as the criteria are
met within any 12-month period.

CLINICAL VIGNETTE

Bonnie goes out drinking with Jill sometimes. She goes out
planning to drink alcohol precisely as the manufacturer
intends: She wants to “feel good.” A typical evening might
have Bonnie consuming three beers and a couple of shots of
tequila. She always leaves the bar safely, taking a cab back to
the dorm with her friends. She never notices any ill feeling
the next day and is able to finish her work without diffi-
culty. Bonnie has had no embarrassing circumstances as a
result of her alcohol use. She enjoys her time out with Jill
and, in fact, tells you that when the two of them go out
together, she drinks more than Jill, whom she knows you’'ve
seen in the clinic.

Bonnie does not meet criteria for Alcohol Dependence,
even though she drinks more than Jill. In fact, even if a full
history revealed that Bonnie drinks more and with greater fre-
quency than Jill does, our two diagnoses are unaltered. We
should note, in passing, that Jill is underage and is therefore
breaking the law. This legal issue does not have a direct effect
on our diagnosis, though the ease with which we could make
a diagnosis would improve had Jill been arrested several
times for underage drinking or use of a fake ID.

Note that quantity and frequency of use were not measur-
ably related to diagnosis.
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Too Much, Too Often, or Not Enough

CLINICAL VIGNETTE

Years have passed. Bonnie is now 35. She drinks similarly to
the way she drank in college. One morning after a night out
with friends that involved much alcohol use, Bonnie found
herself tremulous and uncomfortable. She had a Bloody Mary
and found that she felt better. This behavior continued for sev-
eral months until her sister came to visit last week. Her sister
wondered aloud if Bonnie had a problem with alcohol. Bonnie
now returns to see you for the first time in 16 years. She brings
you up to date: Her marriage is enjoyable and interesting; she
gets along well with her children; her career has lived up to
her expectations. Overall she is in good health. “Am I drink-
ing too much?” she asks.

Bonnie still does not meet DSM-IV criteria for Alcohol
Dependence. She has withdrawal but does not meet any of the
other criteria necessary to make the diagnosis. She also fails to
meet DSM-1IV criteria for Alcohol Abuse. Are you concerned
about Bonnie, despite her symptoms not meeting either of these
criteria sets? And what does Bonnie mean by “too much”? Do
you think Bonnie is drinking too much?

CLINICAL VIGNETTE

Jill too has aged, but her life has run a course quite different
from Bonnies. Jill looks older than 35. Her skin has aged per-
ceptibly, and she arrives at the office with what smells like
Eau de Marlboro perfume. Jill presents in your office after
returning to the area. She dropped out of college shortly after
you last saw her, moving away with the hope that a new loca-
tion would allow her to restart her life. Jill spent quite a num-
ber of years soaking her problems in a glass of liquor before
entering recovery when she was 30. She has been sober ever
since, attending Alcoholics Anonymous (AA) meetings regu-
larly, and has established herself as a reasonably successful
artist. “Can I have an occasional glass of wine?” she wonders
aloud. “I hear it would be good for my heart.”




Chapter 1/ An Initial Approach 7

Jill was alcoholic when you first met her.

Is she still?

How much would be too much for Jill?

If she had one drink of wine after dinner each week, would
that be “too much”?

My answers are yes, any amount, and yes. To treat this dis-
ease successfully, your answers should be the same. Although
there is always room for semantic arguments, your patient
must believe that you firmly believe in the veracity of your
statement—that drinking any amount would be hazardous
for her.

Studies have shown that response to placebo for depressive
illness is directly related to the clinician’s apparent belief in the
efficacy of the medication. Patients with substance use disor-
ders are perhaps more dependent upon their physicians than
those with other medical or psychiatric disease. They will look
into your eyes and detect your true feelings; they will then
cleverly draw from you a verbalization of those feelings.

Do not give half answers:

Jill: Can I have an occasional glass of wine? I hear it
would be good for my heart.

Doctor: One glass of wine would be fine. But you’ve shown
in the past that you can’t keep it at one. You've always
ended up drinking more than you wanted.

All Jill hears is your first sentence. A far better response is:

Dr: You've shown in the past that you're unable to drink
one glass of wine. You end up in trouble. You've done so
well since then because you haven’t had that glass of wine.
Let’s not change that now.

CLINICAL VIGNETTE

Time passes. You see Bonnie again just after she has turned
50. She is here to see you to ask questions about a nephew’s
attention deficit disorder. She chuckles when you bring up
her experiences with alcohol. “I've barely had more than
a glass of wine every month or two for years,” she confides.
“I figured after the last time I was here that I was getting too
old for that sort of behavior. I made up my mind not to act
like a kid anymore and that was that. You can’t be in college
forever, you know?”
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As important as the ability to diagnose substance use dis-
orders is the ability to properly identify their absence. Bonnie
might have imbibed more than others over her years, but she
never had any difficulties as a result. She drank more fre-
quently than others at some times in her life, but it never led
to harm, despite that period of time when, indeed, Bonnie
was drinking too much. Bonnie did not have a substance use
disorder at any time.

This is a good time to reflect on your thoughts regarding
substance use disorders. If we were to replace the word “alco-
hol” in the above paragraphs with the name of an illegal sub-
stance, would your diagnoses change as a direct result of that
substance’s legal characteristics? We will return to that point
and to the issue of diagnosis in the next several chapters.

One additional point, though, just because life is rarely
straightforward: Let’s return to Bonnie for a moment and sug-
gest that when she was seen at 35 and was asking about her
alcohol intake, her workup suggested some early signs of
hepatic abnormalities. Despite her not being alcoholic, her
alcohol intake caused physical damage of which, prior to
your consultation, she was unaware. At that point, you
described your findings to her, pointing out that her alcohol
use must end. Bonnie had a choice; her decision as to which
path to take could have led to an alteration of your diagnosis.

Just as with every disease, there is a wide range of severity
possible for substance use disorders. I wouldn’t go so far as to
suggest that we might append a diagnosis of alcohol depen-
dence with mild, moderate, or severe, because some might infer
that different treatment strategies are warranted depending
upon severity. I am simply pointing out that all alcoholics do
not have identical symptom severity or range of complications.

RESEARCH VIGNETTE

In 1990, Block and Shedler published a key study in the field
of addictive disease. Through the years of this longitudinal
study, children were followed from ages 5 to 18. They were
given personality tests at ages 7, 11, and 18. By the end of the
study, a majority of participants had used substances. The
participants were divided into three groups: abstainers,
experimenters, and frequent users. There were striking per-
sonality differences among the three groups, long before any
drug use. Of interest, those who were most well-balanced
were those who eventually became the experimenters. Of the
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greatest interest to me, however, was the finding that there
were significant differences in parental behavior among the
three groups.

This research, well worth reading in full, suggests a great deal:

e Parental behavior may be critical to development of
addictive disease.

e Addictive disease may be present, but for the use of drugs,
at a very early stage of life.

e Predictors of addictive disease may not only be present
but also be straightforward to evaluate.

e Experimenters, the group most likely to be the people who
will eventually drink alcohol in moderation, may also be
most psychologically well-balanced. This leads to more
likely explanations for some of the alcohol-morbidity cor-
relations that have been found in recent research.

e Medication alone is highly unlikely to solve an illness that
has a strong basis in personality and other psychological
characteristics.

As the authors of this study wrote, “Psychological differ-
ences between frequent drug users, experimenters, and
abstainers could be traced to the earliest years of childhood
and related to the quality of parenting received. The findings
indicate that (a) problem drug use is a symptom, not a cause,
of personal and social maladjustment, and (b) the meaning of
drug use can be understood only in the context of an individ-
ual’s personality structure and developmental history. It is sug-
gested that current efforts at drug prevention are misguided to
the extent that they focus on the symptom, rather than on the
psychological syndrome underlying drug abuse.”

Please return to the previous paragraph and read it again,
paying particular attention to the last sentence. This is of criti-
cal importance in understanding substance use disorders.
Although it may be nice to know about dopamine and GABA
receptors or about the pharmacology of a specific drug or about
appropriate detoxification measures, the disease will not respond
to treatment until the afflicted individual encounters a clinician
who understands and embraces the concept described above.

Dr. Block, now retired but still active in the field, was kind
enough to share an article describing the 30-year longitudinal
study results, expected to be published in 2006 in American
Psychologist. The findings confirm long-held anecdotal evidence
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that predictors of substance use are present as early as ages 3
and 4. As stated in the paper, “These very early antecedents of
drug usage have large import for contemporary views regard-
ing adolescent drug usage and, consequently, social policy. It
would appear that the roots of adolescent substance abuse are
discernible, and perhaps modifiable, in early childhood.”



Types of Use

A Proverb of Sorts
If your language has many words for snow,
then snow must be very important to you.

USE

Substance use alone does not imply the presence of disease,
regardless of the actual substance being used. A patient who
has used heroin twice should not be given a diagnosis of
Heroin Abuse any more than you would give a patient who
has used alcohol twice a diagnosis of Alcohol Abuse. There
must be more evidence of illness, as opposed to behavior,
before a diagnosis is formed. This is not to suggest that there
is no need for an intervention in the absence of such a diag-
nosis, nor is it to minimize the potential hazards involved in
even rare use of certain substances. There are many sequelae
of ongoing, intermittent, occasional, or even one-time use of
all addictive substances, whether or not those substances are
used within a substance use disorder scenario. Nonpatho-
logical use of substances can lead to significant morbidity
and mortality, but such use falls outside the boundaries of
this text.

CLINICAL VIGNETTE

Carey is a 17-year-old high school student. She smokes ciga-
rettes every few weeks when she goes out with friends. She
tried cocaine once last year, but she says she didn't enjoy it.
She talks to you about how her friends are using cocaine; they
tell her the quality of the drug is better now than it once was.
There is an implicit suggestion that she might try this at some
point in the future. The following week, Carey tries this new
improved cocaine, following which she has a fatal cardiac
arrhythmia.

11
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CLINICAL VIGNETTE

Marvin is a 72-year-old retired steelworker. For decades, he
would stop every day after work at the local pub and have a
drink or two with his buddies before heading home. From time
to time, admittedly, he had more than “a few.” He has always
been in “perfect health,” according to his wife and, in fact,
hasn’t seen a doctor in decades. He now presents to you
with fading memory and a workup suggesting the presence of
dementia.

In both of these cases, we have patients who did not suffer
from a substance use disorder until the moment of diagnosis.
Carey had a cocaine-induced arrhythmia. Marvin may have
dementia secondary to his alcohol use, presenting years earlier
than dementia might have otherwise appeared. Or he might
have developed dementia at this time in his life, even had he
been a teetotaler. Despite this quandary, we can reasonably sus-
pect that his symptoms have arrived earlier than they would
have otherwise due to the impact of alcohol.

Addictive substances can cause hardship—sometimes imme-
diate, sometimes after the passage of considerable time—even
in the absence of any ongoing related diagnosis. Within the
realm of public health and politics, there are frequent refer-
ences to prevention of drug use, crime related to drug use, acci-
dents related to drug use, and so forth. One must be careful not
to confuse these important issues with the medical diseases
that constitute substance use disorders. An effort to prevent
teens from using alcohol, for example, must be differentiated
from measures to work with teens suffering from alcoholism.

Actual use is sometimes difficult to acknowledge, particularly
by younger patients. What are your own feelings? What consti-
tutes use? Are your thoughts consistent for each potentially
addictive drug? Are your answers to yourself the same as they
would be to a friend, relative, or physician?

You might also reflect upon the frequently heard comments
from patients:

“I experimented with LSD in high school.” By experimen-
tal use, does the patient mean that he used once, or that he
used daily for a year, after which he determined the drug was
not one with which he wished to continue experimenting?

“I smoke pot, but just recreationally.” How does recre-
ational use differ from nonrecreational use?
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Many patients creatively define “use” to such an extent
that the following conversation could take place in the mid-
dle of a workup for depression:

Doctor: Have you ever used other drugs besides alcohol?
Patient: Not really, no.

Dr: Not really?

Pt: The usual stuff, while I was in high school. That’s all.
Dr: Tell me about that. We went to different high schools.

Pt: Well, you know, some pot at parties, mushrooms at the
games, that sort of thing.

The first answer the patient gave to a question of use was
“no,” but the correct answer seems to be a very firm “yes.”

RESEARCH VIGNETTE

Snyder et al. (2006) published a study on the effects of alco-
hol advertising on drinking rate among youth. The study
used a longitudinal design analyzing self-reported alcohol
intake versus degree of exposure to alcohol advertising. The
authors concluded that alcohol advertising contributes to
increased drinking among youth.

This study is purely about alcohol use and provides a good
overview of the negative consequences of use, as opposed to
the negative outcomes of alcohol-related illness.

HEAVY USE AND MISUSE

A frequent amendment of the “use” description is seen with
the addition of the “heavy” designation. Heavy drinkers, for
example, are commonly defined within research protocols as
those drinking five or more drinks in a day. Avoid this
nomenclature in practice. Although it may be useful as part
of a research protocol, it is too frequently misinterpreted by
those writing or reviewing medical records. More important,
it is a social construct based on normative behavior rather
than on strict interpretation of morbidity and mortality as
observed in other medical literature.
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“Misuse” is frequently discussed in the literature as well.
“Misuse” suggests, by its definition, that a substance is being
used in a manner other than that for which it was developed.
If T misuse a screwdriver, for example, I might be holding it
by the blade and swinging the head at a nail because I don't
have a hammer handy. The only individual I've ever seen mis-
use alcohol is the character in the movie Airplane, known to
have a drinking problem because every time he raises his
glass to his mouth, he misses. My patients, on the other hand,
use alcohol to feel something or to not feel something or to
achieve some temporary effect for which alcohol is exactly
the right product. That’s use, not misuse.

Sometimes clinicians use “misuse” to indicate the lack of
legal right to the use of a substance, perhaps alcohol being used
by a minor. Within that context, any use of cocaine is misuse.
Such a legal definition is inconsistent among states or coun-
tries and is, therefore, of little use in either clinical or research
settings. It is also inconsistent among groups of substances,
which causes resulting problems with diagnostic definitions.

DIAGNOSTIC SCENARIOS

From a clinical perspective, it is important not to allow your-
self to apply the terminology strictly due to deviation from
cultural norms. As with other diseases, concentrate on the
consequences of the illness. Let’s look at hypertension in the
same manner we looked at alcohol use in the last chapter.
Hypertension is a disease entity that causes increased morbid-
ity and mortality. We do not define hypertension according to
cultural norms. In fact, most people will at some point during
their lives develop hypertension. How do we choose the cut-
off point to determine when someone crosses the line between
normal blood pressure and high blood pressure? We do not
make the choice by comparing the patient with our other
patients. If we did, we would miss a substantial percentage of
those who would benefit from treatment. We instead make the
judgment based on the expected long-term results of the
patient’s specific blood pressure. If those results bear conse-
quences and treatment is required, we inform the patient that
he or she has hypertension. As Norman Kaplan pointed out
in his textbook Clinical Hypertension, “To consider a blood
pressure of 138/88 normal and one of 140/90 high is obvi-
ously arbitrary.” This is typical of many disease states in
which measurable objective data can be obtained. At what
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thyroid-stimulating hormone (TSH) level should we be con-
cerned? When is the temperature too high? At what pulmonary
volume should we call for an additional workup?

For the alcoholic, it is quite tempting, in the absence of
such data, to simply rely on a cultural norm that may or may
not be applicable and that may have nothing or little to do
with morbidity or mortality. If, for example, an entire culture
uses cocaine frequently, resulting in life expectancy far below
what would otherwise be obtained, do we say the entire cul-
ture is abusing cocaine or dependent upon cocaine? Or do we
say there is no cocaine abuse within the culture except for
those few who use double or triple the usual amount?

CLINICAL VIGNETTE

Robert is a 45-year-old divorced man who has never been
treated for any psychiatric or substance-related condition. He
had some difficulty with alcohol while in high school, and,
after one particularly concerning experience, he promised him-
self that he wouldn’t drink again. He has remained true to his
vow except for each New Year’s Eve, when he allows himself to
drink at home by himself while watching the ball drop. Each
year, almost without fail, Robert ends up in the local emer-
gency room as a result of his drinking. One year, he fell down
his basement stairs. Another year, he ended up locked outside
his apartment, where he was found with frostbite the next
morning. On still another early New Year’s Day, Robert was
found in his car after having driven into a ditch by the side of
the road. That time, Robert recalled neither where he was
going nor even getting into his car in the first place. When you
ask Robert about these events, he has little or no recall for the
actual events but only for the history as he was given it. He
recounts the events as if they had happened to another indi-
vidual. He had, in fact, blacked out during each episode and so
had little or no true recall available to him.

Robert shows neither tolerance nor withdrawal during a
12-month period. He does not try to cut back on his substance
use. He does not spend a great deal of time obtaining alcohol.
He does not give up specific activities. Robert doesn’t seem to
meet the diagnostic criteria for alcohol dependence. It is very
questionable as to whether we could manipulate the diagnostic
criteria for alcohol abuse such that Robert would meet them.
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In either case, Robert does not show signs or symptoms of an
alcohol-related disorder “often.” Nonetheless, Robert is alco-
holic. I would apply a diagnosis of Alcohol Dependence and
provide treatment. Without treatment, Robert would likely die
of his illness.

As we go into the next chapter, in which diagnostic crite-
ria are discussed, we must keep in mind this type of scenario
in which the criteria don’t specifically apply. Recognize that
almost all illnesses can have atypical presentations. The diag-
nostic criteria are not a rigid structure to be ignored only at
your or your patient’s peril but are guidelines and suggestions
demanding additional thought on your part.

CLINICAL VIGNETTE

Ben is a 26-year-old chemical engineer. He has been successful
since college, quickly climbing the ranks at the pharmaceutical
company where he works. He was recently given management
responsibilities. He comes to you with some complaints of
sleep difficulties. Questioning reveals that Ben drinks each
evening. Upon arriving home from work, he opens his first
beer; he finishes his sixth shortly before trying to go to sleep.
He drinks a little more on weekends. Ben has no medical or
psychiatric history of note. He reveals that his beer intake has-
n't changed in five years. He has never had any legal, educa-
tional, or occupational difficulties related to his use of beer. He
has never been told to cut back on his beer intake, but he
seems open to that being a possible source of his sleep
difficulty.

Ben shows evidence of tolerance and withdrawal, the latter
resulting in his sleep difficulties. This gives Ben two of the
three criteria for substance dependence. It would be easy to
determine that the third can be met by his missing other
activities in preference for staying at home and drinking.
Indeed, on further questioning, you find that this young man
does not participate in any significant recreation. He works,
and he comes home. His recreation is confined to drinking
beer.

Ben meets DSM-IV criteria for Alcohol Dependence, but I
would wait to make that diagnosis. I would first ask him to
taper off his alcohol use over several weeks and provide him
with an appropriate schedule to follow. Only if Ben were unable
to follow this recommendation would I rule in alcoholism.
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CLINICAL VIGNETTE

Rhonda is a 15-year-old student. She is referred to your outpa-
tient clinic by her OB/GYN, who has noticed track marks,
which she had successfully hid from her pediatrician. Rhonda
admits to her heroin use, assuring you that she could stop eas-
ily if she desired. She does not use any other substances, includ-
ing nicotine. She uses one bag of heroin every few days after
school. She has not had any difficulties as a result of her use.
Because she uses irregularly, she has not observed any signs of
tolerance. She reports with a smile that she obtains insulin
syringes from her diabetic cousin so that she won't be at risk of
HIV infection. No interpersonal problems are acknowledged.

CLINICAL VIGNETTE

Mary is another 15-year-old student. She is brought to your
outpatient clinic by her father after he discovered marijuana in
Mary’s room. Mary admits to her marijuana use, assuring you
that she could stop easily if she desired. She has never tried to
stop, nor has she thought of trying. She does not use any other
substances, including nicotine. She smokes marijuana each
day after school. She has not had any difficulties as a result of
her use. No interpersonal problems are acknowledged. She
has never noticed any symptoms of tolerance or withdrawal.

From any diagnostic perspective, given only these facts
about Mary and Rhonda, there is no difference in diagnostic
category, simply based on the fact that one patient uses mar-
ijjuana and the other uses heroin. In fact, neither patient
meets DSM-1V criteria for either abuse or dependence (yet).
You note that both students are breaking the law each day.
You further note that they are placing their health at risk
through the use of these substances. Would you accept either
patient into your practice for treatment? What would you
think of as the diagnoses? Do these patients require treat-
ment? What is the likely outcome if they do not receive treat-
ment? If the parents of either child ask you to get their
daughter into a rehabilitation facility, would you think that a
reasonable approach?
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Treat patients in the early stage of illness. The sooner a
patient is identified as having a substance-related disorder,
the earlier treatment can be started and the more likely the
patient will have a positive outcome. My tendency in cases
like these is to provide treatment as if these patients met
criteria for heroin and marijuana dependence. It is unlikely
that I would support a plan of anything other than outpatient
therapy, and it is unlikely that any insurer would cover a
more intensive plan. As time passes, you will grow more com-
fortable differentiating between patients who will eventually
have significant drug-related illness and those who will not.

ADDICTION

The differentiation between dependence and addiction is an
important point, but the definitions have become quite con-
fused over the past few decades. Certain drugs physiologi-
cally lead to the development of tolerance and potential for
withdrawal. For example, a fatal danger commonly con-
fronted by opiate users who return to use after a period of
sobriety is of using the same dose they had last used follow-
ing a period of heavy use, during which they had developed
significant tolerance. Certain drugs lead to the development
of “overwhelming involvement with the use of [the] drug,
the securing of its supply, and a high tendency to relapse,” as
Jerome Jaffe pointed out in his definition of addiction in
Goodman and Gilman’s The Pharmacologic Basis of Thera-
peutics. Not all drugs that can lead to withdrawal phenom-
ena (e.g., sudden cessation of some antihypertensives) also
lead to behavioral consequences, and not all drugs leading to
behavioral consequences (e.g., inhalants) also cause toler-
ance. The illness with which we are concerned is the one
leading to the behavioral consequences. This is the illness
defined in psychiatry as abuse or dependence, depending on
the severity of observed symptoms. Corticosteroid depen-
dence, however, is a physical dependence due to the biologic
alteration that results from continued use of externally pro-
vided high doses. We wouldn’t necessarily call this corticos-
teroid addiction. The patient might be taking steroids pre-
cisely as prescribed. You can therefore see the source of
confusion. What does this patient have?

Patients often make statements designed to differentiate
between words for which they already have a definition. It is not
uncommon to have a patient say, “No, I didn't fracture my arm.
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It was just broken.” Some will report that they don't have major
depression but they are receiving their antidepressant for a
“chemical imbalance.” In this situation, it is best for you to estab-
lish your patient’s definition of “addiction” prior to discussing
diagnostic issues.

Your goal is not to force your lexicon upon the patient.
Instead, simply ascertain that the patient has an understand-
ing of his illness and the course of that illness. Then discuss
the appropriate course of action that will be taken to treat his
illness, whatever the name of that illness happens to be.



The Substance Use
Disorders

A few questions to ask yourself:

* |s the patient acting despite his or her own
best interest?

* |s there an apparently simple solution to
the patient’s difficulties?

e Does the patient, in fact, have a substance
use disorder?

Don’t forget:
e Substance dependence is a disease, like
hypertension.

HOW TO DIAGNOSE

Over the years, a remarkable number of definitions have been
provided for substance use disorders. This reflects the lack of
any gold standard for disease identification; there is no biopsy
result, physical exam finding, blood test, or scan definitively
identifying the presence or absence of this illness. We, there-
fore, have definitions that are based upon manifestations of
the illness rather than upon the illness itself. Centuries ago,
one might have looked upon diabetics and stated that they
have an odd behavioral disease in which they have
unquenchable thirst. Although the patients die at a young
age, one might have speculated that these deaths were sec-
ondary to their high intake of water. Diabetes would, there-
fore, have been described in psychiatric terms until such time
as the biology was first recognized and later understood. Our
working definitions of the primary substance use disorders,
abuse and dependence, are in their infancy. We can describe
the phenotype but we don’t yet understand the underlying
genotype. DSM-IV represents one contemporary standard,
but we must note at the outset that the criteria and language
in DSM-1V differ from those in earlier editions and from those
used in medical specialties other than psychiatry. As of this
writing, there has already been a substantial amount of dis-
cussion as to whether the terms and definitions in current use
should be altered for DSM-V, now planned for release in
2011. A similar situation exists for the current ICD-10, which

20
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itself has differing disease definitions than that of DSM-1V,
and the future ICD-11. Within this text, I've used the DSM
terminology as a standard in which a purely physiologic state
is “addiction,” and the multifactorial disease requiring long-
term intervention and treatment is “dependence.”

One final digression before getting to the heart of the matter:
If T take an individual who will develop manifestations of dia-
betes at age 14, is that individual diabetic at age 12? At 12, the
genotype is present for diabetes but the phenotype has not yet
become apparent—although it may be apparent upon close
examination, or if we know what to look for. Similarly, if I take
an individual at age 12 who we somehow know will be alco-
holic at age 20, but who has not yet even tasted alcohol, is that
individual currently alcoholic? In many ways, this depends
upon educated speculation. If we speculate that, as in diabetes,
there is a not-yet-physically-manifested process based upon
genotype which could be identified were we to know precisely
where and how to look, we might say that yes, the 12 year old
is alcoholic but has not yet suffered from any of the hardships
of alcoholism. Given the lack of a gold standard, let’s take a
look at the profile of substance use disorders as defined within
the DSM. We'll start with intoxication, a time-limited and gen-
erally easily treated situation with observable physiologic and
behavioral consequences. We'll progress from intoxication to
dependence, the chronic state within which one may be
actively using a substance or substances.

Intoxication

e Intoxication

DSM-1V Criteria for Substance Intoxication

A. The development of a reversible syndrome due to
recent use of a substance

B. Significant behavioral or psychological changes due to
the effects of the substance on the central nervous
system (CNS)

C. Symptoms are not due to a medical condition or to
another mental disorder

We spoke of use in the last chapter. While use alone is not a
substance use disorder, intoxication is. Use of certain sub-
stances in certain quantities, variable depending upon the age,
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sex, weight, and metabolic status of the user, will always lead
to physiologic intoxication. For any one individual, there is a
specific dose of alcohol beyond which the user will be intoxi-
cated. 'm belaboring that point because the same construct is
not true with dependence. If an individual does not have the
disease of dependence, no dose of substance will cause the
development of that illness. Intoxication is, therefore, a
straightforward physiologic response to a given drug accompa-
nied by psychological alterations that are maladaptive. In DSM,
the diagnosis of intoxication is not simply dependent upon the
physical manifestations of use. The psychological alteration
must be present, and it must cause significant difficulties. This
is not a problematic area for drugs such as cocaine, alcohol, or
opioids, since the physiologic is almost always accompanied by
the psychologic. However, with drugs such as caffeine, there
can be significant physiologic change without the presence of
maladaptive psychological behavior. The diagnostic criteria
are, therefore, somewhat different for caffeine intoxication
because maladaptive behavior need not be present, although
caffeine-induced physiologic changes must be present. The
treatment process for intoxication is straightforward: Provide
the patient with a safe place, begin detoxification if indicated
(we'll cover this later), and then diagnostically reassess upon
improvement. This is a valuable time to start an intervention
despite the diagnostic uncertainties.

Withdrawal
e  Withdrawal

DSM-1V Criteria for Substance Withdrawal

A. The development of a syndrome due to cessation or
reduction of heavy and prolonged substance use

B. Syndrome causes significant distress or impairment in
social, occupational, or other important areas of
functioning

C. Symptoms are not due to a medical condition or to
another mental disorder

Within some period of time following use, an individual

will experience physiologic withdrawal. As with intoxica-

tion, physiologic withdrawal is insufficient to make the

diagnosis of substance withdrawal.
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CLINICAL VIGNETTE

Kannyka has a fear of flying but unfortunately must travel for
business. Her physician prescribes her a single dose of
diazepam (Valium) to help her get through the flight. The
medication works well and Kannyka finds herself free of anx-
iety during the daytime trip. That night, however, Kannyka
has difficulty falling asleep. Even after managing to do so, she
wakes up with a start with every noise in the hotel corridor
outside her room. By the next day, her symptoms are gone
and she has no difficulty getting a good night of sleep.

CLINICAL VIGNETTE

Bonnie (from Chapter 1) drinks regularly but doesn’t have
alcohol dependence. Following her year at college, she trav-
els with her parents for three weeks. They are strict about
alcohol and Bonnie stops drinking entirely. For all three
weeks, Bonnie has difficulty sleeping, though she notes that
this is improving very slowly. She reports some anxiety, some-
thing that hasn’t been a concern in the past, and notes that
she has been on edge in her relationship with her family. She
is concerned that she is developing an anxiety disorder like
those she has seen in friends at school.

Kannyka experienced a physiologic withdrawal following
her use of a sedative agent. One-time use of any sedative will
cause measurable withdrawal phenomena, many of which are
generally unnoticed by the user and are likely to be extremely
mild. Although this is not the withdrawal with which we are
concerned for diagnostic purposes, it is critical to keep this
response, common for all mammalian brains, in mind due to
its relevance for any long-term use of addictive substances.
Bonnie, our example patient in Chapter 1, meets the diag-
nostic criteria for, and is experiencing, alcohol withdrawal.
Such a syndrome, following a sudden cessation of regular
substance use, qualifies within this diagnostic category with-
out requiring any standing diagnosis of abuse or dependence.
One might argue whether Bonnie is experiencing withdrawal
initially that then becomes an alcohol-induced sleep disorder.
See the Key Point below for discussion about that issue.
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g? KEY POINT

The scenario of Bonnie represents the start of an unfortunate
process in which, all too often, the patient will mistakenly be
prescribed a sedative agent for an incorrect diagnosis of
anxiety disorder. An unskilled clinician can easily miss or
gloss over the alcohol history, causing what could become a
long-term unnecessary treatment pattern. The lack of abuse
or dependence does not mean that use-related physiologic
and psychological changes will not take place.

CLINICAL VIGNETTE

Bala has been using cocaine for several years but is now
engaged in the recovery process. He has been clean and sober
for seven months when he comes to your attention due to
lack of motivation causing him to be isolative and asocial.
Prior to his cocaine use, his mood was generally good; he has
no other relevant history.

Just as a physiologic withdrawal state alone is insufficient
for the diagnosis of cocaine withdrawal, a depressive state is
also unnecessary for the diagnosis. Cessation of longstanding
use of cocaine has been reported to cause a depressive syn-
drome. Little et al. reported in the American Journal of Psy-
chiatry (January 2003) findings that suggested chronic
cocaine use may cause changes in the brain that would make
it more difficult for an individual to feel a sense of pleasure.
The researchers did not, however, have the opportunity to
study their subjects prior to onset of cocaine use, so it is also
possible that their findings would have been present earlier in
the patients life, perhaps as a marker for those predisposed to
cocaine dependence. Sufficient literature certainly suggests
that ongoing cocaine use can lead to a lasting syndrome that
falls into the withdrawal diagnostic category.

g? KEY POINT

The withdrawal diagnosis has no time limitation. Patients with
sleep disturbance ten months after cessation of extensive
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sedative use or depression a year after cessation of extensive
cocaine use, who had no such symptoms prior to drug use,
fall into the withdrawal category. Whether they should also
be diagnosed with a substance-induced mood disorder or
indeed with a primary mood disorder is subject to some
debate. If the underlying biologic process is identical, and if
there is identical treatment efficacy, then it makes little
sense to have two different names for one disease no mat-
ter what the originating source (in this case either one’s nat-
ural biology or the direct impact of a drug). On the other
hand, if the cocaine-induced long term withdrawal phenom-
enon manifests itself with symptoms emulating a primary
mood disorder, but has differing treatment requirements
and differing outcome data, then we're really talking about
two different diseases that should be studied separately.
| suggest following the latter strategy until such time as the
biologic bases of these illnesses are elucidated.

Abuse

DSM-1V Criteria for Substance Abuse

A. Maladaptive substance use with clinically significant
impairment as manifested by at least one of the follow-
ing within any one-year period:

* Failure to fulfill major role obligations at work, school,
or home

e Recurrent use when physically hazardous

e Recurrent legal problems

* Continued use despite recurrent social or interpersonal
problems

B. Patient has never met criteria for dependence

Abuse. What a terrible word for an illness! John abuses
Fido. This means that Fido is getting kicked or otherwise
injured. John abuses the tree. Again the object of the sentence
is the injured party, here because its bark is being picked off
or the tree is being hit with John’s car. John abuses alcohol.
Really? The alcohol is somehow getting hurt? Or is this a case
in which we're trying to say that John is abusing himself
through his use of alcohol, but we’re somehow too uncom-
fortable to come right out with such a suggestion?
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Substance abuse, as defined by DSM-1V, is unusual to observe
in practice because of criterion B: “Patient has never met the cri-
teria for substance dependence for this class of substance. The
criteria for abuse are such that it is unusual for patients to meet
any of the individual items without their also being able to
meet the dependence criteria on close examination.

There are only four possible criteria for abuse. Any single
criterion allows for the diagnosis:

1) Recurrent use leading to failure to fulfill major role obligations
at work, school, or home.

e Your patient arrives late for work more than once due
to hangovers on Monday morning.

e Your patient sits in front of the television drinking
beer rather than interacting with his family.

¢ Your patient takes 90 minutes for lunch at work
because he can recover sufficiently from his opiate use
at the start of his break to return to work by the end of
the extended period.

e Your patient is unable to attend a required class at school
because it is at 8 a.m. He can’t wake up that early due to
continued action of a sedative agent at that hour.

2) Recurrent substance use in physically hazardous situations
¢ Your patient drinks, and then drives.

¢ Your patient works in construction and uses opiates to
reduce anxiety when at high locations.

¢ Your patient monitors a daycare center and uses
cocaine occasionally.

e Your patient is a gas station attendant who smokes cig-
arettes while fueling cars.

3) Recurrent substance-related legal problems

e Your patient manifests drunk and disorderly behavior.

¢ Your patient drives under the influence.

¢ Your patient has been arrested for Possession.

e Your Patient has been arrested for Intent to Distribute.

4) Continued use despite social or interpersonal problems
caused or exacerbated by the effects of the substance

This last abuse criterion is similar in practice to criterion 7
from the “Dependence” section later in this chapter. How-
ever, the difference in wording must be clearly delineated.
The abuse criterion speaks of social or interpersonal prob-
lems. I think of marital discord and parent-child relationship
difficulties, although I also consider alterations in close
friendships, relationships with co-workers and peers, and
other comparable issues. The dependence criterion speaks not
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about these social difficulties, but about medical or psychi-
atric difficulties. Here, I think of specific conditions: depres-
sive or anxiety disorders, hepatic disease, and so forth.

? KEY POINT

If a patient meets criteria for dependence, enters an exten-
sive recovery, and then two years later meets criteria for
abuse, the diagnosis is not substance abuse but rather sub-
stance dependence. From a diagnostic standpoint, this is
true only if the drug class is identical. One could, therefore,
be in recovery from marijuana dependence but now be diag-
nosed with cocaine abuse. Since the bottom line is that your
patient needs to stay clear of all such drugs, the terminology
is not germane to the appropriate treatment approach.

Dependence

DSM-IV Criteria for Substance Dependence

Maladaptive substance use with clinically significant

impairment as manifested by at least three of the following

within any one-year period:

e Tolerance

e Withdrawal

e Often taken in greater amounts or over longer time
course than intended

* Desire or unsuccessful attempts to cut down or control
use

e Great deal of time spent obtaining, using, or recover-
ing from drug

e Important social, occupational, or recreational activi-
ties given up or reduced

e Continued use despite knowledge of physical or psy-
chological sequelae

During the committee meetings that led to the development
of the DSM criteria, there was much discussion as to whether the
word “dependence” should be used rather than “addiction.” It
was felt that “addiction” had a pejorative meaning and might
have difficulty being accepted as a disease state rather than as
simply the result of a behavior. Use of the word “dependence”
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meant that the meaning of that word had to be shifted. Previ-
ously, “dependence” referred only to a physiologic state within
which the development of tolerance and/or withdrawal would
occur. Now, “dependence” is the term used to refer to a disease
state beyond the mere presence of physiologic dependence. In
fact, within the current DSM criteria, physiologic dependence is
not a necessary factor for substance dependence to be diagnosed.

Within the DSM-IV-TR criteria set, three of seven possible

criteria must be met within any twelve month period:

D

2)

Tolerance

Tolerance is present when a patient must use an increas-
ing amount of a given substance to achieve an equivalent
sensation as time passes. It is also present if the patient
notes that sensation is decreasing when similar quantities
of a given substance are used over time.

Tolerance may be observed objectively: Mr. Smith
walks into the emergency room with a blood alcohol level
of .35 and is able to walk a straight line, hold a discussion
with you, and follow complex instructions.

Tolerance may be observed subjectively: Michael, a 15 year
old, frequently uses LSD. He notes that every month, he and
his friends take a one-week break from their usual daily use
“because then you really start seeing things again.”
Withdrawal
Withdrawal is present when a patient experiences a char-
acteristic pattern as defined physiologically for a given
substance or when a patient resumes use of a substance to
avoid or treat specific symptoms.

DSM-1V does not recognize this criterion for caffeine,
cannabis, hallucinogens, inhalants, or phencyclidine.

For alcohol use, you might ask:

“Do you ever drink in the morning to help feel better?”

“Have you ever had a slight tremor in your hands that
gets better when you have a drink?”

Although you should also ask about a history of seizures
and hallucinations, answers of “yes” to questions like
these allow you to indicate that the patient meets this cri-
terion. Similar questions may be asked for each substance.
A conversation such as this one allows you to check off
this criterion for a patient using cocaine:

Doctor: How do you usually feel after you use cocaine?

Patient: It feels wonderful for a little while. In fact, I feel
better when I use cocaine than I ever have before.
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Dr: What happens after that?

Pt: The exact opposite. I plummet into a terrible depression.
The world becomes dark.

Dr: Do you ever find that you use cocaine to get out of
that depression rather than simply to feel good?

Pt: That’s all I ever do anymore. And you know
... it’s never been as good as it was that first time. I'm just
chasing that first wonderful feeling of happiness.

As you can see, it is quite simple for a patient to meet
the tolerance and withdrawal criteria from DSM-IV. In
order to give a diagnosis of substance dependence, only
one additional criterion of the remaining five must be met.

3) “The substance is often taken in larger amounts or over a
longer period than was intended.”

Within this criterion, we encounter the term “often.”
What is “often?” Do we revert to the old standard of
“more often than I do?” Or is there an alternative? Per-
haps the definition is dependent upon the intensity of the
experience.

The patient in the following vignette meets this criterion.

CLINICAL VIGNETTE

Maria is a 28 year old nursing student. Four years ago, she
began smoking cigarettes on occasion when going out with
friends. Her use was generally minimal, she would have one
or two cigarettes in an evening once every few weeks. This
behavior persisted for several years. As finals approached this
year, she found that she felt better if she had a cigarette in the
evening while she studied. She remained unconcerned about
her smoking, telling herself that she wasn’t addicted because
she didn’t smoke when she woke up like her mother always
had. In fact, she didn’t smoke at all each day until after
classes. One day, for no apparent reason, this behavior
changed. Maria now comes to see you for help quitting
smoking, explaining, “I suddenly found myself having a
cigarette before leaving for classes in the morning. I always
told myself I would never do that.”

Pay particular attention to the specific wording, “. . .
than was intended” within this criterion. Many addiction
specialists would advise that if any quantity of use had
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been specifically planned, concern on your part should
already be present. It is unusual, for example, that you
head for the refrigerator saying to yourself, “I will have
precisely one glass of juice.” You don't need to say that to
yourself because you don't have a problem with juice.

I mentally check off this criterion as being met if a
patient says something like:

I never allow myself more than three drinks in the evening.

I get a bottle of wine and bring it home. That way, I know
I won't have more than that.

Note that these patients might not be using more than
intended or using over a longer period than intended, but
they are showing signs of control. Those without this ill-
ness do not need to control their use. This approach to
this criterion allows you to ignore the poorly defined
term, “often.” The next criterion will allow us to revisit
the entire issue of control.

It is easy for this issue to become complicated. The
trick is to look at the big picture and simplify, just as you
would simplify a complex mathematical equation. The
following vignette is an example of a more complex
patient meeting the control issue.

CLINICAL VIGNETTE

Nick comes in for his first appointment with you. Describing
himself as a “big kid,” Nick recounts his history. He started smok-
ing marijuana at 13. After getting married and having two chil-
dren, he built up a successful landscaping firm. He would go out
in the evening and snort cocaine and drink alcohol with his bud-
dies. This led to some financial and marital difficulties. Eventu-
ally, his wife told him that if he didn’t get help, he would lose her
and his children. Nick agreed to enter a detox and rehab program.
Atyour first meeting, he assures you that he won't be using again:
“My wife and kids are the most important things in my life,” he
tells you. At your second meeting, Nick comes in and admits
to having smoked marijuana once in the past few days. He says,
“I never said I'd stop smoking pot. I started that when I was a kid.
That was never a problem.” At your third meeting, Nick comes in
after having used marijuana. He is now using daily, stating that he
would never pick up the cocaine and alcohol again but that he
had never planned to stop smoking marijuana.
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4) “There is a persistent desire or unsuccessful efforts to cut

5)

down or control substance use.”

This is a rather confusing criterion due to the combi-
nation of “cut down” and “control.” Control is generally
seen during the early stages of substance dependence.
We've all heard our adolescent patients tell us that they
can “handle” their drug use or that they have it “under
control.” Efforts to cut down drug use usually follow the
loss of control observed in later stages of the illness.

Patients with later stages of this illness will always be
able to answer both of the following questions:

a) Why do you want to stop using?
b) Why do you want to keep using?

The first question will lead to some rote responses: They
would like their job back, their marriage back, their financial
security returned. You will likely sense despair as this ques-
tion is answered, as if the patient feels trapped by the impor-
tance he ascribes to the substance use. The second question
will be unexpected and usually results in greater affect. As
you perform the diagnostic workup, and indeed as you enter
the treatment stage, you will be able to assess treatment
issues by comparing responses between these two questions.
As affect lessens in intensity with the second question and
increases with the first, your patient’s prognosis improves.

After exploring these issues, it may be natural to dis-
cuss the patient’s past efforts to cut down on use.

The patient spends a great deal of time obtaining the sub-
stance, using the substance, or recovering from the effects
of the substance.

As with the use of the term “often,” we are now con-
fronted with “a great deal of time.” If Marissa, a 20-year-old
college student, spends one day each month driving from
New Hampshire to New York City so that she can obtain
her drug of choice, does this meet the criterion? Would you
change your mind if Marissa did this each week instead? If
Max smokes one pack of cigarettes per day, that amounts to
about three hours of use per day. This might seem to be a
great deal of time to some but not to others.

g? KEY POINT

Think to yourself as to how you might construct a spreadsheet

of

hour-based cutoffs for this criterion. For example, might you
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say that three hours of alcohol use does not meet the criterion
but that three hours of cocaine use does? For each drug,
decide what your cutoffs might be, and then compare your cut-
offs to one another to determine if they make clinical sense.

6) “Important social, occupational, or recreational activities
are given up or reduced because of substance use.”

It is quite rare to see a patient who will state, “I quit my
job because they wouldn’t let me smoke in the building”
or “I don’t go to baseball games anymore because the sta-
dium no longer allows beer.” You will therefore base your
assessment of this criterion upon your assessment of what
an individual should be capable of performing.

CLINICAL VIGNETTE

Mike is a graduate from MIT’s Sloan School of Management.
After spending one year at a prestigious venture capital firm,
Mike now works as a Director of Inside Sales for a middle
sized firm in Tulsa. He lives in Boston and is able to conduct
his work on his own schedule from home. His job is quite
reasonable and he earns a comfortable living.

Although Mike’s current occupation is very good, Mike has
not lived up to his own capabilities. It is unlikely that Mike
will tell you his sedative use led to too much difficulty deal-
ing with the daily meetings and travel that were part of his
venture capital firm work. It is unlikely that he will tell you
how comfortable he is being able to drink during the day
while at home now. You will have to infer this from the
information you can collect. Watch for patients in college
who shift toward lighter courseloads, “easier” majors, and
who extend their time at school beyond the usual four
years. Watch for patients who do not move up the job lad-
der in a typical manner. Watch for patients who are unable
to describe hobbies and activities other than those tied to
substance use.

g? KEY POINT

While DSMHV does not specify it, this criterion is also met if
an individual has given up or reduced educational activities




Chapter 3 / The Substance Use Disorders 33

as a result of substance use. The adolescent patient who, for
example, skips classes here and there in order to smoke
marijuana with friends, meets this criterion.

7) “The substance use is continued despite knowledge of
having a persistent or recurrent physical or psychological
problem that is likely to have been caused or exacerbated
by the substance.”

This is another criterion that is remarkably easy to meet.

e Mr. Williams continues to drink after being told he has
cirrhosis.

e Mr. Smith continues to smoke cigarettes after being
told he has a pulmonary mass on his chest film.

e Nick returns to his marijuana use after his wife
warned him that continued drug use would lead to the
loss of his family.

e Ms. Mason continues to drink alcohol despite being
told that it could cause problems with her necessary
medication for an unrelated illness.

Simple use of a substance does not qualify for this cri-
terion. Use must be ongoing in the face of a specific diffi-
culty or likely difficulty. If Ms. Johnson is told that her use
of cocaine could be hazardous, but that it has not caused
her any specific difficulties at this time, this criterion has
not been met even if her use persists.

g? KEY POINT

Determine early in your initial interview whether the patient
has been previously told of a relationship between substance
use and medical or psychiatric symptoms. | ask this question
quite directly:

Has any clinician told you that your liver disease is a
result of your alcohol use?

Dependence Summary

Once you have noted the presence of three criteria from the
above set within any given one-year period in your patients
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lifetime, the diagnosis of dependence has been made. There
are then eight diagnostic extensions, called specifiers, dictated
by DSM-IV that may be used to amend the diagnosis. For
each of these specifiers, the patient must, at any point, have
met the criteria for the illness:

1) With Physiologic Dependence: used if the patient meets
criteria for either tolerance or withdrawal.

2) Without Physiologic Dependence: used if the patient does
not meet criteria for either tolerance or withdrawal.

3) Early Full Remission: the patient has not met any criteria
for dependence or abuse for at least one month but for
less than twelve months.

4) Early Partial Remission: the patient has not met the full
criteria for dependence but has met at least one criterion
for either dependence or abuse for at least one month but
for less than twelve months.

5) Sustained Full Remission: the patient has met no criteria
for dependence or abuse for at least one year.

6) Sustained Partial Remission: for more than one year, the
patient has not met the criteria for dependence but has
met one or more criteria for dependence or abuse.

7) On Agonist Therapy: the patient may experience toler-
ance and withdrawal from a prescribed medication but
does not meet any other criteria for at least one month.

8) In a Controlled Environment: the patient is unable to
obtain substances due to a living environment such as a
locked unit.

CLINICAL VIGNETTE

June is a 14-year-old patient who has been smoking mari-
juana every day. She easily meets criteria for marijuana
dependence. She starts to see you for treatment. Two months
later, she has reduced her marijuana use to three times each
week. No other significant change is apparent.

This is not marijuana dependence in early partial remission.
Partial remission has nothing to do with a reduction in sub-
stance intake, just as the overall quantity of substance used
has nothing to do with whether the disease is present. Full
remission, on the other hand, can be obtained through absti-
nence. Full remission does not mean recovery has been
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attained, although it suggests things are moving in the right
direction.

v KEY POINT

) In the presence of acute intoxication or withdrawal states
and in the absence of historical sources other than the
patient, do not diagnose abuse or dependence.

2) Use the term Polysubstance Dependence accurately. It
should be used only when at least three groups of sub-
stances are being used and when none of them is being
used predominantly.

3) There is no such diagnosis as Polysubstance Abuse.

Dependence: An Alternative Approach

Ilness definition is often imprecise. At what precise blood pres-
sure do we define someone as experiencing hypertension? Is
there an exact cutoff? How many times must the individual have
that particular pressure before we make a diagnosis? What if they
experience markedly elevated blood pressure during a stressful
experience? Does that count? The difficulty vanishes when we
encounter a patient with a BP of 200/120, just as the difficulty
vanishes when we encounter patients who have suffered the loss
of family, occupation, and health due to the manner in which they
use alcohol. In those cases, hypertension and alcoholism clearly
exist. But diagnosing an illness is often most important at the start
of the disease. A greater reduction in morbidity and mortality
may take place with early detection and treatment.

In 1992, a joint committee of the National Council on
Alcoholism and Drug Dependence and the American Society
of Addiction Medicine studied the definition and criteria for
the diagnosis of alcoholism. The committee defined alco-
holism as follows:

Alcoholism is a primary, chronic disease with genetic, psy-
chosocial, and environmental factors influencing its devel-
opment and manifestations. The disease is often progres-
sive and fatal. It is characterized by impaired control over
drinking, preoccupation with the drug alcohol, use of
alcohol despite adverse consequences, and distortions in
thinking, most notably denial. Each of these symptoms
may be continuous or periodic.
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Since 1992, additional research has demonstrated that
alcoholism indeed requires the presence of proper genetic
and environmental media for development. Note that
within the NCADD/ASAM context, as with the DSM, the
definition has little or nothing to do with quantity or fre-
quency of use. Just as Lyme disease may or may not include
a characteristic rash, may or may not include joint pain, and
may or may not include neurologic and cardiac changes,
alcoholism may or may not include certain characteristic
features. But even in the absence of such features, the dis-
ease may still exist. Your goal, then, is to establish whether
the disease exists despite the absence of such features, or to
refute the presence of the disease even in the presence of
such features.

We can take the NCADD/ASAM definition and make it
generic for substance use disorders. We now look for several
features when we see our patients:

e Family history of substance-related difficulties

I start here rather than asking about my patient’s own
difficulties. Patients are often in denial of their own prob-
lems but more than willing to speak openly of the diffi-
culties their parents or siblings have experienced.

e Environmental factors likely to lead to substance-related
difficulties

I find that it is tremendously helpful to evaluate the
relationship between patient and parents, specifically the
parent of the same sex as the patient. How does the
patient perceive that relationship? How has that relation-
ship changed since the patient was a youngster or
teenager? Was the parent absent emotionally or physi-
cally, unavailable in some way, missing or dead, drunk,
unstable, undependable, or irresponsible? Was the parent
abusive?

You may note, for example, that a young woman’s
father was sexually abusive to her between the ages of
nine and fifteen. Many addiction specialists have noted
that more important to the development of substance dis-
orders is what the patient’s mother did or did not do to
protect her daughter from the father.

¢ Progressive difficulties related to substance use

Patients often find this to be somewhat embarrassing,
particularly when they are blaming themselves for the
difficulties. Patients will tend to downplay their difficul-
ties or to blame the difficulties on situational events:
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“We were all drinking that night. I had the bad luck of
happening to be next to the cliff edge.” “It’s just like me to
try to buy cocaine from a cop! It was the second time I had
ever bought coke in the first place.” You might address
this initially by pointing out that you’re aware the
patient might be somewhat embarrassed by certain
events in his past, but that you will remain non-
judgmental.

Do not look at success in your patients life as evi-
dence that substance use disorders are not present.
Well-known movie stars and baseball players have had
their lives or careers terminated due to substance use
while actively participating in occupational and recre-
ational activities.

You will have to judge what your patient is capable of
achieving, and then determine whether the patient is living
up to his capabilities due to substance use. You will discuss
the patients marital or other significant relationships,
occupational history, educational history, and recreational
activities.

e Observe for distortions of thinking

These are often apparent during the initial evaluation.
You will hopefully have the opportunity to speak with a
family member or friend of the patient. Such an opportu-
nity will allow you to make note of substantial differences
between the histories.

Following these observations and discussions, you will
be able to make a diagnosis as to the existence of a sub-
stance use disorder. For the purposes of treatment, it will
not matter if the patient has abuse, dependence, addic-
tion, or use. The patient’s history will dictate the appro-
priate course of action to be taken.

g? KEY POINT

Among the substance use disorders are a variety of psychi-
atric states caused by external substances. These substance-
induced disorders, while appropriate to include in this chapter,
will be best understood following our discussion of individual
substances and can therefore be found in Chapter 20.
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Research

Be particularly cautious when reviewing the literature in this
field. Researchers will often provide their own terminology,
or use standard terminology with new definitions. They will,
at times, produce findings which are in keeping with their
definitions but can easily be misunderstood by those who are
used to skipping to the conclusions without attending to the
methods. More importantly, many studies in the field contain
leaps of logic in conclusions not supported by the research.
To this end, the field of addiction medicine is not yet ready
for evidence-based practice. The evidence simply isn't in the
literature yet. But the field is very much ready for clinically
informed research to be performed. Some have referred to
this as developing practice-based evidence, a far more useful
current approach. Look closely at important research to be
certain that researchers did not simply perform a MEDLINE
search. Much of the original research done in this field was
published prior to the MEDLINE cutoff of 1965. A full liter-
ature search therefore requires that work be performed the
old-fashioned way—in the medical library.

RESEARCH VIGNETTE

In January 20006, a major medical journal published research
concerned, in part, with whether “quality improvement pro-
grams for depression would be effective among substance
misusers.”

There is no standard definition for substance misuse. In
this study, “. . . drug misuse was defined as use of either legal
or illegal substances without a doctor’s prescription, in
greater amounts or more often than prescribed.” Drug cate-
gories were noted to include “cannabis, sedatives and tran-
quilizers, opiates, cocaine and crack, amphetamines, psyche-
delics, and inhalants.” Alcohol was handled differently than
other sedatives in that, for example, an alcoholic beverage
each day would not count as drug misuse; but a solid sedative
a day taken without a prescription would count as misuse
despite the two having roughly identical effects. It also seems
from the report that solid sedatives, if prescribed, didn’t count
as misuse, whereas if not prescribed, did count as misuse.
This study would have been far more useful had it focused on
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use rather than misuse, whether prescribed or not, whether
licit or illicit, and in any quantity.

Alternatively, one can imagine a study in which alcohol use
is eliminated as a variable in order to determine if use of sub-
stances as prescribed leads to changes that differ from those
obtained when substances are used identically but without
prescription. In this study, as a result of the variability in
approaches of handling sedatives (alcohol handling differed
from handling of other sedatives), the results are called into
question. Even without that, the applicability of the results
would be of questionable value given their basis upon non-
standard terminology and definitions.

This type of analysis of research in the field of addictive
disease is critical; make certain that the authors you rely
upon have crisply and reasonably defined what they are
investigating, have followed a worthy methodology, and have
appropriately and logically developed their conclusions.

Researchers are often hard-pressed to find end points for
their research. Sometimes the end point is the sought outcome,
but sometimes not. How do we best define, for instance, if
hypertension responds to a given medication? There must be a
predefined blood pressure below which an experimental drug
has worked and above which it has not worked. Such a
process works if we choose a pressure below which morbid-
ity/mortality drop to a level seen without any effect from the
variable of blood pressure. Or we might say that drug A
works better than drug B if blood pressure drops to a greater
extent with drug A. This method is useful only in illnesses
like hypertension where the literature clearly indicates that
morbidity and mortality is a straight-line curve when plotted
against blood pressure. In psychiatric illness, there is greater
difficulty. You will note in the research of depressive illness
frequent use of a measurement scale cutoff: the Beck Depres-
sion Index, for example, falls below a certain number so the
drug must be effective. If there are data to indicate that with
lower scores on the Beck, significant sequelae such as suicide
or inability to function at work are minimized, then such
research is valuable. If that’s not the case, then a drop in the
Index may be significant in terms of comparison to a placebo
but not significant in terms of whether the disease is being
treated.

In substance use disorders, yowll find much recent
research focused on reduction of use or an increase in the
number of days of abstinence. Some papers speak, typically in
the short-term, about sobriety duration. Unfortunately, there
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is no literature indicating that such measures have any
applicability to long-range morbidity or mortality. Although
such papers are interesting because they present possibilities
to be examined further, they don’t answer the fundamental
question: Is the experimental treatment worth using in prac-
tice? Of equal import is whether the experimental treatment
is counterproductive. Just the offer of medication may slow
or negate actual recovery, even if it appears to have initially
beneficial effects. Rather than convincing the patient that he
is indeed “okay” (the proper effort of long-term therapy),
offering a medication may indicate agreement with the
patient’s negative self image. Since AA is busy trying to con-
vince participants that no one is perfect and that the patient
is just the same as everyone else, but only mistakenly believes
otherwise, it is reasonable to assume that medications may be
the wrong way to begin treatment. These types of subtleties
are keys to getting patients into a lifelong recovery; they are
also critical in terms of your analysis of published studies.

Cancer research typically measures the five-year survival
rate for any given illness or illness/intervention combination.
Addictive disease research could easily adopt a similar
approach. Cutting the number of drinks per day in half is
akin to removing half the tumor. You might have gained a lit-
tle bit on the disease, but your efforts don't lead to significant
outcome improvement. An outcome of “drinking less” is of
no value. Five years of confirmed and supervised drug-free
urines tells you that something has worked (but recognize
that the “something” might be the patient’s having been in a
close working relationship with a clinician for five years, and
not the “treatment” being investigated).

Policy

POLICY VIGNETTE

In July 2005, an officer of the American Medical Association
gave a speech that included the following paragraphs:

1) In 2002, the Journal of the American Medical Association
published a study documenting that youth who regularly
consumed alcohol before age 14 were at least three times
more likely to develop a diagnosable alcohol dependency
than those who delayed alcohol consumption to age 21.
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2) This is a terrifying thought, especially when we consider
that young people drink much earlier today than they did
a generation ago. Indeed, today, the average age of first
drink today is 12.

3) What’s worse, the threat to these children extends beyond
the potential horrors of addiction. Recent scientific stud-
ies suggest that childhood drinking has a devastating
effect on a child’s ability to learn and remember.

4) The hippocampus is the part of the brain responsible for
learning and memory. Research has demonstrated that the
hippocampuses of teens who abuse alcohol is 10 percent
smaller than those of teens who did not abuse alcohol.

5) Another study shows that individuals who used alcohol as
adolescents exhibit a reduced ability to learn, when com-
pared to those who refrained from using alcohol until they
were adults.

The first paragraph describes a study that is regularly inter-
preted incorrectly. The automatic assumption made by most
readers is that one result of regularly drinking alcohol prior to
age 14 is a higher incidence of alcohol dependence than one
would see in those individuals had they simply waited until
age 21 to start drinking. More likely to be correct, however,
is that individuals predisposed to develop alcoholism are
much more likely to be regular drinkers of alcohol before age
14 than those not so predisposed. All we are likely to be look-
ing at is one of the early symptoms of alcoholism, not a cause.

The second paragraph indicates a concern that early drink-
ing by young people may represent a hazard from a future
medical standpoint. While indeed it is quite concerning that
young people are drinking alcohol at an increased rate over
that of decades past, there has been no indication of an
increased prevalence of alcoholism that one would expect to
be present if indeed there were some causal aspect of this epi-
demiologic finding.

The fourth paragraph shows a correlation between hip-
pocampus size and alcohol intake. Again, we don’t know which
came first. It could be that those with smaller hippocampi are
more likely to drink greater amounts of alcohol. Or it could be
that alcohol causes damage. We don't know. The third para-
graph indicates only the latter explanation is being considered.

The fifth paragraph suggests a cause-and-effect, but we
don’t know if indeed the individuals who used alcohol as
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adolescents would have had a reduced ability to learn had they
remained abstinent. In fact, we know from LeClair Bissell’s
1976 work that alcoholic physicians were more likely to rank
higher in class standing than their non-alcoholic peers.
Indeed alcoholics seem to be excellent at learning compared
to peers.

Advertising

Be particularly cautious when reviewing programs to which
you might refer patients. In a 2005 issue of Hollywood
Reporter; one recovery center advertised an “innovative med-
ical treatment approach” for alcohol, cocaine, and metham-
phetamine dependence. Investigation revealed that the approach
was licensed from Hythiam, a public company. Hythiam described
their treatment as “prescription medications and nutritional
supplements that are administered in a proprietary manner.”
Make certain you have confidence in a treatment approach
based upon your understanding of the pharmacological or
behavioral approach being used.

g? KEY POINT

Maintain a highly critical eye when reading any material
regarding substance use, whether in the professional litera-
ture or in the popular media. There are many factors at work
which require you to carefully sift through the information.
Simply reading headlines, abstracts, or conclusions alone
will most likely lead you to form an incorrect professional
opinion.

Wording is a critical issue when discussing substance use
disorders. The Substance Abuse and Mental Health Services
Administration (SAMHSA) found upon a review of the Treat-
ment Episode Data Set for 2002 that a striking number of
people in treatment for alcohol dependence or abuse had
first become intoxicated at a young age. One quarter of the
patients had first begun drinking between ages 12 and 14.
That's an important issue to consider. Unfortunately, the
media spin was, as the Substance Abuse Letter printed in
their 4/25/85 issue, “Early alcohol intoxication can lead to
a need for substance abuse treatment later in life. . . ."
Other media picked this up as well, essentially leading the
public to believe that a causal relationship exists and
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suggesting that prevention of drinking among young people
would lead to a decreased incidence of alcohol depen-
dence. Indeed, maybe a causal relationship does exist, and
there may be many benefits to preventing young people
from drinking—but these data don't demonstrate either
causality or benefits of prevention.




Screening Techniques

The CAGE Questionnaire

Have you ever tried to CUT DOWN on your
drinking?

Have you ever been ANNOYED about criticism
of your drinking?

Have you ever felt GUILTY about your drinking?
Have you ever had a morning EYE OPENER?

FORMAL SCREENING TECHNIQUES

Should you specialize in addiction, you will rarely use the CAGE
or other screening evaluations presented here. These screening
techniques are often valuable in a primary care evaluation or dur-
ing an initial psychiatric consultation in which you are screening
for a large variety of difficulties. Familiarization with the most
common screening tests is also useful for interpreting the scien-
tific literature. In a clinical evaluation of a substance-using
patient, you will observe many signs of substance use. You will
observe drug-seeking behavior, smell alcohol on the patients
breath, see the mild tremor in his fingers, or hear the anxiety in
his voice. You will talk about his relationships with his family, his
job history, and even with his former physicians. In your mind,
you will already know the answer for most screening questions.
If you're a general clinician, it is best to screen your patients
for substance use disorders at least once as part of the initial
evaluation. If you work with younger patients, screen them
annually. I recommend that initial screening take place after
the patient reaches age 10. Annual screens should continue
through the patient’s mid-20s. It is not unusual for an indi-
vidual who has never used any substances to begin using dur-
ing or after graduate school. Some of these individuals
develop signs and symptoms of substance disorders rapidly.

g? KEY POINT

The danger period for young people comes at times of tran-
sition: from middle school to high school, from high school
to college or workplace, or during periods of high stress due
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to family discord, a geographical move, or development of a
chronic illness.

CAGE Questionnaire

The CAGE questionnaire, the series of four questions presented
earlier, provides a quick methodology for gathering data when
there is too little time to do more. It is an excellent emergency
room tool; studies indicate that the CAGE scale, when used
with one or more “yes” responses indicating a positive response,
achieves a sensitivity of 86% and specificity of 93% when using
a full diagnostic interview as the criterion standard.

It’s best not to simply jump right in and ask the four ques-
tions in a row. Keep in mind that the patient will be watching
you to determine what the “right” answer is. Keep any judg-
mental tone to your voice away from these questions. Your
thought should be that youw'd like the patient to respond by say-
ing “yes.” Sound encouraging as you ask the questions. Indicate
that “yes” is an acceptable response. This will sound familiar to
those who have received interview training. We've all heard first
year residents ask their patients, “You don’t want to kill your-
self, do you?” in a subconscious attempt to get the patient to
respond with a negative since that is the answer most acceptable
to the young doctor. By the same token, I've often heard ques-
tion 1 of the CAGE worded as, “You've never tried to cut down
on your drinking, have you?” and often accompanied by a sub-
tle shaking of the examiner’s head to indicate “no.”

You might even decide to ask the first question as, “You've
tried to cut down on your drinking before, right?” with not-so-
subtle body language that says, “We all have, haven't we?”
That is as straightforward as you can be in giving the patient
permission to say “yes.” I've found it to be unusual for a
patient to give an affirmative response to this phrasing of the
question unless the correct answer is “yes.” Realize that if you
make any changes to the screening test, you are discarding
the validity of the test; only the wording presented above has
been validated. You must, however, determine for yourself
wording that results in the most accuracy for you. Do not do
this until you are comfortable with the original wording.

One wonderful introduction to the CAGE is the method of
first asking the patient about his favorite drink. Don't ask
about favorite alcoholic beverages, but simply say, “What is
your favorite drink?” For flow of the examination, you might
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place this question immediately after the appetite question
that you ask as part of your depression screen. An exam may
therefore flow like this:

Doctor: Mrs. Phillips, tell me about your appetite. Have
you noticed any change in the past few months?

Patient: I have been eating less, I suppose . . . but I seem to
be gaining weight anyway. It’s odd now that you mention it.

Dr: Let’s talk about your appetite then. Tell me: whats
your favorite drink?

Pt: Lately it’s been beer: It’s been so hot these past few weeks.
(If the patient responds instead with, “I've been going through
nearly a gallon of milk each day,” you might then ask “Do
you find yourself having alcohol now and then as well?”)

Dr: Yes, I'd think that people are drinking a lot of beer
with the temperatures being as high as they’ve been.

Mrs. Phillips nods in agreement.

Dr: How much beer have you been drinking since it got so
hot? Do you go through 7—10 bottles each day?

I'll accompany this last question with a nod of my head,
encouraging the patient to say “yes” if indeed that is the
answer. 1 feel it is unlikely a patient who is drinking less
would say “yes” just because I'm nodding my head. I also take
a risk with this question in that I always attempt to give an
actual number of glasses of wine, shots of hard liquor, or cans
of beer. I choose the number based on a guess about the actual
amount the patient is drinking, and then I recite a number
somewhat higher than my guess so that the patient can say,

Pt: Oh no, Doctor. I have only 5 or so in the evening.
Sometimes I'll finish a six pack, but that’s unusual.

If you're not comfortable with applying a guess directly to
the patient, you might try a different strategy:

Dr: My neighbor has been going through a twelve-pack a
day lately with the heat.

This statement will indicate acceptance on your part of
your neighbor’s behavior. Your patient will nod in agreement
or might say,

I've been drinking 15 or so on some days!
Or

I'haven't been that thirsty! Maybe I have a six-pack each day.
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At this point, now that you've quickly established a rapport
with the patient concerning alcohol intake, it would be time to
ask the CAGE questions. Remember that at this time, all you
know is the quantity your patient drinks. You recall that this is
not pertinent to the diagnosis of alcoholism and quickly move on
with the interview. A variety of studies have demonstrated that
the CAGE questionnaire is more sensitive if it is first preceded by
a nonjudgmental question such as those indicated earlier.

You might try these nonjudgmental CAGE introduction
questions:

What is your favorite beer?

Have you tried the beer at <name a bar or microbrewery
close to the patient’s address>?

Do you prefer red or white wine?
Do you enjoy a drink now and then?

If a patient answers no to the last question, you may con-
tinue with that line of questioning:

Dr: Do you enjoy a drink now and then?
Pt: No, I really don’t.
Dr: Why is that?

Pt: I made a decision many years ago not to drink alcohol
anymore.

Dr: Tell me about that.

This may lead to a history of significant difficulties related
to past alcohol use. The patient’s response to your final ques-
tion might eliminate the need to ask the screening questions
at all. Don't forget to ask an important follow-up query:

Dr: Since stopping your alcohol intake, what would you
identify as having taken its place in your life?

Your patient might identify work, AA meetings, or more
importantly from a treatment perspective, might tell you that
though he no longer drinks alcohol, he drinks wine every day.
Many patients differentiate between beer or wine and other
forms of alcohol. You might also discover that the patient is
taking medication provided by another clinician. Look espe-
cially for other sedatives or so-called muscle relaxants.

As you then go through the CAGE questionnaire, explore
each of the affirmative responses. Each question provides you
with an opportunity to discover more of the patient’s history.
If patients respond negatively to questions, you may wish to
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reword the question upon the completion of the screening.
For example, a narcissistic patient might not notice annoyance
of others or feel guilt himself. Interpretation and qualification
of the results is therefore important. Since patients will often
try to avoid answering with a simple “yes” to these questions,
some discussion is important.

Have you ever tried to CUT DOWN on your drinking?

Patients may describe that they were drinking a great deal
in the past but that they have successfully controlled this
more recently by limiting themselves to a specific number of
drinks or to a certain volume of beer. This qualifies as a “yes.”
Have you ever been ANNOYED about criticism of your
drinking?

Patients might answer “no” but then they describe the
extensive criticism that they receive. “I have a thick skin,
doc. I can take it,” one patient told me as he reported that
he wasn’t annoyed. For the purposes of stimulating the
need for a diagnostic interview, I'll take the description of
recurrent criticism as a “yes” answer.

Have you ever felt GUILTY about your drinking?

Some patients don’t feel guilty about anything. For
some individuals, it’s always the other person’s fault. You
may attempt to use a “reasonable individual” standard.
That is, would a reasonable individual feel guilty about
his drinking when confronted with a specific fact.

Doctor: Have you ever felt guilty about your drinking?
Patient: Nope.

Dr: What about when your son was taken away after DSS
found you intoxicated? Did you feel guilty that you would-
n't be able to be there anymore for your boy because of
your alcohol usage?

Pt: No. He’s really better off with his grandmother than he was
with me. So I feel pretty good about that. I miss him though.

Using the reasonable individual standard, I might inter-
pret this as a “yes” response.
Have you ever had a morning EYE OPENER?

If your patient answers with a “no,” you may wish to
explore this as some patients may not be familiar with the
term. You might rephrase the question to see whether the
patient ever drinks in the morning to overcome the feel-
ings generated by having had too much to drink the pre-
vious evening. You might also ask whether your patient
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drinks to clear a mild tremor of his hands. A “yes” answer
to any of these may be counted as a “yes” to the question
such that you continue with the diagnostic process.

If you have two or more apparently positive answers to the
four questions, you should then proceed with a diagnostic
interview. Once you've gone through the CAGE, don't forget
that patients can have other drugs of choice. You will want
to ask about other drug use, again being nonjudgmental and
appearing supportive of affirmative responses.

g? KEY POINT

The CAGE has never been shown to be valid for use with drugs
other than alcohol, including other sedative agents. While
some have modified it in their personal practice for opiates
and other substances, this is likely to be an invalid use of the
test and may not serve as a reasonable screening device.

Other Screening Techniques

Dozens of screening tests are in regular use, most primarily
used in research, but some more helpful in the clinical setting.
A Web search for the Alcohol Use Disorders Identification Test
(AUDIT), the Michigan Alcoholism Screening Test (MAST),
and the TWEAK (tolerance, worried, eye-opener, amnesia, cut
down) will produce three common screening instruments.

When using the self-administered screening tests, you
might find that patients respond well to a clear, organized,
and concrete discussion of their results. Some patients might
be more likely to initially take your discussion seriously if
your thoughts are “backed up” by the results of a screening
test. An honest and open discussion of the results compara-
ble to one you might have had you just discovered an errant
value on a laboratory study is often welcomed, particularly if
you are clearly considering this a medical difficulty rather
than a psychological disorder. This type of discussion also
relieves you of having to make what may seem to the patient
to be a subjective critique of his behavior.

More than 70 screening tests, including those noted above,
are available from the National Institute on Alcohol Abuse
and Alcoholism’s text, Assessing Alcohol Problems: A Guide for
Clinicians and Researchers, Second Edition.



The First Interview

Do gather critical information in the initial inter-
view. You are concerned about the possibility
of the patient experiencing imminent harm due
to his use of substances. Make sure that you
are aware of potential for withdrawal, medical
complications, and psychiatric acuity by the
end of your initial evaluation.

Essential Questions for the substance of
choice:

1) When was the last time you used this drug?

2) Tell me about the first experience you had
with this drug.

3) Tell me about the last experience you had
with this drug.

4) Why do you use this drug?

PREPARATION FOR YOU

Your first interview with each patient may take place within
a wide variety of possible circumstances. It is most unusual in
any environment, other than a Board examination, for you to
have no idea what might be wrong with the patient prior to
your first meeting. Even in the psychiatric emergency room,
you often have an opportunity to observe the patient in the
waiting area, to review the old chart, or to review the intake
questionnaire prior to seeing the patient. If the patient comes
to see you in the outpatient setting, again there is some
opportunity for observation or a screening questionnaire for
the patient to fill out. The inpatient interview comes only
after you've reviewed the intake admit note.

The initial evaluation may well begin with a discussion of
substance use as part of your gathering the History of Present
Illness. Within a psychiatric intake, your HPI should always
include substance-use issues because positive responses to
such questions may well rule out mood, anxiety, and psy-
chotic disorders. For example, you may find that a patient
who otherwise meets criteria for a depressive disorder is
drinking each day. Since daily dosing with a sedative agent
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can produce depression, the otherwise simple diagnosis of
depression suddenly becomes alcohol use with a rule-out of
depression. Note that you can't necessarily diagnose alcohol
abuse or dependence even if you feel confident that the alco-
hol use is causing the depressive symptoms unless the patient
otherwise meets the criteria for one of those diagnoses.

Most medical school training indicates that tobacco, alcohol,
and other substance use should be reported within the social
history section of the evaluation; addiction specialists disagree.
Given the tremendous amount of morbidity that results from
such use, a substance history should be part of either the HPI,
if appropriate, or a separate section that follows the HPI.

This section is sometimes labeled “D/A Hx” for Drug and
Alcohol History. Some facilities label it as “SA Hx” for Sub-
stance Abuse History. I generally teach students to label the
section as “Substance Hx” to avoid the redundancy of D/A or
the potential for diagnostic inaccuracy in the SA title.

PREPARATION FOR THE PATIENT

Recognize that denial is a substantial factor with substance
use disorders. Patients with significant disease will downplay
their use each time they are given the chance. Poor interview
technique will result in this type of emergency room scenario:

Doctor: Have you ever had difficulty with alcohol?
Patient: No.

Dr: What about drug use? Has that ever been a problem
for you?

Pt: No.

Dr: Good. Let’s move on.

Following this discussion, a positive tox screen result is
noted. The interview resumes:

Dr: I see here that your bloodwork showed that you’ve
been smoking marijuana. I thought you said drugs haven’t
been a problem for you.

Pt: Yeah, that’s right. They haven’t. The problem is with
my husband, not with me.

At this point, the interview has become confrontational.
The patient’s defenses are up. The patient is, perhaps, embar-
rassed and angry. The doctor perceives that the patient has
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lied and is perhaps angry as well. This is not a good setting
for the development of a strong rapport. Equally important to
notice is this doctor’s use of closed-ended questions that can
be answered with a simple yes or no. A questioning style
more likely to result in useful information is:

Dr: Tell me about any difficulties you’ve had with alcohol
or other drugs in the past.

Pt: I haven’t had any real problems.

Dr waits quietly.
Pt: My husband thinks I have problems with alcohol though.
Dr: Tell me about that.

Note the absence of question marks in that section. You're
looking for a discussion of this topic, not a checklist. The first
statement can exclude the word “difficulties” to become even
more open-ended: Tell me about your use of alcohol in the
past. Indeed though, time is often short, so when I have
already reviewed a portion of the patient’s history, I might fol-
low this type of approach:

Dr: I see from your records that you've been through several
drug treatment programs in the past. Did you know that
many people with alcohol related difficulties go through
treatment ten times before they’re able to reach a solid
recovery?

Pt shakes head.

Dr: You must have lost quite a few jobs (pause for patient
to nod head affirmatively), had trouble with your wife and
kids (pause to observe patient response), and I'll bet that
there have been times when you couldn’t remember what
happened the night before. (This is spoken in a sensitive
and understanding manner, not in a confrontational
manner. Make it clear to the patient that you understand
how difficult this disease has been for him.)

Pt nods and makes eye contact for the first time.

Dr: Tell me about your recent alcohol use. How has it
hurt you this time?

Although at this point, you have gathered very little infor-
mation, you have, in just a few minutes, made a very different
impression upon your patient than others have before you.
For what may be the first time, the patient realizes that here is
someone who understands his illness, someone who may not
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be angry with him or disappointed with him, and someone
who might listen to him. Even if your guesses about job loss,
marital loss, and so forth are slightly off the mark, substance
use disorders follow a course that varies little among patients.
There will likely be enough truth in your comments to inspire
confidence. I've found that this reduces the patient’s tendency
to deny the basics of the history I am trying to gather. The
next few paragraphs from the patient will likely be most illu-
minating and helpful for diagnosis and treatment planning.

As you see more patients with substance use, you will gain
confidence and familiarity with the course of the disease and may
wish to try even more detailed statements. Some might object to
this placing of words into the patients mouth, but I have found
this approach most helpful. It is not difficult, for example, to
guess that an 18-year-old girl with a stud in her tongue and pos-
itive tox screen for anything has substantial difficulties in her rela-
tionship with her mother. Presume this. Rather than asking about
it, make it clear that you are already aware of it.

Dr: 1t says here that you live at home with your mother
and brother.

Patient mumbles an affirmative response and looks away
rebelliously.

Dr: I'll bet you've had just enough of that, hmm? Have
you been looking for your own place?

Pt: You're damn right I have. I can’t stand that . . .
(catches herself and stops, looking away again)

Dr: She argues with you about everything, doesn’t she. (A
statement, not a question) She can’t stand the way you
dress, the stud in your tongue, your tattoos.

Patient smiles for the first time.
Pt: How’d you know I have a tattoo?
Dr smiles in return and nods.
Pt: She’s been trying to get rid of me for years.
Dr: How about the marijuana? Is she mad about that, too?

The feeling I get when the patient smiles for the first time
and makes eye contact is one of a connection being made.
Without the connection, I won't receive accurate answers, if |
even receive more than mumbles and occasional head move-
ment. With the connection, I will likely receive an entire history.
It may contain inaccuracies and no more than subjective
perspectives, but the likelihood of the gathered information
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being useful has just increased dramatically. I therefore wait
to ask questions until I have first developed rapport.

The primary reason for this rather non-standard approach
is that this is not your standard illness. Unlike patients with
headaches who approach their doctors and quickly speak up
about the frequency, intensity, and quality of their head pain,
patients with substance use are unlikely to come into your
office and say: “Doc, I'm worried about my drinking. I've
been having more and more alcohol each day; I'm starting to
black out now. My wife wants a divorce. My boss threatened
to fire me. It’s all ‘cause of my drinking. I tried to stop on my
own but couldn’t do it. Could you help me?” Patients will
struggle to make certain that you believe their substance use
has nothing to do with the problems they are having.

In his excellent work on psychiatric interviewing, Shea
describes the use of symptom expectation and symptom
exaggeration. Both of these techniques are requirements in a
substance evaluation. The use of symptom expectation is noted
in statements you might make, such as:

Tell me how much your cocaine use increases when you
drink.

How frequently do you think about ending your life when
you're drunk?

Note that the statements presume that cocaine use
increases and that suicidal thought does indeed take place
during intoxication. This is a “gentle assumption” on your
part that is likely true but would not be revealed without your
having brought it up in this manner. The use of symptom
exaggeration is demonstrated by:

How much do you drink each day? A couple of cases of beer?
How many bags of heroin do you use each day? 15-20?

In each case, you must guess an amount likely to be higher
than the patient’s actual use, and you must ask the question
in a sincere manner, indicating to the patient that such use
would be completely acceptable if it were true.

ESSENTIAL QUESTIONS TO ASK

Once you have developed your initial rapport, do not bore
your patient by asking a series of standard questions
designed to produce a collection of ages, dates, and drug names.



Chapter 5 / The First Interview 99

One of the more useless items in a complete history of a sub-
stance using patient is the chart that results from thirty min-
utes of questioning, “When did you first use cocaine? How
often do you use cocaine? How much cocaine do you use?
When did you last use cocaine? Now lets move on to mari-
juana.” 'm amazed the patient isn’t asleep by the end of such
an interview, sedated by the drone of endlessly repeating ques-
tions. This information can be gathered any time, or better yet
over a series of meetings. If this is an emergency evaluation, all
you need to know is the date of last use and the quantity regu-
larly used shortly prior to that time. The only drugs for which
this information is necessary for consideration of inpatient
treatment are the sedatives and the hallucinogens.

Don’t be afraid to use your olfactory sense. If you can tell
that the patient is a smoker, don't ask whether the patient
smokes. Simply say, “I notice that you smoke,” and then ask
your questions related to tobacco use. With any luck, the
patient will ask how you knew about her smoking. This gives
you a chance to mention not only the smell of stale smoke
but also the facial wrinkling due to skin changes from
tobacco use, the wheezing you noted after the patient walked
up the stairs to your office, and any other signs you observed.

You will also find your olfactory sense handy when dealing
with a patient denying use of alcohol. In fact, I rarely give
patients an opportunity to lie. Again, if you can tell a patient
has been drinking, do not ask, “Have you been drinking?”
The answer you inevitably will receive (“no”) leaves you in
one of two positions. Either you politely agree with the
patient, who now thinks you a fool, or you shame the patient
by politely calling her bluff. Neither is particularly useful
clinically. In this situation, open by saying, “I'm screening my
patients today for alcohol use,” while you simultaneously
pull the breathalyzer from your drawer. (You do have a
breathalyzer, don’t you? They are no more expensive than
your stethoscope.) Your patient will very likely admit imme-
diately that she has been drinking. Nod your head as you
continue using the breathalyzer. You will find the results use-
ful in determining tolerance by observing the patient’s symp-
toms relative to a now-known BAL. You may then discuss
your findings with the patient. While the patient may be
embarrassed at having been caught drinking, the embarrass-
ment is less than if she had been caught in a lie. You may now
discuss that you view her drinking as consistent with her ill-
ness rather than as a personal failing. This would be a more
difficult task if you had caught the patient lying as well,
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although I should note that this, too, would be consistent
with the illness.

Questions to Ask
When was the last time you used <name of drug>?

You are asking this question to assist in the development of
the treatment plan, but the information is also important to
determine the severity of the patients illness. If your meeting
with the patient takes place at noon and the patient last used
alcohol shortly before coming to your office, you now have a
sense that the patient might require more than simple outpa-
tient treatment.

How much have you used <name of drug> during the past
week?

Such questions as the two above are of greater value for
treatment planning than for diagnostic determination. They
will help you answer the following questions:

Does the patient require an inpatient detoxification?
Should the patient have intensive outpatient care? Should
you set up concurrent therapy? Should you be concerned
about medical complications?

Tell me about the first experience you had with <name of
drug>.

Tell me about the last experience you had with <name of
drug>.

Note that you're asking open-ended questions designed to
elicit an emotional response. Watch for this emotional
response. It may be brief, but you will often observe a smile
in those with substance use disorders, particularly in
response to the question about their first experience. The
alcoholic will recall his first drink romantically. It might have
been a beer with his older brother, sneaking behind the house
with friends after raiding the liquor cabinet, a sip of wine at
a family meal, but the alcoholic will have a memory of this
that is associated with an emotion. If the individual became
intoxicated the very first time, they may tell you a story they
feel is humorous: “Oh, sure, I remember that. I got plastered
with my friends in school. I was in eighth grade or so. We all
went over to a friend’s house when his folks were away. I got
really sick too,” he says with a smile as he continues his story.
I will sometimes respond to this by saying, “That doesn’t
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sound like much fun, does it?” to which patients will some-
times reply by agreeing that it doesn’t sound that way but that
there was something about it that was obviously attractive.
We often talk for a moment then about what this attraction
represented and meant to them.

Some patients not only romanticize their initial use, but
sexualize it as well. One fourteen-year-old girl told me when
I asked her to tell me about her first use of IV heroin, “Are
you kidding? It was better than sex.” It can be difficult at
such times not being judgmental, but it is critical to your
work that you simply nod and move on, unless you are able
to ask questions in response like, “How is it that it was bet-
ter?” or “Has it remained that way for you?” Another young
woman described having an incredible sexual experience
when her boyfriend gave her some cocaine for the first time
to use during sex. To her, the feelings of sexuality and cocaine
use are now tied closely together.

During the conversation that ensues as a result of these
questions, obtain such information as the age of first use, date
of most recent use, usual quantity of recent use, and any obvi-
ous changes in pattern of use. Also note that the issue of tol-
erance can be addressed by comparing the two experiences.
Was a greater quantity of the drug used? Was the experience
“less” in some way? Then you can fill out the paperwork, but
in the meantime, you've collected far more important infor-
mation: what emotional ties this patient has to his substance
of choice.

Since I brought up the issue of sex, this is a critical ques-
tion that is often ignored:

Tell me about your sexual encounters when you’re using
<name of drug>.

Patients often report that their sexual encounters are
closely tied to their substance use. Patients often find sub-
stance use in themselves and in their partners to be arousing
even when such use directly causes difficulty with sexual per-
formance. These same patients may have great difficulty
returning to a sexual relationship without drug use in the
future. Because this may represent a driving factor in the
patient’s relapsing, it is important to be aware of this at the out-
set and to follow the situation regularly as therapy progresses.
This question should be asked with respect to nicotine use
as well; smokers will often describe particular difficulty with
not smoking before or immediately after sexual activity.
Sexual dysfunction can be secondary to a variety of drugs.
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Since patients will rarely volunteer this information on their
own, don’t be shy about obtaining a sexual history.

Tell me about your last sobriety.

This question can produce much useful information. Pay
particular attention to the degree to which your patient par-
ticipated in normal activities during this time period. Does it
seem that he was depressed or anxious during the sobriety?
Was he doing well on the job or at school? How was his rela-
tionship with his wife and children during this time? Was he
having legal problems? Determine how long the sobriety was.
Ascertain that it was truly sobriety; if the patient was taking 20
mg of Valium each day as prescribed, then he wasn't sober. If
the patient was smoking marijuana once a month, it doesn't
count as sober time either. Sober means sober: no use of any
mind-altering substances for an extended period of time. Even
if the patient was sober, sobriety is not equal to being in recov-
ery. Find out why the sobriety ended. Did the patient stop
going to 12-step meetings? Did some psychosocial stressor
take place? You will often find that a relationship important to
the patient ended, beginning the relapse. You will want to talk
in depth about the relapse with the patient. There’s no need to
do this at the first interview, but remember to return here later;
the more facts you can gather, the more you can help the
patient identify the start of a recurrence in the future.

Don’t forget to note what the patient means by sobriety.
Your definition may be different from your patient’s. Your def-
inition should be: “free of addictive drugs.” Patients with a
history of alcoholism often mistakenly think they’re sober
even if they are taking a prescribed benzodiazepine. Patients
with a history of cocaine dependence mistakenly think
they’re clean even though they drink beer each day. Although
a patient may well have a “drug of choice,” and may correctly
have a diagnosis that references that specific drug, the ongo-
ing use of other drugs will inevitably produce difficulties
comparable to those experienced with the original drug.

Having said that, some patients will go too far, thinking that
all mood-altering substances will break their sobriety. It is
therefore often important to educate patients, especially those
new to recovery, regarding the differences between drugs like
trazodone (Desyrel) and zolpidem (Ambien). The former is an
acceptable sleep aid for those having such difficulties, while
the latter is not a wise choice for patients with a substance use
history.

Tell me about your last detox/rehab.
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You want more than the dates and the facility names.
Here, you're looking for the reasons behind your patient
entering detox or rehab programs. You'd like to know if the
patient was asked to attend by a family member, by a judge,
or by a workplace. You'd like to know if the patient com-
pleted the program or left against medical advice. You
should discuss the length of time the patient remained sober
after completing the program. If the patient relapsed imme-
diately following release, then it is likely that the patient
spent more time during the program planning relapse than
obtaining treatment. You will seem insightful if you ask,
“How long was it after you got into your last inpatient pro-
gram until you started thinking that you might stay sober
after leaving?”

Patients should be asked whether they have experienced
blackouts, seizures, and hallucinations. Don’t simply ask
whether they have had these difficulties, as understanding of
these terms is variable among patients. Explain the symptoms
one might experience and ask if the patient has had this dif-
ficulty. You should also ask about withdrawal symptoms such
as diaphoresis, anxiety, nausea, tremors, irritability, and
depression. Gathering your substance use history is more
than simply collecting a series of ages, dates, and drug names.

I ask about blackouts this way: “Sometimes when people
drink, they find that they have difficulty remembering what
else they were doing while they were drinking. Has this ever
happened to you? Have you ever woken up somewhere and
couldn’t remember how you got there, or had someone tell
you that you did something that you couldn’t recall doing?”

Blackouts are of particular interest, especially in a patient
who has experienced them more than once. I wouldn’t go quite
so far as to say that they’re diagnostic on their own, but its a
close call. Imagine: Someone’s brain malfunctions so severely
that it is unable to handle one of its more important functions,
that of laying down memory. And yet this same person, who
will sit in my office and bring up all the possible consequences
of taking a benign medication, evidently has no compunction
against repeating this self-induced brain trauma.

Clinically Irrelevant Questions

All of the questions that follow are of little or no use from a
clinical perspective. You might find, however, that some
answers are required for admission to certain facilities. As a
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result, here in the second edition, the section heading no
longer reads, “Questions to Skip.”

How old were you when you started drinking/using
regularly?

I see this question on most hospitals’ chemical history
intake sheet. This is a useless question. Don't ask it. Boycott
it if it appears on your intake sheets. Can you define “regu-
larly?” Your patient can't either. You may ask instead at what
point substance use seemed to become an important part of
the patient’s regular activities.

What type of alcoholic beverage do you drink?

There has never been any research showing that the patient
who drinks wine should be treated any differently than the
patient who drinks hard liquor. Given that there is no difference
in treatment, why give the patient the impression that there
might be? The only possible value of such a question is as an
introductory question to the CAGE, discussed in the last
chapter.

Have you experienced tolerance?

Patients don’t understand this terminology. Your recogni-
tion of the existence of tolerance will be based upon the
patients description of her use and of her symptoms after
using specific quantities of the substance. Simply asking this
question will be of little value.

How much are you using? How often do you use?

While you might ask questions about frequency of drug
use and quantity used, make certain that the answers don’t
bias you toward a diagnosis or lack of diagnosis. A patient
who is not using at all currently might use a great deal dur-
ing the holiday season. Another patient who drinks a certain
amount each day might live in a culture where that amount
is the norm and meet no criteria for illness despite exceeding
a predetermined “safe” amount.

Your point in obtaining a history is to find information that
is relevant to diagnosis, prognosis, or treatment. Duration,
amount, and frequency are useful in determining the likeli-
hood of medical comorbidity. They can also be helpful in
determining whether psychiatric comorbidity is present.
They are not, however, useful in determining whether a sub-
stance use disorder exists.
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ADDITIONAL USEFUL QUESTIONS

Phrasing of these questions can range widely. If you're asking
a teenager about his alcohol use, for example, you might
want to phrase a question designed to explore tolerance as,
“T'll bet you can hold a lot more beer than your friends,
hmm?” or “It must take a lot before you start to get drunk!”
This will be more likely to result in a good rapport and an
accurate response than a scientific or threatening approach,
“Has anyone ever commented on your ability to hold your
alcohol?” The goal here is to obtain accurate answers.
Although I'm using alcohol here as the prototype drug, you
can replace the wording with the patient’s drug of choice.

Also recognize that many of these questions will work with
nicotine dependence. Don't be shy about asking specific
questions about smoking habits, particularly with younger
patients.

Preoccupation

Patients often spend a great deal of time looking forward to
the next time they can use. One of these questions can be
asked as you nod your head indicating that a “yes” answer is
reasonable and acceptable:

Do you ever look forward to the end of a day’s work so
that you can drink?

Do you look forward to the end of the week so you can
have fun drinking?

Does the thought of drinking sometimes enter your mind
when you should be thinking of something else?

Do you ever feel the need to have a drink at a particular
time of day the way you feel you need a cigarette after you
get up in the morning?

Increased Tolerance

Do you find you can drink more than others and show it less?
Are you proud of how much you can drink?
Can you handle your alcohol more now than you used to?

Do you keep drinking after your friends have had enough?
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Do you ever take more than the dose of medication you
are prescribed?

Do you drink your first drink or two pretty quickly?

Do you have a drink before going out to a party or to dinner?
Do you ever stop in a bar and have a drink by yourself?
Do you drink at home when you’re alone?

Have you ever been arrested for something related to your
drug use or had a DUI/DWI?

Do you make sure to get more alcohol before you’ve run out?

Where do you keep your alcohol? Do you have more
someplace else just in case?

Do you find yourself drinking when you hadn’t planned to
drink?

Tell me how you control your alcohol use.

The issue of control is an important one to address. Many
people mistakenly think that alcoholics have no control. In
fact, the vast majority of the time they have tremendous con-
trol, drinking at specific times, in specific places, with spe-
cific people, only certain amounts, and so forth. The moment
a patient tells you that he controls his drug intake, you've
made your diagnosis. No one without the diagnosis has to.
Any of the following comments by the patient count:

I make sure not to drink before 3 p.m.

I allow myself two glasses of wine with dinner, or three on
Friday night.

I don’t use except on weekends.

If a patient treats their substance use any differently than
they treat their use of milk, a problem exists. People who
don’t have the disease don't have such rules. The correct
response to any of the above statements by the patient is:

Why is that?

Self-Medicating

Do you drink to help you get to sleep?

Do you drink to calm your nerves?
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Do you drink to reduce the chronic pain that you have
from arthritis?

Do you drink after an argument or fight with your partner?

When you feel stressed out, do you drink more?

Blackouts

Have you ever been unable to remember what you did last
night?

How do you feel about the memory blackouts that you
experience?

Psychosocial

Have you ever missed work or school because of your
alcohol use?

Do you sometimes drink even though it means you can’t
afford other things you need?

Has your family ever threatened to leave you or throw
you out because of your drinking?

Are you having increasing financial difficulties?

Have you been threatened with the loss of a job because of
drinking?

Have you become less productive or less efficient at work?
Have you moved or changed jobs to control your drinking?

Finally, don’t forget to address important medical issues. It
is essential that you examine whether the patient has noticed
a deterioration in tolerance, an extended period of intoxica-
tion after use, an increase in paranoia or hallucinatory expe-
riences, and increasing feelings of suicidal ideation or the
development of an explicit plan. If your patient has been
using drugs known to cause medical problems, a continued
workup is called for. Pulmonary testing and chest films,
hepatic enzymes, and hepatitis and HIV testing are all worthy
of regular inspection. If you're a psychiatrist and don't feel
comfortable doing this yourself, your patients should be fol-
lowed by a primary care physician who is aware of the
patient’s history.



Outpatient Logistics

Treating the substance dependent is part med-
ical, part psychiatric. Your ordinary methods of
scheduling appointments or providing a home
telephone number may require modification for
these patients. Be prepared to alter your “rules”
to best suit the situation. You must be consistent
with any one patient, but flexibility from your
usual patient regimen is likely to be necessary.

Dull Treatment is No Treatment. If you have a dull program, people
will be bored. If people are bored, they won’t get better.

—Father Leo Booth

Following your initial evaluation, you may decide to accept a
patient into your outpatient practice. Depending on your prac-
tice situation, however, this may not be a choice that you have.
Residents, clinic physicians, and community mental health
center physicians may find that they are assigned patients.
Whatever the situation, you will have some decisions to make.

APPOINTMENT FREQUENCY

Patients newly discharged from inpatient or partial hospital
programs need as much structure as possible during the first
few weeks. If you can see these patients several times a week at
first, program and insurance permitting, this is most helpful.
These meetings do not have to be hour-long therapy sessions;
touching base with the patient for 15 to 20 minutes can be
equally useful. These brief visits, if frequent enough, are likely
to be more helpful to the patient than monthly hour-long ses-
sions. Breaking the initial hour-long meeting into two half-
hour sessions during the first week can be helpful as well.
Patients who have just come out of a controlled environ-
ment have a high tendency to relapse. If I schedule them for
a full hour, I've found that about one third of the time, I'll be
catching up on journal articles during that hour. In my

64
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practice, I usually isolate four hours per week for newly dis-
charged patients. T'll book 16 patients in those slots and
expect 10 to 11 patients to show up. That allows for almost
half an hour per patient.

There are several ways of scheduling patients. Here are two
commonly used scheduling techniques:

Method A:
9:00-9:15 Patient 1
9:15-9:30 Patient 2
9:30-9:45 Patient 3
9:45-10:00 Patient 4
Method B:
9:00-9:15 Patient 1
9:00-9:15 Patient 2
9:15-9:30 Patient 3
9:30-9:45 Patient 4

With Method A, if any one patient does not show, you will
find yourself waiting 5 minutes, wondering if the patient will
show up eventually. You will then have 10 minutes to catch
up on phone calls, do paperwork, and look for the next
patient. This is usually insufficient time for you to do any-
thing useful. With Method B, however, if a single patient
doesn’t show, you will be right on schedule, or at most run-
ning 15 minutes behind through the end of the hour. You will
likely find yourself with a full 15 minutes of free time at the
end of the hour, allowing for some true time for paperwork.

I have found Method B to be the best for my practice.
I explain to patients that barring emergencies, I will always see
them within 15 minutes of their appointment time. If a patient
arrives late for an appointment, I will usually see them for at
least a few minutes. Strict timekeeping may be a useful tech-
nique for long-term therapy cases, but it will lead to loss of
patients if you try to apply it to those in newly attained recovery.

Run the timing of your practice like a business. Do not keep
patients waiting. Do not fall behind in paperwork. If you find
that you are unable to do this, then you need to revamp your
scheduling process. If you find that this will lead to an unac-
ceptable loss of productivity, then you need to closely exam-
ine your practice to determine how this can be managed.
We all remember students who took 2 hours to see a patient
and 2 hours to write a six-page detailed examination note.
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There are also many clinicians seeing patients for 5 minutes,
and then jotting down several key points in the record. Both
can range in skill and quality from poor to excellent. If you
can touch-type, consider typing your notes during your
patient session. Your typing skill will allow you to make eye
contact with the patient while simultaneously taking notes, a
marked improvement from manually writing notes, which
requires you to place your visual focus on the chart. Dictation
and voice recognition systems have improved markedly in the
past few years. Investigate the availability of software for your
office Mac or PC to determine if the current systems will meet
your needs. If you find that another clinician in your practice
has better practice management skills, ask to accompany that
clinician for a day to see how the practice is handled.

HANDLING RELAPSES

Patients relapse. It’s a fact of life and a symptom of substance
use disorders. Treat a relapse just as you would treat a symp-
tom of any disorder. Telling the patient that you won't see
them anymore is not appropriate treatment. At the outset of
your work with the patient, say, “I know that in many pro-
grams, a relapse will lead to your being discharged. That isn’t
true here. If you relapse, I want to know about it so that I can
help you. If you feel you can't tell me, then we’ll both be spin-
ning our wheels. If you relapse, I may advise you to see me
more frequently, or I may ask that you attend a more inten-
sive program temporarily. In any case, if I don’t know what
your disease is doing, I can't treat it.” Note that you are
clearly differentiating between the patient’s illness and the
patient’s choice in revealing symptoms to you.

If a patient should arrive at your office while intoxicated,
you should see him briefly, and only once for each patient. At
that time, say, “It isn't possible for me to treat you properly
while you're intoxicated. Let’s schedule another appointment
now.” I generally do not bill for that visit, though your situa-
tion may dictate otherwise. I also will then walk the patient to
the emergency room for disposition if I'm working at a hospi-
tal. If ’'m at the clinic, I'll ask that the patient remain in our
waiting room to be picked up, particularly if the patient drove
to the office while intoxicated. If the patient is argumentative
or hostile, don't hesitate to call an ambulance or the police as
necessary to ensure the patient’s safety as well as the safety of
your office staff, yourself, and other waiting patients.



Chapter 6 / Outpatient Logistics 67

g? KEY POINT

A relapse should lead to your increasing, not decreasing, the
frequency with which you provide care, or should lead to an
increased level of care (e.g. from outpatient to intensive out-
patient). McKay's studies of 2005 indicate that even tele-
phone calls between you and your patient are of significant
value. If you can't see the patient twice a week, consider giv-
ing him a quick phone call in addition to your weekly visit for
increased contact frequency.

HANDLING PHONE CALLS

1) Tell each new patient that in the event of an emergency
situation in which their life is at risk, they should imme-
diately go to an emergency room or call 911, after which
they should contact you. They should be advised that if
they contact you for an emergency, you will get back to
them as quickly as possible but that there are times you
may be unavailable. Tell your patients you wish to be cer-
tain they are safe even if they can’t reach you.

2) Provide each patient with your home telephone number
and e-mail address. You may wish to provide them with a
secondary phone number that rings differently in your
home or that is, in fact, a second line. In my experience,
you will find patients are far less likely to contact you for
routine situations when they have your direct number. If
you give them your service number or the hospital’s front
desk number, you will receive calls around the clock ask-
ing for prescription renewals, appointment changes, and
answers to questions regarding mild side effects.

3) If you have voice-mail, patients should be told how long
they will need to wait for you to call back. It is reasonable
for you to wait for business hours to call patients back in
non-emergent situations.

You will note that these instructions differ from those com-
monly used for either medical or psychiatric patients. I have
found that the system described here provides the best balance
between allowing me to properly care for each patient, while
simultaneously being allowed personal time. Note that this
system is reasonable only if you are an addiction specialist
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who is not the patient’s primary caregiver. If you are a family
physician or internist specializing in addictive disorders, and
you are therefore the patient’s primary physician as well, you
will likely need a more intensive method of coverage and fol-
lowing after hours.

I have found that clinicians generally have a strong
response to my advice about providing a home telephone
number. Some are very much in favor of it, viewing it as hark-
ing back to the days of an old-fashioned country doctor
where neighbors would call, knock, or do whatever was nec-
essary to reach out to their trusted physician. Some are
entirely opposed, feeling that this invasion of privacy is inap-
propriate within the modern era, or that their safety will be
imperiled as a result. You may wish to ignore my advice or to
apply it selectively. My simple points are that this patient
population tends to respond well to such an offer of trust and
that such a scenario is likely to make your job easier.

HANDLING E-MAIL

The majority of patients today expect that you will have an
e-mail address. Should you provide patients with one, you
should follow these steps:

1) Clarify whether the e-mail address being provided is an
address for the practice or for you specifically. Patients
will often write personal information in their memos to
you. They will likely not want their e-mail read by the
office bookkeeper or front office staff. Your e-mail address
should be specific for you at your workplace. It should be
different from your personal account and from the pri-
mary workplace account.

2) You may wish to provide your e-mail password to a cov-
ering clinician while youre away on vacation. You can
then change the password upon your return. Patients
should be advised as to such coverage issues. This is a
good reason for you to have an e-mail address for your
practice that is separate from your e-mail for personal use.

3) There is a great deal of controversy regarding whether
you should keep copies of e-mail for the medical record.
Some medical societies, such as the American Medical
Informatics Association, say you should. Others, such as
the American Medical Association, say you should
develop your own policy and share it with your patients.
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My recommendation is that you treat e-mail as you would
a phone call; do not append it to the record but rather
note that an e-mail was received regarding a particular
topic. E-mail is an informal communication. Much as we
don’t record our sessions or phone calls with patients, we
should not be saving, verbatim, the 2 a.m. ramblings of a
patient with insomnia. Summarize such e-mails as you
would any conversation with a patient. My recommenda-
tion here differs from the advice of many experts, how-
ever, who are concerned as to a physician’s increased lia-
bility risk by not saving all e-mails.

4) Instruct patients not to send e-mail from their work
e-mail address. Such messages may be reviewed by other
personnel at their company and will not necessarily be
confidential. Similarly, be certain that patients are aware
of the vagaries of the Internet and the possibility that dif-
ficulties may arise similar to those that take place with
postal service mail (misdeliveries) or telephone calls
(overheard conversations).

5) Instruct patients to include their telephone number and
medication name and dosage in their e-mails. At times,
you will retrieve e-mail while away from the office and
will be otherwise unable to access this information.

6) This one is obvious, but must be included: Do not, under
any circumstances, show, share, or sell your e-mail
address list for patients to anyone.

The entire issue of e-mail privacy has been discussed far
beyond the realm of necessity. In fact, e-mail is a far more pri-
vate method of communication than most others currently in
use. Although your phone line is easily tapped at the service
box outside your office, and your mail deliveries can be eas-
ily stolen from the mailbox outside your home, e-mail is an
inherently secure mode of communication. If you wish to
improve the level of security of patient-clinician communi-
cations, start by making certain that you never use a cellu-
lar or portable phone to discuss patient-related matters
with your office or with a patient. Cellular phone technology
is a far more likely setting than e-mail for confidentiality to
be broken.

g? KEY POINT

Will you or won't you incorporate e-mails from patients into
the medical record? Be certain that your patients are aware
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of your policy regarding e-mails that you receive from them.
If you have decided to keep all e-mails as part of the record,
your patients should sign a consent form indicating that they
understand you follow such a protocol.

CONTACTING THE PATIENT

Newly recovered patients move a great deal. They have expe-
rienced financial and marital difficulties and are often
rebuilding their lives. Their phone lines are often discon-
nected, their messages unforwarded. Until the patient’s situa-
tion stabilizes, take a moment at the start of each session ask-
ing whether there is a new phone number or address for your
records. Patients frequently call with urgent messages but fail
to leave their phone number. Assuring that your records are
up to date is invaluable. Obtain permission from the patient
to leave messages on their answering machine if they have
one. They may ask that you identify yourself by your first
name if you reach someone else in the household. Although
the patient’s wishes in this area should be followed, such
requests are always worthy of exploration during therapy.

SIMULTANEQOUS SELF-HELP
GROUP ATTENDANCE

I tell patients at the start of therapy that my expectation is
that they will attend AA or a similar self-help group daily
until we agree that a lesser frequency is acceptable. Although
I do not discharge patients who don't attend, I am not san-
guine about their chances for a successful long-term recovery.
I openly share this perspective with my patients and encour-
age AA attendance at each opportunity possible. I have no
difficulty being frank with new patients, telling them that in
my medical opinion, they have little chance of achieving a
lasting sobriety without attending self-help groups.

CLINICAL VIGNETTE

You begin to see a patient who is currently living with her
husband across town. Marcy, a 40-year-old woman, has
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recently stopped drinking after going through her third rehab.
Her husband, whom you've met once, seems remarkably
codependent. Marcy calls you one day while you're in your
office with another patient. Since this is your private office,
you hear the answering machine take the call. A few minutes
later, your hospital pager beeps. As you continue your ses-
sion, you steal a glance at the pager to see that it is the hos-
pital operator. As per your policy, you continue your session.
Finally, three minutes later, your pager goes off again, this
time with the 911 code preceding the number of the hospital
operator.

You call the operator and are told to call Marcy. “She said it
was an emergency,” the operator tells you. You ask your
patient to step outside as you return the emergency call.
Marcy, it turns out, has had several days of nausea following
the prescription of Zoloft which she started 2 weeks ago. You
answer Marcy’s questions about the Zoloft and quickly are
able to return to your patient.

You were probably angry about Marcy’s action. Her nausea
wasn’t an emergency. Even more than psychiatric patients,
addiction patients will frequently test your limits, seek out
the extent of your availability, and attempt to determine
whether you are usually asleep at three in the morning. This
angers some professionals, but it need not. Expect it. It is part
of the process. Don't forget that this disease is very likely
engendered by a lack of consistency in early childhood; it is
natural that your patient will seek that which they have
missed, even if they (and you) don't realize this is what’s hap-
pening. You might, for example, tell your patients that you
will take their calls during the specific hours during which
you are at the clinic, but that at other times they must leave
a message. You can tell them that if they feel their lives are
in danger at any time, they should go to the local ER for
treatment, simultaneously leaving a message for you.
Whatever your message, be consistent at following that
message yourself.

A final note on this last point. Patients will often go to
extremes to determine how to get around your boundaries.
Patients of my colleagues have called the Board of Health; my
own patients have called the President and CEO of my hos-
pital. These actions frequently lead to massive overreaction
and a demand from a supervisor that you immediately contact
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the patient even if the treatment plan specifies that this not
take place. Your care plan must assure the patient’s safety and
health, but it must also assure your own health. You alone
can not be responsible for immediately responding to all
questions that patients have at any time of the day. Set bound-
aries and limits and stand by them.



Laboratory Studies

Drug Tests are medical tests that can have legal
consequences for your patient. Although they
can assist in the determination of current and
recent substance use, and they are an impor-
tant part of an ongoing treatment plan, results
do not diagnose substance dependence.

DRUG TESTS

Several times over the years, I made the mistaken assumption
that I could safely interpret whether a patient was telling the
truth about recent substance use. You will see patients whom
you were certain were honestly telling you that they hadn’t
touched heroin in a month come back the following month
and acknowledge that they were high when they last saw you.
You will see patients who are clearly drunk tell you that they
haven’t had a drink in weeks. And you will see patients who
deny tobacco use completely. Do not trust this information.
Under the vast majority of circumstances, patients will not
report their substance use accurately.

If T ask you how many cartons of milk you’ve gone through
in the past month, you will no doubt guess. Unless milk is
very important to you, you will not know how much you've
had in the last thirty days. And if I ask how much alcohol
you've had to drink in the last month, again, unless alcohol is
very important to you, or unless you drink never or rarely, you
will not be able to accurately report your usage. So if sub-
stance use is unimportant to your patient, he may answer but
will likely provide inaccurate feedback. If substance use is
important, your patient may fib either by decreasing the
reported quantity due to guilt or by increasing the quantity as
a way of boasting. It is a rare patient who will honestly report
to you an accurate recent usage history. Patients may also alter
their answer depending upon what they believe are the
requirements of entry into a program; such behavior is fre-
quent in office-based buprenorphine treatment of opioid
users, where patients often think that they have to have been
clean for a certain period of time, or alternatively, that they
need to be daily users.

73
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A better question would be to simply ask, “Have you
smoked marijuana since we met last?” One of my patients is
living in a residential treatment program after many years of
marijuana and alcohol use. Mike assured me that he was now
sober. In fact, Mike was attending 12-step meetings and was
collecting the medallions indicating that he had achieved a
certain amount of clean time. He showed these to me proudly
as the months progressed. Moreover, Mike’s roommate,
another patient, volunteered to me that he was impressed
with Mike’s having achieved sobriety. After 6 months of sobri-
ety, I told Mike that I would be ordering a drug test to con-
firm for the medical record how well he had been doing. This
didn’t sit well with Mike. He asked that I wait to send the
drug test. I agreed. At the following session, I once again
raised the issue of the drug test.

Mike: I'd like to ask you a hypothetical question. If some-
one were occasionally smoking pot, would they still be
allowed to live in the [residential home]?

Dr: What is your understanding of that, Mike? Do you
think there would be consequences?

Mike: I think that person would be asked to leave the
house.

Dr: I think you’re right about that. Would it make sense
for someone in that situation to be using marijuana?

Mike: No, it wouldn’t.

Dr: You know, Mike, that traces of marijuana use can show
up on drug tests within 4 to 6 weeks of use. Why don’t we
hold off on drawing the drug test for a few weeks? If you feel
you need to work on anything specific between now and
then, you’re welcome to be honest about your situation with-
out worry about consequences.

As indicated here, often the ability to draw a drug test is as
valuable as the actual results of the lab work. Don’t forget that
actual quantity of use is not diagnostic. Prior to asking “How
much,” you should have a clear reasoning behind wanting to
know the answer. The important point to determine is
whether there has been any use of the substance in question.
This can be determined directly from a drug test, thus elimi-
nating the patient’s perceived need to cover up a behavior.
Patients will often be relieved that you are simply giving them
a blood test rather than asking what seems to be a difficult
question.
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g? KEY POINT

Some clinicians refer to the drug test as a “tox screen.” The
term “drug test” is a more descriptive and accurate term for
these purposes because in fact, rarely is a drug test a com-
plete toxicology screen.

Drug Testing Strategy

Patients will frequently skip an appointment if they believe that
you might send a drug test and if they feel that the results will be
positive. Early in a patients treatment, I say that if they start
using any substance while in therapy, it will not result in my
being angry and it will not result in their being discharged from
my care. I describe to them that some patients have high blood
pressure that seems to defy medication, and that when those
patients return to my office with an elevated blood pressure
despite medication compliance, I do not view this as a patient
failure but a medication failure. In the event that a patient uses,
I view this not as a patient failure but as evidence of an active dis-
ease process that has not been sufficiently treated. Drug tests are,
I explain, my equivalent of measuring blood pressure for a
hypertensive patient. Just as I don't ask my hypertensive patient,
“How was your blood pressure this last week,” I don’t ask my
opiate dependent patient how much heroin she’s used in the last
week. As time passes and an alliance is formed, you may wish to
alter this arrangement. Just as your hypertensive patient might
purchase a home sphygmomanometer so that he can bring in a
report, your substance using patient might learn to trust you suf-
ficiently to report to you on her use. Nevertheless, do not rely on
these reports. Time will pass and you will become trusting.
Meanwhile, the patient will experience stressors that lead to
relapse. Trusting you, the patient will feel shame and guilt for let-
ting you down. Therefore you must reinforce during the periods
of sobriety that relapses are an expected part of their illness.
Don’t worry that the patient will interpret this as encouragement
to relapse. You may wish to have an office policy to continue the
drug tests on a random basis throughout the treatment course
for each patient with this history. You should also have a plan in
place as to what you will do in the event of relapse.

How you carry out drug testing may vary according to
your practice location. Do you already collect urine and blood
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specimens or do you have that collection performed elsewhere?
Do you have a relationship with a family practitioner or internist
whose staff could assist with the collection process? If you work
within a hospital, you likely have access to a lab in the facility that
will provide you with urine collection containers. If you have a
solo practice, call the lab that you use for serum lithium levels or
for other bloodwork and ask if they can provide drug testing as
well. You may wish to call a nearby hospital. At my clinic in Mass-
achusetts, there is a hospital across the street; I give patients a pre-
scription for a urine drug test and ask that they bring it to the hos-
pital lab. That process works quite well. If possible, you should
send your drug test to a Department of Health and Human Ser-
vices (DHHS) certified lab. This ensures that the lab uses current
technologies and has familiarity with chain of custody proce-
dures. Although this is not required in every clinical situation, it
provides a level of certainty not available in non-DHHS certified
labs. The listing of certified labs is regularly updated at:
http://workplace.samhsa.gov/ResourceCenter/lablist. htm.

The frequency with which you screen patients should be
individualized. Do not simply screen everyone each week—
that is expensive and time-consuming for all involved. Do not
screen patients regularly because your schedule can be quickly
determined by patients wishing to “beat the system.” Instead,
screen irregularly and randomly with a frequency determined
by you based upon your clinical assessment of the patient. As
you first begin working with patients with substance use dis-
orders, you may wish to test patients more frequently than you
will later. Don’t get too comfortable in thinking that you'll
always spot the patients who are using. Make certain that you
do, in fact, test all your patients during the first year or two of
recovery. Beyond that point, if you are continuing to see the
patient, you may wish to test annually (although still randomly
as to the time of year) as a point of documentation in the chart.

Blood Alcohol Concentration

Blood Alcohol Concentration (BAC) reports are often entered
into medical records and ER reports without respect to units of
measurement. In some instances the report is given in mil-
ligrams per deciliter; at other times, the concentration is given in
a percent weight per volume. A BAC of 100 mg/dl is equivalent
to a BAC of 0.10%. Most reports give a positive result if the BAC
is greater than 0.02%, or 20 mg/dl. Urine studies do not reflect
your patients current BAC but simply indicate recent exposure
to alcohol and are useful for monitoring abstinence. A BAC of
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0.10% is reached in a 160-pound man drinking four to five
drinks in 1 hour, where a drink is defined as 12 ounces of beer,
4 to 5 ounces of wine, or 1 to 1.5 ounces of whiskey. Recent
intake of alcohol can be screened with Breathalyzer readings;
these readings are both sensitive and specific and compare well
to true BAC. One caveat: patient cooperation is necessary for
Breathalyzer accuracy. Equally important is that the Breathalyzer
is acceptable for legal purposes in part because of its low false-
positive rate. Studies indicate that the Breathalyzer has a ten-
dency to underestimate actual BAC. There are a number of
devices on the market, some intended for consumer use. Be cer-
tain the one you or your clinic has is on the list of accepted
products issued by the National Transportation Safety Board. A
variety of products are available to measure alcohol level in the
saliva. These products are often used within federally mandated
programs and are as accurate as breath or blood measurements.

g? KEY POINT

Some clinicians refer to the BAC as a Blood Alcohol Level, or
BAL. BAC is the more accurate and preferable term.

Patients presented with the option of breath or saliva test-
ing will often admit to drinking and thus not require the actual
test. You may wish to proceed with the test in any case to
document the BAC and associated symptoms experienced
by your patient. One additional alternative is urine alcohol
testing. Although these final results do not directly correlate
with blood or breath alcohol levels, the procedure is an effec-
tive measure that will document alcohol use. It can be added
as an element to a routine urine drug test.

g? KEY POINT

A 70 kg (154 Ib) man metabolizes alcohol at the rate of
15-20 mg/di/h. Once BAC has peaked following alcohol
intake, a process that takes approximately one hour, the BAC
will drop at this rate, one which roughly equals an alcoholic
drink per hour. Women metabolize alcohol at about the same
speed, although identical alcohol intakes between sexes will
typically give rise to higher BACs in women. Those who use
high doses of alcohol on a regular basis will typically metab-
olize alcohol more rapidly than the alcohol-naive subject.
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TABLE 7.1. Blood Alcohol Concentration Chart
BAC You may experience:

0.02%-0.03% No loss of coordination. Slight euphoria and loss
of shyness. No apparent depressant effects.
Mood and behavior start to change.

0.04%-0.06%  Feeling of well-being, relaxation. Lowered
inhibitions, sensation of warmth. Euphoria.
Some minor impairment of reasoning and
memory, lowering of caution.

0.07%-0.09% Slight impairment of balance, speech, vision,
reaction time, and hearing. Euphoria. Judgment
and self-control are reduced, and caution,
reason, and memory are impaired.

0.08% Legal limit of intoxication in many states.

0.10%-0.125% Legally intoxicated in all states. Significant
impairment of motor coordination and loss of
good judgment. Speech may be slurred.
Balance, vision, reaction time, and hearing will
be impaired. Euphoria, unsteadiness, limit of
what is socially acceptable.

0.13%-0.15% Gross motor impairment and lack of physical
control. Blurred vision and major loss of balance.
Euphoria is reduced and dysphoria (anxiety,
restlessness) is beginning to appear.

0.16%-0.24% Dysphoria predominates, nausea may appear.

0.25%-0.29% Vomiting, inability to coordinate muscle movements,
double vision, blackouts, need help walking.

0.30%-0.39% Loss of consciousness.

0.40% Apnea, coma, death due to respiratory depression.

and up

© 1999, Mark S. Gold, MD, Department of Psychiatry, University of Florida Brain Institute.

The Blood Alcohol Concentration Chart in Table 7.1 reviews
the expected alterations in behavior from given BAC’ in a non-
tolerant individual. Tolerance alters these results substantially to
the extent that it is not unusual for someone with a BAC of 0.3
or more to walk into a hospital without evidence of inebriation.
Further, recognize that the highly alcohol-tolerant individual is
likely to have more dysphoric and uncomfortable subjective and
objective symptoms at a BAC of 0 than at a BAC of 0.10.
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The Blood Alcohol Concentration Chart reflects the responses
which might be expected in an alcohol-naive individual. Patients
who have developed significant tolerance can be observed walk-
ing and holding conversations despite BAC’ of 0.5 and higher.

Urine Drug Screens

The typical goal of a drug test is either 1) the determination
as to whether a patient with known substance dependency is
continuing to use a given drug, or 2) the determination as to
whether a patient with psychiatric symptoms may be having
symptoms secondary to intake of an external substance. Note
that drug tests do not rule in or out any of the substance use
disorders although this objective evidence clearly contributes
to the formulation.

Urine drug screens are often more sensitive than blood
screens and will allow detection of a wide variety of drugs
including amphetamines, cocaine, opiates, PCP, and THC. These
five drugs are referred to as the NIDA 5. The technical crite-
ria for positives and negatives are well established within fed-
eral guidelines for employee-testing programs. You should
always start off with this panel and ascertain that the NIDA
cutoffs are used. This will ensure a reliable and defendable
basic drug test. If you need additional tests, contact your lab
and specify which drugs you suspect are present. Again, it is
preferable to use a DHHS-certified lab when possible.

When ordering a urine drug test, specify which drugs you
suspect are present. Routine tests don’t always include barbi-
turates and benzodiazepines; if your patient is alcoholic, you
would want to rule out the use of these solid sedatives in
addition to alcohol use per se. If your patient has a history of
opioid dependence, you probably want to add methadone to
the test panel. As you depart from ordering the NIDA 5, there
is little consistency or standardization between laboratories.
Some will say they are testing for benzodiazepines, but will
not include them all. A conversation with various labs should
allow you to choose the best lab and panel for your needs.

Some labs can test for LSD, fentanyl, psilocybin, MDMA,
MDA, and certain designer drugs. Such tests can be of value
in certain populations but need to be explicitly requested.

On-site screening kits have seen increased use recently. They
are quite sensitive as screening devices, but some positives
such as those for amphetamines and opiates should be con-
firmed with a more specific analysis such as gas chromatogra-
phy/mass spectrometry (GC/MS) in the lab. Positives can be
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caused by over-the-counter cold medications or poppy seeds.
However, the immediate confrontation of a patient with this
screening information might provoke an admission and there-
fore not require additional testing. Screenings based on urine
will detect most substance use within the past 24-48 hours.

A dozen or so different on-site urine screening kits are on the
market as of this writing. All have different levels of sensitivity,
specificity, and price. Should you wish to use these in your office,
you should stay with the larger well-known companies that are
able to provide high levels of quality control and consistency. It
also is desirable to have an adulteration panel included in the kit
or to have a separate dipstick to pick up common adulterants.

One of the most frequent questions which people ask anony-
mously at online addiction sites is related to methods of evad-
ing drug tests. Experts at these sites are asked whether aspirin,
vinegar, herbal products, or other over-the-counter substances
will result in a negative test result even after substance use. Of
even greater concern are the people who ask whether bleach
will be useful. While some will consider adding bleach to their
urine sample, others appear confused about this myth and
appear to consider drinking the bleach as a technique to result
in a negative drug screen finding. There are several products
that are unfortunately widely available that can indeed negate
an otherwise positive test. Many labs test for adulterants; for
most purposes, if an adulterant is discovered, the test is consid-
ered a positive.

Generally speaking, youwll want to send urine rather than
blood for toxicology. Blood levels are good for research pur-
poses to determine drug-related behavioral changes, but your
goal will be to track evidence of recent use. “Don’t you trust
me, Doc,” your patient will ask as you send him forth to the
lavatory for their urine sample. “I trust you,” you can reply,
“it’s your illness I don'’t trust.”

Other Test Methodologies

There is a movement to test saliva at the physician’s office and
in the lab. Collecting oral fluid with a swab in the mouth is
much less problematic than urine collection. The difficulty of
adulteration is eliminated. The limitation of oral fluid is that
it is a distillate of the plasma compartment and therefore has
a lower drug concentration. THC is a particular challenge
here since it exists only for a few hours in oral fluid.

Drug testing in hair has been available for about 3 decades
and is frequently used for forensic studies. It is possible to
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test for drugs in hair follicles; several national labs offer hair
testing, but only for the NIDA-5 drugs. All have differing
methodologies, often leading to differing results. Again, THC
is the most challenging to detect. Thick black hair concen-
trates drugs more heavily than thin light hair leading to a pos-
sible racial bias. The method is valuable for looking back in a
patient’s history because it can detect drugs for several
months depending upon hair length. Therefore it cannot be
used in a random program as it would not distinguish recent
use from use several months ago. It is possible to segment
hair samples to determine time of exposure, but this is diffi-
cult and costly.

Sweat testing is offered by one laboratory for NIDA-5
drugs. Samples are collected by placing a patch on the
patient’s arm or abdomen. The patch is left in place for 5 to
10 days after which the patch is sent to a lab where the test-
ing is performed. The patch is quite effective for cocaine and
again has the greatest difficulty when looking for THC.

A combination of these various methodologies should be used
to meet your practice needs based upon your patient population.

Positive Results

So you've sent out a drug test for one of your patients and the
results have returned as positive. Two distinct conversations
are possible depending upon the patient’s response to your
report of the lab result.

Conversation #1:

Doctor: Judy, I'd like to discuss the lab test results with
you. The test indicated that you had used cocaine some
time in the days beforehand. Let’s talk about that.

Judy: The test is correct. I slipped once when an old friend
stopped by my house. It hasn’t happened again since.

Dr: You must have felt guilty about slipping like that, didn’t
you?

Judy: I did, especially after everything I'd gone through
before. I really don’t want to go down that path again.
Dr: Why not let me help you with that feeling if that
should happen again? That’s why I'm here: to work with

you against this illness. I can’t do a very good job if you
won't share your experiences with me.

Judy: It’s tough being honest about it. I thought enough
time had passed that the drug test wouldn’t pick it up.
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There’s plenty here to work with; this patient is answering
questions in a straightforward manner and is receptive to my
encouragement to work with me.

Conversation #2:

Doctor: Judy, I'd like to discuss the lab test results with
you. The test indicated that you had used cocaine some
time in the days beforehand. Let’s talk about that.

Judy: The test is wrong. I haven't used coke since I left rehab.

Dr: The tests are sometimes wrong. You know that the
information you share with me remains confidential. If
you had used coke, and you decide to tell me about it, it
would be something that we would talk about and work
on together. Would it be all right if we send out another
drug test today to see how that goes? The tests are rarely
inaccurate twice in a row.

Judy now has an opportunity to either acknowledge a
relapse or ongoing use, or to face another possible positive
result. If a second screen is positive and your patient contin-
ues to deny ongoing substance use, you are placed in an
interesting position. Your ongoing work with the patient may
stall for several months until the patient trusts you suffi-
ciently to reveal her continued use. The patient may drop out
of treatment as her use increases. Your goal is not to become
angry; your patient’s relapse is a symptom, not an act of
aggression against you. Unless your patient wants to admit to
her use and work with you on the problem, you are placed in
a position where you can work only on other matters. This
other work should focus on the construction of your rela-
tionship with the patient. Working on situational matters
may be a struggle due to the ongoing substance use.

You could, of course, discharge the patient feeling that
your efforts cannot be of value while she is using and lying
about it, but this course of action would serve only to prove
to the patient her feeling that most people give up on her.
Discharge is therefore not an appropriate course of action.

A higher level of care may be a reasonable course of action
but only if the patient is motivated. You might encourage the
patient to see you more frequently, or to enter a local inten-
sive outpatient program or halfway house. You may wish to
familiarize yourself with the available programs in your area.
If you practice in an urban setting, there are probably a dozen
or more facilities with varying degrees of expertise working
with this population. Take a day to visit them and meet the
facility directors. If you are a solo practitioner, this will prove
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useful not only for you to establish when to direct patients to
these facilities, but also to provide you with a referral source
for new patients.

Drug Test Avoidance

Patients who have been actively using drugs but want a neg-
ative drug test result quite frequently turn to the Internet for
information. There, they will find sites that tell them to drink
vinegar, place a few drops of Visine into the urine sample,
exercise to excess prior to the test, or to take diuretics. Other
sites will tell them to avoid such nonsense but to instead take
products like Ready Clean or XXtra Clean, which include a
proprietary blend of herbs. These products, offered at high
cost for delivery in an unmarked brown box, have unknown
risks and no proven efficacy. Even discussion groups on the
Web are full of messages from individuals who claim that the
products work, but that they remained clean for several days
beforehand just to play it safe. This is naturally a cat-and-
mouse game in which laboratories develop increasingly sen-
sitive abilities to test for products of this nature, following
which the products are altered so as to be undetectable,
assuming of course that they work in the first place. I advise
my patients that a positive test for any contaminant is a pre-
sumptive positive by most potential job sites and legal
authorities. At the very least, it implicates the patient in
behavior not in keeping with recovery.

LABORATORY STUDIES

It is critical to recognize that drug tests will not be useful to
demonstrate ongoing use of most drugs, including alcohol, if
more than a few days have passed since the patients last use of
the substance. While chronic use of marijuana and phencycli-
dine can lead to positive test results for one month, this is not
the norm for other substances or for rare use of these substances.

Chronic alcohol intake can be evaluated by reviewing liver
function tests and the mean corpuscular volume (MCV) from
the blood workup. The liver function tests, specifically the
GGT (gamma-glutamyl transpeptidase), AST (aspartate
aminotransferase), and ALT (alanine aminotransferase), are
markers of tissue damage. They may indicate other disease
processes and shouldn’t be used as presumptive evidence of
chronic alcohol use. Of these three liver function tests, the GGT
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is the most sensitive in detecting chronic alcohol consumption.
Serial GGTs may be used as a marker for relapse if you wish.
This allows you to follow liver functions without conducting
drug tests should you so desire. Elevated triglycerides and
HDL are also associated with moderate levels of alcohol
intake. For all substance-use patients, you should order a
CBC, AST, ALT, GGT, renal function tests, and a lipid panel.

Be aware that false negatives are possible with GGT results,
particularly in young drinkers who might not have elevation
of this enzyme despite active use of alcohol. False positives
are also possible as there are many possible causes for GGT
elevation. AST and ALT elevations are a late stage indicator of
regular alcohol use. All three will typically normalize after
6 weeks of sobriety if there is no chronic hepatic disease.
Tests of carbohydrate-deficient transferrin (CDT) are becom-
ing more popular despite the test results not being well char-
acterized or even available in many situations. CDT results
appear to be sensitive and specific to a greater extent than
GGT results for alcohol use.

Incidence of hepatitis and AIDS in substance using patients is
remarkably high. Hepatitis C alone is present in more than 80
percent of injection drug users in some parts of the United
States. A majority become infected within 6 to 12 months of ini-
tiation of injection drug use. HIV and hepatitis B are transmitted
in the same manner. Screening for hepatitis B, hepatitis C, and
HIV is therefore indicated in all patients admitted for substance-
related treatment. An EKG, chest x-ray, serology, and Pap smear
are reasonable admission tests as well. Abnormal electrolyte lev-
els can be corrected during detoxification. Initial admission labs
for those with an alcohol history should therefore include potas-
sium, phosphate, calcium, and magnesium levels.

WEIGHT

One very simple process to carry out with your patients in
recovery is to obtain their weight, something that most physi-
cians do as a matter of course but which is often overlooked
by psychiatrists and counselors. Patients tend to gain weight
as they enter recovery, sometimes a significant amount. Ado-
lescents, for example, gain just over 10 pounds in their first
2 months of sobriety. As you can imagine, this is a critical
issue for patients, who would more often choose a future risk
than a current increase in weight.
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Alcohol

Over 90 percent of physicians miss alcohol-
related diagnoses upon their initial examina-
tion of a patient. This can often result in provi-
sion of treatment for complications without
provision of treatment for the primary iliness.

SEDATIVE EFFECTS

Let us first discuss the physiologic effects of alcohol without
any thought of illness and its relationship or definition with
respect to that drug. Alcohol, in any quantity, causes two
groups of effects, each with opposing characteristics. The first
group of effects, which we’ll call Group A, is identified by
sedation, relaxation, and disinhibition. Group A contains the
effects for which alcohol is imbibed. They are of significant
amplitude but are rather short-lived, fading away within two
hours for most individuals. The amplitude of Group A effects
can be adjusted by altering the quantity of alcohol intake. The
duration of Group A can be lengthened by drinking slowly but
constantly over an extended period of time. For any given
individual, there are specific doses of alcohol that, if taken
rapidly, will lead to sedation, and then sleep, unconsciousness,
and eventually death. This dose is dependent upon the indi-
vidual’s body mass, metabolic capabilities, and tolerance to the
drug. It can therefore not be predetermined for a single person.

The second group of effects, which we will call Group B, fol-
lows the first. Group B is identified by discomfort, agitation,
wakefulness, irritability, and sensitivity to bright light and loud
noise. Group B effects last far longer than those in Group A, gen-
erally up to ten hours after the time of the first drink. The ampli-
tude of Group B is less than that of Group A such that Group B
effects will be subjectively absent if Group A effects are barely
perceived. But realize that the effects in Group B are additive. For
example, let’s say that Mike has five alcoholic beverages during
the evening. He spaces these out over several hours, roughly
maintaining his level of sedation as the evening progresses.
Although Mike may have noticed only minor sedating effects, he
will later notice the additive effects of the second uncomfortable
group as they all add together early the next morning. For this
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reason, Mike may notice that he awakens earlier than desired,
annoyed by the bright streetlight shining through his window in
the predawn hours, and distressed that despite it being a week-
end, he is unable to return to sleep. Group B effects are actually
withdrawal effects of any sedative, and are seen with alcohol,
benzodiazepines, barbiturates, and other sedatives.

In Figure 8.1, curve A demonstrates the rapid efficacy of alco-
hol as it produces the sedative effects of Group A. The rate at
which curve A descends to its nadir is related to the absorption
rate of alcohol. This rate may be slowed by the simultaneous
ingestion of other substances, such as food. The amplitude of
curve A is related to the quantity of alcohol imbibed at t = 0.
Curve A lasts for approximately one quarter the time of curve B.
This graph is quite similar to the graph that would be drawn for
any sedative agent. The times differ from sedative to sedative,
depending on drug half-life and absorption rate, and the ratio of
amplitudes of curve A to curve B differ to some extent, but in
general this graph is an adequate representation of the subjective
experience of the sedative user. When I draw this curve for
patients, I describe the area within curve A as being “relaxation”
and the area within curve B as being “agitation” or “irritability.”

Within Figure 8.2, I've demonstrated the individual curves
for each drink that Mike had during his evening out. Each
drink provides its own sedating curve followed by the lower
amplitude but longer-lasting agitating curve. As I said earlier
though, these curves are additive, as indicated in Figure 8.3.
Here we now see the actual effects of maintaining a certain

Level of Sedation
>

Time

FIG. 8.1.
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FIG. 8.2.

level of sedation for an extended period of time; the amplitude
of the agitating effects is now as great as the amplitude of the
maintained sedating effect. Mike will, therefore, notice the
agitation just as strongly as he noticed the sedation. Just as
important, look at the time-course of the agitation. It lasts far
longer than the desired effects of the sedative.

Each of these curves is familiar to all who drink alcohol in
excess of the occasional glass of wine with a meal. The curves

Level of Sedation

0 5 10 15 20
Time (hours)

FIG. 8.3.
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and descriptions above are completely unrelated to the dis-
ease of alcoholism. Drinking heavily over an extended period
of time leads one to subjectively experience curve B, often
leading to a decision not to experience curve B again in the
future. Once such a decision is made, repetitive experiences
of this entire curve hint at a possible diagnosis.

The disease alcoholism is demonstrated in part by individu-
als experiencing this extensive discomfort repetitively, stating
that they wish not to experience curve B ever again, and despite
their decision, returning to the starting place to begin anew.

In Figure 8.1, T've placed a horizontal axis at the “0” point for
“Level of Sedation.” This represents the starting point for any given
individual. But as discussed in an earlier chapter, a single individ-
ual is likely to have a starting point that differs from other individ-
uals. Some people are relatively relaxed while others are relatively
agitated or anxious at baseline. There is reason to believe that some
alcoholics may start out above the average individuals baseline,
such that small quantities of alcohol initially bring them to a com-
fortable and “normal” level of alertness. As the secondary effects of
alcohol use grow additively, these individuals will find that they
need greater and greater amounts of alcohol to achieve the same
effect. This tolerance is observed in all who use alcohol, whether or
not they have alcoholism. The level of discomfort experienced dur-
ing curve B, however, is likely to be greater for some individuals
than for others given the differing possible starting points.

Note that the symptoms present within curve B can be
quickly solved by taking a sedative agent such as alcohol. This
dose of alcohol will itself cause another period of agitation but
it will temporarily solve the current feeling of discomfort. Imag-
ine the individual who starts at a relatively high baseline; he
drinks and his curve A brings him down to a normal baseline.
He feels “normal, like everyone else,” but his curve B brings him
not only to the usual level of resulting irritation but beyond. His
desire for a solution will therefore likely be higher than it would
be for someone starting out at an average baseline point.

Educating the Patient

These graphs are familiar to those who drink alcohol regu-
larly. I draw them for my patients, explaining to them what
the curves represent, because I feel that education is the first
step toward recovery. I often use the following description to
accompany my graph drawing:

Your brain prefers stability. Its job is to keep your body in
good condition by regulating your blood pressure, your pulse,
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and your body temperature. It also regulates your level of
alertness and makes it so that you don't fall asleep while dri-
ving, or wake up every five minutes while you're trying to
sleep. When you drink, alcohol changes the way you feel. It
relaxes you. If you drink enough, you'll fall asleep. Your brain
struggles against what this outside drug is doing.

Here, I hold up my hand and ask the patient to push lightly
against it. I push his hand in one direction and tell him that
this is the alcohol pushing his brain. I then ask that he try to
push my hand back just as his brain would work against the
effect of alcohol. As he does this, I pull my hand away. His
hand flies past the starting point. I say,

Your brain managed to push hard enough just as the alcohol was
starting to wear off. See how you overshot the starting point?
Instead of stabilizing things where they started, you ended up much
more alert than you were to start. It takes your brain quite a while
to correct this. This level of alertness can be uncomfortable.

Among the discussion, the hand exercise, and the drawing
of various curves, I am generally able to get the patient to nod
in agreement at some of this. Patients begin to see their
drinking pattern as something scientific, outside their control,
and as something which we understand. This initial establish-
ment of rapport can take place quite early in treatment.

Facts and Figures

e The alcohol content by volume (%ABV) is printed on all
alcoholic beverage containers. This can be converted to
absolute quantity of alcohol per unit beverage:

%ABV x 0.78 = g alcohol/100 ml

e “One drink” equals 12 ounces of beer, 4 to 5 ounces of wine,
or 1 to 1.5 ounces of distilled spirits. Five to six drinks a day,
for example, is about one six-pack of beer, and eventually
leads to cirrhosis in about 15 percent and alcoholic hepatitis
in about 25 percent. Note that there is some international
variability in that the standard American drink contains 12 g
of alcohol, the standard Australian drink contains 10 g of
alcohol, and the standard drink in Great Britain contains 8 g
of alcohol. This is of importance when reviewing the litera-
ture but also underscores the presence of difficulties even
without accounting for the fact that those who drink at
home are rarely giving themselves standard-sized drinks.
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e Alcohol use in women leads to morbidity and mortality
rates that differ from effects of alcohol in men. Women
have a higher incidence of hepatitis, a higher mortality
rate from cirrhosis, and significantly higher alcoholic liver
disease (such as fatty liver) rates with equivalent alcohol
intake. Studies have indicated that women who have never
married or those who are divorced or separated have a
higher incidence of alcohol-related difficulties than others.

e Twin studies and adoption studies have both concluded
that the major risk factor for alcoholism is genetic.

e One-third of those with alcoholism have at least one par-
ent with alcoholism. 50 percent of those with alcoholism
have at least one other family member with alcoholism.
Those with a family history have a more severe disease
course than those without such a history.

e If one parent is alcoholic, a child has a 25% chance of hav-
ing the disease. If both parents are alcoholic, the risk dou-
bles to 50%.

CLINICAL VIGNETTE

Richie is a 41-year-old male who first drank alcohol at age 17.
During college, he drank beer on the weekends. He met his
wife during college where they would go out drinking together.
He had no apparent difficulties related to alcohol until his mid-
20s. At that point, he and his wife began spending a great deal
of time with another couple. The foursome drank together and
gradually increased their use of alcohol. As Richie entered his
30s, he was drinking a mixed drink and over half a bottle of
wine each night. During the following decade, his alcohol
intake increased further to two mixed drinks and one bottle of
wine on most nights. By this time, he noticed occasional black-
outs, difficulties with concentration, and worsening organiza-
tional skills. He was diagnosed with GERD and depression by
his primary care physician. At 36, he was started on Zoloft.

When you first see him, he is still drinking after three suc-
cessive attempts at recovery and a maximum sobriety time of
three months. He drank throughout his intensive outpatient
program, had sobriety following an inpatient stay until his wife
asked him to move out. His wife continues to drink and Richie
suspects that she is having an affair with someone. His company
has placed him on notice. He has stopped attending AA.
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There are many possible vignettes for alcohol use. You've
observed in Richie’s story that three factors are nearly always pre-
sent: medical, psychiatric, and social. This patient has medical
complications to his regular alcohol use. He has depression. He
has significant social stressors. Each of these factors must be
addressed during the treatment process. Ignoring any one leads
to a greater likelihood of treatment failure. Involve the patients
primary caregiver in the treatment process. Have the patient
work with a counselor if you are restricted to seeing the patient
less frequently than necessary to adequately deal with the social
situation.

CONCURRENT PSYCHIATRIC ISSUES
Mood

Regular use of alcohol can lead to dysphoria. This mood
alteration is independent of whether an individual is alco-
holic; it is also independent of whether an individual suffers
from a depressive mood disorder. Difficulty with sleep, alter-
ation of appetite and concentration, and changes in func-
tional abilities all are apparent with regular alcohol intake.
Since the withdrawal phase of alcohol leads to irritability and
increased alertness, mood lability may be observed as well.
Depressed mood can often stem in part from the psychosocial
issues following an extended period of alcohol use. Described
symptoms may appear to fit checklists for dysthymia, major
depression, or bipolar disorder. Many of those drinking regu-
larly, and approximately one third of alcoholics, meet the cri-
teria for major depression. This does not necessarily indicate
that the mood disorder should be immediately treated. Sev-
eral weeks after alcohol intake ceases, the symptom profile
will often change sufficiently that no mood disorder can be
diagnosed. While studies vary on this issue, and while there
are clear differences between the genders, you can expect
roughly half of your patients to have their mood improve fol-
lowing discontinuation of alcohol intake. In cases where
mood symptoms persist, appropriate treatment for the mood
disorder is indicated. Failure to monitor for this could lead to
relapses for the patient. Since 70% of those with alcoholism
and depression have attempted suicide, monitoring for
related symptoms should be an ongoing process particularly
in the early phases of recovery.

There is some evidence that depressive mood can lead
to increased intake of alcohol, particularly among women.
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The most recent research indicates that women differ from
men in that women tend to have depressive syndromes precede
alcohol disorders whereas men have the reverse experience. It
remains unclear as to whether either depressive disorders or
alcohol disorders cause one another, but it is certainly appar-
ent that they co-exist with great frequency.

? KEY POINT

In the event of a depressive syndrome coexisting with ongo-
ing use of alcohol, avoid diagnosing major depression or dys-
thymia. Instead, consider substance-induced mood disorder
as the diagnosis.

DSM-1V Criteria for Substance-Induced Mood Disorder

A. Prominent mood disturbance predominates.

B. Evidence of (A) developing within a month of intoxication
or withdrawal OR substance use directly related to (A).

C. Disturbance is not better accounted for by a mood
disorder not caused by substance use.

D. The disturbance is not taking place during a delirium.

E. Clinically significant distress or impairment is present.

? KEY POINT

DSM-V suggests that if the mood disorder persists for more
than one month after cessation of withdrawal, the mood dis-
order might not be substance-induced. Be alert to the possi-
bility of an adjustment disorder with depressed mood given
the many psychosocial complications typically present fol-
lowing long-term substance use.

When diagnosing SubstanceInduced Mood Disorder, you
should also note one of three self-explanatory specifiers:

e With Depressive Features
e With Manic Features
e With Mixed Features

You should also specify if the mood disorder had onset
during intoxication or withdrawal.
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Anxiety

Individuals often use alcohol to control anxiety. Sedatives
which work very much like alcohol are often prescribed specif-
ically for this purpose. Long-term use of either solid sedatives
or alcohol will often lead to increased difficulty with anxiety
due to the curves I demonstrated earlier. During withdrawal
from alcohol, and particularly during the early phases of recov-
ery, nearly all patients complain of marked symptoms of anxi-
ety. Reports of insomnia, nervousness, and general irritability
are omnipresent. Sedatives are contraindicated in this popula-
tion, leaving us with little in the way of pharmacotherapy that
can be helpful. Some physicians prescribe sedating antidepres-
sants. Others find buspirone (BuSpar) to be helpful during
these times. Either of these approaches may confuse the diag-
nostic situation as time passes and may lead the patient to
believe that they may continue to obtain a better lifestyle
through creative chemical treatment. Use of any medication
during early recovery should be a cautious process.

g? KEY POINT

In the event of an anxiety syndrome coexisting with ongoing
use of alcohol, avoid diagnosing generalized anxiety disorder
or panic disorder. Instead, consider substance-induced anxi-
ety disorder as the diagnosis.

DSM-1V Criteria for Substance-Induced Anxiety Disorder

A. Prominent anxiety, panic, or obsessions/compulsions
predominate.

B. Evidence of (A) developing within a month of intoxication
or withdrawal OR substance use directly related to (A).

C. Disturbance is not better accounted for by an anxiety
disorder not caused by substance use.

D. The disturbance is not taking place during a delirium.

E. Clinically significant distress or impairment is present.

g? KEY POINT

DSMHV suggests that if the anxiety disorder persists for
more than one month after cessation of withdrawal, the anx-
iety disorder might not be substance-induced. Be alert to the
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possibility of an adjustment disorder as noted in the mood
section above.

When diagnosing Substance-Induced Anxiety Disorder, you
should also note one of four self-explanatory specifiers:

With Generalized Anxiety

With Panic Attacks

With Obsessive-Compulsive Symptoms
With Phobic Symptoms

You should also specify if the anxiety disorder had its onset
during intoxication or withdrawal. Chapter 20 has additional
discussion of substance-induced disorders.

Cognitive Effects of Alcohol Use

Brain damage due to alcohol intake is far more common than
one might think. CT and MRI scanning have revealed white mat-
ter damage that is diffuse throughout the brain after long-term
alcohol use, with women being at higher risk than men. Accel-
eration of age-related loss of myelin is observed, with chronic
alcohol use leading to brain shrinkage, ventricular dilation, and
increased CSF volume. Poor nutritional status while drinking
may worsen the long-term effects on the brain of the ongoing
alcohol use. Neuropathological and neuroradiological analyses
have revealed extensive evidence of brain damage to cortical and
subcortical regions secondary to regular alcohol use. Over half of
alcoholics in recovery have demonstrable impairment of brain
function. While abstinence and proper nutrition are the initial
starting points for treatment, there are no pharmacologic treat-
ments that have proven efficacious in this population.

The Alcohol Amnestic Syndrome, once called Wernicke’s
encephalopathy and Korsakoff’s psychosis, often appears
somewhat abruptly following nutritional deficiencies and
long-term alcohol use. Confusion and confabulation are
noted with accompanying paralysis of lateral gaze, nystag-
mus, and ataxia. Memory is clearly impaired but general
functioning often is not similarly impaired. While thiamine
replacement can reverse some symptoms, the cognitive deficits
may be permanent. It is unlikely that you will observe this
syndrome in practice as it is somewhat rare. Far more com-
mon, and perhaps simply an early stage of Alcohol Amnestic
Syndrome, are organic mental deficits in the area of visual-
spatial, memory, and rapid psychomotor skills. These symptoms
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often improve rapidly during the first month of sobriety, then
more gradually afterward, but frequently do not remit entirely.
Use of benzodiazepines can lead to either slower or lack of
improvement. Patient age over 50 can also be a complicating
factor, extending recovery time. Symptoms may present in a
very subtle manner as seen in the following vignette.

Those wishing more detail about this important subject are
urged to obtain a copy of the NIAAA Research Monograph #22,
“Alcohol-Induced Brain Damage,” available free of charge
from the NIAAA web site at http:/pubs.niaaa.nih.gov/publications/
monograp.htm.

CLINICAL VIGNETTE

Jonathan is an active and energetic 72-year-old former elec-
trical engineer. Quite insightful, Jonathan quickly presents a
well-organized and remarkably detailed history of a fascinat-
ing lifetime of inventing. While this patient has no medical
problems, his wife indicates that he has been having increas-
ing difficulty with memory. Jonathan interrupts her to point
out that he’s getting on in years and that surely that is the
cause. She mentions his alcohol intake. Jonathan agrees that
he has always enjoyed his alcohol and that over the years,
doctors told him to cut down, but never said to stop. He had,
in fact, cut down as requested, but had never seen any impact
of alcohol on his life. From a retrospective standpoint, Jonathan
does not appear to have ever suffered any of the symptoms of
alcoholism. A mental status examination reveals no signifi-
cant deficits except for some difficulty naming the past few
presidents. I ask him to stop drinking all alcohol, discussing
with him the possibility that alcohol has caused some of the
memory deficit his wife has noted.

One month later, Jonathan returns with his wife. He had no
difficulty stopping his alcohol intake though he reports that
he misses it. He reports that he feels more energetic and his
wife reports that there seem to have been fewer instances of
memory-related difficulties.

After an additional month, Jonathan himself reports that
he no longer forgets where he put his keys, is able to think
through problems more rapidly, and that he continues to
feel more energetic. He is comfortable remaining abstinent.
He wonders aloud why no physician ever asked him to stop
drinking before.
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CONCURRENT MEDICAL ISSUES

The pharmacological study of alcohol reveals toxic effects
to the heart, liver, pancreas, gastrointestinal tract, brain,
immune system, and endocrine system. There is an increased
incidence of malignancies, skin and bone damage, and skele-
tal muscle damage as well. The take-home message here is
simply to encourage your patients with alcoholism to obtain
regular thorough physical examinations. Your role in this
process is to ascertain that your patient is being seen by a
primary physician, perhaps you, with a firm understanding
of alcohol-related medical complications. Many alcoholics
will ignore their medical condition and will need ongoing
encouragement from you to follow through with their check-
ups. There are a number of excellent texts available that dis-
cuss medical complications of alcohol use in depth. We will
leave the subject with the two commentaries below.

Alcohol and the Heart

If popular publications are to be believed, men should all be
imbibing two alcohol-containing beverages each day and
women one. This, we are told, leads to lower risk for coronary
heart disease. Indeed, a number of studies suggest an associa-
tion between moderate alcohol intake and a reduction of coro-
nary disease. It is interesting that the longest study in progress
(Hart et al.) comparing the data is a 21-year study in Scotland
that found no such association among 6,000 men between the
ages of 35 and 64. It is also interesting that all the studies that
have shown an association have not demonstrated causation.
Any lower risk of heart disease that may be associated with
alcohol intake might in fact be the result of lifestyle or stress
levels present in many of those who happen to also drink mod-
erately, or the result of such issues present in those who don't
drink at all. Again, what some of the literature demonstrates is
a relationship or an association, not a cause-and-effect. And
while some might like to believe that teetotalers could decrease
their mortality rate by drinking a few drinks a day, there is no
literature supporting such a change in behavior.

Patients who don't drink should be advised not to begin
drinking simply for the potential decrease in risk for coronary
heart disease. While alcohol does perhaps decrease such risk, it
surely increases the risk of cardiomyopathy, hypertension, arry-
thmia, and stroke. Atrial fibrilation and ventricular dysrhythmias
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are both associated with alcohol intake; this may well explain the
high incidence of sudden death among drinkers. Note that even
small doses of alcohol are direct depressants of inotropic activity
of the myocardium. Those with cardiac disease have been noted
to have EKG changes with low doses of alcohol. I generally ask
patients with cardiac disease not to drink. I believe the potential
for improvement is mild at best whereas the potential risks are
substantial.

Those wishing more detail about this topic are urged to
obtain a copy of the NIAAA Research Monograph #31, “Alco-
hol and the Cardiovascular System,” available free of charge
from the NIAAA Web site. At just over 700 pages, this book
provides excellent resources and references.

Alcohol and the Liver

Alcohol is hepatotoxic. Men drinking over 6 ounces of alcohol
per day and women drinking over 1.5 ounces of alcohol per day
have significant risk for cirrhosis after only one to two decades.
You may therefore observe individuals in their thirties with
marked hepatic disease. Don't let the youth of your patient mis-
guide you into thinking that serious disease is unlikely to be pre-
sent. While there is evidence that alcohol intake in the presence
of hepatitis B is no more harmful to the liver than it is for indi-
viduals without hepatic disease, this does not appear to be the
case with hepatitis C. Patients with hepatitis C who drink often
have more significant hepatic disease at a younger age. Those
with alcoholic liver disease and hepatitis C also have decreased
survival rates. Given the prevalence of hepatitis C among a sub-
stance using population, it is wise to obtain a lab study to reveal
its presence in your patients who use substances, particularly
those who use alcohol and cocaine. I generally ask patients with
any form of liver disease not to drink. There is clear risk with no
potential benefit. Recent research by Lieber showing that only
moderate intake of alcohol is necessary for development of
fatty liver only serves to underscore the need for caution.

CLINICAL VIGNETTE

Dr. Michaelson is a 42-year-old physician who contracted
hepatitis C while in medical school. His illness has caused
him few subjective problems over the years, but he remains
concerned and follows his illness course closely. One day, he
spots you in the hospital hallway and stops you to ask
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whether it is acceptable for him to have a glass of wine with

dinner. He has been drinking in this manner for about ten

years, he tells you, without any concern, but he recently read

a journal article that caused him to wonder whether he

should stop all his alcohol intake.

I respond:

We know alcohol is toxic to the liver. We also know that alco-
hol appears to lead to greater hepatic difficulty over time in
those individuals with hepatitis C. It seems you are drinking
a very small amount of alcohol each day, but any amount
might be harmful. We just don’t know in your specific case
whether this is the amount that might lead to greater prob-
lems down the road. Perhaps your course of hepatitis C would
be fairly benign and this alcohol intake won’t do a thing, but
perhaps even this tiny amount of alcohol is the amount it
takes to make things worse. Since we don’t know, you have to
ask yourself what the alcohol is worth to you. Are the benefits
that you obtain worth the unknown risk, a risk which might
be zero or which might be significant?
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Other Sedatives

1. Benzodiazepines are solid sedatives with
effects and side effects very similar to that
of their liquid equivalent, alcohol.

2. Benzodiazepine use should be avoided in
the presence of a substance use disorder.
Many feel that their use is contraindicated
altogether.

3. Tapering benzodiazepine dosage should
be a slow, cautious, and highly personal-
ized treatment.

4. Tapering benzodiazepines in the event of
sedative dependence does not itself con-
stitute treatment for sedative dependence.

If we were to stack all the research that has been conducted
on benzodiazepines and their clinical applications, we
would probably measure the height of the paperwork in
miles. Much of the research speaks to the short term safety
of benzodiazepines or to the value of their use in patients
with chronic anxiety disorders. Many clinicians prescribe at
least a low dose of a sedative to nearly all their patients with
even a hint of anxiety or agitation. Therefore it is unusual to
see a patient with addictive disease, at the time of initial pre-
sentation, not actively taking a prescription sedative. The
few studies that have explored long-term benzodiazepine
use, in general, found signs of considerable morbidity.
Results of such studies show significant benefits to with-
drawing patients with any subjective discomfort from such
long-term use even in the absence of any primary substance
use disorder (see Ashton). As Dr. Ashton points out in
another of her publications: “In short term use, benzodi-
azepines can be valuable, and sometimes lifesaving, across a
wide range of clinical conditions. Nearly all the disadvan-
tages of benzodiazepines result from long term use, and it is
such use, involving some millions of people worldwide,
which has earned them a poor reputation, particularly as
drugs of dependence.”

100
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Use of Benzodiazepines and other Sedatives

When discussing other sedatives, we refer primarily to the
benzodiazepines such as diazepam (Valium), but also
included in the category are barbiturates such as secobarbi-
tal (Seconal), carbamates such as meprobamate (Miltown),
and others such as chloral hydrate. Each of these sedatives
is cross-tolerant with alcohol. They provide similar experi-
ences, are dependence-producing, and are often inappropri-
ately prescribed. The barbiturates arrived in the first half of
the twentieth century; they were felt to be safe and effective
for use with anxiety, but were gradually found to have high
potential for dependence. They were noted to be particu-
larly lethal in overdose with a narrow therapeutic index in
which a dose only twenty times the therapeutic dose is
deadly. The carbamates arrived mid-century but were also
found to cause unacceptable long-term side effects. By the
late 1900s, the benzodiazepines were the most widely pre-
scribed class of drugs worldwide. Again, though, within fif-
teen years of their introduction, benzodiazepines were
found to lead to greater side effects and dependence than
initially expected. There are several new non-benzodiazepine
sedatives that we’ll discuss later in the chapter known as
“Z-Drugs” based upon the first letter of their generic names.
Initially felt to be safer sedatives, the literature is starting to
indicate that the same difficulties are present for Z-Drugs as
for earlier medications.

Low doses of benzodiazepines have been shown in many
studies to adversely affect learning of new material and to
cause impairment of immediate memory. Motor activities
are impaired as a result of benzodiazepine usage as well.
A single dose of 10 mg of Valium leads to impairment of
visual function, perceptual speed, and reactive and coor-
dination skills for as many as 7 hours. Those taking ben-
zodiazepines are five times more likely to be in a motor
vehicle accident than others. Higher doses are associated
with residual daytime sedation, depression, apprehension,
insomnia, and suicidal ideation. Dependence has been
noted to develop in patients without any past addictive dis-
ease symptoms. It is clear that benzodiazepines, though
“safer” than the barbiturates, share the primary hazards of
other sedatives, including alcohol. Side effects and with-
drawal symptoms are nearly identical. Observed clinical
dependence is identical.
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CLINICAL VIGNETTE

Ms. Smyth and Ms. Smith each have a chief complaint of anx-
iety that they quickly report has been reasonably well con-
trolled with clonazepam (Klonopin). When you first see them,
they both report a history of taking Klonopin each day for the
past 6 years. Klonopin is usually taken as prescribed, but both
sometimes find that they take an extra tablet when particu-
larly “stressed out.” Both are still somewhat anxious, but the
anxiety is tolerable as long as the Klonopin is available.

Ms. Smyth, as it turns out, had marital and occupational
difficulties many years ago due to her alcohol use; her history
clearly demonstrates that she is alcoholic. She remarks that
she is sober now. She attributes her ability to remain sober to
her benzodiazepine. On asking whether her anxiety predates
her difficulty with alcohol, she is somewhat uncertain though
she comments that she has always been jittery.

Ms. Smith has no history of alcohol use. She reports that
she has always been anxious. She has not had marital or occu-
pational difficulties until recently, when her anxiety began
causing difficulties with her ability to concentrate at work.

What should you do? Should you continue to prescribe the
Klonopin? Is there any reason to offer an alternative? Should
these two patients be treated differently?

Ms. Smyth’s common situation has provoked tremendous
controversy in the field. The AMAs Council of Scientific
Affairs stated in a 1999 report, “Clinical experience sug-
gests that benzodiazepines often increase the rate of relapse
and alcohol use. While there is a role for benzodiazepines
in the treatment of panic attacks and generalized anxiety
disorders, they should be used with caution in patients
with alcohol disorders.” The American Society of Addiction
Medicine meanwhile disagrees that they should be used
with caution, instead noting in response that “alternative
pharmacologic methods should be sought in patients with
alcohol disorders.” In 1987, the Royal College of Psychia-
trists in Great Britain stated that benzodiazepines should
be ideally prescribed for “no more than one month” and
that the “consequences of long-term usage are liable to far
outweigh the symptomatic relief” in ongoing anxiety disor-
ders whether or not there is any concurrent substance-
related diagnosis.
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The Physician’s Desk Reference (PDR) itself has remarkably
similar entries for each of the benzodiazepines, very much
like the three presented here:

The effectiveness of Ativan (lorazepam) in long-term use,
that is, more than 4 months, has not been assessed by sys-
tematic clinical studies.

The effectiveness of Klonopin in long-term use, that is, for
more than 9 weeks, has not been systematically studied in
controlled clinical trials.

The effectiveness of Valium in long-term use, that is, more than
4 months, has not been assessed by systematic clinical studies.

There is no doubt that benzodiazepines have side effects on
memory function (short-term anterograde amnesia) and that
they can cause drowsiness, lethargy, and fatigue. But the far
greater problem is the inevitable development of physical depen-
dence. I have noticed that the longer a patient has been taking a
benzodiazepine, and the higher the dosage being prescribed, the
more likely that patient notices mild or moderate withdrawal
symptoms between doses. The primary symptom noted is anxi-
ety, the very problem for which they are often being treated. How
can one tell if the anxiety is breakthrough anxiety from their pri-
mary illness or an initial mild withdrawal symptom experienced
several hours after their last sedative dose? If the former, you
might consider increasing dosage frequency, but that would
increase the likelihood of experiencing the latter possibility and
in fact, will only make an eventual taper more difficult.

We return to our Clinical Vignette questions. Is the potential
harm of physiologic dependence in a known substance-
dependent individual compelling enough to justify tapering a
sedative agent which the patient believes is proving helpful? Is
the distress of ongoing mild withdrawal symptoms in a patient
without known substance dependence compelling enough to
justify a similar taper?

Look at this from another perspective. All sedatives, includ-
ing alcohol and benzodiazepines, cause sedative mood changes
and impairment of psychomotor and cognitive function. All
cause physical dependence. Benzodiazepines and alcohol can
both produce significant memory impairment. GABA recep-
tors, the target for the acute actions of ethanol, are also the tar-
get for the acute actions of benzodiazepines. Since these two
drugs, alcohol and benzodiazepines, are remarkably similar,
perhaps as similar as wine and beer, does not the ongoing
prescription of benzodiazepines to the alcoholic in recovery
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constitute the equivalent of controlled drinking? Given the
clear establishment that long-lasting control of alcohol use by
alcoholics is not possible, it seems reasonable to lump other
cross-tolerant sedative agents into the same category.

This does not mean that our Ms. Smyth will not be the one
alcoholic patient you have that is able to do well for many
years while being prescribed a sedative agent. This is quite
simply a time bomb, as much as it would be to ask the patient
to instead drink two, and only two, beers each day to treat her
ongoing anxiety. As for Ms. Smith, our patient without the
alcohol history but with a similar current symptom profile, our
treatment is likely to best include a gradual taper of her med-
ication as well. Then a proper diagnosis can be formed and her
illness, if any, can be treated appropriately. See Chapter 10 for a
discussion of taper methods.

Two strong reasons exist to prescribe benzodiazepines to
those with substance-related diagnoses. I generally feel that
these reasons are also the only two reasons to prescribe ben-
zodiazepines to those without substance-related diagnoses.
I am biased, however, by having seen so many patients with
grave difficulties directly due to their long-term use of such
medication. The two reasons:

e To taper a medication already being given
e To provide detoxification from alcohol within a controlled
setting

I do make one exception to these rules, and that is in the
provision of single-dose sedative agents for individuals going
through an unusual experience for which they are phobic.
For example, if a patient has to suddenly fly to another city
and is afraid of flying, that individual will often obtain symp-
tomatic relief from a single dose of a benzodiazepine taken
shortly before the flight.

g? KEY POINT

Benzodiazepines and other solid sedatives are the driest of
martinis. They should not, with rare exception, be prescribed
to patients with a history of alcohol or other sedative depen-
dence unless you are certain that the potential benefits out-
weigh the very significant risks. This warning applies as
much to the non-benzodiazepine sedatives as it does to the
benzodiazepines themselves.
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g? KEY POINT

Drug—drug interactions are of particular concern with triazo-
lam (Halcion). Use of cimetidine or erythromycin with Halcion
can lead to a doubling of the benzodiazepine's half-life and
plasma levels. Antihistamines and other CNS depressants,
particularly alcohol, should not be used while taking any
benzodiazepine.

Non-Benzodiazepine Sedatives

CLINICAL VIGNETTE

“I'm high on life!” my patient exclaimed to me last week.
Ricky, a middle-aged married man with two teenagers, had
driven to my office in his newly purchased 1969 Firebird. As
he arrived, he revved the engine to be certain that not only
our office personnel but everyone in the area would notice
his new car. Ricky had come out of rehab 2 weeks earlier after
years of marijuana and alcohol use. This was his second
rehab in 10 years. His first had led to discontinuation of alco-
hol use for a few years, but the marijuana use had persisted,
eventually leading to resumption of alcohol as well. Now
Ricky has been clean for just over a month. He feels on top of
the world. A voice in my head whispers about bipolar disor-
der, but there are more critical issues at hand.

Ricky complains of sleep difficulty and pulls three pill vials
from his jacket. He hands me the first, now empty, bottle of
trazodone (Desyrel). “This was pretty good stuff, doc,” he
says. I remind him of the erectile side effects that he had with
it in the past. He chuckles in response and offers a suggestion
that this seemed “just fine” to him. Nevertheless, he acknowl-
edges my concern and hands over the second vial. These are
25 mg tablets of amitriptyline (Elavil) that I prescribed for
him at our last encounter. “These worked fine, but I couldn’t
get up in the morning and they made me constipated.” I indi-
cate that he may have a better result if he splits the tablets,
taking only half before bed.

But Ricky has already taken matters into his own hands. In
the 2 weeks since I saw him last, he went to see another local
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physician. He hands over the third vial, one of zolpidem
(Ambien) tablets. “Dr. A gave me these last week. They're
perfect but I wanted to check with you about whether it’s
okay for me to take them. They seem a little too good, if you
know what I mean.”

I knew what Ricky meant. Zolpidem, an imidazopyridine,
works similarly to benzodiazepines, binding at the same recep-
tor sites. Zaleplon (Sonata) is a pyrazolopyrimidine, again inter-
acting with the GABA-BZ receptor complex. Both these med-
ications produce tolerance and dependence just as the other
sedatives do. Their use should be avoided in all patients with
substance use disorders just as use of the benzodiazepines is in
such instances. Eszopiclone (Lunesta) is the most recently
released sedative-hypnotic as of this writing; Sepracor’s general
summary of the product indicates that the mechanism of action
is “believed to be due to its interaction with and allosteric mod-
ulation of the GABA-A receptor complex.” Lunesta is noted to
share some of the pharmacologic properties with the benzodi-
azepines. At least one quarter of all my addiction patients
relapsed only after being prescribed sedative agents by physi-
cians who either had not asked for a substance history or didn't
understand that dependence-producing medications should be
avoided with patients that have such a history.

Take note that in the history of solid sedatives, nearly every
new product has been released with company representatives
telling physicians that their new drug does not lead to with-
drawal or does not cause addiction or is somehow safer than all
previous sedatives. In every case so far, this has not been borne
out by experience. These medications are just like dogs—one
breed may be a bit easier to train while another is faster than
most—but none of them act like a cat. Be particularly wary each
time a new medication of this class is released. You will be told
that this one is the safe one. So far, we're still waiting for the safe
one. Zaleplon has been found to cause rebound insomnia upon
discontinuation of high doses taken for brief periods. Several
published anecdotal reports on zopiclone dependence, misuse,
and withdrawal phenomena are worrisome; a case report in Age
and Ageing from Wong et al. indicates delirium in an elderly
woman who had abruptly had her zopiclone stopped. Hajak
et al. reported in Addiction in 2003 that zolpidem and zopiclone
appeared to be relatively safe when compared against the ben-
zodiazepines, but they also identified a series of problematic
cases in which the majority of patients had a history of “former
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drug or alcohol abuse and/or other psychiatric conditions.”
Jones and Sullivan reported in the British Medical Journal in
1998 that zopiclone “can cause dependence with long term use”
and that its use “should be limited to the short term indications
for which it is licensed.” Zopiclone is the agent widely available
outside the United States that contains eszopiclone as the active
isomer. It is possible that findings applicable to zopiclone are
not applicable to Lunesta, but caution is obviously warranted.
A new anti-insomnia medication, ramelteon (Rozerem), is now
available for treatment of insomnia. A highly selective agonist
for the melatonin receptors, Rozerem appears at this early stage
to have no addictive potential. Since insufficient time has
passed since the release of the medication for publications to
appear, it is wise to wait for 1 to 2 years after release to review
the literature and determine safety for prescribing to patients
with addictive disease.

Another drug frequently overlooked as an addictive agent is
carisoprodol (Soma). Often prescribed as a muscle relaxant,
Soma is metabolized in part to meprobamate, another drug
cross-tolerant with alcohol and the other sedatives. Soma is not
a controlled substance despite the fact that its pharmacologically
active metabolite is controlled. The legal status of Soma may lead
some physicians to believe that carisoprodol does not produce
dependence. In fact, carisoprodol dependence and abuse syn-
dromes have both been reported (see Littrell). Ambien, Sonata,
and Soma should be withdrawn as you would withdraw the ben-
zodiazepines from these patients. If searching for an anti-anxiety
medication, buspirone (BuSpar) is not pharmacologically similar
to the benzodiazepines and may be used safely as an anxiolytic
in those with addictive disease. If searching for a sleep aid, low
doses of amitriptyline (Elavil) may be used reasonably, particu-
larly if used for a short time while the patients sleep cycle natu-
rally returns to normal. Trazodone (Desyrel) and probably
ramelteon (Rozerem) are other safe alternatives. Sedating SSRI
antidepressants may also be used as an alternative. While some
prescribe sedating antipsychotic agents in these settings, the
potential side effects often dictate against it. I've not found such
use necessary. Many in the field recommend against use of anti-
histamine hypnotics such as diphenhydramine (Benadryl). The
Talbott Recovery Campus, for example, feels such use should be
avoided by those with substance histories. Since it is available
over-the-counter, you might want to discuss this in advance with
your patients. You may wish to provide them with a list of the
medications that contain this substance (e.g. Excedrin PM;
Tylenol Allergy, Flu, and PM; Dytuss; and Benadryl Allergy).
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Rohypnol

We should take a moment to discuss flunitrazepam (Rohyp-
nol), which is not approved for prescription use in the United
States, but which is widely used in Europe and Mexico as a
sedative agent. This benzodiazepine is taken either orally or
intranasally and sees wide use in the club circuit, particularly
in Texas and Florida. Rohypnol dissolves in carbonated bev-
erages and is therefore used at times as part of a sexual
assault. There are frequent reports of anterograde amnesia
(blackouts) similar to those observed with alcohol use but
apparently lasting up to 24 hours after initial ingestion. Other
adverse effects are similar to those observed with other seda-
tive agents, including alcohol. Therapeutic dosage ranges
from 0.5 mg to 2 mg. Blood levels peak after 1 to 2 hours,
falling to one-half of peak after 16-35 hours, with a long-
lasting and potent metabolite lasting longer.

GHB

Gamma-hydroxybutyrate (GHB), also referred to as sodium
oxybate, is a sedative-hypnotic available as Xyrem for the treat-
ment of complications of cataplexy. It is often called liquid
ecstasy in the club circuit, but is very dissimilar to MDMA from
a chemical standpoint. It is used in the same environment and
is often manufactured at home, using kits and ingredients that
are readily available through health food stores or from dietary
supplements. Since sodium hydroxide is used in the manufac-
ture, an incorrectly performed synthesis can leave highly toxic
substances in homemade product. Users describe having 1 to
4 hours of relaxation, disinhibition, and increased openness to
social activities. The effects start within 10 to 20 minutes.
Overdose is possible with rather low dosing and has symptoms
similar to those seen with other sedative agents, including
coma and death. Side effects in low dose include tremulous-
ness, nausea, and impairment of concentration. Potentiation of
sedatives appears to result from GHB use, leading to particular
dangers when GHB is consumed concurrently with alcohol.
As with many drugs, the quality of the available GHB varies
widely. A single tablet might contain too little GHB to be noticed
or enough to cause sleep instead of the desired effects. GHB
overdose can be confused with opiate overdose and with seda-
tive overdose. Because it is metabolized fairly rapidly, it is often
not detected on standard toxicology screens leaving emergency
physicians confused as to the origin of a patient’s symptoms.
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SEDATIVE OVERDOSE

You may wish to be aware of one drug primarily used in the
emergency room setting. Flumazenil (Romazicon) may be
used to reverse the severe effects of a benzodiazepine over-
dose. It is a benzodiazepine receptor antagonist designed for
intravenous administration. Note that Romazicon will work
for ethanol, barbiturates, and some general anesthetics as
well. Patients who are sedative dependent and who are there-
fore at risk for withdrawal seizures should receive a slower
dosing process with careful observation for confusion, agita-
tion, lability, or perceptual difficulties, as well as for seizures.
ER personnel should therefore be aware of whether a sedative
overdose is present in the context of a sedative dependency.
Depending upon availability of monitoring, they may choose
not to use Romazicon in a known sedative-dependent (includ-
ing alcoholic) individual. Fatalities have been reported
secondary to Romazicon use; much caution is therefore war-
ranted with its use.
Finally, let’s clarify some common misconceptions.

CLINICAL VIGNETTE

During a forensic case review, I examined a psychiatric med-
ication report in which the treating physician had written,
“I prefer to add Ativan rather than Xanax to his regimen as
[it] . . . is less addictive than Xanax.”

Misconception 1: Rapid onset benzodiazepines have a
higher physical dependence potential than those with a
less rapid onset of action. Although this appears sensible,
Senay points out that there has been no scientific evidence
indicating any real difference among the various benzodi-
azepines in terms of their dependence potential or abuse lia-
bility. Physical dependence occurs with all known benzodi-
azepines. There is, notably, a relationship between half-life
and withdrawal severity in that those sedatives with shorter
half-lives have more severe withdrawal that occurs sooner
after discontinuation than that seen with longer half-life seda-
tive agents. Use of both lorazepam (Ativan) and alprazolam
(Xanax) often lead to craving and discomfort between doses.
Misconception 2: Withdrawal from any benzodiazepine
can be safely conducted with any other benzodiazepine.
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TABLE 9.1. Equivalency Chart

Generic Name Trade Name Equivalent Dose
Alprazolam Xanax 0.5mg
Chlordiazepoxide Librium 25 mg
Clonazepam Klonopin 0.5mg
Clorazepate Tranxene 15 mg
Diazepam Valium 10 mg
Estazolam ProSom 1-2mg
Flurazepam Dalmane 15-30 mg
Lorazepam Ativan 1mg
Oxazepam Serax 20 mg
Temazepam Restoril 20 mg
Triazolam Halcion 0.5mg

Halcion and Xanax are both triazolobenzodiazepines. These
drugs have a higher affinity for central and peripheral benzo-
diazepine receptors than other benzodiazepines. Some don’t
bind to the peripheral receptors at all. There have been
reports in the literature of seizures during withdrawal from
both Halcion and Xanax even while giving high doses of Val-
ium or chlordiazepoxide (Librium). For the highest degree of
safety, withdrawing someone from any one benzodiazepine
should be performed without changing to another drug.

The equivalencies in Table 9.1 are rough approximations
and do not mean that, for example, 50 mg of diazepam could
be replaced overnight with 2.5 mg of alprazolam.

CLINICAL VIGNETTE

Jennifer is a 43-year-old woman who reports profound
depression for many months. She has been receiving psychi-
atric treatment for over a year. She has a long history of tak-
ing Xanax, Klonopin, and Ambien at night for her anxiety.
Alcohol use had been a factor in the past, but the patient
denies recent use. She went through detox 6 months ago, but
left after 12 hours, feeling “uncomfortable.” For the past several
days, the patient has had aches and pains, has been crying
almost constantly, and has tried self-medicating by taking
more of her sedatives than usual. She is worried that she may
start drinking again. Medical complications are not present.
Appetite is poor. Insomnia is present. Affect is labile with some
profound sobbing alternating with psychomotor retardation
and a flat appearance.
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As you review Jennifer’s record, you see that in the past
year she has been given Prozac, Zoloft, Celexa, Desyrel,
Remeron, Seroquel, Risperdal, Valium, Librium, BuSpar, and
one other drug which you can't quite distinguish due to the
handwriting in the chart. These medications were poorly tol-
erated; many were discontinued due to lack of efficacy, but
through it all you note that the patient continued to take
Xanax and Klonopin.

With some modification, this vignette reflects a case I
reviewed recently. It is not unusual to see patients receiving
this type of treatment from their physician. Don’t fall into
the trap of prescribing everything available in sequence
rather than simply tapering a sedative for an individual who
is likely to be sedative dependent.

RESEARCH VIGNETTE

In 1995, Mumford et al. studied 14 men with a history of
sedative abuse to determine abuse liability of extended-
release alprazolam. The study was supported in part by
Upjohn, the manufacturer of alprazolam XR. The study lasted
24 hours and measured positive drug effects such as “ratings
of liking or good effects.” A “drug versus money” procedure
designed to assess reinforcing effects of the drug was admin-
istered 1 day after the drug. The various outcome measures
indicated the presence of differences between immediate-
release and extended-release alprazolam. The conclusion:
“These data indicate that extended-release alprazolam has
less potential for abuse than immediate-release alprazolam.”

It may surely be that an individual with a sedative use dis-
order would rather use IR than XR forms of alprazolam. And
it may be that this means IR has a greater abuse potential than
XR. But that’s not what we care about. What we’re concerned
with is whether use of either type is likely to lead to or con-
tribute to new onset of sedative dependence or a relapse of
use sufficient to meet criteria for abuse or dependence. And
we'd like to know if XR is less likely to lead to that than IR.
The study measures were a good indication of pharmacologic
onset time, slope of onset, and immediate reinforcement. But
these measures may not be clinically relevant.
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g? KEY POINT

Benzodiazepines are appropriate for shortterm (2-4 weeks)
use. They are not benign medications either for those with
substance use disorders or for those without. As the National
Institute for Clinical Excellence (United Kingdom) has noted,
the newer non-benzodiazepine sedatives have the same ther-
apeutic and adverse effects as the benzos, including toler-
ance, dependence, and abuse.




Sedative Detoxification

1. Pharmacologic treatment for sedative
detoxification should be individualized.

2. Medication must accompany other forms of
treatment if long-term sobriety is the
desired goal.

3. Although seizures and DTs from long-term
alcohol use are possible, their presence is
the exception rather than the norm.

Diane has been taking 20 mg of Valium, as prescribed, each
day for 10 years. She comes to you complaining of anxiety
while simultaneously saying that she’d like to stop taking the
Valium. Mark has been drinking ten to twelve beers each day
for the past 5 years. He comes in complaining of depression,
remarking that his wife is demanding that he stop drinking
“once and for all.” Bill is admitted to the hospital with a BAC
of 0.3, surprising given his appearance of sobriety.

Each of these patients requires sedative detoxification.
While the pharmacology of the withdrawal will be similar for
each patient, the process to be followed will be quite different
and individualized. We have several primary goals:

* Avoid dangers of withdrawal from sedatives: Seizures and
Delirium Tremens (DTs)

e Successfully withdraw the patient from sedative use without
substantial discomfort

e Arrange for adequate follow-up care to avoid relapse

It should be noted that seizures are infrequently observed
in alcohol or sedative withdrawal. They occur in fewer than
5% of cases, are most likely to occur between 6 and 48
hours following cessation of sedative use, and are more
likely to occur in patients with a history of previous seizures
(either due to an unrelated disorder or due to previous
withdrawal).

DTs are observed even less frequently than seizures, with
less than 1% having the vital sign dysfunction, severe confu-
sion, hallucinations, agitation, and intensified tremor that are
typical of the process. DTs may lead to death, but this is atypical
and often related to concurrent medical difficulties.

113



114  Section 11 / SUBSTANCE REVIEW

While sedative detox is generally based upon pharmacolog-
ical intervention, note that this is medically necessary in only
8% of those presenting for care. Whitfield and others demon-
strated that the remaining 92% may be treated with reality ori-
entation techniques and a social-model detoxification center
making use of general non-pharmacologic supports.

Alcohol Detox Orders

Once a decision has been made to make use of a sedative proto-
col for treatment of long-term alcohol use, the protocol should
be individualized for the patient. Many facilities use standard
protocols; these protocols are simple for the resident covering
the emergency room to implement as a quick overnight measure,
but they should be replaced with a protocol determined to be
best for a given patient as soon as possible. Both benzodiazepines
and barbiturates are in use for alcohol detox protocols. Some
facilities are remarkably unfamiliar with barbiturate use for this
purpose. It is best if you use the standard in place at your loca-
tion. During the detox process, you should correct abnormal
electrolyte levels (see Chapter 7), provide multivitamins with
folic acid, provide thiamine daily, and hydrate if indicated.
Hydration is generally not indicated at first, but may be required
as the withdrawal progresses; this should be monitored.

Inappropriate Inpatient Detox Protocol

This protocol is in place in one facility as an ER standing
order for all patients admitted who require alcohol detoxifi-
cation. It is provided here primarily as an example of an inap-
propriate detox method.

Day One: Librium 100 mg p.o./I.M. on admission, and then
50 mg q4h

Day Two: Librium 50 mg p.o./LM. q6h p.1n.

Day Three: Librium 50 mg p.o./LM. q8h p.rn.

Chloral Hydrate 500 mg ghs x 72 hrs

Ativan 2 mg p.o./LM. q4h with three maximum doses for first
day only

This is a somewhat confusing approach given the combina-
tion of three different sedative agents. Why would one use
Ativan during the first day if Librium is being given routinely
through that day? If the Librium being prescribed is insuffi-
cient to resolve initial withdrawal symptoms, then simply
increase the Librium dosage and extend the duration of the taper.
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And why use Chloral Hydrate for sleep? This hypnotic
shows cross-tolerance with the benzodiazepine sedatives; its
use will lead to additional withdrawal symptoms that might
otherwise be avoided. If the patient is having difficulty with
sleep due to signs or symptoms of withdrawal, again the
Librium taper can be adjusted. Finally, Librium should not
be given IM due to its poor absorption when given in that
manner.

The starting dose in this protocol may be more or less than
required by the patient. If too little, the patient will have
uncomfortable withdrawal symptoms despite the treatment. If
too much, the patient will be asleep throughout the first day of
treatment.

One rule of thumb should always be followed during seda-
tive detox: If the patient is asleep, sedative medication should
be withheld. A corollary to that rule is that patients should
not be awakened for vital sign checks to determine whether
sedatives should be given.

Better Inpatient Detox Protocol

The same facility offers this protocol as a choice to the ER res-
ident if the patient has a past history of seizures or DTs.

A phenobarbital protocol is given with oral dosing at
8 a.m., noon, and 10 p.m. each day as follows:

Day One: 25 cc (100 mg), 20 cc, and 20 cc
Day Two: 20 cc, 15 cc, and 15 cc

Day Three: 10 cc, 15 cc, and 15 cc

Day Four: 5 cc, 5 cc, and 10 cc

Day Five: 5 cc in the morning

Note that as the taper progresses, the higher doses are
given in the evening to assist with sleep. Many program per-
sonnel may be uncomfortable with use of phenobarbital as a
detoxification medication. In fact, it has not been used at any
of the three university hospitals where I've spent time on the
addictions unit. Used appropriately within an inpatient set-
ting, phenobarbital is a very reasonable medication to use for
detox. It also can be easily used in patients who have a wide
range of sedative use, including those who use a combination
of alcohol and solid sedatives.

Longer-acting benzodiazepines are often used as a sedative
detox from alcohol. These drugs, such as Valium and Librium,
are advantageous due to their own smooth dissipation over an
extended period of time. They are unlikely to cause withdrawal



116  Section 11 / SUBSTANCE REVIEW

effects of their own if used only briefly during a sedative taper.
However, their disadvantage is that patients with hepatic dis-
ease may rapidly build up sedative toxicity that will be slow to
dissipate. Shorter-acting benzos such as Serax and Ativan are
wiser choices when hepatic disease is present or for patients
with concurrent medical difficulties.

This protocol has some of the same difficulties as the first
one in that the dosing is not adjusted for a given patient.

Recommended Inpatient Detox Protocol

This approach is a more reasonable detox taper to be used
with patients following long-term alcohol use.

Administer 20 mg Valium every hour until the patient
shows clinical improvement or mild sedation. Three such
doses is the mean amount necessary. Valium is given only
as needed to establish the starting dose of the taper. If the
patient is asleep or showing no signs of withdrawal, addi-
tional doses are held. If the patient is showing signs of with-
drawal, additional doses are given.

Following the establishment of the first day’s dosage, that
dose is then tapered over the next 4 to 5 days. The duration
of the taper is related to the starting dose. The higher doses
require longer taper durations to avoid patient discomfort.
The tapering dose is given in a fixed manner and is not
given p.r.n. Doses are, however, held if the patient is asleep.
The taper may thus be adjusted as the days pass if the
patient is tolerating lower dosing than initially expected.

CIWA Protocol for Detox

Clinical Institute Withdrawal Assessment for Alcohol
(CIWA-Ar) Guided detoxification may be offered within an
inpatient setting. This is a more standardized approach which
remains individualized while simultaneously following a set
protocol. Within this type of protocol, patients are assessed
for a score within a range on each of the following subsets.

Nausea & Vomiting
Tremor

Paroxysmal Sweats
Anxiety

Agitation

Tactile Disturbances
Auditory Disturbances
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Visual Disturbances
Headache, Fullness in Head
Orientation & Clouding of Sensorium

The CIWA-Ar is easily accessed via an Internet search.
Patients are graded and given detox medication depending on
whether they have mild, moderate, or severe withdrawal
symptoms. The CIWA-Ar is administered every two hours
initially, and then less frequently as the patient stabilizes.
Dosing might then be given as at one facility:

Ativan 1 mg p.o. for mild withdrawal
Ativan 2 mg p.o. for moderate withdrawal
Ativan 4 mg p.o. for severe withdrawal

Another facility’s method:

No medication for score below 8 points on the CIWA-Ar

Librium 25-50 mg each hour for score of 8 to 15 until score decreases
Librium 100 mg followed by 50 mg houtly dosing for scores above 15
Maximum dosing of 350 mg Librium each day

Some facilities may use slightly different versions of the
CIWA with differing scoring methodologies. Familiarize
yourself with the version used at your practice location rather
than assuming that the scoring is similar to the one presented
here or the one you may have used at another facility.

Note that for patients with a history of prior withdrawal
seizures or with concurrent medical illness, medication
should be given even for mild symptoms and lower scores on
the CIWA-Ar.

v TIP

Record the CIWA score in your progress notes each day. This
allows you a quick methodology of determining the patient’s
level of improvement. Recording the score each day also
allows the utilization review personnel to quickly determine
the patient's need for ongoing treatment. If the patient's
score is zero, it is up to you to explain your reasoning for the
patient’s ongoing need for inpatient treatment.

Clonidine

Clonidine can not be used as a detox agent but may be use-
ful if hypertension or simultaneous opioid withdrawal are
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issues. Clonidine should be given for hypertension only if
the patient’s blood pressure has not responded to standard
detox measures. You may use 0.1 to 0.2 mg q2—4 hours as
needed.

Magnesium

Some facilities routinely give magnesium to patients experi-
encing alcohol withdrawal. While magnesium levels often
drop during a withdrawal course, the levels return to normal
as symptoms dissipate. Studies have not indicated that sup-
plementation with magnesium is necessary or protective.

Outpatient Detox Protocol

These approaches are reasonable ambulatory detox methods
to be used with patients unlikely to experience severe with-
drawal symptoms. Note that here the dosing is not individ-
ualized as the setting is not conducive to observing the
patient throughout the first day. Adjustments of these two
methods can be made if the patient may be observed in a 23-
hour emergency bed for the establishment of the first day’s
dose.

Method 1: Oxazepam (Serax)
Day 1: 30 mg p.o. g.i.d.
Day 2: 15 mg p.o. q.i.d.
Day 3—4: 15 mg p.o. b.i.d.
Day 5-6: 15 mg p.o. x 1

Method 2: Clonazepam (Klonopin)
Day 1: 2 mg p.o. t.i.d.
Day 2: 2 mg p.o. b.i.d.
Day 3—4: 1 mg p.o. b.i.d.
Day 5-6: 1 mg p.o. x 1

During either of these ambulatory treatment methods, if pulse
exceeds 110 or blood pressure parameters exceed 200/100, an
alternate treatment modality should be considered. Note that
Klonopins less frequent dosing schedule increases the likelihood
of medication compliance, but that Serax is less likely to lead to
metabolic difficulties in the event of hepatic disease, of particu-
lar concern in the outpatient setting.

Even long after completion of the alcohol detox, your patient
may have substantial remaining symptoms. Sleep difficulty, irri-
tability, depression, anxiety, and memory disturbance are most
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frequent, but a persistent tremor is occasionally observed as well.
These symptoms can persist for several months, though depres-
sion due to alcohol use often lifts reasonably soon after alcohol
use is terminated. Medication for sleep difficulty and anxiety
should not be offered as it is only likely to lengthen the time
until the patient naturally adjusts to life without sedatives. The
patient may have a primary sleep disorder or primary anxiety
disorder. This possibility should be evaluated as time passes but
shouldn’t be diagnosed as a certainty for at least 12 months
following achievement of sobriety and in the absence of psy-
chopharmacologic treatment.

Outpatient detoxification of any drug often fails due to the
lack of development of a close rapport between patient and clin-
ician prior to the time of the patient’s next impulsive act. While
this argument may appear circular, there is reason to believe
that the greater the length of time you have with the patient in
a structured and safe environment, the more likely the patient
will be able to resist a future impulse to use. The key is not
duration in the safe environment, however, but the extent to
which you use that duration to establish a meaningful rapport.

Withdrawal Symptoms

Without receiving any detoxification medication, patients
who have been steadily drinking alcohol will show evidence
of well-characterized withdrawal symptoms. In the first eight
hours following discontinuation of alcohol intake, patients
are likely to experience:

Nausea
Tremor
Insomnia
Tachycardia

During the next two days, patients will show a gradually
worsening and then improving picture defined by these:

Diaphoresis

Anxiety

Agitation

Headache

Elevated blood pressure
Sensitivity to stimuli

Patients with more severe withdrawal symptoms can expe-
rience hallucinations and seizures during this time period.
Severe withdrawal is indicated by continuing and worsening
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symptoms from the second to fourth day following alcohol
discontinuation. These symptoms include:

Vital sign abnormalities (elevated pulse, temperature, and blood
pressure)

Seizures and delirium tremens (DTs)

Disorientation

Ongoing auditory and visual hallucinations

Seizures can occur up to 6 days after the discontinuation of

alcohol. The likelihood of severe withdrawal symptoms,
observed in roughly 10% of patients, is increased in those with:

High doses of regular alcohol intake

Older age

Concurrent medical complications such as GI illness
Elevated AST

History of seizures or DTs

Sedative Detox

Sedative tapers from benzodiazepine use may follow a more indi-
vidualized course. Within the inpatient environment, the seda-
tive may be tapered using the same medication that the patient
has been taking. Some recommend a transition from short-acting
to longer-acting sedatives. You may find this a useful approach.
Alternately, barbiturates may be used for detoxification:

A pentobarbital challenge test may be performed by giving

the patient 200 mg orally of pentobarbital. There are then
three possible outcomes:

If the patient falls asleep within the next 2 hours, a seda-
tive taper is likely not to be necessary.

If the patient looks fine at 2 hours, continue to dose the
patient with intermediate-acting barbiturates every 4 hours
throughout the first day, dosing such that the patient nei-
ther sleeps nor experiences withdrawal symptoms. Add up
your total dose and taper by 100 mg each day.

If severe signs of withdrawal are noted within 2 hours of
the pentobarbital challenge, the patient should now
receive 400 mg of oral barbiturate, and then continue
dosing and re-evaluating as needed throughout the first
day. Titration from the final daily dose should take place
gradually. An extended detox may be necessary.

Within the outpatient environment, I recommend tapering

using the same medication that the patient has been using.
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It is rare that I find a patient who has been taking their benzo-
diazepine precisely as described. By the time they’ve reached
my office, they are usually taking the medication as needed,
often quite variably.

There will be some degree of use outside recommended or
prescribed parameters, some degree of impairment from the
use of the medication, and at least a flicker of concern on your
part that the patient has been prescribed this medication for
too long a period of time. The patient might become hostile,
upset, or at least uncomfortable after a discussion about your
hope that she can be withdrawn from her medication. She
might leave to seek another physician or might attempt to
negotiate with you for an extended period of sedative treat-
ment. More than two thirds of those taking low-dose long-
acting benzodiazepines refuse even to consider a drug holiday.
Those who refuse are often seen by their physician as being
more complaining, harder to satisfy, and uncooperative, with
evidence of drug-seeking behavior.

g? KEY POINT

Your taper should be slow. A year or more of sedative con-
sumption cannot end comfortably with a 1-month taper.
Some studies have shown withdrawal symptoms from ben-
zodiazepines to last as many as 4 to 6 months. With this in
mind, | often recommend long-term taper schedules. | have
had great success in withdrawing patients from any dose of
benzodiazepine when using a 6-12-month taper.

I recommend this procedure for successful outpatient seda-
tive discontinuation:

e Create a rapport with the patient. Discuss the plan to dis-
continue the patient’s sedative. Recognize that the patient has
been, most frequently, prescribed the sedative, so many of
the psychological symptoms commonly present with other
substance dependencies may be missing here. This is not
always the case, however.

e Educate the patient. Teach that:

a) You will feel uncomfortable each time your dose
decreases. The discomfort will last 2 to 3 weeks. During
this time, you will likely have some anxiety, insomnia,
irritability, and even hypersensitivity to light, sound,
and touch.
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b) We will not proceed with the taper until you report that
the discomfort from the previous decrease has ended.

c) If present, remind the patient: “You are now com-
plaining of having some anxiety. You will get worse
before you get better due to the rebound phenomena
associated with the discontinuation of sedatives.”
Draw the curves discussed in Chapter 8.

e Ask patients to maintain a journal of their medication
use. Ask that the patient not try to increase or decrease
use just for the sake of the journal but to honestly take or
not take the medication just as they have been.

e Review the journal with the patient. Determine the maxi-
mum dose taken each day as well as the average dose taken
each day. Ask that the patient continue the journal while
now taking the average daily dose as a fixed daily dose. Ask
the patient to maintain a log of symptoms that are observed
on days when the patient would like to take a higher dose.

e This is now your starting point for the taper. After long-
term benzodiazepine use, I recommend a minimum of
6 months for completion of the taper. Discuss the symp-
toms which the patient observed; you may wish to treat
those separately, either pharmacologically or via other
modalities.

e Ensure that the patient is taking the daily dose in divided
doses. Three times a day is a reasonable starting point even
if the patient is not used to taking the medication in this
manner. This will result in diminished withdrawal symp-
toms at any time of day during the course of the taper.

e As I taper the medication, I generally attempt to keep the
dosing schedule unchanged. That is, if a patient has been
taking 1 mg of sedative 3 times a day, my initial taper might
be to .75 mg, 1 mg, and 1 mg. Each month, I would decrease
the patient’s dose by another quarter milligram, removing
that amount at the time for which the patient reports the
least symptoms, but also making sure that the three doses
are roughly equivalent to one another. If the patient does
not notice any discomfort following a taper point, we might
agree to speed up the tapering process somewhat. With-
drawal from sedatives in presence of drugs that depress the
seizure threshold should be performed cautiously. Antide-
pressants and antipsychotics are of particular concern.

e Even at very low doses close to the end of the taper, the
patient will probably describe marked relief following
ingestion of their dose. The final taper points may prove sur-
prisingly difficult for some patients despite your observation
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that the quantity is so small as to be unlikely to produce
any observed effects. Other patients may surprise you by
reporting that they stopped the medicine themselves,
annoyed with the slow pace of the taper.

It is certainly both possible and safe to taper a patient’s
sedative more rapidly. The question remains as to whether a
more rapid taper is as likely to be comfortable for your
patient and as successful in terms of likelihood of relapse.
The fewer symptoms experienced during the taper, the more
likely the taper will be ultimately successful. At the comple-
tion of the taper, your patient either feels remarkably better
or continues to complain of symptoms. In the latter situation,
I've found it typical that the symptoms are no worse than they
were while on the original benzodiazepine dosage. The anxi-
ety is often quite similar to that observed in alcoholics as they
complete detoxification and can be treated similarly.

During a gradual benzodiazepine taper, some patients find
buspirone useful in reducing their anxiety level. Others
respond well to the more sedating antidepressants such as
paroxetine (Paxil) and mirtazapine (Remeron). Observations
of these approaches are mixed. There are clear reasons for not
encouraging the patient to rely on a medication to achieve the
desired outcome, but if the patient is unable to achieve his
goal without this assistance, these medications are worth
considering. Many addiction specialists prefer that the
patient rely on personal interaction such as AA meetings to
reduce anxiety level. For additional approaches to benzodi-
azepine withdrawal, this Web site provides excellent advice:
http://www.benzo.org.uk/manual/bzcha02.htm.


http://www.benzo.org.uk/manual/bzcha02.htm

Medications During
Sedative Recovery

1. Medication during recovery from sedative
dependence is not curative. It is designed
only to reduce the likelihood of relapse. It
will not prevent relapse. It does not mean
the patient can safely ignore the illness.

2. Medication should not be given if the patient
is not compliant with concurrent therapy and
12-step programs.

3. Complications of both naltrexone (ReVia) and
disulfiram (Antabuse) are possible. These
medications should be handled with caution.

PHARMACOTHERAPY

Pharmacotherapy, at this point in time, has not been demon-
strated as being of significant value in the treatment of alcohol
or sedative dependence per se. There have been many studies,
and will undoubtedly be many more, demonstrating the “effi-
cacy” of various drugs for the treatment of alcohol dependence.
Most such studies, to date, suffer from studying the wrong sub-
ject. Recent studies, for example, have looked at such end
points as “higher percentage of days of total abstinence” or a
reduction in “number of drinks per day.” Other studies have
looked at “reduced cravings for alcohol” or “number of days
until relapse of heavy drinking.”

Recall that the disease of alcohol dependence is not related to
quantity or frequency of alcohol use. Its severity and course are
therefore not measured or predicted by any data directly related
to quantity or frequency of use. There have been no studies
demonstrating that any of the above measures is even correlated
with, let alone causal for, a long-term recovery from the disease.
You could obtain apparently positive outcomes using any of the
above measures by providing barbiturates, but you would have
done nothing for the patient’s disease. Alcohol use is merely a
marker of the disease, and although diminishing or eliminating
alcohol use for a brief period of time will undoubtedly reduce
the potential for certain types of harm to take place during that
period of time, there is no evidence that such changes have any
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impact, either positive or negative, upon disease recovery rate,
or upon the disease’s morbidity/mortality rates.

Those studies that speak of craving in terms of its presence in
sedative-related disease are simply wrong. As opposed to opioid-
related disease, where craving is a key feature, in sedative-related
illness fewer than 5% of patients experience true craving. The
World Health Organization, many decades ago, refused to rec-
ognize alcoholism as an addiction because there is an absence of
craving. At the time, the presence of craving was felt to be key to
the definition of addictive disease. Fortunately, the definition has
changed, but the absence of craving has not.

When reviewing the research, you would like to see, as an
endpoint, longstanding recovery. You do not want to see absti-
nence from alcohol, but abstinence plus consistency and time
accompanied by a clear improvement in various measures of
function. You would also like to have demonstrated to your sat-
isfaction that providing a medication to patients with this illness
does not detract from the patients ability to enter a long-term
recovery, something else that has yet to be analyzed. Finally, you
would want long-term care as provided by expert clinicians in
the field to be clearly distinguished from expert care plus med-
ication, such that true value of the medication is portrayed. A
control group of care by therapists other than physicians is no
more sufficient in a research study of alcoholism treatment than
it would be in a study of treatment for other chronic lifelong
illnesses.

These are worrisome times for the treatment of alcoholism.
Pharmaceutical companies are pouring funding into educa-
tional seminars, “research,” and publicity designed to attract
clinicians into providing alcoholics with medication. Clinical
Psychiatry News, in their January 2006 issue, had a front-page
headline, “New Paradigm Embraced for Alcohol Treatment.”
The article spoke to the concept of harm avoidance through
reduction in alcohol intake. In fairness, the article notes toward
the end that not only does little research exist with respect to
this treatment approach, but that there has been no demonstra-
tion that reduced drinking results in fewer medical and social
problems. Psychiatric Times, in their November 2005 issue, ran
an article titled “ASAM Speakers Urge Medication Use for Alco-
holism.” The American Society of Addiction Medicine (ASAM)
itself has urged no such thing, but a symposium panel of speak-
ers at ASAM’s annual meeting in 2005 did. The article included
extensive quotations from one physician who receives research
support from Forest Laboratories and is a consultant for Alker-
mes, and from another who is employed by Alkermes. Forest
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produces acamprosate and Alkermes produces a version of
naltrexone.

Many in the field practice without ever prescribing naltrex-
one, acamprosate (Campral), or disulfiram (Antabuse). These
medications, which utilize no common neurochemical mech-
anism, are not necessary for treatment of the alcoholic in
recovery. These drugs may, however, have value yet to be elu-
cidated in the literature. You should therefore be aware of their
existence and potential. Be aware that the drug-free approach
used within 12-step programs will often be interpreted by par-
ticipants as including the medications discussed here. You
should be prepared to discuss this with your patients.

Naltrexone

Naltrexone, formerly produced as ReVia and Trexan, is avail-
able in 25-, 50-, and 100-mg tablets, and was originally
designed for use in cases of opioid addiction—compliance dif-
ficulties led to infrequent use in that population. In the mid-
1990s, use expanded to adjunctive use in alcoholics entering
recovery. It was shown to reduce the percentage of days spent
drinking and the amount of alcohol consumed within the 12
week period of the original studies. During this same rather
brief study period, about 40% of the naltrexone group returned
to drinking whereas 60% of the placebo group relapsed. These
endpoints are of minimal value in determining the drug’s effi-
cacy for treatment of alcohol dependence. An overall review of
11 double-blind placebo-controlled trials indicated that 61% of
patients returned to drinking with naltrexone and 69% without
naltrexone. The longer term trials showed even less potential
value. Naltrexone is an opioid antagonist; it therefore blocks
the subjective effects of opioids. For example, if you were to
give a patient heroin and naltrexone simultaneously, your
patient would not notice the usual pharmacologic effects of
heroin. Since alcohol stimulates the release of endogenous opi-
oids, some have suggested that there is a reduction in euphoria
from the use of alcohol, hence a reduction in the reinforcing
dopamine-based reward that is experienced with alcohol.

Bouza’s review of the evidence noted that short-term admin-
istration of naltrexone “was not associated with a significant
modification in the abstinence rate.” That same review found
that “there were insufficient data to ascertain naltrexone’s effi-
cacy over more prolonged periods.”

Should you prescribe naltrexone, obtain these in addition
to a standard psychiatric examination:
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* Physical examination

e Liver function tests (at least ALT, AST, and bilirubin)
e Pregnancy test if applicable

e Urine toxicology screen

Start your patient on naltrexone with one-quarter tablet
(12.5 mg) for the first day or two, then go to 12.5 mg b.i.d. until
the end of the first week, then to 25 mg b.i.d. for an additional
week, and finally to 50 mg with q.d. dosing. This will reduce the
risk of adverse side effects (typically nausea) to near zero and
will likely increase compliance. You will find that some patients
are comfortable with a 25 mg q.d. final dose. Occasional usage of
100 mg q.d. is not unreasonable but should be followed closely
with medical monitoring of liver function.

Serious side effects of naltrexone use are uncommon, but
most significantly you should be aware of the possibility of
hepatic injury in high doses or in those with previous hepatic
insult. It is therefore reasonable to have baseline liver function
testing and to follow serial LET’s while a patient is taking nal-
trexone. If baseline liver functions are normal, I send serial Liver
Function Tests (LFTs) every three months. If baseline LFTs are
elevated, I wait for the bilirubin to normalize and for other LFTs
to decrease to a level not more than double the upper limit of
normal before starting naltrexone, and then I check LFTs
monthly until they are stable and normal. Some physicians are
comfortable with LFTs below triple the upper limit of normal. If
LFTs start to worsen, naltrexone should be stopped. Despite my
cautious approach, do consider that naltrexone is less likely to
be harmful to the liver than continued use of alcohol. Patients
with chronic hepatitis should not be excluded from your pre-
scribing plans but should be considered as patients to whom you
might rather prescribe carefully than not all. Such patients
should also be instructed to avoid acetominophen in excess. In
all patients, you should be particularly careful about prescribing
disulfiram alongside naltrexone. While this is occasionally done
in practice, you should keep in mind that both of these drugs are
potentially hepatotoxic. Use of them together is not recom-
mended. If you decide to use both simultaneously, start them at
different times and follow LFTs every 2 weeks for 2 months, and
then monthly thereafter.

CLINICAL VIGNETTE

George is started on naltrexone while on the inpatient unit.
He has a history of hepatitis C but his liver functions on the
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unit were not significantly elevated. He is discharged to see
you as an outpatient. His insurance allows him to see you
monthly and the therapist weekly. You see him for the first
time a few days after his discharge. The second time you see
him is one month later. You are concerned about his liver
functions and give him a prescription to obtain LFTs at a
nearby lab. The third time you see him, George admits to
having a) lost, b) forgotten about, or ¢) not having the money
to fill the prescription for his bloodwork. It has now been two
months since his last (and first) set of LFTs.

Should you:

a) Stop prescribing naltrexone?

b) Give George another prescription and remind him of the
importance of this as you set up another appointment one
month away?

¢) Give George the bloodwork prescription and a few days of

medication, asking him to return to the office in a day or

two with the receipt for the bloodwork? At that time, you
will give him the remainder of the month prescription.

Convince your workplace that you need blood-drawing

equipment in the outpatient suite?

d

=

If you have a private practice, (d) is a wonderful choice.
I have found that no community mental health centers and
surprisingly few psychiatric hospitals want their outpatient
psychiatrists to draw blood. In those settings, I would typi-
cally choose (¢); for this reason I rarely prescribe more than
a one month supply of naltrexone, without refills, during the
first 3 to 6 months of therapy. You should also make certain
that you obtain this patient’s bloodwork results quickly after
he has had his blood drawn; this way you can contact him
should the bloodwork cause you concern about his contin-
ued use of naltrexone.

Women should be tested for pregnancy prior to starting
naltrexone as there is minimal data regarding safety. Naltrex-
one should also be avoided by nursing mothers.

I generally do not give naltrexone to patients with a past
history of opioid use. This avoids two potentially hazardous
conditions:

e Patients who used opiates recently might have a clean tox
screen but still have opiates on board. If given naltrexone,
these individuals are prone to an acute abstinence syndrome.
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Patients must have been opiate-free for a minimum of 10
days before use of naltrexone is indicated. You should
never give naltrexone to patients taking any long-term
opioid therapy, including methadone.

e Patients with a history of opiate dependence might decide
to use opiates while taking naltrexone. Should they make
this decision, they will find they need to take very high
doses in order to achieve a noticeable effect. The dose
required for such an effect has a high potential for simul-
taneously causing respiratory compromise or arrest.

Nevertheless, some physicians prescribe naltrexone as part of a
treatment regimen for opiate dependence. Although, in theory,
this approach seems reasonable, the research has not borne out a
significantly improved sobriety rate for these patients. More
importantly, given the usual course of the disease, the potential
for harm is present should patients relapse while still taking nal-
trexone. If you do decide to use naltrexone in a patient with a past
history of opiate use, you may wish to first present a naloxone
(Narcan) challenge test. Naloxone can be administered as 0.1 mg
subcutaneously. Over 5 minutes, observe the patient for symp-
toms of opiate withdrawal: sweating, nausea, cramps, extreme
discomfort, and so forth. If there are no symptoms within that
time period, the patient may be prescribed naltrexone. Do not
perform the naloxone challenge test on pregnant patients.

All patients taking naltrexone should be instructed to carry
a wallet card with them at all times indicating their medica-
tion regimen. Never dismiss the possibility that your patient
might end up in an ER following an accident. Prior to the
administration of the usual opiate-based analgesics, the emer-
gency physician should be aware of the presence of naltrex-
one. If your patient anticipates a painful event such as sched-
uled dental work, naltrexone should be discontinued 3 days
beforehand, and then restarted no fewer than 5 to 7 days fol-
lowing the discontinuation of the opiate analgesic. Naltrex-
one should not be given to patients who require occasional
use of opioids as medical treatment of an existing condition.

Cost of naltrexone is a bit less than the cost of a six-pack
of beer, or so you might remind patients who are upset about
the cost of the medication when purchased 1 month at a time.

Naltrexone and disulfiram are meant only as adjuncts to
psychosocial therapy. It appears that naltrexone’s therapeutic
effects could, in fact, be synergistic with those of cognitive
behavioral therapy. Do not simply prescribe these to your
patients and send them on their way!
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At the completion of either naltrexone or disulfiram use, it
is safe to discontinue the drug without a taper, but I firmly
recommend a tapering dose anyway. A taper allows the
patient to gradually become accustomed to being off the med-
ication. It will permit the patient to slowly feel the transition
that they will undoubtedly perceive, one of going from hav-
ing a pharmacologic crutch to doing it on their own. Keep in
mind that those with substance use disorders place an inap-
propriate level of importance on pills, liquids, and medicine.
They have run their lives that way. One powder to wake them
up; one pill to help them sleep; one drink to relax . . . and for
the past few months, one pill to help them not need the lig-
uid! The shift away from medication at the end of therapy can
be as potent a psychological shift as the original transition off
of alcohol itself. For those patients taking both naltrexone
and disulfiram simultaneously, I recommend that naltrexone
be discontinued first, and then after a reasonable period of
time, the disulfiram may be discontinued.

Long-Acting Injectable Naltrexone—Vivitrol

Long-acting naltrexone with the brand name Vivitrol has
recently become available. This drug is provided as an
injectable suspension for extended release. A randomized con-
trolled trial was published several months earlier (see Garbutt
2005). Although the purpose of the study was to determine
efficacy and tolerability of the drug, the main outcome measure
was “The event rate of heavy drinking days in the intent-
to-treat population.” The conclusion: “Long-acting naltrexone . . .
resulted in reductions in heavy drinking among treatment-
seeking alcohol-dependent patients during six months of ther-
apy. These data indicate that long-acting naltrexone can be of
benefit in the treatment of alcohol dependence.” Unfortu-
nately, these data indicate nothing of the sort. They indicate
only that days of “heavy drinking,” defined within the article,
were reduced. More interestingly, there was no significant dif-
ference in abstinence rates between drug and placebo groups.
As administered in this study, the drug does not work as a
treatment for alcohol dependence.

Within the Comment portion of that same article is a sen-
tence which reads: “The primary outcome measure in this
study—heavy drinking—is the sine qua non of alcoholism
and is both clinically meaningful and of public health impor-
tance.” Heavy drinking has absolutely nothing to do with
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alcoholism. Its presence isnt diagnostic of alcoholism; its
absence doesn’t rule out alcoholism. The outcome measure
here is, however, of public health importance, and the find-
ings may in fact be clinically meaningful with respect to alco-
hol use—but not with respect to alcoholism.

There have yet to be any studies comparing injectable nal-
trexone to the oral version. The injectable drug reduces the
hypothetical advantage that the alcoholic will think about his
disease each day as he takes his medication. The injectable
drug costs substantially more than p.o. dosing, so potentially
there is no advantage of the injectable versus the oral form (if
indeed the oral form has any benefit) and substantial addi-
tional cost.

Significant data exist to demonstrate that most patients do
not want abstinence. One might conclude that drugs to lower
the amount of alcohol intake would therefore be readily
accepted as patients will grasp onto any possibility that they
can keep using alcohol without experiencing the hardships
that accompany their disease state. The availability of such
medication is likely to slow your progress in educating
patients as to the need for abstinence to achieve successful
reduction of morbidity from their illness.

RESEARCH VIGNETTE

Comer et al. in 2006 reported the results of a randomized
double-blind placebo-controlled 8-week trial on 60 heroin
dependent adults evaluating the safety and efficacy of long-
acting naltrexone. Seventy-five to eighty percent of the urine
samples were negative for opioids, without respect to
whether medication or placebo was administered. Naltrexone
was noted to increase treatment retention; by week 8, only
39% of the placebo group remained in treatment, while 60%
of the 192-mg naltrexone group and 68% of the 384-mg nal-
trexone group remained in treatment.

The suggestion from this study is that patients who con-
tinue to attend their outpatient treatment program are likely
to remain opioid-free, independent of the naltrexone/placebo
variable, but with the understanding that naltrexone leads to
improved retention within such programs during a very
short-term study. There are many methods of improving
retention within an outpatient environment. The follow-up
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study should therefore compare long-acting naltrexone to
other retention improvement approaches to determine its
advantage, if any.

Acamprosate—Campral

Acamprosate (Campral), available in 333-mg tablets, is
intended to be prescribed as 2 tablets 3 times each day, with a
1-tablet-t.i.d. dosing in patients with moderate renal impair-
ment. The drug is felt to be efficacious through the restoration
of neurotransmitter systems altered by chronic use of alcohol.
It appears to reduce symptoms of long-term withdrawal,
including insomnia and anxiety. GI disturbances, including
diarrhea and cramping, are possible side-effects; dizziness and
muscle weakness have been observed as well. No significant
interactions have been observed with alcohol or other seda-
tives, SSRIs, or naltrexone. Unlike naltrexone and disulfiram,
Campral may be given to patients with hepatic impairment.
The medication takes 5 to 8 days for any effect, and some pro-
vide the medication through the first year of sobriety. There
are potential benefits for the simultaneous prescription of nal-
trexone and Campral that are now being studied.

Note here that the literature is only potentially supportive
of acamprosate’s value for treatment of alcohol dependence.
In a prospective, randomized double-blind placebo-controlled
trial with 538 patients (see Paille 1995), acamprosate pro-
duced no significant advantage at the end of one year.
Another similarly conducted study was published the follow-
ing year (see Sass 1995) ; this study followed patients for two
years, one in which they received treatment, and one after
treatment had concluded. Thirty-nine percent of the acam-
prosate group and 17% of the placebo group remained absti-
nent, a statistically significant difference.

There are obviously different potential interpretations of
these and other available data. Mann et al, following his
meta-analysis concluded in 2004 that acamprosate has a sig-
nificant beneficial effect in enhancing abstinence in recently
detoxified alcohol-dependent individuals. Garbutt’s review of
the evidence in 1999 comcluded that there was unclear evi-
dence as to whether acamprosate supports improved contin-
uous abstinence.

Given that addictive disease is a lifelong illness, it would
appear that the appearance of short-term efficacy for both nal-
trexone or acamprosate is little more than a Band-Aid effect
without remarkable improvement in overall disease outcome.
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Disulfiram—Antabuse

Antabuse is available in 250-mg tablets. By inhibiting alde-
hyde dehydrogenase, Antabuse results in increased acetalde-
hyde concentration (five to ten times the usual) following the
consumption of alcohol. In this elevated concentration, acetalde-
hyde produces discomfort in the form of nausea, headache, and
weakness. Even small amounts of alcohol can lead to these
symptoms. The reaction is proportional to the amount of
alcohol ingested and the dosage of disulfiram. With larger
doses of alcohol, the patient may experience a severe reaction
that can include cardiovascular collapse, respiratory depres-
sion, myocardial infarction, convulsions, and death. Signifi-
cant symptoms will be seen with a BAC of as little as 0.05%.
Unconsciousness can develop by the time the BAC reaches
.125%. The reaction typically lasts for 30 to 60 minutes.

Prior to prescribing Antabuse, I recommend that you begin
discussing it with the patient while he is still in detox. The
decision to take Antabuse should be made after the patient
has had several days to consider the issue. During the discus-
sion, you will likely observe several opportunities to discuss
the patients fear of relapse. You may notice that the patient
has a plan to relapse about which he may or may not be
aware. Patients who I have found to be good candidates for
Antabuse are those who have been unsuccessful in the past at
maintaining their sobriety due to impulsive behaviors follow-
ing psychosocial stressors. I generally do not feel Antabuse is
an appropriate option for a patient making his first attempt at
recovery. There are significant potential risks, including optic
neuritis, peripheral neuritis, peripheral neuropathy, and
hepatitis. The potential benefit should therefore be carefully
measured against these risks prior to prescribing Antabuse.
Since the first-time patient has not yet shown need for the med-
ication, I do not offer it as a treatment option to such patients.

Research has demonstrated a low compliance rate, mixed
results on placebo-controlled trials, and no improvement in
relapse rates when compared to placebo. The overall advan-
tage from disulfiram is therefore likely to be low, but you may
determine that it is indicated on an individualized basis from
time to time.

Never give Antabuse while a patient is intoxicated. I gen-
erally wait 72 hours after last alcohol use before having a
patient take Antabuse.

Patients should be asked if they take or have recently taken
metronidazole (Flagyl), paraldehyde, or any alcohol-containing
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preparation such as cough syrup. Antabuse should not be given
concurrently or within 72 hours of these drugs. Further,
Antabuse can alter metabolism of phenytoin (Dilantin) and can
cause side effects when given with isoniazid. If the patient is
taking these medications, appropriate precautions should be
taken. Since Antabuse can prolong prothrombin time, the oral
anticoagulant dosage will likely require adjustment. Any
appearance of mental status or gait changes with isoniazid and
Antabuse should be treated by discontinuing the disulfiram.

Patients should be advised that they may have a disulfiram-
alcohol reaction from alcohol in aftershave, massage oil,
sauces, desserts, and vinegars. They should be advised to be
wary of prepared food which could contain alcohol, even in
small quantities.

g? KEY POINT

Antabuse may not be given during pregnancy. It should not
be given if a patient has diabetes, hypothyroidism, epilepsy,
cerebral damage, nephritis, or cirrhosis. Patients should
receive baseline liver function tests, a CBC, and an SMA-12
(12 panel chemistries). The LFTs should be repeated two
weeks after disulfiram initiation, and each of these lab stud-
ies should be repeated every 6 months.

Dosing of Antabuse can range from 125 mg per day (one-
half tablet) to 500 mg per day. I've always given 125 mg to my
patients. The risk of a severe reaction should the patient
drink is diminished and the cost to the patient is decreased.

Even more difficult than the decision to start Antabuse is
the decision as to when to stop. Begin considering the cessa-
tion of Antabuse when the patient has a solid recovery in
place. By solid recovery, I'm indicating that not only has the
patient had a sufficiently long period of sobriety, but that the
patient is regularly attending self-help meetings and medical
appointments, and that he has begun rebuilding his life. Mar-
ital, occupational, legal, and educational issues should all be
in reasonable order. Concurrent psychiatric or medical illness
should be as stable as possible. With that in place, you will
begin discussing the cessation of Antabuse with your patient.
As at the initiation, the cessation shouldn’t be undertaken
lightly. The first discussion should not take place on the same
day that the medication is halted, but rather several appoint-
ments beforehand. This will allow the patient time to recognize
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the feelings brought on by the plan to stop what some see as
a “crutch” that keeps them sober.

CLINICAL VIGNETTE

Mercado is a 33-year-old Hispanic male going through his
third treatment program for alcoholism. He relapsed shortly
after both prior treatments. During his stay this time within a
partial hospital program, Mercado agrees to start Antabuse.
The physician prescribing it briefly makes note of the lack of
contraindications and tells his patient about the potential risk
of mixing alcohol and Antabuse. There is no further discus-
sion and the patient is handed a prescription at the same
time. A few days later, Mercado is stepped down to an inten-
sive outpatient program. One week after the start of disulfi-
ram, Mercado begins arriving late for his outpatient appoint-
ments. His affect is irritable. He denies use of alcohol and
states, “I can’t drink. I'm taking the medicine you gave me.”
A breathalyzer gives a reading of zero. What do you do?

e Compliance is often a difficulty with newly initiated
Antabuse therapy. During any form of daily patient pro-
gramming, I recommend that the patient be given the
medication to take in front of a member of the treatment
team. Telling Mercado to take the Antabuse in front of
you the next day might lead him to infer that you don’t
trust him. It is better if you ask patients to follow this
guideline from the start.

e Consider that the patient might be taking other sedatives
such as benzodiazepines or barbiturates. These cause
effects nearly identical to those of alcohol yet do not
cause a disulfiram reaction. A toxicology screen is indi-
cated in this case.

e TD've seen several clinicians in cases such as this reach into
their drawer for a bottle of Antabuse and offer half a tablet
to the patient. Since such a dose is unlikely to cause any
effect if the patient has a) not been drinking, and b) been
taking disulfiram already, the patient’s response is thought
to indicate the truth. In one case I observed, the patient
angrily left the room after becoming hostile at the clini-
cian for his lack of faith. In a second similar case, the
patient promptly admitted to having been noncompliant
with Antabuse. He had made certain to drink the evening
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before coming in, long enough that his BAC was zero, but
recently enough that he was having mild withdrawal symp-
toms of irritability and discomfort. While 1 don't recom-
mend this tactic—it is a sneaky approach to take—I do keep
disulfiram in my desk and have found it useful at times.

Alternative Medications During
Recovery from Alcohol

You are likely to hear that SSRIs, lithium, or memantine can
be helpful in the treatment of alcoholism. Although that is
not the case for lithium, and a pilot study on memantine has
shown only a decrease in alcohol intake, some evidence
shows that SSRIs are helpful in reducing the likelihood of
relapse in those patients who have concurrent mood or anxi-
ety disorders. You can approach this situation in two ways:

¢ Nearly all patients who have been drinking steadily for an
extended period of time will have mood and anxiety
symptoms as a direct result of either the alcohol itself, the
psychosocial stressors that have resulted from the alcohol
use, or as an effect of the withdrawal symptoms from the
alcohol. Most alcoholics will hope that a medication can
solve their discomfort and will seek pharmacotherapy. The
result is the well-known medication-seeking behavior.
Diagnosis of a mood or anxiety disorder during the time
shortly after detox is frankly impossible. Even past history
is likely to be colored by the patient’s current perspective
or by substance use in excess of the acknowledged quan-
tity. Further, recommending medication during the initial
recovery phase could decrease the patient’s ability to rec-
ognize the importance of staying drug free, particularly if
the patient presumes that the antidepressant he is receiv-
ing is little different from the sedative that he was taking
previously. Some 12-step programs frown at the use of phar-
macotherapy in early recovery, possibly placing the patient
taking SSRIs at a subjective disadvantage. This plus the lack
of evidence that giving SSRIs is helpful for patients who
don’t have concurrent psychiatric disorders leads one seg-
ment of clinicians to recommend against use of SSRIs for2
to 6 months after the start of sobriety.

e A significant fraction, possibly as many as half, of all
patients with alcoholism also have a concurrent mood dis-
order. Many of these patients will reveal a significant
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history of mood- or anxiety-related symptoms during
extended periods of sobriety or prior to the first use of
alcohol. Such patients may have been self-medicating their
mood disorder through the use of alcohol, recognizing
alcohol’s short-term ability to reduce their anxiety and to
reduce their attention to their low mood. A reduction or
elimination of these symptoms is likely to reduce craving
for alcohol and to therefore reduce the risk of relapse. Ini-
tiating SSRI treatment immediately following detox is
therefore indicated from a psychiatric perspective in these
patients and may also be beneficial from an addiction per-
spective as well. Those clinicians who start all or nearly all
addiction patients on antidepressants following detox feel
that the medication will help the half with concurrent
mood disorder but will not harm those without. This lat-
ter point, however, has not been demonstrated in the lit-
erature. Also be aware of the cyclic quality of major
depressive disorders in some individuals. Just because
your patient tells you that she was in reasonably good spir-
its during a 1-year incarceration, a depressive disorder has
not been ruled out. She may simply have been between
depressive episodes during that time period.

Both of these approaches are reasonable. My tendency is to
avoid either extreme. I tend to start antidepressants where
indicated by history or when the patient continues to show
symptoms of depression and/or significant anxiety beyond
the first several months of sobriety. If you are comfortable
that a particular patient has a clear history of mood disorder in
addition to substance disorder, there is no reason not to start
sooner. Continue to watch the research for papers discussing
this topic, but be wary of studies that last only a few months.
For a true measure for alcoholism in which one wants to
know the efficacy of a drug’s ability to increase duration of
sobriety, the study should last a minimum of 2 years and prefer-
ably at least 5 years. Also read closely to determine the exclu-
sion criteria for the given study. Candidates for the study
should not be excluded for reasons which might be the result
of substance use or the study population will not be represen-
tative of the substance-using population desired for the study.
This seems straightforward in theory but requires rigorous
work during the study design phase.

Finally, do not ignore the tremendous difficulty in diag-
nosing a separate primary psychiatric disorder in patients
with a history of addictive disease.
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CLINICAL VIGNETTE

Bud began using alcohol at age 13. His use persisted through
several decades. He is now 35. He notes that he has been
sober for 1 year. A review of his medical history indicates that
several clinicians have diagnosed him with a depressive dis-
order. He has been provided with numerous antidepressants
over the years. He has been taking sertraline for the last year.
He recently moved and presents to you as a new patient for
continuing care of his “depression” and for an ongoing pre-
scription of sertraline.

Bud may or may not have depressive illness. Unless you
have medical records that clearly document depressive symp-
toms prior to age 13, an unlikely scenario, your best course
of action would be a discontinuation of the sertraline and a
re-evaluation of his diagnoses.

CLINICAL VIGNETTE

Billy began using alcohol at age 13. His use also persisted
through several decades. He is now 35. He notes that he has
been sober for 1 year. A review of his medical history indi-
cates that several clinicians have diagnosed him with an anx-
iety disorder. He has been provided with numerous sedatives
over the years and has been taking clonazepam for the last
year. He also moved and presents to you as a new patient for
care of his “anxiety.”

Billy may or may not have an anxiety disorder. Again, the
best course of action is a gradual taper of the clonazepam, a
discussion with the patient regarding how he is likely to expe-
rience worsening anxiety as that taper takes place, and a
re-evaluation of the diagnosis several months after the gradual
taper is complete. Continuation of the sedative is not in Billy’s
best interest until a proper diagnosis has been determined. Rec-
ognize that Billy has not a 1-year history but a 22-year history
of sedative use. The taper will therefore have to be very grad-
ual (I'd typically suggest 6 months) and residual symptoms
may last up to 1 year. The correct diagnosis may therefore have
to be determined many months after you first see the patient.

From a research perspective, imagine these two patients
being inducted into a study protocol. How would they be
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categorized? Or would they be excluded? In a critical review of
the literature, it is crucial that you understand the methodol-
ogy behind inclusion criteria, first to determine if the authors
have a clear comprehension of the issues, and second to deter-
mine how to interpret the findings. Even the literature noting
that roughly half of all substance use disorder patients have
other primary psychiatric findings is questionable depending
upon how and when such diagnoses were established.

RESEARCH VIGNETTE

In January 2005, the Archives of General Psychiatry published
an article by Salloum et al., “Efficacy of Valproate Mainte-
nance in Patients with Bipolar Disorder and Alcoholism.” The
participants were 59 patients with bipolar I disorder and alco-
hol dependence. The alcohol-related outcome measures for
which findings were significant were proportion of heavy
drinking days, number of drinks per drinking day, and
relapse to sustained heavy drinking, all during a 24-week
double-blind placebo-controlled randomized parallel-group
trial. The valproate group had a lower proportion of heavy
drinking days and a trend toward fewer drinks per heavy
drinking day. In conclusion, “Valproate therapy decreases
heavy drinking in patients with comorbid bipolar disorder
and alcohol dependence. The results of this study indicate the
potential clinical utility of . . . valproate in bipolar disorder
with” concurrent alcoholism.

The Pittsburgh Post-Gazette reported on the study, saying
that valproate “. . . may help reduce alcohol use in people
with bipolar disorder.”

This study was well designed, with a well-defined diagno-
sis of alcoholism and a reasonable study duration. The find-
ings were written up clearly and concisely and the conclusion
follows logically from these findings. Indeed the study
demonstrates that use of valproate decreases alcohol intake
under certain conditions in bipolar patients with alcoholism.
It also indicates that valproate may have potential clinical
utility. Note that the authors did not say that valproate is use-
ful in the treatment of alcohol dependence. Even the local
newspaper was quite rational with wording that suggests
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possibilities without making absurd claims. Does valproate
have clinical utility in treating alcohol dependence in patients
with bipolar disorder? Not according to this study, but we’ll
be watching for a follow-up that looks at outcome measures
addressing that question. It would be interesting not only to
answer that question but also to find whether valproate leads
to reduction in alcohol use by nonpathologically drinking
bipolar patients.

Promotional Materials

Be particularly cautious in reviewing material provided through
pharmaceutical company funding. Some physicians in 2005
received a free mailing that included a 52-page booklet,
“Emerging Pharmacologic Treatments for Alcohol Depen-
dence: Case Studies in Naive and Refractory Therapies” by
Charles O’Brien, MD, PhD and Robert Swift, MD, PhD. Both
authors acknowledge significant relationships with Forest
Pharmaceuticals and Alkermes and the booklet itself was
supported by an unrestricted grant from Forest. The text itself
contains statements such as, . . . there have been 25 random-
ized, controlled trials among alcoholics throughout the world
with almost all showing a significant advantage for the
patients randomized to naltrexone. The successful endpoint
generally is lack of relapse to heavy drinking rather than total
abstinence.” Since there is no indication that reduction of use
leads to any beneficial outcome, the second sentence suggests
that the first is factually incorrect. Successful trials and sig-
nificant outcomes indicate only that an endpoint was selected
allowing success to be declared, but it is the chosen endpoint
and available data about that endpoint that determines whether
success is clinically relevant.

Public Understanding

The January 19, 20006 issue of the Medical Technology Stock
Letter contained some advisory information for investors
considering trades in Alkermes, the company producing Viv-
itrol. The discussion included:

Of course, the biggest news this year on the product
development front will undoubtedly be the approval and
launch of Vivitrol for the treatment of alcohol depen-
dence. . . . We expect Vivitrol to make an immediate
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impact in the alcohol dependence treatment arena dur-
ing fiscal 2007. Keep in mind that current treatment
options for this disease are severely lacking. It is also
a significantly under-treated market, due in large part
to the pervading misconception that alcohol depen-
dence is not a serious disease, but merely a bad habit.
To that end, as awareness of this disease is increased
through educational efforts, the potential population of
treatable patients should expand dramatically.

This is a fascinating perspective not atypical of general
media discussion of both the disease and this novel interven-
tion. It highlights the failure of the medical community to
properly communicate that we can already treat 100% of
patients with this illness and that we have many current treat-
ment options. As with any illness, the patients have only to
be directed to a treating clinician with appropriate expertise.
Although efficacious medications are always welcome in the
clinical setting, there are many medical treatments (e.g. a cast
for a broken bone, dietary alterations for certain metabolic
disorders, behavioral treatment for autism, etc.) that don’t
necessarily involve them.

g? KEY POINT

Medical Treatment = Medications
Rather, medications are a subset of medical treatment that
may or may not be useful.




Nicotine

1. Tobacco use causes higher mortality rates
than use of any other substance. Nearly
450 thousand deaths per year could be
avoided were it not for cigarette smoking.

2. Nicotine dependence, despite its
prevalance, its mortality rate, and the exis-
tence of appropriate treatment measures, is
underdiagnosed and undertreated.

3. Patients with other substance use disorders
have a remarkably high rate of tobacco
use. Such use should be treated precisely
as any other substance use would.

Approximately one quarter of adults in the United States
smoke tobacco each day. Half of them will die as a direct
result of their dependence. Psychiatric patients are even
more likely to fall into this category; 83% of schizophrenia
patients, 69% of people with bipolar disorder, and 37% of
patients with major depression smoke. Although nearly half
of patients with generalized anxiety disorder have been noted
to smoke, there is obvious difficulty ruling in such an illness
in a patient who uses a drug that causes significant symptoms
of anxiety.

In many psychiatric facilities, despite research indicating that
banning tobacco use on inpatient units does not cause deterio-
ration in outcomes, tobacco use continues to be permissible.
Indeed many hospital admission sheets incorporate a standard
order that the patient may smoke and that the patient has been
given appropriate warnings as to ongoing use of tobacco. Study
after study indicates that patients really do listen to their physi-
cians when told that they need to cut down and quit smoking,.
And yet other studies indicate that physicians often don’t bother
telling their patients of this critical need.

Nicotine delivery products lead to greater morbidity rates,
greater mortality rates, and greater expense for society than use
of any other substance. With nearly one quarter of Americans
smoking, you should have a discussion about this issue with at

142



Chapter 12/ Nicotine 143

least one quarter of your patients every time you see them. If
your practice consists primarily of substance use, you are likely
to find that nearly all your patients smoke. Your younger
patients who have not started smoking should be encouraged to
remain non-smokers. You must not fall into the trap of ignoring
the most likely cause of death among your patients simply
because of its high prevalence. Equally critical is that once your
patients are in recovery from other drugs, they will die as a
result of their smoking more than from any other cause. There-
fore, one of your primary focus points should be on ending any
continued use of tobacco for patients in long-term recovery
from other drugs.

DIAGNOSIS OF NICOTINE-RELATED ILLNESS

Nicotine dependence is diagnosed similarly to dependence
with other substances. You may assume that both tolerance
and withdrawal exist for those who are smoking five cigarettes
per day or more. This leaves you needing only one additional
criterion to meet the dependence diagnosis requirement. There
is no diagnosis possible for nicotine abuse. As with other
drugs, not all use qualifies as dependence. You will find
patients reporting that they smoke one cigarette a day, or that
they smoke only at social occasions. This type of use, often
called chipping, should be monitored but it is unclear as to
whether it leads to increased use any more than drinking only
at social occasions inevitably leads to increased alcohol
consumption.

g? KEY POINT

If you have made the diagnosis of nicotine dependence, write it
down as a diagnosis in the medical record. It counts. It's a real
diagnosis with a high mortality rate. Don't skip it just because
the patient also has alcoholism or schizophrenia. These are
both illnesses with high complication rates due to ongoing
tobacco use; if anything, your focus on ongoing tobacco use
should be even higher than usual with these illnesses. Adding
the diagnosis in the chart will lead you to develop a treatment
plan, which will result in your spending time at each session
working on this difficulty. Over time, you will find that your suc-
cess rate in treating this disease gradually improves.
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Resistance

Most patients—about 70%—want to quit smoking. Never-
theless, you will often encounter resistance:

I'm worried that I'll gain weight.

Smokers in general indeed weigh 6 to 8 pounds less than
non-smokers. When a smoker quits smoking, there will gen-
erally be a weight gain of up to 10 pounds. Appetite
increases, food intake increases, and metabolic rate decreases;
despite the fact that each of these alterations is transient, the
weight gain is often permanent. The health risk associated
with a slight increase in weight is far less than that associ-
ated with continued smoking. Further, proper diet combined
with an exercise program is often helpful with motivated
patients.

I tell patients to expect a weight gain. I admit that this pre-
sents a difficulty for some people but that the advantages are
worth the weight change.

I need the cigarettes to calm down.

Although nicotine actually raises blood pressure and
increases pulse, smokers often relate the feeling of calmness
that cigarettes bring them. The stress is generally caused in
part by nicotine withdrawal. Since this stress, and its associ-
ated anxiety, will dissipate following the completion of the
withdrawal process, patients will have a lower need for the
relief of nicotine use. Therefore this anxiety is a temporary
difficulty that patients must work through.

I'll really miss certain cigarettes.

Patients often associate certain times with cigarette use:
before or after meals, while on the telephone, while in their car,
before or after sexual activity, or with a cup of coffee. These cig-
arettes are often reported to be most difficult to give up. Show
understanding about this process with your patient. Discuss
which cigarettes are most important. This will not only help
build the rapport necessary but will assist in the process of
eventually helping your patient quit. Environmental cues can
be quite difficult to eliminate but behavioral changes are often
useful. For example, a patient who smokes after lunch at the
restaurant near work can alter her behavior so that she brings
a sandwich to the workplace, eating now in the nonsmoking
environment. The patient who has time for coffee and a ciga-
rette after breakfast is asked to set her alarm clock ten minutes
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later so that her schedule is shifted and the environmental cue
broken.

My spouse smokes.

This is a remarkably difficult situation. I have frankly had
poor luck in succeeding with patients trying to quit smoking
while their spouse or other housemates continue to smoke.
In some cases, the other family member is willing to work
together with the patient. That can be of great value since the
two will work together to reach their goal. You might encour-
age your patient to have his family member participate in this
portion of the treatment.

TREATMENT TECHNIQUES
Behavioral Treatment

Once the patient is ready to quit and is willing to attempt this
process, there are many different approaches that are possi-
ble. Some patients may wish to quit “cold turkey,” but others
find this concept to be frightening.

CLINICAL VIGNETTE

Viola is a 55-year-old woman with a husky voice from years
of cigarette smoking. She works at a reception desk near the
front door. There, she has always taken advantage of the fact
that she could keep an eye on the phones while smoking just
outside the building. Viola smokes two packs of cigarettes a
day. She has no related medical problems and says that she’s
ready to quit. She reports that she smokes due to habit rather
than because of a feeling that she needs each cigarette.

I asked Viola to keep track of how much she smokes in the
next week, and then to bring a diary to me indicating how
much she smoked each day. The following week she returns
to the office. Some patients at this point will report that
they’ve quit smoking already. Most, however, will report that
the simple act of maintaining a diary led them to reduce the
amount they were smoking. In Viola’s case, she reduced her
usage to 25 cigarettes each day. We agreed to start a weaning
process at that point.
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1) T asked Viola to purchase a different brand of cigarette
with approximately the same strength as her current
brand. The altered flavor is generally less appealing and
will result in some decreased usage.

2) Viola was asked to remove 25 cigarettes at the start of each
day and to place them on a countertop in her home. Each
time she smokes, she will have a reminder as to how many
cigarettes she has left for the day. If she goes out, she has
to take cigarettes with her in a container of some kind
other than the cigarette pack. Smokers often have habits
regarding their packs of cigarettes; these habits can be
addressed in this way.

3) Viola and I discussed how rapidly she would like to quit.
She agreed to a 50-day process in which she would have
one less cigarette every 2 days. She asked about lower
strength cigarettes. These are rarely of value since indi-
viduals alter their smoking method such that they obtain
the same amount of nicotine to which they are tolerant.

4) As we approached the last few days, Viola was given a
plan for her quitting day. This plan involved her discard-
ing her ash trays, throwing away matches and lighters,
and refreshing her house with new curtains, bedspread,
and other items likely to retain the odor of stale smoke.

5) Viola was asked to keep a jar in the kitchen into which she
would now start placing $7 each day, about the amount
that she used to spend on cigarettes. We agreed that at 3-
month intervals, Viola would use the $630 to reward her-
self by taking a vacation or purchasing something for her
home. We also agreed that for the first few weeks, Viola
would reward herself more frequently by using her sav-
ings to reinforce her new behavior.

Of note, some weaning models recommend that the patient
abruptly quit smoking once she has reached a level half that
of her starting dose.

Medication Treatment

Nicotine dependence needs to be treated comparably to all
other substance dependencies. Once a patient enters recov-
ery, that patient needs regular counseling to remain drug-free.
Although some might find the concept of a Nicotine Anony-
mous group amusing, it is likely that such a process would be
of great value, just as it is for other substances. For us to
determine whether medications are of value, we must find
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that the medication leads not only to short-term cessation of
smoking, but to long-term recovery, and that it does so with
efficacy that is at least equal to ongoing behavioral and sup-
portive therapy. Unfortunately, given the high prevalence of
this illness, this has not been accomplished. Note that up to
95% of patients who were treated with transdermal nicotine
relapse to their former use of tobacco. As with other pharma-
cotherapies for addictive disease, long-term outcome is the
key measure, and an often overlooked measure in efficacy-
related research addressing use of pharmaceuticals. Indeed
some of the studies suggest that long-term pharmacotherapy
may be wise. Since long-term treatment with nicotine
replacement therapy has potential for harm, but less potential
harm than smoking, this is an option worth considering.
There are two approaches in common use today: nicotine
replacement therapy and bupropion (Zyban) therapy. Nico-
tine is available as a transdermal patch, nasal spray, gum,
lozenge, sublingual tablet, and vapor inhaler. The patches are
essentially a passive system as they are placed daily, while the
other approaches are active systems used acutely on a p.r.n.
basis. In the United States, the patches are available as:

1) NicoDerm CQ comes in 21-, 14-, and 7-mg doses. This is a
10-week process designed to start with the 21-mg dose for
those smoking one-half pack or more a day or with the 14-mg
dose otherwise. The patch should be worn for 16 hours
unless the patient smokes in the morning after awakening,
in which case it should be left in place for 24 hours, and
then replaced with a new patch.

2) Nicotrol comes in a 15-mg patch to be used for 6 weeks,
16 hours per patch, with a transition for 2 weeks each to
10-mg and 5-mg formulations.

3) Habitrol comes in doses like those for NicoDerm CQ, but
the first patch is noted to be a 4-week process, followed by
2 weeks for each of the follow-up dosages.

The 24-hour duration appears to be a superior treatment
technique. All the patches should be placed in differing loca-
tions of the skin each day to avoid irritation. Patients who
continue to smoke (or chew tobacco) despite wearing the
patch should be switched to an alternative form of therapy.
Patients should be warned of possible palpitations or other
signs of nicotine toxicity (nausea, vomiting, dizziness, tachy-
cardia) and alerted to contact you should they experience
these symptoms. Naturally, patients could experience these
same symptoms from smoking.
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I've had several patients ask about the safety of nicotine
patches. Given that the amount of nicotine patients will get
from the patches is likely to be less than the amount they are
already delivering to themselves, it is rather ironic that
patients have this concern. I explain to each patient that the
danger of nicotine dependence is related primarily to the
delivery vehicle, not to the nicotine itself. Nicotine patches
used as directed are far safer than cigarettes.

Patients will also question the expense of the patches, par-
ticularly as most insurers will not cover the cost. At $3 to $5
for a pack of cigarettes, pack-a-day smokers will find that the
monthly cost of the patch is less than their cigarette expense.
There is the issue of having to purchase a multiday supply at
one time, but the payback in not having to purchase ciga-
rettes at the completion of treatment is significant. Overcom-
ing patient resistance with this argument is usually successful
if the patient truly wishes to quit.

The active systems should not be used only when craving
is experienced, but regularly through the day.

1) Nicotine gum is available in 2- and 4-mg formulations.
Smokers should use a piece of gum every 1 to 2 hours for
the first 6 weeks, reduce to every 2 to 4 hours for 3 weeks,
and then one every 4 to 8 hours for 3 weeks. The 4-mg
dose should be used for patients smoking more than
25 cigarettes per day.

2) Lozenges are available in 2- and 4-mg doses. The dose is
based upon how soon after awakening the patient begins
to smoke. The sooner they smoke, the more likely they
should be prescribed the 4-mg dose.

3) Inhalers are puffed like a cigarette, and were designed to
satisfy the behavioral aspects of smoking. They are rec-
ommended for use for 3 months, and then tapered off
over 6 to 12 weeks.

4) Nasal spray can be used starting at one to two doses per
hour, up to a maximum of 40 doses per day, as needed.

5) Sublingual tablets are not yet available in the United States.

Bupropion (Zyban) enhances the ability of patients to refrain
from smoking. The precise mechanism of this process remains
uncertain. Given the safety of bupropion compared to that of
nicotine, I often prescribe this to patients who have had unsuc-
cessful attempts at quitting using primarily behavioral methods
in the past. All bupropion formulations should be used only in
the absence of a seizure disorder. Patients must have a review of
their medications to ensure that no other medication being
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given is likely to lower the seizure threshold (pay particular
mind to antipsychotics, steroids, and some antidepressants).
Patients should be warned about concurrent use of alcohol or
other sedatives capable of altering the seizure threshold.

Zyban is available in 150-mg sustained-release doses. I
generally recommend that the patient begin by taking one a
day. After 1 week, if there have been no side effects, the dose
can be increased to 150 mg b.i.d. and a behavioral plan such
as the weaning process described above may be implemented.
Given bupropion’s efficacy in treating depressive disorders,
this is an excellent drug for treating concurrent major depres-
sion and nicotine dependence.

In conclusion, however, it has yet to be demonstrated that
a period of smoking cessation in the midst of ongoing nico-
tine dependence is of any value. Therefore, for medication-
assisted cessation of tobacco use to be of value, we must have
a demonstration of its long-term efficacy in producing a solid
recovery. You might think, “It’s clear, isn't it, that if a patient
stops using a drug for a period of time, their chances of stay-
ing clean for the rest of their lives are better than if they never
stopped for any period of time?” That argument is unfortu-
nately invalid, as nice as it would be to believe:

If we know Patient A never stops smoking, we can say his
chance of quitting is 0%.

If we know Patient B stops smoking for 6 months while using
maintenance therapy, we can safely say that Patient B
chances of quitting permanently are between 0% and 100%.
If we know Patient C stops smoking for 6 months without
maintenance therapy, we can safely say that Patient C’s
chances of quitting permanently are between 0% and 100%.

The possibility therefore exists for all patients that the true
outcome is zero percent. As a result, until we conduct research,
we can’t reject a hypothesis that states that Outcome A = Out-
come B = Outcome C = 0%. It may be that significance isn’t
reached until a certain duration of abstinence has been
achieved. One could also set up a study design comparing
Patient B to Patient C. Would there be any difference in the long
term outcome between the two patients? And if so, what duration
of maintenance therapy is necessary? We might discover, for
example, that 6 months of abstinence with maintenance ther-
apy leads to a significant improvement in long term outcome,
but without maintenance therapy, 12 months of abstinence is
necessary to achieve significance. Or it could be the reverse. We
don’t know.
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Studies with bupropion suggest that the likelihood of long-
term recovery may be improved with long-term bupropion
treatment rather than simply providing the medication for a
brief period of time. Recent trials with a novel nicotinic recep-
tor agonist, varenicline, suggest that almost half of patients
taking this medication stop smoking after 12 weeks, and inter-
estingly again, half of those return to smoking afterward.

What all this tells us is that nicotine dependence should likely
be treated in a similar manner as other substance dependencies,
with a combination of therapies that include long-term support-
ive care. Pharmacotherapy for nicotine dependence appears to
be a rational intervention, but longer-term studies are necessary,
and such studies should include a supportive therapeutic arm as
well as a longer pharmacotherapy period. It is also critical that
research adequately demonstrate that such therapies do not have
negative outcomes over the years when compared against behav-
ioral intervention. While the short-term response may be posi-
tive, one can speculate that long-term recovery is best obtained
in the absence of pharmacotherapy-based intervention. It may
be, however, that pharmacotherapies for sedative and nicotine
dependence give rise to quite different epidemiologic findings.

Varenicline and rimonabant, a cannabinoid type 1 receptor
antagonist, are both medications that may become available
for this population over the next several years. Tricyclic anti-
depressants, clonidine, and nicotine vaccines are all under
ongoing investigation for use in nicotine dependence.

CONCURRENT MEDICAL CONDITIONS

It is certainly prudent to quickly explore the medical compli-
cations of nicotine dependence, all well documented in other
sources. Cancers of the oropharynx, larynx, lung, esophagus,
and bladder all have increased incidence among tobacco
users. Certain types of cancer have markedly increased inci-
dence among those who both drink alcohol and smoke ciga-
rettes. The potential for cardiovascular disease among smok-
ers is well-known. Often ignored, however, is the higher
incidence of esophageal disease secondary to reflux, possibly
due to relaxing effects of nicotine at the esophageal-gastric
junction. Patients may be able to discontinue medications for
GERD if they discontinue tobacco use completely. As with
patients with other forms of regular substance use, it is wise
to encourage the nicotine dependent patient to obtain annual
physical examinations from their primary physician.



Stimulants

The cocaine-using population has an extraordi-
nary breadth, ranging from those with tremen-
dous social and occupational success to those
with neither. People using cocaine frequently
use it as part of their daily routine rather than,
as with heroin, a replacement for their daily
activities. The sense of invulnerability achieved
with cocaine leads to great denial which, when
combined with the psychological relationship
of cocaine with successful work and entertain-
ment, makes recovery very difficulty.

Both cocaine and methamphetamine disrupt the dopamine
neurotransmitter system in the brain. The increased availabil-
ity of dopamine results in mood elevation and increased psy-
chomotor activity. As the concentration of the stimulant falls,
the mood elevation that it produced falls quite rapidly, leading
to increased craving quite soon after the initial administration.
This leads to the binge behavior so often seen with stimulant
use. It is unclear as to whether ongoing use of high stimulant
dosing results in permanent damage to neurons in humans,
although recent studies are increasingly suggestive of such an
outcome. Impairments in cognition and ongoing psychiatric
symptoms following recovery from stimulant use have been
observed to be persistent in some cases.

In addition to the intoxicating effects, use of stimulants
causes:

Elevated blood pressure
Tachycardia
Increased respiratory rate
Pupillary dilation

With higher doses:
Cardiac arrhythmia
Cerebral hemorrhage
Seizure

Respiratory failure
Death

151
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Toxic psychosis can also develop with ongoing use. Para-
noid delusions, tactile and visual hallucinations, and stereo-
typical mannerisms are not uncommon. These symptoms
often develop as tolerance forms to the intoxicating effects of
a stimulant. In addition to tolerance, however, some also show
evidence of sensitization. With tolerance, we see that higher
doses are required to achieve a given effect; with sensitization,
we observe that the same dose given in the future will lead to
additional effects, often undesired. With repeated use, for
example, a given dose of cocaine may lead to a seizure even
after a comparable dose taken earlier did not have that result.

Cocaine

Cocaine hydrochloride is a potent stimulant extracted from
the coca plant. It is generally available as a white crystalline
powder that can be taken intranasally. Coca paste (“base”),
from which the powder is derived, can be smoked, leading to
even more rapid intoxication than the use of powder. The
freebase form of cocaine differs from coca paste: here the
cocaine alkaloid is separated from other components. It can
then be volatilized and smoked. This freebase is generally
known as crack. Be familiar with speedballs, the mixing of
opiates and cocaine together, as this is commonly used in
some locations and is felt to smooth the effects of each drug.
Most cocaine users combine their use with that of alcohol,
with reports that this prolongs the feeling of euphoria and
decreases agitation following cessation of a binge. Cocaeth-
ylene, a particularly hepatotoxic substance, forms in the
liver when both cocaine and alcohol are used. Marijuana
combinations with cocaine are also popular as this use
appears to increase the rapidity with which cocaine leads to
euphoric effects.

CLINICAL VIGNETTE

Vanessa sits in her shabby and filthy home smoking crack.
Here she has been sitting for the last 16 hours rapidly smok-
ing the paycheck she was fortunate to have earned. She ini-
tially felt euphoric but now as she chases the high, she feels
only irritable and depressed. She has gradually become less
organized and is increasingly suspicious about the car parked
across the street. She begins absent-mindedly picking at her
skin. Finally she falls asleep, the fire that she has caused from
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her falling pipe luckily extinguishing itself after a few min-
utes. On awakening, Vanessa is hungry but lacks significant
motivation and energy. She mopes around the house looking
repeatedly in the empty cabinets for something to eat. After
several days, Vanessa returns to her usual level of activity,
returns to work, and awaits her next paycheck.

Despite Vanessa’s use of cocaine, there is no need for her to
go through a pharmacologic detoxification. The potentially
dangerous period of cocaine use is limited to the period of acute
intoxication, particularly if hyperpyrexia or convulsions are
present. Following this period, while lethargy and depression
are common, medication is not necessary for detoxification.
This does not mean, however, that formal treatment is not indi-
cated. Should your patient be having difficulty discontinuing
her cocaine use, even after a period of treatment, you need not
fall back upon pharmacologic measures. Instead, increase treat-
ment frequency, ask that the patient receive adjunctive therapy
from another clinician, or determine whether the patient would
be better served within another treatment environment such as
a halfway house or day program. Your ongoing rapport with the
patient will prove of great value. Don't give up simply because
your patient relapses.

Sexual Activity and Cocaine

Cocaine and other stimulants are often used as an enhance-
ment to sexual activity. Indiscriminate choice of sexual part-
ners increases the risk of sexually transmitted disease. The
relationship between sex and cocaine grows quite strong as
usage increases. This can lead to great embarrassment and dif-
ficulty as your patient enters recovery. Sexual activity leads to
marked cravings for cocaine and an increased risk of relapse;
without the presence of cocaine, an individual who has grown
used to sexual activity with cocaine present sometimes feels
bored or anxious at the potential lack of performance.

Sex is just one of many lifestyle issues that pertain to
cocaine use. Because of the expense of this drug, and because
cocaine often allows for a binge/nonuse pattern of intake,
individuals often purchase large amounts of cocaine after
receiving their paycheck. They then begin to associate the
receipt of a paycheck with the feelings that come from the
drug. Parties and other social gatherings may also be viewed
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as a trigger for these patients. A marked change in lifestyle is
necessary for patients to move through the recovery process
without relapse.

? KEY POINT

In the event of sexual dysfunction coexisting with use of or
recovery from cocaine, avoid diagnosing a primary sexual
dysfunction. Instead, consider cocaine-induced sexual dys-
function as the diagnosis.

DSM-1V Criteria for Substance-Induced Sexual

Dysfunction

A. Sexual dysfunction with marked distress or interper-
sonal difficulties

B. Evidence of (A) developing within a month of intoxication
or withdrawal OR substance use directly related to (A)

C. Disturbance is not better accounted for by a sexual
dysfunction not caused by substance use

? KEY POINT

DSMHV suggests that if the dysfunction persists for more
than 1 month after cessation of withdrawal, the mood dis-
order might not be substance-induced. In my experience,
1 month is far too short a period of time for resolution of
these difficulties even when their onset is directly related to
the substance use, particularly if use has lasted many years
or if the onset of use was during adolescence and the onset
of sexual activity.

When diagnosing Substance-Induced Sexual Dysfunction,
you should also note one of four self-explanatory specifiers:

e With Impaired Desire
e With Impaired Arousal
e With Impaired Orgasm
e With Sexual Pain

You should also specify if the dysfunction had onset during
intoxication.
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CLINICAL VIGNETTE

Dr. Roberts, an otolaryngologist, prides himself on maintain-
ing his emergency medical technician certification. He occa-
sionally volunteers as part of the local ambulance service. On
one particularly rainy night, Dr. Roberts skids off the road
while driving the ambulance. He awakens in the hospital to
find that the police have a few questions for him. Apparently,
they somehow found out that Dr. Roberts’ ER drug screen
was positive for cocaine.

Physicians utilizing cocaine anesthetics and patients
receiving cocaine as a local anesthetic both may have positive
cocaine findings. Levels in these situations can easily rise
beyond the minimum detection level. Clearly this opens to
door to legal difficulties when such physicians and patients
apply for new jobs or find themselves with liability secondary
to some other event.

METHAMPHETAMINE

Frequently known as crank, speed, or crystal meth, metham-
phetamine is easily manufactured from common ingredients.
It has long been seen primarily on the West Coast and in
Hawaii, but is now being seen in increasing numbers in urban
and rural Midwest areas as well as the Northeast. It is less
expensive than cocaine with longer-lasting effects. It can be
taken orally, crushed and taken intranasally, or placed in a
solute and injected intravenously. It easily dissolves in lig-
uids. It may also be converted to a solid form known as ice,
which can be smoked. This provides a more rapid onset and
more vivid intoxication than IV use.

Neurotoxic to dopamine transport mechanisms, metham-
phetamine can lead to agitation, excitement, decreased
appetite, and increased physical activity somewhat reminis-
cent of a manic episode. Psychotic and violent behavior can
develop with continued use. The acute withdrawal from
methamphetamine is often reported as causing more depres-
sion than that experienced when withdrawing from cocaine.
In the 6 years between 1992 and 1996, use of this drug in
Seattle increased 10-fold.

In many ways, methamphetamine is quite similar to
cocaine. The course of addiction, underlying neurological
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effects, and psychological effects all are roughly equal for the
two drugs. Since methamphetamine has longer lasting effects,
however, the withdrawal can be subjectively more intense.
Sleep following extensive use, for example, can last several
days, following which the user can have several weeks of
depression. Since methamphetamine, unlike cocaine, crosses
neuronal cell membranes to enter the dopamine storage vesi-
cles, it is believed that methamphetamine is far more likely
than cocaine to cause neuronal damage. Psychotic symptoms,
mood lability, violent behavior, and the resulting social and
occupational damage experienced by regular methampheta-
mine users can persist long after use has ceased.

CAFFEINE

Unlike all the other addictive substances, caffeine is generally
represented as being safe. We know that caffeine causes toler-
ance and withdrawal phenomena. We also know that heavy
use is associated with anxiety, insomnia, and small increases
in blood pressure. Because caffeine is not generally used in the
same way as other addictive substances, specifically as a way
to escape difficulties with interpersonal relating, it has been
thought unlikely that caffeine use leads to anything other than
a physiologic dependence. DSM-IV excludes caffeine from its
dependence category, but ICD 10 includes caffeine in their
equivalent schema. Several studies have suggested that the lat-
ter approach may be the more accurate. It seems that a major-
ity of caffeine users have a desire or have had unsuccessful
efforts to stop or reduce their use. No publications have fol-
lowed long-term results of treatment designed to assist
patients with such a desire, though a variety of treatment tech-
niques have been described, all following routine methodology
used in other substance use disorders.

One topic that must be addressed, both in terms of devel-
oping research and in terms of recognizing the extent of use
by any one patient, is the lack of any standardization in caf-
feine levels. If a patient says she has four cups of coffee a day,
that can mean she has 16 mg of caffeine each day (decaf), 280 mg
(instant), 400 mg (brewed), or 1,600 mg (Starbucks 16-o0z
drip coffee).

An average soft drink has 40 mg of caffeine, but again there
is a range from zero (Sprite, 7-UP) to 71.5 mg (Jolt). So-called
energy drinks such as Red Bull contain 80 mg of caffeine
while a milk chocolate bar contains 10 mg.
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As with many drugs, there are slow and rapid metabolizers
of caffeine. Caffeine appears to place slow metabolizers at
higher risk of nonfatal myocardial infarction, an association
not present in those who are not slow metabolizers.

g? KEY POINT

Caffeine use slows the elimination rates of clozapine and
theophylline and should therefore be discussed with patients
taking either medication.

It isn't clear at this point as to whether a more extensive
discussion of caffeine belongs here, but the literature should
be watched. Just because the substance is used extensively
doesn’'t mean that it cant cause problems for individual users.

TREATMENT

The majority of treatments for stimulant-using patients are
psychosocial in nature. One such model involves a combina-
tion of 20 individual sessions, participation in 12-step meet-
ings, and group sessions with training in early recovery skills,
relapse prevention, family education, and social support over
a 24-week treatment period. This model of treatment has
been shown in multiple studies to result in notable reduction
in stimulant use. Inclusion of family members in treatment is
also likely to decrease relapse rate.

Disulfiram (Antabuse) was noted in 2004 by Kathleen Car-
roll as having potential value in leading to reduction of
cocaine use, including patients without an alcohol-related dis-
order. The early outcomes suggest that there may be a differ-
ence between men and women, with men responding to this
type of treatment and women not. While Antabuse has not
been shown to lead to discontinuation of substance use, it
appears that further study is warranted. In 2005, Charles
Dackis found that modafinil (Provigil) led to a significant
improvement in abstinence duration when compared with
placebo. The numbers are low, with only one third maintain-
ing sobriety for greater than 3 weeks, but this is an early study
of a drug that was not specifically designed for this purpose.
Additional pharmacologic investigation may lead to an even
more useful approach. Although there have been many indi-
vidual studies of pharmacologic interventions for cocaine use,
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none has been found a reliable treatment technique. Antide-
pressants might be useful for some patients, particularly those
with concurrent depression, but are unlikely to reduce the
likelihood of relapse in euthymic patients. Amantadine and
bromocriptine use have been explored, again with results indi-
cating a lack of clinical value. Anticonvulsants such as carba-
mazepine and buprenorphine, the opioid partial agonist, have
also been studied and generally rejected. Trazodone and
diphenhydramine (Benadryl) may be used to help sedate inpa-
tients during the few days after continuing stimulant use, but
these medications should be used sparingly and symptomati-
cally rather than as a routine. Propranolol, baclofen, topira-
mate, and tiagabine studies are underway for their possible
value in treating cocaine dependence.

A novel approach through the use of a cocaine vaccine has
been developed and is currently under study. The vaccine,
TA-CD, stimulates the production of cocaine-specific antibodies.
These antibodies bind to cocaine and prevent it from crossing
the blood-brain barrier, thereby reducing euphoric effects.

RESEARCH VIGNETTE

PharmRUs has developed a new drug for the treatment of
substance Y dependence. Their medical director studies
200 patients using Y regularly. One hundred receive the old
treatment and 100 receive the new approach. He reports that
there were significant differences between the two groups at
the end of the study, 8 weeks later. The 100 receiving the new
approach had a lower total intake of Y and used Y less fre-
quently than the 100 receiving the old treatment. The new
drug is proudly trumpeted to the press as a solution to the
rapidly growing use of Y.

Recall from earlier chapters that quantity and frequency of
use are not germane to diagnosis or severity of illness. This
research vignette represents a standard approach, particularly
in a political climate in which reduction of substance use is
seen as being a success. From many perspectives, these are
undoubtedly valuable findings for potentially useful tools,
but do not confuse such findings with those that would gen-
uinely indicate value in a substance use disordered popula-
tion. For that population, the research end point must be
sobriety and the research duration must represent a significant
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time period. Seek out research that compares the case and
control groups in terms of entry into recovery, not simply in
terms of abstinence duration. If those getting Drug A have a
significantly longer period of sobriety than those getting
placebo, thats meaningless if both groups have a similar
relapse rate after one year. If significantly more of those get-
ting Drug A enter and remain in recovery than those getting
placebo, likely in the context of ongoing supportive therapy
and self-help group attendance for both groups, then you
have a research study worth reading. This is a lifelong disease
state; I can press the pause button by moving the patient to a
desert island where no drugs exist, but this is not valuable in
the long-term treatment of the disease unless I can show that
a significant percentage of those patients will remain sober
upon return to civilization.

The vaccine approach is interesting. If we accept as true that
a vaccine will permanently prevent the patient from experi-
encing any mental status changes secondary to cocaine, then
it is likely the patient will not use cocaine again. However,
since the use of cocaine is not the disease itself, but the result
of the patient’s attempt to treat his illness, we wonder what the
secondary effects would be. Will patients seek alternative
solutions, or will they simply remain uncomfortable? What
will the alternatives be? Close observation of this is necessary
to ascertain the potential long term risks of stopping the
“value” perceived by the patient as a result of cocaine use.
Replacements might be even riskier than the original drug.

MEDICAL COMPLICATIONS

Cardiovascular toxicity is a significant risk for those using
cocaine. Myocardial infarction, sudden death, ventricular con-
duction defects, and dysrhythmias have all been reported fol-
lowing cocaine use with routine street doses. Those with
cocaine intoxication may also experience generalized seizures,
sometimes immediately before cardiac arrest. Pulmonary
abnormalities are routine in those using freebase cocaine. Pul-
monary function tests indicate a significant reduction in car-
bon monoxide diffusing capacity in most subjects who smoke
cocaine. Transient pulmonary infiltrates, bronchospasm, and
pulmonary edema as well as respiratory arrest are all possible
complications of cocaine use. Stroke and rhabdomyolysis are
also possible complications of cocaine use. Cocaine-related
deaths typically take place within 2 hours of use.
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Psychiatric disorders may be exacerbated or kindled to arise
earlier than they might have otherwise. Medical treatment
may be necessary for cardiovascular disease, pulmonary infec-
tion, damage to the nasal septum, sexually transmitted dis-
ease, and other illnesses often directly associated with the
route of administration. Full medical and psychiatric workups
as well as a physical examination are indicated at the start of
treatment for any patient with a history of stimulant use. As
with other street drugs, medical difficulties may be related to
impurities rather than to the stimulant itself. Toxic contami-
nants are especially likely in methamphetamine. With cocaine,
the impurities are often intentional fillers such as quinine,
glucose, mannitol, lidocaine, or other stimulants.

OTHER STIMULANTS

Stimulants are prescribed in the United States for narcolepsy,
weight loss, and attention-deficit hyperactivity disorder
(ADHD). Stimulants are also increasingly prescribed as adjunc-
tive treatment for depressive disorders. Methylphenidate (Ritalin)
and dexedrine, less frequently misused than other stimulants,
are usually the first-line treatments for ADHD. It is a somewhat
milder stimulant then dextroamphetamine (Adderall), which
along with pemoline (Cylert), are used as a second-line treat-
ment. Modafinil (Provigil) is prescribed to improve wakeful-
ness in those with narcolepsy.

The use of stimulants is a controversial one for some mem-
bers of the public and for some practitioners. It is not unusual
for parents of younger patients to refer to newsmagazines as
they ask whether their child really should receive a stimulant
medication. Although it is clear that stimulants can be help-
ful in true cases of ADHD, and that they do not lead to sub-
stance use disorders when prescribed properly, stimulants
alone are not likely to be useful as long-term treatments for
narcolepsy, depression, or for weight loss. There can be tem-
porary relief, just as benzodiazepines bring temporary relief
for anxiety, but it is unlikely that patients will have greater
benefit than risk.

Unfortunately, in addition to their role in treating certain
disorders, stimulants may also be misused. Among the expe-
riences sought are relief from fatigue and enhancement of
sexual or social activity. Stimulants used briefly can help the
student, or the driver covering a great deal of distance, but
tolerance prevents the drug from being continually useful in
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this manner without the development of more serious diffi-
culties. The user experiences feelings of energy and euphoria.
Tolerance develops rapidly and the user sometimes attempts
to chase the initially attained sensation. During this time,
amphetamine psychosis can arise. As use increases, paranoid
ideation accompanied by ideas of reference and social isola-
tion can develop. Hallucinations are possible and violent
behavior is sometimes noted. Following cessation of a binge,
the user “crashes.” During this time, drug craving is high,
accompanied by anxiety and marked depression. Intense crav-
ing persists with research indicating that 6 to 9 months are
necessary after extended periods of binge use to eliminate the
withdrawal phenomena of anhedonia and dysphoria, felt to be
due to a disturbance in the dopaminergic systems of the brain.
The study of pure cases of stimulant use (other than that of
cocaine) has been quite limited. Treatment of the depressive
symptoms following stimulant cessation can be handled as with
cocaine. Psychotic symptoms secondary to stimulant use are
cause for admission to the hospital. Initially, blood pressure
should be followed closely. Haldol may be used for 3 to 4 days as
necessary, watching carefully for dystonic reactions. Sedatives,
including benzodiazepines, are not indicated in this situation
and should not be given. Cravings may also be alleviated in some
patients using amantadine and bromocriptine, though many
addiction specialists prefer not to use any medication. The with-
drawal itself does not require intervention with medication.

g? KEY POINTS

1) Stimulants cross the placenta and can increase chances
of premature labor.

2) Rapid intake of stimulants can result in death from cardiac
fibrillation in otherwise healthy young people.

CLINICAL VIGNETTE

Return to the “Preface” to read again the story of Renee, the
young woman who remained sober after many years of
cocaine and alcohol use after a forced period of confined time
off the street. Following Renee’s commitment, she went to a
halfway house for several months. During this time, I was
seeing her weekly. Her past history had included treatment
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for various mood disorders, but of course her diagnosis had
always been clouded by the ongoing substance use. An accu-
rate diagnosis was not yet available. Given the history of
cocaine use, withdrawal symptoms were likely to be dimin-
ishing only gradually. As time passed, Renee showed growing
signs of energy, almost as if she were taking stimulants. She
was loud in the waiting room, energized and happy. There
were no signs of outright mania or mood swings, but there
were complaints from peers in her halfway house about her:
Renee had problems concentrating and focusing on issues
during group.

I began to wonder if Renee had ADHD. Part of me wanted
to prescribe Ritalin, but I had to recognize that Renee had
finally entered a solid recovery from cocaine dependence.
I wondered if the first clue hadn’t been Renee’s original state-
ment when we first met that she took cocaine to calm down.
As time passed, the diagnosis of ADHD seemed more likely.
Renee’s tox screens remained clear. Our trust for one another
had grown. I wrote a prescription for a small dose of Ritalin,
5 mg b.i.d., for a 3-day period of time, and asked Renee if
I could discuss the results with both her and with the staff at
the halfway house the following week. The results were
impressive and led to ongoing use of a 5-mg dose in the morn-
ing and a 20-mg dose of Ritalin SR in the afternoon. Renee’s
cravings diminished markedly, her symptoms of ADHD were
significantly reduced, and she was able to move to her own
apartment shortly thereafter.

Several studies have indicated that use of oral methylphenidate
is safe in combination with cocaine and appears to decrease
cocaine use (bupropion has also been demonstrated as being
potentially useful in an ADHD-cocaine dependence comorbid-
ity). Clearly, for a clinician to prescribe a stimulant to a patient
with active stimulant use or a history of stimulant dependence,
there must be a significant degree of trust present. It could well
be that the improvement we note is related to the trust, not the
medication. Never underestimate the importance of your rela-
tionship with the substance-dependent patient. It is nearly
always likely to be the most important part of the overall equa-
tion. Having said that, however, I have since prescribed Ritalin
to three other cocaine dependent patients. The patients each did
well, but were chosen not only for the clear symptoms of ADHD
but also for their stability in treatment. These were patients
invested in treatment, honest about their use or lack of use
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(as shown by random screens), and with whom a strong rapport
had developed over many months.

Patients with diagnosed ADHD in childhood are twice as
likely as their peers without ADHD to have nicotine or cocaine
dependence as adults. Several studies suggest that treatment of
ADHD in childhood is likely to result in a decreased tendency
for these children to use illicit substances as they get older. It
makes sense that at least some individuals with ADHD dis-
cover the symptom relief initially gained from cocaine use. It
also makes sense that children who were uncomfortable in
school may use substances for psychological purposes. Those
already treated or those who are comforted through medical
treatment may find it easier to reject offers from peers to try
something new. In contrast with the myth that treatment of
ADHD can lead to substance use in adult life, recent studies
and many anecdotal observations indicate otherwise.



Opiates/Opioids

NIDA Director Nora Volkow noted that in 2003,
31.2 million Americans over age 12 abused a
prescription opioid medication, an increase
over the previous year. In that same year, high
school seniors abused opioids more than any
illicit drug other than marijuana.

Don’t assume that your employed, married,
well-dressed patient doesn’t use heroin simply
because he doesn’t match your image of a
heroin-using individual.

“Heroin is back, and its cheaper, more potent, and more deadly than
ever. The new modes of heroin abuse—smoking and snorting—give
the illusion of safety, but the same certainty of danger and death.”

—Gen. Barry McCaffrey
Former Director of the Office
of National Drug Control Policy

A quick definition: Opiates are those drugs derived directly
from opium. Morphine and codeine, for example, are opiates. Opi-
oids include the semisynthetic drugs such as heroin, Dilaudid,
and Percodan, which are produced by altering opiates, and the
synthetic analgesics such as Darvon and Demerol. These anal-
gesics vary from one another by lipid solubility and oral
absorption rates. Half-lives also vary, from just a few minutes
for heroin to 15 to 30 hours for methadone. Subjectively, 1 mg
of methadone is equivalent to 1.5 mg of Percodan, 2 mg of
heroin, and 20 mg of Demerol. Sought by opioid users are feel-
ings of euphoria, improved mood, decreased anxiety, and
decreased concern. Intravenous use leads to a “rush,” a distinct
and intense feeling of pleasure. Not everyone responds in this
manner to opioids. Some who receive these medications experi-
ence unpleasant feelings of confusion, drowsiness, or simply
drop off to sleep. The literature suggests that individuals who
have the biology such that an opioid causes a distinct feeling
of pleasure are also those who are susceptible to opioid-related
disorders. Recall from earlier chapters that this is the chicken-and-
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egg theme of these illnesses; it may be that patients who have
that feeling of pleasure have something wrong to begin with
and that opioid use is only their way of solving the existing
unnamed phenomenon.

Within this chapter, I speak frequently of heroin but prescrip-
tion opioid analgesics are being used with increasing prevalence.
While some of the social characteristics of use differ between
heroin and other opioids, the medical scenario is roughly iden-
tical in terms of treatment approach and methodology.

CLINICAL VIGNETTE

Mr. Philpot is a pleasant gentleman in his early fifties. After
many years working for the same vocational school as an
instructor, he was recently fired. He related to me that he had
been arriving late for classes, something that had never been a
problem for him in previous years despite his decades-long
use of heroin. Mr. Philpot says that this last year was especially
difficult. His usual dealer had been arrested and he had to go
to a nearby town to obtain heroin. He would often use one bag
on his way to the school, thus causing him to arrive late.

A difficult diagnosis? Not at all. But in the past 25 years,
throughout which Mr. Philpot was using heroin, not a single
physician whom he saw had voiced even a suspicion or concern.
He was simply never asked. Mr. Philpot was an unusual individ-
ual in that his use never rose above two bags each day. He would
often go several weeks without using heroin. He managed to
avoid legal entanglements along the way. He had been married
for many years, though he had lied to his wife for years that he
was no longer using (she didn’t believe him, but said nothing to
him about that). He did get hepatitis, which was now chronic.
And he had done a reasonable job of getting two rather unpro-
fessional tattoos to hide scars from his earlier injections.

I asked Mr. Philpot if he would have told the truth had
even a single physician along the way asked him about use of
heroin. He replied that at the least, he would have been sur-
prised, thus probably giving away the answer quickly. He told
me that he was sometimes asked about marijuana, and some-
times about cocaine. But he looked too clean and professional
to be a heroin user. He told me, “People expect you to have
unwashed stringy hair, lines of track marks, lost teeth, ciga-
rette burns, and bad skin.”
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For the past 40 years, Americans have been taught that
heroin is the worst of the illicit substances. Only those with
the most advanced case of substance dependence would pick
up heroin. Not true—on either count. Heroin has come to a
higher prominence recently. It has become available in a rea-
sonably pure form that is amenable to intranasal use. While
this can lead to ulceration of the nasal septum just as
intranasal use of cocaine does, it also allows substance users
to quickly bypass the old stumbling block to the use of heroin,
the hypodermic. So not only are track marks passé, but heroin
is suddenly one of the more attractive drugs for adolescents.
More importantly, the “fact” that heroin is the worst of the
bunch seems to have made more impact on physicians than
our patients since we’re the ones not asking about it and our
patients are the ones using it. Why don’t we ask? Simply put,
we don't want to offend the patient. Go ahead: “offend” your
patient by asking. You might even think to yourself about
whether heroin is really the worst. In terms of potential mor-
bidity and mortality, alcohol, cocaine, and nicotine are all
worse than a pure opiate used with sterile technique.

CLINICAL VIGNETTE

Marcia is a young woman in her early twenties. She is a
smoker and has developed bronchitis. Other than her nico-
tine dependence, Marcia has no other substance related dis-
orders. She is started on Tussionex, a hydrocodone-containing
cough suppressant, by her physician. Her use of cigarettes
continues without alteration. Given persistent cough, the
Tussionex is continued by another physician. Marcia is con-
currently started on Fioricet following ongoing difficulty
with headaches. Fioricet contains butalbital.

Marcia continues to receive Fioricet prescriptions for 5 years.
She frequently comes to her physician with complaint of
ongoing cough, for which she receives either Hycodan (also
hydrocodone) or Tussionex. At one point, she reports to her
physician that her Fioricet prescription had been stolen. At
another point, she returns for a refill prior to the scheduled
refill date. A tapering schedule of Fioricet is initiated but the
patient’s headaches worsen and she ends up increasing her
use, coming to her physician on multiple occasions for refills.

Ten years after receiving her initial prescription for Tus-
sionex, Marcia’s physician leaves his hospital and Marcia is
unable to locate another physician from whom to obtain her
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ongoing need for Fioricet. She begins to purchase drugs on
the street, then to steal money to support herself. She now
realizes that she has an opioid dependence but is uncertain as
to where to turn for help. She blames her physicians for hav-
ing initiated the problem in the first place.

This vignette is unfortunately not uncommon. Patients will
often obtain similar medications from different physicians
and will fill their prescriptions at different pharmacies. Fre-
quent emergency room visits are part of the history as the
patient can generally count on seeing a different physician
each time, particularly in teaching facilities. This scenario is
sometimes observed by managed care entities, which then
send a complete record of the patient’s prescription history to
the patient’s primary care physician. While there are obvious
concerns regarding the patient’s privacy and confidentiality,
this is often the first opportunity to confront the patient
regarding his behavior.

Stopping all prescriptions for opioids is often the physi-
cian’s first thought. This must be resisted as it will simply lead
to the patient leaving for another physician. Tapers of med-
ication are often resisted but should be pursued as you would
pursue the taper of a sedative. It is often useful to work closely
with the patient’s insurance. Some plans will restrict payment
for controlled substances such that they may be written by
only one physician and filled at only one pharmacy.

If you feel that the patient is not following your taper
instructions, then a higher level of care (e.g. partial hospital-
ization rather than outpatient care) or more frequent contacts
may be necessary. It is not acceptable to merely write in the
chart that the patient was noncompliant with instructions
without creating an alternate and improved treatment plan.

IDENTIFICATION OF OPI10ID-RELATED ILLNESS

Tolerance is generally omnipresent with any consistent opi-
oid use and is noticeable even in a short-course treatment fol-
lowing a painful medical procedure. Dose needs can increase
dramatically and to such an extent that the dose necessary to
produce a response can be deadly in a naive patient.

Because of the degree to which tolerance forms, it is criti-
cal that you hold this or a similar conversation with all
patients for whom you perform opioid detoxification:
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Mz Smith, you were taking a rather large dose of
heroin each day before coming into the hospital. I know
that youwve told me that you'll be staying away from
heroin in the future, but patients sometimes don't stay
away as much as they’d like. Occasionally, a patient
will slip and use. If this should happen to you, you need
to be aware that the dose you were taking before com-
ing into the hospital might kill you instead of making
you feel better. Remember when you first started using
heroin? How much would you use at one time? And
then how much more were you using at one time before
coming in? That difference is because you had devel-
oped tolerance. Your tolerance is substantially less
now, and may be so much less that if you pick up again
and use what you were using right before coming in,
you may end up with a fatal overdose. So if you do use,
make sure you use just a small amount.

As you make these statements, your patient will likely be
waving you off, shaking his head, and making simultaneous
comments concerning your not needing to worry about him.
It is therefore up to you to have him focus and attend to your
statement as closely as possible. This is a potentially lifesav-
ing bit of information, the lack of which has led to many
patient deaths following treatment.

The withdrawal phenomenon for opioids is subjectively
apparent after an individual has been taking an opioid daily
for 3 or more weeks. The withdrawal is subjectively uncom-
fortable but is generally free of medical hazard. These symp-
toms differ depending upon the drug being taken. For heroin,
withdrawal symptoms will appear within half a day, peak at 2
to 3 days, and end within 10 days. Methadone withdrawal
appears after at least 36 hours, peaks at 5 days, and can last
up to 3 weeks. Codeine withdrawal symptoms, which present
with a time course similar to that of heroin, tend to be rela-
tively mild in comparison.

For heroin, within a few hours of use, the patient will begin
to experience craving for the drug. This is the first sign of
withdrawal. Physical discomfort follows, including diaphore-
sis, rhinorrhea, lacrimation, and yawning. Within half a day,
the patient will have increased craving with increased irri-
tability, mydriasis (dilated pupils), loss of appetite, and pilo-
erection. Within one to one and one half days, the patient will
begin to experience nausea, vomiting, and diarrhea. Chills and
a fever may arise. Muscle spasms, flushing, abdominal pain,
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and insomnia are likely to be present in the more severe cases
of withdrawal as well.

g? KEY POINT

As with withdrawal syndromes from sedatives and cocaine,
the completion of the acute withdrawal process does not
mean that the patient feels well. Fatigue, depression, and dif-
ficulty with sleep can take many months to dissipate. Sup-
portive therapy and attendance at self-help groups are criti-
cally important during this time period in order to achieve a
longstanding recovery.

Diagnosis of abuse or dependence depends only in part
upon the presence of tolerance or withdrawal, both of which
will be present in those taking opioid medication precisely as
prescribed over an extended period. The other criteria for the
diagnoses are met here as we discussed in Chapter 2. Don't
forget to watch for concurrent sedative or cocaine use. Don't
ignore the significant population that uses opioid substances
in small but regular quantities. This group of individuals
might use one bag of heroin per day, be in a reasonable job,
be apparently successful, and yet may be at significant med-
ical risk or be performing at a level below their true ability.
You won't know about these patients unless you ask all your
patients about substance use.

CONCURRENT MEDICAL CONDITIONS

Medical problems with opioids arise secondary not only to
actual side effects of the desired substance, but to contami-
nants in the drug and to lack of aseptic technique during
injection. The infectious possibilities of hepatitis and HIV can
not be understated and must be explored with each patient
using intravenous techniques of dosing. IV drug use can also
lead to dermatologic, cardiac, pulmonary, and neurologic
infections. Glomerulonephritis, septicemia, and meningitis
are all possibilities. Immunodeficiency leads to a greater like-
lihood of these patients having tuberculosis, syphilis, and
other infectious processes.

Drug contaminants are often intended, such as the talc and
starch that are added by street dealers to cut the drug. They are
sometimes unintended: following the preparation of the drug
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for injection, some users will filter the liquid through cotton to
prevent any solids from interfering with the injection. Fibers
from the filter can then enter the syringe and subsequently the
venous system, finally becoming stuck in the lungs where they
can lead to pulmonary emboli and hypertension.

Because of the antitussive effects of opioids, regular users
can develop pulmonary complications. Respiratory depres-
sion itself is the most serious risk associated with opioids.
Overdoses can lead to anoxia and coma, resulting in a variety
of psychiatric, neurologic, and medical sequelae. Concurrent
depression is observed in a majority of those with regular opioid
use just as it is in sedative use.

CHRONIC PAIN

Opioids remain one of the most effective analgesics for the
treatment of chronic intractable pain. A variety of studies
have indicated that a majority of such patients are receiving
insufficient therapy, likely often due to poor physician
understanding of the differences between physical depen-
dence and a substance use disorder. You may be consulted
regarding a patient’s ongoing use of prescribed opioids for
the treatment of chronic pain. The goal in such forms of
treatment is control of the pain, but physicians often become
uncomfortable with the duration of such treatment or with
the quantities of medication required by the now-tolerant
patient. Physicians worry about the prescribed medication
being diverted to others and of the development of a sub-
stance use disorder as a result of the ongoing prescription.
Among other illnesses in which long-term opioid prescrip-
tion can be appropriate are cancer, osteoarthritis, posther-
petic neuralgia, and low back pain.
Upon being consulted, you should:

e Evaluate the patient. Obtain a complete medical his-
tory from the patient’s primary physician and a complete
psychiatric history from the patient. Document the patient’s
pain. When did it start? What forms of treatment have
been attempted? What have been the results of the vari-
ous treatment modalities? Have any behavioral approaches
been used? Has biofeedback training been attempted?
What have the effects of pain been upon the patient’s abil-
ity to function? Document the patient’s substance use his-
tory. Is there any evidence of substance use prior to the
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onset of pain? Is there a family history of substance use dis-
orders? You should expect the patient to have developed
tolerance as a result of the ongoing prescription. You
should also expect that the patient has some craving for the
medication shortly before her next dose. These are not, by
themselves, indicative of an opioid use disorder.

* Develop a treatment plan. Explore other treatment modal-
ities, the possibility of a multispecialty pain clinic treat-
ment program, further diagnostic studies that may be
necessary, or a need for rehabilitation.

e Educate the patient. Be certain that the patient is aware of
possible difficulties which can arise from ongoing opioid
use, even when used as prescribed. Document that the
patient is known to be receiving opioids from only one
physician and one pharmacy.

e Educate the referring physician. Note particularly that
the physician is practicing medicine appropriately by
having consulted you in the first place. Take advantage
of this situation by reviewing the medical record with the
referring physician; be certain that the physician has
been documenting the number and frequency of all pre-
scriptions and refills, making notes as necessary regard-
ing the patient’s continued need for the medication, and
attempting to reduce medication when appropriate. Deter-
mine whether the patient is taking a long-acting opioid,
appropriate in such cases but often difficult for patients to
obtain, or a short-acting opioid that could cause difficulties
rather quickly. Obtain an addiction expert’s consultation in
more complex cases, particularly when there is a past his-
tory of substance use disorders as well as chronic pain.

Be familiar with controlled substance law in your state.
Your state medical board should have relevant documents for
your review. Some states require a controlled substance
license in addition to your DEA certificate for you to pre-
scribe any controlled substance. Some states require special
prescription blanks for controlled medication prescriptions.
Familiarize yourself with these regulations anytime you
begin practice in another state or when providing a consul-
tation for a patient whose primary physician is in a neigh-
boring state (so that you can provide for proper education if
necessary). You may wish to refer to http://www.medsch.
wisc.edu/painpolicy/ which has extensive discussion and
analysis of state statutes and guidelines for the treatment of
chronic pain.


http://www.medsch
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Tramadol (Ultram)

Tramadol (Ultram) is a noncontrolled prescription medica-
tion given as an analgesic. Its mechanism of action partially
involves the activation of opioid receptors, but the medica-
tion also has serotonin and norepinephrine reuptake inhibi-
tion components. While several studies have indicated that
Ultram is not likely to cause tolerance or physical depen-
dence, more recent studies have clearly shown evidence of
both. Withdrawal symptoms are similar to those observed for
opioids. More importantly, since Ultram increases the risk of
seizure, it is important that this drug not be given to patients
taking prescribed sedatives and that patients taking Ultram
should be warned to restrict their alcohol intake. Patients
taking opioids or with a history of opioid use disorders
should not be prescribed Ultram.

Controlled-Release Oxycodone (OxyContin)

OxyContin is indicated for management of moderate to
severe pain. 'm singling it out here due to its having become
a major problem in certain areas of the United States specifi-
cally as a result of the potency of the available tablets.
Patients treated for opioid dependence who have a history of
OxyContin use tend to progress from oral use to intranasal
and/or intravenous use. The tablets, available in 10-, 20-,
40-, and 80-mg forms, are designed to be swallowed whole so
that it provides effective pain relief for twelve hours. Chew-
ing the tablet, crushed and snorted, or dissolved in water and
injected leads to rapid and more intense effects.

At one medical unit where OxyContin use was studied in
Lexington, Ky, a greater percentage of admitted opioid depen-
dent patients used OxyContin than any other opioid. The
mean dose taken was 184 mg daily. The Drug Abuse Warning
Network indicates that the incidence of ER visits related to
opioid use has increased rapidly since the mid-1990s. Physi-
cians choosing to prescribe OxyContin to patients should not
do so until the patient has been closely evaluated for any per-
sonal or family history of substance related disorders. Such
patients should, wherever possible, be provided with alterna-
tive means of pain control.



Opioid Detoxification

OPIOID DETOX

There are several goals to attain with opioid detoxification:
reducing the symptoms of opioid withdrawal, providing a set-
ting in which the patient may enter recovery, identifying any
concurrent medical difficulties which have developed, and
initiating the recovery process. As with sedative detox, the
process of detoxification serves only to eliminate the physical
dependence upon the drug. It does nothing to eliminate the
disease or syndrome. The only time you will correctly pro-
vide opioid detox without a concurrent recovery plan is for a
patient without a substance use disorder who has been taking
opioids during a long-standing but nonpermanent period of
pain, most likely from a surgical or accidental cause. Since
opioid withdrawal does not place the patient at risk for med-
ical complications or death, the detox process may take place
within any environment. Nevertheless, since the withdrawal
is terribly uncomfortable, detox procedures are generally
completed in 75% of inpatient and only 15% of outpatient
cases. Don't start admitting all your patients yet, however,
since the sustained abstinence rate 6 months after detox
appears to be similar for both inpatient and outpatient detox-
ification. It seems that the most important aspect of treatment
is the therapy provided alongside the detox process rather
than the detox method or setting itself.

There are four basic approaches to the opioid detox process.

Methadone

Oral methadone is the most frequently used treatment for
controlled detoxification of the opioid dependent patient.
Methadone (Dolophine), with the longest half-life of readily
available opioids, provides for a symptomatically smooth
treatment course during a detoxification. Your first step is to
properly determine the quantity necessary as a starting point
for your patient. As with a benzodiazepine taper from alcohol
use, the quantity of methadone necessary will vary widely. It
is critical that you use objective measures to determine neces-
sity for initial dosing. The patient who shouts the loudest is
not necessarily the one requiring the highest dose. Even more
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critical is the fact that methadone can be fatal in overdose.
The dose given must therefore be based upon objective clini-
cal data. If no withdrawal symptoms exist on initial examina-
tion, a naloxone provocative text may be performed by
administering 0.5 mg of naloxone and observing for with-
drawal symptoms if none exist upon initial examination. If
the patient does not have physiologic dependence, the nalox-
one provocative test will produce no withdrawal symptoms.

One approach to determining the methadone dosage is to
use the Clinical Institute Narcotic Assessment (CINA), which
is easily accessed online. If the CINA score is greater than 20,
then a starting dose of 20 mg of methadone is reasonable.
If the CINA score is between 15 and 19, a starting dose of
10 mg is appropriate. If the CINA score is between 10 and 14,
5 mg of methadone is a wise start.

Additional dosing may be provided if symptoms do not
improve within a few hours. You may then taper the patient
from the methadone over a 2-week period after dividing the
initially required daily dose into three to four individual
doses. If the patient remains in a controlled environment, the
taper may be made over 5 to 10 days by continuing to use the
CINA to determine methadone dosing necessity. If you are
not using the CINA to determine ongoing methadone doses,
the taper may be performed by

A) Reducing the methadone dose by 5 mg each day until the dose
is zero

B) Reducing the dose by 10 mg each day until the dose is 10 mg,
and then reducing by 2 mg per day until the taper is complete

This taper is primarily for the patient’s comfort, not safety.
This is quite different from the taper for alcohol, in which the
patient’s safety is the primary driver for treatment. It is for
this reason that many insurance carriers will not allow hos-
pitalization for those requiring opioid detoxification.

Clonidine

After a methadone taper is complete, patients will often con-
tinue to suffer from mild withdrawal symptoms. For this rea-
son, some physicians prefer not to use an opioid-based detoxi-
fication at all, but rather to provide symptomatic relief for the
patients withdrawal discomfort. Clonidine (Catapres) simply
ameliorates the symptoms of withdrawal. This nonaddictive
antihypertensive agent may be given in place of opioids and will
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markedly reduce symptoms other than insomnia, anxiety, and
muscular aches. These symptoms may be addressed separately.
Note that the anxiety and insomnia preferably should not be
treated with benzodiazepines or other addictive sedative agents.

Clonidine recipients should be medically cleared first; a
pregnancy screen is important where appropriate. Be certain
the patient is not already on other antihypertensive agents.
A cardiac history should be ruled out as well.

For detox from heroin or other short-acting opioids, start
by awaiting withdrawal signs, then administering 0.1mg of
clonidine, and then examining in 1 hour for blood pressure.
If the patient’s pressure drops below 90/60, hold or decrease
subsequent dosing. Otherwise, the patient may continue to
get 0.1 to 0.2 mg of oral clonidine every 4 to 6 hours as needed
up to 1 mg during the first day. For days 2 to 4, the patient
may get 0.2 to 0.4 mg of clonidine every 4 to 6 hours up to
1.2 mg. Then you may begin reducing the clonidine by 0.2
mg per day in two or three divided doses.

A transdermal clonidine patch is also available (Catapres-
TTS). These patches work for 7 days but effects will not gener-
ally start until the first patch has been in place for about 2 days.
Because of this, oral clonidine must be given during the first 2
days of the process. Patches are available in 0.1-, 0.2-, and 0.3-
mg daily dose equivalents. In the following protocol, you may
use a single 0.2-mg patch if the patient is 100 Ibs or less, two
such patches for patients 100-200 Ibs, and two 0.3-mg patches
for patients over 200 lbs. Patches should be removed if hypo-
tension occurs. Here, you may again start by watching for with-
drawal signs, then placing the patch(es) and simultaneously
giving 0.2 mg q6h during the first day. Reduce the oral dose to
0.1mg q6h during the second day. Leave the patch in place until
day 8, then replace with half the dose for 1 additional week.

A combination of methadone and clonidine is sometimes
used, but no studies have indicated that this approach is
superior to simply using clonidine. Combining naltrexone
and clonidine is a more interesting approach that reduces the
time period of detox to 1 week, following which the patient
is left on naltrexone.

Buprenorphine

Buprenorphine (Buprenex) is a partial opiate agonist avail-
able in injectable form. As a partial agonist, this drug has a
greater safety profile than opioids such as heroin or morphine.
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It is less likely to cause respiratory depression, reducing the
chance of accidental overdose. Buprenex’s withdrawal profile
is mild and can be managed without additional medication.
One milligram of Buprenex is equal in strength to approxi-
mately 30 mg of morphine. Effects begin fifteen minutes after
injection and last approximately 6 hours. Buprenex comes in
0.3-mg ampules and should be given only under medical
observation. Hospitals vary in their protocols for use of
Buprenex on inpatient units. One approach involves the
administration of 0.3 mg t.i.d. on the first day, b.i.d. on the
second day, and then once on the third and last day of detox-
ification. Some recent studies indicate that there is moderate
potential for abuse of buprenorphine; the medication should
therefore not be prescribed indiscriminately.

Opioid Antagonist Agent Detoxification Under
Sedation or Anesthesia (OADUSA)

Through a combination of anesthesia and naloxone or nal-
trexone induced withdrawal, detoxification from opioids can
take place within a matter of just a few hours. This process is,
perhaps, advantageous due to the minimal subjective experi-
ence of any withdrawal symptoms. The potential morbidity
and mortality from anesthetic agents or their misuse must be
considered. Further, given the elimination of tolerance as a
result of the procedure, should the patient use opioids with
the same dosing as he had the day before, it is possible that a
fatal overdose could occur. It is therefore vital that concurrent
psychosocial support and treatment take place alongside the
detoxification process. Although this method of detoxifica-
tion has received a great deal of press, ASAM’s public policy
on the subject should be closely followed. As of 2006, ASAM
has noted that ultrarapid opioid detoxification “is a proce-
dure with uncertain risks and benefits, and its use in clinical
settings is not supportable until a clearly positive risk-benefit
relationship can be demonstrated.” Rapid opioid detoxifica-
tion, which includes the use of oral opioid antagonists rather
than IV, and moderate sedation orally or IV rather than gen-
eral anesthesia, also is noted as having limited literature.
ASAM calls for additional research in that area as well. At this
time, it seems straightforward to have your patients avoid this
type of treatment.

Around the time that ASAM completed their latest public
policy, a randomized trial was published comparing anesthe-
sia/buprenorphine detox to clonidine-assisted detox from
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heroin. This trial, published in JAMA (see Collins), found
that almost 10% of the anesthesia patients had serious
adverse events as a result of the treatment process. This
study, as well as other recent studies, underscore that rapid
detox methods have no place in the proper treatment of the
opioid dependent patient.



Opioid Maintenance
Programs

The existence of opioid maintenance programs
is part medical, part social, and part legal.
Gaining an understanding of each of these
factors, and then couching that understanding
within your local political situation is most help-
ful. Our role as physicians is not only to treat
our patients but to advocate for them as well.

Maintenance programs provide not only long-acting opioids
designed to replace the use of street opioids, but also legal
activities that can replace illegal behaviors and habits. These
programs are the most effective treatment for opioid depen-
dence, according to the National Institutes of Health. A new
lifestyle forms the keystone for improved family relationships,
legal situations, health, and occupational status. If the only
delivered portion of a maintenance program is the actual opi-
oid itself, then the patient is unlikely to ever attain recovery.
Within this chapter, we'll focus on the pharmacologic aspect of
the maintenance program, but you should always be aware that
the spiritual and rehabilitative aspects are at least as important.
Methadone or buprenorphine maintenance must be accompa-
nied by counseling, self-help group attendance, psychiatric and
psychological care if necessary, and by appropriate medical
attention. Note that naltrexone also has applications in this
population—these were discussed in Chapter 11.

CLINICAL VIGNETTE

Mr. Roberts came to see me several years ago. He worked at
the local electrical company as a full-time manager. He lived
with his wife and young daughter. He was in good physical
condition and had no medical complaints. He did have symp-
toms of anxiety, but these had persisted throughout his life
and were presenting no differently now than they had in the
past. Mr. Roberts was taking 60 mg of methadone each day
and had done so for 3 years. During that time, he had not used
other opioids. Mr. Roberts was now seeing me to determine

178



Chapter 16 / Opioid Maintenance Programs 179

if he should discontinue his methadone program. He had
grown tired of arising early each day to go to the clinic prior
to heading to his job. He also seemed to have become dis-
tressed at his own perception of himself as “one of those
bums who needs his drug each day.” This perception was at
odds with his other perception of himself, that of a reasonably
successful and reasonably comfortable middle-aged man with
a family who jogs each evening before dinner. The stigma was
an important point for him as well. Unlike those with other
chronic illnesses, Mr. Roberts felt that he was unable to
obtain support from his peers. A co-worker who would have
provided a shoulder on which to lean for him if he had dia-
betes would, Mr. Roberts felt, turn away if told instead that he
had used heroin for years and was now on methadone
maintenance.

During the first few weeks of therapy, Mr. Roberts discussed
his conflict: a desire to discontinue his methadone treatment
opposing significant anxiety that he would relapse if the
methadone were to be discontinued. He had taken methadone
years before and had indeed relapsed several years after the
drug had been discontinued. This relapse resulted in signifi-
cant hardship which Mr. Roberts had no interest in revisiting.

What direction would you take with this patient? Would
you focus on his desire to discontinue methadone and help
him in that direction? Would you focus on the reduction of
anxiety, perhaps through the use of additional medication? Or
would you choose another intervention entirely, such as a
transition to buprenorphine? Keep in mind the point that
most insurers will not cover patients like Mr. Roberts for
ongoing psychiatric therapy in this type of case, particularly
when no medications are being prescribed.

Mr. Roberts was lucky in one respect. He had regular work
and was therefore able to pay a fee that we both agreed upon
initially. We set up our appointments weekly for one hour.
During the first few months, Mr. Roberts talked about his life,
his job, and his family. He rarely raised the issues of his ongo-
ing methadone treatment except to say, often as he was leav-
ing the office, that he would like to stop taking methadone but
did not yet feel ready. As time passed, he began to speak of this
with increasing frequency, always noting that he did not yet
feel ready. I asked if he was asking me to help him get ready,
but I also cautioned him not to set a starting date for the taper
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unless he indeed felt comfortable to go in this direction. After
6 months of treatment, I noticed that Mr. Roberts was missing
appointments with increasing frequency. We discussed this
issue to which Mr. Roberts pointed out that he had deter-
mined that he was, in fact, not ready to discontinue his
methadone. Each time he would think about discontinuing
the methadone, his anxiety level would increase. He pointed
out that the therapy had led to his being more comfortable
with his situation, that of a heroin dependent man in ongoing
recovery from heroin and now receiving substitute medication
as therapy.

Was this treatment a success or a failure? Had Mr. Roberts
decided to initiate a methadone taper, it would likely not have
followed the 2-week process we discussed in Chapter 15.
Methadone clinic tapers can take many months. The dose is
often reduced by only 1 to 3 mg per day each week. The
higher taper rate is often subjectively uncomfortable with
patients complaining of mild withdrawal symptoms at times.
Patients may be asked whether they would prefer very mild
symptoms over an extended period to more moderate symp-
toms over a briefer duration.

METHADONE

Methadone, a long-acting opioid agonist, does not typically
cause euphoria or sedation. The level of consciousness
remains static. Dosages, once stabilized, remain so; dosage
may remain constant for many years without difficulty. Crav-
ing exists in opioid dependence (unlike sedative dependence,
which does not produce craving), and methadone generally
relieves such craving.

Methadone is prescribed within maintenance programs in
dosages often exceeding the doses we discussed earlier for use
in detoxification from street opioids. Methadone clinics pro-
vide patients with methadone as a method of blocking the
effects of heroin and reducing the craving that is part of the
ongoing illness. Quite commonly, the dose prescribed is a
standard dose for each patient, ranging typically from 25 to
60 mg each day in a single dose. Interestingly, at least one
recent study indicates that doses of 80 to 100 mg of
methadone per day are likely to be more effective in reducing
heroin use than treatment with 40 to 50 mg a day. In either case,
it is more appropriate for clinics to determine maintenance
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dosage on an individual basis than as a matter of policy. The
maintenance program typically lasts for 1 year, but sometimes
may continue for 10 years or more. A significant problem seen
at lower dose ranges is concurrent use of heroin or other opi-
oids. Within any dose range, patients may be using sedatives,
cocaine, or other substances that they used in the past to
accompany their street opioid. Do not assume that a patient
within a methadone program is otherwise clean and sober,
even if the patient appears stable. If you should begin seeing a
patient who concurrently is seen by a methadone program,
call the program’s director to discuss the other aspects of the
program being offered to your patient. Ask specifically about
the frequency of urine drug testing. You may ask these generic
questions about the program even without permission from
your patient to discuss his case specifically. Of course, it is
always useful to have such permission so that the care can be
properly coordinated.

Methadone treatment is not currently available in Idaho,
Mississippi, Montana, the Dakotas, and Wyoming. Further,
state regulations for methadone prescribing differ among the
states. Federal guidelines can be superceded by more strin-
gent state guidelines, so it is essential that you become famil-
iar with your state laws. For largely political reasons, start-
ing in the early 1970s, methadone could only be prescribed
for opioid dependence patients within an opioid treatment
program. It cannot typically be prescribed for maintenance
purposes from your private office. Within most programs,
patients are not eligible for methadone maintenance unless
they have had at least one year of opioid addiction. As a
result of these restrictions, based upon politics rather than
sound medical judgment or research, overall methadone
availability for opioid dependent patients is shockingly lim-
ited; as a result, long waiting lists for treatment are the norm.
One reason for requiring methadone treatment to take place
in a comprehensive-care methadone treatment program is
that such treatment results in superior outcome when com-
pared to a less comprehensive facility (e.g. a doctor’s office).
This stands to reason, and is likely true for all chronic ill-
nesses, but ignores the fact (as demonstrated by Schwartz
in 2006) that less intensive care can be helpful in many
patients. All opioid dependent patients do not require a com-
prehensive methadone treatment program any more than all
hypertensive patients require a comprehensive medical treat-
ment program.
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g? KEY POINT

You may occasionally find references to levo-alpha acetyl
methadol (LAAM) as an alternative to methadone. The drug
stopped being produced in 2004, however, and is no longer
available in the United States.

BUPRENORPHINE

Buprenorphine is a partial agonist at the mu opiate receptor.
As a result, it has a ceiling effect preventing ever-larger doses
from causing greater effects. The bottom line: a safer opioid
that is unlikely to cause death by overdose. Because of its par-
tial agonist properties, it can precipitate withdrawal if
patients are physically dependent on opioids at the time of
first exposure to buprenorphine. Sublingual buprenorphine
tablets are available as Subutex; Suboxone is a combination
sublingual medication containing buprenorphine and nalox-
one in a 4:1 ratio.

Liver function tests should be performed prior to start of
buprenorphine treatment. The treatment should proceed
with caution if serum transaminases are greater than three
times normal. Annual testing of LFTs is a reasonable precau-
tion to take with patients maintained on buprenorphine.
Patients should be educated as to the risk of combining
buprenorphine or methadone with any respiratory depres-
sants; benzodiazepines, alcohol, and other opioids should not
be administered concurrently. Buprenorphine is not approved
for use during pregnancy but the current guidelines indicate
that if a patient becomes pregnant while on it, maintenance
should continue. If a pregnant patient is taking the combina-
tion drug, Suboxone, she should be switched to Subutex.

In 2000, the Drug Addiction Treatment Act amended the
Controlled Substances Act such that physicians could now dis-
pense certain medications for opioid dependence from their pri-
vate offices. The one drug fitting the required criteria, buprenor-
phine, was approved 2 years later for such use. Methadone, as a
DEA Schedule IT drug, is not permitted to be prescribed in that
manner. Note that to prescribe buprenorphine, or any new
medication that falls into this criteria set, you must have not
only a DEA license, but an additional DEA approval. Obtain-
ing such approval requires you meet specific criteria readily
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available online at http://www.buprenorphine.samhsa.gov/data.html.
Even then, under current regulations, you are limited to pre-
scribing buprenorphine to 30 patients at a time. There are sev-
eral initiatives underway to modify this restriction as there is
clearly far more demand of care than available supply.

g? KEY POINT

The limitation of 30 patients for buprenorphine applies to each
physician. If a physician is certified but travels to various clin-
ics or office sites, the total number of patients for whom he or
she prescribes buprenorphine, added up over each location,
must remain 30 or fewer. The limit no longer applies to group
practices (effective August 2, 2005); within a group, each cer-
tified physician has a limit of 30 patients. As of this writing, just
over 6,300 physicians are certified. Certified physicians may
choose to be listed at: http;//www.buprenorphine.samhsa.gov/
bwns_locator/index.html.

Buprenorphine induction and dosage through the use of
Subutex and Suboxone is neither difficult nor complicated.
The following steps have worked well in my practice:

e Step 1: Await initial symptoms of opioid withdrawal. Buprenor-
phine can precipitate withdrawal in a more uncomfortable
manner than naturally occurring withdrawal.

e Step 2: Provide a non-refillable prescription for 8 sublin-
gual Subutex 2-mg tablets. Instruct patients to take one
tablet as soon as they have filled the prescription, and then
an additional tablet every 2 to 4 h if withdrawal symptoms
persist. They can have a maximum of four tablets a day
and should return to your office 2 days later. The use of
Subutex rather than Suboxone during the first 2 days is of
particular importance in patients transitioning from any
long-acting opioid such as methadone or sustained-release
morphine. Observation of the patient’s response to Subu-
tex can be useful in determining the initial dose.

e Step 3: Upon the patients return, prescribe a non-
refillable 1-week supply of Suboxone 8-mg tablets. Have
the patient return in 1 week.

e Step 4: If the patient indicates that craving has continued,
an increase to 16 mg and then to 24 mg daily Suboxone
is reasonable. I find that 8 to 24 mg is an effective dose
range in a typical outpatient office environment. The dosing
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goal is dependent upon the patient achieving a cessation
of craving. Although published studies show a range of
12 to 32 mg to be appropriate, these studies are not gen-
erally based upon the patient population typical in a pri-
vate clinician’s office.

g? KEY POINT

As with any illness, if a patient's symptoms worsen, treat-
ment intensity should increase. That is, if the patient uses
opioids while receiving Suboxone (evidence of worsening
symptoms), the patient should not be discharged. Rather, he
should receive an increased dose of Suboxone and/or an
increased frequency of clinical contact.

For those working in clinics where they are present only
once every week or two, a common situation in rural areas,
once the clinical staff have been educated about buprenor-
phine, it is not inappropriate to devise a strategy in which
patients are provided with two prescriptions at the outset: one
for two days of Subutex and another for the Suboxone to last
until your next time at the clinic. This procedure requires that
you educate the patient fully regarding possible withdrawal
scenarios, taking into account the likelihood that the patient
is not being entirely forthcoming regarding use of substances
or other prescribed medications. In the small town environ-
ment where I have a Suboxone clinic, my patients have had
tremendous success with this medication. There has been a
low dropout rate and a high rate of patient satisfaction;
patients have successfully been able to return to a regular
schedule of work and other activities. I ask my patients to
attend NA at least three times a week, a weekly group at the
clinic with a social worker, and a monthly medication group
with me in addition to individual sessions as needed. Patients
are asked randomly—and infrequently—to provide urine for
toxicology screening, but as discussed elsewhere in the text,
this is less valuable than simple attentiveness to the patient’s
ongoing condition. Medical records for patients prescribed
Suboxone are separately maintained to easily allow a count
and to ensure that we do not exceed the federal limit. I do not
recommend that patients with opioid dependence and chronic
pain be treated with buprenorphine from a private office
unless the clinician has specific expertise in both areas.
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Patients receiving ongoing buprenorphine maintenance
will have acute episodes of pain from time to time, whether
due to accident, surgery, or a medical problem that has arisen.
These episodes may be treated concurrently with buprenor-
phine dosing with non-opioid pain relievers. If the pain per-
sists, the buprenorphine dose may be increased to 32 mg.
Should this not be effective, the buprenorphine may have to
be discontinued such that opioid pain relievers can be used.
Coordination among caregivers must be achieved in these
types of situations. Also note that sublingual buprenorphine
is not currently approved for pain management purposes.

? NOTE

Do not prescribe Buprenex (the parenteral form of buprenor-
phine) for the treatment of opioid dependence. Its use for
that purpose is illegal.




Marijuana

1. The percentage of high school students who
feel that regular marijuana use carries a
great risk of harm has been dropping. Simul-
taneously, reported use of marijuana by high
school students has been increasing.

2. Despite the legal consequences of pos-
sessing or using marijuana, this drug is
used by many in a manner comparable to
use of tobacco or alcohol. Nevertheless,
the potential legal consequences must be
taken into account as part of your discus-
sion with patients.

3. About half of teenagers who smoke marijuana
start doing so at age 13 or younger.

Marijuana is the most frequently used illicit substance. The most
common form is harvested from the tops of marijuana plants. It
has a A-9-tetrahydrocannabinol (THC) content of 1% to 5%.
THC is the most psychoactive element within marijuana and is
generally present in greater concentration now than it was 40
years ago. Ganja, from the flowering tops and leaves of certain
marijuana plants, is somewhat more potent. Hashish is har-
vested from resin at the top of older plants, leading to a THC
content of 10%. Sinsemilla is another similarly potent form of
marijuana. Hashish oil, highly concentrated, has a THC concen-
tration of 15% to 30%. Marijuana can be smoked or taken orally.
Smoking leads to a more rapid onset of euphoria, although the
period of intoxication is shorter-lived than with oral ingestion.
Difficulties related to attention, memory, and coordination are
all likely. As with alcohol intoxication, the marijuana user
may be unaware of the degree to which he is impaired.
Dronabinol (Marinol), an oral form of THC, acts on the same
receptor sites but has slower onset than smoked marijuana.

CLINICAL VIGNETTES

Tommy is a 14-year-old boy who presents in the psychiatric
emergency room with his parents. Tom’s father relates the
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history. He had gone to his ex-wife’s home to pick up his son
for the weekend. His father waited for Tom in his room. Eye-
ing something suspicious in the corner, he made his way
through what he described as “the usual adolescent sham-
bles” to what turned out to be a stash of marijuana. As he
reached for it, Tommy came in, saw what his father had spot-
ted, and grabbed for the bag. A physical struggle ensued in
which Tom ended up somewhat bruised. Tommy told his
father that his mother was aware of his use of marijuana.
Mother confirmed this upon her entering the room. After a
verbal altercation between the two parents, the police were
called. Another family member, a social worker, was brought
in for discussion with the police and recommended that the boy
be taken to the local psychiatric emergency room. The parents
took Tommy there with the expectation that he would be
admitted for treatment.

Judy is a 35-year-old woman who complains of depres-
sion, or more specifically a lack of motivation and energy.
While taking a substance history, you learn that Judy smokes
marijuana each day. Her usage has waxed and waned over
the years but she has never seriously attempted to stop
smoking. She does not smoke cigarettes nor does she use any
other substances. During your discussion it becomes clear
that Judy’s motivation, concentration, and energy distur-
bances had an onset after Judy started using marijuana reg-
ularly. Judy asks whether an antidepressant might be help-
ful. You suggest that an antidepressant might be helpful
but that it might be unnecessary. You would prefer to have
a follow-up examination after Judy has been free of mari-
juana for several weeks. Judy agrees but on meeting you
for her follow-up, she indicates that she stopped smoking
marijuana for only a few days due to some discomfort and
craving. She asks again whether she could now start an
antidepressant.

Adam is a 50-year-old man who has been smoking mari-
juana since the late 1960s. He works in the entertainment
industry and tells you that marijuana use among his friends
and colleagues is as accepted as use of alcohol. Adam, despite
his longstanding use, does not have any psychiatric or med-
ical complaints. He does not use other illicit substances. He
has good standing in his profession, a comfortable marriage,
and two children in college. He is here to see you at the urg-
ing of his family physician. In his letter requesting the con-
sultation, the family physician notes that he was unable to
find any medical complications of Adam’s marijuana use but
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was concerned about Adam’s daily use and thought you
might be able to help.

While there is no single patient vignette that best demon-
strates marijuana-related disorders, these three are compara-
ble to those I see most often. The first patient has complica-
tions of use that are directly related to his relationship with
his parents. We don't at this point know whether he has other
complications such as worsening grades at school or diffi-
culty keeping up with his part-time job. Assuming that there
are no medical difficulties present, Tommy will not be admit-
ted to the hospital and detoxification will not be necessary.
Treatment should be arranged prior to the family leaving the
emergency room, not for a marijuana-related disorder,
though the marijuana use is related to the difficulty, but for a
parent-child relational problem. A marijuana-related disorder
may well be present but more information is necessary.

The second patient, Judy, meets criteria for marijuana
dependence. She continued using marijuana despite knowl-
edge that it might be causing a psychological difficulty. An
unsuccessful effort to stop using took place. Marijuana was
used again to relieve uncomfortable symptoms following
cessation of use. An antidepressant medication is not indi-
cated. Treatment is again necessary at the outpatient level.

Adam is comparable to a patient who smokes cigarettes. He
is likely to experience medical or legal consequences of his
substance use. At this time, however, he is using marijuana
without evidence of abuse or dependence. Treatment is indi-
cated to the extent that treatment is necessary for the tobacco
smoker. At each visit, the patient should be reminded of the
potential consequences of his ongoing use. The patient should
be encouraged to discontinue his use of marijuana. Explo-
ration of his situation should be pursued to rule out any diffi-
culties likely to be due to his ongoing marijuana use. If, upon
further examination, you were to determine that a psychiatric
disorder such as depression or anxiety is present, I would sug-
gest you examine the patient after one month without mari-
juana. Starting another psychoactive substance to treat the
consequences of the first psychoactive substance is an inap-
propriate way to approach the problem. If the patient is unable
to discontinue marijuana use even in light of it having possi-
bly caused significant morbidity, then you can probably make
your diagnosis and begin treating the substance use disorder.
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DIAGNOSIS OF MARIJUANA-RELATED ILLNESS

Disagreement in the literature continues regarding the extent
to which individuals experience tolerance to marijuana, but it
has become more clear in recent years that marijuana produces
dependence. Studies after 1999 indicate that significant and
replicable withdrawal symptoms exist as well, indicating that
marijuana withdrawal deserves attention as a diagnostic cate-
gory. Marijuana users generally become sensitized at first,
experiencing symptoms of intoxication with lower doses as
time passes than are required at first. Within some cultures,
marijuana is used daily with few apparent difficulties. Despite
the studies showing no clear psychological consequences of
regular marijuana use, anecdotal reports of amotivational syn-
drome persist. It may be that differing marijuana types from
those in studies lead to differing long-term consequences. It
may also be that symptoms which clearly arise in an urban
technological society are not so clearly observed in a rural
labor-based society. Further, marijuana use itself can cause sig-
nificant psychiatric symptoms in patients who are predisposed
via known preexisting illness (e.g. schizophrenia, panic disor-
der, anxiety). And while we know that mood problems in early
life increase the risk of later marijuana use, it is unclear as to
whether the low mood causes the marijuana use or the low
mood and marijuana use are both evidence of a single process.

These issues muddy the waters of diagnosis for marijuana
related disorders, but nevertheless these diagnoses are made
similarly to those for other substances. You may assume,
although not all clinicians do, that tolerance exists for those
who are using marijuana on a daily basis. Withdrawal symp-
toms—insomnia, loss of appetite, aggressiveness and irri-
tability, tremor, diaphoresis—are experienced by a small but
significant subset of frequent marijuana users, particularly
those who have been long-term heavy users. Not all use qual-
ifies as abuse or dependence. You will find patients reporting
that they use marijuana infrequently or “socially” without use
of other substances. This type of use should be monitored,
particularly in younger patients.

CLINICAL VIGNETTE

Jodi began using marijuana and tobacco in high school. She
never used alcohol or any other substances until coming to
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work for her current employer, Mark. Mark frequently used
cocaine and encouraged Jodi to join him when he used. She
did, gradually using cocaine more frequently and eventually
requiring treatment. Jodi had difficulties with her treat-
ment. She wanted to keep smoking marijuana during the
process. “Cocaine is my problem, not marijuana!” she
insisted. An open-minded staff allowed her to continue
within the program though she was frequently confronted
by peers about her marijuana use. Now, 6 months later, Jodi
continues to smoke marijuana as she has for 2 decades. She
remains free of cocaine and is back at work with another
employer. Jodi does not meet criteria for a marijuana related
disorder and has an early full remission of her cocaine
dependence.

My general approach to this type of patient is to suggest
that they are more likely to have a relapse with other sub-
stances in the future if they persist in their use of marijuana.
Although there may be no marijuana related diagnosis, the
presence of another substance use disorder indicates that the
marijuana use should also be discontinued. Jodi may well
come to this conclusion on her own as she continues to par-
ticipate in 12-step programs. This ongoing participation
should be encouraged.

CLINICAL VIGNETTE

Janice is a teenager who uses marijuana every few days. She
denies having any difficulties associated with her use but is
currently being treated for depression.

Should you attempt to convince Janice that her marijuana
use is contributing to her depression? My initial approach is
one of logic. I would ask Janice what her goals are in life,
then ask whether she is willing to trade some likelihood of
achieving that goal in return for her continued use of mari-
juana. “Why injure your own potential, even if only by two
or three?” I would ask. Given the reduction in motivation so
commonly observed in those who regularly use marijuana,
her goals will likely be more readily achieved in the absence
of THC.
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CLINICAL VIGNETTE

Luke, now 35, has used marijuana on weekends with friends
since college. It has never caused him any concern. His
annual medical checkups have been unremarkable. Luke was
just hired for a new management position at a local hospital,
a significant step up the corporate ladder for him. As he goes
through the final paperwork, with one week left until his new
start date, he notices that he has to obtain a urine toxicology
screen. The results are, as we expected, positive and Luke
loses his new job.

Does Luke have a marijuana-related disorder? The diagno-
sis doesn’t suddenly appear based upon Luke’s job loss, but it
might, depending upon what Luke chooses to do afterward.

MEDICATION TREATMENT

No medication is indicated for treatment of marijuana abuse
or dependence. Chronic psychiatric symptoms should be
addressed through cessation of substance use rather than
through symptomatic pharmacologic treatment.

Recent studies have looked at the use of bupropion, nefa-
zodone, THC, divalproex, and dronabinol. THC may ulti-
mately be helpful in the withdrawal process and dronabinol
may be considered as maintenance therapy. THC antagonists,
such as rimonabant, might also be used as naltrexone is used
in the treatment of opioid dependence.

Medical Marijuana

The popular belief of medical marijuana as a rational interven-
tion for disease is a strong one, just as with alcohol, where the
popular media would have you believe that use of alcohol in
moderation is more desirable medically than no use at all. With
marijuana, the media appear to be driving toward a goal that
would have the public believing that marijuana has already
been demonstrated to have efficacy for medical treatment. No
such efficacy has ever been demonstrated although there are
abundant anecdotal reports. The therapeutic value of smoked
marijuana, if indeed there is any, must be demonstrated
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through comparisons with the best therapies currently avail-
able for the conditions of interest. It must also be balanced
against the significant medical complications of its use. And
finally it must be compared against the far less risky use of
other formulations. Nevertheless, at the start of 2006, Rhode
Island became the 11" state to legalize medical marijuana, as
the Rhode Island house overrode a veto by the state governor
in a 59-13 vote. Despite the Supreme Court ruling, in 2005,
that patients using the drug can be prosecuted under federal
law, Rhode Island now allows people with certain illnesses to
grow up to 12 marijuana plants or buy 2.5 ounces of marijuana
to relieve their symptoms. Maine, Vermont, Alaska, California,
Colorado, Hawaii, Montana, Nevada, Oregon, and Washington
are the other ten states with similar law in place.

The primary findings available at this point are samplings
that demonstrate perceived subjective value for use. For
example, Prentiss et al. described patterns of marijuana use
among patients with HIV/AIDS in a public healthcare setting
in 2004. There, they noted that patients who used marijuana
reported relief of anxiety/depression, improved appetite,
increased pleasure, and relief of pain. The cause of these per-
ceived benefits may have been intoxication. The perceived
benefits are likely to have been improved upon through the
use of safe medication. The benefits are likely accompanied
by significant complications, such as an increased risk of
pulmonary infection, particularly in this population.

Other findings have more promise in areas such as glaucoma
or treatment of side effects of AIDS medications. It may well be
found that marijuana is useful for such treatment. The next
step would be to find the active ingredient and synthesize it in
a form that does no harm and that does not have psychoactive
effects. A good review of this subject is available (see Voth).

RESEARCH VIGNETTE

In August 2005, the American Journal of Psychiatry published
“Postdischarge Cannabis Use and Its Relationship to Cocaine,
Alcohol, and Heroin Use: A Prospective Study” by Aharonovich
et al. The authors examined whether cannabis use after dis-
charge from inpatient treatment affected use of cocaine, alco-
hol, and heroin. One third of the patients were noted to have
used marijuana within 6 months of discharge from the hos-
pital. Those who began to use marijuana again after discharge
had a strikingly higher likelihood of relapsing with use of
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alcohol and cocaine, but not of heroin. The authors correctly
note the problems with a “harm-reduction” approach that
might regard marijuana use as being acceptable when that
wasn't the reason for the initial admission.

This is a fascinating and well-performed study and I've
touched on only the basics of the overall work. The study
underscores the importance of marijuana use, so often over-
looked by many patients and clinicians who consider its use
socially acceptable; it simultaneously depicts the likelihood
that opioid dependence is, from a biological aspect, probably
very different from the other substance dependencies. The
work also makes it clear that if a patient suffers from a sub-
stance use disorder, it is critical that all addictive substance
use must stop entirely and permanently after intervention
begins. We may eventually conclude that there is little likeli-
hood of crossover from the opioid use disorders to use of
other drugs, but for now it makes little sense to test that limit
in practice rather than through proper research.

Marijuana-Induced Psychosis

For several decades, occasional publications have studied or
referred to the possibility of marijuana causing psychotic
symptoms. It does appear that marijuana can worsen psy-
chotic symptoms in patients already suffering from psychotic
disease states. It also appears that use of the drug can lead to
paranoia, anxiety, and panic. The evidence, however, does not
support marijuana use as causing onset of longstanding psy-
chotic illness nor as causing new onset of symptoms in those
who are predisposed.

Psychosis secondary to marijuana use should not be simply
dismissed as being related to the drug use itself. A majority of
such patients are likely to have subsequent psychotic episodes
and nearly half will likely be diagnosed at some future point
with schizophrenia or a similar illness. One might argue that
marijuana-induced psychosis is a first step to developing a
psychotic illness. Whether marijuana hastens the onset date of
such illness, causes it in patients who wouldn't otherwise
develop it, or neither, is unknown. Research has yet to deter-
mine whether patients with a family history of schizophrenia
should avoid marijuana on that basis, though it seems a rea-
sonable precaution to recommend at this point.
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CONCURRENT MEDICAL CONDITIONS

It is certainly prudent to explore possible medical complica-
tions of any marijuana use. Pulmonary damage is the most
likely, with possible bronchitis, emphysema, and lung cancer.
Carcinogens are present in marijuana smoke just as they are
in tobacco smoke, though in higher concentration. Given the
increased heart rate and decreased cardiac contraction
strength, cardiopulmonary difficulties can arise in marijuana
users with preexisting conditions. There are also likely alter-
ations to immune system activity, reproductive system capa-
bility, and endocrine levels. As with patients with other forms
of regular substance use, it is wise to encourage the
marijuana-using patient to obtain annual physical examina-
tions from his primary physician.



LSD

1. LSD usage has increased in recent years.

2. LSD is believed to cause permanent dam-
age to visual inhibitory neurons.

3. Long-term psychosis following LSD use
should be treated just as you would treat
psychosis not secondary to LSD use.

LSD, d-lysergic acid diethylamide, is a hallucinogen rather well
linked in our popular culture to the 1960s. Despite the three
decades since the end of that decade, LSD use has hardly dissi-
pated. Use gradually increased through the 1990s with nearly
14% of high school seniors having ever used LSD in 1997. The
most potent hallucinogen known to man, LSD is generally
available in doses of approximately 50 micrograms at street
prices of $2 to $5 per “hit.” The drug is ingested by chewing or
eating paper on which LSD has been sprayed. It is then
absorbed from the gastrointestinal tract. The majority of LSD
users are white males in their late teens and early twenties.

LSD produces a variety of physical changes including hyper-
thermia, tachycardia, hypertension, hyperglycemia, peripheral
paresthesias, diaphoresis, and anxiety. Acutely, users sometimes
report hearing colors or seeing sounds. This synesthesia, or
merging of messages from senses in the brain, is often sought by
the user but actually occurs only rarely. Mood is noted to be
labile as the LSD user experiences emotional responses to the
vivid hallucinations. While these short-term manifestations of
LSD use are generally well-known, the long-term effects have
been poorly publicized.

Lets set up a simple experiment designed to objectively mea-
sure these effects. Color the small center of a bulls-eye white,
and then take the larger circle around the bulls-eye and color
it yellow. Put the bull’s-eye on the wall and walk away. The far-
ther away from the bull’s-eye you walk, the less likely you will
be able to perceive the white center of the larger yellow circle.
If you've used LSD, your ability to perceive the white center
would likely be less. The LSD user, whether use was recent or
in the distant past, needs to be closer to the bull’s-eye than an
LSD-naive individual to perceive the white center circle.
This may result from a persistent afterimage of the yellow
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color as the individual’s eyes sweep across the yellow field
into the white field. The yellow color would essentially mask
the presence of white.

For our next experiment, stand next to a road at night. Watch
the oncoming cars’ headlights. For each car, you likely perceive
two distinct light sources that are moving. On the other hand,
if you've used LSD, you might instead see two trails of light that
start where the car was when you first began watching and end
where the car is presently. Finally, imagine that while attempt-
ing to read, you observe intrusive visual disturbances such as
positive and negative afterimages of the text against the back-
ground of the page, thus causing marked difficulty reading.

These instances of prolonged afterimages, termed trails, are
present in patients who have used LSD as many as 30 years pre-
viously. (Note that some studies refer to these trails as palinop-
sia, as observed in posterior cerebral strokes, but researchers
have since noted differences between palinopsia and drug-
related trails). Neuro-ophthalmologic and neurologic examina-
tions, and neuroimaging and routine electrophysiologic studies
are normal. There are, however, alterations in quantitative EEG
indicating an LSD effect upon the visual system. This syndrome
is called Hallucinogen Persisting Perceptual Disorder (HPPD)
and is noted in a subset of LSD users. These phenomena, when
strong enough, are sometimes referred to as flashbacks in which
an LSD-like subjective experience occurs long after the LSD has
been ingested. It would appear that LSD can be neurotoxic to
visual inhibitory neurons, leading to chronic visual disinhibi-
tion. The result of this, seeing something which isn't physically
present, presents itself in some people who have used LSD but
not all. Studies are ongoing to determine whether a predisposi-
tion might exist in some individuals for HPPD. You might think
of this as a perseveration of visual signaling in the brain. This
syndrome appears to gradually remit in some, but is apparently
irreversible in others. There is anecdotal evidence that mari-
juana use can acutely cause HPPD to become apparent in some
individuals with a history of LSD use. Pharmacologic treatment
of HPPD is not indicated.

g? KEY POINT

In the event of persistent perceptual difficulties following hal-
lucinogen use, diagnosis of HPPD is in order. Its being
included in the chart may help avoid misdiagnosis of psy-
chotic disorders in the future.
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DSM-1V Criteria for Hallucinogen Persisting Perception

Disorder

A. Re-experiencing of perceptual symptoms following
discontinuation of hallucinogen use.

B. Significant distress or impairment as a result of the
(A) symptoms.

C. Symptoms not due to general medical condition or to
another mental disorder.

Abnormalities in color identification and dark adaptation,
experiences of color flashes, false fleeting perceptions
peripherally, and geometric pseudohallucinations have all
been observed in individuals who have had as little as one
use of LSD up to 5 years beforehand. Abnormal Minnesota
Multiphasic Personality Inventory results and decreases in
serotonin catabolite in the cerebrospinal fluid of psychotic
subjects with prior LSD use have also been noted. One could
speculate that alteration in serotonin metabolism might be
responsible for mood alterations in those using LSD. On the
other hand, LSD does not appear to cause genetic damage,
and there is no evidence for oncogenic (cancer-causing) or
teratogenic (harm to the fetus) properties.

DIAGNOSIS AND TREATMENT
OF HALLUCINOGEN-RELATED ILLNESS

CLINICAL VIGNETTE

Jim is a sixteen-year-old boy who comes to see me after his
mother has some concerns about his behavior. Jim enters the
office wearing a rock band t-shirt depicting a somewhat wor-
risome image. His long hair appears to have been last washed
several days beforehand. He tells me directly of his use of
LSD, which he assures me is quite safe. He also notes that
every few months, he and his friends take time off from their
use of the substance. “That way,” he says, “I know that I'm
not addicted. But also, it just seems to work better after I've
stopped using it for a week or so0.”

Jim is quite correct that tolerance develops quickly with
use of LSD. The tolerance dissipates within one week without
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any noticeable withdrawal syndrome. Hallucinogen with-
drawal is therefore not an available diagnosis, but both abuse
and dependence may be diagnosed. Tolerance may be
assumed to be present with the daily user, particularly one
with a history such as Jim’s. Given the lack of withdrawal dif-
ficulties, pharmacologic treatment is not indicated if no psy-
chiatric symptoms are present.

A variety of studies have explored the topic of LSD-
induced psychosis. This clinically observed phenomenon
appears similar to an acute psychotic reaction but lasting
well more than the usual day-long period in which LSD
acutely runs its course. It would appear that LSD psy-
chosis and schizophrenia are not distinct from one another
but rather that LSD may simply be a precipitant for the
onset of psychotic illness in an individual who is so pre-
disposed. As a result, the onset of psychotic illness is
noted to come earlier in individuals who were previously
using LSD. As such, you would treat chronic psychosis
secondary to LSD use identically to psychotic illness not
preceded by LSD use.

Acutely, an individual with LSD-related symptoms looks
similar to an individual who has used phencyclidine (PCP).
Dr. Henry Abraham devised the palm test some years ago to
help distinguish between the two on an emergent basis. As he
describes it, “the physician displays his open hand to the
patient, at a distance of about 18 inches, and asks for a
description of the colors seen in his palm. The LSD halluci-
nator may appear pleased by the question, and commonly
describes multiple colors and imagery. This is in distinction
to the PCP ingestor . . . who tends to react to the test with a
labile affect and aggressive behavior.” The tester should be
wary using this test with patients who may have had PCP
since such patients may try to bite the hand that is testing
them. Diazepam, 20 mg, is generally considered the treatment
of choice for acute LSD toxicity. Effective within 30 minutes,
this is a preferable approach to “talking down” the patient or
giving neuroleptic medication.

g? KEY POINT

In the event of psychotic disorder coexisting with use of or
recovery from LSD, avoid diagnosing a primary psychotic
disorder. Instead, consider substance-induced psychotic dis-
order as the diagnosis.
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DSM-1V Criteria for Substance-Induced Psychotic

Disorder

A. Prominent hallucinations or delusions

B. Evidence of (A) developing within a month of intoxication
or withdrawal OR substance use directly related to (A)

C. Disturbance is not better accounted for by a psychotic
disorder not caused by substance use

D. Disturbance is independent of a delirium

g? KEY POINT

DSMHV suggests that if the dysfunction persists for more
than one month after cessation of withdrawal, the psychotic
disorder might not be substance-induced. Although it seems
that some long-standing psychotic disorders have their onset
during substance use, and may in fact have been kindled by
such use, it is more appropriate to make a primary psychotic
disorder diagnosis if the symptoms have lasted longer than
one month beyond the date of last use.

When diagnosing substance-induced psychotic disorder,
you should also note if the dysfunction had its onset during
intoxication or withdrawal.



Other Drugs

Perhaps the most dangerous drugs available
on the street, club drugs such as ecstasy, are
being used with increased prevalence
throughout the country. Long-term effects can
be severe and permanent despite the drugs
being generally viewed by users as safe.

MDMA: ECSTASY

Val, a woman in her mid-twenties, has led a rather chaotic life
marked with childhood trauma and difficulty with relation-
ships. Although some clinicians had diagnosed her with bor-
derline personality disorder, Val had told her more trusted
clinicians about voices that she would hear. Val responded
well to antipsychotic medication, but she was often noncom-
pliant, feeling that the medication took away the “good”
voices, as well as the “bad.” Substance use had not been a
problem for Val until she was first offered ecstasy. I asked her
to describe the experience:

When I first took ecstasy, I did not realize the effect it
had on me. Shortly after, though, it was as if nothing
could hurt me or make me sad. 1 seemed more aware
of my body, which I wasn't sure I liked too much. I real-
ized that I was feeling different when I started wanting
to touch other people—that’s not like me at all. After
I realized what it was doing to me, the more I wanted
to take it, and the more I loved the feeling of being so
uplifted. Everything was fun while I was on it. I loved
feeling that happy and relaxed, especially around peo-
ple. I didn’t need sleep. It got me out of feeling depressed.
I didn’t care that I was hearing voices or what stresses in
my life were going on. It was like being in one big party.

About 12 to 24 hours after taking the ecstasy, I would
start to come down, depending on how much I took and
what my mood was like before I took it. The crash when
the effects wore off was hell. First, I was always knocked
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out physically, sleeping 8 to 10 hours, and second,
I would feel a deep grueling depression as if I had hit a
brick wall. This would start slowly but in a matter of
hours I'd be so down I wouldn’t want to move. Within
two days of taking it, I would be back to my normal self.

Ecstasy is one of a series of drugs being taken within club
environments, primarily in urban areas, and almost exclu-
sively by young adults who often combine use of these drugs
with alcohol. Ecstasy is actually methylenedioxymetham-
phetamine (MDMA), a drug similar to both amphetamine, a
stimulant, and mescaline, a hallucinogen. It can be taken
orally and as Val notes earlier, a sense of alertness is pro-
duced. There are also alterations in serotonin-producing neu-
rons, which could explain Val’s sense of lifting depression.

g? KEY POINT

The most significant question facing us regarding MDMA is
whether it causes permanent damage to serotonin-containing
neurons. Although the literature has not yet clarified this
point, and indeed is marked by substantial controversy, there
is certainly evidence suggesting that significant complica-
tions may present themselves after even moderate use of
MDMA. Memory impairment is reported regularly and may
also be permanent. It appears that at least some MDMA-using
patients require greater amounts of neurologic rehabilitation
than one would expect had there been no damage. Equally
important is the potential for more acute changes in high
doses. Malignant hyperthermia has led to fatal cases at clubs.

Ecstasy is sometimes abbreviated as XTC and is therefore
simply called “X” by some patients. Somewhat confusing to
both clinicians and patients is the drug often referred to as
“herbal ecstasy.” This is ephedra or ma huang, legal in most
states and used for weight control. It can be purchased in
many health food stores, is used comparably to MDMA, but
does not cause the permanent brain injury possible with
MDMA. Several researchers have noted that the ecstasy sold
in clubs often is not MDMA but is instead Ritalin, metham-
phetamine, or a mixture of drugs including those described
below. Patients may not be aware which “ecstasy” they are
taking. Note that tablets of MDMA often have “brand logos”
on them, such as imprints of the Superman logo, a four-leaf
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clover, or a dinosaur head. These naturally are not indications
of content or of consistency.

Suggestions for Discussion

As 1 did with Val, you should ask your patients to describe
their reasoning for using ecstasy. Allow them time to tell you
how they felt, how long the effects lasted, which parts were
pleasurable and which parts uncomfortable. Although we don’t
want to advocate for continued experience with these drugs, if
they have been used, there is often material for the therapy ses-
sion which can be easily overlooked. Since we can never be
certain as to the exact product being ingested, it is also useful
to hear a description of the effects produced by the substance.
In Vals case, these are each grist for discussion:

¢ Increased recognition that there is a feeling of discomfort
when not medicated and that there is a potential
improvement to strive for. Improved medication compli-
ance may be possible.

e Increased recognition of enjoyment obtained from closer
personal relationships, both physically and emotionally.
Improved efforts at attempting to obtain such relation-
ships in drug-free environment are possible.

e Recognition that sometimes ignoring symptoms can be
helpful. If, for example, a patient with mild chronic psy-
chotic symptoms who obsesses about his hallucinations is
able to tell you that they enjoyed the way they felt while
ignoring the symptoms, this can be the start for a behav-
ioral approach to treatment.

e Study the resistances present. Here, Val enjoyed a feeling
of freedom from her normally restrictive demeanor. Why
does she resist feeling this way when drug-free? Val
enjoyed physical closeness and warmth. Why does she
resist this typically?

KETAMINE

Ketamine, generally called special K or vitamin K, can be
injected intramuscularly, snorted as a powder, or smoked with
marijuana or tobacco. This anesthetic agent is sold today for
veterinary use; in humans, it leads to hallucinations and disso-
ciative dream-like states. Impaired attention, learning ability,



Chapter 19 / Other Drugs 203

and memory have been reported at low doses. Higher doses
can lead to delirium, amnesia, hypertension, depression, and
respiratory failure. Like other anesthetics, use following eating
or drinking can lead to vomiting. If the individual in this
instance is already sedated, there is a clear danger of aspiration
and resulting respiratory damage. Patients are often seen in the
emergency room with injuries sustained while anesthetized
due to a lack of sensory recognition of painful stimuli.

One description of ketamine use indicates that music will
sound incorrect, with apparently missing frequencies and
stimulus augmentation making the music appear louder than
normal. Visual hallucinations are described in low light.
Within a few minutes of injection, one user stated that the
world began to spin. He described alternate planes of exis-
tence and other “revelations.” The feeling was noted as per-
sisting for about one hour. Another user reported,

Started fading out . . . and felt like I was sinking into
a swimming pool and at the same time climbing the
floor and being spun around in a warm white space.
Memories are vague [but] I do remember a feeling of
being very clear with the world. I knew what was
important and what wasnt. Things that I had sus-
pected before I knew to be true. The best comparison
I have for it would be [nitrous oxide]; the same buzz,
only it lasted about 30 to 45 minutes.

DEXTROMETHORPHAN

Dextromethorphan, developed in the 1950s as an alternative
to opioids, is the active ingredient in many cough suppres-
sants. Taken in normal doses within Nyquil, Robutussin, or
Vicks, this narcotic is quite safe. Available in higher concen-
tration from Internet-based sources, the drug can cause
euphoria and mild hallucinations. Unfortunately, it can also
cause vomiting, hypertension, and death. Given wide avail-
ability, the rate at which this drug is being used by teenagers
is potentially high. It is commonly known as DXM (See
Schwartz). It is useful to recognize that adolescents com-
monly obtain drug-related information from the Web. Fre-
quently Asked Questions (FAQs) are widely posted and often
surprisingly well done. One of particular interest about DXM
is available for review at: www.erowid.org/chemicals/dxm/faq/.


http://www.erowid.org/chemicals/dxm/faq/
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INHALANTS

Many of the drugs which we are discussing within this text
are inhaled, including tobacco and cocaine. However, the
term “inhalant” refers to a group of organic solvents typically
available within household products. The prototypes are plas-
tic model glue, which used to contain toluene, and typewriter
correction fluid, which used to contain trichloroethylene and
trichloroethane. Although new formulations of these products
no longer contain these chemicals, many other household
items remain potentially harmful.

Aerosol propellants, paint thinners, nail polish remover, gaso-
line, and a variety of adhesive products can be placed into a
plastic bag and inhaled by the user. Another method involves
soaking a cloth in the liquid, and then placing the cloth over
one’s nose to inhale. Within a few minutes, a feeling of light-
headedness will be present. Some of the solvents lead to a lack of
coordination, misperceptions, and possibly a period of amnesia
during the time of intoxication. Within an hour, these sensations
are typically complete and the user returns to his normal state.
The advantage of such rapid deterioration of the intoxication
phase is obvious for young people typically at home or at school.

Amyl and butyl nitrite produce a brief (several minutes)
period of tachycardia and hypotension resulting in dizziness.
They are packaged in sealed glass bulbs which snap when
broken, leading these drugs to be called “snappers.”

Tolerance and withdrawal phenomena have been observed
with heavy use of certain inhalants, but the precise nature of
these phenomena has great variation among patients. Labora-
tory studies may be useful in the event of acute intoxication, but
will be of little value in identifying an ongoing occasional user
of inhalants. NIDA reports that over 17% of eighth graders have
sought intoxication with inhalants, most concerning given the
potential of organ damage from as little as one such use.

Drug testing for hippuric acid, the primary metabolite of
toluene, is a reasonable step in patients suspected of using
inhalants regularly.

g? KEY POINT

No medications are indicated as psychiatric treatment for
inhalant abuse or dependence. The medical and neurologic
situation requires much closer inspection, however, because
many of the inhalants can cause long-lasting or permanent
damage. EEG alterations have been observed, as have brain
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atrophy, cerebellar impairment, and thought disorders. Car-
diac arrhythmias, nephrotoxicity, hepatitis, peripheral neu-
ropathies, and even the possible development of leukemia
and muscular destruction have all been linked to inhalant use.

STEROIDS

Anabolic-androgenic steroids are synthetic drugs similar to
male sexual hormones. They are muscle-building and pro-
mote masculine characteristics. Unlike nearly all the other
drugs that we discuss in this text, steroids do not provide an
immediate sensation. Whether taken orally or as injections,
users are generally trying to improve their appearance or ath-
letic performance. Once the drugs have been used for an
extended period of time, a significant withdrawal pattern can
develop if the use is suddenly discontinued. Depressive symp-
toms, including suicidal thought and action, can last for many
months after significant steroid use. Of equal interest to clini-
cians are the aggressive behaviors that can develop during
ongoing use. A medical evaluation is critical in these cases
given the multiple organ systems which can be impacted,
some permanently, as a result of steroid use. The appropriate
medical detoxification of steroids falls outside the boundaries
of this text but should not be attempted by either clinician
or patient without expert clinical consultation. During the
2003-2004 NIDA study, 2.5% of high school seniors reported
using steroids during the previous year. Nearly half that per-
centage was observed in eighth-grade students.

SUMMARY

With each drug described within this chapter, there is a cer-
tain probability that your patient is not taking the drug he
thinks he is taking. Always listen carefully to your patient’s
description of the effects of a specific substance. Not only
might one chemical be sold as another, but drug slang differs
depending on location. Your patient in Boston might use ter-
minology quite different from that which you heard while in
training in New York. Speak to an addiction specialist in your
practice area or better yet to a young patient in recovery to
familiarize yourself with the local culture.
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The vast majority of patients feel that ecstasy and the other
club drugs are non-toxic and non-addictive. Some patients
with a history of substance disorders wonder whether they
can safely use these drugs without interfering with their recov-
ery. Your goal with these patients is to educate. I often use an
historical approach with more mature patients, reminding
them how safe cocaine was thought to be during the late
1970s prior to the well-publicized sudden deaths in celebri-
ties. With younger patients, it is wise to simply explain the
mechanism of these drugs, allowing them to come to the con-
clusion that further use is potentially harmful.

You might wish to regularly scan the Web for message
boards and other discussions about club drugs. This will pro-
vide valuable insight as to the current state of the club culture.



Substance-Induced
Disorders

If a psychiatric syndrome arises in the pres-
ence of or shortly following substance use,
without clear evidence indicating the presence
of significant symptoms in the long-term
absence of such use, or without objective evi-
dence of ongoing sobriety, a substance-
induced disorder is the most likely diagnosis.

SUBSTANCE-INDUCED DISORDERS

Nearly all medical illness follows a cause-and effect-scenario.
The longer the period of time that passes between cause and
effect, the more difficult it is to be certain of the cause and the
more difficult it will be to convince people of the nature of the
relationship. The longer the time period between cause and
effect, the more likely it becomes that another unsuspected
cause was actually involved in creating the given effect. For
example, since lung cancer can occur in an individual who has
never smoked, it is impossible to say with certainty that an
individual who has smoked for 40 years and now has lung
cancer would not have had lung cancer even in the absence of
his tobacco use. Given the odds ratio, we certainly understand
the likely cause, but we are never 100% certain.

This is a good time to introduce the issue of concurrent dis-
orders, often referred to in the literature in an illiterate man-
ner as “co-occurring” disorders. Since “concurrent” is in the
dictionary and has the same meaning as the proposed new
word, I suggest we stick with English. There are four poten-
tial relationships between substance use disorders and other
psychiatric disorders felt to be present concurrently:

1) Ongoing substance use has caused the other psychiatric
disorder. A simple example would be an individual with
ongoing use of sedatives who has developed depression or
anxiety secondary to the sedative use. In this scenario,
sudden cessation of the sedative use would lead to wors-
ening anxiety, perhaps convincing both you and the
patient that a concurrent disorder exists. Note that we
might expect this in anyone using the given drug. It is not
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2)

3)

1)

the substance use disorder that has caused the secondary

psychiatric disorder, but the substance use itself. This can

be broken down further to two distinct possibilities:

a. The substance itself has a direct physiologic effect on
behavior and/or perception.

b. The substance injures something in the brain that
either never heals or takes a great deal of time to heal.

The patient has a primary and preexisting psychiatric dis-
order that he attempted to self-medicate through the use
of licit or illicit substance use. A simple example would be
a patient with insomnia attempting to self-medicate
through the use of alcohol each evening.

Only one disorder exists. Recall that we don’t understand
the underlying and preexisting biology of substance use
disorders. It may be that decades from now, we’ll look
back and chuckle at our naive approach in not recogniz-
ing that neurotransmitter X deficiency causes depression
in 40% of cases, alcoholism in 30%, and anxiety in 50%,
with some patients experiencing all three. What we have
described as disorders in our psychiatric literature is
based primarily upon subjectively reported symptoms and
observed behaviors; these syndromes may be quite differ-
ent from the true biological separation of illnesses.
Several illnesses exist but are entirely independent of one
another.

Each of these factors is likely to play a role in some of your
patients. As I've discussed before, the terminology has not

qui

te kept up with the theory.

Lets discuss five patients that fit the scenarios above and
one that expands our horizon a bit:

la)

1b)

Bren has been smoking marijuana every day for several
months. He finds that he has become paranoid and jittery,
symptoms he never had prior to use of marijuana. Without
Bren’s marijuana use, Bren would not have developed
paranoia or anxiety. This appears to be substance-induced.
Tara was always a hard worker without psychiatric diffi-
culties. In her mid-30s, at a new job, she began to use
methamphetamine. Her use persisted for 6 years. Upon
stopping, she was more aggressive than she had been orig-
inally. These symptoms have now lasted 2 years without
treatment (see Sekine). Tara’s methamphetamine use
induced the damage leading to aggression. Do you care
2 years later what caused the initial damage? In some



2)

3)

4)
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ways, this depends on whether aggression due to damage
from methamphetamine use has a different epidemiology
than aggression that is not due to such use, even if the
biology of the two situations happens to look identical at
any given cross-section in time. We don’t know the answer
to this or similar questions so for now it makes sense to at
least use the substance-induced moniker to identify the
origin of the illness.

Rex had a longstanding difficulty with anxiety and social
phobia. He found that alcohol helped him through this,
but notes that he had to gradually increase his dose. If he
tries to stop drinking, his anxiety and phobia are both
worse than they were to start with. Rex had clear evi-
dence of a preexisting psychiatric illness. His anxiety and
social phobia are primary illnesses, but they have wors-
ened secondary to his substance use. So in this case, we
have a substance-induced increase in disease severity.
This is commonly referred to as a “dual diagnosis” since
there are two existing diseases that need to be addressed.
This term is unfortunately overused, often including
people with clear substance-induced disorders.

Maria and Joan are identical twins from a family with a
long history of addictive disease. They grow up together,
attend the same school, and are treated identically by
their parents to the best of their recollection. Maria is
alcoholic; Joan is not. Joan has some depressive symp-
toms and both suffer from anxiety. This scenario is sug-
gestive of a common disease with common environmen-
tal and biological underpinnings that expresses itself
variably. This is again similar to other illnesses. Identical
twins are often found in which one has insulin-dependent
diabetes and the other doesn’t. Such could be the result
of identical diseases becoming evident through differing
processes, or it could be the result of slight differences in
environmental exposures leading to great changes in
expressed genetic activity.

Harrison grew up in a terrible neighborhood. His mother
often left him on his own due to her intoxication and he
drew comfort from the streets. He started using drugs at age
8 because the older teens in the neighborhood thought of
him as a mascot and let him hang around with them. Now
clean and sober at age 55, his life has never amounted to
very much, by his own admission, and he has significant
symptoms of depression. Harrison’s scenario is suggestive
of one in which depressive symptoms may have arisen as
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an adjustment reaction independent of his substance use
disorder. This could also fall into category 1a, depending
on the total time in sobriety, or 1b, depending on whether
you feel the drugs that were used could have cause perma-
nent harm, or 2, which you won’t know since its unlikely
that you have any records as to Harrison’s psychiatric sta-
tus prior to his first using drugs. The takeaway from this
scenario is that we simply don’t know.

5) Tom used drugs and alcohol extensively in high school
and college. He prided himself on the fact that there was
not a drug that he hadn’t used. He became increasingly
religious and stopped using alcohol and drugs entirely
shortly after college. Twenty years later, Tom developed
significant symptoms of depression. This is not a classic
substance-induced scenario, and certainly Tom does not
meet any of the strict criteria for substance-induced psy-
chiatric disease. But do we really know that Tom’s sub-
stance use didn't predispose him to develop depressive
symptoms that would otherwise have remained absent?

We've just gone through some simplified examples based
upon limited data and a number of assumptions. And even
then, there were scenarios in which we were uncertain as to
cause and effect. The percentage of such uncertainty increases
in actual practice, and so you ask, “Does it really matter
whether psychiatric symptoms are substance induced, and if it
does, how would it change my treatment approach or patient
prognosis?”

g? KEY POINT

Among the substance use disorders are a variety of psychi-
atric states caused by external substances. These sub-
stances need not be substances of addictive potential. SSRIs
often cause sexual dysfunction, just as alcohol, cocaine, and
opioids can. In all cases, the proper diagnosis is substance-
induced sexual dysfunction, naming the specific substance
thought to be causing the dysfunction. Treatment for hepati-
tis C with interferon often leads to marked depressive
symptoms. The correct diagnosis there is interferon-induced
depressive disorder.




Chapter 20 / Substance-Induced Disorders 211

DIAGNOSES

I often see diagnoses on charts that say, “substance-induced
mood disorder.” Don't fall into this trap. The substance-induced
disorders are categories in which you’re meant to provide rele-
vant information. In all the categories, the word “substance” is
to be replaced with the pertinent drug’s name. If a combination
of drugs is to blame, and all of them fall into a single class, you
can use the class name. So if a patient is depressed due to use of
alcohol and diazepam, the diagnosis would start with “sedative-
induced.” If the patient takes drugs of many classes, then use
your medical judgment to assess which drug or which drug
class is to blame for the disorder. Many of the categories also
demand qualifiers since, for example, an alcohol-induced mood
disorder suggests but doesn't confirm that we're dealing with a
depressive mood disorder. Table 20.1 lists some substance-
induced mental disorders.

In a way, the substance-induced disorders represent some-
thing of a legal question. We're trying to figure out where to
pin the blame:

Doris has been drinking for 20 years. Now sober for
1 yeay, she has lost everything in her life that was
important to her because of her alcohol use. She was
fired from her job, her husband left her, her children
won't talk to her, and she is now living in a halfway
house. She is depressed as a result of her situation just
as anyone who lost their livelihood, their family, and
their home would be depressed.

We know that Doris is depressed as a result of her situation,
a situation that she wouldn’t have been in were it not for her
use of alcohol. But for the alcohol, Doris would not be

TABLE 20.1. Substance-Induced Mental Disorders

Mood disorder

Anxiety disorder

Psychotic disorder

Sleep disorder

Sexual dysfunction

Delirium

Persisting dementia
Persisting amnestic disorder
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depressed. Nevertheless, this is not an alcohol-induced depres-
sive disorder.

Alan has been drinking for 5 years. He too has lost
everything of importance. He is still drinking. And he is
depressed.

Alan could have an alcohol-induced depressive disorder,
and that along with the adjustment disorder or dysthymia
should be among the rule-outs that you present in the diag-
nostic workup. In truth, it is unusual that you can be certain
of a substance-induced mood disorder. Next is a relatively
clear case, but even this scenario has potential complications:

Shemita used alcohol for 5 years, and then had 6 years
of sobriety, following which she drank again for a year
before presenting to you with symptoms of depression.
During your history, you found that she was depressed
at the start of her last sobriety, but these symptoms
gradually improved without treatment over the course
of 6 months, and then did not recur.

There are two options in this scenario, one of which is that
Shemita had an adjustment disorder at the start of each sobri-
ety as a result of multiple psychosocial stressors; the other is
that Shemita was depressed secondary to the regular intake of
a depressant drug. With both options, we would expect the
depressive symptoms to gradually fade. With an adjustment
disorder, the symptoms would fade as stressors diminish, and
with the alcohol-induced disorder, the symptoms would fade
as time passes since the last use of alcohol.

So on the one hand, 'm recommending that substance-
induced mood disorders be diagnosed with caution. On the
other hand, in the presence of ongoing, recent, or long-term sub-
stance use, I'd also recommend caution against diagnosing a
primary illness unrelated to substance use. If sedative use
was significant for a long duration, a 6-month time span before
symptoms of anxiety and depression begin to improve is not
unusual. Sleep symptoms may take a year before they improve.

DSM-IV-TR is quite clear that “. . . factors that suggest that
the sleep disturbance is better accounted for by a primary Sleep
Disorder include persistence of the sleep disturbance for more
than about a month after the end of intoxication or acute with-
drawal. . . .” Similar wording is present for substance-induced
mood and anxiety disorders. This might lead you to believe that
the literature has indicated that secondary symptoms of
sleep, mood, and anxiety disorders due to use of various
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drugs generally fade within 4 weeks. On the contrary, however,
the literature indicates otherwise. Nearly all the drugs that
we've described, if used over an extended period—and some if
used only minimally—are known to cause secondary symptoms
that last for many months after the last use. According to the
DSM-1V, however, the only substance-induced disorders that
typically persist long after substance use ends are dementia,
amnestic disorder, and the specific perception disorder follow-
ing hallucinogen use.

Perhaps this question is primarily one of semantics. But it
seems only reasonable that we not represent our patients as
having a second primary disease such as major depressive
disorder if they're simply having residual symptoms of previ-
ous substance use. It not only will distress the patient, who
now has to deal with two diseases, but it will inspire authors
everywhere to talk about the high rate of concurrent psychi-
atric disease alongside addictive disease.

g? KEY POINT

Some mental health centers have diagnostic requirements in
which patients cannot be admitted for treatment unless they
have a primary psychiatric disorder other than, or in addition
to, a substance use disorder. Clinicians at such locations will
often do what is necessary for patients to obtain treatment.
This is one reason chart reviews in the literature to determine
the presence of dual diagnoses are open to question. It also
calls into question the statement frequently found in the liter-
ature suggesting that a high concurrent rate of substance
use disorders and primary psychiatric disorders exists.

Given the ease with which mental disorders can be caused
by drug use, it seems fair that such use always be consid-
ered as a potential source of any such disorder. And it should
be considered that way even if you're the 40th physician to
see the patient; the other 39 may not have done so.

RESEARCH VIGNETTE

Hallfors et al. asked in 2005, “Which comes first in adoles-
cence—sex and drugs or depression?” The authors indicate
that the notion that adolescents self-medicate depression with
substance use is widespread but the temporal ordering of
depression and risky behavior has not been clear. Their study
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of data from the National Longitudinal Study of Adolescent
Health indicates that sex and drug behavior predicted an
increased likelihood of depression. In boys, binge drinking
and frequent marijuana use led to a four-fold increase in
depression compared with abstainers. Interestingly, the
same was not true in girls. Depression was shown not to be
predictive of behavior. The authors’ conclusion: “Engaging in
sex and drug behaviors places adolescents . . . at risk for future
depression. Future research is needed to better understand the
mechanisms of the relationship . . . and to determine whether
interventions to prevent or stop risky behaviors will also
reduce the risk of later depression.” Clinical Psychiatry News,
in reviewing the article in November 2005, ran a headline stat-
ing, “Teen Sex, Drug Use May Bring on Depression.”

Although the research indicates that those teens engaging
in risky behavior are more likely to experience a depressive
syndrome, no causality was demonstrated. As other research
has shown, there are striking personality differences between
those who will eventually use drugs in a risky manner and
those who won't even prior to the time of first drug use. It
could well be that those who will eventually use would also
be more likely to experience depression even in the absence
of substance use. This study does not rule that out, making a
reader’s inference that drug use leads to depression incorrect.
The study does, however, indicate that adolescents are not
likely to be self-medicating, an important finding.



SUBSTANCE USE
TREATMENT



Treatment Settings

Consider all treatment alternatives. Don't overlook
halfway houses, residential treatment programs,
intensive outpatient programs, and partial hospi-
talization. When inpatient is more intensive than
necessary and outpatient won't lead to improve-
ment, you have many alternatives.

TREATMENT SETTING DIVISIONS

Frequently, clinicians refer to treatment settings by referring to
the type of treatment involved. For example, you might be told
that Mr. Jackson has been admitted to detox. This is not as
informative as it might seem. Detox may or may not involve the
provision of medication, medical oversight, or even inpatient
treatment. In fact, ambulatory detox programs are becoming
more prevalent. An admission to rehab, as another example,
might refer to a 30-day residential program or a halfway house.

Although you might prefer to make treatment setting deci-
sions based only upon the needs of the patient, in real life
you'll probably find yourself deciding according to the per-
sonal and insurance-based resources of the patient, the avail-
ability of facilities locally, and the realities of sufficient time
for you to make necessary arrangements.

CLINICAL VIGNETTE

Marcie is a 27-year-old bartender discharged last week from
her third inpatient detox in as many years. In the 1980s, she
would have gone on to a month-long residential rehab pro-
gram, but now was simply discharged with an appointment
to see you. Although the inpatient resident treating Marcie
was on top of things, planning discharge from the day of
admission, the admission was so short that a full week passed
between discharge and Marcie’s first visit with you.

By the time Marcie came in for her first appointment, she
had relapsed, drinking two beers during the baseball game
the previous night. “I controlled it,” she tells you, “I can handle
two beers.” Having been alerted to her obviously ongoing
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denial, you take a look at the copy of her medical record. The
history shows a recurring pattern in which Marcie relapses
shortly after each detox. Her relapses, though immediate, are
rather unusual in that there is not a rapid return to the rate of
use that she had just before her inpatient admission. The ill-
ness progresses gradually, with Marcie returning to work and
resolving the legal difficulties that had previously developed
until she succumbs entirely over the following year.

Given Marcie’s history, was it fair or reasonable for Marcie
to have simply been discharged from the inpatient unit into
the outpatient environment? Should other options have been
offered or suggested to Marcie? Would Marcie’s insurance or
managed care organization have accepted alternatives to a
discharge into the outpatient realm?

Let’s take a closer look at our options.

Outpatient

Within the outpatient environment, there is a wide variety of
possible coverage. If you work at a single office on a full-time
basis, perhaps in a small community, your availability to the
patient will likely be high. Since rapport is so important in
treatment of addictive disease, it is critical to note that your
personal availability is the key point rather than simply that
coverage is present when you are away from the office. Many
psychiatrists work on a part-time basis at clinics, outpatient
settings in hospitals, and at mental health centers. This might
mean that you are available to the patient on Mondays and
that a covering physician would be available on other days.
Clearly, the range of possible treatment in the outpatient set-
ting is quite wide. The doctor who is available daily might be
willing to see the patient for a brief time each day, perhaps
with adjunctive visits with the social worker or other thera-
pist at the same location. This provides the patient with a
feeling of comfort and belonging. An attachment to the facil-
ity can develop. The patient can develop a rapport with the
front office staff that in time becomes as important as their
rapport with the clinicians. It is obviously important that the
physician discharging patients like Marcie from the inpatient
setting be aware not just of the doctor to whom he is refer-
ring the patient but to that physician’s overall mode of prac-
tice as well.
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Intensive Outpatient and Partial Hospitalization

Intensive outpatient (IOP) and partial hospitalization pro-
grams (PHP) are often grouped together, but many insurance
programs distinguish between the two. These programs are
more structured than outpatient visits. IOP is generally
defined as providing 9 or more hours of treatment per week.
The treatment consists not only of individual medical and
therapeutic contacts but also of counseling and education
regarding the illness and its social sequelae. Group contacts
are a critical portion of IOP treatment. PHP provides 20 or
more hours of contact per week. PHPs often allow for a rapid
stepdown from an inpatient stay in cases where the patient has
a supportive family and a non-drug-using home environment.
Daily medication checks are often provided as part of a hospi-
tal based PHP. Again there can be a wide range of possible
access and programming. At some psychiatric facilities, a day
program is offered that is set up as a traditional PHP while
evening programs of somewhat lesser intensity with fewer
psychiatric contacts are offered as well, more closely resem-
bling an IOP. Medically managed detoxification would be pos-
sible within either program where withdrawal symptoms are
minimal, but certainly there are questions of access, availabil-
ity after-hours, availability on weekends, and coverage.

Residential Programs

Some insurers group residential treatment together with
inpatient treatment despite the significant difference in pro-
vided treatment within the two types of programs. While
both imply that the patient is staying at the facility, residen-
tial treatment often does not involve daily physician contact.
Residential programs generally do not have access to IM or IV
medications, are rarely directly affiliated with a hospital, and
are often held in unlocked facilities. Both programs are
staffed around the clock and both allow for the patient to be
in a stable structured environment on a constant basis.
Halfway houses (HWH) are the least intense form of a resi-
dential program. The HWH generally offers 5 or more hours
a week of professional services to the resident. The level of
structure is high. Therefore, the HWH is a combination of a
low-intensity outpatient psychiatric or medical program and
a high-intensity structured living program. An individual
with need for detox while living in a HWH setting would
likely need additional services such as PHP combined with
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HWH. Sober houses or group homes shouldn’t be confused
with the HWH as they ordinarily do not offer the professional
services that are available within the HWH setting.

The next most intensive step after a HWH is the rehabilita-
tion setting. These therapeutic communities are generally
offered for one month and have highly structured program-
matic offerings in addition to low-intensity medical coverage.
These facilities have a higher level of nursing supervision and
therefore have a higher ability to offer coverage for more
severe biomedical difficulties than the HWH. Rehab programs
often have vocational and educational components in addition
to the medical and spiritual programs. Spend a day at a local
rehab. Follow the patients through their schedule for the day,
particularly if you view rehab as a black box into which you
place patients from an emergency room. The more familiar
you are with a program, the more likely you will refer the
patients most appropriate for that program. It would be highly
unusual that a rehab facility would turn down your request to
spend a day with them as a professional learning experience.

Inpatient

Inpatient treatment at the hospital level of care (HLOC) may be
divided into two groups. A lower intensity group exists in
which care is given by an interdisciplinary team with 24-hour
availability on a unit that may not be locked and where the full
biomedical treatment that is available at an acute care facility is
not present. The higher intensity group involves a full-time
medically directed treatment program offered within a general
or psychiatric hospital. While these two programs are often
quite different both in cost and in level of offered treatment, the
vast majority of insurers group them as one.

Lets ignore the issues of reimbursement and physician avail-
ability for a moment. Imagine that the day Marcie was dis-
charged, she was able to go directly to your office. There, while
you met for an hour, rapport was established and you arranged
for her to meet with you daily while her community self-help
program was engaged. She expressed concern about going to
AA and was fearful that the program would only result in
increased craving. You asked permission to introduce her to a
potential sponsor. Following agreement on her part, you con-
tacted an individual to come to your office and personally
accompany Marcie to the next local meeting.

You continue to meet with Marcie each day for several
weeks, and then gradually taper the visits to weekly and
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finally to monthly. The existence of the consistent and regu-
lar relationship that you provide assists Marcie in staying clean.

Gradually, as time passes, Marcie settles into early recovery.
There are a few further mishaps, perhaps even a relapse on an
anniversary of her recovery date, but generally Marcie does
well. This case example defines outpatient care of the alco-
holic. The care is intense at first, though not meeting our cri-
teria above for IOP, but the visits are then stepped back to a
standard outpatient treatment plan. While it is difficult to
establish this type of care within a managed system where you
are limited to four visits in four months, even from the start,
it can often be established using a treatment team of physician
and social worker. It is important in such cases that the health
care professionals have a strong rapport with one another to
prevent splitting by the patient and to provide consistent and
similar, if not identical, responses to given problems. Poor care
will result if the MD is covering medications only and the
MSW is covering all of the therapy; inevitably the MD will get
a 2 am. call that requires knowledge of the psychosocial side
of the equation. The problem worsens at moonlighting loca-
tions where there may be a different physician each day who
is contacted when patients call in with problems. Consistency
in this instance is often impossible to obtain.

Physicians just starting in practice often ask how they can
possibly see these patients as frequently as I've described.
Insurance reimbursement is either not available or limited to
a set number of visits per calendar year, and the patients
rarely have sufficient funds to pay for care themselves. It has
been my experience that frequency of contacts is more impor-
tant than duration of contacts. Patients will get an enormous
amount of help from their first 5 minutes with you, a little
less from the second 5 minutes, and so forth. Patients at this
stage are likely to do very well in groups. Brief group contacts
with patients newly discharged from inpatient facilities are
another approach that can increase your apparent availability
while decreasing the patients’ costs. Setting aside a few hours
a week for patients who can make only a small payment for
their time with you will go a long way toward helping the
patients. And since such patients are likely to do well, obtain
work, and eventually be able to pay a standard fee, it’s a prac-
tical approach to building your practice.

Let’s answer the questions presented earlier in the chapter.

Was it fair or reasonable for Marcie to have been dis-
charged from the inpatient unit directly into the outpa-
tient environment?
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To answer this, I'd first ask whether it is possible for an
addiction specialist to see Marcie on the day after discharge.
Given Marcie’s history of relapsing shortly after discharge,
even a few days without contact after discharge is too long. If
outpatient treatment is unavailable for one week, I'd suggest
that Marcie be stepped down to an IOP or PHP for that period
of time before transitioning to the outpatient environment.
The answer also depends on the availability of the outpatient
clinician. Does that clinician have the ability to see the patient
frequently for the first weeks after discharge? Or is the clini-
cian a busy academic with two openings in the next month
due only to cancellations?

Should other options have been offered or suggested
to Marcie?

Always. Your patients should never be presented with only
one recommendation but should be offered a variety of pos-
sible alternatives alongside, each with their related pros and
cons. This enhances the sense of teamwork and rapport that
the patient should be feeling by the end of the hospital stay
and allows the transition to be more comfortable. Issues of
insurance coverage should be minimized at this sensitive
stage. Patients often redirect their concentration and effort at
insurance-related issues rather than at their treatment. I often
review charts in which the last two days of notes read,
“Patient anguished at having to leave due to insurance diffi-
culties. Has become increasingly tearful and upset, isolating
in room as she did shortly after admission.” What opportu-
nity is there for a proper closure in this instance? We're all
aware of the difficulties related to treatment coverage, but the
day before discharge is not the right time to have this discus-
sion with your patient. Find some way to bring your patient’s
and your treatment plan to fruition.

Would Marcie’s insurance or managed care organiza-
tion have accepted alternatives to a discharge into the
outpatient realm?

We'll come to this in Chapter 26. Using the dimensional
structure provided there, indicate to the case reviewer your
reasoning as to why an alternative approach is medically nec-
essary in this case. You would certainly want to raise the issue
of the patient’s previous history of rapid relapse following dis-
charge. You may then argue that a brief PHP stay might break
that pattern allowing for the patient to enter recovery instead
of simply going through this process yet another time.
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RESEARCH VIGNETTE

In 2005, McLellan et al. wrote a paper for Addiction that focused
on treatment setting for addictive disease. Within the abstract,
the authors wrote, “Historically, addiction treatments have been
delivered and evaluated under an acute-care format. Fixed
amounts or durations of treatment have been provided and
their effects evaluated 6-12 months after completion of care.
The explicit expectation of treatment has been enduring reduc-
tions in substance use, improved personal health and social
function, generally referred to as ‘recovery’ In contrast, treat-
ments for chronic illnesses such as diabetes, hypertension and
asthma have been provided for indeterminate periods and their
effects evaluated during the course of those treatments. Here the
expectations are for most of the same results, but only during
the course of continuing care and monitoring. The many simi-
larities between addiction and mainstream chronic illnesses
stand in contrast to the differences in the ways addiction is con-
ceptualized, treated and evaluated. This paper builds upon
established methods of during-treatment evaluation developed
for the treatment of other chronic illnesses and suggests a par-
allel evaluation system for out-patient, continuing-care forms of
addiction treatment. The suggested system retains traditional
patient-level, behavioral outcome measures of recovery, but
suggests that these outcomes should be collected and reported
immediately and regularly by clinicians at the beginning of
addiction treatment sessions, as a way of evaluating recovery
progress and making decisions about continuing care. We refer
to this paradigm as ‘concurrent recovery monitoring’ and dis-
cuss its potential for producing more timely, efficient, clinically
relevant and accountable evaluations.”

Historically, addiction treatment has been delivered by solo
practitioners, typically internists and family practice special-
ists, within their offices over many years. It is only compara-
tively recently that the multidisciplinary acute care format to
which McLellan refers has been developed, and that was pri-
marily in response to the relative paucity of knowledgeable
physicians. It is unfortunate that nearly all the research has
focused on that acute care format, and McLellan’s statements
are a sad but true reflection of his main point, which is that
the acute care setting is possibly a very poor way of treating a
lifelong disease. Indeed, McLellan’s “concurrent recovery
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monitoring” is the method that physicians with addiction
expertise have followed for over 5 decades, albeit without the
spiffy name. There has been little formal research performed
on the population of patients so treated, which is very much
at the heart of why so little of the current research is relevant
to the patient suffering with addictive disease.



Twelve-Step Programs

A patient’s Higher Power might be God; then
again, it might not. Involve yourself in your
patient’s decision as to whether to attend AA or
other self-help groups. This decision is one of
the most important your patient will make with
respect to recovery and long-term outcome.
Your involvement and interest are critical.

You don’t have to be religious to be spiritual
—Father Leo Booth

God grant me the

Serenity to accept the things I cannot change,
Courage to change the things I can, and
Wisdom to know the difference.

TWELVE-STEP PROGRAMS

Attendance at Alcoholics Anonymous meetings or at equiva-
lent self-help groups for the particular substance of choice is
an absolute requirement for the patient suffering from any of
the substance-related disorders. These meetings should not be
confused with treatment. They are helpful at every stage of the
substance use disorders but are not an appropriate replace-
ment for professional treatment. They are an excellent adjunct
to treatment and result in markedly improved outcomes.
Patients attending 12-step meetings as infrequently as once
a week have a much lower incidence of illicit substance use
2 years after entering recovery than those who participate less
frequently or not at all. Participation prior to entering initial
treatment provides an excellent preparation and education for
the patient, often leading to increased readiness to respond to
treatment and again, a better outcome. Participation during
the initial treatment results in improved compliance and a
lesser dropout rate. I have never heard an appropriate reason
for any given patient not to attend 12-step meetings. The vari-
ety of excuses you will hear professing reasons for lack of
attending these meetings would fill another book. I would
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estimate that nearly 100% of my patients entering their first
outpatient treatment for a substance use disorder has spoken
one of the phrases that I list later with respect to my request
that they attend meetings. Your responses should be individual-
ized for the patient and for your personality. As I've mentioned
before, your personality is critical to the treatment of this ill-
ness. A cold, distant, professional demeanor will not allow
you to form the relationship necessary for you to be of value.
My responses tend to be cynical and sarcastic at times, with my
demeanor indicating that I am always on the patient’s side.
That’s my style, and it has worked well for my interaction with
patients. It doesn’t need to be yours.

EXCUSES YOU WILL HEAR

The meeting is too far away.

The meeting times are inconvenient.

My car is in the shop.

I don't have a car.

The bus doesn’t go there.

I don’t believe in God.

My religion is different from the others there.

The meetings are too spiritual.

I don’t know anyone there.

I know too many people there.

I don't like the people there.

They make me think of drugs and want to use.

I never think of drugs anymore so I don’t have to go.
Everyone there is a hypocrite. They all go drinking afterward.
I don’t need to go.

I don’t want to go.

I went last time. It didn’t work.

I went once. It didn’t work.

I'looked in a few times, but there were never any open seats.
Doc, I'm not a street drunk. They’re not for me.

Have you heard the one about the medical student who
documents, “Patient seen at length,” when referring to the
length of the hallway between the doctor and the patient?
Patients will often tell you they attended an AA meeting when
what they mean is, “I was across the street from an AA meeting.
I looked at it from there and it appeared uninteresting.”

Patients who claim to have gone before without useful
results will often reveal upon questioning that they sat in the
back of the room, arrived late, left early, never spoke with
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anyone, and didn’t have a sponsor. They didn’t participate; it
is no wonder they received little benefit. Attending AA differs
from going to a movie. It must be an active process. Think of
the patients who have told you that the Prozac you prescribed
didn’t work; how many times is that because they took it only
once, or took it “regularly”—every 3 or 4 days? AA doesn’t
work the same way as Prozac doesn’t work. The chances of its
working are increased if used properly.

v TIP

The conversation beginning with, “Have you been attending
AA meetings?” and ending with, “No, | don't really believe in
all that religious stuff” is simply the beginning of a much
longer discussion you will have with your patient. Think of this
as you would the hypertensive patient who doesn’t believe in
taking his antihypertensive medication. His noncompliance is
the start of your work, not the end.

Patients who have transportation difficulties should be
asked how they get to everything else they go to. How do they
get to work? How did they come to see you today? How is
attending a meeting any different?

Patients concerned about the inconvenience should receive
affirmation that their illness is, indeed, inconvenient. It is
always inconvenient to have anything from tooth decay to can-
cer. Remind the patient that going out of his way to attend a
meeting defines what their way is. Their way hasn’t proven par-
ticularly good in the past. It has resulted in the loss of friends,
family, educational and occupational opportunities, and led
them to land painfully on your doorstep. They must now define
a new way, a new path, one which leads them to a subjectively
and objectively better life. Inform them that the patients who
are successful are those who eventually come to feel that going
out of their way means that they will miss a meeting!

The spirituality inherent in the 12-step process is discussed
in Chapter 28. Patients should understand that the higher
power within this process can be whatever they would like it
to be. How they define that is less important than their recog-
nition that they are unable to deal with their illness on their
own and that they must therefore rely on something more
powerful than themselves. They are free to define power in
whatever terms or with whatever qualification they wish in
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order to make the process work for them. Some groups refer
to the word “God” within the steps as an acronym for “Group
Of Drunks” to make the less religious more comfortable.
Other groups would undoubtedly find this offensive.

I don’t expect patients to enjoy attending the meetings at first.
In fact, I expect them to find the meetings annoying and
uncomfortable. They may well find kindred spirits there imme-
diately, but they might also think that others at the meeting are
not at all like them. The others at the meeting are often too reli-
gious, too old, too young, too blue-collar, too ethnic, or had far
more or less devastating results of their substance use. Certainly,
at first, it is often useful to find your patient a sponsor who has
enough apparent similarities with the patient that an initial rela-
tionship is easily formed. That sponsor may be another patient
of yours who has agreed to serve in this capacity to newer
patients. You can encourage patients to attend meetings of indi-
viduals similar to themselves at first, but point out that we often
obtain even more help from individuals who are substantially
different in some obvious way. In larger cities, if a patient finds
himself out of place in a given meeting, there are undoubtedly
other meetings of more similar individuals.

g? KEY POINT

Don't be afraid to take a directive role in this process. With
permission of both patients, | call a patient who has been in
recovery for over a year and who has had experience as a
sponsor for others at AA. | choose this individual much as |
would choose a participant for group therapy; | think there
are helpful similarities and differences between the two
patients. | make this call while my new patient is in the room
with me and ask that the two set up a meeting place and
time. On occasion, the patient in recovery has come to the
office to meet my new patient. The two then agree to attend
an AA meeting together at a nearby location.

Patients with computer resources or with access to their
library may be encouraged to attend meetings online. While
such meetings have not been studied for their usefulness,
patients have anecdotally reported their value. Benefits include
actual anonymity and convenience. Disadvantages include a
lack of live social interaction; this can represent an advantage
at first but should not be seen as a replacement for long-term
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live participation. Overall, T view these as a helpful starting
point for patients who are simply unwilling to attend traditional
meetings. They represent an adequate replacement for those
who truly have concurrent medical or disabling symptoms that
prevent them from attending live meetings.

Patients claiming that the meetings aren’t for them should
be reminded that this disease does not select for looks,
wealth, or family heritage. The treatment and meetings are
the same for them as for others. Hypertension is different in
every patient; the result I want is always the same. I may use
one drug in one patient and another drug in a second patient,
but the fact that I will treat significant hypertension with
medication is consistent. This is equally true for substance
disorders and self-help groups.

Patients will sometimes complain that the meetings repre-
sent a location at which they can interact with dealers and
obtain drugs. This is indeed sometimes the case, though less
frequently than these patients would have you believe. It’s not
as if the patient doesn’t know where to go for drugs if he
makes the decision to use. I've never seen any information
that leads me to believe that a subgroup of patients has a
higher relapse rate after attending meetings.

I have some comments that I make to all patients with
respect to 12-step meetings:

I expect you to be the first one at the meeting, to set up
the coffee, to introduce yourself to at least three people,
to sit in the front row, to raise your hand to contribute
at least once during the meeting, to make eye contact
with each speaker, and to be the last one to leave.
I expect you to have a sponsor. I expect you to attend
meetings at least once a day until we agree together to
decrease this frequency. This will be difficult for you
at first, perhaps very difficult. You may wish to grad-
ually take on these responsibilities. Let’s talk about
this and figure out together the best way to go about
this process.

Shared Knowledge

Your patients will talk about working on the fifth step in the
same manner that they will describe a medical symptom. They
will expect you to know what a step meeting is, what each
step is, and the other traditions and concepts that are impor-
tant to all self-help groups organized around the 12 steps.



Go to an AA meeting. Ask to be certain that you are not
attending a “Closed Meeting” which is only for alcoholics
unless you belong there. Go to another meeting. Introduce
yourself. It doesn’t matter if you've never had a sip of alcohol.
Go. Watch. Learn. Get a copy of the “Big Book.” Read it. If you
don’t know what the “Big Book” is, ask anyone attending a
meeting. There . . . now you have a way to start a conversation.

Chapter 22 / Twelve-Step Programs

Here are the original 12 steps of AA:

1.

We admitted we were powerless over alcohol—
that our lives had become unmanageable.

. Came to believe that a Power greater than our-

selves could restore us to sanity.

. Made a decision to turn our will and our lives over

to the care of God as we understood Him.

. Made a searching and fearless moral inventory of

ourselves.

. Admitted to God, to ourselves, and to another

human being the exact nature of our wrongs.

. Were entirely ready to have God remove all these

defects of character.

7. Humbly asked Him to remove our shortcomings.

10.

11.

12.

. Made a list of all persons we had harmed, and

became willing to make amends to them all.

. Made direct amends to such people wherever possi-

ble, except when to do so would injure them or
others.

Continued to take personal inventory and when
we were wrong promptly admitted it.

Sought through prayer and meditation to improve
our conscious contact with God as we understood
Him, praying only for knowledge of His will for us
and the power to carry that out.

Having had a spiritual awakening as the result of

these steps, we tried to carry this message to alco-
holics and to practice these principles in all our

affairs.

Here are the 12 traditions of AA:

1.

Our common welfare should come first; personal
recovery depends upon A.A. unity.
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2. For our group purpose there is but one ultimate
authority—a loving God as He may express Him-
self in our group conscience. Our leaders are but
trusted servants; they do not govern.

3. The only requirement for A.A. membership is a
desire to stop drinking.

4. Each group should be autonomous except in mat-
ters affecting other groups or A.A. as a whole.

5. Each group has but one primary purpose—to
carry its message to the alcoholic who still

suffers.

6. An A.A. group ought never endorse, finance, or
lend the A.A. name to any related facility or out-
side enterprise, lest problems of money, property,
and prestige divert us from our primary purpose.

7. Every A.A. group ought to be fully self-supporting,
declining outside contributions.

8. Alcoholics Anonymous should remain forever non-
professional, but our service centers may employ
special workers.

9. AA, as such, ought never be organized; but we may
create service boards or committees directly respon-
sible to those they serve.

10. Alcoholics Anonymous has no opinion on outside
issues; hence the A.A. name ought never be drawn
into public controversy.

11. Our public relations policy is based on attraction
rather than promotion; we need always maintain
personal anonymity at the level of press, radio,
and films.

12. Anonymity is the spiritual foundation of all our
traditions, ever reminding us to place principles
before personalities.

Quips

Patients attending AA frequently hear short expressions
designed to shed light upon what they’re experiencing. Here
are some of the sayings I've heard patients repeat over the
years, with thanks to Bill B. for his help compiling these:
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AA works best if you don't drink between meetings.

Pick up the phone before you pick up the bottle.

Holidays are for rookies; every day was a party!

You can only carry the message, not the alcoholic.

No matter what, don't drink; even if your butt falls off, pick

it up and take it to a meeting.

e A grateful heart will never drink.

e Steps 1, 2, and 3 equal “I can’t, God can, and I'm going to
let Him.”

e Groups don’t drink; individuals do; join a homegroup.

e GOD = Group Of Drunks [designed to provide partici-
pants with another interpretation of the steps].

e HALT = Hungry, Angry, Lonely, and Tired.

e EGO = Easing God Out.

e FINE [as in “How are you?” “Fine.”] = F***'d up, Inse-
cure, Neurotic, and Emotional.

¢ You're only responsible for the effort, not the outcome.

e FEAR = F*** Everything And Run OR Face Everything
And Recover.

¢ HOW the program works = Honesty, Open-mindedness,
Willingness.

e Stop, Drop, and Roll = Stop what you're doing, Drop the

problems that are bothering you, and Roll them over to

your higher power for help.

Other Anonymous Groups

Narcotics Anonymous (NA) started in 1947 and has since
spread throughout the world just as AA has. It is open to
users of any drug, regardless of whether the particular drug is
in fact a narcotic. Again, as with AA, NA is promotes not reli-
gion but a spiritual awakening. While NA started in part due
to concern about dealing with drugs other than alcohol
within AA, nearly all the NA traditions, steps, and policies are
based on those of AA. There remains a spirit of cooperation
between the two groups.

Cocaine Anonymous (CA) is open to all those who desire to
stop using cocaine, but is also open to those wishing to stop
other drug use just as with NA. The group began in 1982 and
has rapidly expanded. CA follows slightly modified steps and
traditions drawn from the original AA materials. As you can see,
your patients might find NA or CA to be of value more or less
interchangeably; they will find some different content, but they
may pick the meeting to attend as much based upon which drug
they use as upon the convenience of time and location.
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Nicotine Anonymous is a far newer organization for those
with all types of nicotine dependence. While meetings are not
available in many locations, and indeed even in some states,
this growing organization maintains a strong presence on the
Web. There are many smaller organizations such as CMA,
Crystal Meth Anonymous, whose meetings are in Arizona,
California, Utah, and New York. A search of the Internet is
the best way of determining whether your patients might
benefit from certain locally available 12-step meetings.

OTHER SUPPORT GROUPS

Codependence as a term developed once the disease model of
alcoholism took hold in the 1960%. It was discovered in addic-
tion treatment centers that not only did the individual suffer-
ing from addiction need treatment, but their family members
needed treatment as well. Codependence has been defined as
a progressive, chronic, and potentially fatal disease which
involves the disowning of the needs and wants of the self in
order to respond to external demands. Burney describes
codependence as a dysfunctional relationship with oneself.
Al-Anon and Alateen are 12-step programs designed for fami-
lies and friends of substance dependent individuals, most
specifically alcoholics. Whether or not the alcoholic individ-
ual seeks help, the family member or friend will likely find
these meetings to be tremendously helpful. As with the other
groups, the Web and the yellow pages are excellent resources.

When you're meeting with a patient for the first time,
always ask them to bring a family member to a session so that
you can discuss Al-Anon or Alateen. This is often simpler to
do within an inpatient unit, but involving family members in
outpatient therapy is a very effective way to obtain better
long-term outcomes for your patients.

ACoA is the Adult Children of Alcoholics organization.
This is another twelve-step support group for individuals
who aren’t actively using or in recovery but whose symptoms
are related to the presence of a substance using individual in
their past or present.

CoDA is CoDependents Anonymous. Information is available
at www.codependents.org. For family members of current sub-
stance using individuals, CoDA is an excellent resource. There
are obvious overlaps between CoDA, AcoA, and Al-Anon. You
will quickly learn from your patients which has the strongest
fellowship and the most frequent meetings in your area.


http://www.codependents.org
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Determine which groups are active in your area, obtain list-
ings for meeting times and places, and have this information
quickly at hand during your patient contacts. The ease with
which you can pass along this information will break through
at least one layer of resistance and increase the likelihood of
patient compliance and success.



Relapse Prevention

Imagine that your hypertensive patient begins
taking his medication less frequently due to
side effects, or that your diabetic patient pays
less attention to her diet than she should. These
are behavioral decisions made by patients
which you can expect and address prior to
their development.

Imagine that your patient with major depres-
sion begins experiencing neurovegetative
symptoms after many years of successful
treatment with an SSRI despite compliance
with treatment. This is a physiologic process
which you can also expect and address.

Relapses represent combinations of these
processes; they are essentially behavioral deci-
sions made due to physiologic drivers. As with
other ilinesses, the course of disease can
always be projected, expected, and treated.
Your role is therefore one of healing. Value
judgments have no place here.

The prevention of any situation requires a firm understanding
as to definition, origin, and psychology. The field of prevention
is generally divided into three forms: primary, secondary, and
tertiary. Primary prevention focuses on preventing the disease
from occurring. When a mother shouts, “Tommy, get down
from there! You'll fall and hurt yourself,” this is a form of pri-
mary prevention. Primary prevention of the primary substance
use disorders, such as alcoholism, has to take place very early
in childhood by intervening in what is likely a damaged
parent-child relationship or determining a biologic way to cor-
rect the results of the genetic component of the illness. The for-
mer is underutilized and the latter is not yet available.
Secondary prevention processes are interventions that take
place following the start of the disease process but prior to
the onset of any significant permanent morbidity. Tommy,
older now, has a family history of substance use and has
remained drug-free through high school. In college, he starts
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drinking but very quickly realizes that the way he drinks is
different than the way his friends drink. He happens to have
the phone number of his brother’s AA sponsor and places a
call. Secondary prevention now takes place.

Tertiary prevention deals with the time period in which
more severe aspects of the disease and its accompanying
symptoms are present. In many respects, longstanding recov-
ery is the heart of an ongoing effort at tertiary prevention, in
our field known as relapse prevention.

Many who speak of prevention in this field are not speak-
ing of prevention of addictive disease but simply of substance
use. We don’t want young people drinking, or we prohibit
marijuana use entirely, for example. Methods used to achieve
such goals are social policies and laws. These methods have
not been demonstrated to prevent disease states.

RELAPSE PREVENTION

The first 3 months after initial treatment for substance disor-
ders represent a difficult time for your patient. Over 50% will
relapse during those months. This is an expected process for
patients and should not be taken to indicate that treatment
for these patients is not a valuable and necessary course of
action. In fact, 10% to 20% of patients never relapse after
their first serious treatment course. Vaillant indicated that an
additional 2% to 3% of patients achieve long-term sobriety
with each additional year of attempted abstinence. Gorski
classified recovering alcoholics into three groups:

* Recovery Prone: Forty percent of patients attempting
recovery fall into this group. Some attain sobriety with no
clinical intervention and no attendance at self-help
groups. Others seek such assistance and remain sober fol-
lowing this initial intervention.

e Transitionally Relapse Prone: Twenty percent of all
patients periodically relapse, generally within treatment,
but as time passes their relapse episodes become less
severe, with shorter durations and greater time periods
separating episodes. These patients often enter a long
term sobriety within 3 to 5 years.

* Relapse Prone: This group of 40% are thought to
develop progressive patterns of more severe episodes.
Levels of functioning decrease during periods of absti-
nence. These patients often die of their illness within the
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first 2 decades of treatment. This group can be subdi-
vided into those with motivation and those without. The
group without is unlikely to present for ongoing treat-
ment. The group with motivation will dutifully try, par-
ticipating in treatment and self-help, but eventually failing
to succeed.

CLINICAL VIGNETTE

In this book’s preface, I described Renee, the young woman
who finally entered a stable recovery after many years of using
cocaine and alcohol. I expanded upon her case in Chapter 13.
As I said, she married and obtained a job, continuing to partic-
ipate regularly in AA meetings and to follow up with therapy.
Three years of this stability passed without relapse. I moved
and Renee continued in treatment at the clinic where I had
worked. One day about a year after that, I received a phone call
from Renee. She told me that she had separated from her hus-
band and moved into her own apartment. Her husband was
talking to her daily and things were going well, she said, but
she felt alone and wondered if she might return to see me for
treatment again. We discussed several options, one of which
meant she could see me if she could get to my new office, about
60 miles from her home. We ended the phone call with her say-
ing that she would call the office to make the arrangements.
A few weeks later, I found a telephone message from her on my
home answering machine. On the message, she spoke hur-
riedly about wanting to get back into treatment, and then
abruptly hung up. I was unable to locate her after that. Almost
a year later, I discovered that shortly after that telephone mes-
sage, her husband had checked in on her apartment to see why
she wasn't answering her phone calls. Renee had overdosed
and died while he was out of town.

I called one of the staff members at the clinic where I had
seen Renee. I was feeling guilty for not having done more to
see her sooner. The clinic staffer told me that they had been
aware of Renee’s having relapsed. They had all reached out to
her, trying to get her help, but with little effect. It seemed to
them that there was little that would alter Renee’s illness by
that time. Perhaps they were right. To this day, however, I sus-
pect I may have been able to help. My rapport with Renee
meant something to her, or she wouldn’t have tried to reach
me during her last few days.
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Patients don’t always follow the rules. Neither do illnesses.
Here we have a patient who followed the rules, reaching out
when she was supposed to, following all the treatment recom-
mendations that she could. She was connected with a caring
group of treatment professionals. Even then she relapsed. In
retrospect, I suppose Renee falls into the relapse prone category—
the motivated subgroup—but for quite some time I felt that
she was transitionally relapse prone and had passed into the
group likely to remain sober.

Never let your guard down. Patients who seem to have the
strongest recovery can and will relapse, sometimes catastroph-
ically. Be wary. After Renee’s death, I spoke to other physicians
in the field and was startled to hear similar stories of patients
with years of recovery who relapsed, sometimes tragically, after
their doctor moved, retired, or died.

The period of recovery may be divided into three time periods:

e Early Recovery: Your patient has entered a period of sobri-
ety. The patient is not using any psychoactive drugs other
than, perhaps, non-addictive medications that are being
prescribed. Without the effects of these drugs, your patient
begins to recognize the damage caused to his life. He won-
ders aloud how he can possibly rebuild his life. You will be
asked whether it is even possible for him to ever again attain
the happiness and contentment that he feels he had in the
past. Your patient will feel guilty for the people he has hurt,
for the money he has lost, and for the family ties which have
been damaged or destroyed. While confronting each of
these issues, he is simultaneously attempting to remain
drug-free, to stay clear of the habits and patterns that he has
followed, perhaps since childhood. Drug craving is at its
peak and remains strong for months, stimulated by not only
physiology but by environment. Your role is to educate, to
guide, and to support. Your patient has become a child and
is turning to you as a parent. He is now again at the age
where he first picked up drugs as a support mechanism for
his life and he must grow from that point, albeit at a some-
what increased rate. You will assist him along this path.

e Middle Recovery: Your patient remains drug-free. She is
reestablishing relationships with sober family members
and building relationships with new friends. She has
regained custody of her children and returned to work. She
has begun to pay attention to her health, showing up at your
office with improved appearance and cleanliness. She has
attempted to regain stability. She has worked through most,
if not all, of the 12 steps and is considering becoming
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a sponsor. Her life has changed rapidly and she is beginning
to grow up. All the stressors that exist during this time nor-
mally apply to your patient at an accelerated rate. This pat-
tern of stress can lead to relapse and must be clinically man-
aged. Your role is to continue to guide and support while
simultaneously watching for the warning signs that relapse
may take place. If the patient has relapsed in the past, you
will examine and discuss what happened on each of those
occasions. That way, both you and the patient know which
warning signs will be important.

¢ Late Recovery: Your patient has reconstructed his life. He
is sober, with sober friends, a sober family, and is involved
actively with a self-help group. He attends treatment regu-
larly and always has an eye on his illness. You may now
begin working on personality issues, belief distortions, or
concurrent psychiatric disorders that you have previously
put on the back burner. Your patient should be encouraged
to develop a low-stress lifestyle which reduces the risk of
relapse. The risk is always there. Continue watching for it.

Your patient may one day ask: “Doctor, I've been clean now for
a year. Do I need to keep coming to treatment or going to AA?”

My reply is, “Your disease is with you forever. One day some-
thing in your life will go wrong. You'll be fired from a job, your
child will become seriously ill, your house will burn down, or
your parents will die. Everyone experiences situations like these
at some point. In the past, at times like these, you always had
your drug of choice to help get you through. Now, you'll have
your support group and therapist to help you. If you are not
well connected with these individuals who understand your ill-
ness, your chances of relapse during a crisis are far higher than
they would be otherwise. My suggestion is that you always
remain in treatment. It is a small price to pay for a chronic ill-
ness. There’s no surgery, no medication, and no side effects. You
simply have to participate in discussions about yourself on a
regular basis with people you have come to trust in a construc-
tive manner.”

There are other methods of dividing the recovery period.
Zackon and others describe four phases of recovery:

¢ Bottoming Out: The patient feels terrible, has broken his
word to everyone, including himself.

e Ambivalence: The patient is uncertain as to what to do next.
The past appears too painful to return to but the future
without drugs appears equally painful. Self-examination
takes place.



Chapter 23 / Relapse Prevention 239

Commitment: The patient begins to work at recovery.
New patterns of living emerge as the patient begins to
participate in his own treatment plan.

Integration: Here the individual begins to integrate into
society, much as any individual does. The person finds his
place in the world, as an individual with a substance his-
tory to be certain, but as an individual like everyone else
as well.

Daley has identified multiple factors that can lead and con-

tribute to relapse. Observe for these:

Affective Factors: Alterations in mood, either positive or
negative, may trigger relapse. A patient may be overjoyed to
reach his 1-year anniversary of sobriety; a celebration ensues
which paradoxically includes “just a drink.” Depressive
symptoms are particularly worrisome, however, and should
be evaluated to determine if treatment is appropriate.
Behavioral Factors: Patients should receive education
concerning stress management and social skills. Daily
structure and routine is an important development for
your patient. Vocational and educational support is there-
fore an essential component of your patient’s treatment
during early and middle periods of recovery.

Cognitive Factors: Educate, educate, educate. Patients
will find materials supporting their return to social use of
drugs. There are many documents available in bookstores
and on the Web that seem to indicate that alcoholics may
safely limit their alcohol intake by keeping it under a cer-
tain level. Patients who were using alcohol before enter-
ing treatment may feel comfortable maintaining their
sobriety from alcohol but using marijuana once a week or
more. Ensure that your patients are educated.
Environmental Factors: By the time your patient reaches
you, it is likely that his entire network of colleagues and
associates are those who use as he has been. He will sud-
denly find himself without friends. If his family has been
using as well, he may find that in order to maintain sobri-
ety, he must distance himself from his family. He may live
in a setting where drug use is rampant. He could find that
each day as he approaches his home, he is approached by
those from whom he purchased drugs in the past. Discuss
these issues with your patient. Involve social services
where possible and necessary.

Psychological Factors: One of my patients with a troubled
recovery found that he missed saying hello to the dealers
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from whom he obtained heroin. He would drive out of his
way to pass them in the street so that he could wave to
them from his car. He would often find himself purchasing
heroin from them simply so that he could have a conver-
sation with them, and then disposing of the heroin after
the encounter. Naturally, the disposal didn’t always take
place prior to the use of at least some of his purchase.
Work through these issues as part of the ongoing therapy.
Talk about the guilt that your patient undoubtedly feels as
he goes through the process of ignoring “old friends.”

¢ Physiological Factors: The urges and cravings which
arise may be due to any number of stimuli. Your patients’
physiology is that of the alcoholic. It is a disease state that
you and your patients will deal with. Responses to rou-
tine stimuli therefore may be anything but routine. Inves-
tigate and explore what situations lead to an increased
perceived need (i.e., craving) of substances like opioids or
the increased impulsiveness that may lead to sedative use.

e Spiritual Factors: Religious and philosophical feelings,
ongoing feelings of guilt or shame, and difficulties relating
with others will often lead to relapse even after many years
of sobriety. These issues are dealt with in Chapter 28.

¢ Treatment-Related Factors: Insurance programs are unlikely
to cover long-term treatment. Once a patient is medically
stable, coverage for psychiatric care often ends despite the
presence of an ongoing illness. Since the physician is gener-
ally seen as a focal point for treatment by the patient, and
since an ongoing relationship is critical in the recovery
process of substance disorders, patients may feel that if their
insurance won't cover their treatment, such treatment is
unnecessary. Nothing could be further from the truth.

Daley also points out several myths commonly held by
treating professionals:

Myth #1: The relapse takes place because the patient
wants to relapse: It is common for treatment professionals to
accuse the patient of a moral lapse leading to relapse, as if the
relapse is the desired state for the patient. The patient wants
only to feel better. A relapse is the best possible alternative
that the patient can conceive of if the relapse has taken place.
One role for the treating physician is to provide alternative
options. Punitive policies such as those held by some pro-
grams that administratively discharge a patient following a
relapse are inappropriate. Patients who relapse require more
care, not less.
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Myth #2: The patient needs to hit bottom before recovery
is possible: No empirical data exist to support this.

Myth #3: Relapse means the patient has begun using sub-
stances again: Relapse begins long before the patient starts
using again. The path to relapse is progressive, with the actual
use as the final step on the path. Self-help groups often refer to
the term “dry drunk” as meaning that an individual is thinking
in the same manner as one who is actively using. There are
behavioral and psychological characteristics which you can
observe and elucidate for your patient to help prevent the
relapse from completion. Only your patient can actually stop
the process, but you can help.

Myth #4: Once a relapse has taken place, complete loss of
control will result: Relapses often consist of a brief episode of
use after which the patient suddenly and quickly returns to
sobriety. These relapses often follow a time in which the patient
has dropped out of treatment or out of self-help groups. The
patient then denies any further difficulties until the relapse
takes place. Then the individual recognizes that indeed the dis-
ease has continued despite the past time of recovery; a return
to therapy follows. Such a course is not at all unusual.

v TIP

Do not waste your time distinguishing between a “slip” and a
relapse. There is no evidence that there is any difference
among the type of relapses, only in the process of recovery
which follows. Whether the patient has had a sip of alcohol, a
dose of lorazepam found in an old pill bottle, or has returned
to drinking a quart of vodka each day, your role should be to
treat the event as a relapse and to help your patient return to
sobriety. The research literature sometimes distinguishes
among various types of relapses, dependent upon the duration
or quantity used, but clinical relevance here is questionable.

ABSTINENCE-BASED VERSUS HARM
REDUCTION APPROACHES

Throughout this text, we have discussed the importance of an
abstinence-based recovery. Within this model, it is critical
that a patient remain free of all addictive substances once
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diagnosed with a substance use disorder. The abstinence-
based model has consistently been demonstrated to produce
longstanding recovery, measured not just by duration of
sobriety but by improvement in functional capacity and other
objective life measures. Naturally, as in all medical condi-
tions, there are exceptions to the rule. Patients with chronic
pain that cannot be controlled by non-opioid pain relievers
represent one such exception. The maintenance approaches
used in opioid dependence (e.g., methadone, buprenorphine)
represent a second exception.

As you spend time working in the field, you will likely hear
reference to another model, that of harm reduction. The harm
reduction model has much to do with public policy and social
issues. Drug use itself, whether pathologic as in substance use
disorders or not, is an enormous worldwide public health
problem. Nonpathologic use of substances leads to significant
morbidity. Rather than focusing on the task of eliminating
drug use, the harm reduction model concentrates on reducing
the risks and dangers of such use either through reduction of
use or through transition to “safer” drugs. In part, the model
also inspires the replacement of criminalization by policies
that clearly produce reduction in consequences of drug use.
Note that the harm reduction approach addresses the topic of
substance use, not substance abuse or dependence, though
obviously these are subcategories of use. Maintenance treat-
ment for opioid dependence, however, represents a harm
reduction approach.

Some states have modified their official definition of harm
reduction to include an abstinence-based approach as if the lat-
ter is a subcategory of the former. I assure you that is not the
case, but let’s look at how Rhode Islands official definition goes.

POLICY VIGNETTE

“Harm Reduction’ means an approach that aims to reduce the
negative consequences of drug use through utilizing a full spec-
trum of strategies from safer drug use to moderation manage-
ment to abstinence. Oriented toward working with the whole
person, harm reduction programs and policies create environ-
ments and develop strategies for change that are practical,
humane, and effective.”—Rhode Island Substance Abuse Treat-
ment and Prevention, Division of Behavioral Healthcare
Services
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All medical treatment is oriented to working with the
whole person; that’s what the art and science of medicine is
all about. The policy does not indicate what harm reduction
programs are effective at accomplishing. While the overall
definition speaks to the negative consequences of use rather
than of addiction, such wording can be easily misinterpreted.

We, as clinicians, don’t have a pure interest in stopping drug
use, which is perhaps a social goal, but rather in reducing mor-
bidity and mortality. If that goal is achieved with an abstinence-
based approach, then we want to stop drug use. If our patients
get better with a harm reduction approach, then we want to
reduce drug use or change the drug being used to one causing
fewer problems. Indeed, with the use of buprenorphine, in
which maintenance use does not produce significant “drug
effect” but does lead to abstinence from morbidity/mortality-
producing drugs, we can see that the harm reduction and
abstinence-based models could begin to overlap as new treat-
ments become available and as the biological foundation of the
substance use disorders is revealed. It is also important to com-
pare and contrast the approaches. For example, a long-term
prospective research study could be conducted with heroin
dependent patients. Patients are all treated with buprenorphine
for one year while participating in an active weekly therapeutic
program. At the end of the year, half continue with maintenance
buprenorphine treatment (harm reduction) and half are tapered
off buprenorphine but continue active participation in an
abstinence-based program. Ten years later the two groups are
compared with respect to recovery. Their abstinence rate, level
of participation in societal activities, and overall subjective feel-
ing of well-being are compared. Which approach reduces the
patient’s risk? It may well be that a harm reduction approach is
medically sound for one drug but not another, appropriate for
one illness but not another, or more useful overall socially
rather than medically. Or it could be that specific individuals,
either due to personality construct or to genetic predisposition,
are best suited for one or the other approach. These questions
have not yet been answered.



Who Treats Substance
Use?

When you first begin working on an addictions
unit, you are likely to be exposed to a broader
range of health care professionals than you
are in most other psychiatric settings. As one
of the team leaders, you will find it important to
be aware not just of the titles of your team par-
ticipants, but of their education and strengths
as well. It never hurts to ask your co-clinicians
what their backgrounds are and what types of
training they have received. At the least, this
will help you get to know them, but just as
importantly, you'll know whom to ask for help
and under which circumstances.

Given the prevalence of substance use disorders, the answer to
the chapter heading is “all healthcare professionals.” As you
might imagine, the real answer is somewhat more compli-
cated. The treatment of the entirety of substance use disorders
requires knowledge of pharmacology, physiology, medicine,
neurology, psychology, and family dynamics. It is helpful to
understand the issues of associated personality disorders and
of cognitive approaches likely to be useful in treatment. Alter-
ation in hepatic metabolism, effects on the fetus, and the pos-
sible emergency presentations are all critical issues to be con-
sidered at times. Expertise in each of these fields is unusual,
leading to the common team approach to substance treatment.
The team approach has arisen due to the relative rarity of the
addiction specialist. Indeed such a specialist can treat patients
with addictive disease within a solo practice without requiring
a team, and those in such positions recognize that their work
is quite broad in overall scope.

Within any setting, a patient with substance use history of
any significance should receive a consultation from an addic-
tion specialist. This specialist should be a physician. I say that
not because psychologists and social workers have little to
offer—the contrary is true—but because the consultation
should include exploration of ongoing medications, medical
complications of substance use, and other aspects of the disease
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unlikely to be elucidated otherwise. The purpose of the consul-
tation is not only for a review of the patient’s substance history
and of the related acute medical condition, but also for disposi-
tion and placement issues, involvement of the family, and long-
term treatment recommendations. Involvement of allied health
professionals is likely to be of great value. This consultation
should take place at the earliest convenience following inpatient
admission or recognition of symptoms at an outpatient level.

A hospital addiction service will likely consist, in part, of
physicians in one of two categories. One group is those who
are psychiatrists with a certificate of added qualifications in
addiction psychiatry from the American Board of Psychiatry
and Neurology (ABPN). The second group is physicians from
any specialty, including psychiatry, who have passed the
examination of the American Society of Addiction Medicine
(ASAM). Residents in general training, addiction fellowship
training, and medical students may also be part of the service.
Very frequently, the initial triage of the inpatient by the addic-
tion service will be conducted by a nurse with addiction
training. Social workers and clinical psychologists, often with
special qualifications in addictions, are also frequently part of
the addiction service team. Depending on the state, since
licensing and certification varies, you may also encounter
certified drug and alcohol counselors, vocational counselors,
educational specialists, and marriage and family therapists
(MFTs) as part of the clinical addiction team.

In part as a result of lack of availability of medical expertise,
nearly all states offer specialized credentials to those wishing
to work in the field but who have only a high school educa-
tion. New York State, for example, has offered the Creden-
tialed Alcoholism and Substance Abuse Counselor (CASAC)
certification since 1997. Receiving this credential is a rather
complex process involving a minimum of 6,000 hours of
supervised experience performing diagnostic assessment,
evaluation, intervention, referral, and alcoholism and/or sub-
stance abuse counseling in both individual and group settings.
Bachelor’s or Master’s Degrees in approved fields qualify for a
portion of the minimum hours of experience. Extensive
supervision is required in each of several areas. An oral and
written examination must be passed. Alabama has an alcohol
and drug counselor certification board. They offer two certifi-
cations, the Alcohol and Drug Counselor (ADC) credential
and the Senior Alcohol and Drug Counselor credential. The
latter may be obtained only after 6 years work as an ADC and
after passing a second written exam. The ADC credential
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requires passing an oral and written examination, 2 years of
full-time paid work in the field, and 60 contact hours of
addiction-specific training. The National Association of Drug
and Alcohol Interventionists (NADAI) offer a wide variety of
credentials including Certified National Drug & Alcohol Inter-
ventionist (CNDAI), Certified Addiction Counselor (CAC),
Certified National Drug & Alcohol Assessor (CNDAA), Certi-
fied National Drug Counselor Specialist (CNDCS), and Certified
Dual Diagnosis Clinician (CDDC). The National Association of
Alcoholism and Drug Abuse Counselors (NAADAC) repre-
sents a resource for those seeking certification or licensure
within their state. Many of these credentials are available to
physicians, so even if you do not wish to pursue the usual
physician certification routes discussed below, you may wish
to obtain an appropriate state credential in the field of sub-
stance disorders.

As a physician, you will often find yourself in a supervisory
role. As an MD/DO working on a clinical team consisting of
non-physicians, the legal perspective is that you are indeed the
supervisor, even if you are only briefly rotating through the ser-
vice. It is therefore of great importance that you familiarize
yourself with the credentials of other members of the treatment
team, with your state credential requirements, and with the lia-
bility issues involved. You may wish to review the American
Psychiatric Association’s Guidelines for Psychiatrists in Consul-
tative, Supervisory, or Collaborative Relationships with Non-
medical Therapists, which states in part, “Psychiatrists remain
ethically and medically responsible for the patients care as long
as the treatment continues under his or her supervision.”

It is remarkable that the physician organizations and the
non-physician organizations are separate, unaffiliated, and
appear to perform parallel functions in terms of governmental
lobbying, certification, education, and other areas of impor-
tance. Two primary organizations exist for physicians, the
American Society of Addiction Medicine (ASAM) and the
American Academy of Addiction Psychiatry (AAAP). ASAM
was founded over 50 years ago and has over 3,200 members.
All members are physicians, about one third psychiatrists, one
third family practice and internal medicine, and one third from
other specialties. AAAP is about 20 years old and has about
1,000 members, nearly all of whom are psychiatrists. Both
organizations have annual meetings, buprenorphine training
courses, a journal, and other educational opportunities. For
those physicians who suffer from addictive disease themselves,
the International Doctors in AA (IDAA) provides excellent
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support through their HelpLine, annual meeting, and other
activities. Other key organizations in the field include the
National Association for Addiction Professionals (NAADAC),
the National Association of Addiction Treatment Providers
(NAATP), and the American Association for the Treatment of
Opioid Dependence (AATOD).

PHYSICIAN CERTIFICATION

ASAMs criteria for their certification examination are avail-
able at their Web site at www.asam.org. The American Board
of Psychiatry and Neurology has a set of criteria available at
www.abpn.com/cert_subspecialties.htm.

Physicians who are already certified by ASAM or ABPN gen-
erally can act as a certified addiction counselor in all states.


http://www.asam.org
http://www.abpn.com/cert_subspecialties.htm

Treatment Dilemmas

As with many of these chapters, an entire
book could be written about this specific
topic. Substance use disorders tend to pro-
voke controversy, sometimes about the dis-
ease itself but often about the complicating
factors of the illness or its outcome. I've cho-
sen just a few to present here.

High blood pressure tends to provoke little controversy. Cer-
tainly there are always treatment alternatives to be considered.
Might drug A lead to greater improvement and fewer side effects
than drug B, for example. Or at what systolic blood pressure
should we first institute pharmacologic treatment. Substance-
related disorders are a far more controversial issue. Everyone
has a moral stance regarding the patients’ behaviors, judging the
patient against himself, his peers, and the population. Legal
issues need to be considered. The diagnosis itself can be open to
question given the lack of a gold-standard measurement that
can be referenced. And certainly there are treatment options to
be considered, a wide variety of which may or may not be avail-
able in any given area under any given insurance program.
There isn't even a standard specialty under which addictive dis-
ease falls, with family practitioners, psychiatrists, and internists
representing only three of the specialties with an interest in the
field. All of these issues lead to a wide variety of difficult deci-
sions. I present several dilemmas I have observed in the past
years, but these are just the tip of the iceberg.

ETHICAL DILEMMA: THE DRIVING
SUBSTANCE USER

Mr. Piper is a 32-year-old who has been arrested twice for dri-
ving under the influence during the past year. Following his
second DUI, he was mandated to enter treatment with you.
After your complete evaluation, you discussed with him the
hazard that his driving represents to the community when he
is intoxicated. You advised him that he could harm not only

248
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himself but others as well. You also advised him of your ethi-
cal responsibility to report him to the state Department of
Motor Vehicles if he continued to drive under the influence in
the future. In fact, some states have law that requires you to
report such individuals. Mr. Piper’s license is returned to him
after a mandatory suspension. As time passed, you learned
directly from Mr. Piper that he has continued to drink and
drive. He shows recognition of the danger, minimizing the fre-
quency with which it occurs. With his permission, you discuss
this further in a family session, alerting them to the danger and
asking that they play a role in Mr. Piper’s recovery, particularly
in the area of his driving. He asks that you not report him to
the DMV since his loss of his driver’s license will result in his
being unable to go to work, attend AA meetings, or participate
in any of his usual activities because he lives in a rural area. He
cannot, however, promise that this will never happen again.
You feel Mr. Piper to be a threat to himself and others on the
road. Although the danger is not imminent, you are certain the
danger will arise again.
Will you report Mr. Piper to the DMV?

YES. Automobile crashes are the third leading cause of death
and injury in the United States. Alcohol use is a leading factor
in the two million accidents each year. The American Medical
Association’s Council on Ethical and Judicial Affairs (CEJA)
suggests that physicians have a “. . . responsibility to recognize
impairments in patients’ driving ability that pose a strong threat
to public safety and which ultimately may need to be reported
to the Department of Motor Vehicles.” CEJA recommends that
the following process be followed:

e Identify and document physical or mental impairment
that clearly relates to the ability to drive.

e Determine that the driver poses a clear risk to public safety.

e Hold a tactful but candid discussion with the patient and
family, possibly suggesting further treatment.

e “In situations where clear evidence of substantial driving
impairment implies a strong threat to patient and public
safety, and where the physician’s advice to discontinue
driving privileges is ignored, it is desirable and ethical to
notify the Department of Motor Vehicles.”

Of note, CEJA recommends that physicians should first
disclose and explain to their patients this responsibility to
report. CEJA also states that physicians should “protect
patient confidentiality by ensuring that only the minimal
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amount of information is reported and that reasonable
security measures are used in handling that information.”

NO. The Department of Motor Vehicles in your state may not
have a methodology of maintaining patient confidentiality or
privacy. If you send them a letter with your patient’s name,
address, and diagnosis, there is no certainty that your patients
right to a confidential medical record will be maintained. You
also recognize that while you might be preventing harm to
others, you will certainly be causing hardship for your patient
by preventing him from carrying out his occupational duties
and from accessing his usual activities. This may result in your
patient dropping out of treatment and suffering worse
consequences than he would have initially.

Federal drug and alcohol confidentiality regulations apply in
many cases similar to this one. The regulations forbid the physi-
cian from revealing this type of information to a third party, pre-
sumably including the DMV, in cases where the patient is being
treated within a federally assisted drug or alcohol program. The
definition of such a program includes solo practitioners who
receive Medicaid reimbursement; it is unusual for a treating MD
not to be covered by the federal regulations.

The American Society of Addiction Medicine’s Public Pol-
icy Committee disagrees with CEJA on this issue, believing
that physicians should not play the role of policeman with
their patient. The Committee further believes that this type of
reporting represents the start of a slippery slope in which
substance-using patients of all kinds would have to be
reported: Clearly the substance-using police officer, teacher,
construction worker, and pilot all place public safety in jeop-
ardy at times. And yet if we are to turn each one in to the
police departments internal affairs department, the teacher’s
licensing board, the construction company, and the FAA, one
wonders how many patients would continue seeking treat-
ment for their substance dependency.

It is notable that ethical guidelines in the past have sug-
gested that physicians should report colleagues to the state
medical licensure board, but not colleagues who are patients,
who are using substances while treating patients.

Thirty-eight percent of traffic fatalities in 1998 in the
United States were related to the presence of alcohol in one
or more of the accident participants. Figures regarding this
fact are sometimes noted to be as high as 50%. It should be
noted that this is a relationship; the actual percentage of traf-
fic fatalities caused by the presence of alcohol must therefore
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be less than the oft-quoted figures. However, Kirby and oth-
ers demonstrated that of 201 injured drivers admitted to a
trauma center, BAC’s were positive in 37% and other drugs
were confirmed in 40%. Just over half of those with positive
alcohol use were also positive for other drug use. Since toxi-
cology screens are not commonly performed on drivers fol-
lowing accidents, it is quite possible that the figures we are
seeing are, in fact, lower than the true figures if we include
accidents related to all psychoactive substances. It is also
important to note that heavy drinkers with high tolerance
theoretically may show better performance ability with an
elevated BAC than with a blood alcohol of zero.

TREATMENT DILEMMA: THE SEDATIVE
TAPER CONTROVERSY

You are a PGY-III resident who has inherited an outpatient
described as “difficult” from a former resident at the psychiatric
institution where you work. When you first see the outpatient, she
is being prescribed citalopram (Celexa), methylphenidate (Ritalin),
and diazepam (Valium). It is unclear as to what the reasoning has
been in the past for the prescription of either Ritalin or Valium, but
the patient is insistent that she remain on these medications. After
reviewing the history, you are uncomfortable with the medication
combination, particularly given the patients current level of dis-
comfort. The patient is now stating, “I'm depressed, anxious, not
sleeping, not eating,” following which she reports a litany of symp-
toms, many of which you believe to be side effects of the Valium
and the Ritalin. You suggest the Valium be altered as a starting
point. The patient storms from the office as she demands another
doctor be assigned to her. She returns one month later for another
appointment. Her last Valium prescription, written by the previous
resident, has run out today. She refuses your offer of a tapering
schedule of the benzodiazepine and demands another prescription
at the same dose previously written. What should you do?

Your first step is to observe your own discomfort in this
circumstance. You likely feel trapped. On the one side, you
can continue the patient at her current dose of medication.
The residents who came before you went that route as it is the
path of least resistance. You are convinced, however, that it is
the one route least likely to lead to improvement of morbid-
ity. Since your suggestions to the patient that the medication
be changed to another drug or that the taper be performed
over an extended period of time are rebuffed, you seem to
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have few choices. Even more concerning is your knowledge
that as the patient is tapered off Valium, her symptoms are
likely to briefly worsen before they begin to improve.

On the other side, you stand your ground. You inform the
patient that it is not your usual mode of practice to hand out
prescriptions when they are not necessary. You give her a
2-week prescription for Valium at a slightly lower dose than
her usual, setting up an appointment for her again at the end
of that time. She tosses the prescription to the floor and once
again storms from the office. That afternoon, you receive a
call from your supervisor. The patient has called the director
of the hospital. To her, the patient threatened legal action,
warned that she would contact the State Licensing Board
about you, and demanded that her medical needs be met.
Your supervisor suggests that a prescription for the patient’s
usual dosage be left for her to pick up at the front desk. You
look back in your notes for the patient, which clearly reflect
your belief that the patient would not be well-served by being
prescribed ongoing high doses of Valium. Has that changed
due to the patient’s behavior? Or is your medical judgment
being altered by the various threats and splitting behavior on
the part of your patient?

LEGAL DILEMMA: LEGAL VERSUS MEDICAL

Robert is a 23-year-old male who lives in rural Vermont. He
lives with his parents in the home where he was raised. He
works nearby as an assistant at one of the local gas stations.
Robert began drinking rather heavily during high school. He
managed to avoid any legal difficulties, but after graduation he
began going to Boston to purchase cocaine. His use of cocaine
increased rapidly. He began selling some small items from his
parents’ home so that he would have sufficient funds for the
cocaine. When his car broke down, he didn’t have the money
to repair it so he went to Jimmy, a long-time friend of the fam-
ily, to borrow his car. Robert figured he would have no diffi-
culty obtaining the car. When Jimmy, an elderly gentleman
preparing to marry again some years after his first wife died,
refused him the car, Robert suddenly grabbed a nearby screw-
driver and stabbed Jimmy to death. He then took the keys to
the car, went to Boston to obtain cocaine, and on the way back
to his town was stopped and arrested. As an expert in the field
of addiction, you are called by his public defender. You are
asked to provide testimony about cocaine dependence and any
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alteration in mental status that could result from its use or from
withdrawal from its use. As you review the records, you realize
that Robert had not had any cocaine in nearly one week at the
time of the incident. No toxicology screen was obtained so it is
unclear if any other drugs had been used more recently (this is
not unusual in cases like this).

At least one fact of the case is clear: a young man stabbed
an elderly man at his home in a particularly brutal assault in
order to steal his car which he then used to commit another
felony. At the trial and at subsequent sentencing, the court
will hear from the victim’s family. His fiancé and children will
cry, moving the jury to deal more harshly with Robert.

What will you do? If you testify as to the effects of cocaine,
the disease of substance dependence, and the progression of
an illness that often includes violent behavior, Robert may be
dealt with less harshly by the court. You may convince the
jury and judge that people with this illness require medical
attention, that Robert had never received any such treatment
in the past, and that in fact Robert had never even been
screened for substance use according to his medical record. To
what extent do you believe Robert is responsible for his
actions and to what extent are you willing to participate in a
scenario in which you might be responsible for a diminished
level of punishment for a vicious crime?

And what if, instead of the public defender asking for your
help, the prosecution asked for it instead? In this case, they
would hope that you could speak to the issue of acute intoxi-
cation. There, you could point out that since Robert had not
taken cocaine in nearly a week, Robert was not suffering from
acute cocaine intoxication at the time of the murder. Assuming
that this is all the prosecution asks, and if the defense does not
vigorously question you concerning substance-related illness
and the depression that might follow extended use of cocaine,
your testimony here might lead to Robert being dealt with
more severely by the court. Are you comfortable with that?

And beyond your own comfort, what exactly is your role
supposed to be in such a scenario?

PERSONAL DILEMMA: YOUR OWN
SUBSTANCE USE

Dr. Wall is a young energetic physician who has just com-
pleted her residency program. She is hired as the director of an
outpatient department at a community psychiatric hospital.
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As the director of the program, she has responsibilities for
overseeing the work of several part-time physicians as well as
a number of social workers and mental health counselors. In
addition, she has patients of her own whom she sees one day
a week when she schedules sessions at her office. Dr. Wall
carries a pager and is available around the clock for emergen-
cies. She is paged not only if her own patients have emergen-
cies but also if there is some difficulty reaching members of
her staff in the event their own patients are suffering. She is
also consulted each evening by residents at the hospital who
are covering the emergency room should they encounter any
of the hospital’s outpatients.

Dr. Wall is not an alcoholic, nor does she meet criteria for
any substance-related disorders. She does, however, drink
wine with dinner when she goes out to eat, sometimes hav-
ing two or three glasses as the evening progresses. Every so
often—in fact extremely rarely—Dr. Wall uses marijuana at
home with an old friend from college who grows his own.

One evening, while having dinner with Dr. Markson, the
director of the inpatient psychiatric unit at the same hospital,
Dr. Wall pours some wine for herself. As she offers some to
Dr. Markson, he says, “I can’t. I'm on call tonight. In fact, since
I'm available by pager all the time, I don’t drink anymore at all
unless I'm away on a trip and I have coverage. What happens
if you drink a glass or two and get paged?” Dr. Wall responds,
“I usually just answer the page. I never really thought about it.
I never get drunk; I simply have a glass or two with dinner.”

Fast-forward to an incident involving a patient death by sui-
cide. A nasty lawsuit takes place involving the hospital, the
resident physician, and Dr. Wall. During the residents deposi-
tion, it becomes clear that the resident had obtained supervi-
sion from Dr. Wall by telephone the evening before the
patient’s death. Dr. Wall, during her deposition, recalls being
paged while eating in a restaurant. The prosecuting attorney,
being particularly thorough, obtains a copy of Dr. Walls
restaurant receipt. It indicates that Dr. Wall had purchased
several glasses of wine. The restaurant owner is queried. He
knows Dr. Wall since she eats there regularly. He remarks that
she always has a glass or two of wine with dinner.

Should this come to trial, how do you imagine a jury might
consider that a supervising doctor had been drinking alcohol
while on duty, even if “duty” in this case referred only to beeper
call, and even if the alcohol use had been of a limited nature?

To what extent do you feel you should alter your own use
of substances?
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DISABILITY DILEMMA: CONSULTATIVE
EXAMINATIONS

The state disability determination service has asked that you
conduct a consultative examination of Robin, a claimant
being considered for disability. When Robin comes to your
office, you conduct a thorough exam. Robin has had a 10-year
history of alcoholism and a long list of symptoms of both
physical and mental disorders. She states that she is currently
sober; she is living in a halfway house and has been clean
since her discharge from a detox program 3 weeks ago. Robin
is prescribed an antidepressant which she takes each day. She
is not taking any addictive medications. Prior to the onset of
her drinking history, she denies the presence of any signifi-
cant psychiatric symptoms. She currently describes symp-
toms that are consistent with a depressive syndrome but you
feel these symptoms are likely due to the long-term alcohol
use that was so recently discontinued.

You are aware that as of March 1996, no one can be
approved for any social security disability benefit if alcohol or
drug use is a contributing factor material to the disability. That
is, if a given individual has significant functional impairment,
but that impairment is worsened as a result of alcohol or drug
use, the individual will likely be denied disability benefits.

Your diagnostic section is likely to be taken very seriously
by the disability determination service, or possibly by an
administrative law judge later in the process. A diagnosis of
alcohol-induced depressive disorder may lead to a denial,
while a diagnosis of an adjustment disorder (secondary to life
circumstances that will gradually improve) or a depressive
syndrome likely to last at least 12 months could lead to an
approval. Some experts in the field believe that the alteration
of rules in 1996 has led to improved likelihood that patients
with addictive disease seek recovery rather than continuing
to use while relying on disability benefits for income. How
will you formulate your diagnosis?

CLINICAL DILEMMA: POSSESSION

Patients will sometimes reveal that they are carrying illicit sub-
stances, often in such quantity as to represent a felony. Every
state has a variety of laws and regulations that govern the issues
of possession and use. These laws often differ widely in neigh-
boring states. While it is beyond the scope of this text to review



256 Section 111 / SUBSTANCE USE TREATMENT

these laws, it is in your best interest to familiarize yourself with
the laws in your state. Not only might your knowledge prove
useful should you decide to advocate for more or less stringent
regulations, but you will also find yourself able to discuss these
issues knowledgeably with your patients. You will find that
many patients, particularly the younger substance users, have a
remarkable base of information regarding local regulations.
Your having more than a passing familiarity with the laws will
assist you in gaining their trust and respect, leading to an
improved rapport and hopefully an improved outcome. Your
knowledge will also be of assistance in determining what you
should do in this situation. The ethical and clinical considera-
tions here must be tempered with the legal considerations; lack-
ing familiarity with the local laws will harm your ability to work
through any such dilemma.

With respect to confidentiality of the patients activities
related to substance use, federal regulations (42 CFR Part 2)
prohibit unauthorized disclosure in certain instances and apply
to all those who have access to patient records. These regula-
tions apply to all federally assisted alcohol or substance use
programs, including those that provide alcohol or drug use
diagnosis, treatment, or referral, but not including emergency
room personnel unless their primary function is the provision
of alcohol or drug services. Programs are considered to be fed-
erally assisted if they receive any form of federal funding,
including grant funding, even if such funding has nothing to
do with substance use services. Programs that are, and indi-
vidual practitioners who are, certified as Medicare providers
are also considered federally assisted. The federal regulations
take precedence over any local regulations that may be present,
unless the local regulations strengthen the federal statutes.
Again, there is good reason to have strong familiarity with your
clinic or hospital’s status under these regulations as well as
with the regulations themselves. Note that HIPAA require-
ments are not likely to be an issue as the preexisting federal
regulations are, for the most part, stronger than HIPAAS pri-
vacy rule. Whether or not you are a HIPAA-covered entity, if
you're treating patients with substance use disorders, you
undoubtedly must follow 42 CFR Part 2.

Your facility should have guidelines for dealing with com-
monly arising situations. You should consult directly with your
facility’s general counsel to gain an understanding of those
guidelines. If you are working at your private office, you
should have written policies drawn up after consultation with
an attorney. Common situations involve patients who are
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intoxicated but leaving your office by driving, patients show-
ing you the illicit substances they possess, and actively
addicted patients who you know to be primarily responsible
for an infant or young child. I've found that no matter how
carefully T've worked through policies, each particular situa-
tion seems to have circumstances that make it impossible to
follow a generic protocol. If there is time to obtain outside con-
sultation, either from another physician or if appropriate, from
an attorney, do so; if there isn't, use your best judgment and
document your decision-making process. You will generally be
in good shape if you have shown that you considered the
patient’s confidentiality, your legal obligations, and the applic-
able clinical and ethical issues.

Derivative Liability to Physician

CLINICAL VIGNETTE

Dr. Gray has been treating her alcoholic patients with nal-
trexone, a drug indicated for use in the treatment of alcohol
dependence. Dr. Gray is aware of the research indicating that
naltrexone leads to decreased use of alcohol but not to absti-
nence over an extended period of time. She accepts this
approach to the treatment of alcoholism believing that by
doing so, she is reducing the potential for harm to her
patients. She also notes that some research indicates that
many patients reject abstinence as a goal; she thinks that she
will reach a greater number of patients by agreeing with
them, rather than by trying to convince them otherwise.

One of her patients on naltrexone is in an automobile acci-
dent while driving under the influence. Her patient lives but
a mother and three children are killed in the other vehicle.
The father files a lawsuit against Dr. Gray and her patient. His
attorney argues that Dr. Gray was aware of the patient’s alco-
holism, was aware that naltrexone was not a treatment likely
to produce abstinence, and therefore was aware that the
patient was unlikely to recover from his alcoholism. Given
these circumstances, the attorney points out that the patient
should have either received another form of treatment or
been referred to a higher level of care as it became clear that
the patient was not improving in any diagnostic area for alco-
hol dependence.
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This would prove to be an interesting case. Dr. Gray has
the strength of using a medication that is approved for use in
the disease, but the plaintiff has the strength of pointing out
that while the medication may have use, one of its uses is not
known to be successful treatment of the illness. Unless the
naltrexone is being used as an adjunct to other forms of treat-
ment, Dr. Gray may find it difficult to produce a useful
defense. Should specialized consent forms be designed for
use with medications of this nature?

Other issues of this nature can easily arise: You prescribe
opioid pain medications to a patient without objective evi-
dence of the existence of ongoing severe pain. The medica-
tions are diverted perhaps through sale to another individual
who overdoses on them and dies.

The ultimate decision of responsibility here will rest with
judge and jury based in part upon expert testimony on both
sides. The plaintiffs will have plenty of maneuvering room if
your medical records do not display at least an awareness of
the issues and an explanation of your treatment decisions.

E-mail

CLINICAL VIGNETTE

George Caldwell is a patient of yours. He is friends with
Howard Bannister, a well-known figure in the local political
arena. George writes you an e-mail late one night, “Doctor,
I've slipped up again. Howard Bannister and I were out late
last night, drinking, snorting a few lines of coke . . . all the
things I thought were behind me. He was in pretty bad shape
when we got back to his place. He crashed and I ended up
talking to Trudy, his wife, into the morning. One thing led to
another between me and Trudy. Can I set up an appointment
with you in the next few days?”

Do you keep a copy of this e-mail within the medical record?

Yes. 1f you have a standard office policy, signed by each
patient on intake, specifying that all e-mails received are kept
within the medical record, then it is important that you do, in
fact, keep a copy of this as part of the medical record. Medical
informatics experts and medical liability carriers often
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recommend this approach. It is protective of you in the event
of an adverse outcome or malpractice action.

No. Were this a telephone call, you would appropriately leave
out any reference in the medical record about Howard or your
patients indiscretion with Trudy. As an e-mail, this note, clearly
not written while George was in his usual good mental state,
can cause harm to a number of people. It provides evidence
that George was using an illegal drug, hearsay evidence of
Howard’s similar use, and implies some potentially damaging
activity thereafter. Since medical records can, in a surprisingly
high number of scenarios, be discoverable, frequent questions
have arisen within the addiction medicine community
regarding whether the standard e-mail practice should be more
protective of the patient than of the physician.

My choice would be to not incorporate it into the medical
record, but with recognition that this may at some point cause
difficulties for me. I believe that a first-person accounting of
illicit substance use as found in an e-mail from a patient is
likely to be interpreted differently by a jury than would a med-
ical record providing your interpretation of the patients activ-
ities. In this case, I would enter a note in the chart:

Received e-mail from George at 1:30 a.m., 2/1/06.
Pt. indicated he relapsed with use of EtOH/Cocaine
following which he may have acted in a promiscuous
manner.

All the facts necessary for proper medical follow-up are
present, but others aren't legally endangered and the patient’s
first-person accounting of his actions is no longer present.



Patient Placement

Criteria

ESSENTIAL CONCEPTS

1. Learn the Patient Placement Criteria that
are applicable to your patient.

2. Don'’t fight with the managed care reviewer.
It might change the outcome, but not in the
direction you hope.

3. Have the chart in front of you during every
review. Telling the reviewer that the chart is
at your other office will lead to a denial or,
at best, a delay in obtaining an approval.

4. If you find that additional resources would
be useful for your patients, don't hesitate to
lobby local hospital administrators and
local politicians.

HOW DO | GET MY PATIENT ADMITTED?

CLINICAL VIGNETTE

Charlie showed up at the ER one night with a BAC of 0.15. He
has been drinking each day after work until falling asleep.
Tonight his wife dropped him off at the ER in disgust, stating to
the intake coordinator, “Tonight, you guys deal with him” as
she left. He seemed somewhat intoxicated and was having some
difficulty keeping track of your evaluation interview. He made
some statements that showed suicidal ideation but with no clear
intent or plan. Charlie wasn't psychotic or homicidal. He had a
vague history of seizure in the distant past, but his description
failed to clarify this for you. He had never received treatment of
any kind for his alcohol use. As you attempted to complete the
history, Charlie fell asleep. Since your ER doesn't include an
observation bed, you called for admission certification.

After what seemed to be an unreasonable period of time, you
found yourself on the phone with an individual of questionable
education who asked you a series of questions about the
patient. You told the individual, who identified himself only as

260



Chapter 26 / Patient Placement Criteria 261

“Mike,” that the patient had no suicidal intent and that other
than being drunk to the point of his being unable to stay awake,
he had no medical complications. Mike denied the admission,
leaving you angry and concerned as to what to do with Charlie.

Managed care organizations (MCO) use sets of criteria to
determine whether to grant admission for their clients. I
should point out that the MCO’s position typically is that they
make a recommendation regarding only payment, and that the
treatment decision remains in your hands. Their recommenda-
tion is generally based upon an internally developed criteria
set. Some insurers will be happy to fax you the criteria they are
using upon request. It is in your and your patients’ best inter-
est for you to not only be fully knowledgeable about the crite-
ria being used for an admission, but also for you to be literate
in discussing the criteria as they relate to each patient as well.

For admission of those with substance use disorders, the cri-
teria are nearly always different from those used for mental
health disorders. There is also “wiggle room” in the interpreta-
tion of all the criteria sets. The extent to which patients are sui-
cidal, for example, is never clear unless or until they take
action. How strong their intent, how meaningful their plan,
and how constant their ideation are all topics that will be of
concern to you in your discussion with the precertifying indi-
vidual at the MCO. Some criteria sets include reference to the
degree of treatment provided previously. For example, in some
cases, a patient will have difficulty obtaining a hospital level of
care unless that patient had a treatment failure during active
treatment within the previous 6 months. Some criteria sets
don’t incorporate this at all, however.

Take a look at those criteria sets available to you. By the
end of the 1980s, over 50 different sets of criteria were in use
across the United States; more recently there has been a great
deal of effort on the part of both organized medicine and state
legislatures to develop criteria sets with greater validity than
the earlier models. Several insurers are following or have
been mandated to follow one of these criteria sets.

Within the American Society of Addiction Medicine’s Patient
Placement Criteria, six dimensions are under consideration. Fol-
lowing the patient’s assessment, the type and level of service is
determined (see Chapter 21) by following these dimensionally
based criteria. ASAM states that “. . . extenuating circumstances
may dictate some flexibility in application of the criteria to
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ensure the safety and welfare of the patient.” Note that the flex-
ibility can be taken on either side, that of the clinician or that of
the reviewer. Lets examine these dimensions in greater detail.

Dimension 1 reviews risk of withdrawal. Risk of
withdrawal, from the managed care perspective, is concerned
with dangerous withdrawal symptoms such as seizures,
psychosis, or death. We, therefore, have significant concern
with sedatives, particularly when the quantity used, the
frequency of use, and the duration of use have all been high.
Don't forget to draw the BAC or to obtain a breathalyzer result.
If the patient is walking around with a BAC of 0.25, that should
assure you and the reviewer that the patient has a high tolerance
generated by frequent high use of alcohol. There is recognition
that detoxification and withdrawal can take place at any level of
care; the determination of what level is based upon the usual
variables of substance usage intensity and patient history.

Dimension 2 reviews medical condition. Closely
document any vital sign instability. If you tell the reviewer, “I
don’t have the chart in front of me; he had a high pulse but
after an initial dose of Serax, he’s doing fine,” the reviewer
will thank you for your time and deny the admission unless
there are other pertinent issues present. Some criteria sets
require that pulse be above a certain level, often 100; others
require a diastolic blood pressure of 100 to 110 for the
medical instability criterion to be met with that vital sign
index. Be certain to mention ongoing or significant past
medical issues. A history of myocardial infarction, seizure
disorder, or unstable hypertension will often be sufficient to
meet criteria. Recent head trauma or GI symptoms likely to
be secondary to alcohol use are also significant.

Dimension 3 reviews concurrent psychiatric
symptoms. 1f the patient has had ongoing delusional
symptoms secondary to reasonably well-controlled chronic
paranoid schizophrenia, the baseline symptoms are unlikely to
be considered significant by the reviewer. Is the patient
suicidal? Acuity is the issue here. Suicidal does not mean that
the intoxicated patient lying on the gurney is expressing the
hopelessness that he has repeatedly felt about his future over
the past year. You and the reviewer both know that comments
like that are likely to vanish as soon as the acute intoxication
has passed during a brief observation period. Suicidal means
that there is a clear intent and plan demonstrated by the patient.
You are convinced that the patient, if he leaves the ER, will very
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likely cause severe and permanent harm to himself. Your goal
will be to convince the reviewer that emotional or mental health
status is such as to require a more intensive level of care. For
admission to the hospital, a patient must have psychiatric
symptoms that interfere with recovery efforts or create a
moderate risk of dangerous behavior. There might also be
significant impairment of functional status such that a 24-hour
medically monitored setting is necessary. This might include
aggressive or self-destructive behavior related to intoxication.

To deal with Dimension 3, you should know all the facts
related to the patient’s level of suicidality:

e Has the patient ever attempted suicide in the past?

e Has the patient required hospitalization following a past
suicide attempt?

e What level of lethality has the patient used in previous
suicide attempts?

e How frequently does the patient describe suicidal
ideation? Are these descriptions correlated in time with
actual attempts?

e What plan does the patient currently have for suicide?
Are the means available?

e What indication is there that the patient will follow
through with his plan?

e If the patient has self-mutilatory behavior, how can you dis-
tinguish the patients current symptoms from her baseline.
(Recall that acuity is an important factor in obtaining admis-
sion. If the patients baseline includes ongoing self-cutting,
then a patients threats to cut herself with a razor do not rep-
resent a change from baseline despite the possible risk).

Dimension 4 refers to the patient’s readiness to
change. To what level is there treatment acceptance or
resistance? How much responsibility will the patient take?
Will the patient attend AA or NA on his own? Will the patient
apply skills already learned to maintain sobriety? How
willing and cooperative is the patient?

Dimension 5 deals with relapse, continued use, or
continued problem potential. Does the patient have
continuing mental preoccupation with use? Do recovery
skills need to be enhanced? Does the patient have difficulty
postponing immediate gratification? Is there another mental
health (e.g., schizophrenia) or medical (e.g., chronic pain)
disorder leading to an increased likelihood of persistent
substance use?
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Dimension 6 relates to the patient’s living
environment. How supportive is his family? Is he living in
an environment where it is seemingly impossible to stay away
from drug use? Is he at a school, home, or work environment
where drug use is pervasive?

These last three dimensions are not as easy to quantify for
a reviewer, particularly after a brief intake evaluation in which
family members were unavailable or uninformative. If you do
have significant concerns in these areas, do not hesitate to
call them to the attention of the reviewer. A notable problem
in any one of these dimensions may make the difference in a
difficult decision.

CLINICAL VIGNETTE

Marissa is a 22-year-old woman with an extensive history of
depression, anxiety, and substance use. She presents to the ER
this afternoon with great irritability. Marissa has been drink-
ing and has a breathalyzer result of 0.10. Her vital signs
include a pulse of 95. She says that she has had enough of this
world and that she plans to kill herself by cutting her wrists.
A review of her medical record reveals many earlier visits to
the ER and primary diagnoses of borderline personality dis-
order and alcoholism. On physical examination, you observe
multiple slash marks to her wrists bilaterally. The wounds are
infected and require medical attention. Marissa has been
treated within the inpatient setting on many occasions, with
her hospitalizations lasting from 2 days to 20 days, each stay
following suicidal threats.

Your discussion with the admission certification reviewer
should include your pointing out:

e Marissa’s wounds are infected. Given her current mental
status, it is unlikely she will obtain proper care or follow
through with treatment recommendations.

e Patients with borderline personality disorder who self-
mutilate have a much higher likelihood of eventually suc-
cessfully committing suicide. One to two days of inpa-
tient stabilization may be protective of this fragile patient.

You should acknowledge that Marissa is able to tolerate a
BAC of 0.1 and pulse of 95 without likely ill effects requiring
hospitalization. Marissa could receive detoxification, if even
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necessary, in the outpatient environment. Note that the
vignette does not provide enough information for you to
establish whether detox is needed at all.

You should not attempt to argue in this case that you believe
Marissa is at extreme risk and dangerous to herself and others
around her. What you should argue is that the patient has
chronic suicidal ideation which is now intensified following
use of alcohol and is complicated by the patient’s medical
condition. This is more likely to be seen by the reviewer as an
honest assessment of the situation and may well result in your
patient being granted several days in the hospital.

From the perspective of managed care, placement criteria
are designed to determine the most fiscally sound and effec-
tive means of determining appropriate placement. From the
physician’s perspective, the placement criteria are often
viewed as being more concerned with group statistics than
the needs of the individual patient he is treating. If, for exam-
ple, most patients with certain symptoms do not require hos-
pitalization to get better, and if those patients are unlikely to
experience life-threatening symptoms as a result of their ill-
ness, the criteria will read that the patient should not be
admitted. If you feel upon examination of the patient that this
patient is somehow different from the group, you will need to
be specific. What makes it medically necessary that your
patient be treated in the hospital when other patients with
similar symptoms have not required hospitalization?

Several arguments will not work:

We don't have a partial program here.

Criteria sets are not concerned with availability of treat-
ment modalities. Imagine that you need a small room air con-
ditioner but your local store has only a portable fan and an
industrial air conditioner big enough for a grocery store. Nei-
ther is the correct choice, and the lack of availability of what
you need doesn’t alter your need for a small-room AC unit.

The patient lives a long distance from any outpatient
clinician and doesn’t have a car.

Serving the rural community is difficult from many perspec-
tives. Those outside of large communities often have difficulty
obtaining electricity, water, telephone service, and other necessi-
ties. Criteria sets are not concerned with these matters. The issue
is that of medical necessity, and only that of medical necessity.

The patients family threw him out.
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This is a social work issue, not a medical necessity issue, so
it does not indicate that inpatient hospitalization is required.

The court mandated that the patient receive treatment.

This is a very common difficulty. The court insists for legal
reasons that an individual receive treatment, yet the medical
signs and symptoms are not of a severity that necessitate such
treatment. In one case with which I'm familiar, a patient was
found not guilty by reason of insanity in a criminal trial. She was
hospitalized for several years after that. During the vast majority
of her hospitalization, there was no need for acute psychiatric
treatment. Should her medical insurance pay the hospital bill?

The patient just flew across the country by himself on
a commercial airliner to get to our highly specialized
addiction inpatient treatment program. During his
time on the airline, he drank a variety of alcoholic bev-
erages and arrived here in an intoxicated state.

All the criteria sets have a degree of urgency present in the
section dealing with admission to an inpatient program. The
fact that the patient was able to travel unaccompanied in a
public setting without medical oversight implies that the
patient does not require immediate intensive treatment. There
are indeed several well-known programs to which people
travel from all over the United States. There are many good
reasons why such programs might be superior to those which
are available in the patient’s local community. Again, consider
the alternatives. From a managed care perspective, where the
goal is to keep costs down, if the patient meets criteria for par-
tial hospitalization a reasonable alternative might be to pay for
such treatment within the new setting while the patient lives
temporarily at a hotel or other residential location.

The patient is a physician.

There are several programs around the country that focus
on the needs of specific groups, physicians and other health-
care professionals among them. And although these programs
might be expert at handling the logistics involved with licen-
sure, state medical board requirements, and the usual psy-
chological state of a physician requiring substance use treat-
ment, there is no literature to indicate that the outcome of
such programs is superior to that available elsewhere.
Although the reviewer will undoubtedly experience some dis-
comfort with this scenario, the patient’s occupation really
doesn’t enter into the determination.
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While you talk with the reviewer, keep these points in
mind:

e Don't fight with the reviewer. There are always appeal
routes that can be taken. Being confrontational or argu-
mentative with the reviewer is not likely to result in the
reviewer suddenly coming around to seeing things from a
new perspective.

e Be certain to obtain the appeal information from the
reviewer. The appeal route might involve written commu-
nications, such as copies of the medical record, or it could
involve an additional phone call.

e Document with whom the review took place and the
result of that review in the chart.

e Don't let the review decision determine your treatment
obligation to the patient. Your decision must be based only
upon your medical expertise and the result of your patient
assessment, not on the degree to which the patient’s cov-
erage will or won't cover your recommended treatment.

e Recognize that some reviewers are psychiatrists or addic-
tion specialists who perform managed care reviews as a
part-time or full-time position; these reviewers are often
comfortable discussing cases with you at length, particu-
larly if you are not antagonistic from the moment you
begin the conversation.

Be aware of the usual definitions of medical necessity:

» Care must be safe and effective.

e Care must be the least intensive or most appropriate alter-
native among all options.

e Care must be provided in the least costly setting.

e Care must be provided for reasons other than conve-
nience of the patient or physician.

At times the reviewer will have more information about a
patient than you do. The reviewer may have at his or her fin-
gertips a listing of previous hospitalizations, medications
used, extent of ongoing outpatient therapy, medical compli-
cations, and other significant aspects of the patient’s history.
Some reviewers will share this information with you while
others consider it a privacy violation. It depends on the com-
pany, its contract with members, and the degree to which the
reviewer works for that company or for an outside firm con-
tracted to provide review services. You have nothing to lose,
and a great deal to gain, by asking the reviewer if they have
information available concerning the patient.
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CONCURRENT REVIEWS

The previous section, dealing with precertification decisions,
applies equally to the concurrent review process. Within this
area, you will find yourself conducting doctor-to-doctor
reviews for the purpose of obtaining continued authorization
for an inpatient or partial program stay or for continued
authorization of outpatient visits.

CLINICAL VIGNETTE

Roberta was admitted to the inpatient unit at 10 p.m. with a
BAC of 0.18, a pulse of 108, and a blood pressure of 150/110.
A history of seizures is noted in the old medical record. Fol-
lowing Roberta’s admission, she is treated with a Librium pro-
tocol for detox. After a restless night, she falls asleep at 6 a.m.
By noon, Roberta awakens, tremulous and diaphoretic, with
continued hypertension and tachycardia. She continues on
Librium and by the next day has stabilized. Her blood pres-
sure and pulse are 130/90 and 90 respectively. She is afebrile
and without medical complications. You are planning to con-
tinue the Librium protocol for one more day, then arrange
disposition and follow-up treatment.

You receive a phone call from the utilization management
agency. “Are you planning to discharge Roberta today?” you
are asked.

Your feeling is that Roberta will likely relapse if discharged.
The utilization agency physician says, “Doctor, your patient
has stabilized. Her vital signs are no longer labile, she is not
suicidal, homicidal, or psychotic, and she has no medical com-
plications. She can continue on Librium within an ambulatory
setting. Why are you continuing to hold her in the hospital?”

Review the criteria sets again in cases like this. The
reviewer’s words are true, but have ignored the patients
unstable home environment, the lack of available support
mechanisms, the previous discharges followed quickly by
relapse, and your legitimate concern that the patient has a
past history of seizures. While noting these points might
result in one additional day’s certification, the reviewer might
be willing to accept a step-down to a partial program rather
than a discharge following that day. This scenario under-
scores the need that you begin disposition planning the
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moment the patient arrives at the hospital. The number one
argument that will not work in this case is:

The patient arrived Friday night. Our social workers
are only here on weekdays.

This is not likely to sway a reviewer at all. Medical care is
a 24-hour, 7-day activity. If you're covering the case on the
weekend, then the responsibility is with you to arrange dis-
position and follow-up treatment planning.

RETROSPECTIVE REVIEWS

Retrospective reviews, those taking place long after the
patient has been discharged from care, tend to be the most
difficult of the reviews for the treating clinician. The reviewer
has just reviewed the entire medical record of a case for
which inpatient days were denied. He has familiarized him-
self with all the notes, all the orders, and all the patient’s signs
and symptoms. He now places a call to your office to discuss
the case with you.

e If you don’t have the chart available, ask for a definite
follow-up telephone review date at a time when you will
have the chart. Do not discuss the case without having
the facts before you. Do, however, ask the reviewer what
days have already been approved, if any.

e Once you have the chart, but before you have the telephone
review, take note of the specific status of the patient on and
after the day which was the last approved day for the stay.
The reviewer will not want to discuss the HPI or the other
historical data for patients where dates have already been
approved. The reviewer will focus on the patient status
beginning on the day after the last approved day.

CLINICAL VIGNETTE

You successfully argued for Roberta’s approved days to be
extended to the end of her chlordiazepoxide (Librium)
detoxification protocol. It is now Monday morning and
Roberta’s benefits end today. She is scheduled for discharge.
Her vital signs are stable. Her CIWA score is 2. The partial
program that you had planned to transfer her to is suddenly
full. No other program is available on such short notice.
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The patient remains in the hospital for one additional day
while waiting for the partial program to become available.

The hospital is paid for 3 of the 4 days that the patient was
an inpatient. The hospital appeals this decision. You receive a
phone call from a reviewer 8 months after the patient was
discharged.

The primary question on the reviewer’s mind is: If the
patient were to have shown up at a hospital on the fourth day,
with all the signs and symptoms present exactly as they were
on the fourth day, would the patient require hospitalization.

In this situation, quite frankly, you are unlikely to be able to
convince the reviewer that the patient required ongoing hos-
pitalization on the fourth day. In fact, the plan to discharge her
that day vigorously argues against the hospital’s appeal as it
indicates the patient’s treatment team felt the patient no longer
required inpatient care. While your role is one of patient
advocate, you must also acknowledge that you will have an
ongoing relationship with the reviewer. If you argue for each
case, even on those cases where your point will not hold any
water, it will be difficult for the reviewer to take you seriously
as time passes. You must know when to give up the fight.



Spirituality

Why include a chapter on spirituality in a text dealing with the
treatment of addictive disease? Can a physician not fulfill the
obligation of treating such patients without addressing these
issues? In my opinion, the answer to the latter question is,
“Only incompletely” (see Sloan). It represents the reason why
medications alone have thus far failed to deal with more than
the most superficial aspects of these illnesses. If I'm correct, it
would appear that in order to treat alcoholism, one would
require not only physicians, psychologists, social workers,
nurses and alcoholism counselors, but spiritual guides as well.
Or is it just possible that individuals trained in any one of these
disciplines can become acquainted with issues of spirituality in
amanner adequate to offer understanding and assistance to the
alcoholic subject?

Alexander Hamilton has been quoted as having said, “The
rules determine the nature and outcome of the game.” Obvi-
ously, few if any of us arrive on this planet with wisdom enough
to grasp at once the rules of the game of life. More likely such
understanding must await the passage of enough time to permit
the fitting together of seemingly unrelated observations into a
cohesive multidimensional rubric. The required ingredients for
this formulation: the opportunity to observe intimately many
human beings during moments of pain, grief and a sense of help-
lessness adequate to elicit introspection, and hopefully honesty;
enough time on earth in which to observe one’s personal func-
tions, and, more importantly, dysfunctions; a discipline charac-
terized by clinical objectivity, and a willingness to commit one-
self to evaluation by others and ultimately by self. Ones
preparation may be diverse but my own instance entailed a train-
ing in differential diagnosis and clinical medicine such as one
would be unlikely to experience after the invention of the CAT
scanner, and perhaps more importantly, the observation of the
failure of the first few decades of my life to result in a level of
maturity with which I could be satisfied definitively. A serendip-
itous decision by an early mentor, Dr. Ruth Fox, resulted in
almost 50 years of clinical experience with patients suffering
from various forms of addiction. Small wonder that observations
of dysfunction offered the earliest clues concerning the true
nature of normal function. The bridge that carried the clini-
cal information was, and remains to this day, the intimate

2N
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relationship between the patient and the physician. I hasten to
reassure the reader in advance that all of the clinical data from
which the soon-to-follow conclusions were drawn were gathered
by the writer alone, that such data were confirmed through
knowledgeable family members or intimate friends of each
patient, and that a clinical contact with such subjects persisted
most often for many years or even decades.

The earliest observations served to emphasize that only
very prolonged follow-up would permit even modest conclu-
sions to be drawn about patients suffering from addictive ill-
nesses and the possible impact of treatment. Feinstein has
adequately demonstrated that meta-analytic procedures will
never improve upon the failure of an investigative physician
to observe carefully or long enough—garbage in, garbage out
(also see Benson).

In 1951, when Dr. Fox offered me the opportunity to help in
the role of “an analytically oriented internist” (her term) in the
care of her alcoholic patients, she was fully aware of the fact
that I knew absolutely nothing about this illness. She warned
me to ignore the literature about alcoholism and to proceed
with my usual inclination of learning from the patients by
attentive listening and detailed observation. Dr. Fox aug-
mented my training with firm advice to construct my own con-
cept of the disease, and to attend open meetings of Alcoholics
Anonymous—suggestions with which I complied. I met her
patients when they required detoxification from ethanol or
other soporifics or stimulants. In the early years, few opioid
addicts were seen, but in time the list of substances increased
to include opioids and psychedelics, while cocaine replaced
amphetamines and newer somnifacients were developed by the
drug industry. They were admitted to a small private hospital
without house staff; I examined each upon admission and fol-
lowed each with a private hour’s daily discussion thereafter.
Members of the nursing staff were highly experienced and reli-
able, but my availability was required 7 days per week during
the early years. Patients remained under my care for about 5
days, although a few left earlier in order to return to work or
care for small children; some were sent out a little earlier in
order to go to inpatient rehabilitation at AA-oriented facilities,
but some remained longer because of delirium tremens or
other complications. House calls were made for outpatient
detoxification until an early experience in which I happened to
witness a patient lighting a cigarette in her bed shortly after
receiving an intramuscular sedative. Family members, usually
in attendance, had left the room at that time.
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Within a year or so, a few of the periodic drinkers had unfor-
tunately seen more of me than their primary caregiver. In leap-
ing to the conclusion that their problems lay with their physi-
cian rather than their own lack of application, they requested
that I see them for psychotherapy after their hospital discharge,
a circumstance embraced with joy by my overworked mentor.
Sadly but not unexpectedly, none of the local physicians caring
for alcoholics could offer significant advice regarding how such
treatment should be performed. Freud himself had no success
with his psychoanalytic technique with these patients; the
diversity of schemes then in use by the local psychiatrists
served only to emphasize the old clinical adage that when a
truly effective treatment becomes available, uniformity follows.
I was aware that few physicians would work in this field, fewer
still were achieving much in the way of success, and, at about
the mid-century mark, only the rare general hospital would
accept admission of a sick patient with the clinical diagnosis of
alcoholism. Worse, the number of patients suffering from this
illness in the United States alone was known to reach into the
many millions. I was consoled about my early clumsy efforts by
the possibility that I might yet learn from them the nature of
their travail, and perchance, how one might treat it with greater
success.

Why any of my patients would trade a warm home, good
meal, loving family, well-paying job, and physical health for
vomiting blood in the gutter staggered my imagination. The
action appeared worse than the depressive’s suicide since its
agony was repetitive, diverse, and often stretched over decades.
Such punishment would have been more than enough to
change the course of action of even a paramecium—but not my
patients. Although many of them suffered from cognitive
deficits, it was clear that earlier in their clinical courses the
majority were intellectually gifted. To this day, the lay public
assumes that the alcoholic subject drinks for the same reason
that they do, for casual pleasure, to make whoopie, have a
wonderful time, or celebrate a special family event. That they
“overdo it” simply confirms that they are hedonistic and undis-
ciplined. But in fact, the alcoholic drinks not for fun but for
relief (from a host of discomforts to which we will refer later).
Their use of alcohol is, in that sense, medical. They look at
New Year’s Eve drinkers with disgust and casually regard them
as “amateurs.”

Numerous articles referred to their “loss of control,” an
observation made ludicrous by even a casual comparison with
my nonalcoholic patients. The amount of “control” exercised
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by alcoholic subjects over almost every aspect of their lives far
exceeded that observed in those subjects who saw me for their
blood pressure, peptic ulcers, or head colds. Their control over
almost every detail of their lives—whom to wed, where to live,
for whom to work, and what type of work—was all determined
by their need for alcohol. Even the very nature of their drink-
ing—only on Fridays, only beer, only wine, only one or two or
three drinks—almost every waking moment concentrating on
nothing but control. In fact, when someone would brag to me
that he could not have alcoholism because he “could control
his drinking,” it was almost perfectly diagnostic of alcoholism,
since nobody else has to control his drinking but an alcoholic.
No, it was not that they were too stupid to learn or that they
had “lost control,” but rather that their need for relief—their
appetite—overwhelmed them. Why?

It was apparent initially that each of my alcoholic patients
presented with a degree of isolation that was stunning. Some
had a few problematic relationships with a spouse, parent,
child, coworker, or old drinking buddy, but one rarely had to
scratch the surface very deeply to realize that an intimate shar-
ing of feelings was nonexistent. “Hail fellow well met, belly up
to the bar boys” notwithstanding, significant relationships
were absent. The addictive drug permitted the only method
whereby they could achieve even a semblance of relating. In
truth, most such relationships barely outlasted the duration of
the drug’s effect.

Within the first few years of this saga, an outline of the
effort had become clear: fracture the isolation of the patient, at
least initially through an intimate and nonjudgmental rela-
tionship with the physician. Once accomplished, use the posi-
tion of trusted and supportive friend to enable the patient to
accept a suggestion that a change in acquaintances is required
from drug-using buddies to formerly drug-using buddies, and
that such could be accomplished best in a group which
teaches its members how to relate with other human beings.

Each of those aims was readily available only in AA. As I
progressed along that path, it was apparent that my own
progress depended upon two distinct roles: first, that of a med-
ical tout, keeping the records so that I could learn more about
this disease and its sufferers, and second, becoming the sort of
person with whom my enormously delicate patients might be
willing to dare relate. The latter required much time, a will-
ingness to share in the process, and a rigid approach to one’s
personal honesty. Early in this clinical education it became
apparent why the analytic care of these patients experienced



Chapter 27 / Spirituality 279

almost uniform failure. The self-images of such patients were
so agonizing for them, their comparisons of their innermost
feelings with the outsides of strangers so disadvantageous, that
they could barely utter any words, true or otherwise. Sociopa-
thy? Hardly. The alcoholic’s life is governed by one of the most
beastly consciences one can imagine. Their exposure to AA was
often the first time that they ever heard any intimate and hon-
est details about the feelings of another human being, alcoholic
or not. Not too many years later, these impressions were con-
firmed by hearing the clinical impressions of another physician
possessing extensive experience with this illness, Dr. Ken
Williams (now deceased). He spoke of the anomie (rootless-
ness) of his patients and ascribed much of their suffering to a
process, with which I could agree, that must have started
extremely early in life, certainly many years before the ingestion
of any addictive substance. The stories I heard sounded very
much like the early Victor Borge monologue: Victor was a boy
sitting before a fire in his living room, and his father entered the
room noting that there was no fireplace. His father said,
“Borge,” as his father could never recall his son’s first name,
“How old are you?” “Seven,” his son replied. To which his
father roared, “Shame on you, Borge! When I was your age, 1
was twelve!”

Gradually, it became evident that the patient’s shame was
so great that it could be precipitated commonly by any inci-
dent in which the subject felt unloved—especially by some-
one whose respect and affection had been “earned,” such as a
parent, spouse, lover, or child. Worse, the feelings of self-
loathing and disgust following an observation or assumption
of being unlovable were so ingrained that they could only be
avoided by prodigious cognitive effort and training. Startling
clinical similarities of large numbers of patients led to the
realization that these feelings started very early in life, usually
within the first four years, and were enormously resistant to
change. It was as though a read-only-memory having to do
with affect alone was formed in each subject contemporane-
ously with self-image. The uniformity of these observations
could not be appreciated fully until my coworker, Dr. Lynne
Hennecke, pointed out her observations that such patients
suffered early failure to identify with their same-sex parent. A
review of my personal case records from 1951 to 1975
revealed such evidence in over 86% of those male and female
alcoholic patients, despite the fact that I was not specifically
looking for such data during the time that they were under treat-
ment. Dr. Hennecke went on to develop further insights regarding
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the pre-morbid development of alcoholism, publishing data
on the incidence of stimulus augmentation among the chil-
dren of alcoholic fathers, and joining me in the synthesis of
a multifaceted rubric regarding the etiology of this illness.
That is, a sequence of events none of which by itself is capable
of causing the disease: a mosaic theory.

The sequence of stimulus augmentation (a perceptual set-
point at or near birth, genetic and/or familial in origin),
increased need for relief from discomfort whether exogenous
or endogenous in origin (such as an appetite servomech-
anism), and failure to be able to utilize the process of relating
as a method by which to dampen discomfort apparently leads
to the use of alternative highly successful short-term methods
(drugs, food, sex, gambling, and many others), none of which
appear to offer definitive relief.

The sum of these observations served only to emphasize
the nature and import of the early affective injury to the alco-
holic patient: the fact that it could not be removed but could
be ameliorated by appropriate cognitive therapy in conjunc-
tion with a broadly available social mechanism offering read-
ily available opportunities to relate with not-too-dissimilar
human beings and an empiric structure by which the subject
is taught how to relate (AA and the 12 steps). It is at once
apparent why the care for this disease is more than just long-
term; it is forever. I hasten to add that the medical care deliv-
ery system would not likely be required forever, but the
mechanisms for dealing with the etiologic factors must be in
place and practiced by the patient forever. A metaphor in
understanding this circumstance is that of a faulty aircraft
autopilot: every time it is turned on, the aircraft crashes. The
pilot can fly the aircraft safely by hand, though it requires
more concentration and effort; if he ignores this issue, after
even an extended interval of time, use of the autopilot will
still bring the aircraft to disaster.

It is helpful to think of alcoholism as but one of a group of
illnesses characterized by the use of any mechanism to adapt
to life other than intimately relating to other human beings.
As the neurologist learns from the patient who fails to expire
from a localized brain injury, or the physiologist gains knowl-
edge from a subject who has suffered a nonfatal unintentional
gastrostomy, the clinician can learn about life from patients
who have suffered a functionally precise behavioral injury.
With good fortune, the passage of time may then permit the
conversion of knowledge to wisdom. I have chosen arbitrarily
to accept rules for the game of life from diverse sources,
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philosophers all, but only some religious. These rules must
represent actions that integrate with my personal experiences
regarding how human beings truly function. What are some of
these rules? First and foremost is that we have a design. Our
need for intimate relating to one another can be judged from
our yearning to communicate, whether verbally, by writing, or
through art—some found in archaeological digs dating back
40,000 years. We are not tigers but probably resemble the herd
animals such as zebras. Our design functions well in the
majority of instances, hence, life works! Therefore there is
good reason to live life actively, with courage and zest. All too
often my patients would hang back from life, like a player at
the crap table who freezes while holding the dice, terrified of
throwing snake eyes or box cars (losing). One can only lose in
this life by not throwing! Only by throwing the dice does my
patient appreciate the experience of courage, whether winning
or losing. I overheard Dr. Herbert Kleber mention a Talmudic
passage at a medical meeting last year: “Time is short, The task
is long, You cannot complete it, You are forbidden not to try.”
Life can only be wasted if one fails to live it.

It matters not precisely how one goes about it as long as it
includes intimate relating. Another Talmudic quip goes, “For
the man who does not know where he is going, any road will
take him there.” For years I quoted that as a disparaging
remark, but I was wrong. It matters little which road one takes,
as long as you truly go for the trip.

Along the way one experiences some joy, some sadness,
some pleasure, some pain. If one is to remain capable of such
travel, it is critical to recognize at an early date that it is diffi-
cult to perceive in any consistent manner when or where ful-
fillment will occur and, worse, almost impossible to anticipate
which of lifes events will lead to one’s ultimate joy. I recall
vividly my father’s reassurance when I first began my career;
my anger about his apparent dismissal of my anxiety lest he
arrive at my office one day and find nothing but a skeleton and
cobwebs at my desk. What he was unable to explain to me was
that he knew his son and he understood the design of life. Only
further passage of time would reveal the mechanism by which
these circumstances would ultimately function together.

Another reason for avoiding the separate examination of
each detail of one’s life, searching for meanings, is that life is
divided into two parts, its design as reflected by the world in
which we live and the function of the human brain, and the
random events about us. Most of our travels turn out well despite
the random events. But more importantly, the accumulation of
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wisdom (knowledge + experience) permits us to realize that we
cannot anticipate the ultimate result of each of life’s events,
some labeled tragic one year lead directly to great gratification
a year later. Hence the wisdom of surrender, the most powerful
act of which human beings are capable. Since we can choose
which clothing to wear today but not whether we will be alive
tomorrow, how wise the humility of surrender becomes. Ulti-
mately, that very surrender must include the final part of the
design, our own demise.

One may still say, “What does spirituality have to do with
recovery? Why bother to perceive the design?”

Because without it, the patient’s isolation is almost impos-
sible to break and especially to keep broken.

Because without it, the patients feelings of self-disgust
remain frozen in time.

Because it represents a concept that can be understood and
ultimately embraced by religious as well as the agnostic or
atheistic patients.

Because it offers a pragmatic and successful method by
which to replace the addictive phenomenon.

Because it explains the basis of life, the illness, recovery,
and AA, giving the patient a rudimentary framework for daily
decision-making.

Because it leads to an answer for that part of the Serenity
Prayer referring to the “the wisdom to know the difference.”

Ultimately, it leads to self-compassion, that point at which
the therapist’s task is completed.

How can one fail to gaze at this design of life with less than
appreciation in terms of something larger? That is the very
spirituality which follows in sequence after knowledge and
wisdom. It is that which permits us to travel through our life
experiences celebrating our gain (life) rather than mourning
our loss (alcohol). For the physicians to help these patients,
they must understand this. For the patients to experience
true recovery, they must possess it.



Endnote

There is much we havent covered. An extensive number of
neurologic syndromes, some short-lived, some permanent, can
arise secondary to substance use. The use of substances and the
risks and benefits of treatment during pregnancy is a critical
area. Use of addictive prescription medications by physicians is
not uncommon and represents an area of concern. Specialized
approaches to the treatment of various subsets of the popula-
tion as differentiated by cultural background, socioeconomic
status, sex, and urban/rural settings have not been discussed.
We've virtually ignored the many medical complications and
comorbidities, particularly hepatitis and HIV/AIDS. And as
noted at the outset, we've left discussion of basic pharmaco-
logic principles and epidemiology to others. The absence of all
of this material here by no means is a reflection of a lack of
importance. On the contrary, such information is of vital inter-
est. You now have a groundwork upon which to add this
information, and, I hope, a firm understanding that the most
critical aspect of your treatment of these diseases is the devel-
opment of your relationship with your patients. Absent such a
relationship, any treatment will at best merely postpone the
untreated disease’s inevitable outcome.

Over the coming years, watch the literature carefully. Many
new pharmacotherapies are under study and some will
undoubtedly be approved for use. Approval for use does not
indicate the existence of long-term benefits from such use, so
your close study of the literature is warranted. The type of
treatment offered by multidisciplinary teams within a mental
health center or state-certified substance treatment center dif-
fers from that offered within a private physician’s office. Third
parties often dictate the availability of ongoing treatment even
given the knowledge that such treatment is nearly always indi-
cated for patients with these illnesses. It will be quite some
time before such conflicts are even described, let alone
resolved, in high-quality research studies. But some hints may
be forthcoming more rapidly.

There are many excellent training programs in the field of
addictive disease. Their availability changes from year to year so
it makes little sense to incorporate a listing here. However, if you
send me an e-mail (drgitlow@aol.com) indicating what branch of
health care you're in and what stage of training you’re at, I'll be
happy to provide you with some recommendations.

279


mailto:drgitlow@aol.com




ooooooooooooooooooooooo

APPENDICES



Standardized Examinations

The standardized examinations in this appendix are pre-
sented because they commonly appear in the literature and
on inpatient units. As such, it is wise for you to be familiar
with them, and to view them as a reasonable baseline from
which you should grow. As a clinician knowledgeable in
addictive disease, it is unlikely that you will ever ask the
CAGE questionnaire in actual practice or that you would
need to go down the CIWA list to determine if a patient needs
a change in detox medication on the unit. Indeed, there are
significant questions regarding the effectiveness of alcohol
screening in general practice (see Desai). Nevertheless, these
devices should prove useful as you begin to explore the issues
discussed in this text in greater detail.

TABLE A-1. CAGE

1. Have you ever tried to CUT DOWN on your drinking?

2. Have you ever been ANNOYED about criticism of your
drinking?

3. Have you ever felt GUILTY about your drinking?

4. Have you ever had a morning EYE OPENER?

TABLE A-2. AUDIT

1. How often do you have a drink containing alcohol?
Never—O
Monthly or less—1
Two to four times a month—2
Two to three times a week—3
Four or more times a week—4
2. How many drinks containing alcohol do you have on a typical
day when you are drinking?
1 or2—0
3 or 4—1
5or6—2
7 to 9—3
10 or more—4

(Continued)
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TABLE A-2. (continued)

3.

How often do you have six or more drinks on one occasion?
Never—O0

Less than monthly—1

Monthly—2

Weekly—3

Daily or almost daily—4

. How often during the last year have you found that you were

not able to stop drinking once you had started?

Never—O

Less than monthly—1

Monthly—2

Weekly—3

Daily or almost daily—4

How often during the last year have you failed to do what was
normally expected from you because of drinking?

Never—O

Less than monthly—1

Monthly—2

Weekly—3

Daily or aimost daily—4

How often during the last year have you needed a first drink
in the morning to get yourself going after a heavy drinking
session?

Never—0

Less than monthly—1

Monthly—2

Weekly—3

Daily or almost daily—4

How often during the last year have you had a feeling of guilt
or remorse after drinking?

Never—O0

Less than monthly—1

Monthly—2

Weekly—3

Daily or almost daily—4

How often during the last year have you been unable to
remember what happened the night before because you had
been drinking?

Never—O

Less than monthly—1

Monthly—2

Weekly—3

Daily or aimost daily—4

(Continued)
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TABLE A-2. (continued)

9.

10.

Have you or someone else been injured as a result of your
drinking?

No—O0

Yes, but not in the last year—2

Yes, during the last year—4

Has a relative or friend, or a doctor or other health worker
been concerned about your drinking or suggested you cut
down?

No—O0

Yes, but not in the last year—2

Yes, during the last year—4

Add the numbers following each response. A score of 8 or more indicates a

strong likelihood of hazardous or harmful alcohol consumption.

Thomas F. Babor, Alcohol Research Center, University of Connecticut, Farm-

ington CT 06030-1410

TABLE A-3. MAST

1.

Do you enjoy a drink now and then?

Y—O0

N—O

Do you feel you are a normal drinker? (By normal, we mean
you drink less than or as much as most other people.)

Y—O0

N—2

Have you ever awakened the morning after some drinking the
night before and found that you could not remember a part of
the evening?

Y—2

N—O

Does your wife, husband, a parent, or other near relative ever
worry or complain about your drinking?

Y—1

N—O

Can you stop drinking without a struggle after one or two
drinks?

Y—O0

N—2

Do you ever feel guilty about your drinking?

Y—1

N—O

(Continued)
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TABLE A-3. (continued)

7.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Do friends or relatives think you are a normal drinker?

Y—O0

N—2

Are you able to stop drinking when you want to?

Y—O0

N—2

Have you ever attended a meeting of Alcoholics
Anonymous?

Y—5

N—O0

Have you gotten into physical fights when drinking?

Y—1

N—O0

Has your drinking ever created problems between you and
your wife, husband, a parent, or other relative?

Y—2

N—O

Has your wife, husband (or other family members) ever gone
to anyone for help about your drinking?

Y—2

N—O

Have you ever lost friends because of your drinking?

Y—2

N—O

Have you ever gotten into trouble at work or school because
of drinking?

Y—2

N—O0

Have you ever lost a job because of drinking?

Y—2

N—O0

Have you ever neglected your obligations, your family, or your
work for two or more days in a row because you were
drinking?

Y—2

N—O

Do you drink before noon fairly often?

Y—1

N—O

Have you ever been told you have liver trouble? Cirrhosis?
Y—2

N—O

(Continued)
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TABLE A-3. (continued)

19. After heavy drinking have you ever had Deliium Tremens
(DT’s) or severe shaking, or heard voices or seen things that
really weren't there?

Y—2
N—O
Score 5 points for each episode of DT’s

20. Have you ever gone to anyone for help about your drinking?
Y—5
N—O

21. Have you ever been in a hospital because of drinking?

Y—5
N—O

22. Have you ever been a patient in a psychiatric hospital or on a
psychiatric ward of a general hospital where drinking was part
of the problem that resulted in hospitalization?

Y—2
N—O

23. Have you ever been seen at a psychiatric or mental health
clinic or gone to any doctor, social worker, or clergyman for
help with any emotional problem, where drinking was part of
the problem?

Y—2
N—O

24. Have you ever been arrested for drunk driving, driving while
intoxicated, or driving under the influence of alcoholic
beverages?

Y—2 points for each arrest
N—O

25. Have you ever been arrested, or taken into custody, even for
a few hours, because of other drunken behavior? If so, how
many times?

Y—2
N—O
Scoring four points or more is suggestive of alcoholism. Note in particular
that item 9 may be somewhat misleading as patients may have simply
attended AA with a friend or family member rather than for their personal
difficulties.
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TABLE A-4. Clinical Institute Withdrawal Assessment
for Alcohol (CIWA-Ar)

Within this test, the maximum possible score is 67. Facilities gen-
erally have ranges for which they give certain amounts of deter
medication. The usual cutoff below which medication is deemed
unnecessary is a score of 10. Note that a separate assessment,
the CIWA-B, is available for benzodiazepine withdrawal. These
assessments may be obtained at no cost from the Addiction
Research Foundation by phoning 416-595-6000.
Nausea/Vomiting

Rate on scale 0—7.
0—None
1—Mild nausea with no vomiting
2
3
4—Intermittent nausea
5
6
7—Constant nausea and frequent dry heaves and vomiting

Tremors

Have patient extend arms & spread fingers. Rate on scale 0—7.
0—No tremor
1—Not visible, but can be felt fingertip to fingertip
2
3
4—Moderate, with patient’s arms extended
5
6
7—Severe, even w/ arms not extended

Anxiety

Rate on scale 0—7.
0—No anxiety, patient at ease
1—Mildly anxious
2
3
4—Moderately anxious or guarded, so anxiety is inferred
5
6
7—Equivalent to acute panic states seen in severe delirium
or acute schizophrenic reactions.

(Continued)
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TABLE A-4. (continued)
Agitation
Rate on scale 0—7.
0—Normal activity
1—Somewhat normal activity
2
3
4—Moderately fidgety and restless
5
6
7—Paces back and forth, constantly thrashes or about
Paroxysmal Sweats
Rate on Scale 0—7.
0—No sweats
1—Barely perceptible sweating, palms moist
2
3
4—Beads of sweat obvious on forehead
5
6
7—Drenching sweats
Orientation and clouding of sensoria
Ask, “What day is this? Where are you? Who am |1?” Rate
scale 0—4.
0—Oriented
1—Cannot do serial additions or is uncertainabout date
2—Disoriented to date by no more than 2 calendar days
3—Disoriented to date by more than 2 calendar days
4—Disoriented to place and/or person
Tactile disturbances
Ask, “Have you experienced any itching, pins & needles sensa-
tion, burning or numbness, or a feeling of bugs crawling on
or under your skin?” Rate scale 0—7.
0—None
1—Very mild itching, pins & needles, burning, or numbness
2—Mild itching, pins & needles, burning, or numbness
3—Moderate itching, pins & needles, burning, or numbness
4—NModerate hallucinations
5—Severe hallucinations
6—Extremely severe hallucinations
7—Continuous hallucinations

(Continued)
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TABLE A-4. (continued)
Auditory disturbances

Ask, “Are you more aware of sounds around you? Are they
harsh? Do they startle you? Do you hear anything that disturbs
you or that you know isn’t there?” Rate scale 0—7.
0—Not present
1—Very mild harshness or ability to startle
2—MIild harshness or ability to startle
3—Moderate harshness or ability to startle
4—NModerate hallucinations
5—Severe hallucinations
6—Extremely severe hallucinations
7—Continuous hallucinations

Visual disturbances

Ask, “Does the light appear to be too bright? Is its color
different than normal? Does it hurt your eyes? Are you seeing
anything that disturbs you or that you know isn’t there?”
Rate scale 0—7.
0—Not present
1—Very mild sensitivity
2—Mild sensitivity
3—Moderate sensitivity
4—Moderate hallucinations
5—Severe hallucinations
6—Extremely severe hallucinations
7—Continuous hallucinations

Headache

Ask, “Does your head feel different than usual? Does it feel like
there is a band around your head?” Do not rate dizziness or
lightheadedness.
0—Not present
1—Very mild
2—Mild
3—Moderate
4—Moderately severe
5—Severe
6—\Very severe
7—Extremely severe

Procedure: Assess and rate each of the 10 criteria of the CIWA scale. Each
criterion is rated on a scale from 0 to 7, except for “Orientation and cloud-
ing of sensorial” which is rated on scale O to 4. Add up the scores for all
ten criteria. This is the total CIWA-Ar score for the patient at that time.
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TABLE A-5. Withdrawal Assessment for Benzodiazepines
(CIWA-B)

GUIDE TO THE USE OF THE CLINICAL WITHDRAWAL ASSESSMENT
SCALE FOR BENZODIAZEPINES (CIWA-B)

Person Report:

For each of the following items, circle the number that best describes how you feel.

1. Do you feel irritable? 0 1 2 3 4
Not at all Very much so
2. Do you feel fatigued? 0 1 2 3 4
Not at all Unable to function
3. Do you feel tense? 0 1 2 3 4
Not at all Very much so
4. Do you have difficulties concentrating? 0 1 2 3 4
Not at all Unable to concentrate
5. Do you have any loss of appetite 0 1 2 3 4
Not at all No appetite, unable to eat
6. Have you any numbness or burning 0 1 2 3 4
on your face, hands or feet? No numbness Intense, burning/numbness
7. Do you feel your heart racing? 0 1 2 3 4
(palpitations) No disturbance Constant racing
8. Does your head feel full or achy? 0 1 2 3 4
Not at all Severe headache
9. Do you feel muscle aches or stiffness? 0 1 2 3 4
Not at all Severe stiffness or pain
10. Do you feel anxious, nervous or jittery? 0 1 2 3 4
Not at all Very much so
11. Do you feel upset? 0 1 2 3
Not at all Very much so
12. How restful was your sleep last night? 0 1 2 3
Very restful Not at all
13. Do you feel weak? 0 1 2 3 4
Not at all Very much so
14. Do you think you didn’t have enough 0 1 2 3
sleep last night? Very much so Not at all
15. Do you have any visual disturbances? 0 1 2 3
(sensitivity to light, blurred vision) Not at all Very sensitive to
light, blurred vision
16. Are you fearful? 0 1 2 3 4
Not at all Very much so
17. Have you been worrying about possible 0 1 2 3 4
misfortunes lately? Not at all Very much so

Clinician Observations:

18. Observe behavior for 19. Observe tremor 20. Observe feel

sweating, restlessness and palms

agitation
0 None, normal activity 0 Not tremor 0 No sweating visible
1 1 Not visible, can be felt in 1 Barely perceptible sweating,
2 Restless fingers palms moist
3 2 Visible but mild 2 Palms and forehead moist,
4 Paces back and forth, unable 3 Moderate with arms extended  reports armpit sweating

to sit still 4 Severe, with arms not 3 Beads of sweat on forehead
extended 4 Severe drenching sweats

Total Score Items 1-20

1-20 = mild withdrawal Adapted from Busto, U.E., Sykora, K.
21-40 = moderate withdrawal I:I & Sellers, E.M. (1989). A clinical scale

41-60 = severe withdrawal to assess benzodiazepine withdrawal.
61-80 = very severe withdrawal J. of Clinical Psychopharmacology, 9 (6), 412-416.
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TABLE A-6. Clinical Institute Narcotic Assessment (CINA)
Nausea & Vomiting

Ask the patient “Do you feel sick to your stomach? Have you
vomited?” Observe.
0—No nausea and no vomiting

1—

2—Mild nausea with no vomiting

3

4—Intermittent nausea with dry heaves
5—

6—Constant nausea, frequent dry heaves, and/or vomiting
Tremor

Ask the patient to stand with arms extended and fingers spread
apart. Observe.
0—No tremor
1—Not visible but can be felt fingertip to fingertip
2—Moderate, with patient’s arms extended
3—Severe, even if arms not extended
Sweating
Observe.
0—No sweat visible
1—Barely perceptible sweating with moist palms
2—Beads of sweat obvious on forehead
3—Drenching sweat over face and chest
Restlessness

Observe.

0—Normal activity

1—Somewhat more than normal activity (may move legs up
and down, shift position occasionally)

2—Moderately fidgety and restless, shifting position frequently

3—Gross movements most of the time or constantly thrashes
about

Goose Flesh

Observe.
0—No goose flesh visible
1—Occasional goose flesh but not elicited by touch, not
prominent
2—Prominent goose flesh, in waves and elicited by touch
3—Constant goose flesh over chest and arms

(Continued)
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TABLE A-6. (continued)
Acclimation
Observe.
0—None
1—Eyes watering, tears at corners of eyes
2—Profuse tearing from eyes over face
Nasal Congestion

Observe.
0—No nasal congestion, sniffling
1—Frequent sniffling
2—Constant sniffing with watery discharge
Yawning
Observe.
0—None
1—Frequent
2—Constant, uncontrolled yawning
Abdominal Changes
Ask, “Do you have any pains in your lower abdomen?”
0—No complaints, normal bowel sounds
1—Reports waves of abdominal crampy pain, active bowel
sounds
2—Reports crampy abdominal pain, diarrheal movements,
active bowel sounds
Changes in Temperature
Ask, “Do you feel hot or cold?”
0—No report of temperature change
1—Reports feeling cold, hands cold and clammy to touch
2—Uncontrollable shivering
Muscle aches
Ask, “Do you have any muscle aches?”
0—No muscle aching reported, e.g. arm and neck muscle soft at
rest
1—Mild muscle pains
2—Reports severe muscle pains, muscles of legs, arms, and
neck in constant state of contraction
Heart Rate
(X-80)/10 =
Systolic Blood Pressure
(X-130)/10 =
Total CINA Score is produced by adding each item result.
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TABLE A-7. CRAFFT

This questionnaire was specifically developed for use in an adoles-
cent population. Two or more positive items indicate the need
for further assessment.

Knight JR et al. A new brief screen for adolescent substance abuse.

Arch Pediatr Adolesc Med. 1999;153(6):591-596.

Have you ever ridden in a Car driven by someone (including
yourself) who was high or had been using alcohol or drugs?

Do you use alcohol/drugs to Relax, feel better about yourself,
or fit in?

Do you ever use alcohol/drugs while you are Alone?

Do you ever Forget things that you did while using alcohol/drugs?

Do your Family or Friends ever tell you that you should cut
down on your drinking or drug use?

Have you ever gotten into Trouble while using drugs or alcohol?

TABLE A-8. Fagerstrom Test for Nicotine Dependence

Is smoking “just a habit” or are you addicted? Take this test
and find out your level of dependence on nicotine.
1. How soon after you wake up do you smoke your first cigarette?

After 60 minutes (@]
31-60 minutes 1
6-30 minutes 2
Within 5 minutes 3

2. Do you find it difficult to refrain from smoking in places where
it is forbidden?

No ©)
Yes M
3. Which cigarette would you hate most to give up?
The first in the morning (1)
Any other ©)
4. How many cigarettes per day do you smoke?
10 or less 0)
11-20 )
21-30 ]
31 or more )

5. Do you smoke more frequently during the first hours after
awakening than during the rest of the day?
No 0)
Yes (1)

(Continued)
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TABLE A-8. (continued)

6. Do you smoke even if you are so ill that you are in bed most

of the day?
No 0)
Yes (1)

Total score >4 indicates likely nicotine dependence.

Heatherton TF, Kozlowski LT, Frecker RC, Fagerstrom KO. The Fagerstrom Test
for Nicotine Dependence: a revision of the Fagerstrom Tolerance Question-
naire. Brit J Addict 1991;86:1119-1127.

TABLE A-9. CAST: Children of Alcoholics Screening Test

Please check the answer below that best describes your feelings,
behavior and experiences related to a parent’s alcohol use. Take
your time and be as accurate as possible.

Have you ever thought that one of your parents had a drinking
problem?

Have you ever lost sleep because of a parent’s drinking?

Did you ever encourage one of your parents to quit drinking?

Did you ever feel alone, scared, nervous, angry or frustrated
because a parent was not able to stop drinking?

Did you ever argue or fight with a parent when he or she was
drinking?

Did you ever threaten to run away from home because of a par-
ent’s drinking?

Has a parent ever yelled at or hit you or other family members
when drinking?

Have you ever heard your parents fight when one of them was
drunk?

Did you ever protect another family member from a parent who
was drinking?

Did you ever feel like hiding or emptying a parent’s bottle of
liquor?

Do many of your thoughts revolve around a problem drinking
parent or difficulties that arise because of his or her drinking?

Did you ever wish that a parent would stop drinking?

Did you ever feel responsible for or guilty about a parent’'s
drinking?

Did you ever fear that your parents would get divorced due to
alcohol misuse?

Have you ever withdrawn from and avoided outside activities
and friends because of embarrassment and shame over a
parent’s drinking problem?

(Continued)
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TABLE A-9. (continued)

Did you ever feel caught in the middle of an argument or fight
between a problem drinking parent and your other parent?

Did you ever feel that you made a parent drink alcohol?

Have you ever thought that a problem drinking parent did not
really love you?

Did you ever resent a parent’s drinking?

Have you ever worried about a parent’s health because of his
or her alcohol use?

Have you ever been blamed for a parent’s drinking?

Did you ever think your father was an alcoholic?

Did you ever wish you home could be more like the homes of
your friends who did not have a parent with a drinking
problem?

Did a parent ever make promises to you that he or she did not
keep because of drinking?

Did you ever think your mother was an alcoholic?

Did you ever wish that you could talk to someone who could
understand and help the alcohol-related problems in your
family?

Did you ever fight with your brothers or sisters about a parent’s
drinking?

Did you ever stay away from home to avoid the drinking parent
or your other parent’s reaction to the drinking”?

Have you ever felt sick, cried, or had a “knot” in your stomach
after worrying about a parent’s drinking?

Did you ever take over any chores and duties at home that
were usually done by a parent before he or she developed a
drinking problem?

Score: Total Number of Yes Answers

0-1 Most likely parent is not alcoholic. A score of 1 might suggest problem
drinking.

2-5 Has had problems due to at least one parent’s drinking behavior. This is

a child of a drinker or possibly an alcoholic.

6+ More than likely the child of an alcoholic. Stage of alcoholism needs to be
determined.
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(Modified CAST) CAST-6

These questions are a subsample of questions appearing on the
Children of Alcoholics Screening Test and have also been rig-
orously tested.

Have you ever thought that one of your parents had a drinking
problem?
Did you ever encourage one of your parents to quit drinking?
Did you ever argue or fight with a parent when he or she was
drinking?
Have you ever heard your parents fight when one of them was
drunk?
Did you ever feel like hiding or emptying a parent’s bottle of
liquor?
Did you ever wish that a parent would stop drinking?
Scoring: 3 or more yes answers - probably a COA
Reference: Charland H, Cote G. The Children of Alcoholics Screening Test
(CAST): test-retest reliability and concordance validity. J Clin Psychol.
1998 Nov;54(7):995-1008.




Published Resources

The SAMHSA National Clearinghouse for Alcohol and Drug
Information (NCADI) is perhaps your most important first
stop. Their information service, Prevline, available at
www.health.org, has a wealth of online information. You'll
find their catalog invaluable for the tremendous number of
free publications that are excellent references. Patient educa-
tion material, posters for your office, and grant/funding infor-
mation is located at this site as well.

NIDA Notes is available free from the National Institute on
Drug Abuse. A subscription can be obtained at their Web site
www.nida.nih.gov/NNOrder/NNSubscribe.html. The publica-
tion covers drug abuse research in the areas of treatment and
prevention, epidemiology, neuroscience, behavioral science,
health services, and AIDS. Excellent additional information
from NIDA is available at www.drugabuse.gov.

Alcohol Alert is published regularly by the National Institute
on Alcohol Abuse and Alcoholism (NIAAA). The full text of
the publication is available at www.niaaa.nih.gov. NIAAA also
publishes Alcohol Research & Health. This is a quarterly peer-
reviewed journal available for $25 ($35 internationally) per
year from the U.S. Government Printing Office. More infor-
mation can be obtained by calling toll free 800-553-6847.

The Center for Substance Abuse Treatment, a division of
the Substance Abuse and Mental Health Services Administra-
tion, releases excellent guides in its Treatment Improvement
Protocol (TIP) Series, available free of charge. These TIP’s can
be accessed at www.samhsa.gov. Equally important publica-
tions are their Technical Assistance Publication (TAP) Series,
also available at no cost.

Guidelines for treatment provide a starting point from
which you can begin to determine the best way for you to
interact with your patients. The National Guideline Clearing-
house at www.guideline.gov has an extensive series of guide-
lines relating to substance use treatment.

ASAM News is a publication of the American Society of Addic-
tion Medicine. Information is available from www. asam.org.

The American Journal on Addictions is published five times a
year by the American Academy of Addiction Psychiatry. Infor-
mation is available from www.aaap.org/home.htm.
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Don’t hesitate to visit the Web support sites for the various
pharmacologic interventions. Many of the available sites con-
tain patient education material that you or your patients will
find helpful. Recognize, of course, that these sites are essen-
tially marketing sites for public companies. The sites there-
fore contain information with a specific and known bias. Your
role is naturally to determine whether the material remains
useful despite the bias.

Finally, there are three textbooks on the subject of addic-
tion medicine that I find vital:

e Graham AW, Schultz TK, Mayo-Smith MFE, Ries RK, and
Wilford BB, ASAM Principles of Addiction Medicine, 3rd
Ed. published in 2003 by the American Society of Addic-
tion Medicine.

e Lowinson JH, Ruiz P, Millman RB, and Langrod JG, Sub-
stance Abuse, A Comprehensive Textbook, 4th Ed. pub-
lished in 2005 by Lippincott, Williams & Wilkins.

e Schuckit MA, Drug and Alcohol Abuse, A Clinical Guide
to Diagnosis and Treatment, 5th Ed. published in 2000 by
Kluwer Academic/Plenum Publishers.



Alcoholism and Drug
Abuse Counselor State
Certification and
Licensing Boards

AL

Alabama Alcohol and Drug Abuse Association
PO. Box 660851

Birmingham, AL 35266-0851

205-823-1037

Alabama Alcoholism and Drug Counselor Certification Board
PO. Box 12472

Birmingham, AL 35202-0472

205-933-2333 ext. 12

AK

Alaska Commission for Chemical Dependency Professionals
Certification

3705 Arctic Blvd., Rm. 695

Anchorage, AK 99503

907-563-8505—General

907-562-7948—Fax

AZ

State of Arizona Board of Behavioral Health Examiners
1400 West Washington St., Ste. 350

Phoenix, AZ 85007

602-542-1882—General

602-542-1830—Fax

Arizona Board for Certification of Addiction Counselors
PO. Box 11467

Phoenix, AZ 85061-5065

602-251-8548

AR

Arkansas Substance Abuse Certification Board

PO. Box 1477

Conway, AR 72032-1477

501-569-3073
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CA

California Certification Board of Alcohol and Drug
Counselors

3400 Bradshaw Rd., Ste. A-5

Sacramento, CA 95827

916-368-9412—General

916-368-9424—Fax

Cco

State of Colorado Mental Health Licensing Board
1560 Broadway, Ste. 1340

Denver, CO 80202

303-894-7745—General

303-894-7747—Fax

CT

Connecticut Alcoholism and Drug Abuse Counselor Certifi-
cation Board, Inc.

124 Hebron Ave., West Building

Glastonbury, CT 06033

860-633-6572—General

860 659-4294—Fax

DE

Delaware Alcohol and Drug Counselors Certification Board
PO. Box 4037

Wilmington, DE 19807

302-999-0881

D.C.

District of Columbia Board for Professional Alcohol and Other
Drug Counselors, Inc.

PO. Box 18857

Washington, DC 20036-8857

202-637-0124

Professional Alcoholism and Drug Abuse Counselor Association
Certification Commission

PO. Box 90975

Washington, DC 20090-0975

202-518-0445

FL

Florida Board for Addiction Professionals
1715 South Gadsden St.

Tallahassee, FL 32301
850-222-6314—General
850-222-6247—Fax
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GA

Georgia Addiction Counselors Association
231 Collier Rd. N.W,, Ste. ]

Atlanta, GA 30318
770-986-9510—General
770-986-9857—Fax

Alcohol and Drug Abuse Certification Board of Georgia, Inc.
4481 Pineridge Circle

Dunwoody, GA 30338

770-457-8904

HI

Hawaii Department of Health Alcohol and Drug Division
PO. Box 3378

Honolulu, HI 96801-3378

808-586-4007

ID

Idaho Board of Alcoholism and Drug Counselors Certifi-
cation, Inc.

2419 West State St., Ste. 5

Boise, ID 83702

208-345-1078—General

208-343-8046—Fax

IL

Mlinois Alcohol and Other Drug Abuse Professional Certifica-
tion Association, Inc.

West Grand Plaza

1305 Wabash Ave., Ste. L

Springfield, IL 62704

217-698-8110—General

217-698-8234—Fax

IN

Indiana Counselors Association on Alcoholism and Drug Abuse
1800 North Meridian St., Ste. 507

Indianapolis, IN 46202

317-923-8800—General

317-926-2479—Fax

1A

Towa Board of Substance Abuse Certification
303 Merle Hay Tower

Des Moines, 1A 50310
515-334-9024—General
515-334-9024—Fax
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KS

Kansas Alcoholism and Drug Addiction Counselors Association
PO. Box 1732

Topeka, KS 66601-1732

913-235-2400—General

800-880-2352—General

913-357-1028—Fax

State of Kansas Behavioral Sciences Regulatory Board
712 South Kansas Ave.

Topeka, KS 66603-3817

785-296-3240—General

785-296-3112—Fax

KY

Kentucky Board of Certification of Alcohol and Drug
Counselors

PO. Box 456

Frankfort, KY 40602-0456

502-564-3296

LA

Louisiana State Board of Certification for Substance Abuse
Counselors

4637 Jamestown Ave., Ste. 2-A

Baton Rouge, LA 70808

504-927-7600

Louisiana Association of Substance Abuse Counselors and
Trainers Certification Board

PO. Box 80235

Baton Rouge, LA 70898-0235

504-766-2992

ME

State Board of Substance Abuse Counselors
State House, Station 35

Augusta, ME 04333

207-582-8723

MD

Maryland Addiction Counselor Certification Board
PO. Box 1929

Ocean City, MD 21842-1919

302-537-5340



Appendix C/ Certification and Licensing Boards 303

MA

Massachusetts Committee for Voluntary Certification of
Alcoholism Counselors, Inc.

PO. Box 7070

Worcester, MA 01605-7070

508-752-8070

Mi

Michigan Certification Board for Addiction Professionals
2500 East Mount Hope Rd.

Lansing, MI 48910

517-371-2001

MN

Minnesota Department of Health
121 East 7th Pl

Saint Paul, MN 55101
651-282-6300—General
888-345-4531—General (Toll-free)
651-282-5628—Fax

MO

Missouri Substance Abuse Counselors Certification Board, Inc.
PO. Box 1250

Jefferson City, MO 65102-1250

573-751-9211—General

573-751-7814—Fax

MS

Mississippi Association of Alcohol and Drug Abuse Counselors
1900 Dumbarton Drive, Ste. G

Jackson, MS 39216

601-982-4009—General

601-982-9988—Fax

MT

Montana Department of Commerce Chemical Dependency
Certification Program

PO. Box 200513

Helena, MT 59620-0513

406-444-4923

NE

Nebraska Department of Public Institutions

Division of Alcoholism, Drug Abuse, and Addiction Services
PO. Box 94728

Lincoln, NE 68509-4728

402-471-2851
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NV

Nevada Bureau of Alcohol and Drug Abuse
505 East King St., Room 500

State Capitol Complex

Carson City, NV 89701-3703
775-684-4190

Las Vegas Office:

1830 East Sahara, Ste. 314
Las Vegas, NV 89104
702-486-8250

NH

New Hampshire Office of Alcohol and Drug Abuse Prevention
State Office Park, South

105 Pleasant St.

Concord, NH 03301

603-271-6112

NJ

New Jersey Alcohol and Other Drugs of Abuse Counselor
Certification Board

1325 Campus Parkway, 2nd FL

Wall Township, NJ 07753

908-919-7979

NM

New Mexico Alcoholism and Drug Abuse Counselors Cer-
tification Board

7711 Zuni Rd. S.E.

Albuquerque, NM 87108

505-265-6811

NY

New York Office of Alcoholism and Drug Abuse Services Pro-
fessional Development Bureau

1450 Western Ave.

Albany, NY 12203-3526

518-485-2027/2056

NC

North Carolina Substance Abuse Professional Certification
Board

PO. Box 10126

Raleigh, NC 27605-0126

919-832-0975
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ND

North Dakota Board of Addiction Counseling Examiners
1120 College Dr., Ste. 205

Bismarck, ND 58501

701-255-1439

OH

Ohio Credentialing Board for Chemical Dependency
Professionals, Inc.

427 East Town St.

Columbus, OH 43215

614-469-1110

OK

Oklahoma Drug and Alcohol Professional Counselors
Certification Board

9301 South 1-35

Moore, OK 73160

405-793-1545

OR

Oregon Addiction Counselors Certification Board
4506 S.E. Belmont, Ste. 210

Portland, OR 97215-1658

503-231-8164

PA

Pennsylvania Chemical Abuse Certification Board
298 South Progress Ave.

Harrisburg, PA 17109

717-540-4455

RI

Rhode Island Board for the Certification of Chemical Depen-
dency Professionals

345 Waterman Ave.

Smithfield, RT 02917

401-233-2215—General

401-233-0690—Fax

SC

South Carolina Commission on Alcohol and Drug Abuse
PO. Box 691

Georgetown, SC 29442-0691

843-545-1732—General

843-545-5943—Fax
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SD

South Dakota Chemical Dependency Counselor Certification
Board

PO. Box 1797

Sioux Falls, SD 57101-1797

605-332-2645—General

605-332-6778—Fax

TN

Health Related Boards Committee on Addiction Counselors
426 5th Ave. North

Nashville, TN 37247-1010

615-532-5145—General

615-532-5164—Fax

TX

Texas Association of Addiction Professionals
PO. Box 140046

Austin, TX 78714-0046
512-452-4571—General
512-454-3036—Fax

Texas Commission on Alcohol and Drug Abuse
9001 North I-35, Ste. 105

Austin, TX 78753-5233
512-349-6600—General
800-832-9623—General (Toll-free)
512-837-5938—Fax

uTt

Utah Association of Alcoholism and Drug Abuse Counselors
2880 South Main St., Ste. 214

Salt Lake City, UT 84115

801-582-1565 ext 2709

VT

Vermont Alcohol and Drug Abuse Certification Board
PO. Box 562

Newport, VT 05855-0562

802-334-2066—General

800-773-8041—General (Toll-free)

State of Vermont Office of Alcohol and Drug Abuse Programs
PO. Box 70

Burlington, VT 05402-0070

802-651-1550
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VA

Substance Abuse Certification Alliance of Virginia
4807 Hermitage Road, Ste. 204

Richmond, VA 23227-3335

804-355-8482

Virginia Department of Health Board of Professional Counselors
6606 West Broad St.

Richmond, VA 23230-1717

804-662-7328

WA

State of Washington Department of Health Division of
Counselor Programs

PO. Box 47865

Olympia, WA 98504-7865

360-236-4700—General

360-236-4818—Fax



Controlled Substances Act

The federal Controlled Substances Act places drugs into one
of five schedules based in part upon each drug’s potential for
abuse. Pharmacological effects, state of current knowledge,
history of use and abuse within the population, risk to the
public health, and physiologic dependence liability are all
considerations when deciding into which schedule a given
drug will be grouped. Also considered are political pressures
and the agenda of the day within controlling political circles.
This approach has led to some unscientific scheduling. For
example, meprobamate (Miltown), a 1950s anti-anxiety med-
ication, falls within Schedule IV alongside other similar
sedative-hypnotics. But despite the Drug Enforcement Admin-
istration’s (DEA) own materials noting that carisoprodol
(Soma) is metabolized to meprobamate, carisoprodol is not
scheduled. Various states have their own controlled substance
acts with additional relevance to practicing physicians.

TABLE
Schedule |

e The drug or other substance has a high potential for
abuse.

e The drug or other substance has no currently accepted
medical use in treatment in the United States.

e There is a lack of accepted safety for use of the drug
or other substance under medical supervision.

e Examples of Schedule | substances include heroin,
lysergic acid diethylamide (LSD), marijuana,
methaqualone (Quaalude), MDMA, GHB, and psilocy-
bin (a constituent of some mushrooms).

e These drugs may not be prescribed.

Schedule Il
e The drug or other substance has a high potential for
abuse.

e The drug or other substance has a currently
accepted medical use in treatment in the United States
or a currently accepted medical use with severe
restrictions.
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Abuse of the drug or other substance may lead to
severe psychological or physical dependence.
Examples of Schedule Il substances include mor-
phine, phencyclidine (PCP), cocaine, methadone, and
methamphetamine. Pentobarbital (Nembutal) and
secobarbital (Seconal) are included in this schedule
as well.

These drugs may be prescribed, but prescriptions
must be written. No phone-in order is acceptable
unless in an emergency. The prescription may not
include any refills.

Schedule Il

The drug or other substance has less potential for
abuse than the drugs or other substances in Sched-
ules | and II.

The drug or other substance has a currently accepted
medical use in treatment in the United States.

Abuse of the drug or other substance may lead to
moderate or low physical dependence or high psy-
chological dependence.

Anabolic steroids, codeine and hydrocodone with
aspirin or Tylenol®, and some barbiturates are exam-
ples of Schedule Il substances.

Prescriptions are limited to five refills, all of which
must take place within 6 months of the original pre-
scription date.

Schedule IV

The drug or other substance has a low potential for
abuse relative to the drugs or other substances in
Schedule |Il.

The drug or other substance has a currently accepted
medical use in treatment in the United States.

Abuse of the drug or other substance may lead to
limited physical dependence or psychological depen-
dence relative to the drugs or other substances in
Schedule ll.

Examples of drugs included in schedule IV are the
vast majority of sedative hypnotics such as chloral
hydrate, alprazolam (Xanax), lorazepam (Ativan), and
zaleplon (Sonata).

Prescriptions are limited to five refills, all of which
must take place within 6 months of the original pre-
scription date.
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Schedule V

e The drug or other substance has a low potential for
abuse relative to the drugs or other substances in
Schedule IV.

e The drug or other substance has a currently accepted
medical use in treatment in the United States.

e Abuse of the drug or other substances may lead to
limited physical dependence or psychological depen-
dence relative to the drugs or other substances in
Schedule IV.

e Cough medicines with codeine are examples of
Schedule V drugs.



Useful Web Sites

Alcoholics Anonymous: www.aa.org

Narcotics Anonymous: www.nda.org

Cocaine Anonymous: www.cd.org

Nicotine Anonymous: http://nicotine-anonymous.org/index.
html#intro

Crystal Meth Anonymous: http://crystalmeth.org

Adult Children of Alcoholics World Service Organization:
http://adultchildren.org

Children of Alcoholics Foundation: www.coaf.org

AlAnon/Alateen: www.al-anon-alateen.org

Alcohol CME Curriculum: www.alcoholcme.com
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