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Psychoactive substance dependence syndrome

Psychoactive substance dependence syndrome

Definition

Refers to a syndrome characterized by a state of periodic or persistent intoxication detrimental to the individual society or both. Characterized by a strong drive need or compulsion to continue taking the drug, the development of tolerance to drugs, physical and emotional dependence.

A drug is any substance that when taken into the body, may modify its normal functions. 

A psychoactive drug is one capable of altering mental functioning. 

There are four main patterns of drug abuse disorders. 

· Acute intoxication

· Withdrawal state

· Dependence syndrome

· Harmful use

Acute intoxication

This is a transient condition following administration of psychoactive substances resulting in disturbance in level of consciousness, cognition, and perception, affect behavior or other psychophysiological actions. Occurs when high levels of the psychoactive substance have been administered in a short period of time or when the threshold for the drug is low e.g. chronic renal failure or liver failure. The following code may be used to indicate whether the acute intoxication was associated with any complications

i) Uncomplicated (dose dependent symptoms) 

ii) With trauma or other bodily injury 

iii) With medical complications e.g. hematemesis, nasal necrosis, aspiration of vomitus 

iv) With delirium coma or convulsions 

v) Pathological intoxication (alcohol) 

Withdrawal state

Occurs due to withdrawal which may be total or partial to the drug used characterized by a cluster of symptoms and lasts a few hours to a few days and patient reports that these withdrawal symptoms are relieved by further substance administrations. 

 This state may be classified as

· Uncomplicated

· With convulsions

· With delirium 

Dependence syndrome

This is a cluster of physiological, behavioral and cognitive phenomina in which use of a substance or a class of substances takes a much higher priority for a given individual than other behaviors that once had a greater value. The main feature is a strong and sometimes overpowering desire to use these psychoactive drugs.



Dependence 



FLOWCHART #1

A definite diagnosis can be made if a patient exhibits three of the following 

· Strong desire/ convulsion to take the substance 

· Difficulty in controlling substance 

· A physiological withdrawal state when the substance is reduced or stopped.

· Evidence of tolerance 

· Progressive neglect of alternate pleasures or interests 

· Persistence with substance use despite clear evidence of its harmful effects.

· Narrowing of personal repertoire of patterns of psychoactive substance abuse.

Can be further described as 

· Currently abstinent 

· Currently abstinent in a protected environment e.g. hospital

· Currently abstinent but receiving treatment e.g. naloxone or disulphram 

· Currently using the substance

Harmful use
Characterized by continued drug use despite awareness of its harmful medical and social implications or a pattern of physically hazardous drug use e.g. drunken driving. 

Diagnosis requires that actual damage should have been caused to the mental or physical state of the user and he must have a dependence syndrome present. 




    CNS 

EFFECTS

FLOW CHART #2

MAJOR GROUPS OF DRUGS INCLUDE THE FOLLOWING
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The major dependence producing drugs are

· Alcohol

· Opioids

· Cannabinoids e.g. cannabis

· Cocaine

· Amphetamines and other sympathomimetics

· Hallucinations e.g. LSD, phencyclidine 

· Sedatives and hypnotics e.g. barbiturates

· Inhalants e.g. volatile solvents, glues etc

· Nicotine

· Other stimulants (e.g. caffeine)

Aetiological factors 

Biological factors 

· Genetic vulnerability e.g. type ii alcoholism 

· Co-morbid psychiatric disorder or personality disorder

· Co-morbid medical disorder

· Reinforcing effects of drugs

· Withdrawal effects of drugs

· Biochemical factors e.g. dopamine and non-adrenaline in cocaine and opioid dependents

Psychosocial factors

· Curiosity 

· Need for novelty seeking 

· General rebelliousness and social non conformity 

· Early initiation of tobacco and alcohol 

· Poor impulse control 

· Sensation seeking  (high)

· No self esteem 

· Concerns regarding personal autonomy 

· Poor stress management skills

· Childhood trauma or loss

· Escape from reality 

· Boredom

· Relief from fatigue

· Psychological distress

Social factors

· Peer pressure

· Modeling 

· Ease of availability

· Religious reasons

· Cultural reasons

· Poor social/ family support

· Rapid urbanization

· Permissive social attitude

· Intra-familiar conflicts

ALCOHOL USE DISORDERS 

Alcoholism is a disease in an individual who has over a long period of time, consumed large amounts of alcohol. The disease is commoner in males and usually presents itself in the third decade. 

This disease is characterized by:

· A pathological desire for alcohol after ingestion of small quantities which act as a trigger dose 

· Black- outs during intoxication 

· Physical dependence on alcohol after withdrawal 

Types of alcoholism

Jellinek has subdivided alcoholism into the following types

1. Alpha alcoholism- excessive and inappropriate drinking without loss of control or ability to abstain 

2. Beta alcoholism- excessive and inappropriate drinking without clear psychological dependence but with physical complications such as cirrhosis, neuritis or gastritis 

3. Gamma alcoholism- characterized by physical dependence, tolerance and inability to control drinking with a progressive course

4. Delta alcoholism- this type occurs in wine-consuming countries and is characterized by inability to abstain, tolerance, withdrawal symptoms, but the quantity consumed can be controlled.

5. Epsilon alcoholism- intermittent or spree drinking.

Indications of use

1. Person cant admit abuse

2. Reports from others

3. Recovery of syringes, pills, needles etc

4. Visible injection site on physical examination, e.g. scars, abscess, thrombophlebitis, needle tracks

5. Disturbed behaviour- intoxication, drowsiness, slurred speech, irrational aggressive behaviour, confusion, auditory and visual hallucinations, sleep disturbance

6. Request for money

7. Theft and disappearance from home

8. Persistent request for drug prescription

9. Withdrawal symptoms

10. Detection of drug or its metabolite in blood urine or stool

Symptoms of Dependence

· Tolerance

· Attempt to decrease intake fails

· Change in priorities

· Withdrawal symptom in least expected situation

· Withdrawal from social activities

· Develops physical and social complications but still takes the drug

· Inability to stop taking drugs once started

· Relief of depressing symptoms on administration of the drug

Features of psychoactive substance abuse

· Drugs producing increased stimulation

· Preferred together with route of administration that reduces maximal effects

· Short acting duration of drug as they prefer frequent administration 

· Age of onset is early in life

Lab markers 

Gamma glutamyl transferees of approximately 40u in 80% of individuals and takes 48 hours of abstinence to return to normal. 

Mean cell volume >92 fl in 60% takes several weeks to return to normal on abstinence.

Michigan alcoholic screening test (MAST)

CAGE QUESTIONNAIRE   

I) Have you ever had to cut down on alcohol (amount)

II) Have you ever been annoyed by peoples criticism of alcoholism

III) Have you ever felt guilty about drinking

IV) Have you ever needed eye opener drink

A score of two or more identifies problem drinkers

Complications

Medical

· Gastrointestinal system: fatty liver, cirrhosis, hepatitis, liver cell ca, liver failure, gastritis, reflux esophagitis, esophageal varices, Mallory-weiss tears, Ca stomach, Ca esophagus

· Malabsorption syndrome, protein losing enteropathy, pancreatitis-chronic and relapsing 

· CNS complications (refer to flow chart #2)

· Peripheral neuropathy 

· Delirium tremens

· Rum fits 

· Alcoholic hallucinations

· Alcoholic Jealousy

· Wernicke-korsakoff psychosis

· Marchiafava-bignami disease

· Alcoholic dementia

· Suicide

· Cerelebellar degeneration 

· Head injury and fractures

Miscellaneous
· Acne rosacea 

· Palmar erythema

· Rhinopyma

· Spider neavi

· Parotid enlargement

· Ascites

· Fetal alcohol syndrome 

· Alcoholic hypoglycemia

· Keto-acidosis

· Cardiomyopathy

· Alcoholic myopathy

· Anaemia

· Thrombocytopeania

· Hemolytic anaemia

· Accidental hypothermia

· Malnutrition 

· Pellagra

· Sexual dysfunction

· Decreased immunity

· Risk of coronary artery disease

Social complications

· Accidents

· Marital disharmony

· Divorce

· Occupational problems

· Criminality

· Financial difficulty

· Increased incidence of drug dependence

· Education problems

· Interpersonal relationships

Withdrawal syndrome

The commonest is the hangover felt on the next day with mild tremors, nausea and vomiting irrtability, insomnia, and anxiety

Others

i) Delirium tremens occurs after 2-4 days of complete abstinence from complete alcohol drinking. Characterized by

· Clouding of consciousness

· Poor attention span and distractibility

· Visual hallucinations and illusions

· Tactile hallucinations of insects crawling over body may occur

· Marked autonomic disturbance

· Sweating

· Fever

· Hypertension

· Pupillary dilatation with tachycardia

· Psychomotor agitation 

· Ataxia

· Insomnia with reversal of sleep wake patterns

· Dehydration and electrolyte imbalance

· Death may occur due to cardiovascular collapse

ii) Alcoholic seizures

Generalized tonic clonic seizures in 10% of patients usually within 12-48 hrs of heavy drinking, multiple seizures (2-6 at a time) 

iii) Alcoholic hallucinosis

Psychiatric disorders associated with alcoholism.

Delirium tremens

In the early stages, which may last some weeks, the patient is tense, anxious, and jumpy and suffers from terrifying illusions and hallucinations at night. As a rule, the onset is sudden.

The features of delirium tremens are: disorientation, hallucinations of vision, equilibrium, sensation and hearing. The visual hallucinations are often quite frightening as are vestibular sensations of rocking and flying. Illusions are quite common, I.e. misinterpretation of cutaneous sensations, the patient believing that insects are crawling over him.

Clinical signs include ataxia, coarse tremor, jerkiness of speech and writing, active deep reflexes, sweating, rapid pulse, increased tension, albuminuria and pyrexia. Epileptic attacks occur in 10%. Insomnia is highly characteristic.

The usual course is that, before the end of the first week, a crisis occurs during which the patient falls into a deep sleep to awaken clear in mind.

Fatal cases are usually those having pneumonia or when a delirium passes into a coma, the latter being due to polioencephalitis haemorrhagica superior.

Sometimes the delirium passes into a chronic Korsokov state.

Acute Alcoholic Hallucinosis

In this condition, auditory hallucinations- the voices are often abusive, threatening- occur during relatively clear consciousness. At the onset there is increased acuity of hearing with noises in the head and poorly differentiated hallucinations such as banging, shouts, bells and screams. Many voices may be heard and identified and as a rule are not attributed to by standers. The patient is frightened and is usually glad to seek refuge in a hospital or police station.

Sometimes delusions develop as a secondary development of the hallucinations.

Usually a full recovery in three or four weeks takes place but sometimes, insight is never regained, delusions may persist and the condition can develop into a fairly typical paranoid schizophrenic illness.

Acute alcoholic hallucinosis may be a sequel to delirium tremens. A characteristic feature is the hearing of abusive voices which talk about the patient in the third person and experienced as occurring above the patient’s head. 

Chronic Alcohol Delusional States

Chronic alcoholics often become suspicious and paranoid in disposition but sometimes they may develop delusions of jealousy, which start when the patient is drunk but may continue when he is sober. 

Most frequently the man accuses his wife of adultery with neighbors and he attempts to extort a confession from her. Undoubtedly his diminishing sexual potency, his sexual maladjustment, his bad conscience and his wife’s inevitable aversion to him when drunk, play a part in the development in the delusions of jealousy. However, delusions of jealousy may develop also in abstinent men in late middle life.

Korsakov’s Syndrome

Alcohol is only one of many causes of Korskakov’s syndrome. It is most frequently seen in middle- aged alcoholics. The features are:

1) Grossly disturbed memory

2) Fabrications to cover gaps in recall

3) Disorientation in space and time

4) Clear consciousness

5) Poor judgment

6) Apathy

7) Polyneuritis 

Pathologically, there are degenerative changes in the periventricular and periaqueductal grey matter, mammillary bodies and dorso- medical nucleus of the thalamus.

The distribution of lesions is identical with Wernicke’s encephalopathy and it is been suggested that both Korsakov’s psychosis and Wernicke’s encephalopathy are due to thiamine deficiency, differences in symptomatology depending on the acuteness of the underlying disease process.

Wernicke’s encephalopathy

Alcohol is one of the most common causes of this condition. Occular changes are constant; horizontal nystagmus is more common than vertical nystagmus. External rectus paralysis is an early sign. Ataxia with wide, reeling gaits. There is lack of interest and lack of initiative but full consciousness in the early stages. There is difficulty in attention.

Marchiafava’s Disease

This is characterized by demyelination of the corpus callosum and optic tracts. The clinical picture is one of acute confusion and hallucinations and outbursts of excitement. 

Pathological Intoxication

Some people react severely to alcohol, even in small amounts. They may react with sudden violence, which is similar to an epileptic automatism, ending in a deep sleep with complete amnesia. 

EEG studies shoe that the condition is correlated with psychomotor epilepsy. In these patients the alcohol acts as a stimulus in small doses, producing a theta activity of six cycles per second in the temporal regions.

Chronic Dementia

This may be the end result of prolonged alcoholism and may follow any of the above syndromes. 

Treatment Of Alcoholism 

The first step in treatment is medical assessment of the patient’s condition; whether he suffers from any known physical disorders, which may complicate alcoholism, particularly cirrhosis of the liver and organic brain syndromes. The next step is psychiatric assessment, including the role played by his personality make- up. whether the patient drinks for pleasure mainly or as a defense mechanism to relieve emotional distress due to emotional problems; whether he is suffering from psychiatric disorders such as a depressive state or anxiety state or the syndromes specially associated with alcoholism. It is then necessary to assess the patient’s social relationships at work, with his family and friends. The patient’s adjustment in these spheres will have an important bearing on his rehabilitation after treatment.

 Acute alcoholic intoxication needs hospital treatment and skilled nursing.

Detoxification

   The principles of detoxification include the following:

1. To minimize distress, adverse effects and dangers of withdrawal. These include severe anxiety, epileptic fits, delirium and cardiovascular disturbances.

2. Detoxification is an important first step in treatment but of much greater importance is the management and after- care following detoxification.

In order to relieve anxiety and to counteract the possibility of epileptic fits, chlormethiazole in doses of 1000 to 4000 mg daily may be given for a period of not exceeding 7 to 10 days, otherwise there is a risk of dependence. An alternative is carbamazepine, which also has anti- anxiety, anti- depression and anti- epileptic properties. It is given in doses ranging from 400 to 1600 mg a day and is free from risk of dependence. Anti- histamines, such as promethazine may be given to counteract any allergic reactions and to relieve anxiety and promote sleep.

In view of the fact that alcoholics have neglected their dietary intake and may have impaired absorption of foodstuffs and vitamins it is often desirable to give parental injections of high potency vitamins, either intravenously or intramuscularly for a period of ten days.

The above medications are given on a gradually reducing regime with the aim of stopping all drugs in about tem days.

It is undesirable to prescribe addictive drugs, such as benzodiazepines, barbiturates and similar hypnosedatives either for the relief of anxiety or for promotion of sleep, unless given for a very limited period ( 7-10 days). On the whole they are best avoided.

Long term treatment may involve specific therapeutic measures, such as aversion therapy with apomorphine or treatment with disulfiram.

Supportive psychotherapy is important and social therapy, particularly the help pf Alcoholics Anonymous, can make all the difference between success and failure in long term treatment.

Aversion therapy

Apomorphine is the most common ysed agent for aversion treatment of alcoholism it is a powerful emetic and each injection induces nausea and vomiting. The patient is allowed to drink his favourite drink and the injection is then given sometimes the aversion gradually diminishes and a booster course may be necessary at 6 month intervals or at 1yr depending on the patient.

Antatbuse treatment

Anatbuse(disulphurm) interferes with the metabolism of alcohol causing an increase in the level of blood of acetaldehyde. This causes a unpleasant reactiont that makes it difficult ot continue drinking. The patient on antabuse,on taking a small quantity of alcohol, has distressing symptoms including flushing , sweatin dyspnea , headache, tachy cardia, drowsiness, falling blood pressure , nausea and vomiting. If the fall in BP is rapid, the patient may develop a peripheral circulatory collapse.

Dosage

Day 1
800mg

Day 2
600mg

Day 3
400mg

Day 4
200mg  - test dose of alcohol (1 unit) is given so patient can see what happens

Day 5
200mg

Maintenance   100-200mg

Useful only in alcoholics who genuninely wish to stop alcohol

Ther agents with disulphuram like reaction include metronidazole, nitrazole, citrated calcium carbide, animal charcoal, Apomorphine.

Anti-craving agents

These include acamposate, naltrexone and SSRI`s 

Group therapy

E.g. AA(alcoholics anonymous)

Behaviour therapy

Psychotherapy

                      DETOXICATION
REHABILITATION          AFTER CARE
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ADMISSION 


CANNABIS USE DISORDER

Cannabis (marijuana) is derived from cannabis sativa and contains over 400 compounds in addition to the psychoactive substance (9  -  tetrahydracanobinol (THC). Hashish is also prepared from a concentrated resin of cannabis sativa. The most common mode of marijuana or hashish self-administration is by smoking. THC is quickly absorbed from the lungs and the metabolized in the liver to 11- hydroxy-THC a psychoactive compound. 

Acute and chronic intoxication

The most frequent form of acute intoxication consists of a subjective perception of relaxation and mild euphoria accompanied by impairment in thinking, concentration and perceptual psychomotor functions. It may precipitate severe emotional disorders in individuals who have antecedent psychotic or neurotic problems. As with other psychoactive compounds, both set (users expectancy) and the setting (environment) are important determinors of the type and severity of behavioral intoxication. 

The behavioral consequences of chronic marijuana use are similar to those in chronic alcohol abusers. THC may cause individuals to lose interest but symptoms vary and may be difficult to distinguish from mid depression and maturation dysfunctions. Chronic use of THC increases the probability of exhacerbation of psychotic symptoms in individuals with a past history of schizophrenia. 

Physical effects 

Conjunctival injection, tachycardia angina, decreased sperm count, impaired foetal development, derangement of the immune system, photophobia, lacrimation, dry mouth, appetite changes, synerthesias (e.g. seeing the music) depersonalization, derealisation, hallucinations, flash- back phenomena  

Complications of cannabis

I. Transient or short lasting psychiatric disorder

Acute anxiety, paranoid psychosis, hysterical fugue like states, suicidal ideation, hypomania, acute organic psychosis, schizophrenia like illness and rarely depression.

II. Amotivational syndrome

Chronic cannabis use is postulated to cause lethargy, apathy, loss of interest, anergia and lack of ambition.

III. Cannabis psychosis

Similar to acute schizophreniform disorder with disorientation and confusion.

Treatment

The withdrawal symptom is very mild; the management consists of supportive and symptomatic treatment. The psychiatric symptoms may require medication and hospitalization. Psychotherapy and family therapy are important in the management of psychological dependence. 

INHALANTS/ VOLATILE SOLVENTS

These include 

· Petrol

· Glues

· Aerosol

· Thinners

· Varnish removers

· Industrial solvents 

The active ingredients usually include toluene, benzene, acetone and halogenated hydrocarbons.

It is more common in early adolescence as a group actively particularly in low socioeconomic groups.

Inhalation of these vapors induces a state resembling alcohol intoxication with euphoria, dizziness, excitement, slurring of speech, apathy, impaired judgment and neurological science such as nystagmus, decreased reflexes, ataxia, hallucinations and in coordination. 

Complications

· Pulmonary damage: edema, pneumonitis 

· Respiratory depression 

· Ventricular fabrication

· Coma

· Liver damage

· Kidney damage 

· Peripheral neuropathy 

· Brain damage.

Treatment is mainly psychotherapy and management of symptoms. 

COCAINE

Cocaine is a stimulant and a local anesthetic with potent vasoconstrictor derived from the cocabush (erythroxylum coca). Can be administered orally, nasally, by smoking or parenterally. It is a central stimulant that inhibits reuptake of dopamine 5TH and nonadrenaline. It may be sometimes used in combination with heroine or amphetamine (speed ball) 

Acute intoxication

Characterized by papillary dilation, tachycardia, hypertension, sweating and nausea and vomiting. A hypomaniac feature with increased psychomotor activity, grandiosity, elation of mood, hypervigilance and increased speech output may be present, later judgment is impaired

Withdrawal syndrome

It produces a mild physical but strong psychic dependence a biphasic withdrawal involves psychomotor agitation autonomic hyperactivity and severe depression.

Complications 

Anxiety reaction, uncontrolled compulsive behavior, psychotic episodes (delusions & hallucinations)

High doses can induce seizures respiratory depression rythmias, coronary artery occlusion, myocardial infarction, lung damage, GIT necrosis and perforation of nasal septum

Treatment 

Rule out any coexistent psychiatric or physical disorders cocaine use is commonly associated with affective disorders especially major depression and cyclothymia 

a) Treatment of a cocaine overdose 

· Oxygenation by mask

· Muscle relaxants

· I/V diazepam/ thiopentone

· I/V propranolol for antagonizing sympathomimetic effects

· Haloperidol for treatment of psychosis  

b) Treatment of chronic cocaine use

· Treat underlying psychopathology 

· Bromocryptine/ amantadine- to reduce cocaine craving

· Antidepressants 

· Psychosocial treatment e.g. supportive psychotherapy and contingent behavior therapy

 AMPHETAMINES 

They include:

· Amphetamines

· Phenmetrazine

· Methylphienidate

· Fenfluramine

Effects

When taken IV produces an immediate ecstasy (the flash), over talkative over activity, insomnia, xerostomia, anorexia. Pupils dilate, tachycardia, high BP. With large doses circulatory collapse may occur. 

Prolonged use may result in a paranoid psychosis with persecutory delusions, hallucinations, hostile and aggressive behavior.

 The withdrawal syndrome is not severe consisting mainly of low mood and fatigue but psychological dependence develops quickly. 

Treatment

· Sedation 

· Management of hyperpyrexia and arrhythmias

· Antipsycotics 

· Gradual withdrawal  

· Supportive psychotherapy 

OPIATES

This includes morphine, heroine, codeine, hydromorphone, dihydroxycodeinone, oxymorphone, oxycodone, pethedine, methadone, metopone amongst others. 

Heroine has largely replaced morphine as a drug of abuse. Although some people take heroine intermittently without becoming dependant dependence develops quickly with regular usage esp. when taken I/V

Effects

Euphoria, analgesia, respiratory depression, constipation, decreased appetite, low libido

Tolerance develops rapidly leading to increased requirements. Exhibits the phenomenon of down regulation when the drug is stopped for a period hence when stopped and then taken in the same dose may be lethal. Tranquility.

Withdrawal effects

· Restlessness, insomnia, pain in muscles and joints

· Runny nose, eyes, sweating, abdominal cramps

· Vomiting diarrhea, dilated pupils, tachycardia

· Lacrimation, rhinorhea, weakness, chills, goosebumps

· Poor sleep, involuntary movements, hypotension

· Disturbance of temperature control

These begin 6 hrs after last dose and peak 36 –48 hrs then ware. Heroine is replaced by methadone, as abrupt withdrawal may be fatal.

Management 

a) Crisis management 

b) Detoxification

c) Treatment of drug dependence

a) Crisis management

Treat with and opiod antagonist e.g. naloxone, naltrexone and a septic screen to rule out infections e.g. infective endocarditis

b) Detoxification

The speed of withdrawal should be discussed with the patient. The severity of withdrawal symptoms depends on psychological as well as pharmacological factors

During withdrawal personal contact is a must to reassure the patient.

Withdrawal may cause insomnia, abdominal cramps, diarrhea and anxiety. They can be relieved by a combination of diphenoxylate and an anxiolytic-hypnotic e.g. Valium for 3 days. 

Clonidine may be used to counteract the adrenergic stone in the withdrawal phase and lofexidine may also be used. Carbamazepine may be used as it relieves anxiety and depression and is antiepileptic  

Medical measures would include care in prescribing dependency producing drugs.

Early diagnosis, treatment and rehabilitation of the addict is needed.

Educative measures should provide relevant info. About the dangers and effects of various drugs with a view to influencing the attitudes of teenagers, young adults and the society generally to drug usage.

BENZODIAZEPINES

These are sedative, hypnotic drugs that exert their effects through GABA. Prolonged use can lead to dependence and tolerance. Sudden withdrawal may lead to hyperirritability, anxiety; sleep disorders, nightmares, tremors, sweating, palpitations, headache and muscle pain. 

It may be treated with gradual withdrawal, supportive counseling and anxiety management. 

Hallucinogens 

E.g. LSD and methyldimethoxyamphetamine, psilocybin, phencyclidine

Effects

Sympathomimatic effects, distortions, of sensory perception, synaesthesia. The passage of time is slowed, panic, fears of insanity, mood exhilaration, distress and acute anxiety, distortion of images, impaired motor coordination, dysathria, analgesia, nystagmus, flushing, diaphoresis, hyperacusis. 

Management 

Phenothiazines are given but are contraindicated if anticholinergic drugs have been given as well.

No withdrawal symptoms occur and no physical dependence occurs.

Physical                                                       





Emotional





Nervous irritability, autonomic symptoms, mainly parasympathetic





Delirium and/ or convulsions





Personality, attitudes, needs





Opium alkaloids, morphine group, benzomorphan group, pethidine group





Ethyl alcohol, barbiturates, paraldehyde, chloral, meprobamate, glutethimide





DIRECT





INDIRECT





Lack of energy and drive lowered productivity 





Drunkenness, inco-ordination, faulty judgment





Toxic psychosis 





Behavioral changes 





Physical withdrawal effects





Opiates, allied drugs





Barbiturates, alcohol and allied drugs





Cocaine, marijuana, hallucinogens, amphetamines and allied drugs





Vocational guidance and placement





Social work





Psychotherapy





Hostels		





Social agencies





Clergy





Clubs





Community services





Psychotherapy























Occupational therapy














Planning of after- care





Drug withdrawal














Carbamazepine











Clonidine











Restoration of sleep patterns





Investigation











Assessment








Preparation
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