	ALCOHOL RELATED PSYCHIATRIC DISORDERS

1.Alcohol induced psychotic disorder:

-Alcohol induced psychotic disorder is characterized by prominent hallucinations or delusions that are judged to be due specifically to the effects of alcohol. 

-The psychotic symptoms usually occur within a month of alcohol intoxication or withdrawal.

-Individual being fully alert and oriented, and usually lacking insight that these symptoms are alcohol induced. 

-Although the psychotic symptoms may occur during or shortly after alcohol intoxication, delirium or alcohol withdrawal delirium, alcohol induced hallucinations, and/or delusions do not occur exclusively during the course of these conditions.

- Indications that hallucinations and delusions are not part of a primary psychotic episode include 

· Atypical and late age onset of psychotic symptoms
· Onset of alcohol drinking preceding the onset 
· Remission of psychotic episodes during extended periods of abstinence.
-Usually, alcohol induced psychotic symptoms have a tendency to subside within several weeks of abstinence, although in a small group of individuals, psychotic symptoms can sometimes become chronic, resulting in the need for long-term treatment with antipsychotic medication. 

-In these circumstances, schizophrenia or delusional disorders are also considered.
2.Alcohol induced mood disorder:
-Alcohol induced mood disorders are usually characterized by 

· Depressed mood and lack of interest in normal activities
· Elevated, expansive, or extremely irritable mood, which frequently develops after heavy drinking.
-These symptoms may occur during episodes of alcohol intoxication or withdrawal

-Resemble a primary major depressive, manic, hypomanic, or mixed episode.

- Unlike  dysphoria and serious lack of energy observed during episodes of alcohol withdrawal with some individuals, the severity and duration of alcohol induced mood symptoms is much greater than what may usually be expected, resulting in the need for attention by a clinician. 

-Although mood disturbances are very common among alcohol abusers entering treatment (occurring in up to 80% of individuals), alcohol induced mood symptoms usually tend to go away within two to four weeks following alcohol cessation.
5.Alcohol Induced Sexual Dysfunction:
-Although alcohol in small doses appears to enhance sexual receptivity in women and increase arousal to erotic stimuli in men, heavy continued drinking may cause significant sexual impairment. 
-Alcohol-induced sexual dysfunction is usually characterized by impaired desire, impaired arousal, impaired orgasm, or sexual pain.
- It is also frequently associated with marked distress and/or interpersonal conflicts.
- Usually these impairments begin during alcohol intoxication, although the duration of symptoms may exceed the uncomplicated course of alcohol intoxication. 
-Symptoms usually subside after a period of three to four weeks of alcohol abstinence. 
-If symptoms persist beyond this period of time, it may suggest a primary sexual dysfunction or a sexual dysfunction due to the medical complications of alcoholism. 
-The onset of recurrent sexual dysfunction prior to the onset of alcohol abuse also may suggest a primary disorder. 
-Also, other substances, particularly those prescribed for treatment of alcohol withdrawal such as benzodiazepines or barbiturates should also be ruled out as a cause of the sexual dysfunction.
6.Alcohol abuse and dependence
-Development of characteristic deviant behaviors associated with prolonged consumption of excessive amounts of alcohol.
- Consumption of large amounts of ethanol usually causes significant clinical toxicity and tissue damage, physical dependence, and a dangerous withdrawal syndrome. 
Diagnosis 

-Many times, the alcoholic does not realize the severity of the problem or denies it. Some signs cannot go unnoticed, such as loss of a job, family problems, or citations for driving under the influence of alcohol. 

-Dependence is indicated by symptoms such as withdrawal, injuries from accidents, or blackouts. 
DSM IV criteria for alcohol abuse

A maladaptive pattern of substance use leading to clinically significant impairment or distress, as manifested by one (or more) of the following, occurring within a 12-month period: 
1.Recurrent substance use resulting in a failure to fulfill major role obligations at work, school, home  
2.Recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile or operating a machine when impaired by substance use)

3.recurrent substance-related legal problems (e.g., arrests for substance-related disorderly conduct) 
4.continued substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of the substance (e.g., arguments with spouse about consequences of intoxication, physical fights) 
The symptoms have never met the criteria for Substance Dependence for this class of substances.
The CAGE questionnaire is commonly used to determine the risk of alcohol-related problems: 

C - 

Have you ever felt that you should Cut down on your drinking? 

A - 

Have people Annoyed you by criticizing your drinking? 

G - 

Have you ever felt bad or Guilty about your drinking? 

E - 

Have you ever had an Eye opener - a drink first thing in the morning to steady your nerves or get rid of a hangover? 

-One "yes" answer indicates a risk for abuse and/or dependence alcohol use problems; more than one "yes" indicates a high likelihood. 
-The Alcohol Use Disorders Identification Test (AUDIT) and the Primary Care Evaluation of Mental Disorders (PRIME-MD) are based on the CAGE. 
-The five-question Trauma Scale targets problem drinking in both men and women. 
-The T-ACE and the TWEAK are designed to identify alcoholism in pregnant women. 
-Because these less formal interviews and questionnaires have the risk of underreporting, additional tests are used to solicit information, especially if the patient is evasive or intoxicated at the time of the interview: 
-Short Michigan Alcoholism Screening Test (S-MAST) determines general alcohol abuse. 
-Short Alcohol Dependence Data Questionnaire (SADD) determines dependence severity. 
-The presence of a mixed drug and alcohol problem must be determined. 

Aetiology of Substance Dependence

Substance dependence is influenced by;

1) The properties of the psychoactive drugs
2) The user's predisposing physical characteristics probably including genetic predisposition), 

3) The cultural and social setting and socioeconomic class, personality, 

· Peer or group pressure

· Emotional distress

· Social alienation

The psychology of the individual and drug availability determine the choice of psychoactive drug and the pattern and frequency of use.
Diagnostic criteria;

a)-Recent ingestion of alcohol.
b) maladaptive behavioural (e.g., inappropriate sexual or aggressive behaviour, mood labiality, impaired judgment, impaired social or occupational functioning) that developed during, or shortly after, alcohol ingestion.

c) One (or more) of the following signs, developing during, or shortly after, alcohol use:
· Slurred speech 
· Incoordination 
· Unsteady gait 
· Nystagmus 
· Impairment in attention or memory
· Stupor or coma

d) The symptoms are not due to a general medical condition and are not better accounted for by another mental disorder.
 

Associated Features and Disorders

1. Abuse of other substances 

Cannabis; cocaine; heroin; amphetamines; the sedatives, hypnotics, and anxiolytics; and nicotine 
-Alcohol may be used to alleviate the unwanted effects of these other substances or to substitute for them when they are not available.
2. Conduct Disorder and repeated antisocial behaviour 
Among adolescents these often co-occur with Alcohol Abuse or Dependence and with other Substance-Related Disorders. 
3.Idiosyncratic alcohol intoxication

-Violent behaviour after taking relatively small amount of alcohol seen in the elderly.

-Age-related physical changes in elderly persons result in increased brain susceptibility to the depressant effects of alcohol, decreased rates of liver metabolism of a variety of substances, including alcohol, and decreased percentages of body water.
- These changes can cause older people to develop more severe intoxication and subsequent problems at lower levels of consumption. 
4.Alcohol Blackouts

-Amnesia for the events that occurred during the course of the intoxication ("blackouts"). 
-This phenomenon may be related to the presence of a high blood alcohol level and, perhaps, to the rapidity with which this level is reached.
5.Suicides and Para suicides
-Severe Alcohol Intoxication also contributes to disinhibition and feelings of sadness and irritability, which contribute to suicide attempts and completed suicides. 
6.Personality Disorders
-Antisocial behaviour and Antisocial Personality Disorder are associated with Alcohol-Related Disorders, they are even more common with disorders related to illegal substances (e.g., cocaine, heroin, or amphetamine) whose cost commonly leads to criminal activity.
5.Naltrexone
Opiod antagonist given to maintain the patient during abstinence from alcohol as it reduces the craving for the alcohol and also reduces the firing of reward centres n the brain associated with dependence.
6.Multiviatmin supplementation

-Many alcoholic patients have one or more nutritional deficiencies of, for example, magnesium, zinc, and/or various vitamins. 
-Supplemental thiamine should be administered to all patients who have a history of chronic alcoholism for the treatment of Wernicke's encephalopathy, and alcoholic amblyopia, which is characterized by blurring of vision due to central scotomas and can develop into optic atrophy if untreated. 
-Thiamine therapy, vitamin A, and zinc supplements have been recommended.
7.Propranolol
-Can be administer acutely for the many sympathetic adverse effects associated with withdrawal of the drug. 
-Prophylactic therapy is recommended for large oesophageal varices and recurrent bleeding from severe portal hypertensive gastropathy in men with chronic liver disease.
8.Clonidine

-For the sympathetic symptoms during alcohol withdrawal.

Also shown to help patients abstain form alcohol
Medications for Comorbid Disorders Associated With Alcoholism

Mood disorders 

-If the affective symptomatology is secondary to excessive alcohol intake and the accompanying life failures, then the mood disorder should resolve within a period of several weeks as abstinence continues. 
- However, if the affective illness persists for >1-2 months despite psychotherapeutic attempts
-Fluoxetine increases "the physiologically active pool of 5-HT [serotonin] in neuronal circuits mediating the aversive properties of ethanol"
-Some of the antidepressant agents that are capable of producing sedative side effects, such as doxepin, amitriptyline, and trazodone, can be used for hypnotic purposes in alcoholic patients without fear of habituation.

Anxiety disorder

Benzodiazepines e.g. diazepam and alprazolam, can be used for anxiety reduction in alcoholic patients during their maintenance phase of abstinence

REHABILIATION OF THE ALCOHOLIC
-Counseling
-Supportive therapy

-Environmental modification

-Provision of practical help.

	-Information which suggests a primary mood disorder rather then alcohol induced mood disorder include:

· The onset of the mood symptoms precede the onset of alcohol abuse
· The mood disorders persist after alcohol cessation or during extended periods of abstinence.
-Regardless of whether the mood symptoms seem to be primary or secondary, patients should be closely monitor the individual for emerging suicidal thoughts.
3.Alcohol Induced Anxiety Disorder:
-Known to lower anxiety at low doses, heavy alcohol consumption is believed to induce prominent anxiety symptoms. 

-Alcohol induced anxiety symptoms usually include generalized anxiety symptoms, panic attacks, and phobias. 

- Exclude general medical condition or mental disorders that can mimic this disorder. 
-Alcohol induced anxiety disorders may develop during intoxication or withdrawal from alcohol.
-The onset of drinking prior to the anxiety syndrome as well as improvement and remission from anxiety during periods of abstinence frequently suggests alcohol induced anxiety disorder.
- In many cases, full remission of symptoms are not observed until at least three to four weeks after abstinence.
4.Alcohol Induced Sleep Disorder:
-Heavy alcohol consumption is frequently associated with disturbances of sleep. 
-At intoxicating blood-alcohol levels and especially when the blood-alcohol levels are declining, sedation and sleepiness may be observed. 
-Alcohol intoxication induces an increase in non-rapid eye movement sleep (NREM), whereas rapid eye movement (REM) sleep density decreases. 
-At withdrawal, there is an increase in 
· Wakefulness
· Restless sleep

· Nightmares or other vivid dreams

-Related to a reduction in NREM sleep and a rebound in rapid eye movement sleep density sometimes for months or years at a time.
- Alcohol induced sleep disorders can occur during the course of a typical alcohol intoxication or withdrawal episode.

-Onset of alcohol induced sleep disorder may occur up to four weeks after initiation of alcohol abstinence. 

-However, a history of previous primary sleep disorder and/or persistence of sleep disturbances for more than four weeks following intoxication or acute withdrawal are highly suggestive of a primary sleep disorder.

- Heavy alcohol consumption can co-occur and increase other mental disorders that present with sleep disturbances.

-Drinking alcohol can also intensify other sleep problems such as narcolepsy or breathing related sleep disorders.
-Over time, abuse may progress to dependence. However, some alcohol users abuse alcohol for long periods without developing dependence.
-Dependence is suspected when alcohol use is accompanied by signs of the following: 
1) Abuse 
2) Compulsive drinking behavior 
3) Tolerance 
4) Withdrawal 

DSM-IV defines dependence as: 
A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as manifested by three (or more) of the following, occurring at any time in the same 12-month period: 
1.Tolerance, as defined by either of the following: 
-A need for markedly increased amounts of the substance to achieve intoxication or desired effect 
-Markedly diminished effect with continued use of the same amount of substance 
2.Withdrawal, as manifested by either of the following:
 -Characteristic withdrawal syndrome for the substance 
-Same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms 
3.Substance is often taken in larger amounts or over a longer period than was intended 
4.There is a persistent desire or unsuccessful efforts to cut down or control substance use 
5. A great deal of time is spent in activities to obtain the substance, use the substance, or recover from its effects 6. Important social, occupational or recreational activities are given up or reduced because of substance use 
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 (e.g., continued drinking despite recognition that an ulcer was made worse by alcohol consumption) 
Assessment 
-Interviews and self-report questionnaires to assess quantity and frequency of drinking. Questions focus on two aspects: 

· Consequences of drinking 

· Perceptions of drinking behavior 

-risk for abuse and dependence based on how much and how often the patient drinks. 

The definition of moderate drinking differs for men and women: 

Men 

4 to 14 drinks per week 

Women 

3 to 7 drinks per week 

A drink is 12 grams of alcohol (e.g., 12 ounces of beer; 5 ounces of wine; 1.5 ounces of 80-proof liquor). Typical risk-assessment questions include: 

· How many days a week do you drink alcohol? 

· On a typical day when you drink, how many drinks do you have? 

· What is the maximum number of drinks you had on any given occasion during the last month?

7.Alcohol Withdrawal 

Is characterized by the development of withdrawal symptoms 12 hours or so after the reduction of intake following prolonged, heavy, alcohol ingestion. 

Diagnostic criteria;

a) Cessation of (or reduction in) alcohol use that has been heavy and prolonged.
b)Two (or more) of the following, developing within several hours to a few days after 
· Autonomic hyperactivity (e.g., sweating or pulse rate >100bpm)

· Increased hand tremors

· Insomnia

· Nausea or vomiting

· Transient visual, tactile, or auditory hallucinations or illusions

· Psychomotor agitation

· Anxiety

· Grand mal seizures (<3% individuals)

Specify if:

-With Perceptual Disturbances - This specifier may be noted when hallucinations with intact reality testing or auditory, visual, or tactile illusions occur in the absence of a delirium. 

-Intact reality testing means that the person knows that the hallucinations are induced by the substance and do not represent external reality.

-<5% of individuals who develop Alcohol Withdrawal develop dramatic symptoms (e.g., severe autonomic hyperactivity, tremors, and Alcohol Withdrawal Delirium).

Alcohol Withdrawal Delirium 

-Includes disturbances in consciousness and cognition and visual, tactile, or auditory hallucinations ("delirium tremens," or "DTs"). 

-When Alcohol Withdrawal Delirium develops, it is likely that a clinically relevant general medical condition may be present.

-Because Withdrawal from alcohol can be unpleasant and intense, individuals with Alcohol Dependence may continue to consume alcohol, despite adverse consequences, often to avoid or to relieve the symptoms of withdrawal. 

8.Alcohol Intoxication 
-Early in the drinking period, symptoms often include talkativeness, a sensation of well-being, and a bright, expansive mood. 
-Later, especially when blood alcohol levels are falling, the individual is likely to become progressively more depressed, withdrawn, and cognitively impaired. 
-At very high blood alcohol levels (e.g., 200-300 mg/dl), a non-tolerant individual is likely to fall asleep and enter a first stage of anaesthesia.
-Higher blood alcohol levels (e.g., in excess of 300-400 mg/dl) can cause inhibition of respiration and pulse and even death in non-tolerant individuals. 
-The duration of Intoxication depends on how much alcohol was consumed over what period of time. 
-In general, the body is able to metabolize approximately one drink per hour, so that the blood alcohol level generally decreases at a rate of 15-20 mg/dl per hour. 

Management

1)Preparation of the patient

2)Bridging the gap

3)Rehabilation

Preparation of the patient

-Consent from the patient and they should know benefits of joining the rehab

-Manage any withdrawal and detoxification

The treatment of alcohol withdrawal syndromes has two primary goals: 

a)to help a patient achieve detoxification in as safe and as comfortable a way as possible, and 

b) to foster the patient's motivation to enter rehabilitation therapy. 

Detoxification

Pharmacotherapy

1.Disulfiram 

-Produces an unpleasant reaction in the presence of alcohol and is used as a deterrent to drinking; its primary action is in blocking aldehyde dehydrogenase in the liver. -When a patient taking disulfiram drinks ethyl alcohol, acetaldehyde cannot be converted to acetate, and the level of acetaldehyde in the blood may increase five- to tenfold. 
-The alcohol-disulfiram reaction is thought to be a result of this increased level of acetaldehyde.
-Nausea and flushing usually occur within 30 minutes and the full-blown reaction, which may include anxiety, dyspnoea, headaches, tachycardia, and hypertension, usually lasts 30-90 minutes. 
-More serious reactions may occur in individuals who are unusually sensitive or who have consumed large amounts of alcohol. 
-For this reason, patients undergoing an alcohol-disulfiram reaction should be carefully monitored in an emergency room, and appropriate treatment for possible convulsions, myocardial infarction, or cardiovascular collapse should be available.

2. Long acting Benzodiazepines e.g. Chlordiazepoxide -Gradually reducing over 7-14d is used to attenuate withdrawal symptoms but they also have a dependence potential. 
-They may be of considerable help in alcoholic patients who have experienced recent alcohol withdrawal convulsions, because these compounds possess anticonvulsant activity or alcohol withdrawal syndrome with delirium. 
3.Clomethiazole 
-should be used for management of withdrawal in an in-patient setting only. It is associated with a risk of dependence & should not be prescribed if the patient is likely to continue drinking alcohol.

4.Acamprosate
-Combination with counselling may be helpful in maintaining abstinence in alcohol-dependent patients. 
-It should be initiated as soon as possible after abstinence has been achieved & should be maintained if the patient relapses.
- Continued alcohol abuse, however, negates the therapeutic benefit of acamprosate.
PSYCHOTHERAPY

SUPPORTIVE THERAPY

These are the Twelve Steps as defined by Alcoholics Anonymous
1. We admitted we were powerless over alcohol—that our lives had become unmanageable. 

2. Came to believe that a power greater than ourselves could restore us to sanity. 

3. Made a decision to turn our will and our lives over to the care of God as we understood Him. 

4. Made a searching and fearless moral inventory of ourselves. 

5. Admitted to God, to ourselves, and to another human being the exact nature of our wrongs. 

6. We're entirely ready to have God remove all these defects of character. 

7. Humbly asked Him to remove our shortcomings. 

8. Made a list of all persons we had harmed, and became willing to make amends to them all. 

9. Made direct amends to such people wherever possible, except when to do so would injure them or others. 

10. Continued to take personal inventory and when we were wrong promptly admitted it. 

11. 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. 

12. Having had a spiritual awakening as the result of these steps, we tried to carry this message to alcoholics, and to practice these principles in all our affairs. 

Other twelve-step groups have modified the twelve steps slightly from those of Alcoholics Anonymous to refer to problems other than alcoholism.

 



