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The Substance-Related Disorders include disorders related to;

· taking of a drug of abuse (including alcohol)
· the side effects of a medication
· toxin exposure
The substances are grouped into 11 classes;
1. Alcohol

2. Sedative, hypnotic, or anxiolytic substances.

3. Cocaine

4. Amphetamine and related substances

5. Hallucinogen

6. Cannabis

7. Phencyclidine (PCP) and related substances

These substances can be grouped into three general categories with  similar features: 

· Central nervous system depressants, including alcohol and sedatives, anxiolytics, and hypnotics
· Stimulants, including cocaine and amphetamine and similarly acting sympathomimetics
· Hallucinogens and psychotomimetics, including LSD, mescaline, cannabis, phencyclidine (PCP), and similarly acting arylcyclohexylamines

The Substance-Related Disorders are divided into two groups:

· Substance Use Disorders;

· Substance Dependence

· Substance Abuse

· Substance-Induced Disorders;

· Substance Intoxication

· Substance Withdrawal

· Substance-Induced Delirium

· Substance-Induced Persisting Dementia

· Substance-Induced Persisting Amnestic Disorder

· Substance-Induced Psychotic Disorder

· Substance-Induced Mood Disorder

· Substance-Induced Anxiety Disorder

· Substance-Induced Sexual Dysfunction

· Substance-Induced Sleep Disorder

Individuals between ages 18 and 24 years have relatively high prevalence rates for the use of virtually every substance, including alcohol. 

Caffeine is not considered to cause substance use disorders and nicotine is considered to lead to dependence but not abuse.
 

Impairment and Complications

· Deterioration in general health. Malnutrition and other general medical conditions may result from improper diet and inadequate personal hygiene. 

· Trauma related to impaired motor coordination or faulty judgment. 

· The materials used to "cut" certain substances can produce toxic or allergic reactions. 
· Using substances intranasally ("snorting") may cause erosion of the nasal septum. 
· Stimulant use can result in sudden death from cardiac arrhythmias, myocardial infarction, a cerebrovascular accident, or respiratory arrest. 

· The use of contaminated needles during intravenous administration of substances can cause human immunodeficiency virus (HIV) infection, hepatitis, tetanus, vasculitis, septicemia, subacute bacterial endocarditis, embolic phenomena, and malaria.
· Violent or aggressive behaviour, which may be manifested by fights or criminal activity, and can result in injury to the person using the substance or to others. 

· Perhaps 10% of individuals with Substance Dependence commit suicide, often in the context of a Substance-Induced Mood Disorder. 
· Most, if not all, of the substances described in this section cross the placenta, they may have potential adverse effects on the developing fetus (e.g., fetal alcohol syndrome). When taken repeatedly in high doses by the mother, a number of substances (e.g., cocaine, opioids, alcohol, and sedatives, hypnotics, and anxiolytics) are capable of causing physiological dependence in the fetus and a withdrawal syndrome in the newborn.
 

1. Inhalant

2. Nicotine

3. Opioid

4. Caffeine

 

 

A. Substance Use Disorders

1. Substance Dependence

The essential feature of Substance Dependence is a cluster of cognitive, behavioural, and physiological symptoms indicating that the individual continues use of the substance despite significant substance-related problems.

There is a pattern of repeated self-administration that usually results in tolerance, withdrawal, and compulsive drug-taking behaviour. 

A diagnosis of Substance Dependence can be applied to every class of substances except caffeine. 

 

Aetiology of Substance Dependence

Substance dependence is influenced by;

· The properties of the psychoactive drugs
· The user's predisposing physical characteristics (probably including genetic predisposition), personality, and socioeconomic class
· The cultural and social setting. 
The psychology of the individual and drug availability determine the choice of psychoactive drug and the pattern and frequency of use.
Factors leading to increased use and dependence or addiction may include;

· Peer or group pressure

· Emotional distress that is symptomatically relieved by specific drug effects

· Sadness

· Social alienation

· Environmental stress (particularly if accompanied by feelings of impotence to effect change or to accomplish goals)

 

Criteria for diagnosis;

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:

a. (neurophysiological adaptations)

i. 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 the substance

 In situations where tolerance may be difficult to determine by history alone, laboratory tests may be helpful (e.g., high blood levels of the substance coupled with little evidence of intoxication suggest that tolerance is likely).

i. Withdrawal as manifested by either of the following:
· the characteristic withdrawal syndrome for the substance - maladaptive behavioural change, with physiological and cognitive concomitants, that occurs when blood or tissue concentrations of a substance decline in an individual who had maintained prolonged heavy use of the substance., (refer to Criteria A and B of the criteria sets for Withdrawal from the specific substances)

· the same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms
 Withdrawal from hallucinogens, phencyclidine and related substances has not yet been described

a. (impaired control of substance use)

i. The substance is often taken in larger amounts or over a longer period than was intended
ii. There is a persistent desire or unsuccessful efforts to cut down or control substance use
b. (salience of substance use to the person)

i. A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting multiple doctors or driving long distances), use the substance (e.g., chain-smoking), or recover from its effects

ii. Important social, occupational, or recreational activities are given up or reduced because of substance use
iii. 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., current cocaine use despite recognition of cocaine-induced depression, or continued drinking despite recognition that an ulcer was made worse by alcohol consumption)
Although not specifically listed as a criterion item, "craving" (a strong subjective drive to use the substance) is likely to be experienced by most (if not all) individuals with Substance Dependence. 

 

 

Specify if:

Physiological Dependence

· With Physiological Dependence: evidence of tolerance or withdrawal (i.e., either Item (i) or (ii) is present)

· Without Physiological Dependence: no evidence of tolerance or withdrawal (i.e., neither Item (i) or (ii) is present); In these individuals, Substance Dependence is characterized by a pattern of compulsive use (at least three items from Criteria 3-7).

 

1. Substance Abuse

The essential feature of Substance Abuse is a maladaptive pattern of substance use manifested by recurrent and significant adverse consequences related to the repeated use of substances.

Although a diagnosis of Substance Abuse is more likely in individuals who have only recently started taking the substance, some individuals continue to have substance-related adverse social consequences over a long period of time without developing evidence of Substance Dependence. 

The category of Substance Abuse does not apply to caffeine and nicotine.
 

Criteria for Diagnosis;

A. 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:

· recurrent substance use resulting in a failure to fulfil major role obligations at work, school, or home 

· recurrent substance use in situations in which it is physically hazardous
· recurrent substance-related legal problems 
· continued substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of the substance 

B. The symptoms have never met the criteria for Substance Dependence for this class of substance.
 

Course specifiers:

· Early Full Remission - If for at least 1 month, but for less than 12 months, no criteria for Dependence or Abuse have been met.

· Early Partial Remission - If for at least 1 month, but for less than 12 months, one or more criteria for Dependence or Abuse have been met but the full criteria for Dependence have not been met.

· In a Controlled Environment - If the individual is in an environment where access to alcohol and controlled substances is restricted, and no criteria for Dependence or Abuse have been met for at least the past month.
· Sustained Full Remission - If none of the criteria for Dependence or Abuse have been met at any time during a period of 12 months.
· Sustained Partial Remission - If full criteria for Dependence have not been met for a period of 12 months or longer; however, one or more criteria for Dependence or Abuse have been met
· On Agonist Therapy - if the individual is on a prescribed agonist medication, and no criteria for Dependence or Abuse have been met for that class of medication for at least the past month (except tolerance to, or withdrawal from, the agonist). This category also applies to those being treated for Dependence using a partial agonist or an agonist/antagonist.

 

 

A. Substance-Induced Disorders

1. Substance Intoxication

Criteria for Diagnosis;

A. The development of a reversible substance-specific syndrome due to recent ingestion of (or exposure to) a substance. Note: Different substances may produce similar or identical syndromes.
The specific clinical picture in Substance Intoxication varies dramatically among individuals and also depends on;

· Which substance is involved

· Dose

· Duration or chronicity of dosing

· Person's tolerance for the substance

· Period of time since the last dose

· Expectations of the person as to the substance's effects

· Environment or setting in which the substance is taken.

A. Clinically significant maladaptive behavioural or psychological changes that are due to the effect of the substance on the central nervous system (e.g., belligerence, mood labiality, cognitive impairment, impaired judgment, impaired social or occupational functioning) and develop during or shortly after use of the substance.
B. The symptoms are not due to a general medical condition and are not better accounted for by another mental disorder.

 

1. Substance Withdrawal

Withdrawal is usually, but not always, associated with Substance Dependence & develops when doses are reduced or stopped, whereas signs and symptoms of Intoxication improve (gradually in some cases) after dosing stops.

Most (perhaps all) individuals with Withdrawal have a craving to readminister the substance to reduce the symptoms. 

The diagnosis of Withdrawal is recognized for the following groups of substances: 

· Central nervous system depressants, including alcohol and sedatives, anxiolytics, and hypnotics
· Stimulants, including cocaine and amphetamine and similarly acting sympathomimetics
· Nicotine

· Opioids

The signs and symptoms of Withdrawal vary according to;

· Substance used

· Dose

· Duration of use

· Presence or absence of additional illnesses 

Most symptoms are the opposite of those observed in Intoxication with the same substance. 

 

Criteria for Diagnosis;

A. The development of a substance-specific syndrome due to the cessation of (or reduction in) substance use that has been heavy and prolonged.
B. The substance-specific syndrome causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

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

 

 

 

 

Management 

Introduction

There are at least two components to the important goal of achieving a substance-free lifestyle;
· Maximizing patients' motivation for abstinence - These include lectures, counselling sessions, the use of self-help groups, and videotapes to educate the individual and his or her family about the dangers involved with substance use and the usual clinical course of substance use disorders, and to emphasize that each person is responsible for his or her own actions. 

· Teaching patients how to rebuild their lives after redirecting the focus of their activities away from the use of substances - Important elements in developing a substance-free lifestyle include helping the person to discover ways of dealing with free time; to develop friendships, independent of the context of drug use, with persons who themselves do not use substances; to adjust to the more "mundane" aspects of day-to-day living in the absence of the crisis-upon-crisis lifestyle associated with substance use; and to reestablish rewarding relationships with family members.

 

Phases of Treatment for Substance Abuse:


 

 

Alcohol-Related Disorders - Also read on Alcoholism in Med notes

· Alcohol Abuse and Dependence are more common in males >  females 5:1. 

Females tend to start drinking heavily later in life than do males and may develop Alcohol-Related Disorders later. They tend to develop higher blood alcohol concentrations than males at a given dose of alcohol per kilogram because of their;

· Lower percentage of body water

· Higher percentage of body fat

· They tend to metabolize alcohol more slowly (in part because of lower levels of alcohol dehydrogenase in the mucosal lining of the stomach). 

Because of these higher alcohol levels, they may be at greater risk than males for some of the health-related consequences of heavy alcohol intake (in particular, liver damage).

· Genetic factors (The risk for Alcohol Dependence is three to four times higher in close relatives of people with Alcohol Dependence) explain only a part of the risk for Alcohol Dependence, with a significant part of the risk coming from environmental or interpersonal factors that may include cultural attitudes toward drinking and drunkenness, the availability of alcohol (including price), expectations of the effects of alcohol on mood and behaviour, acquired personal experiences with alcohol, and stress.

 

Alcohol Use Disorders;

· Alcohol Dependence - Physiological dependence on alcohol is indicated by evidence of Tolerance or symptoms of Withdrawal.

Alcohol-Induced Disorders;

· 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 Criterion A:
· 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)

C. The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

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

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.

Fewer than 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 (e.g., liver failure, pneumonia, gastrointestinal bleeding, sequelae of head trauma, hypoglycaemia, an electrolyte imbalance, or postoperative status).

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. 

A substantial minority of individuals who have Alcohol Dependence never experience clinically relevant levels of Alcohol Withdrawal, and only about 5% of individuals with Alcohol Dependence ever experience severe complications of withdrawal (e.g., delirium, grand mal seizures).

 

 

· Alcohol Intoxication 
Early in the drinking period, when blood alcohol levels are rising, 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 nontolerant individual is likely to fall asleep and enter a first stage of anesthesia.
Higher blood alcohol levels (e.g., in excess of 300-400 mg/dl) can cause inhibition of respiration and pulse and even death in nontolerant 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. 

Signs and symptoms of intoxication are likely to be more intense when the blood alcohol level is rising than when it is falling.
Diagnostic criteria;

A. Recent ingestion of alcohol.
B. Clinically significant maladaptive behavioural or psychological changes (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

· Alcohol Dependence and Abuse are often associated with Dependence on, or Abuse of, other substances (e.g., 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.

· Symptoms of depression, anxiety, and insomnia frequently accompany Alcohol Dependence and sometimes precede it.

· Among adolescents, Conduct Disorder and repeated antisocial behaviour often co-occur with Alcohol Abuse or Dependence and with other Substance-Related Disorders. 

· 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. 

· Alcohol Intoxication is sometimes associated with an 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.

· Severe Alcohol Intoxication also contributes to disinhibition and feelings of sadness and irritability, which contribute to suicide attempts and completed suicides. 
· Mood Disorders, Anxiety Disorders, and Schizophrenia may also be associated with Alcohol Dependence.

· Although 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.

· Increased libido but reduced sexual functionality
 

Alcohol-Related Disorder Not Otherwise Specified

The Alcohol-Related Disorder Not Otherwise Specified category is for disorders associated with the use of alcohol that are not classifiable under Alcohol use or Alcohol-Induced Disorders
 

Management

Detoxification

The treatment of alcohol withdrawal syndromes has two primary goals: 

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

· to foster the patient's motivation to enter rehabilitation therapy. 

a. Pharmacotherapy

· 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, dyspnea, 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.

· Long acting Benzodiazepines e.g. Chlordiazepoxide gradually reducing over 7-14d are 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. Should not be prescribed if the patient is likely to continue drinking alcohol.

· 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.

· Acamprosate in 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.

 

a. 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. Patients for whom this occurs usually do not require specific psychopharmacological intervention for their affective symptomatology. However, if the affective illness persists for more than 1 to 2 months despite psychotherapeutic attempts to alleviate the discomfort, it may then be worthwhile to initiate psychopharmacological therapy to avoid a relapse of alcohol use or a suicide attempt secondary to painful affective symptomatology. 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.

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

· It is not unusual to find that many alcoholic patients have one or more nutritional deficiencies of, for example, magnesium, zinc, and/or various vitamins. It is generally agreed that supplemental thiamine should be administered to all patients who have a history of chronic alcoholism for the treatment of Wernicke's encephalopathy, a rapidly deteriorating organic mental syndrome that may be difficult to diagnose & 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 by some clinicians for alcoholic patients who complain about night blindness.
· Propranolol prophylactic therapy is recommended for large esophageal varices and recurrent bleeding from severe portal hypertensive gastropathy in men with chronic liver disease.
· Propylthiouracil recommended to reduce the mortality secondary to alcoholic liver disease

 

 

 

 

 

 

 

 

 

 

Amphetamine (or Amphetamine-Like)-Related Disorders

The class of amphetamine and amphetamine-like substances includes;

· all substances with a substituted-phenylethylamine structure, such as amphetamine, dextroamphetamine, and methamphetamine ("speed")
· substances that are structurally different but also have amphetamine-like action, such as methylphenidate and other agents used as appetite suppressants ("diet pills")
· naturally occurring, plant-derived stimulants such as khat (Miraa)
Medical indications (treatment of) ;

· Obesity

· Attention-Deficit/Hyperactivity Disorder

· Narcolepsy 

Most of the effects of amphetamines and amphetamine-like drugs are similar to those of cocaine except;

· unlike cocaine, these substances do not have local aesthetic (i.e., membrane ion channel) activity; therefore, their risk for inducing certain general medical conditions (e.g., cardiac arrhythmias and seizures) may be lower

· the psychoactive effects of most amphetamine-like substances last longer than those of cocaine

· the peripheral sympathomimetic effects may be more potent
 

Amphetamine Dependence

· The patterns of use and course of Amphetamine Dependence are similar to those of Cocaine Dependence because both substances are potent central nervous system stimulants with similar psychoactive and sympathomimetic effects. 
· Aggressive or violent behaviour is associated with Amphetamine Dependence, especially with high doses

· Intense but temporary anxiety, as well as paranoid ideation and psychotic episodes that resemble Schizophrenia, Paranoid Type, are often seen, especially in association with high-dose use. 

· Tolerance to amphetamines develops and often leads to substantial escalation of the dose. 

· Conversely, some individuals with Amphetamine Dependence develop reverse tolerance (sensitization). In these cases, small doses may produce marked stimulant and other adverse mental and neurological effects.

 

Amphetamine Intoxication - Diagnostic criteria;

A. Recent use of amphetamine or a related substance (e.g., methylphenidate).
B.  Clinically significant maladaptive behavioural or psychological changes;

Intoxication generally begins no longer than 1 hour after substance use with a "high" feeling, followed by the development of symptoms such as;

· Euphoria with enhanced vigor

· Gregariousness

· Hyperactivity

· Restlessness

· Hypervigilance

· Interpersonal sensitivity

· Talkativeness

· Anxiety

In the case of chronic intoxication, there may be affective blunting with fatigue or sadness and social withdrawal. Amphetamine Intoxication, either acute or chronic, is often associated with impaired social or occupational functioning.
A. Two (or more) of the following, developing during, or shortly after, use of amphetamine or a related substance:
· Tachycardia or bradycardia

· Pupillary dilation

· Elevated or lowered blood pressure

· Perspiration or chills

· Nausea or vomiting

· Evidence of weight loss

· Psychomotor agitation or retardation

· Muscular weakness, respiratory depression, chest pain, or cardiac arrhythmias

· Confusion, seizures, dyskinesias, dystonias, or coma

 

 

· Tension

· Alertness

· Grandiosity

· Stereotypical and repetitive behaviour

· Anger

· Fighting

· Impaired judgment

 

 

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

 

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.

 

Amphetamine Withdrawal - Diagnostic criteria;

A. Cessation of (or reduction in) amphetamine (or a related substance) use that has been heavy and prolonged.
B. Dysphoric mood and two (or more) of the following physiological changes, developing within a few hours to several days after Criterion A:
· Fatigue

· Vivid, unpleasant dreams

· Insomnia or hypersomnia

· Increased appetite

· Psychomotor retardation or agitation

C. The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

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

Anhedonia and drug craving can also be present but are not part of the diagnostic criteria.
Marked withdrawal symptoms ("crashing") often follow an episode of intense, high-dose use (a "speed run"). These periods are characterized by intense and unpleasant feelings of lassitude and depression, generally requiring several days of rest and recuperation. 

Weight loss commonly occurs during heavy stimulant use, whereas a marked increase in appetite with rapid weight gain is often observed during withdrawal. 

Depressive symptoms may last several days and may be accompanied by suicidal ideation.
 

 

Cannabis-Related Disorders

When the upper leaves, tops, and stems of the plant are cut, dried, and rolled into cigarettes, the product is usually called marijuana. 

Hashish is the dried, resinous exudate that seeps from the tops and undersides of cannabis leaves; hashish oil is a concentrated distillate of hashish. 

The cannabinoid that has been identified as primarily responsible for the psychoactive effects of cannabis is delta-9-tetrahydrocannabinol (also known as THC, or delta-9-THC). 

Synthetic delta-9-THC has been used for certain general medical conditions;

· Nausea and vomiting caused by chemotherapy

· Anorexia and weight loss in individuals with acquired immunodeficiency syndrome [AIDS]

 

Cannabis Use Disorders

· Cannabis Dependence - Individuals with Cannabis Dependence have compulsive use and do not generally develop physiological dependence, although tolerance to most of the effects of cannabis has been reported in individuals who use cannabis chronically.
With chronic heavy use, there is sometimes a diminution or loss of the pleasurable effects of the substance. Although there may also be a corresponding increase in dysphoric effects, these are not seen as frequently as in chronic use of other substances such as alcohol, cocaine, or amphetamines. 

A history of Conduct Disorder in childhood or adolescence and Antisocial Personality Disorder are risk factors for the development of many Substance-Related Disorders, including Cannabis-Related Disorders

 

Cannabis-Induced Disorders

· Cannabis Intoxication - Diagnostic criteria;

A. Recent use of cannabis.
B. Clinically significant maladaptive behavioural or psychological changes that developed during, or shortly after, cannabis use.
Intoxication typically begins with a "high" feeling followed by symptoms that include euphoria with inappropriate laughter and grandiosity, sedation, lethargy, impairment in short-term memory, difficulty carrying out complex mental processes, impaired judgment, distorted sensory perceptions, impaired motor performance, and the sensation that time is passing slowly. Occasionally, anxiety (which can be severe), dysphoria, or social withdrawal occurs.  

A. Two (or more) of the following signs, developing within 2 hours of cannabis use:
· Conjunctival injection

· Increased appetite

· Dry mouth

· Tachycardia


The effects usually last 3-4 hours, the duration being somewhat longer when the substance is ingested orally. Because most cannabinoids, including delta-9-THC, are fat soluble, the effects of cannabis or hashish may occasionally persist or reoccur for 12-24 hours due to a slow release of psychoactive substances from fatty tissue or to enterohepatic circulation.
A. The symptoms are not due to a general medical condition and are not better accounted for by another mental disorder.
Specify if:

· With Perceptual Disturbances

· Symptoms of possible cannabis withdrawal
· Irritable or anxious mood accompanied by physiological changes such as;

· Tremor

· Perspiration

· Nausea

· Sleep disturbances

 

 

 

Associated Features and Disorders

· The pharmacological actions of cannabis include sedation, disruption of concentration, impairment of short-term memory, and alleviation of performance-related anxiety. 

· The most frequently reported adverse reactions to cannabis are anxiety reactions and panic attacks. These generally occur during the period of intoxication and usually abate within minutes to hours

· Cannabis-induced psychotic disorder typically presents as the development of often persecutory, grandiose, or physical delusional ideation within 2 hours of use of cannabis with no clouding of consciousness, no significant loss of intellectual abilities, and no predominant hallucinations. It does not persist beyond 6 hours following the cessation of use

· A toxic delirium occurs most often incident to the ingestion of a large amount of cannabis in one of its many forms. This condition is marked by clouding of consciousness, confusion, depersonalization, impaired cognition, and motor imbalance. Memory impairment, visual and auditory hallucinations, paranoia, and violent or bizarre behaviour may be present. Speech is disconnected; Nystagmus is often present. The syndrome lasts from a few hours to a few days. It is indistinguishable from other acute reactions such as acute toxic psychoses, ganja psychosis, or acute organic brain syndromes, and is a diagnosis of exclusion 

· Flashback Syndrome - a flashback is a transitory recurrence of feelings and perceptions originally experienced while under the influence of a psychedelic drug, although it can occur after cannabis use as well. Most flashbacks are episodes of visual distortion, reexperienced intense emotion, depersonalization, or physical symptoms.

· Prolonged or chronic psychotic disorders have been precipitated by high-dose and prolonged use of cannabis. A related phenomenon may be the attempt on the part of some persons, particularly adolescents, to rationalize their psychopathology. They would prefer to attribute their strange thoughts and feelings to the drug and not to their own psychopathology. 

· Chronic Cannabis Syndrome/Aberrant Motivational Syndrome - An amotivational syndrome has been described in persons who chronically use high doses of marijuana. These persons exhibit apathy, diminished goal-directed activity, an inability to master new problems, and a deterioration in personal habits; they are described as withdrawn, passive, and easily distracted and as having poor judgment. It seems to stifle ambition and drive and impair school performance in certain persons. In other young persons, chronic heavy cannabis use has been associated with profound changes in perspective, dress, and behaviour, and these persons often demonstrate laudable energy and ambition in the pursuit of their particular goals, such as intense involvement with rock or reggae music and pursuit of particular musical groups.

· Anhedonia - Absence of pleasure from the performance of acts that would ordinarily be pleasurable. 

 

Cannabis-Related Disorder Not Otherwise Specified

The Cannabis-Related Disorder Not Otherwise Specified category is for disorders associated with the use of cannabis that are not classifiable as;

· Cannabis Dependence

· Cannabis Abuse

· Cannabis Intoxication

· Cannabis Intoxication Delirium

· Cannabis-Induced Psychotic Disorder

· Cannabis-Induced Anxiety Disorder

 

 

 

 

Management

Treatment of associated features & disorders

· Anxiety and Panic Attacks - Treatment ranges from reassurance to the use of anxiolytic agents.

· Cannabis-Induced Psychotic Disorder - Treatment includes close observation in a supportive environment with reassurance provided to the effect that these thoughts and feelings are due to the drug and will defervesce. When necessary, an anxiolytic should be administered (diazepam). Patients with persistent or severe symptoms may require neuroleptic medication (haloperidol).
· Delirium - Treatment is symptomatic.

· Flashback Syndrome - Treatment consists of reassurance. Anxiolytic medication is useful if the flashback is severe.

 

Psychotherapy

The primary goal of treatment should be abstinence; resolution of psychological conflicts is not a necessary condition for the achievement and maintenance of abstinence. Yet, in later stages, treatment of symptoms and resolution of the conflicts that may have led to or are associated with the drug use may be an effective tool to prevent relapse.

a. Family Therapy - The patient and the therapist attempt to develop a unit that will function as a source of support during the early stages of treatment, which often focus on improving communication patterns, altering parental expectations, and addressing parental or sibling drug use.
b. Group Therapy - Drug treatment groups generally encourage strong identification with the group and utilize behavioural techniques and coercion to reinforce abstinence. Groups are useful in teaching socialization and problem-solving skills and may reduce the sense of isolation that persons who abuse drugs often feel.
c. Twelve-Step Programs - Meetings of Drugs Anonymous and other self-help groups have become more sensitive to the styles and value systems of these persons. Members of the groups accept dependence on a "higher power" and are encouraged to adhere to steps, traditions, and value systems based primarily on sobriety. 
d. Behaviour Therapy - Cognitive-behavioural, supportive-expressive, and interpersonal psychotherapeutic techniques may be effective. Other techniques include skill-building techniques (e.g., relaxation exercises, assertiveness training) and positive reinforcement for the attainment and maintenance of sobriety or other approved behaviours. Contingency contracting has proved useful with persons who abuse other classes of drugs and is also used in the treatment of persons who abuse marijuana.
 

The Need for No Treatment

It should be well recognized that for many persons, especially adolescents, intermittent or experimental marijuana use is normative for their peer group, has had no impact on their psychosocial adjustment, and may have little impact on their health. Coercing these persons into treatment, particularly inpatient treatment, may serve to disrupt their lives and school careers, reinforce the insecurity that many young persons feel about their abilities or even their sanity, and stigmatize them. 

 

Nicotine-Related Disorders

Nicotine Dependence and Withdrawal can develop with use of all forms of tobacco (cigarettes, chewing tobacco, snuff, pipes, and cigars) and with prescription medications (nicotine gum and patch). The relative ability of these products to produce Dependence or to induce Withdrawal is associated with the rapidity characteristic of the route of administration (smoked > oral > transdermal) and the nicotine content of the product.

Nicotine intoxication rarely occurs and has not been well studied, and nicotine abuse is not likely to be observed in the absence of Dependence. 

The risk for smoking increases threefold if a first-degree biological relative smokes.

 

Nicotine Use Disorder

· Nicotine Dependence - Tolerance to nicotine is manifested by the absence of nausea, dizziness, and other characteristic symptoms despite using substantial amounts of nicotine or a diminished effect observed with continued use of the same amount of nicotine-containing products. 

Many individuals who use nicotine take nicotine to relieve or to avoid withdrawal symptoms when they wake up in the morning or after being in a situation where use is restricted (e.g., at work or on an airplane). 

Although over 80% of individuals who smoke express a desire to stop smoking and 35% try to stop each year, less than 5% are successful in unaided attempts to quit. 

 

Nicotine-Induced Disorder

· Nicotine Withdrawal - Diagnostic criteria;

A. Daily use of nicotine for at least several weeks.
B. Abrupt cessation of nicotine use, or reduction in the amount of nicotine used, followed within 24 hours by four (or more) of the following signs:
· Dysphoric or depressed mood

· Insomnia

· Irritability, frustration, or anger

· Anxiety

· Difficulty concentrating

· Restlessness

· Decreased heart rate -  by 5 to 12 beats per minute in the first few days

· Increased appetite or weight gain - an average of 2-3 kg over the first year 
C. The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

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

Withdrawal symptoms can begin within a few hours of cessation, typically peak in 1-4 days, and last for 3-4 weeks. Depressive symptoms postcessation may be associated with a relapse to smoking. Increased hunger and weight gain often persist for at least 6 months.
These symptoms are in large part due to nicotine deprivation and are typically more intense among individuals who smoke cigarettes than among individuals who use other nicotine-containing products. The more rapid onset of nicotine effects with cigarette smoking leads to a more intensive habit pattern that is more difficult to give up because of the frequency and rapidity of reinforcement and the greater physical dependence on nicotine.

Mild symptoms of withdrawal may occur after switching to low-tar/nicotine cigarettes and after stopping the use of smokeless (chewing) tobacco, nicotine gum, or nicotine patches.

Craving is an important element in Nicotine Withdrawal and may account for the difficulty that individuals have in giving up nicotine-containing products. 

 

 

Associated Features and Disorders

· Desire for sweets
· Impaired performance on tasks requiring vigilance
· Several features associated with Nicotine Dependence appear to predict a greater level of difficulty in stopping nicotine use: 

· Smoking soon after waking

· Smoking when ill

· Difficulty refraining from smoking

· Reporting the first cigarette of the day to be the one most difficult to give up

· Smoking more in the morning than in the afternoon

· The number of cigarettes smoked per day, the nicotine yield of the cigarette, and the number of pack-years also are related to the likelihood of an individual stopping smoking. 

· Nicotine Dependence is more common among individuals with other mental disorders. Mood, Anxiety, and other Substance-Related Disorders may be more common in individuals who smoke than in those who are ex-smokers and those who have never smoked.

 

Opioid-Related Disorders

The opioids include natural opioids (e.g., morphine), semisynthetics (e.g., heroin), and synthetics with morphine-like action (e.g., codeine, hydromorphone, methadone, oxycodone, meperidine, fentanyl). Medications such as pentazocine, buprenorphine & Nalbuphine that have both opiate agonist and antagonist effects are also included in this class because their agonist properties produce similar physiological and behavioral effects. Opioids are prescribed as analgesics, anesthetics, antidiarrheal agents, or cough suppressants. 

Heroin is one of the most commonly abused drugs of this class and is usually taken by injection, although it can be smoked or "snorted" when very pure heroin is available

 

Associated Features and Disorders

For many individuals, the effect of taking an opioid for the first time is dysphoric rather than euphoric, and nausea and vomiting may result. 

Opioid Dependence symptoms;

· History of drug-related crimes

· Divorce, unemployment, or irregular employment at all socioeconomic levels.

· Brief depressive symptoms and for episodes of mild to moderate depression that meet symptomatic and duration criteria for Major Depressive Disorder. These symptoms may represent an Opioid-Induced Mood Disorder or exacerbations of a preexisting primary depressive disorder. Periods of depression are especially common during chronic intoxication or in association with psychosocial stressors that are related to the Opioid Dependence. 

· Antisocial Personality Disorder is much more common

· Posttraumatic Stress Disorder 

· History of Conduct Disorder in childhood or adolescence has been identified as a significant risk factor for Substance-Related Disorders, especially Opioid Dependence.

Associated physical examination findings and general medical conditions. 

· Lack of secretions, causing dry mouth and nose, slowing of gastrointestinal activity, and constipation. 
· Visual acuity may be impaired as a result of pupillary constriction. 

· In individuals who use opioids intravenously, sclerosed veins ("tracks") and puncture marks on the lower portions of the upper extremities are common. Veins sometimes become so badly sclerosed that peripheral edema develops and individuals switch to veins in the legs, neck, or groin. When these veins become unusable or otherwise unavailable, individuals often inject directly into their subcutaneous tissue ("skin-popping"), resulting in cellulitis, abscesses, and circular-appearing scars from healed skin lesions. 

· Infections may also occur in other organs and include tetanus, bacterial endocarditis, hepatitis, TB and human immunodeficiency virus (HIV) infection. 

· Persons who sniff heroin or other opioids ("snorting") often develop irritation of the nasal mucosa, sometimes accompanied by perforation of the nasal septum. 

· Difficulties in sexual functioning are common. Males often experience erectile dysfunction during intoxication or chronic use. Females commonly have disturbances of reproductive function and irregular menses.
 

Withdrawal symptoms; 

· Lacrimation or rhinorrhea

· Pupillary dilation

· Piloerection, or sweating

· Diarrhea

· Yawning

· Dysphoric mood

· Nausea or vomiting

· Muscle aches

· Fever

· Insomnia

