BEHAVIORAL SCIENCES LEVEL 11

TOPIC : SUBSTANCE USE DISORDERS

INTRODUCTION.

The use of mind-altering substances has been around and the habit is as old as the humankind. These substances have diverse effects on the physical and mental health of individuals and hence the interest that practitioners have about them. Psychoactive substances(drug) alters the psychological state such as concentration awareness and behaviour control.

There are two approaches to understanding the complex issue of substance related disorders, first the psychoactive substance use disorders which basically specifies the pattern of maladaptive behaviour related to regular substances use 

Secondly there are psychoactive substance induced disorders, which are organic mental disorders and are accompanied by some psychopathology such as hallucinations, anxiety.

OBJECTIVES 

· CLASSIFICATION

· Understand the terminology applied in the topic 
· Describe the clinical picture
· Epidemiology
· Etiology 
· Management of substance 
CLASSIFICATION OF PSYCHOACTIVE SUBSTANCE

1. Alcohol

2. Amphetamine or similarly acting (e.g. anorexigens) sympathomimetics

3. Cannabis – tetrahydrocannabis: e.g  - marijuana (leaves/flowers)

       -  Hashish (Paste)

· Oil cannabis

4. Cocaine – snow, speed ball, crack

5. Hallucinogens - LSD 

6. Inhalants – glue

7. Opiods – opium, codeine, heroin – brown sugar

8. Phencyclidine (PCP)

9. Sedatives, hypnotics or anxiolytis 

10. Others caffeine, Nicotine

DEFINITIONS: 

SUBSTANCE.

Is any chemical that when taken into a living organism may modify one or more of its functions. This may include food, medicines air and so on. However in behavioral sciences and psychiatry the substances that are of concern are mind-altering substances also referred to as psychoactive substances.

USE OF SUBSTANCE

Refers to repeated consumption of the substance. The use is either allowed or prohibited by the particular society hence the following.

UNSACTIONED USE
Means that the use of substance drug is not approved by society.
SACTIONED USE
Means that the use of the substance is approved by society.
HAZARDOUS USE:

Means that the use of the substance is not approved by society.

DYSFUNCTIONAL USE:

Is the use of a substance that is leading to impaired psychological or social functioning 

e.g. loss of job or marital problems.

HARMFUL USE:

Is that use of substance that is known to have caused tissue damage or mental illness in 

the testicular torsion.

ABUSE:

Is persistent or sporadic excessive substance use inconsistent with or unrelated 

to medical practice. Substance abuse is a pattern of maladaptive substance use, which has 

not progressed to full blown dependence

DEPENDENCE:

Is a state arising from repeated administration of a substance on periodic or continuous basis. There are two types of dependence:

· Psychological   

· Physical 

These substance cause physical dependence (addiction) where the body chemistry is altered to the extent that for the body requires the substance and lack of it results in withdrawal symptoms which are unpleasant feelings

Psychological dependence is some form of a crave when the user has irresistible desire to have another dose of the same drug to produce same psyche effect

CLINICAL PICTURE OF PSYCHO ACTIVE SUBSTANCE USE DISORDERS

The psychoactive substance use disorder is defined as the patterns of maladaptive behavior related to the procurement and ingestion of substances as well as the behavioral and social consequences of these patterns of behaviors.

One of the difficulties experienced by practitioners is how to recognize some one who is on psychoactive substances. Here are some likely indicators of possible use of psychoactive substances.

1. The patient’s Admission of drug misuse (ask how old were you when you first tried taking it?)

2. Parents, teachers, friends may suspect and report

3. The person may be discovered to be in possession of pills, syringes etc.

4. On examination injection sites may be found on various concealed part of the body (scars, abscesses, thrombophlebitis, examine arms, backs of hands, legs, ankles, groin breasts, penis, tongue, skin popping (subcutaneous injections) is not confined to venous sites

5. Disturbed behaviors suggesting intoxication: sleep disruption, drowsiness, slurred speech, unsteady gait, irrational aggressive behavior., apparent hallucinations; pin point pupils (opiates), nystagmus, opthalmoplegia (barbiturates) paranoid delusions (amphetamine psychosis)

6. Requests for money in excess of presumed need

7. Disappearance from the home of tablets prescribed for other family members

8. Requests for multiple repeat prescriptions for analgesics or psychoactive drugs.

9. Withdrawal syndrome following e.g. hospital admission, If there are unexplained seizures following admission suspect barbiturate dependence.

Drugs may be detected in urine; consider supervising micturation to avoid; substitution and store specimen for repeat testing

The above indicators are not necessary associated with dependence and the next task is to determine if the person has substance dependence syndrome. The following are the indicators of dependence.

1. Development of tolerance i.e. increasingly larger doses are required to achieve the previous level of stimulation

2. Attempt to reduce or control of drug intake always fails.

3. Priorities are directed to acquiring the substance including theft

4. Suffering of withdrawal symptoms or use of psychoactive substance in certain situation not consistent with such withdrawal e.g. caring for children, being at work, driving etc. It is not that the use is physically hazardous

5. Skipping important social, occupational or recreational activities so as to spend time with substance-using friends.

6. Psychological, social and physical problems set in and despite the patient realizing the etiology; he continues to take the substance.

7. Inability to stop taking the drug once started despite initial set limit for the 
amount to be taken, so patient takes till intoxicated.

8. Prolonged use results into withdrawal symptoms when intake of the substance abuse is stopped (less obvious with amphetamine, cocaine, 
nicotine, cannabis)

9. After developing unpleasant withdrawal symptoms the person takes more of the substance in order to relieve or avoid those symptoms (not seen with cannabis, hallucinogens and PCP)

 AETIOLOGY OF DEPENDENCE

PSYCHODYNAMIC PERSPECTIVES 

dependency needs hypothesis

· Meeting emotional need s with a drink

· Alcohol dependence is seen as the symptom of an unconscious emotional conflict 
· The conflict has to do with unsatisfied dependency need 
·  People become alcohol dependent in order to obtain oral gratification and be cared for by the others
·  Dependency is  form oral fixation
·  Oral needs are higher in these people e.g. they smoke more
·  Alcohol is used to medicate strong sometimes over powering feelings of shame guilt and self loathing

Motivational theory(by David McClelland)

· What leads people to become dependent on alcohol is a drive for power  

· These people feel they lack control over selves and their world  can obtain from alcohol a renewed sense of confidence and mastery

· The problem drinkers seek relationships with strong individuals as desire to be care for(need dependency)

·  And borrow strength from these strong individuals (motivational theory)

B THE BEHAVIORAL PERSPECTIVE 

Psychological rewards

Primary reinforces. 

· Social approval 

· Ability to engage in relaxed social behavior 

· Avoidance of physiological withdrawal symptoms

·  Reduction of psychological tension (tension reduction hypothesis)

· Biochemical rewards causes release of neurotransmitters dopamine no epinephrine endorphins which are body natural opiates

C.COGNITIVE PERSPECTIVE 

· Focus on expectations 

· Self evaluation  

· Attributions as mediators of alcohol use 

The positive expectancies out weigh negative expectancies

·  Alcohol impairs performance 

· Alcohol encourages irresponsibility

Studies have shown young adolescents expectations about alcohol do significantly predict if they will drink when the opportunity is available in future

D.SOCIAL PSYCHOLOGY

1.Self awareness model

What makes alcohol reinforcing is its power to disrupt information processing and hereby reduce self-awareness and reduces tension. Individuals are failures in life and they want to supers the truth

2.Self handicapping strategy )

The failure in life is shifted to alcohol rather than the individual so that they maintain a resemblance of self-esteem.

E.SOCIAL CULTURAL PERSPECTIVES 

· Age 18- 25 has a higher prevalence of substance abuse after 35yrs prevalence goes down.

· Higher income education is associated with use (in western countries) 

· Certain professionals eg the musicians where drug enhances performance 

· Religious affiliations e.g. conservative Protestants have higher percentages of abstainers

· Drug culture where image adverts social environment all increase use

F.BIOLOGICAL PERSPECTIVE 

Genetically inherited factors

Evidence from 

· cross-cultural studies where it has been found that the Japanese Koreans  and Taiwanese respond poorly to alcohol  due their genetic 

· Adoptee studies 

Twin studies where there is 55% concordance rate of developing substance abuse in the twins

ALTERNATIVE ETIOLOGICAL APROACH

The following approach is meant to boost the students understanding of the etiology.

Multifactorial framework:

A. Psychosocial factors:
Early psychoanalytic formulations have variously focused on substance abuse as dependence as

i) Symptom of depression

ii) A manifestation of oral regression

iii) Masturbatory equivalent

iv) Defense against homosexuality

More modern psychodynamic theorists have exposed a self-medication paradigm based on the hypothesized role of psychoactive substances in regulating unpleasant effects and as an expression of deficiencies in self-care.

Systems theorists have studied the role of familial dysfunction in the development of addictive disorders.

Social scientists have emphasized the role of cultural mores in this process.

B. The role of genetic heritability:

Studies of:

· Twins

· Adoptees and siblings raised apart have clearly demonstrated the importance of genetic factors in the transmission of alcoholism.  The role of genetics in the other substances dependence has not been clearly studied.

Studies to map the responsible genes are underway.

Biological markers are being sought e.g.

· Measures of differential alcohol tolerance

· Response to alcohol challenge

· The effects of alcohol on platelet monoamine oxidase activity

· Evoked potential studies in alcoholics and/or their offspring compared with appropriate control groups

These studies and others may lead to a greater understanding of the path physiology of alcoholism and of the peculiar vulnerability of alcoholics to the subjective effects of this drug.

C. Neurobiological mechanisms:

Substances of abuse vary a great deal in the subjective effects, which, by and large, are mediated through their actions on brain neurotransmitters systems.

1. Some affect excitatory noradrenergic neuronal pathways in the 

CNS, particularly those pathways which arise from Locus ceruleus and terminate in the limbic system and cerebral cortex and/or dopaminergic neurons in the mesolimbic area.

2.
For example; cocaine and other CNS stimulants affect both noradrenergic and doperminergic neuronal systems by facilitating the release of the catecholamines from presynaptic neurons as well as inhibiting the neuronal re-uptake of these neurotransmitters.

These actions are thought to constitute the neurobiological mechanism by which stimulant drugs produce euphoria, hyperactivity and other reinforcing effects following acute administration.

Chronic use of substances like cocaine has been found to result in depletion of brain stores of norepinephrine and dopamine with an accompanying increase in post synaptic receptor sensitivity and it has been postulated that depletion of these catcholamines may be responsible for the depression that accompanies cocaine withdrawal,It has also been postulated that changes in dopamine receptors sensitivity may contribute to cocaine craving.

These actions or theories provide the basis for new treatments that may prove to be effective in reducing depression and or cocaine craving following withdrawal. These include the blockage of catecholamine re uptake with tricyclic anti depressant instead of cocaine or the reduction of dopamine receptor sensitivity with dopamine agonists.

In the case of opiates, chronic administration has been found to reduce noradrenergic tone in CNS and peripheral autonomic nervous system.  Clonidine, a specific α2 receptor agonist, reduces the firing rate of presynaptic neurons and by so doing, ameliorates the noradrenergic hyper activity that accompanies opiate withdrawal.

Finally the subjective effects of alcohol and the benzodiazepines are also mediated by the action of these drugs on brain neurotransmitters and their receptor sites.

Specifically, alcohol enhances the neuronal activity of α amino butyric acid (GABA), a brain neurotransmitter that counters the excitatory effects of norepinephrine.  An increased flow of chloride ions across the GABA/benzo diazepine receptor membrane results in the membrane hyper polarisation and that is thought to underlie the anxiolytic activity of alcohol, the benzodiazepines and other CNS depressants.

COMPLICATIONS OF SUBSTANCE ABUSERS

A. Co morbidity.

1. Major depression in  2/3

2. Antisocial personality disorders

3. Bipolar disorder

4. Attention deficit disorder compared to general population and users of other 

5. Personality disorders Predominantly narcissistic antisocial and Histrionic or borderline 

6. Anxiety disorders 

.

In the cited studies, it was often unclear which condition was primary or whether the psychopathology was the cause of consequence of alcoholism/substance abuse.  

In some study it was noted that depression and anxiety associated with alcoholism tended to clear with abstinence.  These were transient psychiatric symptoms associated with alcoholism and this realization has important prognostic and treatment implications.

B. Substance abuse disorders and suicide

The incidence of suicide among substance abusers is about 20 times that in general population, and as many as 70% of suicides in young people are associated on some way with substance abuse.  

Alcohol abuse is a factor in 25% to 50% of all suicides including those by non-alcoholics.  Among alcoholics estimates vary but somewhere between 5% and 27% of all deaths are caused by suicide and the lifetime risk of suicide is estimated to be about 15%.  In general population alcohol is second only to affective disorder as a risk factor in suicide.

Suicide among alcoholics is related to 

· Issues of personal loss

· Humiliation

· Medical and psychiatric problems

· Acute disinhibiting effects of the drug itself

· Finding of low 5HT in C.S.F. levels  of para-suicide victims suggest that there is a possible link between alcoholism abnormalities in brain neurochemistry and suicidal behavior.  These findings may also have implications in the treatment where use of serotonin reuptake blockers in alcoholics who are though to be at risk for suicide would be useful.

C. Organic Brain Syndromes Associated with Substance Abuse

Following acute use of psychoactive substances individuals develop the following organic syndromes.

1. Organic delirium by drugs such as amphetamines, cocaine PCP.

2. Delusional states e.g. with cocaine amphetamine and PCP.  Hallucinogen can cause delusions.

3. Brief psychotic reactions – following cannabis use.

Following chronic use of psychoactive substances individuals develop the following organic syndromes.

1. Withdrawal syndromes

2. With exception of hallucinogens, PCP and inhalants prolonged drug or alcohol use is accompanied by the development of drug or alcohol tolerance and physical dependence.

i) CNS depressants: (alcohol, benzodiazepines, and barbiturates).

Symptoms of withdrawal include: -  

· Tremulousness

· Diaphoresis

· Palpitation

· Anxiety

· Irritability

· Seizures

· Delirium

ii) Opiod withdrawal although uncomfortable is not life threatening except in addicted newborns 

iii) Cocaine and other stimulants.

Abrupt withdrawal from these drugs may be accompanied by a “crash” characterized by mild irritability, anxiety insomnia nausea and anorexia.

D. Other neuropsychiatric sequelae following chronic use:

Psychiatric syndromes that persist beyond acute or chronic withdrawal are sometimes permanent;

They include

· Alcohol dementia

· Alcohol amnestia disorder

· Permanent insomnia

· A variety of chronic depressive states

· Post hallucinogen perception disorder

· Alcoholic hallucinosis

· Chronic psychosis associated with extensive stimulant (PCP) or hallucinogen abuse.

E. Acquired immunodeficiency syndrome (Aids) and Substance Abuse:

21% of all aids cases in U.S.A in 1989 were drug users.

In the substance abuser with AIDS, the neuropsychiatric manifestations of AIDS dementia complex may complicate diagnosis and treatment because the cognitive, emotional and behavioral changes that occur in substance abusers with AIDS dementia complex may be confused with various states of intoxication or withdrawal or AIDS related affective or psychotic disorder.

TREATMENT OF SUBSTANCE ABUSE DISORDERS 

General Principles

The general goals of substance abuse treatment are two fold:

To establish abstinence from addicting substances and to promote the individuals physical psychological and social well being

Successful treatment fosters hope, psychological change, and emotional maturation, which in turn consolidate recovery, decrease the risk of relapse and may promote emotional growth beyond the individual’s level of premorbid functioning.

Initiating the treatment process.

Initial goals in the treatment of substance abusers are:-

· Make diagnosis

· Convey it to patients and relatives

· Establish a commitment on the part of patient to achieve abstinence and on understanding of the obstacles in maintaining it.

In general however it is not possible to anticipate which alcoholic can or will return to controlled drinking.  As a result the vast majority of experienced clinicians recommend a commitment to abstinence for alcoholics as well as for other drugs.

Successful outcome depends on: -

· Patient motivation for change

· Family support

· Social support

· Availability and appreciation of different treatment modalities

· Ability of the patient to cope with internal and external cues that trigger drug craving.

· Diagnostic groupings i.e. antisocial personality vs. 1 degree alcoholism 

· Age of onset, the earlier the poorer outcome 

· Concurrent drug abuse

Recovery proceeds slowly over the years in the following sequence:-

· Detoxification

· Withdrawal symptoms attenuate 

· Neurological sequelae may slowly resolve

· Psychological and physical trauma resulting from substance abuse may abate and a newly acquired but fragile state of sobriety may be consolidated.

Referral for inpatient treatment

The decision to refer an addicted individual for an inpatient treatment should obviously be made on a case-by-case basis.  In general such treatment is indicated in the presence of

1. Associated major medical and/or psychiatric problems and their actual or imminent complications (liver failure or depression with suicidal ideation, for example.

2. Actual or anticipated severe withdrawal particularly after prolonged heavy use of CNS depressants.

3. Multiple failed attempts at outpatient treatment.

4. Family, friends or self help group members unavailable to provide an adequate social network to support abstinence and high degree of chronicity and severe addiction, with polysubstance abuse.

Impatient treatment may be obtained in freestanding alcohol and drug treatment residential programs or substance abuse treatment units.

Rehabilitation process

General principles:

Rehabilitation refers to a treatment process that begins after detoxification is completed.  This may take place in outpatient or inpatient setting.  It is often includes individual, group, family therapy, drug and alcohol education.

· Attempts to guide patients and families in developing a social environment that supports abstinence.

· Therapeutic techniques are directed towards helping the patient dismantle maladaptive defenses and learn behaviors conducive to preventing relapse.

· Treatment staff is typically multidisciplinary in nature, but the emphasis should be on a medical line disease).  Model that minimizes stigma and blame.

Most rehabilitation programs have adapted: -

1. An active psycho educational program that emphasize the adverse biological, psychological and spiritual consequences of persistent and heavy use of substances.

2. Diactic approach to instruct the patient about factors that lead to relapse.

The role of family treatment

A general effective family treatment assists the members in examining how relationships and emotions are processed within the family system.  At the same time, it helps the family develop practical ways to become involved in the substance abusers treatment and recovery.  Work with the patient’s family should focus on replacing enabling or punitive altitudes and behaviors with more supportive interactions and spouses are significant others should be direct participants in the therapeutic process.

The role of self-help groups

E.g. AA.

The emphasis is on empirical methods for relapse prevention and techniques for promoting psychological growth.

AA insists on complete abstinence accomplished one day at a time and reinforced by mutual help and support.

Include regular meetings, which examine the 12 STEPS.

Psychopharmacological treatment in substance abusers in short: -

1. Antidepressants or dopamine agonists to reduce cocaine craving.

2. Naltrexone, a narcotic antagonist in the prevention of relapse of opiate addiction.

3. Disulfuram in the rehabilitation of alcoholics 

4. Benzodiazepines in the amelioration of depressant withdrawal.

5. Clonidine in the treatment of opiate withdrawal.

6. Methadone in the detoxification or maintenance treatment of opiate addicts.

Measuring treatment effectiveness

Patient’s characteristics may be more predictive of outcome than the characteristics of treatment programs themselves.

Positive treatment outcome has been positively correlated with: -

· High socio economic stability

· Absence of concurrent antisocial personality disorder

· Negative family history of alcoholism

· Having fewer psychiatric and medical problems.

Use of laboratory findings e.g. elevated serum glutamyl transferase and erythrocyte mean corpuscular volume identified 90% of alcoholics in one study.

BARRIERS TO SUCCESSFUL TREATMENT OUTCOME OF SUBSTANCE ABUSE

The clinician patient interaction.

The substance abuser is embedded in a web of psychological distortions maladaptive behaviors and neurological deficits that hinder entry into and compliance with treatment.

Denial, projection, minimization, avoidance, omnipotence and grandiosity must be recognized by the clinician and interpreted to the patient.  The clinician should be prepared to deal with counter transference and avoid overt rejection of these patients.

PREVENTION

1. Primary prevention

2. Secondary prevention

3. Tertiary specialized

A cardinal rule of therapy is that the treatment program must be tailored to the needs and resources of the individual patient.

Remember: -

1. Chronicity inherent in alcohol problem.

2. Abstinence is not the only criterion for successful treatment.

The most important treatment ingredient is the relationship of the patient with another person or group.

Substitution therapies

Vitamins, hormones, carbohydrates.

Aversion therapies

Apomorphine in an attempt to create a distaste for alcohol by developing a reflex association between alcohol and vomiting.
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