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	1. Substance-related disorders in general

Substance-related disorders have been of great health and social significance worldwide. 

The most common psychoactive substances are alcohol and nicotine, but some other licit (e.g. benzodiazepines, opioid pain relievers) and illicit ones (e.g. cocaine, heroin) also mean a considerable problem.  

The harmful use of alcohol results in the death of 2.5 million people annually.

In Hungary, alcohol consumption in liters of spiris is 16.3 per capita.

The number of problem drinkers and alcoholics is around 0.5-1 million.

More than 20% of Hungarians aged 18-24 have used illicit drugs at least once.  

The spread of so-called designer drugs has also been a current issue.

Substance use is more common among people with psychiatric diseases than those of the average population.

Long-term substance use can lead to the appearance of numerous psychiatric and somatic complications.
Substance–related disorders (based on DSM-IV)

· 1. Substance use disorders

· Abuse

· recurrent substance use resulting in a failure to fulfill 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
· Dependence – physical, psychological

· tolerance (physical dependence)
· withdrawal symptoms (physical dependence)
· there is a persistent desire or unsuccessful efforts to cut down or control substance use
· a great deal of time is spent in activities necessary to obtain the substance
· important social, occupational, or recreational activities are given up or reduced because of substance use

· 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

· CRAVING 
· 2. Substance-induced disorders

· Intoxication

· the development of a reversible substance-specific syndrome due to the recent ingestion of (or exposure to) a substance

· Withdrawal

· the development of a substance-specific maladaptive behavioral change, with physiological and cognitive concomitants, that is due to the cessation of, or reduction in, heavy and prolonged substance use

· Substance-induced persisting dementia/amnestic disorder

· Substance-induced psychotic disorder

· Substance-induced mood disorder, anxiety disorder, sleep disorder, sexual dysfunction

2. Alcohol-related disorders

The ingestion of alcohol may lead to intoxication (common drunkenness, acute alcohol poisoning), sometimes to idiosyncratic intoxication. 
Its recurrent use may cause the development of abuse and dependence, both psychological and physical.  

In case of patients with alcohol dependence, the cessation (or reduction in) alcohol use may result in withdrawal symptoms. 

The prolonged use of alcohol may lead to numerous mental and physical complications.

2a. Intoxication

Alcohol intoxication is an acute organic mental disorder following the ingestion of alcohol.
Its severity is largely proportional to blood alcohol concentrations.
· 0.5-1.0°% common drunkenness

· 1.5-2.0°% mild euphoria, concentartion impairment

· 2.5-3.5°% anaesthesia, mydriasis (dilation of the pupil)

· >3.5°% respiratory failure, coma

Symptoms
· maladaptive behavioral change (e.g decreased inhibition, agression)

· typical neurological symptoms (e.g. unsteady gait, slurred speech)

· respiratory failure, coma, death in most severe cases 

Making the diagnosis

· recent ingestion of alcohol

· the patient’s appearance, ”smell”, behaviour

· neurological status (speech, coordination, gait, etc.)

· findings of vital signs, laboratory tets, imaging (cranial CT scan)
Differential diagnosis

· recent use of another substance (e.g. tranquilisers, often concurrent use!)

· sympoms due to a general medical condition (e.g. intracranial haemorrhage!)

· idiosyncratic intoxication

· Caution! Alcohol intoxication does not exclude the concurrence of any other alarming medical condition!

Treatment (detoxification) – emergency deparments, detoxification units, intensive crae units


 - prevention of physical and social consequences


 - monitoring vital functions


 - circulatory and respiratory support, if necessary 


 - recognising traumatic complications (e.g. fractures, subdural                haemorrhage) 


 - prevention of alcohol withdrawal

2b. Abuse and dependence – symptoms and diagnostics

Refer to the diagnostic criteria for these two substance use disorders above.

Important questions in order to make a diagnosis:

·  How often do you drink alcohol?

· How much alcohol do you drink in one go? (1 unit of alcohol = 10grams = a glass of beer/wine/2-4centiliters of spirit. Above 6 (men) and 4 (women) units of alcohol, dependence is likely to have developed.)

· Do you crave for alcohol?

· Drinking no alcohol in the morning, do you ever feel tremor, perspiaration or malaise?

· Do you have any health problems due to alcohol use?

· Has anyone told you you drink too much?

· Do you ever feel guilt following drinking?

· Does alcohol use ever interfere with fulfilling your obligations at work, at school or at home?

· Have you ever faced hazardous situations or legal problems due to alcohol use?

· Have you ever attempted to cease or cut down drinking

The following may help make the diagnosis:

· the patient’s appearance

· laboratory findings (elevation of gamma-glutamyltransferase (GGT), macrocytic anemia)
· heteroanamnesis

· self-reporting screening inventories (CAGE, AUDIT)

Differential diagnosis:

· the use of another substance – polysubstance use is frequent

· the presence of a primary mental disorder

· physical complications and comorbidities must always be considered

Treatment:

Refer to relevant sections below.

2c. Substance-induced disorders and mental complications

Their development is usually the result of recurrent use of alcohol of great amounts. 

Some genetic and other environmental factors also play a part in their aetiology.

· Amnestic disorder (Koraskoff’s syndrome)

· often combined with Wernicke’s encephalopathy

· thiamine deficiency and transketolase defect

· anterograde amnesia, disorientation, confabulation (with a clear state of mind)

· treatment: administration of large amounts (500mg) of thiamine intravenously or intramuscularly 

· Alcohol-induced psychotic disorder with hallucinations

· sudden onset while the patient is alert and oriented 

· unpleasant complex auditory hallucinations

· anxiety, depressed mood, sometimes delusions

· treatment: administration of antipsychotics

· Alcohol-induced psychotic disorder with delusions

· chronic course, often combined with other diseases

· gradual development of elaborate and complex delusional system usually involving delusional jealousy, ideas of reference, overvalued ideas

· violent acts, frequent suicidality!

· treatment: abstinence and administration of antipsychotics

· Alcohol-induced mood disorder

· the chicken or the egg casuality dilemma

· both biological and pyschosocial factors play a role

· this comorbidity worsen the prognosis of both conditions (especially in cases  of non-treatment)

· substantial suicidal risk!

· treatment: abstinence, rehabilitation, antidepressants

2d. Physical complications

Their presence is common especially among elderly patients. They can be life-threatening conditions, therefore the location and interventions of therapy as well as the prognosis are highly influenced by them.

Their presence must always be considered, therefore the necessary examinations must be performed as one of the first actions of treatment.  

· Neurological complications

· Wernicke’s encephalopathy

· central pontine myelinolysis
· Marchiafava-Bignami disease

· cerebellar degeneration

· alcoholic neuropathy

· Internal medicine complications

· liver diseases: hepatic steatosis, alcoholic hepatitis, cirrhosis

· cardiovascular diseases: cardiomyopathy, hypertension, ischaemic heart disease

· gastrointestinal diseases: acute and chronic pancreatitis, gastritis, ulcer, hemorrhagic complications

· infections: pneumonia, meningitis, sepsis – common causes of death!

· traumas: intracranial hemorrhagic complications

3. Alcohol withdrawal, delirium tremens

50% of individuals with alcohol dependence develeop mild or moderate withdrawal symptoms following cessation of alcohol use.

5% of them develop severe withdrawal (delirium tremens) which is a life-threatening condition. Non-treatment leads to death in 20-30% of the cases.

Some physical complications must also be taken into account, as they are expected to worsen the prognosis.

Mild or moderate withdrawals can be treated in outpatient units or in any (psychiatric) hospital departments.

Delirium tremens is supposed to be treated in an intensive care unit where all the potentially necessary services are provided. 

3a. Symptoms

Mild or moderate withdrawal:

· autonomic symptoms: tremor, hyperhydrosis, tachycardia, elevated or instable blood pressure, subfebrility, gastrointestinal disorders, nausea, vomitting, headache

· neurological smyptoms: hyperreflexia, grand mal seizures

· mental symptoms: anxiety, irritability, agitation, insomnia, mood disorder, craving. 

Severe withdrawal (delirium tremens):

· the symptoms above

· mental sypmtoms:

· confused state of mind (with low integrity, hyper- or hypovigilance)

· attention deficit (distractability, hyper- or hypovigilance)

· disorientation (commonly allopsychic disorientation)

· complex, often scenic, mostly visual and tactile illusions and hallucinations

· disorganised thinking, speech and behaviour including psychomotor agitation, sometimes agression

Most common physical complications and comorbidities:

· disorders of fluid and electrolyte balance (hypokalaemia!)

· hypoglycemia

· cardial complications: arrhythmia, heart failure

· fulminant infections

· traumas (subdural haemorrhage)

· gastrointestinal haemorrhage

· liver failure, alcohol induced encephalopathy (differential diagnosis!)

3b. Treatment

· thorough physical examination (searching for signs of trauma, liver cirrhosis, autonomic hyperactivity, neurological alarm)

· monitoring vital functions (blood pressure, heart rate, temperature, respiratory rate) 

· following mental status

· checking laboratory findings (complete blood count, glucose, eloctrolytes, liver and kidney panels, INR, CRP, albumin, ammonia, urine, etc.)

· ECG

· cranial CT scan, chest X-ray, etc.

Medication to administer in case of withdrawal:

· high-potency, long-lasting benzodizepines (e.g. diazepam, chlordiazepoxide)

· large amounts of thiamine (200-400mg/day)

· beta blockers to control blood pressure and heart rate

· proton pump inhibitors to provide gastric protection

· substitution of fluid, electrolytes (potassium) and glucose 

· antipsychotics are to be considered to be temporarily used (e.g. tiapride, haloperidol)in case of extreme restlessness and hallucinations

· anticonvulsants are to be considered following recurrent seizures or in case of positive medical history for epilepsy

4. Disorders induced by the use of other substances

The substance related dirosders below are often substance-specific.

Due to space limitations only the relevant information to ermergeny treatment is presented here.   

4a. Most common groups of psychoactive drugs  

Cannabis

Intoxication: conjunctival injection, tachycardia, dry mouth, increased appetite, depersonalization, derealization, reduced sensitivity to external stimuli 

Withdrawal: anxiety, dysphoria, craving

Induced disorders: psychosis (with delusions), anxiety disorders, amotivational syndrome

Psychostimulants (e.g. cocaine, amphetamine)

Intoxication: tachycardia or bradycardia, pupillary dilation, elevated or lowered blood pressure, perspiration or chills, nausea or vomiting, psychomotor agitation or retardation, muscular weakness, respiratory depression, chest pain, or cardiac arrhythmias, confusion, seizures, dyskinesias, dystonias, or coma

Withdrawal: fatigue, vivid, unpleasant dreams, insomnia or hypersomnia, increased appetite, psychomotor retardation or agitation, anhedonia

Induced disorders: psychotic disorder (parnoid delusions, visual and auditory hallucinations, formication), mood disorder, anxiety disorder, sleeping disorderm sexual dysfunction 

Opioids (e.g heroin, medical opioids)

Intoxication: initial euphoria followed by sedation, apathy, dysphoria, psychomotor agitation or retardation, impaired judgment, or impaired social or occupational functioning, pupillary constriction, drowsiness or coma, slurred speech, impairment in attention or memory

Withdrawal: dysphoric mood, nausea or vomiting, muscle aches, lacrimation or rhinorrhea, pupillary dilation, piloerection, or sweating, diarrhea, yawning, fever, insomnia, intense craving – strong dependence and tolerance

Induced disorders: psychotic disorder, mood disorder, sleeping disorder and physical complications – HIV infection, HCV infection, endocarditis, sepsis 

Designer drugs (MDMA, mephedrone, ”crystal” (not to mix it up with amphetamine!), ”music” ”biograss”) 

Intoxication: different, substance-specific symptoms – cannabis-like, hallucinogen-like, stimulant-like effects and confusion, coma, physical symptoms like cardiac arrhythmia, muscle spasms, hyperthermia, DIC, respiratory arrest

Withdrawal: agitation, intense craving, dysphoria, insomnia, hypersomnia

Induced disorders: psychotic disorder (delsuions, hallucinatons, disorganized, agreesive behaviour)

Refer to the diagnostic criteria for these two substance use disorders above.

4b. Intoxication, withdrawal, substance-induced disorders – recognition and treatment

Emergency treatment algorithm

Suspicion of substance abuse

a. must be considered in all types of confusion and other mental symptoms of unknown origin

b. must be aroused based on what the patient has reported (keep asking relevant questions!)

c. is present based on what the patient’s partner, carers, relatives or friends have reported
d. is to be taken into account based on what the patient had been doing (e.g party) or where they were found (ont he street) 

e. is verified when needle marks are found on arms or when there are needles, pills, foil, spoons, powder in the patient’s stuff 

f. should be verified/excluded with urine drug srceen (usually negative for designer drugs)

g. must be considered when certain physical symptoms are present (e.g. pupillary dilation/constriction, psychomotor agitation/retardation, tachycardia/bradycardia) 

Is the somatic or the psychiatric emergency dominant?  

a. severe intoxication; designer drug use may lead to lethal consequences 

b. injuries and infections are common

c. severe mental symptoms (confusion, psychotic disorder) need psychiatric emergency treatment

d. These factors above determine the locatuon of treatment. Detoxification units should primarily be chosen in cases of intoxication, but sometimes intensive care units may be necessary. Withdrawals and substance-induced disorders are basically treated in psychaitric wards.

Which substance(s) should we think of?

a. It is often hard to tell since urine drug screens are not always informative. The patient’s report and the present symptoms are applicable in these cases.

b. the use of several substance at the same time is common

c. the primary treatment is based on the present symptoms 

d. the main goal is to stabilize vital signs, to control mental and behavioral symptoms, to provide safety for both the patient and the people around them

Treatment

Intoxication

· usually nonspecific therapeutic interventions 

· monitoring and treatment of vital signs, prevention and recognition of complications

· provision of safety for patients

· administration of ntidotes: naltrexon (opioids), flumazenile (benzodiazepines)

· cautiousness about possible pharmaceutical interacions when administering medication!

Withdrawal

· substance-specific symptoms

· rarely life-threatening conditions

· primary goal is to relieve craving and behavioral symptoms (restlessness, hostility)

· administraton of benzodiazepines, sometime antipsychotic (e.g, tiapride)

· substitution in certain cases (e.g. methadon instead of heroin) 

Induced disorders
· psychotic disorders are the most common in psychiatric emergency

· quick and safe behavioral control is essential

· administration of antipsychotics primarily, but benzodiazepines are also given 

· appropriate human resources and equipment are necessary as violent cases are common

Long-term treatment of substance use disorders, rehabilitation

The establishment of a proper insight and motivation plays a key role int he success of the treatment.

Short intervention and motivational interviewing are effective tools in it. (Refer to e-learning units in fourth year.)

Rehabilitation is expected to be effective when is complex and individually tailored involving as many of the below mentioned psychosocial interventions as possible since all of them may have a role in the therapy.

      Both outpatient and inpatient treatments can be effective.

1. psychosocial interventions; social skills training and improving coping skills and stress management, establishment of personal goals

2. psychotherapeutic techniques; behavioral and cognitive methods are primarily applied

3. community rehabilitation; individually tailored, taking the patient’s own personal needs into account with social support

4. self-help groups (Narcotics Anonymous)

5. sociotherapeutic interventions; helping patiens reintegrate into society and lead an independent life

6. pharmaceutical therapies; substitution (e.g. methadon instead of heroin), relieving craving, treating comorbid psychiatric disorders (e.g. antidepressants, mood stabilizers)




