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• BHMEDS-R3 App
• Collaborating TTC: Mid-America ATTC
• Publication Date: November 5, 2019

New
Behavioral
Medications
App

• The BHMEDS-R3 app is designed as a quick reference for nonprescriber behavioral health professionals and consumers who need
general knowledge about medications prescribed for behavioral
health conditions. The language has been modified to increase
readability for a larger audience and, in keeping with the goal of
continuously updating the app content, new medications are added
after FDA approval. Download the FREE app from the Google
Play or iTunes store.

Alcohol Withdrawal Management

• Use the BHMEDS-R3 app for the following:
• Browse through different types of behavioral health medications
• Click a medication category icon to learn more details, including
brand and generic names
• Use drop-down navigation menus to learn more about medications’
purpose, dose and frequency, side effects, emergency conditions,
misuse potential, and cautions.
• Access provider tools and other free medication resources
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The
Development
of Alcohol Use
Disorders
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The
Development
of Alcohol Use
Disorders

• Pathological alcohol use is a complex and costly problem.
• Alcohol Use Disorder also referred to as Alcoholism is the
most severe form of alcohol abuse and involves the
inability to manage drinking habits. It is also known as
Alcohol Addiction.
• These are common and potentially lethal disorders that
mimic and exacerbate a wide range of additional medical
and psychiatric conditions, and thereby shorten the
lifespans of affected people by more than a decade.

• AUD is a significant public health problem, with a need for
improving the identification and treatment of individuals
with it.
• This new research aims to identify the causal factors
implicated in alcohol use disorder through amalgamating
key findings together, compiling all known information into
a comprehensive usable framework.
• This framework could be a good starting point for
additional research, offering numerous implications for the
diagnosis and treatment of AUD, focusing on 13 risk
factors, such as impulsive behavior, reward sensitivity, and
punishment sensitivity, that could lead to someone
developing an AUD.
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• Multiple theories have been suggested as to why some
people develop alcohol use disorders.

The
Development
of Alcohol Use
Disorders

• In the United States, 138.3 million people age 12 and older
surveyed report that they actively use alcohol, according to
the 2015 National Survey on Drug Use and Health.

The
Development
of Alcohol Use
Disorders

• Of those, 48.2% report that they had binge-drinking
episode(s) within 30 days before taking the survey.
• Of those who reported binge drinking, 26% reported heavy
alcohol use, defined as binge drinking five or more days in
the previous 30 days, which accounts for 12.5% of total
alcohol users.
• This means that 5.9%, or 15.7 million people in the United
States aged 12 and older, meet the criteria for an alcohol
use disorder (see image for criteria). More than 85,000
deaths per year can be attributed to alcohol.
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• Positive-effect regulation results in drinking for positive
rewards (such as feelings of euphoria). Negative-effect
regulation is seen when one drinks to cope with feelings of
a negative nature, such as depression, anxiety, or feelings
of worthlessness.
• Pharmacological vulnerability makes a note of an
individual's varied response to both acute and chronic
effects of alcohol intake and the individual differences in
the body's ability to metabolize the alcohol.
• Deviance proneness speaks more to an individual's
tendency towards deviant behavior established during
childhood, often due to a deficiency in socialization at an
early age.
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The
Development
of Alcohol Use
Disorders
Treatments

• Some of the key pharmaceutical companies working to
develop potential drug candidates to improve the Alcohol
Use Disorder treatment scenario include Adial
Pharmaceuticals, R-Pharm Synergy Research, Arbor
Pharmaceuticals, Laboratorio Farmaceutico, Gilead
Sciences, Kinnov Therapeutics, Opiant Pharmaceuticals,
MediciNova, Bioprojet, Corcept Therapeutics, Pfizer,
Dicerna Pharmaceuticals, Organon, Confluence
Pharmaceuticals, Amygdala Neurosciences, Laboratorio
Farmaceutico, Pop Test Oncology, Whanin
Pharmaceutical, Astraea Therapeutics, Cybin, BioXcel
Therapeutics, Mapreg, Arbutus Biopharma, Merck Sante,
Odyssey pharmaceuticals, Dupont, Tonix
Pharmaceuticals and many others.

The
Development
of Alcohol Use
Disorders
Treatments

•
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• Essential Alcohol Use Disorder pipeline therapies such
as WIL-1903, Nociceptin receptor agonists, CYB003,
BXCL501, PT150, DCR-AUD, MAP4343, KT 110,
Ibudilast/MN-166, AD04/Ondansetron, ANS-6637,
GET73,and others are under development in different
phases of clinical trials.
• TKM-ALDH is a very unique application of RNAi being
developed by Arbutus Biopharma. TKM-ALDH is designed
to knock down or silence the Aldehyde dehydrogenase
(ALDH) enzyme to induce long term acute sensitivity to
ethanol, for use in severe Alcohol Use Disorder treatment.
• DCR-AUD is Dicerna’s GalXC™ RNAi investigational
candidate designed to silence ALDH2 (aldehyde
dehydrogenase 2) messenger RNA (mRNA) expression in
the liver. In September 2021, Phase I clinical trial to assess
DCR-AUD.
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The
Development
of Alcohol Use
Disorders
Treatments
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• Some of the more evidence-supported theories include
positive-effect regulation, negative-effect regulation,
pharmacological vulnerability, and deviance proneness.

• Chronos Therapeutics is developing CTDP-002, orexin 1
antagonists to target binge eating, alcohol and nicotine
addictions.
• Adial pharmaceuticals and Tedor Pharma, full-service
contract development and manufacturing organization
(CDMO) have entered into a collaboration agreement to
provide cGMP contract manufacturing services for AD04, a
genetically targeted therapeutic agent for the treatment of
Alcohol Use Disorder.

1. Withdrawal Management and
Detoxification Medications

• OPNT002 is a very rapid-acting, intranasal formulation of
naltrexone. Phase I clinical data with OPNT002
demonstrated rapid intranasal absorption and a short
duration of action compared to currently available
products. Opiantplans to initiate a double-blind, placebocontrolled Phase II study in patients diagnosed with Alcohol
Use Disorder.
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Alcohol A Global Concern
Consists of 3 essential components:
• Alcohol use is a global health concern, ranking seventh among the
leading causes of death and disability. As such, most clinicians are
forced to confront its complications in some of their patients. There are
an estimated eight million alcohol-dependent people in the United
States alone, and approximately 500,000 episodes of withdrawal
severe enough to require pharmacologic treatment occur each year.
Expressed another way, between 2 and 7 percent of patients with
heavy alcohol use admitted for general medical care will develop
severe alcohol withdrawal.
• UpToDate August 11, 2020

Management
of Alcohol
Withdrawal

• Clinical assessment
• Management of medical complications of
withdrawal
• Transition of patient into substance abuse
treatment (REHAB)

Intervention that does not
incorporate all 3 components is
incomplete & inadequate
14
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Pathophysiology
of Alcohol
Withdrawal
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• GABA (Gama amino
butyric acid)
• Major inhibitory
neurotransmitter
• Chronic EtOH
exposure à
decrease in GABA A
alpha 1 receptor
activity
• NMDA (N-methyl-Daspartate)
• Major excitatory
neurotransmitter
• Chronic EtOH
exposure à increase
in NMDA receptor
concentration à
neuron hyper
excitability
16

16

Blood Alcohol
Levels
during
Withdrawal

Course of
Alcohol
Withdrawal
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Blood Alcohol
Levels

• BAL =
• 0.1%
• 0.2%
• 0.3%
• 0.35%
• 0.4%
• 0.6%

effect on function
motor coordination is impaired
user is obviously intoxicated
physical & mental activity
decreases
anesthesia is present
respiratory drive is critically
affected; some die
most die
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Tremulousness

Course of
Alcohol
Withdrawal

occurs within 6 – 36 hours
secondary to autonomic hyperactivity

Symptom
Onset after last
drink
Tremulousness
6 – 36 hours

• Symptoms
•
•
•
•
•
•
•

Hallucinations
12 – 48 hours
Seizures
6 – 48 hours
Delirium Tremens
48 - 96 hours

• Signs

Tremor
Anxiety
Agitation
Insomnia
Anorexia
Nausea
Palpitations

•
•
•
•
•
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Tachycardia
Hypertension
Hyper-reflexia
Hyperthermia
Diaphoresis
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• Occur within 6 – 48
hours of last drink
• 11-35% of patients
develop seizures in
hospital setting

• Occurs within 12 – 48
hours of last drink
• 3 – 10% of cases develop
hallucinations

• Risk correlates with
duration EtOH use

• Duration is variable

Hallucinations

Seizures

• Usually visual (e.g., pink
elephants)
• Occasionally auditory,
tactile, or olfactory

• Always rule out other
causes
• 40% are single episodes

• EtOH Hallucinosis:
reality testing is intact

• 30% of untreated
patients go on to
develop delirium
tremens
23
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• Manifests as grand mal
tonic-clonic activity
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24
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Seizures

• Withdrawal-associated seizures are generalized tonic-clonic convulsions that
usually occur within 12 to 48 hours after the last alcoholic drink but
reportedly sometimes occur after as few as two hours of abstinence. The
seizures occur predominantly in patients with a long history of chronic
alcoholism, as evidenced by their typical onset during the fourth and fifth
decades of life.

Withdrawal
Seizures

• Alcohol is an independent risk
factor for seizures

• Withdrawal seizures are usually singular or occur as a brief flurry of seizures
over a short period. Recurrent or prolonged seizures or status epilepticus are
not consistent with withdrawal-associated seizures and should prompt an
investigation into possible structural or infectious etiologies, generally guided
by the findings of cranial computed tomography (CT) and/or lumbar puncture.
Benzodiazepines, phenobarbital, and propofol are recommended in that order
to treat status epilepticus while investigations proceed. Several studies have
demonstrated that phenytoin is ineffective in the treatment of alcohol
withdrawal seizures, and the drug should not be used for this purpose.

• Retrospective study of 308
patients in a city hospital with
new onset of seizures during
EtOH withdrawal
•
•
•
•

• The use of other anticonvulsants such as carbamazepine, valproate, and
levetiracetam in the therapy of alcohol use disorder and withdrawal, the role
of these medications in alcohol withdrawal-related seizures is incompletely
evaluated and therefore cannot be recommended.
• Although seemingly benign, alcohol withdrawal seizures left untreated
progress to delirium tremens (DT) in nearly one-third of patients.

Dr. Merrill Norton Pharm. D., D.Ph., ICCDP-D

Risk
3x
8x
20x

• 10 gm = 1 beer

Stephen KC. “Alcohol Consumption & W ithdrawal in New-Onset Seizures.”
NEJM, 1988
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Despite a tendency to equate alcoholic hallucinosis with DT,
the two terms are not synonymous. Alcoholic hallucinosis
refers to hallucinations that develop within 12 to 24 hours of
abstinence and typically resolve within 24 to 48 hours (which
is the earliest point at which DT typically develops) .

Alcoholic
Hallucinosis

Delirium
Tremens

Hallucinations are usually visual, although auditory and
tactile phenomena are also described. Patients are aware
that they are hallucinating and often very distressed.

However, in contrast to DT, alcoholic hallucinosis is not
associated with global clouding of the sensorium, but only
with specific hallucinations, and vital signs are usually
normal.
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• Approximately 5 percent of patients who
undergo withdrawal from alcohol suffer from
DT. DT is defined by hallucinations,
disorientation, tachycardia, hypertension,
hyperthermia, agitation, and diaphoresis in the
setting of acute reduction or abstinence from
alcohol.
• DT typically begins between 48 and 96 hours
after the last drink and lasts one to five days. DT
and alcoholic hallucinosis are not synonymous,
and symptoms that occur a few hours after the
cessation of drinking, even if severe, are usually
not manifestations of DT. Virtually all patients
who develop DT experience some symptoms of
minor alcohol withdrawal prior to the onset of
DT.

Dr. Merrill Norton Pharm. D., D.Ph., ICCDP-D
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● A history of sustained drinking

• Patients with DT have significantly elevated cardiac indices, oxygen
delivery, and oxygen consumption. Arterial pH rises due to
hyperventilation, which may be a rebound effect related to the
respiratory depressant properties of alcohol. Hyperventilation and
consequent respiratory alkalosis in this setting result in a significant
decrease in cerebral blood flow.

Delirium
Tremens

● A history of alcohol withdrawal seizures
● A history of DT
● Age greater than 30

• There is a correlation between the length of the preceding alcohol
binge, the degree of clouding of the sensorium, and the size of the
average decrease in cerebral hemispheric blood flow, although there is
no association between blood flow parameters and hallucinations or
tremors.

Risk Factors
for Delirium
Tremens

• Severe alcohol withdrawal is often associated with fluid and
electrolyte abnormalities. Almost all patients in acute withdrawal are
hypovolemic as a result of diaphoresis, hyperthermia, vomiting,
tachypnea, and decreased oral intake. Hypokalemia is common due to
renal and extrarenal potassium losses, alterations in aldosterone
concentrations, and changes in potassium distribution across the cell
membrane.
• Hypomagnesemia is common in patients with DT and predisposes
them to dysrhythmias and seizures. Hypophosphatemia results from
malnutrition, may be symptomatic, and, if severe, can contribute to
cardiac failure and rhabdomyolysis.

Dr. Merrill Norton Pharm. D., D.Ph., ICCDP-D
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EtOH (gm/day)
51 – 100
101 – 200
201 – 300

● The presence of a concurrent illness
● The presence of significant alcohol withdrawal in the
presence of an elevated blood alcohol concentration
• A longer period since the last drink (ie, patients who
present with alcohol withdrawal more than two days
after their last drink are more likely to experience DT
than those who present within two days).
• The best predictor for clinically significant alcohol
withdrawal is a Prediction of Alcohol Withdrawal
Severity Scale (PAWSS) score (table 2) greater than or
equal to 4.
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30
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Delirium Tremens
Mortality

Clinical Assessment

• Mortality:
• without treatment = 20%
• with treatment = 2 – 10%
• Temperature > 104 à 45% mortality
• Seizures & DTs à 24% mortality

• History
• Presentation
• Intake: amount, type, time of last drink, etc.?
• Hx of complicated withdrawal?
• Use of other substances?
• Medical & psychiatric history

• Cause of death
• Pneumonia
• Liver disease
• Hypotension
• Trauma

• Mental Status Examination
• Cognitive impairment?
• Hallucinations?
• Impulsivity?
• Suicide/homicide risk?
31
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Clinical Assessment
• Laboratory studies
•
•
•
•
•
•
•
•

Blood EtOH level
Urine Drug Screen
Urinalysis
Blood chemistries
Complete Blood Count
Liver function tests & GGT
PT/PTT
B12 & folate assays

Treatment Setting
ASAM Criteria

• Laboratory studies
• Thyroid Function Tests
• Beta-HCG
• RPR, HIV, STD screens

• Other studies (if clinically
indicated)
• EKG
• CXray
• CT scan

•

Level I-D: Ambulatory Detoxification Without
Extended Onsite Monitoring

•

Level II-D: Ambulatory Detoxification With Extended
Onsite Monitoring

•

Level II.2-D: Clinically Managed Residential
Detoxification

•

Level III.7-D: Medically Monitored Inpatient
Detoxification (hospital ward)

•

Level IV-D: Medically Managed Intensive Inpatient
Detoxification (ICU)
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Indications for Admission
(Level III)

Who goes to the ICU?...
(Level IV)

• Hx of severe withdrawal symptoms

• Age > 65

• Hx of withdrawal seizures or delirium tremens

• Significant cardiac disease

• Hx of heavy prolonged EtOH use with a high degree of
tolerance

• Hemodynamic instability
• Marked acid-base disturbances

• Abuse of multiple substances

• Severe respiratory disease

• Concomitant psychiatric or medical illness

• Serious infection
• Active delirium tremens

• Pregnancy
• Lack of reliable support
network

35
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Who goes to the ICU?...
(Level IV)

Treatment Strategy

• Serious GI pathology

• Reduce symptoms

• Temp > 103 F

• Prevent seizures

• Rhabdomyolysis

• Prevent delirium tremens

• Acute renal failure

• Prevent &/or manage medical complications & comorbidities

• Hx of recurrent withdrawal seizures
• Hx of delirium tremens
• IV benzodiazepine drip (Ativan 12+ mg/day)
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Supportive Care

Supportive Care

• Nursing care: reassurance, orientation

• Ensure ABCs!...

• Monitor for signs & symptoms of withdrawal

• Secure patient in safe environment

• Involve Psychiatrist on Duty if patient c/o suicidal/
homicidal ideation &/or psychotic symptoms

• Provide IV hydration
• Correct electrolyte imbalances
• Provide nutritional support

39
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Sullivan, JT. British Journal of Addiction, 1989; 84: 1353-7

Dr. Merrill Norton Pharm. D., D.Ph., ICCDP-D

• Symptoms are usually present within six hours of the
cessation of drinking and often develop while patients
still have a significant blood alcohol concentration:

Inpatient
Management
of Alcohol
Withdrawal

• Insomnia
• ● Tremulousness
• ● Mild anxiety
• ● Gastrointestinal upset, anorexia
• ● Headache
• ● Diaphoresis
• ● Palpitations
• If withdrawal does not progress, these findings resolve
within 24 to 48 hours. The specific minor withdrawal
symptoms in a given patient typically are consistent from
one episode to the next.
41
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SymptomDriven
Protocols

• Clinical Institute Withdrawal
Assessment for Alcohol Scale
(CIWA)
• 10-item clinical rating
system for EtOH
withdrawal assessment
• Patient is assessed q 4
hours (while awake)
• CIWA can be
administered in under 2
minutes
• Each item (but one) is
scored on a scale of 0 –
7
• Maximum score of 67
points
• Medicate for scores > 810

42
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Clinical
Institute
Withdrawal
Assessment
for Alcohol
Scale

• Nausea & vomiting
• Tremor
• Sweating
• Anxiety

CIWA

• Agitation
• Tactile disturbances
• Auditory disturbances
• Visual disturbances
• Headache or head fullness
• Disorientation
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Role of
Pharmacotherapy

Stabilize

Stabilize psychological or
physiological withdrawal symptoms

Manage

Manage medical emergencies

Thiamine & Multivitamins
• 30-80% of patients are deficient
• Thiamine does not reduce risk of seizures or delirium
tremens

Remediate

Remediate non-life threatening,
relapse-triggering symptoms

Stabilize

Stabilize co-morbid conditions

• Thiamine does reduce risk of Wernicke’s encephalopathy
• Give thiamine 50 – 100 mg IV
or IM x 1, then po qd
• Administer thiamine before
glucose
• Add Multi vitamin 1 tab po qd (Stresstab)
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Benzodiazepines

• Oxazepam & Lorazepam

• Ideal for management of EtOH withdrawal
symptoms
• Cross-tolerance with EtOH
• Fairly wide therapeutic window
(compared to barbiturates)

Benzodiazepines
Short-acting

• Short- vs. long-acting

• Disadvantages
• They need to be administered more frequently.

• Liver disease limits use to
short acting benzos

47
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• Advantages
• They can be administered IM or IV (in monitored
settings)
• They have no significant active metabolites
• They are metabolized & excreted principally through
kidneys (& do not jeopardize already-damaged liver)

48
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Other Medications

Discharge Criteria

• Beta-blockers & Clonidine
• Reduce autonomic hyper-arousal (tachycardia,
hypertension)
• May reduce total dosage of benzos & result in less
sedation
• Do not reduce risk of seizures or delirium tremens

Neurologically stable for last 24 hrs
No withdrawal symptoms; CIWA scores < 10 for last 24 hrs
Vital signs are stable & within normal limits
No c/o of suicidal/homicidal thoughts or behavior
Detox protocol/taper must be completed; seizures are controlled
Enrollment in rehab program, ideally within 24 hrs of discharge
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P r o t r a c t e d
Withdrawal Syndrome

• Duration
• 6 – 12 MONTHS

• Features
• Insomnia
• Depression
• Anxiety
• Irritability
• Mood swings
• Cognitive deficits

Benzodiazepines
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Benzodiazepine
Background Info

• Introduced in 1960s
• Low abuse potential and toxicity
• Can be fatal in combination with other
drugs
• Prescribed as anxiolytics, anticonvulsants,
hypnotics, muscle relaxants, and sedatives
for insomnia

Examples of Benzodiazepines

• All have benzene and diazepine structure
• Recommended use no longer than 3-6
months
• Major differences between various
benzodiazepines: Phamacokinetics
• Classified by Elimination rates/half-lives

Dr. M errill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne, Research Assistant
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Dr. Merrill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne,
Research Assistant
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GABA

Pharmacodynamics

• Stands for Gamma-Amino-ButyricAcid

• “Benzodiazepines (BDZs) bind to the gamma sub-unit of
the GABA-A receptor. Their binding causes an allosteric
(structural) modification of the receptor that results in an
increase in GABA A receptor activity. BDZs do not substitute
for GABA, which bind at the alpha sub-unit, but increase the
frequency of channel opening events which leads to an
increase in chloride ion conductance and inhibition of the
action potential”

Dr. M errill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne, Research Assistant

• Primary inhibitory
neurotransmitter
• Derived from Glutamate
• Hyperpolarizes neurons (inhibiting
effect)
• Regulating Inhibition
• Too much: loss of
consciousness
• Too Little: possible seizures
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Dr. M errill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne, Research Assistant
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Dr. M errill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne, Research Assistant
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GABA
Receptors

GABA-A
Receptors

• 3 Types
• GABA-A: ligand-gated
ion-channel receptors
• GABA-B: coupled to Gproteins
• GABA-C: same as GABAA

• Most prevalent GABA
receptor in mammals
• Activation of this receptor
results in an increase of Clions inside neuron
• Hyperpolarization
• This leads to sedation,
anxiolytic & hypnotic effects,
muscular relaxation, and
anticonvulsion

• Sedative Hypnotics act on
GABA-A receptors

Dr. M errill Nortom,Pharm.D., D.Ph., ICCDP-D and Caitlin Payne, Research Assistant
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• Additive Effects with other CNS depressants

Marked decrease or cessation of benzodiazepines after several weeks of regular
use and 2 or more ...

• Sedation

Autonomic hyperreactivity

• Impaired Psychomotor performance

Increased hand tremor

• Memory Impairment
• Disinhibition

Effects

Benzodiazepine
Withdrawal
Syndrome

• Withdrawal Effects:
• Confusion
• Agitation
• Muscle Cramps
• Anxiety/Panic Attacks
• Increased Blood pressure
• Insomnia
• Hallucinations
• Seizures

Insomnia
Nausea or vomiting
Hallucinations
Psychomotor agitation
Anxiety
Tonic-clonic seizures
Principles of Addiction Medicine. 4th edition. P. 581-4.
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Benzodiazepine
Withdrawal
Syndrome

Benzodiazepine withdrawal scales

Assessment of
Benzodiazepine
Withdrawal

• Gold J, Ward K. Pharmacist toolkit: Benzodiazepine taper. College of
Psychiatric and Neurologic Pharmacy (CPNP) 2018.
• https://cpnp.org/ guideline/benzo.

The Clinical Institute Withdrawal Assessment—Benzodiazepines
(CIWA-B) is a 22-item questionnaire used to assess withdrawal
symptoms in patients tapering off or discontinuing
benzodiazepines. Scores from 1 to 80 estimate the severity of
withdrawal.
The Benzodiazepine Withdrawal Symptom Question- naire
(BWSQ) is a 20-item questionnaire that includes symptoms of
benzodiazepine withdrawal that are rated as “no,” “yesmoderate,” or “yes-severe” and scored as 0, 1, or 2 points,
respectively. Scores from 0 to 40 estimate the severity of
withdrawal.
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Alprazolam

Managing
Benzodiazepine
Withdrawal

• Don’t stop BZDs abruptly due to risk of withdrawal
seizures Strategy 1 - Taper over weeks to months

Withdrawing
Benzodiazepines:
Phenobarbital
30mg Equivalents

• Taper 10% starting dose every 1-2 weeks
• Decrease taper amount and lengthen interval for final 2535% of taper.
• Consider cognitive behavioral therapy/SSRI during and
after for breakthrough symptoms

0.5-1.0 mg

Clonazepam 1-2 mg

Diazepam

10 mg

Lorazepam

2 mg

• Principles of Addiction Medicine. 4th edition. P. 581-4.
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Days 1 and 2
§ Clorazepate 7.5 mg tablet
§ Take 1 tablet by mouth 3 times daily.
Benzodiazepine
Detoxification Protocol:
Clinical Outpatient
Ambulatory Clorazepate
Protocol

Managing
Benzodiazepine
Withdrawal

Days 3, 4, 5, and 6
§ Clorazepate 7.5 mg tablet
§ Take 1 tablet by mouth 2 times daily

• Don’t stop BZDs abruptly due to risk of withdrawal
seizures
• Strategy 2 - Substitute and taper
• Stabilize on phenobarbital using hx and symptoms
• Dose TID
• Taper 30mg per day or slower

Days 7, 8, 9, and 10
§ Clorazepate 7.5 mg tablet
§ Take 1 tablet by mouth at bedtime

• Consider cognitive behavioral therapy/SSRI during and
after for breakthrough symptoms
• Principles of Addiction Medicine. 4th edition. P. 581-4, 649.

Days 11, 12, 13, and 14
§ Clorazepate 7.5 mg tablet
§ Take one-half tablet by mouth at bedtime
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Consumption history: Pattern and recent history of cannabis and other drug use, quantity,
frequency, and pattern of cannabis use over time (recorded
as grams or number of cones or joints used daily/weekly), duration of current pattern, and
changes in pattern over time, indicators of severity of

Cannabis
Withdrawal
Management

dependence, withdrawal symptoms, significant periods of abstinence, and situations of/triggers
for use, use of “spin” or “mull”, TOBACCO USE –
Commence Nicotine Replacement pathway
Biopsychosocial history: Medical and psychiatric conditions, social history and collateral relating to
presentation

Assessment

Investigations: Urine drug screen
Physical examination: Neurological observations
Clinical Withdrawal Scale
Implement and monitor CWS, using as a guide to monitor withdrawal trends over the past 24
hours
Commence at fourth hourly and reduce as scores settle (inpatient only)
Use objective data and clinical judgement to guide management
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Withdrawal Course
Symptoms

• Common Symptoms

• Less Common Symptoms

• Anger or aggression

• Chills

• Decreased appetite or
weight

• Depressed mood

• Irritability

• Shakiness

• Nervousness / anxiety

• Paranoid ideation

• Restlessness
• Sleep difficulties
• Cravings
• Sweating

69

• Factors affecting severity:
• psychiatric comorbidity; dose;
history of violence /
aggression; duration of current
use; rate of withdrawal;
comorbid substance use

70

Supportive
Therapies

71

• Stomach pains

•

Sleep, Restlessness, Irritability: Promethazine , Diazepam 5mg BID X 3-7days;

•

Hallucinations, Mood disturbances: Olanzapine 2.5mg while symptoms persist;

•

Stomach distress, pain, nausea: various antiemetics, NSAIDS;

•

Psychosocial Interventions: Progressive muscle relaxation: Relaxation (app or CD
Sensory approaches); Challenging irrational beliefs; Physical activity/exercise;
Relaxation: breathing and meditation strategies; CBT, ACT and mindfulness
approaches;

•

Stress management; Mood management

•

Anger management

•

Sleep hygiene

•

Motivational Interviewing techniques

•

Psychoeducation

•

Activity scheduling

•

Timetabling pleasant activities

•

Goal-setting

•

Nutrition and hydration

Cannabinoid
Hyperemesis
Management:

• Fluid replacement and electrolyte
management; compulsive hot showers have
shown benefit, anti-emetics, antacids and
proton-pump
• inhibitors.
• • Do not prescribe benzodiazepines for
patients on methadone or buprenorphine
programs without consultation with treating
physician.
• • Caution diazepam use in severe
hepatic/renal dysfunction. Consider
oxazepam as alternative.
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Anti-Craving Medications

Medications for the Treatment of SUDS
Anti-craving
medications

Disulfirm

Naltrexone

Acamprosate

Topiramate

MAT
medications

Methadone

Buprenorphine

Naltrexone

Naloxone

3/12/22

R e v ia a n d V iv itro l

73

Suboxone
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C a m p ra l

A n ta b u se

Dr. Merrill Norton Pharm.D.,D.Ph.,ICCDP-D
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Antabuse (Disulfiram)
n

Alcohol abuse deterrent

n

Prevents second step in alcohol metabolism

n

When alcohol is consumed:
n

Antabuse
(Disulfiram)

Causes buildup of acetaldehyde
n

n

Alcohol

Flushing, nausea, and palpitation will occur

Acetaldehyde

If effects are ignored and drinking continues,
resuts may be fatal!

Wait

Wait at least 12 hours after drinking alcohol before
beginning Antabuse

Avoid

Avoid alcohol in sauces, foods, and medications

Avoid

Avoid paint fumes, paint thinner, and shellac (nail
polish)

• Read Labels

Antabuse

Use

Acetic Acid
3/12/22
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Campral (Acamprosate)
Black Box Warning

Antabuse
(Disulfiram)

• Used in conjunction with a treatment program
• Helps restore chemical balance
• Increases GABA activity
• Decreases glutamate activity
• End result = blocking pain and less cravings

Disulfiram should never be
administered to a patient when he is in
a state of alcohol intoxication, or
without his full knowledge. The
physician should instruct relatives
accordingly.

GABA
GLUTAMATE
PAIN and CRAVINGS

3/12/22
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Use caution with colognes, aftershave, and rubbing
alcohol.
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Campral (Acamprosate)

Campral (Acamprosate)

• Reduces SECONDARY
withdrawal symptoms
• Insomnia
• Anxiety
• Restlessness
• Uncomfortable moods

Will not reduce or eliminate PRIMARY alcohol
withdrawal symptoms;

to months

Minor side effects including nausea, diarrhea,
and dizziness may be due to alcohol abstinence
not the medication

• Proven to help patients
with severe dependence to
remain

Must report feeling of depression, anxiety, or
any suicidal thoughts to your health care
provider.

• abstinent for several weeks
3/12/22
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• Vivitrol- monthly injection
• $$$expensive$$$
• Revia- daily tablet

Vivitrol/
Revia
(Naltrexone)

3/12/22

• This medication is a narcotic antagonist
• It does not decrease alcohol or opioid
withdrawal symptoms

Black Box Warning

Vivitrol/
ReVia
(Naltrexone)

• Treats the cravings, NOT the addiction;
• A person cannot have any opioids in system
because sudden withdrawal symptoms will
result
• Must be opioid free for 7 to 10 days before
starting naltrexone

Dr. Merrill Norton Pharm.D.,D.Ph.,ICCDP-D

Hepatotoxicity: Naltrexone has the capacity
to cause hepatocellular injury when given in
excessive doses. Naltrexone does not appear
to be hepatotoxic at the recommended doses.
Warn patients of the risk of hepatic injury
and advise them to seek medical attention if
they experience symptoms of acute
hepatitis. Discontinue use of naltrexone in the
event of symptoms and/or signs of acute
hepatitis.
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Components of Comprehensive Drug Addiction
Treatment

American Society of Addiction Medicine Patient Placement
Criteria
Decision making criteria
SUDS for healthcare
Practitioners
www.asamcriteria.org

www.drugabuse.gov
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ASAM Criteria
Levels of Care

Level I and II Services

• Level 0.5: Early Intervention Services - Individuals with
problems or risk factors related to substance use, but for
whom an immediate Substance - Related Disorder cannot
be confirmed
•
• Opioid Maintenance Therapy (OMT) - Criteria for Level I
Outpatient OMT, but OMT in all levels à Opioid
Treatment Program (OTP) with Opioid Treatment Services
(OTS) = antagonist meds (naltrexone) and Office-Based
Opioid Treatment (OBOT) - buprenorphine
• (The ASAM Criteria, 2013, pp.179,290)

ASAM Criteria
Levels of Care

• Level I Outpatient Treatment
• Level OTP
• Level II.1 Intensive Outpatient Treatment
Level II.5 Partial Hospitalization

(The ASAM Criteria, 2013, pp.132-134)
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ASAM Criteria Levels of Care

ASAM Criteria Levels

Level III.3 Clinically-Managed, Medium Intensity
Residential Treatment (Adult Level only

Level III.5 Clinically-Managed, Medium/High Intensity
Residential Treatment
Level III.7 Medically-Monitored Intensive Inpatient
Treatment

(The ASAM Criteria, 2013, pp.133-141)

(The ASAM Criteria, 2013, pp.133-141)
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Thank You For Your Time

ASAM Criteria Levels

Level IV Medically-Managed
Intensive Inpatient Treatment

Any Questions?

(The ASAM Criteria, 2013, pp.133141)
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