qosis based upon physician erors
dnginthe evaluation is “unbelievable” .
ding has “never been seen before” by the examiner.

ding 15 nonanatemic.

amination is inconsistent, effort s poor, classic feigning signs are

ant (Table 288-1).

= patient exhibits fa befle indifférence.

or¢ is an "abvious” psychological explanation.

 to avoid misdiagnosis

eurologic symptoms €an be bizarre.

shysician’s “neurologic clinical experience” may be iimited.

& physidan may be unfamiliar with true anatemic pathology.

sero are many reasens for inconsistent effort, including neurologic pathology
" il examiner input.

1 belle indifférence may be the expression of neurologic problems or due
oly to individual variation.

- Physicians often fall into the irap of jumping to a psychalogical explanation for
5 confusing entity.

il giving unnecessary thrombolytics to patients with conversion disorder
_presenting as stroke.

&

Some patients develop a chronic form of the disorder with complica-
gons, including contractures and atrophy of muscie groups. In addition,
nanecessary diagnostic tests may lead to fatrogenic complications.
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;Ei.):‘)li};']?:nd the world, on every shift, p?tignts present for our care bet
c cause o :lonsequem?es of unhealt'hy dr%nkmg or drug use. Sometimes,
mim{ ofsubm presentmg_ prgblem is obvious, but, just as often, the con-
¢ Fmerae Stanci use ‘.Nlth its medical consequences remains undiscov-
estment ng I;CY tP ysicians are experts in stabmzatlon, dlggnosis, and
iplications ‘;Du € a1C0h01~ and drug emergencies and their secondary
B iore 1o S, at often fajl to ask about drinking and subs.tance 'f\bu.se.
2y g 4 d\'erzzegn and de:nect substance lab.uselcoqld contﬂbu‘te signifi-
. Managery Tug rea(.:tlonb: or delays in instituting appropriate treat-
e of fagcto;nt an.d disposition are often chalieggmg and frustrating
drug use, oy 5h0ut51de our c.on.trol__that co-vary with unhealthy alcohol
terace, ack ’Dfi ch as psychiatric 1llness,‘h.0melessness, low_level of health
o fnetics o ;1surance coverage or ability to pay for medications, crim-

The Copmt Viment, and abstence of family support for caregiving,
5 iy i S.Sll Zt&nce abus.e_mcludes alcohol, .evc?n in moderate drink-
bSlancega}; &ﬂ . nonmedl.cmal use of prescription drugs. Treatn:fent
< other gy tse s as effective as treatment for d1.abetes, hypertens;.cm,
onic diseases,! but only a small fraction of those needing

IE s
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treatment actually get it.? Over the last 25 years, the science of addiction
has evolved and encouraged us to view substance abuse as a chronic med-
ical problem, much like asthra, hypertension, and diabetes. Addiction is
thought to result from the interaction of (1) genes with the environment,
{2) the duration: and intensity of drug exposure, and (3) an individual’s
balance between personal risk and socioeconomic protective factors in the
hosme, school, and community. Emergency medicine now faces the chal-
lenge to bring our practice in line with the current scientific knowledge of
addiction and other alcoho! and drug use disorders. :

This chapter covers the definitions of alcohol and substance abuse,
acute treatment of withdrawal, and guidelines for referzal for detoxifica-
tion and rehabilitation.

DEFINITIONS
%@ UNHEALTHY ALCOHOL USE

The term “unhealthy alcohofl use” describes a spectrum of alcohol con-
sumption ranging from “risky” or hazardous use (no consequences ex-
perienced), to harmful or abuse {experience of consequences), to alcohol
dependence (life organized from drink te drink).'"* The National Insti-
tute on Alcohol Abuse and Alcoholism (NTAAA) has defined drinking
limits.!s For men, the limit of low-risk drinking is defined as no more
than 14 drinks per week, and no more than four drinks on a given 2-hour
occasion. Women of all ages and men >65 years cld are advised to drink
no more than seven drinks per week, and no more than three drinks on
a given 2-hour occasion because of gender and age differences in volume
of distribution and concentrations of alcohol dehydrogenase in the fiver.
NIAAA defines binge drinking as a pattern of alcohol consurnption that
results in a blood alcohel level over the legal limit of 0.08 gram/dL, which
for the average male is the result of more than four drinks in 2 hours, and
for the average female is more than three drinks in a 2-hour peried. Ab-
stinence is advised for pregnant women, and lower limits or abstinence
is advised for patients with chronic conditions exacerbated by alcohol or
who are taking medications with a known alcohol interaction.'®

# SUBSTANCE ABUSE

According to Diagnostic and Statistical Manual of Mental Disorders, fourth
edition (text revison) (DSM-IV-TR) guidelines, a substance abuse diagno-
sis requires one of four of the following symptoms in the last 12 months:

1. Failure to fulfill major obligations at work, school, or home

2. Recurrent use in situations in which it is physically hazardous

3. Recurrent substance-related legal problems

4. Continued use despite persistent social or interpersonal problems

i SUBSTANCE DEPENDENCE

According to DSM-IV-TR criteria, the diagnosis of drug and/or alcohol

dependence requires that atleast three of seven criteria be present during

a 12-month period:

1. Tolerance

2. Withdrawal

3. Substance often taken in larger amounts or over longer period than
intended

4. Persistent desire or unsuccessful efforts to cut down or control use

5. Great deal of time spent in activities necessary to obtain, use, or
recover from the substance

6. Important social, occupational, or recreational activities given up or
reduced :

7. Continued use despite knowledge of having a persistent or recurrent
physical or psychological problem likely to have been caused or exac-
erbated by the substance'”

Although there is no linear relationship between number of criteria
met and severity of dependence, and many combinations of these crite-
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ria can be used to establish the diagnosis of dependence, an analysis of
national epidemiologic alcohol survey data showed that those with all
seven criteria began drinking eartier, had earlier onset of dependency
and longer duration, a higher percent of days drinking five or more
drinks, and lower functioning.™®

ALCOHOL WITHDRAWAL

Conditions mimicking alcohol intoxication or withdrawal are common-
ly encountered in the ED and result in considerable morbidity when un-
recognized. The most commonly missed diagnoses include:

Toxic-metabolic abnormalities (e.g., hyponatremia, hypoglycemia)

Prescription or illicit drug ingestions (e.g- smethanol, opiate analge-
sics, sedative-hypnotics, antihistamines)

Neurologic abnormalities (primary generalized seizures, withdrawal
seizures)

Trauma (subdural or epidural hematoma)
Infectious diseases (e.g., meningitis, sepsis)

Datients prestmed to be alcohol or drug intoxicated should be evalu-
ated with great caution. Alternative diagnoses may mimic, or coexist
with, alcohol or drug abuse.

# ALCOHOL WITHDRAWAL SYMPTOMS

Alcohol withdrawal symptoms develop in individuals with a history of
heavy and prolonged consumption of aicohol, who abrupily stop or re-
duce their drinking. The spectrum of mild to moderate alcohol with-
drawal symptoms includes hand tremors, headache, loss of appetite,
nausea and vomiting, diaphoresis, insomnia, tachycardia, hypertension,
fever, psychomotor agitation, craving, and anxiety as well as the more se-
rious manifestations of seizures, hallucinations, and delirium. The
abrupt withdrawal of alcohol from the brain of chronic heavy drinkers is
thought to reduce inhibitory and enhance excitatory neurotransmission,
but not all heavy drinkers experience withdrawal when stopping or cut-
ting back their consumption.!**”

DSM-IV-TR criteria for the diagnosis of alcohol withdrawal and alcohel
withdrawal delirium are listed in Table 289-1. Two or more of the symp-
toms impairing function and not attributable to other medical conditions
must be present to meet diagnostic critetia for alcohol withdrawal.

@ ALCOHOL WITHDRAWAL SEIZURES

Alcohol withdrawal seizures are tonic-clonic seizures. According to the
landmark observations by Victor and Brausch?* (Table 289-2), alcohal
withdrawal seizures occur as early as 6 hours after the last drink, and 90%
occur within 48 hours of the last drink. Approximately 40% have asingle
seizure, and 60% have multiple generalized seizures. A total of six sei-
sures was observed in 93% of alcohol withdrawal patients, and 78% had
four seizures or less. In patients with multiple seizures, in 85%, the inter-
val between the first and last seizure was 6 hours. Victor and Brausch re-
poried that one third of patients with alcohol withdrawal seizures go on
ta develop full-blown delirium tremens (DTs), and the seizures termi-
nated before the development of delirium. The diagnosis of alcohol with-
drawal seizures requires the exclusion of traumatic brain injury, hypoxia,
hypoglycemia, structural lesions, infections, use of illicit drugs, idiopathic
epilepsy, withdrawal from other recreational drugs, and withdrawal from
prescription medications. Focal seizures suggest a focal cerebral lesion.
Noncompliance with antiseizure medications (in those with idiopathic
seizures) should also be considered #

% ALCOHOL WITHDRAWAL HALLUCINATIONS

Another manifestation of alcohol withdrawal is auditory and visnal hal-
Jucinations without clouding of sensorium. These events may develop as
an isolated finding 12 to 48 hours after cutting back or abstaining from al-
cohol. Auditory hallucinations predominate, and alcohol psychosis may
last from days to weeks. Patients with hallucinations lasting >6 months’

Diagnostic and Statistical Manual of Mental Disorde,
Fourth Edition, Text Revision, Diagriostic Criteria fo
L | Neohol Withdrawal and-Alcohol Withdrawal Deliriym
Alcohol withdrawal ' a
A, Cessation of {or redudion in) alcohol use that has been heavy and prolonged

B. Two (or more) of the foliowing, developing within several ho
days after criterion A: UTs 0 a fey

1, Autonomic hyperactivity (2.8, sweating or pulse rate 100/min)
2. Increased hand tremor

3. Insomnia

4, Nausea or vomiting

5 Transient visuzl, tactle, or auditory hallucinations o illusions
6. Psychomator agitation

7 Anxiety

8. Grand mal seizures

C. The symptoms in criterion B cause clinically significant distrass or impaie-
ment in social, occupational, or other impartant areas of functioning.

[). The symptoms are not due to a general medical condition and are not bet-
ter accounted for by another mental disorder. Specify whether with percep-
tual disturbances.

Acohol withdrawal delirium™®

A Disturbance of consciousness (i.e,, raduced clarity of awareness of the envi-
ronment), with reduced ability to focus, sustain, or shift attention.

8. A change in cognitien (such as memory deficit, disorientation, or language
disturbance) or the development of a perceptual disturbance that is not
hetter accounted for by a preexisting, established, or avolving dementia.

€ The disturbance develops in a short period (usually hours to days) and
tends to fluctuate during the day.

D. There is evidence from the history, physical examination, or laboratory find-
ings that the symptoms in criteria A and B deveteped during, or shortly
after, a withdrawa! syndrome.

*This diagnosis should be made instead ¢f a diagnosis of substance withdrawal ony when the
cognifive Sympioms are n excess of thase usually associatad with the withdrawal syndrome
and when the symptoms are sufficiently severe o warrant independent dlinicel attention.

Reproduced with permission from Mayo-Smith MF, Beecher LH, Fischer TL, et al; for the
Working Group on the Management of Alcohol Withdrawal Delirum, Pradtice Guidelines
Committee, American Sociely of Addiction Medicine: Management of alcahol withdrawal
delirium: an evidence-based practice guideline. Arch ntern Mad 164: 1405, 2004 Copyright
© 2006 American Medical Assodiation.

duration have the worst prognosis—10% to 20% may progress toa chron-
ic schizophrenia-like syndrome.”

# ALCOHOL WITHDRAWAL DELIRIUM

The most serious presentation is alcohol withdrawal delirium, which 1s
characterized by acute and fluctuating distarbances in consciousness, atl
inattention and impairment in cognitive and perceptual Amction unrelated
to preexisting or established dementia. Patients often develop life-threaten-
ing fluid, metabolic, and electrolyte imbalances. Among the risk factors 4s-
sociated with alcohol withdrawal delirium are past withdrawal seizure and
delirium, severe dependence and prior detoxification history higher and
longer duration of alcohol intake, older age, use of other drugs, and comor-
bidity.'** Evaluate such patients for co-occurring illness that can catse de-

| TABLE 2892 ypi‘_c_éi:__F'e'atu're_s_o_f_'AIc_ohr_j!_With_drawal Seizures

Onset after last drink 6-48h
Multiple seizures 6000 of patierts
Interval between first and last seizute 6h
Number of seizures 1-6

-




qum such as aspiration or community-acquired pneumonia, urinary tract

- fections, Sepsis; occult trauma, subdural hemorrhage, meningitis, pancre-

' m'tis hepatitis, GI bleeding, hypoglycemia, Wernicke encephalopathy, and

“aes)tiﬂﬂs of toxic alcohol or other drugs. The gathering of collateral histo-

- q-:ﬂmorough serial examinations of the undressed patient, repeated moni-

ying of vitel signs, meastrement of oxygen saturation and bedside finger

<k for blood glucose, laboratory assessment of metabolic conditions, and

- gagnostic radiography as clinically indicated can detect most other life-
areatening and treatable causes of delirium.

- & MANAGEMENT OF ALCOHOL WITHDRAWAL

Jhe mainstay of therapy for alcohol withdrawal is to substitute a long-act-
. g benzodiazepine for alcohol. Although there is no evidence that any one
. 4 the sedative hypnotics is superior to the others, some benzodiazepines
. have certain advantages. Oral diazepam has a shorter onset than other oral
 ypemodiazepam formulations. The onset of TV diazepam is less than a few
© inutes, its peak action is achieved in <15 minutes, and it has a longer du-
¢ ation of action.'® Lorazepam is shorter acting, is excreted by the kidneys,
and can be given IV or IM with good TM zhsorption. Diazepam and chlor-
Jizzepam should not be given IM because of poor and erratic absorption
by this route, Oxazepam and lorazepam are sometimes preferred for elder-
: t," patients and those with impaired hepatic function, because of fewer ac-
" tive metabolites.
Individualized symptom-triggered therapy is recommended, and a val-
 idated scale has been broadly used in inpatient settings to assess the sever-
ity of withdrawal and guide treatment. Symptom-triggered regimens are
~ wyorted to require less drug and shorter duration of treatment than fixed
' drug dosing, but have not resulted in any differences in incidence of sei-
wres or delirium. Because length of stay may average as long as 10 hours
with the standard ED approach, it is important to consider the benefits of
symptom-triggered benzodiazepines.’ The Clinical Institute Withdrawal
Assessment for Alcohol-revised (CTWA-Ar}. (Figure 289-1) is the most
often used, validated, and best current example of a structured instrument
for guiding treatment once a diagnosis of alcohol withdrawal is estab-
lished, Tt has not, however, been studied in the ED. The CIWA-Ar scores
1t domains of symptoms. Nine of the items have a range of 0 to 7 and the
1teh item {orientation and clouding of sensorium) is scored as 0 to 4. The
Naximuwn score is 67; scores 28 suggest the need for medication. Howev-
er,if the total score is below 19 after a first dose of benzodiazepine, no fur-
ther treatment is recornmended. The target goal is to reduce and
Maintain the score in the range of 0 to 7. It is important when applying
these criterta to exclude other conditions, such as shock, that may cause al-
feration of vital signs and mental status.?51*

Drug Therapy for Uncomplicated Alcohol Withdrawal For those patients
Meeting criteria for uncomplicated alcohol withdrawal without seizures,
hallucination, or delirium, the recommended treatment, unless the patient
s vomiting, is to administer oral diazepam, 10 to 20 milligrams orally, or
‘)f:dl chlordiazepoxide, 50 to 100 milligrams orally, or TV lorazepam, 2 to 4
milligrams TV every 1 to 2 hours untii CIWA-Ar scores are <8.14

9f“8 Therapy for Alcohol Withdrawal Seizures Long-acting benzodiaze-
Pines reduce the incidence of seizures during alcohol withdrawal from 8.0%
ED.O'S%’ 2 93% reduction.'® High doses of diazepam and chiordiazepoxide
f"fi]lY administrated in divided doscs are effective in preventing recurrent
flwhol withdrawal seizures. Lorazepam, 2 milligrams IV, can prevent re-
::‘ﬂ'eihlt seizures. A prospective randomized ED trial demonstrated a 3%
L‘uﬁ?le recur'rence rate with a single dose of IV Jorazeparm, 2 milligrams,
recoi:lmd with 24% among patients receiving placebo. Phenytoin is not
S mlldmended for prevention of further alcohol-related seizures and
" not belused unless the patient has an underlying structural lesion,
; Peated loading of phenytoin may, in fact, lower the seizure threshold. 2
é:i T:leraw for Alcohol Withdrawal Hallucinosis The treatment of iso-
; al n?ohol hallucinosis has not been established. A large case report of
0utc§€$6nts treated with neuroleptics (primarily haloperidol) had good
by es and no seizures were reported.™
mig; gerapy for Alcohol Withdrawal Delisium Alcohol withdrawal de-
evelops within 3 to 5 days of the last drink and generally lasts 48 Lo
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72 hours, but may last longer. Evidenced-based treatment guidelines have
reduced mortality from 20% to <1% (Table 289-3). The current practice
guideline published by the American Society of Addiction Medicine rec-
ommends the use of sedative-hypnotics in high enough doses to quickly
control agitation, minimize adverse events, and achieve light somnolence
with arousal when stimulated. Benzodiazepines decreased the incidence
of DTs from 6% to 2%, a §7% reduciion.”’” Sedative hypnotic agents (di-
azepam, chlordiazepoxide) are recommended over neuroleptics (anti-
psychotics) for reducing duration of symptoms and mortality. Some
neuroleptics can be associated with longer duration of sympioms, lower
seizure threshold, and higher mortality because of a prolonged QT interval
(see Chapter 283, Psychotropic Medications and Rapid Trenquilization).
However, if agitation persists and the patient is a danger to self or others de-
spite a reasonable trial of benzodiazepines, the judicious use of agents such
as haloperidol, droperidol, or ziprasidone is recommended. Propofol infu-
sion has been used successfully in patients refractory to high doses of ben-
zodiazepines.”” Tts central nervous system mechanism of action is thought
to be similar to that of ethanol. It is given as a continuous IV infusion, ti-
trated to keep the patient asleep but arousable with light tactile stimuli;
however, prolonged use of propafol »48 hours and >5 milligrams/kg/h can
be assaciated with toxic cardiac effects (propofol infusion syndrome).?®
‘The treatment of alcohol withdrawal delirium may require curnula-
tive doses of several grams of diazepam. Patients with delirium require
thorough diagnostic assessment and aggressive treatment of co-occur-
ring illnesses, monitoring of fluid and electrolytes, and the correction of
documented deficits such as hypomagnesemia, hypophosphatemia, and
hypokalemia. Thiamine, 100 milligrams, and folate, 1 milligram, may be
replaced in the malnourished patient. Physical restraints may be tempo-
rarily needed until chemicat restraint is achieved; a quiet, calm, supportive
envirenment with low stimuli contributes to successful management.*

# DISPOSITION AND FOLLOW-UP OF ALCOHOL-DEPENDENT
PATIENTS WITH ALCOHOL WITHDRAWAL

Patients with mild (CIWA 0-7) or moderate (CTWA 8-15) uncomplicated
alcohol withdrawal thai responds well to initial ED treatment, without major
medical comorbidities, and with no suicidal or homicidal ideation, can be
managed successfully in a detoxification unit or with discharge to a support-
ive family and referral to an outpatient program, Tt is the practice of these au-
thors to provide a prescription for oral benzodiazepines if the patient wishes
to stop drinking, until placement can be arranged in a detoxification facility.
Indications for admission include a CIW A score 15, advanced age, mild or
moderate withdrawal that does hot respond well to ED treatment, the pres-
ence of active medical comorbidities, a prior history of DTs, and alcohol
withdrawal seizures that require prolonged cbservation.

OPIATE WITHDRAWAL

Symptoms of opiate withdrawal include dilated pupils and tearing, sneez-
ing and running nose, nausea, vomiting, diarrhea and abdominal cramps,
yawning, piloerection {goose bumps), and myalgias. Heroin or short-acting
opiate withdrawal symptoms appear within 36 to 72 hours after decreasing
ar stopping the agent, and may last for 7 to 10 days. Oxycodone or crushed
and injected OxyContin® resembles heroin in this regard. OxyContin®
(long-acting oxycodone) and buprenorphine are intermediate-acting opi-
ates, and peak withdrawal symptoms occur in a time frame between heroin
and methadone. Methadone withdrawal symptoms appear at 72 to 96
hours and may last for 14 days. The ED physician has had few options for
treating opiate withdrawal. Clonidine in doses of 0.2 milligram three times
a day can reduce autonomic symptoms to some degree, but it is not very ef-
fective with other symptams. Patients who stop clonidine abruptly may de-
velop severe rebound hypertension. Symptomatic relief of anxiety and
muscle spasms can be achieved with muscle relaxants or benzodiazepines,
and GI symptoms can be managed with antispasmodic and antidiarrheal
medication. Buprenorphine has been used effectively in the ED.*

The Drug Addiction Treatment Act of 2000 established office-based opi-
oid treatment in an effort to integrate treatment options into comprehensive
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Patient: Date:

Pulse or heart rate, taken for 1 minute: Blood pressure:

—

TACTILE DISTURBANCES

Ask:  “Have you any itching, pins and needles sensations,
any burning, any numbness, or do you feel bugs crawling
on ar under your skin?”

Observation:
MNone
Very mild itching, pins and neadles, burning or numbness
pitd itching, pins and needles, burning of numbness
Moderate itching, pins and neadles, buming or numbness
Maoderately severe hallucinations
Severe hallucinations

NAUSEA AND VOMITING
Ask:  “Do you feel sick to your stomach? Have you vomited?”
Observation:
Mo nausea and no vomiting
Mild nausea with no vomiting

0__
| -
2
3
4 Intermittent nausea with dry heaves
5
6
7

Constant nausea, frequent dry heaves and vomiting

Extremely severe hallucinations
Continuous hallucinations

AUDITORY DISTURBANCES
“Are you more aware of sounds around you? Are they harsh?
Do they frighten you? Are you heating anything that is
disturbing to you? Are you hearing things you know are
not there?”
Observation:
Not present
Very mild harshness or ability to frighten
Mild harshness or ability to frighten

TREMOR
Arms extended and fingers spread apart
Observation:
No tremor
Mot visible, but can be felt fingertip to fingertip

o__

L

2

3 .

4 Moderate, with patient’s arms extended
5.

6

P

Sevare, even with arms not extended

Moderate harshness or ability to frighten
Moderately severe hallucinations

Severe hallucinations

Extremely severe hallucinations
Continuous haliucinations

VISUAL DISTURBANCES
“Does the light appear to be too bright? Is its color different?
Does it hurt your eyes? Are you seeing anything that is
distutbing to you? Are you seeing things you know are
not there?”
Observation:

PAROXYSMAL SWEATS
Observation:
Mo sweat visible
Barely perceptible sweating, palms moist

o__
| P
2
3
4 Beadsofsweat cbvious on forehead
i
6.
7__

Drenching sweats

Not present

Very mild sensitivity

Mild sensitivity

Moderate sensitivity

Moderately severe haliucinations
Severe hallucinations

Extremely severe hallucinations
Continuous hailucinations

HEADACHE, FULLNESS IN HEAD
"Does your head feel different? Does it feel like there is
2 band around your head?” De not rate for dizziness or light-

ANXIETY
Ask:  “Do you feel nervous?”
Observation:
No anxiety, at ease
Mild anxious

0__

|

2.

-

4 Moderately anxious; of guarded, so anxiety is inferred
5

6

i

Equivalent to acute panic states as seen in severe delirium

or acute schizophrenic reactions

headedness. Otherwise, rate severity.
Not present

Very mild

Mild

Maoderate

Moderately severe

Severa

\ery severe

Extremely severe

PR T . N VRN N )

ORIENTATION AND CLOUDING OF SENSORIUM
“what day is this? Where are you? Who am 7"
Oriented and can do serial additions

AGITATION
Observation;
Normal activity
Somewhat more than normal activity

0___
1.
2
3__
4 Noederately fidgety and restless
5 .
6
7

Paces back and forth duting most of the interview,
or constantly thrashes about

Cannot do serial additions or is uncertain about date
Disoriented for date by no mare than 2 calendar days
Disoriented for date by more than 2 calendar days
Disoriented for place/cr person

Total CIWA-Ar Score:
Maximum Possible Score: 67

Rater’s Lnitials:

FIGURE 289-1. Clinical Institute Withdrawal Assessment of Alcohol Scale, Revised

assesement for monitoring withdrawal symptoms requires approximately 5 minutes to administer. The maximuim score is

usually need additional medication for withdrawal.

(CiWA-AP. The CTWA-RY s not copyrighted and may be reproduced fregly. T

&7 (see instrument). Patients scor

ng <10 do 1t
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practice and reduce stigmatization of substance abuse therapies.
siption of methadene for treatment of addiction is limited by the
ssreotics awt Lo licensed inpatient units or outpatient facilities li-
¢ the U S, Drag Bnforcement Administration, and buprenorphine
s cortified clinicians in office- or clinic-based practices. Buprenor-
grertial upioid agonist and a weak antagonist. It has been used for
an analgesic agent at a parenteral dose of 0.3 t0 0.6 milligram.
sty for i -receprors and has 24 to 40 times the analgesic potency of
At higher doses, the antagonist effects block respiratory depres-
4 provide 2 good margin of safety to treat withdrawal and provide
dhattution therapy, Buprenorphine is well absorbed SL and is cur-
sibined with naloxone (not absorbed SL) to prevent diversion and
5, becuuse 1V injection will precipitate withdrawal symptoms. Bu-
preparation without naloxone has resulted in fatal overdoses
seredd, used in massive amounts, or combined with alcohol and/or
Hapepines. Overdoses can be managed with naloxone,
stasting dose for treatment of opiate withdrawal is SL buprenorphine,
aillig s, litrated until reduction in withdrawal symptoms is
éhf: ko se is maintained for 5 to 7 days, followed by a maintenance
tw 32 milligrams of buprenorphine two to three times weekly be-
it profunged elfect. Buprenorphine should not be given te a pa-
A who used heroin in the past 24 hours because it will precipitate
twal. Although there is a subjective high from buprenorphine, the
epencdence potential is lower, and heroin and other opiates can not
i e e il g
. withdriwal fr;c)) nxlnz, but 33 withdrawal is sl‘owetr
o _ piates.® If buprenorphine is
: Community, referral to a certified provider who will manage
1ion and psychosocial treatment should be considered.

4
H
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{LODIAZEPINE WITHDRAWAL
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" tT:;‘:}‘ngdz?l'Olgc sedative-hypnotic drug use, symptoms of
e q?lyg : 1Eor upto? to 10 days. Patients may develop
i Dtcamse‘;)fch ! e ch.mcal picture .often resembles alcohol
iy, agera Y}leltf)tlens'mn, tac.hycardla and tachypinea, tremu-
i e ha]il O Dia, ‘lnsomma, and altered mental status, in-
idrawal car bquanons,
sdiazepine t{l';t he mbanaged by & gradual taper over 10 weeks of
‘“ﬂ“agemenjs ff}:)en abu.sed‘ A Cochrane review of the evi-
Phencharbice] bO enzqdllazepme withdrawal recommends
ecause it is cross-tolerant and long acting.
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However, because of its high overdose potential, it is generally used in
hospitalized patients, and if IV infusion is needed, intensive care unit ad-

mission is required.*!

COCAINE WITHDRAWAL AND OTHER
STIMULANT WITHDRAWAL

Stimulant withdrawal can produce symptoms often associated with de-
pression such as disturbances in sleep, appetite, and mood. The duration
is from 8 to 48 hours. Co-occurring opiate and sedative dependency may
complicate withdrawal, There is no effective evidence-supported treat-
ment currently available for cocaine and stimulant withdrawal,

MARIIUANA WITHDRAWAL

Marijuana dependence has been associated with low energy, sleep and
memaory disturbances, deterioration in job and family function, and fi-
nancial difficulties, but dependence is less likely than for other drugs.
Marijuana withdrawal begins after 24 to 48 hours, usually lasts for 1 to 3
weeks after abstinence, and peaks within 4 to 6 days. Among the symp-
toms associated with withdrawal are difficulty sleeping, cravings, mood
swings, depression and irritability, and decreased appetite. Withdrawal
symptoms are considerably less severe than for heroin or alcohol, but
nevertheless interfere with efforts to quit or seriously cut back on use.

ED SCREENING, BRIEF INTERVENTION, AND
REFERRAL TO TREATMENT (BOX 289-1)

The evidence for screening, brief intervention, and referral to treatment
in the ED setfing is not as well established as in primary care practice, but
2 number of studies have shown promising short-term benefits.**2

# SCREENING FOR AT-RISK AND DEPENDENT
DRINKING AND SUBSTANCE ABUSE

Brief standardized screening questions have been found to have a higher
sensitivity for identifying heavy and dependent drinkers and illicit drug-
using patients than smell of alcohol on breath, patient self-report, or profil-
ing based on demographics or presenting complaint. Brief screening in-
struments are easy to administer and may facilitate the process of matching
an individual to the most appropriate treatment resource (Tables 289-4
and 289-5), Brief screening instruments include the NIAAA Quantity/Fre-
quency/Binge and CAGE Questions, and the CRAFFT for adolescents.
Universal screening in the ED for substance abuse requires practition-
ers to incorporate focused questions into the social history that reflect their
concern for the patient’s overall health and safefy. Substance abuse ques-
tions should be embedded among other preventive health issues to reduce
stigma and patient resistance and encourage veracity and trust. Questions
should be asked in a nonjudgmental, matter-of fact fashion. Questions
can be preceded with a statement such as: “Tam going to ask you some very
personal questions that T ask all my patients to improve the care [ give. You
do not have to answer them if you are uncomfortable.”

1. Do you weat seat belts every time you are ina car?

2. Do you smoke?

Alcohol Screening in the ED [approved by the American College
of Emergency Physicians (ACEP) Board of Directors January 2005]

The ACEP believes alcohol abuse is a significant public health problem. Further-
more, ACEP believes emergency medical professionals are positaned and quali-
fied to mitigate the consequences of alcohol abuse through screening prograrms,
brief intervention, and referral to treatment. ACEP encourages wide availability of
resources necessary to address the needs of patients with alcohol-related prob-
lerms and thase at risk for them. (http://vmmw.acep.org/practres.aspx?id=29074)
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TABLE: Aol o |
sk curreni drinkers National Instituie on Alcohol Abuse and Alcoholism questions
On average, how many days per week do you drink alechel?
On a typical day when you drink, how many drinks do you have?

What's the maximurn numbes of drinks you had on given occasion in the last
month?

Screening for Alohol Problers

At-Risk Drinking
Drinks per Week Drinks per Occasion

Men >4 pi]

YWomen >7 >3

Age =65 y old =7 >3

CAGE

C: Have you feit you ought to CUT down on yout drinking or drug use?
A; Have people ANNCYED you by criticizing your diinking or drug use?
G- Have you ever felt GUILTY about your drinking or drug use!

E: Have you ever had a drink of used drugs first thing in the morning {EYE
OPENER) to steady your nerves, Tid hangover, or get your day started?

>2 positives = probable prablem of abuse or dependence (sensitivity, 79%,
and specificity of 77%).
Reproduced with permission from Project FD Health, DOnofrio G, Pantalon MY, et al:
Developmertt and implementation of an emergency department praciitioner performed
brief intervention for hezardous and harmtul drinkers in the emergency department. Acad
EFimerg Med 12: 211, 2005,

3, Do you drink beer, wine, liquor, or distilled spirits?
4. Do vou fee} safe in your current relationship?

5. Do you use recreational drugs or drugs as not prescribed by a physi-
cian for non-medical reasons for the feeling it gives you?

Then ask current drinkers the NIAAA quantity and frequency ques-
tions: A standard drink is 1.5 ounces of spirits, 6 ounces of wine, and 12
ounces of beer (Figure 289-2).

1. On average, how many days per week do you drink alcohol?
2. On a fypical day when you drink, how many drinks do you have?

3 What is the magimum number of drinks you had on any given occa-
sion during the last month?

1f concerns about drugs and/or alcohol arise based on the screening
questions or the presenting problems, a brief intervention should be
performed and referral made when appropriate once the acute medical
issues are addressed. Those patients who are above the “low-risk”
drinking guidelines but not dep endent shouid have an intervention per-
formed, with the goal of having patients reduce their consumption to
low-risk guidelines and a referral to primary care to reinforce the im-
portance of drinking within these limits. For a patient with alcohol de-
pendence, the goal of the intervention is to negotiate 2 referral 1o a
specialized treatment center with, ideally, a direct linkage to the center.
Nonmedical use of prescription drugs in the last month should trigger
a brief conversation and more than three iimes a week should prompt a
referral.

% |NTERVENTION: BRIEF NEGOTIATED INTERVIEW

Principles of Intervention The ED _based interventio, also known as the
brief negotiated interview, cOnsists ofthe following four key elements: es-
tablish rapport, provide feedback, enhance motivation, and negotiate
and advise (see Figure 289-3 for algorithm; also see http://acepeducation.
org/sbifand http://“ww.ed.bmc.org/sbirt for more video examples of the
BNT in action). :

1. Establish rapport and ask the patient’s permission to discuss his or her
use of aicohol and drigs. Establish an atmosphere of trust through re-
spect and positive regard in which the patient is nota problem but a per-
son who has a problem.

“high” or had been using alcohol of drugs?
Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit i
Do you ever use alcohol or drugs while you are by yourself, ALONE? "

Da your family or FRIENDS ever tell you that you shouid cut down on your driry
ing or drug use? Fifk-

Do you ever FORGET things you did while using alcohiaol or drugs?
Have you gotten into TROUBLE while you were using alcahal o drygs?

Notes: Two or more pesitive answers indicate need for further assessment, A CRAFFT
score of 2 of higher was optimal for identifying any problem (sensitivity, 0.76; s.pecmc;xf

0.94; PPV, 0.83; and NPV, 0.81), any disorder {senslivity, 0.80; specificity, 0.86; PPV ;-'2.
and NPV, 0.96), and dependence (sensitivity, 0.82; spedilicity, 0.80; PPY, 0.25; and h;'
0.99). i

Reproduced with permission from Center for Adolescent Substance Abuse Research al Chi.
dren’s Hospital, Boston. Knight IR, Sherritt L, Shrier LA, et al: Validity of CRAFFT subslan:‘;\
abuse screening test among adolescent dlinic patients. Arch Pedhiatr Adolesc Med 156; 60;

2002, © Children's Hospital, 2001. Contact information: CeASER@childrens.haward‘edul
http://v\rww.ceasar—boston.org/dimdans,fcraft.php‘ ‘

2. Provide feedback. Review current drinking and druguse Lused on the
NIAAA low-risk drinking questions and CAGE for adults and CRALFT
¢or adolescents. Present NIAAA guidelines and express concern that by
drinking in excess of safe limits, they could put themselves at risk for in-
jury or illness. Solicit their reaction to the guidelines. Assist patients to
‘make a cornection between alcohol and/or drug use and their quality ol
life, including possible negative consequences related to health, family,
Jegal system and employment, and, if applicable, to the current ED visii
or injury. If appropriate, discuss physical dependence, withdrawal, and
the cycle of behaviors to obtain more drugs.

3. Enhance motivation. Assess readiness to change on a readiness ruler
{Figure 289-4). Patients are asked to marl on a drawing of a ruler, with
a scale of 1 to 10, how ready they are to change, cut back, or quit their
alcohol and/or drug use. If they say 5, give affirmation and say that “you
are 50% on the way,” and ask, “Tell me why didn’t you mark a 2 or 3,1
{esser number?” Here {5 where we try to elicit change talk/reasons and
motivation for change. Repeat what the patient has shared with you and
follow up with, “It sounds like you have some important reasons 1o
change, so what small steps can you take to stay healthy and safe?” If the
patient shows resistance to the readiness ruler, or the score ig <2, then
explore the pros and cons of current use. A decisional balance exercise is
used to promote self-questioning and draw attention to discrepancy Lo
tip the scale toward change. Use open-ended questions such as: “Help
me to understand (or see it through your eyes) what you like about your
use of alcohol?” Listen carefully and reflect back what you hear 50 the
patient knows you have anderstood what is being said. Then inquire
what the patient likes less about use. Explore the importance to the p2
tient of the issues that emesge. Establish which of the pros and cons has
the greatest salience to concentrate on those with the highest priority.
Use reflective listening to summatrize what you think the patient said
verify your interpretation. “On the one hand, you like the taste, how it
helps you to loosen up and forget your problems, and it is somethingto
do when yow're bored. On the other hand, you said you don't lik_c how
you feel the next day, and wrecking your car in the crash and ending uP’
i1 the ED» is no fun. You also told me you are spending a lot of mone ¥
on drinking and are concerned about not meeting some responsibilitics
So then in the balance, where does that leave you?” .
Other questions to promwote change talk include: What would make this
a problem for you? What would it take to help you be mMore ready 0
change? How important would it be for you to prevent that from b ‘a}}’Pi”’
ing? Have you ever done anything you wish you hadn’t while drinkingt
4. Negotiate and advise: Negotiate an action plan. Bxplore with P“‘“"”ll‘i
what life might be like if they made these changes . . . what would be 17




8-9 oz. of
malt liquor
8.50z shownina
12-0z. glass that, if
full wouid hold
about 1.5 standard
drinks of matt liquor

For beer, the approximate number of standard drinks in
+120z.=1 r220z.=2
+*160z.=1.3 *40 0z. = 3.3

For malt liquor, the approximate number of standard drinks in

*120z. =15 r220z.=25
~160z.=2 +400z.=4.5

FIGURE 288-2. What's a standard drink?

benefits of change and what would be the challenges? Add the steps they
would need to take to address challenges and explore and support confi-
dence in ability to make a change. Offer @ menu of aptions and resources
to assist with the change plan, including, if appropriate, referrals to pri-
mary care providers and substance abuse treatment. Document the plan.
Ask the patient to state in her or his own words the agreed-on steps and
document them on a piece of paper or discharge instructions as a re-
minder of goals (a prescription for change). Reflect back to the patient
and reinforce reasons for, and steps toward, change.

Afterward, take a minute for self-assessment. To what degree did you
provide Feedback? Did you Listen carefully? Did you ask Open-ended
questions? Did you offer Affirmations and Alternatives? Did the patient
!mve enough Time to talk? These skills make up the mnemonic FLOAT;
ifyou follow them, you and your patient are more likely to move toward
aplan for change that the patient can actually accomplish. Remember to
expect resistance when you talk with patients about change and roll with
the resistance rather than push back.

% REFERRALS TO TREATMENT: “SEALING THE DEAL”

Quality care cannot be given without institutional support, system im-
Provements, and collaborative practice. If we hope to improve the care
We give patients with substance abuse, an ED staff trained in screening,
brief intervention, and referral to treatment needs to build and maintain
& referral/resource service network to facilitate patient access to services
and support and encourage health behavior change and help-seeking.
'Current Practice in most EDs is to provide patient and family members
with a list of detoxification or treatment resources in the community, if
aVa_ﬂable. Each ED should post a resource list and provide a handout for
Patients with the names, addresses, and phone numbers of treatment pro-
8rams, The Center for Substance Abuse Treatment (CSAT) at the U.S.
E inriment of He.alth and Human Services has also an online resource
fﬂdali(t)‘r (http://§33153.sgmhsa.gov?. The resoutce list includes specialized
P ies for patients with mental illness, inpatient and outpatient detoxi-
1on, acupuncture, buprenorphine providers and methadone mainte-
lance programs, outpatient individual and group counseling, intensive
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For table wine, the approximate number of standard drinks in
* a standard 750 ml. (25 oz.) bottle = 5

For 80-proof spirits, or “hard liquot,” the approximate number
of standard drinks in

« afifth (25 0z.) =17
«+1.75L (5% 0z2.) =39

+ g mixed drink =1 or more
~apint (16 0z.) = 11

outpatient or partial hospitalization, recovery residents, residential com-
munities, Alcoholics and Narcotics Anonymous, and programs focused
on the needs of women, culture-specific programs, and programs de-
signed for gay, lesbian, and transgender clients.

if patients are not ready to enter specialized treatment or attend Alcohol-
ics Anonymous or Narcotics Anonymous, then try to provide information
and negotiate a safety plan such as the identification of a designated driver
or use of a taxicab when drinking heavily, or avoiding drinking while taking
medications. The injecting drug user who is not ready to accept & treatment
referral may accept a referral to a needle exchange program. Such programs
have documented effectiveness in reducing the spread of the human immu-
nodeficiency virus and hepatitis B and C and facilitating entry into the drug
treatment system. Recently, because of the rise in opiate poisoning hospi-
talizations and deaths, a number of our nation’s health departments have
supported innovative training programs in overdose prevention, CPR, and
the distribution to users of nasal or injectable naloxone.”

Fewer than 10% of ED patients diagrosed in need of substance services
are receiving them,’ and the ED can provide leadership for correcting this
disparity by instituting system changes.*® EDs employ social workers, psy-
chologists, addiction nurse specialists, volunteers from Alcoholics Anony-
mous or Narcotics Anonymous, or health promotion advocates to enhance
patient moiivation and to assist with identifying treatment options.

THE MEDICAL CLEARANCE EXAMINATION

EDs often function as sources for the medical clearance examination be-
fore patient transfer to a substance treatment facility. There is consider-
able variability in the levels of medical care provided in such facilities,
ranging frorn facilities that manage an array of chronic health problems
to those with minimal nursing support only for very stable patients.
Medical clearance does not mean that the patient has no medical prob-
lems, but it does mean that “within reasonable medical certainty there is
no medical emergency.”® It means that patients are stable for transfer

“(in the short term rather than long term), with normal baseline vital

signs and oxygen saturation, that they are ambulatory, can take oral
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| BNI Steps _ Dialogue/Procedures

. 1.Raise subject | Hello, I am . Would you mind taking a few minutes 1o talk with me |
; i about your alcohol use? <<PAUSE and LISTEN=>

. Provide feedback |

+ Review screen | From what | understand you are drinking [insert screening datal]...
We know that drinking above certain levels can cause problems, such as
linsert facts]...! am concerned about your drinking.

Make connection What connection (if any) do you see between your drinking and this

¢ ED visit?

L. Show NIAAA guidelines | These are what we consider the upper limits of low risk drinking for your
and norms ¢ age and sex. By low risk we mean that you would be less likely to
| experience iliness or injury if you stayed within these guidslines.

If pt sees connection: reiterate what pt has said
If pt does not see connection: make one using facts

. Enhance motivation

any aspect of your drinking?
- Develop discrepancy If patient says:

Explore pros and cons <2 or resistance ask pros and cons
<<PAUSE AND LISTEN=:

<<PAUSE AND |ISTEN=>

So tell me, whera does this leave you?

Readiness to change IShow readiness ruler] On a scale from 1—10, how ready are you to change

22 ask Why did you choose that number and not a lower ane?

Help me to understand what you enjoy about drinking?

Now tell me what you enjoy less about drinking.

Use refiective listening On the cne hand you said, <<RESTATE PROS>x ' FEGURE 285-3. Sueening, brief interven.
On the other hand you said, <<RESTATE CONSs> tion, and referral to treatment algorithm 4

taught in the standardized ED curriculum,

. Negotiate and advise
+ Negotiate goal What's the next step?

agreement between you and yourself,

suggest PC f/u
- Thank patient Thank patient for histher time

BN| = brief negotiated interview; f/ = &l
love-up; NIAAA = National Institute an Ale
hol Abuse and Alccholism; PC = primary

- Give advice What do you think you can do to stay within the safe drinking guidetines? care; pt = patient. (Developed in 1994 for
If you can stay within these limits you will be less likely to experience Project ASSERT at the Boston Medical Cen-
[further] illness or injury related to alcohol use. ter ED with Dr. Stephen Rollnick; D'Onofri,

Summarize This is what I've heard you say...Here is a drinking agreement 1 would Pantalorn, et al. developed the intervention
like you to fill out, reinforcing your new drinking goals. This is really an

as an aigorithm for Project ED Mealth
Reproduced with permission from Aca-

Provide drinking agreement [pt keeps 1 copy] demic ED SBIRT Research Collaboratwe:
+ Provide handouts and Suggest Primary Care fiu 1o discuss drinking level/pattern The impact of screening, brief intervention,

and referral for freatment on emesgency
department patients’ alcohol use. A

medications, and are not suicidal*® Patients on medications should
bring them or be given prescriptions or provided with several doses. Psy-
chiatrically stable patients with dual diagnoses who are not suicidal or
acutely psychotic can be medically cleared for transfer—as long as they
have a supply of necessary nonpsychiatric medications and are reliable
and compliant in their administration.

Historically, stigma wanes when people understand why and how a dis-
ease develops, Striking examples include the conceptual rehumanizing
of people with leprosy and epilepsy when science accounted for those
diseases” disturbing manifestations. Today, researchers and informed,
creative clinicians are achieving the understanding and management
sldlls that eventually will erase the stigma surrounding drug addiction.
We are witnessing another instance of one of the great moral achieve-
ments of science: establishing the right of people who have been regard-
ed as hopeless or untouchable to full consideration as human beings.*!

Nora D. Volkow, MD, Director of National Institute of Drug Abuse

Emergency medicine now faces the challenge to bring our practice in
line with the current scientific knowledge of addiction and other alcohol
and drug use disorders.

Fmerg Med 50: 689, 2007)

Readiness Ruler - .

| | 1 t | |
1 2 3 4 5 6 7
_Notready ~~~~~ Unsure _

FIGURE 289-4. Readiness ruler, [Reproduced from Miller WR, et al: Treatmet®
Improvement Prolocols Series (TIPS) #35 Enhandng metivation (0 change in s
stance abuse treatment. Rockville, MD DHHS SAMHSA C5AT, Publication B
(SMA) 99-2354, 1999, Ruler developed by Stephen Rollnick]
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