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Clinical guidelines for withdrawal management
and treatment of drug dependence in
closed settings

Recommendations to closed settings in the Western Pacific Region

It is anticipated that the recommendations in this document will remain valid until 2014. The HIV/
AIDS and STI Focus, Division of Combating Communicable Diseases, at WHO Western Pacific
Regional Office will be responsible for initiating a review of these recommendations at that time.
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How were the recommendations developed, reviewed, revised and
finalized?

In 2005, the WHO Regional Office for the Western Pacific identified the lack of a clear direction
on drug treatment in closed settings, a major problem in South East Asia. In agreement with
the National Drug and Alcohol Research Centre of the University of South Wales, in Australia,
WPRO requested the production of a evidence-based “Clinical guidelines for withdrawal
management and treatment of drug dependence in closed settings”.

Ms Sarah Larney, Dr Bradley Mathers and Associate Professor Kate Dolan from the National
Drug and Alcohol Research Centre of the University of South Wales were requested to present
a draft of the guidelines. Additional to their research and clinical experiences, search and
evidence from the literature was conducted by the authors using PUBMED, the University of
South Wales database, the WHO library database and regional databases. Particular efforts
were made to identify systematic literature reviews and evidence related specifically to drug
treatment in closed settings in developing countries, particularly from South-East Asia.

Later on the draft was submitted for review to researchers and clinicians with a strong
experience and reputation in the field of drug treatment: Dr Alex Wodak and Dr Linda Gowing.
The Harm Reduction Technical Officers of WPRO also made comments and directed the
development according to the needs of the Member States. Comments were received and
the draft amended as necessary. The amended guidelines were finally field tested in October
of 2008 in Cambodia and in Lao PDR. The field-test was conducted with staff of closed
settings in Lao PDR and Cambodia and further refinements were made as a result of the
application on field. The final version was presented to WPRO by the end of 2008.
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Introduction

These WHO guidelines are designed to assist staff of closed settings to provide safe and
effective withdrawal management and treatment services for people who use drugs in the
Western Pacific Region. For the purposes of this document, “closed settings” refers to
prisons, work camps, compulsory drug treatment centres and any other institution in which
people are detained.

These guidelines take a public health approach to drug use and dependence. This approach
recognises that the health of one individual affects the health of the community.

The WHO Western Pacific Regional Office recognizes that incarceration of people who use
drugs is a reality in the region, despite the fact that it is not an appropriate solution for the use
of drugs or health of people who use drugs. Therefore, the reality imposes the need for this
transitional guidelines of appropriate drug treatment in anticipation of a better solution for the
drug problem in the region.

These guidelines provide information about drugs and drug dependence; the management
of drug withdrawal; and approaches to treatment for drug dependence. A training manual on
the use of the guidelines has also been developed and will be available in the WHO Western
Pacific Region website (http://www.wpro.who.int/sites/hsi/main.htm).
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1.1 DRUG USE AND DEPENDENCE

What are drugs?

A drug is any substance (other than food) that, when consumed, causes changes in our
mood or thinking processes.

Some drugs are legal, while others are illegal. Many people use legal drugs such as alcohol,
nicotine (found in cigarettes) and caffeine (found in coffee and tea). Only a small proportion
of the population ever use illicit drugs such as heroin or methamphetamine.

Itis important to note that the legal status of a drug is unrelated to its effects or its dependence
potential. People can become dependent on legal drugs just as they can on illegal drugs.

Drugs can be categorised by the effects they have on the central nervous system (CNS).
The CNS consists of the brain and the spinal cord, and it regulates basic bodily functions
such as breathing, heart beat and blood flow. All drugs affect the CNS in some way.

Stimulant drugs cause the CNS to increase activity; that is, they increase a person’s
heart rate and breathing. Stimulant drugs include nicotine, caffeine, amphetamine and
methamphetamine, 3,4-methylenedioxymethamphetamine (MDMA, ‘ecstasy’, which also
has hallucinogenic effects; see below) and cocaine.

Depressant drugs have the opposite effect on the CNS; they decrease a person’s heart
rate and breathing. Depressant drugs include alcohol, inhalants (e.g. glue, petrol, paint),
benzodiazepines, heroin and other opioids such as opium and morphine. Cannabis is a
depressant drug, but it also has hallucinogenic effects (see below).

Hallucinogenic drugs alter a person’s perceptions. A person who has taken a hallucinogen
may see or hear things that aren’t real. Hallucinogenic drugs include psilocybin (found in
certain types of mushrooms) and lysergic acid diethylamide (known as LSD or acid). Cannabis
and ecstasy also have hallucinogenic properties.

Why do people use drugs?

Many millions of people around the world, from all walks of life, use legal and illegal drugs.
The fact that a person has used drugs says nothing about their moral character. Nor does it
mean that the person is drug dependent.

Different people have different reasons for using drugs. Some of the common reasons for
using drugs include:

* Curiosity

» To *fit in” with friends

« Liking the way a drug makes you feel or behave

* To have more energy to do your job or study

» To block out negative feelings

[,
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Harmful drug use

Most people who use drugs do so occasionally and experience few or no negative
consequences of their drug use. However, some people do experience negative or harmful
consequences as a result of their drug use.

The level of harmful consequences that a person experiences as a result of their drug use
varies according to the types of drugs they use, how much they use and how often they use
them.

One example of harmful drug use is excessive alcohol consumption. A person who drinks
large amounts of alcohol may become aggressive or violent, suffer nausea and vomiting,
and show poor judgement such that they do things they would not normally do. Excessive
alcohol consumption is associated with a great deal of violence, including violence in the
home against one’s spouse or children.

Another example of harmful drug use may be a person who takes a large amount of
methamphetamine on weekends, and spends several days recovering from its effects.

It is important to note that although a person can experience harmful drug use, it does not
mean they are drug dependent. There are specific criteria that determine if a person is drug
dependent, discussed below.

Drug dependence
Drug dependence is a chronic medical condition characterised by the following symptoms:

Tolerance: the need to consume increasing amounts of a drug to obtain the desired
effect

Withdrawal: physical and psychological symptoms that the person experiences when
they reduce or stop using a drug. Withdrawal symptoms are relieved by resuming use
of the drug.

Lack of control: the person finds it extremely difficult to control their use of the drug.
For example, they may use more of the drug than intended, or may use it over a longer
period of time than intended. The person may want to stop or reduce their drug use,
but is unsuccessful in attempts to do so.

Narrowing of behaviour: the person’s life comes to revolve around drug seeking
and drug use. Other activities, such as work, parenting or seeing friends, are not as
important as obtaining and using drugs.

Continued use despite problems: the person continues to use the drug, even though
they know it is causing problems and that they may be punished for their drug use.

A person needs to display all or most of these symptoms before he or she can be considered
drug dependent. Note that drug dependence cannot be determined from the amount or
frequency of drug use alone.

You cannot become dependent on a drug after using it once. Drug dependence only develops
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following frequent (e.g. daily or almost daily) use of a drug over a period of weeks or months.
People who are drug dependent are not bad or weak; they have a medical condition that
requires ongoing treatment.

Drug dependence causes changes in the way the brain’s neurotransmitter systems work.
A full explanation of the neurological processes underlying drug dependence is beyond the
scope of these guidelines. However, interested readers are referred to the World Health
Organization booklet Neuroscience of Psychoactive Substance Use and Dependence,
available in many languages from

http://www.who.int/substance _abuse/publications/psychoactives/en/index.html.

Treating drug dependence

Drug dependence is a chronic condition. There are no easy ‘cures’ for drug dependence.
Rather, treatment is ongoing and relapse is common. It is helpful to think of drug dependence
as similar to other chronic diseases, such as diabetes. A person with diabetes is not ‘cured’ by
treatment; rather, their illness is managed by daily medication. Similarly, a person who is drug
dependent is not cured by treatment. Drug dependence is managed through a combination
of medical and psychosocial therapies over many months or even years.

Itis unrealistic to expect all drug dependent patients to stop using all drugs. Rather, understand
that some patients will relapse to regular drug use, while others will be abstinent most of the
time, but occasionally use drugs. Others will need to remain on substitution medications for
many years.

These guidelines use a stepped care approach to treating drug dependence. This approach
acknowledges that different people require different interventions around their drug use. For
example, a person who is only an occasional user of methamphetamine needs much less
intensive intervention than a person who is methamphetamine dependent.

1.2 DRUG USE AND HIV

Human immunodeficiency virus (HIV) is a virus that causes a person’s immune system to
weaken. This makes it difficult for the body to recover from iliness. HIV is transmitted (passed
from an infected person to a non-infected person) when the blood, semen or vaginal fluid of
an infected person enters the bloodstream of a non-infected person.

HIV cannot be transmitted through casual contact, such as shaking hands with or sharing
food with an infected person; sharing a toilet or shower with an infected person; mosquito
bites; kissing; spitting; or sneezing and coughing.

There are ways to prevent HIV transmission. For example:
* Always using condoms during sex
» Always using sterile needles and syringes for injections
* HIV-infected women who become pregnant can take medication to reduce the risk of
the virus being passed on to their children

Injecting drug use is one of the key drivers of the HIV epidemic in many countries in the Asian
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region. The virus is transmitted when people who inject drugs (PWID) share needles and
syringes that are contaminated with HIV-infected blood. It can then be passed on to other
people through sex or drug injection. Hence, anyone can become infected with HIV.

HIV in closed settings

HIV prevalence in closed settings is higher than in the wider community, due in part to the
high level of injecting drug use among people detained in closed settings.

HIV risk behaviours do not stop once a person enters a closed setting. Although activities like
sex, drug use and tattooing are illegal in prisons, they still occur. When people inject drugs
in closed setting, they usually share injecting equipment with many others, including people
who may have HIV or other infectious diseases. The same applies to tattooing needles,
which are usually used on many detainees.

Sex in closed settings may be between detainees, including detainees of the same sex.
It may also be between detainees and staff. Sex in closed settings may be consensual or
coerced. Sex in closed settings is usually unprotected and carries the risk of HIV or other
sexually transmitted infections.

HIV does not stay inside the walls of the closed setting. When a detainee is released, he
or she may unknowingly transmit HIV to their injecting or sexual partners in the community.
Hence, HIV prevention in closed settings is necessary to protect the whole community.

WHO and UNODC guidance on HIV prevention in closed settings is available. See:
Inside Out: HIV Harm Reduction Education for Closed Settings and
HIV/AIDS Treatment and Care for Injecting Drug Users in Asia: A Guide to Essential
Practice, both available from
http://www.wpro.who.int/health_topics/harm_reduction/
HIV/AIDS Prevention, Care, Treatment and Support in Prison Settings, available from
http://data.unaids.org/pub/Report/2006/20060701 _hiv-aids_prisons_en.pdf
HIV and AIDS in Places of Detention, available from
http://www.unodc.org/documents/hiv-aids/HIV-toolkit-Dec08.pdf
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2.1 RESPECT FOR HUMAN RIGHTS

The human rights standards that apply in closed settings have been clearly articulated in:
* The Universal Declaration of Human Rights
* The United Nations Standard Minimum Rules for the Treatment of Prisoners
+ The United Nations Basic Principles for the Protection of Prisoners

and many other international legal agreements. It is the responsibility of those managing
closed settings to ensure that these rights are respected. Some of the most important points
of these documents are summarised below.

Right to essentials of life

People who are detained in closed settings are entitled to receive
» Adequate, nutritious food
» Clean water
» Adequate shelter and floor space per person
» Hygienic facilities for bathing and toileting

Right to health

All people, including those in closed settings, have a right to health. This means that people
in closed settings should be able to access healthcare of the same standard as that available
in the surrounding community. All closed settings should employ medically-trained personnel
who are available to all detainees for medical treatment as necessary.

The right to health includes the right to prevention of disease. This means that detainees
in closed settings should have access to condoms and sterile needles and syringes to help
prevent the spread of HIV, sexually transmitted infections and blood borne viral infections.

Right to freedom from torture, cruelty, inhuman or degrading punishment

Detainees should only be restrained (e.g. using handcuffs or chains) if:
* Restraints are necessary to prevent escape
» The detainee is a danger to him or herself or others

Restraints should never be used as punishment.

Humiliation of detainees by staff should never be permitted. Examples of humiliation may
include discussing a detainee’s drug use or other aspects of a detainee’s life in front of other
detainees or denigrating a detainee on the basis of gender, race or religion.

There is no justification for intentionally inflicting pain or suffering, whether physical or mental,
on any detainee. Inflicting torture or cruelty on detainees can result in long-term physical and
psychological illness.

Right to confidentiality
All people are entitled to have their health information kept confidential. It is not necessary
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for security staff of closed settings to know the medical and psychological ilinesses of a
detainee.

2.2 EVIDENCE-BASED TREATMENT

People in closed settings should be provided with treatment and care that is based on scientific
evidence. The treatment methods described in these guidelines are based on evidence.

There is no evidence that moral education, physical exercise or labour treats or assists in
treating drug dependence.

If a closed setting is using a treatment method for which there is no or little scientific evidence,
but that it believes to be effective, they have a responsibility to conduct research on that
treatment and to submit their research findings to review by the scientific community.

2.3 HIVIN CLOSED SETTINGS

HIV testing

Compulsory HIV testing was common in closed settings during the early stages of the HIV
epidemic. However, most jurisdictions have now abandoned the practice, recognising it as a
counter-productive and expensive exercise that contravenes detainees’ rights and produces
little or no public health or security benefit. HIV testing should be made available to detainees,
but it must be voluntary and accompanied by pre-test and post-test counselling.

Segregation

There is no security reason for segregating HIV-positive detainees from other detainees in
the closed setting. Medically, the only time when it may be necessary to segregate a HIV-
positive detainee is if the detainee is suffering a communicable disease such as infectious
tuberculosis, or if the detainee is so immunosuppressed that his or her health would be at risk
from exposure to the general prison population.

Even if all detainees are tested for HIV, it is not possible to identify all those who are HIV-
positive. A HIV test looks for antibodies to the virus; it can take three months from infection
for enough antibodies to be produced to be detected by the test. Hence, a person may be
HIV-positive but return a negative test result. Therefore, segregating detainees by HIV status
creates a false sense of security — people believe that they are in an ‘HIV-free’ environment,
but this is not necessarily the case.

. Even if it were possible to correctly identify HIV-positive detainees every time, this is still

no reason to segregate detainees. A more appropriate measure is known as ‘universal
precautions’. This approach assumes that everyone — including healthcare workers and
security guards — are potential carriers of HIV or other infections, and therefore you should
avoid coming into contact with any person’s blood or other bodily fluids. This is achieved by
using gloves, surgical masks and other protective equipment whenever there is potential
for contact with bodily fluids. It is NOT necessary to use gloves or face masks when simply
assessing or talking to a detainee.



Confidentiality of HIV status

There is no medical or security reason for a detainee’s HIV status to be widely known. Medical
staff that are aware of a detainee’s HIV-positive status are required to treat this information
as confidential.

2.4 SPECIAL POPULATIONS IN CLOSED SETTINGS

The majority of people detained in closed settings are men. However, there are women, juveniles
and transgender’ people in closed settings. All of these groups are particularly vulnerable to
sexual and physical abuse in closed settings and require special consideration.

Women in closed settings

Women in closed settings often have very poor health. HIV prevalence is often higher among
women in closed settings than among men in closed settings. Furthermore, women in closed
settings are vulnerable to sexual abuse by closed setting staff and male detainees.

Women in closed settings should be housed separately from men and from juvenile prisoners;
this may mean separate institutions for women, or a separate unit for women within a larger
institution.

Women in closed settings should be able to access healthcare that is appropriate to their
needs, particularly in relation to reproductive and sexual health. This includes access to
condoms, dental dams and lubricants. It may be illegal for staff and detainees to have sex,
but it does happen and women must be able to access tools to prevent HIV and sexually
transmitted infections.

Women also require access to basic items for menstrual health (e.g. tampons or sanitary
cloths).

Transgender people in closed settings

A transgender person is someone whose psychological gender is different to his or her
biological sex. For example, a person who is biologically male may consider himself to be
female, and so dress and behave in a female manner (or vice versa). Transgender people
are vulnerable to physical and sexual abuse in closed settings.

For safety reasons, both male-to-female transgender detainees and female-to-male
transgender detainees should be housed with female detainees. Transgender detainees
should be referred to using their preferred name and gender pronoun. For example, a
transgender person who is biologically male but female in appearance should be referred to
as ‘she’ and using her female name.

Transgender detainees are entitled to confidentiality around their transgender status. They
should not be required to disclose or discuss their transgender status with any staff or
detainees.
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Juveniles in closed settings

The definition of a juvenile varies between countries, but the term juvenile is usually used
to refer to offenders under the age of 18 years. Juveniles in closed settings are vulnerable
to sexual and physical abuse from older detainees and staff of the closed setting. Juveniles
should not be housed in the same accommodation as adult male or female detainees. Male
and female juveniles should be housed separately from each other.

Before detaining a juvenile, consider whether detention is the best option; detention is
highly stigmatising and may negatively affect the rest of the young person’s life. It is usually
preferable that the juvenile be rehabilitated in a community setting. Children should not be
detained in closed settings at all, but referred to more appropriate services, such as NGOs
specialising in care and support of children.
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3.1 CONDUCTING AN ASSESSMENT

Assessment is the process of obtaining information about the patient’s drug use and how
it is affecting his or her life. It is an essential part of treatment and care for people who use
drugs.

The person conducting the assessment should be a healthcare worker — a doctor, nurse,
psychologist or other person with a health-related qualification.

It is important that the information obtained in the assessment is honest and accurate. But,
talking about drug use can be difficult. Patients may be reluctant to talk about their drug
use. They may be embarrassed, or they may fear punishment if they disclose drug use. The
patient may be under the influence of drugs (intoxicated) on their admission to the closed
setting, in which case they may not be able to answer the assessment questions accurately.
Hence, before commencing the assessment, it is important to do three things:

1. Isthe patient able to complete the assessment? If the patient is under the influence
of drugs, including alcohol, it may be better to wait a few hours before assessing the
patient. If the patient is in withdrawal and not able to answer questions, they should be
provided with symptomatic treatment as required and allowed to stabilise before the
assessment is completed.

2. Establish rapport with the patient. If you just start asking questions, the patient is
unlikely to answer honestly. Instead, spend a few minutes on ‘small talk’. Introduce
yourself, and ask the patient for his or her name. Ask an open-ended, non-threatening
question, such as “How are you feeling today?”, and pay attention to the patient’s
response. The aim is to show the patient that you are genuinely interested in, and
have empathy for, his or her situation.

3. Explain the assessment process to the patient. During an assessment, the patient
may be asked to reveal very personal and private information. It is important that you
explain why you are asking these questions, and what you will do with the information
that the patient gives you. For example, “I'm going to ask you some questions about
your drug use. We need to know this information so that we know what withdrawal
symptoms to prepare you for, and also so that we can plan your treatment”. Reassure
the patient that the assessment is confidential. Before you begin the assessment, ask
the patient if he or she has any questions for you.

3.2 AREAS OF ASSESSMENT

Note that all the questions and scales referred to in this section are collected in a standardised
assessment form starting on page 21.

Drug use history

Find out about all drugs the patients has used and how he or she has used them. Adrug use
history form is included in the standardised assessment form for this purpose (p.22). This
form lists different drug types and for each drug asks:

+ How old were you when you first used this drug?

%
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* How long have you used this drug regularly?

* Frequency of use and amount used over the past 3 months

« Last episode of drug use

* Route of administration

« Have you ever overdosed?

« Have you ever experienced withdrawal symptoms in the past?

Ask the patient these questions for each drug type listed. In addition, if the patient responds
that they have injected a drug, ask about injecting behaviours (p. 23):

* Have you ever used a needle or syringe after some one else has used it?

* Do you have any infections or sores around where you inject?

« Have you been tested for HIV, hepatitis C or hepatitis B?

Provide all patients who inject drugs with information about HIV transmission and
prevention.

If the patient indicates they have previously experienced withdrawal symptoms, ask:
«  What symptoms did you experience?
«  What did you do or what medications did you take to relieve these symptoms?
« Did you experience any serious complications such as seizures or hallucinations?
« Do you have any concerns about your withdrawal?
* Do you feel that you are in withdrawal now?

If the patient has concerns or is in withdrawal, do your best to alleviate this. Provide accurate
information about what symptoms can be expected and how long they may last. If possible,
provide medication to relieve symptoms.

Ask the patient if he or she has previously undergone treatment for their drug use. Find out
what sort of treatment, and whether they found it helpful.

Assess whether the patient is drug dependent. This can be done using the Severity of
Dependence Scale (SDS; p. 24). Ask the patient the SDS questions for the main drug or
drugs the patient uses. If the patient equals or exceeds the shown cut-off score for a particular
drug, it is likely that they are dependent on that drug. Note that the SDS is not used to
assess dependence on inhalants. There are no reliable instruments for assessing inhalant
dependence; rely on patient reports of previous withdrawals to guide decision-making around
inhalant dependence.

Psychosocial history

It is also important to obtain an understanding of how the person’s drug use has affected their
daily life. You might say to the patient “thank you for co-operating with the assessment so far.
Now, I'd like to ask you a little bit about how drugs have affected your life. Can you tell me
about your family?”

When asking questions about a patient’s family and friends, be sure that the patient understands
that you are not asking the patient to tell you the names of other people who use drugs — you
just want to understand how drug use has affected their life.



Ask the patient to describe their:

* Family situation — do family members know about your drug use? Are they willing to
be a supportive influence?

« Other close relationships — do you have a girlfriend or boyfriend (remember that some
patients may have same-sex partners)? Are you married? Has drug use affected your
relationship with this person? Does he/she use drugs? Do you have children? Who
is caring for your children? How many close friends do you have? Do many of your
friends use drugs?

« Employment situation — were you employed before you came to the closed setting?
What sort of work have you done in the past? Do you want employment training to
help you get a job after you leave the closed setting?

Medical history

REMINDER: DUTY OF CLOSED SETTINGS TO PROVIDE CARE
Closed settings have a duty to provide health care equivalent to that available in the
community. Hence, if a patient discloses that they have a serious or chronic illness,

it is the responsibility of the closed setting to provide treatment or care for that
iliness, including medication as appropriate.

A drug dependent patient’s withdrawal can be complicated by medical illnesses. However,
the patient may not understand why you want to know about their medical history. Introduce
the medical history questions with a phrase such as “now, I'd like to ask you about any
medical problems you may have had in the past, or have now. This is very important, as it will
help us if you suddenly get sick or if you need medication.”

Ask the patient if they have any history of, or currently have:
» Seizures or epilepsy
+ Diabetes
* Heart disease
* Liver disease
+ Viral hepatitis
* Tuberculosis
* Head injury
» Physical or intellectual disability (note type of disability)
» Allergies to any medications
* Any prescribed or over-the-counter medications they are currently taking

Female patients should be asked if they are pregnant and offered the opportunity to take a
pregnancy test.

Many people who use drugs have poor mental health. Ask the patient:
» Have you ever been diagnosed with schizophrenia?
» Have you ever been diagnosed with depression or bipolar disorder?
» Have you ever been diagnosed with post-traumatic stress disorder?
* Have you ever been diagnosed with any other mental health problem?
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* Have you ever been given medication for a mental illness?
« Have you ever deliberately hurt yourself or tried to kill yourself? Do you feel like you
may try to hurt or kill yourself?

Patients who have been taking medications for mental health problems should be permitted
to continue these.? Patients who disclose self-harming or suicidal intent should be referred
to a psychiatrist or psychiatric nurse for further assessment and care. They may need to be
taken from the closed setting and hospitalised.

Administer the Kessler-10 Psychological Distress Scale (K10; p. 27). This scale provides
an indication of levels of psychological distress experienced by the patient. Patients who
have been diagnosed with a mental illness, or who are experiencing moderate or severe
psychological distress according to the K10, should be provided with specialised psychiatric
or psychological care.

Ending the assessment

Completing an assessment can be a difficult thing for some patients. It may be the first
time they have spoken to anyone about their drug use or other problems. At the end of the
assessment, explain to the patient that you will now take some time to go through what
you have written down, and will develop a treatment plan that you think is suitable for the
patient.

If the patient is distressed, provide reassurance and ensure the patient is regularly supervised.
In cases of severe distress, refer to specialist psychiatric or psychological care.

Standardised assessment form

Patient name

Date of birth

Patient record number

Date of admission

Assessment conducted
by

Date of assessment

2 An exception to this may be patients who began taking benzodiazepines for an anxiety disorder, but have developed dependence. It
may be necessary to withdraw these patients from benzodiazepines.
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Injecting behaviours

Do you have any sores or infections around Arrange for medical

your injecting sites? examination and treatment
Have you injected drugs using a needle that Provide information about
had already been used by someone else? HIV transmission

Have you ever been tested for HIV or Can you tell me the results?’
hepatitis C?

Record test results, if provided:

Withdrawal symptoms and previous treatments

8 Although you may ask patients if they have been tested for HIV, you cannot force them to tell you their test result; it is up to the
patient to decide whether to reveal this information

20




Severity of Dependence Scale
The following questions are about your drug use before coming to this centre.
In the last month, what was your primary drug, or the drug that you used the most often?

(When reading out the text below, replace “drug” with the type of drug the patient has
nominated as his or her primary drug)

For each of the next five questions, please indicate the most appropriate response as it
applied to your use of “drug”.

Never/almost | Sometimes | Often | Always/nearly
never always

I. Did you think your use of 0 1 2 3
“drug” was out of control?
2. Did the prospect of not 0 1 2 3
using  “drug” make you
anxious or worried?
3. Did you worry about your 0 | 2 3
use of “drug”?
4. Did you wish you could 0 1 2 3
stop using “drug”?

Not difficult Quite Very Impossible

difficult difficult

5. How difficult did you find 0 1 2 3
it to stop or go without
“dnlg”?

Add the scores for questions 1-5 to obtain the total SDS score for this drug:

Drug SDS score indicating
dependence

Alcohol 3 or more

Cannabis 7 or more

Heroin, other opioids 5 or more
Methamphetamine, 4 or more
amphetamine

Cocaine 3 or more
Benzodiazepines 6 or more




Compare the total SDS score to the table below to assess dependence on this drug.
Psychosocial history

Canyou tell me about your family?
(Who are the members of your
family? What is your relationship
with them like? Does your family
know about your drug use? Are
they willing to support you after
you are released?)

Can you tell me about any other
significant relationships in your
life?* (Do you have a girlfriend/
boyfriend/wife/husband? How has
drug use affected your relationship?
Does he/she use drugs? Do you have
children? Who is caring for them?
How many close friends do you
have? Do they use drugs? How has
drug use affected your relationships
with your friends?)

Can you tell me about what work or
study you did before you came here?
(Were you employed? What skills do
you have? Do you want employment
training to help you get a job after
you are released?)

4 Emphasise to the patient that you are asking these questions to find out about how drug use has affected his or her life and relation-
ships — you are not asking the patient to give you names of other drug users.
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Medical history

PHYSICAL HEALTH

Do you have any history

of...

Details

Seizures or epilepsy?

Diabetes?

Heart disease?

Liver disease?

Viral hepatitis?

Tuberculosis?

Head injury?

Physical or intellectual
disability?

N O

Allergies to any
medication?

]

What medications are you

currently taking?

For female patients: Is there
any possibility you may be

pregnant?

MENTAL HEALTH

Have you ever been
diagnosed with...

Details

Schizophrenia?

Depression or bipolar
disorder?

Post-traumatic stress
disorder?

Other mental health
problems?

Have you ever
deliberately hurt
yourself or tried to kill
yourself?

O] o|bu

Do you feel like you
may hurt yourself or
want to Kill yourself at
the moment?

]




Kessler-10 Psychological Distress Scale (K-10)

These questions are about how you have been feeling in the past 4 weeks. Please listen to
each question and tell me how much it has applied to you over the past 4 weeks — none of

the time, a little of the time, some of the time, most of the time, or all of the time.

(Read out response options after each question)

None Alittle of Some Most All of
In the past 4 weeks, of the : of the of the | the time
. the time . :
time time time
1. How often did you feel worn 1 5 3 4 5
out for no good reason?
2. How often did you feel 1 5 3 4 5
nervous?
3. How often did you feel so
nervous that nothing could calm 1 2 3 4 5
you down?
4. How often did you feel 1 5 3 4 5
hopeless?
5. I—_Iow often did you feel restless 1 5 3 4 5
or fidgety?
6. How often did you feel so
restless you could not sit still? ! 2 3 4 >
7. How often did you feel 1 5 3 4 5
depressed?
8. How often did you feel that 1 5 3 4 5
everything was an effort?
9. How often did you feel so sad 1 5 3 4 5
that nothing could cheer you up?
10. How often did you feel 1 5 3 4 5
worthless?

Add the scores for questions 1-10 to obtain the total K10 score:

Compare the total score to the table below to determine level of psychological distress:

Score Interpretation

10-19 No/low psychological distress
20-24 Mild psychological distress
25-29 Moderate psychological distress
30-50 Severe psychological distress




3.3 TREATMENT PLANNING USING THE STEPPED CARE APPROACH

Different people have different withdrawal management and treatment needs. Each patient
in a closed setting should have a treatment plan: a document that sets out what treatment
he or she will be offered while in the closed setting.

Developing a treatment plan involves reviewing the patient’s assessment and consulting with
the patient as necessary. The patient has the right to be involved in making decisions about
what treatment he or she receives, and involving the patient can help to improve patient co-
operation with treatment.

The treatment plan should be developed using the stepped care approach. Stepped care
involves matching treatment to patients based on the least intensive intervention that is
expected to be effective. Based on how the patient responds to the chosen intervention,
the healthcare worker can increase (‘step up’) or reduce (‘step down’) the intensity of
treatment. This approach optimises the use of resources by reducing unnecessarily intensive
treatment.

Developing a treatment plan

A template for developing a treatment plan is provided on page 31. To develop a treatment
plan, use the patient’s assessment to answer the following questions:

Does the patient require withdrawal management?

Patients will only need withdrawal management if they are dependent on a drug. To
determine if this is the case, check whether the patient's Severity of Dependence Scale
score indicates dependence. Also check whether the patient reported previously or currently
experiencing withdrawal symptoms. These are all signs that a patient may require withdrawal
management.

If the patient is dependent on heroin or other opioids, discuss the option of methadone
maintenance treatment (MMT) or other opioid substitution treatment (OST). Patients
commencing MMT do not need to undergo withdrawal before starting treatment.

Patients who are not dependent on any drug will not need withdrawal management and can
commence treatment immediately.

If withdrawal management is required, what drug/s is/are the patient withdrawing
from?

Selectthe appropriate withdrawal management protocol from Part 4: Withdrawal Management.

If a patient is withdrawing from a drug not discussed in these guidelines, seek assistance
from colleagues or access other resources to guide withdrawal management.

What is the least intensive treatment that | expect to be effective for this patient?

Based on the patient’s reported drug use, determine the least intensive treatment that you
consider will have an impact on the patient. The interventions that are discussed in these
guidelines are ranked by their intensity in Figure 1.

(@)j/x
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Figure 1: Intensity of interventions for stepped care treatment planning

Remember that not all people who use drugs need lengthy treatment; for some people, a brief educa-
tion session may be all that is required. For others, a two-step treatment plan may be devised, with
the patient completing withdrawal management and then stepping down in intensity to psychosocial
interventions. See Table 1 for some examples of appropriate treatment approaches for different pa-
tients.

Table 1: Examples of stepped care treatment approaches
Presenting problem Appropriate treatment approach

Patient uses methamphetamine
occasionally, butis not experiencing | Drug education (from the brief psychosocial
any drug-related harm and is not | intervention)

dependent

Patient is experiencing harms
associated with methamphetamine | Brief psychosocial intervention
use, but is not dependent

Patient is  methamphetamine | Step 1: Stimulant withdrawal management

dependent Step 2: Extended psychosocial intervention
Commence methadone maintenance
treatment

Patient is heroin dependent OR

Step 1: Opioid withdrawal management
Step 2: Extended psychosocial intervention




What other patient concerns need to be addressed?

Patients may have other medical and psychological concerns that require attention, such as
medication for other ilinesses. Ensure that these needs are met.

Inform the patient about other opportunities in the closed setting, such as vocational training
or performance groups. These activities complement the treatments described in these
guidelines.

If the closed setting has the capacity to provide HIV tests, including pre- and post-test
counselling, offer the patients the opportunity to take an HIV test. Testing should only be
conducted voluntarily after informed consent has been obtained from the patient.

Treatment plan review: Stepping up or stepping down

Once a treatment plan has been commenced, it is important to regularly evaluate the patient’s
progress and determine if the interventions that were used have been useful to the patient.
This provides a basis for either ‘stepping up’ - increasing the intensity of the intervention - or
‘stepping down’ - decreasing the intensity of the intervention.

If the patient has progressed well in treatment, then the intensity of treatment is reduced.
Methods for reducing the intensity of treatment may include:
* Reducing the frequency of treatment sessions.
« Altering the way the session is delivered e.g. providing patients with self-help material
instead of a face-to-face session.
+ Ending treatment.

If the patient is not progressing in treatment, then the intensity of treatment may need to be
increased. Methods for increasing the intensity of treatment may include:
* Increasing the frequency of treatment sessions.
* Introducing new treatment sessions e.g. moving from the brief intervention to the
extended intervention.
* Introducing new issues into treatment sessions e.g. discussing mental health as well
as drug use.

Itisimportantto note thatif a personis being successfully treated with methadone maintenance
treatment, they should remain on this treatment and be assisted to transfer to community-
based methadone treatment when they leave the closed setting.




Treatment plan template

1. Does the patient require withdrawal management?

Yes |[] No ([ ]
[ ] Drug dependent [ ] Not drug dependent
[ ] Previous withdrawal ] Op|0|d_ dependent and
commencing methadone
- symptoms - :
Justification: Justification: | Maintenance treatment
[ ] Current withdrawal
symptoms [_]Other:
[ ] Other:

2. Withdrawal management plan selected:
[ ]Opioid withdrawal management
[ |Benzodiazepine withdrawal management
[ ] Stimulant withdrawal management
[ ]Alcohol withdrawal management
[ ]Inhalant withdrawal management
[ ]Cannabis withdrawal management
[ ] Other:

[ ]Not applicable; patient does not require withdrawal management

3. Treatment/s selected:
DDrug education
[ |Brief psychosocial intervention
[ |Extended psychosocial intervention
[ |[Methadone maintenance treatment

DOther:

4. Other patient concerns and how they will be managed:

1 5. Date for treatment plan review:
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4.1 INTRODUCTION

Withdrawal management (WM) refers to the medical and psychological care of patients who
are experiencing withdrawal symptoms as a result of ceasing or reducing use of their drug of
dependence.®

People who are not dependent on drugs will not experience withdrawal and hence do not
need WM. Refer to the patient’'s assessment to determine if he or she is dependent and
requires WM.

Patients who are opioid dependent and consent to commence methadone maintenance
treatment do not require WM; they can be commenced on methadone immediately (see
opioid withdrawal protocol for more information).

Itis very common for people who complete withdrawal management to relapse to drug use. It
is unrealistic to think that withdrawal management will lead to sustained abstinence. Rather,
withdrawal management is an important first step before a patient commences psychosocial
treatment.

Providing withdrawal management in a way that reduces the discomfort of patients and
shows empathy for patients can help to build trust between patients and treatment staff of
closed settings.

4.2 STANDARD CARE FOR WITHDRAWAL MANAGEMENT

Patients in withdrawal should be accommodated away from patients who have already
completed withdrawal. Healthcare workers should be available 24 hours a day. Workers
should include:
A doctor who sees patients on admission and is on call to attend to the patient in case
of complications;
Nurses, who are responsible for monitoring patients in withdrawal, dispensing
medications as directed by the doctor and providing the patient with information about
withdrawal.

The WM area should be quiet and calm. Patients should be allowed to sleep or rest in bed
if they wish, or to do moderate activities such as walking. Offer patients opportunities to
engage in meditation or other calming practices.

Patients in withdrawal should not be forced to do physical exercise. There is no evidence
that physical exercise is helpful for WM. Physical exercise may prolong withdrawal and make
withdrawal symptoms worse.

Patients in withdrawal may be feeling anxious or scared. Offer accurate, realistic information
about drugs and withdrawal symptoms to help alleviate anxiety and fears.

®The term “withdrawal management’ (WM) has been used rather than ‘detoxification’. This is because the term detoxification has
many meanings and does not translate easily to languages other than English.

@
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Do not try to engage the patient in counselling or other psychological therapy at this stage.
A person in withdrawal may be vulnerable and confused; this is not an appropriate time to
commence counselling.

During withdrawal some patients may become disruptive and difficult to manage. There
may be many reasons for this sort of behaviour. The patient may be scared of being in
the closed setting, or may not understand why they are in the closed setting. The patient
may be disoriented and confused about where they are. In the first instance, use behaviour
management strategies to address difficult behaviour (Table 2).

Table 2: Strategies for managing difficult behaviour®

Behaviour Management strategy

Approach the patient in a calm and confident manner
Reduce the number of people attending to the patient
Carefully explain any interventions and what is going

on

Minimise the risk of self harm

The patient is anxious,
agitated or panicking

The patient is Ensure the patient is frequently supervised
confused or Provide reality orientation — explain to the patient where
disorientated they are and what is going on

Talk to the patient about what they are experiencing
and explain what is and isn’t real

Ensure the environment is simple, uncluttered and well
lit

Protect the patient from harming him or herself and
others

The patient is
experiencing
hallucinations

Ensure that staff and other patients are protected and
safe

When interacting with the patient remain calm and
reassuring

Listen to the patient

The patient is angry or | Use the patient’s name to personalise the interaction
aggressive Use calm open ended questions

Use a consistent and even tone of voice, even if the
patient becomes hostile and is shouting
Acknowledge the patient’s feelings

Do not challenge the patient

Remove source of anger if possible

Withdrawal symptoms vary according to the drug of dependence and severity of dependence,
but often include nausea, vomiting, diarrhoea, anxiety and insomnia. Table 3 provides guidance
on medications for alleviating common withdrawal symptoms.

6 Adapted from NSW Detoxification Clinical Practice Guidelines, Sydney, NSW Department of Health, 1999.
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4.3 WITHDRAWAL MANAGEMENT FOR OPIOID DEPENDENCE

Opioids are drugs such as heroin, opium, morphine, codeine and methadone. Opioid
withdrawal can be very uncomfortable and difficult for the patient. It can feel like a very bad
flu. However, opioid withdrawal is not usually life-threatening.

There are some patients who should NOT complete opioid withdrawal:

Pregnant women: Itis recommended that pregnant women who are opioid dependent
do not undergo opioid withdrawal as this can cause miscarriage or premature delivery.
The recommended treatment approach for pregnant, opioid dependent women is
methadone maintenance treatment.

Patients commencing methadone maintenance treatment do not need to undergo
withdrawal before commencing treatment.

Opioid withdrawal syndrome

Short-acting opioids (e.g. heroin): Onset of opioid withdrawal symptoms 8-24 hours after last
use; duration 4-10 days.

Long-acting opioids (e.g. methadone): Onset of opioid withdrawal symptoms 12-48 hours
after last use; duration 10-20 days.

Symptoms include:
* Nausea and vomiting
* Anxiety
* Insomnia
* Hot and cold flushes
* Perspiration
* Muscle cramps
« Watery discharge from eyes and nose
» Diarrhoea

Observation and monitoring

Patients should be monitored regularly (3-4 times daily) for symptoms and complications.
The Short Opioid Withdrawal Scale (SOWS, p.37) is a useful tool for monitoring withdrawal.
It should be administered 1-2 times daily. Use the SOWS score to select an appropriate
management strategy.



Short Opioid Withdrawal Scale’

Symptom Not present Mild Moderate Severe
Feeling sick 0 1 2 3
Stomach cramps 0 1 2 3
:\élvl:tscc;lllen . spasms or 0 1 > 3
Feeling cold 0 1 2 3
Heart pounding 0 1 2 3
Muscular tension 0 1 2 3
Aches and pains 0 1 2 3
Yawning 0 1 2 3
Runny/watery eyes 0 1 2 3
Difficulty sleeping 0 1 2 3

Add scores for total score:

Compare total score to table below to guide withdrawal management

Score Suggested withdrawal management

0-10 Mild withdrawal; symptomatic medication only

10-20 Moderate withdrawal; symptomatic or opioid medication
20-30 | Severe withdrawal; opioid medication

Management of mild opioid withdrawal

Patients should drink at least 2-3 litres of water per day during withdrawal to replace fluids
lost through perspiration and diarrhoea. Also provide vitamin B and vitamin C supplements.

Symptomatictreatment (see Table 3) and supportive care are usually sufficient formanagement
of mild opioid withdrawal.

Management of moderate to severe opioid withdrawal

As for management of mild withdrawal, but with the addition of clonidine or opioid medications
such as buprenorphine, methadone or codeine phosphate:

Opioid withdrawal management using clonidine

Clonidine is an alpha-2 adrenergic agonist. It can provide relief to many of the physical
symptoms of opioid withdrawal including sweating, diarrhoea, vomiting, abdominal cramps,
chills, anxiety, insomnia, and tremor. It can also cause drowsiness, dizziness and low blood |
pressure.

Clonidine should be used in conjunction with symptomatic treatment as required. It should
not be given at the same time as opioid substitution.

! Gossop, M. (1990). The development of a short opiate withdrawal scale. Addictive Behaviors, 15, 487-490




Measure the patient’s blood pressure and heart rate before administering clonidine (Figure
2). Dose according to Table 4. Continue to monitor blood pressure and cease clonidine if

blood pressure drops below 90/50mmHg.

Figure 2: Procedure for administering clonidine for moderate/severe

opioid withdrawal

Measure blood pressure and heart rate

7

v

Blood Pressure
< 90/50mmHg

Blood Pressure
> 90/50mmHg

Or Or
Heart rate Heart rate
< 50 beats per minute > 50 beats per minute

7

7

DO NOT start clonidine

treatment

Give 75ug of clonidine.

Measure blood pressure after 30 minutes

v

7

Blood pressure drops

Blood pressure does not
drop; Patient is not dizzy

v

7

DO NOT start clonidine
treatment

Start clonidine treatment

Table 4: Clonidine dosing for moderate/severe opioid withdrawal

Morning Early Afternoon Night
Day 1 150 ug 150 ug 150 ug
Day 2 150-300 pg 150-300 pg 150-300 pg
Day 3 150-300 pg 150-300 pg 150-300 pg
Day 4 75 ug 75 ug 75 ug
Day 5 75 ug Nil 75 ug

Opioid withdrawal management using buprenorphine
Buprenorphine is the best opioid medication for management of moderate to severe opioid
withdrawal. It alleviates withdrawal symptoms and reduces cravings.

- Because of its pharmacological action (partial opiate agonist), buprenorphine should only be
' given after the patient begins to experience withdrawal symptoms (i.e. at least eight hours
after last taking heroin).

Buprenorphine should be used with caution in patients with:
» Respiratory deficiency
» Urethral obstruction
* Diabetes

36|



The dose of buprenorphine given must be reviewed on daily basis and adjusted based
upon how well the symptoms are controlled and the presence of side effects. The greater
the amount of opioid used by the patient, the larger the dose of buprenorphine required to
control symptoms. A suggested dosing protocol is shown in Table 5. Symptoms that are not
satisfactorily reduced by buprenorphine can be managed with symptomatic treatment as
required (see Table 3).

Table 5: Buprenorphine for opioid withdrawal management

Recommended dose
Day1l | 6mg
Day 2 | 8mg
Day 3 | 10 mg
Day 4 | 8 mg
Day 5 |4 mg

Opioid withdrawal management using methadone

Methadone alleviates opioid withdrawal symptoms and reduces cravings. Methadone is
useful for detoxification from longer acting opioids such as morphine or methadone itself.

Methadone should be used with caution if the patient has:

* Respiratory deficiency

* Acute alcohol dependence

* Head injury

* Treatment with monoamine oxidase inhibitors (MAOISs)

* Ulcerating colitis or Crohn’s disease

« Severe hepatic impairment .
The dose must be reviewed on daily basis and adjusted based upon how well the symptoms &
are controlled and the presence of side effects. The greater the amount of opioid used by ¢
the patient the greater the dose of methadone required to control withdrawal symptoms. A
suggested dosing protocol is presented in Table 6. If symptoms are not sufficiently controlled
either reduce the dose of methadone more slowly, or provide symptomatic treatment (see
Table 3).




Table 6: Methadone for opioid withdrawal management

Recommended dose

Days 1-4 | 30 mg

Days 5-8 | 35mg

Day 9 30 mg

Day 10 25 mg

Day 11 20 mg

Day 12 15 mg

Day 13 10 mg

Day 14 5 mg

Day 15 0 mg

To avoid the risk of overdose in the first days of treatment methadone can be given in divided
doses, for example, give 30mg in two doses of 15mg morning and evening.

Opioid withdrawal management using codeine phosphate

Codeine phosphate alleviates opioid withdrawal symptoms and reduces cravings. Codeine
has no effect for 2-10% of people.

Codeine phosphate should be used with caution if the patient has:
* Respiratory deficiency
« Severe hepatic impairment

The dose must be reviewed on daily basis and adjusted based upon how well the symptoms
= \ are controlled and the presence of side effects. The greater the amount of opioid used by the
| patient the greater the dose of codeine phosphate required to control withdrawal symptoms. A
' suggesting dosing protocol is shown in Table 7. Symptoms that are not satisfactorily reduced
' | by codeine phosphate can be managed with symptomatic treatment as required (see Table
* 3).




Table 7: Codeine phosphate for opioid withdrawal management

Recommended dose

PayS 1+ 540mglday in 4 divided doses

Day 4 | 210mg/day in 4 divided doses

Day 5 180mg/day in 4 divided doses

Day 6 150mg/day in 4 divided doses

Day 7 120mg/day in 4 divided doses

Day 8 90mg/day in 3 divided doses

Day 9 60mg/day in 3 divided doses

Day 10 | 30mg/day in 2 divided doses

Follow-up care

Acute opioid withdrawal is followed by a protracted withdrawal phase that lasts for up to six
months and is characterised by a general feeling of reduced well-being and strong cravings
for opioids. This craving often leads to relapse to opioid use. To reduce the risk of relapse,
patients should be engaged in psychosocial interventions such as described later in these
guidelines. Patients who repeatedly relapse following withdrawal management are likely to
benefit from methadone maintenance treatment or other opioid substitution treatment.

All opioid dependent patients who have withdrawn from opioids should be advised that they
are atincreased risk of overdose due to reduced opioid tolerance. Should they use opioids,
they must use a smaller amount than usual to reduce the risk of overdose.




4.4 WITHDRAWAL MANAGEMENT FOR BENZODIAZEPINE DEPENDENCE

Benzodiazepines are central nervous system depressants. They are used to treat anxiety
and sleeping disorders. When used appropriately, they are very effective in treating these
disorders. However, when used for an extended period of time (e.g. several weeks),
dependence can develop.

Benzodiazepine withdrawal syndrome

Benzodiazepines can have short or long durations of action. This affects the onset and course
of withdrawal.

Short-acting benzodiazepines include oxazepam, alprazolam and temazepam. Withdrawal
typically begins 1-2 days after the last dose, and continues for 2-4 weeks or longer.

Long-acting benzodiazepines include diazepam and nitrazepam. Withdrawal typically begins
2-7 days after the last dose, and continues for 2-8 weeks or longer

Symptoms include:
* Anxiety
* Insomnia
* Restlessness
« Agitation and irritability
* Poor concentration and memory
* Muscle tension and aches

These symptoms tend to be subjective, with few observable signs.

Observation and monitoring

Patients in benzodiazepine withdrawal should be monitored regularly for symptoms and
complications.

The severity of benzodiazepine withdrawal symptoms can fluctuate markedly and withdrawal
scales are not recommended for monitoring withdrawal. Rather, the healthcare worker should
regularly (every 3-4 hours) speak with the patient and ask about physical and psychological
symptoms. Provide reassurance and explanation of symptoms as necessary.

Management of benzodiazepine withdrawal

“ The safest way to manage benzodiazepine withdrawal is to give benzodiazepines in gradually
>

decreasing amounts. This helps to relieve benzodiazepine withdrawal symptoms and prevent
the development of seizures.

The first step in benzodiazepine withdrawal management is to stabilise the patient on an
appropriate dose of diazepam. Calculate how much diazepam is equivalent to the dose of
benzodiazepine that the patient currently uses, to a maximum of 40mg of diazepam (Table
8).



Table 8: Calculating diazepam equivalent doses

5 mg of diazepam is equivalent

to:
0.5mg | of alprazolam
3mg of bromazepam

For example:

: If the patient is using

1mg of flunitrazepam 4 mg of lorazepam per day,
0.5mg | of lorazepam this is equivalent to

40mg of diazepam per day.

10mg of clobazam

0.75mg | of lormetazepam

omg of nitrazepam If the patient is using

15mg of oxazepam 60 mg of temazepam per day,
this is equivalent to

30mg of diazepam per day

2.5mg | of midazolam

10mg of temazepam

0.25mg | of triazolam

This dose of diazepam (up to a maximum of 40mg) is then given to the patient daily in three
divided doses. Even if the patient’s equivalent diazepam dose exceeds 40mg, do not give
greater than 40mg diazepam daily during this stabilisation phase.

Allow the patient to stabilise on this dose of diazepam for 4-7 days. Then, for patients taking
less than the equivalent of 40mg of diazepam, follow the low-dose benzodiazepine reducing
schedule (Table 9). For patients taking the equivalent of 40mg or more of diazepam, follow
the high-dose benzodiazepine reducing schedule (Table 10).

Table 9: Low-dose benzodiazepine reducing schedule

Patients using less than 40mg/day diazepam equivalent
Time of dose Total daily

08:00 12:00 20:00 dose

Starting dose | 5mg 5mg 5mg 15mg

15t reduction 5mg 2.5mg 5mg 12.5mg

2" reduction | 5mg - 5mg 10mg

3 reduction | 2.5mg - 5mg 7.5mg

4" reduction | - - 5mg 5mg

5" reduction | - - 2.5mg 2.5mg




Table 10: High-dose benzodiazepine reducing schedule

Patients using more than 50mg/day diazepam equivalent
Time of dose T daily

08:00 12:00 17:00 21:00 dose

Starting dose | 10mg 10mg 10mg 10mg 40mg

18t reduction | 10mg 5 mg 5mg 10mg 30mg

2" reduction | 5mg - 5mg 10mg 20mg

3" reduction | - - - 10mg 10mg

4™ reduction | - - - 5mg 5mg

The length of time between each dose reduction should be based on the presence and
severity of withdrawal symptoms. The longer the interval between reductions, the more
comfortable and safer the withdrawal. Generally, there should be at least one week between
dose reductions.

Generally, benzodiazepine withdrawal symptoms fluctuate; the intensity of the symptoms does
not decrease in a steady fashion as is the case with most other drug withdrawal syndromes. It
is not recommended to increase the dose when symptoms worsen; instead, persist with the
current dose until symptoms abate, then continue with the dose reduction schedule.

Symptomatic treatment can be used in cases where residual withdrawal symptoms persist
(Table 3).

Follow-up care

Withdrawal management alone is unlikely to lead to sustained abstinence from benzodiazepines.
The patient should commence psychosocial treatment as described in these guidelines.

Patients may have been taking benzodiazepines for an anxiety or other psychological disorder;
following withdrawal from benzodiazepines, the patient is likely to experience a recurrence
of these psychological symptoms. Patients should be offered psychological care to address
these symptoms.




4.5 WITHDRAWAL MANAGEMENT FOR STIMULANT DEPENDENCE

Stimulants are drugs such as methamphetamine, amphetamine and cocaine. Although these
drugs vary in their effects, they have similar withdrawal syndromes.

Stimulant withdrawal syndrome
Symptoms begin within 24 hours of last use of stimulants and last for 3-5 days.

Symptoms include:
+ Agitation and irritability
* Depression
* Increased sleeping and appetite
* Muscle aches

People who use large amounts of stimulants, particularly methamphetamine, can develop
psychotic symptoms such as paranoia, disordered thoughts and hallucinations. The patient
may be distressed and agitated. They may be a risk of harming themselves or others. These
symptoms can be managed using anti-psychotic medications and will usually resolve within
a week of ceasing stimulant use.

Observation and monitoring

Patients withdrawing from stimulants should be monitored regularly. Because the mainstay
of treatment for stimulant withdrawal is symptomatic medication and supportive care, no
withdrawal scale has been included.

During withdrawal, the patient’'s mental state should be monitored to detect complications
such as psychosis, depression and anxiety. Patients who exhibit severe psychiatric symptoms
should be referred to a hospital for appropriate assessment and treatment.

Management of stimulant withdrawal

Patients should drink atleast 2-3 litres of water per day during stimulant withdrawal. Multivitamin
supplements containing B group vitamins and vitamin C are recommended. Symptomatic
medications should be offered as required for aches, anxiety and other symptoms.

Management of severe agitation

A minority of patients withdrawing from stimulants may become significantly distressed or
agitated, presenting a danger to themselves or others.

In the first instance, attempt behavioural management strategies as shown in Table 2
(page 33). If this does not adequately calm the patient, it may be necessary to sedate him
or her using diazepam. Provide 10-20ng of diazepam every 30 minutes until the patient is
adequately sedated. No more than 120mg of diazepam should be given in a 24-hour period.
The patient should be observed during sedation and no more diazepam given if signs of
respiratory depression are observed.
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If agitation persists and the patient cannot be adequately sedated with oral diazepam, transfer
the patient to a hospital setting for psychiatric care.

Follow-up care

Acute stimulant withdrawal is followed by a protracted withdrawal phase of 1-2 months
duration, characterised by lethargy, anxiety, unstable emotions, erratic sleep patterns and
strong cravings for stimulant drugs. These symptoms may complicate the patient’s involvement
in treatment and should be taken into account when planning treatment.

The preferred treatment for stimulant dependence is psychological therapy that focuses on
providing patients with skills to reduce the risk of relapse (see Part 5: Psychosocial approaches
to drug dependence treatment).

4.6 WITHDRAWAL MANAGEMENT FOR ALCOHOL DEPENDENCE

Alcohol withdrawal can be very difficult for the patient. In rare cases, alcohol withdrawal
can be life-threatening and require emergency medical intervention. Hence, it is extremely
important to assess patients for alcohol dependence and monitor alcohol dependent patients
carefully.

Alcohol withdrawal syndrome

Alcohol withdrawal symptoms appear within 6-24 hours after stopping alcohol, are most
severe after 36 — 72 hours and last for 2 — 10 days.

Symptoms include:
* Anxiety
* Excess perspiration
* Tremors, particularly in hands
* Dehydration
* Increased heart rate and blood pressure
* Insomnia
* Nausea and vomiting
« Diarrhoea

Severe withdrawal may involve complications:

e Seizures
e Hallucinations
e Delirium

+ Extreme fluctuations in body temperature and blood pressure
« Extreme agitation

Observation and monitoring

Patients should be monitored 3-4 times daily for symptoms and complications. The Alcohol
Withdrawal Scale (AWS, p.49) should be administered every four hours for at least three
days, or longer if withdrawal symptoms persist. A patient’s score on the AWS should be used



to select an appropriate management plan from below.

Alcohol Withdrawal Scale®
Date

Time

PERSPIRATION

No abnormal sweating

Moist skin

Localised beads of sweat e.g. on face and chest

Whole body wet from sweat
Profuse maximum sweating — clothes, sheets are
wet

TREMOR

A WM~ |O

No tremor

Slight tremor upper extremities

Constant light tremor upper extremities

WIN|[=~|O

Constant marked tremor upper extremities

ANXIETY

No apprehension or anxiety 0
Slight apprehension 1
Apprehension or understandable fear 2
Anxiety occasionally accentuated to state of 3
panic

Constant panic-like anxiety 4

AGITATION

Rests normally no sign of agitation 0

Slight restlessness, cannot sit or lie still, awake
when others sleep

Moves constantly, looks tense, wants to get out of
bed but obeys requests to stay into bed

Constantly restless, gets out of bed for no obvious
reason, returns to bed if taken

Maximally restless, aggressive, ignores requests
to stay in bed

TEMPERATURE

37.0°C or less 0
37.1-37.5°C 1
37.6-38.0°C 2
38.1-38.5°C 3
above 38.5°C 4

8Nowak, H. (ed.) (1989). Nursing education and nursing manage