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Recommended flags in TC: 141, 147,150-151
	TREATMENT CONSIDERATIONS/ THERAPEUTIC TIPS

Substitute abused drug with same/ similar class (a cross tolerant agonist is less likely to be abused, has longer ½ life)

Substitute abused drug with one that blocks its reinforcing effects (antagonist)

	PREFERRED DRUG CLASS/ DRUG (where appropriate) with INTERACTIONS, DOSING SUGGESTIONS etc.

Alcohol Withdrawal Syndrome

Withdrawal Sxs: last 48-72 hrs (up to 5 days), tremor, irritability, insomnia cardiac complications i.e. arrhythmias (rare)

Management:

Mild: low dose, short duration benzodiazepines- blunt symptoms
Severe: higher does benzodiazepines and/ or addition of a different GABA-active drug i.e. phenobarbitol may be required for resistant alcohol withdrawal-requires monitoring in critical care facility

Phenothiazines: use only if delirium persists in spite of high doses of benzodiazepines and phenobarbitol

Rehabilitation: AA, cognitive therapy; possibly naltrexone

Stimulant (Cocaine and Amphetamine) Withdrawal Syndrome

Cocaine withdrawal sxs: last several wks; somnolence, increased appetite, small suicide risk 

Amphetamines withdrawal sxs: psychotic features, more severely depressed, may last longer. Drug craving replaces withdrawal and may last several months. Crystal Meth: psychosis may become permanent (rare) or last several weeks-give low dose antipsychotics.

Amphetamine or methylphenidate prevent relapses

Rehabilitation: 

Stimulant dependence: there is no drug therapy for this; cognitive behavioral therapy most effective

Mixed opioid/ stimulant dependence: use buprenorphine and methadone 

Opioid Withdrawal Syndrome

Withdrawal sxs: last 1 week- muscle aches, restlessness, insomnia without medical sequelae

Management:  higher maintenance doses are most effective

Long acting agonists: use methadone. Caution: long ½ life of 30 hrs, tf risk of opioid induced stupor during first days of withdrawal-requires vigilance

Partial agonist: buprenorphine with naloxone (opioid antagonist)

Alpha 2 agonist: clonidine blunts withdrawal sxs i.e. chills, flushing; doesn’t help muscle aches and cravings

Rehabilitation: reduce drug by 10% each week

Benzodiazepine Withdrawal Syndrome

Withdrawal sxs:  begin within 2 days of discontinuation; 5-10 days for benzodiazepines with longer ½ life. Sxs can be severe; HTN, tachycardia, hyperreflexia progressing to SEIZURES, if there was long term/ high dose use

Severity of Syndrome correlates with: high daily dose, use of agents with short ½ lives, long duration of use, diagnosis of panic disorder, personality disorder and concomitant alcohol or substance abuse.

Management: 

Switch to benzodiazepines with long ½ lives (diazepam, clonazepam): only effective treatment for long term dependence 

Taper 50% of starting dose over 2-4 weeks; the last 50% takes many weeks

Rehabilitation: 

Cognitive therapy best; meds should treat underlying condition and have low risk for dependence:

Trazodone for insomnia; Buspirone for generalized anxiety disorder

Neonatal Withdrawal Syndrome:  d/t utero exposure to OH, benzos, opioids, barbiturates, nicotine, stimulants etc.

Withdrawal sxs after birth: 48-72 hrs, opioids; 4-14days, methadone- irritability, tachycardia, insomnia, seizures, high pitched cry

Management:  best is swaddling, holding gently rocking, frequent feeds

Benzodiazepines and phenobarbitol are safe and effective 

Diluted tincture of opium and or phenobartical for polydrug withdrawal sxs

Only use clonidine with opioids: reduces hospital stay, seizures and treatment failure

	RED FLAGS/ COMMON INTERACTONS ASSOCIATED WITH THIS DISEASE/ DRUGS FOR THIS DISEASE
Alcohol and benzodiazepine withdrawal can result in seizures and autonomic instability

Long acting agonists: i.e. methadone has ½ life of 30 hrs, tf risk of opioid induced stupor during first days of opioid withdrawal
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