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PURPOSE

The Federal Bureau of Prisons dinical Practice Quidelines for
Det oxi fication of Chem cally Dependent |nmates provide
recommended standards for the nedi cal managenent of w thdrawal
from addi cti ve substances for federal innmates.
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DEFINITIONS

Comprehensive Serum Chemistry Panel includes at |east gl ucose,
el ectrolytes, BUN, creatinine, albumn, bilirubin, AST and ALT.

Cross-tolerance iS the ability of one drug or substance to act as
a physiologic substitute for another drug or substance thus
avoi di ng the devel opnent of a withdrawal syndrone.

Detoxification i s the nanagenent of the w thdrawal syndrone
associated with discontinuation of the intake of a substance upon
whi ch an individual is physiologically dependent.

Physiological dependence exists if a physiological wthdrawal
syndrome devel ops upon di scontinuation of a medication, drug or
ot her substance. Individuals may devel op physi ol ogi cal
dependence w t hout devel opi ng pat hol ogi cal substance dependence,
(i.e. taking benzodi azepi nes as prescribed for a psychiatric
condition for a prolonged period can |ead to physi ol ogi cal
dependence w t hout the devel opnent of other synptons of substance
dependence) .

Substance refers to any chem cal that is nobod or mnd-altering
and can include street drugs, inhalants, nedications-prescription
and over-the-counter, nicotine, caffeine and al cohol.

Substance dependence is a “cluster of physiological, behavioral
and cognitive synptons indicating that an individual continues to
use a substance” (DSM1V) in spite of serious social, financial,
enotional, behavioral or physical consequences. Physi ol ogical
dependence may or may not develop in individuals who are

subst ance dependent. Substance dependence and addi ction are used
i nt er changeabl y.

Tolerance i s the “need for nmarkedly increased anounts of the
substance to achieve intoxication,” or a “markedly dimnished
ef fect when using the sanme anmount.” (DSM1V).

Withdrawal syndrome iS the characteristic group of signs and
synptons that typically develop after a rapid, nmarked decrease or
di scontinuation of a substance upon which an individual is
dependent. The severity and duration of the w thdrawal syndrone
depends on several factors including the nature of the substance
used, the half-life and duration of action of the substance, the
| ength of tine the substance has been used, the anpbunt used, the
use of other substances, the presence of other nedical and
psychiatric conditions and ot her individual biopsychosocial

vari abl es.



INTRODUCTION

Subst ance use disorders are a significant and expensive public
heal th problemthat not only negatively affect the substance
abuser and their famlies, but all of society through increases
in crime, donmestic violence, highway fatalities, rates of

i ncarceration, and increases in associated health care costs.
Any substance which alters perception, nood or cognition can be
abused. Commonly identified substances of abuse include illicit
drugs, alcohol, and certain prescription drugs that act through
t heir hal |l uci nogeni c, stimulant, sedative, hypnotic, anxiolytic,
or narcotic effects. Oher |less commonly recogni zed substances
of abuse include nedications with anticholinergic, antihistamnic
or stimulant effects, such as tricyclic antidepressants,

ant i par ki nsoni an agents, |ow potency antipsychotics, anti-
enetics, and cold and allergy preparations.

The devel opnent of dependence depends on the nature of the
substance used, its route of use, the amount and frequency of
use, the presence of co-norbid psychiatric disorders and ot her
bi opsychosoci al factors, as well as genetic and environnent al
factors. Approximately 15% of all regul ar users of substances
devel op substance dependence.

Subst ance abuse di sorders are highly preval ent anong i nnate
popul ations affecting an estimated 30%to 60% of inmates. Drug
i ntoxi cation and withdrawal may be particularly evident at the
time of incarceration. The Bureau of Justice Statistics reports

that in 1998, an estimated 70% of all inmates in |local jail
facilities in the U S. had coomtted a drug offense or used drugs
regularly; and 35%of all inmates in local jails were under the

i nfluence of drugs at the tinme of the offense.

PROCEDURES

1. GENERAL PRINCIPLES: DETECTION OF SUBSTANCE ABUSE AND TREATMENT
OF WITHDRAWAL

- The safe and effective treatment of withdrawal syndromes
requires that clinicians be alert to the possibility of substance
dependence in new inmate arrivals at their institutions. A
careful inmate history and clinical assessnment are essential.
Subst ance abusers are rarely accurate in their description of
patterns of drug use and can either greatly underestinmate or deny
subst ance abuse as well|l as overstate the extent of abuse. Mbst

i ndi vi dual s who abuse substances abuse nultipl e substances.
Therefore, the possibility of nore than one addiction nust be
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carefully considered, particularly since intoxication from
multiple drugs will conplicate treatnment of the w thdrawal
syndronme. An overview of the clinical presentations of substance
abusers is listed in Appendix 1, Signs and Synptons of Drug
Abuse.

- NOTE: Not all substances of abuse produce clinically
significant withdrawal syndromes. Discontinuation of the
substances upon which an individual is dependent, however, wl]l

al ways produce sone psychol ogi cal synptons. Withdrawal from
substances such as stimulants, cocaine, hallucinogens, and
inhalants can be accomplished with psychological support and
symptomatic treatment alone, along with periodic reassessments by
health care providers.

- The intensity of withdrawal cannot always be predicted
accurately. The addictive nature of a substance is dependent
upon many factors including the physiol ogy, psychol ogy and
neurochem stry of the individual using the substance as well as
characteristics of the substance itself. Generally those
substances which are high potency, quickly cross the bl ood-brain
barrier, have a short half-life and produce a significant change
In the neurochem stry of the brain are the nost addictive

subst ances. These very characteristics also tend to nake a sl ow
and safe withdrawal fromthe substance nore difficult, especially
i f the substance of abuse is used as the treatnent agent in the
det oxi fication process. Frequent clinical assessments along with
indicated treatment adjustments (changes in medication doses and
dosage frequencies) are imperative.

- Substances which produce dangerous withdrawal syndromes once
physiological dependence develops include alcohol,
sedative/hypnotics and anxiolytics. Wthdrawal fromnnarcotics is
not generally consi dered dangerous (except for pregnant wonen and
the nedically debilitated), but does entail significant suffering
whi ch can be markedly reduced with synptonatic treatnent.

- Whenever possible, clinicians should substitute a long-acting
medication for short-acting drugs of addiction. The principles
of a safe withdrawal plan include, when feasible, the
substitution of a long acting, cross-tol erant substance and the
gradual tapering of that substance, no nore rapidly than 10-20%
per day, depending on the substance and the setting available for
det oxi fi cati on.

- Every effort should be made to ameliorate the inmate’s signs
and symptoms of alcohol or drug withdrawal. Adequate doses of



nmedi cation should be used wth frequent reassessnent. |nnates
experiencing withdrawal should al so be kept physically active, as
medi cal | y perm ssi bl e.

- Initiation of withdrawal should be individualized. Substance
abuse often |l eads to significant nmedical sequelae including |iver
di sease, chronic infections, trauma, cognitive inpairnent,
psychiatric disorders, nutritional deficiencies, and cardiac

di sease. Detoxification and withdrawal are stressors, and may
exacerbate or precipitate nmedical or psychol ogica

deconpensation. In sone cases, nedical stabilization may be
preferred to resolve the immediate crisis before initiating

wi t hdr awal .

- During detoxification, providers should control inmates’ access
to the prescribed medication regimen to the greatest extent
possible. Overdose with either the prescribed nedication or
other drugs is always a possibility. In addition to dispensing
controlled nmedications at pill Iine, consideration should be
given to dispensing ancillary nedications used to contro

synpt ons, such as clonidine, by direct observation. Innmates
shoul d be counsel ed on the harnful effects of supplenenting their
det oxi fication regi men with over-the-counter nedications,
prescription nedications diverted fromother inmates, or illicit
drugs and al cohol .

- Detoxification alone is rarely adequate treatment for alcohol

and other drug dependencies. |nmate education regarding the
detoxification process is a necessary conponent of a successful
detoxification plan. 1In addition, clinicians should conduct

periodi ¢ assessnents for the devel opnment of psychiatric synptons
such as depression, suicidal thinking and underlying psychosis.

I nmat es shoul d be considered for foll ow up psychol ogi ¢ support

t hrough group therapy, individual counseling, 12-step recovery
meetings, or simlar prograns. These services provide
alternative nethods of coping with stresses that trigger alcoho
or drug abuse. Psychol ogy staff can al so determ ne whet her
referrals to drug education, or nonresidential or residentia
drug treatnent prograns are indicated.

2. MANAGEMENT OF INMATES WITH COMPLICATING MEDICAL AND
PSYCHIATRIC CONDITIONS

Careful consideration should be given to inmates with co-norbid
medi cal and psychiatric conditions, since they are at greater
risk for severe withdrawal and associ ated conplicati ons.

- Brain injury: Inmates with a history of brain injuries of any
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type are nore likely to suffer seizures and/or deliriumduring
detoxification, and therefore require closer nonitoring.
Patients with pre-existing seizure disorders will be nore
susceptible to seizures as nedications are tapered (a sl ower
taper is indicated for these inmates).

- Cardiac disease: Inmates with cardiac di sease are nore
sensitive to synpathetic hyperactivity so careful nonitoring and
control of synptons is essential (a slower taper is indicated for
t hese innmates).

- Liver and kidney disease: Inmates with liver or renal disease
may have sl ower netabolism of drugs and nedications and so w |
require closer nonitoring for drug toxicity and possible

adj ust mrent s when tapering treatnent reginens.

- Psychiatric disorders: Inmates with pre-existing psychiatric
conditions may suffer an exacerbation of their illness during
detoxification. A collaborative treatnent effort from psychol ogy
and psychiatry staff is warranted for managenent of these
inmates. Innmates w thout pre-existing psychiatric illness may

al so experience significant synptons of psychol ogi cal distress
during detoxification, including the devel opnment of suicida

i deation, plan, and intent. A careful assessnment of the inmate’s
mental status with attention to thoughts of self-harm should be
part of every inmate eval uation during detoxification.

- Elderly inmates: Elderly inmates are at increased risk of
conplications during detoxification. The elderly are less likely
to show nmarked synpathetic hyperactivity during w thdrawal, but
are no less likely to suffer a severe w thdrawal syndrone.
Detoxification in the elderly is further conplicated by the
greater need for prescription drugs and the potential for drug-
drug interactions, the greater risk of drug toxicity from sl ower
drug netabolism and the frequent presence of conplicating

nmedi cal conditions such as heart disease and cognitive disorders.
Careful nonitoring, ongoing titration of nedications, and

i npatient hospitalization for conplicated patients may be
necessary.

- Pregnancy: Pregnancy significantly conplicates detoxification
efforts. Many nedications cross the placenta and/or are secreted
in breast mlk. Careful consideration nmust be given to the known
and unknown effects of nedications on the fetus or infant and

wei ghed agai nst the risks of detoxification. Pregnant wonen on
met hadone shoul d ordinarily not be detoxified as this increases
the risk of mscarriage and premature | abor. Pregnant wonen
shoul d generally be mai ntained on their medications throughout



t heir pregnancy, but should al ways be nmanaged on a case be case
basis in close consultation with an obstetrical specialist.
Pregnant wonen with al cohol dependence should ordinarily be
managed in an inpatient setting due to the risk of mscarriage
wi th detoxification.

- Short stay inmates: |nmates with short sentences or |engths of
stay thirty days or |ess should not generally be detoxified off
of benzodi azepi nes or barbiturates. However, opiate

det oxi fication can be safely conpleted in | ess than 2 weeks, and
al cohol detoxification is always a necessity for inmates
presenting with al cohol dependence or wi thdrawal .

3. PLACEMENT OF INMATES FOR DETOXIFICATION

Detoxi fication can be safely and effectively acconplished while
an inmate is in a variety of housing placenents including | ocked
jail units, general popul ation, observation cells in the health
services unit (if medically an outpatient), in a Special Housing
Unit, or when necessary as an inpatient in a community hospital
or Medical Referral Center. The specific housing placenent
shoul d be determ ned on a case by case basis in accordance with
BOP policy and through the nultidisciplinary recomendati ons of
heal th care, psychol ogy, and custody staff. The opti nal

pl acenment w ||l depend on the type of substance abuse, the
severity of the wthdrawal syndronme, the inmate’'s co-norbid

nmedi cal and psychiatric conditions, security concerns, and the
resources of the institution.

If an inmate is placed in a | ocked unit or Special Housing Unit
for detoxification the tinmely provision of nedications, the
necessary nedi cal assessnents, and ongoi ng nonitoring nust be
provided. |If detoxification in a |ocked unit or Special Housing
Unit cannot be acconplished with these assurances, strong

consi deration should be given to one of two options: inpatient
detoxi fication; or medical stabilization and nmai ntenance with
post ponenment of attenpts at detoxification.

4. ALCOHOL WITHDRAWAL

Diagnosis (Alcohol Withdrawal)

Screening: Screening all inmates for a history of al cohol abuse
at admission to an institution is the initial step in the
di agnosi s of al cohol dependence. Inmates presenting with al coho

i ntoxi cati on shoul d be presunmed to have al cohol dependence until
proven otherwi se. Despite the difficulty in obtaining an
accurate history froman intoxicated i nmate, a full assessnent
shoul d be attenpted.



Withdrawal syndrome: The al cohol w thdrawal syndrone can devel op
in any individual who has a history of regular, heavy use of

al cohol, known dependence on al cohol, or has clinical signs of

i ntoxi cation. Al cohol wthdrawal syndrones can be m|d, noderate
or life-threatening. The severity of an individual’s al cohol

wi t hdrawal syndrone is difficult to predict, however a history of
previ ous problens with withdrawal indicates a high probability of
a simlarly severe withdrawal syndrone in the future. Persons
with a high blood al cohol |evel (>100 ng/dL) w th concurrent
signs of withdrawal are at particularly high risk for a severe

wi t hdrawal syndrone.

Al cohol wi thdrawal synptons can develop wthin a few hours of
decreasing or discontinuing use. Synptons generally peak within
24-36 hours after abstinence begins. Early signs and synptons of
wi t hdrawal include gastrointestinal distress, anxiety,
irritability, increased bl ood pressure, and increased heart rate.
Later, synptons of noderate intensity devel op including i nsomi a,
trenor, fever, anorexia and di aphoresis. Wthdrawal seizures can
occur at various tines during alcohol w thdrawal, but generally
begin wthin 48 hours of the last drink. Wthdrawal delirium
delirium tremens, usually begins 48-72 hours after the |ast
drink. If allowed to progress deliriumcan result in changes in
consci ousness, marked autonomc instability, electrolyte

I mbal ances, hallucinations, and death. Mrtality from delirium
tremens 1S markedly reduced to 1% or | ess with appropriate,

i ntensive treatnment. Unconplicated al cohol withdrawal is
generally conpleted within 5 days.

Patient evaluation: A careful patient history and physica

exam nation by a clinician is indicated for all inmates suspected
of clinically significant al cohol use that includes the
fol | ow ng:

- An assessnent of frequency of al cohol use, length of tine
used, anount used, synptons of w thdrawal when use is
decreased or discontinued, and the date and anount of

al cohol | ast consuned.

- | f al cohol dependence is suspected, further inmate history
should include in part: other substances used, signs and
synptons of gastritis or gastrointestinal henorrhage,

hi story of trauma, (especially head trauma), liver disease,
pancreatitis, psychiatric illness, and suicidal ideation.

- Physical examination is necessary to evaluate the inmate
for the aforenenti oned conditions as well as for assessnent
of vital signs, cardiac and |lung di sease, and review of
neurol ogi ¢ and nental status.
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- Laboratory evaluation should includes a conplete bl ood
count, conprehensive serumchem stry panel, urine toxicol ogy
(for nedical, not correctional reasons) and a pregnancy test
for wonen.

- The nedical indications for other studies such as a chest
radi ograph, electrocardiogram viral hepatitis serol ogies,
and screening for sexually transmtted di seases shoul d be
based on the individual assessnent.

- Inmates may be brought to the Health Services Unit for
assessnment of intoxication after being given a breathal yzer
test by a correctional officer. Although perfornmance of
this test remains the function of Correctional Services, the
results of this test should be obtained and assessed, since
the information is clinically rel evant.

- Prior to initiating treatment, the inmate’s status should
be scored using the Clinical Institute Withdrawal Assessment
of Alcohol, revised (CIWA-Ar), (BP-S708.060).

Treatment (Alcohol Withdrawal)

| nmat es experiencing al cohol w thdrawal should be counseled by a
health care provider on the signs and synptons of w thdrawal, the
anticipated treatnent plan, and patient responsibilities. Inmte
information materials in Appendix 4, Inmate Patient |nformation:
Det oxi fication from Al cohol , shoul d be used when appropriate.
Specific treatnent strategies for al cohol w thdrawal shoul d be

i ndi vi dual i zed based on the condition of the inmate and shoul d be
revi ewed and approved by a physician while considering the
fol |l owi ng gui del i nes:

Thiamine replacement: All inmates with suspected al cohol
dependence should be treated with thiam ne, 100 ng orally or
intramuscul arly, daily for at |east 10 days. Thiam ne shoul d

al ways be adm nistered to persons with al cohol intoxication prior
to parenteral glucose, since glucose infusions given alone can
preci pitate Wernicke's di sease and severe cardi ovascul ar
conplications associated with thiam ne deficiency. Wrnicke's
encephal opathy is characterized by ophthal nopl egi a, ataxia and
confusion, and is often undetected and under-di agnosed. Left
untreated it can advance to Korsakoff’s syndrone (al cohol
amestic syndrone) that is associated with significant norbidity
and is fatal in 15-20% of cases.



Benzodiazepine therapy: The use of benzodi azepines is the

mai nstay of al cohol withdrawal treatnment in the correctional
setting. The use of synptomtriggered therapy in conjunction

wi th validated assessnent scal es such as the Clinical Institute
Wt hdrawal Assessnent of Al cohol, revised (ClWA-Ar), (BP-S708. 060)
has been shown to result in the use of |less nedication with
conpar abl e outcones to fixed dosing detoxification schedul es.

Benzodi azepi ne treatnent should be based on the ClWA-Ar score
whenever feasible and in accordance with the foll ow ng
gui del i nes:

-Cl WA- Ar score less than 8-10 = Mild withdrawal: Supporti ve,
nonphar macol ogi ¢ therapy and cl ose nonitoring are indicated.

-CIWA-Ar score of 10-15 = Moderate withdrawal: Medication
(lorazepan) is indicated to reduce synptonms and the risk of
maj or conplications.

-ClWA- Ar score of 15 or greater = Severe withdrawal: For
t hose i nnat es who exhi bit severe synptons, strong

consi deration should be given to hospitalization, as these
patients are at increased risk for serious conplications.

Lorazepamis the recommended nedi cation for nmanagi ng al coho

wi t hdrawal in nost inmates. Lorazepam does not require
cytochronme oxidation for netabolismand so its clearance i s not
i npaired by liver disease, a conmon co-norbidity for innmate
popul ati ons. O her benzodi azepi nes such as chl ordi azepoxi de,
di azepam and cl onazepam are netabolized in the liver and can
accumul ate in individuals who are sl ow nmetabolizers or have |iver
di sease. Lorazepam can al so be adm nistered orally,

i ntravenously, and intranuscularly, unlike diazepam and

chl or di azepoxi de whi ch shoul d never be given intranuscularly
because of erratic absorption.

The recomrended treat nent schedul e for al cohol w thdrawal
i ncludes the followi ng paraneters:

Mild withdrawal (CIWA-Ar 8 to 10):

- If the CCWA-Ar is less than 8 to 10, repeat the assessnent
every 4 to 8 hours until the score has remained | ess than 8
to 10 for 24 hours w thout nedication.

-Inmates with co-morbid cardiovascular conditions

(hypertension, angina, congestive heart failure, history of
nmyocardi al infarction or stroke) should be considered for
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medi cation with | orazepam even if they are exhibiting only
mld synptons of withdrawal. Suggested initial reginen:

Days 1 and 2: Lorazepam 1-2 ng three tinmes daily
Days 3 and 4: Lorazepam 1-2 ng twi ce daily
Day 5: Lorazepam 1-2 ng, one dose only (AM or HS)

-Inmates with co-morbid cardiovascular conditions should be
assessed with the CIWA-Ar three times daily during the above
regimen, and for 24 hours after the last dose. If the CIWA-
Ar score exceeds 8 to 10 at any time, follow the steps
outlined below under “Moderate withdrawal.”

-The dose of | orazepam may al so need to be decreased if
assessnents reveal somol ence, ataxic gait, slurred speech
or other signs of medication intoxication.

Moderate withdrawal (CIWA-Ar 10 to 15):

- Adm ni ster | orazepam every hour while the CIWA-Ar score is
greater than 8 to 10 as foll ows:

1. Adm nister lorazepam2 to 4 ng IM POor 1V

2. Repeat the CIWA-Ar score in one hour (90 mnutes if
giving orally)

3. Repeat |orazepam 2-4 ng every 60 to 90 m nutes until
the CIWA-Ar score is less than 8 to 10, then
di sconti nue | orazepam

4. Monitor the inmate every 4 to 8 hours using the
CIWA- Ar until the score has remained less than 8 to 10
for 24 hours. |If the score rises again within this 24
hour period, repeat steps 1 through 3.

Severe withdrawal (CIWA-Ar greater than 15):
-Hospitalization for inpatient detoxification and nonitoring
is strongly suggested. Lorazepamis adm nistered accordi ng
to the sane schedul e as above under “Mderate Wt hdrawal .”
History of alcohol withdrawal seizures:

-Cenerally, these inmates wll present with signs and

synptons of noderate to severe wi thdrawal and shoul d be
treated as outlined above, by followi ng the ClWA-Ar score.
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-If the CIWA-Ar score is less than 8 to 10 at the tine of
initial assessnent, innmates who give a history of al cohol

wi t hdrawal sei zures shoul d be nedicated with | orazepam usi ng
the foll ow ng suggested regi nen:

Days 1 and 2: Lorazepam 2 ng three tinmes daily
Days 3 and 4: Lorazepam 2 ng tw ce daily
Day 5: Lorazepam 2 ng, one dose only (AM or HS)

- Inmates should be assessed with the CIWA-Ar three times
daily during the above regimen, and for 24 hours after the
last dose. If the CIWA-Ar score exceeds 8 to 10 at any
time, follow the steps outlined above under “Moderate
withdrawal.”

-The dose of |orazepam may al so need to be decreased if
assessnments reveal somol ence, ataxic gait, slurred speech
or other signs of nedication intoxication.

-Do not give anti-seizure nmedications unless the innmate al so
has an underlying sei zure di sorder.

Adjunctive Treatments (Alcohol Withdrawal)

- Many of the synptons of al cohol w thdrawal are caused by

I ncreased synpathetic activity. C onidine has been used
successfully to attenuate these synptons. A variety of dosing
schedul es for clonidine have been used to suppress acute synptons
of alcohol withdrawal. Generally a dose of 0.1 to 0.2 ng every 8
hours i s adequate to control synptons. The dose can generally be
tapered over 3-5 days.

- Conidine’ s usual side effects include hypotension and

somol ence. Treatnment with clonidine requires careful nonitoring
of vital signs, as well as increased vigilance for other

wi t hdrawal problens. The use of clonidine will mask the symptoms
of withdrawal and artificially lower the CIWA-Ar score without
decreasing the risk for seizures or delirium tremens. |In
addition, clonidine is fatal in overdose, and patients in active
substance withdrawal are at increased risk of suicide. Therefore
extra care is warranted, including nonitoring i nmates for

t houghts of self-harm and Iimting prescriptions to pill |ine

wi th direct observation.

- Anti-seizure nedications generally have no use in the treatnent
of al cohol w thdrawal except in those individuals with underlying
sei zure disorders. In those cases, anti-seizure nedications
shoul d be given in therapeutic doses with careful attention to
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bl ood I evels. Anti-seizure nedications do not replace the need
for benzodi azepines in the treatnent of al cohol wi thdrawal and
will not prevent the devel opnent of deliriumtrenens.

- Individuals in alcohol wthdrawal often develop fluid

i nbal ances, electrolyte abnormalities, and hypogl ycem a. Careful
attention to these issues can prevent significant nedical
conplications. Treatnent may require the use of intravenous
fluids, glucose and el ectrol ytes.

- Individuals with al cohol dependence frequently suffer from
mal nutrition. Supplenentation with a daily nultivitamn is
advisable if malnutrition is suspected.

- Hypomagnesem a may devel op during al cohol w thdrawal, however,
magnesi um suppl enent ati on has not proven to be nedically
necessary, and therefore is not routinely recommended.

5. BENZODIAZEPINE WITHDRAWAL
Diagnosis (Benzodiazepine Withdrawal)

Benzodi azepi ne wi t hdrawal syndrome can begin within a few hours
of last drug use, especially in the context of use of short-
acting drugs, but may take several weeks to resolve. Because of
the high risk of delirium seizures and death, benzodi azepi ne

wi t hdrawal shoul d al ways be treat ed.

Physi ol ogi cal benzodi azepi ne dependence i s diagnosed t hrough a
careful determ nation of type of nmedications used, length of tine
used, anount used, reasons for use, synptons that occur when
doses are mi ssed or nedication has been discontinued, and date
and anount of drug | ast used. Unlike alcohol dependence,
benzodiazepine dependence can be a physiological phenomenon that
occurs even when the medication is taken only as prescribed and
may not include any significant biopsychosocial consequences.
Physi ol ogi cal dependence devel ops within 3-4 weeks of regul ar

use.

Al t hough recreational use and abuse of benzodi azepi nes does
occur, nost inmates who present with benzodi azepi ne dependence
have been previously prescribed these nedications to treat an
Axis | or Axis Il diagnosis. Previously treated psychiatric
synptons are likely to recur during detoxification from

benzodi azepi nes. Therefore, a full psychol ogical or psychiatric
evaluation is indicated when the i nmate has devel oped drug
dependence whil e taking prescribed benzodi azepi nes. Subcl i ni cal
signs of withdrawal (e.g. insomia and anxiety) may take nonths
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to years to resolve. Treatnent of these synptons with a

nonaddi ctive nmedication is usually advisable before the synptons
dom nate the clinical picture. Delaying detoxification until the
i nmat e has been on a therapeutic dose of an anti depressant or

ot her appropriate nmedication for several weeks nay be necessary.

The wit hdrawal syndronme from benzodi azepines is simlar to that
of al cohol and barbiturates. The tinme course varies dependi ng on
the half-1ife of the substance used. |In addition, individuals

wi th benzodi azepi ne dependence often concurrently abuse al cohol,
thus conplicating their w thdrawal course.

Signs and Symptoms of Benzodiazepine Withdrawal

No objective neasure or scoring systemhas been validated to
assess benzodi azepine withdrawal. Do not use the ClWA-Ar for
assessi ng benzodi azepi ne wi t hdrawal .

Early withdrawal: |ncreased pul se and bl ood pressure, anxiety,
pani ¢ attacks, restlessness, and gastrointestinal upset.

Mid withdrawal: In addition to the above, nmay progress to include
trenor, fever, diaphoresis, insomia, anorexia, and di arrhea.

Late withdrawal: |f left untreated, a deliriummay develop with
hal | uci nati ons, changes in consci ousness, profound agitation,
autonom c instability, seizures and death. Patients showing
signs of late (severe) withdrawal should be hospitalized.

Inmat es with suspected benzodi azepi ne wit hdrawal shoul d be

eval uated by a clinician including a targeted physica

exam nation that includes vital signs, and an eval uati on of

cardi ovascul ar, neurologic, and nental health status. Laboratory
eval uations shoul d include a conplete blood count, conprehensive
serum chem stry panel, urine toxicology (for nedical, not
correctional reasons) and a pregnancy test for wonen.

Treatment (Benzodiazepine Withdrawal)

The general principle of substituting a | ong-acting nedication
for a short-acting one is especially inmportant in the treatnent
of benzodi azepine withdrawal. Many innmates will present with
hi stories of chronic use of Xanax (al prazolan) or Ativan

(l orazepan), both high potency, short acting substances.
Attenpts at tapering these substances for detoxification often
|l ead to significant w thdrawal synptons and can be unsuccessf ul
resulting in a full blown w thdrawal syndrone.
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Benzodi azepines with long half |lives, such as clonazepam are
general ly used for benzodi azepi ne detoxification. They can
accunul ate and cause excessive sedation or intoxication, so
careful nonitoring, especially in the initial stages of changing
the inmate to the | onger acting nedication, is necessary.

| nmat es experi enci ng benzodi azepi ne wi t hdrawal shoul d be
counsel ed by a health care provider on the signs and synptons of
wi thdrawal , the anticipated treatnent plan, and patient
responsibilities. Inmate information materials in Appendix 5,

I nmate Patient Information: Detoxification from Benzodi azepi nes,
shoul d be used when appropriate. Specific treatnent strategies
for benzodi azepi ne wi thdrawal shoul d be individualized based on
the condition of the inmate and should be revi ewed and approved
by a physician while considering the foll ow ng guidelines:

- Clonazepam treatment: Cl onazepamis a hi gh potency
medi cation with a half life of greater than 24 hours, and is
well tolerated and easy to adm nister. C onazepam can be
substituted for other benzodi azepi nes, according to its dose
equi val encies listed in Appendi x 2, Benzodi azepi ne Dose

Equi val ents, and is generally begun on a three tinmes a day

schedule. Individuals will netabolize clonazepam at
different rates, therefore the dose equivalencies will not
hold for all inmates and nust be individualized based on the

inmate’ s response. As in alcohol wthdrawal, synpathetic
hyperactivity is an early sign of benzodi azepi ne w t hdrawal
and control of these synptons is acconplished with adequate
dosing of the cross-tol erant nedication.

- Monitoring: The inmate shoul d be exam ned for w thdrawal
synptons, and vital signs should be nonitored at | east every
8 hours during the first 3 days of treatnent. |If the inmte
becones over-sedated or intoxicated the dose can be | owered
until the inmate is nore alert, but vital signs should
remain in the normal range. Stabilization may take 2 to 3
days on the new nedication. Once stable, the cl onazepam can
be given in a twice daily dosing schedul e and tapered
gradual | y.

- Tapering: The tapering schedule will depend on severa
factors, including the setting in which the inmate is
treated and the presence of co-norbid nedical or psychiatric
conditions. If the inmate is hospitalized the nedication
can be tapered by 10% per day. Inpatients should continue
to be evaluated for w thdrawal synptons every 8 hours

t hroughout the tapering schedule. For outpatients, the
medi cati on should not be tapered nore quickly than 10% every
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three to five days. OQutpatients should be evaluated daily
for at least the first week or as their condition indicates.

As the taper nears the end it nmay be necessary to slow it
further due to the devel opnent of anxiety and insomi a.
These synptons can continue for many nonths after

det oxification has been safely conpleted and referral to
psychol ogi cal services for supportive care as well as stress
managenent, sleep hygiene and rel axation training may be

hel pful during or after the detoxification process.

Psychol ogy or psychiatry staff should closely nonitor the
inmate during detoxification if a co-norbid psychiatric

di sorder is present.

Adjunctive Treatments (Benzodiazepine Withdrawal)

- Psychol ogi cal and psychiatric treatnents are often necessary in
t he managenent of patients physiol ogically dependent on

benzodi azepi nes. The nature of those treatnments will depend on
the individual’s needs. |Inmate education regarding the

w t hdrawal process, expected synptons, and possi ble recurrence of
psychiatric synptons is essential.

- Beta-bl ockers such as propranol ol and al pha-2 adrenergic

medi cati ons such as clonidi ne have soneti mes been used to
attenuate the synpathetic hyperactivity associated with

benzodi azepi ne wi thdrawal . However, these drugs are not

routi nely recomended, since they will mask the very synptons

t hat signal inadequate dosage of the cross-tol erant nedication,
placing the inmate at increased risk for devel opnent of severe
withdrawal. [If the inmate is already on the nedication for other
medi cal conditions, such as hypertension, increased vigilance is
necessary to prevent the devel opnment of severe w thdrawal

synpt ons.

- Anti-seizure nmedications are not generally indicated to treat

wi t hdrawal from benzodi azepi nes. Carbanazepi ne has been shown to
have sone efficacy in treatnent of benzodi azepi ne wi thdrawal, but
has many drug-drug interactions, significant side effects, and
can be problematic in patients with |iver disease. Inmates with
under | yi ng sei zure di sorders should have their seizure nedication
adjusted to therapeutic blood |levels. Seizure nedication |evels
shoul d be nonitored throughout the detoxification process.

6. BARBITURATE WITHDRAWAL

Diagnosis/Sign and Symptoms (Barbiturate Withdrawal)
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Bar bi turates generally have short half-lives, and w thdrawal
synptonms can develop within a few hours of the | ast dose.

Di scontinuation of barbiturates produces a w thdrawal syndrone
essentially identical to that of al cohol and benzodi azepi nes and
can simlarly result in significant norbidity and nortality if

| eft untreated. Unlike benzodiazepines, barbiturates have a
narrow therapeutic margin, above which toxicity and respiratory
depression quickly develop. Although tolerance develops to the
sedative and euphoric effects of barbiturates, little tol erance
devel ops to respiratory depression

- Early withdrawal: |ncreased pul se and/or bl ood pressure,
anxi ety, panic attacks, restlessness, gastrointestinal distress

- Mid withdrawal: Trenor, fever, diaphoresis, insonnia, anorexia,
di arrhea

- Late withdrawal: Changes in consciousness, profound agitation,
hal | uci nati ons, autonomic instability, seizures. Any signs or
symptoms of late withdrawal should prompt hospitalization.

Treatment (Barbiturate Withdrawal)

The general principles and physical assessnments used in
benzodi azepi ne withdrawal al so apply to the managenent of
barbi turate w t hdrawal .

| nmat es experiencing barbiturate w thdrawal should be counsel ed
by a health care provider on the signs and synptons of

w thdrawal , the anticipated treatnent plan, and patient
responsibilities. Inmate information materials in Appendi x 6,

| nmat e Patient Information: Detoxification from Barbiturates,
shoul d be used when appropri ate.

Inmates experiencing barbiturate withdrawal should always be
actively medicated. Specific treatnent strategies for
barbiturate w t hdrawal should be individualized based on the
condition of the inmate and be revi ewed and approved by a
physi ci an whil e considering the foll ow ng guidelines:

- Substitute phenobarbital for the drug of abuse in
equi val ent doses as per Appendi x 3, Barbiturate Dose
Equi val ent s.

- Admi ni ster phenobarbital on a four tinmes a day schedul e

- Stabilize the inmate on the baseline dose for 3 days,
foll owed by tapering no faster than 10% every 3 to 5 days
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- Assess the inmate’s condition and vital signs at |east
every 8 hours during the first 3 days of treatnment, then at
| east every day for the first week, then as the inmate’s
condition dictates

- Consider slowing the taper toward the end of the
wi t hdrawal schedul e for outpatients

- Inpatients may be tapered as quickly as 10% of their drug
dosage per day

Bet a- bl ockers and clonidine will mask w thdrawal synptons and
conpl i cate managenent. Inmates with seizure disorders should
have anti-seizure nedications maintained in the therapeutic range
and have bl ood | evel s checked frequently throughout the

det oxi fication process.

Adjunctive Treatments (Barbiturate Withdrawal)

Synptons of anxiety and insomnia may continue for nonths after
the safe conpletion of detoxification. |Inmate education is
paramount. Referral to psychol ogy services for stress
managenent, relaxation training and sl eep hygi ene may be
indicated for certain inmates.

7. OPIATE WITHDRAWAL
Diagnosis/Signs and Symptoms (Opiate Withdrawal)

The di agnosis of opiate dependence is made through a careful
patient history and physical exam nation. The history should
focus in part on the follow ng information:

- Types of drugs used, route of use, length of tine drugs
have been used, synptons when drugs have been stopped or
decreased, and date and anount of |ast drug use

- Review of risk factors, synptons, and previous testing
for bl oodborne pathogens: hepatitis B virus (HBV), hepatitis
C virus (HCV) and human i mmunodeficiency virus (H V)

- Determ nation of past medical history and review of
synptonms for medical conditions associated with chronic

opi ate use such as malnutrition, tuberculosis infection and
di sease, trauma, skin infections, endocarditis, and sexually
transmtted diseases.

The physical exam nation should include in part an eval uation of
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the inmate’s vital signs and cardi opul nonary status for evidence
of fever, heart nmurmur, or henodynamc instability; and a focused
exam nation of the skin for signs of scarring, atrophy,

infection, and the stigmata of endocarditis.

The | aboratory eval uation should include a conplete blood count,
conprehensi ve serum chem stry panel, urine toxicology and a
pregnancy test in wonen. Oher studies such as hepatitis
serologies, HV testing, electrocardiogram chest x-ray and
screening for sexually transmtted di seases should be based on

t he individual historical findings and physical exam nati on.

Medi cal detoxification is considered the standard of care for

i ndi viduals with opi ate dependence. Opiate withdrawal is rarely
dangerous except in nmedically debilitated individuals and
pregnant wonen. Pregnant wonen taking opiates should be treated
wi th nmet hadone or maintai ned on net hadone since detoxification

i ncreases the risk of mscarriage and premature | abor. |nnates
wi th opi ate dependence often express significant fear and
anticipatory anxiety regardi ng detoxification. Synptons of

wi t hdrawal from short-acting opiates such as heroin can devel op a
few hours after the |last use, peak within 36-72 hours and subsi de
over 5-10 days. Longer-acting opiates such as net hadone produce
a nore protracted w thdrawal syndrone, beginning in 24-48 hours,
peaking in 72 hours and subsiding over 1-3 weeks.

Early signs of opiate withdrawal include rhinorrhea, diaphoresis,
| acri mation, yawning, dilated pupils, and increased tenperature.
Later signs include anorexia, nausea, vomting, diarrhea,

t enesmus, goose fl esh, weakness, increased bl ood pressure and

pul se, agitation, restlessness, severe nuscle and bone pain.

Treatment (Opiate Withdrawal)

| nmat es experiencing opiate wi thdrawal should be counseled by a
health care provider on the signs and synptons of w thdrawal, the
anticipated treatnment plan, and patient responsibilities. Inmate
information materials in Appendix 7, Inmate Patient |nformation:
Detoxification from Opi ates, should be used when appropri ate.
Treatnment is ained at reducing the signs and synptons of

wi t hdrawal and may or may not include the use of a substitute
narcoti c such as nmethadone. Specific treatnent should al ways be
i ndi vi dual i zed based on the condition of the inmate, and shoul d
be revi ewed and approved by a physician while considering the
fol |l ow ng guidel i nes:

Methadone Treatment: Federal and state |laws restrict the use of
met hadone in the treatnment of opiate dependence to facilities
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that are licensed for short-termor |ong-termoutpatient
detoxification with nmethadone, or inpatient detoxification with
ot her drugs. Methadone can be provided without an institutional
license for up to three days while arranging for an appropriate
referral to a licensed facility. |If however, an inmate has ot her
medi cal conditions that warrant chronic treatnent with opiates,
nmet hadone can be provided wi thout a nethadone |icense.

Met hadone can be substituted for any other opiate. Methadone has
a long half-life so accunul ation can occur over the first few
days while a steady state is reached. Methadone detoxification
shoul d ordinarily be adm nistered in accordance with the
foll owi ng gui delines:

- Met hadone can be given in doses of 5 to 10 ngs orally
every 4 to 6 hours as needed to control objective signs of
wi t hdr awal

- Frequent nonitoring for respiratory depression and over
sedation is necessary until the inmate is stabilized

- Once signs of withdrawal are controlled the inmate is
stabilized over 2 to 3 days and the nmethadone is then
tapered at a rate of 10% per day

- Conidine is usually given in conjunction with the
met hadone to mnimze w thdrawal synptons

Clonidine Treatment: Clonidine is an acceptable alternative for
opi ate detoxification and should be considered if the institution
does not have a net hadone |icense or when otherwi se nedically

i ndi cat ed. Det oxi fication includes clonidine along with other
nmedi cations for synptomatic relief. Clonidine will suppress many
of the synptons of w thdrawal including synpathetic
hyperactivity, nausea, vomting, diarrhea, cranps and sweati ng,
but has no effect on nuscle or bone pain, insomia or severe drug
craving that acconpanies withdrawal. Conidine is ordinarily
adm ni stered in accordance with the foll ow ng guidelines:

- Clonidine can be given in doses of 0.1 to 0.2 ng orally
four times daily. Directly observed therapy (pill line) is
strongly encouraged

- Vital signs should be carefully nonitored before each dose
of cl onidine

- Hold clonidine if the systolic blood pressure drops bel ow
90 mHg or if bradycardi a devel ops
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- Maintain baseline clonidine dosing for 2 to 3 days and
then taper off over 5 to 10 days

- Note: Clonidine can cause hypotension and somnolence (risk
of injury increases) and is fatal in overdose.

Adjunctive Treatments (Opiate Withdrawal)

Synptomatic treatnent for opiate withdrawal should be provided
over 5 - 10 days using standard dosages of the follow ng
nmedi cati ons unl ess ot herwi se contrai ndi cat ed:

- Nonsteroidal anti-inflanmmatory agents for pain and fever

- Antidiarrheals and anti-enetics to control
gastroi ntestinal synptons

- Benzodi azepines for insomia and restlessness

| nmates with opi ate dependence have often experienced multiple
epi sodes of withdrawal prior to incarceration, and are typically
hi ghly anxi ous while w thdraw ng from opi ates even when synptons
are well controlled. Psychol ogical support is often necessary to
hel p ease these anxieties. The inmate’s nental health status
shoul d be nonitored on an ongoi ng basis during wthdrawal .
Referrals to psychol ogy and psychiatry staff should be initiated
as war r ant ed.

ATTACHMENTS
Appendi x 1: Synptons and Signs of Drug Abuse
Appendi x 2: Benzodi azepi ne Dose Equival ents
Appendi x 3: Bar bi t urate Dose Equival ents
Appendi x 4: | nmat e Patient Information: Al cohol Detoxification
Appendi x 5: | nmat e Patient Information: Benzodi azepine
Det oxi fi cation
Appendi x 6: | nmat e Patient Information: Barbiturate
Det oxi fi cation
Appendi x 7: | nmate Patient Information: Opiate Detoxification
Appendi x 8: Provi der Sel f-Assessnent: Detoxification of

Chem cal | y Dependent | nmates

21



Appendi x 1
Symptoms and Signs of Drug Abuse
Acute Intoxication and Overdose

Drug Withdrawal Syndrome

Pupils dilated (normal or small wth None
PCP); BP el evated, heart rate increased,
tendon refl exes hyperactive; tenperature
el evated; face flushed; euphoria, anxiety
or panic; paranoid thought disorder;
sensorium often clear; affect

i nappropriate; time/visual distortions;

vi sual hal I uci nations; depersonalization
with PCP: drooling, blank stare, mutism
ammesi a, anal gesi a, nystagnus (sonetines
vertical), ataxia, nuscle rigidity,

i mpul si ve/ often viol ent behavior

Hallucinogens

LSD®; psil ocybin;
nmescal i ne; PCP®; STP®;
MDVA®; Br onp- DVAG®

Muscul ar aches;
abdom nal pain;
chills, trenors
vor aci ous hunger;
anxi ety; prol onged
sl eep; lack of
energy; profound

Pupils dilated and reactive; respiration
shal |l ow; BP el evated; heart rate

i ncreased; tendon refl exes hyperactive;
tenperature el evated; cardi ac
arrhyt hm as; dry mouth; sweating;
trenors; sensorium hyperacute or
confused; paranoid ideation;

hal | uci nations; inmpulsivity; psychol ogi ca
hyperactivity; stereotypy; convul sions; depression, sometines
coma sui ci dal ; exhaustion

CNS Stimulants
anphet anmi nes; cocai ne;
met hyl pheni dat e;
phenmat r azi ne;

phenyl propanol ami ne
nmost anti-obesity drugs

Pupi | s unchanged; conjunctiva injected;
BP decreased on standing; heart rate

i ncreased; increased appetite; euphoria,
anxi ety; sensoriumoften clear; dreany,
fantasy state; tine-space distortions;
hal l uci nations rare

Nonspeci fic synptons
i ncl udi ng anorexi a,
nausea, i nsomi a
restl| essness,
irritability, anxiety

Cannabis Group
mari j uana; hashi sh;
THC®; hash oil

Opioids

her oi n; nor phi ne;
codei ne; rmeperidi ne;
met hadone;

hydr omor phone; opi um
pent azoci ne;

pr opoxyphene

CNS Sedatives
bar bi t ur at es;
benzodi azepi nes;
gl ut et hi m de;
mepr obamat €;

met haqual one

Pupils constricted (may be dilated with
meperi di ne or extreme hypoxia);
respiration depressed; BP decreased,
soneti nes shock; tenperature decreased
refl exes dimnished to absent; stupor or
comm; pul nonary edemm; constipation
convul sions with propoxyphene or
meperi di ne

Pupils in md position and fixed (but
dilated with glutethinide or in severe
poi soni ng); BP decreased, sonetines
shock; respiration depressed; tendon
refl exes depressed; drowsiness or conmg;
nyst agnus; confusion; ataxia, slurred

Pupils dil ated; pulse
rapi d; goosefl esh
abdom nal cranps;
nmuscle jerks; “flu”
syndrone; vomting,

di arr hea;

tremul ousness;

yawni ng; anxi ety

Tr ermul ousness;

i nsomi a; sweati ng;
fever; clonic blink
reflex; anxiety;
cardi ovascul ar
col | apse; agitation;

delirium

hal | uci nati ons;

di sorientation;
convul sions; shock

speech; delirium convul sions or hyper-
irritability wi th nmethaqual one
overdosage; serious poisoning rare with
benzodi azepi nes al one

Gastroi ntestinal and
muscul oskel et a
synpt ons

Pupils dilated and fixed; heart rate

i ncreased; tenperature el evated;
decreased bowel sounds; drowsiness or
coma; flushed, dry skin and mucous
menbr anes, sensorium cl ouded; ammesi a;
procyclidine; di sorientation, visual hallucinations;
propant hel i ne brom de body inmge alterations; confusion

*M Xed | ntoxi cati ons produce conpl ex conbi nations of sSigns and synptons

Anticholinergics
at ropi ne; bel | adonna;
henbane; scopol ani ne
tri hexypheni dyl ;
benztropi ne nmesyl ate;

@OLSD (d-1ysergic acid diethylam de)
®@PCP (phencycli di ne)
®STP (2, 5-di net hoxy- 4- net hyl anphet am ne)

@NMDMA (3, 4 et hyl enedi oxynet hanphet ani ne)
®Br onp- DMA(4 Br onp2/ 5di met hoxyanphet ani ne)
®THC (del ta-9-tetrahydrocannabi nol)
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Appendi x 2

Benzodiazepine Dose Equivalents

Dose equi val encies are only estimates. Many individual factors

af fect the metabolism of benzodi azepi nes. For exanple, the presence
of liver disease can decrease the netabolismand increase the
accurnul ati on of the benzodi azepi ne. The presence of active
metabolites will also increase the half-life of the nedication
Dosages may need to be adjusted based on clinical findings. Half-
lives are also estimates as these vary widely fromindividual to

i ndividual . Cenerally the ol der the person, the slower the

met abolism For exanple, the half-life of flurazepamin an elderly
i ndi vi dual may be as |ong as 200 hours.

Generic Name (Trade Name) Equivalent Dose (mg) Half-life
(Hours)
Al prazol am ( Xanax) 0.5 6- 15
Chl or di azepoxi de ( Librium) 25 24-48
Cl onazepam ( Klonopin) 1-2 30-40
Cl orazepat e ( Tranxene) 7.5-15 30+
D azepam ( Valium) 10 20-50
Est azol am ( ProSom) 1 10- 24
Fl urazepam ( Dalmane) 15- 30 50- 200
Lorazepam ( Ativan) 1 10- 20
Oxazepam ( Serax) 15-30 5-10
Temazepam ( Restoril) 15-30 3-20
Triazol am ( Halcion) 0. 25 1-5
Zol pi dem ( Ambien) 10- 20 2-5

Adapted fromnultiple sources including: Kasser C, et al, and The
Physi ci ans’ Desk Reference, 2000
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Appendi x 3

Barbiturate Dose Equivalents

Dose equi val encies are estimtes and dosages shoul d be adj usted
according to clinical response. Barbiturates have a narrow

t her apeuti ¢ wi ndow such that toxicity can devel op qui ckly above
doses needed to nanage w t hdrawal synptons. Long term use produces
tolerance to the sedative and euphoric effects w thout concurrent
devel opnment of tolerance to respiratory depression. Careful
attention to vital signs, particularly respiratory status is

i nperative during wthdrawal and detoxification. Phenobarbital is
the drug of choice for detoxification from barbiturates and

barbi turate-like medications. One exception may be neprobamat e.
Meprobamate itself can be used to detoxify inmates dependent on
mepr obonmat e.

Generic Name (Trade Name) Equivalent Dose in mgs.
Amobar bital (Amytal, others) 100
But abar bi tal (Many conbi nati ons) 100
Butal bital (Fiorinal, others) 100
Pent obarbital (Nembutal, others) 100
Phenobarbital (Donnatal, others) 30
Secobarbital (Seconal, others) 100

Barbiturate-like Drugs

Chl oral Hydrate (Mny) 250- 350
Et hchl orvynol ( Placidyl) 200- 500
G utet him de (Doriden, others) 250
Mepr obamat e* (Miltown, others) 400
Met haqual one ( Quaalude, ot hers) 300

*See notation above regardi ng detoxification from neprobamate.

Adapted fromnultiple sources including Kasser C, et al, and the
Physi ci an Desk Reference, 2000.
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Appendi x 4

Inmate Patient Information
DETOXIFICATION FROM ALCOHOL

Your medi cal team has determ ned that you require nedical treatnent
for safe withdrawal from alcohol. Your treatnent will be nost
effective with your active participation and cooperation. Achieving
abstinence through detoxification is only the first step in
devel opi ng a sober and healthy life style w thout al cohol.

Psychol ogy staff and/or drug treatnent staff will work with you to
develop a treatnment plan for long termrecovery from al cohol abuse
and dependence. You may al so seek out help through AA (Al coholics
Anonynous) or NA (Narcotics Anonynous) neetings which are avail able
at your institution.

It is inmpossible to know what synptons of al cohol w thdrawal any one
person will experience. |f you have had probl ens when you have
stopped drinking before, you are likely to experience at |east sone
of those sanme synptons again. The synptons of al cohol w thdrawal
can include: stomach upset, anxiety, npod sw ngs, increased bl ood
pressure, increased heart rate, insomia, trenor, fever, |oss of
appetite, heavy sweating, hallucinations, seizures and in rare
cases, death.

Al cohol wi thdrawal can be safely managed with nedical help. You
will be given a vitam n supplenent, thiamne, to take regularly for
several days. It is very inportant to take this nedication as
prescri bed to prevent permanent brain danage.

Soneti mes nedi cations, such as |orazepam (Ativan), will be used to
prevent serious conplications, such as high blood pressure,

sei zures, or confusion. Your nedical teamw || be exam ning you
regularly for signs of withdrawal to determ ne the correct dose of
nmedi cation. Take your nedication just as prescribed. It will be
provi ded through pill line. If you mss a dose, |et the nedical
staff know at once.

O her nedications may be used to help with sone of the synptons.
One of these, clonidine, is usually used to treat high bl ood

pressure. It will help reduce your blood pressure and heart rate as
well as help with trenmor, anxiety and sl eeplessness. If this

medi cation is prescribed it is inportant to take it on schedule. It
will be dispensed at pill line. |[If you mss a dose please notify

medi cal staff as soon as possible.
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Leaving alcohol behind, How you can help:

1. Be honest about your use of al cohol and other substances. This
wi Il help assure the best treatnment for you.

2. Report any unusual synptonms to your nedical team such as chest
pai n, hallucinations, fainting, seizures, or suicidal thinking
i mredi ately.

3. Take your nedications on schedule and as prescribed. They can
prevent serious conplications.

4, Stay busy and active during the day. This will help keep your
m nd occupi ed and hel p you sl eep better at night.

5. Meet with psychol ogy staff about other treatnent options such
as drug treatnment, relaxation training and stress managenent.

By working with your medical teamyou can hel p assure as snooth a

wi t hdrawal as possible. It is likely that even with careful
treatment you may still have sonme mld synptons of withdrawal, such
as troubl e sl eeping and nervousness. Sonetines these synptons will
continue for weeks or nonths. Seek hel p from nedi cal and psychol ogy
staff if you find these troubl esone.
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Appendi x 5

Inmate Patient Information
DETOXIFICATION FROM BENZODIAZEPINES

Your medi cal team has determ ned that you require nedical treatnent
for safe withdrawal from benzodi azepines (tranquilizers). Your
treatment will be nost effective with your active participation and
cooperation. Achieving abstinence through detoxification is only
the first step in developing a healthy life style w thout

benzodi azepines. |f you have been prescri bed benzodi azepi nes for a
nervous condition, psychiatry and psychol ogy staff will work with
you to devel op a safe and effective treatnent plan that does not
require the use of addictive nedications. |f you have been taking
benzodi azepi nes in an abusive pattern, psychol ogy staff and/or drug
treatnment staff will work with you to develop a treatnent plan for
Il ong termrecovery from benzodi azepi ne abuse and dependence. You
may al so seek out hel p through AA (Al coholics Anonynous) or NA
(Narcotics Anonynous) neetings which are avail able at your
institution.

It is inmpossible to know what synptons of benzodi azepi ne wit hdrawal

any one person will experience. |f you have had probl ens when you
have stopped the nedication before, you are likely to experience at
| east sone of those sanme synptons again. It is generally not safe

to suddenly stop taking benzodi azepi nes. The synptons of

benzodi azepi ne wi t hdrawal can include: stomach upset, anxiety, nood
SW ngs, increased bl ood pressure, increased heart rate, insomia,
trenmor, fever, |oss of appetite, heavy sweating, hallucinations,
seizures and in rare cases, death.

Benzodi azepi ne withdrawal can be safely nanaged with nedical help.
You may be given the sane nedication you have been taking, or the
medi cal staff may determine that it is safer to substitute another
benzodi azepi ne for the one you have been taking. Either way, it is
very inportant for you to take your nedication just as prescribed to
prevent serious conplications such as high bl ood pressure, seizures,

delirium and even death. Your nedical teamw || be exam ning you
regularly for signs of wthdrawal to determ ne the correct dose of
medi cation. Your nedication will be provided through pill line. If

you m ss a dose, |let the nedical staff know at once.
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Leaving benzodiazepines behind, How you can help:

1. Be honest about your use of benzodi azepi nes and ot her
substances. This will help assure the best treatnent for you.

2. Report any unusual synptonms to your nedical team such as chest
pai n, hal |l uci nati ons, seizures, or suicidal thinking
i mredi ately.

3. Take your nedications on schedule and as prescribed. They can
prevent serious conplications.

4, Stay busy and active during the day. This will help keep your
m nd occupi ed and hel p you sl eep better at night.

5. Meet with psychol ogy staff about other treatnent options such
as drug treatnment, relaxation training and stress managenent.

By working with your medical teamyou can hel p assure as snooth a

wi t hdrawal as possible. It is likely that even with careful
treatment you may still have sonme mld synptons of withdrawal, such
as troubl e sl eeping and nervousness. Sonetines these synptons will
continue for weeks or nonths. Seek hel p from nedi cal and psychol ogy
staff if you find these troubl esone.
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Appendi x 6

Inmate Patient Information
DETOXIFICATION FROM BARBITURATES

Your medi cal team has determ ned that you require nedical treatnent
for safe withdrawal from barbiturates. Your treatnent will be nost
effective with your active participation and cooperation. Achieving
abstinence through detoxification is only the first step in

devel oping a healthy life style without barbiturates. |If you have
been prescribed barbiturates for a nervous condition, psychiatry and
psychol ogy staff will work with you to devel op a safe and effective
treatnment plan that does not require the use of addictive

medi cations. |f you have been taking barbiturates in an abusive
pattern, psychology staff and/or drug treatnent staff will work with
you to develop a treatnment plan for long termrecovery from

bar bi turat e abuse and dependence. You may al so seek out help

t hrough AA (Al coholics Anonynous) or NA (Narcotics Anonynous)

nmeeti ngs which are avail able at your institution.

It is inpossible to know what synptons of barbiturate w thdrawal any

one person will experience. |f you have had probl ens when you have
stopped the nedication before, you are likely to experience at | east
sone of those sane synptons again. It is generally not safe to

suddenly stop taking barbiturates. The synptons of barbiturate
wi t hdrawal can include: stomach upset, anxiety, npbod sw ngs,

i ncreased bl ood pressure, increased heart rate, insomia, trenor,
fever, loss of appetite, heavy sweating, hallucinations, seizures
and in rare cases, death.

Bar bi turate withdrawal can be safely managed wi th medi cal help. You
may be given the sanme nedication you have been taking, or the

medi cal staff may determine that it is safer to substitute another
barbiturate for the one you have been taking. Either way, it is
very inportant for you to take your nedication just as prescribed to
prevent serious conplications such as high blood pressure, seizures,

delirium and even death. Your nedical teamw || be exam ning you
regularly for signs of withdrawal to determ ne the correct dose of
medi cation. Your nedication will be provided through pill line. |If

you m ss a dose, |let the nedical staff know at once.
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Leaving barbiturates behind, How you can help:

1. Be honest about your use of barbiturates and ot her substances.
This will help assure the best treatnent for you.

2. Report any unusual synptons to your nedical team such as chest
pai n, halluci nations, seizures, or suicidal thinking
i medi ately.

3. Take your nedications on schedul e and as prescribed. They can
prevent serious conplications.

4. Stay busy and active during the day. This will help keep your
m nd occupi ed and hel p you sl eep better at night.

5. Meet with psychol ogy staff about other treatnent options such
as drug treatnent, relaxation training and stress nanagenent.

By working with your nmedical teamyou can hel p assure as snooth a

wi t hdrawal as possible. It is likely that even with careful
treatment you may still have sonme mld synptons of withdrawal, such
as troubl e sl eeping and nervousness. Sonetines these synptons wil |
conti nue for weeks or nonths. Seek hel p from nmedi cal and psychol ogy
staff if you find these troubl esone.
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Appendi x 7

Inmate Patient Information
DETOXIFICATION FROM OPIATES (NARCOTICS)

Your medi cal team has determ ned that you require nedical treatnent
for safe wthdrawal fromopiates. Your treatnment will be nost
effective with your active participation and cooperation. Achieving
abstinence through detoxification is only the first step in

devel oping a healthy life style without opiates. |[|f you have been
prescribed opiates for a nedical condition, your nedical teamwl|
work with you to devel op a safe and effective treatnent plan that
does not require the use of addictive nedications. |[|f you have been
taking opiates in an abusive pattern, psychology staff and/or drug
treatnment staff will work with you to develop a treatnent plan for
long termrecovery from opi ate abuse and dependence. You nmay al so
seek out hel p through AA (Al coholics Anonynous) or NA (Narcotics
Anonynous) neetings which are avail able at your institution.

It is inpossible to know what synptons of opiate w thdrawal any one
person will experience. |[|f you have had probl ens when you have

st opped opi ates before, you are likely to experience at |east sone
of those same synptons again. The synptons of opiate w thdrawal can
i nclude: a runny nose, tearing of eyes, yawning, dilated pupils,
fever, loss of appetite, nausea, vomting, diarrhea, abdom nal
cranps, sweating, goose flesh, increased bl ood pressure, increased
heart rate, nervousness, restlessness, nuscle and bone pain.

Opi ate withdrawal can be safely managed with nedi cal hel p.

Medi cati ons such as net hadone or clonidine may be used to help with
sonme of the synptonms. Conidine, is usually used to treat high

bl ood pressure. It will help reduce your blood pressure and heart
rate as well as help with nausea, vomting, diarrhea, cranps and
sweating. It is inportant to take your nedi cations on schedul e.
They will be dispensed at pill line. |If you mss a dose, please
notify nedical staff as soon as possible.

O her nedications may be given to help with bone and nuscl e pain,
nausea, diarrhea and insomia. Even with effective treatnent you
are likely to experience sone wthdrawal synptons.

It is very inmportant for you to take your nedication just as
prescribed to reduce the disconfort that opiate withdrawal often
causes. Your nedical teamw ||l be exam ning you regularly for signs
of withdrawal to determ ne the correct dose and types of nedication
to use.
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Leaving narcotics behind, How you can help:

1. Be honest about your use of opiates and ot her substances. This
will help assure the best treatnent for you.
2. Report any unusual synptons to your nedical team such as chest

pain, fainting, severe diarrhea, vomting or suicidal thinking
I medi at el y.

3. Take your nedications on schedul e and as prescribed. They can
prevent severe disconfort.

4. Stay busy and active during the day. This will help keep your
m nd occupi ed and hel p you sl eep better at night.

5. Meet with psychol ogy staff about other treatnent options such
as drug treatnent, relaxation training and stress nanagenent.

By working with your nedical team you can hel p assure as snooth a
wi t hdrawal as possible. It is likely that even with careful
treatment you may still have sonme mld synptons of withdrawal, such
as troubl e sl eeping, nervousness, drug craving and physica

di sconfort. Sonetines anxiety and insommia will continue for weeks
or nonths. Seek help from nedi cal and psychol ogy staff if you find
t hese troubl esone.
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Appendi x 8

Provider Self-Assessment
Detoxification of Chemically Dependent Inmates

Question #1
Wi ch of the foll ow ng substances does not cause a dangerous nedi cal
wi t hdrawal syndronme upon abrupt discontinuation after regular use?

A Al cohol

B. Val i um

C. Cocai ne

D. Secona

Question #2

Which of the following is true?

A Dependence on benzodi azepi nes does not devel op when these
nmedi cations are taken only as prescri bed.

B. The use of Dilantin in alcohol detoxification helps to prevent the
devel opnent of seizures.

C. Wer ni cke’ s encephal opathy is always reversible if treated
aggressively with thiamne.

D. Physi ol ogi cal dependence on benzodi azepi nes can devel op in 3 weeks

Question #3

Wi ch one of the follow ng nedications does not require oxidation in
the liver for its metabolismand hence is safest in individuals with
possi ble inpaired |iver function?

A D azepam

B. Cl onazepam

C. Chl or di azepoxi de
D. Lorazepam
Question #4

For which of the follow ng individuals undergoing detoxification from
al cohol woul d you consi der inpatient managenent ?

A A 34 y/o male admtted to your institution 2 days ago, appeared
i ntoxi cated upon arrival and now has devel oped vi sual
hal | uci nations, agitation and a BP of 180/110 with a pul se of 140.

B. A 53 y/o male wth history of hypertension, poorly controlled
di abet es, and possible heart attack was admtted to your
institution. He is on clonidine for his BP which has been in the
150/ 95 range since adm ssion. He has now devel oped i nsomi a,
restl essness and has had a seizure. Wen seen by nedical staff he
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was mldly disoriented and is repeatedly scratching his arns.

C. A 42 y/o female who is HV positive, and has hepatitis B and Cis
being admitted to your institution. At screening she reports
consunption of up to 1 pint of alcohol/day in addition to regul ar
use of crack cocaine. She is 3 nonths pregnant.

D. Al of the above.
Question #5

(True or False) The risk for suicide is increased during intoxicated
states and during detoxification fromsubstances of abuse.

Question #6
Whi ch of the followi ng statenents is fal se?

A. The shorter the half-life of the addictive substance, the easier
it will be to detoxify the patient.

B. Phenobar bi tal, benzodi azepi nes and al cohol show cross-tol erance.

C. Clonidine is an al pha-2 agoni st nmedication that has inhibitory
action on the adrenergic system

D. Opiate withdrawal is generally not life-threatening and can be
managed synptomatically in npbst cases.

Question #7

Wi ch of the followng is true?

A Patients usually report an accurate history of their drug and
al cohol wuse.

B. A careful history of drug and al cohol abuse is the best way to
det ect possi bl e dependence.

C. Dependence upon nmultiple classes of addictive substances is rare.

D. Thi am ne shoul d al ways be given parenterally.

Question #8

(True or Fal se) Benzodi azepi nes and barbiturates can be safely tapered
by 10% every 3-5 days in outpatients.

Question #9
Wi ch of the following is false?

A An early sign of withdrawal from al cohol, benzodi azepi nes and
barbiturates is autonom c hyperactivity.

B Conmpl ai nts of anxiety in opiate dependent patients undergoi ng
wi t hdrawal is usually a form of drug-seeking behavi or.

C. El derly patients can show | ess signs of early withdrawal, but are
at higher risk for conplications during detoxification.

D) Patients with a history of brain injury are nore likely to suffer
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delirium and seizure during detoxification.

Question #10
(True or False) Patients w thout underlying psychiatric illness wll
not devel op any significant psychiatric synptons during detoxification.

Question #11
Al of the followi ng are potential drugs of abuse except:

Elavil (amtriptyline)
Benadryl (di phenhydram ne)
Motrin (ibuprofen)

Phener gan (pronet hazi ne)

OOw>

Question #12
(True or false) Conazepamis a |long acting benzodi azepine that is
routinely indicated for managi ng benzodi azepi ne w t hdr awal .
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Answers to Self-Assessment Quiz
Detoxification of Chemically Dependent Inmates

Question #1, Answer is C

Al cohol, Valium (a benzodi azepi ne), cocai ne and Seconal (a barbiturate)
can all produce a syndronme of substance dependence in susceptible

i ndi viduals. Abrupt withdrawal of cocai ne can produce | ethargy,
depression, suicidal ideation, insomia or hypersomia, but does not
produce a recogni zabl e physi ol ogi cal w thdrawal syndrone.

Psychol ogi cal assessnent and support during the w thdrawal process is

i mportant, especially to address the risk of suicide. However no

medi cati ons have been shown to consistently relieve the signs and

synpt ons of cocai ne w thdrawal .

Question #2, Answer is D

Physi ol ogi cal and psychol ogi cal dependence can devel op on

benzodi azepines in as little as 3 weeks of regular use, even when used
as prescribed. Wile such short term dependence is not likely to
produce a dangerous w thdrawal syndrome with discontinuation, it would
be expected to result in sone synptons of anxiety, increased autonom c
activity, insomia, depression and agitation. |Individuals using
benzodi azepi nes not infrequently are al so dependent upon al cohol. This
pol ysubst ance dependence can conplicate the nedical nanagenent of the
detoxification process and increase the risk associated with it.

Dilantin has no role in alcohol detoxification except for the
i ndi vidual with an underlying seizure disorder. Controlling seizures
does not necessarily reduce the risk of future deliriumtrenens.

Verni cke’ s encephal opathy is greatly underdi agnosed, and is associ at ed
with significant norbidity and nortality. Left untreated it can
devel op into Korsakoff’s syndrome with permanent cognitive inpairnment
or even can progress to death in 15-20% of cases. Even aggressive
treatment with thiam ne cannot reverse Wernicke's in up to 40% of
cases.

Question #3, Answer is D

Lorazepamis not oxidized through the liver’'s cytochrone system and
hence its nmetabolismis unaffected by the presence of l|iver disease.
Di azepam cl onazepam and chl ordi azepoxi de all require oxidation. These
drugs are very likely to accunulate in individuals who are sl ow

nmet abol i zers, are elderly or have pre-existing liver disease.

Met abol i sm of di azepam and chl ordi azepoxide results in active

nmet abolites as well, thus greatly extending the half-life and
increasing the likelihood of significant accunul ati on of active
conpounds. Lorazepam can be given orally or parenterally—IV or I M

Di azepam and chl or di azepoxi de shoul d never be given IMdue to erratic,
unpr edi ct abl e absorpti on.
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Question #4, Answer D

Al'l of the patients described are at high risk for serious
conplications during detoxification. Patients A and B have already
begun to develop early signs of deliriumand will need extrenely cl ose
nmedi cal nonitoring and aggressive treatnment, probably including IV
fluids, glucose and electrolytes. Patient B has significant risk
factors for cardiac disease and is at increased risk for a cardiac
event during detoxification. Patient A arrived intoxicated and this
shoul d have alerted staff to the need for close nedical nonitoring and
the increased likelihood that he will need nedications to nmanage his
detoxification. Early intervention with | orazepam may have prevented
t he devel opment of deliriumin this otherw se healthy individual

Patient Cis already a high risk pregnancy (assum ng pregnancy has been
confirmed) due to her underlying nmedical problens and history of

subst ance abuse. Her crack cocai ne use does not conplicate the

det oxi fication process, however nedical managenent is conplicated by
her |iver disease, pregnancy, HV status, and pol ysubstance abuse. Due
to her heavy al cohol use, nultiple nedical problens, and risk for

m scarriage, inpatient managenent is indicated.

Question #5, Answer is True

| ntoxi cation greatly reduces inhibitions and increases the |ikelihood
of inmpul sive behavior, especially acts of violence towards self or
others. Detoxification, even when carefully nmanaged, al nost al ways
produces sone psychol ogical distress and is a tinme of increased risk
for suicide. This is especially true for individuals with other
concurrent stressors such as separation fromfamly and friends, |egal
and financial problens and incarceration. Careful psychol ogical
assessment and ongoi ng psychol ogi cal support is an inportant aspect of
t he detoxification process.

Question #6, Answer is A

The shorter the half-life of a substance, the nore difficult

det oxi ficati on becones due to the nore rapid onset of a w thdrawal
syndrome and the presence of rebound synptons between doses of the

nmedi cati on or substance. Psychological distress is also greater and
nor e drug-seeki ng behavior will be present. A cross-tolerant

medi cation with a longer half-life is reconmended whenever feasible to
detoxify the patient. During this changeover it nay take a few days to
stabilize the patient on the new nedication before tapering can begin.

The barbiturates, al cohol and benzodi azepi nes are all sedatives that
act through the GABA systemin the brain. They are all cross-tol erant
and can theoretically be used interchangeably. Phenobarbital is very
effective in al cohol detoxification, however due to its narrow

t herapeutic margin and risk of respiratory depression, close nonitoring
i s necessary. Persons dependent on barbiturates and/ or benzodi azepi nes
are frequently dependent upon al cohol as well.
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Cl onidi ne acts as an agoni st at the al pha-2 neurons. Al pha-2 neurons
have inhibitory action on the al pha-1 adrenergi ¢ neurons thus reducing
their synpathetic activity. donidine |owers blood pressure through
this process. donidine can be an inportant adjunct in detoxification
from barbi turates, benzodi azepi nes, al cohol and opiates. However, it
does mask many of the signs and synptons of the w thdrawal syndrone and
does not reduce the risk for devel opnent of seizures, deliriumor
death. Very careful assessnent of the inmate is necessary throughout
the detoxification process if clonidine is being used. |In addition,
clonidine is fatal in overdose and patients undergoi ng detoxification
are at increased risk of suicide.

Opiate withdrawal is not |ife threatening except in rare instances,
such as in the case of a nmedically debilitated patient or a pregnant
woman who is at increased risk for mscarriage or premature | abor
during detoxification. Wthdrawal fromopiates is extrenely painful
however, and nost of the synptons associated with it can be effectively
managed wi th medi cati ons such as cloni di ne, NSAIDs, and

benzodi azepi nes.

Question #7, Answer is B

Al t hough patients are al nost never conpletely accurate in their drug
and al cohol histories, a careful history is still the best way to
detect and di agnose substance dependence. A nonjudgnental attitude
coupl ed with healthy skepticismcan be hel pful in uncovering the signs
and synptons of substance abuse. Phrasing the sane question in a
different way will sonetines elicit additional information. Physical
exam nation can al so reveal stigmata of chronic substance abuse, such
as telangiectasias in liver disease from al cohol dependence,

subcut aneous atrophy frominjection drug use, etc.

Dependence on multiple substances is common. A careful history is the
best way to determne this and then appropriately plan for managenent
of detoxification.

Thi am ne shoul d al ways be gi ven whenever al cohol dependence is
suspected. Thiamne is inexpensive, adm nistered orally or
parenterally, and can prevent serious and permanent norbidity or
nortality from Wernicke’ s encephal opathy. Sonme experts recomrend t hat
the first dose should be given IMin the acute setting of altered
ment al status conbi ned with suspected al cohol dependence.

Question #8, Answer is True

Benzodi azepi ne and barbiturate detoxification can be safely managed in
the outpatient setting in nost cases. Ongoing, regular clinical
assessment is necessary to assure that the tapering schedule is being
wel | tolerated and no unexpected conplications have arisen. Tapering
nore rapidly than 10% every 3-5 days acconplishes little, but does

i ncrease the risk of conplications. Psychol ogical assessnent and
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support throughout the process is an inportant adjunct to the nedical
managenment of the patient. |f an underlying psychiatric illness is
present careful assessnent for signs and synptons shoul d conti nue

t hroughout detoxification and afterwards. Recurrence of synptons of
anxiety disorders is extrenely common and can be debilitating and
dangerous, since patients with anxiety disorders are at increased risk
for suicide.

Question #9, Answer is B

Anxiety is a real and frequent psychol ogical synptom associated with
detoxification fromall substances, especially opiates. Wile the

i nmat e may request increased nedication during this tinme, interpreting
this as purely drug seeking behavior will result in unnecessary
suffering and a | oss of rapport. Anxiety can be treated by carefully
managi ng t he detoxification process, providing psychol ogical support
and education, and if necessary short termuse of benzodi azepi nes may
be beneficial.

Aut onom ¢ hyperactivity with increased pul se, bl ood pressure, and/or
tenperature is an early indication of the devel opnent of a w thdrawal
syndrone. Adequate treatnent wth a cross-tol erant nedi cation brings
vital signs under control and into the normal range. Use of beta-

bl ockers or clonidine can mask the early signs of substance w t hdrawal .

Managi ng detoxification in the elderly presents sone different
chal | enges. Diagnosis may be nore difficult as the elderly often have
nore shanme associated with their substance dependence and may deny use.
In addition, they are less likely to show as vi gorous synpathetic
activity during early wthdrawal from al cohol and sedatives as their
younger counterparts. Further, they are nore |ikely to have multiple
medi cal problens, and nultiple nedications, making safe managenent of
detoxification nmore difficult. Finally subtle cognitive inpairnents

pl aces the patient at higher risk for the devel opnent of a delirium
during the detoxification process. The elderly typically netabolize
drugs nore slowy than younger patients and have | ess drug bound to
protein. Thus, treatnment with cross-tol erant nmedications may result in
accurrul ation of drug resulting in intoxication, ataxia, confusion and
increase the risk for falls.

Patients with any formof brain dysfunction, including a history of
brain injury, early denentia, and others are nore likely to have
detoxification conplicated by the devel opnment of a delirium

Question #10, Answer is False

Patients with psychiatric illnesses have a higher than normal rate of
co-norbi d substance dependence. Substance dependence in and of itself
can produce synptons identical to many psychiatric syndronmes such as
anxi ety disorders, depression, mania, and psychosis. Detoxification
can create significant psychological distress and can result in the
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devel opnent of synptons of anxiety, depression, nood sw ngs, and sl eep
di st urbances even when adequately nanaged. Patients undergoing
detoxification are at increased risk for suicide as well. [In addition,
conplicated withdrawal can result in the onset of psychotic synptons
such as hal l uci nati ons and del usions. These synptons abate as the
associ ated deliriumresolves. Psychol ogi cal assessnment and support

t hroughout detoxification is necessary to reduce psychiatric norbidity
and to help identify those synptons in need of specific psychiatric
treat nent.

Question #11, Answer is C

Any substance which alters perception, nood or cognition can be abused.
In an environnent where access to nore conmon substances of abuse is
[imted, individuals may turn to drugs acquired through nedi cal
services or comm ssary to produce a mnd-altering experience. Drugs
with anticholinergic, antihistamnic or stinulant activity are nost
likely to be abused. Elavil, other tricyclic antidepressants,
Benadryl, Phenergan, Conpazine, Thorazine, and cold preparations are
all nedications not uncommonly abused in the prison setting.

Question #12, Answer is True
Benzodi azepine withdrawal is ordinarily best nmanaged by treatnent and
tapering with a I ong acting benzodi azepi ne such as cl onazepam The use

of short acting benzodi azepi nes to manage withdrawal is difficult and
potentially unsafe.
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