CD 3406 – Clinical Psychology        Tania Wickramasinghe                             Hour 1 of 1

Dr. Hamovitch                                     (416) 423-9221                                       Page 1 of 1

TOPIC:
ADDICTIONS / SUBSTANCE USE DISORDERS 

REQUIRED READING:  Text Chapter 20 (pages 178-184)

-Dr. H started the class by stating that identifying substance abuse is very critical in our profession, as we will definitely be seeing many patients who suffer from addictions.

-Some stats:

-8 of 10 North Americans drink.  1 in 10 of those who drink are alcoholics.

-8 of 100 are actually alcoholics.  

-If we add in those who have other addictions like prescription drugs etc the numbers rise to about 20 of 100.  Therefore 1 in 5 people who walk into our office has the potential to be a substance abuser.

-In a chiropractic office, we should be on the look out more specifically for people addicted to pain relievers or sleep medication.  

-In medically treating MVA patients it is practically a standard procedure to prescribe strong pain relievers.  The mildest drug prescribed, in Dr. H’s opinion, seems to be Tylenol 3.  Therefore it is easy to see how abuse can occur.

-Medical risks of alcohol and substance abuse:


-Pancreatitis


-Cirrhosis of the liver

-Social issues that arise from substance abuse:

-Suicide


-Spousal abuse


-Drinking and driving


-Inability to maintain job – alcoholism costs the economy $30 Billion/year.

-90% of college age rapes occur under the influence of alcohol.

-Therefore the social significance of alcoholism and substance abuse is very great.

Alcohol Use

-The majority of alcohol consumers can drink without developing a serious drinking problem; however, alcohol does become a serious problem for about one out of every ten people who drink.  The most common problems affect physical health (5.1%) and financial position (4.7%).   

-It is estimated that 6,503 Canadians (4,681 men and 1,823 women) lost their lives as a result of alcohol consumption in 1995, and 80,946 were hospitalized (51,765 men and 29,181 women) due to alcohol in 1995-96.

-Motor vehicle accidents, alcohol liver cirrhosis and suicide accounted for the largest number of alcohol-related deaths, while accidental falls, alcohol dependence syndrome and motor vehicle accidents accounted for the largest number of alcohol-related hospitalizations.

-Impaired driving is a major cause of death; among fatally injured drivers in 1996, 42% had some alcohol in their blood and 35% were over the legal limit of .08% blood alcohol concentration (BAC).
-The costs associated with alcohol abuse are staggering.  In Canada, costs related to alcohol and drug services, medical consequences, lost earnings and accidents amount to approximately 30 billion dollars annually.  The social costs (e.g. crimes, rapes, domestic and child abuse, disrupted family life) cannot be accounted for in dollars and cents. 

-Contrary to the popular stereotype of the alcoholic as a derelict, 95% of alcoholics are either employed or capable of working.  Research has indicated that highest rates of alcohol consumption and accompanying problems are associated with the following characteristics:  males, unmarried or divorced, residents of large cities, beer drinkers rather than hard liquor or wine drinkers, and both the best and least educated members of the population.  

-Indigenous Canadians, street youth and college/university students are at greater risk than the general population.  Indigenous Canadians are at particular risk of substance abuse.  The majority of Aboriginal Canadians smoke, youth are at two to six times greater risk for alcohol problems than other Canadians, and Indigenous Canadians have relatively high rates of illicit drug use.  Compared with mainstream adolescents, street youth in Canada report elevated rates of heavy drinking and illicit drug use. Twenty-five to 50% report frequent heavy drinking. As well, the percentage using cannabis ranges from 66% to 88%, while the percentage using cocaine ranges from 18% to 64%.  Newly released research provides the first national comparison of college students' drinking habits in the United States and Canada, and finds that while more Canadian students drink, American students drink more heavily.  For both countries, heavy alcohol use is more prevalent among college students who report first drunkenness before the age of 16.  In 1999, 11% of Ontario students reported hazardous drinking, and 40% of those students also reported impaired mental health.

-Why are college/university students at particular risk? Students are socialized to believe that they cannot have a really good time without the use of alcohol. Students link partying and having a good time with alcohol use.  Bars and restaurants etc. make their money through the sale of alcohol. Now if those companies are owned by the university the incentive is to encourage students to drink.  

-The issue is how and when does drinking become a problem. Dr. H posed the question when does alcohol consumption become a problem?                                                                     -When there is an interference with daily activities and functions. (Social, Financial, Ability to work etc)  At this point there is a long history of alcohol abuse and alcoholism. Dr. H compared drinking to cancer and said that if you don’t catch it early the likelihood of successfully treating it decreases.                                                                                                              -Therefore it occurs even earlier.  It can occur when a person feels they need alcohol to function.                                                                                                                                –Dr. H then posed the question:  What about the person who feels more comfortable socially when they have alcohol?  This is interesting because it does not mean the person is an alcoholic but he/she could have a social anxiety. They are using alcohol as a coping mechanism. This could lead to alcoholism. This is obviously not an effective coping mechanism.

-What Dr. H seems to be saying is that it is important for us to be able to detect those who are at higher risk of becoming an alcoholic vs. those who are full out alcoholics.  He seems to be saying that there is a progression from not abusing to full out abusing for whatever reason.  We need to detect those who are more likely going to become an abuser as early as possible.  These are the people we can most successfully help, whether we help them directly or refer them out. 

Prescription Medications

-According to the 1996-97 National Population Health Survey (NPHS), more than one in 10 Canadians (11.6%) used prescription medication in the previous month. The highest prevalence of use was in British Columbia (15.0%) and the lowest in Newfoundland (6.2%).  

· Opioid analgesics - 4.7% of Canadians aged 15 or older 

· antidepressants  -  3.6% of Canadians aged 15 or older

· sleeping pills - 3.5% of Canadians aged 15 or older

· tranquillizers - 2.7%, of Canadians aged 15 or older 

· steroids - 0.8% of Canadians aged 15 or older-we’re not going to see this in the population at large but in a subgroup comprised of athletes.
· diet pills - 0.5% of Canadians aged 15 or older-this will also occur in a subgroup, he didn’t say which but I think we can all guess it would be women between a certain age range. I would think late teens to mid 40’s.
Illicit Drug Use
-Among the various kinds of drug dependence and abuse recognized in DSM IV are dependence on the amphetamines, caffeine, cannabis, cocaine, hallucinogens, inhalants, nicotine, opioids, phencyclidine, opioids, sedatives, hypnotics or anxiolytics, and polysubstances

-Cocaine and cannabis use has increased over the last few years.

-Canadian statistics indicate that in 1994, the most commonly reported drugs used on a lifetime and past-year basis were cannabis (23.1% and 7.4%, respectively); LSD, speed or heroin (5.9% and 1.1%); and cocaine (3.8% and 0.7%).   Individuals use drugs for a variety of reasons - e.g., to decrease pain and discomfort, to reduce tension, to alleviate boredom, and to increase pleasurable feelings and stimulation.  The decision to use drugs and the type of drugs an individual chooses to use are dependent on several factors, including the availability of the drug, the culture or subculture's attitudes toward the drug, and the individual's initial beliefs about the consequences of taking the drug.

Student drug use has increased considerably over the last decade:

· Cannabis has been on a significant upward swing since 1993, with 29.2% of students reporting use over the past year, up from 12.7% in 1993. 

· Glue has increased from 1.5% to 3.8%; the use of solvents has increased from 2.6% to 7.3%; Non-medical barbiturates from 2.5% to 4.4%; Medical barbiturates from 6.0% to 11.5%. 

· Although rates of smoking have been stable since 1995, the 1999 rate of 28.3% is significantly higher than 23.8% in 1993. 

· The percentage of students using no drugs has dropped from 36.3% in 1993 to 26.8% in 1999 and 6.5% of students reported being unable to stop using drugs, compared to 2.9% in 1997.

· In 1995, there were 804 deaths (695 men and 108 women) in Canada attributable to illicit drugs. Suicides (329 deaths) and opiate poisoning (160 deaths) accounted for almost two-thirds of all drug-related deaths.  In 1995-96 there were 6,947 hospitalizations attributable to illicit drugs.

-An aside- all drug use is categorized as substance abuse.  It doesn’t matter if you smoke two joints a day vs. 2 a year.  However this ill representation will correct itself when it shows up in the stats that represent one’s ability to stop using the drugs.  Those that use drugs infrequently will report having no problem stopping.

-Dr. H also commented on the prevalence of burned out 40-50 year old individuals who smoked pot regularly since their teens.  These people never achieved any of the goals that they would have liked to.  They can’t seem to succeed at or maintain for a long period of time any one job.  They also seem to be unsuccessful in their relationships.  People who abuse cocaine tend to get hooked very quickly and will do anything to get a hold of the drug.  Since it is an expensive drug these people tend to get into financial trouble.  It is also a very tough drug to get off of.

-Although no biophysiological explanation for drug addiction has yet been widely accepted, investigators have now reported that they have identified the sites of action of heroin and other opiates in the brains of addicts.  They have also discovered some of the modes of action of these drugs on their "binding sites" in the brain.  Both psychoanalytic and behavioural theories of drug dependence have been advanced, but there is little empirical data to support them.  It is known that drug addiction is strongly influenced by sociocultural and demographic variables, for example, marijuana, is used mostly by middle class college-educated young adults.

Objective 2:  Elicit clinical material in your interview in order to:

· Be able to screen for the presence of substance use disorder with Prime MD

· Allow for the evaluation of the substance use disorder
Recognition and Diagnosis of Alcohol/Drug Dependence and Abuse
-The diagnostic categories of "alcohol dependence" and "abuse" in DSM IV refer to behavioural changes associated with regular use of alcohol that affect the central nervous system.  These behavioural changes are considered undesirable in most subcultures, and include impairment in social or occupational functioning, difficulties with family, and an inability to control the use of alcohol.

-Drug abuse is continued use of a drug despite negative consequences.  Drug dependency is substance abuse together with episodic loss of control.  Dependency often involves changes in tolerance and an element of compulsion. 

-Definitions of change in tolerance- need more of the substance to achieve the same high or the same amount of the substance does not create the same high.

- Co-dependency is a phenomenon in which, when significant others in the life of a chemically dependent patient become preoccupied with that person's drug use, may become affected emotionally and/or physically with signs and symptoms similar to those of chemical dependence.

-Alcoholism may present in a wide variety of disguises including:

· requests for back to work notes

· complaints of insomnia

· persistent peptic ulcer or reflex esophagitis

· frequent accidents and workers' compensation claims

· benzodiazepine overuse or abuse

· mild to moderate unexplained hypertension that defies successful medical control

· anxiety and stress

· marital and family dysfunction

· persistent dermatologic conditions

· signs and symptoms of chronic, unrelieved stress

-When you see a range of these symptoms, chances are the person is well on their way to becoming an alcoholic.

-Other early signs- blackouts- anyone with a history of blackouts (can’t remember the night before) is at risk of becoming an alcoholic.



    -Anyone who needs to drink in the morning has a considerable drinking problem.  Especially if they need a drink before they even eat anything.

-Late stage signs – as noted above and if the person has a poor appetite and is malnourished.

-A simple screening tool:

-Cage Mnemonic for alcoholism:  A single positive response indicates the need for further assessment to rule out alcohol dependence.  Two or more positive responses make the diagnosis of alcoholism likely. 

C – Cut down:  Did you ever try to cut down on your drinking?  
A – Anger:  Did you ever feel angry or annoyed when someone commented on your


         Drinking  or your behaviour while drinking?

G – Guilt:  Did you ever feel guilty about your drinking?

E – Eye opener:  Did you ever have a drink or eye-opener in the morning in order to 

                             Get rid of the hangover or to face the day?

- One thing to keep in mind is that the main defence mechanism of alcoholism is denial.

-For a more thorough screening:

-The short Michigan alcoholism screening test:  Three or more of the answers in indicate a diagnosis of alcoholism; two of these answers indicate the possibility of alcoholism; fewer than two of these answers indicates that alcoholism is unlikely.

Do you feel you are a normal drinker? (By normal we mean you drink less than or as much as most other people)
No

Does your wife, husband, parent, or other near relative ever worry or complain about your drinking?
Yes

Do you ever feel guilty about your drinking?
Yes

Do friends or relatives think you are a normal drinker?
No

Are you able to stop drinking when you want to?
No

Have you ever attended a meeting of Alcoholics Anonymous?
Yes

Has drinking ever created problems between you and your wife, husband, parent or other near relative?
Yes

Have you ever been in trouble at work because of your drinking?
Yes

Have your ever neglected your obligations, your family, or your work for 2 or more days in a row because you were drinking?
Yes

Have you ever gone to anyone for help about your drinking?
Yes

Have you ever been in a hospital because of drinking?
Yes

Have you ever been arrested for drunken driving, driving while intoxicated, or driving under the influence of alcoholic beverages?
Yes

Have you ever been arrested, even for a few hours, because of other drunken behaviour?
Yes

Prime MD

Diagnostic Criteria
Treatment Implications

Probable Alcohol Abuse/Dependence:  A recurrent, clinically significant psychological, social or physical problem in the past 6 months that is caused or exacerbated by alcohol (taking into account all that is known about the patient, even if your patient denies any problem).  
Referral to Alcoholics Anonymous or to a mental health professional or facility who specializes in the treatment of addictive disorders.  If the problem is abuse rather then dependence, counselling by the chiropractor may be effective.

-Video-

-This patient is on the brink of identifying that he has a problem. He is not an out and out

alcoholic.

-Dr. H chose this interview so that we can see his approach in his line of questioning.  It is very important to approach a patient in this stage carefully because they may not be ready to fully acknowledge their problem.

-The patient first spoke of his mother’s death and stated that when she died, that night he took two stiff drinks.

-The patient is also having relationship difficulties with his wife.

-The doctor asked how much he drinks. The patient said he drinks 2-3 drinks/weekday (5ounces/day), and 6 drinks/day on weekends (10ounces/day).

-The doctor asked him when was the last time he went a day without a drink.  He said he couldn’t remember and that its been years.

-The doctor asked him if he’s had any blackouts.  The patient said he had two in the last year.  Then he said he likes to go to bed pretty sober.

-The doctor asked if his personality changes after alcohol.  He said that his wife says that after his second drink he becomes argumentative.  He thinks it takes a lot of alcohol for him to become inebriated but he knows that his mood changes to argumentative and aggressive.

-The doctor asked him if he could stop drinking if he wanted to.  He said he couldn’t stop because he is not happy. He is using it to cope with his problems.  He said that if he were a happier person he would be able to stop.  He thinks that he drinks because of his marriage problems.

-At this point the doctor pointed out that the drinking is making his marriage problems worse because he becomes argumentative. 

-The patient is in denial – he is explaining away his behaviour.  He feels better when he drinks.

-The doctor now attributed his marriage problems, in part, to the alcohol abuse. 

-The patient reluctantly agreed.

-Dr. H said we have to turn the patient’s thinking around. We have to tell them they have a drinking problem. We need to increase their awareness of their problem and its effects on their life.   We have to give them incentive to stop abusing alcohol.  The patient is not going to give up something that makes them feel better.  So by blaming their problems on the abuse makes them feel temporarily worse about drinking.

Objective 3:  Demonstrate an understanding of the educational and basic intervention approaches that can be used by the chiropractor to optimise prevention and manage these patients.

Role of the Chiropractor

Early intervention is essential in increasing the efficacy of treatment. As a chiropractor use the following guidelines to help in working with this population:

· Raise your index of suspicion

· Get information

· Develop an appropriate attitude

· Initiate a confrontation

· Avoid enabling behaviour

· Learn about treatment and follow-up possibilities

-Being non-judgemental is key in working with these patients. 

-Remember that your job is to work with the patient in helping him/her to identify the nature of the problem, helping to undo the denial, educating about the consequences of continued substance use.

Objective 4: Demonstrate an understanding of the treatment alternatives that are available to patients with a substance use disorder and whom to refer these patients to.

Treatment Alternatives

-There are basically two options when referring out.  

-There are self-help groups like AA- these groups do help people but there are no studies done to prove their efficacy.  However these groups undoubtedly help people.

-Some people do not respond to the AA type of approach so these patients should be sent to specialized treatment centres.

-The disease/medical model views alcoholism as a disease which is caused by as yet undiscovered constitutional or genetic factors.  According to this model the only acceptable treatment goal is total abstinence.  More recently social learning theories explain alcohol consumption as a learned behaviour that is subject to the influences of environmental stimuli, past experiences with alcohol, social pressure, emotional factors and cognitive processes and expectations.  According to this position, "alcoholics" can be trained to drink in moderation.

-The treatment of alcoholism has improved but remains difficult.  Drugs (both tranquillizers and Antabuse), Alcoholics Anonymous, psychotherapy, behaviour therapy - none have yet demonstrated efficacy with more than a small percentage of the alcoholic patients in this country.  New therapeutic approaches to the disorder continue to be developed.  Among the more promising developments for alcoholics who have never been able to abstain are behavioural efforts to teach them controlled drinking.

-Data from a long-term study of two contrasting groups of narcotics addicts confirm a conclusion reached by most clinicians who work with addicts; they rarely become abstinent voluntarily.  No current treatment method, including drug therapy, psychotherapy and behaviour therapy, has achieved significant success with these patients.

-There are a range of treatment approaches and facilities that are available for treating patients with substance use problems.  These include individual therapy, specialized out-patient treatment centres, specialized residential treatment centres, community based mutual self-help programs.  The appropriate referral depends on the severity and chronicity of the problem, the wishes/motivation/resources of the patient, and the availability of facilities in the community/town/city in which you are practising.

For more information you can go to www.camh.net. 

