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substance use disorder

• problema)c pa,ern of substance use that leads to some form of 
func)onal impairment or distress

• Keep in mind that frequent use of a substance does not necessarily 
indicate a substance use disorder unless it is causing problems for the 
pa)ent.



• Intoxica)on : condi)on caused by recent inges)on of a substance that 
alters a person consciousness , cogni)on , percep)on , judgment , 
a?ect and behaivor

• Withdrawal : Physical &/ or mental e?ects that person experiences 
aFer stop using or reduce taking of a substance

• Withdrawal symptoms of a drug are usually the opposite of its 
intoxica)on e?ects. For example, alcohol is seda)ng, but alcohol 
withdrawal can cause brain excita)on and seizures



DIAGNOSIS AND DSM5 CRITERIA

manifested by at least two of the following within a 12-month period:

• Tolerance (needing higher amounts of the substance to achieve the desired e?ect and less e?ect of drugs 
over )me

• Withdrawal ( Symptoms that occur upon the abrupt discon)nua)on or decrease in

the intake of drugs)

• Using substance more than originally intended.

• desire unsuccessful e?orts to cut down

• Craving

• SigniPcant )me spent in obtaining, using, or recovering from substance.

• Failure to fulPll obliga)ons at work, school, or home.

• Limi)ng social, occupa)onal, or recrea)onal ac)vi)es because of substance use

• Limi)ng social, occupa)onal, or recrea)onal ac)vi)es

• Use in dangerous situa)ons (e.g., driving a car).

• Con)nued use despite subsequent physical or psychological problem
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Alcohol



Alcohol

• GABA receptors are inhibitory, and glutamate 
receptors are excitatory

• Alcohol ac)vates (GABA), dopamine, and 
serotonin receptors in the central nervous 
system (CNS). It inhibits glutamate receptor 
ac)vity and voltage-gated calcium channels.

• alcohol is a potent CNS depressant.



• Prevalence : 5% of women and 12% of men

• Alcohol is the most commonly used 
intoxica)ng substance in the United States.

• heavy drinking for men is more than 4 drinks 
per day or more than 14 drinks per week. For 
women, it is more than 3 drinks per day or 
more than 7 drinks per week.



Alcohol metabolizm

• Enzymes associated with alcohol 
metabolism are upregulated in heavy 
drinkers



INTOXICATION

• Clinical Presenta)on 

• The absorp)on and elimina)on rates 
of alcohol are variable and depend 
on many factors, including age, sex, 
body weight, chronic nature of use, 
dura)on of consump)on, food in the 
stomach, and the state of nutri)on 
and liver health



Treatment 

• Monitor: Airway, breathing, circula)on, glucose, electrolytes, acid–base status.

• Thiamine and folate Remember thiamine must be given before glucose, as it’s a 
necessary cofactor for glucose metabolism

• Naloxone

• CT) scan of the head to rule out subdural hematoma or other brain injury.

• Severely intoxicated pa)ents may require mechanical ven)la)on

• Gastrointes)nal evacua)on is not indicated in the treatment of EtOH overdose 
unless a signiPcant amount of EtOH was ingested within the preceding 30–60 
minutes

with attention to acid–base balance, temperature, and electrolytes while they arerecovering.
6



WITHDRAWAL

•Alcohol withdrawal is poten)ally lethal !



Delirium Tremens

• the most serious form of EtOH withdrawal.

• involving mental status and neurological changes. Symptoms include disorienta)on, 
agita)on, visual and tac)le hallucina)ons, and autonomic instability (increase in respiratory 
rate, heart rate, and blood pressure)

• begins 48–96 hours aFer the last drink

• While only 5% of pa)ents who experience EtOH withdrawal develop DTs, there is a roughly 
5% mortality rate (up to 35% if leF untreated)

• Age >30 and prior DTs increase the risk

• It is a medical emergency and should be treated with adequate doses of benzodiazepines
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Treatment

• Benzodiazepines 

• thiamine, folic acid

• Electrolyte and luid abnormali)es 
must be corrected

• Check for signs of hepa)c failure

Lorazepam, Diazepam, Chlordiazepoxide

Carbamazepine or valproic acid can be used in mild withdrawal.

Providers must pay careful attention to the level of consciousness, and
consider the possibility of traumatic injuries.

F
(Banana Bag)



Alcoholic 

ketoacidosis

• seen in the semng of alcohol cessa)on aFer an 
alcohol binge secondary to protracted vomi)ng 
and lack of oral intake.

• Hallmark is ketosis without hyperglycemia and a 
nega)ve alcohol level.

• high anion gap metabolic acidosis, ketonemia, and 
low levels of potassium, magnesium, and 
phosphorus.

•  Treatment of hydra)on and replacing electrolytes.

Gwith DSNS



ALCOHOL USE 

DISORDER

• the AUDIT-C  is used to screen for 
alcohol use disorder

• Biochemical markers are useful in 
detec)ng recent prolonged drinking; 
ongoing monitoring of biomarkers can 
also help detect a relapse

• biomarkers are BAL, liver func)on tests 
(AST, ALT, GGT), and MCV. 



AUDIT-C



MedicaNons 

for Alcohol 

Use 

Disorder

• First-line treatments:

1- Naltrexone (Revia, IM-Vivitrol):

•  Opioid receptor antagonist

• Reduces craving

2- Acamprosate (Campral):

• Use for relapse preven)on in pa)ents who 
have stopped drinking (post-detoxiPca)on)

•  Major advantage is that it can be used in 
pa)ents with liver disease.

• Contraindicated in severe renal disease.



• Second-line treatments

1- DisulPram (Antabuse):

• Contraindicated in severe cardiac 
disease, pregnancy, and psychosis.

2- Topiramate (Topamax) :

• An)convulsant

• Reduces cravings 



Opioids 



Long-Term ComplicaNons of Alcohol Intake

•  Wernicke’s encephalopathy : Caused by thiamine (vitamin B1) dePciency 

• Ataxia , confusion , ocular abnormali)es

• Acute and can be reversed with thiamine therapy

• If leF untreated, Wernicke’s encephalopathy may progress to Korsako? syndrome : 

• Chronic amnes)c syndrome 

• Impaired recent memory, anterograde amnesia, compensatory confabula)on

•  Reversible in only about 20% of pa)ents



Opioids 



• s)mulate mu, kappa, and delta opiate receptors

• analgesia, seda)on, and dependence

• Examples : heroin, oxycodone, codeine, dextromethorphan, morphine, 
methadone, and  meperidine (Demerol).

• Opioids are associated with more deaths (usually due to uninten)onal overdose) 
than any other drug.
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Heroin 

• processed from morphine 

• Using heroin regularly results in tolerance

• Heroin is highly addic)ve

• How it is used (forms) ? 

• Injec)ons, Sniqng and Smoking.



INTOXICATION 

• Drowsiness,  nausea, vomi)ng, seda)on, 
decrease in pain percep)on, decrease in 
gastrointes)nal mo)lity, pupil constric)on, 
and respiratory depression (which can be 
fatal)

• Meperidine and monoamine oxidase 
inhibitors taken in combina)on may cause 
serotonin syndrome: hyperthermia, 
confusion, hypertension or hypotension, 
and hyperrelexia



Treatment of intoxicaNon

• Ensure adequate airway, breathing, and circula)on

• In overdose : naloxone (an opioid antagonist ) 
improves respiratory depression but may cause 
severe withdrawal in an opioid-dependent pa)ent

• Ven)latory support may be required.

•  Pa)ents at risk of opioid overdose should be 
prescribed a naloxone (Narcan) kit to keep at home 
for emergencies



OPIATE USE 

DISORDER



WITHDRAWAL : 

• not life threatening, abs)nence in the opioid-
dependent individual leads to an unpleasant 
withdrawal syndrome

• withdrawal symptoms of opiates: lu-like 
symptoms (body aches, anorexia, rhinorrhea, 
fever), diarrhea, anxiety, insomnia, and 
piloerec)on dysphoria, insomnia, lacrima)on, 
rhinorrhea, yawning, weakness, swea)ng ,  dilated 
pupils, abdominal cramps, 

• arthralgia/myalgia, hypertension, tachycardia



Treatment 

• Moderate symptoms: Symptoma)c treatment with clonidine (for autonomic signs 
and symptoms of withdrawal), nonsteroidal an) inlammatory drugs (NSAIDs) for 
pain, loperamide for diarrhea, dicyclomine for abdominal cramps, etc.

•  Severe symptoms: Detox with buprenorphine or methadone.

•  Monitor degree of withdrawal with COWS (Clinical Opioid Withdrawal Scale), 
which uses objec)ve measures (i.e., pulse, pupil size, tremor) to assess 
withdrawal severity



SUBDTANCE USE 
DISORDERS



PSYCHIATRIC 
SYMPTOMS

• Mood symptoms

• Psycho-c symptoms

• Personality disorders 

• psychiatric comorbidi-es (e.g., major depression, 
anxiety disorders)



1- COCAINE

• Cocaine blocks the reuptake of dopamine, 
epinephrine, and norepinephrine from the 
synap-c cle@, causing a s-mulant eAect

• Dopamine plays a role in the behavioral 
reinforcement (“reward”) system of the 
brain

• Route of administra-on: intranasally, 
inhalla-nal, IV, & orally

Since cocaine is an indirect sympathomimetic, 
intoxication mimics the fight-or-flight response.



INTOXICATION
• General : Euphoria, heightened self-esteem, increase or decrease in blood pressure, tachycardia or 

bradycardia, nausea, dilated pupils, weight loss, psychomotor agita-on or depression, chills, and 
swea-ng.

• Dangerous : Seizures, cardiac arrhythmias, hyperthermia, paranoia, and Hallucina-ons

• Deadly : vasoconstric-ve eAect may result in MI, intracranial hemorrhage, or stroke.

• Management :

•  mild-to-moderate agita-on and anxiety: Reassurance of the pa-ent and benzodiazepines.

• severe agita-on or psychosis: An-psycho-cs (haloperidol )

• Symptoma-c support (i.e., control hypertension, arrhythmias)

• Temperature of >102°F should be treated aggressively with an ice bath, cooling blanket, and other 
suppor-ve measures.



Treatment of cocaine 
use disorder

• there is no (FDA)-approved pharmacotherapy 
for cocaine use disorder.

• OA-label medica-ons are some-mes used 
(naltrexone, moda[nil, topiramate).

•  Psychological interven-ons (con-ngency 
management, relapse preven-on, NA, etc.) 
are the mainstay of treatment



Withdrawal

• Usually not life-threatening

• post-intoxica-on depression (“crash”): Malaise, fa-gue, hypersomnolence, 
depression, anhedonia, hunger, constricted pupils, pa-ents can become suicidal.

• With mild-to-moderate cocaine use, withdrawal resolve within 72 hours ,With 
heavy chronic use last for 1–2 weeks

• Treatment is suppor-ve



2- Amphetamines

• Block reuptake and facilitate release of dopamine and 
norepinephrine from nerve endings, causing a s-mulant 
eAect

• Examples :  Dextroamphetamine (Dexedrine), 
methylphenidate (Ritalin), methamphetamine (Desoxyn, 
“ice,” “speed,” “crystal meth,” “crank”).

• Methamphetamines are easily manufactured in home 
laboratories , using over-the-counter medica-ons (e.g., 
pseudoephedrine).

• Methamphetamines are used medically in the treatment of :
(ADHD), binge ea-ng, and occasionally depressive disorders.
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INTOXICATION

• similar to those of cocaine

• Amphetamine withdrawal can cause prolonged 
depression

• Complica-ons of their long half-life can cause 
ongoing psychosis, even during abs-nence.

• Overdose : hyperthermia, dehydra-on , 
rhabdomyolysis, and renal failure.

• Treatment :  Rehydrate, correct electrolyte 
balance, and treat hyperthermia 



3- Phencyclidine (PCP)

• angel dust,” is a dissocia-ve, hallucinogenic 
drug that antagonizes (NMDA) glutamate 
receptors and ac-vates dopaminergic neurons

• . It can have s-mulant or CNS depressant 
eAects, depending on the dose

• PCP can be smoked as “wet” (sprinkled on 
cigarebe) or as a “joint” (sprinkled on 
marijuana).

■ Ketamine is similar to PCP, but is less potent. Ketamine is sometimes 
used as a “date rape” drug, as it is odorless and tasteless.



INTOXICATION

•  agita-on, depersonaliza-on, hallucina-ons, synesthesia (one sensory s-mula-on evokes another
—e.g., hearing a sound causes one to see a color )

• impaired judgment, memory impairment, comba-veness, nystagmus ,ataxia, dysarthria, 
hypertension, tachycardia, muscle rigidity, and high tolerance to pain.

• Overdose can cause seizures, delirium, coma, and even death.

• Treatment : 

•  Monitor vitals

•  benzodiazepines ( to treat agita-on, anxiety, muscle spasms, and seizures)

•  an-psycho-cs (to control severe agita-on or psycho-c symptoms.)



WITHDRAWAL

• No withdrawal syndrome, but “dashbacks” (recurrence of intoxica-on symptoms 
due to release of the drug from body lipid stores) may occur



4- SedaNve-HypnoNcs

•  Benzodiazepines (BZDs)

• used in treatment of anxiety 
disorders

• Easily obtained via prescrip-on from 
physicians’ ogces

•  Poten-ate the eAects of GABA by 
modula-ng the receptor, thereby 
increasing frequency of chloride 
channel opening.

• Barbiturates

• Used in the treatment of epilepsy 
and as anesthe-cs

• Poten-ate the eAects of GABA by 
binding to the receptor and 
increasing dura-on of chloride 
channel opening.

• At high doses, barbiturates act as 
direct GABA agonists, and therefore 
have a lower margin of safety rela-ve 
to BZD

• respiratory depression can occur



INTOXICATION

• drowsiness, confusion, hypotension, slurred speech, 
incoordina-on, ataxia, mood lability, impaired 
judgment, nystagmus, respiratory depression, and 
coma or death in overdose.

• Long-term seda-ve use may lead to dependence and 
may cause depressive symptoms

• Treatment : Maintain airway, breathing, and 
circula-on. Monitor vital signs.

•  barbiturates only :Alkalinize urine with sodium 
bicarbonate to promote renal excre-on.

•  benzodiazepines only: Flumazenil in overdose.

■ Symptoms are synergistic when combined with EtOH or opioids/narcotics.

■ Activated charcoal and gastric lavage to prevent further gastrointestinal
absorption (if drug was ingested in the prior 4–6 hours).



WITHDRAWAL

• life threatening.

• Signs and symptoms of withdrawal are the same as these of EtOH withdrawal. 
Tonic-clonic seizures may occur

• Treatment :

•  Benzodiazepines  (stabilize pa-ent, then taper gradually).

• carbamazepine or valproic acid taper not as bene[cial.



5- Hallucinogens

• psilocybin (mushrooms), mescaline (peyote cactus), and 
lysergic acid diethylamide (LSD)

• INTOXICATION : perceptual changes (illusions, hallucina-ons, 
body

• image distor-ons, synesthesia), labile aAect, dilated pupils, 
tachycardia, hypertension, hyperthermia, tremors, 
incoordina-on, swea-ng, and palpita-ons.

•  lasts 6–12 hours

• Treatment: Monitor for dangerous behavior and reassure 
pa-ent , Use benzodiazepines as [rst-line for agita-on

• No withdrawal syndrome

Pharmacological effects vary, but LSD is believed to 
act on the serotonergic system. Hallucinogens do
not cause physical dependence or withdrawal, 
though users can rarely develop psychological 
dependence.



 6- Marijuana

• Cannabis (“marijuana,” “pot,” 
“weed,” “grass”)

• Marijuana has shown some egcacy 
in trea-ng nausea and vomi-ng in 
chemotherapy pa-ents, increasing 
appe-te in AIDS pa-ents, in chronic 
pain and lowering intraocular 
pressure in glaucoma

■ The main psychoactive component which produces the “high” 
in cannabis is THC (tetrahydrocannabinol).

■ Cannabinoid receptors in the brain inhibit adenylate cyclase.



INTOXICATION

• euphoria, anxiety, impaired motor coordina-on, perceptual disturbances mild 
tachycardia, anxiety ,conjunc-val injec-on (red eyes), dry mouth, and increased appe-te 

• Cannabis-induced psycho-c disorders with paranoia, hallucina-ons, or delusions may 
occur

• Chronic use may cause respiratory problems such as asthma and chronic bronchi-s, 
immunosuppression, cancer

• Treatment: Suppor-ve, psychosocial interven-ons (e.g., con-ngency management, 
groups)

(The
Munchies)



Withdrawal

• irritability, anxiety, restlessness, aggression, 
strange dreams, depression, headaches, 
swea-ng, chills,  insomnia, and low 
appe-te.

• Treatment: Suppor-ve and symptoma-c



7- Inhalants

•  drugs that are inhaled and absorbed through the lungs

• CNS depressants

•  m/c used by preadolescents or adolescents rate of use is similar 
between boys and girls (but rare in adult females).

• Examples: Solvents, glue, paint thinners, fuels, isobutyl nitrates 



INTOXICATION

• EAects: paranoia, lethargy, dizziness, nausea/ vomi-ng, headache, nystagmus, 
tremor, muscle weakness Perceptual disturbances,

• Acute intoxica-on: 15–30 minutes.

• Overdose: May be fatal secondary to respiratory depression or cardiac 
arrhythmias.

• Treatment: Monitor airway, breathing, and circula-on; may need oxygen with 
hypoxic states.

• withdrawal : does not usually occur, but symptoms may include irritability, sleep 
disturbance, anxiety, depression, nausea, vomi-ng, and craving.

■ Long-term use may cause permanent damage to CNS (e.g., neurocognitive impairment, cerebellar 
dysfunction, Parkinsonism, seizures), peripheral neuropathy, myopathy, aplastic anemia, malignancy, 
metabolic acidosis, urinary calculi, glomerulonephritis, myocarditis, MI, and hepatotoxicity.



8- CaVeine

• is the most commonly used psychoac-ve 
substance

• form of coAee, tea, or energy drinks

• adenosine antagonist causing increase 
(cAMP) s-mula-ng the release of 
excitatory neurotransmibers

• S-mulant



OVERDOSE

• More than250 mg (2 cups of coAee): Anxiety, insomnia, muscle twitching, 
rambling speech, dushed face, diuresis, gastrointes-nal disturbance, restlessness, 
excitement, and tachycardia

• More than1 g: -nnitus, severe agita-on, visual light dashes, and cardiac 
arrhythmias

• More than10 g: Death may occur secondary to seizures and respiratory failure

• Treatment: Suppor-ve and symptoma-c.



WITHDRAWAL

• occur in 50–75% of caAeine users

• headache, fa-gue, irritability, nausea, vomi-ng, drowsiness, muscle pain, and 
depression

• resolves within 1½ weeks.



9- NicoNne

• derived from the tobacco plant,  It is highly addic-ve through its eAects 
on the dopaminergic system

•  causes both tolerance and physical dependence

• Cigarebe smoking is the leading cause of preventable morbidity and 
mortality

• (COPD), cardiovascular diseases, and various cancers

• 15% of U.S. adults

• EAects: Restlessness, insomnia, anxiety, and increase in GI mo-lity

• Withdrawal symptoms: Intense craving, dysphoria, anxiety, poor 
concentra-on, increase in appe-te, weight gain, irritability, 
restlessness, and insomnia

• Cigarebe smoking during pregnancy is associated with low birth 
weight, (SIDS) Sudden infant death syndrome , and a variety of 
postnatal morbidi-es.



TREATMENT OF NICOTINE DEPENDENCE

• Nico-ne replacement therapy (NRT): Available as transdermal patch, 

   gum, lozenge, nasal spray, and inhaler

• Varenicline (Chan-x)

• Bupropion (Zyban)

• Behavioral support -

F
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