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Regional Alcohol and Dug Detoxification

The primary goal of the Regional Alcohol and Drug Detoxification (RADD) program is to| provid
Quality detoxification treatment services, while managing limited allotted resources. Meeting tl
unique needs of Arkansans, by insuring proper and timely placement, is the desired outcome ¢
process. The RADD manual is intended to be a comprehensive guide for nurses, clinical staff,
administrators, and individuals involved in planning, evaluating, and providing alcohol and/or o
detoxification services.

All providers of RADD Services will adhefXARhRules of Practice and Procedure, revised 2009
and th&DAP Licensure Standards for Alcohol and/or Other Drug Treatment Programs, revised

Questions concerning the RADD program procedure should be directed to the Director of
Treatment Services or the RADD Coordinat68&0866. Questions regarding Admission

and Data Management Information System (ADMIS) reporting should be directed to the, Recor
Analyst at 5@B69872.



What is Detoxification?

What Is Intoxicate?

What Isaddictive?

Detoxificatior(i.e. Detox) is the management of the withdrawal syndrome and overall removal of tox

dictive substances from the body through a set of medical interventions while reducing the physical harm typ
with drug or alcohol ( AOD) abuse. Detoxificatio
after longerm use of any harmful substance.

The terndetoxificati@ncompasses a clearing of toxins. For mahgpatdznts, removal of drugs from
their bodies is part of the detoxification process. In the context of treating patients who are physically depen
hol or other drugs, detoxification also includes
sence of drugs. Detoxification is not a treatmergdekiigipehavior, but is a family of procedures for alleviating
shortterm symptoms of withdrawal from drug dependence. Detoxification is the first step in the recovery proc
also include a period of psychological readjustment designed to prepare the patient to take the next step in o
ment.

Alcohol and other drug (AOD) detoxification is the process through which a person who is physically
on alcohol, illegal drugs, prescription medications (or a combination of these drugs) withdraws from the drug
dependence. Since most persons who have a substance use disorder are addicted to a combination of alco
drugs (polydrug abuse), detoxification often involves more than one substance.

|ntoxicate's to excite or stupefy by alcohol or a drug to the point where physical and mental control is

diminished. When an individual abuses any substance to achieve intoxication, he/she experiences altered s
and body functions.



Regional Alcohol and Drug Detoxification

Addictiveis a compulsive need for and use offaimainiy substance characterized by tolerance and by

welldefined physiological symptoms upon withdrawal. Clinical research studies, over many years, have com
dence that an individual suffering with an addictive disorder may attribute it to biological, pharmacological, ar
reasons.

Addiction, within the medical sector, is typically diagnosed as a disease which causes a motivation to
devotion to a substance which presents a damaging result either through physiological or psychological depe

Physical addiction or dependence results in very identifiable withdrawal characteristics when the subs
said addict are removed from use. Physically addictive substances often induce pleasure and relieve pain w
and abuse begins when the fear of losing pleasurable qualities and regaining painful experiences ensues.

Psychological addiction or dependence, although found beyond substances, produces a compulsive t
leads to a multitude of withdrawal symptoms. Psychological addiction relates directly to the brain.

While both physical and psychological addiction can occur simultaneously, the treatment of abuse car
cally different. Resedraked evidence leaning toward addiction as a disease is largely becoming accepted in:
cal community, coupled with factors such as genetic predisposition and cultural pressures. Addiction and de
propel individuals to fight a chronic cycle in which life becomes a mission for engaging in a set role of behavi
ceasing or limiting other behaviors.

Length of Detoxification

Often, detoxification entails a more intense level of care than other types of AOD treatment. The detoxificatit
defined ashe period during which the patient receives detoxification medications, and/or period measured by
duration of withdrawal signs or symptontss essential that all employees and detox staff adhere to the policies
rounding detoxification in order to ensure client health and safety while managing the detoxification process.

Role of Detoxification in AOD Abuse Treatment

For many AGizpendent patients, detoxification is the beginning phase of treatment. It can also be a time wh
begin to make the psychological readjustments necessary for ongoing treatment. Offering detoxification alor
followup to an appropriate level of care, is an inadequate use of limited resources. People who have severe
that predate their AOD dependence or addiction (such as: family disintegration, lack of job skills, iliteracy, or
disorders) may continue to have these problems after detoxification unless specific services are available to
deal with these factors.



Regional Alcohol and Drug Detoxification

Goals of Detoxification

To provide safe withdrawal from dneg(9 of
dependence and enable the client to become drug fr

To provide withdrawal that is humane and protects tt
clien®® dignity while preparing the client for ongoing
treatment of their dependence

To provide quality DETOX and related treatment
services to the most people while managing limited
allotted resources

To provide a safe withdrawal from the drug (s) of dependence and enable the patient to become drug

Many risks are associated with withdrawal, some influenced by the setting. For persons who are severely de
alcohol, abrupt and unsupervised cessation of drinking may result in delirium tremens or dedthprotiusr sedat
may produce Hfereatening withdrawal syndromes. Withdrawal from opiates produce severe discomfort. How
to the patient and society are not | imited &0 th
tion is conducted in an outpatient setting. Outpatients experiencing withdrawal sympthosgenayhssifeet
drugs. The resulting interaction between prescribed medication and street drugs may result in sedation, a dr
pressure, even overdose.

To provide withdrawal that is humane and

A supportive environment with caring staff that are sensitive to cultural issues, and coinfigentzadityoare all
providing humane withdrawal.

To prepare patient for ongoing treatment of his or her AOD dependence.
During detoxification, patients may form therapeutic relationships with treatment staff or other patients and b

of alternatives to an AdbiDsing lifestyle. Detoxification is an opportunity to offer patients information and to mc
them for longtarm treatment.



Regional Alcohol and Drug Detoxification

Principles of Detoxification

Detoxification alone is rarely adequate treatment for AOD dependencies.

When using medication regimens or other detoxification procedures, clinicians should use only
protocols of established safety and efficacy.

Providers must advise patients when procedures are used that have not been established as s
and effective.

During detoxification, providers should co
extent possible.

Initiation of withdrawal should be individualized.

Whenever possible, clinicians should substitugetmnpnugedication for sacting drugs
of addiction.

The intensity of withdrawal cannot always be predicted accurately.

Every means possible should be used¢td he pati entsd signs and

Patients should begin particpating as soon as possible in followup support therapy such as pee

therapy, family therapy, individual counseling or thstegprecii¥ery meetings, and AOD recovery
educational programs.



Regional Alcohol and Drug Detoxification

Principles of Detoxification

Some detoxification procedures are specific to particular drugs of dependence; others are based on ¢
ples of treatment and are not drug specific.

Detoxification alone is rarely adequate treatment for alcohol and other drug (AOD) dependencies. Th
of detoxification services withoutdplkmvan appropriate level of care is less than optimum use of limited resour:
The appropriate level of care following detoxification must be a clinical decision based on the individual neec
tient.

When using medication regimens or other detoxification procedures, only protocols of established saf
cacy should be used in routine clinical practice.

Providers must advise patients when procedures are used that have not been established as safe anc
Such protocols are considered investigatory and should be carried out under an approved research protoco

During detoxification, providers should contr
tients who are AOD dependent generally cannot be relied on to take their medication as prescribed. Overdo
the prescribed medication or other drugs, is always a possibility. Because of this, treatment staff should adn
many of the patientds detoxification medicath-ons
er responsible person should assist the patient in taking the prescribed detoxification medication.

Initiation of withdrawal should be individualized. Many persons come to treatment during times of per
To initiate withdrawal immediately may intensify their distress. In some cases, treatment staff may prefer to -
patient on medication (e.g., a patient using heroin may be stabilized on methadone) to resolve the immediate
initiating withdrawal.

The intensity of withdrawal cannot always be predicted accurately. To assign patients to the appropri
care, it would be desirable to have empirically validated predictors of withdrawal severity. Unfortunately, no:
jective measures exist that would enable provide

sympt oms. Clinical guidelines used to assess pr
AOD use, the severity of their prior withdrawals (if any), and the presence of medicahwrrpsjithialimico
cians should take into account the patientds med
reliable.

Every means possible should be used to | essen

should not be the only component of treatment.
during detoxification. Also, to the extent that it is medically safe, patients should be physically active.

Patients should begin participating as soon as possiblgiaudpfpow therapy such as peer therapy, family
therapy, individual counseling or therafep t&covery meetings, and AOD recovery educational programs. Suc
vices provide much needed emotional support and provide alternative methods of coping with stresses that t
abuse. They provide general methods of coping with stresses that trigger AOD abuse. They provide genere
about AOD dependence and goals for recovery. Overall health also can be addressed. Counseling on sexu
include information on sexually transmitted diseases, human immunodeficiency virus (HIV) testing and educ:
guidance on safer sexual practices. For injecting drug users, a drug recovery education program might inclu
sion of the Center for Disease Control and Prevention recommendations on needle exchange and disinfectic



Regional Alcohol and Drug Detoxification

Effects of AOD Exposure and Withdrawal

Tolerance and Physical Dependence

Continued exposure to AODs induces adaptive chan
vary depending on the drug of abuse. The term i
neuroadaptation is drug tolerance, that is, increasing the amounts of the drug that are required to produce th
A second consequence of neuroadaptation is physical dependence; the brain cells require the drug in order

Drug Withdrawal

Sudden removal of alcohol or another drug of abuse from a physically dependent individual produces either ;
or withdrawal syndrome. The abstinence syndrome for each drug follows a predictable time course and has
signs and symptonssignsar e defined by Websterds Medical Di ct |
as observed and interpreted by t ISgmpiprharesdefioedamthe r at
same text as: i .Subjective evidence of disease
The signs and symptoms of drug withdrawal are usually the reverse of the direct pharmacological effects of t
oin use commonly produces elevation of mood (euphoaria), a decrease in anxiety, insensitivity to pain (analgesia), and a

decrease in the activity of the large intestine, often causing constipation. On the other hand, heroin withdraw
an unpleasant mood (dysphoria), pain, anxiety, and over activity of the large intestine, often resultinig in diarr
usually reduces anxiety and causes sedation. Large quantities may produce sleep, coma, or even death by r

depression. In a person who is physically dependent, cessation of alcohol use produces anxiety, insomnia, |
and seizures.

Tolerance and Withdrawal are the Hallmarks of Physiological Dependence
Determine the presence of tolerance or withdrawal, as documeMetliaigrioSiid criteria:
~ A need for markedly increased amounts of alcohol to achieve intoxication or desired effect.

~ Markedly diminished effect with continued use of the same amount of alcohol.

Withdrawal (one of the following)
~ The characteristic withdrawal syndrome for the substance (rBfdotdudBir details).

~ The same for (or closelgted) substance is taken to relieve or avoid withdrawal symptoms.

10



Safe and effective withdrawal management can occur in a variety of environments that differ in the level of c:
fessional monitoring that they provide. This module contains a review of the five levels of detoxification care
the American Society of Addiction Medicine (ASAM). The objective of placing patients into the appropriate le
to ensure safety during detoxification in the least restrictive environment aAepnoswatedssiyl recovery.

For sho#dcting drugs such as alcohol and heroin, the most severe signs and symptoms of withdrawal usually
hours of the i ndi-actingldiug br insdicdtiensstich assliazepam Waliant), withdrawal sygr
toms may not begin for several days and usually reach peak intensity after 5 to 10 days. Thevithaktsalere d
symptoms, during the initial stages of detoxification, constitute the acute abstinence syndrome. The
adjective fAacuted distinguishes the syndrome fro
symptoms of withdrawal may continue for weeks to months after cessation of use.

What is an RDS?

Regional Detoxification Specialist

11



RADDQualified Staff An RDS holdsurrentcertifications i&

To monitor clientBTOXoumust be

. V CPR/First Aid
one of the following:

V NPCI

APhysician
ARegistered Nurse
AlLicensed Practical Nurse V RADD

ARDS(RegionaI Detoxification Speciali

A Regional Detoxification Specialist must have valedael cgrtifications in First Aid and CPR, Nonviolent Phys
Crisis Intervention, and Regional Alcohol and Drug Detoxification training. If staff are not licensed medical pi
or are without the previous trainings and certifications, they cannot monitor clients during the detoxification p

RDS Responsibilities

Screening applicants

Evaluating presenting symptoms

Compiling an accurate substance abuse history

Taking vital signs

Nonviolently diffusing hostile situations

Providing CPR/First Aid

Documenting any occurrence relative to the detox process

=4 =42 =4 -4 -8 _9_9
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Regional Alcohol and Drug Detoxification

An individual successfully trained in
(with documentation in personnel file)

ATaking Vital Signs and_ NenViclenig
knowing the implicationrs's Intervention

of those vitals signs

AEvaluating signs and
symptoms of withdrawal
and implication of those
signs and symptoms

Emergency Care Plan

The program will maintain a written emergency care plan that will include the following:

1.

2.

At least 3 staff members trained as Regional Detoxification Specialists.

The program does provideo24 availability of emergency services including adequate provision f
handling special and difficult circumstance, when it is determined that an emergency exists.

The program maintains written agreements with ambulance services, doctors, hospitals, etc., t
medical coverage for emergency situations at all times.

The program maintains a list of the available services including phone numbers.

There must be Documentation in

personnel file that RDS is knowledgeal]
ofé
Emergency procedures, as defined in the
facility policy and procedure manual.

In any emergency, follow

YOUR FACILITY

policies and procedures

13



The Evaluation Process

The Regional Detoxification Specialist (RDS) will be in control of the evaluation process at all timesu-The go:
ation is:

(1) toreassure the person that you are concerned about his/her welfare and condition

(2)  to gain as much insight as possible into the persons; physical and mental condition to
make the proper referral

During arEvaluation ProcessRDSwillé

Observe the condition of the client

< Remain alert to the cli@tesponses to gain
insight into their condition

Evaluation

The RDS will always observe the condition of the client and listen for clues on how he/she actually feels. Th
Risk Assessment form will be completed with vital signs, as well as, history of substance abuse (see Form s
RDS will always be alert to the responses to gai
person what signs and symptoms the person has been exhibiting (hearing voices, tremulous, etc.). Using all
mation that is available can assure the client is referred to the appropriate level of service.

Evaluation After the Evaluatién

DOCUMENT
U Vital signs on the evaluation form . .
U Clients history of substance abuse X Opt|0nS |nC|Ude:
U Symptoms reported by the client
U Signs you hear, see, smell, feel
U Signs reported by person accompanying client

U Admission to Observational Detox

USE ALL INFORMATION AVAILABLE TO ASSUJ
THE CLIENT IS REFERRED TO THE APPROPR

LEVEL OF CARE U Referral for Medical Detox

14



Environment

If the client begins to acut

Ask the individual to leave

A Assure them they may return when they can be
more cooperative

A Never put yourself in a harmful situation
A Contacting the police should always be an option

Defusing Hostile Situations

The RDS should al ways be alert to the clientods

as their responses to questions, being examined, etc. If a situation starts presenting a hostile tone, the RDS
sure the individual that they are there to help, and he/she needs the full cooperation of the individual to enst
can be provided as soon as possible. There should not be an atmosphere of confrontation. The RDS shouls
him/herself in a situation of being hurt. If the situation deteriorates to the point where the evaluationrprocess
the individual becomesaaoperative, contacting the police should always be an option for a combative situatic

Documentation

As the evaluation/examination process unfolds, appropriate documentation should take place.
IFIT IS NOT DOCUMENTED, IT DID NOT HAPPEN!

Document the evaluation on the Withdrawal Risk Form so it can enhance the referral/treatment process. Alv
ument admissions, dispositions of the admissions, and refusals.
Foll ow up with a descriptive narrative of the
- Vital signs
- Presenting signs and symptoms
- Substance abuse history

Always consider the welfare of the client when reaching a referral decision. At this point, if a person wants tc
and the RDS finds it appropriate, the RDS will have the client sign a Voluntary Admission Agreement. The R
the client to one of two levels of service based upon the evaluation:

- Medical detoxification

- Observational detoxification

15



Regional Alcohol and Drug Detoxification

Records

Upon admission to the Regional Alcohol and Drug Detoxification (RADD) Program, a chart will compiled. Th
include the following:

Stabilization/Treatment Plan
Aftercare Plan
00 Proof of Clientds Il dentity

1. Withdrawal Risk Assessment

2. Commitment Papers (VOL orAXE00/1268)

3. Release of Confidential Information Forms

4. Condition of Admission Form

5. Clientbés Personal Property Form

6. Vital Signs

7. Regional Detoxification Specialistdos no
8.

9.

1

Referral Sources

Upon completion of the evaluation process, based upon vital signs, presenting signs and symptoms, and sut
history, the client will be referred to one of the following levels of service:

A. Clients in an acute phase of withdrawal will be referred to the appropriate medical facility for m
detoxification. Upon discharge from the medical facility, the client will be returned to the alcohc
drug (AOD) treatment facility and placed in RADD services followed by continued care.

B. Clients who are in mild withdrawal will be placed in the observational level f the RADD prograrn
Following discharge from observation, the client will be placed in RADD services followed by c
care.

Treatment

Observation includes periodic monitoringraug@ay basis of a client who is undergoing mild to moderate withd
inaresidential/liven s et ti ng. Monitoring will consi st ifof t

indicated, until results remain within the normal range for at least eight hours. A staff member thagds trainec
by the Office of Alcohol and Drug Abuse Prevention will take vital signs. The facility shall establish approvec

medi cal procedur es. These services shall be ava
care is required. Vital signs wil/| be recorded
within normal limits for 8 consecutive hours, they will be taken no less than every 6 hours. There will be doc
the clientébés case record verifying each vital si

16



Regional Alcohol and Drug Detoxification

Stabilization

Staff, authorized by t htermpeeds @pasedmon withdrawal risk agdsesanent fing m
ical history) and develop an appropriate detoxificatior/stabilization plan (see Form section). The plan will be signed by an
RDS, LPN, LPTN, RN, or MD and the client, unless the client is unable to do so due to medical contraindicat

client is unable to sign the plan, the stafé$ wil
soon as possible. The completed and signed deto
sion. The program will 1 mplement the detoxifica

in the progress notes. The program will also review, and if necessary, revise the detoxification/stabilization &
every 24hour period. Should the client's need change significanthowighith@4plan will need to be revised earli-
er.

Aftercare

Prior to discharge, a continued plan of care will be developed. The aftercare plan is initiated to hap in facilit
going process of treatment for an individual. T
goals, and objectives or ways in which those needs will be met, are included in the aftercare plan. The plan
a staff person and date with which the client will follow through for review of aftercare status.

Medication

Upon admission, clients who bring prescribed medication to the facility should be allowed to continue it. Allo
tions include, but are not limited to:

- heart medications

- high blood pressure medications

- psychotropic drugs (used in treating psychiatric disorders)
- diabetic medications

- ulcer medications

- breathing medications (tablets and inhalers)

- seizure medications

Medications that should be scrutinized closely include sleeping pills, tranquillizers, diet pills, etc.tyThe treatme
should not discontinue prescribed medications without input from a physician. Clients returning from detoxifi
medical unit should continue to take any medication prescribed at that facility. Also, medication takieh at the
be documented in the RDS6s notes. I f any prescr

notes (why, when, and physiciands input).

17



Regional Alcohol and Drug Detoxification

Legal and Ethical Issues for Detoxification Programs

A host of legal and ethical issues affect the operation of alcohol and other drug (AOD) detoxification prograrn
obtaining consent to treat. For example, staff members often deal with patients who are inebriated or intoxic
can they obtain consent to enter detoxification treatment from such individuals?

Consent to Treatment

Adults generally have the right to consent to or to refuse treatment , a right that is grounded in Stada,law, jud
and the United States Constitution. The right to consent to treatment, in other words, to make an informed c
mally based upon a process. The treatment provider presents the patient with a diagnosis, a prognosis, ad
available alternative treatments, their risks and benefits, and a prediction of the likely outcome if there is no t
This process requires that the patient have the

Intoxicated or Incapacitated Patients

Detoxification programs, perhaps more than any other kind of AOD abuse treatment program, deal with patie
capacity to make rational decisions may be impaired. Persons who are intoxicated often demonstrate dimini
capacity. Individuals who are incapacitated by AODs may be unconscious, or their judgment may be so imp
are incapable of making a rational decision about their basic needs, including their need for treatment.

How can detoxification programs secure consen

Staff should assess each patient in order to determine whether he or she is able to give informed consent.
not able to do so because he or she is intoxicated or incapacitated by AOD use, the program should obtain ¢
soon as the patient has regained his or her faculties. In the meantime, the program may obtain consent to tr
relative or parents, if the patient is accompanied to the program. In obtaining consent, the program must be
Federal confidentiality laws.

Standards of Care
RADD programs handl e pa
ment by the courts. (1

tients who are brought in
nvoluntary commitment i s

Admission Priority
Court ordered clients
Arkansas Commitment Law
Act 10 (Act 1268 of 1995 as amended)

Client with greatest clinical need
1V drug users and pregnant women first

Clients from your catchment area

Clients from other catchment areas in the
state of Arkansas

18



Admission

For each new admissiocadraission, or transfer admission, the client must be interviewed. WiuSiiie reteaw
umented. During the intake process, it is important to document that an effort has been made to ensure the
stands policies and procedures, services available, costs, client rights and program rules. Also upon admiss
assessment will be initiated, completed, and fi
condition constitutes a medical emergency preventing completion of documentation, an explanation of the ci
should be placed in the client record and the information should be obtained as soon as possible.

Types of Admission
Individuals presenting themselves for RADD program services will be evaluated by a Regional Detoxification

Admission to the RADD program in@gh@Ed0 (ACT 1268 OF 1995 Amenittedyoluntary and involuntary com-
mitment law for substance abuse.

Admissions

INVOLUNTARY

For individuals
presenting for admission
who have been ordered,
by the court system, into

treatment.

This type court order
gives the designated
facility permission to

fitreat and restragup to
21 days.

Admissions

VOLUNTAR®Yany

person who believes
him/herself to be addicted
to alcohol or drugs may

apply for admissian

Involuntary clients are entitled to the same care that meets professional standards

19



Regional Alcohol and Drug Detoxification

Under 18 years of age

Belligerence or combativeness

Denial of Admission

Overriding medical problénesient who presents any of the following medical conditions will be referred to the :
ate medical facility for treatment prior to be admitted into any RADD program.

Broken bones

Bleeding wound (s), including nose bleeds
Excessive bruising, especially on the face or head
Seizure disorder

Diabetes

High blood pressure

Chest pin

Excessive vomiting (blood or blood tinged)
Protruding abdomen (distended)

Jaundice

w W wwww ww w w

§ Note: You may not deny admission due to intoxication! *

The RDS will write a refusal noted explaiRBAQE@N (SefusedALTERNATIVE(S)ggested, alREFERRAL(S)
made. Care will be taken by the RDS to ensure the applicant is referred to the appropriate service.

20



Regional Alcohol and Drug Detoxification

Program staff must be aware of federal and state regulations and laws governing the dispensing, storage , a
of all medications. These laws and regulations often require that certain classes of professionals dispense n
Separate provisions often govern the storage, prescription, and dispensing of scheduled drugs.

Drugs Brought into the Program by Patients

Patients sometimes enter AOD detoxification with drugs on their person or in their luggage. Staff may wish t
newly admitted patients and the belongings they bring with them. The safest approach is to tell the patient a
that this is a standard part of the process and that he or she must agree to the search in order to erdger detox
program also may incorporate this notice in its admission papers, thereby ensuring that the patient agrees to

State regulations sometimes govern how a program may dispose of drugs. They may require, for example, 1
be flushed down the toilet, destroyed, or turned over to the police. (The Federal confidentiality laws and regt
ever, prohibit programs from turning patients who are in possession of drugs over to the police.) If a progran
drugs brought into treatment by patients, it is advisable for staff members responsible for such destruction to
under observation and maintain a record of the act, so that a patient cannot later make false accusations ab«
curred. State regulations also govern the methods for handling prescrifitenoanttorezdications that patients
bring into treatment.

Drugs Brought into the Program by Visitors

Although programs cannot turn patients with illegal drugs over to the police, no such restrictions appty to visi
the program facility with drugs. As long as no disclosure is made about a patient, such persons may be repc
police. A program that plans to search visitors for drugs must obtain their consent. It may make visiting privi
gent on consent to search. The use of force should be avoided, as a visitor could sue the program for batter
prisonment.

Feder al Law Protecting Patientdés Right to Con

Feder al |l aws2 (@29 V2)S. &L£nd 2O dDarda | regul ations (C.
ality and Communication 2003 guarantee the strict confidentiality of information about all persons receiving £
prevention and treatment services. They are designed to protect privacy rights and thereby attract individual
ment. Violating the regulations is punishable by a fine of up to $500 for the first offense or up to $5,000 for e
guent offense.

The Federal confidentiality laws and regulations protect any information about a patient if the patient has apy
received any alcohol or drug abuse related services including: assessment, diagnosis, detoxification, counse
counseling, treatment, and referral for treatment from a covered program. The restrictions on disclosure app
mation that would identify the patient as an AOD abuser, either directly or by implication. The rule applies frc
ment the patient makes an appointment. It applies to patients who are civilly or involuntarily committed, minc
patients who are mandated into treatment by the criminal justice system, and former patients. Finally, the ru
whether or not the person making the inquiry already has the information, has other ways of getting it, enjoys
tus, is authorized by State law, or comes armed with a subpoena or search warrant.
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Conditions Under Which Confidential Information May Be Shared

Information that is protected by federal confidentiality regulations may always be disclosed after the patient f
proper consent for m. The regulations also per mi
communicating information to medical personnel during a medical emergency or reporting child abuse to the

The following required items merit further explanation:

Y The purpose of the disclosure
Y How much and what kind of information will be disclosed.

These two items are closely related. All disclosures, especially those made pursuant to a consent form, mus
information that is necessary to accomplish the need for or purpose of the disclosure. It would be improper t
everything in a patientoés file if the person mak

In completing a consent form, one must determine the purpose of or need for the communication of informat
has been identified, it is easier to determine how much and what kind of information will be disclosed and to

disclosure to what is essential to accomplish the identified need or purpose. As an illustration, if a patient ne
the fact that he or she has entered a detoxification program verified in order to be eligible for a benefit progre
pose of the disclosure would be Ato verify treat

be Aenroll ment in treatment. o The disclosure wo
a counseling at XYZ Program.o

Y The patientédés right to revoke consent

The patient may revoke consent at any time, and the consent form must include a statement to this effect. R
need not be in writing. I f a program has made a
the consent and is not required to try to retrieve the information it has already disclosed.

The regulations state that acting in reliance includes providing services in reliance on a consent form permitt
sures to a thighyer payer. Thus, a program may bill 4herthipdyer for past services to the patient even after co
sent has been revoked. A program may not, however, make any disclospaetyqothyeethimcrder to receive re-
imbursement for services provided after the patient has revoked consent.

Y Expiration of the consent form

The form must also contain a date, an event, or a condition on which it will expire, if not previously revoked.

|l ast Ano |l onger than reasonably necessary to ser
expected to be accomplished in 5 or 10 days, it is better to stipulate that amount of time rather than to reque:
period or have a uniform 60 or 90 day expiration date for all forms.

The consent form may specify an event or a condition for expiration, rather than a date. For example, if a pa

placed on probation at work on the condition that he or she attend the detoxification program, the consent fo
expire until the expected time of completion of the probationary period.
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Y Signatures of minors and parental consent
Seeking Information from Collateral and Referral Sources

Making inquiries of parents, other relatives, health care providers, employers, schools, or criminal justice age
seem at first glance to pose no risk to a pfatien
information referred the patient to treatment. Nonetheless, it does. When a program that screens, assesses
patient asks a relative or parent, a doctor, an employer, or a school to verify information it has obtained from
i s maki Agleantfipaytiinegn-itertifgirg inforsnationdas.informati®rathat igdentiies someone as ar
AOD abuser. In other words, when program staff seeks information from other sources, they are letting thes
know that the patient has asked for detoxification services. Federal regulations generally prohibit this kind of
unless the patient consents.

How should a program go about making such reques
ative, doctor, employer, school, or health care facility. Vhen filling out the consent form, staff should give thought to the

Apurpose of disclosureo and fihow much and what k
sessing a patient for treatment and seeks records from a mental health provider, the purpose of the disclosul

fto obtain ment al health treat ment records to co
ited to a statement that AJohn Doe is being asse
be released.

Communications with Insurance Carriers

Programs must obtain a patientds written consent
anythigharty payer who may be responsible for fundir
cumstances?

The program clearly cannot make a disclosurefgoaatthirdy payer wi t hout -parthmayep at i
is the patientdés employer, the program would not
treatment reported to the insurer. Patients whose employiesuezd sl fear they will be fired, demoted, or dis
plined, should their employer learn they have a substance abuse problem. Patients whose treatment is cove
insurance may fear they will lose their benefits and be unable to obtain other coverage once their current ins
they have been treated for a substance abuse problem.

Communication with Other Care Providers

Detoxification programs sometimes need to maintain ongoing communication with the referral source or with
sionals providing services to patients. The bes

Referral for Further Treatment

When a staff member of a detoxification program refers a patient to another treatment program and makes a
for the patient, he or she is making a disclosure covered by fededabrdmdatones that the patient has sought or
received detoxification services. A consent form is, therefore, required. If the detoxification program-is part
gram to which the patient is being referred, a consent form may not be necessary under federal rules, since
expectation for information disclosed to staff within the same program.
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Transferring Patients to the Hospital

Detoxification programs, particularly those with limited medical resources, often must transfer patients to a h
tensive medical management and care. Programs may deal with this issue in two ways. First, they may ask
admitted to detoxification to sign a consent form permitting disclosure to the cooperating hospital, steuld hos
required. Second, they may take advantage of a provision in the Federal regulations that permits a program

closures in a fimedical emergencyo to medical per
of treating a condition which poses an i mmedi at e
emergencyo as fia condition which poses an i mmedi

ical intervention.o If a patient® condition requires emergency treatment, the program may use this exception to communi-

cate with medical personnel at a hospital. Whenever a disclosure is made to cope with a medical emergenc:
must document in the patientds records the name
al making the disclosure, the date and time of the disclosure, and the nature of the emergency.

Mandatory Reporting to Public Health Authorities

All states require that new cases of acquired immunodeficiency syndrome be reported to public health autho
submit this information to the Federal Centers for Disease Control and Prevention. In some cases, they alsc
er purposes. Some states also require the reporting of new cases of human immunodeficiency virus infectio
require reporting of certain infectious diseases, such as tuberculosis and sexually transmitted diseases. The
authority often uses reports of infectious disea
person may have spread the disease.

The types of information that must be reported and for which diseases, who must report, and the purposes t
information is put, vary from state to state. Therefore, program directors must examine their state laws to dis
whether they or any member of their staff is a mandated reporter, (2) when reporting is required, (3) what inft
be reported and whether it includes-igletntifiying information, and (4) what will be done with the information rep

Telephone Calls to Patients

If someone telephones a patient at a detoxification program, the staff may not reveal that the patient is at the
less the program has a written consent form signed by a patient to make a disclosure to that particular caller
restriction, how should a program handle telephone calls to patients? There are at least four options:

Y The program can obtain the patientds written coc
these individual sd names when the patient recei

Y If the patient has not consented to receive calls from a particular person, the staff member can put the ca
and ask the patient if he or she wants to speak to the caller. If the patient wants to accept the call, the pa
staff member, is making the disclosure that he or she is at the detoxification program. If the patient does
speak to the caller, the staff member must tell
no time may the program reveal, even indirectly, that the person being inquired after is a patient at the prt

Y The program can uniformly take messages for pat
here, but if she is | wild!/l give her this messa(
about being in treatment.

Y The program can set up a fApatient phoneo that i
telephone and give the phone numbers to others if the number were unlisted, the program would be mak
sures. The program should caution patients to act discreetly and thoughtfully when handling calls for oth
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Patients Mandated into Treatment by the Criminal Justice System

Detoxification programs treating patients who are required to enter and participate in treatment as part of a c
sanction must follow the Federal confidentiality rules. In addition, some special rules apply when a patient is
as an official condition of probation, sentence, dismissal of charges, release from detention, or other disposit
criminal proceeding, and information is being disclosed to the mandating agency.

A consent form or court order is still required before any disclosure may be made about an offender who is n
assessment or treatment. However, the rules concerning the length of time that consent remains valid are d
Acri minal justice system consento may not be rev

The regulations require that the following factors be considered in determining how long a criminal justice sy
will remain in effect:

The anticipated duration of treatment

The type of criminal proceeding in which the offender is involved

The need for treatment information in dealing with the proceeding

When the final disposition will occur

Anything else the patient, program or criminal justice agency believes is relevant

<< < =<

These rules allow programs to continue to use a traditional expiration condition for a consent form that once
one all owed, namely, fAwhen there is a substanti a
change in status occurs whenever the patient moves from one phase of the criminal justice system to the ne
ple, if a patient is on probation or parole, a change in criminal justice status would occur when the probation

ed, either successful completion or revocation. Thus, the program could provide treatment or periodic report
bation or parole officer monitoring the patient and could even testify at a revocation hearing if it so desired, s
change in criminal justice status would occur until after that hearing. This formula appears to work well.

Concerning revocability of the consent (i.e., the conditions under which the offender can take back his or her
regulations provide that the form may state that consent may not be revoked until a specified date arrives or
curs. The regulations permit the criminal justice system consent form to be irrevocable, so that a patient whe
to enter treatment in lieu of prosecution or punishment cannot later prevent the court, probation department,
cy from monitoring his or her progress. Although criminal justice system consent may be made irrevocable f
period of time, its irrevocability must end no later than the final disposition of the criminal proceeqing. There:
tient may freely revoke consent.

Several other considerations relating to criminal justice system referrals are important. First, any information
one of the eligible criminal justice agencies from a treatment program may be used by that justice agency on
tion with its official duties with respect to that particular criminal proceeding. The information mayprot be use
ceedings, for other purposes, or with respect to other individuals. Second, whenever possible, the judge or r
cy should require that a proper criminal justice system consent form be signed by the patient at the time he c
ferred to the treatment program. If this is not possible, the treatment program should have the patient sign a
tice system consent form at his or her first appointment. With a properly signed criminal justice consent forrn
cation program can communicate with the referring criminal justice agency, even if the patient appears for as
treatment only once. This avoids the problems that may arise if a patient mandated into treatment does not
consent form and leaves before the assessment or treatment has been completed.
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If a program fails to have the patient sign a criminal justice system form and the patient fails to complete the
or treatment, the program has few options when faced with a request for information from the referring crimir
agency. The program could attempt to locate the patient and ask him or her to sign a consent form. The pa
ever, unlikely to do so. Itis uncertain whether a court can issue an order to authorize the program to release
about a referred patient who has left the program in this type of case, because the regulations allow a court t
sure of treatment information for the purpose of investigating or prosecuting a patient for a crime only when t
Aextremely serious. o A parole or probation viol

Therefore, unless the judge, criminal justice agency, or program obtains consent at the beginning of the asse
treatment process, the program may be prevented from providing any information to the referring criminal jus
If a patient referred by a criminal justice agency never applies for or receives services from a program, that f:
communicated to the referring agency without patient consent. As soon as a patient has made an appointms
program, a signed consent form or a court order is needed for any disclosures.

Duty to Warn
Patient Threats For most treatment professionals, the di

troubling one. Many professionals believe that they have an obligation ethically, professionally, and morally
crime when they are in a position to do so, particularly if the crime is a serious one. Although these issues it

often, programs may face questions about their 0
to harm another, or a patientédés insistence on dr
There is a developing trend in the |l aw to requir

vi olence to anothero to take Areasonabl e Tamwmfpvs 0
Regents of the Univ. of CalGal.3d 425 (1976), in which the California Supreme Court held a psychologist liah
monetary damages because he failed to warn a potential victim his patient threatened to, and then did, kill. ~
ruled that if a psychologist knows that a patient poses a serious risk of violence to a particular persas, the ps
a duty Ato warn the intended victim or otheats | i
ever other steps are reasonably necessary wunder

While strictly speakingTeasoffuling applies only in California, courts in a number of states have followed it in
therapists and others liable for damages when they failed to warn a potential victim of threats disclosed durir
their patients. Most of these cases are limited to situations where patients threaten a specific victinm; and the
erally apply where a patient makes a threat without identifying the intended target. States that have enacted
subject have similarly limited the duty to warn to situations in which the identity of the potential victim has be

Faced with a potenti al Aduty to warnodo question,
Y Is there a legal duty to warn in the particular situation under state law?
Y If there is no state legal requirement to warn an intended victim or the police, does the program believe a

tion to warn exists?

Only an attorney familiar with the law in the state in which the program operates may answer the first questic
swer is fAno, o0 it is advisable to discuss the sec

vy I f the answer to either of the above questions
be able to take action without violating the federal confidentiality regulations?
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There is an apparent conflict between federal confidentiality requirements and the duty to warn imposed by ¢
have adopted the principles datfasoifase. Simply put, federal confidentiality law and regulations prohibit a pr
from making the type of disclosufl@athabfiind similar cases require, unless it can do so by using one of the re
tionds narrow exceptions.

When a patient threatens harm to self or another, a program has four options:

Y Request a court order before a judge authorizing the disclosure. The program must take care that the co
the requirements of federal confidentiality regulations.

Y Make a disclosure that does not identify, as a patient, the individual who threatens to commit the crime. -
sure can be made either anonymously through a report, or (for a program that is part of an entity whose <
not AOD treatment) making the report in the larger entity's name. For example, a counselor employed by
tion program that is part of a mental health facility could telephone the police of an attack, identify herself
Afcounsel or at the Johnson City Mental Health CI
without identifying the patient as an AOD abuser. Counselors at freestanding detoxification units may no
name of the program.

Y Make a report to fimedical personnelo 1 f the thr
the health of any individual and Arequires i mme
vate physician about a suicidal patient so that medical intervention can be arranged.

Y Obtain the patientds consent. This may be unli

If none of these options are practical, and a program believes there is clear and imminent danger to a patien
person, it is prudent to report the danger to the authorities or the threatened individual. While eachrdase pre
guestions, it is doubtful that any prosecution (or successful civil lawsuit) under the confidentiality regulations
brought against a program or counselor who warned about potential violence when he or she believed in goc
there was real danger to a particular individual. On the other hand, a civil lawsuit for failure to wdian might we
threat were actually carried out. In any event, the program should try to make the warning in a manner that
tify the individual as an AOD abuser.

Driving While Impaired

Suppose that an intoxicated patient arrives at a detoxification program but decides not to enter treasment. If
not in condition to drive home, a program should:

Yy Offer the patient a ride home or taxi fare for a ride home
Y Maintain a room where such a person can fAsl eep

If an intoxicated individual refuses any of the above and insists on driving, the program should call the police
prevent the individual from driving fail . orekn do
ample, the program can call the police and tell
who is heading downtown from the intersection of
program should ask the police to respond immediately. The program may not tell the police that the patient i
alcohol or drugs, and cannot reveal the programb
abuse problem.
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I n order to get the patientds | icense number and
If it does so, the program should avoid using force, since the patient could sue the program for battery or fals
ment.

Dealing with Police

Programs sometimes unknowingly admit patients who are sought by police. If the police discover that some
seeking is at the program and come armed with an arrest warrant, what should the program do? How shouls
handle search warrants? The answer to these questions are quite different.

Arrest Warrants

An arrest warrant gives police the authority to search the program facilities; however, the program is not autt
the police by pointing out the offender. The unfortunate result is that the confidentiality of all patiesys in the [
be compromised when the police enter and search for a fugitive. There is no solution to this problem, unless
secure a court order ,under which, would authorize the program to disclose the identity of the patient. If the |
not convince the police to obtain a court order, it can try to convince the patient to surrender voluntandy. (Vo
der by a patient is a disclosure by the patvdent,
untarily, since arrest is inevitable and cooperation may positively influence the prosecutor and judge when th
bail arises. The risk is that the patient will attempt to escape, which might expose the program to a change c
unlawful escape. To reduce this possibility, the program, should work with the police so that law enforcemer
have secured the area around the program.

Search Warrants

A search warrant does not authorize the program to permit the police to enter the premises. Even if signed |
search warrant is not the kind of ficourt ordero
and see patients or patient records when patients have not consented. Law enforcement officials are unlikel
about the restrictions of the federal regulations, however, and they will probably believe that a search warran
to enter and search the program. What should a program do?

Presented with a search warrant, program staff should show the officer a copy of specific federal regulations
their restrictions. Staff can suggest that the officer obtain a court order that will authorize the progi@am to mal
sure called for in the search warrant. No harm will ordinarily be caused by resultant delay (although the polic
agree with this view). The program should call its lawyer and let him or her talk with the police. Failing that,
could try to call the prosecutor who has sent the police, explain the regulations, and point out that any evider
without the proper court order may be excluded at trial since it will have been illegally seized.

If none of these steps work, the program must permit the police to enter. Refusal to obey direct order of the
a crime, even if the police are wrong, and forcible resistance would be unwise. If the program has made a g
to convince the law enforcement authorities to pursue the proper route, it is unlikely that it would bmgeld liab
entry when argument fails.
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Conclusion

Programs should develop protocols for dealing with arrest and search warrants and have a copy of federal re
available at all times to show law enforcement officials. Programs should establish a relationship with an attt
be called upon to help in these situations. Finally, programs should reach out to law enforcement agencies |
arises and work with them to develop ways of dealing with these issues. If the regulations are explained whe
emergency and there can be no suspicion that the program is hiding anyone or anything, and a protocol is et
unpleasant confrontations may be avoided.

Reporting Criminal Activity by Patients
Y What should a program do when, for example, a patient tells a counselor that she intends to get her child
new clothes by shoplifting, a crime the counselor knows she has committed many times in the past?
Y Does a program have a responsibility to call the police when a patient discloses to a counselor that he or
pated in a serious crime some time in the past?
Y What can a program do when a patient commits a crime at the program or against an employee of the pr
Each of these questions require separate analysis.
Threatened Criminal Activity
A program generally does not have a duty to warn
the patient presents a serious danger of violence to an identifiable individual. In the example of a digent clain
shoplift, without intent to harm or without identifying the store, can be dealt with therapeutically. &imgplifting i
and not something a program should necessarily report to the police.

Past Criminal Activity

Suppose that a patient admits during a counseling session that he killed someone during a robbery three ma
Does the program have a responsibility to report murder?

In a situation where a program thinks it might have to report a past crime, three questions must be answerec
Y Is there a legal duty under state law to report the past criminal activity to the police?

The answer is generally no. In most states, there is no duty to report to the police a crime committed in the |
those states that continue to make failure to report a crime rarely prosecute violators of the law.
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Y Does state law permit a counselor to report the crime to law enforcement authorities if he or she wants to

Whether or not there is a legal obligation to report past crimes to the police, state law may protect conversati
counselors of detoxification program and their patients and may exempt counselors of detoxification prograrn
patients from any requirement to report past criminal activity by patients. Such laws vary widely on the prote
cord communications between patients and counselors. In some states, admission of past crimes may be c«
ileged, and counselors may be prohibited from reporting them. In others, admission may not be privileged. Moreover,

each state uniquely defines the kinds of relationships protected. Whether a communication about past crimil
privileged (and therefore cannot be reported) ma
licensed or certified. Any program that is concerned about this issue should ask a local attorney for &n opini
whether there is duty to report and whether any-paties¢lorivilege exempts counselors from that duty.

Y If state law requires a report, or if it permits one and the program decided to make a report, how can the |
ply with federal confidentiality regulations and state law?

Any program that decides to make a report to | aw
so without violating either federal confidentiality regulations or state laws. It may comply with feddéoal-regulat
ing one of the first 3 methods described in the discussion of duty to warn, namely:

1 It can make a report in a way that does not identify the individual as a patient in a detoxification program

1 If the crime is sufficiently serious, it can obtain a court order permitting it to make a report

1 If the patient is an offender who has been mandated into treatment by a criminal justice agency, the prog
make a report to that agency provided it has a criminal justice system consent form signed by the patient
ed broadly enough to allow disclosure of this sort of information

Because of the complicated nature of this issue
ty should seek the advice of a lawyer familiar with local law as well as federal regulations.

Crimes on Program Premises or Against Program Personnel

When a patient has committed or threatens to commit a crime on program premises or against program pers
regulations are more straightforward. They permit the program to report the crime to a law enforcement age
its assistance. Without any special authorization, the program can disclose the circumstances of the inciden
suspectdéds name, address, | ast known whereabout s,
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Reporting Child Abuse and Neglect

All 50 states have statutes requiring reporting when there is reasonable cause to believe or suspect child abi
While many state statutes are similar, each has different rules about what kinds of conditions must be report
report and when, and how reports must be made.

Most states now require not only physicians, but educators and social workers to report child abuse. Most st
an immediate oral report, and many hizge talimbers to facilitate reporting. Half of the states require both oral
written reports. All states extend immunity from prosecution to persons reporting child abuse and neglect. M
provide for penalties for failure to report.

Because of the variations in state laws, programs should consult these documents to ensure that their report
are in compliance. Since many state statutes require that staff report instances of abuse to administrators, v
required to make an official report, programs concerned about this issue should establish reporting protocols
staff may bring incidents of suspected child abuse to the attention of program administers, who must then sh
responsibility of make the mandated reports.

Federal confidentiality regulations permit programs to comply with state laws that require the reporting of chil
neglect. This exception to the general rule prohibiting disclosure of any information about a patient, howevel
to initial reports of child abuse or neglect. Unless the patient consents or the appropriate court issues a spec
der, programs may not respond teupltequests for information or subpoenas, even if the records are sought fc
in civil or criminal proceedings resulting from

31



Regional Alcohol and Drug Detoxification

Conducting Research
Research about and evaluation of the efficacy of different methods of detoxification are essential if advances
are to be made. But can detoxification programs shaterpdyieigtinformation with researchers and program ev:
ators? The confidentiality regulations do permit programs to disdesgfyatgenformation to researchers, audi-
tors, and evaluators without patient consent, providing certain safeguards are met.

Research

Detoxification programs may discloseipatienn t i f yi ng i nf ormation to per s«
gram director determines that the researcher:

Y Is qualified to conduct research

Y Has a protocol under whichpatéra nt i fying i nformation will be ke
visions

Y Has provided a written statement from a group of three or more independent individuals who have review
col and determined that it protects patientso

Researchers are prohibited from identifying an individual patient in any report or from otherwise disclosing ar
identities, except back to the program.

Audit and Evaluation

Federal, state, and local government agencies that fund or are authorized to regulate a program, private enti
or provide thighrty payments to a program, and peer review entities performing a utilization or quality control
may review patient records on the program premises in order to conduct an audit or evaluation. Any person
reviews patient records to perform an audit or conduct an evaluation, must agree in writing that it will use the
only to carry out the audit or evaluation and thatigcMbeepatient information only:

Y Back to the program
Y In accordance with a court order to investigate or prosecute the program
Y To a government agency overseeing Medicaid or Medicare audit or evaluation.

Any other person or entity that is determined by the program director to be qualified to conduct an audit or e\
that agrees in writing to abide by the restrictialisctostge, also may review patient records.

Followup Research

Research that follows patients for any period of time after they leave treatment presents a special challenge
regulations. The detoxification program, researchers, or evaluator who seeks to contact former patients to g
mation about how they are fairing after leaving treatment, must do so without disclosing to others any inform:
their connection to the detoxification programuff éolidact is attempted by telephone, the caller must make sul
or she is talking to the patient before identifying himself or herself in connection to the detoxification program
ple, asking for AJane Doed when her husband or ¢
the AABC Detoxi fication Program, o0 or ADrug Resea
agency may form another entity without a hint of detoxification in its name (e.g., Health Research, Inc.). Whe
resentative of such an entity calls former patients, however, care must be taken that the patient is actually or
fore revealing any connection with the detoxification program.
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If followup is done by mail, the return address should not disclose any information that could lead someone s
envelope to conclude that the addressee had been in treatment.

Five Other Exceptions to the General Confidentiality Rule

Communications that Do Not Disclose Paltemitifying Information

Federal regulations permit programs to disclose information about a patient if the programidengfisigo patient
information. Thus, a program may disclose information about a patient if that information does not identify th
an AOD abuser or does not verify anyone el se'sbo

A program may make a disclosure that does not identify a patient in two ways:

Y It may report aggregate data that give an overview of the patients served in the program or some portion
tion. For example, a program could tell the newspaper that in the last six months it had 43 patients, 10 fe
male.

Y A program may communicate information about a j
abuse patient. For example, a program that provides services to patients with other problems or illnesse:
AOD addiction may disclose information about a particular patient as long as the fact that the patient has
abuse problem is not revealed.

Programs that provide only alcohol or drug services, or that provide a full range of services but are not identi
general public as drug or alcohol programs, cannot disclose information that identifies a patient under this ex

example, a counselor calling from the AXYZ Det ox
got services from the program. However, a frees
that do not mention the name of the program or o

CourtOrdered Disclosures

A state or federal court may issue an authorizing order that will permit a program to make disclosure about a
would otherwise be forbidden. A court may issue one of these orders, however, only after it follows certain s
dures and makes particular determinations required by the regulations. A subpoena, search warrant, or arre
signed by a judge is not sufficient (standing alone) to require or permit a program to disclose information.
Before a court can issue an authorizing order, the program and any patient whose records are sought must t
of the application for the order and some opportunity to make an oral or written statement to the court. Gene
plication and court order must use fictitious names for any known patient. All court proceedings in connectio
plication must remain confidential, unless the patient requests otherwise.

Before issuing an authorizing order, the court m
Agood causeo only if it determines that the publ
disclosure will have on the patient, thepdtietdror counsgpatient relationship. The order cannot not be issued
until after the court has tried and documented unsuccessful ways of obtaining the information. A judge will e
records before making a decision.

The court may order disclosure of fAconfidenti al
sary to protect against a threat to life or serious bodily injury or to investigate or prosecute an extremely seric
(including child abuse), or is in connection with a proceeding at which the patient has already presented evid
ing confidential communications.
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Medical Emergencies

A program may make disclosures to public or priwv
for the purpose of treating a condition which po
define fAimedical emergencyo as a sitwuation that p
vention.

The medical emergency exception permits disclosure only to medical personnel. It cannot be used as the bz
closure to the police or other nonmedical personnel, including parents. Under this exception, however, a prc
notify a private physician about a suicidal patient so that medical intervention could be arranged. The physic
could notify a patientds parents or other rel atd.i
must document in the patientds records the name
al making the disclosure, the date and time of the disclosure, and the nature of the emergency.

Qualified Service Organization Agreements

If a program routinely needs to share certain information with an outside agency that provides services to the
can enter into a QSOA. A QSOA is a written agreement between a program and a person providing services
gram, in which that person:

Y Acknowledges that in receiving, storing, processing, or otherwise dealing with any patient records from th
he or she is fully bound by (the federal confidentiality) regulations
Y Promises that, if necessary, he or she will resist in judicial proceedings any efforts to obtain access to pa

A QSOA should be used only when an agency or official outside of the program, for example, a clinical labor
processing agency, is providing a service to the program itself. An example is when laboratory analysis or d
is performed for the program outside the agency. A QSOA is not a substitute for individual consent in other :
Disclosures under a QSOA must be limited to information that is needed by others so that the program can fi
tively. QSOAs may not be used between programs providing alcohol and drug services.

Internal Program Communications

The federal regulations permit some information to be disclosed to individuals within the same program. The
on disclosure between or among personnel having a need for the information in connection with their duties 1
of the provision of diagnosis, treatment, or referral for treatment of AOD abuse if the communications are:

Y Within a program or

Y Between a program and an entity that has direct administrative control over that program.

In other words, staff (including full-omgagmployees and unpaid volunteers) who have access to patient recorc

cause they work for or administratively direct the program may consult among themselves or otherwise shar:
their substance abuse work so requires.
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Does this exception allow a detoxification program that is part of a larger entity, such as a hospital, to share
information with others that are not part of the detoxification unit?

The answer is complicated. There are circumstances under which the detoxification unit may share informat

units that are part of the greater entity to which it belongs. Before such an internal communication system is
a large institution, however, it is essential that an expert in the area be consulted.

Other Requirements

Patient Notice and Access to Records

The federal confidentiality regulations require programs to notify patients of their right to confidemntnedity and tc
written summary of the regulationsd requirements
the program or shortly thereafter. The regulations contain a sample notice that may be used for this purpose

Unless state law grants the right of patient access to records, programs have the right to decide when to per
view or obtain copies of their records. The federal regulations do not require programs to obtain written cons
tients before permitting them to see their own records.

Security of Records

Federal regulations require programs to keep written records in a secure room, locked file cabinet, safe, or o
container. The program should establish written procedures that regulate access to and use of patient recor
gram director or a single staff person should be designated to process inquiries and requests for information

Conclusion

Administrators and staff members of AOD detoxification programs should become thoroughly familiar with th
issues affecting their work. Such knowledge can prevent costly mistakes. Because legal requirements ofter
and change of time, it is also essential that programs find a reliable source to whom théydatey infan-for up
mation, advice, and training.

6. The DEA regul ations permit fAany person in poss:e¢
of such substance {to} request the special agent in charge of the administration in the area in which the p
cated for authority and instructions to di sposc¢
how such a request should be made. Subsection
strued as affecting or altering in any way the disposal of controlled substances through procedures provic
and regul ations adopted by any state. o

7.0nly patients who have fiapplied for or receivVvecd
sought help from the program or has not yet been evaluated or counseled by a program, the program is f
the patientdéds drug or alcohol probl ems with ot

or the program first conducts an evaluation or begins counseling.
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Universal Precautions

Universal Precautions (UP) are measures which can be taken to prevent the transmission and spread of infe
es. UP apply to blood, bodily fluids, semen and vaginal secretions. UP protect you and the client from poter
through the use of gloves, masks, aprons, and protective eyewear.

¢ Assume th&VERYXlient is infected! *

Y Wear latex gloves when there is a chance of being in contact with blood, semen, vaginal secretions, muc
branes, or other body fluids (for example, during catheter care, when disposing of sanitary napkins, hand
laundry, cleaning a bathroom, or assisting with menstrual care, bowel care, and toileting). Wearing glove:
important when you have a wound or rash or opening in the skin on your hands.

Y Wash your hands carefully with soap and water before putting on the gloves and immediately after taking
off. Immediately wash carefully any time you get blood or other bodily fluids on yourself.

Y Wash your hands before and after you go to the bathroom, prepare food, perform personal care and hou:
tasks, and after physical contact with others. Use a nailbrush to scrub your hands. Paper towels are saf
do not use damp towels to dry your hands.

Y Protect yourself and others by not preparing or handling food when you are ill or have open sores.

Y Use mild bleach solution (ten parts water to one part bleach) to clean up blood or other body fluids. Clea
immediately. Also use the bleach solution to soak or disinfect possibly contaminated surfaces, linens, clc
er objects. Be careful using bleach since it can remove color.

Y Avoid handling sharp objects (such as razors or needles) that might have come in contact with blood or b
Carefully place them in a puresistant container for disposal.

Y Wash most soiled laundry in a washer set on hot, and dry them in a dryer set on high. If they will be dam
hi ghest heat, wash them according to manufacturl

Y Do not eat, drink, apply cosmetics, or handle contact lenses in areas where exposure to blood or body flu
ble.

Y Wash dishes and utensils in hot, soapy water. Rinse in very hot water and let them dry.

Y Notify those around you if you are ill or have a condition that might be contagious.
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Understanding the

Why, When, What, Where and How
ofé

Vital Signs

What are vital signs?

Vital signs are measurements of the bodyds most

1 Body temperature

1 Pulserate

1 Respiration rate (rate of breathing)
1 Blood pressure (Systolic/Diastolic)

Vital signs are useful in detecting or monitoring problems. Vital signs can be measured in a medical setting,
the site of a medical emergency, or elsewhere.

When do you take vital signs?
Vital signs must be taken before a client is admitted. Proper documentation must be made of this, and every

of vital sign measurement, to ensure al/l precaut
requires advanced medical care.

Once a client is admitted, vital must be taken at |GasM@yve2y) hour s t hereafter unt
i n nor mal ' imits for eight (8) consecutive hours
frequent taking of wvital signs I f the cliénto r
6di fferent, d additional checking of vital dnjeg-ns
tion of certain medications, vital signs must be

mal, VS must be taken every TWO (2) hours until within normal range for another eight (8) consecutive hour

There must be documentation in the clientds rec
detoxification unit.
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Temperature

Normal body temperature varies depending on age, gender, re
activity, food and fluid consumption, time of day, and in wome
the stage of the menstrual cycle

Normal ranges from

97.8F to 99 F

(according to the American Medical Association)

What is body temperature?

The normal temperature of a person varies depending on gender, recent activity, food and fluid consumption
of day. In women, the stage of the menstrual cycle can affect temperature also. Normal body temperature,
the American Medical Association, can range fr om
ber of ways.

Y Orally. Temperature can be taken by mouth using either a glaiBadéhasmngometer, or a digital thermometer.
which uses an electric probe to measure body temperature.

Y Rectally.Temperatures taken rectally (using a mercury or digital thermometertOrif tioigpecd than those
taken by mouth.

Y Auxiliary. Temperatures can be taken under the arm using a mercury or digital thermometer. Temperatur
this route tend to bed®34° lower than those taken by mouth.

Y ByearA special thermometer can quickly measure t}
temperature, or temperature of the internal organs.

Body temperature may be abnormal due to fever or hypothermia. A fever is indicated when body temperatul
98.6°F (orally) or 99.8°F (rectally). Hypothermia is defined as a drop in body temperature below 95°F.

Assessing Temperature

Wait 20 to 30 minutes to measure oral
temperature, after a client:

V Ingests hot or cold liquids or food

V Smokes

V Has been involved in strenuous physical
activity
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Factors Affecting Body Temperature

A clientds body temperature may show indication
lowing are considered:

1 Temperature is usually lowest between 1 and 4 PM

1 Temperature rises during the day and peaks between 4 and 7 PM

1 Patterns are not automatically reversed in night workers; it takes 1 to 3 weeks

1 Optimal time to screen for fever is 6 PM

Assessing Temperature

Before a clientds temperature iIis taken and recor
ing: -Aclientingests hot or cold liquids or food

- A client smokes

- A client has been involved in strenuous physical activity

Fever
| f a clientbés temperature measures above 100.2AF
es, metabolism increases, oxygen demand increase

temperature stays below 102°F, low grade fevers are not harmful.

Common symptoms of fever

AHeadache A Sensitivity of the eyes to
AMuscle aches light
AChiIIs Aweakness

ANausea AFatigue

ALoss of appetite
(anorexia)

A Excessive thirst

Possible observations of client suffering from fever:
1 Sweating (Diaphoresis)
Dry skin and mucous membranes indicate possible dehydration
1 Confusion
1 Restlessness
1 Disorientation
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Interventions for Fever

Reduce external covering to promote heat loss

Reduce activities; allow for rest

Keep clothing and bed linen dry

Discourage smoking

Control temperature of environment

Offer webalanced meals

Provide extra fluids

Take temperature often, especially if client has experienced chills

=4 =4 =4 =4 4 A8 -8 -4

What is pulse rate?

The pulse rate is a measurement of the heart rate, or the number or times the heart beats per minute. As the

blood through the arteries, the arteries expand and contract with the flow of the blood. Taking a pulse not or

the heart rate, but also can indicate the following:

Y Heart rhythm

Y Strength of pulse ( a weak pulse may indicate a fast heart beat in which some beats are too weak to feel,
or a low volume of blood in the circulatory system)

The normal pulse for healthy adults range$ fiO® l6€ats per minute. The pulse rate may fluctuate with exercis
illness, injury, and emotions. Women, in general, tend to have faster heart rates than do boys and men.

Factors influencing pulse rat

A Activity A Medications

AHeat A Significant blood loss
AFever A Changes in posture
A Acute pain . Lying down
AAnxiety (decreases)

AUnreIieved, severe, Il. Sitting or standing
chronic pain (increases)

Note if pulse if regular or irregular. A client with a regular pulse has evenly spaced beats which may- vary slic
|l ar irregular pulse rate has a regular pattern o
lar pulse rate which is chaotic, has no real pattern, and is very difficult to measure accurately.
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How to check your pulse

As

the heart forces blood through the arteries, you feel the beats by firmly pressing on the arteries. tThe arte

ed close to the surface of the skin at certain points of the body. The pulse can be found on the side of your |
the inside of the elbow, or at the wrist. When taking your pulse:

<< < =<

Use the first and second fingertips, press firmly but gently on the arteries until you feel a pulse.
Begin counting the pulse when the clockds secol
Count your pulse for either 60 seconds, or 15 seconds and multiply that by 4 to calculate beats per minut
When counting, do not watch the clock continuously, but concentrate on the beats of the pulse rate.

If unsure about your results, ask another person to count for you.

If your physician has ordered you to check your own pulse and you are having difficulty finding it, consult yot
additional instruction.

Pulse ,?,

The pulse can be felt on the side of t

lower neck, inside the elbow, behind the knee,

or at the wrists and ankles. It can also be heard by
listening over the heart with a stethoscope.

When taking a pulse:

Use your first and second fingertips. Press firmly, b
gently, on the radial artery (on the thumb side of the|
wrist) until you feel the pulse.

a client 6 €oum fodoredull misutei r r egul ar :
Question client regarding any history of irregular pulse or cardiac problems
Record total in appropriate area on chart
Note description of irregularity in progress notes
Notify appropriate staff member

Normal Pulse Rate

(for an average sized healthy adult)

60 to 100 beats per minute (by

| AT,
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What is the respiration rate?

The respiration rate is the number of breaths a person takes per minute. Measuring the rate involves countit
of breaths of a client for one minute by counting how many times the chest rises. Respiration rates may incr
ver, illness, and with other medical conditions. When checking respiration, it is important to also note whethe
has any difficulty breathing.

Normal respiration rates for an adult at rest rang24roreatBs per minute. Respiration rates over 25 breaths pe
minute (when at rest) may be considered abnormal.

Respirations

U Assess by observing the chest wall rise and fall for
seconds, then multiply times 4

U One (1) breath = a full inspiration and expiration

U Do not let client know you are assessing breaths!

U Best done immediately after measuring pulse rate,
your hand is still on the diamist

Factors affecting respirations

Narcotic analgesics and sedatives
Amphetamines and cocaine

1 Chest wall paireaths are shallow

1 Anemid breaths become faster as the body attempts to get more oxygen to vital organs

1 Activigr at e and depth increases to meet bodybs gre
1 Acute padrate and depth increase as directed by the nervous system

1 Anxiety

1 Smoking

1 Body position

1 Medications

1

1

42



What is blood pressure?

Blood pressure, measured with a blood pressure cuff and stethoscope by a nurse or other healthcare provid
of the blood pushing against the artery walls. Each time the heart beats, it pumps blood into the arteries, res
highest blood pressure as the heart contracts. One cannot take his own blood pressure unless an electronic
sure monitoring device is used. Electronic blood pressure monitors may also measure heart rate and/or puls

Two numbers are recorded when measuring blood pressure. The higher number, or systolic pressure, refer:
sure inside the artery when the heart contracts and pumps blood through the body. The lower number, or di
sure, refers to the pressure inside the artery when the heart is at rest and is filling with blood. Bagistthe systo
ic pressures are recorded as millimeters of mercury (mmHg). This recording represents how high the mercu
raised by the pressure of the blood.

High blood pressure, or hypertension, directly increases the risk of coronary heart disease (heart attack), an
attack). With high blood pressure, the arteries may have an increased resistance against the flow of blood, ¢
heart to pump harder to circulate the blood. According to the American Heart Association, high blood presst
defined as:

Y 140 mmHg or greater systolic pressure and/or
Y 90 mmHg or greater diastolic pressure

These numbers should be used as a guide only. A single elevated blood pressure measurement is not nece
cation of a problem. Your physician will want to see multiple blood pressure measurements over several da
before making a diagnosis of hypertension (high blood pressure) and initiating treatment. A person who nort
lowetthanusual blood pressure may be considered hypertensive with lower blood pressure meastg@ments thi

Blood Pressure. Blood Pressure

180

A During normal cardiac cycle A During normal cardiac cycle

120
APressure reaches a peak Apressure drops to a low

Pressure inside the artery is atits 60 Pressure inside the artery is at a miniriz:

maximum as the heart contracts and as the heart relaxes and is filling with
pumps blood through the body blood

This is the diastolic pressure

This is systolic pressure
Y P (lower number)

(higher number)
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Factors influencing blood pressure

Blood Pressure

Age

Stress

Gender

Race

Medications

Time of day variation
Hypertension

Low Normal . High Normal
Systolic
90 140

60 Diastolic 90

= =8 -4 _a_-a_-4a_9

Measuring blood pressure

You will need: A quiet room with comfortable temperature
- 2 chairs (one for client, one for you)
- Stethoscope
- Sphygmomanometer (Blood pressure cuff)

If client has, or believe client may have, smoked or participated in any physically exerting activitiest have tha
30 minutes before measuring blood pressure. Ask client to sit down while you ready your equipment and wa
hands, this allows a few moments for pressure to level out.

Then, c¢client should remove clothing from arns i f
level with the heart, and the arm should be supported on a table or bed if client is lying down. The cuff must
over the brachial artery, approximately 2 cng abo

the cuff around the arm evenly and sritigglyoh2  f I nger s s h oThe bottorm of thel cuff should e r
be 1 inch above the brachial pulse site.

Measuring Blc

AFeel for brachial artery (inside c
elbow) and inflate cuff until pulse
disappears

APlace stethoscope over the \‘5'

Measuring Blood Pressur

240

A Slowly release valve and allow mercury to fall at rat of 2
mmHg per second
180:

A Note point on manometer when the FIRST clear sound is
heardd 120

Astill allowing mercury to fall at rate -8fr2mHg per second —

/Continue gradual deflation noting the point at which soun%o
disappearsd

Alnflate cuff to 30 mmHg abov ————
estimated systolic pressure /L?;I';‘
(usually around 180 mmHgj

brachial artery (
Aclose valve of pressure bulb /
e

Meflate cuff completely and remove
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Documentation

Documentation Example

10:00 p.m. midnight 2:00 a.m.
]

2 hours 2 hours

Complete Lying in bed on back; eyes close Resume
Vital Signs Snoring respirations at 16 per mi (?ompilete
& charting No signs of distress observed. vital signs

continue to monitodane Doe, RDS & charting
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Drug Categories

The Controlled Substances Act, passed by congress in 1970, places known drugs into five schedule categor
their potential for physical or psychological affects, medical benefits, safety of use, and potential for abuse.

Schedule | substances are potentially the easiest to abuse and serve little to no medical purpose. Schedule
illegal and include: heroin, LSD, marijuana, MDA, MDMA, mescaline, peyote, PCP.

Schedule Il substances are highly abused and have a huge potential for severe physical/psychological depe
Schedule Il drugs include: amphetamine, cocaine, codeine, methadone, methamphetamine, morphine, oxyct

Drugs under Schedule 1ll may have a potential for mild physical or psychological addiction. Schedule 11l sub
clude: anabolic steroids, hydrocodone, testosterone.

Schedule IV substances have a potential for misuse or over use and include: chloral hydrate, diazepam, lora
termine, propoxyphene, temazepam.

Schedule V drugs have a potentially low abuse rate alone, however, these substances are often used or mix
addictive drugs. Schedule V substances include: buprenorphine, codeine {mapcadievittedmations), diphe-
noxylate.

Addiction specialists and researchers categorize drugs and medications intogpoigs, Sectatiggpnotics,
andstimulantsDrugs in each group are similar pharmacologically and produce a similar withdrawal syndrome

The terropiateefers to opium and derivatives of opmamayrally occurring substance that has effects similar to thc
of morphine. Drugs such as heroin and medications such as codeine are examples of opiates. Examples o
opioids include Demerol, Percodan, and methadone.

Sedatiwypnoticare usually prescribed medications designed to reduce anxiety or facilitate sleep. They inclt
uates such as, secobarbital (Seconal), benzodiazepines such as: diazepam (Valium) and alprazolam (Xanax). Alcohol
shares many pharmacological characteristics with thieypeaditge

Stimulantsroduce increased arousal accompanied by a sense of confidence and euphoria. This category of
cludes cocaine and methamphetamine.

The Three Ants were born on a late
spring day in 1987. Their purpose
* was to help lapeople understand
the basic pharmacology of
psychoactive drugs. The name of
the three ants describes the actions
produced by each tiree general
groupsof psychoactive drugs. The
Three Ants thus, began as a helpful
way for understanding the action of
psychoactive drugs.
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DepressAnt® (depressant) drugs depress, or decrease thin
feeling and behavior.

Depressants

Drugs which fall into this sector of substances produce central nervous system (CNS) depression. If prescrit
sants are often used as sleeping aids, cordaxietytproperties, and help in relieving stress. While alcohol is or
the oldest known depressants, barbiturates and benzodiazepines have increased notably in abuse through
illegal means.

Barbiturates mirror the intoxication results similar to alcohol. Often individuals who become addicted experie
increasing tolerance, resulting in overdosing into coma or death.

Benzodiazepines were first thought to have a lower addiction rate than barbiturates, and be much safer. Ho
misuse or combining of other depressant substances with benzodiazepine caedasoh mnolvesspiratory fail-
ure.

Included as depressants are: flunitrazepam (Rohypnol), fentanyal, Oxycontin, Percodan, Percocet, Demerol,
Dilaudid, Vicodin, Lortab, Lorcet, Darvocet.

ConfuseAnt® drugs confuse or distort thinking, feeling
StimU-An® (stimulant) drugs stimulate or increase thinking and behavior.
feeling and behavior.
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DepressAnt | StimU-Ant Confusant

Alcohol Tobacco Marijuana
Barbiturates Amphetamine PCP
Benzodiazapines: | Methamphetamine LSD

Valium Cocaine Ketamine

MDMAEcstasy

Narcotics: Inhalants

Heroin

Codeine

Oxycodone

Meperidine

(Demerol)
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Withdrawal
Signs

and
Symptoms

ALCOHOL

A client who has been drinking at least 16 oz. of 80 proof alcohol per day or the equivalent of a 6 pack a day
some or all of the following signs of intoxication* Decreased coordination
* Slurred speech
* Vomiting
Loss of consciousness
Glassy eyes
Slowed response
Loss of inhibitions

L T

Signs of Alcohol Poisoning* Seizures
* Abnormal respirations (Less than 10/minute, apnea possible)
* Hypothermia can result in heart stopping (Skin may be gray or blue tones, pale
* Confusion, coma (Candét be aroused

Anticipate withdrawal if a client has ingested (daily) prescridggpretesiieanquilizers), for over 6 months, in
combination with other raitating chemicals (like alcohol). Withdrawal also occurs when a client has ingested
sedativypnotics above the recommended dose for more than 4 weeks.

Mild Withdrawal Moderate Withdrawal
from Alcohol and CNS Depressants from Alcohol and CNS Depressants

- APulse rate 9220 bpm
Adlangovér ABlood P higher than 140/90
APulse rate less than 92 beats per 5100 ressurg g han
minute (bpm) ATemperature higher than 98.6

ABlood Pressure less than 140/90 AAnXious, irritated, agitated

A Slight diaphoresis (sweating) Alnsomnia (cabsleep)

Aslight flushing (pink tinge to skin) AModerate diaphoresis (sweating)
ANausea and/or vomiting
ATremors
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Interventions Severe Withdrawal

Mild to Moderate Withdrawal (Life Threatening)

o Ageal i el Diples s from Alcohol and CNS Depressants

A Place in observation detoxification APpulse rate higher than 120 bpm

A Monitor VS every 2 hours A Blood Pressure greater than 160/110
A Push Fluids (Juice) Diet as tolerated A Temperature over 100

A After stable, encourage client to sit up ACor_wf_used

A Limit noise (quiet environment) Delirene

A\f medical probl ise, refer for medical servi Aseizures
e e D N et MR T MU o B i CC A Cardiovascular Collapse and death will result if

not treated
REFER FOR MEDICAL SERVICES IMMEDIATELY!

Severe Withdrawal
from Alcohol and CNS Depressants

A A client is not safe if haviAgf a client does not get relie
tremors or confusion, they with detoxification
will need detoxification medications, they are
medication to bring their probably either in major
body systems back into thewithdrawal or they have a
normal range, thereby, tolerance to CNS
bringing them in the safety depressants.
zone.
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Severe Withdrawal
from Alcohol and CNS Depressants

ANever allow a client to exceed a blood

pressure 0f.60/116hd have tremors;

This indicates

PRESEIZURE THRESHOLD!

Delirium Tremens

Delirium Tremens (DT&6s) can occur up to
have an increased |ikelihood of having

= =4 =4 -4 _8_9_49_49._-2

Hallucinations: visual, auditory, olfactory, tactile

Tremors: arms extended and fingers spread

Disorientation: does not know one or more of the following, person, place, day, date
Indistinct speech: vague, unclear

Dilated pupils: large pupils

Restlessness: wants to leave, pacing

Irritable: shempered

Rapid pulse: 90 bpm or higher

Moist skin: clammy

INTERVENTION

for ALL alcohol abuseé

U good nutrition
U plenty of fluids
U activity as permitted/tolerated
i NO ALCOHOL

52
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Narcotic Withdrawal

WARNING: Dehydration is a medical emergenc

During dehydration the pulse elevates as the blood pressure
drops or remains close to the same.

FOLLOW EMERGENCY PROCEDURES AS
OUTLINED IN YOUR FACILITY POLICY AND
PROCEDURE MANUAL .

Mild Narcotic withdrawal Symptoms

Goose bumps
Muscle twitching
Muscle and joint pain
Abdominal discomfort
Dilated pupils
Anxiety

Interventions for Mild Narcotic withdrawal

Place in observation detoxification

Monitor VS

Bed rest

Push fluids (juices)

Diet as tolerated

If medical problems arise, refer for medical services with the doctor or hospital of their choice

Narcotics

: Interventions
Moderate Withdrawal Symptoms

for moderate Narcotic withdrawal

Apulse rate is greater than 92 bpm
ABlood pressure is higher than 140/90 APlace in observational detoxification.
ATemperature is 980.2

A Rninitis (runny nose) Alf medical problems arise, refer for medical

A Lacrimation (Watery eyes) services with the hospital or doctor of their
ANausea choice.

A Extreme restlessness
A Anorexia (no appetite)
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Narcotics
Severe Withdrawal Symptoms

A Diarrhea

AVomiting

A Dehydratien
AHypotension (low blood pressure)
AHypoglycemia (low blood sugar)
AFetal Position

*WARNING*
Severe dehydration is a medical emergency requiring advanced medical care!

Symptoms of Dehydration

Thirst

Dry lips

Dry mouth

Flushed skin
Fatigue

Irritability
Headache
Darkened urine
Urine outpdécreases

SEVERE DEHYDRATION

Dehydration occurs when the body does not have enough fluids to carry out its normal functions
Intravenous fluids and hospitalization may be required

Severe dehydration is a medical emergency

Consult with medical personnel immediately

Symptoms: blue lips, blotchy skin, confusion, cold hands and feet, rapid breathing, rapid and weak puls
blood pressure, dizziness, fainting, high fever, inability to urinate or cry tears, disinterest in drinking fluic
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Narcotic Withdrawal

WARNING: Dehydration is a medical emergenc

During dehydration the pulse elevates as the blood pressure
drops or remains close to the same.

FOLLOW EMERGENCY PROCEDURES AS

OUTLINED IN YOUR FACILITY POLICY AND
PROCEDURE MANUAL .

Interventions for severe narcotic withdrawal
Refer immediately for medical attention to doctor or hospital of their choice.
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Stimulants
Mild Withdrawal Symptoms

U Initiallyd anxiety
U Lack of energy

U Increased appetite

Stimulants
Mild withdrawvwal Symptoms

AHypersomnolence (very deep sleep)
Alntensedrug I g=AVilgle]

A Muscle aches

A Abdominal pain

A Profound depression (severe)

Interventions for mild stimulant withdrawal

Place in observation detoxification

Monitor VS

Bed rest

Push fluids (juices)

Diet as tolerated

If medical problems arise, refer for medical servic
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Interventions
for Moderate to Severe Stimulant
Withdrawal

O Place in observational detoxification
O Monitor VS

O Bed Rest

0 Push Fluids (Juices)
O Diet as tolerated

If medical problems arisempfound depression
occurs, refer for medical services
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Documentation

Did you see Iit?

Did you hear it?

Did you smell it?

A file containing the following information on every client per each admission
Proof of client identity (i.e. copy of drivers license)

A signed Voluntary Admission Agreement or Court Order
Conditions of Admission Agreement

Financial Risk Assessment

Authorizations for Release of Information

Personal Property Inventory (signed by client)
Detoxification (Stabilization) Plan

Aftercare (Discharge) Plan

RDS (Progress) Notes

Vital Signs Sheet

=A =4 =4 =4 4 -4 -4 A - -4
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Withdrawal Risk Assessme

o Initiated on admission
0 Completed and filed within 4 hours

o If an emergency prevents documentation within 4
hours:

Explain circumstances in client record
Obtain information as soon as possible

A qualified staff member will perfovithiseawal Risk Assessment.

It will include:

Substance abuse history

Current detoxification level determination

Past psychiatric treatment

Past AOD treatment

Significant medical history

Current health status

Current medications

Known food and drug allergies

Current living and employment situation

Current emotional state and behavioral functioning

=A =4 =4 4 4 -4 -8 - - -4
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Detoxification (Stabilization) Plan

A complete and signed plan will be filed in client record wi
8 hoursof admission

The program wiill review and revise the plan, if necessary,
every 24 hours; or more often, should client need change
Eifelalijler=1011)Y

The RDS, LPN, LPTN, RN, or MD will sign the Detoxification Plan
along with the client unless medically incapable. In this case,
staff will:
Explain the circumstance in the client record
Obtain signature as soon as possible

Completed and Signed
* Authorization (s) to release confidential information, as appropriate
1 Personal property inventory signed by staff or authorized agent, and client
(* Note * To avoid liability, use general ter ms
stead of 6diamond ringo)
1 Vital Signs Sheet: VS documented every 2 hours until stable or within normal limits for 8 hours; additiona
documented as appropriate

RDS (Progress) Notes while client is Iin
Detoxification will incluée

The clieris physical condition as observed by staff
(signs)
Client statements about cliégntcondition (symptoms)

Client statements about their needs

The client's mood and behavior as observed by staff

Information about the cli@éprogress, or lack of
progress, in relation to detoxification goals

1 RDS Notes: The use of abstract terms, technical jargon and slang are to be avoided in the progress nc
treatment plans
1 After/Discharge Plan will include: Aftercare Plan, Clients needs, Goals, Objectives, and Target da
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Documentation

A DocumenBEFORE LEAVING!
A Do notdocument tomorrow.
A Do notlet someone else document for yOoul.

A Do notplace copies of your original documentation in
file.

Ong oi N g Mo n i

Will be documented at least every 2 hours, afte
Il ni t i al i nNnt ak e , unt i |

Client is experiencing symptoms no higher than
mild withdrawal for 8 hours and

Vital signs are within normal limits for 8 hours
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DRUGS, SIDE EFFECTS,
and WITHDRAWAL SYMPTOMS

61



Regional Alcohol and Drug Detoxification

DepressAnt® (depressant) drugs depress, or decrease thin
feeling and behavior.

COMMON ABUSED DRUGS COMMON STREET NAMES

Alcohol Booze, Fire Water, Liquid Courage, On the Turps, Sauce
Ambien (Zolpidem) Chill Pills, Downers;Tacs

Aquachloral (Chloral Hydrate) Coral, Knockout Drops, Mickeys,

Cannabis Broccoli, Cheeba, Funk, MJ, Spliff, Stuff, Time

Codeine (Methalmorphine) AC/DC, Nods, Schoolboy, T3

Darvocet

Febtanyl

GHB (Gammahydroxybutyrate) Battery Acid, Date Rape Drug, Cherry Meth, Easy Lay, Liquid X, Sc
Hydrocodone (Lorcet, Lortab, Vicodin) Vikes

Hydromorphone (Dilaudid) Dillies,

Lorazepam (Ativan)

Meperidine (Demerol) Bam,

Meprobamate (Soma)
Methadone (Dolophinel, Physeptone)  Doses, Juice, Phy

Methaqualone 7146s, Ludes

Morphine

Opium

Oxycodone Beans, OC, Rushbo

Oxycontin

Percocet

Rohypnol Circles, Le Roche, Roaches, Ruffies,
Thebaine

Valium Bl ue Angels, Motherdéds Little H
Ultram

Xanax (Alprazolam) Bars, Coffins, Doghones, Totem R@esjes
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ALCOHOL SIDE EFFECTS

Alcohol is often not thought of asaldrggly because its use is common for both religious and social purposesfithr@esbnbar It is
a drug, however, and compul sive drinking in excess has be

Alcohol side effects include, but are not limited to:

General Effects
Alcohol is a DOWNER that reduces activity in the central nervous system. The alcohol intoxicated persantaxdjihitss adsSmenuscl

mot or coordination, and often has a staggering fAdrunkeno
Eyes

The eyes appear somewhat figlossyo and pupils mag be sl ow
Vital Signs

At intoxicating doses, alcohol can decrease heart rate, lower blood pressure and respiration rate, andftestdsipotsexased re
slower reaction times.

Skin

Skin may appear cool to the touch (but the user may feel warm), profuse sweating may accompany alcohol use.

Alcohol Withdrawal

People who drink alcohol on a regular basis become tolerant to many of the unpleasant side effects, ardrtbres lratoebuféedrin
ing these effects. Yet , even with increased cathsscialingpréair on,
sonably well, and their deteriorating physical condition may go unrecognized by others until severeodamiigeydanee rapspital-

ized for other reasons and suddenly experience alcohol withdrawal symptoms.

Psychological addiction to alcohol may occur with regular use even if only consumed in relatively modenaiy, alaibyomeuounts. |
people who consume alcohol only under certain conditions, such as, before and during social occasionsy @tassftora ofaadlutictio
for alcohol s psychol ogi cal effects, alt hougHlyaddted drinkecse s s a
the lack of alcohol tends to make them anxious and, in some cases, panicky.

Physical addictions to alcohol occur in consistently heavy drinkers. Since their bodies have adapted thahthpyeseffier abt alhad
withdrawal when alcohol consumption is suddenly stopped. The signs and symptoms of acute alcohol abstéeriaé lysunsrally begin
after patient takes his or her last drink. The acute phase of alcohol abstinence may begin when theiqeati dxrhd ati| Bl sigron-
centrations.

Most alcohdependent individuals can be detoxified in a modified medical setting, provided assessment is cohf@ekgnsive, medica
available, and staff know when to obtain a medical consultation. Patients who score higher than 20 okihe iGlirat Aldsetisntent
(CIWAAr) should be admitted to the hospital.

Most patients can be detoxified from alcohol in 3 to 5 days. Providers should consider the withdrawal tirtenfthenpatigatwilof

need the most support; for alcoholics, this occurs the second day after the last ingestion. Other factlengthatfitifRidptextfieation
period include the severity of the dependenc ddkoxifgmotebslevyp at
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Regional Alcohol and Drug Detoxification

Alcohol withdrawal symptoms include, but are not limited to:

Sweating

Rapid pulse, jumpiness

I ncreased hand tremor or fAthe shakesbo
Insomnia, sleeplessness

Poor appetite, nausea or vomiting

Physical agitation

Transient visual, tactile, or auditory hallucinations, illusions

Convulsion, Grand Mal Seizures

Death

=4 =4 =4 444442
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Regional Alcohol and Drug Detoxification

Ambien Side Effects

Ambien with the generic name of Zolpidem, belongs to a class of medicines that effect the central nervotisesygperoticalled, seda
Ambien is closely related to a family of drugs called benzodiazepines. These drugs cause sedation, musdieoelaxiaaobs act as
(antiseizure), and have-antiiety properties. Ambien addiction and abuse affects numerous individuals who axpesgmgeomihdr
after continued, abuse from unintentional addiction.

Ambien side effects include, but are not limited to:

=A== _4_4_4_4_4_49_°_--°--° E ]

Abdominal pain, abnormal dreams, abnormal vision, agitation, amnesia, anxiety, arthritis
Back pain, bronchitis, burning sensation

Chest pain, confusion, constipation, coughing

Daytime sleeping, decreased mental alertness, depression, diarrhea, difficulty breathing, difficulty gomcatdveitigg ddifficult
ished sensitivity to touch, dizziness on standing, double vision, dry mouth

Emotional instability, exaggerated feelingpaihgedye irritation

Falling, fatigue, fevedik symptoms

Gas, general discomfort

Hallucination, hiccup, high blood pressure, high blood sugar

Increased sweating, infection, insomnia, itching

Joint pain

Lack of bladder control, lack of coordination, lethhegpgdidiiness, loss of appetite
Menstrual disorder, migraine, muscle pain

Nasal inflammation, nervousness, numbness

Paleness, prickling or tingling sensation

Rapid heartbeat, rash, ringing in ears

Sinus inflammation, sleep disorder, speech difficulties, swelling due to fluid retention
Taste abnormalities, throat inflammation, throbbing heartbeat, tremor
Unconsciousness. Upper respiratory infection, urinary infection

Vertigo, vomiting

Weakness

Ambien Withdrawal

Ambien has a selectivity in that it has little of the muscle relar@nirereffact and more of the sedative bffeeford, it is used as a
medication for sleep. Addiction to ambient can occur with regular use for an extended amount of time. Omctwithcatirmied, am
symptoms arise. This creates a vicious cycle, the user has the desire to quit using of Ambien, but the withHeagxadrsywroems m
than before the first time they used.

Ambien withdrawal symptoms include, but are not limited to:

f
f
f

Abnormal extroversion or aggressive behavior, anxiety, agitation
Loss of personal identity, suicidal thoughts, depression
Confusion, hallucinations, insomnia
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Ativan Side Effects

Ativan is the brand name for Lorazepanaarietytiagent. Avitan is a benzodiazepine and mild tranquilizer, sedatiVecavalis
system (CNS) depressant. Ativan is manufactured in pill form as well as liquid form for injection. Thetsthed oteng wiifle tfée
use and abuse of Ativan.

Ativan side effects include, but are not limited to:

1 Clumsiness, Unsteadiness, weakness

1 Dizziness, disorientation, depression, drowsiness, disinhibition (inappropriate,-gtandtosiebehawtor)

1 Sleepiness, insomnia

1 Amnesia, agitation, abdominal discomfort, antergrade amnesia (decreased or lack of recall of events), acutetimmingsia, memor
markedly and measurably impaired, inability to store acquired knowtezfge nméoniong

1 Headache

I Visual problems, blurred vision Memory impairment is highly relevant in students. The risk of acute am-

1 Nausea nesia is more pronounced with shacting drugs. Ativan (lorazepam),

1 Tachycardia halcyon (triazolam), Xanax (alprazolam) and rohypnol (flunitrazepam) are

especially likely to induce such memory impairment.

Ativan, if injected, side effects include, but are not limited to:

Increased sedation

Hallucination, irrational behavior
Leucopenia

Elevated and decreased blood sugar levels

= =4 -

Ativan Withdrawal

Ativan is the brand for Lorazepam, an anti=anxiety agent. Avitan is a benzodiazepine and mild tranquilizdrmeedais/eysiehce
(CNS) depressant. Ativan is very addictive. Ativan can cause psychological and physical addiction. Inddidtaalsod&tredop an a
because it produces feelings dfes@ll. Once an individual has developed an addiction to Ativan, they willleffrageiptioftipfrom

di fferent doctors to support their addi ct i onterse, cdusingthaindivid-c t
ual to crave more Ativan and to focus his or her activities around taking the drug. The ability of Atikeramsteovagly meora-

nisms, and its ability to chemically alter the normal functioning of these systems, is what produces ai\hddiciieo ted\tbema
personds |l evel of consciousness, harming the ability to t

Withdrawal symptoms, similar in character to those noted with barbiturates and alcohol, have occurred fiiricanicey afbftipadiscon
The more severe withdrawal symptoms have usually been limited to those patients who received excessive doseslmfainaa. extend

Ativan withdrawal symptoms include, but are not limited to:

Abdominal and muscle cramps 1 Tremors
Convulsions 1 Vomiting
Insomnia

Nausea

Ringing in the ears

Shaking

=A =4 =4 -4 -8 -4
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Codeine Side Effects

Codeine is an opiate agdsestiative and analgesic narcotic substance found in opium concentrations between 0.1% aad st Codel
isolated from opium by the French chemigeBreRebiquist in 1832. Because of the small concentration foundsircodéine, fioand

in medical products is synthesized from morphine. Codeine is a member of the drug class opiates. Oméiexmoiudg daligeatur
with morphidi&e effects such as, codeine; all medniully synthetic drugs with maligkieffects such as, heroinveeperidine

(Demerol). Addiction is a major risk with prolonged t&e/éeks) Bf codeine.

Codeine induces as fopiod analgesi ado by al t e naresgpnseshogaimer c
Codeine has stimulating effects as well because it blocks inhibitory neurostransmitters. Repeated use ohgteteineheagesirse |
the way the nervous system functions.

Codeine side effects include, but are not limited to:

Agitation 1 Lowered heart rate, blood pressure and breathing
Blurred vision, tiny pupils 1 Nausea

Constipation 1 Sexual problems

Depression 1 Stomach bleeding

Disorientation, hallucinations 1 Tremors, convulsions, seizures

Hangover

Impair ability to drive
Ailtchieso
Kidney damage
Liver damage

E R I e e .

Codeine Withdrawal

Being an opiate, codeine has the potential for addiction. It causes tolerance and physical addiction vagictiremopleses (ils-
sessed by codeine have or are fast becoming common knowledge amongst those abusing the drug. The worshpodeinEssthdraw:
within a few days, but it can take months to feel normal.

Codeine withdrawal symptoms include, but are not limited to:

Dehydration

Fever

Headaches

High blood pressure
Insomnia

Irregular heartbeat

Muscle twitching, muscle pain
Nausea, vomiting, stomach cramps
Runny nose

Sweating

Weakness

Yawning

=4 =4 =800 _9_-9-_-1
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Darvocet Side Effects

Structurally, Darvocet is a relati v edpoopoxyphere hysirpabaidgropgox- nar
phene napsylatéor relief of mild to moderate pain. Darvocet produces psychological and physical dependerncs bkel @ber narcoti
vocet addiction is much the same.

Darvocet side effects include, but are not limited to:

Nausea or vomiting
Shortness of breath

Low blood pressure

Over excitement

Skin rash, hives or itching, red dots on skin
Stomach pain

Common Side Effects Less Common to Rare Side Effects Lifethreatening Side Effects
I Constipation Confusion
1 Dizziness Difficulty urinating 1 Difficulty breathing
1 Drowsiness Euphoria (feeling of unusual happiness) 1 Heart palpitations
1 Lightheadedness Hallucinations 1 Wheezing
1
1
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Darvocet Withdrawal

Given Darvocetds similarities to met hadone, anaddiéientorDartoces ur p
because it produces feelings dfen@ll. Once an individual has developed an addiction to Darvocet they witllefpeasgeiphimis
from different doctors to support their addi wdyintense, causibgthev o
individual to crave more Darvocet and to focus his or her activities around taking the drug. The abilitglohQmatecetatin seavard
mechanisms and its ability to chemically alter the normal functioning of these systems is what producescah Bddicimat tdddarvo
reduces a personds | evel of consciousness, harming the ab

Darvocet withdrawal symptoms include, but are not limited to:
1 Anxiety, fatigue

1 Nausea, loss of appetite and weight, diarrhea
1 Physical craving
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Demerol Side Effects

Demerol is a narcotic analgesic with effects similar to morphine. The most prominent effect involves thencamtrargensocensys
posed of smooth muscle. When prescribed, it is used for relief of moderate to severe pain. Demerol isisddmpieatethesdbe
Demerol, they build a tolerance to the drug and this creates both a mental and physical addiction.

An allergic reaction to Demerol includes such effects as: Pruritus, Urticaria, and other skin rashes

Demerol side effects include, but are not limited to:

Hypotension

Lightheadedness, dizziness

Nausea or vomiting

Palpitations

Pruritus, Urticaria, and other skin rashes

1 Agitation 1 Respiratory depression. Respiratory arrest

1 Biliary tract spasm 1 Shock

1 Bradycardia I Sedation

1 Cardiac arrest 1 Severe convulsions, tremor

1 Circulatory depression 1 Sweating, flushing of the face

1 Constipation 1 Tachycardia

1 Dry mouth  Transient hallucinations and disorientation, visual disturbances
1 Dysphasia 1 Weakness, uncoordinated muscle movements
1 Euphoria

1 Headache

1

1

1

1

1

Demerol Withdrawal

When an individual becomes addicted to Demerol, they can no longer function without it. Demerol addictioy e thevasdatidgatot
physically, but emotionally as well. Demerol withdrawal symptomS banrscaftedthe last dose. Demerol withdrgot@ins usually

last 710 days. Individuals who are unaware they have Demerol addiction may respond to the pain of withdraseeebgftaking another
Demerol.

Demerol withdrawal symptoms include, but are not limited to:

Insomnia

Muscle spasms, tremors

Profuse sweating, chills, shivering
Severe anxiety

Urinary retention

=A =4 =4 =4 A
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Dilaudid Side Effects

Dilaudid is an analgesic narcotic with an addiction liability to that of morphine. It is apparent within ihSimafteesfandh@mthan
five hours. Dilaudid is approximately 8 ti mem® mdrid apdti en
ascending pain pathways in the central nervous system. It also increases the pain threshold and altesuddirspevesptaatdicDil

tive narcotic. Individuals can form an addiction to Dilaudid within days. Dilaudid side effects vary amiotpesstnfrandsses not
usually life threatening.

Dilaudid side effects include, but are not limited to:

1 Anxiety, fear 1 Mood changes

9 Constipation, inability to urinate 1 Nausea or vomiting
1 Dizziness 1 Restlessness

1 Impairment of mental and physical performance, mental clouding Sedation

I Troubled and slowed breathing

Less common side effects include, but are not limited to:

1 Agitation 1 Loss of appetite, ligaadedness
91 Blurred vision 1 Muscle rigidity or tremor
1 Chills, Cramps 1 Muscle spasm of the throat or air passages
1 Diarrhea, difficulty urinating, disorientation, dry mouth, disoriefitati®alpitations
double vision 1 Shock, slow or rapid heartbeat, sudden dizziness on standin
1 Exaggerated feeling of depressionoeingll sweating, small pupils
9 Failure of breathing or heartbeat, faintness/fainting, flushing § Tingling and/or numbness, Taste changes
1 Hallucinations, headache, high or low blood pressure 9 Visual disturbances and weakness
1 Increased pressure in the head, insomnia, involuntary eye mdyvenuimtpordinated muscle movement

itching

Dilaudid Withdrawal

Dilaudid addiction is common place in todayds Bibudid, ese mosta n d
often for a legitimate ailment and the individual becomes addicted. When individuals who have an addiciids tto deitdeditinaateu
prescriptions, they may resort to what is called doctor shopping. The addict will see many doctors andietepeseietisiok.to
Individuals sometimes become addicted by someone turning them onto Dilaudid and enjoy the effects. Withdcawed syoupoms car
after the last dose, and continud ®odays. Users may respond to the pain of Dilaudid withdrawal by taking tootheyatiagegwi
theybve become addicted.

Dilaudid withdrawal symptoms include, but are not limited to:

Abdominal, leg and muscle cramps and pains
Anorexia

Chills, shivering, tremors, restlessness
Diarrhea, intestinal spasm

Gooseflesh Severe anxiety and irritability
Hot and cold flashes Weakness, yawning
Increase in body temperature, blood pressure, respiratory rate, and

heart rate, Insomnia, restless sleep

Muscle spasms, twitching, severe backache
Nausea or vomiting

Profuse sweating

Repetitive sneezing
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Hydrocodone Side Effects

Hydrocodone is an effective antitusskeeyghjiagent. As an opiate, it is also an effective analgesic for milgaoroodechtes

mg of hydrocodone is equivalent to 30 mg of codeine when administered orally. Early comparisons concludehintiat hydrocodc
phine were equivalent for pain control in humans. However, it is now considered that

15 mg (1/4 gr) of hydrocodone is equivalent to 10 mg (1/6 gr) of morphine. Hydrocodone is considikedtabespaotphine

Hydrocodone abuse is an increasingtreadimnooni ¢ pain suffering personsctor,a Abus
suburban real estate agent, or your next door neighbor. First time abuse of these drugs has been surginghen@sgammmonly wi
done and hydrocodone type painkillers. The two differ slightly in their chemical makeup, but have similar effect on the body

1 Anxiety, fear, mood changes 1 Emotional dependence

1 Constipation 1 Exaggerated feeling of depression

1 Decreased mental & physical performance, mental clodflingExtreme calm (sedation), exaggerated sendmeaigvell
1 Difficulty breathing 1 Itching

9 Difficult urination 1 Nausea or vomiting

1 Dizziness 1 Restlessness, sluggishness

1 Drowsiness I Tightness in chest

1 Dry throat

Hydrocodone Withdrawal

Hydrocodone is a narcotic that can produce a calm, euphoric state similar to heroin or morphine. Despitdsuas lirepefitant and
in pain relief, evidence is pointing to chronic addiction. Pure Hydrocodone is a Schedule Il substancéhckssebtesoselled w
But, very few prescription drugs are pure Hydrocodone. Instead, small amounts of Hydrocodone aremaicedidvigheodibatson

to create medications like Vicodin and Lortab. This means they can be classified under Schedule Il witthiwesaestdctions
distribution.

Subiject to individual tolerance, many medical experts believe dependence or addiction4aveetsuattithired doskldydro-
codone. Published reports of high profile movie stars, TV personalities and professional athletes who ahenedoreraty from Hy
diction are grim testimony to its debilitating effects.

If a regular Hydrocodone user stops taking Hydrocodone, he or she will experience withdrawaill 8ynaptenisityitigth raw-

al symptoms are usually nohtdatening. The intensity of Hydrocodone withdrawal symptoms depend on the d¢igreefedithe addi
example, hydrocodone withdrawal symptoms may grow stré@desus, 2den gradually decline over a petibday<The dura-

tion of hydrocodone withdrawal symptoms varies from person to person.

Hydrocodone withdrawal symptoms include, but are not limited to:

91 Intense cravings forthedrug § Diarrhea

1 [lrritability 1 Yawning

1 Nausea or vomiting 1 Fevers

1 Muscle aches 1 Chills

1 Runny nose or eyes 1 Inability to sleep
91 Dilated pupils 1 Depression

1 Sweating
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L ortab Side Effects

Lortab combines a narcotic analgesic (painkiller) and cough relievearagticaanalyesic for the relief of moderatietately severe
pain. Individuals become dependent upon Lortab for a febkimgadweWill often get multiple prescriptionsreotrddifters to sup-
port their addiction.

Lortab side effects include, but are not limited to:

1 Allergic reaction 1 Hearing loss
1 Anxiety, fear, mood changes 9 lItching
1 Blood disorders 1 Mental clouding
1 Constipation 1 Restlessness
1 Difficulty urinating 1 Slowed breathing
1 Dizziness or lightheadedness, decreased mental and physical capabilitiesPinpoint pupils
1 Drowsiness, unusual fatigue or weakness, sluggishness
Lortab Withdrawal
Lortab activates the braindéds reward system. fbdasehis @r heo antivis e
ties around taking the drug. The abil ity oflyalteothetnarbal fno- st
[

tioning of these systems,
fully aware of present surroundings.

s what produces an alditygtd thicktoibe n .

If a regular user of Lortab stops usage, he or she will experience Lortab withdrawal syfhptarss ithtalbwithddessymptoms are
usually not lifehr eat eni ng, however the intensity of witHodekamplen ! syn
Lortab withdrawal symptoms can grow strongé&2 Fan@d and then gradually decline over a pédodbyk7

Lortab withdrawal symptoms include, but are not limited to:

Diarrhea

Irritability

Muscle aches

Nausea or vomiting

Runny nose or eyes, dilated pupils
Sweating

Yawning
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Meth Side Effects

Methamphetamine is a stimulant drug chemically related to amphetamine but with stronger effects on the cétredtneanoes system
for the drug include: speed, meth, crystal, and crank. Methamphetamine is used in pill form, or in powdmegetimy b sysiding

|l i zed met hamphetamine, k n o wlrle andsnorg powesful formidfahe girsgt Mdthamepissdms i g | a
spread to all areas of the United States and continues to be on an upswing. Estimates from the Drug AbugéNNarndigateetwork (D
that methamphetarmiglated emergency room episodes increased 346% from 1991 to 1995.

Physiological effects of methamphetamine use include: Meth side effects include, but are not limited to:

Abnormally high blood pressure Hyperactivity
Rapid and irregular heart rate and rhythm Irritability, aggression
Damage to brain blood vessels (stroke) Vi sual hal l ucinations (hearing

Excessive fluid in lungs, brain tissue, and skull
Continuous/excessive dilation of pupils Shortness of breath

Impaired regulation of heat loss Increased blood pressure

Hyperpyrexia (body temperatures higher than 104°y  Cardiac arrhythmia

Internal bleeding 1 Stroke

Damage to other organs caused by disruptive blood flo&weating

Breakdown of muscle tissue leading to kidney failufe Nausea, vomiting, diarrhea

Damage to lung and nasal passages Long periods ofd8tmirgep (Acrashin
AIDS Prolonged sluggishness, severe depression

Weight loss, malnutrition, anorexia

Itching (illusion of bugs on skin), welts on skin

Involuntary body movements

Suicidal tendencies, paranoid delusions, suspiciousness, severe paran
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Meth Withdrawal

Methamphetamine is a stimulant drug chemically related to amphetamine but with stronger effects on the cétietteanoes system
for the drug include: speed, meth, crystal, and crank. Methamphetamine is used in pill form, or in powdmiegeftimy.by snorting
Crystallized met hamphet ami ne,-able and wore pavwerfufiforne af theddrug.c r y st al ; o
Methamphetamine addiction has 3 patterns: low intensity, binge, and high intensity. Low intensity addigtitonddescnibielseveiser
psychological addiction to the meth, but uses methamphetamine on a casual basis by swallowing or snortibenisityBaimesarsd high
have a psychological addiction to meth and prefer to smoke or inject methamphetamine to achieve a fasRirgmdisisangearsieigh.
methamphetamine more than individuals with low intensity meth addiction but less than individuals withaddiitibrintensity meth

Meth withdrawal symptoms include, but are not limited to:

Fatigue, moderate to severe depression
Long, disturbed periods of sleep
Irritability, anxiety

Intense hunger

Psychotic reactions

=A =4 =4 =8 A

Meth withdrawal, length and severity of depression is related to how much and how often meth was used. Kéitldrgwadasymptoms
ings, exhaustion, depression, mental confusion, restlessness, insomnia, deep or disturbed sleep, may last up to 48 hours.
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Methadone Side Effects

Methadone is a (synthetic opiate) narcotic that when administered orally once a day, in adequate dosesadan usualynsupgprdss i«
craving and withdrawal for 24 hours. Patients are as physically dependent on methadone as they were &s/serchragr@iyer opiat
Contin or Vicodin.

Methadone side effects include, but are not limited to: Methadone side effects that are more uncommon include but are not
) limited to:
9 Drowsiness
T Lightheadedness f  Anaphylactic reactions
1 Weakngss 1 Hypotension causing weakness and fainting
1 Euphoria 1 Disorientation
T Drymouth {1 Hallucinations
1 Urinary retention 1 Unstable gait
9 Constipation M Tremor
I Slow or troubled breathing f  Muscle twitching, seizures
1 Myasthenia gravis

Methadone side effects that are rare include, but are not limitedtiginey failure

Allergic reactions, skin rash, itching, facial flushing
Headache

Dizziness

Impaired concentration, confusion

Sensation of drunkenness

Depression

Blurred or double vision

Sweating

Heart palpitation

Nausea or vomiting
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Methadone Withdrawal

Methadone is a (synthetic opiate) narcotic that when administered once a day, orally, in adequate dosesadare usually suppedsd i
craving and withdrawal for 24 hours. Patients are as physically dependent on methadone as they were s [serchrasraxrer opiat
cotin or vicodin. lronically, methadone used to control narcotic addiction is frequently encounterednaotisschitiiit ataliktdc

with a number of overdoes deaths. Tolerance and addiction to methadone is a dangerous threat, as methadimom thichckeawal result
sation of use. Many former heroin users have claimed that the horrors of heroin addiction withdrawalhaeredtrddsagaiithuil t
drawal.

Many people go from being addicted to heroi n trogthHeeithdrayvala d d
that will occur when they stop. Methadone does not have to be the way of life for former heroin addictaloedbslaessgtion
free program of rehabilitation may be the answer for many sufferers.

1 Sneezing, runny nose, yawning

T Tearing g;eygs, ?xcesswebpedrsplritlon After several days of stabilizing a patient with methadone, the amount can be
T Fever, abdominal cramps, body aches gradually decreased. The rate at which it is decreased is dependent on the 1
1 Dilated pupils tion of the individual ékeeping met
' Nausea, tremors level is the goal.
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Morphine Side Effects

Morphine is narcotic analgesic. Morphine was first isolated from opium in 1805 by German pharmacist, Wilhelm Serturner.
Serturner described it as the Principium Somniferum. He named it morphine, after Morpheus, the Greek gotphdreasiso-Today
lated from opium in substantially larger gdianttid900 tons per gegithough most commercial opium is convertediirgdgodeth-
ylation. On the illicit market, opium gum is filtered into morphine base and then synthesized into heroin.

Morphine side effects include, but are not limited to:

Abdominal pain 9 Facial flushing, fainting, floating feeling
Abnormal thinking, anxiety, agitation, apprehension, 1 Itching, rash, hives, tingling or pins and needles
Allergic reaction 1 Headache, memory loss;Higgiledness
Accidental injury 1 Inability to urinate

Appetite loss, dry mouth 1 Insomnia

Bl urred/ doubl e vision, fApinpointo vision

Chills, sweating

Constipation, cramps, diarrhea
Depressed/irritable mood

Dizziness, drowsiness

Exaggerated sense of-bestig, hallucinations
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Morphine Withdrawal

Morphine addiction develops very rapidly when estrhei rodiavinduws
system. The promise of reward is very intense, causing the individual to continually crave and focusdisdotakercabtivipbsa.

The ability of Morphine to strongly acti vat enctonmg ofthesesysh 6 s
tems is what produces morphine addiction. Mo rinkdr berfully aadres o
of present surroundings.

Morphine withdrawal symptoms include, but are not limited to:

Abdominal and muscle cramps i Severe snheezing
Diarrhea 1 Twitching and spasms of muscles, kicking movements
Hot and cold flashes 1 Watery eyes
Increases in body temperature, blood pressure, respirafpry Yat@ning

and heart rate

Inflammation of the nasal mucus membrane

Insomnia

Nausea or vomiting

Perspiration, goose flesh

Prolonged, abnormal dilation of pupils

Restlessness

Runny nose

Severe aches in the back, abdomen, and legs

= =4 =4 =N
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Morphine withdrawal symptoms reach peak inteffdthom36 Without treatment, withdrawal symptoms run thei7 aayseaneh
though cravings for Opium may continue for months.
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Opium Side Effects

Opium is the crudest form and also the least potent of the Opiates. Opium is the milky latex fluidipentdestipadeotithe

opium poppy. As the fluid is exposed to air, it hardens and turns black in color. This dried for is tyqicddy bemekeeh b@m@um

is grown mainly in Myanmar (former Burma) and Afghanistan. Opium is highly addictive. Tolerance and ptaldiejedadenasychologi
develop quickly.

Being of similar structure, the opiate molecules occupy many of the same nerve receptor sites, and bring affebieasatine analgesi
bodyés natur al painkill ers. Opi ates first pdonahdstager a f eel
amounts to reach the same senseloéingl|

Opium side effects include, but are not limited to:

1 Malnutrition
1 Respiratory complications
1 Low blood sugar

Opium Withdrawal

When first used, opium can give users a feeling of euphoria, extreméeiaign, dheietroubles may seem unimpuattaothéng else
really matters, except for the fact that the drug works. But often, nightmares and hallucinations may cerifeattooptdnevdneg th
wear off. At that point, individuals with an opium addiction will often need more of the opium to satisfyAthéimeegabiomadhe
addict develops an increasing tolerance to the effects of the drug, and more and more of the drug is neidedfteqbraidecehbie in
ria. Many individuals who suffer from an addiction to opium will eventually get symptoms of withdraw@gifter years of using

Opium Withdrawal symptoms include, but are not limited to:

Nausea or vomiting
Sweating

Cramps, diarrhea
Loss of appetite
Muscle spasms
Depression

Anxiety, mood swings
Insomnia

E R W N B
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OxyContin Side Effects

OxyContin, approved by the FDA in 1995, an opium derivative, which is the same active ingredient in Percodantants Rercocet. O
tended for use by terminal cancer patients and chronic pain sufferers. It has been linked to at least 12ionvatdose deaths na

Respiratory depression is the chief hazard from all opioid usage. Respiratory depression occurs mostrfcehilieatiyl ipagldatty o
usually following large initial dosestoierant patients, or debilitated patients, or when opioids are givem wittoojhiectagents that
depress respiration.

Opioid side effects include, but are not limited to:

1 Constipation, nausea, vomiting
9 Dizziness, headache, sedation
1 Dry mouth, sweating, weakness

Oxycontin should be used with extreme caution in patients with significant chronic obstructive pulmonantstissasgeasdbn patie
stantially decreased respiratory reserve, hypoxia, hypercapnia, or preexisting respiratory depression.nlsssatthpeijestsiceve
doses of OxyContin may decrease respiratory drive to the extent of apnea. In these patieoipatamatjesksould be consid-
ered, and opioids should be employed only under careful medical supervision, at the lowest effective doseis3xglentin causes
total darkness. Pinpoint pupils are a sign of opioid overdose but are not path gnomonic. Marked mydsasisy/ lathezehatumiosi
to hypoxia in overdose situation.

\4 Gastrointestinal tract and other smooth muscle
OxyContin causes a reduction in motility associated with an increase in smooth muscle tone in the antrumakthe stomach
num. Digestion of food in the small intestine is delayed and propulsive contractions are decreased. Waggsuilsitieeperistaltic
colon are decreased, while tone may be increased to the point of spasm resulting in constipittitute Oéffsctgpioid

1 Reduction in gastric, biliary and pancreatic secretions
1 Spasm of sphincter of Oddi

9 Transient elevations in serum amylase

\4 Cardiovascular system

OxyContin may produce release of histamine with or without associated peripheral vasodilatation. Manifetgasgens of histal
and/or peripheral vasodilatation may include:

Prurits

Flushing

Red eyes

Sweating

Orthostatic hypotension

= =4 =4 =4 A
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Concentratiod Efficacy relationships (Pharmacodynamics)
Studies in normal volunteers and patients reveal predictable relationships between OxyContin dosage and @asama OxyCo
tions, as well between concentration and certain expected opioid effects. In normal volunteers these effects include:

1 Papillary constriction
i Sedation
M Overalll Afdrug effecto

In patients, these effects include:

1 Analgesia
1 Feelings of fArelaxationo

In nortolerant patients, analgesia is not usually at a plasma OxyContin concentration of less the 5 to 10 ng/mL.

As with all opioids, the minimum effective plasma concentration for analgesia will vary widely among patggpateatpediallyaaemo
been previously treated with potent opioids. As a result, patients need to be treated with individualezedttitratesired b

The minimum effective analgesic concentration of OxyContin for any individual patient may increase withorepé@atezshdesmg due t
pain and/or the development of tolerance.

OxyContin Withdrawal

The powerful prescription pain reliever, OxyContin, has become a hot new street drug that has resulted is ratoaide. 12Qvikath
give you a high much like HIGH GRADE heroin, but with worse consequences. 5mg of OxyContin has as mugGaotid agjredient
one Percocet. So, chewing/snorting a 40mg Oxycontin is like taking 8 Percocets at once or a 80mg OxyCemticét ikl taking 16
once.

OxyContin, approved by the FDA in 1995, an opium derivative, which is the same active ingredient in Perogd@antanis Rercocet. O
tended for use by terminal cancer patients and chronic pain sufferers. OxyContin addiction is a physicahdepdsiolencbdhadrin

individual is exposed to high doses of the drug for an extended period of time. The body then adapts aedodéeyGméitolditaac
addiction is so powerful that it produces cravings. These cravings for OxyContin are the result of ituimbpact an therindivig  wi t
ings of pleasantness and euphoria which the individual has come to associate with the taking of OxyContimendhetbahaonsieious
vates the individual to seek this drug because of its false imprint of OxyContin.

OxyContin withdrawal symptoms include, but are not limited to:

Watery eyes
Excessive yawning
Depression

1 Perpetually being tired

1 Hot/cold sweats

1 Heart palpitations

9 Joints and muscles in constant pain
1 Nausea and vomiting

1 Uncontrollable coughing
1 Diarrhea

1 Insomnia

1

1

1
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Percocet Side Effects

Percocet is a narcotic (OxyCodone) and acetaminophen combination. They are combined to get a synergystideféers simgam. Ox
to other narcotics in terms of effect and addiction. Acetaminophen is better known as Tylenol.

Percocet side effects include, but are not limited to:

Drowsiness

Constricted pupils

Nausea or vomiting

Euphoria, exaggerated sense difeivei|
Dizziness, lighéadedness

Sedation

Constipation

Depressed feeling

Itchy skin, skin rash

Slowed breathing
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Percocet Withdrawal

Percocet addiction can affect the youngageddla elderly. Individuals addicted to Percocet may come froniearholeadktf i
level or high positions, be parents or grandparents, single or married. Often, the addiction to Percocetiaivielopkredimngti
until it begins to control their life. When an individual exceeds the dosage prescribed or seeks to oltdmderescebadtdryth
their physician, they should be aware of the possibility that they have developed a Percocet addiction.redbcinulyhet dpizikg of
Percocet can cause severe withdrawal symptoms. Théskdegiafer the last dose.

Percocet withdrawal symptoms include, but are not limited to:

Feeling as though you have the flu
Gastrointestinal distress

Anxiety

Insomnia

Muscle pain

Fevers, sweating

Runny nose and eyes

=A =4 =4-a-a-a-"
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Ultram Side Effects

Ultram is the brand name of the generic drug Tramadol. Ultram is an analgesic used to treat or preveatpasierbitanis not
inflammatory drug, nor is it a narcotic. Ultram binds to certain opioid pain receptors in the body. B lifdbleimzgtheateepiakl
norephinephrine and serotonin, it modifies the pain message resulting in pain relief.

Ultram side effects include, but are not limited to:

Dizziness, drowsiness

Nausea, dry mouth

Constipation

Headache

Difficulty breathing or tightness of chest
Swelling of eyelids, face, or lips
Sweating, rash, hives

= =4 =444

Ultram Withdrawal

Introduced in 1995, no control was recommended based on review of its uncontrolled use in 40 other courdkasedHiovibeer, once
U.S., abuse became readinar captpiacdce ngai n Irte liise idyri breatHe,aspg-e d c
cially if taken with alcohol.

Difficulty sleeping
Agitation, irritability
Hallucinations, dizziness
Depression

Diarrhea

Lethargy

Body aches, sweats
Increase in tremor

E R W N B
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Vicodin Side Effects

Vicodin is one of the most commonly abused prescription pain medications today. One of the most widelysprescribed m¢
Vicodin and its related medications (Loricet, Loritab, Percodan, OxyCoriegedrpadpigiddications. Vicodinrisatide

of opium, which is also used to manufacture heroin. Individuals with a Vicodin addictions become deeplytieqimgssed, an
attention, and judgment become impaired. Their thoughts dwell on the next high, although they tell theekg®dves they are
Vicodin for pain or to avoid the withdrawal symptoms. Individuals with a Vicodin addiction often trulytieed physieal pain, t
logically produced.

Individuals with a Vicodin addiction crave more Vicodin and tolerate greater amounts of the drug to adiiaddibtsr high. V
to great lengths, even breaking the law to get Vicodin. They continue abusing even though they suffer seggltive physical
consequences. Vicodin addicts are often aware of their addiction, but may be too embarrassed or stubborn to admit it.

Vicodin Withdrawal

If a regular Vicodin user stop taking Vicodin, he of she will experience Vicodin wittireouves viithithé symptarasisu-
ally not lifthreatening. The intensity of Vicodin withdrawal depends on the degree of the addiction. For exauwiple, the syn
withdrawal from Vicodin may grow strong@fbo@rs and then gradually decline over a pddodbys7

The symptoms of Vicodin withdrawal include, but are not limited to:

Restlessness, insomnia

Muscle pain, bone pain

Diarrhea

Nausea or vomiting

Cold flashes, goose bumps, chills
Involuntary leg movements
Watery eyes

Loss of appetite

Irritability, panic

Sweating
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Xanax Side Effects

Xanax is prescription tranquilizer which depresses the nervous system in a way similar to alcohol. Xamarpharioacikgsovay f
drug dealers, and is being abused by young, healthy people who want to get Higippifige@® dume t hi ngi ecpeppékr f
are using the drug in combination with other stimulants, from alcohol to cocaine.

Xanax Withdrawal

Essentially, withdrawal symptoms from Xanax feel like the opposite of the therapeutic effects. Xanax witlsamglaatsymogeoins are
alcohol withdrawal.

The symptoms of Xanax withdrawal include, but are not limited to:

Jitteriness, shaky feelings
Rapid heartbeat

Insomnia, disturbed sleep
Irritability, anxiety, agitation

= =4 -4 =
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COMMON ABUSED DRUGS
Ecstasy
Gammahydroxybutyrate
Inhalants

LSD

Marijuana

Mescaline

Phencyclidine

ConfuseAnt® drugs confuse or distort thinking, feeling

and behavior.
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COMMON STREET NAMES

E-bombs, Ex, Tabs, Yips

GHB, Georgia Home Boy, Swirl, Scoop

Air Blast, Bang, Whippets, poppers, snappers
Acid, DSL, Paper, Rips, Tabs, Trip, Window Pane
4.20, Broccoli, Cheeba, Funk, MJ, Stuff, Time
Dusty, Mesc, Peyote, Pixie Sticks

Angel Dust, Ice, Leak, PCP, Sherm, Wet
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Marijuana Side Effects

Marijuana is a green or gray mixture of dried, shredded flowers and leaves of the hemp plant (Cannalsstgivejsett isebal mo
drug in this country. All forms of cannabis-ateeririgdpsychoactive) drugs; they all contain Feitetfdélydrocaabinol), the main
active chemical in marijuana. There are about 400 chemical in a cannabis plant, but THC is the one teatadfects the brain th

Marijuanads effect on the user depends on t he es®70sebotgdsh or
been about the same since th&d®@$. The strength of the drug is measured by the average amount of THC in iesatshiples conf
law enforcement agencies.

What are the side effects of Marijuana?

Enhanced cancer risk

Decrease in testosterone levels and lower sperm counts for men

Increase in testosterone levels for women and increased risk of infertility
Diminished or extinguished sexual pleasure

Psychological dependence requiring more of the drug to get the same effect

What are the effects of Marijuana on Men?

Marijuana is the most common drug used by adolescents in America today. Marijuana affect the parts ofistiecbsaavich contro
growth hormones. In males, marijuana can decrease the testosterone level. Occasional cases of enlargéaahacastssraraale mari
triggered by the chemical impact on the hormone system. Regular marijuana use can also lead to a decreas# &3 sjpen@asount, as
es in abnormal and immature sperm. Marijuana is a contributing factor in the rising problem of infertiligeghanaildd.kivaurge
effects and potential effects of marijuana use on sex and the growing process before they decide to smoke marijuana.

What are the effects of Marijuana on Women?

Just as in males, marijuana affects the female in the part of the brain that controls the hormones, whickrdeterthieesehstseju
cycl e. ltds been said that females who s mok e dehamonesweeed ma
depressed, and the testosterone level was raised. Even though this effect may be reversible, it may takenseiyeamianusette of n
fore the menstrual cycles become normal again. Mothers who smoke marijuana on a regular basis have beaipeepattieal of having
weak central nervous system. These babies show abnormal reactions to light and sound, exhibit tremors tadiigsttebednd have
cry associated with drug withdrawal. Occurring at five times the rate of Fetal Alcohol Syndrome, Fetal Megiioaitg Spmdemefis
many doctors.

Further mor e, doctor s1ewadnr ynott hatr schvii ll dr dhra vieo 1 re el aregilgyitesldas s a b
they grow older, even if there are no appareftdsigrege at birth. Pregnant or nursing mothers who smoke marijuana should to talk t
doctors immediately.

What are the effects of Marijuana on the lungs?

Regular users may have many of the same respiratory problems experienced by tobacco smokers. Individudlsrdayhheym daily co
symptoms of chronic bronchitis, and more frequent chest colds. Continual usage can lead to abnormal fencfimathgradddung tissu
stroyed by marijuana smoke. Regardless of the THC content, the amount of tar inhaled by marijuana smokiess mothtixéevel of ca
absorbed are53times greater than among tobacco smokers. This may be due to marijuana users inhaling morerde&plinaheé holding
lungs.

What are the effects of Marijuana on heart rate and blood pressure?

Recent findings indicate that smoking marijuana while shooting up cocaine has the potential to cause sevate armdaeed in hear
pressure. In one study, experienced marijuana and cocaine users were given marijuana alone, cocaine alotien afithdltfen a combine
Each drug al one produced cardiovascul ar ef f ect srtrates Mineased c o
29 beats per minute with marijuana alone, and 32 beats per minute with cocaine alone. Given togetheretheyHhhiaaite pecreas
minute, and increase persisted for a longer time. The drugs were given with the subjects sitting quietbcés, remrimalicideiains

may smoke marijuana and inject cocaine and increase the risk of overload on the cardiovascular system.
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What are the effects of heavy Marijuana use on learning and social behavior?

A study of college students has shown that critical skills related to attention, memory, and learning are lemy@redeamarigipeap
heavily, even after discontinuing its use for amedbhneob290f 24
the past 30 days, and 64 filight userso who s mopkieddfabstinereed i a
from marijuana and other illicit drugs and alcohol, the undergraduates were given several standard testsatesisomnpesoegts of
and learning. Compared to the light users, heavy smokers made more errors and had more difficulty sustaatitegiadie toionestif
the demands of changes in the environment, and in registering, processing, and using information. Thdliegleg®siugpast that
ment among heavy users is likely due to an alteration of brain activity produced by marijuana.

Longitudinal research on marijuana use among young people below college age indicates those who used haantbev@oachieveme
users, more acceptance of deviant behavior, more delinquent behavior and aggression, greater rebellioubipssitp@arentsiations
and more associations with delinquensidgiriends.

What are the effects of Marijuana on pregnant women?

Studies have found that babies born to mothers who used marijuana during pregnancy were smaller than thosgbwhusemothers w
the drug. In general, smaller babies are more likely to develop health problems.

A nursing mother who uses marijuana passes some of the THC to the baby in her breast milk. Research inticitesthby the use o
mot her during the first month of breast feedi naghasashows mpali
more anger and more regressive behavior (thumb sucking, temper tantrums) in toddlers whose parents use hetopidieestbfn amon
nonusing parents.

Marijuana Withdrawal

Marijuana addiction is a phenomenon experienced by more than 150,000 individuals each year who enter laigatchadtfotidheir proc
to marijuana. Marijuana addiction is characterized as compulsive, often uncontrollable marijuana cravingnadekingeairdivée; e

ual knows that marijuana use is not in his best interest. Marijuana addiction could be defined as chronically making the firmdecision not to use
marijuana followed shortly by a relapse due to experiencing overwhelming compulsive urges to use marijeapi@mespite. tienfam d
contradiction is characteristic of an addiction problem.

Marijuana withdrawal symptoms include, but are not limited to:

Irritability

Anxiety

Physical tension

Decreases in appetite and mood
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Symptoms of marijuana withdrawal first appear in chronic users within 24 hours. Marijuana withdrawal ishefirstt 1@ olayscatbfor
can last up to 28 days.
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Ecstasy Side Effects

MDMA, or ecstasy, is a Schedule | synthetic, psychoactive drug possessing stimulant and hallucinogenicopregsstiaheBisthsy p
variations of the stimulant amphetamine or methamphetamine, and most often mescaline which is a hallucirregemasJsostaonly refe
sy or XTC, MDMA was first synthesized in 1912 by a German company possibly to be used as an appetite syjipsesmsama-Chemice
logue of MDA, a drug that was popular in the 1960s. Today, Ecstasy is most often-distriputed atfate r ¢ | @ snicght eldu
rock concerts. As the rave and club scene expands to metropolitan and suburban areas across the countish@astesseline and dis
creasing as well.

The designer dr ug 0 #astisgdanmsage,todraio areadtialvele,criticalfar thaught ahdanamgaxy neecoed
search findings in the June 15 issue of The Journal of Neuroscience. In an experiment with red squirrel atdheyshrssHagshers
kins University demonstrated that 4 days of exposure to the drug caused damage that persisted 6 to 7 yegrsédpeto Vidlietsedind
previous research by the Hopkins team in humans, showing that people who had taken ecstasy scored lower on memory tests.

AThe serotonin system, which is compromi sed byoagsOsAlansy, i
Heshner, Director of the National Institute on Drug Abuse (NIDA), National Institutes of Health, which futied/gry teastingbo-
ple who take ecstasy, even just a few times, are riging pErhaps permanent, problems with learning and memory.

Researchers found that the nerve cells (neurons) damaged by ecstasy are those that use the chemical seratitnirtiterareomunicate
rons. The Hopkins team had also previously conducted brain imaging research in human ecstasy users, él\atibabbtattituigith th
of Mental Health, which showed extensive damage to serotonin neurons.

MDMA (3#hethylenedioxymethamphetamine) has a stimulant effect, causing similar euphoria and increased aldramepbeas-cocaine
mine. It also causes meséitm@sychedelic effects. First used in the 1980s, MDMA is often takani agldmg) alfpraarvt i e s .

In this new study, the Hopkins researchers administered either MDMA or salt water to the monkeys twictee2dagekesy; theays. Af
scientists examined the brains of half of the monkeys. Themaafieth@ brains of the remaining monkeys were alamgingth age
matched controls.

In the brains of the monkeys examined soon afteekhge?iod, Dr. George Ricaurte and his colleagues found thatdiDbté danse
age to serotonin neurons in some parts of the brain than in others. Areas particularly affected were thgamb et onte e whire
conscious thought occurs), and the hippocampus (which plays a key roleterfoméngdoas.

This damage was also apparent, although to a lesser extent, in the brains of monkeys who had received MBix gheriiogl thet same -
who had received no MDMA7Zgeérs. In contrast, no damage was noticeable in the brains of those who had neceived salSveata e
covery of serotonin neurons was apparent i n t hefidilthiseecomesy o f
occurred only in certain regions, and was not always complete. Other brain regions showed no evidence of tecovery whatsoever

ANDAS upported study has provided the first dir ectindamnagedne nc e
people. Using advanced brain imaging techniques, the study found that MDMA harms neurons that releasensatdtanightitbrain che
play an important role in regulating memory and other functions. In a related study, researchers found thaaremgmdBMiolbsers
lems that persist for at least 2 weeks after they have stopped using the drug. Both studies suggest that shdirextbntofrd ety

with the amount of MDMA use.

AThe message from these studies is that MDMA d csecsh achhgaensg ed
Dr. Joseph Frascella of NIDAb®&ds Division of Tr eyangmeopldwhiRe s e
participate inlargenall ght dance parties known as fraves, 0emdbogastudiesr e p
indicate that MDMA 93\ethyleneioxymethamphetamine) use has escalated in recent years among college studentstamdtyoung adu
tend these social gatherings.
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Ecstasy Withdrawal

Ecstasy users may encounter problems similar to those experienced by amphetamine and cocaine users, immuding Ecstasy addic

Ecstasy is psychologically addicting and the most common withdrawal symptoms include:

Depression
Anxiety
Panic attacks

Rush

Depressed respiration
Clouded mental functioning
Sleeplessness _Nausea and vomiting
fiepee 1 s onaq isgfyrbssidhBdidhain

figree al i z ag isBdht@neous abortion
Paranoid delusions

= =4 =444
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Common Abused Drugs
Cocaine

Crack

Dexedrine

Heroin
Methamphetamine
Ritalin

StimU-Ant® (stimulant) drugs stimulate or increase thinking

feeling and behavior.
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Common Street Names

7 up, Angie, Cane, Flake, Kitty, Rails, White Pony
Base, Cloud, Devil s sn
Dexies, Little Guys, Sprinkles, Tweek

Blast, Cheese, Gold, Horse, Slam, Tar, White Tiger
Amp, G, Meth, Pure, Twack, Zip

Kibbles and bits, Pinapple
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COCAINE SIDE EFFECTS

Cocaine is derived from the leaves of the cocoa bush grown in South America. Widespread use and addictiintteddaigsternmen
cocaine in the early 1900s. The danger associated with cocaine was ignored in the 1970s and early 1980s|aanedcbgaimenyas prc
to be safe. With the accumul ating medi cal e v i oficecaimegtheo f ¢ ©
public and government have become alarmed again about its growing use. To many Americans, especiallywadedtls @dre and soci
deal with and witness the personal and societal devastating effects on cocaine users, cocaine addictisaiis,Hyfag, phebhieost

in the United States.

Cocaine side effects include, but are not limited to:

Changes in blood pressure, heart rates, breathing rates
Nausea or vomiting

Anxiety, restlessness, insomnia

Convulsions

Loss of appetite leading to malnutrition and weight loss
Cold sweats

Swelling and bleeding of mucous membranes

Damage to nasal cavities; damage to lungs

Possible heart attacks, strokes, or convulsions

=4 =4 =4 -8 -4_-4_-4_-4-2

Even though the public is often entertained with highly publicized accounts of deaths from cocaine, maeg ¢ti# dristakenly bel
(especially when sniffed)tobambd i ct i ve and not as har mful a s poclude earsed breathi c i
ing rare, raised blood pressure and body temperature, and dilated pupils. By causing the coronary arténesstumrnisggaridoo

the blood supply to the heart diminishes. This can cause heart attacks or convulsions within an hour atendsbosehnathihyse
pertension, epilepsy, and cardiovascular disease, are at particular risk. Studies show that even thosetwaitibleorregiooardézs
complications from cocaine. Il ncreased use madgedosndusesaisei-i z e
zure. Those who inject the drug are at high risk for AIDS and hepatitis when they share needles. Alléngiorreticticnssianoes

mixed in with the drug may also occur.
Cocaine Withdrawal

Cocaine addiction can occur very quickly and be very difficult to break. Studies have shown that animdjsessl avbak weey hard
10,000 times) for a single injection of cocaine, choose cocaine over food and water, and take cocaine evispwiishnetthisArhavior
mals must have their access to cocaine limited in order not to take toxic or even lethal doses. Peoplecidaictiuiitarbocaineyb
will go to great lengths to get cocaine and continue to take it even when it hurts their school or job pestdionahies aviththmied
ones.

Regular use of cocaine can lead to strong psychological dependence (addiction). Those who abruptly stopetipeiieocaioe- use ca
caine withdrawal symptoms as they readjust to functioning without the drug. The length of cocaine withalveain/aridsopetson t
amount and frequency of use.

Cocaine withdrawal symptoms include, but are not limited to:

1 Agitation, anxiety, angry outbursts, irritability

1 Depression, lack of motivation, extreme fatigue
1 Intense craving for the drug

1 Nausea/vomiting

1 Shaking

1 Muscle pain

1

Disturbed sleep
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Crack Side Effects

The chemical cocaine hydrochloride is commonly known as crack. Some users chemically process cocainehpdarcldptamezmove the
This process is called fifreebasing, 0 and mak e sciohifiome aflsoaieg m
tyds greatest problems today. I ndi vi dual s &eldof out secikty frich, ¢ r
poor, and everyone in between). Family members connected to crack addicts live in chaos and confusione iddetlyichey stemding th
chanics of cocaine addiction.

Crack side effects include, but are not limited to:

Nausea or vomiting 1 Swelling and bleeding of mucous membranes
Anxiety, restlessness § Damage to nasal cavities

Convulsions 1 Damage to lungs

Insomnia 1 Possible heart attacks, strokes, or convulsions

Loss of appetite leading to
malnutrition, weight loss
Cold sweats

= E ]

Crack is inhaled and rapidly absorbed through the lungs, into the blood, and carried swiftly to the braerdEhey crah pessohonwg

l eading to coma, convul sions, a-nrdinutteohintemse aleasurepquiai@esybeading ton ¢ r e
depression that needs to be relieved by more crack. This cycle enhances the chances of addiction and deplenbdeetihigBecause of
users are constantly thinking about and devising ways to get more. Psychologically, the drug reduces cemtedtiedioandrimbition

creases confusion and irritability, wreaki ng nepmychoss, causingu s e
paranoia, hallucinations, and a condition known as formication, in which insects or snakes are perceivethogincralwbnuauader
noia and depression can instigate violent anThedsugis afténduWwith b e

one or more of any humber of other substances, such as the cheaper drugs procaine, lidocaine, and benzotetmmssmdasubstances
serious risks, such as sugars (mannitol and sucrose), or starches. However, when quinine or amphetamingaldior addedsthe pote

side effects increases dramatically.
Crack Withdrawal

According to the 2001 National Household Survey on Drug Abuse, approximately 6.2 million (2.8%) AmericarieageatR at older ha
least once in their lifetime, 1 million (0.5%) used crack in the past year, and 406,000 (0.2%) reported .uskséngthrehpast coareh
addicted wil!| ficraved more of the drug as soon as the int

Crack is an extremely powerful drug. Crack addiction is inevitable; once the individual has tried crackoieyitiagr woamabtbe
extent to which they will continue to use. Crack is probably the most addictive substance yet devised. tisersoresttaimtbe and
same high and avoid the intense ficrasho or de gyhdogicliydapend-h a
ent on crack, which often is a result of only a few doses taken within a few days. This dependence leaiis tmataack tugliation.
tense lows, crack addicts often use other drugs, such as, alcohol, hash or marijuana in addition to crack.

Crack withdrawal symptoms include, but are not limited to:

Agitation, Angry outbursts, Anxiety
Depression, Disturbed sleep
Extreme fatigue

Intense craving for drug, Irritability
Lack of motivation

Muscle Pain

Nausea/vomiting

=A =4 =8 -8 -84
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Regional Alcohol and Drug Detoxification

Dexedrine Side Effects

Dextroamphetamine (Dexedrine) is an amphetamine, belonging to the group of medicines called central nervdagsystésn (CNS) st
a Schedule Il controlled substance. Dexedrine was often used in the late 1960s and early 1970s as a paseriptoidie¢ aid be
effects of such a stimulant drug is to suppress appetite. Dexedrine (and its more potent cousin, Benezediy@na/dtegsb/fommo
used by college students either for the stimulant high or as a study aid.

Dexedrine side effects include, but are not limited to:

Addiction
Agitation/irritability
Behavior disturbances
Diarrhea, constipation
Dizziness

Dry mouth

Elevation of blood pressure
Euphoria

Exacerbation of motor skills
Hallucinations

Headache

Increased heart rate
Insomnia

Liver irritation/toxicity
Nausea

Over stimulation
Restlessness

Sexual difficulties

Tics

Tourettebs syndr ome
Weight loss

= —a —a -9
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Dexedrine Withdrawal

Dexedrine is highly addictive. Individuals form an addiction to Dexedrine due to its ability to sustain len&rgyeaiithéaddieig
tion may lead to serious complications such as heart rate and blood pressure Withdrawal symptoms from Decedyimare characte
pression and extreme fatigue. Fortunately, the withdrawal symptoms tend to be mostly psychological and not medical.

Dexedrine withdrawal symptoms include, but are not limited to:

Depression

Fatigue

Irritability

Long but disturbed sleep
Strong hangover
Violence

=A =4 =4 =4 -84
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Regional Alcohol and Drug Detoxification

Heroin Side Effects

Heroin is an illegal, highly addictive opiate drug. Abuse is more widespread than any other opiate. Henviaphipecessedréibm
occurring substance extracted from the seed pod of certain varieties of poppy plants. It is typically solshascavwbiteoabrihe

bl ack sticky substance known on the street s aisaddictohizelf.kHet ar
oin addiction is a chronic problem, characterized by compulsive drug seeking and use, and by neurochemical and molecular changes in the brain.

Heroin also produces profound degrees of tolerance and physical addiction, which are also powerful mopustiregUfsetarsifor com
abuse. As with abusers of any addictive drug, heroin addicts gradually spend more and more time and emegtipe albotagni@mead usi
they are addicted, the heroin abusersodo pri mar grbrgns.r pose i n

Short term heroin side effects include, but are not limited to:

Rush, Depressed respirations
Clouded mental functioning
Nausea and vomiting
Suppression of pain

E ]

Long term heroin side effects include, but are not limited to:

Addiction, Abscesses

Collapsed veins, Bacterial infections

Infection of heart lining and valves

Arthritis and other rheumatologic problems

Infectious diseases, for example, HIV/AIDS and hepatitis B and C

= =4 -4 -4

Heroin Withdrawal

Heroin withdrawal symptoms are some of the nastiest an addict can experience compared to withdrawal fromdangiuztheihdrug. The
has become physically, as well as psychologically dependent on heroin, will experience heroin withdrawatiwisti am aflueptatisco
even a decrease in their daily amount of heroin taken. The onset of heroin withdrawal -8yhupianadteetiie Baselis adminis-

tered. Major heroin withdrawal symptoms peak b&@vheuard@fter the last dose of heroin and subdue after abouTbaasynepk.

toms of heroin withdrawal produced are similar to a bad case of the flu.

Symptoms of heroin withdrawal include, but are not limited to: Panic, irritability

Nausea or vomiting

Loss of appetite
Tremors, shaking, jitteriness

= =48 _-a_-8_8_82_-2

Chills or profuse sweating

91 Dilated pupils, watery eyes Muscle cramps
1 Piloerection (goose bumps) Insomnia

1 Runny nose Stomach cramps
1 Yawning Diarrhea

1

1
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Regional Alcohol and Drug Detoxification

Ritalin Side Effects

Ritalin (methylphenidate) is a central nervosdtisbelievede¢hatit st i
works by activating the brain stem arousal system an cortex. Pharmacologically, it works on the neurotnadisntitie relgpachine, a
resembles the stimulant characteristics of cocaine. When taken in accordance with usual prescriptiorbecsstimosag ettty
mile to moderate stimulant properties, but when snorted or injected, it has a strong stimulant effect.

Ritalin side effects include, but are not limited to:

Nervousness, paranoia, hallucinations, delusions, anxiety, restlessness
Insomnia

Loss of appetite

Nausea or vomiting

Dizziness, headache

Changes in heart rate and blood pressure

Skin rashes, itching, fevers

Abdominal pain

Weight loss, digestive problems, loss of appetite (malnutrition)
Toxic psychosis

Psychotic episodes

Severe depression upon withdrawal, death

Tremors, muscle twitch, convulsions
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Ritalin Withdrawal

Ritalin is an addictive drug and mimics the action of chemicals your brain produces to send messages of dleasucecenyeur brai
Ritalin produces an artificial feeling of pedsara Ritatingroducesits o u
pleasurable effects by chemically acting like certain normal brain messenger chemicals, which producesposiéue feghiats in re
from the brain. The result in an addiction to Ritalin because the individual can depend on the immedhéde Raatirppeolidtzsie

At the same ti me, Ritalin short <circuits i nt enfdesceisplacedonan d
Ritalin while other survival feelings are ignored and bypassed. Ritalin withdrawal varies in severity aadadingth. Ritaknvéatiaic-

tion depends on the amount and duration of time an individual was addicted.

Ritalin withdrawal symptoms include, but are not limited to:

Agitation, anxiety
Insomnia, nausea
Severe emotional depression
mnia, exhaustion

= =4 =4 =4
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DETOXIFICATION

1.15.01

1.15.02

The Regional Alcohol and Drug Detoxification Program will not admit
any client under 18 years of age.

Observation detoxification, with or without medical supervision, will in-
clude:

a. Gender separate sleeping areas with:
1. Onelevel bed (no bunk beds) per client;
2. Individual storage for clothing items;
3. Window coverings to allow for privacy;
4. Sufficient clean linen supply with covered storage.
a. Storage will be at least 12 inches above the floor; and
b. Non-permeable container(s) to hold used linen.
b. Gender separate bathroom/shower areas with:

Sufficient lighting so as to avoid injury;

Plumbing in working condition so as to avoid any threat to health;

3. Sufficient clean linen supply with covered storage; and
a. That storage will be least 12 inches above the floor; and
b. Non-permeable container(s) to hold used linen.
C. Three meals a day, with no more than 14 hours between any two meals:
1. There will be documentation of meals offered, consumed and/or re-
fused;
2. There will be documentation of reason for not offering nutrition. (e.g.
client absent during meal time to see personal physician); and
3. There will be no preparation of meals by detoxification client(s).
d. Easily accessible oral fluids for clients; there will be documentation of amount

offered, and amount consumed or refused, every two (2) hours.
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1.15.03

1.15.04

e. Clients in detoxification services will have their vital signs taken upon admis-
sion and documented; and at least every two (2) hours thereafter, until within
normal limits for 8 hours.

Exception: Blood pressure, temperature and pulse may be omitted one (1) time
per twentyfour (24) hour period; observation will continue as evi-
denced by documentation of reason for vital sign omission, client be-
havior observed and respiration count. (e.g. Vital signs completed at
10:00 p.m., description of behavior client exhibiting at midnight and
resume vital signs at 2:00 a.m.);

Once vital signs are within normal limits for eight (8) hours, they will be taken
no less than every six (6) hours. There will be documentation in the
client's case record verifying each vital sign taken during the client's
stay in detoxification; and

A complete set of vital signs will include blood pressure reading (systolic and
diastolic), temperature, pulse and respirations.

While a client is in an observation detoxification component (with or without medical
supervision), qualified staff member(s) (registered and/or licensed practical nurse or
Regional Detoxification Specialists) must be present and specifically assigned to moni-
tor the client on a twentfour (24) hour basis.

There will be documentation in personnel files, about which staff members assigned to
any detoxification unit are knowledgeable about the taking of vital signs and the impli-
cation of those vital signs. There is documentation of the following and current certifi-
cation, as appropriate:

Cardiopulmonary Resuscitation (CPR);

First Aid;

Non-violent Crisis Intervention (CPI);

Signs and symptoms of withdrawal, and the
implication of those signs and symptoms; and

Emergency procedures, as defined in facility policy and procedure manual:

The program will have written policy and procedures for emergen-
cies;

Emergency policy and procedures will be readily available to all staff;

Staff will acknowledge receipt of emergency policies and procedures
in writing; and,

If the program is not hospital based, the program will have policies

and procedures for accessing services at a critical care facili-
ty.
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1.15.05

A file will be maintained for each client, per admission; it will contain:
Proof of client identity;

A signed Voluntary Admission Agreement; or,

Involuntary Admission Agreement, as appropriate;

Consent to Treat Agreement must be signed prior to admission;

1. Must obtain signed, dated and timed consent, even if client is im-
paired by substance; and,
2. Must obtain another signed, dated and timed consent once said sub-

stance no longer impairs client.

The withdrawal risk assessment will be initiated on admission, completed and filed in
the client record within four (4) hours of admission. If an emergency of the
client's physical condition preverdscumentation withifiour (4)hours, staff
will explain the circumstances in the client record and obtain the information
as soon as possible;

Qualified staff member(s) (physicians, registered and/or licensed practical nurses or
Regional Detoxification Specialists) will perform withdrawal risk assessment;

it will include:

1. Substance Use History;

2. Current Detoxification Level Determination;
3. Past psychiatric treatment;

4. Past chemical dependency treatment;

5. Significant medical history;

6. Current health status;

7. Current medications;

8. Known food allergies;

9. Known drug allergies;

10. Current living situation;

11. Current employment situation; and,

12. Current emotional state and behavioral functioning.
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Completed and signed authorization(s) to release confidential information, as appropri-
ate;

Medication records, as appropriate (In programs utilizing LPN, LPTN and/or RNS);
Personal Property Inventory, signed by staff or authorized agent, and client;
Confirmation of client receiving and understanding of handbook;

Confirmation of client receiving notice of Federal Confidentiality Regulations; to be
signed when client is capable of rational communication;

A staff person, authorized by the program, will identify the client's dkam needs
(based on the withdrawal risk assessnaerat medical history) and develop an
appropriate detoxification plan (stabilization plan):

1. An RDS, LPN, LPTN, RN or MD will sign the plan;

2. The client will sign the detoxification plan, unless medically contrain-
dicated;staff will explain the circumstances in the client record and
obtain the signature as soon as possible;

3. The completed and signed detoxification plan will be filed in the cli-
ent record within eight (8) hours of admission;

4. The program will review and, if necessary, revise the detoxification
plan (stabilization plan) every twenfgur (24) hours or more often,
should client need(s) change significantly;

5. The program will implement the detoxification plan (stabilization
plan) and document the client's response to interventions in the pro-
gress notes.

1.15.06 Progress notes in detoxification will be documented every two (2) hours until stable for
eight (8) hours (additional notes will be documented as appropriate) and will include:
a. The client's physical condition observed by staff (signs);
b. Client statements about the client's condition (symptoms);

Client statements about their needs;
The client's mood and behavior; and,

Information about the client's progress or lack of progress in relation to detoxification
(stabilization) goals.

1.15.07 The program will have policies and procedures for accessing services at a critical care facility.
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ACT 10

20-64-801 Definitions

As used in this subchapter:

(2) AAdmini stratoro refers to the chief administratime off
designed as a receiving facility or program by the Bureau of Alcohol and Drug Abuse Prevention;

(2) ABureauodo refers to the Bureau of Alcohol and Drug Abus
3) AfiDetentiond refers to any confinement of a person agai
(A) When a person is involuntarily brought to a receiving facility or program:
(B) When the person appears for the initial hearing; or

© When a person on a voluntary admission is in a receiving facility or program purs@ér§4810,

4) AEval uati ond means an assessment prepared by a reeeivi
personds addiction to alcohol or drugs;
(5) AiGravely disabledo refers to a person who, iif altbowed

alcohol or other drugs, to physically harm himself or herself or others as a result of inability to make a rationaltdsetsive
medication or treatment, as evidenced by:

(A) Inability to provide for his or her own food, clothes, medication, medical care, or shelter;
(B) An inability to avoid or protect himself or herself from severe impairment or injury without treatment; or
© Placement of others in a reasonable fear of violent behavior or serious physical harm to them;
(6) AHomi cidal o6 refers to a person who is addicted to al coc

fested by recent overt behavior evidencing homicidal or other violent assaultive tendencies;
(7 APersonod shall mean a citizen of the State of Arkansas
(8) ifiReceiving facility or programd refers to a residentia

signed within each geographical area of the state by the bureau to accept the responsibility for care, custody, anaf freetment
sons voluntarily admitted or involuntarily committed to the facility or program; and

(9) ASuicidal 6 refers to a person who is addicted tomal coh
self or herself as manifested by evidence of threats of, or attempts at suicide or serinflietselfbodily harm, or by edence of
other behavior or thoughts that create and imminent risk to his or her physical condition.
History . Acts 1989 (% Ex. Sess.), No. 1; 1991, No. 150, 1; 1995, No. 1268, 1.
20-64-802. Jurisdiction.
The probate courts of this state shall have exclusive jurisdiction for the involuntary commitment procedures initiated pursu

ant to this subchapter. The probate judge may conduct hearings pursuant to this subchapter in a receiving facility whpregra
they person is detained or residing at the Arkansas State Hospital or within any county of his judicial court.

History. Acts 1989 (8 Ex. Sess.), No. 10, 2.

20-64-803. Civil immunity.

The prosecuting attorney, deputy prosecuting attorneys, the Office of the Prosecutor Coordinator, law enforcement officer
governing boards of the Bureau of Alcohol and Drug Abuse Prevention, employees of the bureau, governing boards of designed r

ceiving facilities, and employees of designated receiving facilities and programs shall be immune from civil liabilifpforgoee
of duties imposed by this subchapter.
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History. Acts 1989 (3 Ex. Sess.), No. 10 19; 1995, No. 1268, 2; 1997, No. 1246, 1.
20-64-804. Habeas corpus.

Nothing in this subchapter shall in any way restrict the right of any person to attempt to secure his or her freedors by habe
corpus proceeding as provided by current Arkansas law.

History. Acts 1989 (3 Ex. Sees.), No. 10, 20.
20-64-805. Inspectionsi Procedures.

(a) To assure compliance with this subchapter, the Bureau of Alcohol and Drug Abuse Prevention, through its authorized
agents, may visit or investigate any receiving program or facility to which persons are admitted or committed undenahtiersubc

(b) The bureau shall promulgate written procedures to implement this subchapter on or before July 1, 1995. The provisions
shall:

(1) Designate receiving facilities and programs within prescribed geographical areas of the state for purposes of volul
tary admissions or involuntary commitments under this subchapter; and

(2) Establish ongoing mechanisms, guidelines, and regulations for review and refinement of the treatment programs

offered in the receiving facilities and programs for alcohol and other drug abuse throughout this state.
History. Acts 1989 (3 Ex. Sess.), No. 10, 21; 1995, No. 1268, 3.
20-64-810. Voluntary admissions.
Any person who believes himself or herself to be addicted to alcohol or other drugs may apply to the administrator or his ¢
her designee shall be satisfied after examination of the applicant that he or she is in need of treatment and wikk dhth beinfit
the applicant may be received and cared for in the receiving facility or program for such a period of time as the antroirtisdrat
or her designee shall deem necessary for the recovery and improvement of the person, provided that the person agese®at all t
remain in the receiving facility or program.
History. Acts 1989 (% Ex. Sess.), No. 10, 3; 1995, No. 1268, 4.
20-64-811. Continued detention.

€)) If at any time the person who has voluntarily admitted himself or herself to a receiving facility or program makest a reque
to leave, the administrator or his or her designee may file or cause to be filed a petition for involuntary commitment.

(b) If the administrator in the subchapter for involuntary commitment and that release would place the person in imminent dar
ger of death or serious bodily harm, the administrator or his or her designee shall file or cause to be filed a patibhmfary
commitment and shall append thereto a request for continued detention.

(c) The request for continued detention shall be verified and shall:

Q) State with particularity the facts personally known to the affiant which established reasonable cause to believe the
person is in imminent danger of death or serious bodily harm;

(2) Identify the treatment facility or program in which the person is being detained; and

3) Contain specific prayer that the person be involuntarily committed and that detention be continued.
(d)(1) The person shall be considered to be held by detention pending judicial determination of the petition for involuntary com-
mitment and continued detention. Amgrson detained pending judicial determination shall, within two (2) hours of his or her re-

guest to leave the receiving facility, be provided with a copy of the petition for involuntary commitment and requeshéardcon
detention.
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(2) The person shall be presented with an acknowledgment of receipt of the petition for involuntary commitment and
request for continued detention. If the person refuses to sign the acknowledgment, this refusal shall be noted 0 tblegperson
and shall be attested by two (2) eyewitnesses on a second document. An original of said attestation shall be fumisiuet to th
Either a signed acknowledgment or completed attestation shall be sufficient to prove personal service of the petition.

(e) The petition shall be filed and presented to a probate judge on or before 5:00 PM the next day, exclusive of week-
ends and holidays, after the person makes a request to leave the receiving facility or program. Thereupon, the pxee ghall r
petition and request for continued detention and determine whether there is reasonable cause to believe the persoritenigets the
set forth in this subchapter for involuntary commitment and whether release would place the person in immediate dathger of dea
serious bodily harm.

® If the judge determines that there is reasonable cause to believe that the person meets the criteria set forth in this
subchapter for involuntary commitment and that release would place the person in immediate danger of death or setiams,bodily
the judge shall order continued detention pending a hearing to be scheduled and conducted pRéstié&BPth
History. Acts 1989 (8 Ex. Sess.), No. 10, 4.

20-64-812. Absence from treatment facility or program.
(@)(1) Treatment staff shall immediately inform the prosecuting attorney of the county where the treatment facility or program i
located if, in the opinion of the treatment staff, a person who voluntarily admitted himself or herself meets the ciiteckfdary
commitment set forth in this subchapter and the person has absented himself or herself from the receiving facility or program

(2) The prosecuting attorney shall initiate an involuntary commitment under his subchapter against the person.

(3)(A) Statements made by the prosecuting attorney in furtherance of the petition shall not be deemed to be a disclosure

(B) Statements made by the treating staff to the prosecuting attorney shall be treated as confidential, and the prosect
ing attorney shall remain subject to the confidentiality requirements as set forth in state and federal law regulations.

(b) If any person shall, during a period of involuntary commitment, absent himself or herself from the treating facility or pro-
gram without leave, he or she may be returned by facility or program security personnel or law enforcement officerantiitiout f
proceedings. The probate courts of this state are hereby authorized to enter such orders as may be necessarydtueffect the r

History. Acts 1989 (8 Ex. Sess.), No. 10, 5; 1995, No. 1268, 5.
20-64-815. Petition for involuntary commitment.
(@) Any person having any reason to believe that a person is homicidal, suicidal, or gravely disabled may file a pettien with t

clerk of the probate court of the county in which the person alleged to be addicted to alcohol or other drugs resadeseaat &d
be represented by the prosecuting attorney or by any other licensed attorney within the State of Arkansas.

(b) The petition for involuntary commitment shall:

(1) State whether the person is believed to be homicidal, suicidal, or gravely disabled;

(2) Describe the conduct, signs, and symptoms upon which the petition is based. The descriptions shall be limited to
facts within the petitionerds personal knowl edge.

3) Contain the names and addresses of any witnesses having knowledge relevant to the allegations contained in the
petition; and

(4) Contain a specific prayer for commitment of the person to an appropriate designated receiving facility or program,

including residential inpatient or outpatient treatment for his or her addiction to alcohol or other drugs.
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(c) Personal service of the petition shall be made in accordance with the Arkansas Rules of Civil Procedure and shall include:
(1) A notice of the date, time, and place of hearing; and
(2) A notice that if the person shall fail to appear, the court shall issue an order directing a law enforcement officer to

place the person in custody for the purpose of a hearing unless the court finds that the person is unable to appeaf fpyy®ason
cal infirmity or that the appearance would be detrimental to his or her healttheivedl, or treatment.

History. Acts 1989 (8 Ex. Sess.), No. 10, 6; 1995, No. 1268, 6; 1997, No. 1246, 2.

20-64-816. Petition for immediate detention.
€) Any person filing a petition for involuntary commitment may append thereto a petition for immediate detention.
(b) The request for immediate detention shall be verified and shall:

(1) State with particularity facts personally known to the affiant which establish reasonable cause to believe themerson is
imminent danger of death or serious bodily harm;

(2) State whether the person is currently detained in a designated receiving facility or program; and

3) Contain a specific prayer that the person be immediately detained at a designated receiving facility or program
pending a hearing.

(c) If, based on the petition for involuntary commitment and request for immediate confinement, the judge finds a reasonable
cause to believe the person meets the criteria set forth in the subchapter for involuntary commitment and that thie pemsion is

nent danger of death or serious bodily harm, the court may grant the request and order a law enforcement officer fmagace the

in immediate detention at a designated facility or program for treatment pending a hearing to be scheduled and condhrttied purs
20-64-821.

(d) Personal service of the petition and order of immediate detention must be made by a law enforcement officer, who shall, &
the time of service, take the person into custody and immediately deliver such person to a designated receiving fagityor p

History. Acts 1989 (8 Ex. Sess.), No. 10, 8.
20-64-820. Appointment of counsel.
(@) If it appears to the court that a person sought to be committed is in need of counsel, counsel shall be appointedyimmediate
upon filing of the petition. Whenever legal counsel is appointed by the court, such court shall determine the amdaatibf the
any, to be paid the attorney so appointed and shall issue an order directing the payment. The amount allowed shdlbnet excee

hundred fifty dollars ($150) based upon the time and effort of the attorney and the investigation, preparation, andti@pr@fsent
the client at the court hearings. The court shall have the authority to appoint counsel on a pro bono basis.

(b) The quorum court of each county shall appropriate fund
this subchapter and upon presentment of a claim accompanied by an order of the probate court fixing the fee, the saame shall b
proved by the county quorum court and shall be paid in the same manner as other claims against the county are paid.

History. Acts 1989 (8 Ex. Sess.), No. 10, 9.

20-64-821. Initial hearing 1 Determination i Evaluation.

(a) In each case a hearing shall be set by the court within five (5) days, excluding weekends and holidays, of the filing
of a petition for involuntary commitment, with a request for continued detention or for involuntary commitment with afoequest

immediate detention.

(b) The person named in the original petition may be removed from the presence of the court upon finding that his or
her conduct before the court is so disruptive that proceedings cannot be reasonably continued with him or her present.
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(c) The petitioner shall appear before the probate judge to substantiate the petition. The court shall make a determin
tion based upon clear and convincing evidence that the standards for involuntary commitment apply to the person.etésuieh a d
nation is made, the person shall be remanded to a designated of the Bureau of Alcohol and Drug Abuse Prevention atdthe design
receiving facility for treatment for a period of up to twentye (21) days.

(d) Every person remanded for treatment shall have an evaluation withieighty(48) hours of detention.

(e) A copy of the court order committing the person to the designated receiving facility for treatment shall be forward-
ed to the designated receiving facility within five (5) working days.

History. Acts 1989 (8 Ex. Sess.), No. 10, 10; 1991, No. 150, 3; 1997, No. 1246, 4.
20-64-822. Pleadingsi Involuntary commitment.

The pleadings in each case shall be deemed to conform to the proof. The court is hereby authorized to enter orders of in
untary commitment pursuant 20-47-201 et seq., conforming thereto.

History. Acts 1989 (8 Ex. Sess.), No. 10, 11.

20-64-823. Filing of petition 7 Legal representation.

The petition may be filed by the local prosecuting attorney, an attorney representing the petitioner, or pro se. The county
shall establish an indigency fund to permit the petitioner or request aaqpainted attorney by filing an affidavit of indigcy.
The attorney may be allowed a few of up to one hundred fifty dollars ($150). Should the probate court designate algedbate ju
Pulaski County, Arkansas, to hear petitions filed for additional periods of commitment pursuant to this subchapter thie Offic
Prosecutor Coordinator shall appear for and on behalf of the petitioner and the State of Arkansas before the judggptbeided
hearing is held on the grounds of the Arkansas State Hospital at Little Rock. The representation shall be a partialf dioi efi
of the Prosecutor Coordinator. However, nothing in this section shall prevent the petitioner from retaining his or thamsaivn c
Thereupon, the Prosecutor Coordinator shall be relieved of the duty to represent the petitioner.
History. Acts 1989 (8 Ex. Sess.), No. 10, 15.

20-64-824. Additional commitment.

€)) An additional fortyfive-day commitment order may be requested if in the opinion of the treatment staff a person remains
suicidal, homicidal, or gravely disabled.

(b)) (A) Any request for periods of additional commitment pursuant to this section shall be made by a petition verified by
the receiving facility treatment staff.

(B) The petition for additional commitment, all rights enumerated in
20-64-817.shall be applicable.

(©)(1)(A) A hearing on the petition for additional commitment pursuant to this section shall be held before the expiration of
the period of confinement.

(B) The hearing may be held in a receiving facility or program where the person is detained or residing.

(2) A copy of the petition shall be served upon the person sought to be additionally committed, along with a copy for-
warded to any attorney who may have represented or may have been appointed to represent the person at the initial hearing.

(d) All testimony shall be recorded under oath and preserved.

(e) The need for additional commitment shall be proven by clear and convincing evidence.
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History. Acts 1989 (3ed Ex. Sess.), No. 10, 13; 1997, No. 1246, 5.

20-64-825. Voluntary status.
(a) At any time during detention, the person may be conver
counselor files a written statement of consent with the court. The court shall dismiss the petition immediately ujpanotheafd
statement.
(b) If, upon evaluation, the certified substance abuse counselor determines that the person is not addicted to alcoleol or drugs
would benefit by an alternative method of treatment, the counselor shall file a copy of the evaluation with the couthadareg w
guest for amendment of the courtds order of detention.

History. Acts 1989 (8 Ex. Sess.), No. 10, 12; 1991, No. 150, 4.

20-64-826. Early release.
(a) If any person is released from detention prior to the expiration of the period of commitment, the court may condition the
release upon the personbés compliance with outpatienbndtr ea

at the facility as may be specified by the court.
(b) When in the opinion of the professional person in charge of the program providing involuntary treatment under this chapte
the committed patient can be appropriately served by less restrictive treatment before expiration of the period of cotheritment
the less restrictive care may be provided.
History. Acts 1989 (3 Ex. Sess.), No. 10, 14; 1997, No. 1246, 6.
20-64-827. Appeals.

All commitment orders authorized herein shall be considered final and appealable under Rule 2 of the Arkansas Rules of
Appellate Procedure.

History. Acts 1989 (8 Ex. Sess.), No. 10, 17.
20-64-828. Presumption of competency.

No person admitted voluntarily or committed involuntarily to a receiving facility or program under this subchapter shall be
considered incompetent per se by virtue or the admission commitment.

History. Acts 1989 (8 Ex. Sess.), No. 10, 16.

20-64-829. False statemeni Penalty.

Any person willfully making false statements on a petition for involuntary commitment, petition for involuntary commit-
ment with request for continued detention, or petition for involuntary commitment with request for immediate detention, or wh
willfully makes false statements for the purpose of inducing another to bring such a petition, knowing the statemexis,torbe f
with reckless disregard as to the truthfulness of the statements shall be guilty of a Class A misdemeanor.

History. Acts 1989 (8 Ex. Sess.), No. 10, 18.
20-64-830. Liability for treatment i Rules.

(@)(1) Any person legally obligated to support a person in treatment from a receiving facility or program shall pay tdtyhar facil
program an amount to be fixed by the facility or program as the cost for treatment.

(2) The amounts shall be a debt of the obligor.

(b)(1) The Bureau of Alcohol and Drug Abuse Prevention shall promulgate rules specifying the amounts to be fixed as costs anc
establishing procedures for implementation of this section.

(2) The rules shall set forth costs by reference to the income and assets of the obligor.

History. Acts 1989 (3 Ex. Sess.), No. 10, 22; 1995, No. 1268, 8.
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ALCOHOL AND DRUG ABUSE PREVENTION
REGIONAL ALCOHOL AND DRUG DETOXIFICATION PROGRAM

ADMISSIONS AND REFUSALS

FACILITY:

NAME DATE DISPOSITION RDS REFERAL
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ALCOHOL AND DRUG ABUSE PREVENTION
REGIONAL ALCOHOL AND DRUG DETOXIFICATION PROGRAM
VOLUNTARY ADMISSION AGREEMENT

FACILITY:
IN THE MATTER OF THE VOLUNTARY ADMISSION OF

VOLUNTARY ADMISSION AGREEMENT

WHEREAS, alcoholism and drug addiction are illnesses, and are problems affecting the general welfare and economy of
the State, and

WHEREAS, |, , realize that | am an alcoholic/drug abuser and in need of treatment fo
alcoholism/drug abuse, | wish to admit myself to
for treatment of alcoholism/drug abuse for a period of not more than twenty one (21) days. | wish to further statedbataijs
admission agreement is binding and was entered into with full understanding of its meaning.

pr state that there are no charges pending against me in any court under the lawsg State of Arkansas.

3\ i)
WITNE 1‘
wees Y AR
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CONDITIONS OF ADMISSION

| agree to participate in all aspects of the program. If | leave the program prior to
completion or if | am given a disciplinary discharge, | understand | will not be
eligible for readmission for one (1) year.

Any alcohol/drug use or verbal/physical abuse will result in immediate discharge.

| understand all of my possessions will be searched upon admission and subject to
search at any time while in the program. Any drugs or alcohol found during said
search will be seized.

| understand that any illegal drugs or any item possessed in violation of the
criminal laws of the United States or the State of Arkansas will be seized and
delivered to law enforcement officials.

I will have no visitors while 1 am a client in this program.
e event that | become homicidal, suicidal or gravely disabled and leave the

ises, | authorize the Director of the facility, or his/her designee, to contact
oper authorities or perso 29 thginient thgPhisharm o to_myself or

, or hillalbointell ¢ e, to B
entio everl dmhCi ff beg
necefllall. Forlimim ¢ e fag
iall SMRNSib

— — —

ntarily=consent to the above terms and conditions i h item has be

A

Cl

ent 6s Signature Date

Witness
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CONSENT FOR THE RELEASE
OF CONFIDENTIAL INFORMATION

I, ,authorize
(Name of patient)

(Name or general designation of program making disclosure)

to disclose to

(Name of person or organization to which disclosure is to be made)

the following information:

Samp

(Nature of the information, as limited as possible

The purpose of the disclosure authorized herein is to:

(Purpose of disclosure, as specific as possible)

| understand that my records are protected under the federal regulations governing Confidentiality of Alcohol
and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwis
provided for in the regulations. | also understand that | may revoke this consent at any time except to the extent that a
tion has been taken in reliance on it, and that in any event this consent expires automatically as follows:

(Specification of the date, event, or condition upon which this consent expires)

Dated:

Signature of Participant
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CONSENT FOR THE RELEASE
OF CONFIDENTIAL INFORMATION:
CRIMINAL JUSTICE SYSTEM REFERRAL

I, , hereby consent to
(Name of defendant)

communication between and
(treatment program)

(court, probation, parole, and/or other referring agency)

The purpose of and need for the disclosure is to inform the criminal justice agency(ies) listed above of my
attendance and progress in treatment. The extent of information to be disclosed is my diagnosis, information abowmsy @ttend
lack at treatment sessions, my cooperation with the treatment program, prognosis, and

SAnDie

| understand that this consent will remain in effect and cannot be revoked by me until:

there has been a formal and effective termination or revocation of my release from confinement,
probation, or parole, or other proceeding under which | was mandated into treatment, or

(other time when consent can be revoked)

(other expiration of consent)

| also understand that any disclosure made is bound by Part 2 of Title 42 of the Code of Federal Regulations governing cc
fidentiality of alcohol and drug abuse patient records and that recipients of this information may disclose it only firocamitiec
their official duties.
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