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Relapse is a part of the recovery. 
Try, try again



Alcohol



What is At Risk drinking?



Women and adults 65 years and older

•More than 7 standard drinks per week on average

•More than 3 drinks on any day

Men under age 65

•More than 14 standard drinks per week on average

•More than 4 drinks on any day

National Insitute on Alcohol Abuse and Alcoholism. Helping patients who drink too much: A clinician’s guide. NIH Publication no. 05-3769, Bethesda, MD 2005.



What is a Standard drink
https://www.rethinkingdrinking.niaaa.nih.gov/How-much-is-too-much/What-counts-as-a-drink/Whats-A-Standard-Drink.aspx





What is Binge Drinking?

National Insitute on Alcohol Abuse and Alcoholism. Helping patients who drink too much: A clinician’s guide. NIH Publication no. 05-3769, Bethesda, MD 
2005.)



DSM criteria for AUD

1. Recurrent drinking resulting in failure to fulfill role obligations

2. Recurrent drinking in hazardous situations

3. Continued drinking despite alcohol-related social or interpersonal problems

4. Evidence of tolerance 

5. Evidence of alcohol withdrawal or use of alcohol for relief or avoidance of withdrawal

6. Drinking in larger amounts or over longer periods than intended

7. Persistent desire or unsuccessful attempts to stop or reduce drinking

8. Great deal of time spent obtaining, using, or recovering from alcohol

9. Important activities given up or reduced 

10.Continued drinking despite knowledge of                                                                                      

physical or psychological problems caused by alcohol

11.Alcohol craving

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), American Psychiatric Association, Arlington, VA 2013.



Modifiers for the diagnosis include:

●In early remission – none of the criteria for alcohol use 
disorder have been met (with the exception of craving) for at 
least 3 months but less than 12 months.

●In sustained remission – none of the criteria for alcohol use 
disorder have been met (with the exception of craving) during 
a period of 12 months or longer.

●In a controlled environment – an environment where access 
to alcohol is restricted.

Disorder severity —

●Mild: Two to three symptoms 

●Moderate: Four to five symptoms

●Severe: Six or more symptoms

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), American Psychiatric Association, Arlington, VA 2013.



https://www.psychiatry.org/newsroom/news-releases/apa-releases-new-practice-guideline-on-treatment-of-alcohol-use-disorder

Guideline recommendations from APA

◦ Naltrexone and acamprosate are recommended to treat patients with 

moderate to severe alcohol use disorder in specific circumstances (e.g., 

when nonpharmacological approaches have not produced an effect or 

when patients prefer to use one of these medications).

◦ Disulfiram produces physical reactions (e.g., flushing) if alcohol is taken 

within 12-24 hours of the medication use and is not generally used as a 

first-line treatment.

◦ Topiramate and gabapentin are also suggested as medications for 

patients with moderate to severe alcohol use disorder, but typically after 

trying naltrexone and acamprosate first.
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.

• 1914: Harrison Act: Prohibition of prescription 

narcotics to the addicted population

• 1974:First methadone maintenance programs for 

opioid addiction

• DATA 2000: office based treatment of opioid 

dependence with buprenorphine. 

Historical context



Opioid Pharmacology

Types of Opioid receptors:

Mu

Kappa

Delta



Opiates from opium 

“poppy”

• Opium

• Opiate

• Opioid





Posted with Permission
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MEDICATIONS FOR OPIOID DEPENDENCE

• Methadone – Full Opioid Agonist 

• Buprenorphine – Partial Agonist

• Naltrexone – Opioid Antagonist
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Heroin Buprenorphine Naltrexone

Affinity

Intrinsic
Activity
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Forms of Buprenorphine
• Buprenorphine is available as SUBOXONE and SUBUTEX (trade 

names). SUBOXONE is buprenorphine- naloxone film and SUBUTEX is 

buprenorphine alone(1, 2).  Naloxone - prevents it from being injected to 

obtain euphoria.

• Buprenorphine- naloxone is available in the United States with the trade 

names of SUBOXONE film, ZUBSOLV tablets and BUNAVAIL buccal 

film.

• SUBOXONE film is available in 2/0.5mg, 4/1mg, 8/2mg, 12/3mg

Source:https://www.zubsolv.com/zubsolv/patient-preferred/



Forms of Buprenorphine

Source: https://bunavail.com/hcp/dosing.html

https://www.multivu.com/players/English/8221151-indivior-sublocade-buprenorphine-fda-approval/

Zubsolv strengths: 0.7mg/0.18mg, 1.4mg/0.36mg, 2.9mg/0.71mg, 5.7mg/1.4mg, 

8.6mg/2.1mg, 11.4mg/2.9mg

Bunavail strengths: 2.1mg/0.3mg, 4.2mg/0.7mg, 6.3mg/1mg

SUBLOCADE™ (Buprenorphine Extended-Release) once monthly injection. The 

recommended dose of SUBLOCADE following induction and dose adjustment with 

transmuscosal buprenorphine is 300 mg monthly for the first two months followed by a 

maintenance dose of 100 mg monthly. 

https://bunavail.com/hcp/dosing.html


Methamphetamine
Methamphetamine is a psychostimulant -

release and blocks the reuptake of 

monoamine neurotransmitters, including 

dopamine, norepinephrine, and serotonin. 

Methamphetamine- smoked or snorted, 

less commonly injected or ingested orally.

An estimated 4.7 million Americans (2.1 

percent of the United States population) -

have tried methamphetamine at some 

time in their lives. The rate of use in the 

United States is  similar among men and 

women. 

Anglin MD, Burke C, Perrochet B, et al. History of the 

methamphetamine problem. J Psychoactive Drugs 

2000; 32:137.
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Individuals with diagnosed chronic 

methamphetamine - comorbid psychiatric 

disorders in small studies. 

In a study of 189 patients with 

methamphetamine dependence the following 

co-occurring psychiatric disorders were found:

●Primary psychotic disorder, 28.6 percent

●Primary mood disorder, 32.3 percent.

●Primary anxiety disorder, 26.5 percent.

●Approximately one-third to 40 percent had a 

lifetime diagnosis of ADHD 

Salo R, Flower K, Kielstein A, et al. Psychiatric comorbidity in methamphetamine dependence. Psychiatry Res 2011; 186:356.

Meredith CW, Jaffe C, Ang-Lee K, Saxon AJ. Implications of chronic methamphetamine use: a literature review. Harv Rev 

Psychiatry 2005; 13:141.

https://www.uptodate.com/contents/methamphetamine-use-disorder-epidemiology-clinical-manifestations-course-assessment-and-diagnosis/abstract/15
https://www.uptodate.com/contents/methamphetamine-use-disorder-epidemiology-clinical-manifestations-course-assessment-and-diagnosis/abstract/16


Increased energy and alertness

Decreased sleep

Euphoria

Increased sexuality

Excessive talking

Sweating

Tightened jaw muscles and Grinding teeth

Loss of appetite, contributing to weight loss

Disorganized thinking

Itching

Dry mouth leading to serious tooth decay with chronic use

Changes in mood consisting of irritability, anxiety, aggression, or panic

Sympathetic nervous system activation including pupillary dilatation, increased heart rate and other 

cardiovascular changes

CLINICAL MANIFESTATIONS

Hart CL, Gunderson EW, Perez A, et al. Acute physiological and behavioral effects of intranasal methamphetamine in humans. Neuropsychopharmacology 2008; 33:1847.



Case

32 years old AA male, being followed in the 
buprenorphine/naloxone clinic for last 5 months.

Regular urine drug screens every week .

Negative -illicit substances in the urine drug 
screens.

Last 2 weeks, has been positive for 
amphetamines in the urine.
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Case 

Patient has a PPH of Amphetamine 
dependance, Opiate dependance on agonist 
therapy.

Denies the use of illicit substances.

Urine drug screen (immunoassays) positive, 
sent for confirmation by GC-MS, which confirms 
amphetamines as well.

All other labs-negative, physical exam wnl. 
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Case
PMH is positive for hypertension, metoprolol 
12.5 mg bid.

No other medical problems. 

Patient reports being sick for the last 2 weeks, 
using sudafed(pseudoephedrine), Vicks inhaler 
2-3 times a day occasionally. 

How will you approach this case?

28



Urine Drug Screens



Urine color: 

Urine specimens should be shaken . 

Excessive bubble formation[warner e al].

Urine temperature

Recorded within 4 minutes of collection.  

temperature should 32 - 38 degree centigrade. 

Ph between 4.5-8.0. 

Specific gravity should be between 1.002- 1.02011.020.



Immunoassays: 

AGas Chromatography

:Gas chromatography



Q : Amphetamine assays are positive for which of the 

decongestants? (pick multiple choices if needed)

Pseudoephedrine

Ephedrine

Phenylephrine



Methamphetamine- d-methamphetamine and l-

methamphetamine

d- isomer -cns stimulant 
effects

l- isomer -works 
peripherally also detected 

in the immunoassays
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