Substance Use Disorders in

Seniors

Dr Ashok Krishnamoorthy mp rrepe MrePsyen EAsam

Geriatric Psychiatrist

Clinical Associate Professor — University of British Columbia

Vancouver Coastal Health

R T9h 7
AP Ca
VA
/‘g CANADIAN ACADEMY OF
GERIATRIC PSYCHIATRY

| » [ -
77 Canadian Coalifion for Seniors' Mental Health Rrojece
o To promo seroes menil helh S et ®
acgp [\ sd #: | ECHO
Y el o\ Coalition Canadienne pour la Santé Mentale des Personnes Agées
ACADEMIE CANADIENNE = | e anté mental r jan! le s idées el 1
DE GERONTOPSYCHIATRIE Y

R |




Faculty/Presenter Disclosure

e Faculty: Dr Ashok krishnamoorthy
. Relatlonshlps with financial interests:

Grants/Research Support: N/A

Speakers Bureau/Honoraria: Otsuka - Lundbeck
Consulting Fees: one

Patrons:None

Other:None

T(unariliun m‘?.ilﬂ hz: mrmﬂ% Health Project »
o promote seniors’ ment [ 1ES0UTCES.

Ca g p a c g p BaycreSt Coalifion Canadienne pour la Santé Mentole des Personnes Agées EC H o
CANADIAN ACADEMY OF | ACADEMIE CANADIENNE 1. "t Promouvair o santé mentale des personnes gées en reliant les personnes, les idées ef les ressources.

GERIATRIC PSYCHIATRY | DE GERONTOPSYCHIATRIE :‘u




Disclosure of Financial Support &l

e This program has NOT received financial support other than
the support of RBC Foundation:

e This program has NOT received in-kind support

. * Potential for conflict(s) of interest: None for this presentation .

(unudmn (oulnmn for Senmrs Menml Heuhh Project
cagp|acgp |- t o 7 ECHO;
aycres ' , (oulmon (unudrenne pour lu Sume Menlale des Personnes Agees
CANADIAN ACADEMY OF | ACADEMIE CANADIENNE “ entale des personnes dgées en reliont les per les idées
GERIATRIC PSYCHIATRY

DE GERONTOPSYCHIATRIE




Mitigating Potential Bias

The information presented in this CME program is based on recent
information that is explicitly “evidence-based”.

This CME Program and its material 1s peer reviewed and all the
recommendations involving clinical medicine are based on evidence
that is accepted within the profession; and all scientific research
referred to, reported, or used in the CME/CPD activity in support
or justification of patient care recommendations conforms to the
generally accepted standards
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Learning Objectives

By the end of this presentation , participants will be able

* To understand differences in substance use disorders in older adults Vs
younger age group

* 'To be able to have a framework for evaluating substance use disorder

* To understand the relevance of cannabis use disorder in older adults




Substance Use in Seniors — Prevalence

(Alcohol)

11.0% (95% CI 9.1-12.9) - aged 55 and over
Prevalence of past-year alcohol dependence 1s 0.9% (95% CI 0.6-1.4) .

older-adult at-risk drinking (defined as more than 3 drinks on one occasion
or more than 7 drinks per week) are estimated to be 16.0% for men and

10.9% for women.




Addiction (WHO)

* Repeated use of a psychoactive substance or substances, to the extent

that the user

* is periodically or chronically intoxicated

*shows a compulsion to take the preferred substance (or substances) .
* has great difficulty in voluntarily ceasing or modifying substance use

* exhibits determination to obtain psychoactive substances by almost any
means.




Addiction

* A primary, chronic disease, characterized by impaired control

. over the use of a psychoactive substance and/or behaviour. .
Clinically, the manifestations occur along biological,

psychological, sociological and spiritual dimensions.




Epidemiology

* 6-10% of older adults who drink will experience problems (CAMH 2008)

* 20% of men 55 to 64 years, 12% 65 to 74 years and 5% over 75 years were
considered heavy drinkers (The Canadian Community Health Survey 2003)

* 10.9 percent and 13.6 percent of those aged 65-74 and 75+ years respectively
report exceeding low risk drinking guidelines (Adlaf, 2005)

* DSM-1V diagnostic criteria can be inadequate for diagnosing older adults with
substance use problems

* Cannabis use by Ontarians aged 50 years and older has increased significantly,
from 1.4 percent in 1998 to 4.6 percent in 2007 (Ialomiteanu et al, 2009)




Epidemiology -2

1.By 2036 almost a quarter (24.5%) of the Canadian population will be 65
years or older (Statistics Canada, 2007)

2. 11n 5 (20.6%) aged 65+ are consuming alcohol on 4+ days a week
3. 11n 4 (24.2%) aged 75+ drink 4+ days a week




Medical & Psychosocial Issues with Aging

* Loss (loved ones, employment, driving, social or economic status)

* Financial prnh]emq

* Transitions in housing

* Social 1solation

* Caregiving for loved ones

* Complex medical problems

* Multiple medications

* Reduced mobility

* Cognitive impairment or loss
* Sensory deficits

Blow, 2007




SUD DSM 5

The substance is taken in larger amounts or over a longer period of time than

2 5 1 1
urtenacda.
m Persistent desire or unsuccessful efforts to cut down or control substance use.

m A great deal of time is spent in activities to obtain substances, use them, or
recover from their effects.

m Craving, or a strong desire or urge to use a substance.

m Recurrent substance use resulting in a failure to fulfill major role obligations at
work, school, or home.

m Continued use of the substance despite persistent or recurrent social or

interpersonal problems caused or exacerbated by their effects




SUD DSM 5

° m Important social, occupational, or recreational activities are given up or
reduced because of substance use.

° m Recurrent substance use in situations in which it is physically hazardous.

° m Substance use is continued despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by

. drug use. .

° m Tolerance as defined by either a need for markedly increased amounts of the
substance to achieve intoxication or desired effect or a markedly diminished effect with

continued use of the same amount of the substance (note: criterion not felt to be met
for an individual taking the drug under medical supervision, as prescribed)

* m Withdrawal is manifested by either characteristic withdrawal symptoms or use of
the substance (or a closely related substance such as alcohol) to relieve or avoid
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Depends on number of symptom criteria endorsed

Mild: 2-3 symptoms

Moderate: 4-5 symptoms

Severe: 6 or more symptoms




Considerations 1n Seniors

Cognitive impairment can prevent adequate self-monitoring. Substances themselves
may more greatly impair cognition among older adults than younger adults.

older adults with entrenched habits may not recognize cravings in the same way as

the general adult population.
Role obligations may not exist for older adults in the same way as for younger adults .

Older adults may engage in fewer activities regardless of substance use, making it

difficult to detect.




Considerations in Seniors

* Older adults may not realize the problems they experience are from

substance use.
. * Because of the increased sensitivity to substances as they age, older adults .

may seem to have lowered rather than increased tolerance.

* Withdrawal symptoms can manifest in ways that are more subtle and
protracted. Late-onset substance users may not develop physiologic
dependence or non-problematic users of medications such as
benzodiazepines may develop physiologic dependence.




Physical Symptom Screening Triggers

Sleep complaints; observable changes in sleeping
patterns; unusual fatigue, malaise, or daytime drowsiness;
apparent sedation (e.g., a formerly punctual older adult
begins oversleeping and is not ready when the senior
centre van arrives for pickup)

Cognitive impairment, memory or concentration
disturbances, disorientation, or confusion (e.g., family
members have difficulty following an older adult’s
conversation, the older adult is no longer able to
participate in the weekly bridge game or track the plot
on daily soap operas)

Seizures, malnutrition, muscle wasting
Liver function abnormalities

Persistent irritability (without obvious cause) and altered
mood, depression, or anxiety

= Unexplained complaints about chronic pain or other
somatic conditions

Incontinence, urinary retention, difficulty urinating

Poor hygiene and self-neglect

Unusual restlessness and agitation

Complaints of blurred vision or dry mouth

Unexplained nausea and vomiting or gastrointestinal
distress

= Changes in eating habits
® Slurred speech
= Tremor, poor motor co-ordination, shuffling gait

= Frequent falls and unexplained bruising




Comprehensive Assessment

Full history of substance and medication use

Comorbid medical and psychiatric illness,

Socialand family history

Functional assessment ( ADLSTADLS etc)*

Mental status examination including cognitive screening*, and a physical examination
Risk Assessment

Structured Assessments - — OT,PT,SLP*

Detailed Medication review — to t/o adverse drug effects*

Atypical presentations may include isolation, failure to thrive, loss of interest or
motivation, weight loss or malnutrition, delirtum related to withdrawal, falls, bruising,
urinary incontinence, or increasing frailty




Additional Warning signs

Excessive worry about whether psychoactive medications are working or
about the supply and timing of medications;

Detailed knowledge about or attachment to a particular drug;
Complaints about other physicians who refuse to write prescriptions;
Excessive daytime sleepiness

Changes in personal grooming and hygiene

Social withdrawal.
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Alcohol use Disorder




Drinking and Crude rates of Hospitalization

Figure 1 Crude rates for Hospitalizations Entirely Caused by Alcohol per 100,000 population
age 10+, by age group and sex, 2015-2016

o [ Male [ ] Female 552

Crude rate per 100,000




Case scenario

* Mr DM is a 76 year old gentleman who lives in a multi level home with his

wife. He presents with 3 episodes of falls in the last 2 months. His wife
. reports some mild decline in his memory. He has lost 4 kg of weight in the
last 4 months. He is a retired university professor.

* Client reports drinking 2 glasses of wine everyday with dinner. He makes
wine at home using wine making kit and has done like this since retiring at
the age of 65. His drinking pattern increases close to Christmas period.




Question

* This client is drinking with in the safe drinking limit?
a) Yes
b) No

C) unsure




Standard Drink

).9. 6

330ml (120z.) 142ml(50z) 43ml(1.50z)
) bottle of beer, cider or glass of wine distilled alcohol
Figure 2 cooler at 5% alcohol at 12% alcohol at 40% alcohol

Standard Drinks

A ‘standard’ drink
in Canada is any
drink that contains
about 13.45 grams
of “pure” alcohol




Age-related changes in alcohol metabolism

* Higher peak serum concentrations of alcohol (Moore et al., 2007).

* Increased levels of blood alcohol compared to younger adults when consuming
equivalent amounts. (Vestal et al., 1977).

* Body composition changes with a decrease in lean body mass and volume of
distribution (Vestal et al., 1977).

* Blood alcohol concentrations are increased in an older body. Gastric mucosa
atrophy, which 1s seen with aging, decreases gastric alcohol metabolism in older
men (Pozzato et al., 1995).

* Alcohol metabolism by the liver does not seem to be significantly altered in spite of
decreased hepatic blood flow and liver mass (Moore et al., 2007; Ammon et al.,
19906).




Safe Drinking Guidelines

For women 65 years of age or older, no more than 1 standard drink per
day with no more than 5 alcoholic drinks per week is recommended;

For men 65 years of age or older, no more than 1-2 standard drinks per
day, with no more than 7 per week in total is recommended.

Nondrinking days are recommended every week

If frail/medically complex — less than one drink per day or none at all




S AU N e R

Screening

* Tools — CAGE, AUDIT, SMAST -G, SAMI

* Where: All settings annually, hospitals, rehabilitation facilities, home health care,
community services, assisted living and long-term care facilities, and specialized
programs

* By Who: Any healthcare worker, Dr, Nurse, Social worker etc
- * SMAST-G http://vtspc.org/wp-content/uploads/2016/12/SMAST-G.pdf |

* SAMI - https://www.porticonetwork.ca/tools/clinical-tools /sami-screening-
tool

AUDIT - https://auditscreen.org/




Mild AUD

* Counselling and support, such as the practice of
Screening, Brief Intervention, and Referral for Treatment

(SBIRT)
* Patient-centered approach

* Treatment which is grounded in motivational
interviewing (Babor et al., 2007).




Moderate — Severe AUD

deamless, comprehensive care

Naltrexone and acamprosate pharmacotherapy can be used to treat AUD
in older adults, as indicated, with attention to contraindications and side .
etfects.

Naltrexone — during drinking and abstinence
Acamprosate — During abstinence
Be aware of contraindications

Gabapentin, anti-convulsants — not routinely recommended




Psychosocial interventions

Demonstrated Benefit - Motivation enhancement, Alcoholics Anonymous
or SMART recovery, cognitive behavourial therapy, supportive therapy,
education models, and integrated care approaches

Outreach support at home / community*
Rapport and long term support
Day program, individualized program, self esteem enhancement

Daily walks , feedback on improvements




* Use the Prediction of Alcohol Withdrawal Severity Scale (PAWSS) to screen
for those requiring medical withdrawal management (prior delirtum, seizures, or
protracted withdrawal).

* For management of alcohol withdrawal in older adults - use the Clinical Institute
Withdrawal Assessment for Alcohol (CIWA-Ar) symptom score with protocols
using a shorter-acting benzodiazepine such as lorazepam

* To prevent the development of Wernicke’s encephalopathy during withdrawal, at
least 200 mg of parenteral thiamine (IM or IV) should be administered
daily for 3—5 days




Managed Alcohol Taper

where medical withdrawal is not available or deemed appropriate, it is recommended
that a managed alcohol taper be considered.

Individualize the taper by 1 standard drink every 3 days (aggressive tapering), .
weekly (moderate tapering), or every 2—3 weeks (mild tapering) with CIWA-Ar
monitoring to keep the withdrawal symptom score

This harm reduction strategy works for older adults in controlled environments only

Peri-operative elective surgical management should include medically supported
withdrawal or alcohol use taper pre-operatively, with post-operative treatment and
consideration of anti-craving medication.




Alcohol related Brain Damage

» Alcohol Related Brain Damage (ARBD) to refer to the effects
of changes to the structure and function of the brain resulting
from long term consumption of alcohol.

» toxic effects of alcohol on brain cells, vitamin and nutritional
deficiencies, head injury and disturbances to the blood supply
fethe beiln.




Alcohol Related Brain Injury

(Amnesic syndrome and Dysexecutive syndrome)
Changes to cognition, behaviour, balance, coordination

Associated medical and neuro disorders

Cerebellar atrophy

Frontal lobe dysfunction
Hepatic encephalopathy
Wernicke’s ,Korsakoff’s
Peripheral Neuropathy

Stroke

Marchiafava - Bignami disease

Central pontine myelinolysis




Korsakoft’s Syndrome
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Rehabilitation . Adequately treated

. Inadequate Treat m ent

80% not diagnosed
Mot treated




Cognitive Tools

MOCA (Montreal Cognitive Assessment Test)
Frontal Assessment Battery, Frontal behavioural inventory

Stroop Test
EXIT 25 - Executive Interview

OT -OT based executive Functional assessment

Psychology / Neuropsychology - NTB, WAIS, RBANS, Executive
functions assessment

Minimum - MMSE, Verbal Fluency test, Similarities, Clock drawing
test




Examination

MSE

Cognitive testing — including assessment of frontal lobe functions

Risk assessment — Accidental self harm, vulnerability, aggression etc

Physical examination

Neurological examination — Focal neurological deficits , fundoscopy

, peripheral neuropathy

Day — day living skills




Management
* Screening — for concurrent Psychiatric and Medical

conditions

. * Better identification through risk factors

* Optimal management — close follow up ,team based care
* Nutritional supplementation

* Prevention of DI Seizute. sttoke

* Promoting abstinence / Harm Reduction




Cannabis Use Disorder




CCSMH CUD Guidelines

* Cannabis should generally be avoided by older adults who have:

a) A history of, or are currently experiencing, mental health disorders,
problematic substance use, or Substance Use Disorder (SUD

b) Cognitive impairment, cardiovascular disease, cardiac

arrhythmias, coronary artery disease, unstable blood pressure, or
impaired

balance.




Medications containing THC

. * THC and CBD (Sativex) Indicated for pain in people with advanced

cancer and relieve muscle stiffness in people with multiple sclerosis.
Contains naturally occurring THC and CBD.

* Nabilone (Cesamet). This medicine is used to relieve nausea and vomiting
caused by chemo. It may also improve the appetite of people who have
AIDS. Nabilone is a synthetically produced THC.




Prevalence

* Percentage of older adults using cannabis in Ontario doubled from 2005—
2015,

And

® has increased fivefold since 1977

(lalomiteann et al., 2016; Centre for Addiction and Mental Health |CAMH))
* 2018-2019 — Average 3 month use in 65+ 3.3 - 6 %




Medical Evidence

May be beneficial for only a small number of clinical indications

Chronic neuropathic pain

Nausea and vomiting due to chemotherapy
Seizures

Spasticity in multiple sclerosis

Stimulation of appetite in patients with severe weight loss due to AIDS and
possibly cancer




Fffects on Aging Brain

changes in depth perception risking balance instability and falls

changes 1n appetite
cognitive impairment

cardiac arrhythmia

anxiety, panic, psychosis, and depression




Route of Administration

[ssue Smoking/vaporisation Oral Oromucosal Topical
Onset (min) ~ 5-10 60-180 1545 Variable
Duration () 2-4 6-8 6-8 Variable
Pro Rapid action, advantage for acute or  Less odor, convenient and discrete, ~ Pharmaceutical form (nabiximols) available,  Less systemic effect, good for
episodic symptoms (nausea/pain) advantage for chronic disease/ with documented efficacy and safety. localised symptoms
symptoms
Con Dexterity required, vaporisers may be  Titration challenges due to delayed ~ Expensive, spotty availability Only local effects

expensive, and not all are portable

onset




Cannabis Withdrawal Symptoms
-1

1) Shakiness/tremulousness 8) Craving to smoke marijuana
2) Depressed mood 9) Restlessness

3) Decreased appetite 10) Nervousness/anxiety

4) Nausea 11) Increased aggression

5) Irtitability 12) Headaches

13) Stomach Pains

0) Sleep .difﬁculty 14) Strange dreams
7) Sweating 15) Increased anger




Medication Treatment ( Off Label Use)

* Withdrawal — Zolpidem, quetiapine , Dronabinol, Nabilone , Gabapentin
. * CUD - Dronabinol, Nabilone, Gabapentin, N- Acetyl Cysteine

* CBT,MET, contingency management




Medications which interact with alcohol

v antibiotics

v antidepressants

. . .
nml—«L\«n{-nM«n ag
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v benzodiazepines,

. v' histamine H2 receptor antagonist

v" muscle relaxants,

v non-narcotic pain medications and anti inflammatory agents
v opioids

v warfarin

(Weathermoon & Crabb)
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‘ Brief Intervention - 1

Intervention Steps DIALOGUE/PROCEDURES

1. Understand the Ask Pros and Cons
patient’s views of use - - “I'd like to know more about your use of [X]. Help me to
- Develop discrepancy understand

. between patient’s goals “ what you enjoy about using [X]? What else?”

and values and actual “What do you enjoy less about using [X] or regret about
behaviour your use”.

Summarize Pros and Cons

“So, on the one hand you say you enjoy X because...”
“And on the other hand you said....” reiterate negative
consequences, as stated by patient.




. ——

Brief Intervention - 2

“Is it OK if we review some of the health risks of
using X?”

“Are you aware of health risks related to your use of
X?”

If YES: Which ones are you aware of?

If NO: Indicate problems

“Is it OK if | review with you what is considered safe
drinking limits for your
age and gender?”
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Brief Intervention - 3 —
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Brief Intervention- 4




Pharmacotherapy

Alcohol Benzos

Naltrexone BDZ Taper

Acamprosate Use LA against SA

Opioids Anti seizure cover if needed
Methadone Stimulant — None

Suboxone, Sublocade
Nicotine

NRT

Varenicline

Bupropion

Others

Anti depressants
Anti psychotic meds
Cognitive enhancers

Sleep promoting drugs




Thiamine

1.All patients undergoing alcohol withdrawal to prevent Wernicke’s
encephalopathy.

2 .Wernicke’s 100- 200mg IV up to TID for 5 days ( D, V)
3.Healthy patients: 300 mg per day for 3 to 5 days (total of 1 to 2 weeks of
thiamine).( D 1V)

4.Chronic drinkers with poor dietary intake: Thiamine 300 mg IM per day for
3 to 5 days, with subsequent oral thiamine doses of 300 mg per day for
several weeks. (D, Ib)

5. Thiamine supplementation should be continued indefinitely in an alcohol-
dependent patient who continues to drink alcohol. (s )

NSG, 2007; NICE,2011
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Home Detox (exclusions)

Dehydration, Cirrhosis/ Compromised liver function.

Severe malnutrition , Presence of severe acute infection especially
pulmonary (risk DT’s)

History of Wernicke's encephalopathy (WE),Cardiovascular problems
(Tachycardia >120 bpm indicates high risk of DT’s).

Convulsions (risk of DT’s),Other significant physical health problems.

History of Epilepsy or withdrawal seizures/delirium tremens (DT's),
Significant mental health problems.

Concurrent illicit substance misuse , Suicide risk, Confused state,
Memory impairment

Inadequate support network , Concurrent prescribed psychotropic
medication, Acquired head injury




Nicotine Dependence




Using the Five A" s to Treat Tobacco

ASK about tobacco use

Identify and document tobacco use status for every patient at every
visit

ADVISE to quit

In a clear, strong, personalized manner, urge every tobacco user to
quit

ASSESS willingness to

Is the tobacco user willing to make a quit attempt this time?

ASSIST in a quit attempt

For the patient willing to quit, offer medication and provide or refer
for counseling or additional treatment to help the patient quit

For patients unwilling to quit at the time, provide interventions
designed to increase future quit attempts

ARRANGE follow-up

For the patient willing to quit, arrange for follow-up contacts,
beginning with the first week after the quit date

For patients unwilling to make a quit attempt at the time, address
tobacco dependence and willingness to quit at the next clinic visit




Nicotine Withdrawal Management

Cigarettes per day Patch dose (mg/d)

<10 7-14

10-20 14-21
. 21-40 21-42

>40 42+

“Principles of Addiction Medicine 2014”




i

Combination Therapy

Long Acting Short Acting

1 or 2 from LA Plus 1 or 2 from SA
Nicotine patch Nicotine Gum
Varenicline Nicotine lozenge
Bupropion Nicotine nasal spray

Nicotine inhaler

Principles of Addiction Medicine 20714










Guidance on Prescribing Opioid for pain

Comprehensive assessment & documentation

v pain condition

H |l canditian
CoTmaTraror

v psychosocial history

v screening tool - patient’s risk for opioid addiction

v urine drug screening (UDS) - baseline measure of risk or
to monitor compliance, be aware of benefits / limitations

v evidence related to effectiveness in patients with chronic
non-cancer pain

v" A treatment agreement may be helpful

v patients taking benzodiazepines, consider a trial of tapering

(Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-Cancer Pain)




Opioid Guidance

* Monitor - effectiveness, adverse effects or medical complications,
and aberrant drug-related behaviours

* Severity of pain, sleep, sedation etc

* Opioid induced hyperalgesia, abuse, multiple sources of
prescription

° For elderly - lower starting doses, slower titration, longer dosing
interval, more frequent monitoring, and tapering of
benzodiazepines

* Misuse/addiction - methadone or buprenorphine treatment
(Grade A), structured opioid therapy (Grade B), or abstinence-
based treatment (Grade C). Consultation or shared care

(Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-Cancer Pain)




Opioid
Risk Tool

Scoring

0-3: low risk (6%)

4-7: moderate risk
(28%)

> 8: high risk (> 90%)

Mark each box that applies:
Family history of substance abuse
Alcohol
lllegal drugs
Prescription drugs
2 Personal history of substance abuse
Alcohol
lllegal drugs
Prescription drugs
Age (mark box if between 16-45 years)
History of preadolescent sexual abuse

Psychologicaldisease

ADOQO, OCD, bipolar, schizophrenia
Depression

Scoring totals:

Female Male

O 10
O 20
O 40
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W = AW
T T O [ [
o = 0 A~ W

O O
- N
O O

N




Aberrant Behaviours

Selling prescription drugs

Prescription forgery

Stealing or borrowing another patient’s drugs

Injecting oral formulation

Obtaining prescription drugs from non-medical sources
Concurrent abuse of related illicit drugs

Multiple unsanctioned dose increase

Recurrent prescription losses

Multiple sources of prescriptions

et 4



Benzodiazepine Use Disorder




Benzodiazepine Dependence

20% of the elderly use some form of tranquilizers daily
Alprazolam ,Lorazepam ,Diazepam ,Clonazepam — common culprits

Associated with severe adverse consequences — falls, confusion ,
cognitive decline, drowsiness , dependence

Withdrawal Sx can be life threatening

Older adults develop cumulative toxicity




BD/ withdrawal sx

- Insomnia, nightmares, sleep disturbance
- Intrusive memories

- Panic attacks

- Generalised anxiety, panics and phobias
- Psychological techniques

- Complementary medicine techniques

- Exercise and other techniques

- Sensory hypersensitivity

- Depersonalisation, derealisation

- Hallucinations, illusions, perceptual distortions
- Depression, aggression, obsessions




BDZ Taper

DURATION OF USE RECOMMENDED TAPER RATE RECOMMENDED TAPER DURATIONS COMMENTS
< 2to 4 weeks N/A N/A Tapering may not be required unless
there are signs of (or multiple risk
factors for) withdrawal syndrome
4 weeks to 10% to 25% of current BZRA 1to 3 months Factors to be considered in
6 months dose every 1 to 2 weeks deciding on rate of tapering
(consider slower rate at end) include current BZRA dose,

10% of current BZRA dose
every 2 to 4 weeks (slower rate
atend)

3 to 6 months

half-life of the agent, severity of
substance use disorder or other
BZRA adverse effects, emergence
of withdrawal symptoms, presence
of polysubstance use, drug
formulation and ease of dividing/
compounding, and patient
preference




CCSMH Recommendations

Management of acute BZRA withdrawal symptoms should be monitored carefully
and can be guided by a validated tool [e.g. Benzodiazepine Withdrawal Symptom
Questionnaire, Clinical Institute Withdrawal Assessment Benzodiazepine (CIWA-B)]

Regimens involving multiple BZRAs should be simplified and converted to a single
BZRA

The routine switching of a short half-life BZRA with one having a long half-life to
aid in withdrawing BZRAs is not generally recommended in older adults.

Substituting a pharmacologically different drug as a specific intervention to mitigate
BZRA withdrawal symptoms during gradual dose reduction is not routinely
recommended

Older adults with a BZRA use disorder at high risk for relapse or harm, and/or
suffer from significant psychopathology should be considered for referral to a

spe(‘in]ty addiction or mental health service




SAMHSA Expert Panel Recommendations

Age-specific, group treatment that is supportive, not confrontive.
Attend to depression, loneliness; address losses.

Teach skills to rebuild social support network

Employ staff experienced in working with elders

Link with aging, medical, institutional settings

Content should be age-appropriate and offered at a slower pace.
Create a “culture of respect” for older clients

Broad, holistic approach recognizing age-specific psychological, social & health aspects.

2B R G S A S S e

Adapt treatment as needed to address gender issues




Summary

Alcohol still the common substance of use in elderly and ithe prevalence is increasing
Various physiological and co morbid ilinesses need to be consider while treating SUD
Treatments are as effective as in younger population

Age specific psychosocial intervention are needed to maintain clients in the treatment
program

Always enquire about overuse / abuse of prescription medications

Brief intervention is easy to do and is shown to be cost effective




Canadian Guidelines

https://ccsmh.ca/substance-use-addiction/opioids/

Alcohol Use Disorder

Benzo Use Disorder

Cannabis Use Disorder

Opioid Use Disorder




“xisting Guidelines in Sentors




Thank you

Dr Ashok Krishnamoorthy

Email: ashok.krishnamoorthy@vch.ca




