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e Acute Issues
e Dual diagnosis
e Forensic issues and Legal interventions

e Family inclusive practice
e Responding to trauma

o Cultural safety

o Gender sensitivity and safety
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Figure 1: Evaluation criteria organised by harms to users and harms to others, and clustered under physical,

' psychological, and social effects
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Harms from
drug use

Nutt DJ, King LA, Phillips LD;
Independent Scientific
Committee on Drugs. Drug
harms in the UK: a multicriteria
decision analysis. Lancet. 2010
Nov 6;376(9752):1558-65.
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» Toxic reactions can occur irrespective of dose, frequency of use, or
route of admin.

 Demographics: Mostly male, mid-30s

Non-fatal presentations: Chest pains, palpitations, tachycardia and
hypertension most common complaints among methamphetamine users
presenting to hospital

Cause of death: Typically caused by seizures, cardiac arrhythmias, or
respiratory failure

« Cardiotoxicity: heavy demands upon the cardiovascular system; can
cause myocardial ischaemia and infarction; hypercoagulable state, and
macrovascular epicardial coronary spasm; cardiac arrhythmias

» Cerebrovascular accidents: Increases risk of ischaemic and
haemorrhagic stroke. Higher associated risk of death after stroke.

 Aortic dissection 9
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http://www.rnceus.com/meth/metheffects2.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2924822/
Darke S, Kaye S, McKetin R, Duflou J. Major physical and psychological harms of �methamphetamine use.  Drug Alcohol Rev. 2008 May;27(3):253-62. 




Morbidity & Mortality from ATS @?&?@ﬁ‘iﬁ%@rmm

Chronic health effects increasing mortality

« Coronary artery disease: Premature and accelerated development of
coronary artery atherosclerosis

 HIV, HCV 1 transmission risk, and anti-viral medication non-adherence

Plaque
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Short-term effects

Euphoria, alertness, increased confidence and wakefulness

e Sweating, tremors, teeth grinding
* Anxiety or panic
o Agitation, irritability, aggression

 Paranoia and hallucinations (drug-induced psychosis)
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Presentation Notes
The mean elimination half-life for methamphetamine is approximately 10 hours, with considerable inter-individual variability in pharmacokinetics. Direct effects at low-to-moderate methamphetamine doses (5-30 mg) include arousal, positive mood, cardiac stimulation and acute improvement in cognitive domains such as attention and psychomotor coordination. At higher doses used typically by illicit users (> or =50 mg), methamphetamine can produce psychosis. Its hypertensive effect can produce a number of acute and chronic cardiovascular complications. Repeated use may induce neurotoxicity, associated with prolonged psychiatric symptoms, cognitive impairment and an increased risk of developing Parkinson's disease. Abrupt cessation of repeated methamphetamine use leads to a withdrawal syndrome consisting of depressed mood, anxiety and sleep disturbance. Acute withdrawal lasts typically for 7-10 days, and residual symptoms associated with neurotoxicity may persist for several months.


ST VINCENT'S
HEALTH AUSTRALIA

M
Long-term effects

Depression, anxiety, psychosis, chronic sleep disturbance

Neurocognitive deficits (ABI):

« prefrontal cortex (working memory)
* anterior cingulate (selective attention)

» temporal lobe (episodic memory, depression)
» differences in brain structure and function between
male and female stimulant users

Weight loss, dehydration, poor appetite or malnutrition

Am honelic wd
thyl) .

activated
Oxidative stress

0; ", H,0;, NO, ONOO —

Hypertension, renal failure

Poor dentition, skin picking
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Sores
Skin that cannot properly heal is a huge problem for meth users. They are so prone to skin sores that doctors have developed the term "meth mites" to describe the condition. Dr. Kathleen Hectorne, a Mayo Clinic physician, says that meth mites occur because meth commonly makes users feel as if bugs are crawling on their skin. Meth addicts who are hallucinating bugs on their skin obsessively pick at their skin with their nails, or other sharp objects to the point that it bleeds. Not only do these sores take longer than normal to heal because of the restricted blood flow and repetitive picking, but they can also become infected, according to emergency room Dr. Sullivan Smith. The skin infection can lead to even more health problems for the meth user.
http://www.livestrong.com/article/122799-effects-crystal-meth-skin/

prefrontal cortex (working memory) Edythe London et al
anterior cingulate gyrus (selective attention) Nordahl, Salo et al, Salo, Nordahl et al, Taylor et al
temporal lobe (episodic memory, depression) London et al

there is accumulating evidence indicative of differences in brain structure and function between male and female stimulant users (Chang
et al. 2005; Ersche et al. 2006a; Kim et al. 2005b; Stout et al. 2005). 
Gender differences in brain function in chronic opiate users have, to our knowledge, not been reported.
Neuropsychol Rev. 2007 Sep;17(3):275-97.
Neurocognitive effects of methamphetamine: a critical review and meta-analysis.
Scott JC1, Woods SP, Matt GE, Meyer RA, Heaton RK, Atkinson JH, Grant I.
This review provides a critical analysis of the central nervous system effects of acute and chronic methamphetamine (MA) use, which is linked to numerous adverse psychosocial, neuropsychiatric, and medical problems. A meta-analysis of the neuropsychological effects of MA abuse/dependence revealed broadly medium effect sizes, showing deficits in episodic memory, executive functions, information processing speed, motor skills, language, and visuoconstructional abilities. The neuropsychological deficits associated with MA abuse/dependence are interpreted with regard to their possible neural mechanisms, most notably MA-associated frontostriatal neurotoxicity. In addition, potential explanatory factors are considered, including demographics (e.g., gender), MA use characteristics (e.g., duration of abstinence), and the influence of common psychiatric (e.g., other substance-related disorders) and neuromedical (e.g., HIV infection) comorbidities. Finally, these findings are discussed with respect to their potential contribution to the clinical management of persons with MA abuse/dependence.






GUIDELINES FOR THE ACUTE ASSESSMENT AND MANAGEMENT OF
SVHM AMPHETAMINE-TYPE STIMULANT INTOXICATION AND TOXICITY Version 1 (2014)

Intoxication Toxicity (medical emergency)

Important questions: Presentations of toxicity: Investigations:

1. In the last 24-48hrs, have you used: 1. Acute behavioural disturbance Full set of physical observations
amphetaminas or methamphetamines? 2. Medical complications Meurclogical examination including GCS, pupillary response, tone/
other stimulants (eg high dose caffeine, « hyperthermia power/tremor
cocaine, MDMA, new synthetic stimu- » serotonin syndrome (see bottom right) Finger-Prick Blood Sugar Level
lants, prescription stimulants)? electrolyte disturbances (; Na*, ,K'), Urine Full Ward Test for proteinuria

other substances (eg EtOH, GHB, THC, . BSL Pathology: FBVEEUC, Mg, LFTs, CK (add troponin if chest pain)

synthetic cannabis, opicids, hallucine- rhabdomyolysis, renal failure additional:
gens, solvents, OTC)? acute cardiac events

» other medications (especially S5RIs) acute cerebrovascular events

2. What time did you last use?

3. Dosa? Route?

e ECG (if chest pain, SOB, 530, dropping, hypertension, or tachycardia)

¢ CT brain (if altered conscious state, focal neurclogical signs, severe
delirium, seizures, coma, death headache)

Management of Medical Complications
signs/symptoms of intoxication: DRABC

o ) Withdrawal symptoms can commence within 24 hours of
New or worsening mental health » Remain with patient

the last dose, peak at day 2-3 after last use and can continue

symptoms (anxiety, panic, hallucinations, * Minimise stimulation in surrounding area far 2 weeks. Consider polysubstance withdrawal.
paranoia) + Explain what is happening to patient and what they
Alertness, hypervigiliance, impulsivity can expect {other clinicians arriving) Corgmu_n signs/symptoms of stimulant withdrawal:
; . . _ ) ) » Cravings
Eu.phu_rla, ! ::_unﬁ.d_ence, EKCI'tEFI"IE_Lr:i‘t Requires urgent medical care (+/- Code Blue) if: + Mood changes including irritability, agitation, low and/or
* Agitation, irritability, anger, hostility « BP2180/120 mmHg anxious mood, anhedonia, affective instability
Psychumctq r agitation {pacing, restless- « Chest pain, shortness of breath « Psvchomotor ; itation '
nessT], repetitive movements, tremor e Severe headache . Tsv;leep vivid cllareams- T+ appetite
* Rapid/ pressured speech s Seizure « Poor me' moryfconcen;ration
» Decreased appetite/need for sleep « Sudden neurological changes (eg. speech changes « Fatigue, lack of energy, generalised aches/pains
* Flushed cheeks, sweating, dry mouth or limb weakness, facial droop, gait disturbance) ' '
e Teeth grinding, Jaw clenching Serotonin syndrome,toxicity: Management:
« Dilated pupils or sluggish light reflex s Temp 238°C, flushing, sweating, tachycardia, » Determine safest environment for withdrawal
» Hypersexuality, at risk sexual behaviours mydriasis s Supportive treatment including diazepam (should be con-
» Hypertension, tachycardia « 1 reflexes, shivering, tremor, clonus, myoclonus, tinued for up to two weeks).
» signs of recent physical injury (head injury) ocular clonus, ‘T muscle tone/rigidity » Mx acute physical/MH issues
¢ Injecting sites for signs of infection

¢ Altered conscious state (including delirium, con-
fusion, disorientation)

**Note a high risk of relapse/overdose during this period.
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Intoxication

Intoxication Signs/symptoms of intoxication:
New or worsening mental health
symptoms (anxiety, panic, hallucinations,
paranoia)
Alertness, hypervigiliance, impulsivity
Euphoria, + confidence, excitement

Agitation, irritability, anger, hostility

Important questions:

1. In the last 24-48hrs, have you used:
amphetamines or methamphetaminas?
other stimulants {eg high dose caffeine,

cocaine, MDMA, new synthetic stimu-
lants, prescription stimulants)?

other substances (eg EtOH, GHB, THC,
synthetic cannabis, opioids, hallucino-
gens, solvents, OTC)?

other medications {especially 55R1s)

Psychomotor agitation (pacing, restless-
ness), repetitive movements, tremor
Rapid/ pressured speech

Decreased appetite/need for sleep
Flushed cheeks, sweating, dry mouth
Teeth grinding, jaw clenching

Dilated pupils or sluggish light reflex
Hypersexuality, at risk sexual behaviours
Hypertension, tachycardia

signs of recent physical injury (head injury)
Injecting sites for signs of infection

2. What time did you last use?
3. Dose? Route?
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Toxicity

Toxicity (medical emergency)

Presentations of toxicity: Investigations:

1. Acute behavioural disturbance o Full set of physical observations
MNeurological examination including GCS, pupillary response, tone/

2. Medical complications
power/tremor

¢ hyperthermia

+ serotonin syndrome (see bottom right) Finger-Prick Blood Sugar Level

s electrolyte disturbances (, Na*, ,K*), Urine Full Ward Test for proteinuria
BSL Pathology: FBVEEUC, Mg, LFTs, CK (add troponin if chest pain)

rhabdomyaolysis, renal failure Additional:

acute cardiac events » ECG (if chest pain, SOB, 5a0; dropping, hypertension, or tachycardia)

acute cerebrovascular events o CT brain (if altered conscious state, focal neurological signs, severe
delirium, seizures, coma, death headache)
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Management of Medical Complications

DRABC

¢ Remain with patient

¢ Minimise simulation in surrounding area

¢ Explain what is happening to patient and what they
can expect (other clinicians arriving)

Requires urgent medical care (+/- Code Blue) if:

BP = 180/120 mmHg

Chest pain, shortness of breath

Severe headache

Seizure

Sudden neurological changes (eg. speech changes

or limb weakness, facial droop, gait disturbance)

Serotonin syndrome/toxicity:

e Temp =38°C, flushing, sweating, tachycardia, my-
driasis

e P reflexes, shivering, tremor, clonus, myoclonus,
ocular clonus, ‘I* muscle tone/rigidity

¢ Altered conscious state (including delirium, con-
fusion, disorientation)
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Withdrawal

Withdrawal symptoms can commence within 24 hours of
the last dose, peak at day 2-3 after last use and can confinue
for 2 weeks. Consider polysubstance withdrawal.

Common signs/symptoms of stimulant withdrawal:

Cravings

Mood changes including irritability, agitation, low and/or
anxious mood, anhedonia, affective instability
Psychomotor agitation

T sleep, vivid dreams; ‘T appetite

Poor memory/concentration

Fatigue, lack of energy, generalised aches/pains

Management:

Determine safest environment for withdrawal
Supportive treatment including diazepam {should be con-

finued for up to two weeks).
Mx acute physical/MH issues

**Note a high risk of relapse/overdose during this period. _
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GUIDELINES FOR THE ACUTE ASSESSMENT AND MANAGEMENT OF
SVHM AMPHETAMINE-TYPE STIMULANT INTOXICATION AND TOXICITY Version 1 (2014)

Intoxication Toxicity (medical emergency)

Important questions: Presentations of toxicity: Investigations:

1. In the last 24-48hrs, have you used: 1. Acute behavioural disturbance Full set of physical observations
amphetaminas or methamphetamines? 2. Medical complications Meurclogical examination including GCS, pupillary response, tone/
other stimulants (eg high dose caffeine, « hyperthermia power/tremor
cocaine, MDMA, new synthetic stimu- » serotonin syndrome (see bottom right) Finger-Prick Blood Sugar Level
lants, prescription stimulants)? electrolyte disturbances (; Na*, ,K'), Urine Full Ward Test for proteinuria

other substances (eg EtOH, GHB, THC, . BSL Pathology: FBVEEUC, Mg, LFTs, CK (add troponin if chest pain)

synthetic cannabis, opicids, hallucine- rhabdomyolysis, renal failure additional:
gens, solvents, OTC)? acute cardiac events

» other medications (especially S5RIs) acute cerebrovascular events

2. What time did you last use?

3. Dosa? Route?

e ECG (if chest pain, SOB, 530, dropping, hypertension, or tachycardia)

¢ CT brain (if altered conscious state, focal neurclogical signs, severe
delirium, seizures, coma, death headache)

Management of Medical Complications
signs/symptoms of intoxication: DRABC

o ) Withdrawal symptoms can commence within 24 hours of
New or worsening mental health » Remain with patient

the last dose, peak at day 2-3 after last use and can continue

symptoms (anxiety, panic, hallucinations, * Minimise stimulation in surrounding area far 2 weeks. Consider polysubstance withdrawal.
paranoia) + Explain what is happening to patient and what they
Alertness, hypervigiliance, impulsivity can expect {other clinicians arriving) Corgmu_n signs/symptoms of stimulant withdrawal:
; . . _ ) ) » Cravings
Eu.phu_rla, ! ::_unﬁ.d_ence, EKCI'tEFI"IE_Lr:i‘t Requires urgent medical care (+/- Code Blue) if: + Mood changes including irritability, agitation, low and/or
* Agitation, irritability, anger, hostility « BP2180/120 mmHg anxious mood, anhedonia, affective instability
Psychumctq r agitation {pacing, restless- « Chest pain, shortness of breath « Psvchomotor ; itation '
nessT], repetitive movements, tremor e Severe headache . Tsv;leep vivid cllareams- T+ appetite
* Rapid/ pressured speech s Seizure « Poor me' moryfconcen;ration
» Decreased appetite/need for sleep « Sudden neurological changes (eg. speech changes « Fatigue, lack of energy, generalised aches/pains
* Flushed cheeks, sweating, dry mouth or limb weakness, facial droop, gait disturbance) ' '
e Teeth grinding, Jaw clenching Serotonin syndrome,toxicity: Management:
« Dilated pupils or sluggish light reflex s Temp 238°C, flushing, sweating, tachycardia, » Determine safest environment for withdrawal
» Hypersexuality, at risk sexual behaviours mydriasis s Supportive treatment including diazepam (should be con-
» Hypertension, tachycardia « 1 reflexes, shivering, tremor, clonus, myoclonus, tinued for up to two weeks).
» signs of recent physical injury (head injury) ocular clonus, ‘T muscle tone/rigidity » Mx acute physical/MH issues
¢ Injecting sites for signs of infection

¢ Altered conscious state (including delirium, con-
fusion, disorientation)

**Note a high risk of relapse/overdose during this period.
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Intoxication

Intoxication Signs/symptoms of intoxication:
New or worsening mental health
symptoms (anxiety, panic, hallucinations,
paranoia)
Alertness, hypervigiliance, impulsivity
Euphoria, + confidence, excitement

Agitation, irritability, anger, hostility

Important questions:

1. In the last 24-48hrs, have you used:
amphetamines or methamphetaminas?
other stimulants {eg high dose caffeine,

cocaine, MDMA, new synthetic stimu-
lants, prescription stimulants)?

other substances (eg EtOH, GHB, THC,
synthetic cannabis, opioids, hallucino-
gens, solvents, OTC)?

other medications {especially 55R1s)

Psychomotor agitation (pacing, restless-
ness), repetitive movements, tremor
Rapid/ pressured speech

Decreased appetite/need for sleep
Flushed cheeks, sweating, dry mouth
Teeth grinding, jaw clenching

Dilated pupils or sluggish light reflex
Hypersexuality, at risk sexual behaviours
Hypertension, tachycardia

signs of recent physical injury (head injury)
Injecting sites for signs of infection

2. What time did you last use?
3. Dose? Route?
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Toxicity

Toxicity (medical emergency)

Presentations of toxicity: Investigations:

1. Acute behavioural disturbance o Full set of physical observations
MNeurological examination including GCS, pupillary response, tone/

2. Medical complications
power/tremor

¢ hyperthermia

+ serotonin syndrome (see bottom right) Finger-Prick Blood Sugar Level

s electrolyte disturbances (, Na*, ,K*), Urine Full Ward Test for proteinuria
BSL Pathology: FBVEEUC, Mg, LFTs, CK (add troponin if chest pain)

rhabdomyaolysis, renal failure Additional:

acute cardiac events » ECG (if chest pain, SOB, 5a0; dropping, hypertension, or tachycardia)

acute cerebrovascular events o CT brain (if altered conscious state, focal neurological signs, severe
delirium, seizures, coma, death headache)
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Management of Medical Complications

DRABC

¢ Remain with patient

¢ Minimise simulation in surrounding area

¢ Explain what is happening to patient and what they
can expect (other clinicians arriving)

Requires urgent medical care (+/- Code Blue) if:

BP = 180/120 mmHg

Chest pain, shortness of breath

Severe headache

Seizure

Sudden neurological changes (eg. speech changes

or limb weakness, facial droop, gait disturbance)

Serotonin syndrome/toxicity:

e Temp =38°C, flushing, sweating, tachycardia, my-
driasis

e P reflexes, shivering, tremor, clonus, myoclonus,
ocular clonus, ‘I* muscle tone/rigidity

¢ Altered conscious state (including delirium, con-
fusion, disorientation)
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Withdrawal

Withdrawal symptoms can commence within 24 hours of
the last dose, peak at day 2-3 after last use and can confinue
for 2 weeks. Consider polysubstance withdrawal.

Common signs/symptoms of stimulant withdrawal:

Cravings

Mood changes including irritability, agitation, low and/or
anxious mood, anhedonia, affective instability
Psychomotor agitation

T sleep, vivid dreams; ‘T appetite

Poor memory/concentration

Fatigue, lack of energy, generalised aches/pains

Management:

Determine safest environment for withdrawal
Supportive treatment including diazepam {should be con-

finued for up to two weeks).
Mx acute physical/MH issues

**Note a high risk of relapse/overdose during this period. _
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GUIDELINES FOR THE MANAGEMENT OF ACUTE BEHAVIOURAL DISTURBANCE DUE TO

AMPHETAMINE-TYPE STIMULANT INTOXICATION

STEP 2 — {Arousal levels 3-4)

Moderately aroused, agitated, becoming
more vocal, unreasonable and hostile.

Highly aroused, possibly distressed and
fearful.

STEP 3 — (Arousal levels 4-5)
Refusing oral medication, moderately
aroused, agitated, becoming more vocal, un-
reasonable and hostile.

Highly aroused, distressed and fearful; violent
toward self, others or property.

INTRAMUSCULAR

(Antipsychofic) Olanzapine (peak effect at 15 to 45 mins):
10mg may repeat every 2 hrs to a max. of 30mg in 24 hrs
OR

Droperidol (peak effect at <30 mins) 2.5-10 mg IMI, may
repeat every 20 mins. o a max. of 20mg in 24 hrs
OR

(Antipsychotic) Olanzapine (peak effect at 6hrs):

10-20mg wafer repeated if necessary every 2 to 6 hrs
up toa maximum of 30mg in 24 hours.

Fuclopenthixol Acetate (onset =2h, peak effect ~24h)
Note: Use only if 1° psychotic disorder, high likelihood of
recument agitation/ aggression, and maximum daily dose
of IM olanzapine inadequate.

1st dose 100mg (lower in elderly or small stature).

2™ dose after 48-72 hrs (min. 24 hrs). 3rd dose after 48-
T2 hrs (min. 24 hrs). Concurrent IM Benzodiazepine (in
separate syringe). Avoid giving other IMI antipsychotics.

(Benzodiazepines) Clonazepam (peak effect at 3 hrs):
1-2 mg , may repeat after 2 hrs, then every 4 hrs up to

4mg in 24 hrs. OR, if more rapid but shorter effect is re-
quired, consider Midazolam 0.1mg/kg:

PLUS

(Benzodiazepines) Diazepam (peak effectat 1 —1.5
hrs): 5 to 20mg, repeated every 2 to 6 hours, up fo a
maximum of 120mg in 24 hours.

Review after 30-60 minutes, repeat if necessary.
If still ineffective, consider Siep 3

PRECAUTIONS: N1 Create opportunity and environment for patient o ex-
i . press fears, frustration, anger, etc. (Ventilation) -
«Lower doses should be considered in the ALERTS

elderly, patients with low body weight, dehy- N2 Explore with patient what inferventions/solutions would « Vigilantly monitor for signs of airway obstruction, respira-
dration or no previous exposure to antipsy- assist them to gain control (Redirection) tory depression and hypotension (esp. Acuphase)
chotic medication. . . . _ « EPSEs must be monitored and treated.

« Monitor fespiratery fupction when benzodi- En? Im?nlm Dm G"uwﬂfm e -ﬁmtiu_:hulinergic: agents NOT to be used routinely but “as
azepines are administered, especially paren- required’ (PRN); Benziropine 2mg IM may be used for
tally. N4 if clinical situation wamants, patient may require re- acute dystonias (Max 6 mg/24 hrs).

s Monitor postural BP 30 min post-dose. straint (Restraint) » Combined use of Olanzapine IMI plus a benzodiazepine is

«Monitor ECG, K & Mg, especially if using . o . potentially dangerous: a gap of 2 HOURS IS REQUIRED
high doses of antipsychotics NS5 if required to place client in a safe environment seciu- BETWEEN THEIR IM USES.

Sion might be considered. Explanation to be given to pa- « IM Midazolam should only ever be prescribed by a con-
ient and staff (Seclusion) sultant and special precautions MUST be followed

The patient should be afforded the opportunity to » Zuclopenthixol acetate should be prescribed as a course,
debrief about the episode, at a reasonable interval. NOT as a PRN. =4 IMIs, =400mg in 2 wks

eMonitor ECG, FBE, U&E. Mg, CK and tro-
ponin if using zuclopenthixol acetate
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Option
 
(Benzodiazepines) Lorazepam (Peak effect at 1 to 3 hrs): 1 to 2mg, repeated every 2 to 6 hours, up to a maximum  of 10mg in  24 hours
 




Step 2

STEP 2 — (Arousal levels 3-4)
Moderately aroused, agitated, becoming @

ST VINCENT'S
HEALTH AUSTRALIA

more vocal, unreasonable and hostile.

Highly aroused, possibly distressed and
fearful.

(Antipsychotic) Olanzapine (peak effect at 6hrs):
10-20mg wafer repeated if necessary every 2 to 6 hrs
up to a maximum of 30mg in 24 hours.

PLUS

(Benzodiazepines) Diazepam (peak effect at 1 -1.5
hrs): 5 to 20mg, repeated every 2 to 6 hours, up to a
maximum of 120mg in 24 hours.

Review after 30-60 minutes, repeat if necessary.

If still ineffective, consider Step 3
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Option
 
(Benzodiazepines) Lorazepam (Peak effect at 1 to 3 hrs): 1 to 2mg, repeated every 2 to 6 hours, up to a maximum  of 10mg in  24 hours
 



Step 3

STEP 3 — (Arousal levels 4-5)

Refusing oral medication, moderately
aroused, agitated, becoming more vocal, un-
reasonable and hostile.

Highly aroused, distressed and fearful; violent

toward self, others or property.

INTRAMUSCULAR

(Antipsychotic) Olanzapine (peak effect at 15 to 45 mins):
10mg may repeat every 2 hrs to a max. of 30mg in 24 hrs
OR

Droperidol (peak effect at <30 mins) 2.5-10 mg IMI, may
repeat every 20 mins. to a max. of 20mg in 24 hrs

OR

Zuclopenthixol Acetate (onset <2h, peak effect ~24h)
Note: Use only if 1° psychotic disorder, high likelihood of
recurrent agitation/ aggression, and maximum daily dose
of IM olanzapine inadequate.

1st dose 100mg (lower in elderly or small stature).

2" dose after 48-72 hrs (min. 24 hrs). 3rd dose after 48-
72 hrs (min. 24 hrs). Concurrent IM Benzodiazepine (in
separate syringe). Avoid giving other IMI antipsychotics.

(Benzodiazepines) Clonazepam (peak effect at 3 hrs):
1-2 mg , may repeat after 2 hrs, then every 4 hrs up to
4mg in 24 hrs. OR, if more rapid but shorter effect is re-
quired, consider Midazolam 0.1mg/kg:

ST VINCENT'S
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eTG
droperidol 2.5 to 10 mg IM, repeated after at least 20 minutes, titrated to clinical response, up to a maximum of 20 mg in 24 hours (see droperidol warnings, Box 8.21) [Note 3]


PRECAUTIONS: N1 Create opportunity and environment for patient to ex-
= press fears, frustration, anger, etc. (Ventilation)

eLower doses should be considered in the
elderly, patients with low body weight, dehy-
dration or no previous exposure to antipsy-

chotic medication. N3 Assess “time out” opportunity for patient to regain con-
Monitor respiratory function when benzodi- trol (5-15min duration) (Time Out)

N2 Explore with patient what interventions/solutions would
assist them to gain control (Redirection)

azepines are administered, especially paren-
tally. N4 if clinical situation warrants, patient may require re-
«Monitor postural BP 30 min post-dose. straint (Restraint)

*Monitor ECG. K & Mg, especially if using NS if required to place client in a safe environment seclu-

high doses of antipsychotics ' . . : :
sion might be considered. Explanation to be given to pa-
*Monitor ECG, FBE, USE, Mg. CK and tro- o En% staff (Seclusion) - - -

ponin if using zuclopenthixol acetate

The patient should be afforded the opportunity to
debrief about the episode, at a reasonable interval.

«Vigilantly monitor for signs of airway obstruction, respira-
tory depression and hypotension (esp. Acuphase)

¢ EPSEs must be monitored and treated.

e Anticholinergic agents NOT to be used routinely but ‘as
required’ (PRN); Benztropine 2mg IM may be used for

acute dystonias (Max 6 mg/24 hrs).

* Combined use of Olanzapine IMI plus a benzodiazepine is
potentially dangerous: a gap of 2 HOURS IS REQUIRED
BETWEEN THEIR IM USES.

¢ IM Midazolam should only ever be prescribed by a con-
sultant and special precautions MUST be followed

» Zuclopenthixol acetate should be prescribed as a course,
NOT as a PRN. <4 IMIs, <400mg in 2 wks
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Stages of Change and Matching Interventions

Definition

Characteristics

Intervention/Tasks

Precontemplation

Individual has no intention to change behaviour in the near
future and may not identify a problem with their behaviour.

May appear unmotivated or resistant

Avoid information, discussion or thoughts
regarding the behaviour

Defensive or sometimes passive

Engage; avoid being judgmental

Raise doubt; ‘I* awareness of risks/
problems a/w using

Brief interventions: educ”, harm red”

Provide DirectLine no.: 1800 888 236

Contemplation

Individual considering change; ambivalent.

Although they may be aware of the benefits, they remain
focussed on the costs of change.

Ambivalent about using/stopping

Dissonance between “good” and “less
good” aspects of using

Might procrastinate

Motivational interviewing, incl:

Decisional balance: evoke reasons for
change, risks of not changing; facilitate
pt to develop discrepancy

Strengthen self-efficacy for change

Determination [

Making of decision, making plans. Individuals intend to take

Planning and intending to change

Offer options and assist in developing

Preparation steps toward change (eg within the next month). This stage strategies to change; may incl. discus-
is viewed as a transitional rather than a stable phase. sion of detox, psychotherapy, pharma-
cotherapy, lifestyle changes
Action Individual is firmly decide and is making change. Modifications in behaviour Support implementation of a plan

May be considered to be within this stage if these modifica-
tions have occurred for less than 6 months.

Commitment (verbalised or demonstrated)

Open to suggestions

Use skill base; problem solve
Support self-efficacy

Begin to discuss lapses/relapses

Maintenance

Individual’s change in behaviour has been sustained over a
period of time.

Works to prevent relapse
Reports higher levels of self-efficacy

Consolidates gains achieved in the Action
stage

Less frequently tempted to use

Identify and use strategies to prevent re-
lapse; consolidate other activities

Resolve associated issues/
problems (e.g. mental iliness)

Help set new goals

Lapse/Relapse

Individual returns to the behaviour, temporarily (lapse) or
for a longer period of time (relapse).

Lapses — Action stage
Relapses — any other stage

Particular feelings of failure/guilt may ap-
pear

Both can provide valuable learning oppor-
tunities

Anticipate and plan for both

Normalise relapse as a common occur-
rence; empathise, encourage

Assist person to look at why it occurred
and make plans to cope with similar situ-
ations in the future

Assist person to renew motivation and
efforts
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GUIDELINES FOR THE LONG-TERM MANAGEMENT OF

SVHM

1. Assess current patterns of substance use
What, how much, how often (?days off), route, past
withdrawal or treatment, past abstinence

BRIEF
INTERVENTION

2. Assess for and treat comorbidity
s (ther substances
+ Mental health (eg psychosis, MDE)
* Physical health (eg infection, dental, cardiac)

3. Assess risks

+ Cwverdose, toxicity

¢ local/systemic infection incl. blood-borne viruses,
cardiac/cerebrovascular events, poor dentition,
5Tls, poor nutrition, dehydration

+ Accidental injury, violence (incl. sexual)

# Psychosis, 51, worsening of M3

+ Poverty, homelessness, relationship breakdown,
unemployment

+ Legal difficulties (drug driving, illicit activities to
fund use, possession/dealing)

SUPPORTED
WITHDRAWAL

4. Assess for evidence of dependence

A person may be at higher risk of dependence if they:
* Use crystal methamphetamine (“ice™)
* Use frequently and in higher doses
¢+ Inject

MANAGEMENT
OF
DEPENDENCE

5. Assess stage of change

6. Assess goals of treatment
* cessation vs cutting back
+ Continue or cease other drug use
+ (Other goals including improving sleep, mental

state, physical health, social/occupational function

AMPHETAMINE MISUSE AND DEPENDENCE

Version 1(2014)

Management

Harm reduction advice

Education about stimulants and the potential impact on physical and mental health
Motivational interviewing matched to stage of change

Mental and physical health screens (can also be used as part of education)

Drug and alcohol counselling (may inclede referral to DoAM or an external agency)

The management of amphetamine withdrawal is largely supportive, as there is no
specific pharmacotherapy at this time. Although many people can safely be managed
at home, consider an environment with increased supports in the setting of:

» the use of, or withdrawal from, multiple substances

+ mental health needs requiring immediate management, including. an increased

risk of harm to self or others
+ physical health needs requiring immediate management
& 3 lack of a suitable supportive environment in the community

Medication Self-help/Peer support groups
Mo specific substitution therapy.
Consider mirtazapine, particularly if co-existing

anxiety/depression.

Marcotics Ancnymous

Smart Recovery

Crystal Meth Anonymous
Mew Life Program

Family Drug Help

Family Drug Support Australia

Psychosocial interventions
Motivational Interviewing (MI)
Cognitive behaviour therapy (CBT)
Relapse prevention strategies
Mindfulness-based cognitive therapy (MBCT)
Acceptance and Commitment therapy (ACT)
Consider referral to AOD Counselling

Residential Rehabilitation

# Directline (1800 888 236) for
24hr information and referral
advice for patients, carers, and
clinicians.
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Assessment

1. Assess current patterns of substance use
What, how much, how often (?days off), route, past
withdrawal or treatment, past abstinence

2. Assess for and treat comorbidity
o (Other substances
¢ Mental health (eg psychosis, MDE)
* Physical health (eg infection, dental, cardiac)

3. Assessrisks 4, Assess for evidence of dependence
e Overdose, toxicity A person may be at higher risk of dependence if they:
o Use crystal methamphetamine (“ice”)
e Use freguently and in higher doses
* [nject

e |ocal/systemic infection incl. blood-borne viruses,
cardiac/cerebrovascular events, poor dentition,
5Tls, poor nutrition, dehydration

¢ Accidental injury, violence (incl. sexual) 5. Assess stage of change

e Psychosis, SI, worsening of MS

) ) 6. Assess goals of treatment
o Poverty, homelessness, relationship breakdown,

e cessation vs cutting back

unemployment e (Continue or cease other drug use
. LEEE' difficulties [d rig dn"-"lng, ilicit activities to e (Other goals including improving sleep, mental
fund use, possession/dealing) state, physical health, social/occupational function
i yr
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Management

BRIEF
INTERVENTION

SUPPORTED
WITHDRAWAL

MANAGEMENT
OF
DEPENDENCE

Management

Harm reduction advica

Education about stimulants and the potential impact on physical and mental health
Motivational interviewing matched to stage of change

Mental and physical health screens (can also be used as part of education)

Drug and alcohol counselling {may include referral to DoAM or an external agency)

The management of amphetamine withdrawal is largely supportive, as there is no
specific pharmacotherapy at this time. Although many pecple can safely be managed
at home, consider an environment with increased supports in the setting of:

the use of, or withdrawal from, multiple substances

mental health needs requiring immediate management, including an increased

risk of harm to self or others

physical health needs requiring immediate management

a lack of a suitable supportive environment in the community

Medication Self-help/Peer support groups
No specific substitution therapy. ® Narcotics Anonymous
Consider mirtazapine, particularly if co-existing

Smart Recovery
anxiety/depression.

L ]
® Crystal Meth Anonymous
L]

L . New Life Program
Psychosocial interventions

Motivational Interviewing {MI)

Cognitive behaviour therapy (CBT)

Relapse prevention strategies
Mindfulness-based cognitive therapy (MBCT)
Acceptance and Commitment therapy (ACT)

Consider referral to AOD Counselling * Directline (1800 888 236) for
24hr info. & referral advice for
patients, carers, and clinicians.

Carer support groups
* Family Drug Help
(incl. Sibling Support)
* Family Drug Support Australia

Residential Rehabilitation

RALIA
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BRIEF

INTERVENTION

Harm reduction advice

Education about stimulants and the potential impact on physical and mental health
Motivational interviewing matched to stage of change

Mental and physical health screens (can also be used as part of education)

Drug and alcohol counselling (may include referral to DoAM or an external agency)
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A4

SUPPORTED
WITHDRAWAL

4

The management of amphetamine withdrawal is largely supportive, as there is no
specific pharmacotherapy at this time. Although many people can safely be managed
at home, consider an environment with increased supports in the setting of:

the use of, or withdrawal from, multiple substances

mental health needs requiring immediate management, including. an increased
risk of harm to self or others

physical health needs requiring immediate management

e 3 lack of a suitable supportive environment in the community
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MANAGEMENT
OF

DEPENDENCE

Medication Self-help/Peer support groups
No specific substitution therapy. * Narcotics Anonymous
Consider mirtazapine, particularly if co-existing
anxiety/depression.

® S5Smart Recovery
® Crystal Meth Anonymous
* New Life Program

Psychosocial interventions
Motivational Interviewing (MI)
Cognitive behaviour therapy (CET)
Relapse prevention strategies

Carer support groups
® Family Drug Help
(incl. Sibling Support)
® Family Drug Support Australia

Mindfulness-based cognitive therapy (MBCT)

Acceptance and Commitment therapy (ACT)

Consider referral to AOD Counselling * DirectlLine (1800 888 236) for
24hr info. & referral advice for

patients, carers, and clinicians.

Residential Rehabilitation
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Comorbidity of Stimulant-related
disorders (DSM-5)

ST VINCENT'S
HEALTH AUSTRALIA

A4

Co-occurrence with other substance use disorders:

o especially those involving CNS depressants, which are
often taken to reduce insomnia, nervousness, and other
unpleasant side effects (come down)

* Alcohol

 Cannabis

o Alprazolam

 Quetiapine

« GHB/GBL, mephedrone; cocaine, ketamine
(MSM population; “chemsex”)
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Presenter
Presentation Notes
DSM-5
Comorbidity
 
Stimulant-related disorders often co-occur with other substance use disorders, especially those involving substances with sedative properties, which are often taken to reduce insomnia, nervousness, and other unpleasant side effects. Cocaine users often use alcohol, while amphetamine-type stimulant users often use cannabis. 
Stimulant use disorder may be associated with posttraumatic stress disorder, antisocial personality disorder, attention-deficit/hyperactivity disorder, and gambling disorder. 
Cardiopulmonary problems are often present in individuals seeking treatment for cocaine-related problems, with chest pain being the most common (Lange and Hillis 2001; Schwartz et al. 2010). 
Medical problems occur in response to adulterants used as “cutting” agents. Cocaine users who ingest cocaine cut with levamisole, an antimicrobial and veterinary medication, may experience agranulocytosis and febrile neutropenia (Chang et al. 2010; Marinetti 2009). 
 
References: Stimulant Use Disorder


Drug Alcohol Rev. 2008 May;27(3):253-62. doi: 10.1080/09595230801923702.
Major physical and psychological harms of methamphetamine use.
Darke S1, Kaye S, McKetin R, Duflou J.
Author information 
1National Drug and Alcohol Research Centre, University of New South Wales, Sydney, New South Wales, Australia.
Abstract
ISSUES: 
The major physical and psychological health effects of methamphetamine use, and the factors associated with such harms.
APPROACH: 
Comprehensive review.
KEY FINDINGS: 
Physical harms reviewed included toxicity and mortality, cardiovascular/cerebrovascular pathology, dependence and blood-borne virus transmission. Psychological harms include methamphetamine psychosis, depression, suicide, anxiety and violent behaviours.
IMPLICATIONS: 
While high-profile health consequences, such as psychosis, are given prominence in the public debate, the negative sequelae extend far beyond this. This is a drug class that causes serious heart disease, has serious dependence liability and high rates of suicidal behaviours.
CONCLUSION: 
The current public image of methamphetamine does not portray adequately the extensive, and in many cases insidious, harms caused.


Is there an "addictive personality"?
Contrary to popular belief, research has been unable to identify an "addictive personality." However, some personality traits are more commonly observed in people with substance use disorders. Most of the research regarding addiction and personality traits has been conducted with people who have alcohol use disorders. Nonetheless, we observe many of these traits in people with other substance use disorders as well. The most common of these personality traits include nonconformity; impulsivity; sensation- or thrill-seeking; emotional dysregulation, negative affect (e.g., depression, anxiety); low self-esteem; and an external locus of control.
http://www.amhc.org/1408-addictions/article/48526-addiction-and-personality-disorders
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Comorbidity of Stimulant-related
disorders (DSM-5) %

Co-occurrence with other mental disorders
(dual diagnosis)

e Posttraumatic stress disorder

« Antisocial personality disorder

o [?Narcissistic personality traits/vulnerability]
o [?7BPD]

 Attention-deficit/Hyperactivity disorder
 Gambling disorder
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Presenter
Presentation Notes
DSM-5
Comorbidity
 
Stimulant-related disorders often co-occur with other substance use disorders, especially those involving substances with sedative properties, which are often taken to reduce insomnia, nervousness, and other unpleasant side effects. Cocaine users often use alcohol, while amphetamine-type stimulant users often use cannabis. 
Stimulant use disorder may be associated with posttraumatic stress disorder, antisocial personality disorder, attention-deficit/hyperactivity disorder, and gambling disorder. 
Cardiopulmonary problems are often present in individuals seeking treatment for cocaine-related problems, with chest pain being the most common (Lange and Hillis 2001; Schwartz et al. 2010). 
Medical problems occur in response to adulterants used as “cutting” agents. Cocaine users who ingest cocaine cut with levamisole, an antimicrobial and veterinary medication, may experience agranulocytosis and febrile neutropenia (Chang et al. 2010; Marinetti 2009). 
 
References: Stimulant Use Disorder


Drug Alcohol Rev. 2008 May;27(3):253-62. doi: 10.1080/09595230801923702.
Major physical and psychological harms of methamphetamine use.
Darke S1, Kaye S, McKetin R, Duflou J.
Author information 
1National Drug and Alcohol Research Centre, University of New South Wales, Sydney, New South Wales, Australia.
Abstract
ISSUES: 
The major physical and psychological health effects of methamphetamine use, and the factors associated with such harms.
APPROACH: 
Comprehensive review.
KEY FINDINGS: 
Physical harms reviewed included toxicity and mortality, cardiovascular/cerebrovascular pathology, dependence and blood-borne virus transmission. Psychological harms include methamphetamine psychosis, depression, suicide, anxiety and violent behaviours.
IMPLICATIONS: 
While high-profile health consequences, such as psychosis, are given prominence in the public debate, the negative sequelae extend far beyond this. This is a drug class that causes serious heart disease, has serious dependence liability and high rates of suicidal behaviours.
CONCLUSION: 
The current public image of methamphetamine does not portray adequately the extensive, and in many cases insidious, harms caused.


Is there an "addictive personality"?
Contrary to popular belief, research has been unable to identify an "addictive personality." However, some personality traits are more commonly observed in people with substance use disorders. Most of the research regarding addiction and personality traits has been conducted with people who have alcohol use disorders. Nonetheless, we observe many of these traits in people with other substance use disorders as well. The most common of these personality traits include nonconformity; impulsivity; sensation- or thrill-seeking; emotional dysregulation, negative affect (e.g., depression, anxiety); low self-esteem; and an external locus of control.
http://www.amhc.org/1408-addictions/article/48526-addiction-and-personality-disorders
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Reasons for ongoing use of ice by Reasons for ongoing use of ice by
gender — all respondents frequency of use

. Occasional
Reason Daily user
user

REER Male Female

I like the feeling of being high 58.0%  55.4% I like the feeling of being high 57.9% 52.5%
To party and socialise 55.4%  44.2% | want to escape reality 52.1% 24.0%
| want to escape reality 32.7%  44.8% | have issues and thoughts | 51.0% 18.1%
don’t want to deal with

I have issues and thoughts I don’t want to

: J 21.7%  42.0% | used it a bit and now can’t stop 50.6% 1.8%
deal with
To feel confident 26.0%  31.6% To feel confident 38.0% 20.0%
| feel like I think more clearly 20.0%  22.3% To party and socialise 35.1% 68.7%
All my friends use it 19.4%  20.1% All my friends use it 28.0% 11.7%
| used it a bit and now can’t stop 17.5%  26.0% | feel like I think more clearly 27.7% 13.7%
To help me focus at work 15.6%  12.8% To help me focus at work 25.1% 4.6%



B
Comorbidity of Stimulant-related %g,sgg;rgﬁg}gmm
disorders (DSM-5)

Stimulant*-induced disorders in DSM-5:

Obsessive-
Psychotic |Bipolar Depressive |Anxiety [compulsive |Sleep Sexual

Neurocog-
Delirium [nitive

disorders |disorders |disorders |disorders |and related |disorders |dysfunct’s :
disorders

disorders

I I/W /W /W /W /W I I

I:  “with onset during [stimulant] intoxication”
W: “with onset during [stimulant] withdrawal”

*Includes amphetamine-type substances, cocaine, and
other or unspecified stimulants.
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Presenter
Presentation Notes
DSM-5
Comorbidity
 
Stimulant-related disorders often co-occur with other substance use disorders, especially those involving substances with sedative properties, which are often taken to reduce insomnia, nervousness, and other unpleasant side effects. Cocaine users often use alcohol, while amphetamine-type stimulant users often use cannabis. 
Stimulant use disorder may be associated with posttraumatic stress disorder, antisocial personality disorder, attention-deficit/hyperactivity disorder, and gambling disorder. 
Cardiopulmonary problems are often present in individuals seeking treatment for cocaine-related problems, with chest pain being the most common (Lange and Hillis 2001; Schwartz et al. 2010). 
Medical problems occur in response to adulterants used as “cutting” agents. Cocaine users who ingest cocaine cut with levamisole, an antimicrobial and veterinary medication, may experience agranulocytosis and febrile neutropenia (Chang et al. 2010; Marinetti 2009). 
 
References: Stimulant Use Disorder


Drug Alcohol Rev. 2008 May;27(3):253-62. doi: 10.1080/09595230801923702.
Major physical and psychological harms of methamphetamine use.
Darke S1, Kaye S, McKetin R, Duflou J.
Author information 
1National Drug and Alcohol Research Centre, University of New South Wales, Sydney, New South Wales, Australia.
Abstract
ISSUES: 
The major physical and psychological health effects of methamphetamine use, and the factors associated with such harms.
APPROACH: 
Comprehensive review.
KEY FINDINGS: 
Physical harms reviewed included toxicity and mortality, cardiovascular/cerebrovascular pathology, dependence and blood-borne virus transmission. Psychological harms include methamphetamine psychosis, depression, suicide, anxiety and violent behaviours.
IMPLICATIONS: 
While high-profile health consequences, such as psychosis, are given prominence in the public debate, the negative sequelae extend far beyond this. This is a drug class that causes serious heart disease, has serious dependence liability and high rates of suicidal behaviours.
CONCLUSION: 
The current public image of methamphetamine does not portray adequately the extensive, and in many cases insidious, harms caused.


Is there an "addictive personality"?
Contrary to popular belief, research has been unable to identify an "addictive personality." However, some personality traits are more commonly observed in people with substance use disorders. Most of the research regarding addiction and personality traits has been conducted with people who have alcohol use disorders. Nonetheless, we observe many of these traits in people with other substance use disorders as well. The most common of these personality traits include nonconformity; impulsivity; sensation- or thrill-seeking; emotional dysregulation, negative affect (e.g., depression, anxiety); low self-esteem; and an external locus of control.
http://www.amhc.org/1408-addictions/article/48526-addiction-and-personality-disorders
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Families, Partners and Carers

Harm to others from SUDs Links, Family dynamics
e FASD  Victims
* Neglect CD,ODD, ASPD e Predisposing: “Causers” —

Trauma/PTSD genetic, role modellers, abusers

L  Precipitating/Perpetuating:
* Parentlflcatlon. | “Enablers” (direct/indirect);
e Drug/drunk driving— MVA “Rejecters” — critical, judgmental,

» Adolescent violence conflictual

. Property loss/damage Protective: Supporters (+)

e Homelessness

* Drug supply chain, dealing

e Intimate partner violence Familv Drua S '

e Child abuse — CPS involvement amily Lrug stpport .
holoical arief | * Odyssey House Family Eclipse

* Hostile-dependent relationships . Etc.

Services
e Family Drug Help

- For some consumers/clients, their carers/loved ones can form a critical part of
- their recovery capital when positively engaged; the reverse may also be true.
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FORENSIC/LEGAL ISSUES
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Legal instruments MAY HIEALTH AUSTRALIA
(“External motivators”)

Severe Substance Dependence Treatment Act 2010
e StVincent's Hospital (Melb.) / Depaul House

e http://www.health.vic.gov.au/ssdta/

* Guardianship and Administration Act 1986
e Victorian Civil and Administrative Tribunal (VCAT) - Guardianship List

e https://www.vcat.vic.gov.au/adv/disputes/guardians-administrators

e Children, Youth & Families Act 2005 / Commission for Children & Young People Act 2012
e Department of Health & Human Services (DHHS) - Victorian Child Protection Service
e http://www.dhs.vic.gov.au/for-individuals/children,-families-and-young-people/child-protection

* Road Safety Act 1986
e VicRoads

e https://www.vicroads.vic.gov.au/licences/medical-conditions-and-driving

* Health Practitioner Regulation National Law Act 2009

e Australian Health Practitioner Regulation Agency (AHPRA)

e http://www.ahpra.gov.au/Notifications/ Who-can-make-a-notification/Mandatory-notifications.aspx
* Mental Health Act 2014

e Victoria's Approved Mental Health Services

e https://wwwa2.health.vic.gov.au/mental-health/practice-and-service-quality/mental-health-act-2014-handbook



http://www.health.vic.gov.au/ssdta/
https://www.vcat.vic.gov.au/adv/disputes/guardians-administrators
https://www.vicroads.vic.gov.au/licences/medical-conditions-and-driving
http://www.ahpra.gov.au/Notifications/Who-can-make-a-notification/Mandatory-notifications.aspx
https://www2.health.vic.gov.au/mental-health/practice-and-service-quality/mental-health-act-2014-handbook

Legal instruments @ HEALTH AUSTRALIA

Court involvement (not mutually exclusive)
* Family Violence Intervention Orders

* Diversion programs

*  Community Corrections Orders

* Custodial sentences

* Parole Orders

Specialist Courts & Court Support Services
* Victorian Drug Court (Dandenong only): Drug Treatment Orders

* Court Referral & Evaluation for Drug Intervention & Treatment Program (CREDIT)
Bail Support Program
* Court Integrated Services Program (CISP)

e https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide%20t0%20SCCSS%20-
%202%20June%202014%20%28final%2oversion%:29.pdf

Community Offenders Advice and Treatment Service (COATS): via diversion, CCOs,
Parole Orders, CISP and Credit Bail.



Presenter
Presentation Notes
 the clients/offenders whom are referred to TPETS are the diversion, community corrections orders, paroles orders, CISP and Credit Bail.

The CISP and Credit Bail programs are the same for us when it comes to treatment. The treatment can be for up to 4 mths and there is a court review on a monthly basis. We are to provide a comprehensive assessment initially in the form of a court report, then monthly review statements listing the attendances and any improvements/achievements or concerns etc and then for the final court appearance we are to provide another final court report. 
After this if the client has done well they will most likely be given a community order (CCO). So this client will then most likely be referred back to the clinician/service with whom they completed the program eg; TPETS.

http://www.legalaid.vic.gov.au/find-legal-answers/family-violence-intervention-orders

https://www.magistratescourt.vic.gov.au/drug-court


The Victorian Drug Court is a division of the Magistrates’ Court of Victoria that provides for the sentencing and supervision of the treatment of offenders with a drug and/or alcohol dependency who have committed an offence under the influence of drugs or alcohol or to support a drug or alcohol habit.��The Victorian Drug Court initiative is a response to the failure of traditional criminal justice measures to adequately address drug use and related offending.

https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide to SCCSS - 2 June 2014 (final version).pdf
https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide to SCCSS - 2 June 2014 (final version).pdf

Financial measures/ @g];pggﬁg}gmm
Loss prevention

Control the money flow — Control the drug flow!

* Intervening for a gambling disorder usually more urgent than with
substance use disorders. See: hitp://www.money-school.net/tips gambling.html

* Family members must not give money for drugs / bail them out

* (Part of) Centrelink payments sent to passbook account , Xmas club acct or
carer’s bank account

e Restrict access to ATM cards
* (lose credit card accounts
¢ Administration orders

* Patients can circumvent these measures by various means, e.g. dealing drugs.
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http://www.money-school.net/tips_gambling.html

http://www.money-school.net/tips_gambling.html
http://www.money-school.net/tips_gambling.html
http://www.money-school.net/tips_gambling.html
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Leg a.I InStrumentS HEALTH AUSTRALIA

Severe Substance Dependence Treatment Act 2010

« St Vincent's Hospital (Melb.) / Depaul House

e http://www.health.vic.gov.au/ssdta/

Guardianship and Administration Act 1986

« Victorian Civil and Administrative Tribunal (VCAT) - Guardianship List
e https://www.vcat.vic.gov.au/adv/disputes/quardians-administrators

Children, Youth & Families Act 2005/ Commission for Children & Young People
Act 2012

» Department of Health & Human Services (DHHS) - Victorian Child Protection Service
e http://www.dhs.vic.gov.au/for-individuals/children,-families-and-young-people/child-protection

Road Safety Act 1986

* VicRoads

e https://www.vicroads.vic.gov.au/licences/medical-conditions-and-driving
Health Practitioner Regulation National Law Act 2009

» Australian Health Practitioner Regulation Agency (AHPRA)
http://www.ahpra.gov.au/Notifications/\Who-can-make-a-notification/Mandatory-notifications.aspx

Mental Health Act 2014

* Victoria's Approved Mental Health Services



http://www.health.vic.gov.au/ssdta/
https://www.vcat.vic.gov.au/adv/disputes/guardians-administrators
http://www.dhs.vic.gov.au/for-individuals/children,-families-and-young-people/child-protection
http://www.dhs.vic.gov.au/for-individuals/children,-families-and-young-people/child-protection
https://www.vicroads.vic.gov.au/licences/medical-conditions-and-driving
http://www.ahpra.gov.au/Notifications/Who-can-make-a-notification/Mandatory-notifications.aspx
https://www2.health.vic.gov.au/mental-health/practice-and-service-quality/mental-health-act-2014-handbook

MAN PIEALTH AUSTRALIA
Legal instruments @

Court involvement (not mutually exclusive)

* Family Violence Intervention Orders
* Diversion programs

* Community Corrections Orders

* Custodial sentences

* Parole Orders

Specialist Courts & Court Support Services

* Court Referral & Evaluation for Drug Intervention & Treatment Program
(CREDIT) Bail Support Program

* Court Integrated Services Program (CISP)

e https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide%20t0%20SCCSS%:20-
%202%20June%202014%20%28final%2oversion%29.pdf

* Victorian Drug Court (Dandenong only): Drug Treatment Orders

Community Offenders Advice and Treatment Service (COATS): via diversion,
CCQOs, Parole Orders, CISP and Credit Bail.
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Presentation Notes
 the clients/offenders whom are referred to TPETS are the diversion, community corrections orders, paroles orders, CISP and Credit Bail.

The CISP and Credit Bail programs are the same for us when it comes to treatment. The treatment can be for up to 4 mths and there is a court review on a monthly basis. We are to provide a comprehensive assessment initially in the form of a court report, then monthly review statements listing the attendances and any improvements/achievements or concerns etc and then for the final court appearance we are to provide another final court report. 
After this if the client has done well they will most likely be given a community order (CCO). So this client will then most likely be referred back to the clinician/service with whom they completed the program eg; TPETS.

http://www.legalaid.vic.gov.au/find-legal-answers/family-violence-intervention-orders

https://www.magistratescourt.vic.gov.au/drug-court



https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide to SCCSS - 2 June 2014 (final version).pdf
https://www.magistratescourt.vic.gov.au/sites/default/files/Default/Guide to SCCSS - 2 June 2014 (final version).pdf
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‘@G)@@ Creative Commons

You are free to share and adapt the content as per the creative commons licence provided
that St Vincent's Hospital (Melb.), Nexus and the VDDI are acknowledged, under the
following conditions:

Dual
Diagnosis

Victorian Dual
Diagnosis Initiative

*Attribution - You must attribute the work to Nexus and the VDDI but not in any way that
suggests that the Nexus or the VDDI endorses you or your use of this work

Non-commercial - You may not use this work for commercial purposes.

«Share Alike - If you alter, transform, or build upon this work, you may distribute the
resulting work only under the same or similar license to this one.

See http://creativecommons.org/licenses/by-nc-sa/3.0/
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