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1. YLEISTA



Nykyinen hoitosysteemi
ja eri hallintokunnat

Mielentervey
shoito
Selkeita ja toisistaan Sosiaalihuollon perustuksille
erillisia hierarkkisia diagnooseja rakentuva auttamistyo

(DSM IV R; Dark Side of Man)
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PAIHTEIDEN VAARINKAYTTAJA ON LAHES AINA 2-DG- PT

- Paihteitten vaarinkayttajilla on toistuvia psykiatrisia sairaalahoitoja.
Huumeittenkaytto lisaa esim. itsemurhariskin 8-15 —kertaiseksi.

( Oyefeso et al, 1999).

- Suomalaisessa tutkimuksessa ( R.Alaja et al, 1999) todettiin etta puhtailla
alkoholisteilla oli 70% muu psykiatrinen diagnoosi ja sekapaihdekayttajilla
yli 90% muu psykiatrinen diagnoosi.

Odotusarvo ( alle 6kk) ( OR odds ratio, yli 1 on tilastollisesti merkitseva)
2-diagnoosipotilaille on tutkimuksissa todettu sdannénmukaisesti yli 1.

- Jos ihmiselld on mielenterveysongelma, OR paihdeongelmalle on 4.5 ja alkoholismille 2.3.
- Jos ihmisell& on skitsofrenia, niin OR paihdeongelmalle on 4.0, alkoholismille 3.8 ja 6.2
huumeongelmalle.

- Mielialahairion OR paihdeongelmalle on 2.6.

- Vakavan masennuksen paihdeongelman OR oli 7.2.

- Kaksisuuntainen mielialah&dirion OR paihdeongelmalle on 7.9.

- Ei-affektiivisen psykoosin OR alkoholismille on 2.2 ja huumeongelmalle 2.7.

-Jos oli alkoholisti, depression OR oli 3.7.

-Jos oli huumeongelma, niin alkoholiongelman OR oli erittdin korkea 20.6.



Elinikainen komorbiditeetti kannabisriippuvaisilla henkilGilla ( Agosti et

al,2002)

Elinik&inen diagnoosi % Odds ratio (95% ClI)
Alkoholiriippuvuus 70.0 17.8
Epasosiaalinen persoonallisuushairio 21.4 11.2
Kaytoshairio (CD) 44.4 6.0
Ei-affektiivinen psykoosi 2.0 3.5
Sosiaalinen fobia 29.0 3.3
PTSD 18.5 3.0
Hypomania 4.4 2.9
Yleistynyt ahdistuneisuushairio 12.1 2.7
Vakava masennustila 32.7 2.4
Dystyyminen hairio 13.3 2.3
Paniikkihairio 6.9 2.3
Agorafobia 11.3 1.8
Yksinkertainen fobia 18.1 1.8
Mania 6.9 0.9
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12 viimeisen kuukauden aikana hoitoa hakevien mieliala- ja
ahdistuspotilaiden paihteiden kaytto prevalenssi ( Grant et al,

2004,NESARC)
Hoitoa hakevat mielialapotilaat % SUD
Mika tahansa mielialahairio 20.8
Vakava masennustila 20.3
Dystymia 18.5
Mania 22.5
Hypomania 31.0
Mika tahansa ahdistushéirio 16.5
Paniikkihairi6+agorafobia 21.9
Paniikkihairi6 ( ei agorafobia) 15.4
Sosiaalinen fobia 21.3
Erityinen fobia 16.0
Yleistynyt ahdistuneisuushairi6 15.9

Drake & Wallach,1999 :
Laitosrakenteen purkaminen
on lisdnnyt kaksoisdiagnoosi-
potilaiden maaraa.
Aikaisemmin vakavasti
mielisairaat olivat laitoksissa,
yhteiskuntaan asuttaminen
onnistui huonosti



Mielenterveys- ja paihdeongelmat
esiintyvat paallekkain- komorbidisti

Psykiatriset Paihde-
syndroomat

syndroomat

Esim. skitsofreenikoilla on 4.6x enemman paihdeongelmia kuin muulla vaestolla
(Regier et al, 1990)
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PAIHDEONGELMAISELLA ON USEAMPIA PSYKIATRISIA DIAGNOOSEJA

ahdistuneisuus- — persoonallisuus-
hairiot e R hairmot

-
- - -

- -
-

- Alkoholisti > 70 % muu psykiatrinen dg
- Sekakayttaja > 90 % muu psykiatrinen dg
- Huumeittenkayttdja 100% muu psykiatr dg

paihdehairiot

Kuva S.1T m Masennustilan komorbiditeett psykiat-
risen erikoissairaanmhoidon potilailla.

Psykiatria, 2000
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Mista alkoholisoituminen johtuu ? Kuka heista on oikeassa ?

Palvelut: luonteenpiirteet INTERVENTIO Monitieteellinen,
filosofia, koulutus/taidot LAATU SAIRAUS, usean tason samanaikainen

caseload , kokemus, laatu : interventio
P_akqnomamen . Taudinaiheuttaja,
pal h.FeI d..en kaytto santa jaymp arist o Moraalinen suostuttelu,
on kayttaytymisen sos. ja laill . sanktiot

Rajatjas aannot, takana olevan
Sosiaalipolitiikka, perheen toiminta - sairauden ilmentyma
hinta - ja jakelu hairi 6 N ¢ SURAL Vakava kehotus:
kontrolli \ . .
ontrolli ' vapaastl _ "Sanoei! 7,
valittu moraalinen saatavuuden

Ka|kk| me t0|m|mme ja eettinen teko, raioittaminen

Koanitivinen tietyn teorian pohjalta, i moraaliton Hengellinen kasvu,
erapia, > A o . .
Rauam olimmepa siita tietoisia , kayttaytyminen

restrukturointi . y

tai emme A HUONOSTI ™% palautumaton

SOPEUTUVAA konstitutionaalinen
KAYTTAYTYM |STA, yksil 8n poikkeavuus

epasuotuisissa olosuhteissa .
Taitoien opettaminen, P P &ihdeongelmaisen

sopivat K &ytt dvtymis - K_!allgsinilr] ja 0 pittu a kéyttéytym iSté’ © tunnistus,
T ; 4 véalineellinen . 1 . konfrontaatio
ma"lt ehdo”|stum|nen JOIIa huonOJa Seurauksla e||n|k a|nen
Vastaehdollistaminen, Kasvatus pid &ttaytyminen
sammuttaminen
. . muuttuneet
Miller&  Hester(eds ): Handbook  of Alcohol . :
El're!dt?T:ent eASp?)I;(gaShes) »agﬁecot?ve %Iter;:ti\?elsm , satunnaisuudet Psykoterapia Juha Kemppinen,
2nd ed, 1995, Simon &  Schuster Co : Massachusetts) ( contingencies ) 14 2 2001
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Mista alkoholisoituminen johtuu ? Kuka heista on oikeassa ?

Palvelut: luonteenpiirteet INTERVENZAS e Monitieteellinen,

filosofia, koulutus/taidot ean tason samanaikainen
8L10

IImion selitys
maaraa meidan
ratkaisuyrityksemme
( kailkki mielenterveys- ja paihdeteoriat
WERVETEVEINE)

Taitojen 08 gelmaisen

sopivat kayttay®

mallit konfrontaatio,

elinikdinen
pidattavtyminen

Vastadha

sammuttaminen
) ) muuttuneet
( Miller& Hester(eds): Handbook of Alcoholim ) . .
Treatment Approaches- Effective Alternatives, satunnaisuudet PSkaterapla J u ha Kempplnen,
2nd ed, 1995, Simon &Schuster Co: Massachusetts) ( continagencies) 14.2.2001
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Uskomus: ihmiset itselaakitsevat pahaa oloaan
(negatiivisen vahvistamisen teoria).

1. ” Physical dependence is neither a necessary nor sufficient
condition for addiction”. Vieroitusoireiden helpottaminen

on MINIMAALISEN tehokasta huumeriippuvuuden hoidossa.

(Wise RA&BozarthMA, 1987).

2. Fyysinen riippuvuus on vain yksi monista tekijoista, jotka
vaikuttavat huumeidenkayton kehittymiseen.

3. Itselaakinnan ( fyysisten oireiden ja vieroitusoireiden) suurimmat
ajanjaksot eivat satu samanaikaisesti pahimpien vieroitusoire-
jaksojen aikaan. ( Jaffe JH et al ,1992).

4. On suuri taipumus retkahtaa, vaikka on pitkéa raittius takana,
kauan sen jalkeen kun vieroitusoireet ovat poistuneet.

5. Ymparistoarsykkeet voivat laukaista vieroitusoireet ( sek. ehdollis-
tuminen).

= PAHAN OLON LAAKITSEMINEN EI PIDA TIETEELLISESTI PAIK-
KAANSA.

Negatiivisen vahvistamisen teoria ei pida paikkaansa.

Terry E.Robinson & Kent C Berridge:
The Neural Basis of Drug Craving: an incentive- sensitization
theory of addiction. Brain Research Reviews 18 (1993), 247 -291.

23.10.2024 yl juha kemppinen




Kaikkien paihteiden vieroitusoireet menevat ohi suhteellisen nopeasti
( David Self, 2004 )

A
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== =
T2 1FE &
160
S 2
-— = 140
S =
=< 120
100 1 ] 1 1
Base 1 2 3 4 5 6 7 8 9 10 11 12 13 14
Days Post Amphetamine
Cocaine Withdrawal
3=
220 O Cocaine
g 200 @ CTControl
—_—
E =1 180
8 % 160
o @
-— = 140
o —
=2 120
100 . 2 x L ry
o 1 3 6 12 24 a9 72
Hours Post Cocaine
E . . .
Nicotine Withdrawal
:;g O Nicotine
@
= = 150 @ Control
v O
g3
o @
- =
S =
2
go i 1 N " 2 M L 1
2612 24 36 48 80 104 128 152
Hours Post Nicotine

% of Baseline % of Baseline

Threshold

Rewards/30 sec

Threshold

yl juha kemppinen

220
200
180
160
140
120
100

220
200
180
160
140
120
100

Ethanol Withdrawal

1
2 a9 S 8 12

O Ethanof
@ Controf

1
24 48 72 o6

Hours Post Ethanol

Morphine Withdrawal
O Morphine

S -—

120

Controf

1
o 0.003 0.01 .03

1
0.10

Naloxone Dose (mg/kg)

THC Withdravval

1 1 2

o
>

1.0

Baseline
Post-THC

80 100 120
Frequency (Hz)

140

160

14



2. KAKSOIS- JA
KOLMOISDIAGNOOSIPOTILAIDEN
HAIRIOIDEN TAUSTAA



Neurobiologiaa paihteiden mielihyvasta

5-HT:

Neuroadaptaatio

Aversio ““""' .
Pahoinvointi (5-HT3) . \s
HPA-akseli:

u
Enkephalin ot

CRF, stressi Dynorphin  *a, .

ne®

Vasyttda/ hypnotisoi/
unettaa
Neuroadaptaatio,

Glutafatgjeroitusoireet
Exci’t&tory Input

prefrontal

nucleus -
accumbens

Inhibitory Neuron Mielihyvaa
. - Palkitsevaa :
. k Opioid Dopamine Receptors
Enkephalin Receptors 5 ine N
Inhibitory opamine Neuron GABA
Neuron :{L‘ e ..// Neuron
o) :
‘ u Opioid W@ ) REWARD
Receptors
o0
@
Py \2\\) N4 .
W
‘,GABA Inhibitory Feedback
L 4
GABA P:es.era;ti: Mielihyvaa ( Mu-r) B-endorfiini ! ensiksi
Vasyttaa Inhibitary Opioid Palkitsevaa
Ahdistus pois Neuron Rﬁcegt’gfs Aversio (kappa-r)
U, 07

Kavelyvaikeus

Pdihdehimo ( craving)

Vieroitusoireet H/entral Tegmental Area I
(VTA)

23.10.2024

Nucleus Accumben
(NAC)
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Neurobiologiaa paihteiden mielihyvasta koob . Neurobiology of addiction 2011

Preoccupation/Anticipation
“Craving”

1. Binge-intox:basal gangli’o,n

"well-being”, “high s

Sensory
Information

3. Preoccupation/ Anticipation
Craving:
PFC (impulsivity and loss of

R Hypothalamus & brainstem
2. Withdrawal/ Negative Affect: executive control over drug effectors (autonomic,

taking' DMN ( default mode somatic, neuroendocrine)

network) enhanced mte_ro- Withdrawal/Negative . .
ceptive awareness , desire for Bmge/lntox:cat:on
the drug Affect

"loss of reward and motivation”,
Dysforia, anhedonia, irritability

Vihje (yllyke) = rutiini-> tavat ( tavat 40% automaattisia) Tavat sdil6tadn basaaliganglioihin, jossa ne ovat ikuisesti.
- Duhigg C, The power of habit (2012) Vain uusia rutiineja vanhojen paille tekemalla

vanhat rutiinit haviavat.
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Alkoholin kayttoon liittyvia elamantapahtumia alkoholistin uralla

. Juo enemman tai kauemmin kuin on tarkoitus

. Juomisen johdosta ongelmia tyossa/koulussa

. Hakkaa tai heittelee tavaroita humalapaissaan

Menettaa ystavia juomisen johdosta

10. Juomisesta johtuvia muistikatkoksia

11. Juominen hairitsee tydta tai muita velvollisuuksia

12. Sietokykya alkoholille

13. Juomisesta johtuvia ongelmia perheen/ystavien kanssa
14. Juo "pohjanmaan kautta"

15. Tuurijuoppottelua ( yli 2 paivaa humalassa)

16. Kayttaa itseluotuja saantdja juomisen rajoittamiseksi
17. Pidatyksia alkoholinkayttéon liittyen ( ei rattijuoppous)
18. Vain lyhyita aikoja ei- juomiseen liittyvissa toiminnoissa
19. Juomisen rajoittamisia perheen/ystavien/laakarin taholta
20. Vahentaa tarkeita toimintoja saadakseen juoda

21. Tapaturmia humalassa

22. Aamujuopotteiua

1. Humalassa tappeluja

2. Juomista / humalassaoloa vaarallisissa tilanteissa 44 elamantapahtumaa, jotka

3. Lyd muita humalapaissaan ilman tappelua tapahtuvat seka miehilla etta

g- Xﬁ:ﬂe'_ee huma'ag(a'_ssaé"" . — naisilla samassa jarjestyksessa.
f aa juomaan aikoina, jolloin ei ollut tarkoitus .

6 M.A. Schuckit et al, 1995

7

8

9.

M.A. Schuckit et al, 1995, The time course of development of alcohol-related problems in men and women
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Alkoholin kayttoon liittyvia elamantapahtumia alkoholistin uralia (jatkuu)

23. Pakottava halu saada alkoholia, kun ei pysty juomaan
24. Juomisesta johtuvia liikenneonnettomuuksia
25. Kyvyttdmyys muuttaa juomiskayttaytymistaan
26. Lyd humalassa perheenjasenta
27. Haluaa lopettaa tai vahentaa yli 3 kertaa
28. Tuntee syyllisyytta juomisesta
29. Juomisesta johtuen psykologisen kunnon heikkeneminen
30. Pitaa itseaan suurkuluttajana
31. Ju_orrn'i-sesta thtuvia ongelmia rakk?ussq_htt_a_e._ssa keskimaarin 7 vuotta on
32. Yrittaa, muttei pysty lopettamaan/vahentamaan -
33. Rattijuopumuspidatys ollut alkoholiongelma
34. Vieroitusoireita juomisesta pidattayvtyessa rattijuopumuksen tapahduttua
35. 1. kuiva kausi yli 3kk:tta
36. Alkoholivieroitusoireyhtyma ( yli 2 oiretta)
37. Juomisen jatkamista huolimatta siita, etia tietaa
sen terveydelle haitalliseksi ja vaaralliseksi
38. Terveydenhuollon ammattilaisen aloittama hoitoyritys
39. Juoppohulluuskohtaus/ harhoja juomisen lopettamisesta ( 3-4.pv)
40. 2. kuiva kausi yli 3 kk
41. Juomisesta johtuen maksaongelmia/haavaumia vatsassa/haimatulehdus
42. 3. kuiva kausi yli 3kk
43. Juomisesta pidattaytymista seuraa kouristukset
44. 4. kuiva kausi yli 3kk.
M.A. Schuckit et al, 1995, The time course of development of alcohol-reiated problems in men and women
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Paihdeongelmaisen elimistdéssa tapahtuvat muutokset :

Vierotusoireet alkavat : Ajattelutoiminta ja

paansarky, hamaratila, $ GABA opioidpeptides oppiminen ovat heikentyneet
pahoinvointi, oksentelu, ds ar;line '
lihasheikkous ja —kivut, P

Stressi,

vapina, sydamen tykytys, 4 } CRF unettomuus,
hengityksen kiihtyminen, artymys, sietamattomat
hikoilu, masennus, tunteet, vuorovaikutus-

7 L g

Allostatic Points Tuska, ahdistus,

pelkotilat,
Mood kouristukset,
/ harhaisuus
Homeostatic - - - NA_____ = REANTY:T
Point b . opioid peptides,
Ainakin 20 eri laéketta voisi / Gopanina

tarjota oireiden hoitoon b
- lisaa kehitetadn koko ajan  Allostatc State 11 crF

George F. Koob et al, Neurobiological mechanisms in the transition from drug use m NPY
to drug dependence Neuroscience and Biobehavioral Reviews 27 (2004) 739-749
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Psykiatrinen tutkimus :

Mita kysytaan elamanvaiheista?

Lapsuus

— suhde vanhempiin

— suhde sisaruksiin

— erot, menetykset

— persoonallisuuspiirteet
lapsena

— psyykkiset oireet lapsena.

Nuoruus

— kehittyminen

— vanhemmista irrottautuminen
— puberteettikehitys

— seksuaalinen heraaminen

— toverisuhteet, seurustelu.

Aikuisuus

— koulutus, tyo, ammatti

— taloudellinen tila

— seurustelu, parisuhteet,

perhe

— tyytyvaisyys, pettymykset
— tulevaisuudenodotukset,
23toeet.

Anamneesin paakohdat

Pasoireet.
Sairauden kulku.

Sairauden alku ja elamanmuu-
Tokset.

Sairauden vaikutus elamaan.
Sairaus ja ihmissuhteet.
Oma nakemys sairaudesta.
Aiempi hoito.

Taulukko 2.3. Kliininen psykiatrinen tutki-
mus.

Ulkonako ja olemus.

Asenteet tutkimusta ja hoitoa kohtaan.
Motoriikka ja eleet.

Mieliala ja tunnereaktiot.
Ajatustoiminta ja puhe.

Aistitoiminnot.

Orientoituminen.

Muisti.

Yleistiedot.

Laskutaito

Luku- ja Kirjoituskyky.
Visuospatiaalinen hahmottaminen.
Keskittymiskyky.

Kyky abstraktiseen ajatteluun.
Arvostelukyky, sairaudentunne ja hoito-

molivaatio.

Somaattinen perustutkimus.
Neurologinen perustutkimus.
Alustava diagnostinen arvio.

Alustava hoitosuunnitelma ja hoidon
vyl juhz katoiftaminen. 22



Paihdeongelmaisten neuropsykologinen tutkimus ( alkoi 1999 )

1. TOIMINNAN OHJAUS

(EKSEKUTIHVISET TOIMINNAT) 4.PSYKOMOTORIIKKA
- aloitteellisuus - kasien hermotusnopeus ja sarjalliset liikkeet

- tarkkaavaisuus ja keskittyminen - nopeaa ja tarkkaa kaden ja silmén yhteistyota

- toimintojen suunnittelu ja kontrolli vaativaa toimintaa
seka toimintojen joustava eteneminen

6. PAATTELY
- kielellinen ja visuolooginen paattelykyky
tunnetuimmalla alykkyystestilla arvioituna

2. KIELELLISET PERUSTOIMINNOT ( WAIS-R; 7-8 osatehtavaa/12)

- puheen ymmartaminen ja tuottaminen
- lukeminen,kirjoittaminen,
peruslaskutoimitukset

5. MUISTITOIMINNOT
- orientaatio

- tydmuisti

- vanhan muistiaineksen mieleen palauttaminen
- seka kielellisen etté visuaalisen uuden muisti-
aineksen mieleen painaminen ja viivastetty
mieleen palautus

3. VISUOSPATIAALISET TOIMINNOT

- spatiaalinen orientaatio eli kyky hahmottaa
etaisyyksid, suuntia ja syvyyssuhteita

- visuokonstruktiivinen toiminta eli kyky
hahmottaa ja koota osista kokonaisuus

7. PSYKOGEENISET OIREET
- masennus
- selvasti poikkeavat ajatussisallot

23.10.2024 vl juha kemppinen Hannu Nyrkkd / Juha Kemppinen 2.11.2000



Miten paa toimii ? 2-dg-potilaan pysyva kognitiivinen hairio

wm-nmummwwom(scu n=27), pSychotic
n=28)., nonpychotic depression (D-, n=29), bipolar | disorder (Bi, Nn=13), mwmtm

40) whose performance is set to zero.
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Miten paa toimii ? 2-dg-potilaan tietojenkasittelyongelmat :

FESLIKFE 1. &tt=nticn. Memory, and Exesecutive Funceissn o of Soolao-
le=c=nts With Schizophrenia, S&dolessc=nts With Attenticn Cef-

i—it Hypesractivwity Disoardeaer §ACCHD), and Mormnmal Caormipearisan
Sololaescsnts

1
Fdormmal =200
Schizophrenia (P=15)

—aille—  SOHI =200

1300r

“Thse schizmsphranic group paerformsasd significanty worss than thas
eSSl gQicup (0 05, paoist s Schisffs ===t

EThse schizmphraenic group performsad =siignificanty worss than thas
S OHD group (p=—0. 05, o=t hies Scheirfse tae=st.

= Th= A0OHDO coproup p=rformesd =egnifica by weor == than ths reermal

2P [ Pp=0.05, post boc Schalfhedssskln, 25



Vankilassa 80% tarkkaavaisuushairioisia inmisia

ADHD 1ll: Disturbances of Vigilance (Wakefulness) 517

tal lobule improves (enhancement of vigilance) in Other Prominent Causes of
responsoe to stimulant medication (Malone ot al. Disturbed Vigilance
1994), thus restoring the positive influence of that

brain arca on surrounding paricrtal cortical arcas Sccondary causcs of hypovigilance arec nmnumeoerous
(Aanterior prestriate cortex, supramarginal gyrus, (sce Table 21—-1). Frequently, the individual with
and superior pariectal lobule) (Figure 21-6). PDV does not presoent to a physician until some

Learning
disability
2 3

Figure Z21-8. Distribution of diagnoscs for 100 children (73 boys, 27 girls) consccutively referred to the ourpaticont
Poediatric Behavioral Noeurology Program at thoe Children’s Meoedical Coenter of Dallas (only 99 children are represoentod
boecause 1 child with affective illness, primary disordor of vigilance., and learming disability did not fulfill criteria for
attention-deficit hyvpo Oorcder [ADIIID ). The mean age of the group was 103 years (range — S yvears., S months
to 18 years. 9 months). Racial distribution of the population was 93 white. 6 black, and 1 Oriental. and all subjoects weore
of ar least middle-class sociocconomic status. A large number of thoe children had more than one spoc
(comorbidity of discasc). All ADIID (irnzrnzer céircle) could be explained by onc or more of the specific enrtities of affective
disorder. primary disordoer of vigilance. and lecarmming disability

Sozerce. Roeprinted from \YLII‘\"L‘I'Q._ WA, Brumback RA: “The Myth of Atteontion Deoficit—Hypeoeractivity Disordor: Symptoms

|{2&l10'2’92‘4()n‘1 Multiple Causces.” Jozerrrcdl of Child \VJ'yuh@kemppme-n' 45, 1992 liscd with poermission.
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2. visuaalinen muisti

3. tarkkaavaisuus

4. oppimisen hidastuminen



Standardipisteet
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29v imatralainen narkomaani
- kaikki paihteet

- 15v 1 vuoden imppaus

- useat hoitolaitokset

g - vankila x 3
£
=
5 *Aloite- ja keskittymiskyky |
S * Prosessoinnin jahmeytta
» * Toimintojen suunnittelu l
19  * Masennus
* 1992 el muistia tutkittu
* kognitiivinen suorituskyky l
mennyt heikommaksi
* selkeitda toiminnan ohjauksen
hairigita
Summa AO
10 Kielellinen koe 37 73
Suoritusosa 35 78

WAIS-R (9/11), 5/1992 =— - =

Summa AO
Kielellinen koe 24 62
Suoritusosa 24 66
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PAIHDEONGEL MAISEN PAATOKSENTEON OHJAUS :

A. JOUSTAVUUS: B. AIKAPAINEEN SIETO :
- muuttaa toimintatapaa tarvittaessa - pitkajanteisyys
- el juutu virheeseen - Jatkaa pakkotahtisessa tilanteessa

- suojaa paatehtavaa virhereaktioilta

C. YLLYKKEIDEN D. VIRHEIDEN KONTROLLOINTI:
KONTROLLOINTI : -huomaa omat virheet, pyrkii korjaa-
- tehtava voittaa mieleen juolahdukset maan

23.10.2024 yljuha kemprink@agol Palautteeseen 30



Miten paihdepotilaan paa toimii ? Tyémuisti- ja toiminnanohjausongelmia

Vaikutus arkielaméan selviytymiseen :
Toiminnan ohjauksen hairiot :
_ TyOmuistihairiot :
=>»selva yhteys sairauden tunnon

puutteeseen =>»kadottaa tietoisuuden ja huomiokyvyn
T olennaiseen
2yhteys arkielaman = epaonnistuu paamaarahakuisessa
toimintojen vaikeutumiseen toiminnassa
S vaikeuttaa erilaisista hoito- ja >vaikeus seurata keskustelua
kuntoutusohjelmista selviytymista >sosiaalinen vetaytyminen
=>»sosiaalisten suhteiden yllapitamisen

vaikeus
=>tydssa pysymisen vaikeutuminen
=» itsenaisen elaman vaikeutuminen

HUOM ! Ei selity heikentyneelld motivaa-
tiolla eika laiskuudella eikd moraalisella
selkarangattomuudella

e yl juha kemppinen 31,



Assessment of motor and process skills (AMPS):
= Toimintaterapeuttinen testi, jonka avulla arvioidaan asiakkaan kykya

hyotya kuntoutuksesta
2-dg- potilaiden ( n=16) keskiarvot 4/04

Kroonisen sekakayttajan ero 2-dg-pt:sta =——

memmes - Krooninen sekakayttaja noin 40v mies

ASSESSMENT OF MOTOR AND PROCESS SKILLS
GRAPHIC REPORT

AMPS SCORING FORM
ot Voimakestavyys More able ADL MOTOR ] y DL PROC
LY, Ml > 1, asiakas hyotyy
a—— e kuntoutuksesta, joka
gl o 8 - — 417 painottuu uusien tapojen
- ””:m: kehittdmiseen ja taitojen
R B W opetteluun
e e s o i TS e e T Tietojenkasittely Normaali
prcssanass O = S ! vaihteluvali e
o ronsser 1 13 4 = — +3 astetta cutoff
e oA N AR — ) ‘\ arvosta
e i AN
e Ajan jasentaminen
s — < 1, asiakas hyotyy
——m " kuntoutuksesta, joka keskittyy
- Tila ja kohteet < ympariston muokkaamiseen ja
Aligns 429 SearchesiLocates 4 3 2 1 . d L. N ) i
W — i ), lahiympariston ohjaamiseen
Walks 432 \ Restores 4321 '; Less ab[e Less able
Reaches 4321 ) Nevigaias I
— / The ADL motor and ADL process measures are plotted in relation to th: AMPS scalef (/:\tgoLffs. :Aea:ures beloth:ese
1 i 4321 cutoffs indicate that re problems im| e quality or effectiveness of task performance. The
Koordinaatio Notices/Responds A[;Lfiotgr ar:d :lDtL'zforsev;: ;:agzlres a::ar(epo?t‘:??: lt:g-gd: g’r/ogabimy unei!tse(logits) of ADL apbilixy.
Manipulates : : : ‘l \ Adjusts 4321 Client: DATE MOTOR PROCESS
\ P _— . _Theraplsl:
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ICD- 9 Yleiset Ladketieteelliset tilat:

Infektiot ja loistaudit

Kasvannaiset

Endokriiniset, ravitsemukselliset, metaboliset
jaimmuniteettihairiot

Raskaus -, synnytys - ja lapsivuodekomplikaatiot Katatonia, Persoonallisuuden muutos, somaattisesta

Syr.1.ny"n"n§|.set anomaliat , tilasta johtuva psykiatrinen sairaus ,
Epamaaraiset olosuhteet, vammat ja myrkytykset Akseli | :

Verisairaudet Lapsuus- ja nuorisopsykiatri-
Aistin- ja keskushermostosairaudet set hairiot
Verenkertoelimistdn sairaudet Skitsofrenia ja muut psykoosit
Hengityselinsairaudet Mielialahairiot
Ruuansulatuskanavan sairaudet Ahdistuneisuushairiot
Virtsateiden sairaudet Itseaiheutetut hairiot

Iho- ja ihonalaiskudoksen sairaudet Dissosiaatiohairiot

Tuki- ja liikuntaelinsairaudet Seksuaaliset ja sukupuoli-
identiteettihairiot
Syomishairiot

Unihairiot
Impulssikontrollih&iriot
Sopeutumishairiot

Paihteisiin liittymattémat amnestiset oireyhtymat,
Delirium, Dementia, Ladketieteellisiin

tiloihin vaikuttavat psykologiset tekijat,
Laaketieteellisesta tilasta johtuvat psykiatriset
tilat:

Laake-
tieteellinen

Paihteet

Paihteiden laukaisemat tilat :
Amnestinen oireyhtyma
Delirium

Dementia Akseli I . .
Persoonallisuushairiot

Paihteisiin liittyvat tai laukaisevat Paihdetaudit : Kehitysvammaisuus

laaketieteelliset tilat: Intoksikaatio V koodi tilat

Rytmihairiot Riippuvuus Paihteiden laukaisemat

Verenkuvamuutokset tilat:

Kardiomyopatiat Alkoholi, Amfetamiini, Psykoottiset hairiot

Ruokatorvikohjut Kahvi, Kannabis, Kokaiini, Mielialahairiot

Gastriitti Hallusinogeenit, Imppaus, Ahdistushairiot

Hepatiitti Tupakka, Opiaatit, PCP, Seksuaalitoiminnan hairiot

Haimatulehdus Rauhoittavat, Unildakeet, Unihairiot

Myopatiat, neuropatiat jne Designhuumeet ... NAS

23.10.2024 ) yl juha kemppinen 33
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Paihdevalistuksen

tehosta ei nayttoa

TURKU. Piaihdevalistukseen
kiytettivit yhteiskunnan rahat
saattavat tuoreen tutkimuksen
mukaan menna hukkaan.

Valtiotieteiden maisteri, toi-
mittaja Kari Hippi sanoo Tu-
run yliopistossa valmistunees-
sa lisensiaattitutkimuksessaan,
ettid Suomessa toteutetaan lu-
kuisia ns. piaihdevalistuspro-
jekteja, mutta niiden vaikutta-
vuudesta ei ole saatu nayttoa.

Hipin tutkimuksen otoksena
oli Raha-automaattiyhdistyk-
sen sek3 sosiaali- ja terveys-
ministerion 1998 rahoittamat
projektisuunnitelmat.

Tutkimuksessa oli 35 suun-
nitelmaa, ja nithin myoénnet-
tiin rahaa noin wviisi miljoonaa
markkaa.

Se on vain pieni osa vuosit-
taisista kampanjoista, joten
niihin kiytetian arviolta kym-
menia miljoonia.

Suunnitelmien laatua tutkit-
tdin Euroopan huumeseuranta-
keskuksen huumevalistuspro-
jektien ohjeiston mukaan.

Kun tutkitut 35 suunnitel-
maa pisteytettiin ohjeiston
mukaan, 10 projektisuunnitel-
maa sai arvosanan valttava tai
hyvin vilttivi, muut vielakin

huonomman.
M 2307

23.10.2024

Paihdevalistuksella ei nayta
olevan tehoa eika vaikuttavuutta,
mita pitaisi tehda ?

Miten vaikutetaan koko kunnan
Ihmisten arvoihin ja asenteisiin?

Primaarinen

INFOA ei kayta i
o preventio
riskiton Ktiivi
PUHEEKSI- - proa “tu_vmen
OTTO - reaktiivinen
asenteet
PUUTTU- Sekundaarinen
MINEN haitallinen eihnktilrsé i
HOITOON- kaytto Vo
OHJAUS e
\Qiartltr']'- Tertiaarinen
HOITO Y2~ ehkaisy
- hoito
- kuntoutus
KUNTOUTUS

yl juha kemppinen

Juha Kemppinen ym, 2001



Kaksoisdiagnoosipotilas-kirjallisuus

2003

Dual Diagnosis Recovery

Integrated Ireatment
for Dual Disorders
A GUIDE TO
EFFECTIVE
PRACTICE Taking Your
Medications
Staying Clean Participating In
And A Dual Diagnosis
Sober Specialty Program

Fig. 1. Three-legged stool model of dual diagnosis recovery,

% HIAT)MUESER  DOUGLAS L. NOORDSY ROBERT E. DRAKE LINDY FOX SllslsIlatly »



Kaksoisdiagnoosioireita:

eKayttaa paihteita vaaroista ja haitoista huolimatta
*Muutoksia kayttaytymisessa ja persoonallisuudessa
Jatkuvasti osallistuu vaaralliseen kayttaytymiseen
*Syrjayttaa itsensa muista, jopa lahimmaisista
Jatkaa paihteiden kayttoa niiden aiheuttamista
ongelmista huolimatta

*Sekava ajattelu

*Vaatii, himoaa paihteita pystyakseen toimimaan
*Kykenemattomyys kontrolloida paihteiden kayttoa
*Mielialan muutokset

*Psykoottinen oireilu

23.10.2024 yl juha kemppinen 36



Paihteiden aiheuttamia hairioita

Paihtymys
Vieroitusoireet
Psykoottiset oireet
Bipolaaritaudin oireet
Mielialaoireet

Ahdistusoireet
Unihairiot
Delirium

Neurokognitiiviset
ongelmat

Seksuaaliset
toimintahairiot



Paihdeperheiden jasenten ilmoittamia
emootioita ( Daley DC et al, 2002)

Ahdistuneisuus 58 %
Turhautuminen 58 %
Huolestuminen 56 %
Taakan tunne 55 %
Depressio 48 %
Murhe 48 %
Viha 42 %
Hapea 21 %
Syvllisyys 18 %



2-diagnoosipotilaiden hoidon periaatteet suomeksikin ?

CHAPTER 1

Dual Diagrnosis —

an Overview:

Factor Fiction?
2-dg-potilaista
ei ole oikein
kirjallisuutta
suomeksi

23.10.2024

Table 1.2 Principles ol treatment of substance misuse in mentally ill patients.

ASSERTIVENESS

CLOSE MONITORING

INTEGRATION

COMPREHENSIVENESS

STABLE LIVING ENVIRONMENT

FLEXIBILITY AND

SPECIALISATION

STAGES OF TREATMENT

LONGITUDINAL PERSPECTIVE

OPTIMISM

Outrcach in the community
Practical assistance with basic needs
Working with lamily members

Intensive supervision
Voluntary and at times involuntary

[ntegrated treatment programmes in which the
same clinician provides Mental Health and
Substance Abuse in same setting

Addresses living skills, relationships, vocational and
interpersonal skills in addition to ¢linical
treatments

Access 1o housing, support and companionship in
the community

Successful administrators and clinicians modily
previous beliels, learn new skills and try new
approaches empirically

Treatment proceeds in stages:
cngagement, persuasion, active treatment and
relapse prevention

Recognises substance misuse and mental illness are
chronic relapsing conditions and treatment

occurs over years rather than episodically or
during crisis

Encourages hope and counters demoralisation
among patients, family and clinicians

; |
Based on Drakeeral. (1 99%

)juha kemppinen 39



Mike Flanagan: The Challenge of Shared
Care

Royal College of Psychiatrist 2000: integroitu hoito
kaksoisdiagnoosipotilaiden komorbideille ongelmille.

USA: yksittainen, ultraspesialistisoitunut
kaksoisdiagnoositeam ( Drake et al, 1998)

integroitujen hoitojen naytonaste ? ei ole yhta ohjelmaa, joka
olisi toista parempi

UK —psykiatrit haluttomia hoitamaan paihdeongelmia: 1.
rooliriittamattomyys ( ei taidot riita), 2. roolilegitimiteetti ( ei
kuulu mulle) ja 3. roolituki ( <50% 5v aikana saanut
paihdekoulutusta)

Kuitenkin viimeisen kuukauden aikana UK-psykiatri on
diagnosoinut ainakin 1 uuden alkoholistin(61%) ja
huumeriippuvaisen (55%)



Mike Flanagan: The Challenge of Shared
Care

Drake et al (1993) yhdeksan vakavasti mielenterveys-
ongelmaisten paihdeongelmien hoidon periaatetta:

. Vakuuttava peittavyys (outreach)

. Tarkka seuranta

. Integroitu tai yhteinen jaettu hoito
. Kattavuus

. Stabiilit elaman olosuhteet

. Joustavuus

. Vaihe-viisas hoito

. Pitkittaisperspektiivi

. Optimismi

O 00O N OO U1 B WIN B



Mike Flanagan: The Challenge of Shared
Care

Drake et al (1993) yhdeksan vakavasti mielenterveys-
ongelmaisten paihdeongelmien hoidon periaatetta:

tietoisuus siita etteivat vakavasti mielenterveysongelmaiset
paihteita kayttavat potilaat tunnista paihdeongelmia
itsessdan, eivatka etsi apua ongelmiinsa.

he eivat saa hyvaa hoitovastetta perinteisista hoitomalleista,
jotka painottavat muutosmotivaatiota ja hoidossa pysymista.

=>» vhteisten hoitoponnistusten menestyksen avain on
tehokas yhteistyo, kommunikaatio ja jaettu yhteinen nakemys



S CHAPTER 14
Model o f Service
GP’s e = = e
> Provision
Acute Hospital
i ~ Medicine Hep

B&C, HIV, ST
Gastroenterology

Men tal Health — -] Maternity &
General Child
psychiatry

Forensic services
ocml Services/
Vol sector

Detox bcds/\
community /

Prison

Dual Diagnosis Service
eerv:ces

Drugs, Alcohol,
Mental health

Education
Policy
Patient Care

G. Hussein Rassool

Probation/ . .
1 D
g(l)';:n,ding IagnOSIS

Substance Misuse and Psychiatric Disorders

Rehab
Drug &

\Alcohol

Drug
services
Voluntary or
statutory
22multiple
providers

Alcohol services

Voluntary or statutory
?multiple providers

\;_\‘\ -//

b

Blackwell
Scieace

Fig. 14.1 Map ol service connections in principle. © ALL-2001
23.10.2024 yl juha kemppinen




Hoitajaroolien vertailua : psykiatrinen — paihde — 2-diagnoosi

Table 8.1 Comparison of nursing roles

Psychiatric nursing Addiction nursing Dual diagnosis nursing

Assessment Concerned primarily with Concerned primarily with Concerned with substance misusce in

mental health presentation illicit drug use the presenting mental health

e Presenting factors history e Drug/s ol choice * Drug/s of choice currently used,
of presenting factors e Amountand frequency including psychotropic
e Treatment compliance e Risks around substance medications

» Amountand frequency of
substance misuse

e Section ol mental health misuse
act including specialist e Risk related o
assessments such as

behaviours to support e History of substance misuse in

forensic and cating substance misuse relation 1o occurrence of

disorders e Level ol insight into psychiatric symptoms
e Risk toselfand others substance use and e Risks related to the use of drugs
e Levelofinsightinto

mental health * Maotivations to change

effects of use and alcohol, including the

implication for harm to sell or
e Current mood e Relapse prevention others and risk behaviours
« Current behaviour related 1o obtaining drugs or

e Use ol psvchotropic alcohol

medications e Level ofinsight to both mental
e Usec of drugs and alcohol health and substance misuse
e Brielintervention e Current mood
* Motivational e Current behaviour
interviewing * Motivation for change

Medication

Concerned with
psychotropic medications
e Effects

e Side-ellects

Overdose

Concerned with illicit and

licit substances, including

prescription medications

s Elfects of drugs and
alcohol

Concerned with psvchotropic and

prescribed medications

e Effects of illicit substances and

prescribed medications

Actions and interactions of

e Acrions and interactions e Side-cffects of drugs and prescribed and non-prescribed

e Supervised consumption alcohol medications

e Administration of depot  Withdrawal effects of » Side-cffecis of both substances

medications drugs and alcohol ol abuse and prescribed

* Medication compliance e Overdose and medications

accidental overdose e Overdosc and accidental overdose

23.10.2024 ) ) yl juha kemppinen 44
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Table 8.1 (Continized)

Health
checks

23.10.2024

Psychiatric nursing

Addiction nursing

Weight

Height

Urine testing for basic
analysis

Sleep patterns
Dictary intake
Hygiene patterns

Supervised
consumption of
methadone
Administration ol
detoxification
medications
Additional substance
misuse during
substitute prescribing

Substance misuse either
by urine testing or via
breathalyser
Injecting sites for
damage
Hepatitis and HIV
testing can be offered
Requests for full blood
counts/liver function
tests and confirmation
of substance misuse

yl juha kemppinen

Dual diagnosis nursing

Administration of medication lor
detoxification

Supervised consumption of
methadone

Medication compliance,
including additional substance
use during substitute prescribing

Weight

Height

Urine testing [or basic analysis
and substance misuse

Breath testing for alcohol use
Hygiene at initial presentation
Injection sites for damage
Dietary intake

Requests for full blood counts/
liver function tests and
confirmation of substance misuse

G. Hussein Rassool,2002, Dual Diagnosis — Substance Misuse and Psychiatric Disorders



Nursing
care offered

psykiatrinen

Risk assessments for
harm to self and others
Ongoing mental health
assessmerits

Active role in the
Community Programme
Approach

Key worker
responsibility for out-
patients

Administration of
medications including
depot medications
Individual counselling/
individual support/group
work

Work on insight into
mental health and
development ol
strategies related to
activities of daily living
Support of relatives/
pariners and other
family members
Development of
structured programmes
and care plans enhancing
mental health

Simple wound dressings

paihde

Supervision of
methadone
consumption and
where applicable on
site injecting clinics
Harm minimisation of
substance use
Counselling specific to
the use and reduction
ol drugs and alcohol
Supervision of home
detoxification
programimes
Administration of
methadone
prescriptions
Community care
funding assessments
forinpatient
[reatment

Simple wound
dressings
Individual/group
counselling

2-diagnoosi

Risk assessments for harm to sell
and others

Supervision ol medications
including methadone and
psychotropic prescriptions
individuals supported counselling
Outreach work to enhance
engagement within local services
Harm minimisation for substance
misuse and harm to sell or others
Counselling specific to mental
health and substance misuse
Supervision ol outpatient
detoxification lor substance
misuse

Administration of methadone
prescriptions

Adjunctive role in Community
Programme Approach/
Community Care lunding
AssessIments

Development of care plans to
optimise patient care

Simple wound dressings

These are comp
624

23.10.2

arisons of roles and not exhaustive lists.

yl juha kemppinen
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Ammatillinen paihdeongelman mahdollistaminen_

R

10.

11.

12,

13.

Do you sometimes avoid raising sensitive issues
related to drinking because it might offend your

patient or make him or her angry or feel bad? _2)
Do you generally treat the heavy-drinking person’s
problems without focusing most of the treatment on
the drinking behavior? {5
Do yvou avoid confronting vour heavy-drinking patient
when there is good evidence that he or she has
misinformed yvou about his or her drinking? (2)
Do vou generally suggest to your alcoholic patients )
that they cut down on their drinking? _ (3>
Do yvou believe what yvour heavy-drinking patient tells
you about his or her drinking without using other sources
such as a spouse, emplover, screening test, blood alcohol
test, or other laboratory test? _5)
Do yvou gienerally prescribe a sedative or minor
tranquilizer for the nervous conditions or sleep

(5

o

problems of yvour alcoholic patients?

Do you refer most of vour alcoholic patients to attend
Alcoholics Anonymous meetings regulariy?

Do you refer many of your aldcoholic patients to an

alcoholism therapy group?

Do you prescribe disulfiram (Antabuse) to many of

(5)
_(3)

(3)

yvour alcoholic patients?

When yvour alcoholic patient has a minor crisis
requiring hospitalization, do you routinely hospitalize
him or her in a community hospital general ward?
Do yvou refer most of the spouses of family members
of your alcoholic patients to attend Al-Anon meetings
regularly?

Do you subscribe to the theory that most alcoholics
have an underlying psychological disorder that is the
major cause of the alcoholism?

Do you believe that most alcoholics will not respond
positively to treatment for their alcoholismm™

(5>

(5)

(5)

Note: Numbers in parentheses are the scores recommmended for the correspon-
ding responses. A score of O to 3 points indicates a probable non-enabler, 4 to 6
points may indicate a possible enabler, and 7 points or more indicates a probable
enabler

239 e 17.5. Professional EnidBilellBitcening Test.
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Chronic infection with hepatitis & wirus (HCW) is associated wwith sig-
nificant mMmorbidity and all-cause mortality. Recent adwvances in treat-
ment hawve made the disease curable for all patient groups, including
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Hepatitis C Strategy for 201 7-2001%. 201 58 and national recommenda-
ticon on the cascade of care 2 determined that all persons showuld be
tested and treated regardles=s of their dnog user status.

Finland has a wvery low population density of 3% people per sguare
miile {15 people per square kilometer), which ranks 1 71st in the world

[ Read full-text |
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patients to treatment. the relevant individuals must be first linked amnd
attached to care.

Finland's Hepatitis C Strategy has estimmated that thers are mors
than 30 OO0 persons infected with HOW living in Finland as of 201%
(Finland's Hepatitis < Strategy for 2017-201%, available online). By
the end of Z2018, 31 847 HCOW-antigen-positive cases had been
entered into Finland's National Infectious Dissases Register since the
establishhment of the register in 19%2 [(Infectious Diseases Regisber,
accessaed April 20200 In Finland., arcound 1150 persons are infected
each wvear., and the disease burden is slowlhy increasineg becauss the
amount of treatment given has fallen behind the number of persons
requirimng treatment.? In a recent meta-analysis by Fraser et al, @ it was
suggested that the rate of treatment should be increased 200 times im
Finland to redwce HCW prevalence to Z30% by 2032300 In a global reviews
by Razawi et al? it was concluded that 0% of high-income countries
are not on track to meset HCY elimination targets by 2030, and &796
are off track by at keast 20 years. Immediate action to improwe HCOW
scresning and treatment globalby was suggested to make HCW elimi-
nation attainakble.

Dirug use has previoushy prewvented the prowvision of treatmment
im 2018, A national strategy |

madium, prowided the ori
& 2020 The Auathors. Health Science Reports published by Wiley Periodicals LILC

plans and programs. South Karelia (population: 130 O0O0O) is region
located by the Russian border, with the highest reported incidence for
HOW im Finland (Infecticous Driseases Register, accessed April 202000

This paper reviews the real-life outcome of the Sowth Karelia
Linkage to Care program. which combined data from the tNational
Infectious Diseases Register and social registries to identify living
HCW -antigen-positive persons still residineg in the region. These per-
sons werse tracked dowen, contacited. and finally motivated for besting
o ddentify indiwiduals with chronic HCW and prowvide them with a
treatment plan. In addition. the persons' data wers entered into an
slectronic regional Hepatitis < register. and the experience gained in
the program was used to create a regional cascade of care, in harmony
wwith the global WWwWHO goals.

b= | SUBJECTS ANMND METHODS
2.1 |

Linking patients to care

This retrospective real-wvworld register analysis was approwed by the

committese of the Sowutherm Karelia Central Hospital, dec on number

nal work is properly cited. the use is non-commercial and no modificastions or adaptations are made.
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

D-

| HCV-vasta-ainetutkimus™ l...... Vasta-ainenegatiivinen™
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Kokeet: HBVPAK, HCVAb, HIVAgAb ‘
[ Hcv-nuldecnlsuppanarnys | REPRRE nisti parantun
| Positiivinen testitulos |
Hoitea edeltivzit tutkimukset
(Kappaie 6)
(Ei erikoissairaanhoidon tarvetta | Erikoissairaanhoidon tarve
“°“°°"s soveltumaton ... (Arvio hoitoon soveltuvuudesta ) Erikoissairaanhoito
£ Hoitomy-i‘mteinen D ;
HOITOPAIKKA §
Terveyskeskus .
Ol e g
s - Hoctt‘:reklst‘e:l/;)
(Terveysneuvontapiste) e

= Henkilodle, joilla on tosstuva tartunnan mahdolksuus suosiellaan C-hepatatin testausta kuuden kuukauden valesn

Jos henkild on hakeutunut testen ennen kuin tartunnan mahdoiksuudesta on kulunut kuusi kuukautta sucsiteliaan vusintatestausta
kuuden kuukauden kuluttua tartuntanskista

Kuva 1. C-hepatiitin hoitopolku.

THL, 2019
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Taulukko 1. C-hepatiitin hoitopolku — maksasairauden hoidosta infektion hoitoon.

= vangit

Tietoisuuden = vaestd * koulutustilaisuudet
lisdaminen = nuoret + tietoiskut
C-hepatiitista = riskiryhmat » sosiaalinen media
= lerveydenhuollon ammattilaiset, + verkkokoulutus
terveydenhuollon ja maakuntien
paattajat
Ennaltaehkdisy = pistamalla huumeita kayttavat « korvaushoidon laajentaminen

terveysneuvontapisteiden toiminnan

tehostaminen ja laajentaminen seka
testauksen tehostaminen
hoidaon lisdaminen

Seulonnan ja
diagnostiikan
tehostaminen

= pistamalla huumeita kayttavat tai
kayttanest

= vangit

= miehet joilla on seksia miesten
kanssa

Riskinarvioon perustuen

* vaestd

= raskaana olevat

= verituotteille altistunset

= maahanmuuttajat maista, joissa
C-hepatiitin esiintyvyys on 2 2 %

hepatiitti C viruksen vasta-aineet ja
nukleiinihapon mé&aritys Kroonisen in-
fektion toteamiseksi kaikilta C-hepa-
tiittivasta-ainepositiivisilta

23.10.2024
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Hoidon
tehostaminen

- Kaikki alemmin hoitamattomat
C-hepatiittinukleiinihappopositiivi-
sel, jotka haluavat hoidon ja kyke-
nevat viemaan sen 13pi ja joilla el
ole hoidon vasta-aiheita

C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

* Hoito toteutetaan viiveetts 1ahells po-
tilasta ensisijaisesti yksiktssa, jossa
infektio on todettu

Erikoissairaanhoitoon ohjataan
+ potilaat, joilla on
- edennyt maksasairaus (APRI >1)

- merkittava maksanulkoinen ilmen-
tymad, kuten munuaisen vajaatoi-
minta

- hepatiitti B- tai hiv-infektio

« alle 18-vuotiaat kroonista C-hepatiittia
sairastavat

Hoidon seuranta

= Kaikki hoidetut

» C-hepatiittiviruksen nukleiinihapon
madritys 12 vilkkoa hoidon paattymi-
sesta hoitotuloksen selvittamiseksi

» C-hepatiittivirusnukleiinihappo-
positiiviseksi jdaneet ohjataan erikois-
sairaanhoidon arvioon

Hoidon jalkeinen
seuranta

= Kirroositasolle edennyt maksa-
vauro

» Ruokatorven suonikohjujen ja
maksasolusydvan seulonta

23.10.2024
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Taulukko 2. C-hepatiitin testauksen aiheet.

m Pistamalla huumeita kayttavat / kayttaneet

m  ‘Vangit

m Hiv-positiiviset henkilst

m HBsAg-tai HBcAb -positiiviset henkilit

m C-hepatiittipositiivisten seksiparinerit

m C-hepatiittipositiivisten Sitien lapset

[ Maahanrnuuﬂa}at* maista joissa C-hepatiitin esiintyvyys on = 2 % (13, 14) (wwwnc.cdc.gov)

B  Henkilat, joille on suoritettu kajoavia |aake- tai hammasliaaketieteellisia toimenpiteita olosuhteissa,
joissa hygieniasta ei ole huolehditiu asianmukaisesti

B Henkilst, joille on tehty tatuocinteja tai lavistyksia olosuhteissa, joissa hygieniasta ei ole huolehdittu
asianmukaisesti

B Riskinarvioon perustuen verituotteille altistunest

B Epaselvasta syysta koholla olevat maksa-arvot

*Dikeus kiireettdmasn C-hepatiittinoitoon on vain vakituisen kotipaikkaoikeuden omaavilla.
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Taulukko 3. Tutkimukset ennen C-hepatiittihoidon aloittamista.

B \iruksen genotyypin maaritys, S-HCVNhTYy, kaytettaessa genotyyppispesifista |aakitysta

B S-HBsAg, S-HIVAgAb

B B-PVK-T, P-Kreatiniini, Pt-GFReEPI

B P-ASAT, P-ALAT, P-GT, Pt-APRI

B Raskaustesti fertilli-ikaisille naisille

B Ylavatsan ultradéni maksan pesakemuutosten poissulkemiseksi, jos tutkittavalla epaillaan
kirroositasoista maksavauriota.

*Laboratoriotutkimusten nimet, Kuntaliiton tutkimuslyhenteet ja numerot litteessa 2.

THL, 2019
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Liite 2. Laboratoriotutkimusten Kuntaliiton tutkimuslyhenteet.

C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Hepatiitti C-virus, vasta-aineet S -HCVAD 3815
Hepatiitti C-virus, nukleiinihappo (kval) S-HCWVNRO 4314
Hepatiitti C-virus, nukleiinihappo (kvant) S-HCWVNh 1721
Hepatiitti C-virus, genotyypin maaritys S-HCWVNRTY 1859
Hl-virus, antigeeni ja vasta-aineet S-HiVAgAb 4814
Hepatiitti B-virus, s-antigeeni S-HBsAg 1605
Perusverenkuva B-PVKT 2472
Kreatiniini P-Krea 4600
Glomerulussuodosnopeus Pt-GFReEPI 21218
Aspartaattiaminotransferaasi P-ASAT 4591
Alaniiniaminotransferaasi P-ALAT 1024
Glutamyylitransferaasi P-GT 4597
ASATtrombosyytit -indeksi (APRI) Pt-AFPRI 21758

23.10.2024
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Taulukko 4. Laheteindikaatiot erikoissairaanhoitoon tai konsultaatioon.

II IOSIE III II

Kun epailladn edennyttd maksavauriota tai kirroosia: P-APRI =1

Kun on todettu munuaisten vajaatoiminta: GFR < 60 ml/min

Ko-infektoituneet henkilat: Hiv-HCV, HBV-HCV (HBsAg positiiviset)

Kun on todettu muu maksasairaus

Kun on todettu maksan pesakemuutos

kun aikaisempi hoito on epaonnistunut C-hepatiitinukleiininappopaositiivinen hoidon jalkeen
Konsultaatio ennen lahetetts

Kun on laakeinteraktioita kaytettavan yhdistelman kanssa

Alle 18 vuotiaat

23.10.2024 yl juha kemppinen
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C-hepatiitin hoitopolku : Maksasairauden hoidosta infektion eliminaatioon

Taulukko 5. Sairaala-apteekille toimitettavia C-hepatiitin hoitoon liittyvia tietoja:

Kotikunta (ei tarvita HUS-piirissa):

Paotilas:

Henkildtunnus:

Paivamaara, jolloin yksikkd tarvitsee HCV laskkeet:

Yksikkd:

Yhsikdn osoite:

Terveydenhoitaja/sairaanhoitaja:

FPuhelinnumero:

Kerroshuone tai muu tarkempi info:

Monesko [Sakkeiden toimituskerta: 1 fF 2 1 3

23.10.2024 yl juha kemppinen
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2-dg-potilaiden paihteidenkayton aloittamisika :

Ecstacy_ | | | .'Jo..l20,8
cossin | | | | 007
| | l | - 205
' | mr Tos
| | l | 1193
| | | o
| L | o
Bentsodiatsepiinit | | .l s | 117.2 ....

Kannabis_ | | | 115.5

Liuotimet | | | I 1412.....0

s | l 1116 .|

0 5 eeeadgeet 15 20 25

Kuva 1. Pithteiden kiyton keskimaérdinen aloitusika keskiarvoina. N=26.
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Keskustelun erilaiset tasot : M. Ronthy-Osterberg & S. Rosendahl

(suom. M.Kyrd): Keskustelu kehittaa,
1998, Juva: Tietosanoma
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Heikosti yksiloityneet ihmiset ovat

” totaalisen suhdeorientoituneita”:

- miellyttaa toisia

- yllapitaa suhdetoimintaa harmonisesti
- konflikteja valtetaan

- kyvyttomia muodostamaan henkil6-
kohtaisia uskomuksia = Luulen, etti...
Uskon etta...

Bowems scale of differentiation, 1976iuha kemppinen

Nalsenergiaa !

61



Bowen s scale of differentiation, 1976 teos DL Thombs,2006

0 25 40 50 60 75 100

: 60: saavuttaa mielipiteita
0-25: :
Affektit. rakkauden 19: saavutiaa Ja alyllista toimintaa, mutta

) herkkyytta toisten naluttomuus iakaa niits

Ja flyvaksynnan etsinta - suhteen. maulijde% hl;/l:jskjlfé;;en pelossa
hallitsevat. Affektit vha -
Oma-arvo tulee ulko- hallitseth. 75-100: vastaa rationaalisin
puolelta. periaattein, ei tarvetta puolustaa

50: alylliset periaatteet

oiitoksenteossa mielipiteitd, paamaarasuuntautunt

tehda paatoksia. Ei pysty sitoutumaan kykgnee ir_lt.i.i_meihin sfuhtei§iin,
Elad paiva kerrallaan. seuraa auktoriteetteja. hyvin yksiloitynyt primaari-
23.10.2024 yl juha kemppinen perheestaan. 62
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(Lyhennetty CAST) CAST-6

* Jones ja Pilat on kehittaneet lyhennetyn testin CAST:sta, ns. CAST-6 testin.

1. Oletko koskaan ajatellut etta toisella vanhemmallasi on alkoholiongelma ?
2. Oletko koskaan rohkaissut vanhempaasi lopettamaan juomisen ?
3. Oletko koskaan vaitellyt tai tapellut vanhempasi kanssa, kun han on juonut ?

4. Oletko koskaan kuullut vanhempiesi tappelevan kun toinen vanhemmista on
humalassa ?

5. Oletko koskaan halunnut piilottaa tai tyhjentaa vanhempiesi alkoholijuomia
?

6. Oletko koskaan toivonut ettda vanhempasi lopettaisi juomisen ?

Pisteytys:
Yli 3 Kylla-vastausta —todennakadisesti alkoholistin lapsi



Muunneltu CAGE

 CAGE on alkoholismin pikaseulontatesti. Jotkut ammattilaiset
ovat muunnelleet CAGE-testin sopivaksi alkoholistin lapsille.

(C) Oletko koskaan ehdottanut vanhemmallesi, etta han
vahentaisi juomistaan ?

(A) Oletko koskaan tuntenut itseasi vihaiseksi vanhempiesi
juomisen vuoksi ?

(G) Oletko koskaan tuntenut syyllisyytta vanhempiesi juomisen
vuoksi ?

(E) Ottaako kukaan perheenjasenistasi alkoholia heti herattyaan
ensimmaiseksi aamulla ?



Paihdeperheessa kasvaminen :

-... lapsille "16ytyy” perheSKARCRIEE el ENE
joka sopii lapsen temperarfSiSRCRUIES elIEBE)
oli unohdetun lapsen roolissa,
jossa lapset pyrkivat olemaan
3| nakymattomia ja kuulumattomia,
etteivat aiheuta vanhemmilleen harmia.
( Ulla Lipsanen 2005)

Lemmikki/Pellelapsi \Vastuun-

kantaja-
40 % naispotilaista |

apsi
ja 50% miespotilaista
oli syntipukin roolissa,
jossa he joutivat kantamaan
vanhempiensa parisuhteen
ongelmia ( Ulla Lipsanen, 2005)

. I valttamatonta,
mutta useimmissa hoitokuvioissa paihdeperhe ei
ole kokonaisuudessaan hoidossa ...
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Ei rauhoittavia
ladkkeita, eika
m!tagn qngelmla Mood
-el vieroitus-
eika vakivaltaongelmia A t CRF

1 GABA, opioid peptides,
dopamine

Laakkeisiin meni koko
vuonna 2004 200 euroa ,
kun budijetoitu oli 19 000 euroa Crf-antagonists

Allostatic Points
Rauhoittavat ladkkeet
Mood \ : Alkoholi, tupakointi
opiaatit, DA-agonistit

Homeostatic - W GABA

Point opioid peptides,
\. \/ dopamine

Allostatic State b 1 crF

George F. Koobet al, Neurobiological mechanisms in the transition from drug use to | I I
drug dependence Neuroscience and Biobehavioral Reviews 27 {2004) 739-749 NPY




e Arnold Ludwig (1988) kirjoittaa, etta alkoholismi

on ehka ainut sairaus, josta toipunut alkoholisti
tietada enemman kuin laakarinsa.

e Kun nyt lakisaateisesti vaaditaan valitonta
paasya hoitoon ja laitoshoitoon alkoholisteille ja

muille paihdeongelmaisille, niin Ludvig toteaa,
etta

— kuukauden intensiivisesta hoidosta
palattuaan 70 (80 %) retkahtaa uudelleen

1-3 kuukauden kuluessa.

e Tulokset eivat ole tuosta sanottavasti

parantuneet 50 vuodessa. OF CRAVING.

AND HOW TO
CONTROL IT

ARNOLD M. LUDWIG, M.D.
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3. Dry drunk, kuivanappailu,
kuivilla muttel raittiina

* Ryyppaamisen 8) Pinnaa vastuustaan
petaaminen: 9) Ylireagoi turhautumisiin
1) Itsensa surkuttelu 10) Toimii impulsiivisesti
2) Toisten syyttely pieleen  11)Pakkomielle
menneista asioista valittomaan mielihyvaan
3) Vaaryyksien hoivailu
mlelessa_ . « Stinking thinking leads
4) Juuttuu pikkujuttuihin drinking thinking and
5) Marehtii menneita then drinking without
6) Kuvittelee pahinta thinking
7) Tuntee Vieraantuneena Ludwig A Understanding the Alcoholic’s Mind, 1988

muista ihmisista

23.10.2024 yl juha kemppinen
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12 typeraa asiaa, joilla voli tyria toipumisen

1) Uskoo, ettd on vain yhden 7) Kayttaa 12 askeleen
aineen paihdeongelma ohjelmaa tullakseen

2) Uskoo etta raittius korjaa taydelliseksi
kaiken 8) Sekoittaa itsesta

3) Luulee, ettd toipuminen vaatii huolehtimisen itsekkyyteen
vihemman energiaa kuin 9) Pelaa hyddyttomia itsensa
addiktio parannuspeleja

4) On valikoivan rehellinen 10)EI hae apua )

5) Tuntee olevansa erityinen ja Ihmissuhdeongelmiin
ainutlaatuinen 11)Olettaa etta elama on

6) Ei hyvita vaarintekemisiaan helppoa

12)Kayttaa 12 askeleen
ohjelmaa kaiken kasittelyyn
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AA:12 askeleen terapeuttiset vaikutukset

Berger A, 12 Stupid Things that mess up recovery, 2008
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AA:12 askeleen terapeuttiset vaikutukset
(Jatkuu)

RS |

Irvarerxilicy

Berger A, 12 Stupid Things that mess up recovery, 2008
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AA: 12 askeleen terapeuttiset
vaikutukset (Jatkuu)

|

Berger A, 12 Stupid Things that mess up recovery, 2008
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” Thmisen kayttaytymisessa ei tapahdu muutosta, ellei
hanen arvomaailmansa muutu.

Han el valitse toisin, ellel han riittavan syvallisesti halua
toisia asioita elamaansa.

Sen tahden hanen kayttaytymisensa el muutu hyvista
aikeista ja lupauksista huolimatta.”

Tommy Hellsten, 2001, Saat sen mista luovut,s.155
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MOTIVOITUMINEN

*Motivoituminen (Furman & Ahola) =
asian koettu tarkeys X

onnistumisen todennakoisyys X
tekemisen llo.

Vernon Johnson : "sincere delusion”, aito harhaluulo

= uskoo todella lupauksia, joita tekee ( ” voin lopettaa, jos todella halua
(Berger, 2008,16)
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Muutosvalmius paihteidenkaytdssa

Lue seuraavat vaittamat ja arvioi kunkin kayttamasi paihteen osalta erikseen, oletko samaa mielta vai eri
mieltd vaittamasta talla hetkella. Tassa yhteydessa paihteella tarkoitetaan alkoholiaja eri huumeita seka
ladkkeiden liikakayttoa.

Merkitse numerolla -2 taysin eri mielta Kaytetyt paihteet: A =

vastauksesi seuraavasti:-1 melko paljon eri mielta B =
0 en osaasanoa _ C=
+ 1 melko paljon samaa mielta D =
+ 2 taysin samaa mielta ==
Vaittama: A B C D E

Mielestani en kayta liian paljon.

. Yritdn mielestani kayttad vahemman kuin ennen.
Nautin kaytostd, mutta otan joskus liian paljon.

valilla ajattelen, ettd minun pitaisi vahentaa kayttoani.
On ajanhukkaa kiinnittda huomiota kayttodni.

Olen askettéain muuttanut kayttotapaani.

. Kuka tahansa voi sanoa haluavansa muuttaa kaytto6aan,
mutta miné todella teen sita.

8. Olen siind vaiheessa, ettd minun pitaisi ajatella kayton
vahentamista.

9. Kéayttd on minulle joskus ongelma.

10. Minulla ei ole mitdan tarvetta miettia kayttoni
muuttamista.

11. Olen talla hetkella muuttamassa kayttétapaani.

12. Minulla ei ole tarvetta muuttaa kayttdtapaani.

e Gl g e N =
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Muutosvalmiuskyselyn pisteytys

Esipohdintavaiheen kysymyksia ovat 1, 5, 10 ja 12; pohdintavaiheen kysymyksia ovat 3, 4, 8 ja
9; toimintavaiheen kysymyksia ovat 2, 6, 7 ja 11. kaikki kysymykset pisteytetddn seuraavasti:

taysin eri mielta -—-=-2
eri mielta -= -
en osaa sanoa 0=0
samaa mielta =L
taysin samaa mielta ++= +2

Saadaksesi selville kunkin vaiheen pisteet, laske yhteen ko. skaalan kysymyksista tulevat
pisteet. Kunkin skaalan vaihteluvali on -8:sta + 8:aan. Negatiivinen arvo ilmaisee kielteista
suhtautumista kyseista vaihetta koskevan skaalan kysymyksiin, kun taas positiivinen arvo
iIlmaisee yksimielisyytta. Korkein skaala-arvo ilmaisee vaiheen, jossa asiakas on.

Huom! Jos kaksi skaalaa saa saman pisteméaaran, vaiheeksi merkitdan muutosprosessin
vaiheista edempéana oleva. Huomaa, etta positiivinen pistemaara esipohdintavaiheen
kysymyksistd ilmentad muutosvalmiuden puutetta. Saadaksesi selville tutkittavan
muutosvalmiutta kuvaavan arvon, kdanna esipohdintavaiheen etumerkki vastakkaiseksi. Jos
tutkittava ei ole vastannut yhteen 4:sta tietyn skaalan kysymyksista, kerro kyseisen skaalan
arvot 1,33:lla. Jos > 2 vastauksia puuttuu, skaala-arvoa ei voida laskea. Arvio tutkittavan
vaiheesta ei ole silloin pateva.

Skaala-arvot: Muutosvalmius: Tutkittavan muutosvaihe:
Esipohdintavaiheen pistemaara () Esipohdinta () (k&éant.) (E,Ptai T) @)
Pohdintavaiheen pistemaara () Pohdinta () (sama)

Toimintavaiheen pistemaara @) Toiminta () (sama)
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Cycle of change

-aktiivisesti etsii ratkaisua
kotikonstit, itsehoito-oppaat,
oma-apuryhmat, terapiaan

- muutoksen yllapito

-retkahduksen Action ong 9_!‘:[“53}[5135.'.0?'ryyaéki)_’nta
ehkaisykeinot ja taidot B
: Decision
Mainten- )
making
ance
-Varmistaa muutoksen alkaa tunnistaa etta
pYysSyvyys Exit Relapse Co.ntemp- joku pielessa,
' lation muttei ole sitoutunut
/ tekemaan mitaan
-Oppimistilanne, Pre-contemp-
ei hoidon epa- lation
onnistuminen - el tietoinen
eika tiedosta ongelmaa
23.10.2024 yljuha kemppinen Prochaska & DiClemente (19%72-86)




1. Precontemplative: ei tietoinen eika tiedosta ong.
CyC I e Of C h an g e 2. Contemplative: alkaa tunnistaa ettéd joku pielessa,
muttei ole sitoutunut tekemaan mit&én
3. Decision: ong olemassaolon hyvaksynta ja paatos
-Tunnistap9al¢its IRsidRsteita
- Tunnista retkahdukset tai
uhkaavat retkahdukset

-Varmista muutoksen

PYSYVYyys Action -Tue sitoutumista muutokseen
-Auta persoonallista - Suunnittele muutosstrategiat

kehitysta Mainten- e
making
ance
-Varmista muutoksen -Kehita ristiriitaa tavoitteiden
PYSYVyys EXit Relapse _ Ja kayttaytymisen valille
-lap lation i T P P
/ yllytd itsed motivoivia vaitteita
-Tunnista retkahdus Pre-contemp-
- Palauta tehokkaat lation
ratkaisut ja sitoutumiset - tunnista potilaan tavoitteet
-Kehita uusia kayttaytymis- - tarjoa informaatio
S poua - rolkaissd E!
beaizg it hlﬁ%g&étﬁ%%wj Prochaska & DiClemente (19%%-86)
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TABLE 10.1 Treatment Grid

Bipolar Major Personality  Primary Substance
Topic Schizophrenia Disorder Depression Disorder Abuse Anxiety
Unique problems Cognitive, sensory Drugs mimic Drugs mimic ~ Relationship Substance abuse Substance with-
distortions affective symptoms affective deficits; insight ~ blocks recognition of drawal mimics
disorders deficits other disorder anxiety
Assessment Confusing psycho- Highs from manic Determine Masking of Accurate assessment  Differentiation
considerations ses due to drugs  state or drugs/  whether mood is disorders via act- often impossible until between with-
with mental illness alcohol from withdrawal ing out behavior drug free drawal anxicty and
or depression anxiety as a
disorder
PRECONTEMPLATIVE STAGE
Goals Establish relation- Establish relation- Establish rela-  Use situational ~ Identify client’s area  Focus on pain as
ship; give concrete ship; set concrete  tionship; set discomfort to of pain as pointof =~ motivation to stay
help goals; define concrete goals; motivate focus with treatment
illness define illness
Helping Establish trust Establish trust Establish trust ~ Collaborative, Empathic Establish trust;
relationship through empathy through empathy through empa-  pragmatic, authority avoid probing
and concrete help and concrete help thy and concrete nonemotional
help
Pharmacological ~ Antipsychotic Medication; moni- Antidepressants; Not usually Use only if needed  Medication rec-
considerations medicines; short-  tor side effects monitor side appropriate for physical condition ommended with
term benzodiaz- effects precautions on
epine for anxiety dependence and
side effects
Cognitive behav-  Avoid “cold” Define symptoms Define symp-  Rational con- Begin questioning  Define behavior as

ior dimensions

Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001

cognitions

as illness

toms as illness

sciousness raising
begins

maladaptive behavior

and thoughts

illness; identify
triggers
79



TABLE 10.1 Treatment Grid (continued)

Bipolar Major Personality  Primary Substance
Topic Schizophrenia Disorder Depression Disorder Abuse Anxiety
Coping Focus on everyday Stimulus control;  Stimulus con-  Acceptance of Begin structuring life  Stimulus control;
life; teach skills in  identify triggers;  trol; identify consequences that is coming apart  environmental
concrete terms keep mood chart  triggers; keep reevaluation
mood chart
Psychoeducation ~ Short informational Consciousness rais- Consciousness  Nonthreatening  Nonthreatening Consciousness rais-
presentation in ing about illness  raising about means of con- means of conscious-  ing about illness
clear and concrete illness sciousness raising ness raising
terms
Interpersonal Use of peer Evaluate networks  Evaluate net- Likely to be a Gather information;  Identify safe
relationships networks that support health works that sup- major means of  gentle questioning  relationships
port health assessment of the

personality
disorder
Family relationships Begin family Solicit input from  Solicit input Solicit input from
psychoeducation;  family regarding from family family regarding
focus on client’s family role  regarding client’s family
information functioning client’s fam- role functioning
ily role func-
tioning
Environmental Concrete help with Assess environment Assess Input from jus-
intervention living arrange- environment tice, health, and
ments, other physi- work systems
cal needs
Affective Avoid ventilation ~ Focus on moods as Focus on moods Allow ventilation
dimensions of feelings; provide illness; keep mood  asillness; keep  but avoid affec-
labels for feelings  chart mood chart tive crowding

Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001

Solicit input from
family regarding
client’s family role
functioning

Input from envi-

ronmental systems
(if needed)

Allow ventilation
as part of therapeutic
bonding

Solicit input from
family regarding cli-
ent’s family role
functioning

Input from envi-
ronmental systems
(if needed)

Reframe emotions
as illness
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TABLE 10.1 Treatment Grid

Topic Schizophrenia
Support groups Encourage,
although client
is likely to resist
initially
CONTEMPLATIVE STAGE
Goals Psychoeducation
regarding illness
Helping Continued helping
relationship in concrete ways
Pharmacological ~ Antipsychotics;
considerations monitor for
side effects,
compliance
Cognitive- Do not confront
behavioral cognitions; work
dimensions on new behaviors;
role-play; skill
rehearsals
Coping Continue social
skill development
Psychoeducation ~ Focus on skills; sep-

Ted R Watkins et al, Dual Diagnosis- An“intégratéd Approach to Treatment, 2001

arate illness from
“mind”

Bipolar Major Personality Primary Substance
Disorder Depression Disorder Abuse Amnxiety
Encourage, Encourage, Encourage, Encourage, although Encourage,
although client although client  although client is client is likely to resist although client is
is likely toresist s likely to resist likely to initially likely to resist

initially

Psychoeducation
regarding illness

Collaborative

Mood stabilizer;
monitor for
side effects,
compliance

Confront cognitive

distortions

Maintain mood
chart; identify
triggers

Educate about ill-

ness; teach social
skills

initially

Psychoeducation
regarding illness

Collaborative

Antidepressants;
monitor for
side effects,
compliance

Confront cogni-
tive distortions

resist initially

Consciousness
raising; using sit-
uational discom-
fort to motivate

Collaborative,

pragmatic,
nonemotional

Not usually used

Confront
maladaptive
cognitions and
behavior

Maintain mood  Assist in accep-

chart; identify
triggers
Educate about

illness; teach
social skills

tance of differ-

ences from others

Nonthreatening
means of con-

sciousness raising

Consciousness rais-
ing; using situational
discomfort to
motivate

Alternating support
and pragmatic
confrontation

May use Antabuse as
part of sobriety
sampling

Weigh pros and cons
of change

Continue providing
structure for possible
change

Very helpful in con-
sciousness raising and
self-liberation

initially

Psychoeducation
regarding illness

Collaborative

Monitor for
antianxiety medica-
tion dependence/
side effects,
compliance

Confront cognitive
distortions

Identify triggers;
counter-
conditioning
Educate about ill-
ness; teach social
skills
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TABLE 10.1 Treatment Grid (continued)

Bipolar Major Personality  Primary Substance
Topic Schizophrenia Disorder Depression Disorder Abuse Anxiety
Interpersonal Practice communi- Practice communi- Practice com-  Make connec- Make connections Practice communi-
relationships cation skills cation skills munication skills tions between between relationships cation skills
relationships and and substance abuse
client behavior
Family relationships Focus Focus Focus psycho-  Point out family  Point out family Focus
psychoeducation  psychoeducation  education on consequences of consequences of psychoeducation
on communication on communication communication behavior substance abuse on communication
Environmental Continue concrete  Environmental Environmental  Begin liaison with Help collaterals to Environmental
intervention assistance; work on  reevaluation; con-  reevaluation; justice and other refrain from reinforc- reevaluation;
employment issues tingency contingency systems regarding ing addictive contingency
management management client behavior management
Affective Reframe client’s Use CBT for self- Use CBT for Avoid Empathize with Use CBT for self-
dimensions self-assessment talk distortions self-ralk countertransfer-  ambivalent feelings  talk distortions
distortions ence reactions
Support groups Help in identifica- Help in identifica- Help iniden-  Help in identifi- Help in identification Help in identifica-
tion and conscious- tion and conscious- tification and cation and con-  and consciousness tion and conscious-
ness raising ness raising consciousness  sCiousness raising raising ness raising
raising
ACTION
Goals Social skills Halt substance Halt substance  Interrupt sub- Halt substance use =~ Communication
development abuse. Begin medi- abuse. Begin stance abuse; via behavioral skill development
cation formood  medication for  identify triggers methods
control. mood control.
Helping Supportive rela- Supportive rela- Supportive rela-  Collaborative, Supportive but reality Supportive rela-
relationship tionships form tionships form tionships form  pragmatic, focused tionships form
partnership partnership partnership nonecmotional partnership

Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001
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TABLE 10.1 Treatment Grid

Topic

Pharmacological
considerations

Cognitive-
behavioral
dimensions

Coping
Psychoeducation
Interpersonal

relationships

Family relationships

Environmental
intervention

Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001

Schizophrenia

Support taking
medication; assist
management of
side effects

Stimulus control
taught in
psychoeducation;
contingency
management

Empowerment,
stimulus control

Focus on relapse
prevention

Peer/team support;
practice communi-
cation skills

Family
psychoeducation;
communication

skills

Social skills train-
ing; job assistance

Bipolar Major Personality Primary Substance
Disorder Depression Disorder Abuse Amnxiety
Support compli-  Support compli- Assist with detox, If on Antabuse, sup- Support compli-
ance; monitor side ance; monitor  reduce craving;  port compliance ance; monitor
effects side effects possible dependence and
methadone side effects
Use CBT todeal  Use CBT to deal This is strongest Heavy emphasis on  Self-liberation strat-
with illness/behav- with illness/ mode for inter-  stimulus control, egics; CBT for
ior; behavior; stimu- vention; stimulus counterconditioning, restructuring
stimulus control;  lus control; control, counter- and contingency thoughts
contingency contingency conditioning, management
management management contingency
management
Come to terms Come toterms Come toterms  Prevent becoming Stimulus control
with chronicity of  with chronicity  with future with- overwhelmed by techniques
illness of illness out drugs emerging feelings
Focus on relapse ~ Focus on relapse Provide for family Normalize slips and ~ Focus on relapse
prevention prevention for supportive relapses to prevent  prevention
purposes giving up
Practice communi- Practice com-  Demand Make relationships ~ Practice communi-
cation skills munication skills nonexploitative  secondary to personal cation skills
relationships recovery
Psychoeducation  Psychoeducation Receive straight  Recognize that these Psychoeducation
feedback and are in flux and will
adapt to it have to be
rencgotiated
Increase emotional Increase Continue liaison  Rally support for Environmental trig-
support from emotional with environmen- efforts to change gers need to be
environment support from tal systems identified
environment
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TABLE 10.1 Treatment Grid (continued)

Bipolar Major Personality  Primary Substance
Topic Schizophrenia Disorder Depression Disorder Abuse Anxiety
Affective Provide labels for  Provide labels for ~ Provide labels ~ Permit tentative  Prevent overwhelm-  Deal with emotions
dimensions emotions emotions; attribute for emotions; at- emotional ing by surge of through CBT;
to illness tribute to illness bonding unmasked feelings name feelings; do
not probe
Support groups Continue STEMSS, STEMSS, double = STEMSS, Helpful adjunct  Provide supportive ~ STEMSS, double
double trouble trouble double trouble  to professional  stability during trouble
services change and setbacks
MAINTENANCE
Goals Relapse prevention Relapse prevention Relapse Focus on predis- Relapse prevention  Relapse prevention
prevention posing factors to
substance use
Helping Collaborative, Collaborative, Collaborative,  Collaborative, Deemphasize as client Collaborative,
relationship pragmatic pragmatic pragmatic pragmatic, establishes natural pragmatic
nonemotional supportive networks
Pharmacological ~ Continue medica- Continue medica- Continue medi- Methadone (if  Not usually Same as bipolar dis-
considerations tion; manage side  tion; manage side  cation; manage appropriate) applicable order and major
effects effects side effects depressive disorder
Cognitive-behav-  Continue affirma-  Continue affirma-  Continue affir- Heavy emphasis  Identify threats to Self-affirmation,
ioral dimensions  tive cognitions of  tive cognitions of  mative on change of success and cognitive- maintenance aware-
self self; maintain cognitions of  behavior and behavioral strategies  ness of behavior/
awareness of behav- self; maintain =~ maladaptive for controlling them illness
ior/illness awareness of cognition
behavior/illness
Coping Stimulus control to Keep mood charts  Keep mood Realignment of  Acceptance of loss of Stimulus control
avoid substance charts life with crutch
and triggers limitations

Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001 84



TABLE 10.1 Treatment Grid

Bipolar Major Personality Primary Substance
Topic Schizophrenia Disorder Depression Disorder Abuse Amnxiety
Psychoeducation ~ Continue with Continue with Continue with  Continue as Focus on needs for ~ Continue as
focus on relapse  focus on relapse  focus on relapse needed new skills in living ~ needed
prevention prevention prevention
Interpersonal Strengthen rela-  Strengthen rela-  Strengthen rela- Continue expec-  Develop more honest Continue expecta-
relationships tionship skills tionship skills tionship skills  tation of non-  and nonhostile tion of non-
through education through education through educa- exploitative interactions exploitative
and role-playing  and role-playing  tion and role-  relationships relationships
playing
Family Continue family ~ Continue family ~ Continue family Maintain open ~ Renegotiate family =~ Maintain open
relationships support; focus on  support; focus on  support; focus  family interaction; roles around healthy family interaction;
relapse prevention relapse prevention on relapse educational and  lifestyle educational and
prevention job enhancement job enhancement
Environmental Identify triggersin  Counter- Counter- Promote Facilitate honest and  Counter-
intervention environment; conditioning conditioning  nonexploitative  responsible conditioning
social liberation; interactions with  interactions
counter- natural
conditioning consequences
Affective Continue positive  Self-reevaluation  Self-reevaluation Use care and Support learning to  Self-reevaluation
dimensions affirmations of sensitivity during accept honest emo-
self; role-playing termination phase tions in self and
others
Support groups  Continue In most cases, sup- In most cases, Inmostcases,  Maintain on long-  In most cases, sup-
STEMSS, double port groups are  support groups ~ support groups  term basis for sup-  port groups are
trouble very helpful are very helpful  are very helpful  port and growth very helpful

NOTE: CBT = cognitive-behavioral therapy; STEMSS = Support Together for Emotional and Mental Serenity and Sobriety.
Ted RNWatkins et al, Dual Diagnosis- An“integraieéd Approach to Treatment, 2001 85
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Appendix A:

Summary of the Initial Interview

“

Information

Openings and Introductions

FProcess

Introduce yvourself
Explain
Outline time, goals of interview

your role in partient’s care

Your initial goals

Teach respondent role to partient
Help patient feel comforuable

Chief Complaint

Ask why patient came for treatment

Free

Allow several minutes for patient to
amplify on reasons for coming
Listen for areas of clinical interest
Difficulty thinking (cognitive
disorders)
Substance use
Psychosis
Mood disorders (depression and
mania)
Anxiery, avoidance behavior, and
arousal
Physical complaints
Social and personality problems
Summarize presenting problems
before moving on

23.10.2024

Request for chief complaint is

directive but open-ended

Spcech

Farly part of interview is non-
directive
Establish rapport
Adjust your demecanor o paticenrts
ncecds
Monitor vour feclings
Show your positive affect clearly
Use language paticnt can
comprehend
Don't criticize patient or others
Maintain appropriate distance
Don't talk about vourself
Call patient by title and lasrt
name
Fncourage flow with silent
encouragements
Maintain eyve contact
Nod or smile when appropriate

yl juha kemppinen
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Informatior

Process

Verbal encouragements
“Yes” or “Mm-hmm”
Repeat patients own word or
words

Ask for more inforrmation

Re-request information if patient

doesn’'t respond at first
Briefly summarize
Reassure patient when indicated
Must be factual, believable
Jse body language

Correct any misconceptions about

physical, mental symptoms

History of the Present Illness

Describe symptoms
Ty pe
Onset and sequence
Severity
Frequency
Duration
Context
Stressors
Vegetative symptoms
Sleep
Appetite and weight
Diurnal variation
Previous episodes
When
What symptoms?s
Recovery complete?
Previous treatment
Tyvpe
Compliance
Wanted effects
Side effects
Hospitalizations
Consequences of illness
Marital and sexual
Social
I.egal
Job (disability payments?)
Interests
Discomfort

23.10.2024

Establish the need for truth
It's for patients benefit and for
yours
Reassure about confidentiality

“If you cant discuss something,.
don't lie: just ask to talk about

something clse”
General principles

Restate what patient says to be
sure you understand

Don't phrase questions in the
negative

Avoid asking double guestions

Encourage precision

Keep questions brief

Watch for mew leads

Use terms patient can understand

Probe for details
Use direct questions
Avoid “why”™ guestions, as a rule

I.imit to one to two confrontations,

late in session:
“Help me to understand”

Mix open- and closed-ended requests

O pen-ended increase validity
Closed-ended increase
inforrmation
Flicit feelings best with
Facilitate uninterrupted speech

yl juha kemppinen

88



Trformatior

Feeclings about sympitoms, behavior
Negative and positive
How does patient cope with
feelings?
Defense mechanisms
Acting out
Denial
Displacement
Dissociation
Fantasy
Intellectualization
Projectrion
Repression
Splitting
Reacrion formation
Somatization
Devaluation
Explore areas of clinical interest

FProcess

O pen-ended questions ——Could
vyou tell me more about thar?™
Direct reguests for feelings —Iell
me about your depression™
Also obtain feelings with:
Express concern or sympathy —=I'd
feel angry. too”
Reflecrion of feelings —
have felt frantic
Watch for emotional cues in
voice, body language —You
looked sad just now™
Interpretations —Sounds like the
way you felt as a child™
Analogy —Did you feel this way
when your mother died?”
Reduce excessive emotionality with
Speak sofitly yourself
Closed-ended questions
Redirect comments thhat change
topic
Re-explain what information vou
need
Ask whether patient understands
what yvou want o know
Break off interview only as last
TCsoTrt

You must

Personal and Social History

CHILDHHOOD AND GROWING UP
Where was the patient born?
Number of siblings and sibship

pPosition
Reared by both parents?
How did parents getr along?
Did patient feel wanted as a child?
If adoptrted
What circumstances?
FExtrafamilial?
Health as a child?
Fducation

IL.ast grade completed

Scholastic problems?

Activity level?

23.10.2024

Take charge of interview
FEncourage shorter answers with
nods and smiles
Directly state when you need o
know about something
different. butr. . _
Make an empathic comment first
Raise a fingery to interrupt
Stop taking notes
If above steps dont work
Be direct: “We'll have to move on’
Use more closed-ended gquestions
Use multiple-choice guestions
Transition to new topics
Use patient’'s own words

yl juha kemppinen
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Information

School refusal?
Behavior problems in school”?
Suspension or expulsions?
Sociable as child?
Age dating began?
Sexual development
Hobbies? Interests?

LIFE AS AN ADULT

ILiving situation
Currently with whom?
Where?
Finances
Ever homeless?
Support network
Family ties
Agencies help our?
Marital
Number of marriages
Age at each
Problems with spouse?
Number of children, age, and sex
Stepchildren?
Work history
Current occupation
Number of jobs lifetime
Reasons for job changes
Ever fired? Why?
Military
Branch. vears of service
Highest rqank attained
Disciplinary problems?
Combat experience?r

I.egal problems ever?
Civil
History of violent behavior
Arrests
Underlying feelings
Religion: Which? Different from
childhood?
How religious now?

23.10.2024

Process

Acknowledge an abrupt transition:
“I.et me change the subject,
now’

Watch for distortion
Record significant negatives

DEAIING WITH RESISTANCE
Do not allow yourself to become

angry

Switch from discussing facts o
feelings

Reject the behavior, accept the
person

Use verbal and nonverbal
encouragements

Focus on patients interests

Express sympathy

Reassure patient: Feclings are
normal

Emphasize need for complete
data base

Name the emotion you suspect
patient is having

If patient is silent, obtain nonverbal
response first

Focus on less affect-laden model of
patient’s behavior

If confrontation is used: nmnonjudg-
mental nonthreatening

I.ast resort: Delay the question

RISKIER TECHNIQUES

Offer an excuse for unfavorable
information: “All that stress
probably made you want to
drink™

Exaggerate ncegative conseguences
that didn't happen: “Nobody
died, did they?”

Induce patient to brag

“Any activities for which vou could
have been arrested. but
werenntr

yl juha kemppinen
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Irnformation

I.eisure activitics
Clubs, organizations
Hobbics., interests

Sexual preference and adjusument
Il.ecarming about sex: dertails
Firs: sexual experiences

Nawure
Age
Patients rcaction
Current sexual preference
Current practices: detwails
Plcasures
Problems
Birth control methods
Extramarital paruners
Paraphilias?
Sexually transmitted diseases?
Abuse?”
Childhood molestarion
Rape
Spousc abuse

Substance abusc

Type of substance

Years of use

Quantity

Consequences
Medical problems
I.oss of conurol
Personal and interpersonal
Job
ILegal
Financial

Abuse of prescription
medications?

Suicide attcempts
Methods
Conscqguences
Drug or alcohol associated?
Psychological seriousness
Physical seriousness

23.10.2024

IPProcess

“Please tell me about vour sexual
funcrtioning”™

ILead into questions of abuse
carcfully:
“Were vou ever approached for
sex?2™
Avoid terms abiuse and molestarion
Assume thart all adults will drink
some
Ask aboutr past as well as current
usc

You can work up to this gradually:
“"Have vou cever had any
despeoerate thoughts?z Any ideas
of harming yourself?

yl juha kemppinen
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Informatiorn Process

Personality traits Assess personality by
Evidence of lifeclong behavior Patient's self-report
patterns Informants

History of interaction with others
Your direct observation

Family History

Mental disorder in close relatives “Has any blood relative — parent,

Describe parents, siblings. and brother, sister, grandparent,
patients relationship with them child. aunt or uncle, cousin,

Other adulrs, children in childhood niece or necphew —ever had any
home mental illness, including

depression, mania. psychosis,
mental hospitalization. severe
nervousness, substance abuse,
suicide or suicide attempits,
criminality?”™

Past Medical History

Major illnesses Important for afl mental health
O perations workers to obtain
Medications for nonmental problems
Dose
Frequency
Side effects
Allergies
To environment
To medications
Nonmental hospitalizations
Childhood physical, sexual abuse?
Risk factors for AIDS?
Physical impairments

Review of Systems

Disorders of appetite Positive responses in these areas
Head injury have especial relevance to
Convulsions mental health diagnoses.

Unconsciousness
Premenstrual syndrome

Specialized review for somatization See Chapter 13 and Appendix B
23.15).2024150rdc,— yl juha kemppinen
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Informatiorn Process

Mental Status Exam

Appecarance \
Apparent age
Fithnicity
Body build, posture
Nurtrition
Clothing: WNeat? Clean? Style?
Hygienec
Hairstyle
Alertness: Full? Drowsy? Stupor?
Coma?
General behavior
Activity level
Tremors?
Mannerisms and stercotypies
Facial expression
Fye contact
Voice > Observed during history-taking
Attitude toward examiner
Mood
Type
Lability
Appropriateness
Intensity
Flow of thought
Word associations
Rate and rhythm of speech
Content of thought

Delusions
Hallucinations
Anxiety
Phobias
Obsessions and compulsions
Suicide and violence )
Orientation: Person? Place? Time? “*Now Id like to ask some routine
I anguage: Comprehension, Fluency, gquestions. . . 7
Naming, Repetition, Reading,
Writing
Memory: Immediater Short-term?® “How has your memory been? Do
Long-term? yvyou mind if 1 test it?”

Attention and concentration
Serial sevens

23 109 Bacikewards yl juha kemppinen



Information

Cultural information
Current events
Five presidents
Abstract thinking
Proverbs
Similarities and differences
Insight

Judgment

23.10.2024

Process

Closure
Summarize findings
Set next appointment
“Do you have any questions for

“n

me?

yl juha kemppinen 94



Polysti‘.l’i
disorder

DSM-1V classification
304.80 Polysubstance dependence

Psychiatric nursing diagnostic class
Substance abuse

INTRODUCTION

Polysubstance dependence diagnosis is reserved lor clients
who use at least three different psychoactive substances
(not including calfeine and nicotine) concurrently for
more than 12 months. The substances used include any
or all of the following: depressants (alcohol, sedatives,
barbiturates, and benzodiazepines), stimulanits (am-
phetamines, amphetamine-like substances, and co-
caine), opioids (morphine, codeine, and heroin), and
hallucinogens (marijuana or tetrahydrocannabinoids
[THCs]; lysergic acid diethylamide [LSD]; 3 4-methyl-
enedioxymethamphetamine [MDMA]; and phencycli-
dine [PCP]). Many clients with alcohol-related disorders
also use marijuana or cocaine. Individuals on
methadone maintenance have been found 1o use co-
caine intravenously.

Individuals with polysubstance dependence expose
themselves not only to the serious physical conse-
quences of chronic involving several substances but also
to diseases resulting from poor diet and poor personal
hygiene. Furthermore. cocaine use can cause sudden
death from cardiac arrhythmia, cerebrovascular acci-
dent, myocardial infarction, or respiratory arrest. Using
and sharing contaminated needles for 1.V. administra-
tion of amphetamines, cocaine, or heroin exposes users
to various infections, including human immunodefi-
ciency virus (HIV) and its related disorders. Additional-
ly. it is not uncommon for individuals who are under
the influence of several substances 1o have unprotected
sex or not be able 1o recall if they practiced safe sex,
which places them at risk for sexually rransmiued dis-
eases (including HIV).

Like other psychoactive substance use disorders,
polysubstance dependence is characterized by intoxica-
tion; interference with work, family life, and social rela-
tionships; withdrawal symptoms; and physical diseases
caused by the toxic effects of the drugs. Addicted indi-
viduals wypically rely on the drugs 1o produce desired
states and believe that they need the drugs to cope with
life. Additionally they need the drugs to avoid with-
drawal symptoms. As a result, they develop strong de-
fense mechanisms to protect their substance-abuse de-

zg(.:ml.?voﬁuncl to avoid anxiety

Etiology and precipitating factors

Research suggests that many polysubstance-dependent
individuals use alcohol and psychoactive substances 1o
relieve anxiety, stress, or depression. Depressants may
be combined with stimulants to alter moods and assist

with sleep or relaxation. Narcotics may be used 1o pro-
duce a euphoria that alleviates irritability, anger, aggres-
sion, and rage. Alcohol may be used to decrease or in-
tensily the elfects of other drugs, to modily withdrawal
symptoms, or to substitute for an unavailable drug. In-
dividuals vulnerable 1o this kind of polysubsiance abuse
typically have low self-esteem, poor coping skills, and
an inability to control or master their environment.

Biological rescarch suggests that a genetic vulnerabili-
1y to addiction may play a part in polysubstance depen-
dence. Neurologic changes, which follow prolonged
drug exposure and which cause alterations in mood and
drive, may further reinforce the addiction tendency.

Psychological research suggests that polysubstance
use is associated with an increased incidence of behav-
ior and conduct problems. psychiatric disorders (in-
cluding depression), attention delicit hyperactivity dis-
order, and anxiety disorder.

Potential complications

Polysubstance dependence can lead o various compli-
cations, including acquired immunodeficiency syn-
drome (AIDS), alcoholic hepatitis, anxiety, aspiration
pneumonia, cardiac arrest, cardiomyopathy, cerebellar
degeneration, cerebral hemorrhage. child abuse or ne-
glect, cirrhosis, death from asphyxiation, demenua, fetal
alcohol syndrome, hyperpyrexia, immunosuppression,
legal problems, marital discord and family problems,
nasal septum perforation, nose and throat cancer, acute
or chronic pancreatitis, psychosis, pulmonary emboli,
reduced testosterone and sperm count, respiratory de-
pression and arrest, learning dilliculties, sexual dys-
funcuon, and Korsakolfs syndrome.

ASSESSMIENT GUIDELINES

Nursing history (functional health
pattern findings)

Health perception—health management pattern

= Denial of treatment need

= Minimizing of addiction problems

= Concern about alcohol or certain drug while denying
substance use

= Underestimation of daily alcohol consumption
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218 Polysubstance-related disorder

* Overestimation of or bragging about functional abili-
ties while under alcohol or drug influence

= Exaggeration of drug use

= Resistance to treatment

= Hostility and defensiveness when questioned about
drug use

= Belief that drinking or drug use can be stopped at any
time

Nutritional-metabolic pattern

= Weight gain or loss

= Lack of interest in nutritious foods and beverages

= Tendency to buy drugs and alcohol rather than food
= Overconsumption of junk food

Elimination pattern

= Concern over Gl disturbances (pain, diarrhea, nausea,
constipation, vomiting, bleeding)

= Frequent urination or urine retention
Activity-exercise pattern

= Mobility problems related to automobile accidents,
falls, or traumatic injuries

= Hyperactivity or lethargy

= Unexplained syncope and dizziness

* Unsteady gait

Sleep-rest pattern

= Insomnia or excessive sleep

Cognitive-perceptual pattern

Difficulty concentrating

Difficulty with decoding sensory input

Worry over inability to think clearly

Distorted perceptions

Grandiose thinking

Self-perception—self-concept pattern

= Lack of eye contact

Isolation

Difficulty accepting positive reinforcement

Feelings of hopelessness and worthlessness
Excessive criticism of sell and others

Anxiety about entering hospital for treatment

Little or no family support

Suicidal ideation or suicidal gestures

Blame of drug use on external sources

Description of self as dependent and controlled by
psychoactive substances or as superior and in control of
lifestyle

Role-relationship pattern

= Concern about relationships with family and loved
ones

= Alienation from others

= Job performance difficulties or frequent job changes
Sexual-reproductive pattern

= Difficulties with intimacy

= Reliance on chemicals to perform sexually

* Sexual dysfuncuon

= Concern about participation in high-risk sexual acrtiv-
ity in conjunction with L.V drug use

23.10.2024

Coping-siress tolerance pattern

= Denial of present anxiety

= Feelings of being out of control

= Fear of entering the hospital and of having to give up
alcohol or other drugs

= Reliance on chemicals to feel good

= Inability to meet basic daily needs

= Maladaptive delenses (such as denial, rationalization,
and projection)

= Hostility when questioned

= Low [rustration tolerance

Value-belief pattern

= Feeling powerless to achieve life goals

= lLLack of interest in anything

= Guilt and shame

= Diminished sense of spirituality

Physical findings
Cardiovascular

= Elevated or low blood pressure
Flushed face

Spider nevi or angioma
Orthostatic hypotension
Arrhythmias

Cold, clammy skin

Edema

Increased or decreased heart rate
Heart failure

Dehydration and electrolyte imbalance
Respiratory

= Respiratory depression or failure
Gastrointestinal

= Emaciation

= Hepatomegaly

= Nausea and vomiting

= Splenomegaly

Genitourinary

= Gynecomastia

= Small testes

Integumentary

= Cigarette stains or burns on lingers
= Many scars or tattoos

= Poor personal hygiene

= ULInexplained bruises, abrasion, or cuts
Musculoskeletal

= Muscle weakness

Neurologic

= Agitated behavior

Dizziness

Lack of coordination

Nystagmus

Parotid gland enlargement
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Seizures
Slurred speech
Staggered gait
Tremulousness

Psychological

= Anxiety

= Irritability

= Sleep disturbances

NuURSING DIAGNOSIS

Sensory and perceptual alterations related to multiple psychoactive substance withdrawal

Nursing priority

Help the client achieve detoxification with minimum psychological and physiologic effects.

Patient coutcome criteria

As treatment progresses, the client, family, or both should be able to:
= report the absence of psychoactive substance withdrawal symptoms
= exhibit no evidence of physical injury obtained during detoxification.

Iinterventions
1. Compile a history of the clients alcohol and drug
use.

2. Determine the clients intoxication or withdrawal
stage, assessing for orientation, hallucinations, speech
pattern, and need for safety measures.

3. Monitor the client’s response to medications given for
withdrawal symptoms. (The use of objective quantifica-
tion assessmernt tools is recommended. See “Benzodi-
azepine withdrawal assessment,” page 298.)

4. Provide the client with a safe. calm environment with
minimal stimuli.

5. Monitor the client’s vital signs at least four times dai-
ly for the first 72 hours after admission.

Rationales

1. By thoroughly assessing and documenting the clients
drug and alcohol use, the nurse can better distinguish
the withdrawal symptoms from other symptoms and
behavior.

2. The nurse should complete a comprehensive assess-
ment upon admission and continuously assess the
client during the course of treatment. This allows the
nurse to determine if the client is experiencing compli-
cations caused by intoxication (signs of impending
shock) or by the withdrawal of the drug

3. The nurse’s observations help determine how much
medication the client needs to relieve withdrawal symp-
toms and prevent severe physical or psychological com-
plications.

4. Providing a safe environment helps the nurse prevent
the client from harming himself or anyone else during
withdrawal. A calm environment prevents unnecessary
agitation.

5. Vital signs provide the most reliable information
about the clients condition during acute detoxification.

NuURSING DIAGNOSIS

Ineffective individual coping related to maladaptive reliance on alcohol and other drugs

Nursing priority

Help the client develop positive coping skills.

23.10.2024
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220 Polysubstance-related disorder

Patient coutcome criteria

As treatment progresses, the client, family, or both should be able to:
= identily ineffective coping behaviors and their negative consequences

= demonstrate an ability to cope with stress constructively.

Iinterventions

1. Establish a trusting relationship with client by being
honest, keeping appointments, and being available.

2. Encourage the client to verbalize feelings, fears, and
anxieties.

3. Provide the client with o ortunities to rehearse
: ; PRox S
problem-solving strategies within the treatment milieu.

4. Teach the client positive long-term coping strategies
that focus on assertiveness, sharing thoughts and feel-
ings with others, and relaxing.

5. Set limits on the clients manipulative and irresponsi-
ble behavior.

6. Examine specific problems to help the client identify
how substance abuse is causing problems in his life.

7. Positively reinforce the clients efforts to solve prob-
lems constructively.

8. Encourage the client to become involved in support
groups.

Rationales

1. Establishing trust is the first step in convincing the
client to develop more appropriate, positive behaviors.

2. Verbalizing feelings in a nonthreatening environment
can help the client recognize and begin to resolve many
uncomfortable feelings that may have led to polysub-
stance dependence.

3. Such rehearsals can improve the clients ability to use
effective, healthy means to solve problems.

4. These strategies can help the client learn to cope
with feelings and stress in a more constructive way.

5. Limiting and enforcing the consequences of irrespon-
sible behaviors can help the client learn more appropri-
ate behaviors.

6. Acknowledging the relationship between substance
abuse and problems can assist in decreasing the client’s
defenses and develop positive coping methods.

7. Reinforcement enhances self-esteem and encourages
the client to adopt acceptable behaviors.

8. The client will probably need long-term support for
effective coping; suggest groups such as Alcoholics
Anonymous or Narcotics Anonymous.

NuURSING DIAGNOSIS

Self-esteem disturbance related to perceived failures and lack of positive feedback

Nursing priority

Help the client develop and maintain leelings of increased sell-worth.

Patient outcome criteria

As treatment progresses, the client, family, or both should be able to:

= verbalize awareness of anxiety and low self-esteem
= acknowledge that polysubstance abuse is a problem
= demonstrate improved problem-solving skills

= verbalize positive personal traits.

23.10.2024
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Nursing diagnosis: Powerlessness 221

Iinterventions
1. Communicate acceptance of the client and his condi-
tion.

2. Spend scheduled time with the client.

3. Work with the client to identify and focus on person-
al strengths and accomplishmenats.

4. Encourage the client 1o participate in group and fam-
ily therapy sessions.

5. Encourage the client to participate in treatment-relat-
ed decisions and to accept responsibility for his condi-
tion.

6. Reinforce the clients belief in the ability to change.

7. Help the client to explore both positive and negative
traits and behaviors.

Rationales

1. By conveying an accepting attitude, the nurse can en-
hance the clients feelings of self-worth.

2. Time scheduled with the client provides the nurse
with opportunities to convey acceptance and to en-
hance the clients feelings of self-worth.

3. Doing so can help the client develop a more positive
outlook.

4. Positive feedback and support from others can en-
hance the clients feelings of self-worth. Group and fam-
ily therapies allow the client to develop open and hon-
est communication.

5. Such participation promotes an attitude of self-care
and encourages the client to adopt positive behaviors.

6. Reinforcing the client’s belief in self-change can instill
an attitude of hope and self-control over drug depen-
dence.

7. The client may be using drugs to deny the existence
of such traits and behaviors. Encouraging discussions
and exploration of feelings will help to validate the
clients feelings and enhance the client’s self-worth.

NuRsING DIAGNOSIS

Powerlessness related to lack of control over psychoactive substance use

Nursing priority

Help the client develop values and skills that will enable him to regain a sense of control and meaning in life.

Patient outcome criterion

As treatment progresses, the client, family, or both should be able to:

= demonstrate acceptance of responsibility for self-care.

Interventions

1. Help the client to identify feelings of powerlessness.

2. Encourage the client to make choices and establish
goals.

3. Help the client to differentiate situations that can be
changed from those that cannot.

23.10.2024

Rationales

1. The client probably has been coping with feelings,
including intense cravings and resentment about the
substance dependency, through denial and drug use
and must now begin to recognize and resolve feelings
more positive ways.

2. By actively participating in decision-making activities
and establishing short-term and long-term goals, the
client can regain a sense of control over his condition
and work toward a more productive life.

3. By identifying what the client does and does not
have control over, the client can learn to direct his ener-
gies productively.
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222 Polysubstance-related disorder

4. Encourage the client to accept the spiritual dimen- 4. Twelve-step groups such as Alcoholics Anonymous
sion of 12-step treatments. stress reliance on a higher power, which is said to pro-
vide relief from anxiety caused by feelings of powerless-
ness.
R A T e B S N 3 R A I P e R Y e T T I TS D T IETIETITIIOD

DIiSCHARGE CRITERIA

Nursing documentation indicates that the client:

= has verbalized an understanding of how polysub-
stance abuse affects health

* has demonstrated an improved self-concept and an
increased feeling of control

= uses positive coping skills to control cravings and
anxiety

* has verbalized an understanding of situations that
trigger polysubstance use

* has verbalized an awareness of the relationship be-
tween high-risk behaviors (I1.V. drug use, unprotected
sex, and AIDS)

* has demonstrated an awareness of safe sex practices
that decrease the risk of spreading HIV

» has verbalized an intent to participate in ongoing out-
patient therapy and peer support through a 12-step
group in the community

* is aware of available community support services

* has expressed a willingness to participate in an ongo-
ing treatment program.

Nursing documentation also indicates that the family:
= has been referred to the appropriate community and
family support resources.
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