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Understanding and Educating the Client on Tuberculosis 

TB is spread through the air from one person to 
another. The bacteria are dispersed in the air 
when a person with active TB disease of the 
lungs or throat coughs or sneezes. People 
nearby may breathe in these bacteria and 
become infected. However, not everyone 
infected with the TB bacteria becomes sick.

People who are not sick have what is called 
latent TB infection. People who have latent TB 
infection do not feel sick, do not have any 
symptoms, and cannot spread TB to others. 
But, some people with latent TB infection go on 
to get TB disease later in life.

STEP 2: Presentation and discussion on relationship between IDU, HIV and TB

Currently, it is estimated that there are 33 
million people living with HIV, 16 million people 
who inject drugs and about 11 million people 
who have Tuberculosis. 

There are three million HIV infected injecting 
drug users and 1.4 million who are HIV infected 
and have Tuberculosis. It is not known how 
many IDUs have Tuberculosis.
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STEP 3: Presentation and discussion on risk factors related to Tuberculosis 

▪▪ Next, ask the participants to discuss various risk factors of TB, as well as the signs and 
symptoms of active TB.

The risk factors for Tuberculosis are listed in 
the slide.

The dramatic spread of Human Immuno-
deficiency Virus (HIV) in the past two decades, 
has been accompanied by a major increase in 
the number of new cases of Tuberculosis (TB). 
In 2010, TB killed an estimated 1.68 million 
people, of which 0.38 million deaths were 
among HIV-positive TB patients. The interaction 
of TB with HIV presents additional challenges 
to its control. It is crucial to improve and 
strengthen collaborative TB/HIV activities to 
reduce the burden of TB among people living 
with HIV (PLHIV) and reduce the burden of HIV 
among TB patients.

 Risk of active Tuberculosis increases in persons 
with a compromised immune system, diabetes, 
malnutrition and a tobacco use history.
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STEP 4: Presentation and discussion on diagnosis and treatment related to tuberculosis

Symptoms of TB depend on where in the body the TB bacteria are growing. TB bacteria usually 
grow in the lungs. TB in the lungs may cause symptoms such as:

▪▪ Bad cough that lasts three weeks or longer

▪▪ Pain in the chest

▪▪ Coughing up blood or sputum 

Other symptoms of active TB disease are:

▪▪ Weakness or fatigue

▪▪ Weight loss

▪▪ No appetite

▪▪ Chills

▪▪ Fever

▪▪ Sweating at night

Send two sputum samples to test for TB if any 
of the following are present: cough for more 
than three weeks, weight loss and sputum 
production.

Screen for TB symptoms, if a family member 
has pulmonary TB. All TB suspects must 
provide sputum samples for smear microscopy 
at a diagnostic centre under Revised National 
TB Control Programme (RNTCP). As secretions 
build up in the airways overnight, an early 
morning sputum sample is more likely to 
contain TB bacilli than one taken later in the 
day.
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Delays in treatment can occur as symptoms 
may be mild for many months. When the 
treatment is delayed, there is a higher chance 
that the patients may transmit the bacteria to 
others. They can infect up to 10-15 people 
through close contact in a year. Treatment is 
essential as without  it, two-thirds of people 
affected with TB will die.

Treatment for TB is provided at the TB centre 
under RNTCP. The doses are administered 
through directly observed treatment (DOT). 
Although the person with pulmonary TB 
becomes non-infectious within three weeks of 
initiating treatment, a six–month-long 
treatment is advocated. Two months of 
intensive treatment with Rifampicin (R), 
Isoniazid (H), Pyrazinamide (Z) and Ethambutol 
(E) followed by four months of continuation 
phase with Rifampicin (R) and Isoniazid (H) is 
recommended.

TB is still a major killer of people with HIV 
and such individuals are at greater risk of 
developing active TB. The major concerns relate 
to drug resistant TB bacilli. Multi-drug resistant 
TB (MDR-TB) is a form of TB that is difficult 
and expensive to treat as it fails to respond to 
standard treatment. Extensively drug resistant 
TB (XDR-TB) is a form of TB which is resistant 
to even drugs used in MDR-TB.
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Tuberculosis is common in HIV infected as well 
as HIV non-infected persons who use drugs 
and people who inject drugs.  Studies from 
India have confirmed that TB is common among 
IDUs and the high rates may be due to poverty, 
homelessness, malnutrition, poor living 
conditions, low immunity and HIV infection. 
The early symptoms of TB may be mistaken for 
other conditions prevalent among IDUs thus 
delaying the diagnosis. Symptoms of weight 
loss and tiredness can be attributed by the 
IDUs to general debility. Cough and chest pain 
may be attributed to chronic bronchitis (as 
most of them are smokers).

It is important for health care providers to 
screen IDUs for TB by sending them to TB 
centers. IDUs must be educated about TB and 
those infected must be linked to DOTS centers 
under RNTCP. Adherence to treatment is 
essential and the clinical staff should provide 
adherence support. Opioid Substitution 
Therapy or OST is an important strategy to help 
in TB treatment adherence.

Injecting drug users on OST have good 
adherence to TB treatment. The adherence to 
treatment can be facilitated by close supervision 
and monitoring. It is practically feasible to 
organise TB-DOTS at the OST clinics. When 
clients are maintained on methadone, as well 
as on TB treatment, drug interaction between 
methadone and rifampicin must be considered. 
The levels of methadone can come down, 
precipitating withdrawals. Physicians and 
nurses must be aware of this and methadone 
dose must be escalated accordingly to alleviate 
the withdrawals.



92    Day 2

A Manual to Train Clinical Staff on Co-morbidities Associated with Injecting Drug Use

The “Three Is for HIV/TB” highlight the role of 
ART in TB and HIV prevention. There is a strong 
scientific evidence base supporting the fact 
that ART, by lowering a person’s viral load and 
restoring the immune system, significantly 
reduces HIV and TB. WHO recommends earlier 
ART and the immediate initiation of ART for all 
TB patients irrespective of CD4 count.

The slide addresses key issues in decreasing 
the burden of HIV in injecting drug users with 
Tuberculosis.

STEP 5: Conclusion

▪▪ Conclude the session by giving key messages to the participants

Key messages

TB co-infection is very common in HIV infected IDUs

All HIV positive IDUs should be screened for TB

Decreased adherence and low access to the health care system should be managed 

Rifampicin decreases methadone concentration and produce withdrawal symptoms
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Day 2	 Session Seven

Other Physical Disorders: Anaemia and Nutritional 
Disorders

OBJECTIVE
▪▪ To educate participants about physical disorders such as nutritional disorders and anaemia 

that are prevalent among drug users  

EXPECTED OUTCOME
By the end of the session participants would be able to:

▪▪ Understand malnutrition and anaemia among drug users

DURATION
30 minutes

SESSION CONTENT
▪▪ Causes of malnutrition

▪▪ Prevention and management of common physical disorders – malnutrition and anaemia

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

MATERIALS / PREPARATION REQUIRED
▪▪ LCD projector 

▪▪ Laptop

▪▪ PowerPoint slides for the session

▪▪ White board/ flipchart

▪▪ Chart papers

▪▪ Masking tape

▪▪ Marker pen
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PROCESS
STEP 1: Presentation and discussion on causes of malnutrition

Both HIV infected as well as HIV non infected drug 
users are at risk for developing nutritional disorders.

Drug users are at an increased risk of 
malnutrition as a result of a combination of 
behavioural and metabolic factors. 

The behavioural factors contributing to poor 
nutrition are chaotic lifestyles leading to poor 
dietary quality and food insecurity. The 
metabolic factors such as inadequate storage 
of nutrients in damaged livers and increased 
nutrient excretion through dieresis and 
diarrhoea are also important.

Compared with HIV non-infected, HIV infected 
drug users at greater risk for nutritional 
disorders.

Many HIV infected individuals have additional 
morbidity such as Tuberculosis and these co-
morbidities significantly contribute to poor 
nutritional status.

Malnutrition affects the course of HIV infection 
in several ways. Malnutrition can compromise 
the host’s immune response. Poor nutritional 
status before ART initiation diminishes 
response to therapy. Malnutrition can also 
contribute to the occurrence of co-morbidities 
such as Tuberculosis.
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STEP 2: Presentation and discussion on nutritional status of IDUs

Nutritional compromise has been a hallmark 
of untreated HIV infection. Many HIV infected 
persons have nutritional disorders.

Persons with HIV infection often have inadequate 
dietary intake of calories, protein, vitamins 
and micronutrients. The impact of nutritional 
disorders among the HIV infected include: 
increased HIV progression; further immune 
decline; increased infectious disease morbidity; 
anaemia; fatigue and reduced productivity.

They have unintentional weight loss, which is a 
strong predictor of mortality.

The slide shows some key findings from a study on nutrition among IDUs conducted in Chennai. 
The study found a high prevalence of poor 
nutritional status in both HIV-positive and HIV-
negative male drug users in Chennai, with HIV-
positive drug users faring worse. The high 
levels of food insecurity in both groups indicate 
critical need for intervention. Additionally, it 
was found that 52 percent of HIV-positive drug 
users and 50 percent of HIV-negative drug 
users had BMI levels below 18.5 kg/m2. HIV-
positive IDUs had significantly lower levels of 
fat mass, fat-free mass, and percent body fat 
than HIV-negative IDUs. HIV-positive IDUs had 
lower cholesterol levels and higher triglycerides 
than HIV-negative IDUs.

The study found that the conditions that 
contribute to increased nutritional disorders 
among HIV positive drug users include chronic 
infection with Hepatitis C, HIV, and/ or TB.
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STEP 3: Presentation and discussion on improving nutritional status among Injecting Drug Users

Emerging evidence suggests that poor 
nutritional status at the start of ARV treatment 
is predictive of mortality. 

It may be important to improve nutritional 
status in the HIV-positive population prior to 
initiation of ARV treatment in order for patients 
to reap the full benefits of therapy. Micronutrient 
supplementation may be beneficial. ARV may 
improve nutritional status and overall health.

STEP 3: Presentation and discussion on anaemia among Injecting Drug Users 

Anaemia is highly prevalent in Injecting Drug Users, 
both among HIV-infected and HIV-uninfected

Anaemia may be exacerbated significantly by 
nutritional disorders among IDUs, which are 
very common.

Anaemia is highly correlated with frequency of 
injection and it is suggested that cessation of 
injection use may improve anaemia in drug users.

Anaemia contributes to increased morbidity as 
well as mortality among injecting drug users.

Anaemia is a common clinical finding in HIV-
infected patients. In a study conducted in 
Chennai, it was observed that about a fourth 
(23%) of HIV infected IDUs had anaemia.

This condition is associated with advanced 
stage of a disease, lower quality of life and 
higher mortality.

Many factors may contribute to the development 
of anaemia in HIV-infected patients including 
nutritional deficiencies, opportunistic 
infections, AIDS-related malignancies, drug 
treatment and a direct effect of HIV on the 
bone marrow.
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Zidovudine an Antiretroviral  (ARV)drug can cause anaemia.
Iron deficiency and inflammation-induced 
iron maldistribution may also contribute to 
HIV-associated anaemia.  Due to the effects 
of inflammation, iron is diverted from the 
circulation into the reticulo endothelial 
system and other storage sites. Apart from 
inflammation, HCV may also possibly contribute 
to redistribution of iron. 

Iron maldistribution may have another 
unwanted effect; it may increase a person’s 
susceptibility to opportunistic infections and 
accelerate disease progression. Indeed, iron 
overload is associated with a poor prognosis in 
HIV and Hepatitis C virus infections.

ART improves anaemia through several 
potential mechanisms, such as the reduction 
of opportunistic infections and associated 
anaemia caused by chronic diseases, reduction 
of gut abnormalities and improvement in 
micronutrient status.

Studies have shown that ART improves anaemia 
in HIV infected IDUs.

STEP 4: Conclusion

Key messages

HIV infection contributes to poor nutritional status through: anorexia, malabsorption of 
nutrients, increased utilization and increased nutrient losses.

Drug users are at an increased risk of malnutrition as a result of a combination of behavioural 
(poor dietary quality and food insecurity) and metabolic factors (inadequate storage of 
nutrients in damaged livers).

Malnutrition may impact the course of HIV-infection through promoting comorbidities.

A high prevalence of nutritional status is found among both HIV positive and HIV negative IDUs.

Improving nutritional status in the HIV-positive population prior to initiation of ARV treatment 
in order for patients may be important

ART improves anaemia in HIV infected IDUs.
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Day 2	 Session Eight

Other Common Physical Symptoms: Constipation, Pain 
and Poor Oral Health

OBJECTIVE
▪▪ To educate participants about common physical symptoms such as constipation, pain and 

poor oral health that are prevalent among drug users   

EXPECTED OUTCOME
By the end of the session participants would be able to:

▪▪ Know about managing common physical symptoms such as constipation, pain and poor oral 
health

DURATION
30 minutes

SESSION CONTENT
▪▪ Managing constipation

▪▪ Pain management in drug users

▪▪ Oral health

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

MATERIALS / PREPARATION REQUIRED
▪▪ LCD projector 

▪▪ Laptop

▪▪ PowerPoint slides for the session

▪▪ White board/ flipchart

▪▪ Chart papers

▪▪ Masking tape

▪▪ Marker pen

PROCESS
STEP 1: Presentation and discussion on management of constipation
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One of the key side effects of all opioids is constipation. One of the important side effects of 
opioid substitution therapy with buprenorphine 
and methadone is constipation and it lasts as 
long as the treatment lasts. With continued 
use, patients usually develop tolerance to the 
side effects of opioids, except constipation, 
which is the most common and usually the 
most debilitating side effect reported by 
patients. Constipation is also associated with 
serious negative effects on patients’ health-
related quality of life and on society in terms of 
health care resource use. There are multi 
factorial reasons for constipation among opioid 
users and they include: interference with 
normal gastrointestinal motility and by 
stimulating the absorption of fluids

Chronic opioid users suffer from constipation 
and hence it is necessary for them to adopt some 
strategies to address this drug induced effect.

The primary prevention strategies include:

▪▪ Increased dietary fibre

▪▪ Increased fluid intake

▪▪ Adequate exercise

At times, lack of sufficient time (spending 
disproportionate amount of time for the search 
and procurement of drugs) and lack of privacy 
(e.g. homelessness, shared common toilets) 
are the reasons.

Several novel pharmacological approaches are 
being developed, including assessment of pro 
motility and secreta-gogue agents that have 
efficacy in treating chronic idiopathic constipation. 

Other approaches are directed at the reversal 
of peripheral opiate effects in the gut while 
maintaining the desired analgesic efficacy.

An evidence-based management approach 
for opioid induced constipation will be more 
feasible after the new generation of drugs is 
formally and thoroughly studied.
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STEP 2: Presentation and discussion on pain management among drug users

Opioid-dependent patients and other drug users may present with pain and it is necessary that 
appropriate actions are initiated to effectively address it, particularly, acute pain. The slides 
outline the actions that need to be taken to effectively manage pain. 

▪▪ Determine the source of the pain 

▪▪ Provide appropriate pain medication to 
relieve the symptoms; this may include opioids 

▪▪ Analgesia should be prescribed on a regular 
basis. Additional flexibility for “breakthrough” 
pain may be required

▪▪ If the pain is persistent or the cause is 
unclear, check for underlying psychiatric 
problems or an undetected source of pain

Often opioids are the most effective drugs to 
provide analgesia and even opioid tolerant 
individuals may benefit with opioids for 
alleviation of pain.

▪▪ If opioids are used, opioid dependents 
require more and frequent doses of narcotic 
analgesics compared with non-dependents 
due to their tolerance

▪▪ In methadone-maintained patients receiving 
opioid analgesics, these should be given in 
addition to the daily maintenance dose of 
methadone (perhaps even at a higher dose)

▪▪ Taper the doses of narcotic analgesics slowly 
to avoid drug withdrawal

Multimodal analgesia simply implies combining 
two or more analgesic agents with different 
mechanisms of action to provide additive, if 
not synergistic, pain relief. There are many 
variations of multimodal analgesia, but a 
classic example is combining a Non Steroidal 
Anti Inflammatory Drug (NSAID) with an opioid 
analgesic following surgery. Drugs commonly 
used for multimodal analgesia in acute pain 
include opioids, non-opioids and a variety 
of adjuvant analgesics. Combinations of 
analgesics are chosen based on a mechanistic 
approach that targets the pain pathway in both 
the peripheral and central nervous system.
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Managing opioid tolerant persons in pre-operative phase: 

Pre-operative management of opioid-dependent patients begins with pre-operative administration 
of their daily maintenance or baseline opioid dose before induction of general, spinal, or regional 
anesthesia. Patients should be instructed to take their usual dose of oral opioid on the morning 
of surgery.

Reassurance: Discuss patient concerns related 
to pain control, anxiety, and risk of relapse.

Medication: Calculate opioid dose requirement 
and modes of administration; provide 
anxiolytics or other medications as clinically 
indicated.

Managing opioid tolerant persons in intra-
operative phase:

Maintain baseline opioids (oral, transdermal, 
intravenous). Increase intra-operative and 
post-operative opioid dose to compensate for 
tolerance. Provide peripheral neural or plexus 
blockade; consider neuraxial analgesic 
techniques when clinically indicated. Use non 
opioids as analgesic adjuncts

Managing opioid tolerant persons in post-operative phase: 

Plan pre-operatively for post-operative analgesia; formulate primary strategy as well as suitable 
alternatives.

▪▪ Maintain baseline opioids.

▪▪ Use multimodal analgesic techniques

▪▪ Patient-controlled analgesia: Use as 
primary therapy or as supplementation for 
epidural or regional techniques

▪▪ Continue neuraxial opioids: intrathecal or 
epidural analgesia

▪▪ Continue continuous neural blockade

Awareness and administration of appropriate 
doses of analgesics as well as continuous clinical monitoring remain the keys to successful peri-
operative pain management in this group of patients.
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 STEP 3: Presentation and discussion on oral health

Many drug-dependent individuals neglect their 
dental health before, and at times even after, 
entering treatment/ intervention programmes.

Dental problems are often seen in opioid and 
ATS users. Poor dental health is related to teeth 
grinding (particularly associated with ATS use), 
reduced saliva secretion and not brushing. 
Xerostomia, which can be a side-effect of 
methadone, can contribute to a high rate of 
caries.

Poor dental health can increase the risk of 
bacteraemia and infective endocarditis.

It may be necessary to educate the patients about managing dry mouth, a common effect of 
opioids such as heroin and methadone

Take frequent sips of water. Chewing sugarless gum helps stimulate salivary flow. Keep a glass or 
bottle of water by your bed for sipping during the night or on awakening. Drink frequently while 
eating

Limit caffeine-containing substances like coffee and tea. Many people report increased dryness 
after drinking beverages containing caffeine.
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Key messages

Constipation is a common physical side effect of opioids and can be effectively managed with some 
preventive strategies such as increased dietary fibre, increased fluid intake and physical exercise.

Appropriate steps need to be taken to effectively manage acute pain in drug users, particularly, 
opioid tolerant persons. Opioid analgesia may be required to address pain in opioid users.

Dry mouth is a frequent complaint in opioid users and poor oral health results from multiple 
factors. Education on oral hygiene is critical to prevent complications such as tooth decay and 
other serious infections. 

STEP 4: Conclusion
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Day 3
Session One: 

Alcohol Use Disorder

Session Two:  

Benzodiazepine Use Disorder

Session Three: 

Opioid Withdrawals

Session Four:  

Networking, Referral and Linkages
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Day 3	 Session One

Alcohol Use Disorder

OBJECTIVE
To make participants understand the role and responsibilities of doctors and nurses in the 
assessment and management of alcohol use disorder and alcohol withdrawal syndrome.  

EXPECTED OUTCOME
By the end of the session the participants would be able to understand:

▪▪ The screening and assessment of alcohol dependence and alcohol withdrawal syndrome

▪▪ The key issues in management of alcohol dependence and alcohol withdrawal

DURATION
75 minutes

SESSION CONTENT
▪▪ Alcohol use in India

▪▪ Screening and diagnosis of alcohol dependence

▪▪ Treatment of alcohol dependence

▪▪ Diagnosis of alcohol withdrawal syndrome

▪▪ Management of alcohol withdrawal syndrome

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

MATERIALS / PREPARATION REQUIRED
▪▪ Projector

▪▪ Laptop

▪▪ PowerPoint presentation

▪▪ White board/flip chart

▪▪ Marker pen

▪▪ Masking tape
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PROCESS
STEP 1: Presentation and discussion on alcohol use in India

Substance (psychoactive drug) use is increasing in India and is being reported in both urban 
and rural areas. The epidemiological studies carried out over time in different parts of the 

country indicate an escalating trend. A national 
household survey conducted countrywide in 
2001 revealed the prevalence rates for alcohol 
at 21.4 percent. Projecting this estimate to 
2001 population, it can be said that there were 
62.5 million alcohol users in the country.

Research studies done in India have revealed 
the following: One out of twenty women in 
India use alcohol. Half of all drinkers in India 
satisfy criteria for hazardous drinking. The 
typical pattern is heavy solitary drinking, 
predominantly involving spirits and usually 
>6 standard drinks per occasion. Alcohol-

related problems account for over a fifth of hospital admissions in India. Alcohol misuse has a 
disproportionately high association with liver diseases, TB, HIV and suicidal acts.

STEP 2: Presentation and discussion on screening and diagnosis of alcohol use disorder in 

primary care settings

Screening is required in emergency and in-
patient settings. A quick way to screen is to 
simply ask patients whether they have ever 
used any substance in their lifetime.

The most commonly used screening tool is the 
CAGE questionnaire, which has a sensitivity of 
60 to 95 percent for alcohol/drug problems 
and a specificity of 40 to 95 percent. The CAGE 
can be used for either alcohol or drug problems 
by replacing alcohol with the specified drug.

Two or more positive responses indicate a 
likely problem and require further assessment.

An additional two questions can enhance the CAGE process further:

1.	 Have you ever had a problem with alcohol?

2.	 Have you had any alcohol in the last 24 hours?
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The two slides outline the screening 
instrument AUDIT or the Alcohol Use Disorders 
Identification Test that is often used to evaluate 
alcohol misuse and dependence.

Each of the questions have a set of responses 
to choose from and each response has as core 
ranging from 0 to 4.

Total score of 8 or more is recommended as an 
indicator of hazardous and harmful alcohol 
use, as well as possible alcohol dependence.

In general, a score of 1 or more on Question 2 
or Question 3 indicates consumption at a 
hazardous level. Points scored above 0 on 
questions 4-6 (especially weekly or daily 
symptoms) imply the presence or incipience of 
alcohol dependence. Points scored on questions 
7-10 indicate that alcohol-related harm is 
already being experienced.

It is common for drug users to under report 
the amount of drugs consumed by them. 
Instead of mistrusting the patients, it is useful 
to understand the denial and lies as part of the 
shame associated with having substance misuse. 

At times the user may not report alcohol use as 
he or she may not perceive it as a problem to 
be reported.

Additionally, as alcohol use is normative in 
many settings, people may not want to highlight 
this as an issue.
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It is important to use a straight forward, non 
judgmental approach that will help obtain 
a full disclosure by the patient. Trust is 
required between the user and the treatment 
professional.

The user must be assured of confidentiality 
of the information provided to the treatment 
professional.

Consent must be obtained from the patients 
before taking their history.

The consequences of alcohol use on various 
aspects such as physical health, mental health, 
family, social relationship, employment and 
finance must be explored.

The duration of adverse consequences needs 
to be assessed.

Both WHO ICD-10 and American Psychiatric 
Association’s Diagnostic and Statistical Manual 
of Mental Disorders, fourth edition, Text 
Revision (DSM-IV-TR) conceptualise drug 
use disorders almost similarly with minor 
differences.

Dependent pattern of use is defined by 
the presence of three or more of the signs 
mentioned in the slide, for the last one year.
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Intoxication: This diagnosis is made when the patient is under the influence of alcohol, leading to 
maladaptive behaviours. 

Withdrawal: This diagnosis is made when 
the person experiences a distinct syndrome 
characteristic of discontinuation of alcohol. 
The onset is within hours to days of stopping or 
reducing the intake. Acute withdrawal usually 
lasts 7 to 14 days for alcohol. Withdrawal 
delirium (delirium tremens) is more severe 
form of withdrawal.

Alcohol use: related liver disease and other 
medical conditions: Physical examination to 
ascertain signs of diseases.

STEP 3: Presentation and discussion on treatment of alcohol dependence syndrome

The primary goal of treatment is to assist 
the patient to remain healthy, until, with 
appropriate care and support he or she can 
achieve an alcohol free life.

Alcohol dependence is a chronic disorder that 
may require maintenance treatment, similar to 
other medical conditions such as hyper 
lipidemia and diabetes. The ultimate goal for 
treating patients with alcohol dependence is to 
achieve abstinence and prevent relapse. Only a 
third of patients are eventually able to achieve 
sustainable abstinence.

The five pharmacologic agents that may aid 
in accomplishing these goals are disulfiram, 
oral naltrexone, topiramate, acamprosate and 
baclofen.

Disulfiram inhibits aldehyde dehydrogenase, a key 
enzyme involved in the metabolism of alcohol. 
Hence acetaldehyde accumulates after drinking 
alcohol. This results in negative effects such as 
dizziness, flushing, nausea, vomiting, hypotension, 
arrhythmia, convulsions, respiratory depression, 
and myocardial infarction. The effect of this drug 
is sufficiently unpleasant to the patient to serve 
as a deterrent to consuming alcohol. Its efficacy is 
linked to the fear of these aversive reactions.

Acamprosate, malterxone, topiramate and baclofen are considered as anti craving medications. 
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The drugs act differently on alcohol intake.

Disulfiram: Triggers aversion

Naltrexone: Acts on µ-Opiate receptors that modulate 
the release of dopamine in the reward system

Acamprosate: Interferes with conditioned responses 
and inhibits NMDA glutamate receptor hyperactivity 
that occurs during protracted withdrawal.

Topiramate: Inhibitscorti come solimbic 
dopamine increase, decreases alcohol 
reinforcement and the propensity to drink

Baclofen: Potent GABA- B receptor agonist and 
suppresses alcohol craving

The doses of these five drugs are given in the slide.

Psychosocial interventions are important in 
alcohol dependence management.  Some of the 
key psychosocial interventions are mentioned 
in the slide.

Motivational enhancement therapy may facilitate 
entry and retention into treatment. Cognitive 
behaviour therapy may be helpful in relapse 
prevention strategies.  Family therapy addresses 
many of the interpersonal factors that need 
to be addressed and resolved. Group therapy 
is efficient as well as effective. Several alcohol 
dependent persons benefit significantly with AA. 

STEP 4: Presentation and discussion on diagnosis of alcohol withdrawal syndrome 

The diagnostic criteria for alcohol withdrawal 
syndrome by the American Psychiatric 
Association are outlined in the slide. 
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Alcohol withdrawal occurs over a time period 
and the three slides show how alcohol 
withdrawal symptoms emerge over time. It is 
important to observe that the minor withdrawals 
occur early in withdrawal compared with severe 
withdrawals.

It is a common medical problem with about 
eight percent of the hospitalised patients at 
risk for development of alcohol withdrawal 
syndrome. The mortality of alcohol withdrawal 
can be high (up to 15 percent).

Alcohol withdrawals may develop in surgical, 
trauma, and other medical wards when 
dependent persons get admitted for other 
surgical/medical conditions and suddenly 
cease to use alcohol. 

Patients may present to emergency rooms 
in a confused state (altered sensorium plus 
disorientation).
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Alcohol withdrawal management involves a thorough awareness of any illness in the patient, 
careful selection of pharmacological agents, education and reassurance.

STEP 5: Presentation and discussion on management of alcohol withdrawal syndrome

The aims of detoxification are: to provide safe 
withdrawal from alcohol and enable the patient 
to become alcohol free; to provide withdrawal 
that is humane, thus protecting the patient’s 
dignity; and to prepare the patient for ongoing 
treatment for their dependence on alcohol. The 
key issues in alcohol detoxification are:

It is essential to conduct a thorough physical 
examination as an illness markedly increases 
the chances of convulsions or delirium. During 
detoxification, avoid intravenous fluids unless 
there are medical indications for this. Educating 
and reassuring the patient is extremely 

important. The patient is likely to benefit from a brain depressant (such as any benzodiazepine) in 
adequate doses to markedly diminish symptoms. Withdrawal treatment does not usually require 
an anticonvulsant unless the patient has a seizure disorder.
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Patients should be treated with regimens which are individual-specific and flexible to respond to 
changes in severity of withdrawal (symptom-
triggered). 

Fixed treatment schedules, where the patient is 
given a standard regimen irrespective of their 
symptoms, are inappropriate.

The revised Clinical Institute Withdrawal 
Assessment for Alcohol (CIWA-Ar) scale is a 
validated 10-item assessment tool that can be 
used to quantify the severity of alcohol 
withdrawal syndrome, and to monitor and 
medicate patients going through withdrawal.

Patients will often complain of withdrawal 
symptoms but have no objective evidence of 
withdrawal.

Treatment is better with a symptom triggered 
regimen.

While mild to moderate alcohol withdrawal 
symptoms can be managed on an out-patient 
basis in the drop-in-centre, severe alcohol 
withdrawal symptoms (seizures, delirium) need 
to be treated in a hospital.

Longer-acting (long half life) benzodiazepines 
(e.g. diazepam, chlordiazepoxide) may be more 
effective in preventing seizures. Long acting 
benzodiazepines may produce a smoother 
withdrawal course with less breakthrough 
or rebound symptoms than short eracting 
(short half life) agents. Benzodiazepines with 
a rapid onset of action may have a higher 
abuse potential than those with slower onset 
of action.
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In those patients who are still manifesting the 
signs of severe withdrawal despite appropriate 
doses of diazepam, haloperidol 5mg IV or IM 
should be administered, repeated once, as 
appropriate.

β-adrenoceptor blocking drugs: These drugs 
reduce the autonomic features of withdrawal 
but have no anticonvulsant activity. The 
disadvantage is that these drugs are known to 
cause delirium.

Clonidine: Though clonidine ameliorates mild 
to moderate withdrawal, it has no efficacy in 
preventing seizures or delirium.

An ideal drug for management of withdrawal 
syndrome is that with few significant side 
effects, wide margin of safety, a metabolism 
not dependent on liver function and absence of 
abuse potential.
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Thiamine: Alcohol interferes with absorption 
of B-vitamins and hence all patients should 
receive oral vitamins including thiamine (which 
is not well stored in the body) 100 mg bd 
orally. When Wernicke’s encephalopathy or 
Korsakoff’s psychosis is suspected, parenteral 
administration of B-vitamins is appropriate.

STEP 6: Conclusion

▪▪ Conclude the session by giving the key messages

Key messages

Alcohol use related problems are enormous in India.

Alcohol dependence is a chronic brain disorder with many adverse consequences.

A comprehensive and holistic approach is needed to treat alcohol dependence.

Detoxification, anti-craving medication, psychological therapies, self-help groups constitute 
the holistic care.

Symptom-triggered regimens have been shown to lessen the need for total medication and 
shorten the duration of treatment.

In most patients with mild to moderate withdrawal symptoms, outpatient detoxification is 
safe and effective and costs less than inpatient treatment.

Long acting benzodiazepines have been shown to be safe and effective, particularly for 
preventing or treating seizures and deliriums and are preferred for treating alcohol withdrawal 
syndrome.
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Benzodiazepine Use Disorder

OBJECTIVE
To make participants understand about benzodiazepine dependence and management of 
benzodiazepine withdrawals.  

EXPECTED OUTCOME
By the end of the session the participants would be able to:

▪▪ Understand the consequences of sudden withdrawal of benzodiazepines in dependent persons

▪▪ Know the key principles in the management of benzodiazepine withdrawals

DURATION
60 minutes

SESSION CONTENT
▪▪ Benzodiazepine dependence

▪▪ Sudden stopping of benzodiazepines and its withdrawals 

▪▪ Managing benzodiazepine withdrawals

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

MATERIALS / PREPARATION REQUIRED
▪▪ Projector

▪▪ Laptop

▪▪ PowerPoint presentation

▪▪ White board/flip chart

▪▪ Marker pen
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PROCESS
STEP 1: Presentation and discussion on benzodiazepine dependence and the practical issues 

involved in prescribing benzodiazepines

▪▪ Open the session by asking the participants to brainstorm on various benzodiazepines that 
are available in the Indian market and commonly  utilized by drug users.

▪▪ Inform participants on the diagnosis of benzodiazepine dependence.

The dependence criteria for substance 
dependence syndrome in WHO ICD 10 are 
outlined in the two slides. Dependence is 
indicated by the presence of three or more 
features, for a year or more.

Benzodiazepine dependence is relatively 
common among injecting drug users, 
particularly those who consume 
benzodiazepines. The syndrome can be mild 
and short-lived or severe and sometimes 
protracted among injecting drug users.

In DSM IV of American Psychiatric Association, dependence is defined as maladaptive pattern 
of drug use leading to clinically significant impairment or distress with three or more of the 
following conditions during the last one year: 

1.	 Withdrawal syndrome

2.	 Excess use

3.	 Tolerance

4.	 Time spent in acquiring and using the 
drug

5.	 Interference with social, occupational and 
recreational activities

6.	 Inability to cut down use

7.	 Continued use despite knowledge of 
harm due to drugs.
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In several settings, injecting drug users administer a combination of pharmaceutical preparations 
that contain synthetic opioids and 
benzodiazepines. Diazepam is often used in 
combination with injectable buprenorphine, 
injectable pentazocine and other opioids 
including heroin.

In addition, drug users consume oral 
benzodiazepines in large quantity and the two 
commonly used drugs across the country are 
alprazolam and nitrazepam.  Reasons given for 
taking benzodiazepines recreationally are that 
they enhance the ‘high’ obtained from illicit 
drugs, alleviate withdrawal effects and also 
produce a ‘kick’ when taken alone in high 
doses or injected intravenously.

Escalation of dosage and chronic use of 
benzodiazepines cause additional adverse 
effects including depression,excessive sedation 
leading to falls and fractures, road traffic and 
other accidents (especially when combined 
with alcohol), and the insidious development of 
increasing psychological and physical 
symptoms. Furthermore, benzodiazepines can 
be lethal in overdose.

The practical points for consideration by the physicians in the usage of benzodiazepines are 
mentioned in the two slides. These considerations will help in reducing the emergence of 
benzodiazepine misuse and dependence.
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STEP 2: Presentation and discussion on sudden stopping of benzodiazepines and the 

common withdrawal symptoms

On stopping benzodiazepines abruptly, the 
original disorder for which the drug was 
taken (such as anxiety disorder) usually 
recurs. The rebound symptoms after stopping 
benzodiazepines can last for a few days. 

The withdrawal syndrome could be mild or more 
at times. In severely dependent persons, the 
withdrawals can be debilitating and dangerous. 
The serious symptoms include confusion, seizures 
and delirium and may be a medical emergency.

Symptoms include many that are common to 
anxiety states in general, as well as some that 
are characteristic of benzodiazepine 
withdrawal(see slide). Severity is often 
associated with prolonged or high-dose use, 
short-acting potent benzodiazepines, certain 
personality types and anxiety/neuroticism. 
Withdrawal symptoms prolong benzodiazepine 
use, which often continues for years after the 
initial indication for the drug has passed. Many 
illicit benzodiazepine users become dependent 
and show typical withdrawal symptoms, which 
can be severe. The tragedy of recreational 
benzodiazepine abuse is that it is largely 
iatrogenic, resulting from wide spread over-
prescription of benzodiazepines by general practitioners,which has increased their availability.

Abrupt discontinuation of benzodiazepines in 
dependent persons can have serious adverse 
consequences, including death, delirium, 
seizures and confusion. 

With short-acting benzodiazepines (e.g. 
oxazepam, alprazolam), withdrawal symptoms 
typically begin 12–24 hours after the last dose 
and peak in intensity between 24 and 72 hours.

With long-acting drugs (e.g., diazepam and 
chlordiazepoxide) withdrawal symptoms peak 
after 5–8 days. Symptoms develop slowly in 
people with liver disease and the elderly because 
of slow drug metabolism. 
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STEP 3: Presentation and discussion on management of benzodiazepine withdrawals

Benzodiazepine withdrawal could be 
challenging for the patient as well as the 
physician. The aim of treatment is to offer safe 
withdrawal from benzodiazepines and to 
ensure cessation of use. It should be carried 
out judiciously.

The key principles involved in the management of benzodiazepine dependence are mentioned in 
the two slides. The key strategies for successful discontinuation are gradual dosage tapering and 
psychological support if necessary. Various authors have suggested optimal times of 6–8 weeks 
for withdrawal but some patients may require a year or more.

For some patients, particularly those taking 
benzodiazepines for anxiety or using potent 
benzodiazepines (lorazepam, alprazolam, 
clonazepam) there are advantages in conducting 
the withdrawal by using diazepam. The slow 
elimination of this drug ensures agradual fall in 
blood concentration and its availability inlow-
dosage forms permits small dosage reductions. 
Conversion from other benzodiazepines to 
diazepam can be conducted using equivalent 
potencies between different benzodiazepines.
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The gradual dosage tapering schedule for 
those taking less than 50 mg daily equivalent 
of diazepam is presented in the slide.

The gradual dosage tapering schedule for 
those taking more than 50 mg daily equivalent 
of diazepam is presented in the slide.

Ideally, after receiving advice and information 
from the physician and giving full consent, the 
patient should be in control of his/her own 
personal reduction rate and proceed at whatever 
pace is tolerable. A personalised approach is 
likely to result in fewer patients dropping out 
or declining to participate in withdrawal trials.

The development of convulsions can usually be 
prevented by moderate doses of diazepam (10 
mg), but some authors report benefit from 
carbamazepine or sodium valproate.

The degree of psychological support required 
during withdrawal is variable and may range 
from a single brief consultation to more formal 
cognitive, behavioural or other therapies 
directed towards anxiety management and 
stress-coping strategies. Support when 
needed should be available both during and 
after withdrawal since patients may remain 
vulnerable to stress for some months. 
Information about withdrawal symptoms 
should be supplied and referral to a support 
organisation (e.g. NA groups) is often helpful.
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STEP 4: Conclusion

▪▪ Conclude the session by giving the key messages

Key messages

Prevention of benzodiazepine dependence can be achieved by adherence to short-term use.

Particular care should be taken in prescribing benzodiazepines for vulnerable patients such 
as those with alcohol or drug dependence.

Abrupt discontinuation of benzodiazepines in dependent persons can lead to confusion, 
seizures, delirium and death.

The aim of management of benzodiazepine dependence is safe withdrawal (graded reduction) 
and cessation of use.



  Session  Three    125

Day 3	 Session Three

Opioid Withdrawals

OBJECTIVE
To educate the participants on effective management of opioid withdrawals.  

EXPECTED OUTCOME
By the end of the session the participants would be able to understand:

▪▪ The withdrawal symptoms of opioids

▪▪ How to provide relief from distressing withdrawal symptoms of opioids

▪▪ The importance of linking people to comprehensive drug treatment services following 
treatment for withdrawal

DURATION
75 minutes

SESSION CONTENT
▪▪ What is detoxification?

▪▪ Withdrawal symptoms of opioids

▪▪ Management of opioid withdrawal symptoms

▪▪ Linking with drug treatment and rehabilitation services following detoxification

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

MATERIALS / PREPARATION REQUIRED
▪▪ Projector

▪▪ Laptop

▪▪ PowerPoint presentation

▪▪ White board/Flip chart

▪▪ Marker pen

PROCESS
Step 1: Discussion on opioid withdrawals

▪▪ Generate a discussion on the signs and symptoms of opioid withdrawal. Sum up by presenting 
the following slides
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Opioid receptors are present in most parts 
of the body and so withdrawal from opioids 
affects nearly the entire systems. Physical 
symptoms and signs of opioid withdrawal 
generally appear after six hours to one day and 
peak 36–72 hours after the last dose of heroin 
or other opioids. 

Psychological symptoms continue for weeks 
and sometimes months afterwards. 
Neurobiological changes to the brain resulting 
from long-term opioid dependence may persist 
even longer,making these individuals always at 
risk for relapse.

The physical signs/symptoms include:

Lacrimation, rhinorrhea, yawning, dilated 
pupils, nausea/vomiting, diaphoresis, 
chills, piloerection, mild tachycardia and/or 
hypertension, myalgias, abdominal cramps, 
diarrhea

The psychological symptoms include:

Anxiety and dysphoria Craving for opioids 
restlessness, insomnia, fatigue

Severity of withdrawal symptoms can also be 
quantified with Clinical Opiate Withdrawal Scale 
(COWS).

 

Withdrawal generally appears after 6–24 hours 
and peaks at 36–72 hours after the last dose of 
heroin or morphine-related opioids.

There are different phases during opioid 
withdrawal and they are shown in the slide
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The intensity, peak and course of withdrawal can differ between short-acting and long-acting 
opioids

Important points to note are:

Methadone withdrawal may take longer to 
manifest clinically (36-72h from last dose) 
than withdrawal from other opioids, but may 
persist for 2-3 weeks or even longer.

Physical withdrawal symptoms from heroin 
generally resolve by 7-10 days.

Psychological withdrawal symptoms (dysphoria, 
insomnia) may last weeks to months.

Step 2: Discussion on opioid withdrawals treatment

▪▪ Discuss and present the following slides on management of opioid withdrawal.

Opioid withdrawal is not life threatening in otherwise healthy individuals. However, the risk of serious 
medical complications is higher in pregnant 
women. The pregnancy-associated risks are 
spontaneous abortion and pre-term labour.

Patients should drink plenty of fluids during 
withdrawal to replace the fluids lost due to 
excessive sweating and diarrhoea (health 
workers should be aware of the possibility of 
compromised renal function). Vitamin 
supplements can also be provided. For mild 
opioid withdrawal, supportive care and 
symptom management suffice. For moderate 
and severe withdrawal, pharmacological 
treatment is required. 

When opioids are stopped, the severity of withdrawal 
symptoms depends on a number of factors:

▪▪ Amount of opioids used daily: In general, 
the more opioids ingested daily, the more 
severe the withdrawal syndrome. 

▪▪ Duration and regularity of use:In general, 
the more intermittent the drug use, the less 
severe the withdrawal. Consistent use over 
a longer duration appears to produce more 
severe symptoms.

▪▪ Psychological and individual factors: 
Personality and state of mind can influence 
the severity of withdrawal, as can general 
physical health and ability to cope with stress.
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The withdrawal services (detoxification) have 
the following objectives:

They help to: Alleviate the discomfort of 
heroin withdrawal by providing support and 
appropriate medication

Prevent the development of complications

Interrupt a pattern of heavy and regular use of 
heroin and other opioids

Facilitate linkages to post withdrawal services 
such as drug dependence treatment and 
rehabilitation services

The detoxification can be organised many 
settings. The settings include outpatient 
services, drop-in-centres, homes, community 
withdrawal unit and detoxification camps. 

It is cost effective to provide outpatient services 
and community based withdrawal services.

In-patient withdrawal is recommended in the 
following circumstances:

▪▪ Poly drug use

▪▪ Psychiatric co-morbidity

▪▪ Poor social support

▪▪ Previous unsuccessful outpatient withdrawals

▪▪ Patient preference

It is necessary to organise supportive care 
during the withdrawal treatment. The nature 
of opioid withdrawals and the duration of the 
same must be adequately explained to the 
patients. The various strategies that would be 
adopted to alleviate the distressing symptoms 
should be clearly communicated to the patient. 
The role of medication(s) in alleviating the 
withdrawal symptoms needs to be informed 
to the patients. Additionally, supportive 
counselling and family support need to be 
provided. While complex personal problems 
are not addressed at this stage, it is relevant to 
focus on crisis interventions addressing issues 
related to housing, personal safety, medical 
care, nutrition and welfare.
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The three pharmacological approaches to 
assisting withdrawal from opioids are: 

▪▪ Tapered sub lingual buprenorphine 

▪▪ Tapered oral methadone 

▪▪ Tapered oral adrenergicalpha-2 agonists

The evidence for symptomatic treatment is 
lacking.

In some settings, opioid withdrawal is managed 
with the help of anti-psychotics. There is lack 
of evidence to support this strategy. Use of 
antipsychotics can result in the following: 
confusion, drowsiness, rigidity, fall in blood 
pressure, parkinsonian type tremors, “robot”- 
like reduced movements and delirium.

Clonidine is α- adrenergic drug, used in the 
treatment of hypertension. It is effective in 
alleviating distressing autonomic features in 
opioid withdrawal syndrome. They include: 
diarrhoea, nausea, abdominal cramps, 
sweating, rhinorrhoea. They are less effective 
in controlling symptoms such as sleep 
disturbance, body aches, pain and craving 
for heroin/opioids. There is a need to limit 
access to the medication as overdose of this 
medication can be dangerous.
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Clonidine is used when it is possible to closely 
monitor the patient. 

The drug should be used cautiously in persons 
with depressive disorders, cardiovascular 
disease and renal disease. Caution should be 
exercised in prescribing along with other CNS 
sedatives.

The contraindications for the drug are: severe 
brady-arrhythmia and hypersensitivity.

Clonidine is anti-hypertensive drug and can cause significant reduction blood pressure. 
Monitoring of blood pressure (BP) is required 
when administering clonidine. If the BP falls 
below 90/60 mm Hg, then the dose of the drug 
should be reduced or even stopped. If the heart 
rate reaches <60, it is adviced not to prescribe 
it further.

Other side effects of the drug include: fatigue, 
lethargy, sedation, dry mouth and severe 
arrhythmia (in overdose).

Where available, lofexidine should be used in 
preference to clonidine, particularly in 
outpatient settings, because it has less adverse 
effects.

The dosing regime for clonidine is presented 
in the slide.
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Naltrexone is an opioid antagonist and in 
opioid dependent persons, this can precipitate 
withdrawals. At times clonidine and naltrexone 
are combined together. As nalterxone 
accelerates the withdrawals, combination of 
these drugs helps to reduce the duration of 
withdrawal treatment.

Tapered buprenorphine is used in the management of opioid withdrawal. An important aspect of 
buprenorphine’s pharmacology is its high 
affinity for opioid receptors. As a result it 
prevents heroin and other opioids from binding 
to the receptors and thus attenuates their 
effects. This is more pronounced at higher 
doses of buprenorphine and many patients 
even refer to it as a ‘blocker’. The other major 
implication of its high affinity is that it will 
displace any opioid from the receptor when it is 
started as a treatment. As a partial antagonist, 
it activates receptors less than a full antagonist, 
resulting in a relative drop in receptor activation 
and therefore a degree of ‘precipitated opioid 
withdrawal’. This can be prevented by delaying 
starting buprenorphine until the individual is in opioid withdrawal. Precipitated withdrawal is 
more likely to occur during treatment with withdrawal from long acting opioid such as methadone.

The tapered buprenorphine dose is shown in 
the slide. 

There could be variations to the taper length 
and dosage depending on the individual. In 
some cases, it is preferable to taper over 14 
days. 

The doses from day 1- 14 are 4,  8,  12-16,  
12-16,  12,  10,  8,  6,  4,  4,  2,  2,  1 and  0.5 
mg respectively
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For the management of opioid withdrawal, tapered doses of opioid antagonists? should generally 
be used, although alpha-2 adrenergic agonists may also be used.

▪▪ Strength of recommendation – standard

▪▪ Quality of evidence – moderate

▪▪ Remarks – Buprenorphine and methadone 
are both recommended in the management of 
opioid withdrawal. As a partial antagonist?with 
slow receptor dissociation, buprenorphine has 
the best pharmacological profile for use in 
withdrawal and reducing the risk of rebound 
withdrawal when opioids are ceased. While 
buprenorphine is probably slightly more 
effective, it is more expensive.

While on treatment for withdrawal, it is 
necessary to monitor and review the progress.

Monitoring is done by the healthcare worker to 
evaluate the general progress made, the 
ongoing motivation of the individual to stay 
away from the drug and the challenges faced 
during the phase. The assessment of severity 
(using COWS) will help to decide on the strategy 
as well as the dose of the medication employed. 
It is also important to review the side effects 
and the response to the medication. If the 
person has relapsed, it is important to identify 
the reasons for it.

All forms of detoxification as treatment for 
opioid dependence have high relapse rates.

Detoxification by itself is not treatment and 
majority will relapse immediately following 
detoxification. It should be considered as 
initiation to treatment and in all cases should 
be linked with post withdrawal services. 
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STEP 3: Discussion on post-detoxification care and treatment

▪▪ Begin the discussion by repeating that effective detoxification includes not only medical 
stabilisation of the patient and safe and humane withdrawal from drugs or alcohol, but also 
the entry into treatment.

▪▪ All patients completing detoxification must be connected to after-care psychosocial support 
services. Following the acute withdrawal phase, protracted withdrawal can last for a few 
months. This phase is characterised by significant craving for the preferred opioid and a 
diminished sense of well-being. Relapse is extremely common following detoxification in 
those not provided with adequate psychosocial support. 

All drug dependent persons require long-term care and support and they can benefit 
immensely with psychosocial interventions, including relapse prevention. Those with moderate 
to severe opioid dependency and a history of injecting should be considered for opioid 
substitution therapy with methadone or buprenorphine.

It is necessary to connect persons who have 
been successfully detoxified to drug treatment 
services such as relapse prevention and 
abstinence oriented approaches. 

For those who fail with attempts to detoxify, it 
is better to refer them to substitution therapy 
or other harm reduction services.

STEP 4: Conclusion

▪▪ Conclude the session by giving the key messages

Key messages

Opioid withdrawal, though very distressing is not life threatening in otherwise healthy individuals.

For the management of opioid withdrawal, tapered doses of opioid agonists (with 
buprenorphine or methadone) should generally be used, although alpha-2 adrenergic 
agonists may also be used.

Buprenorphine has the best pharmacological profile for use in withdrawal, reducing the risk 
of rebound withdrawal when opioids are ceased

All forms of detoxification as treatment for opioid dependence have high relapse rates and 
hence post withdrawal services are critical.
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Networking and Referrals

OBJECTIVE
To enable the participants to understand the objectives of establishing referrals/networking and 
the process of building linkages.  

EXPECTED OUTCOME
By the end of the session the participants will be able to:

▪▪ Know the multiple needs of IDUs

▪▪ Understand the importance of referral for various services

DURATION
30 minutes

SESSION CONTENT
▪▪ Multiple problems faced by IDUs

▪▪ Referral linkages

SUGGESTED TRAINING METHOD
▪▪ Discussion

▪▪ PowerPoint presentation

▪▪ Activity

MATERIALS / PREPARATION REQUIRED
▪▪ Projector

▪▪ Laptop

▪▪ PowerPoint presentation

▪▪ Whiteboard/Flipchart

▪▪ Marker pens
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PROCESS
Step 1: Multiple Problems of Drug Users

▪▪ Ask the participants to recall the session on harms related to drug use and list the multiple 
problems faced by drug users. While noting down the responses, arrange the problems under 
various headings as shown in the following slide.

Step 2: Networking for Good Referral System

▪▪ Ask the participants which among the above noted problems can or cannot be taken care of 
in the IDU TIs where they work. List them separately on a chart paper. Then ask them how 
these services can be provided. In this manner, lead them to the concept of referral systems. 

▪▪ Now ask the participants whether a simple referral to various services would be enough and 
why they think so. Emphasise the following points:

•	 Mere referrals would not help, as most of these referrals would not be honoured. 

•	 As the clients are IDUs, the referred agency may not be sufficiently interested/caring to provide 
services. A strong networking would be required to establish a successful referral system.

▪▪ The facilitator should make use of the following notes to explain the above slide: 
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Notes:
The importance of strong referral systems cannot be overemphasised. An inventory of local 
services for referral relevant to the needs of persons who are injecting drug users should 
be conducted by the TI team. The staff should be aware of all the services so that they can 
pass on this information on to the patients attending the TI. Relevant services include most 
health (including mental health) and welfare agencies, including those providing emergency 
services. Contact details of the agencies providing such help should be readily available to 
the peer workers to facilitate referral. It is better to establish formalised linkages with the 
other services through a memorandum of understanding.

An assessment of opioid dependent individuals should reveal the various needs of the 
IDUs. After assessing the needs, it is important to prioritise and arrange for linking with 
most needed services. As drug users feel marginalised, they would be more comfortable if 
accompanied by peers while accessing such services. Also, since many conditions require 
long-term help,follow-up with these agencies is important. The peers need to ensure that 
the drug users continue with the advice, care and support provided by these agencies.

Step 3: Referral Linkages

The key services for which referral linkages 
need to be established include: Mental 
health services, drug use treatment facilities 
(detoxification and rehabilitation); nutritional 
support; tuberculosis treatment services (TB-
DOTS); health services such as secondary and 
tertiary care hospitals; opioid substitution 
therapy programmes; and ART centre.

STEP 4: Activity

▪▪ The facilitator discusses with the participants various measures that need to be taken in order 
to ensure that drug users’ needs are addressed adequately for co-morbid issues.

A) 	  Brainstorm with the participants and ask them to list all the problems that drug users 
encounter. Tell the participants to list the problems in the order of priority.

B) 	 Ask them how these problems can be effectively addressed

•	 What can be done at the individual level? (e.g. positive living, reduce smoking, exercise)

•	 What can be done at the family level? (e.g. food, cooperation by the family)
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•	 What can be done at the peer support level? (e.g. emotional and social support)

•	 What can be done at the TI clinic? (e.g. addressing common medical problems)

•	 What can be done at the OST clinic? (e.g. withdrawal treatment)

•	 Which ailments or tests require attention in a specialised clinic or agency or service? (e.g. 
TB, depression, HCV testing)

C) 	 Ask the participants to list the names of the agencies/services in their geographical location 
that have the potential to offer services for IDUs.

	 Name of the Agencies			  Type of Services Offered

	 ...........................................		  ...........................................

	 ...........................................		  ...........................................

	 ...........................................		  ...........................................

	 ...........................................		  ...........................................

D)  	 Ask the participants to list the barriers and obstacles in accessing these services.

E) 	 Ask the participants to brainstorm on the ways to ensure that referral linkages are effectively 
made and list them.

F) 	 Ask the participants how they would ensure follow-up with these services 

The facilitator elicits responses from the participants on all of the above, clarifies them and 
concludes by summarising on the flip chart.

STEP 5: Conclusion

▪▪ Conclude the session by giving the key messages

Key messages

Comprehensive care and support for co-morbidities among injecting drug users can be achieved 
through proper networking for good referral system.

The key services for which referral linkages need to be established include: Mental health 
services, drug use treatment facilities (detoxification and rehabilitation), nutritional support, 
tuberculosis treatment services,health services such as secondary and tertiary care hospitals

The clinical staff should be familiar with the names of the agencies/services in their geographical 
location that have the potential to offer services to IDUs to address the co-morbid issues
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Evaluation and Conclusion

OBJECTIVE
▪▪ To help the facilitator and participants assess the knowledge acquired and change in attitude 

after the workshop

▪▪ To conclude the training programme  

EXPECTED OUTCOME
At the end of the session,the participants would be able to:

▪▪ Clarify their doubts, if any 

▪▪ Provide comments, suggestions or inputs

▪▪ To give feedback on the workshop – methods and content

DURATION
60 minutes

SESSION CONTENT
▪▪ Clarifications on questions from participants

▪▪ Comments, suggestions and inputs from participants

▪▪ Feedback on the workshop

MATERIALS / PREPARATION REQUIRED
▪▪ Before the session, ensure that adequate copies of the questionnaire (given in Annexure 1) for 

conducting the post-training evaluation are available. The answers to the questions are also 
provided therein.

▪▪ Feedback forms –Day 3

▪▪ Training feedback forms
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Evaluation and Conclusion

PROCESS
Step 1: Post-training

▪▪ Remind the participants that at the beginning of the training workshop they had answered a 
questionnaire

▪▪ State that the 3-day training has added to their knowledge and has enhanced their skills in 
working on outreach for IDUs.

▪▪ Inform the participants that before concluding the workshop they need to answer the same 
questionnaire again.

▪▪ Distribute the questionnaire – one for each participant. Give them 15 minutes to complete it, 
at all times ensuring that they participants are answering individually and not with assistance 
from their peers. 

▪▪ Collect the filled-in questionnaires and thank the participants.

Step 2: Conclude

▪▪ Encourage some of the participants to say a few words about their experience at the workshop 
and their learning.

▪▪ Thank the participants for their active participation in the workshop.

As this	 is the last session of Day 3, distribute the feedback forms (Feedback Form – Day 3) and 
ask the participants to provide feedback on the sessions conducted during the day.
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Annexures
1. Pre and Post-training Questionnaire
2. Training Agenda
3. Day-wise Feedback Forms
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Annexure 1

 Pre and Post-training Questionnaire

Instructions: Please choose the correct response or responses from the options provided. 

Remember: There may be more than one correct option!

1.	 Of the following, which one of the mental mechanisms is not healthy?

a.	 Altruism 

b.	 Humour

c.	 Sublimation

d.	 Intellectualisation

2.	 Why do drug use disorders and mental (psychiatric) disorders co-occur?

a.	 Overlapping genetic vulnerabilities

b.	 Overlapping environmental triggers

c.	 Drug use disorders and psychiatric disorders are developmental disorders

d.	 All of the above

3.	 The important components in clinical assessment that help to arrive at a psychiatric 
diagnosis are –

a.	 Psychiatric history and mental state examination

b.	 Mental state examination and psychological investigations

c.	 Psychiatric  history, mental state examination and physical examination

d.	 Physical investigations and psychological tests

4.	 Withdrawal from substance (alcohol and drugs) use can cause:

a.	 Psychotic episode

b.	 Anxiety 

c.	 Delirium

d.	 All of the above
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5.	 The following are risk factors for suicide in depressed persons except

a.	 Drug use

b.	 Hopelessness and guilt

c.	 Middle age

d.	 Prior attempts

6.	 The following personality disorders are prone for drug use

a.	 Antisocial personality disorder

b.	 Obsessive-compulsive personality disorder 

c.	 Borderline personality disorder

d.	 Schizoid personality disorder

7.	 The key feature of panic anxiety is

a.	 Inability to relax

b.	 Trouble attending to the surroundings

c.	 The only concern is to escape from the place where the anxiety is occurring

d.	 Muscle tension

8.	 Depression commonly co-exists with

a.	 Obsession

b.	 Delusion

c.	 Anxiety

d.	 Dementia

9.	 Which of the following statements is not true about Tuberculosis?

a.	 The vast majority of TB cases can be cured when medicines are provided and taken properly

b.	 Tuberculosis is uncommon amongst HIV uninfected drug users

c.	 Active, drug-sensitive TB disease is treated with a standard six-month course of four 
antimicrobial drugs

d.	 Diagnosis of TB is based on sputum smear microscopy
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10.	 Which of the following is TRUE about nutrition and drug use?

a.	 Only HIV infected drug users have malnutrition

b.	 Co-morbid conditions such as Hepatitis C do not contribute to poor nutritional status

c.	 Drug dependence affects access to food and food selection 

d.	 Poor nutritional status at the start of ART is not a predictor of mortality among HIV-positive 
injecting drug users

11.	 Which of the following substance withdrawal is most dangerous leading to adverse 
consequences?

a.	 Cannabis withdrawal 

b.	 Benzodiazepine withdrawal

c.	 Heroin withdrawal

d.	 None of the above

12.	 Which one of the drugs mentioned below is the safest and most effective treatment for 
opioid withdrawal?

a.	 Clonidine

b.	 Dextropropoxyphene

c.	 Buprenorphine

d.	 Methadone

13.	 Which of the following drugs is ideal in the management of alcohol withdrawal?

a.	 Short acting benzodiazepines

b.	 Haloperidol

c.	 Long acting benzodiazepines

d.	 Thiamine

14.	 All of the following statements regarding benzodiazepine dependence are true, except: 

a.	 Benzodiazepines should not be prescribed to someone with a history of drug misuse and 
dependence

b.	 Abrupt withdrawal of benzodiazepines can be serious with complications such as seizures 
and death

c.	 Long acting benzodiazepines produce peak withdrawals within 6-12 hours after stopping

d.	 Anxiety is a symptom of benzodiazepine withdrawal
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15.	 Which of the following is easily caused by needle stick injury?

a.	 Hepatitis C 

b.	 Hepatitis B

c.	 HIV

d.	 All of the above

16.	 Which of the following statements are TRUE?

a.	 It is beneficial for HCV infected opioid injectors to receive OST 

b.	 Drugs like interferon and riboverin are used to treat HCV

c.	 ART delays the progression of HCV liver disease in HCV–HIV co-infection

d.	 All Hepatitis C infected persons develop symptoms within 5-10 years

For Facilitator: Answers to Pre- and Post-training Questionnaire

1. d 7. c 13. c
2. d 8. c 14. c
3. c 9. b 15. b
4. d 10. c 16. d
5. c 11. b
6. a and c 12. c
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Annexure 2

Management of Co-morbid Conditions Among Injecting 
Drug Users

(Doctors, nurses and counsellors)
Time Topic Issues to be Covered Methodology of Training

DAY ONE
9.00 – 9.30 am ▪▪ Registration of the 

participants
9.30 – 10.15 am Inaugural ceremony
10.15 – 10.30 am Health  break

10.30 – 11.00 am ▪▪ Introduction to the 
training programme

▪▪ Expectations from the 
training workshop 

▪▪ Discuss the agenda with 
the participants

▪▪ Feedback from the 
participants on the agenda

11.00 – 11.15 am Pre training test Questionnaire
11.15 –  12.00 pm Co-morbidities among 

IDUs (Overview)
▪▪ What is co-morbidity?
▪▪ Why IDUs are more vulnerable 
to co-morbidities?

▪▪ What are the common co-
morbidities in IDUs?

Presentation followed by 
discussion

12.00 – 1.00 pm Mental Health  and 
Mental Illness (Psychiatric 
Disorder)

▪▪ What is mental health?
▪▪ Defence mechanisms
▪▪ What is Mental illness?

Presentation followed by 
discussion

1.00 – 2.00 pm Lunch break

2.00 –3.00 pm Mental Illnesses 
(Psychiatric Disorders) – 
Clinical Assessment 

▪▪ Steps of assessment,  and 
diagnose mental illnesses

▪▪ Overview of management

Presentation followed by 
discussion

3.00 –4.00 pm Mental Illnesses 
(Psychiatric Disorders) – 
Signs and Symptoms

▪▪ Signs and symptoms of 
mental illness

▪▪ Types of mental disorders

Presentation followed by 
discussion

4.00 – 4.15 pm Health  break

4.15 – 5.15 pm Depression and Drug use ▪▪ Diagnosis of depression
▪▪ Management approaches 
to depression

Presentation followed by 
discussion

5.15 – 5.45 pm Question/answer
DAY TWO

9.00 – 9.15 am Recap of Day one 
sessions

9.15 – 10.15 am Anxiety Disorder and 
Drug use

▪▪ Diagnosis of anxiety 
disorder

▪▪ Management approaches 
to anxiety disorders

Presentation and 
discussion

10.15 – 11.15 am Psychotic disorders and 
Drug use

▪▪ Diagnosis of  psychotic 
disorders in IDUs

▪▪ Management approaches 
to psychosis

Presentation and 
discussion

11.15 – 11.30 am Health  break

11.30 –12.00 pm Personality Disorder and 
Drug use

▪▪ Personality disorder in 
relation to IDU

▪▪ Management approach

Presentation and 
discussion
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Time Topic Issues to be Covered Methodology of Training
12.00 –12.30 pm Other Psychiatric 

Disorders and Drug use
▪▪ Sleep disorder – Insomnia
▪▪ Psychosexual dysfunction

Presentation and 
discussion

12.30 – 1.30 pm Infective Hepatitis: 
Hepatitis C & B

▪▪ Overview 
▪▪ Signs and symptoms
▪▪ Diagnosis of Hepatitis 

Presentation and 
discussion

1.30 – 2.30 pm Lunch break

2.30 – 3.30 pm Infective Hepatitis: 
Hepatitis C & B 

Prevention and Management  
of Hepatitis B and C

3.30 – 4.30 pm Understanding and 
Educating the Client on 
TB

▪▪ Signs and symptoms
▪▪ Management of TB
▪▪ Special issues with IDU

Presentation and 
discussion

4.30 – 4.45 pm Health  break

4.45 – 5.15 pm Other Physical Conditions 
( Anaemia and Nutrition)

▪▪ Educating the client on the 
prevention of anaemia and 
nutrition

▪▪ Management issues

Presentation and 
discussion

5.15 – 5.30 pm Other Common Physical 
Symptoms (Constipation, 
Pain and Poor Oral Health)

▪▪ Educating the client on the 
prevention of constipation 
and poor oral health

▪▪ Management of acute pain

Presentation and 
discussion

DAY THREE
9.00 – 9.15 am Recap of Day two 

sessions
9.15 – 10.30 am Alcohol Use Disorder ▪▪ Assessment and diagnosis 

▪▪ Management of alcohol 
withdrawals

Presentation and 
discussion

10.30 – 10.45 am Health  break

10.45 – 11.45 am Benzodiazepine Use 
Disorder 

▪▪ Assessment and diagnosis 
▪▪ Management of 
benzodiazepine withdrawals

Presentation and 
discussion

11.45 – 1.00 pm Opioid Withdrawals ▪▪ Signs and symptoms
▪▪ Management of opioid 
withdrawals

Presentation and 
discussion

1.00 – 2.00 pm Lunch break

2.00 –3.00 pm Networking
Referral and Linkages

Presentation and 
discussion

3.00 – 3.30 pm Evaluation/Post-training 
test

3.30 –3.45 pm Health  break

3.45 – 4.30 pm Clarifications/ Comments
4.30 – 5.30 pm Valedictory Session
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Annexure 3

Day-1 Feedback Forms

Session Particulars  

Feedback

Remarks*

Good Ok Poor
Overall response to sessions

1 Introduction to the workshop 
agenda and expectations 
from the workshop

2 Co-morbidities amongst 
Injecting Drug Users – 
Overview

3 Mental Health and Mental 
Illness (Psychiatric Disorder)

4 Mental Illnesses (Psychiatric 
Disorders) – Clinical 
Assessment

5 Mental Illnesses (Psychiatric 
Disorders) – Signs and 
Symptoms  

6 Depression and Drug use

Most useful topics

....................................................................................................................................................

Topics not very useful

....................................................................................................................................................

Any other comments

....................................................................................................................................................

Please comment on the duration, content and methodology
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Day-2 Feedback Forms

Session  ▪ Particulars  

Feedback

Remarks*

Good Ok Poor
Overall response to sessions

1 Anxiety Disorder and Drug 
use

2 Psychotic Disorders and Drug 
use

3 Personality Disorders and 
Drug use

4 Other Psychiatric Disorders 
and Drug use 

5 Infective hepatitis: Hepatitis 
band C 

6 Understanding and Educating 
the Client on TB

7 Other Physical Conditions 
(Anaemia and Nutritional 
Disorders)

8 Other Common Physical 
Symptoms (Constipation, Pain 
and Poor Oral Health)

Most useful topics

....................................................................................................................................................

Topics not very useful

....................................................................................................................................................

Any other comments

....................................................................................................................................................

Please comment on the duration, content and methodology
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Day-3 Feedback Forms

Session  ▪ Particulars  

Feedback

Remarks*

Good Ok Poor
Overall response to sessions

1 Alcohol Use Disorder
2 Benzodiazepine Use Disorder
3 Opioid Withdrawals
4 Networking Referral and 

Linkages
5 Evaluation/Post-training test 
6 Conclusion and Valedictory 

function

Most useful topics

....................................................................................................................................................

Topics not very useful

....................................................................................................................................................

Any other comments

....................................................................................................................................................

Please comment on the duration, content and methodology
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BJ (Author), Kaplan HI (Editor).  Lippincott Williams & Wilkins,US; 8th edition

3)	 Schuckit MA. Alcohol-use disorders. Lancet. 2009;373:492-501

4)	 Treatment Action Group. Guide to Hepatitis C for people living with HIV: testing, co-infection, 
treatment, and support. Treatment Action Group, New York, 2009

5)	 World Health Organization. Guidelines for the psychosocially assisted pharmacological 
treatment of opioid dependence, World Health Organization, 2009.






