




























The answer is more straightforward when an adolescent client has committed or threatens to 

commit a crime on program premises or against program personnel. In this situation, the 

regulations permit the program to report the crime to a law enforcement agency or to seek its 

assistance. In such a situation, without any special authorization, the program can disclose the 

circumstances of the incident, including the suspect's name, address, last known whereabouts, 

and status as a client at the program (_2.12(c)(5)). 

One crime that an adolescent might well commit on program premises is drug possession--

bringing drugs into the program either on her person or (if the program is residential) in her 

luggage. When a program finds drugs on a client or in a client's personal property, what should it 

do? Should the program call the police? What should it do with the drugs? 

The answer to the first question has already been discussed above in the section dealing with 

reporting criminal activity. Generally, State law does not require programs to make such a 

report. As for the second question, State regulations often govern how a program may dispose of 

drugs, sometimes requiring that they be flushed down a toilet. Programs should check with their 

State substance abuse agency if they are unsure about State mandates. 

Dealing With Adolescents' Risk-Taking Behavior 

Adolescents in treatment for a substance use disorder may engage in risky activities such as 

renewed drug-taking, criminal behavior, risky sexual conduct, or other activity dangerous to 

themselves or others. If a counselor believes that the adolescent's conduct is dangerous and 

counseling seems not to be productive in reducing that behavior, what should he do? 

This chapter has already examined what the counselor cannot do: He cannot call the adolescent's 

parents without the adolescent's consent and, unless there are unusual circumstances, he most 

likely cannot call law enforcement authorities. There are, however, some things he can do:  

 If the adolescent has relapsed into substance use and the relapse has reached 

the point where it threatens her health and requires immediate medical 

intervention, the counselor could call the adolescent's family doctor under the 
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"medical emergency" exception. Note that the situation must be a real medical 

emergency. The medical personnel that the counselor calls must "have a need 

for the information_for the purpose of treating" the adolescent's condition 

(_2.51). (For the other requirements of this section, see below.) 

 Alternatively, the program could apply for a court order that would authorize it 

to inform the adolescent's parents or other responsible adults. 

Neither of these alternatives is very satisfactory. A program can use the "medical emergency" 

exception only in very limited circumstances, and obtaining a court order is time-consuming and 

expensive. 

There is a more satisfactory option: When a program admits an adolescent who has a history of 

risk-taking behavior, the program could ask the adolescent to sign a consent form that 

authorizes the program to tell an adult the adolescent trusts if the adolescent's behavior takes a 

dangerous turn. The adult named could be a parent or other relative, a minister or youth 

counselor, or anyone else with whom the adolescent has rapport. An adolescent entering 

treatment might consent to this arrangement because she may believe, as do many people 

entering treatment, that she will not suffer a relapse. An added benefit of this kind of request is 

that it demonstrates to the adolescent that the program respects her feelings and preferences, 

takes confidentiality seriously, and will not disclose information to others without the 

adolescent's consent.  

Note that if a counselor notifies the person named in the consent form, that person is bound by 

the regulations not to disclose the information further without the adolescent's consent, unless 

he can do so without revealing the fact that the adolescent is in treatment for a substance use 

disorder. The adolescent can revoke her consent at any time. 

Reporting Child Abuse and Neglect 

All 50 States and the District of Columbia have statutes requiring reporting when there is 

reasonable cause to believe or suspect that child abuse or neglect is occurring. Although many 
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State statutes are similar, each has different rules about what kinds of conditions must be 

reported, who must report, and when and how reports must be made. 

When a program makes such a report, it should generally notify the family, unless the 

notification would place the child in further danger. The program should also endeavor to 

continue to work with the family as the State investigates the complaint and the child protective 

process unfolds. Families should never be abandoned because of suspected abuse or neglect, 

and health care providers should be wary of making judgments until a comprehensive 

assessment has been completed by State authorities. 

Most States now require not only physicians but also educators and social service workers to 

report child abuse. Most States require an immediate oral (spoken) report, and many now have 

toll-free numbers to facilitate reporting. (Half of the States require that both oral and written 

reports be made.) All States extend immunity from prosecution to persons reporting child abuse 

and neglect. Most States provide penalties for failure to report. 

Program staff will often need some form of training to review the State's child abuse and neglect 

laws and to clearly explain what the terms abuse and neglect really mean according to the law. A 

lay person's--or a professional's--idea of child neglect may differ greatly from the legal definition. 

For example, in some States, a child living with a parent involved in extensive substance abuse, 

perhaps surrounded by a culture of drugs and alcohol, is not considered to be abused or 

neglected unless certain other conditions are met. Such legal definitions may go against the 

grain of what some staff members consider to be in the best interest of the child, but these are 

safeguards that have developed over time to protect the child, the parent, and the family unit. A 

forthcoming TIP entitled Responding to Child Abuse and Neglect Issues of Adult Survivors in 

Substance Use Disorder Treatment (CSAT, in press) provides more information on this issue. 

Because of the variation in State law, programs should consult an attorney familiar with State 

law to ensure that their reporting practices are in compliance.10 Because many State statutes 

require that staff members report instances of abuse to administrators, who are then required to 

make an official report, programs should establish reporting protocols to bring suspected child 
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abuse to the attention of program administrators. Administrators, in turn, should shoulder the 

responsibility to make the required reports. 

The Federal confidentiality regulations permit programs to comply with State laws that require 

the reporting of child abuse and neglect. However, this exception to the general rule prohibiting 

disclosure of any information about a client applies only to initial reports of child abuse or 

neglect. Programs may not respond to followup requests for information or to subpoenas for 

additional information, even if the records are sought for use in civil or criminal proceedings 

resulting from the program's initial report. The only situation in which a program may respond to 

requests for followup information is when the adolescent consents or the appropriate court issues 

an order under subpart E of the regulations. 

Other Exceptions to The General Rule 

Reference has been made to other exceptions to the general rule prohibiting disclosure regarding 

an adolescent who seeks or receives substance use disorder treatment services. 

In the subsections that follow, six exceptions to the Federal confidentiality rules are examined in 

greater detail:  

 Disclosures that do not reveal that the client as having a substance use 

disorder 

 Disclosures authorized by court order 

 Disclosures during medical emergencies 

 Disclosures to an outside agency that provides a service to the program 

 Disclosures of information within the program 

 Disclosures of information to researchers, auditors, and evaluators 

Communications That Do Not Disclose "Client-Identifying" Information 

Federal regulations permit substance use disorder treatment programs to disclose information 

about an adolescent if the program reveals no client-identifying information. "Client-identifying" 
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information is information that identifies someone as having a substance use disorder. Thus, a 

program may disclose information about an adolescent if that information does not identify him 

as having a substance use disorder or support anyone else's identification of the adolescent as 

having a substance use disorder. 

There are two basic ways a program may make a disclosure that does not identify a client. The 

first way is obvious: A program can report aggregate data about its population (summing up 

information that gives an overview of the clients served in the program) or some portion of its 

population. Thus, for example, a program could tell the newspaper that, in the last 6 months, it 

screened 43 adolescent clients--10 female and 33 male. 

The second way has already been discussed: A program can communicate information about a 

specifically named adolescent in a way that does not reveal the adolescent's status as a 

substance use disorder treatment client (_2.12(a)(i)). Thus, a program that provides services to 

adolescents with other problems or illnesses as well as substance use disorders may disclose 

information about a particular client (e.g., in order to make a referral) as long as it does not 

reveal the fact that the client has a substance use disorder or is receiving treatment. A counselor 

employed by a program that is part of a general hospital could call the police about a threat an 

adolescent made, so long as the counselor did not disclose that the adolescent has a substance 

use disorder or is a client of the treatment program. 

Programs that provide only substance use disorder services cannot disclose information that 

identifies a client under this exception, because letting someone know a counselor is calling from 

the "XYZ Treatment Program" will automatically identify the adolescent as someone in the 

program. However, a free-standing program can sometimes make "anonymous" disclosures, that 

is, disclosures that do not mention the name of the program or otherwise reveal the adolescent's 

status as having a substance use disorder. Note that with the widespread use of caller 

identification, "anonymous" communications may not be so anonymous. Soon, it may no longer 

be possible for a freestanding program to use this kind of anonymous communication. 

Court-Ordered Disclosures 
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A State or Federal court may issue an order that will permit a program to make a disclosure 

about an adolescent that would otherwise be forbidden. A court may issue one of these 

authorizing orders, however, only after it follows certain special procedures and makes particular 

determinations required by the regulations. A subpoena, search warrant, or arrest warrant, even 

when signed by a judge, is not sufficient, standing alone, to require or even to permit a program 

to disclose information (_2.61).11  

Before a court can issue an order authorizing a disclosure about an adolescent that is otherwise 

forbidden, the program and the adolescent whose records are sought must be given notice of the 

application for the order and some opportunity to make an oral or written statement to the 

court.12 Generally, the application and any court order must use fictitious (made-up) names for 

any known adolescent, not the real name of a particular client. All court proceedings in 

connection with the application must remain confidential unless the adolescent requests 

otherwise (__2.64(a), (b), 2.65, 2.66). 

Before issuing an authorizing order, the court must find that there is "good cause" for the 

disclosure. A court can find "good cause" only if it determines that the public interest and the 

need for disclosure outweigh any negative effect that the disclosure will have on the client or the 

doctor-client or counselor-client relationship and the effectiveness of the program's treatment 

services. Before it may issue an order, the court must also find that other ways of obtaining the 

information are not available or would be ineffective (_2.64(d)).11 The judge may examine the 

records before making a decision (_2.64(c)). 

There are also limits on the scope of the disclosure that a court may authorize, even when it 

finds good cause. The disclosure must be limited to information essential to fulfill the purpose of 

the order, and it must be restricted to those persons who need the information for that purpose. 

The court should also take any other steps that are necessary to protect the adolescent's 

confidentiality, including sealing court records from public scrutiny (_2.64(e)). 

The court may order disclosure of "confidential communications" by an adolescent to the 

program only if the disclosure  
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 Is necessary to protect against a threat to life or of serious bodily injury 

 Is necessary to investigate or prosecute an extremely serious crime (including 

child abuse) 

 Is in connection with a proceeding at which the adolescent has already 

presented evidence concerning confidential communications (e.g., "I told my 

counselor ...") (_2.63) 

If the purpose of seeking the court order is to obtain authorization to disclose information to law 

enforcement authorities so that they can investigate or prosecute a client for a crime, the court 

must also find that (1) the crime involved is extremely serious, such as an act causing or 

threatening to cause death or serious injury; (2) the records sought are likely to contain 

information of significance to the investigation or prosecution; (3) there is no other practical way 

to obtain the information; and (4) the public interest in disclosure outweighs any actual or 

potential harm to the client, the doctor-client relationship, and the ability of the program to 

provide services to other clients. When law enforcement personnel seek the order, the court 

must also find that the program had an opportunity to be represented by independent counsel. If 

the program is a government entity, it must be represented by counsel (_2.65(d)). 

Medical Emergencies 

A program may make disclosures to public or private medical personnel "who have a need for 

information about [an adolescent] for the purpose of treating a condition which poses an 

immediate threat to the health" of the adolescent or any other individual. The regulations define 

"medical emergency" as a situation that poses an immediate threat to health and requires 

immediate medical intervention (_2.51). 

The medical emergency exception permits disclosure only to medical personnel. This means that 

the exception cannot be used as the basis for a disclosure to the police or other nonmedical 

personnel, including parents. Under this exception, however, a program could notify a private 

physician or school nurse about a suicidal adolescent so that medical intervention can be 
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arranged. The physician or nurse could, in turn, notify the adolescent's parents, so long as no 

mention is made of the adolescent's substance use disorder.  

Whenever a disclosure is made to cope with a medical emergency, the program must document 

the following information in the adolescent's records:  

 The name and affiliation of the recipient of the information 

 The name of the individual making the disclosure 

 The date and time of the disclosure 

 The nature of the emergency 

Sharing Information With an Outside Agency That Provides Services to 

the Program 

 

 

 

Figure 8-4: Qualified Service Organization Agreement (more...)  

Figure 8-4: Qualified Service Organization Agreement 

Figure 8-4 Qualified Service Organization Agreement 

XYZ Service Center ("the Center") and the _______________________________ 

(name of the program) 

("the Program") hereby enter into a qualified service organization agreement, 
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Figure 8-4 Qualified Service Organization Agreement 

whereby the Center agrees to provide (nature of services to be provided) 

Furthermore, the Center: (1) acknowledges that in receiving, storing, processing, 

or otherwise dealing with any information from the Program about the clients in the 

Program, it is fully bound by the provisions of the Federal regulations governing 

Confidentiality of Alcohol and Drug Abuse Client Records, 42 C.F.R. Part 2; and (2) 

undertakes to resist in judicial proceedings any effort to obtain access to 

information pertaining to clients otherwise than as expressly provided for in the 

Federal Confidentiality Regulations, 42 C.F.R. Part 2. 

Executed this ____________ day of _____________________, 199_____ 

__________________________ President XYZ Service Center [address] 

__________________________ Program Director [name of program] [address] 

If a program routinely needs to share certain information with an outside agency that provides 

services to it, then it can enter into what is known as a QSOA. (A sample QSOA is provided in 

Figure 8-4.)  

A QSOA is a written agreement between a program and a person (or agency) providing services 

to the program, in which that person (or agency):  

 Acknowledges that in receiving, storing, processing, or otherwise dealing with 

any client records from the program, she is fully bound by (the Federal 

confidentiality) regulations 

 Promises that, if necessary, she will resist in judicial proceedings any efforts to 

obtain access to client records except as permitted by these regulations 

(__2.11, 2.12(c)(4)) 

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com

http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A56591&rendertype=table&id=A57131


A QSOA should be used only when an agency or official outside the program is providing a 

service to the program itself. An example is when laboratory analyses or data processing are 

performed for the program by an outside agency. 

A QSOA is not a substitute for individual consent in other situations. Disclosures under a QSOA 

must be limited to information that is needed by others so that the program can function 

effectively. A QSOA may not be used between different programs providing substance use 

disorder treatment and other services. 

Internal Program Communications 

The Federal regulations permit some information to be disclosed to staff members within the 

same program. The restrictions on disclosure in these regulations do not apply to 

communications of information between or among personnel having a need for the information in 

connection with their duties that arise out of the provision of diagnosis, treatment, or referral for 

treatment of substance use disorders if the communications are (1) within a program or (2) 

between a program and an entity that has direct administrative control over that program 

(_2.12(c)(3)). 

In other words, staff who have access to client records because they work for or administratively 

direct the program--including full- or part-time employees and unpaid volunteers--may consult 

among themselves or otherwise share information if their substance use work so requires 

(_2.12(c)(3)). 

A question that frequently arises is whether this exception allows a program that treats 

adolescents and that is part of a larger entity, such as a school, to share confidential information 

with others who are not part of the assessment or treatment unit itself. The answer to this 

question is among the most complicated in this area. In brief, there are circumstances under 

which the substance use disorder treatment unit can share information with other units. 

However, before such an internal communication system is set up within a large institution, it is 

essential that an expert in the area be consulted for assistance. 
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Research, Audit, or Evaluation 

The confidentiality regulations also permit programs to disclose client-identifying information to 

researchers, auditors, and evaluators without client consent, provided certain safeguards are met 

(__2.52, 2.53).13  

Other Rules About Adolescents' Right to Confidentiality 

Client notice and access to records 

The Federal confidentiality regulations require programs to notify clients of their right to 

confidentiality and to give them a written summary of the regulations' requirements. The notice 

and summary should be handed to adolescents when they begin participating in the program or 

soon thereafter (_2.22(a)). The regulations contain a sample notice. Programs can use their own 

judgment to decide when to permit adolescents to view or obtain copies of their records, unless 

State law allows clients or students the right of access to records. The Federal regulations do not 

require programs to obtain written consent from clients before permitting them to see their own 

records. 

Security of records 

The Federal regulations require programs to keep written records in a secure room, a locked file 

cabinet, a safe, or other similar container.14 Programs should establish written procedures that 

regulate access to and use of adolescents' records. Either the program director or a single staff 

person should be designated to process inquiries and requests for information (_2.16). 

A Final Note 

Substance use disorder treatment programs should try to find a lawyer who is familiar with local 

laws affecting their problems. As has already been mentioned, State law governs many concerns 

relating to treatment of adolescents. A practicing lawyer with an expertise in adolescent 

substance use concerns is the best source for advice on such issues. Moreover, when it comes to 

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com

http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A56591#A56722
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A56591#A56723


certain issues, the law is still developing. For example, programs' duty to warn of clients' threats 

to harm others is constantly changing as courts in different States consider cases brought 

against a variety of different kinds of care providers. Programs trying to decide how to handle 

such a situation need up-to-the minute advice on their legal responsibilities. 

Footnotes 

1  

This chapter was written for the Revision Panel by Margaret K. Brooks, Esq., Montclair, New Jersey. 

2  

An adult with "decisional capacity" is one who is able to understand an explanation of her diagnosis, 

prognosis, and choices of treatment, as well as their risks and benefits, and likely outcome should treatment 

be refused.  

3  

In States where parental consent is not required for treatment, the Federal confidentiality regulations permit 

a program to withhold services if the minor will not authorize a disclosure that the program needs in order 

to obtain financial reimbursement for that minor's treatment. The regulations add a warning, however, that 

such action might violate a State or local law (_2.14(b)).  

4  

Program staff may need training about what the State's child abuse and neglect laws require, including what 

conditions are considered reportable. See the discussion of child abuse reporting.  

5  

Of course, a provider may turn an adolescent away for clinical reasons, that is, because it has determined 

that no treatment is needed or that the treatment it offers is inappropriate for the particular adolescent. In 
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this case, the program might want to make a referral to another type of counseling service or to another 

substance use disorder treatment program. The procedure for making a referral is discussed in section 2. 

6  

Citations in the form "_2..." refer to specific sections of 42 Code of Federal Regulations (C.F.R.) Part 2. 

7  

Only adolescents who have "applied for or received" services from a program are protected. If an adolescent 

has not yet been evaluated or counseled by a program and has not himself sought help from the program, 

the program is free to discuss the adolescent's substance use disorders with others, although it would not be 

wise to do so. But, from the time the adolescent applies for services or the program first conducts an 

evaluation or begins to counsel the youth, the Federal regulations govern. 

8  

Note, however, that no information that is obtained from a program (even if the client consents) may be 

used in a criminal investigation or prosecution of a client unless a court order has been issued under the 

special circumstances set forth in _2.65. 42 U.S.C. _290dd-2(c); 42 C.F.R. _2.12(a),(d). 

9  

Although the rules concerning CJS consent probably apply to proceedings in juvenile court involving acts 

that, if committed by an adult, would be a crime, there appear to be no cases on point. It is less likely that 

the special CJS consent rules would apply when an adolescent is adjudicated (found to be) in need of special 

supervision (e.g., "persons in need of supervision"), but not guilty of a criminal act. 

10  

If an attorney is not immediately available, and someone wants information about child abuse and neglect 

rules within a particular State, contact the social service or child welfare agency for that area. Nationally, the 

Child Welfare League of America can also be called at 202-638-2952. Definitions of terms can also be 

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com



accessed on the Internet. State statute definitions are located at 

http://www.calib.com/nccanch/statutes.htm. Federal definitions, which appear in the Child Abuse Prevention 

and Treatment Act (CAPTA), 42 U.S.C. _5106g, are available on the Internet at http://www.calib.com/ 

nccanch/pubs/whatis.htm 

11  

For information about how to deal with communications with lawyers, law enforcement officials and 

subpoenas, see TIP 24, A Guide to Substance Abuse Services for Primary Care Clinicians, (CSAT, 1997), pp. 

111-112. For information about dealing with search and arrest warrants, see TIP 19, Detoxification from 

Alcohol and Other Drugs (CSAT, 1995c), pp. 83-84. Additional information about dealing with subpoenas 

appears in Confidentiality: A Guide to the Federal Laws and Regulations, (New York: Legal Action Center, 

1995 ed.).  

12  

However, if the information is being sought to investigate or prosecute a client for a crime, only the program 

need be notified (_2.65); and if the information is sought to investigate or prosecute the program, no prior 

notice at all is required (_2.66). 

13  

Outcome evaluation that assesses clients' behavior at set times after completion of treatment (the 

importance of which is mentioned in Chapter 2) poses particular problems under the Federal regulations. For 

a discussion of this issue and a more complete explanation of the requirements of __2.52 and 2.53, see TIP 

14, Developing State Outcomes Monitoring Systems for Alcohol and Other Drug Abuse Treatment (CSAT, 

1995a), pp. 58-59. 

14  
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Computerization of records greatly complicates efforts to ensure security. For a brief discussion of some of 

the issues computerization raises, see TIP 23, Treatment Drug Courts: Integrating Substance Abuse 

Treatment With Legal Case Processing (CSAT, 1996), pp. 52-53. 
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TIP 32:  Appendix B —Medical 
Management of Drug Intoxication and 
Withdrawal 

The following table was created by Dr. John Knight and reprinted with his permission. It will 

appear in the forthcoming publication, Knight, J.R. Substance use, abuse, and dependence. In: 
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Levine, M.D.; Carey, W.B.; and Crocker, A.C., eds. Developmental-Behavioral Pediatrics, 3rd 

edition. Philadelphia: W.B. Saunders, in press. 

 

 

 

A. Alcohol  

A. Alcohol 

A. Alcohol 

Names/Preparati

ons 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Beer Wine Hard 

Liquor 

Mild-Mod: 

lower level 

of 

consciousne

ss, poor 

coordination

, ataxia, 

nystagmus, 

Observation 

and 

supportive 

care, protect 

airway, 

position on 

side to avoid 

aspiration 

Mild-Mod: 

restlessness, 

agitation, coarse 

tremor, higher 

sensitivity to 

sensory input, 

nausea, 

vomiting, 

Thiamine 100 

mg. IM, 

Benzodiazepin

e taper 

(chlordiazepoxi

de 25-50 mg. 

q6h X 24 hrs., 

then 25 mg. 
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A. Alcohol 

conjunctival 

injection, 

slurred 

speech, 

stupor, GI 

bleed, 

orthostatic 

hypotension 

anorexia, 

autonomic 

hyperactivity 

(tachycardia, 

hypertension, 

hyperthermia), 

anxiety/depressi

on, headache, 

insomnia 

q6h X 48 hrs.; 

or diazepam, 

clonazepam, 

oxazepam), 

Multivitamins 

 

Severe: 

Respiratory 

depression, 

coma, 

death. 

(Chronic: 

pancreatitis, 

cirrhosis, 

are rare in 

adolescents) 

Ventilatory 

support, 

intensive 

care 

Severe: 

seizures, 

hallucinations, 

delirium, death 

Seizures: 

benzodiazepin

es (diazepam 

0.2-0.5 

mg/kg/dose 

IV., Max. 

dose=10 mg., 

or 0.5 

mg/kg/dose 

PR) 

Hallucinations: 

Haloperidol 

 

Pathologic

al: 

belligerent, 

excited, 

Physical 

restraint, low 

dose 

benzodiazepi
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A. Alcohol 

combative, 

psychotic 

state (even 

after small 

amount in 

susceptible 

person)  

ne 

(lorazepam 

1-5 mg. PO 

as needed), 

or 

haloperidol 

1-5 mg. q4-

8 hrs. IM or 

1-15 

mg/dose PO 

Miscellaneous Information: Alcohol is highly addictive, and withdrawal from it is 

associated with serious, potentially lethal, side effects which begin 6-24 hours after 

the last drink. Alcohol dependency is rare in adolescents, however, but alcohol-

related deaths are not. Adolescents tend to be binge drinkers and are at high risk 

for alcohol-related accidents and acute alcohol poisoning. 

A. Alcohol  

 

 

 

B. Cannabis  

B. Cannabis 
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B. Cannabis 

Names/Preparation

s 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptom

s 

Treatment 

Marijuana Pot, herb, 

grass, weed, reefer, 

dope, Buds, 

sinsemilla,Thai 

sticksTHC capsules 

Hashish Hashish Oil 

Acute: 

Euphoria, 

sensory 

stimulation, 

pupillary 

constriction, 

conjunctival 

injection, 

photophobia, 

nystagmus, 

diplopia, greater 

appetite, 

autonomic 

dysfunction 

(tachycardia, 

hypertension, 

orthostatic 

hypotension) 

temporary 

Reassurance 

and 

observation   
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B. Cannabis 

bronchodilatatio

n 

 

Chronic: 

gynecomastia, 

reactive airway 

disease,lower 

sperm count, 

weight gain, 

lethargy, 

amotivational 

syndrome 

Discontinuation 

of use, 

symptomatic 

treatment/care 

(bronchodilator

s for wheezing) 

Chronic 

users: 

mild 

irritability, 

agitation, 

insomnia, 

EEG 

changes. 

Reassurance

; symptoms 

disappear in 

3-4 days 

 

Pathological: 

panic, delirium, 

psychosis, 

flashbacks  

Psychosis: 

Neuroleptic 

medication   

Miscellaneous Information: Cannabis derivatives have relatively low addictive 

potential. These drugs are commonly used by adolescents, however, and are 

associated with adverse psychological effects. The potency of marijuana has tripled 

over the past 25 years. 

B. Cannabis  
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C. Hallucinogens  

C. Hallucinogens 

C. Hallucinogens 

Names/Preparation

s 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Phencyclidine (PCP) 

angel dust, super 

grass, peace weed 

Lysergic acid 

diethylamide (LSD) 

Acid, blotters, orange 

sunshine, blue 

heaven, microdot, 

sugar cubes 

Mescaline mesc  

Peyote buttons, cactus 

Psilocybin magic 

Acute: 

Perceptual 

(visual, 

auditory) 

distortion and 

hallucinations, 

nystagmus, 

feelings of 

depersonaliza

-tion, mild 

nausea, 

tremors, 

Reassurance 

and observation 

(For 

anticholinergics

, i.e., jimson 

weed, 

nightshade, 

symptoms are 

more severe 

and may 

require gastric 

lavage, 

Psychologica

l  

Reassuranc

e 
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C. Hallucinogens 

mushrooms, 'shrooms 

Jimson weed locoweed 

Nightshade 

tachycardia, 

hypertension, 

hyperreflexia 

Chronic: 

flashbacks 

Pathological

: panic, 

paranoia, 

psychosis  

benzodiazepine 

sedation, and 

hospitalization.) 

Discontinuation 

of use 

Psychosis: close 

observation in a 

quiet room. 

benzodiazepine

s (Lorazepam 

1-5 mg. PO). 

Use of 

neuroleptic 

medication is 

controversial. 

Miscellaneous Information: PCP may be sprinkled on marijuana and smoked. 

Exposure can thus occur without the user's knowledge. 

C. Hallucinogens  

 

 

 

D. Inhalants  
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D. Inhalants 

D. Inhalants 

Names/Preparation

s 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Nitrous Oxide, 

laughing gas, 

whippets 

Amyl Nitrite, poppers, 

snappers 

Butyl Nitrate, rush, 

bullet, climax 

Chlorohydrocarbons 

aerosol spray cans 

Hydrocarbons, 

gasoline, glue, 

solvents, White-out 

(typewriter correction 

fluid) Leaded Gasoline 

(not in US) 

Acute: 

euphoria, 

disorientation, 

sedation, 

conjunctival 

injection, 

acute toxicity 

to CNS, liver, 

kidneys 

Nitrates: 

sudden 

hypoxemia, 

hypotension 

Chronic: 

peripheral 

nerve, CNS, 

liver, and 

kidney 

Symptomatic 

medical 

treatments 

Discontinuatio

n of use, 

supportive 

therapies 

(dialysis, etc.) 

Plumbism: 

Chelation 

therapy 

Resuscitation, 

hospitalization 

Psychological 

Physiological

-unknown  

Reassurance

, support 
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D. Inhalants 

damage 

Pathological

: cardiac 

arrhythmia 

and arrest  

Miscellaneous Information: Nitrous oxide is sometimes sold at rock concerts 

inside balloons. Nitrate compounds have been most popular among gay men, 

allegedly to enhance sexual experiences. The volatile hydrocarbon compounds are 

favored by younger adolescents and popular in some Latin-American countries, on 

Native American reservations, and in Latino communities within the United States. 

D. Inhalants  

 

 

 

E. Stimulants  

E. Stimulants 

E. Stimulants 

Names/Preparatio Intoxication Withdrawal 
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E. Stimulants 

ns 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Cocaine Coke, Snow, 

Flake, Blow, Nose 

Candy 

Crack Freebase, 

Rocks 

Amphetamines 

Speed, Black 

Beauties  

Methamphetamine 

Crank, Crystal Meth, 

Ice 

Methylphenidate 

Ritalin 

Pemoline Cylert 

Rx Diet Pills Didrex, 

Tenuate, Ionamin, 

Sanorex, etc. 

"Legal speed" OTC 

diet or stay awake 

pills 

Acute: 

exhilaration, 

euphoria, 

restlessness, 

irritability, 

insomnia, 

pupillary 

dilatation, 

tachycardia, 

arrhythmia, 

chest pain, 

hypertension

, anorexia, 

hyperpyrexia

, 

hyperreflexia 

Chronic: (if 

snorting: 

inflamed 

nasal 

mucosa, 

septal 

Reassurance 

and 

observation 

Symptomatic 

care Agitation: 

high dose 

benzodiazepin

es (Diazepam 

10-25 mg) 

Tachycardia, 

HTN: 

(controversial, 

see below) 

Hyperthermia: 

external 

cooling 

Discontinuatio

n of use, 

symptomatic 

treatment/care

. Psychosis: 

Neuroleptic 

Chronic users: 

severe 

depression with 

suicidal/homicid

al ideation, 

exhaustion, 

prolonged 

sleep, voracious 

appetite 

Close 

observation

, 

reassurance

; symptoms 

disappear 

in 3-4 days 
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E. Stimulants 

erosion or 

perforation) 

confusion, 

sensory 

hallucination

s, paranoia, 

depression 

Pathologica

l: sudden 

cardiac 

arrest, 

hypertensive 

crisis, 

seizures  

medication 

Resuscitation, 

hospitalization 

HTN crisis: 

beta-blockers, 

Phentolamine, 

Nitroprusside 

Seizures: IV 

Diazepam, 

(see alcohol 

section 

above), or 

Phenytoin 15-

20 mg/kg slow 

IV push with 

cardiac 

monitor 

Miscellaneous Information: While use of cocaine and crack has declined 

somewhat in recent years, amphetamines have become more popular. 

Methamphetamine is more commonly available in California, the West, and 

Southwest. With the increased public awareness of AD/HD and the popularity of 

stimulant medications to treat it, Ritalin has now become a drug of abuse among 

some adolescents. It can be ground up and "snorted," and has been implicated in 

several reports of sudden cardiac arrest and death. So-called "legal speed," OTC 

preparations which are available in pharmacies and through mail order houses, can 
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E. Stimulants 

cause toxicity similar to more potent stimulants when taken in high doses.  

E. Stimulants  

 

 

 

F. Depressants  

F. Depressants 

F. Depressants 

Names/Preparations Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Benzodiapines:Valium, 

"V's," Librium, Serax, 

Klonopin, Tranxene, 

Xanax, Halcion, 

Rohypnol, "Ruffies" 

 

Mild-Mod: 

CNS sedation, 

pupillary 

constriction, 

disorientation, 

slurred 

Observation 

and 

supportive 

care, protect 

airway, 

position on 

Mild-Mod: 

restlessness

, anxiety, 

agitation, 

tremor, 

abdominal 

Gradual 

reduction of 

the drug of 

dependency, 

or 

Phenobarbita
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F. Depressants 

Barbiturates:Nembutal

, Seconal, Amytal, 

Tuinal, downers, barbs, 

blue devils, red devils, 

yellows, yellow jackets 

 

Methaqualone:Quaalu

des, ludes, sopors 

speech, 

staggering 

gait Severe: 

Respiratory 

depression, 

hypothermia, 

coma, death 

Pathological: 

paradoxical 

disinhibition, 

hyperexcitabili

ty 

side to avoid 

aspiration 

Acute OD: 

Gastric 

lavage. 

Supportive: 

ventilator, 

warming 

blanket, ICU 

care 

Symptoms 

pass in a 

matter of 

hours; 

physical 

restraint, low 

dose 

benzodiazepi

ne rarely 

needed 

cramps, 

nausea, 

vomiting, 

hyperreflexi

a, 

hypertensio

n, 

headache, 

insomnia 

Severe: 

seizures, 

delirium, 

hyperpyrexi

a, 

hallucination

s, death 

l substitution 

(calculate 

phenobarbita

l equivalent 

of daily dose, 

or give 3-4 

mg/kg/day 

divided by 

q8h) with 

gradual 

taper. Or 

change 

short-acting 

benzodiazepi

ne to longer-

acting 

benzodiazepi

ne and then 

taper 

Seizures: 

Diazepam 

Hallucination

s: 

Haloperidol 

(see alcohol 

section 

above for 
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F. Depressants 

doses) 

Miscellaneous Information: These compounds are all similar to alcohol in effect 

and highly addictive. Withdrawal symptoms are severe and may begin 12-16 hours 

after last dose or may be delayed for up to a week. 

F. Depressants  

 

 

 

G. Narcotics  

G. Narcotics 

G. Narcotics 

Names/Preparation

s 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Heroin, smack, horse, Acute: Airway Chronic Acute 
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G. Narcotics 

junk, brown sugar, 

Big H, mud 

Opium Rx Narcotics 

Morphine, Meperidine 

Fentanyl, Oxycodone, 

Hydrocodone, 

Codeine 

Darvon, etc. 

Euphoria, 

pupillary 

constriction, 

depression of 

respirations 

and gag 

reflex, 

bradycardia, 

hypotension, 

constipation 

Chronic: 

complications 

of IV use 

include 

Hepatitis B, 

HIV/AIDS, 

SBE, brain 

abscesses 

Pathological

: Acute OD 

may cause 

respiratory 

arrest and 

death  

protection, 

judicious use 

of naloxone 

Discontinuatio

n of use, 

targeted 

medical care 

for infectious 

complications 

Intubation 

and 

ventilation, 

naloxone (IV, 

IM, SC, ETT): 

children < 20 

kg: 0.1 

mg/kg/dose 

q2-3 hrs. 

children > 20 

kg: 2-5 

mg/dose  

users: 

restlessness, 

lacrimation, 

yawning, 

pupillary 

dilatation, 

rhinorrhea, 

sniffing, 

sneezing, 

sweating, 

flushing, 

tachycardia, 

hypertension

, muscle 

cramps, 

abdominal 

cramps, 

nausea, 

vomiting, 

diarrhea 

detoxification

: Methadone 

(PO) Children: 

0.7 mg/kg/day 

divided by q4-

6 hrs., or adult 

30-40 mg./ 

day in 3-4 

divided doses, 

with 5 mg/day 

taper. 

Clonidine (PO) 

Children: 5-7 

mcg/kg/day 

divided by q6-

12 hrs. (max = 

0.9 mg/day) 

Adult: 0.1 mg. 

test dose, 

check postural 

BPs. If stable, 

0.1-0.2 mg PO 

q4-6 hrs. 

Long-term 

treatment: 

Long-term 

therapeutic 
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G. Narcotics 

support. 

Methadone or 

LAAM 

maintenance 

(specialized 

clinics only) 

Miscellaneous Information: Individuals who abuse narcotics seldom seek 

treatment for intoxication. They are more often found semi-comatose and brought 

to the hospital by friends or the EMS for treatment. When treating an overdose, 

remember that naloxone has a shorter duration of action than most narcotic drugs, 

and doses therefore should be repeated at fairly frequent intervals. These patients 

require lengthy (12-24 hours) periods of observation in hospital.  

G. Narcotics  

 

 

 

H. Designer Drugs  

H. Designer Drugs 

H. Designer Drugs 
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H. Designer Drugs 

Names/Preparation

s 
Intoxication Withdrawal 

 

Signs and 

Symptoms 
Treatment 

Signs and 

Symptoms 
Treatment 

Fentanyl analogs 

Synthetic heroin, 

China White 

Meperidine analogs 

MPPP, MPTP 

Similar to 

narcotics 

(above) 

Similar to 

narcotics 

(above) 

Similar to 

narcotics 

(above) 

Similar to 

narcotics 

(above) 

Amphetamine analogs 

MDMA, Ecstasy, 

Adam, EVE, STP, 

PMA, TMA, DOM, 

DOB, etc. 

Similar to 

amphetamine

s (above) 

Similar to 

amphetamine

s (above) 

Similar to 

amphetamine

s (above) 

Similar to 

amphetamine

s (above) 

PCP Analogs PCPy, 

PCE 

Similar to PCP 

(above) 

Similar to PCP 

(above) 

Similar to PCP 

(above) 

Similar to PCP 

(above) 

Miscellaneous Information: More popular on the West Coast, designer drugs can 

be both stronger and cheaper than the parent compound. Quality is not controlled 

during illicit manufacturing, posing great danger to users. For example: MPTP, a 

contaminant of the Meperidine analog MPPP, causes irreversible Parkinson's 
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H. Designer Drugs 

Disease. 

H. Designer Drugs  

Source 

Knight J.R.,. Developmental-Behavioral Pediatrics,  

References 

Chang G., Kosten T.R. Substance Abuse: A Comprehensive Textbook. 

Center for Substance Abuse Treatment. Guidelines for the Treatment of Alcohol- and Other Drug-

Abusing Adolescents. 

Center for Substance Abuse Treatment. Detoxification for Alcohol and Other Drugs. 

Barone, M.A., ed. The Harriet Lane Handbook,  

Acknowledgment:  

Michael Shannon, M.D., M.P.H. (Toxicology Program) and Brigid Vaughan, M.D. (Department of 

Psychiatry) at Children's Hospital, Boston, assisted with preparation of this table. 

Appendix C --Field Reviewers 

Jack Araza, Ph.D., C.A.D.C.  

Carson City, Nevada  
Michael Beard  

Deputy Director  
Lassen County Alcohol and Drug Abuse Department  

Susanville, California  
Helen Bergman, M.S.W., L.I.C.S.W.  

Co-Director  
Community Connections  

Washington, D.C.  
Robert Bick, M.A., S.A.C.  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com

http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A56724&rendertype=table&id=A56732


Director  

Champlain Drug and Alcohol Services  
Howard Center for Human Services  

South Burlington, Vermont  
Saroja A. Boaz, M.S., A.C.C.  

Executive Director  
Intake Assessment and Referral Center  

Flint, Michigan 
Patricia Bradford, L.I.S.W., L.M.F.T., C.T.S.  

P.A. Bradford and Associates  
Columbia, South Carolina 

Deborah Briseno, M.S.Ed., C.A.D.C.  
Program Director  

Central East Alcoholism and Drug Council  
Mattoon, Illinois 

Margaret K. Brooks, Esq.  

Consultant  
Montclair, New Jersey  

Richard Conlon, M.P.A.  
Assistant Chief  

Behavioral Interventions and Research Branch  
Division of STD Prevention  

Centers for Disease Control and Prevention  
Atlanta, Georgia  

Patricia Cummings, M.S.S.W., L.C.S.W.  
Prevention Director/Planning Officer  

Seven Counties Services, Inc.  
Louisville, Kentucky  

Richard Dembo, Ph.D.  
Professor of Criminology  

University of South Florida  

Tampa, Florida 
John de Miranda, Ed.M.  

Executive Director  
National Association on Alcohol, Drugs, and Disability, Inc.  

San Mateo, California 
Jean Anne Donaldson, M.A.  

Public Health Advisor  
Center for Substance Abuse Treatment  

Rockville, Maryland 
Janice M. Dyehouse, R.N., M.S.N., Ph.D.  

Professor  
College of Nursing  

University of Cincinnati  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com



Cincinnati, Ohio 

Bryan R. Ellis, M.A., C.S.W.  
President  

ADE Incorporated  
Clarkston, Michigan 

Janice Embree-Bever, M.A., C.A.C.-III  
Planning/Grants Officer III  

Alcohol and Drug Abuse Division  
Colorado Department of Human Services  

Denver, Colorado 
Jill Shepard Erickson, M.S.W.  

Public Health Advisor  
Child and Family Branch  

Center for Mental Health Services  
Substance Abuse and Mental Health Services Administration  

Rockville, Maryland 

David L. Favreau, L.M.H.C., C.A.S.  
Assertive Communications  

Dracut, Massachusetts 
Jerry P. Flanzer, D.S.W.  

Director  
Recovery and Family Treatment, Inc.  

Alexandria, Virginia  
Luis E. Flores, M.A.  

Associate Administrator  
Stop Child Abuse and Neglect, Inc.  

Laredo, Texas  
Lawrence S. Friedman, M.D.  

Chief  
Division of Primary Care Pediatrics and Adolescent Medicine  

University of California at San Diego  

San Diego, California  
Michael F. Goodnow, C.A.D.A.C., I.C.A.D.A.C.  

Social Science Program Specialist  
Training & Technical Assistance Division  

Office of Juvenile Justice and Delinquency Prevention  
Department of Justice  

Washington, D.C.  
Don M. Hashimoto, Psy.D.  

Clinical Director  
Ohana Counseling Services, Inc.  

Hilo, Hawaii  
Martin Hernandez  

Ventura County Behavioral Health Department  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com



Ventura, California  

James Herrera, M.A., L.P.C.C.  
Center on Alcoholism, Substance Abuse, and Addictions  

University of New Mexico  
Albuquerque, New Mexico  

Norman G. Hoffmann, Ph.D.  
Director, Policy Program  

Center for Alcohol and Addiction Studies  
Department of Community Health  

Brown University  
Providence, Rhode Island  

Lewis Jay Lester, M.S.W., L.C.S.W.  
Eureka, California  

Victor Lidz, Ph.D.  
Assistant Professor  

Institute for Addictive Disorders  

Allegheny University of Health Sciences  
Philadelphia, Pennsylvania  

Colleen R. McLaughlin, Ph.D.  
Senior Research Analyst  

Department of Surgery  
Medical College of Virginia  

Richmond, Virginia  
Thomas J. McMahon, Ph.D.  

Assistant Professor of Psychology  
Yale School of Medicine  

Substance Abuse Center  
New Haven, Connecticut 

Lisa A. Melchior, Ph.D.  
Vice President for Evaluation  

The Measurement Group  

Culver City, California  
D. Paul Moberg, Ph.D.  

Center for Health Policy and Program Evaluation  
University of Wisconsin at Madison  

Madison, Wisconsin  
Andrew Morral  

RAND  
Santa Monica, California  

David F. O'Connell, Ph.D.  
Corporate Clinical Director  

Adolescent Treatment Services  
Caron Foundation  

Wernersville, Pennsylvania  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com



Nancy Petry, Ph.D.  

Assistant Professor  
Department of Psychiatry  

University of Connecticut Health Center  
Farmington, Connecticut  

Elizabeth Rahdert, Ph.D.  
Research Psychologist  

Treatment Research Branch  
Division of Clinical and Services Research  

National Institute on Drug Abuse  
National Institutes of Health  

Rockville, Maryland  
Scott M. Reiner, M.S., C.A.C., C.C.S.  

Substance Abuse Program Supervisor  
Substance Abuse Services Unit  

Virginia Department of Juvenile Justice  

Richmond, Virginia  
Jeanine Ricchetti, M.S., L.P.C., C.C.A.S.  

Clinician/Clinical Supervisor  
Wayne County Mental Health  

Goldsboro, North Carolina  
Steve Riedel, M.S.Ed.  

Associate Director  
Our Home, Inc.  

Huron, South Dakota  
D. Paul Robinson, M.D.  

Division of Adolescent Medicine  
Children's Hospital of Missouri  

Columbia, Missouri  
Peter B. Rockholz, M.S.S.W.  

Director  

Residential Services  
APT Foundation, Inc.  

Newtown, Connecticut  
Sarah E. Shapleigh, M.S.W., C.A.P.C.  

Counselor  
Chemical Dependency Services Department  

Grasmere Intermediate Care Facility for the Mentally Ill  
Chicago, Illinois  

Peg J. Shea, M.S.S.W., L.C.S.W., C.C.D.C.  
Program Director  

Turning Point Addiction Services  
Missoula, Montana  

Lawrence M. Sideman, Ph.D.  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com



Clinical Director/Assistant Director  

Treatment Assessment Screening Center, Inc.  
Phoenix, Arizona  

Richard T. Suchinsky, M.D.  
Associate Director for Addictive Disorders and Psychiatric 

Rehabilitation  
Mental Health and Behavioral Sciences Services  

Department of Veterans Affairs  
Washington, D.C.  

James Taylor, M.A., C.A.D.C. II  
Alcohol and Drug Treatment Coordinator  

Hillcrest Youth Correctional Facility  
Salem, Oregon 

Sally Towns, M.Ed., M.S.W.  
Mental Health Specialist  

Louisiana Office of Mental Health  

Baton Rouge, Louisiana  
William L. White  

Senior Research Consultant  
Lighthouse Institute  

Chestnut Health Systems, Inc.  
Bloomington, Illinois  

Raymond E. Wilson, M.A., C.A.D.C., M.S.  
Senior Counselor, M.H.S.-II  

Drug Treatment Programs  
Marion County Health Department  

Salem, Oregon  
Katherine Wingfield, M.S.W.  

Program Manager  
Chemical Dependency Initiative  

Child Welfare League of America  

Washington, D.C.  

  

Thomas H. Coyne, Ed.D., LCSW TCoyne@ASITraining.com

www.ASAMTraining.com www.ASITraining.com www.ASITrainingOnline.com




