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The substance-related dissrders encompass 10 separate classes of drugs: alco-
hal; caffeine; cannabis; hallucinogens (with separate categories for phencyclidine Jor sim-
ilarly acting aryloyclohexylamines| and other hallucinogens); inhalants; opioids;
eeclatives, hypnotics, and anxiolytics; stimulants (amphetamine-type substances, cocaine,
and other stimulants); tobacco; and other (or unknown) substances, These 10 classes are
not {ully distinet. All drugs that are taken in excess have in commaon divect activation of
the brain reward system, which is involved in the reinforcement of behaviors and the pro-
duction of memories. They produce such an intense activation of the reward systern that
normal activities may be neglected. Instead of achieving reward system activation
through adaptive behaviors, drugs of abuse directly activate the reward pathways, The
ptmrmaculagical mechanisms by which each class of driags produces reward are different,
but the drugs typically activate the system and produce feclings of pleasure, often re-
forred Lo as a “high.” Purthermore, individuals with lower levels of self-control, which
may reflect impairments of brain inhibitory mechanisms, may be particularly predisposed
to develop substance use disorders, suggesting that the roots of substance use disorders
for some persons can be seen in behaviors long before the onset of actual substance use
ihsedf.

In addition o the substance-related disorders, this chapter also includes gambling dis-
_order, reflecting evidence that gambling behaviovs activate reward systems similar to
those activated by drugs of abuse and produce some behavioral symptoms [hat appear
 comparable to those produced by the substance use disorders. Other excessive behavioral
atterns, such as Internet gaming, have also been described, but the research on these and
ther behavioral syndromes is less clear. Thus, groups of repetitive behaviors, which soame
tetm bekemioral aeldictions, with such subeategories as “sex addiction,” “exercise addiction,”
o "shopping addiction,” are not included because at this time there is insufficient peer-re-
¥iewed evidence to establish the diagnostic criteria and course deseriptions needed to
lify these behaviors as mental disorders.

The substance-related disorders are divided into bwo groups: substance use disorders
substance-induced disorders, The following conditions may be classified as sub-
ceanduced: intoxication, withd rawal, and other substance fmedication-induced men-
sorders (paychotic disorders, bipolar and related disorders, depressive disorders,
disorders, obsessive-compulsive and related disorders, sleep disorders, sexual dys-
: o ons, delivium, and neurocognitive disorders),
e g furrent section begins with a general discussion of criteria sets for a substance
o StTder, substance intoxication and withdrawal, and other substance / medication-
mental disorders, at least some of which are applicable across classes of sub-
R;ﬂ‘-'fﬁng some unkque aspects of the 10 substance classes relevant fo this chapter,
Bl der of the chapter is erganized by the class of substance and describes their
. "Pects. To facilitate differential diagnosis, the text and criteria for the remaining
5 “hm;:k‘ﬂﬂon-induced mental disorders are included with disorders with which
ﬁlmlﬁmenuingy [e.g., substance/medication-induced depressive disorder is in
“EPressive Disorders”). The broad diagnostic categories associated with each
"PUP of substanees ave shown in Table 1,
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Substance-Related and Addictive Disorders
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substance Use Disordars 483

i Substance-Related isnrders

Substance Use Disorders

Features

The essential featisre of a substance use disorder is a cluster of cognitive, behavioral, and
Ph}-sialngﬂical symptoms indicating that the individual continues using the substance de-
spite significant substance-related problems. As seen in Takle 1, the diagnosia of a sub-
ctance use disorder can be applied to all 10 classes included in this chapter except caffeine.
Forcertain classes some symploms are less salient, and ina few instances not all symptoms
apply (€5 withdrawal symploms are not specified for phencyclidine use disorder, other
hallucinegen use disorder, or inhalant use disorder).
Animportant characteristic of substance use disorders is an underlying change in brany cir-
cuits that may peraist beyond detovification, particulardy in individuals with severe disorders.
The behavioral effects of these brain changes may be exhibited in the repeated relapses and in-
ferse clrug craving when the individ uals are expaosed to drg-related stimuli. These persistent
drug etfects may benefit from lang-term approaches to teeatment,
Overall, the diagnosis of a substance use disorder is based on a pathological pattern of
) by iors relabed tovise of the substance, Toassist with organization, Criterion A criteria can
be considered 1o fir within overall groupings of depefned confel, secial inmpaireent, risky use,
and parmacological crifes, Lmpaired control over substance use is the first critoria grouping,
[Criteria 1-4}. The individual may take the substance in larger amounts or over a longer pe-
riod than was orlginally intended (Criterion 1). The individual may express a persistent de-
i b il dowen ar repalabe sulstanes use and may report mulbiple unsuecessful efforts to
derreags or discontitme use (Criterion 2). The individual may spend a great deal of time ob-
taining the substance, using the substance, or recovering from its effects (Criterion 2). In
s instances of moere severe substance use disorders, virtually all of the individual’s daily
welivities revolve around the substonce, Craving (Criterion 4) is manifested by an intense de-
or urge for the doag that may occur at any Hme but s more lkely when in an environ-
at where the drug previously was oblained or used, Craving has also been shown o
olve elagsical conditioning and is associated with activation of specific reward structures
the brain, Craving is queried by asking if there has ever boen a time whon they had such
U Lrpes fo b ke the drag that they could not think of anything else, Current craving is of-
Uil as a treatment outcome measure because it may be a signal of impending relapse.
Sotial impalrment is the second grouping of criteria (Criteria 5-7). Recurrent substance
Ty result in a failure to fulfill major role obligations at work, school, or home (Crite-
""?j The individual may continue substance wuse despite having persistent or recurrent
HOF Interpersonal problems caused or exacerbated by the effects of the substance {Cri-
6. Important social, socupational, or recreational activities may be given up or re-
e of substance use (Criterion 7). The individual may withdraw from Fanily
= and hobbies in order (o use the substance.
i '-1;"" Ol the substance is the third grouping of criteria (Criteria 8-9), This may take
R ﬂ}l'%,h”:fﬂ:dm‘i_'ti substance use in situations in which it is physically hazardous {Cri-
i t‘t‘-:u]l 1‘{'ldu.=.!l_ may confirme substanes vse daspite knowledge of having a per-
frbatg b:E".f Physical or psychological problem that is likely to have been caused ar
i e substance (Criterion 9). The key issue in evaluating this criterion is not
b qh":"", ”‘"‘? problem, but rather the individual's failure to abstain from using the
Pl the difficulty il is causing.
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484 Substance-Related and Addictve Disorderg W

Pharmacological criteria are the final grouping {Criteria 10 and 11}, Tolerance (Crite.
rhon 10 is signaled by requiring a markedly inereased dose of the substance to achieve the
desived effect or a markedly reduced effect when the usual dose is consumed. The depreg
1o which tolerance develops varies greatly across different individuals as well as acrogy
substances and may involve a variety of central nervous system effects, For example, ).
erance W respiratory depression and tolerance to sedating and motor coordination mg
develop at different rakes, depending on the substance. Tolerance may be dilficult to g,
termine by history alone, and laboratory tests may be helpful (e.g., high blood levels of h,
substance coupled with fitlle evidence of intoxication suggest that tolevance is likely), Ty,
erance must also be distinguished from individual variability in the initial sensitivity y,
the effects of particular substances. For example, some first-time aleohol drinkers shp,,
very little evidence of intoxication with three or four drinks, whereas others of similz,
weight and drinking histories have shurred speech and incoordination.

Withdrawal (Criterion 11) = a syndrome that occurs when blood or tissue concenpy,.
tions of a substance decline in an individual who had maintained prolonged heavy use of
the substance, After developing withdrawal symptoms, the individual is likely o pop
summe the substance Lo relieve the symploms. Withdrawal symptoms vary greatly acrogs
the classes of substances, and separate criteria sets for withdrawal are provided for ghe
drugclasses. Marked and generally easily measured physiological signs of withd rawal aps
commuon with alcohol, oploids, and sedatives, hypnotics, and anxiolytics, Withd rawa)
signs and symptoms with stimulants {amphetamines and cocaine), as well as tobacen ang

cannabis, are often present but may be less apparent. Significant withdrawal has ot besy
documented fn humans after repeated use of phencyelidine, other hallucinogens, and in-
halants; therefare, this criterion is not included For these substances, Neither ioleramoe noe |
withdrawal is necessary for a diagnosis of a substance use disorder. However, for most
classes of substances, a past history of withdrawal is associated with a more severe clinieal
course (e, an sarlier onset of a substance use disorder, higher levels of substance intake,
and a grealer number of substance-related problems). [

Symptoms of telerance and withdrawal occurring during appropriate medical Ereat:

ment with prescribed medications (e.g., opioid analgesics, sedatives, stmulants) are
cifically not counted when diagnosing a substance use disorder. The appearance of ne
expected pharmacological tolerance and withdrawal during the course of medical
ment has been known to lead to an erreneous diagnosis of “addiction” even when
were the only symptoms present. Individuals whose only symptoms are those that
as a result of medical treatment (i.e., tolerance and withdrawal as part of medic o
when the medications are taken as prescribed) should not receive a diagnosis solely on!
basis of these symptoms, However, prescription medications can be used inapprop
and a substance use disorder can be correctly diagnosed when there are other sym
of compulsive, drug-seeking behavior.

Severity and Specl

Subslance use disorders occur ina broad range of severity, from mild o RVETE, wi

verity bagsed on the number of symptom criteria endorsed. As a general eotimte
ity, a il substance use disorder is suggested by the presence of two to three sym
meoderate by four o five symptoms, and severe by six or more symploms, Changing ©
across time is also reflected by reductions or increases in the frequency and/ 07;! 2
substance use, as assessed by the individual’s own repart, report of krm‘-\l'l';‘iﬁﬁ:%
clinician’s observations, and biological testing, The following course specifier ﬂre
tive features specifiers are also available for substance use disorders: "0 Ead}:riréﬂm
“in sustained remission,” “on maintenance therapy,” and "ina controlled @0
Definitions of each are provided within respective criteria sets.

DEF-NY-
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Substance Use Disorders 485

Recording Procedures for Substance Use Disorders

The clinician shiould use the code that applies to the class of substances but record the
pame of the specific sybstence, For example, the clinician should pecord 304,10 (F13.20)
moderate alprazolam use disorder (rather than mod erate sedative, hypnetic, or anxiciylic
pse disorder] or 30570 {(F15.10) mild methamphetamine use disorder (rathers than mild
stmulant use disorder). For substances that do not fit into any of the classes (e.g., anabalic
gleroicls), the appropriate code for “other substance wse diserdes” should be used and the
secific substance indicated {e.g.. 305,50 [F19.10] mild anabaolic steroid use disorder). If the
substance taken by the individual is unknown, the code for the class "other [or unknown)”
should be used {e.g., 304.90 [F19.20] severe unknown substance use disorder). IT criteria
gre met for more than one substance use disorder, all should be diagnosed {eg., 30400
[F11.20] severe heroin use disorder; 304620 [F14.20] moderate cocaine use disorder).

The appropriate 1C02-10-Ch code for a substance use disorder depends on whether
thiee is @ comorbid substance-ind uced disorder (including intosication and withdrawal). In
the above example; the diagnostic code for moderate alprazolam vuse disorder, F13.21, re-
flects the absence of a comorbid alprazolam-induced mental disorder. Because 1CD-10-CM
codes for substance-induced disorders indicate both the presence (or absence} and severity
af the substance use disorder, ICD=10-CM codes for substance use disorders can be used
only in the absence of a substance-induced disorder. See the individual substance-specific
sections for additional coding information.

Rote that the werd wdidfetion is not applied as a diagnostic term in this classification,
althowgh it is in common usage in many countries to describe severe problems related 1o
eompulsive and Rabitual use of substances, The more neutral term sobshinee use disorder is
used to describe the wide range of the disorder, from a mild form to a severe state of chron-
feally relapsing, compulsive drog faking. Seme clinicians will choose o use the word ad-

igtioer 1o describe more extreme presentations, but the word is omitted from the official
58-S substance use disorder diagnostic terminology because of its uncerkain definition
ik ks potenlially negative connotation.

Substance-Induced Disorders

| The averall calegory of substance-induced discrders includes intoxication, withdrawal,
F j—"thi‘!r substance /medication-induced mental dizordors (e.g,, substance-ind veoad psy-
Hotic disorder, substance-induced depressive disorder).

Substance Intoxication and Withdrawal

T tor substance intoxication arve included within the substance-specific sections of
hapler. The sesential feature is the development of a reversible substance-specific
{'Dﬂ,‘nif due to the recent ingasticn of a subatance {Criterion A The clinieally i grificant
Eittic behayiors | or psychological changes associated with intoxdcation {e.g., bellig-
b;:’“‘i lability, impaired judgment] are atiributable to the physiclogical effects of
f mﬁ“‘g—‘ ki ’fhE certral nervous system and develop during or shortly after use of the
*"“Ehn{t' I:‘.ll:uﬂﬂ'n B}, The symptorns are niel atiributable ko another medical condition
05 oy etter explained by another mental disorder (Criterion [3). Substance intoxi-
Mg oo Ao those with a substance use disorder bubalso occurs frequently in
Rl :"'th'@‘m 4 substance use disorder, This catepory does not apply to tobaceo.
1 ﬂ;fm:m_‘m‘rm changes In intoxication involve disturbances of perception, wake-
h =0, thinking, judgment, psychomotor behavior, wwd interpersonal behan-

T Br “acute,” intoxications may have different signs and symptoms thian
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486 Substance-Aelaled and Addictive Disorderg

sustained, or “chronic,” intoxications, For example, moderate cocaine doses may initially
produce gregariousness, but social withdrawal may develop if such doses are frr:qmm@
repeated ovier days or weeks.

When used in the physiological sense, the term frtexicalion is broader than substancg
intowication as defined here, Many substances may produsce physiological or peycholopi-
cal changes that are not necessarily problematic, For example, an individual with tachy.
cardia from substance use has a physiological effect, bul if this is the only symptom in the
absence of problematic behavior, the dingnosis of intoxication would not apply. Intose,.
tion may sometimes persist beyond the time when the substance is detectable in the bog :
This may be due to enduring central nervous system effects, the recovery of which take,
longer than the time for elimination of the substance, These longer-term effects of intoy.
cation must be distinguished from withdrawal (i e., symptoms initiated by a decline i,
blond or tissue concentrations of a substance).

Criteria for substance withdrawal are mcluded within the substancespecific sectinng pf
this chapter, The essential feature is the development of a substance-specific problematic by
havioral change, with physiological and cogritive concomitants, that is due to the cessation of,
or veduction in, heavy and prolonged substance use [Critedion A ). The substance-specific SYIe
drome causes clintcally significant distress or impairment in socidl, occupational, or othet iy
portant areas of functioning (Critedon C). The symptoms are not due to another medj)
comndition and are not better explained by another mental disorder (Critecion D, Withdrawg)
is usmally, but not always, associated with a substance use disorder, Most individuals wity
withcrawal have an urge to re-administer the substance e reduce the symptoms,

Route of Administration and Speed of Substance Effects

Rautes of administration that produce more rapid and efficient absorpiion into the blood-
stream (g8, intravenous, smoking, intranasal *snorting”) tend 1o result in a more inbengs
intoxication arvd an incressed likelihood of an rscalating pattern of substance use leading
to withd rawal, Similarly, rapidly acting substances are more likely than slower-acting
substances to produce immediate inloxication,

Duration of Effects

Within the same drug category, relatively shorl-acting substances tend to have a hi
potential for the development of withdrawal than do those with a longer duration
tion. However, longer-acting substances tend fo have longer withdrawal duration. |
half-life of the substance parallels aspects of withdrawal: the longer the duration of ac!
the longer the time between cessation and the onset of withdrawal symptoms and fhe l
ger the withdrawal duration. In general, the longer the acute withdrawal period, th
intense the syndrome tends to be,

Use of Multiple Substances

Substance intoxication and withdrawal often involve several substances
ously or sequentially. In these cases, each diagnosis should be recorded separd

L simultne
el

Associated Laboratory Findings 4
and e 5P

Laboratory analyses of blood and urme samples can belp determinge recent Lse ¢ indica®

substances involved. However, a positive laboratory test result does not by itself i

the individual has a pattem of substance use that meets criteria for a substanc™ie:

stance use disorder, and a negative test result does not by sbself rule outa &| lflg;ﬁﬂ e
Laboratory lests can be useful in identifying withdrawal. 1f the inediv by

with withdrawal from an unknown substance, laboratory fests may help lﬂ-‘:’ﬁ:‘l o dliserd

stance and may also be helpful in differentiating withdrawal from other et

DEF-NY-00047849
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Substance-Induced Disordors 48T

I addition, normal functioning in the presence of high blood levels of A substance sug-
gests considerable tolermnoe.

pevelopment and Course

individuals ages 18-24 years have relatively high prevalence rates for the use of virtaally
every substance, Intoxication iz usually the initiol subctance-relatod disorder and often bo-
gins in the teens, Withdrawal can ocour at any age as long as the relevant drug has been
paken in subficient doses over an extended period of time,

Recording Procedures for Intoxication and Withdrawal
The clinician should uge the codeo that applies to the clags of substances but record the
pamne af the specific subshonce. For example, the clinician should record 292,01 F13.23%) seco-
parbital withdrawal (rather than sedative, hypnotic, or anxiolytic withdrawal} or 292,89
(F15.129) methamphetamine intoxication (rather than stimulant inkoxication). Note that
the appropriate [CD-10-CM diagnostic cade for intoxication depends on whether there is
a ceamorbid substance use disorder, In this case, the F15.128 code for methamphetamine in-
dicates the presence of a comorbid mild methamphetamine use disorder. If there had been
a0 comarbid methamphetamine use disorder, the diagnostic code would have been
F15.928. ICTR10-CM coding rules roquine that all withdeawal codes imply a comorbid
moderate o severs substance use disorder for thal substance. In the above case, the code
for secobarbital withdeawend (F13.239) indicakes the comorbid presence of a moderate o se-
vere seeoharbital use disorder. See the coding note for the substance-speci fic intoxication
and withdrawal syndromes for the actual coding options.

For sibstances thatdo net fitinto any of the classes (e.g, anabolic stemids), the appropriate
prxde for “other substance intoxication” should be used and the specific substance indicated
g5 292,59 [F19.929] anabalic steredd intoxication). If the substance ken by the individual is
unknenn, the code For the class “other {or unkmown}” should be used (2., 292.82 [F19.929]
unknown substance infoeacation). If there are symptoms or problems assoaated witha partc-
Alar pubwtance but criteria ame not met for any of the substance-specific disorders, the unspec-
ified category can be used (e.g., 292.9 [F12.99] unspecified cannabis-related disorder),

Ar nobed above, the substance-related codes in ICD-10Ch combine the substamee pse dis-

- trder aspect of the clinical picture and the substance-induced aspect info a single combined
Lorle, Thus, if both heroin withdrawal and moderate heroin wse disorder are present, the single
de F11.23 s given to cover both presentations. In ICD-9-CM, separate diagnostic codes
1L and 304.00) are given fo indicate withdrawal and a moderate heroin use disorder, re-
eitively. Soe the individual substance-specific sections for addiional coding information,

Substance/Medication-Induced Mental Disarders

o uhﬁmmﬂﬁﬂﬂdi:ﬁtinn—inducﬂd mental disorders are potentially severe, usually Bemn-
LY bl sormet e persisting central nervous system (CINS) syndromes that develop
Smtet of the effects of substances of abuse, medications, or several boxins, They are
i :j;ﬂ"e‘:' f_mm thir substance use disorders, in which a eluster of copnitive, behawv-
iffag, tPh‘_r'SmEuE[cm symptoms contribute to the continued use of & substance despite
Mgy b?.‘bﬁ'falm-mlated problems. The substance/ medication-induced mental disor-
8 Em‘m'ﬂfluued b the 10 classes of substances that produce substance use disorders,
% rtieny "'f‘"!’!'? of other medications used in medical treatment. Each substance-
Bgn,'tt:" d'ﬁ'f_"“if-'l' Is described in the relevant chapter (e.g,, " Depressive Disoedars,”
Wa"lr:.ej-u Diisorders”), and therefore, only a brief description is offered here., All
26 the Heation-tnd noed disorders share commen characteristics. It is imnportant Lo
S COMmOn features to aid in the detection of these disorders. These features

Hhibeg ]
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488 Substance-Related and Addictiva Disorders

A, The disorder represents a clinically significant symptomatic presentation of a relevan;
muntal disorder,

B. There is evidence from the history, physical examination, or laboratory findings of
both of the lollowing:
1. The disorder developed during or within 1 month of a substance intoxication oy

withdrawal o taking & medication; and

2. The mvolved substance /medication is capable of producing the mental disorder.

. Thedisorder is not better explained by anindependent mental disorder (i.e., ome thapie
not substance- or medication-indaced ), Such evidence of an independent mental die
order could include the following:

1. The disorder preceded the onset of severe intoxication or withdrawal or exposire
to the medication; or

2. The full mental disorder persisted for a substantial period of time {e.5,, atleast 1 month)
after the cessation of acute withdrawal or severe inkoxication or taking the medie;.
tion. This eriterion does not apply to substance-induced neurocognitive disordor,
oo hallucinogen persisting perception disorder, which persist beyond the cessation
of acute intoxication or withdrawal,

. The disorder does not ocour exclusively during the course of a delivium,
E. The disorder causes clinically significant distress or impairment in social, oooupa.
tiomal, or other important areas of functioning.

Features
Soane generalizations can be made regarding the categories of substances capable of produe-
ing clinically relevant substance-induced mental disorders. In general, the more sedating
drugs {sedative, hypnokics, or anxiolytics, and alcohol) can produce prominent and clin-
cally significant depressive disorders during intoxication, while anxicty conditions are likely
tor be obszerved during withd rawal syndromes from these substances. Also, during intoxios
tiom, the more stimulating substances (e.g. amphetamines and cocaine) are likely to be as
saciated with substance-induced psychotie disorders and substance-nduced anxi
disorders, with substance-induced major depressive episodes obaerved during withdra
Both the mere sedating and more stimulating drugs are likely to produce significant
temporary sleep and sexual disturbances, An overview of the relationship between spe
categories of substances and specific peychiatric syndromes is presented in Table 1,
The medication-induced conditions include what are often idiosyncratic CNS
tions or relatively extreme examples of side effects for a wide range of medications
for a varisty of medical concerns. These include peurocognitive complications of anest
ics, antihistamines, antihypertensives, and a variety of other medications and toxins :
vrganophosphates, insecticides, carbon monoxide), as described in the chapter o 72
cognitive disorders. Psychotic syndromes may be temporarily experienced in the &
of anticholinergic, cardiovascular, and steroid drugs, as well as during use of SUT
like and depressant-like prescription or over-the-counter drugs. Temporacy hutS
mood disturbances can be observed with a wide range of medications, including
antihypertensives, disulfiram, and any prescripton or over-the-coun er depress
stimulant-like substances. A similar range of medications can be associated Wl
rary anxiety syndromes, sexual dysfunctions, and conditions of disturbed ﬂ!'f“fﬁ'len e
In general, ko be considered a substance /medication-induced menlal dkﬁm Ll
must be evidence that the disorder being observed is not likely to be better €XP7 g i
independent mental condition. The latter are must likely to be seen if the 'n'-f;‘ﬁ oo
was present belore the severe intoxication or withdrawal or medication wd “]".11,1 #50
with the exception of several substance-induced persisting disorders Hstee l-li:ﬁ
tinued more than 1 month after cessation of acute withdrawal, severe W

e 95
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Substance-Induced Disordamns 489

of the medications. When symptoms are only observed during a delirium {e.g., alcohol
withdrawal delirivm), the mental disorder should be diagnosed as a dalivium, and the
paychiatric syndrome occurring during the delivium should net also be diagnosed sepa-
rately, as many symptoms (including disturbances in mood, anxiety, and reality testing)
are commonly seen during agitated. confused states. The features associated with each rel-
evant major mental disorder are similar whether observed with independent or sub-
stance medication-induced mental disorders, However, individuals with substance/
medication-induced mental disorders are likely to also demonstrate the associated fea-
rures seen with the specific category of substance or medication, as listed in other subsec-
Hioes of this chapter.

pevelopment and Course

substanoe-induced mental disorders develop in the context of intoxication or withdrawal
from substances of abuse, and medication-induced mental disorders are seen with pre-
geribedd o over-the-counter medications that are taken al the suggested doses. Both condi-
gions are usually tempaorary and likely to disap pear within 1 month or so of cessabion of acu ke
withdrawal, severe intoxication, or use of the medication, Exceptions to these generaliza-
tions gecar for certain long-duration substance-induced disorders: substance-associated
peurocognitive disorders that relate o conditions such as alcohol-mduced neurocognitive
disorder, inhalant-incuced neurocognitive disorder, and sedative-, hypnotic-, or anxiolytic-
induced nearxognitive disorder; and hallucinegen persisting perception disorder (“fash-
packa”; see the section "Hallucinogen-Related Disorders” later in this chapter), However,
mast other substance / medication-induced mental disorders, regardless of the severity of
the symptoms, are likely to improve relatively quickly with abstinence and unlikely to re-
smnin clindeally relevant for more than L month affer complete cessation of use.

As s true of many consequences of heavy substance use, some individuals are more
and others less prome toward specific substance-induced disorders, Similar types of pre-
possitior may madke some individuals more likely to develop pevchiatic sice sffects of
nme Wy pes of medications, but not ofhers. However, it is unclear whether individuals
- with family histories or personal prior histories with independent psychiatric syndromes
e more likely o develop the induced syndrome onee the consideration is made as to
hether the quantity and frequency of the substance was sufficient to lead to the devel-
poent of a substance-induced syndrome,

There are indications that the intake of substances of abuse or some medications with
latric side effects in the context of a preexisting mental disorder is likely to result in
tensification of the preexisting independent syndrome. The risk for substance/med-
: tive-induced mental disorders is likely to increase with both the quantity and the fre-

aof consumption of the relevant substance. '

The fympham profiles for the substance / medication-induced mental disorders resem-
ependent mental disorders. While the symptoms of substance,/ medication-in-
Mental disorders can be identical to those of independent mental disorders {e.g.,
U0, hallucinations, paychoses, major depressive episodes, anxiety syndromes), and
1‘_"51-':( cin have the same covere consequences (e, suicide) most induced mental
:;]"’1‘*! likely to improve in a matter of days to weeks of abstinence.

‘ 1tﬂnm1~h‘nedicatinn—indumd meml-n!.d.iscrdem are an important part of the dif-
B an hsuf’(:?;:: thT n}t-jepr-;t‘u}ent‘ psychiatric conditions. The importance of m’cog-
0 sy, et ntal disorder is similar to the relevance of Ec%entifymg Ihr:_puse.ible
Mentap g, ical conditions and medication reactions before diagnosing an indepen-
A5 ha s, t:'rl"'d'-'l' Symptoms of substance- and medication-induced mental disorders
; lrc;“me:‘:t ross-sectionally to those of mdependent mental disorders but have dif-

*and prognoses from the independent condition.
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490 Substance-Related and Addictive Disordarg

Functional Consequences of Substance/Medication-
Induced Mental Disorders

The same consequences related to the relevant independent mental disorder (e.g., suicide
attempts) are likely o apply to the substance /medication-induced mental disorders, by,
these are likely to disappear within 1 month after abstinence. Similarly, the same fung.
tional consequences associated with the relevant substance use disorder are likely 1o be spp,
fior the substance-induced mental disorders.

Recording Procedures for Substance/Medication-

Induced Mental Disorders

Coding notes and separate recording procedures for 1ICD-9-CM and 1CD-10-CM codes fp
ather specific substance/medication-induced mental disorders are provided in othe,
chapters of the manual with disorders with which they share phenomenalogy (see thesyh.
stance /medication-induced mental disorders in these chapters: “Schizephrenia Spectryg,
and Other Psychotic Disorders,” “Bipolar and Related Disorders,” “Depressive Disoy.
ders,” " Anxiety Disorders,” “Obsessive-Compulsive and Related Disorders,” “Slogy.
Wake Disorders,” “Sexual Dysfunctions,” and “Neurocognitive Disorders”). Generally,
for ICT-9-CM, if a mental disorder is induced by a substance use disorder, a separate ;.
agnostic code iz given for the specific substance use disorder, maddition to the code for e
substance/ medication-induced mental disorder. For iCD-10-Ch, a single code combines
the substance-induced mental diseeder with the substance vse disorder. A separate cliag-
nosis of the comorbid substance use disorder is not given, although the name and severity
of the specific substance use disorder (when present) are used when recording the sub.
stance/ medication-induced mental disorder, 1CD-10-CM codes are alse provided For st
uations in which the substance,/ medication-induced mental disorder is not induced by
substance use disorder (e.g., when a dizsoeder i3 induced by one-time use of a substance o
medication), Additional information needed to record the diagnostic name of the sub=
stance/ medication-induced mental disorder is provided in the section “Recording Proge
dures” tor each substance fmedication-induced mental diserder in its respective chapter

Alcohol-Related Disorders

Alcohol Use Disorder
Alcohol Intoxication
Alcohol Withdrawal
Other Alcohol-Induced Disorders
Unspacified Alcohol-Related Disorder

Alcohol Use E_i‘_ﬁo‘

Biagﬁgtic Criteria

. nt af
A A problematic pattern of alcchal use leading o dinically significan! ““fjg:m
iress, as maniiested by at least two of the following, oceurring within @ 1 s i
1. Alcohol is often taken in largear amounts or over & longer period “‘3';; apeaht
2. There s a persistent desire or unsuccessiul efforts 1o cut down oF ool
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540 Substance-Related and Addictive Disorders

yenars); association with others known to use inhalants; membership in certain small cor,.
munities with prevalent inhalant vse (@, some native or aboriginal communities, hopp.
lees street children and adolescents); or unusual access to certain mhalant substances

Other inhalant-related disorders.  Episndes of inhalant intoxication do occur d‘ur'mg

bt are not identical with, other inhalant-related disorders, Those inhalant-related dmm‘dg_t;
are recognized by their respective diagnostic criteria; inhalant use disorder, inhalang.
induced neurocognitive diserder, inhalant-induced psychotic disonder, inhalantind seug
depressive disorder, inhalan t-induced anxiety disorder, and other inhalanl-induced 33,
orders,

Diher toxic, metabolle, traumatic, neoplastic, or Infectious disorders that impair brain
function and cognition.  Numercsus naurological and other medical conditions mMay pro-
duce the clinically significant behavioral or psychological changes (e.g., belligerence 4,
saultiveness, apathy, impaired judgment] that also characterize inhalant intoxication,

Other Inhalant-induced Disorders

The Following inhalant-induced disorders are described in other chapters of the mangg)
with disorders with which they share phenomenalogy (see the substance /medication.
induced rmental disorders in these chapters): inhalant-induced paychotic disorder [“Schiz.
phrenia Spectram and Ciher Psychotic Disorders”); mhalant-induced depressive disorder
{*Depressive Disordors”); inhalant-induced anxiety disorder (* Anxiety Disorders");and i
halant-induced major or mild neurocognitive disorder (*Neurocognitive Disorders™), Fop i
inhalant intoxication delivium, see the criteria and discussion of delirium in the chapter
“Meurocogniive Disorders.” These inhalant-induced disorders are diagnosed instead of -
halant intoxication only when symptoms are sufficiently severe to warrant inclependent
clinical attenticmn. :

This category applies 1o presentations in which symptoms characteristic of an B
relatad disorder thai cause clinically significant distress or Impairment in socal,
tional, or other important areas of functioning predominate but do not meet the ful
for any specilic inhalani-related disorder or any of the disorders in the substanss
and addictive disorders disgnostic class. o

—————————

Opioidﬁelated Disorde?g_

Opioid Use Disarder
Opioid Intoxication
Opioid Withdrawal
Other Oploid-Induced Disorders
Unspecified Opiocid-Related Disorder
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Opioid Use Disorder

Diagnostic Criteria

i

A, A problematic pattern of oplold use leading to clinically significant impairment or distress,
-as manifested by at least fwo of the following, occurring within a 12-month pencd;

1. Opioids are often laken in larger amounts or owver a lenger periad than was in-
tended.

2. Thore iz a persistent desire or unsuccessful efforts to cut down or control opiaid use.

4. A great deal of time is spent in activities necessany to obtain the opioid, use the opi-

oid, or iecover from its affects.

Craving, of a strong desire or urge to use opioids.

Fecurrent opizid use rasulting in a fallure fo fulfill major role obligations at wark,

school, or home,

& Continued opicid use despite having parsistent or recument social or interparsonal
problams causad or exacerbated by the effects of opioids.

7. Important social, cccupational, or recreational activities are given up or reduced ba-
cause of oplold use.

& RAecurrent opioid use in situations in which it Is physically hazardous.

g, Continued opioid use despite knowladge of having a parsisient or recurrent physi-
cal or psychologlcal prablem that is fikely to have been caused or exacerbated by
the substancs.

10, Tolerance, as defined by aither of the following:

a. A need for markedly increased amounts of opicids to achieve intoxication or de-
sired effect,
b A markadly diminishad effect with continued use of the same amount of an opioid,

MNote: This criterion is not cansidered to be met for those taking oplolds solaly under
appropriate madical supervision,
11, Withdrawal, as manifested by either of the following:

8. The characteristic opiold withdrawal syndrome (refer to Criteria A and B of the
eriteria set for opicid withdrawal, pp. 547-548),

b. Ogpioids (or a closely related substance) are taken to velieve or avoid withdrawal
Eymptoms.

Note: This criterion is not considered to be met for those individuals taking opiclds

- rf"’“”'? under appropriate medical supervision.

=CIfy If:

u’; ;:'!' remission: Afler full criteria for oploid use disorder were previously met, nona
e Griteria for opicid use disorder have been met for at least 3 months but for less
i 12 monihs (with the exceplion that Griterion Ad, “Craving, or a strong desire or
¢ 10 use opioids,” may be mat),

ned remission: Aftar full critaria for opioid use disorder were previously met,
the: criteria for oploid use disarder have been met at any time during a period
{ :;'f:"”’l‘i or lenger (with the exception thal Crilerion A4, *Craving, or a strong de-
ety U€ to use opicids,” may ba met).

o »

= af

‘"‘;‘“hn_e therapy: This additional specifier is used if the individual is taking a
:E!"-"_Fﬁsl medication such as methadone or bupranarphine and none of the
Pioid use disorder have bean met for that class of medication (except tol-

Ty ki %
" OF Withdrawal from, the agonist), This calegory also applios to those Individ-
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542 Substance-Rslated and Addictive Disorders

uals being maintained on a partial agonist, an agonistfantagonist, or a full antagons;

such as ol naltrexone or depot nalttrexonea.

In a controlled environment: This additional specifier is used if the Individual Is in ap,

amnvironmant where access o oploids |s resiricted.
Coding based on current severity: Note for ICD-10-CM cades: IF an opioid intexication,
opiold withdrawal, or another oploid-iInduced mental disorder is also present, do not ygg
Ine codes below for opioid use disorder. Instead, the comorbid opioid use disorder s jng.
cated in the 4ih character of the opiold-induced disarder coda [see the coding note for opj-
oid intoxication, opiold withdrawal, or a specific opicid-induced mental disorder), g,
example, if there Is comorbid opioid-induced depressive disorder and opiold use disarda,
only the opioid-induced depressive disorder code is given, with the 4th character indicaing
whether the camerbid opicid use disordar is mild, moderate, or severe: F11.14 for mild Cpi-
oid uge disordar with opicid-induced depressive disorder or F11.24 for a moderate or g,
vare opiold use disorder with opioid-inducad depressive disarder,
Specify currant sevarity:

305.50 (F11.10) Mild: Presence of 2-3 symploms,

304.00 (F11.20) Modarate: Presence of 4-5 symploms.

304.00 (F11.20) Severe: Presenca of & or mona symptoms.

Specifiers
The “on maintenance therapy™ specifier applies as a further specifier of nemission if (o in-
diviclual is Both in remission and receiving maintenance therapy, “In a contoolled environ-
ment” applies as a further specifier of remission if the individual is both in remission and in-
a controfled environment (Le, 0 early remission ina contrelled environment or in sustained
remission in 4 controlied enwironment). Examples of these environments ave closely supee
vised and substance-free jails, therapeutic communitics, and locked hospital unils,
Changing severity acrose time in an individual is aleo reflected by veduetions in the frs
quency (e.g., days of use per month} and/or dose (e.g,, injections or number of pills) ofg
opioid, as assessed by the individual's self-report, report of knowledgeable others, cifgs
cian's observations, and biological testing,.

Diagnostic Features ,
Opinid use disorder includes signs and symptoms that reflect compulsive, Pmlu'ﬂgf?d
administration of opioid substances that are used for no legitimate medical purposed
another medical condition is present that requires opioid treatment, that are used InG
greatly in excess of the amount needed for that medical condition. (For example, a7
vidual prescribed analgesic opioids for pain relief at adequate dosing will use SETIHE
more than prescribed and not only because of persistent pain.) Individuals with o
disorder tend to develop such regular patterns of compulsive drug use that daily 2658
are planned around oblaining and administering opicids. Opioids are usually pure
on the illegal market but may also be obtained from physicians by falsifying o
ating general medical problems or by receiving simultaneous prescriptions _f"":;w
physicians, Health care professionals with opioid use disorder will ofters abtai? 8F20 4
writing prescriptions for themselves or by diverting opioids that have been P"f) cder b
patients or from pharmacy supplies. Most individuals with opioid use d_ih atind
significant levels of tolerance and will experience withdrawal on abropt! dj“"'ﬁud' :
of opicid substances. Individuals with opioid use disorder offen develop fik
responges to drug-related stimuli {e.g., craving on seeing any heroin Pt
stance)—a phenomenon that oecurs with most drugs that cause Iiens® 7o
changes. These responses prubably contribute te relapee, are difficult t© exting
wally persist long after detoxification is completed,
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Associated Features Supporting Diagnosis

Opioid use disorder can be associated with a history of drug-relaved crimes (e.g., posses-
sion or distribution of drugs, forgery, burglary, robbery, larceny, receiving stolen goods),
Among health care professionals and individuals who have ready access to controlled
gubstances, thers is often a different pattern of illegal activities involving problems with
gtate licensing boards, professional staffs of hospitals, or other administrative agencies.
sdarital difficulties {including divorce), unemployment, and irregular employment are of-
jen associated with opicid use disorder at all socioeconomic levels

prevalence

The 1Z-month prevalence of opioid use disorder is approximately 037 among adults age
& years and oider in the community population. This may be an underestimate because of
s large nu mber of incarcerated individuals with opicid use disorders. Rates are higher in
males than in fernales (049% vs, 026%), with the male-to-female ratio typleally being 1.5:1
for opiodds other than herain (i.e., availabie by prescription) and 3:1 for heroin, Femnale ad-
plescenes may have a higher likelihood of developing opioid use disorders. The prava-
fence decreases with age, with the prevalence highest (0.829%) among adults age 29 years or

nger, and decreasing to (L% among adults age 65 years and older, Among adults, the
prevalence of opicid use disorder is lower among African Americans at 0.18% and over-
represented among Native Americans at 1.25%. ltis dose to average among whites (0.38%:),
Asian or Pacific Islanders (0.35%), and Hispanics ((.39%).

Among individuals in the United States ages 12-17 years, the overall 12-month prev-
 alence of opioid use disorder in the community population is approximately 1,06, but the
prevalence of heroin use disorder is less than 0.1%. By contrast, analgesic use disorder is

prevalent in about 1.0% of those ages 12-17 years, speaking to the importance of opioid an-
alpesics a5 a group of substanees with significant health consequences,

The 12-month prevalence of problem opioid nse in Buropean countries in the commuo-
nivy popuiation ages 15-64 years is botween 0.1% and (L.8%. The average prevalence of
problem opicid use in the European Linion and Noerway is betwesn 0.36% and 0.44%.

elopment and Course

Upioid use disorder can begin at any age, but problems associated with opioid use are
*t commendy first observed in the late teens or early 205, Once opioid use disorder
#lops, it usually continues over a period of many years, even though brief pericds of
Nenee ave frequent. In treated populations, relapse following abstinence is commen.
though relapses do occur, and while some long-term mortality rates may be as high
Per year, aboat 20%-30% of individuals with opioid use disorder achieve long-term
Ence. An exceplion concerns that of military service persannel who became depen-
PN opiaids in Vietnam; over 90% of this population who had been dependent on opi-
~ g deployment in Vietnam achieved abstinence after they retumed, but they
ﬁe‘;t";d increased rates of alcohol or amphetamine use disorder as well as increased
CTRAsin .
5] TETmL
L=

Ape is associated with a decrease in prevalence as a result of early mortality
San of symptoms after age 40 years (e, “maturing out”), However, many
continue have presentations that meet opicid use disorder criteria for decades,

and Prognostic Factors

o
) p?;: Ph}'ﬁinlugical. The risk for opiate use disorder can be related to individual,

pmﬁé;md social environmental factors, but within these domains, genetic fackors
VElty ool ¥ mportant rele both directly and indirectly. For instance, impulsivity
SN are individual temperaments that relate 1o the propensity to develop
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bad Suibstance-Related and Addictive Disordears ,W

a substance use disorder but may themselves be genetically determined. Peer factors may,
relate o genetic predisposition in terme of how an individual selects his or her envirog.
ment

Culture-Related Diagnostic Issues

Despite small variations regarding individual criterion items, opioid use disorder dig,.
nostic criteria perform equally well across most race fethnicity groups. Individuals frigy,
ethnic minority populations living in economically deprived areas have been OVErTep.
resented among individualz with opioid use disorder, However, over ime, opioid g,
dizorder is seen more often among white middle-class individuals, especially femalgg
suggesting that differences in use reflect the availability of opioid drugs and that athge 50:
cial factors may impact prevalence. Medical personnel who have ready socess to opinig,
may be at increased risk for opioid use disorder.

Diagnostic Markers
Routine urine toxicology test results are often positive for opioid drugs in individuals wig,
opicid use disorder. Urine test results remain positive for most opioids (e, heroin, mge.
phine, codeine, oxycodoene, propoxyphene) for 12-36 hours after administration. Fentany)
is mot detected by standard urine tests but can be identified by more specialized proge-
dures for several davs, Methadone, buprenorphine (or buprenorphine/ naloxone combj.
nation), and LAANM (L-alpha-acetylmethadol) have to be specifeally tested for and swill ot
cause a positive result on routine tests for opiates. They can be detected for several daysup
to miore than 1 week. Laboratory evidence of the presence of other substances (e.p,, oo
eaine, marijuana, alcohol, amphetamines, benzodiazepines) is common. Screening tesk e
sults for hepatitis A, B, and C virus are pesibive inas many as 80%%-—90% of injection opiold
users, either for hepatitis antigen [signifying active infection } or for hepatitis antibody (sig-
nifying past infection). HIV is prevalent in injection opioid users as well Mildly elovated
liver function best results are common, either as a result of resolving hepatitis or from takie
injury o the liver due to contaminants that have been mixed with the injected opioid. 5
tle changes in cortisol secretion patterns and bady temperature regulation have been ol ;
seryved [or up tod months foflowing opicid detoxification.

Suicide Risk
Similar to the risk generally observed for all substance use disorders, opioid wse dis
is associated with a heightened risk for suicide attempts and completed suicides.
larly nitable are both accidental and deliberate opioid overdoses. Some suicide ris
overlap with risk factors for an opicid use disorder. In addition, repeated opicidi
tion or withdrawal may be associated with severe depressions that, although term
can be intense enough to lead to suicide atternpts and completed suicides. Aval BT
suggest that nonfatal accidental opioid overdose (which is common) and attemp
cide arve distinet clinically significant problems that should not be mistaken for each

Functional Consequences of Opioid Use Disorder
Opioid wse is associated with a lack of mucous membrane secrebons, G‘f-"smg"fi;
and nose. Slowing of gastrointestinal activity and a decrease in gut motility C.:.nn i,
severe constipation. Visual acuity may be impaired as a result of Pﬂp]lh"jﬂrﬂs (“ird
with acute administration. In individuais who inject opioids, sclerosed A
and puncture marks on the lower portions of the upper extremities L[l[:l i
sometimes become so severely sclevpsed that peripheral edemsa dev P}ﬂF"’"ZL med
switch to Injecting in veins in the legs, neck, or groin. When these veins be ing"h
individuals often inject directly into their subcutanoous tissue {“skin-popt

are
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i cellulitis, absoesses, and circular-appearing scars From healed skin lesions, Tetanus and
Clastridinmy betalimeme infections are relatively rare but extremely serious consequences of
imfectng opioids, especially with contaminated needles. Infections may alse ocouarin other
argans and include bacterial endocarditis, hepatitis, and HIV infection. Hepatitis Cinfec-
phoins, For example, mayv occur in up to %% of persons who inject opinids. In addition, the

pevalence of HIV infection can be high among individuals who inject drugs, a largs pro-

prtion of whom are individuals with opioid use discrder. HIV infechion rates have been
reported o be as high as 60% among heroin users with opioid use disorder in some areas
qf the United States or the Russian Federation. However, the incidence may also be 10% or
|oss in other areas, especiall ¥ those where access to clean injection materinl and parapher-
nalia is facilitated.,

Tuberculosis is o particularly serious problem among individuals wlo se drugs in-
pravenously, especially those who are dependent on heroin; infection is wsaally asympbome-
atie and evident cnly by the presence of a positive tuberculin skin test. However, many cases
of active tuberculosis have been found, especially among those whe are infected with HIV.
These individuals aften have a newly acquired infection but also are likely o experience
reaelivation of a prior infection because of impaired inmune function,

[ndivicuala who sniff heroim or other opiodds into the nose (Ysnorting” | often develop
jreita ion of the nasal mucosa, sometimes accompanied by perforation of the nasal sephum,
pfficulties in sexual functioning are comumon, Males often experience erectile d ysfunction
during mtoxication or chronic use. Females commonly have disturbances of reproductive
function and irregular menses,

In relation todinfections such as cellulitis, hepatitis, HIV infection, tuberculosis, and en-
docardits, opioid use disorder is associated with a morkality rate as high as 1.5%-2% per
pear. Death most often results from overdose, accidents, mjuries, AIDS, or other general
‘medical complications. Accidents and injuries due to violence that is associated with buy-

ing or seiling drugs are common. In some areas, violence acoounts for more opioid-related
deaths than overdose ar HIV inteetion, Physiological depend ence on apioids may oceur in
about half of the mfants born to females with opiedd use disonder; this can produce a se-
vere wilhdraweal syndrome requiring medical treabment. Although lonw birth weelglit is
seen in children of mothers with epicid use disorder, it is nsually not marked and is
erally mot asseciated with serious adverse consequences,

ifferential Diagnosis

Sid-mduced mental disorders,  Crpisid-induced disorders ocour fregquently in individ-
ith opinid use disorder. Opinid-induced disorders may be characterized by symptoms
“h depressed moed ) that resemble primary mental disorders (e.g, persistent depressive dis-
8t [ dysthyimia] vs. opioid dnduced depressive disorder, with depressive features, with on-
Biring intosication). Oipinids are less likely to produce symptoms of mental disturibance
= SIS sk olhes: r:];rugs nf abusa, {)‘Pinidi imtceacation and {j]:l:iuid weithwdiaweal are distlin-
b from the other opioid-induced disorders (e g, opioid-induced depressive disorder,
LBt iy migpedication) because the symptoems in these lather disorders predominats
k3l Presentalion and are severe enough towarrant independent clinical attertion.

bﬁlﬂnﬂ-fﬂ intoxication. Alcohol intexication and sedative, hypnote, or anxiolytic
:‘I.m Fan cause a clinical picture that resembles that for opinid intoxication. & diag-
th éiims:?lm‘ o sedative, hypnobic, or snsiolyvic intoxication can asually be made based

e r","'-‘-?ﬂ‘[ pupillary constrichon or the lack of o response to naloxone challenge. Tn
o Lﬁtc‘”‘—‘ﬂﬁﬂn may be due both to opicids and ta aloehol or other sedatives. In
v the naloxone challenge will not reverse all of the sedative effects,

i | Py S|
. Eble
= | i85 1 g

disorders. The anxiety and restlessness associated with opioid with-
Symproms seen in sedative-hypnotic withdrawal, However, opioid
YacTompaniadd by rhinewrrhea, lacrimation, and pupillary dilation, which
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are not seen in sedative-type withdrawal, Dilated pupils are also seen in hallucinogen
intoxication and stimulant intoxication, However, other signs or symptoms of opigig
withdrawal, such as nausea, vomiting, diarthea, abdominal cramps, thinorrhea, or lace_

mation, are nol present.

Comorbidity

The most common medical conditions associabed with opioid uee disorder are viral fog

HIV, hepatitis C virus} and bacterial infections, pasticularly among users of opioids by in-
jection. These infections are less common in opioid use discrder with prescription opinidg,
Opioid use disorder is often associated with other substance use disorders, especially thpe,
invalving tobacca, alcohol, cannabis, stimulants, and benzodiazepines, which ave o,
taken o reduce symptoms of epioid withdrawal or ceaving for opioids, or o enhance te o,
fects of administered opicids. Individuals with opicid use disorder are at risk for the deyal.
opment of mild to modermte depression that meets sy mptomatic and duralion criterig fo,
persistent depressive disorder {dysthymia) oz, In some cases, for major depressive disordey
These symptoms may represent sn opicid-induced depressive disorder or an exacerbatioy,
of a preexisting primary depressive disorder, Periods of depression are especially commpy,
during chronic intoxication or in assedation with physical or psychosocial strossors that ape
ralated o the opicid use diserder. Insommnia is common, especially during withdrawal. an.
tisocial personality disorder is much more common in individuals with opioid vse disordey
than m the general population. Posttraumatic stress disorder is also seen with incroasad fra-
quency. A history of conduct disorder in childhood or adolescence has been identifies) as 2
significant risk factor for substance-related disorders, especially opioid vse disorder,

Opioid Intuxicatioq,

biégnostic Criteria

s
3

A, Hecent use of an opioid.
B. Cilinically significant problematic behavioral or psycholegical changes (e.g., initial
phoria followed by apathy, dysphoria, psychomotor agitation or retardation, impaie
judgment) that developed during, or shorlly after, opicid use,

C. Pupillary constriction (or pupillary dilation due to anoxia from severe overdose) #nd
ane {or mare) of the following signs ar symptoms devalaping during, or shorlly atei
oploid uss:

1. Drowsiness or coma.
2. Slurred speach.
3. Impaimment in aftention or memaory,

0. The signs or symptoms are not attributable to another medical candition and 8
better explained by another mental disorder, including intoxication with anot=r
slance.

Specify if: X
With perceptual disturbances: This specifisr may be noted in the '?m.'z,m 5 08
which hallucinations with intact reality testing or auditony, visual, or tactile iU
cur in the absence of a delifium. i

Coding note: The ICD-9-C code is 282.89, The ICD-10-CM code depends o7 Ly g

or rot there is a comorbid opioid use disorder and whether or not there are P& A

turances. - e
For opioid intoxication without perceptual disturbances: If & mild ?gevﬂ@
order is comorbid, the ICD-10-CM code is F11.128, and if a moderals a
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use disorder is comorbid, the 1GD-10-CGM code is F11.229. If there is no comarbid opi-
oid use disorder, than tha ICD-10-CM code iz F11.9249.

For opioid intoxication with perceptual disturbances: If a mild opioid use disorder
is comearbid, the ICD-10-CM cede is F11.122, and if a moderate or severa opicid usse
dizordar s comarbld, tha ICO-10-CM code is F11.222. If there is no comarbid opioid
use disorder. then the IC0D-10-CM code |s F11.922.

piagnostic Features
The essential feature of opioid inloxicalion is the presence of clinically significant prob-
jematic behavioral or psychological changes (g, initial euphoria followed by apathy,
dysphoria, psychomotor agitation or retardation, impaired judgment) that develop dur-
h—]g, or ahortly after, opioid use {Criteria A and B). Intoxication is accompanied by pupil-
Jary constriction (unless there has been a severe overdose with consequent anoxia and
pillary dilation] and one or more of the following signs: drowsiness (deseribed as be-
ing “on the nod™), slurred speech, and impairment in attention or memery (Criterion C);
drowsiness may progress o coma, Individuals with opioid intoxication may demonstrate
inatienlion to the envirommnent, even to the point of ignering potentially harmiul events,
The signs or symploms must not be attributable to another medical condition and ane not
petter explained by another mental disorder (Criterion L¥).

pifferential Diagnosis

Other substanze intoxication.  Alcohol intoxication and sedative-hypnotic intovicabion

ean caise 2 clinical picture that resembles opioid intoxdcation, A diagnosis of alcohol e
- pedative-hyprotic intoxication can usually be made based on the absence of pupillary con-
 gipiction or the tack of a response to a naloxone challenge. [n some cases, intoxication may
pa due both to opioids and (o alcohol o other sedatives. In these cases, the naloxone chal-
lenge will not reverse all of the sedative effects.

Other opioid-related disorders. Opioid intoxication is distinguished from the other
opiod-indwced disorders (e, opioid-induced depressive disorder, with onset during in-
b iation) because the SYMpIams in the latter disorders Predumiﬂa’m in the clinical pro-
sunbation ancd mieet full critecis for the relevant dlsorder.

, Opioid Withdrawal
Bgnostic Criteria o 202.0 (F11.23)

% Presance of either of the following:

1, ﬂasﬁallm of (or reduction In) oplold use that has been heavy and prolonged (ie.,

several weeks or longer),

Administration of an opioid antagonist after a perod of opicid use.

' q 28 [of mars) of the following developing within minutes to several days atter Criterion A:
5 Dysphoric mood,

5 4 2H88a or vomiting,

LE'F‘?"'E aches,

& oomation or hinarhea.

|I.ar!.- : 3
Hiliay dilation, piloerection, or sweating.
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Diarrhea,

awning.

Fewvear.

. Insommnia.

C, The signs ar symptems in Criterlon B cause clinkcally significant distress or mpairmey
in social, oooupational, or ather important areas of funetioning.

0. The signs or symploms are nol attributable to another medical condition and are ny
better explained by another mental disarder, including imoxication or withdrawal froq,
another substance.

Coding note: The ICD-2-CM code is 292.0. The ICD-10-CM code for opioid withdrawa) g

F11.23. Note that the ICD-10-CM code indicates the comorbid presence of a moderaig o,

severa opioid use disorder, reflecting the fact that oploid withdrawal can only ocour in Ihe

presence of a moderate or severe opioid use disorder, It is not permissible to code 4 gy
marbid mild oploid use disorder with opioid withdrawal.

©EN®

—

Diagnostic Features
The essential feature of opinid withdrawal is the presence of a characterisfic withd rawa)
syndrome that develops after the cessation of (or reduction in) opioid use that has bheen
heavy and prolonged (Criterion Al). The withdrawal syndrome can also be precipitateg

by administration of an apioid anmgonist (e, naloxons or maltrexone) after a period of
opiotd use (Criterion A2). This may also occur after administration of an epioid partial ag-

onist suich as buprencrphine to 2 person currently using a Full opioid agonist,

Owpioid withdrawal is characterized by a pattern of signs and symptoms that are oppo.

siter to the acute agonist effects. The first of these are subjective and consist of complaintsof
anxiety, restlessness, and an “achy feeling™ that is often located in the back and legs, alon
with irritability and increased senaltivity b pain. Three or more of the following must b

muscle aches; lacrimalion or rhinerrhea; pupillary dilabion, piloerection, or increa
sweating; diarrhea; yawning; fever; and insomnia (Criterion B}, Piloerection and fever:
assoaciated with more severe withdrawal and are not often seen in routine clinacal p
because individuals with opioid use disorder usually obtain substances before
drawal becomes that far advanced. These symptoms of opioid withdrawal must
clinically significant distress or impairment in social, occapational, or other importang
eas of functioning (Criterion C). The symptoms must not be attributable to another M
ical condition and are not better explained by another mental disorder (Critert
Meeting diagnostic criteria for opioid withdrawal alone is not sufficient for a dia
opinid use disorder, but concurrent symptoms of craving and drug-seeking behavl
suggestive of comorbid opicid use disorder. ICD-10-CM codes only allow a diag
opioid withdrawal in the presence of comorbid moderate o severs u.pmid use dis
The speed and severity of withdrawal associated with opioids depend on the hal
the oploid used. Most individuals wha are physiologically dependent on slmrkn‘-‘mlgt
such as heroin begin b have withdraval sympiotns within 612 hours after the 1855
Symptoms may take 2—4 days to emerge in the case of longer-acting drugs suclt 88 i
done, LAAM (L-alpha-acetyimethadol), or buprenorphine, Acube withdryval 55":;? ;
a short-acting opioid such as heroin usually peak within 1-3 days and E'-’““_]“'? uf mont®
over a period of 5-7 days. Less acute withdrawal sympiams can last for Wt}ﬂ"*‘ i
Theese move chromic symptoms include anxiety, dysphoria, anhedonia. anl in
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Associated Features Supporting Diagnosis

plales with opinid withdrawal may experience piloerection, sweating, and spontaneous
ejaculations while awake. Opioid withdrawal is distinet from opioid use disorder and
does not necessarily occur in the presence of the drogeseeking behavior associated with
..ﬂ-n-inid wse disorder, Cpioid withdrawal may occur in any individual after cessalion of re-
peated use of an apicid, whether in the setting of medical management of pain, during
.};pir!-id agonist therapy for opioid use disorder, in the comtext of private recreational use, or
following atlempts to self-treal symptems of menkal disorders with opioids

prevalence
among individuals From various clinical settings, opioid withdrawal oocwrred in 60% oF
individuals who had used heroin at least once in the prior 12 months,

pevelopment and Course

podcd withdrawal is bypiacal inthe course of an opboid use disorder, 1Ucan be pact of an es-
palating pattern in which an opieid 15 used to reduce withdrawal symptoms, in burm lead-
ing to more withdrawal at a later time. For persons with an established opicid use
giorder, withdrawal and atternpis to relieve withdrawal are typical.

pifferential Diagnosis

other withdrawal disorders.  The anxiety and restlessness associated with opioid with-
drawal resemble symptoms seen in sedative-hypnotc withdrawal. However, opicid with-
draveal is also accompanied by rhinorrhea, lacrimation, and papillary dilation, which are
nid seem in sedative-type withdrawal,

Other substance intoxication.  Dilated pupils are also seen in hallucinogen intosication
and stialant inbexication. However, other signs or spmptoms of opicid withdrawal, such
s nausen, vomiting, diarvhea, abdomanal cramps, rhinorrhea, and lacrimation, are not

- Other oplold-induced disorders, Opioid withdrawal is distinguished from the other
Bpikl-induosd disorders (eg., opioid-induced depressive disorder, with onset during
' ithdraw».a,i] becavse the symploms in these latter disorders are in excess of those usuali_'l,r
Aociated with opioid withdrawal and meet full criteria for the relevant disorder.

Other Opioid-Induced Disorders

filleowing opivid-mduced disorders ane described in other chapbers of the manual with
Irdders with which thoy share phemomenology (gee the substance / medication-induced
el disordiers in these chapters): opioid-induced depressive disorder (" Depressive Dis-
g ":’_I"lﬂ:ld—i‘ndumd adixiety disorcder (“Anxiety Disorders™); oploid-induced sleep
qu "Sleep-Wake Disorders™); and opioid-indured sexual dysfunction (*Sexual Dys-
A X Enrl opinid intoxication delirivm and opioid withdrawal delirium, see the crite-
S ;E‘?“ﬂﬂml of delirium In the chapter *Meurccopnitive Disorders,” These oplold-
e Sorders are disgnosed instead of opioid intosication or opioid withd rmwal only
S¥MPEoms are sufficiently severs to wareanl independent clinical attention.

i
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Unspecified Opioid-Related Disorder
" : 292.9 (F11.99)

T —
Thig category applies o presentations in which symptoms characteristic of an opigjy.
related disorder that cause clinically significant distress or impairment In social, oceypg,
tional, or other important areas of functioning predominate but do not meet the Tull critey,
for any specific oploid-related disorder or any of the disorders in the substance-related any
addictive disorders diagnostic class.

—

Sedative-, Hyphotib-,
or Anxiolytic-Related Disorders

Sedative, Hypnotic, or Anxiolytic Use Disorder
Sedative, Hypnotic, or Anxiolytic Intoxication
Sedativa, Hypnotic, or Anxiolytic Withdrawal

Other Sadative-, Hypnotic-, or Anxiolytic-Induced Disorders
Unspecifled Sedative-, Hypnotic-, or Anxiolytic-Related Disorder

Sedative, Hypnotic, or Anxiolytic Use Disorder
Diagnestic Criteria

A. A problematic pattem of sedative, hypnotic, or andielytic use leading to clinically signfts
icant impairment or distress, as manifasted by at least two of the fallowing, oc:currli@j o

within a 12-month paricd:

1. Sedafives, hypnotics, or anxiolytics ara often taken in larger amounts or over 8 ki

ger period than was intended,
2. There is a parsistent desire or unsuccessful efforts 1o cut down or control 8
hypnatic, or anxiclytic use.
3. Agreal deal of time is spant in setivities necessary 1o obtain the sedative, hyp
or anxiolylic; use the sedatlve, hypnotic, or amdolytic; or recover from its @l
4. Craving, or a strong desire or urge to use the sedative, hypnotic, of ani
8. Recurren! sedative, hypnotic, or anxiolyfic use resulling in a faiure 10 fulfill 1
role cbligations a1 work, school, or home (e.g., repeated absences from
poor work performance related to sedative, hypnotic, or anxiolytic use; S8
hypnotic-, or andolytic-ralated absences, suspensions, or expulsions from
neglect of children or housahod). -
6. Continued sedative, hypnotic, or anxlolytic use despite having persist e
curent social or interperscnal problems caused or exacerpated by e Ut conse
sedatives, hypnotics, or anxiclytics (e.q., arguments with a spouse aba

uences of intaxication; physical fights). 1he
. given up & roduce® 4

7. Imporiant social, ococupational, or recreational activities are
cause of sedative, hypnotic, or anxiolytic uss,
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