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Chapter 1 — Mission Statement

This manual exists for one reason: to protect children and youth from the devastating harm
caused by inhalant use.

Across the world — especially in communities facing poverty, displacement, violence, and
social instability — children are inhaling glue, petrol, solvents, and other volatile
substances. Many begin at a very young age. What often starts as a way to cope with
hunger, fear, loneliness, or trauma can quickly become a pattern that damages the brain,
harms the body, and shortens lives.

Inhalant use is not a moral failure. It is most often a survival response in an unsafe
environment.

This manual is written for the people who stand closest to these children:
» Community volunteers
* Shelter workers
* Outreach teams
» Teachers
* Parents and guardians
» Faith-based workers
* Local health providers
* Youth mentors

You may not have formal training in addiction medicine. You may not have funding. You
may not have institutional support. But you care. And that is where change begins.

The goal of this manual is practical:

* To reduce immediate harm

» To prevent permanent neurological damage

» To stabilize vulnerable youth

» To guide structured recovery

» To support reintegration into family and community life
This is not a theoretical book. It is a field manual.

It focuses on what can be done with limited resources. It assumes that infrastructure may
be minimal. It prioritizes safety, nutrition, nervous system regulation, structure, and dignity.

Medication is not presented as the primary solution. The core of recovery is human safety,
stability, and connection. Where medical care is appropriate, it must be delivered
responsibly and under proper supervision.

The children affected by inhalant use are not lost causes. The developing brain retains
remarkable capacity for recovery when safety and structure are restored. Early
intervention matters. Consistent support matters. Community coordination matters.

Every child removed from solvent exposure is a future reclaimed.

This manual is offered freely so that it may travel without restriction. It is meant to be
copied, translated, printed, shared, adapted, and distributed wherever it is needed.



If you are reading this, you are already part of the solution.
Let us begin.



Chapter 2 — How to Use This Manual

This manual is designed to be practical and flexible. You do not need to read it from
beginning to end in one sitting. You may use the sections that are most relevant to your
current situation.

If you are encountering a child who is actively inhaling solvents, begin with Part Il —
Immediate Field Response.

If you are supporting a youth who has recently stopped inhaling, begin with The First 24—
72 Hours and then move to the 30-Day Stabilization Framework.

If you are a parent or guardian trying to understand why a child is using inhalants, begin
with Part | — Understanding Inhalant Use.

If you are a physician or licensed health professional, you may review the Medical
Considerations section, which is clearly marked and separate from the general guidance.

Each section is written so it can stand alone. Headings are clear. Steps are organized.
Practical lists are provided where possible. You may photocopy individual chapters for
training sessions or outreach work.

This manual assumes:
* Resources may be limited.
* Medical infrastructure may be minimal.
* Helpers may not have formal addiction training.

» Situations may be unstable or urgent.
The approach throughout this book is based on five core principles:
1. Safety First — Physical protection from harm is always the first priority.

2. Stabilization Before Confrontation — A regulated nervous system comes before
behavioral demands.

3. Dignity and Respect — Shame increases risk; trust reduces it.
4. Structure Heals — Predictable daily routines support brain recovery.
5. Community Matters — Sustainable recovery requires social connection.

This manual does not replace professional medical care. When emergency signs are
present, urgent medical services must be sought.

However, in many parts of the world, immediate medical care is not always available. This
guide provides practical steps that can reduce harm and begin recovery even in low-
resource environments.

You may adapt this manual to your local context. Cultural sensitivity and local knowledge
are essential. The core principles remain constant, but implementation may vary.

Use this manual not as a rigid rulebook, but as a structured guide. Combine it with
compassion, patience, and local wisdom.

The work is difficult. Progress may be slow. Relapse may occur. That does not mean
failure. It means the child’s nervous system is still learning safety.

Turn to the section that fits your current need, and proceed step by step.



Chapter 3 — Open Distribution Notice

This manual is released into the public domain.
You are free to:

» Copy it

* Printit

* Share it by email or messaging platforms

* Upload it to websites

* Translate it into any language

» Adapt it to your local context

* Include it in training materials

» Distribute it in shelters, schools, clinics, churches, mosques, temples, community
centers, or outreach programs

No permission is required.
The purpose of this manual is protection. Its value increases the more widely it is shared.
If you translate or adapt this manual, please ensure that:

* The core safety information remains accurate.

* Medical sections remain clearly marked for licensed professionals.

* No unsafe medical advice is added.

* The dignity-based approach toward children is preserved.

If you adapt the material, you may add local resources, emergency contact numbers, and
culturally specific guidance. Local ownership strengthens impact.

This manual is intended to circulate freely — especially in regions where access to formal
addiction training is limited. It may be printed in black and white. It may be shared digitally.
It may be broken into smaller training modules if needed.

You are encouraged to distribute this manual through:
* Non-governmental organizations (NGOs)
* Community outreach programs
» Faith-based networks
* Public health offices
» Schools and youth centers
* Online forums and professional groups
» Social media and messaging groups

Every additional copy increases the chance that a child will encounter someone equipped
to help.

Knowledge that protects children should not be restricted.

If you believe this manual can help someone in your network, send it to them. Print it.
Share it. Teach from it.



The goal is simple: reduce harm, protect young brains, and restore futures.
Let it travel.



Chapter 4 — What Inhalants Are

Inhalants are substances that produce mind-altering effects when their vapors are
breathed in. Unlike many other drugs, inhalants are often everyday products that are legal,
inexpensive, and widely available.

Common inhalants include:
* Glue and adhesive products
* Petrol (gasoline)
* Paint thinner
» Solvents (such as toluene, hexane, heptane)
* Correction fluid
* Aerosol sprays
» Cleaning agents

These substances were not designed to be consumed by the human body. They are
industrial or household chemicals. When inhaled, they enter the bloodstream through the
lungs and travel quickly to the brain.

Because inhalants are cheap and easy to obtain, they are often used by children and
youth in low-resource environments. A small container or cloth soaked with solvent can
produce rapid intoxication within minutes.

Inhalant use often occurs in the following ways:
» Sniffing directly from a container
* Inhaling fumes from a plastic bag
* Soaking a cloth and breathing through it
» Spraying aerosols into a confined space

These methods increase the concentration of chemicals entering the body and can
dramatically raise the risk of harm.

Unlike substances that require preparation or purchase through illegal markets, inhalants
are frequently obtained from local shops, homes, workplaces, or waste areas. This
accessibility makes prevention more challenging.

It is important to understand that inhalants differ from other drugs in several ways:
* They act very quickly.
* Their effects are short-lasting.
* They are highly toxic to the brain and other organs.
* They can cause sudden death even during first use.

Many children who use inhalants do not fully understand the risks. Some may believe they
are using something “mild” or “temporary.” In reality, repeated exposure can cause
permanent neurological injury.

Understanding what inhalants are — and how they are used — is the first step in
protecting children from their effects.

In the next section, we will explain what these substances do to the brain and body.



Chapter 5 — What Inhalants Do to the
Brain and Body

Inhalants act quickly and powerfully on the brain. Within seconds of being breathed in,
chemical vapors pass from the lungs into the bloodstream and reach the brain. The effects
may feel brief, but the damage can be long-lasting.

Effects on the Brain

Most inhalants depress the central nervous system. They slow down brain activity and
interfere with normal communication between brain cells.

Short-term effects may include:
* Dizziness
* Euphoria or “light” feeling
» Confusion
» Slurred speech
* Poor coordination
* Blurred vision
* Reduced awareness of pain

These effects occur because inhalants disrupt critical brain signaling systems and reduce
oxygen delivery.

Oxygen Deprivation

Many inhalants displace oxygen in the lungs. When less oxygen reaches the brain, brain
cells begin to suffer. Even short periods of low oxygen can damage delicate neural tissue.

Repeated oxygen deprivation can result in:
* Memory impairment
+ Slowed thinking
+ Difficulty concentrating

* Emotional instability

White Matter Damage

Long-term inhalant use can damage the brain’s white matter. White matter is responsible
for connecting different brain regions and allowing smooth communication between them.

Damage to white matter can lead to:
* Poor coordination
« Difficulty walking
* Tremors

» Slowed cognitive processing



» Behavioral changes

In children and adolescents, whose brains are still developing, this damage can interfere
with normal brain maturation.

Effects on the Heart

Inhalants can disrupt the electrical system of the heart. This may lead to dangerous heart
rhythm disturbances.

One of the most serious risks is sudden cardiac arrhythmia, sometimes called “sudden
sniffing death.” This can occur even during first use. A sudden fright, running, or physical
stress while intoxicated can trigger fatal heart rhythm changes.

Effects on the Liver and Kidneys

Many solvents are toxic to internal organs. Repeated exposure can lead to:
 Liver inflammation
* Kidney strain
» Impaired detoxification processes

Organ damage may not be immediately visible but can accumulate over time.

Effects on the Nervous System Outside the Brain
Chronic inhalant use can damage peripheral nerves, leading to:

* Numbness in hands or feet

« Tingling sensations

* Muscle weakness

« Difficulty with balance

Increased Risk of Injury

Because inhalants impair coordination and judgment, children under the influence are
more likely to:

* Fall
* Be involved in accidents
* Engage in risky behavior

* Be exposed to violence

Key Reality

Inhalants are not harmless substances. They are industrial chemicals. The brain is
especially vulnerable during childhood and adolescence, and repeated exposure can
cause permanent injury.

However, there is also important hope:



When inhalant use stops early, and safety and nutrition are restored, the brain has the

capacity to recover significantly. The younger the child and the sooner the intervention, the
greater the potential for healing.

The next section will explore why children begin using inhalants — an essential step in
addressing the problem effectively.



Chapter 6 — Why Children and Youth Use
Inhalants

To help a child stop using inhalants, we must first understand why they began.

Inhalant use is rarely about pleasure alone. For many children and adolescents —
especially those living in poverty, instability, or violence — inhalants serve a function. They
are often a form of self-medication.

Understanding this does not excuse the harm. It explains it.

Hunger Suppression

Inhalants can dull appetite and reduce awareness of hunger. For children living without
reliable access to food, this effect can feel useful. When the body is in constant discomfort
from hunger, temporary numbness can feel like relief.

Emotional Numbing

Many children exposed to neglect, violence, abuse, or displacement experience
overwhelming emotional distress. Inhalants can blunt fear, sadness, and anxiety. The child
may not have words for their pain, but they learn that inhaling a solvent changes how it
feels.

This is often not a conscious decision. It is a nervous system seeking relief.

Escape from Reality

Street life, overcrowded housing, instability, and exposure to crime or exploitation create
chronic stress. Inhalants can produce a short-lived sense of detachment or escape. For a
brief time, the child feels removed from immediate danger or hardship.

Sleep Induction

Some inhalants make children feel sleepy or relaxed. For youth who struggle to sleep due
to stress, noise, or fear, this effect can be reinforcing.

Peer Belonging

In some communities, inhalant use becomes normalized within peer groups. It can serve
as a bonding ritual. For a child lacking family stability, belonging to a group — even one
engaged in harmful behavior — may feel better than isolation.

Accessibility and Cost

Inhalants are cheap and easy to obtain. They do not require connections to illegal markets.
A small amount of money can purchase a product that produces rapid effects. This
accessibility makes experimentation common and escalation easy.



The Survival Strategy That Turns Destructive

Many children do not begin using inhalants because they are seeking harm. They begin
because something in their environment feels unmanageable.

The substance becomes a coping tool.
Over time, the coping tool becomes a trap.
Repeated use leads to:
* Brain injury
* Increased emotional instability
* Reduced impulse control
» Worsening life conditions
The original distress remains, and now it is joined by chemical damage.

A Critical Mindset for Helpers

If a child is using inhalants, assume this:
They are trying to regulate something inside themselves.

Approaching them with punishment, shame, or anger increases stress — which increases
the drive to use.

Approaching them with structure, safety, and calm authority reduces stress — which
reduces the need to escape.

The goal is not only to remove the inhalant.
The goal is to replace what the inhalant was trying to solve.

In the next section, we will move from understanding to action: what to do when you
encounter active inhalant use.



Chapter 7 — Encountering Active Inhalant
Use

When you encounter a child or youth actively inhaling solvents, your first priority is safety
— not confrontation.

The situation may feel urgent or emotional. Remain calm. Your steadiness reduces risk.

Step 1: Ensure Immediate Physical Safety

* Remove open flames, cigarettes, or ignition sources. Many solvents are highly
flammable.

* Move the child away from traffic, machinery, heights, or water.

 If they are using inside a confined space (such as a small room or plastic bag),
increase ventilation immediately.

* Do not allow running or sudden physical exertion while intoxicated. This can
increase risk of heart rhythm disturbance.

Your goal is to reduce immediate life-threatening risks.

Step 2: Assess Responsiveness and Breathing
Check:

* Is the child conscious?

* Are they breathing regularly?

* Is their skin color normal?

* Are they responsive to voice?

If the child is unconscious, not breathing normally, or has irregular breathing, seek
emergency medical help immediately.

If available and trained, begin basic life support procedures.

Step 3: Remove the Substance Calmly
If safe to do so:

* Gently remove the container, cloth, or bag.

* Do not snatch it aggressively.

* Do not shout.

Aggressive confrontation can trigger panic or sudden movement, which may increase
cardiac risk.

Use simple language:

“Let’s take a break.”
“Come sit with me.”
“You'’re safe.”



Step 4: Avoid Shame or Humiliation
Do not:
* Lecture
» Threaten
* Insult
* Use public humiliation
* Force confessions
Shame increases stress. Stress increases the drive to use again.

At this moment, the nervous system is already destabilized. Your role is to stabilize it
further, not escalate it.

Step 5: Provide Basic Care
Once the child is in a safer state:
» Offer water.
* Encourage slow breathing.
* Allow them to sit quietly.
* Keep stimulation low.
Expect:
* Confusion
* Dizziness
* Poor coordination
* Irritability
* Emotional volatility
These are common short-term effects.

Step 6: Observe for Warning Signs
Watch carefully for:

* Chest pain

* lrregular heartbeat

» Severe agitation

* Persistent vomiting

* Loss of consciousness

* Seizures

If any of these occur, urgent medical care is required.



Step 7: Do Not Demand Immediate Promises

The moment of intoxication is not the moment for behavioral contracts.
The child’s brain is temporarily impaired. Complex reasoning is not effective in this state.
Focus first on safety and stabilization.

A Key Principle
Your calm presence is an intervention.

Many children who use inhalants expect anger, punishment, or rejection. A firm but steady
response communicates something different: structure without hostility.

Once the child is stable and sober, deeper conversation can begin.

In the next section, we will outline clear medical emergency signs that require urgent
intervention.



Chapter 8 — Medical Emergency Signs

Most episodes of inhalant intoxication will resolve without immediate life-threatening
consequences. However, inhalants carry unpredictable and serious risks. Some situations
require urgent medical intervention.

All helpers — even non-medical volunteers — should be able to recognize emergency
warning signs.

If any of the following occur, seek medical help immediately.

Call for Emergency Medical Assistance If You Observe:

1. Unconsciousness
* The child does not respond to voice.
* The child does not respond to gentle shaking.
* The child cannot be awakened.

Loss of consciousness can signal oxygen deprivation, severe intoxication, or cardiac
instability.

2. Breathing Problems
* Slow breathing
* lIrregular breathing
* Very shallow breathing
» Gasping
» Blue or gray lips or fingertips
Inhalants can displace oxygen and depress breathing. This is life-threatening.

3. Seizures
* Sudden stiffening of the body
* Uncontrolled shaking
* Loss of awareness
* Eye rolling
* Collapse

Seizures require immediate medical care.



4. Chest Pain or Suspected Heart Problems
* Complaints of chest pressure
* Rapid, pounding, or irregular heartbeat
* Sudden collapse
* Extreme dizziness

Inhalants can cause dangerous heart rhythm disturbances, including sudden cardiac
arrest.

5. Severe Agitation or Delirium
« Extreme confusion
* |nability to recognize surroundings
* Violent behavior without awareness

» Hallucinations combined with medical instability
Severe agitation may indicate toxicity or oxygen deprivation.

6. Persistent Vomiting

* Repeated vomiting

* Vomiting with altered consciousness

* Vomiting while unable to sit upright
This increases risk of choking and aspiration.

While Waiting for Medical Help

If trained and safe to do so:
* Ensure the airway is clear.
* Place an unconscious but breathing child on their side (recovery position).
* Monitor breathing and pulse.
* Do not leave the child alone.
Do not give food or drink to someone who is unconscious or not fully alert.

Important Reality

Sudden sniffing death can occur even in first-time users. A previously healthy child may
collapse without warning.



This is why inhalant use must always be taken seriously.

When in Doubt, Treat as Emergency

If you are unsure whether symptoms are serious, err on the side of caution.
It is better to seek medical care unnecessarily than to miss a life-threatening condition.

In the next section, we will move from acute crisis management to what to do during the
first 24 to 72 hours after inhalant use stops.



Chapter 9 — The First 24-72 Hours After
Stopping Inhalants

The first three days after stopping inhalant use are critical.

Unlike some substances, inhalants do not usually produce a dramatic, life-threatening
withdrawal syndrome. However, the child’s nervous system may be unstable, irritable, and
dysregulated.

This period should focus on stabilization — not confrontation, not discipline, not long-term
planning.

The brain and body need safety first.

What to Expect in the First 72 Hours

A child who stops inhalant use may experience:

* Irritability

* Restlessness

* Anxiety

* Low mood

* Headache

* Fatigue

+ Difficulty sleeping

» Strong urges to use again
Some children may appear emotionally flat or withdrawn. Others may be agitated.
These reactions are normal. The nervous system is adjusting.

Priority 1: Physical Stabilization

Hydration
Provide clean water regularly. Dehydration worsens headaches, irritability, and fatigue.

Nutrition

Focus on simple, accessible foods that provide:
* Protein (eggs, beans, lentils, fish, chicken if available)
» Healthy fats (groundnuts, seeds, cooking oils)
» Carbohydrates for energy

Protein is especially important for brain recovery.



Do not overwhelm the child with large meals immediately. Small, regular meals are better.

Sleep

Sleep may be disrupted at first. Create a quiet, safe, low-stimulation sleeping environment
if possible.

Avoid:
* Loud arguments
« Bright lights at night
» Unpredictable interruptions
Even partial sleep improvement supports recovery.

Priority 2: Nervous System Calm
The child’s brain may be in a state of heightened stress.
Provide:

* Acalm, predictable environment

* Clear but simple expectations

* Limited sensory overload
Avoid:

* Aggressive questioning

* Threats

* Forced confessions

* Public shaming
Stress increases craving. Calm reduces it.

Priority 3: Supervised Safety
During the first 72 hours:

* Do not leave the child unsupervised in environments where inhalants are easily
accessible.

* Remove or restrict access to solvents where possible.

» Keep routines structured.
This is not punishment. It is protective containment.



Avoid These Common Mistakes

* Do not demand immediate long-term promises.
* Do not assume that stopping once means the problem is solved.
» Do not interpret irritability as defiance.
* Do not isolate the child as punishment.
Remember: the brain is recalibrating.

Early Signs of Stabilization
Within 2-3 days, you may begin to notice:

* Improved alertness

* Better eye contact

* Reduced agitation

* Improved appetite

+ Slight improvement in mood
These are positive signs that recovery has begun.

A Key Principle

The first 72 hours are about protecting the brain from further harm and creating conditions
where healing can start.

Long-term change does not begin with lectures.
It begins with safety, food, sleep, and calm structure.

In the next section, we will introduce the 30-Day Stabilization Framework — a structured
approach to support recovery beyond the initial crisis period.



Chapter 10 — The 30-Day Stabilization
Framework

Once the child has passed the first 72 hours without inhalant use, the next phase begins:
structured stabilization.

The goal of the first 30 days is not perfection.
The goal is to establish rhythm, safety, and predictability.

The brain heals best in environments that are consistent and structured.

Why 30 Days?
Thirty days provides enough time to:
* Reduce acute craving intensity
* Improve sleep patterns
* Restore nutritional stability
* Begin rebuilding trust
» Establish new daily habits
The nervous system needs repetition to learn safety.

Core Components of the 30-Day Framework

1. Predictable Daily Schedule
Create a simple daily routine. It does not need to be complex.
Example structure:

+ Wake at consistent time

* Morning hygiene

* Breakfast

 Light physical activity

* Midday meal

» Structured task or learning activity

* Evening meal

» Calm period before sleep
Consistency reduces anxiety.



2. Nutrition as Foundation
Ensure daily access to:
* Protein
» Clean water
* Regular meals
Malnutrition increases irritability and relapse risk.

Food is not a reward.
Food is medicine.

3. Physical Movement
Daily movement supports:

* Mood regulation

» Sleep improvement

* Brain recovery

« Stress reduction
This can include:

* Walking

* Sweeping

» Playing football

« Dancing

» Structured games
The activity does not need to be formal exercise. It needs to be consistent.

4. Safe Supervision
For the first 30 days:
* Limit unsupervised time in high-risk environments.
* Reduce exposure to peers who are actively using inhalants.

» Keep solvents out of easy reach where possible.
This is protective, not punitive.

5. Small Responsibilities
Assign simple, achievable tasks:

* Cleaning area



» Assisting with food preparation
* Helping younger children
* Organizing materials

Success builds competence. Competence builds identity beyond inhalant use.

6. Emotional Regulation Support
Teach basic calming tools:
* Slow breathing
* Quiet sitting
* Counting exercises
» Simple journaling (if literate)
* Drawing or creative expression
These tools replace the numbing function inhalants once provided.

7. Expect Relapse Risk
Relapse may occur. This does not mean failure.
If relapse happens:
* Return immediately to stabilization steps.
* Avoid shame.
* Reinforce structure.
* Identify triggers calmly.
Recovery is rarely linear.

What Not to Do During the First 30 Days

* Do not overload the child with complex therapy.
» Do not force deep trauma disclosure.
* Do not impose severe punishment for cravings.
* Do not isolate them socially.
The brain must first feel safe before it can process deeper issues.

Signs of Progress After 30 Days

You may begin to observe:



* Improved mood stability

» Better concentration

« Stronger appetite

* More regular sleep

* Reduced craving frequency
* Improved cooperation

These are indicators that the nervous system is stabilizing.

Key Principle
Structure is medicine.

The inhalant once provided temporary relief from chaos.
The 30-Day Framework replaces chaos with stability.

In the next section, we will explore trauma-informed engagement — how to build trust and
reduce relapse risk through relationship.



Chapter 11 — Trauma-Informed
Engagement

Many children who use inhalants have experienced trauma.
Trauma does not always mean one dramatic event. It can mean:

» Chronic hunger

* Physical abuse

+ Sexual abuse

* Neglect

» Exposure to violence

* Homelessness

* Loss of caregivers

* Living in constant fear

When trauma is present, the nervous system remains in survival mode. The child may
appear:

* Aggressive
*  Withdrawn
» Suspicious
* Emotionally flat
* Impulsive
» Easily angered
These behaviors are often protective adaptations.

If helpers respond with punishment or humiliation, the child’s stress increases. Increased
stress increases the desire to escape. Escape often means returning to inhalants.

Trauma-informed engagement reduces this cycle.

Core Principles of Trauma-Informed Engagement

1. Safety Before Authority
Children who have experienced trauma often expect harm from adults.
Your consistency and calm are more powerful than your words.

* Speak steadily.

* Avoid shouting.

* Avoid sudden movements.

* Maintain predictable rules.



Firm structure combined with calm tone builds trust.

2. Curiosity Instead of Judgment
Instead of asking:

“Why are you doing this?”

Ask:

“What was happening before you used?”
“What were you feeling?”

Even if the child cannot answer clearly, the tone matters.

3. Do Not Force Disclosure

Do not pressure a child to describe traumatic experiences.

The first goal is stabilization, not deep psychological processing.

Safety must be experienced repeatedly before deeper conversations are possible.

4. Expect Emotional Swings
After stopping inhalants, emotions may feel stronger.
The child may experience:
* Sudden anger
+ Sadness
* Anxiety
* Shame
* Emotional numbness
These reactions are part of nervous system recalibration.

Respond with containment, not alarm.

5. Separate Behavior from Identity
Avoid labels such as:

“Addict.”
“Troublemaker.”
“Bad child.”

Instead say:

“That behavior is not safe.”
“We can do this differently.”



Preserve the child’s dignity.

6. Calm Correction
When boundaries are broken:
« State the rule clearly.
* Apply consistent consequences.
* Avoid emotional escalation.
Example:
“The rule is no solvents here. If that happens again, you will stay supervised tomorrow.”
No anger. No humiliation.
Consistency builds security.

Building Trust Over Time
Trust develops through:
* Keeping promises
» Showing up consistently
* Following predictable routines
* Providing food and safety reliably
 Listening without interruption
Trust cannot be demanded. It must be demonstrated.

A Critical Insight

Inhalants often function as emotional anesthesia.

When the anesthesia is removed, pain may surface.

If helpers misinterpret this pain as defiance, the cycle continues.
If helpers interpret it as healing in progress, recovery deepens.

Key Principle

Regulated adults help regulate children.

Your nervous system influences theirs.

The calmer and more predictable you are, the more their brain learns safety.

In the next section, we will address managing cravings and relapse — practical tools to



support children when the urge to use returns.



Chapter 12 — Managing Cravings and
Relapse

Cravings are normal.

A child who has used inhalants repeatedly has trained their brain to expect relief from a
chemical. Even after stabilization, the urge to return may appear suddenly.

Cravings do not mean failure.
They mean the brain remembers.

Understanding this reduces fear and overreaction.

What a Craving Feels Like
Cravings may show up as:
* Restlessness
* [rritability
* Sudden strong desire to leave
» Thinking repeatedly about glue or petrol
* Emotional overwhelm
» Boredom that feels unbearable
Cravings often peak and pass within 20-30 minutes if not acted upon.
The role of the helper is to support the child through that peak.

The “Pause and Replace” Strategy
Teach the child a simple rule:
When the urge appears, pause and replace.
Pause:

+ Sit down.

» Take five slow breaths.

* Delay action for 10 minutes.
Replace:

« Engage in a physical activity.

« Eat something.

* Drink water.

» Speak with a trusted adult.

» Join a group activity.



Cravings weaken when interrupted.

Environmental Control
Reduce exposure to triggers:
* Avoid areas where solvents are easily available.
* Limit contact with peers who are actively using.
* Remove solvents from living spaces where possible.
» Establish supervised times during high-risk periods.
This is not isolation. It is protection during early recovery.

Addressing Emotional Triggers
Many relapses occur after:

* Conflict

* Hunger

* Loneliness

* Boredom

* Shame
Ask calmly:
“What happened before you wanted to use?”
Often the trigger is emotional, not chemical.

If hunger triggered the urge, provide food.
If loneliness triggered the urge, provide connection.
If boredom triggered the urge, provide structure.

Replace what the inhalant was solving.

What to Do If Relapse Occurs
If a child uses again:

1. Ensure immediate safety.

2. Return to stabilization steps.

3. Avoid dramatic reactions.

4. Review triggers calmly.

5. Reinforce supervision temporarily.
Do not say:



“You failed.”
“You don’t care.”
“This is hopeless.”

Instead say:

“We start again.”
“We learn from this.”
“You are still safe here.”

Relapse is information, not defeat.

Strengthening Internal Skills
Over time, teach:

* Recognizing early signs of stress

* Naming emotions

» Asking for help

» Using physical movement to regulate

* Developing future goals
As self-regulation increases, cravings decrease.

A Critical Truth

Early recovery is fragile.

The child’s brain is rebuilding pathways. Structure, nutrition, and calm repetition strengthen
those pathways.

Every craving resisted builds new neural patterns.
Every relapse responded to calmly prevents deeper shame.

Key Principle

Do not fight the child.

Fight the instability that drives the urge.

Support the child in learning that discomfort can pass without chemical escape.

In the next section, we will examine how to actively support brain healing and long-term
recovery.



Chapter 13 — Supporting Brain Healing

When inhalant use stops, healing begins.

The brain — especially in children and adolescents — has significant capacity to recover.
This ability is called neuroplasticity: the brain’s power to reorganize, repair, and build new
connections.

Healing does not happen automatically. It requires supportive conditions.
The goal of this phase is to strengthen the brain physically, cognitively, and emotionally.

1. Nutrition as Brain Repair
The brain requires building materials to recover.

Prioritize:

Protein

Protein provides amino acids, which are essential for rebuilding brain tissue and
neurotransmitters.

Accessible sources may include:
* Eggs
* Beans and lentils
* Groundnuts
* Fish
* Chicken

« Dairy (if available)

Healthy Fats
The brain is rich in fat. Healthy fats support neural membrane repair.
Sources may include:

* Groundnuts

+ Seeds

* Cooking oils

» Fish

Micronutrients

Vitamin and mineral deficiencies are common in children exposed to poverty and inhalant
use.

Focus on:

* |ron



* B vitamins
e Zinc
* General balanced diet

If supplements are available through medical providers, they may be considered, but food
remains the foundation.

2. Sleep Restoration
Sleep is one of the brain’s most powerful repair mechanisms.
During sleep:
* Memory consolidates
* Neural connections reorganize
* Emotional processing stabilizes
Encourage:
« Consistent bedtime
* Low stimulation before sleep
* Quiet environment
* Regular wake time
Even modest improvements in sleep can significantly improve mood and cognition.

3. Physical Movement
Movement stimulates brain growth factors and improves mood regulation.
Daily physical activity:
* Increases blood flow to the brain
» Supports neural recovery
* Reduces anxiety
* Improves impulse control
This does not require formal exercise programs. Simple daily activities are effective:
* Walking
* Playing sports
* Sweeping
« Dancing
» Structured games
Consistency matters more than intensity.



4. Cognitive Stimulation
After stabilization, gently reintroduce cognitive challenge:
* Reading practice
* Writing
» Simple math exercises
* Memory games
* Problem-solving tasks
« Storytelling
Do not overwhelm the child. Begin at their current ability level.
Improvement may be gradual.
Celebrate small gains.

5. Social Connection
Positive relationships strengthen neural stability.
Encourage:
» Peer groups focused on healthy activity
* Mentorship
« Structured team activities
» Cooperative tasks
Isolation weakens recovery. Belonging strengthens it.

6. Emotional Skill Development
Teach basic emotional skills:

* Naming feelings

* Identifying stress signals

« Simple breathing techniques

* Asking for support

The inhalant once provided emotional escape.
Now the child must learn emotional regulation.

This takes time.

Signs of Brain Recovery

Over weeks to months, you may observe:



* Improved concentration

* More stable mood

» Better coordination

* Increased curiosity

* Reduced impulsivity
Progress may be uneven.
Healing is rarely linear.

Important Reality

Some children who used inhalants heavily for long periods may experience lasting
neurological impairment.

Early intervention reduces this risk.

Even in cases where some damage has occurred, supportive structure still improves
functioning.

Key Principle
The brain heals in environments that are:
« Safe
* Predictable
* Nourishing
* Active
* Relational
Every day without inhalants strengthens neural recovery.

In the next section, we will discuss how to recognize signs of neurological damage and
when to seek medical evaluation.



Chapter 14 — Screening for Neurological
Damage

Not all children who use inhalants will develop permanent neurological damage. However,
repeated and prolonged exposure increases the risk.

Early identification of possible neurological impairment allows for timely referral,
appropriate expectations, and tailored support.

This section provides simple observational tools for non-specialist helpers.
It is not a diagnostic guide. It is a screening framework.

Why Screening Matters
Inhalants can damage:

* White matter in the brain

* Peripheral nerves

* Coordination pathways

* Memory systems

Children with neurological injury may struggle in ways that look like defiance, laziness, or
lack of motivation.

Recognizing possible injury changes how we respond.

Observe Walking and Coordination
Watch for:

* Unsteady gait

* Frequent stumbling

+ Wide-based walking (feet spread far apart)

« Difficulty balancing on one foot

* Tremors in hands
Simple test:

Ask the child to walk in a straight line heel-to-toe. Difficulty maintaining balance may
indicate coordination problems.

Observe Fine Motor Skills
Look for:

+ Difficulty buttoning clothing



» Trouble holding a pen steadily

« Shaking hands

» Clumsiness beyond age expectations
These may signal nervous system involvement.

Observe Memory and Attention
Notice whether the child:

* Forgets instructions quickly

» Struggles to follow simple multi-step directions

» Has difficulty concentrating even in calm settings

* Appears mentally slowed

Some attention problems may improve with stabilization. Persistent issues may require
evaluation.

Observe Speech and Processing
Watch for:

» Slurred speech beyond intoxication

« Difficulty finding words

* Unusually slow responses

» Confusion in simple conversations

These may indicate cognitive impact.

Observe Behavior and Impulse Control
Inhalant-related brain changes may affect:
* Impulse regulation
* Emotional control
* Risk assessment
The child may:
* Act without thinking
» Struggle to pause before reacting
* Have rapid mood swings
Again, distinguish between trauma responses and neurological injury. Both can coexist.



Peripheral Nerve Symptoms
Ask gently about:

* Numbness in hands or feet

* Tingling sensations

* Muscle weakness
Observe for:

* Reduced grip strength

+ Difficulty climbing stairs

When to Seek Medical Evaluation
Refer to a healthcare provider if you observe:

» Persistent coordination problems

» Seizures

* Ongoing confusion

* Progressive weakness

» Severe cognitive decline

* Behavioral changes that do not improve with stabilization
Medical professionals may conduct further assessment.

Important Perspective
Not all cognitive or behavioral difficulties are permanent.
Some improve significantly with:
* Nutrition
» Sleep
» Structure
» Abstinence
Avoid labeling a child as permanently damaged without proper evaluation.

Supporting Children with Possible Impairment
If neurological injury is suspected:
» Simplify instructions.

* Break tasks into small steps.



* Repeat information calmly.
* Provide visual cues when possible.
* Be patient with processing speed.
Lowering expectations appropriately while maintaining dignity prevents frustration.

Key Principle

Assessment is not about judgment.
It is about understanding what the child’s brain needs.

Early detection and compassionate adjustment improve long-term outcomes.

In the next section, we will focus on family and community reintegration — restoring
stability beyond the recovery environment.






Chapter 15 — Family and Community
Reintegration

Recovery does not end when inhalant use stops.

For long-term stability, the child must be supported within a family or community structure.
Reintegration is not automatic. It requires preparation, communication, and realistic
expectations.

The goal is to create an environment where returning to inhalants becomes less likely than
staying engaged in daily life.

Step 1: Prepare the Environment Before Reintegration
Before returning a child fully to a family or community setting, consider:
» Are solvents easily accessible in the home or neighborhood?
» Are there peers actively using inhalants nearby?
* Is there consistent adult supervision?
 Is food reliably available?
* Is the environment emotionally stable?
If high-risk factors remain unchanged, relapse risk increases.
Where possible, reduce access to inhalants and increase structure before reintegration.

Step 2: Prepare the Family
Families may feel:
* Angry
* Ashamed
* Frustrated
+ Afraid
* Exhausted
These emotions are understandable.
However, hostility and humiliation increase relapse risk.
Provide families with clear guidance:
» The child’s brain needs structure and calm.
* Shame worsens the problem.
* Consistency matters more than intensity.

* Recovery may include setbacks.



Encourage families to separate the child from the behavior.

Step 3: Establish Clear but Fair Rules

Upon reintegration, rules should be:
* Simple
+ Consistent
* Known in advance
Example:
* No solvents allowed.
* Curfew times.
+ Daily responsibilities.
* Required school attendance (if possible).
Consequences should be:
* Predictable
* Proportionate
* Non-violent
Physical punishment increases trauma and relapse risk.

Step 4: Maintain Structure
Daily rhythm remains essential:
* Regular meals
* Regular sleep schedule
* Defined tasks
» Supervised free time
Unstructured time is a high-risk period, especially in early recovery.

Step 5: Rebuild Identity
The child must develop a sense of identity beyond inhalant use.
Encourage:

» School reintegration where possible

* Vocational training

* Apprenticeship opportunities



» Sports participation
» Artistic expression
 Faith or cultural community involvement

Belonging reduces relapse.

Step 6: Monitor Without Oppression

Oversurveillance can damage trust.
Complete absence of supervision increases risk.

Balance is required.
Check in regularly, but respectfully.
Ask:

“How are you feeling today?”
“Is anything difficult right now?”

Open communication reduces secrecy.

Step 7: Watch for Early Warning Signs of Relapse
These may include:

« Sudden withdrawal

* Increased irritability

» Seeking high-risk peers

* Leaving home without explanation

» Emotional distress without expression

Early intervention is easier than crisis response.

When Reintegration Is Not Immediately Safe
In some cases, home environments may be:

* Violent

* Neglectful

* Substance-saturated

* Extremely unstable

In these cases, alternative placements (extended family, shelters, community programs)
may be necessary.

The goal is safety first.



Community-Level Reintegration
Community leaders can help by:

* Reducing stigma

» Offering supervised activities

» Supporting local mentorship

* Encouraging school re-entry

» Limiting easy solvent access
Recovery strengthens when the community participates.

Key Principle
Children do not recover in isolation.
They recover in environments that are:
 Structured
* Nourishing
* Predictable
» Respectful
Reintegration is not simply returning to where the child was.
It is building something stronger than what existed before.

In the next section, we will begin the Medical Considerations portion of this manual,
intended for licensed healthcare professionals.



Chapter 16 — Treating Co-Occurring
Conditions (For Licensed Healthcare
Professionals)

This section is intended for licensed physicians, nurse practitioners, psychiatrists, and
other qualified medical providers.

Inhalant use in children and adolescents rarely occurs in isolation. Many affected youth
present with co-occurring psychiatric or neurodevelopmental conditions. Identifying and
treating these conditions can significantly improve recovery outcomes and reduce relapse
risk.

Medication is not the primary intervention for inhalant misuse. However, appropriate
treatment of underlying disorders can stabilize the nervous system and reduce the drive
toward chemical escape.

Common Co-Occurring Conditions

1. Depression
Symptoms may include:
* Persistent low mood
* Hopelessness
* Social withdrawal
* Appetite changes
» Sleep disturbance
* Passive death wishes
Depression may predate inhalant use or may emerge during early abstinence.

Standard treatment approaches apply. In low-resource settings, psychosocial support and
structured activity are first-line. Where medication is available and clinically indicated,
follow established guidelines for pediatric populations.

2. Post-Traumatic Stress Disorder (PTSD)
Many inhalant-using youth have experienced chronic trauma.
Symptoms may include:

* Hypervigilance

* Nightmares

» Startle response



* Avoidance behaviors
* Emotional numbing
« Aggression

Trauma-focused therapy is ideal where available. Medication may be considered for
severe anxiety, sleep disturbance, or mood dysregulation according to standard practice.

Stabilization should precede trauma processing.

3. Attention-Deficit/Hyperactivity Disorder (ADHD)
Inhalant use may mask or worsen attention and impulse regulation problems.
Symptoms include:
» Poor concentration
* Impulsivity
* Hyperactivity
* Academic difficulty
Assessment should distinguish between ADHD and solvent-related cognitive impairment.

Where ADHD is confirmed, evidence-based treatment may reduce risk behaviors. Careful
monitoring is essential in populations with substance use history.

4. Anxiety Disorders
Chronic anxiety may drive inhalant use as a self-soothing strategy.

Non-pharmacological interventions should be prioritized. When medication is indicated,
follow pediatric guidelines and monitor closely.

5. Impulse Control and Behavioral Dysregulation
Some youth may display severe behavioral instability unrelated solely to trauma.

Comprehensive assessment is required. Treatment decisions must consider neurological
damage, trauma exposure, and environmental instability.

General Medical Principles

« Stabilize environment before initiating complex pharmacological regimens.
* Begin with the lowest effective dose when prescribing.

* Monitor adherence and side effects carefully.

* Avoid polypharmacy unless clearly indicated.

» Collaborate with caregivers and community workers.



Nutritional and General Health Assessment
Many inhalant-using youth suffer from:

* Iron deficiency

» General malnutrition

* Dehydration

* Untreated infections
Addressing these issues alone may improve cognition and mood.
Basic laboratory screening, where feasible, may include:

» Complete blood count

* Liver function

* Renal function

* Iron status

Access limitations should not prevent basic clinical evaluation and nutritional intervention.

Important Clinical Perspective

Inhalant misuse often reflects severe psychosocial instability. Medication cannot substitute
for:

» Safety
» Structure
» Attachment
* Nutrition
«  Community support
Pharmacological intervention should support, not replace, environmental stabilization.

In the next section, we will discuss supportive medical care and nutritional considerations
in more detail.



Chapter 17 — Nutritional and Supportive
Medical Care (For Licensed Healthcare
Professionals)

This section continues the medical considerations for licensed healthcare providers. While
psychosocial stabilization remains the foundation of recovery, medical optimization can
significantly improve neurological and behavioral outcomes.

Many youth who use inhalants present with compounded health vulnerabilities related to
poverty, malnutrition, infection, and environmental stress.

Medical care should prioritize stabilization and restoration of physiological resilience.

1. Nutritional Rehabilitation

Malnutrition is common in youth with chronic inhalant use.
Contributing factors include:
* Appetite suppression from inhalants
* Food insecurity
* Neglect
» Disorganized daily routines
Malnutrition worsens cognitive impairment, mood instability, and impulse dysregulation.

Clinical Priorities
» Assess weight and growth parameters (when age-appropriate charts are available).
» Evaluate for signs of protein-energy malnutrition.
» Screen for anemia (especially iron deficiency).
» Consider assessment of B-vitamin status when clinically indicated.

Even in low-resource settings, structured meal access is one of the most powerful medical
interventions.

Protein sufficiency should be prioritized. Where supplementation is feasible, a general
multivitamin may be reasonable in cases of suspected deficiency.

2. Liver and Renal Monitoring
Chronic exposure to solvents may stress hepatic and renal systems.
When feasible, consider:

 Liver function testing

* Renal function testing



» Basic metabolic panel
In resource-limited settings, monitor clinically for:
« Jaundice
* Persistent abdominal pain
+ Edema
* Reduced urine output
» Fatigue disproportionate to context
Abnormal findings warrant further evaluation where available.

3. Neurological Assessment

If persistent neurological signs are present (coordination deficits, tremor, cognitive
slowing), referral to neurology may be appropriate when accessible.

In many regions, advanced imaging is unavailable. Clinical observation and functional
assessment remain primary tools.

Focus on:
+ Gait evaluation
* Fine motor testing
» Speech assessment
» Cognitive screening appropriate to age
Documentation of baseline function assists in tracking recovery or progression.

4. Sleep Regulation
Sleep disruption is common during early abstinence.
Non-pharmacological interventions should be prioritized:
» Structured bedtime routine
* Reduced evening stimulation
» Consistent wake times
Pharmacological sleep aids should be used cautiously and only when clinically indicated.

5. Managing Irritability and Agitation
In early recovery, irritability may be prominent.

Environmental containment, routine, and nutritional stabilization should be first-line
interventions.

Short-term pharmacologic management may be considered in cases of severe agitation



that poses safety risk, following standard pediatric psychiatric guidelines.
Avoid sedative reliance that replaces one dysregulating substance with another.

6. Substance Interaction Caution

Youth using inhalants may experiment with other substances, including alcohol, cannabis,
or stimulants.

Screening for polysubstance use is important. Education regarding combined risks should
be clear and developmentally appropriate.

Clinical Emphasis
The medical objective is not simply abstinence from inhalants.
The objective is restoration of physiological stability.
This includes:
* Nutritional adequacy
» Sleep normalization
* Emotional regulation
« Safe behavioral containment
* Management of co-occurring disorders
Medication, when used, should be conservative and targeted.

In the next section, we will address a clearly marked off-label discussion regarding NMDA
modulation as a theoretical adjunct in inhalant recovery, intended solely for physician
consideration.



Chapter 18 — Off-Label Consideration:
NMDA Modulation (Memantine)

(For Licensed Physicians Only — Not Standard of Care)

This section is intended solely for licensed medical professionals. It discusses a
theoretical, off-label consideration. It is not established standard treatment, and it must not
replace psychosocial stabilization, environmental safety, or trauma-informed care.

At the time of writing, there is no established clinical protocol endorsing memantine as a
treatment for inhalant use disorder. Any consideration must occur within proper medical
oversight, ethical standards, and local regulatory frameworks.

Why Consider NMDA Modulation?

Many commonly misused inhalants exert part of their psychoactive effect through inhibition
of NMDA (N-methyl-D-aspartate) receptors, alongside other mechanisms. NMDA
modulation contributes to:

» Dissociative effects

* Reduction in perceived distress
* Emotional blunting

* Transient anxiolysis

» Altered sensory processing

For some youth, inhalant use may function as a crude form of emotional anesthesia or
self-regulation.

Memantine is an approved NMDA receptor antagonist with the following characteristics:
* Low to moderate affinity
* \oltage-dependent binding
* Rapid unblocking kinetics
* Minimal dopaminergic reward activation
* Low abuse potential relative to dissociative anesthetics
Unlike volatile solvents, memantine does not produce:
* Hypoxia
* Myelin toxicity
» Acute cardiotoxicity associated with solvent inhalation
« Direct organ solvent toxicity
This pharmacological contrast forms the basis for theoretical consideration.



Theoretical Clinical Rationale

In limited and carefully selected cases, a physician might consider whether controlled
NMDA modulation could serve as:

1. Atransitional harm-reduction tool

2. A means of reducing compulsive solvent-seeking

3. A stabilizing agent in severe behavioral dysregulation

4. A structured bargaining element within a supervised care plan

The reasoning is not that memantine “replaces” inhalants in a pharmacological
equivalence model (as methadone does for opioids). Rather, the theoretical consideration
is that controlled NMDA modulation may:

* Provide mild neurochemical continuity in individuals strongly conditioned to NMDA-
mediated dissociation

* Reduce abrupt neurochemical contrast during cessation
» Support impulse control and cognitive stabilization in certain contexts

» Offer physicians a structured intervention alternative to ongoing neurotoxic solvent
exposure

Memantine’s pharmacokinetic profile (oral, slow onset, long half-life) differs substantially
from inhalants. It does not produce the rapid intoxication cycle characteristic of volatile
solvents. This difference reduces reinforcement dynamics but also means it will not
reproduce the acute subjective effects of inhalants.

Important Distinctions
Memantine is not:

» A proven treatment for inhalant use disorder

» A detoxification protocol

* Afirst-line intervention

* A substitute therapy equivalent to opioid replacement models
Its potential role, if considered at all, would be adjunctive and limited.

Potential Clinical Scenarios for Consideration

In rare, carefully evaluated cases, a physician might consider off-label memantine where:
» Severe inhalant misuse persists despite structured psychosocial intervention
» There is high risk of repeated neurotoxic exposure
* The youth demonstrates compulsive NMDA-seeking patterns

» Co-occurring cognitive or behavioral dysregulation may theoretically benefit from
NMDA modulation



» Close medical supervision is available
This would require:
* Thorough psychiatric assessment
» Caregiver involvement
* Informed consent (and assent when appropriate)
» Careful monitoring for side effects

» Clear discontinuation criteria

Risks and Limitations

Memantine is generally well tolerated in approved populations, but potential adverse
effects include:

* Dizziness

* Headache

* Confusion

* [rritability

* Blood pressure changes

* Rare neuropsychiatric reactions

There is limited research on its long-term effects in adolescents, particularly outside
approved indications.

Ethical caution is essential. Pharmacological intervention must not replace environmental
repair.

Ethical Framework
Any consideration of off-label memantine use must meet the following conditions:
» The child’s safety and environment are being actively addressed
* Nutritional and trauma-informed stabilization is underway
* The intervention is medically supervised
» ltis clearly presented as experimental or adjunctive
It does not create dependency on pharmacological coping
» Itincludes regular review and potential discontinuation

Memantine must never become a substitute for structural change.



Clinical Perspective

Inhalant misuse is fundamentally a disorder of instability — social, emotional, nutritional,
and neurological.

Medication alone cannot repair instability.

However, in highly selected cases, a physician may determine that controlled NMDA
modulation provides a safer neurochemical context than continued exposure to volatile
solvents.

This is a matter of clinical judgment, not protocol.

Final Caution
The core of inhalant recovery remains:
» Safety
+ Structure
* Nutrition
* Regulation
* Relationship
Any pharmacological consideration must remain secondary to these foundations.

In the next section, we return to community-level prevention and structural intervention —
the most powerful tools for ending inhalant harm at scale.



Chapter 19 — Community-Level
Prevention

Individual intervention saves lives.
Community-level prevention changes futures.

Inhalant misuse does not arise in isolation. It emerges in environments where children
experience instability, lack of supervision, limited opportunity, and easy access to volatile
substances.

Prevention must therefore operate beyond the individual child.

1. Reduce Access Where Possible

While many inhalants are legal and widely used household products, communities can still
reduce ease of misuse.

Possible strategies include:
* Encouraging shopkeepers to monitor bulk solvent purchases by minors
» Storing industrial solvents securely in workplaces
» Educating families about safe storage at home

* Advocating for product reformulation (where feasible) to reduce intoxicating
properties

Even small access barriers can reduce impulsive use.

2. Increase Structured Youth Activity
Unstructured time increases risk.
Communities can create:

» After-school programs

* Sports leagues

+ Skill-building workshops

* Apprenticeships

* Music or arts groups

» Faith-based youth gatherings
These do not need large funding. They require coordination and consistency.
Belonging reduces vulnerability.



3. Strengthen School Engagement
School connection is protective.
Prevention efforts may include:
» Supporting school attendance
 lIdentifying at-risk youth early
» Training teachers to recognize signs of inhalant use
» Creating referral pathways to community support
Schools often detect early warning signs before families do.

4. Community Awareness Campaigns
Education should focus on:

* Real health risks of inhalants

» Sudden sniffing death

* Brain injury risk

« Early warning signs

* Where to seek help

Avoid scare tactics.
Provide facts and hope.

Messages should emphasize:
Children who stop early can recover.

5. Support for Families
Many families lack tools to respond effectively.
Community workshops can teach:

* How to recognize inhalant use

* How to respond without escalating

* How to structure the home environment

* How to maintain supervision without humiliation

Family empowerment reduces recurrence.

6. Engage Local Leaders

Religious leaders, elders, and respected community members influence norms.

Their involvement can:



* Reduce stigma

* Encourage early intervention

* Mobilize volunteer support

* Promote non-violent responses

Prevention becomes stronger when it is locally owned.

7. Address Underlying Drivers
Long-term prevention requires confronting:
* Food insecurity
* Homelessness
» Child labor exploitation
» School exclusion
» Community violence
Inhalant misuse decreases when structural instability decreases.

While not all helpers can solve systemic poverty, every improvement in stability reduces
risk.

Key Principle
Prevention is not about controlling children.
It is about creating environments where inhalants are no longer needed as survival tools.

The next section will discuss how to build coordinated local intervention networks that
sustain long-term change.



Chapter 20 — Building Local Intervention
Networks

No single person or organization can solve inhalant misuse alone.

Sustainable change happens when communities coordinate their efforts. Even in low-
resource settings, cooperation multiplies impact.

This section outlines how to build practical, decentralized intervention networks.

1. Identify Key Local Stakeholders

Start by mapping who already works with children:

Community volunteers

Teachers

Religious leaders

Local clinic staff

Social workers

Youth mentors

Shelter staff

Law enforcement (where appropriate and non-abusive)

Parents’ groups

Bring these actors into conversation.

A simple meeting can begin coordination.

2. Establish Shared Goals

Agree on clear objectives:

Reduce active inhalant use
Protect children from neurological harm
Increase school attendance
Improve access to food and safe shelter

Respond quickly to relapse

Shared goals reduce fragmentation.

3. Create Clear Referral Pathways

Children may move between systems:



Street outreach — shelter

* School — clinic

* Family — community worker

* Clinic — psychosocial support
Develop simple referral pathways so no child falls through gaps.
Even a handwritten contact list is powerful.

4. Assign Defined Roles
Avoid duplication and confusion.
Examples:
» Outreach worker: first contact and stabilization
* Clinic: medical screening
» School liaison: reintegration support
» Family mentor: home supervision coaching

* Youth program coordinator: structured activity access
Clarity increases accountability.

5. Train Consistently
Short training sessions using this manual can:
* Align approaches
* Reduce harmful responses
» Standardize crisis management
» Teach trauma-informed engagement
Training does not require advanced degrees. It requires consistency.

6. Develop Crisis Response Protocols
Agree in advance:

* Who responds to acute inhalant episodes?

* Where are children taken?

* Who monitors during first 72 hours?

* When is medical care mandatory?
Preparation reduces chaos during crisis.



7. Collect Basic Data

Even simple tracking improves outcomes:
* Number of children identified
* Number entering stabilization
* Number reintegrated
* Relapse patterns
Data supports advocacy and funding.
Keep records simple and confidential.

8. Protect Children from Harmful Enforcement
In some regions, children who use inhalants are punished harshly.
Advocate for:

* Protection rather than incarceration

» Diversion to care rather than detention

* Non-violent intervention
Criminalization increases trauma and often worsens substance use.

9. Sustain Through Local Ownership
External programs often fail when funding ends.
Build networks that:
* Use local leadership
* Depend on community volunteers
* Integrate into existing institutions
« Share knowledge openly
Local ownership ensures continuity.

Key Principle
Coordination transforms isolated effort into sustained impact.
A child is more likely to recover when:

» Outreach workers communicate with schools

* Clinics communicate with shelters

* Families communicate with mentors



* Community leaders support non-violent responses

In the next section, we will provide guidance on spreading this manual and building a
decentralized global effort to reduce inhalant harm.



Chapter 21 — How to Spread This Manual

This manual is meant to travel.

Its purpose is not to sit on a shelf or remain confined to one organization. It is designed to
be shared freely, adapted locally, and used wherever children are at risk of inhalant harm.

If you believe this manual can help even one child, you are encouraged to distribute it.

1. Share Digitally
You can:
» Email the PDF to NGOs and clinics
* Share it in WhatsApp groups and community networks
» Upload it to public health forums
* Post it in professional online communities
» Share through social media platforms
Digital distribution allows rapid spread across borders.

2. Print and Distribute Locally
In areas with limited internet access:
* Print copies for shelters and schools
* Share excerpts during training sessions
» Post emergency response sections on clinic walls
* Provide printed checklists to outreach teams
Black-and-white printing is sufficient. The content matters more than presentation.

3. Translate into Local Languages
Language access expands reach.
If you translate this manual:
* Preserve safety guidance accurately
» Keep medical sections clearly marked
* Maintain the dignity-based tone
» Adapt examples to local realities
Community translation strengthens ownership.



4. Integrate into Training Programs
Use this manual to:

* Train volunteers

» Educate teachers

» Brief medical staff

» Orient new shelter workers

* Conduct community workshops
You may break it into modules if helpful.

5. Connect Across Regions

Inhalant misuse affects youth globally — in Africa, Asia, Latin America, North America, and
beyond.

Encourage:
* Exchange of strategies between communities
» Shared learning networks
* Regional adaptation workshops
» Cross-country dialogue among practitioners
The problem is global. So is the solution.

6. Advocate for Structural Support
Share this manual with:

* Public health authorities

» Education ministries

* International NGOs

» Child protection agencies

* Policy makers

Evidence-based, practical tools strengthen advocacy efforts.

7. Maintain Ethical Use

When sharing:
* Do not remove medical disclaimers

* Do not alter emergency guidance without expertise



* Do not present experimental concepts as standard care
* Do not commercialize the material
The purpose is protection, not profit.

A Call to Action

Every child removed from inhalant exposure preserves brain function, future potential, and
human dignity.

If you are reading this manual, you are already part of the response.
Forward it. Print it. Teach from it. Translate it. Adapt it.
Let it move faster than the solvents.

In the next and final section, we close with a message to those doing this work — the
helpers who stand between vulnerability and recovery.



Chapter 22 — A Closing Message to
Helpers

If you are reading this, you are standing in a difficult place.

You are standing between a child and a chemical.
Between vulnerability and irreversible harm.
Between chaos and structure.

Between despair and possibility.

Inhalant misuse is one of the most overlooked forms of substance harm affecting children
and youth worldwide. It hides in slums, on streets, in informal settlements, in neglected
neighborhoods, and sometimes in ordinary homes. It progresses quietly. The damage
accumulates invisibly. And too often, no one intervenes early enough.

But intervention is possible.
Every time you:
* Remove a solvent from a child’s hands
» Offer water instead of shame
* Provide food instead of punishment
* Create routine instead of chaos
+ Listen instead of condemn
* Build structure instead of fear
—you are protecting a developing brain.

You are preserving neural pathways that would otherwise be lost.
You are preserving memory, coordination, emotional stability, and future potential.

The work is not dramatic. It is repetitive. It is patient. It is often invisible. Progress may be
slow. Relapse may occur. Frustration may rise.

But recovery happens in small increments.

A child who sleeps regularly again.

A child who eats three meals a day.

A child who attends school consistently.
A child who resists one craving.

A child who trusts one adult.

These are victories.

You may not eliminate inhalant misuse in your community overnight. But each protected
child changes the future of a family, and sometimes an entire generation.

This manual is offered freely so that no helper lacks practical guidance.
A print-ready PDF version of this book is available for free distribution at:
https://omnicyclion.org/ending-inhalant-harm/

You are encouraged to download it, print it, share it, translate it, and circulate it widely.
Knowledge that protects children should move without restriction.
The children affected by inhalant misuse are not lost causes. The developing brain is


https://omnicyclion.org/ending-inhalant-harm/

resilient. The human nervous system responds to safety. The cycle can be interrupted.

You are not alone in this work.

Wherever a child is being protected from solvent harm, there is a network — visible or
invisible — of people who care.

Stand steady. Stay calm. Keep structure. Protect dignity.

And begin again tomorrow.



OMNICYCLION IN SHORT

1. Who are you really?

You might think: “I'm just myself, what kind of question is that?”

But imagine... that you are not merely a body that happens to be alive, but a conscious
spark of the Universe itself. According to Omnicyclion, you are not separate from the world
— you are the world, in one of its forms. Everything that lives, thinks, and moves arises
from one and the same source: Energy. Information. Consciousness.

And that source... is you as well.

2. Everything is One — and that One is You

The Universe began as a single point — everything was inside it. Then it burst open in the
Big Bang. Since then, it expands, changes, repeats — in infinite cycles. And what do we
find? Every particle, every star, every human... is made of the same stuff. So if everything
comes from One thing, then everything still is that One — just in different forms.
Everything is One. You fully belong to it. You are that One, in human form.

3. Reincarnation: You Live Infinite Lives

According to this vision, you don’t live just once — but countless times.

You live every life that can be lived.

— Sometimes you’re rich, sometimes poor.

— Sometimes healthy, sometimes sick.

— Sometimes the victim, sometimes the perpetrator.

Why? Because you must experience everything to become complete.

So: whatever you're going through today, no matter how heavy, is part of something
bigger. It contributes to the fullness of who you are at your deepest level: a being
becoming everything, and ultimately All.

4. God = All = You

In this view, God is not an old man on a cloud, but the conscious totality of all existence.
You can call it God, or the One, or the Source — it doesn’t matter. But it is:

The whole of which you are a part, And at the same time the total you, spread out over
billions of lives, planets, and forms. That means:

You are not “less than” God.

You are God becoming.



Note: this is not megalomania. It is responsibility.
When you know that everything you do to another ultimately affects yourself — your
behavior naturally changes.

5. The Core of Everything is Love

If everything comes from One source, and that source willingly sacrifices itself (splits into
all of us), then that is an act of:

Love.

Love is the force that holds everything together.

Love is attraction at every level: from stars to people.

Love is what gives itself so that the other may exist.

You are made of love. Not as emotion, but as the structure of existence.

That’s why doing good makes sense. That's why compassion feels natural.

Because when you help another, you ultimately help yourself — since you and the other
are, in essence, One.

6. Why This Matters Now

Our world is under pressure. Egoism, division, exhaustion of the Earth.

But if you understand that everything and everyone is connected, it becomes clear what is
needed:

Care for the planet

Care for each other

Care for yourself — as a conscious soul in growth

If people start living as if everything is connected, the world becomes better. Not by
accident, but by design.

7. What Can You Do?

You don’t have to save the world alone. But small things matter.

Plant a tree or quietly help someone.

Make someone feel seen.

Take time to go within and ask: “What does the One within me say today?”
Reread this occasionally. See what it does to you.

You are more important than you think. Not because you’re special — but because
everything converges in you.

Everything is One.

You are that One.

And its core... is Love.

Final Thought

Don’t think this is just a “theory.” It's a way of life. A path. A revolution of consciousness
from within. If it were true... wouldn’t you want to live as if it were true?

Give love.

Wake up.

Connect with the One who is All — within you.

All is One — You are That — It starts with You

omnicyclion.org
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