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Issues 

� Prevalence 

� Consequences

� Assessments  

� Brief interventions 

� Detoxifications 

� Relapse prevention  

� Care planning 

� Blood parameters 



WHY ALCOHOL ?



Alcohol is the 3rd biggest risk factor for 
ill-health in Europe



Harm – different ways, context, over time 

� Acute: toxic poisoning, overdose deaths 

� Chronic exposure: liver disease, cognitive 
impairment, lung cancer (nicotine)

� Harm to others: road traffic accidents, 
injuries, violence, families/children 

� Indirect harm: infection – HIV, Hepatitis 
B/C, crime and consequences 



Prevalence

� 33% men, 16% women drink at risk – hazardous/harmful 
(HSCIC 2013)

� Alcohol dependence: 4% overall, 6% of men and 2% of 
women (1.6 million people in England 16-65) (NICE 2011)

� Overall only 6% per year receive treatment – long 
development, limited availability of treatment, under-
identified

� No safe level – risk increases with increasing 
consumption (WHO 2014)

� 13-20% hospital admissions alcohol related
� Peak periods up to 70% of admissions to A&E
� Alcohol related admissions increasing

(Health First 2013, Drummond 2011)



Alcohol and harm 

� Global Burden of disease study –
increasing prevalence of many conditions: 
pancreatitis, ALD, liver cancer; 40-100% 
increases in past 20 years (Murray et al, 2013)

� Alcohol dependence increase x 56% (Murray 
et al 2013)

� Medical inpatient units - 31% AUD (Bell et al 
2011) 

� Psychiatric unit: prevalence of misuse 50% 
and dependence 23% (Barnaby et al 2003)      



� Alcohol related deaths doubled - from 4000 in 1992 
to 8748 in 2011 

� Majority - 2/3 - from liver disease, but many more 
deaths part related to consumption - in 2005, 
estimated 15,000+ died from alcohol attributable 
causes (Jones et al 2008) 

� 15% road deaths were victims of drink driving 2011

Institute of Alcohol Studies; Alcohol and Health
Alcohol harm reduction strategy for England, Cabinet Office UK
Office for National Statistics; Alcohol Deaths, Jan 2008
Department of Health (2008a) – Health First 2013 



Leon et al Lancet 2006

Mortality increase 
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Prevalence of ALD  

ALD in unselected drinkers: 

� Normal 0-30%

� Fatty liver 60-100%

� Steatohepatitis  20-30%

� Cirrhosis <10% 



Acute problems  

� Homicide /other intentional injuries 

� Suicide/ self harming behaviour

� Domestic violence

� Accidents- all types 

� Public disorder

� Alcohol poisoning

� Indirect- STDs, unwanted pregnancy etc      



Range of problems  social

� Lower workplace productivity(Est 6.5B)

� Unemployment

� To family & social networks

� Truancy & school exclusion

� Homelessness

� Economic costs 20B at the least –not counting 
human cost 



Alcohol long term 

� CNS; ataxia, WE, neuropathies, 

� CVS: hypertension, CVA,

� GIT/liver: hepatitis, fatty liver, cirrhoses 

� Increased risk of cancers 

� Foetal alcohol syndrome/spectrum

� Mortality 

� Drink driving accidents    



Alcohol and mental health 

� Increased prevalence of alcohol dependence 
in those with psychiatric/psychological 
problems 

� Dependence and harm 
� Increased association with self harm and 

suicide   
� 1:2 of D/A clients have mental health 

problems at least 
� 1:3 severe mental illness –have SUD (Weaver 

2003)  

� Alcohol and other drugs 



Older people 

� Proportion increasing. 

� High rates-mental/physical health problems

� Cognition function and alcohol 

� Complex: eg alcohol and prescribed drugs

� Different aetiologies: eg bereavement, 
physical ill-health

� Increased risk at lower levels of use 

� Subtle presentation   

� Psychiatric co-morbidities                                                                                
(College report 2011) 



Categories of Alcohol Misuse
None

Severely Dependent Drinking

Moderately Dependent Drinking

Harmful Drinking

Hazardous Drinking

Primary Prevention

Simple Advice in Generalist Settings

Brief Intervention in Generalist/Specialist Settings

Less Intensive Treatment in Generalist/Specialist Settings 

More Intensive Treatment in Specialist Settings

Spectrum of responses  



Whole society responses:  

� Preventative measures and active 
treatments

� NICE:  Guidelines, technology appraisals, 
Quality Standards

� Effective commissioning - balance across 
public health and individual treatment 
modalities 

� Different interventions at different times 
in different contexts 



How much is too much?



Screening tools 

� AUDIT 10 items (Saunders 1993)

� AUDIT-C  3 items (Bush 1998)  

� SMAST- G (derived from the MAST) 10 
items (Blow 1998)

� CAGE (Ewing 1984) for dependence-not harm 

� PAT (Touquet) 

(Berks &McCormick 
2008)





The Fast Alcohol Screening Test (FAST)



SASQ

� Stands for Single Alcohol Screening Question
� “When was the last time you had more than X 

drinks in 1 day”, where X=6 for women and X=8 
for men

� Never/ More than 12 months ago/ 3-12 months 
ago/ Within the past 3 months

� “Within the past 3 months” = +ve response
� Sensitivity and specificity = 86% for detecting 

hazardous drinking in past 3 months or alcohol 
use disorder in past year

� Equally efficient among men and women
(Williams & Vinson 

2001)



What do the finding of screening mean?

� A positive screen indicates a high likelihood of 
alcohol-related risk or harm

� Screening questionnaires are not diagnostic 
instruments

� However, they are highly accurate

� Patients who screen positively will benefit from 
brief intervention
◦ Structured advice

◦ Extended (motivational) intervention



Harmful
16-19

Hazardous
8-15

Low risk
1-7

Abstainers
0

Possible      
Dependence 20-40

Diagnose & refer to specialist service

Brief counselling/follow-up

Simple structured advice

Positive reinforcement

? No action 
indicated

Drinker typology based on AUDIT scores
BABOR & Higgins 2001 



What is brief alcohol intervention?

� “… the giving of information, advice and 
encouragement to the patient to consider the positives 
and negatives of their drinking behaviour, plus support 
and help to the patient if they do decide they want to 
cut down on their drinking.”

� “Brief interventions are usually ‘opportunistic’ – that is, 
they are administered to patients who have not 
attended a consultation to discuss their drinking”

(from the Alcohol Harm Reduction Strategy for England, 
p.37) 



BI structure – FRAMES

•Feedback (personalised)

•Responsibility (with patient) 

•Advice (clear, practical)

•Menu (variety of options)

•Empathy (warm, reflective)

•Self-efficacy (boosts confidence)







Less hidden in secondary care



Assessment 

� Diagnosis of pattern and dependence 

� Risk assessment 

� Use of tools –AUDIT.SADQ/LDQ/ 

� Physical and mental health needs

� Cognition/Housing/employment/criminality

� Support /family   

� Motivational approaches

� Development of clusters         (NICE 2011)



Assessment in older people
If you don’t think about it, you wont see it  

� Index of suspicion 

� Screening – ask everyone–SMAST-G (College 

report 2011)

� Medical conditions-related? 

� Awareness of inconsistencies, masking of 
symptoms 

� Associations-many other physical 
conditions   

� Investigations- physical and testing   



TREATMENT AIMS
- DRUGS & ALCOHOL

� Management of withdrawal

� Reduction of harms/treatment of physical   
consequences 

� Prevention of complications

� Relapse prevention

� Stability / quality of lifestyle

� Management of comorbid psychiatric   

disorders

� Monitoring and careful follow-up.



Management of Acute     
Alcohol Withdrawal

Alcohol dependence 



Alcohol/substance dependence

� Strong desire/sense of compulsion

� Impaired capacity to control substance taking 
behaviour  

� Physiological withdrawal state 

� Tolerance 

� Preoccupation with use 

� Persistent use despite clear evidence of harmful 
consequences 

(ICD 10) 



Withdrawal management 

� Fixed dose 

� Symptom triggered 

� Front loading          (NICE 2010) 

� Adjunctive medication 

� Monitoring 

� BDZ, generally long acting

� Management of confusional state- DT

� Prophylactic vits/ treatment of WE    



DETOXIFICATION

� Benzodiazepines       

� Chlormethiazole –inpatient      

� Carbamazepine

� Different regimes 

� Settings - dependent on severity

� Management of complications

� NICE-2010 symptom triggered in hospital 



� Early 
◦ Onset 3-12h, peak 24-48h, lasts 5-7days
◦ Tremor, sweating, anorexia ,nausea, anxiety, 

insomnia, tachycardia, systolic hypertension, 
headache

� Severity assessment – experience and CIWA-
Ar



� Criteria for Admission

� Admit patients in acute withdrawal who are at 
high risk of severe withdrawal, DTs or withdrawal 
seizures.

HISTORY OF WITHDRAWAL SEIZURES
HISTORY OF DELIRIUM TREMENS
BLOOD ALCOHOL LEVEL >1000mg/L 
with signs of autonomic excitation

Who is at Risk of Severe Withdrawal



◦ 10-60h, peak 12-24h, grand-mal, usually self-
limiting

◦ Rare to have first seizure after 48 hours
◦ Predisposing factors: ↓Glu, ↓K+, ↓Mg2+, 

epilepsy



� It is rare for alcohol related seizures not to be 
self-terminating

� The goal is to prevent incidence by instituting 
a sufficient detoxification regime

� Phenytoin is ineffective in management of 
alcohol related seizures

� Lorazepam is effective for both control and 
prevention of seizures            NICE 2010



◦ 48-72h, confusion, agitation, hallucinations, 
paranoia

◦ HYPERTENSION, TACHYCARDIA, 
HYPERPYREXIA

◦ ~ 5% incidence, precipitated by concurrent 
(febrile) illness

◦ Death rate 5-10%, older, arrhythmias, 
concurrent illness



� Serious complication of alcohol withdrawal

� Occurs 48-72 hours
� Mortality
� 1st line oral Lorazepam
� 2nd line IV Lorazepam/Olanzapine/Haloperidol
� Involve senior clinicians early

Insufficient or 
Ineffective treatment

Patients presenting late with
established symptoms who have
not yet received any treatment





NICE physical care 2010 

• Physical care CG100 – detoxifications, favoured 
symptom  triggered over front loading or fixed dose 
regimes in hospitals 

• CG115 - noted symptom triggered for inpatient 
settings and with sufficient  monitoring   

• Fixed dose regimes in community CG115 

• Advice on management of delirium tremens and 
seizures 



packages of care 

� Specialist services with integration and 
comprehensiveness   



Packages of care 

� Assessment 

� Care planning/ Case management 

� Withdrawal management 

� Pharmacotherapy  

� Psychosocial interventions 

� Physical and psychiatric comorbidity 
/consequences 

� Aftercare/recovery/reintegration 



Pharmacological interventions  

� Acute management of risk/OD-

� Detoxifications

� Relapse prevention- acamprosate, disulfiram 
and naltrexone, Nalmefene  

� Treatment of co-morbid mental health and 
physical  health 

� Treatment of consequences to drug/alcohol

� Treatment of co-existing drug problems   



Promoting relapse 

• Reviewed - BAP(due 2012), NICE (2011)

• Recommendation - ‘after successful withdrawal for those 
with moderate / severe dependence consider use of 
acamprosate or naltrexone in combination with 
psychological interventions (CBT, behavioural therapies 
or SBNT) focused specifically on alcohol’   

• For harmful / mild dependence if no response to 
psychological therapies alone 

• Decision not to prescribe should be active  



Promoting relapse - acamprosate

� Acamprosate - glutamatergic NMDA antagonist, good 
systematic reviews(Rosner 2010, NICE 2011, Slattery 
2003) compared to placebo moderately effective in 
increasing abstinence 

� Reduction of heavy drinking after relapse (NICE 2011 
Chick 2003) similar to naltrexone (Rosner 2010)   

� Who to give to ? Subgroups Project PREDICT to publish 
Mann (2009), Start after detox, up to 6 months if 
effect(NICE), others suggest to a year   



Promoting relapse - naltrexone  

� Naltrexone opioid antagonist - reduces 
craving NICE 2011, 50mg/d significantly 
reduces relapse to heavy drinking

� Start after detox, 6/12 ?optimal period 
not clear, unclear responders 

� Injectable naltrexone - monthly-
extended release

� Nalmefene - better safety profile 
� No overall superiority of naltrexone 

over acamprosate    



Promoting relapse - others 

� Disulfiram supervised use important 

� NICE (2011) second line use / patient preference    

� Baclofen GABA-B agonist, consider if wants abstinence, not benefitted 
from acamprosate / naltrexone, high anxiety  

� Anticonvulsants - topiramate (Shinn 2010, Johnson 2010)

� Pregabalin (Martinotti 2010)

� SSRIs – avoided?

� Aripiprazole, GHB, Ondansetron - single studies   



Nalmefene

� Recent NICE advice -2014 

� Use for those with no or mild 
dependence 

� ?AUDIT score below 20 

� Assessment and then review after 2 
weeks 

� Then use of nalmefene for period 



Specialist addictions - alcohol 

� Comprehensive assessment 

� Psychosocial treatments: MI, SBNT, CBT etc 

� Assisted withdrawal: BDZ, differing settings  

� Relapse prevention pharmacotherapy: eg 
naltrexone, acamprosate, disulfiram, others  

� Case management: integrated care  

� Working with families, carers and recovery 
groups eg AA and other support groups                                                          
(NICE 2011)



Treatments 

� Comprehensive assessments 

� Manage all aspects – social, psychological and 
psychiatric difficulties 

� Hopeful and aspirational

� Recovery – culture, other users, social capital  

� Self help groups - not just signposting – active 
support to engage   



Psychosocial interventions 

Harmful and mild dependence

� Cognitive behavioural therapies, 
behavioural therapies or social network 
and environment based therapies=focus 
specifically on alcohol related cognitions, 
problems and social networks 

� Behavioural couples therapy –

� If not responded add pharmacological 
approaches  (NICE) 



Psychosocial therapies 

Moderate and severe dependence 
� CBT, behavioural therapies, (usually for 12 

weeks) 
� Pharmacological therapies- treating of 

withdrawal and relapse prevention
� Treatment of co-morbid conditions  using 

NICE guidelines 
� Intensive programme: drug regimen, 

individual treatments, group treatments, 
psychoeducational interventions, self help 
groups, family and carer supports and case 
management  (NICE 2011) 



Self help groups 

� AA / NA and other similar – principles of the 
12 step approach 

� SMART recovery - self management and 
recovery training

� Secular organisations for sobriety SOS

� Women for sobriety  



ALCOHOLICS ANONYMOUS 

Bill W and Dr Bob S 1935, Codified in 12 Steps 1939, Estimated 2 

million active members, in 140 countries.

� Attendance – improvement in drinking behaviour
Emrick 1993

� Number of meetings    Humphreys 1997,Finney et al 1999

� 12 Step after inpatient treatment helped maintain gains
Finney et al 1999

� 12 Step better for those with social drinking support 
system Project Match 1999



TESTING 

� Role of Testing 

� Clinical settings 

� Courts and regulatory settings  



Testing 

� Breathalyser 

� Blood tests:
o FBC – full blood count  

o LFT – liver function tests to include Gamma-GT 
(gamma glutamyltransferase)

o ALT - alanine aminotransferase 

o AST - aspartate aminotransferase 

o CDT- carbohydrate deficient transferrin  

� Hair tests 

� Urine tests / oral exudate  



CDT GGT ALT AST MCV

abnormal 
range 

>1.6 >45/53 >37 U/L >34U/L >100 fl

Time to 
elevation 

2-3/52 Up to 2 
weeks

3-7 days 3-7days >6 weeks 

Time to 
reduce to 
normal 
levels 

2 weeks of 
abstinence  

2-6 weeks 
abstinence  

Half life 24 
hours 

Half life –
approx 50 
hours 

3 months 

Sensitivity 55-90% 37-85% AST:ALT
ratio >2:1

70% 
sensitivity  
92-100% 
specificity  

20-70%

Specificity 92-97% 18-90% 36%



CDT 

� Carbohydrate deficient transferrin 
� 7-14 days 
� Cut-off levels: labs, contexts  
� Other causes: advanced liver disease, variants, rare 

syndromes, biological variability  
� Interpretation: 95% specificity 
� Amount consumed and %CDT not as reliable in pre-

menopausal women  
� Binge drinkers?
� Never interpret in isolation - combine with other 

tests and history 



Alcohol and hair 

� Cannot be used to prove abstinence 

� Cannot be used to determine amount or 
pattern of alcohol at particular time

� Must be longer segment – site of segment 

� Use of both EtG (ethylglucuronide) and 
FAEE (fatty acid ethyl esters) to reduce 
possibilities of false positives and false 
negatives  



Conclusions 

� GP role crucial –positive culture

� Supportive to patient and families 

� Physical and mental care important -
prevention and treatment 

� Comprehensiveness  

� Integrated with other services

� issues of safeguarding, driving, 
professionals and drinking, fitness to work, 
etc




