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Final guideline summary

Process map (April 2015)
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Action Effect Diagram (April 2016)
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Alcohol related diagnoses (March 2017)
From poster presented to CLAHRC Learning Event
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Findings: use of bundle
Full Data Set		352 	cases referred to Alcohol Care Team
Notes missing		-18 		(not found or on loan, no evidence in scans)
Exclusions		-127		(reasons for exclusion agreed before project)
ED ONLY		46
Not AAU		60
Not detox		19
Died	  		2
“Soft launch” cases	-109		(cases in data set, but before study care bundle finalised)
STUDY SAMPLE	 	98	/352
From these 98 cases
· 53 	had Audit-C score clearly documented
(or sufficient info about frequency and amount of alcohol)
· 45 	Care Bundle followed,
· 37 	Care Bundle not followed, 16 CIWA not in notes
· 11 	had no CIWA, 11 not started in first 24 hours
· 9 	had no regular Chlordiazepoxide
7 	had no PRN Chlordiazepoxide
1 	had neither, but was prescribed Diazepam
· 78 	were prescribed correct doses of Pabrinex
14 	had incorrect regimen or stopped too soon
6 	had no Pabrinex prescribed
· 65 	received oral Thiamine afterwards
14 	received oral Thiamine with Pabrinex (>one day)
18 	received no oral Thiamine
Findings: duration of detox
· Average length of stay 
· If care bundle followed		7 days 
· If care bundle NOT followed		9 days

· Average duration of detox
· If care bundle followed		5 days		51% complete by Day 6
· If care bundle NOT followed		6 days		39% complete by Day 6

· Average doses Chlordiazepoxide
· If care bundle followed		134 mg to 106mg by Day 3
· If care bundle NOT followed		116 mg to 115mg by Day 3


Final project recommendations: 
· STANDARD PROCESS for individualised care
· USE OF AUDIT-C ?
· We need better detection of who to monitor with CIWA
· Will be part of national CQUIN for ALL admissions
· USE OF CIWA
· CIWA triggered starting dose can mean earlier completion of detox
· Can also allow for earlier recognition of untreated withdrawals

· Standard Chlordiazepoxide regimen plus CIWA triggered PRN
· Avoids “missed doses”
· Avoids confusion about what to prescribe
· Standard Pabrinex & Thiamine regimen
· Confusional states can be treated sooner
· Should not be written up to end on Day 3, should be reviewed on Day 3 
Findings: run charts of diagnosis alcohol dependence (December 2018 not fully complete, so ignore)
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Findings: run charts of monthly mean length of stay for these patients
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Findings: Referrals for patients with alcohol problems April 2014 to January 2017
Chart 1: Alcohol diagnoses for patients aditted to acute Trust (LNWH).

(Y axes below are number of cases. Excludes ED referrals and ward admissions less than 24 hours. LNWH coding is
retrospective and so when this poster was produced there were missing cases from December 2016 onwards.)
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Chart 3: Alcohol cases identified for admissions and ACT referrals (totals from C1 and C2).
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Chart 4: Alcohol diagnoses for Care Bundle study

There are 190 cases in AAU study. Some "
have no alcohol use disorder diagnosis in the *
LNWH systems, but often have a physical E . II
health diagnosis attributed to alcohol »
(eg Alcoholic liver disease, cirrhosis, hepatic = '+ ' wm
failure; Alcohol-induced chronic pancreatitis;
Alcoholic gastritis) and further diagnoses that I I I i
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Run Chart
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Run Chart
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Acute alcohol  withdrawal management   care bundle   Need for admission to hospital                         Admission not indicated   Give advice, leaflets including information on community alcohol  services.   NB. Early stabilisation of acute withdrawals  in A&E  can  prevent some admissions to hospital.             1.   Risk of Wernic ke’s encephalopathy   Investigate for other causes of confusion: delirium, infection, head injury etc   Yes to both   above :  Treat for active Wernicke’s    TWO pairs IV Pabrinex (1+2) prescribed three times per  day, for   up to   five days .   Continue if signs of impro vement .   Yes to either?  Give prophylactic dosage to all drinkers   ONE pairs IV Pabrinex (1+2) prescribed daily for  three days   Follow with Thiamine 100mg BD and Vitamin B compound strong two tablets OD    2.   Chlordiazepoxide dose assess ment   (or other benzodiazep ine)   DO NOT REDUCE DOSES UNTIL WITHDRAWAL SYMPTOMS STABILISED.      Modified CIW A - Ar  chart to assess  withdrawal s   over   first   24   to 48  hrs     (may be longer if symptoms subject to stabilisation)      Chlordiazepoxide 20 - 40mg  six - hourly  PRN  prescribed  &   given accordin g to protocol      Total d osing in first  24hrs used to set detox regime n   (include  all  benzodiazepines)   Diazepam 10mg =  Lorazepam  2 mg = Chlordiazepoxide  3 0mg   (approximately)   3.   Alcohol withdrawal  f its      Diazepam PR and lorazepam IV should be prescribed PRN  where th ere is risk   of fits      Fits should be treated with benzodiazepines: lorazepam IV 2 - 4mg     There is no place for the use of phenyto in for alcohol withdrawal fits!   4.   Delirium Tremens   An acute alcohol withdrawal state where   patients are agitated ,   confused   and diso riented,    as well as other withdrawal symptoms:  tremulous, sweaty and tachycardic.    It may be characterised by visual & tactile hallucinations .   They may develop a lactic acidosis and a fever .   Treat the agitation wit h  Lorazepam   G ive IV f luids   (including P abrinex)   Consider patient’s capacity and need for  1 to 1  nursing   if disorientation poses any risk   Assess risk of falls/injury   to pt and others     5.   Consider s uitability for acute detoxification transfer     Refer patients to the alcohol liaison nurse   6.   Chlordiaz epoxide dose reduction   Add up total benzodiazepine dose in first 24h; consider increasing if still symptomatic   Days 3 - 6: reduce dose each day by   around   20% of   day 1   total   Review dose if patient develops withdrawal symptoms, fits or delirium tremens    
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
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One or more signs present of Wernicke’s? 
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Suspected pre-existing thiamine deficiency? 
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Alcohol CB project AED Version 4 reviewed 19/04/2016
NOTE: Not complete — doesn'tinclude all ideas for interventions
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