


Alcohol Training for In-patient staff


Aim:
To assist staff in the implementation of Trust guidelines

Objectives:
1) Assess alcohol use using validated screening tools
2) Safely manage service users to achieve physical withdrawal from alcohol
3) Prevent the development of severe withdrawal phenomena
4) Refer appropriately to services for severe alcohol withdrawal phenomena if they emerge
5) Provide brief intervention at ward level and know when to offer support to meet ongoing service 


Facilitators:
Emma Street 
Lead Nurse – Medicines Management Team
emma.street@mhsc.nhs.uk 
Liz Burns 
Public Health Development Advisor (Alcohol) – Public Health Development Service 
elizabeth.burns@mhsc.nhs.uk 



Updated January 2012
Myths and facts - Pub quiz


1. Alcohol is a stimulant drug

True or False


2. What are the lower risk drinking guidelines for adults?

Men	No more than ____________ units per day

Women	No more than ____________ units per day


3. Guess the total number of units for each of the following? e.g. 4 cans Fosters

 (
4 x 500ml cans 
4% abv
) (
1
 x 500ml
 can
9
% abv
) (
3
 x 
250ml glasses
 
14% abv
)                                                







 (
3 litre bottle
 
7.5
% abv
) (
1
 x 
70cl bottle
 
20
% abv
) (
1
 x 
70cl bottle
 
4
0
% abv
) (
1
 x 
750
ml 
bottle
15
% abv
)    
                                     
  


4. How many increasing / higher risk drinkers would need to receive a brief intervention for 1 to reduce to lower risk levels?

a) 1 in 8
b) 1 in 20
c) 1 in 100

5. Of the 1 million people adults who are alcohol dependent in England, how many do you think receive treatment each year?

a) 6%
b) 15%
c) 20%


6. In a survey of 1000 people who were asked “Why do people drink alcohol?” - what do you think were the top 3 reasons reported?

1) ……………………………………………………………………………..

2)  ……………………………………………………………………………..

3)  ……………………………………………………………………………..

7. Patterns of alcohol use in older adults can be defined in terms of “early onset drinking” (continued to drink throughout life) and “late onset drinking” (started to drink more heavily or regularly in later life). Can you think of three later life stressors associated with late onset drinking?

i) ……………………………………………………………………………..

ii) ………………………………………………………..............................

iii) ……………………………………………………….............................

8. How many pints of Guinness would you need to drink to reach your recommended daily amount of iron?

a) 1 pint 
b) 10 pints
c) 45.5 pints


9. If Wernicke’s Encephalopathy is not diagnosed and treated, what proportion of patients can be left with Korsakoff’s syndrome (alcohol related brain damage involving severe short-term memory loss)? 

a) 10%
b) 50%
c) 75% 

10. True or False

	Red wine is good for the heart
	

	It is illegal to sell alcohol to a person who is drunk
	

	As you get older you can handle your drink better
	

	After binge drinking, you should avoid alcohol for 48 hours
	

	Alcohol warms you up in cold weather
	

	Withdrawal from alcohol can be life threatening
	





Assessing alcohol use using AUDIT
 (
Importance of using validated alcohol assessment tools
Due to the prevalence of dual diagnosis, it is important to have a high index of suspicion for alcohol use disorders in all service users presenting acutely to any care setting
Most alcohol use disorders not currently detected 
Validated tools have high sensitivity and specificity 
Provides objective tool to assess risk level and moves away from subjective 
judgement
 of what is a “problem” 
Provides guidance on what to do next using stepped care approach to suitable interventions 
)


Questions 1-3 focus on hazardous consumption: how often do you drink, how much do you drink on a typical day, and how often do you drink double the daily limits?

Questions 4-6 focus on any indications of alcohol dependence syndrome: how often have you found it hard to control how much you drink, how often has alcohol been given a higher priority than to other activities and obligations, and how often have you needed to drink the morning after a heavy session?

Questions 7-10 focus on any other indications of harmful patterns of drinking: how often have you had regrets the next day, how often have you not remembered what happened the night before, have you or someone else ever been injured as a result of your drinking, and has anyone expressed concern about your drinking or thought you should cut down. 

Total score out of 40

 

 (
All se
rvice users scoring 
8-19
 
on AUDIT will benefit from brief interventions
) (
F
or service users drinking more than 15 units a day and/or scoring 20-40 
on AUDIT, an assessmen
t for assisted withdrawal should be completed
.
)
Assessing alcohol use using AUDIT 
Case Study - part 1 

John is admitted to the ward at 11am on Monday morning following an appointment with Consultant Psychiatrist. He is admitted in the presence of his daughter who is his main carer and his CPN. John has been known to services for several years, but this is his first in-patient admission to a psychiatric ward. 

His CPN has been seeing him at least once a week over approximately the last 2 months due to increasing concerns around his deteriorating mood. John has taken a recent overdose whilst intoxicated and his family are extremely concerned about his well being. He has also been found wondering the streets in his night clothes in the early hours of the morning on several occasions in an extremely confused and disorientated state. 

Complete an AUDIT assessment using the information provided

· John has been drinking every day, about a bottle of whiskey each day
· His daughter describes how he used to have a few whiskeys and ‘leave it there’, but now once he starts each day he doesn’t seem able to stop himself ‘he can’t control it anymore’
· He has missed a few doctors appointments and one with his CPN because he hasn’t been able to get out of bed
· He started having a drink in the morning to get rid of the shakes about 3 months ago 
· John was very upset one time when his daughter told him he had been found wandering the streets in his night clothes, he felt very sorry for all the trouble he was causing everybody
· His daughter says he doesn’t remember going to bed when she asks him the next day
· He recently took an overdose whilst intoxicated
· His daughter has been trying to get her father to cut down his drinking over the last year

 (
1. 
What is John’s 
AUDIT 
score?
2. 
What is his current risk level?
3. 
What would you do next?
)






Assessing severity of alcohol dependence 

What is alcohol dependence syndrome?

Alcohol dependence syndrome is classified by the ICD-10 as a cluster of behavioural, cognitive, and physiological phenomena that develop after repeated alcohol use and that typically include:

· a strong desire to consume alcohol
· difficulties in controlling its use
· persisting in its use despite harmful consequences
· a higher priority given to its use than to other activities and obligations
· increased tolerance
· and sometimes a physical withdrawal state.

Severity of Alcohol Dependence Questionnaire (SADQ)

Although alcohol dependence is defined in ICD-10 and DSM-IV in categorical terms for diagnostic and statistical purposes as being either present or absent, in reality dependence exists on a continuum of severity. 

It is helpful from a clinical perspective to subdivide dependence into categories of mild, moderate and severe. The SADQ was one of the first measures of alcohol dependence to be developed (Stockwell et al., 1979) and is based on the elements of the alcohol dependence syndrome described by Edwards and Gross (1976):

It consists of 20 items and is divided into five sections referring to:

· Physical withdrawal symptoms 
· Affective withdrawal symptoms
· Craving and relief drinking
· Typical daily consumption
· Reinstatement of dependence after a period of abstinence. 

 (
Case study – part 2
The
 SADQ is completed on admission with John and with his daughter’s support. 
The score for this is 
47
.
1. What severity of alcohol dependence is indicated by a SADQ score of 47
?
2. Does John need an assisted withdrawal from alcohol?
)
Severity of Alcohol Dependence Questionnaire (SADQ)

We would like you to recall a recent month when you were drinking in a way, which for you was fairly typical of a heavy drinking period. We would like to know more about your drinking during this time and how often you experienced certain feelings. 

	Score
	0
	1
	2
	3

	
During a heavy drinking period……
	Almost never
	Sometimes
	Often
	Nearly always

	I wake up feeling sweaty

	Almost never
	Sometimes
	Often
X
	Nearly always

	My hands shake first thing in the morning 
	Almost never
	Sometimes
	Often
	Nearly always X

	My whole body shakes violently first thing in the morning if I don’t have a drink
	Almost never
	Sometimes
X
	Often
	Nearly always

	I wake up absolutely drenched in sweat
	Almost never
	Sometimes
X
	Often
	Nearly always

	
	
	
	Total 
	7



	Score
	0
	1
	2
	3

	I dread waking up in the morning

	Almost never
	Sometimes
	Often
X
	Nearly always

	I am frightened of meeting people first thing in the morning
	Almost never
	Sometimes
	Often
	Nearly always X

	I feel on the edge of despair when I wake up
	Almost never
	Sometimes
	Often
X
	Nearly always

	I feel very frightened when I wake up

	Almost never
	Sometimes
	Often
	Nearly always X

	
	
	
	Total
	10




	                                               Score
	0
	1
	2
	3

	
During a heavy drinking period……
	Almost never
	Sometimes
	Often
	Nearly always

	I like to have a morning drink 

	Almost never
	Sometimes
	Often
	Nearly always X

	I always gulp down my morning drink as quickly as possible
	Almost never
	Sometimes
	Often
X
	Nearly always

	I drink in the morning to get rid of the shakes
	Almost never
	Sometimes
	Often
	Nearly always X

	I have a very strong craving for a drink when I wake up
	Almost never
	Sometimes
	Often
	Nearly always X

	
	
	
	Total
	11




	                                              Score
	0
	1
	2
	3

	I drink more than ¼ bottle of spirits per day (or 4 pints of beer / 1 bottle of wine a day)
	Almost never
	Sometimes
	Often
	Nearly always X

	I drink more than ½ bottle of spirits per day (or 8 pints of beer / 2 bottles of wine a day)
	Almost never
	Sometimes
	Often
	Nearly always X

	I drink more than 1 bottle of spirits per day (or 15 pints of beer / 4 bottles of wine a day)
	Almost never
	Sometimes X
	Often
	Nearly always

	I drink more than 2 bottles of spirits per day (or 30 pints of beer or 8 bottles of wine a day)
	Almost never X
	Sometimes
	Often
	Nearly always

	
	
	
	Total
	7




Imagine the following situation: 

You have been completely off drink for a few weeks and you then drink very heavily for two days.  How would you feel the morning after those two days of drinking? 
                                                             
	The morning after …..
	0
	1
	2
	3

	I would start to sweat
	Not at all
	Slightly
	Moderately
	A lot X

	My hands would shake
	Not at all
	Slightly
	Moderately
	A lot X

	My body would shake
	Not at all
	Slightly
	Moderately
	A lot X

	I would be craving for a drink
	Not at all
	Slightly
	Moderately
	A lot X

	
	
	
	Total
	12



Add up total scores from each section
 (
    
47 / 60
)
Total SADQ Score   

	SADQ Score
	Severity of alcohol dependence
	Clinical intervention 

	Score 15 or less
	Mild dependence
	Usually do not need assisted withdrawal

	Score 16 -29 
	Moderate dependence
	Usually need assisted withdrawal, can be typically managed in community setting unless there are other risks

	Score 30+ 
	Severe dependence 
	Need assisted withdrawal, typically in a supervised setting (residential/in-patient)




 What are some of the common signs of alcohol withdrawal?
 (
Are there any
 conditions that might mask 
alcohol withdrawal?
……………………………
……………………………
……………………………
……………………………
)

								     
 (
Clinical Institute Withdrawal Assessment of Alcohol Scale, Revised (CIWA-Ar)
Name
:________________________
____________
__ Date: ________________ 
Time
: ____________ 
(24 hour clock)
Pulse
:________
Blood pressure:____
________  Temperature: _________ Breathalyser BAC ___________
Service users should be assessed on an hourly basis using the CIWA-Ar for at least the first 24 hours 
) (
1. 
NAUSEA AND VOMITING 
Ask "Do you feel sick to your stomach? Have you vomited?" Observation:
0 
no nausea and no vomiting
1 
mild nausea with no vomiting
2
3
4 
intermittent nausea with dry heaves
5
6
7 
constant nausea, frequent dry heaves and vomiting
2. 
TREMOR 
Arms extended and fingers spread apart.
Observation:
0 
no tremor
1 
not visible, but can be felt fingertip to fingertip
2
3
4 
moderate, with patient's arms extended
5
6
7 
severe, even with arms not extended
3. 
PAROXYSMAL SWEATS 
Observation:
0 
no sweat visible
1 
barely perceptible sweating, palms moist
2
3
4 
beads of sweat obvious on forehead
5
6
7 
drenching sweats
4. 
ANXIETY 
Ask "Do
 you feel nervous?" Observation:
0 
no anxiety, at ease
1 
mild
ly
 anxious
2
3
4 
moderately anxious, or guarded, so anxiety is inferred
5
6
7 
equivalent to acute panic states as seen in severe delirium or acute schizophrenic reactions
) (
5. 
TACTILE DISTURBANCES
 
Ask "Have you any itching, pins and needles sensations, any burning, any numbness, or do you feel bugs crawling on or under your skin?" Observation:
0 
none
1 
very mild itching, pins and needles, burning or numbness
2 
mild itching, pins and needles, burning or numbness
3 
moderate itching, pins and needles, burning or numbness
4 
moderately severe hallucinations
5 
severe hallucinations
6 
extremely severe hallucinations
7 
continuous hallucinations
6. 
AUDITORY DISTURBANCES 
Ask "Are you more aware of
 
sounds around you? Are they harsh? Do they frighten you? Are you
 
hearing anything that is disturbing to you? Are you hearing things you
 
k
now are not there?" Observation:
0 
not present
1 
very mild harshness or ability to frighten
2 
mild harshness or ability to frighten
3 
moderate harshness or ability to frighten
4 
moderately severe hallucinations
5 
severe hallucinations
6 
extremely severe hallucinations
7 
continuous hallucination
7. 
VISUAL DISTURBANCES 
Ask "Does the light appear to be too
 
bright? Is its colo
u
r different? Does it hurt your eyes? Are you seeing
 
anything that is disturbing to you? Are you seeing things you know are
 not there?" Observation:
0 
not present
1 
very mild sensitivity
2 
mild sensitivity
3 
moderate sensitivity
4 
moderately severe hallucinations
5 
severe hallucinations
6 
extremely severe hallucinations
7 
continuous hallucinations
)









 (
Breathalyser readings
Patients should be breathalysed on admission and assessed for withdrawal symptoms (using CIWA-Ar). 
- 
If high breathalyser reading
 (
more than 200mg % BAC) repeat after 1 hour.
If reading is falling and the patient shows signs of alcohol withdrawal, commence assisted withdrawal.
If the reading is low (less than 200mg % BAC) or zero and the patient is showing signs of withdrawal, assisted withdrawal should be commenced.
Do not wait for breathalyser readings to reach zero.
 Some service users will need to start PRN Chlordiazepozide / Oxazepam when BAC is more than 200mg % if withdrawal is severe.
) (
8. 
HEADACHE, FULLNESS IN HEAD 
Ask "Does your head feel different? Does it feel like there is a band around your head?" Do not rate for dizziness or lightheadedness. Otherwise, rate severity:
0 
not present
1 
very mild
2 
mild
3 
moderate
4 
moderately severe
5 
severe
6 
very severe
7 
extremely severe
9. 
AGITATION 
Observation:
0 
normal activity
1 
somewhat more than normal activity
2
3
4 
moderately fidgety and restless
5
6
7 
paces back and forth during most of the interview, or constantly thrashes about
10. 
ORIENTATION AND CLOUDING OF SENSORIUM 
Ask "What day is this? Where are you? Who am I?"
0 
oriented and can do serial additions
1 
cannot do serial additions or is uncertain about date
2 
disoriented for date by no more than 2 calendar days
3 
disoriented for date by more than 2 calendar days
4 
disoriented for place/or person
)













 


 (
This assessment for monitoring alcohol withdrawal symptoms requ
ires approximately 5 minutes to 
administer. The maximum score is 67. 
Patients scoring
 
less than 10
 
do not usually need additional medication for withdrawal.
 
Follow 
MHSCT 
Guideline for the Management of Alcohol Withdrawal within In-Patient Settings.
 Services users should be breathalysed on admission and assessed on an hourly basis using the CIWA-Ar for at least the 24 hours and a PRN dose of 
Chlordiazepoxide / Oxazepam
 administered each time a service user scores 10 or more. 
If more than 3 doses of PRN are required in 24 hours, please contact Ward doctor / on
-
call to review patient and increase standard detoxification regime as clinically indicated.
) (
Total 
CIWA-Ar 
Score
 
___
___ / 67
_
_____
_
Maximum Possible Score 67
)
Summary of severe withdrawal phenomena 
		
	Severe withdrawal phenomena
	Identification of at risk
	Characterised by

	Delirium tremens 
	a) Previous history severe withdrawal / delirium
b) Tachycardia >100 bpm
c) CIWA > 15 with breathalyser alcohol reading > 0.5
d) Intercurrent infection e.g. chest infection / UTI
e) Temperature >39.9c

	· Severe tremor 
· Hallucinations (auditory, olfactory and classically visual)
· Confusion 
· Associated paranoid delusions, agitation, insomnia, tachycardia hyperthermia, hypertension, tachypnoea 
· Usually emerges between day 2 and 3 (occasionally up to day 5)

	Withdrawal seizures
	a) History of previous withdrawal seizures
b) History of epilepsy
c) ? role of kindling effect
	· Tonic-clonic seizures occurring usually 12 – 48 hours after cessation / significant reduction in consumption. 
· Seizures can occur with a breathalyser reading >0 in severely dependent individuals and they can have several seizures. 
· Very rarely status epilepticus occurs. 
· ?role of electrolyte disturbance – low potassium and magnesium

	Incipient Wernicke’s
	a) Significant weight loss
b) Poor diet (high carbohydrate)
c) Signs of malnutrition
d) Memory disturbance
e) Previous history of Wernicke’s
f) Suspicion of Korsakoff’s
*administration of glucose to patients with thiamine deficiency can also precipitate WE
	· Presenting confusion + / - 
· Classical symptoms of ataxia, memory disturbance and ophthalmoplegia



Case Study - part 3

John’s CPN and daughter both express concerns that John has not been looking after himself and has lost approximately 2 stone in recent months; he has been drinking excessively since the death of his wife 10 years ago. 

John has had several in-patient detoxifications on medical wards and has attempted to stop drinking himself at home with no support. His notes state that he has experienced withdrawal seizures in the past and there is reference to auditory hallucinations and some disorientation although it is unclear if this is whilst intoxicated or if this is in the context of alcohol withdrawal.

John last had a drink at 8am this morning and says this was a single measure of whiskey to help prepare for appointment with the doctor.

He has been prescribed:

· Thiamine 50mg tablets 1 QDS
· Vitamin B Co Strong 2 TDS
· Oxazepam 30mg tablet to be administered PRN as indicated by CIWA-Ar score of more than 10
 (
Please look at 
John’s 
prescription chart and completed CIWA-Ar for the next 48 hours.
Is this what should have happened?
Is there anything that could have been done differently?
)


Case Study - part 4 

On day 3 of admission, John starts to display symptoms of confusion and disorientation. He is persistently trying to leave the ward and believes this is a place he once worked. He says that he needs to go home to his wife who is unwell. 

He is becoming increasingly agitated and is observed talking to himself although when questioned he says he is talking to his son who is in the bathroom. Staff are aware that John’s son lives in London and has not visited the ward since his admission.


 (
What may be going on for John and what would your actions be?
 
Please refer to prescription chart 2 and CIWA-Ar to help with this.
)

Local alcohol services

Service users should be offered a comprehensive assessment by specialist alcohol services if:

· they have undergone assisted withdrawal,
· scored 20 + on AUDIT, or, 
· scored 8-19 on AUDIT and not responded previously to brief interventions

	Manchester Community Alcohol Team

	Brian Hore Unit

	Carers’ Peer Support Service 


	Specialist alcohol assessment and community follow-up 

Weekly or fortnightly clinics in health centres (or within some GP practice)

Home visits considered in special circumstances

Monday to Friday
Phone: 9am – 4.30pm
0161 225 9393

	Abstinence based treatment for people with alcohol problems including dual diagnosis

Monday to Friday
9am-8pm
Saturday 9am-3.30pm
Phone: 0161 217 4435 

	The service is distinctive in being provided for carers by carers and others with close personal experience of substance misuse. 

Carers can refer themselves into the service, or they can be referred by any organisation that they are in touch with.

For further information or to make a referral, please contact:
Michelle Kennedy
Carers’ Development Worker
Phone:0161 819 2020
Mobile:	07507886618
michelle.kennedy@manchester.gov.uk



 (
Dual Diagnosis Service
Referral criteria:
 the coexistence of substance misuse and mental health problems where (i) specialist dual diagnosis assessment is required and / or (ii) no other service or combination of services is immediately available. Treatment advice and / or information about other services may be more appropriate than a full specialist dual diagnosis assessment (see Integrated Care Pathway). 
Referrals / referral advice can be made by phone 
0161 720 2005
 asking for Maureen Brannan or through Single Point of Access (SPA) on 0161 276 6155.The service consists of a weekly held clinic in each locality of the city. 
Tuesdays – am: Park House inpatient wards, pm: Park House Outpatient Dept NMGH
Wednesdays – am: Edale House inpatient wards, pm: Rawnsley Outpatient Dept MRI
Thursday – am: Laureate House inpatient wards, pm: Laureate House
Outpatient Dept, Wythenshawe Hospital. 
Thursday afternoons – Primary Care and Outreach Clinic
)

Dual Diagnosis Integrated Care Pathway



 (
Mental health, drug or alcohol 
service new or 
existing 
client
 
)


 (
Joint work
 the client and agree the 
lead service
) (
Not appropriate for 2
nd
 service
 - incorporate advice
 from 2
nd
 service into care package
) (
Incorporate advice
 from 2
nd
 service into care package
) (
Joint work
 the client and agree the 
lead service
) (
Both services pool their assessment findings and hold 
case discussion
) (
Evaluate
 following advice and return to 2
nd
 service for further discussion as required
) (
The 2
nd
 service conducts 
own assessment
 of client
) (
Conduct 
joint assessment
 of client
) (
Incorporate advice
 from 2
nd
 service into care package
) (
Contact 2
nd
 service
 to discuss client and choose option
) (
Meets service criteria but also has suspected / confirmed 
2
nd
 Condition
 (dual diagnosis?)
)																																																																																																																																																																																																																																																																																																																																																																																																		
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