Alcohol misuse 
Problem (harmful) drinking

This is where you continue to drink heavily even though you have caused harm, or are causing harm or problems to yourself, family, or society. For example, you may:

· Have cirrhosis or another alcohol related condition. 

· Binge drink and get drunk quite often. This may cause you to lose time off work, or behave in an antisocial way when you drink. But note: not everybody with problem drinking binges or gets drunk. Many people with an alcohol related condition such as cirrhosis drink small amounts frequently, but do not get drunk. 

· Spend more money on alcohol than you can afford. 

· Have problems with your relationships or at work because of your drinking. 

Many problem drinkers are not dependent on alcohol. They could stop drinking without withdrawal symptoms if they wanted to. But, for one reason or another, they continue to drink heavily.

Alcohol dependence (addiction)

This is a serious situation where drinking alcohol takes a high priority in your life. You drink every day, and often need to drink to prevent unpleasant withdrawal symptoms (see below). In the UK about 2 in 100 women and about 6 in 100 men are alcohol dependent

Alcohol consumption may be correlated with several variables:

· sex: 

· men are twice as likely to be problem drinkers

· occupation: 

· publicans and brewers have an increased access to drink and are at a higher risk 

· heavy drinking is seen as the norm in some jobs e.g. doctors & sailors

· homelessness: 

· a third of homeless people have a drink problem

· race: 

· British Afro-Caribbeans and Asians have a lower rate of drink problems 

· 20% of Chinese and Japanese cannot drink alcohol because of an inherited deficiency of acetaldehyde dehydrogenase

Characteristic behaviours include a tendency to gulp drinks, to have extra drinks before going to social events, drink on their own, lie about how much alcohol they consume, drink on the way home, and to keep alcohol with them.

Features related to physical complications of alcohol abuse:

· Korsakoff's syndrome - retrograde amnesia and confabulation 

· investigations may reveal increased mean cell volume and raised gamma-glutamyl transferase levels

Complications

Social – increased domestic violence, relationship breakdown, child abuse, poverty etc
Financial – missed time from work, job loss, cost of drink.
Criminal – Banned from driving, criminal activity to fund drink, criminality of assaults etc associated with drink.
Psychological – increased risk of depression and suicide, insomnia, agitation, anxiety
Physical – Increased risk of accidental injury and injury due to assault


     Increased risk of heart disease


     Increased risk of liver disease


     Malnutrition


     Neurological damage

28,000 deaths year in the UK are alcohol related

Screening CAGE +2

· The CAGE questionnaire involves asking four specific questions (the basis of the acronym), with the person answering yes or no. The score is the sum of the yes responses: 

· Have you ever felt you should Cut down on your drinking? 

· Have people Annoyed you by criticising your drinking? 

· Have you ever felt bad or Guilty about your drinking? 

· Have you ever had a drink in the morning to get rid of a hangover (Eye opener)?

A total score of 2 or greater is considered clinically significant (sensitivity of 93% and a specificity of 76% for the identification of problem drinking)
The CAGE questionnaire is less sensitive than the AUDIT questionnaire in detecting hazardous drinking, unless it is supplemented by additional questions on maximum daily or weekly consumption (CAGE plus two). The CAGE questionnaire asks 'ever' questions, rather than focusing on the person's current alcohol consumption, which can be misleading.

Features of alcohol dependence include:

· a fixed daily routine of drinking in order to avoid withdrawal 

· priority of drinking over other activities 

· increased tolerance to alcohol 

· repeated withdrawal symptoms such as tremor, sweating and agitation 

· relief of withdrawal symptoms by further drinking 

· subjective awareness of the compulsion to drink 

· rapid relapse (reinstatement) if drinking is resumed after abstinence

· gamma-glutamyl-transferase (normal value less than 40 i.u. per litre) - the levels of this enzyme are raised in about 80% of problem drinkers. The level of increase in levels of this enzyme are in relation to heaviness of drinking. 

· mean corpuscular volume (MCV) - this value is raised in over half of patients with alcohol dependence. It is more commonly raised in women with alcohol dependence than men. The value of MCV will return to normal if there is abstinence for several weeks. Normal is 80 to 90 fl. 

· abnormal ALT reflects hepatocellular damage. If the AST:ALT ratio is greater than 2 then this is suggestive of alcohol damage. 

· blood alcohol concentration - raised as a result of an isolated drinking episode and chronic abuse. However an individual who has a blood alcohol level above 80mg per 100 ml - the legal limit for driving - and is not intoxicated is likely to be a chronic heavy drinker. Greater than 150mg per 100ml is practically diagnostic if measured under particular circumstances, for example in clinic. Unconsciousness occurs at levels over 300mg per 100ml. 

· creatinine phosphokinase (normal less than 150 i.u. per litre) - raised in 50% of problem drinkers 

· urate and fasting triglycerides raised in 50% of problem drinkers.

Management involves:

· pharmacological treatment 

· psychological and social support 

· pharmacological prevention of relapse

For all patients:
· discuss costs and benefits of drinking from the patient's perspective 

· feedback information about health risks, including the results of GGT and MCV 

· emphasize personal responsibility for change 

· give clear advice to change and discuss alternative strategies to alter drinking pattern 

· assess and manage physical health problems and nutritional deficiencies (eg vitamin B) 

· consider options for  problem-solving or targeted counselling to deal with life problems related to alcohol use 

· brief interventions in primary care settings are effective with hazardous drinking.

If there is no evidence of physical or psychological harm due to drinking and the patient is not dependent, a controlled drinking programme is a reasonable goal:
· negotiate a clear goal for decreased use (e.g. no more than two drinks per day,  with two alcohol-free days per week). 

· discuss strategies to avoid or cope with high-risk situations (e.g. social situations  and stressful events) 

· introduce self-monitoring procedures (e.g. a drinking diary) and safer drinking behaviour (e.g. time restrictions, drinking more slowly, interspersing with non-alcoholic drinks). 

For patients with physical or mental illness and/or dependency, or failed attempts at controlled drinking, an abstinence programme is indicated. 

For patients willing to stop now:
· set a definite day to quit 

· discuss symptoms and management of alcohol withdrawal 

· discuss strategies to avoid or cope with high-risk situations (e.g. social situations  and stressful events) 

· make specific plans to avoid drinking (e.g. ways to face stressful events without  alcohol, ways to respond to friends who still drink) 

· help patients to identify family members or friends who will support ceasing  alcohol use 

· consider options for support after withdrawal.

For patients not willing to stop or reduce now, a harm-reduction programme is indicated:
· do not reject or blame 

· clearly point out medical and social problems caused by alcohol 

· consider thiamine preparations 

· make a future appointment to re-assess health and alcohol use.

For patients who do not succeed, or who relapse:
· identify and give credit for any success 

· discuss the situations that led to relapse 

· return to earlier steps above 

· avoid blame or criticism 

· be aware of the patient’s sense of failure or self-criticism and give support if needed.

Withdrawal of alcohol in less severe cases of dependency may be managed at home. For the first five days, the patient's temperature, pulse, blood pressure, hydration and level of consciousness need to be assessed daily. If there is deterioration, delirium tremens may be developing and the patient should then be admitted to a detoxification unit.

Daily visits by a district nurse or CPN may be needed for physical and mental state assessment and to administer medication.

The support of family, friends and care workers is essential. Groups such as Alcoholics Anonymous to support the patient, Al-Anon to support the spouse and Al-Ateen to support teenage children may be useful.

Pharmacological support of alcohol withdrawal

Drugs are required to replace alcohol during withdrawal in order to prevent delirium tremens and fits:

· chlordiazepoxide 

· chlordiazepoxide is the drug of choice (1). Diazepam is an alternative 

· chlordiazepoxide is the preferred benzodiazepine for community-based detoxification in view of its long half-life, and also because there is less likelihood of 'diversion' into the illicit drug scene (2) - diazepam is often a drug of abuse 

· the following chlordiazepoxide regime is recommended (1) - though the dose level and length of treatment will depend on the severity of alcohol dependence and individual patient factors (e.g. weight, sex, liver function) 
	Day 1 &2
	20-30mg chlordiazepoxide QDS

	Day 3 & 4 
	15mg chlordiazepoxide QDS

	Day 5
	10mg chlordiazepoxide QDS

	Day 6 
	10mg chlordiazepoxide BD

	Day 7
	10mg chlordiazepoxide nocte


· 

dispensing should be daily, or involve the support of family members to prevent any risk of misuse or overdose. Confirm abstinence by checking for alcohol on the breath, or using a saliva test or breathalyser for three to four days
· if possible, see the patient daily for the first five days and again after detoxification has finished. These do not have to be long consultations but they will allow the early detection of complications and encourage the patient to continue. Usually there will be a noticeable improvement in the patient as the detoxification progresses
· where there is significant liver disease, diazepam and chlordiazepoxide metabolism is impaired, and it imay be necessary to consider a benzodiazepine that is not metabolised by the liver e.g. oxazepam
Psychological support has three main aims:

· maintenance of motivation: 

· building on interests and hobbies 

· new activities e.g. exercise classes

· prevention of relapse: 

· patients should keep alcohol diaries including the circumstances of any drinking 

· group therapy e.g. alcoholics anonymous 

· pharmacological prevention of relapse

· solving underlying problems: 

· problem solving techniques 

· marriage guidance 

· interpersonal psychotherapy

Preventing Relapse

Disulfiram

· disulfiram blocks the oxidation of alcohol causing an accumulation of acetaldehyde after drinking - disulfiram is an inhibitor of hepatic aldehyde dehydrogenase (ALDH). This results in symptoms such as abdominal colic, flushing, anxiety, dizziness, tachycardia, vomiting and headache. Symptoms start 5-15 minutes after drinking alcohol and last for several hours. Note that the intensity of the reaction is dependent on the individual, the disulfiram dose and the alcohol intake (1) 

· if large doses of alcohol are consumed whilst receiving disulfiram treatment, collapse, cardiac arrhythmias and even death can occur

· disulfiram has been given to break the drinking habit in alcoholics and it may deter relapse in abstinent patients

· before prescribing disulfiram, patients should be warned that the severity of the reaction is unpredictable. Occasionally a reaction may be triggered by the small amount of alcohol in preparations such as cough linctuses

· hepatoxicity and psychotic reactions are rare adverse effects to disulfiram treatment 

· elevated liver function tests - hepatotoxicity is a rare adverse effect to disulfiram treatment; liver function tests should be checked before commencement of and at regular intervals throughout treatment - disulfiram treatment should be witheld if liver enzymes are elevated ten or more times than normal (2)

· disulfiram is contraindicated during pregnancy and in patients with a psychosis; also contraindicated if there is an established hypersensitivity 

· disulfiram should be used with caution in patients with diabetes, epilepsy and hypercholesterolaemia (1) 

· disulfiram is also contraindicated in patients with seriously impaired cardiac, respiratory, hepatic or cerebral function. 

Acamprosate

· acamprosate is believed to act by modulating disturbance in the GABA/glutamate system associated with alcohol dependence - thus leading to a reduction in the risk of relapse during the postwithdrawal period 

· not metabolised by the liver and has no interaction with alcohol. 

· treatment option for the prevention of relapse following previous alcohol abuse 

· first drug licensed for the prevention of relapse that actually reduces desire to drink 

· should be initiated as soon as possible after abstinence has been achieved 

· should be used in conjunction with specialist alcohol counselling 

· does not have a depressive effect 

· should be continued if the patient relapses - however continued alcohol abuse negates the therapeutic benefit of treatment with acamprosate 

· contra-indications include severe hepatic and renal impairment; also contra-indicated in pregnancy and breast-feeding 

Naltrexone

NICE state, with respect to use of naltrexone in the management of opioid dependence (1):

· recommended as a treatment option in detoxified formerly opioid-dependent people who are highly motivated to remain in an abstinence programme 

· should only be administered under adequate supervision to people who have been fully informed of the potential adverse effects of treatment 

· should be given as part of a programme of supportive care

· effectiveness of naltrexone in preventing opioid misuse in people being treated should be reviewed regularly. Discontinuation of naltrexone treatment should be considered if there is evidence of such misuse 

· the 'Summary of product characteristics' (SPC) states that naltrexone is licensed for use as an adjunctive prophylactic treatment for detoxified formerly opioid-dependent people (who have remained opioid free for at least 7-10 days) - note that there are long-lasting formulations of naltrexone in development (depot preparations and implants) 

· naltrexone is rapidly absorbed, metabolised by the liver and excreted in the urine with an elimination half-life of 4 hours. Liver function tests are recommended before and during naltrexone treatment to check for liver impairment 

· naltrexone is associated with opioid withdrawal symptoms if people are opioid dependent

Further resources and sources of help

Drinkline - National Alcohol Helpline

Helpline: 0800 917 8282 Monday - Friday, 9am - 11pm , Weekends 6pm - 11pm
Offers help to callers worried about their own drinking and support to the family and friends of people who are drinking. Advice to callers on where to go for help.

Alcoholics Anonymous 

PO Box 1, 10 Toft Green, York, YO1 7ND
Helpline: 0845 769 7555 Web: www.alcoholics-anonymous.org.uk
There are over 3000 meetings held in the UK each week with over 40,000 members. The only requirement for membership is a desire to stop drinking.

AL-Anon Family Groups

61 Great Dover Street, London, SE1 4YF
Tel: 020 7403 0888 Web: www.al-anonuk.org.uk
Offers support for families and friends of alcoholics whether the drinker is still drinking or not.

National Association for Children of Alcoholics

PO Box 64, Fishponds, Bristol, BS16 2UH
Helpline: 0800 358 3456 Web: www.nacoa.org.uk
Services include information, advice and support to children of alcoholics through its free helpline, and training to professionals who come 
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