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IDENTIFYING AND MANAGING PROBLEM DRINKING


How to Use this Assessment Toolkit

This toolkit provides information to be used by family physicians to assess and treat patients presenting with possible drinking problems in the primary care setting. The toolkit contains:

· Introduction 
· Key tools used to identify drinking problems

· 10 Step Treatment Protocol

· List of Specific Medication Interactions

· 2 Patient Handouts

Introduction

Problem drinking is more common than severe alcohol dependence and is associated with considerable morbidity and health care costs. 

This toolkit has been developed by Dr. W. Bakker, Dr. S. Egier, Dr. C. Hewitt, Dr. B. Hickey, Dr. J. Kingston, and Dr. G. Morningstar in the Department of Family Practice at Trillium Health Centre, January 2004.  

These recommendations have been developed to assist clinical decision-making by family physicians in conjunction with their patients.
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Problem Drinking vs. Alcohol Dependence
	Clinical Feature
	Moderate

(safe)

drinking guidelines
	Problem Drinking 
	Alcohol Dependence

	Withdrawal symptoms
	No
	N o
	Often

	Tolerance
	Mild
	Mild
	Marked

	# of drinks consumed weekly
	Male- Less than 14

Female- Less than 9
	Male - More than 14 

Female- More than 9 
	40-60 or more

	Drinks less then 4/day
	Often
	Often
	Rarely

	Social consequences
	No
	Mild
	Often severe

	Physical consequences
	Rarely
	Mild Delayed
	Often severe

	Socially stable
	Yes
	Usually
	Often not

	Neglects major responsibilities
	No
	No
	Yes


Detection rates can be improved by routine inquiry about alcohol use, and through use of screening questionnaires, laboratory tests, and knowledge of common clinical presentations.

Why advise patients about problem drinking?

Randomized controlled trials have demonstrated that advice from physicians/nurses to problem drinkers decreases alcohol consumption, ER visits and hospital admissions. Advice from physicians and nurses is effective in over 80% of problem drinkers.

Key Tools Used in Identifying Problem Drinking:

· Screening 

· Alcohol Consumption History 

· Laboratory Markers

· Clinical Presentation

Screening and Alcohol Consumption History 

1. Ask all patients about alcohol use.

2. Ask about number of drinks per week.

3. Convert response into standard drinks 

	Standard Drink Equivalents

	Liquor
	
	Wine
	
	Beer

	43 ml 

(1.5 oz.)

(40% ETOH)
	or
	142 ml

 (5 oz.)

Table wine

(12 % ETOH)
	or
	341 ml 

(12 oz.)

Regular beer

(5% ETOH)




4. Ask about maximum consumption on any 1 day in the past 3 months. (Patients often exclude heavy drinking days when asked about typical or usual consumption)
5. Patients who drink wine or spirits at home often pour more than 1 standard drink in a glass. Ask these patients how many bottles (and what size) they consume per week.

6. For patients who give vague responses:

· Ask about the previous week’s drinking (this should be easily recalled).

· Present them with a wide range of consumption: “Do you drink more than 8 drinks a week, or 40 drinks a week?”
	CAGE Questionnaire

	C
	Cut Back - Have you ever been told to cut back or stop drinking, or thought that you should cut back?

	A
	Annoyed - Do you get annoyed when asked to cut back or stop drinking?

	G
	Guilty - Do you feel guilty about drinking or things that have happened during a drinking episode?

	E
	Eye-opener - Do you need a drink to get going in the morning?


Physical Exam –the below mentioned signs/symptoms are more indicative of heavy drinkers.

All patients – 

· (BP, (heart rate

· Signs of intoxication (odour of alcohol, slurred speech, unsteady)

· Signs of liver disease (hepatomegaly, spider nevae)

· Signs of withdrawal (tremor, sweating, ataxia)

· Plethoric
Patients with a long history of heavy alcohol use (10+ years)

· Cardiovascular (hypertension, cadiomyopathy)

· Mental Status (dementia)

· Gait (cerebellar dysfunction)

· Peripheral sensation (distal polyneuropathy)

Laboratory investigations:

· CBC, mean cell volume, AST, ALT, GGT

· If clinical evidence of cirrhosis: INR, albumin, bilirubin, electrolytes, creatinine, magnesium

For more detail regarding lab investigation, please refer ‘Treatment Protocol’ step #8, page 4.

· Hepatitis B, C serology (patients dependent on alcohol have a higher prevalence of viral hepatitis)

· HIV if current or past injection drug use or unsafe sexual practice

· B-HCG for women of childbearing age, if indicated

· Urine drug screen for cocaine, opioids, cannabis, benzodiazepines, barbiturates.

* Ask the patient’s permission before ordering the above-mentioned tests. *
     Clinical Presentations

	Cardiovascular
	Hypertension

Dysrhythmias

Cardiomyopathy

	Gastrointestinal
	Fatty liver

Hepatitis

Cirrhosis

Gastritis

Pancreatitis

Dyspepsia

Recurrent diarrhea

	Neurological
	Ataxia, tremor

Peripheral neuropathy

Cerebellar disease

Dementia

Korsakoff’s syndrome

	Behavioural
	Missed appointments

Non-compliance

Drug-seeking

	Musculoskeletal
	Recurrent trauma

Myopathy

	Psychiatric
	Fatigue

Insomnia

Depression

Anxiety

Psychosis

	Social
	Deterioration in social functioning

Spousal abuse

Violence, legal problems

Concerns from family




Treatment Protocol

This protocol can be delivered in a few brief office sessions. Special expertise in alcohol counselling is unnecessary; all that is required is a knowledge of the recommended safe limits of consumption and the health effects of alcohol. Physicians provide some health education and a few simple behavioural tips to enable patients to limit consumption. The steps are as follows:

Step 1. Review safe drinking guidelines.

Step 2. Offer information on the health effects of alcohol.

Step 3. Have patients commit to a drinking goal.

Step 4. Review Strategies to avoid intoxication.

Step 5. Advise patients about drinking and driving.

Step 6. Give patients self-help literature.

Step 7. Have patient’s record consumption.

Step 8. Order laboratory tests.

Step 9. Follow-up regularly.

Step 10. Refer patients for further treatment when appropriate.
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PATIENT HANDOUT

 


Step 1. Review safe drinking guidelines. While the general public is advised to consume no more than two drinks daily, problem drinkers prefer a higher limit; a daily maximum of three drinks and a weekly maximum of 12 drinks is recommended as a prudent compromise.
Step 2. Offer information on the health effects of alcohol. Tailor messages to patients' age and health status. (e.g. a young man might find a discussion on the link between drinking and depression, fatigue, and insomnia more relevant than a discussion on alcoholic liver disease).

Step3. Have patients commit to a drink​ing goal. The patient should determine his or hers drinking goal (reduced drinking or abstinence), with guidance from the physician. The patient should write the goals down and keep a copy available for review.

Ideally, the goal should not exceed the recom​mended safe drinking guidelines. Patients con​suming more alcohol than recommended might find it easier to taper. (e.g. if they are consuming 50 drinks weekly, they could decrease to 30, 20, and then 12).
The drinking goal should specify:

· maxi​mum number of drinks to be consumed on a single occasion

· frequency of drinking

· situations in which drinking will take place

· In general, patients should not drink at all in high risk situations (those in which excess drinking is most likely to occur). For example, a patient might choose to drink three drinks a night, 3 days weekly, and only at home, not at the bar.

Occasionally, physicians disagree with patients' drinking goals. Physicians should discuss disagree​ment with patients and document discussion in the chart. In the end, however, it is better to know what patients actually intend to do.  

If a reduced drinking goal is chosen, physi​cians can consider recommending an initial period of abstinence of 2 to 4 weeks. This serves two purposes: 

· It helps to determine whether patients really are candidates for a reduced drinking strategy (if they cannot abstain for 2 weeks, they could be more severe​ly dependent than previously assumed). 

· Patients will often discover important information about high-risk situa​tions for heavy drinking and strategies for reducing consumption.
Step 4. Review strategies to avoid intoxica​tion. The simple behavioural strategies listed in Patient Handout at the end of this Toolkit are designed to reduce patients' rate of alcohol consumption and avoid intoxication.

Step 5. Advise patients about drinking and driving. Patients who consume one standard drink hourly to a maximum of three may be under the legal limit for blood alcohol level dependant on weight/sex, but they should be advised that any alcohol consumption can impair their ability to drive. While patients might not feel intoxicated, they will not perform as well in complex driving situations requiring quick reactions.

Step 6. Give patients self-help information. See resources at the end of this toolkit to find self-help information.

Step 7. Have patient record consumption. Self-monitoring through a daily recording sheet or drink diary promotes behavioural change by making patients more conscious of their drinking habits. 

Step 8. Order laboratory tests. While tests for markers of alcohol consumption at baseline and follow-up are not good screening instruments, they can be an important tool for monitoring treatment success and detecting relapse. They also help to convince patients that they are drinking at hazardous levels. Order: CBC, Mean Cell Volume, AST, ASLT, GGT. If clinical evidence of cirrhosis, then also choose INR, albumin, bilirubin, electrolytes, creatinine, magnesium. Patients whose y-glutamyltransferase (GGT) level decreases over time often feel pride at this evidence of their progress. GGT has a half-life of about 2 weeks, and usually returns to normal within 2 to 6 weeks of abstinence, although its half-life is prolonged in patients with severe alcoholic liver disease. Some caution is needed in interpreting GGT in patients who continue to drink, however, as it shows marked vari​ation 

Step 9. Follow up regularly. Regularly scheduled office visits help patients stay on track. Physicians should contact patients if appointments are missed. Patients appreciate these contacts as an indication of physicians' concern. Research indicates that follow-up contact results in better treatment retention rates.

Step 10. Refer patients for further treat​ment when appropriate. If after a fair trial, there has been no substantial reduction in drink​ing, referral for more intensive treatment should be considered. Also, referral to other services might be indicated, such as marital counselling, relaxation therapy, or psychotherapy.
DRUG AND ALCOHOL ABUSE 

COMMUNITY RESOURCES

General Information
Centre for Addiction & Mental Health (416-535-8501): provides general information on all drug and alcohol problems. Website: www.camh.net

Drug, Alcohol & Mental Health Information Line (Centre for Addiction & Mental Health 416-595-6111): provides information on drug, alcohol, and mental health issues. 

Drug and Alcohol Registry of Treatment (DART) (1-800-565-8603): is a service for professionals helping clients to find treatment for substance abuse problems. Website: www.dart.on.ca
ACCS (Addiction Clinical Consultation Service) (1-888-720-2227, in Toronto 416-595-6968): provides clinical consultation to professionals regarding patients’ addiction problems.  Mon - Fri (9am - 5pm).

Physician Health Program - Ontario Medical Association (1-800-851-6606): provides support, assessment, referral, and case management for addicted physicians, their families and concerned colleagues.
Withdrawal Management Centres 

(formerly Detoxification Centres)
Centre for Addiction and Mental Health (HealthHealth416-535-8501 ext. 7297): offers medical (medically supervised) and psychosocial withdrawal management in a motivational and supportive environment. Clients must be able to walk and be responsible for their own activities of daily living. Available to clients from any location, including Mississauga & Toronto.
Withdrawal Management Centre (William Osler Health Centre 905-456-3500): is a non-medical detoxification centre with approximately 18 beds for male and female patients. 

Women’s Own Detox Centre (416-603-2551): provides non-medical withdrawal management for women age 16 and over. Clients must be willing to attend. Also offer supportive “clean” stays, if beds are available.  Located in Toronto, but will serve clients from any city, including Mississauga. 

Men’s Detoxification Unit (St. Joseph’s Health Centre 416-530-6400): serves men age 16 and older. Patients must be ambulatory, able to self-administer approved medication, be willing to be searched for weapons, alcohol and other drugs, pose no threat to safety to themselves, staff or other clients. Since no nursing care is available, patients must have physical and mental health, which poses no concern to staff. 

Assessment & Treatment Programs

Peel Addiction Assessment and Referral Centre (PAARC 905-796-8300): offers comprehensive assessment for individuals 16 years and older experiencing difficulties with alcohol, drugs and/or gambling. Provides case management and follow up services to clients, brief individual and group counselling with ongoing support, assistance and guided self-change. Provides outreach for older persons (55 years and older) and those who are homeless.

Addiction Counselling Services of Peel (William Osler Health Centre 905-796-3005): provides on-going individual and group counselling for substance abuse and gambling for adults 16 years and older. Provides some assessment, no case management, offers mainly treatment.

Credit Valley Hospital Alcohol & Drug Treatment Program (Credit Valley Hospital 905-813-4402): offers a 15 day treatment program and follow-up aftercare for adults 16 years and older. Also offers a 3-month, once weekly relapse prevention program and family support workshops. No assessment services available.

Metro Addiction Assessment Referral Services (MAARS 416-599-1448): offers an assessment and referral service and provides some case management for individuals living in Toronto area (includes Etobicoke). Services include aftercare, relapse prevention and relapse recovery.
Jean Tweed Treatment Centre (416-255-7359): is a 21-day residential treatment program for women, with pre treatment and aftercare programs. Day treatment programs area also available as well as an alternative program for women who do not require intensive treatment. 

Youth Substance Abuse Program (YMCA Peel 905-276-9322): offers assessment, referral, case management, counselling and outreach for youth 14 to 24 years. Also offers presentations in schools.

Breakaway Youth and Family Services (Toronto 416-234-1942): provides out-patient/outreach treatment services to youth aged 13 to 25 years. Also offers street outreach to homeless youth, needle exchange, individual, group and family counselling and treatment. 

Community Outreach Programs in Addictions  (COPA) (416-516-2982): provides outreach to older persons living in southwest Etobicoke.

Remedial Measures for Impaired Drivers “Back on Track” Program (Centre for Addictions & Mental Health 416-595-6593): is the mandatory fee-for-service program for people convicted of impaired driving and wishing to get their driving licenses back. Once an individual registers at the above telephone number, they are provided with a list of agencies providing the service. Service is offered all over Ontario. 

Problem Gambling Service (Centre for Addiction and Mental Health 416-599-1322): provides in-person or telephone counselling for people living in Toronto (including Etobicoke) and their families through individual, family, or group work. The addicted person does not need to be involved if families require assistance. 

Many employers have established Employee Assistance Programs. While many employees prefer being treated outside their workplace, it may be worth inquiring whether a patient’s workplace has such a program available.

Alcohol, Drug & Gambling-Related Support Programs

Individuals may call the following groups and receive information about meeting times and locations in any city. 

Alcoholics Anonymous (416-487-5591): offers both group and individual support for the alcoholic trying to maintain sobriety. 

Narcotics Anonymous (416-236-8956): offers both group and individual support for the addict trying to maintain sobriety. 

Gamblers Anonymous (416-366-7613): offers support for self-change to the addicted gambler. 

Cocaine Anonymous (416-927-7858): twelve step program for the cocaine addict. 

AlAnon Family Groups & Alateen (416-410-3809): provide support for spouses, partners, and children of alcoholics.

NarAnon Family Groups (416-239-0096): offers twelve step self-help groups for relatives and friends of drug abusers.

Women for Sobriety / Men for Sobriety Toronto (416-410-3809): are two separate self-help programs for women and men with drinking problems based on positive thinking, meditation, group dynamics, and the pursuit of health through nutrition. 

Post-Withdrawal Accommodation

For Women:

Grace House (Street Haven 416-967-6060): 

For Men:

Alpha House (416-469-1700): a treatment and recovery house for men to stay while re-establishing themselves

St. Michael’s Halfway Homes (416-535-3131): supportive environment for men working towards sobriety. 

Reading List

The following books can be found in Trilliums’ own L.G. Brayley Health Sciences Library:

1. AMP's Textbook of substance abuse treatment  (WM 270 A510 1999)

2. AHCPR's Pharmacotherapy for alcohol dependence (WM 274 P427 1999)

3. ARF's Alcohol and drug treatment in Ontario      (WM 270 A526 1994)

4. Giles' Alcohol and the identification of alcoholics (WM 274 G453 1991)

5. ARF's Drugs & Drug abuse (WM 270 D784 1998)
You may also choose to search CMA's web for "Clinical Practice Guidelines" and the databases of Medline and EBSCO for articles.

Specific Medication Interactions 

Anesthetics. Anesthetics are administered prior to surgery to render a patient unconscious and insensitive to pain. Chronic alcohol consumption increases the dose of propofol (Diprivan) required to induce loss of consciousness. Chronic alcohol consumption increases the risk of liver damage that may be caused by the anesthetic gases enflurane (Ethrane) and halothane (Fluothane). 

Antibiotics. Antibiotics are used to treat infectious diseases. In combination with acute alcohol consumption, some antibiotics may cause nausea, vomiting, headache, and possibly convulsions; among these antibiotics are furazolidone (Furoxone), griseofulvin (Grisactin and others), metronidazole (Flagyl), and the antimalarial quinacrine (Atabrine). Isoniazid and rifampin are used together to treat tuberculosis, a disease especially problematic among the elderly and among homeless alcoholics. Acute alcohol consumption decreases the availability of isoniazid in the bloodstream, whereas chronic alcohol use decreases the availability of rifampin. In each case, the effectiveness of the medication may be reduced. 

Anticoagulants. Warfarin (Coumadin) is prescribed to retard the blood's ability to clot. Acute alcohol consumption enhances warfarin's availability, increasing the patient's risk for life-threatening hemorrhages. Chronic alcohol consumption reduces warfarin's availability, lessening the patient's protection from the consequences of blood-clotting disorders. 

Antidepressants. Alcoholism and depression are frequently associated, leading to a high potential for alcohol-antidepressant interactions. Alcohol increases the sedative effect of tricyclic antidepressants such as amitriptyline (Elavil and others), impairing mental skills required for driving. Acute alcohol consumption increases the availability of some tricyclics, potentially increasing their sedative effects; chronic alcohol consumption appears to increase the availability of some tricyclics and to decrease the availability of others. The significance of these interactions is unclear. These chronic effects persist in recovering alcoholics. 

A chemical called tyramine, found in some beers and wine, interacts with some anti-depressants, such as monoamine oxidase inhibitors, to produce a dangerous rise in blood pressure. As little as one standard drink may create a risk that this interaction will occur. 

Antidiabetic medications. Oral hypoglycemic drugs are prescribed to help lower blood sugar levels in some patients with diabetes. Acute alcohol consumption prolongs, and chronic alcohol consumption decreases, the availability of tolbutamide (Orinase). Alcohol also interacts with some drugs of this class to produce symptoms of nausea and headache such as those described for metronidazole (see "Antibiotics"). 

Antihistamines. Drugs such as diphenhydramine (Benadryl and others) are available without prescription to treat allergic symptoms and insomnia. Alcohol may intensify the sedation caused by some antihistamines. These drugs may cause excessive dizziness and sedation in older persons; the effects of combining alcohol and antihistamines may therefore be especially significant in this population. 

Antipsychotic medications. Drugs such as chlorpromazine (Thorazine) are used to diminish psychotic symptoms such as delusions and hallucinations. Acute alcohol consumption increases the sedative effect of these drugs, resulting in impaired coordination and potentially fatal breathing difficulties. The combination of chronic alcohol ingestion and antipsychotic drugs may result in liver damage. 

Antiseizure medications. These drugs are prescribed mainly to treat epilepsy. Acute alcohol consumption increases the availability of phenytoin (Dilantin) and the risk of drug-related side effects. Chronic drinking may decrease phenytoin availability, significantly reducing the patient's protection against epileptic seizures, even during a period of abstinence. 

Antiulcer medications. The commonly prescribed antiulcer medications cimetidine (Tagamet) and ranitidine (Zantac) increase the availability of a low dose of alcohol under some circumstances. The clinical significance of this finding is uncertain, since other studies have questioned such interaction at higher doses of alcohol. 

Cardiovascular medications. This class of drugs includes a wide variety of medications prescribed to treat ailments of the heart and circulatory system. Acute alcohol consumption interacts with some of these drugs to cause dizziness or fainting upon standing up. These drugs include nitroglycerin, used to treat angina, and reserpine, methyldopa (Aldomet), hydralazine (Apresoline and others), and guanethidine (Ismelin and others), used to treat high blood pressure. Chronic alcohol consumption decreases the availability of propranolol (Inderal), used to treat high blood pressure, potentially reducing its therapeutic effect. 

Narcotic pain relievers. These drugs are prescribed for moderate to severe pain. They include the opiates morphine, codeine, propoxyphene (Darvon), and meperidine (Demerol). The combination of opiates and alcohol enhances the sedative effect of both substances, increasing the risk of death from overdose. A single dose of alcohol can increase the availability of propoxyphene, potentially increasing its sedative side effects. 

Nonnarcotic pain relievers. Aspirin and similar nonprescription pain relievers are most commonly used by the elderly. Some of these drugs cause stomach bleeding and inhibit blood from clotting; alcohol can exacerbate these effects. Older persons who mix alcoholic beverages with large doses of aspirin to self-medicate for pain are therefore at particularly high risk for episodes of gastric bleeding. In addition, aspirin may increase the availability of alcohol, heightening the effects of a given dose of alcohol. Chronic alcohol ingestion activates enzymes that transform acetaminophen (Tylenol and others) into chemicals that can cause liver damage, even when acetaminophen is used in standard therapeutic amounts. These effects may occur with as little as 2.6 grams of acetaminophen in persons consuming widely varying amounts of alcohol. 

Sedatives and hypnotics ("sleeping pills"). Benzodiazepines such as diazepam (Valium) are generally prescribed to treat anxiety and insomnia. Because of their greater safety margin, they have largely replaced the barbiturates, now used mostly in the emergency treatment of convulsions. Doses of benzodiazepines that are excessively sedating may cause severe drowsiness in the presence of alcohol, increasing the risk of household and automotive accidents. This may be especially true in older people, who demonstrate an increased response to these drugs. Low doses of flurazepam (Dalmane) interact with low doses of alcohol to impair driving ability, even when alcohol is ingested the morning after taking Dalmane. Since alcoholics often suffer from anxiety and insomnia, and since many of them take morning drinks, this interaction may be dangerous.The benzodiazepine lorazepam (Ativan) is being increasingly used for its antianxiety and sedative effects. The combination of alcohol and lorazepam may result in depressed heart and breathing functions; therefore, lorazepam should not be administered to intoxicated patients Acute alcohol consumption increases the availability of barbiturates, prolonging their sedative effect. Chronic alcohol consumption decreases barbiturate availability through enzyme activation. In addition, acute or chronic alcohol consumption enhances the sedative effect of barbiturates at their site of action in the brain, sometimes leading to coma or fatal respiratory depression. 

                                        

Self-Management Support Tool

                                                             HEALTHY CHANGES PLAN

Name: __________________________
Date: __________________________

Phone: _________________________

The healthy change I want to make is (very specific: What, When, How, Where, How Often):

My goal for the next month is:

The steps I will take to achieve my goal are:

The things that could make it difficult to achieve my goal include:

My plan for overcoming these difficulties include:

Support/resources I will need to achieve my goal include:

My confidence that I can achieve my goal: (scale of 1-10 with 1 being not confident at all, 

10 being extremely confident) ______

Review date: ______________________
with ______________________

Tips to avoid intoxication

· Aim for maximum1 drink per hour

· Alternate alcohol with non-alcoholic drinks

· Dilute drinks and mixers

· Set a 20 minute “ time-out” between the decision to drink and having the drink

· Avoid drinking in an empty stomach

· Sip drinks, don’t gulp

· Start drinking later in the evening

Advice for coping with high-risk drinking situations 
· Describe when you drink. (e.g.“ I drink with my friends at the bar on the weekend.”)

· Identify triggers to drinking. Possible triggers include social events, coping with negative emotions or situations and habit (e.g. having a bottle of wine every might with dinner.)
· Think of a solution to avoiding the triggers. (e.g. Avoid high-risk situations –stay away from those friends or that particular bar, choose alternate activities –go out with spouse/partner; develop alternate ways to cope with anxiety –go for a walk, call a friend.)
*Cautions*

· Some people are genetically more at risk of ETOH addiction

· Alcohol may contribute to a number of medical problems including hepatitis, cirrhosis, heart disease and cancer. Alcohol consumption has been linked with cancers of the mouth, throat, breast, esophagus, liver, colon and rectum.

· Many medications can interact with alcohol, leading to increased risk of illness, injury, or death.
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