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One in 25 adults in Australia becomes dependent on alcohol at some
stage. GPs play a key role in earlier detection of alcohol dependence

and can provide treatment for withdrawal (where safe to do so),
relapse-prevention medicines and support.

round the world, alcohol is the

leading cause of loss of healthy

life-years for people aged 15 to

49years.! Although many of the
harms of alcohol occur in nondependent
drinkers, dependence on alcohol can have
severe short-term and long-term effects
on physical and mental health. It also
affects family and the community. Many
people drink at risky levels episodically,
for example on a Saturday night or at
football grand finals. Some may drink 15
to 20 standard drinks at these times. Those
who drink more than four standard drinks
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on an occasion are at increased risk of
acute harms such as injury. Others regu-
larly exceed recommended limits, some-
times most days of the week (Box 1).? Any
regular use of alcohol of more than two
small drinks per day increases the risk of
long-term harms from alcohol, such as
hypertension and cancer (e.g. breast or
colon cancer).

The harms multiply when a person is
dependent on alcohol. One in 25 Austral-
ian adults becomes dependent on alcohol
at some time in their life, therefore every
GP needs to be comfortable with its
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KEY POINTS

GPs are the first point of contact
with the health system for most
problem drinkers.

GPs can provide earlier detection
of problem drinking and deliver
brief interventions to raise
motivation for change.

Many alcohol-dependent people
can safely undergo withdrawal
from alcohol at home, supervised
by their GP with daily-dispensed
diazepam.

Medications such as naltrexone,
acamprosate and disulfiram can
be prescribed by the GP after
withdrawal is complete to reduce
cravings for alcohol and prevent
relapse.

Relapse-prevention medicines
can be combined with individual
or group relapse-prevention
approaches.

o A small number of alcohol-

dependent people will require

(or accept) referral to an addiction
specialist or to inpatient
detoxification services.
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prevention and management.® In its most
severe form, alcohol dependence can
behave like a chronic disease, with remis-
sions and relapses. Knowledge of treat-
ment of alcohol dependence has advanced
greatly in the past 20 years. Multiple ran-
domised controlled trials have shown that
treatment can make a difference to out-
comes.”® The earlier that treatment is
offered, the better the prognosis.

This article reviews what a GP can
do to prevent and treat alcohol depend-
ence. This includes screening and brief
intervention, outpatient withdrawal
management and prescribing medicines
to support relapse prevention. Many
patients who drink alcohol at unhealthy
levels will not attend a specialist alcohol
and drug service, so their GP may be
the best-placed health professional to
offer assistance.

Patients who ask for help or are
detected by screening

There is a continuum between low-risk
drinking and dependent drinking. People
can slip into hazardous, harmful or
dependent drinking without realising they
have done so. Others may know they are

having difficulties with their drinking but
may be ashamed to ask for help or not
know that their GP can offer assistance.

Unfortunately, drinking problems are
highly stigmatised in Australia. On aver-
age, people with alcohol dependence have
symptoms for 18 years before accessing
help.” The GP can lessen this delay by
diagnosing alcohol dependence early and
initiating treatment promptly. Alcohol use
should be assessed in every adult patient
as part of preventive health care, and also
when presentations may be alcohol related,
such as in cases of hypertension, insomnia,
mental health conditions, abnormalities
inliver enzyme or triglyceride levels, inju-
ries or family violence (Flowchart).

When is a drinker dependent?
Some people drink regularly at risky levels
(not necessarily every day) and start to
find that drinking is no longer fully under
their control. They may develop a strong
internal drive to drink, and may have
physiological features of tolerance and/or
withdrawal. Alcohol may start to take an
increasingly high priority in their life
(Box 2).5%

A person who is finding it difficult to
control their drinking may plan not to
drink but find that they still do so. They
may plan to stop at one or two drinks but
find themself continuing until all the alco-
hol has gone. Some (but not all) of these
drinkers may experience withdrawal
symptoms such as insomnia and tremors
when they stop drinking or cut down.

Alcohol intake is determined by a mix
of genetics and environment (50:50).°
Identified risk factors for unhealthy drink-
ing include a thrill-seeking personality,
any mental illness and the genetics of a
person’s reward centre (e.g. dopamine or
opioid receptors). Occupations with easy
access to alcohol may increase risk.

Investigations

Brief intervention should be offered by
the GP at the time unhealthy drinking is
discovered, rather than waiting for
investigation results, as the patient may not
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1. NHMRC GUIDELINES TO REDUCE
THE HARM FROM DRINKING (2009)%*

¢ Drinking no more than two standard
drinks on any day reduces the lifetime
risk of harm from alcohol-related
disease or injury. The greater the
consumption, the greater the risk

For healthy men and women,
drinking no more than four standard
drinks on a single occasion reduces
the risk of alcohol-related injury.
The greater the consumption, the
greater the risk

* For women who are pregnant or

planning a pregnancy, or are
breastfeeding, not drinking is safest

* These guidelines are under review at the time of
writing.

return. Measurement of liver enzyme,
electrolyte, urea and creatinine levels are
useful, as well as a full blood examination
and INR. Up to 70% of people who drink
six or more drinks per day have normal
blood test results.” Normal blood test
results do not rule out alcohol dependence
or end organ damage, but a baseline test
is useful. Evidence of elevated liver enzyme
levels can be helpful in raising a patient’s
motivation to stop drinking, and results
that decrease with alcohol cessation
provide valuable positive feedback. If a
patient’s liver enzyme levels are markedly
deranged, their INRis raised or they have
severe or longstanding alcohol dependence,
consider ultrasound and/or FibroScan
(transient elastography). If results are con-
sistent with cirrhosis, consider referral to
a hepatologist, and an alpha fetoprotein
level and a triple-phase CT scan to exclude
hepatocellular carcinoma.

Brief interventions for unhealthy
drinking

For people who drink at hazardous or
harmful levels who are not dependent on
alcohol, a simple brief intervention is
usually all that is required. For those who
are dependent, brief intervention can be
used to build motivation and help engage
the person with further treatment.
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TREATING ALCOHOL DEPENDENCE continued

A SUGGESTED APPROACH TO SCREENING ALL ADULT PRIMARY CARE PATIENTS FOR UNHEALTHY ALCOHOL USE

-

\

Screen annually for unhealthy alcohol use
(e.g. with AUDIT-C)*

v

Drinks within recommended limits

and not pregnant, or does not drink

| v
Drinks above
recommended limits

v

Nondependent
(hazardous or harmful)

}

Brief intervention
Advise to reduce
drinking to NHMRC
limits (or to stop if
pregnant)

y

Review opportunistically
Plan follow up if patient
is higher risk

Consider biochemical
testing annually

* Review

yearly)

* Monitor liver function test results
(monthly initially, reducing to

Further investigations as needed
Thiamine/harm reduction if
patient continues to drink

|
v

Dependent

v

No withdrawal expected

\

¢ Brief intervention: advise
stopping

¢ Discuss relapse-prevention
options (medicines,
counselling, group support)

v

Withdrawal expected

\

* Brief intervention: advise stopping

¢ Discuss withdrawal management and
relapse-prevention options
(medicines, counselling, group support)

v

Safe to manage
withdrawal at home

v

¢ Home withdrawal

v

Needs inpatient
withdrawal management

v

¢ Link to detoxification

management unit or hospital
¢ Thiamine e Thiamine
<——— * At one week: offer * Plan review, including

T support)

relapse-prevention
options (medicines,
counselling, group

offer of relapse-
prevention options
(medicines,
counselling, group
support)

* Alcohol Use Disorders Identification Test-Consumption. Available online at: www.integration.samhsa.gov/images/res/tool_auditc.pdf; www.alcohol.gov.au/internet/
alcohol/publishing.nsf/Content/wwtk-audit-c; www.health.gov.au/internet/alcohol/publishing.nsf/Content/864FDC6AD475CB2CCA257693007CDE3A/ $File/treatqui.pdf.

Different cut-off scores have been used in different settings. Lower cut-offs give higher sensitivity but lower specificity.

A brief intervention is simply a five- to
20-minute conversation about drinking
alcohol that typically has elements sum-
marised by the acronym FLAGS: feed-
back, listening, advice, goal setting and
strategies (Box 3).*" It aims to engage
the patient and help motivate them to
change their drinking, and find ways to
do so.
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Treatment for dependence
Because of the strong internal drive to
drink associated with dependence, stop-
ping drinking often becomes the only
way to regain control. Individuals who
are dependent on alcohol may need
support to change and may benefit from
medicines to help them stop and to stay
abstinent.
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Who needs withdrawal
management?

Sweats, tremor (‘grog shakes’) or insomnia
for the first few days after a person stops
drinking are likely to reflect alcohol with-
drawal. An alcohol-dependent person who
has never stopped drinking for any length
of time may notice a slight tremor or stress
that settles with the first drink of the day.
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2. FEATURES OF ALCOHOL
DEPENDENCE®

¢ A strong internal drive to use alcohol
following regular drinking

* At least two of the following:

— impaired control over drinking

— increasing priority given to drinking;
there is ongoing drinking despite
harm

— physiological features of dependence
may also be present, such as
tolerance to the effects of alcohol,
withdrawal symptoms on stopping
or cutting down; or drinking to
prevent or relieve withdrawal

For regular, heavy drinkers who expe-
rience severe withdrawal symptoms,
stopping alcohol suddenly without
appropriate medication can be dangerous
and sometimes life-threatening. This is
particularly the case for people who have
had seizures or delirium during alcohol
withdrawal. Ensuring early treatment of
withdrawal can reduce its risks and
increase completion rates. If a compli-
cated withdrawal is expected, inpatient
treatment is the safest option.

Management of withdrawal

For many people who experience simple

alcohol withdrawal (without seizures or

delirium) and who are relatively healthy,

withdrawal can be managed at home

(‘home detox’), provided the patient:

« issensible and motivated

« has a suitable supported
environment (not surrounded by
other problem drinkers; no
violence)

+ does not have a history of
benzodiazepine misuse

o does not have a current other
substance-use disorder (except
nicotine and perhaps cannabis use)

« does not have a history of seizures,
as alcohol withdrawal lowers the
seizure threshold

« does not have a history of complicated
withdrawals (e.g. seizures, delirium)

« does not have unstable liver disease

or unstable medical conditions such
as type 1 diabetes.*’

Maximising safety of home withdrawal

The safety of patients undergoing with-

drawal at home can be optimised by the

following:

o Careful patient selection. If people do
not meet the above criteria for
withdrawal at home, they are best to
seek inpatient or residential
withdrawal management

« Daily dispensing of diazepam. This can
be done via a pharmacist or practice
nurse (e.g. the week’s medicines are
put into a Webster pack, stored at the
practice and the appropriate strip is
dispensed daily by a nurse). A person
who presents intoxicated should not
receive any diazepam

« Advice to avoid driving and using
machinery while on diazepam or
while in marked withdrawal.
Dependent drinkers who are unsuita-

ble for a primary care supervised home

detoxification could be referred to an
addiction specialist or for detoxification
in hospital.

A suggested patient handout is pro-

vided on page 33.

Treatment regimens for withdrawal
management
The starting dose of diazepam can be
adjusted to fit the expected severity of
withdrawal. Severity is assessed based on
the person’s past experience of withdrawal
(Table 1); or, for a person who has never
stopped drinking, based on symptoms
before the first drink of the day. Diazepam
is then weaned to nothing within a week.
This is important to avoid the risk of
creating benzodiazepine dependence.
When possible, the person is checked
daily (e.g. by a practice nurse using an
alcohol withdrawal scale).” If tremor,
insomnia, agitation, raised pulse and
blood pressure are not controlled by diaz-
epam a dose increase may be needed.
However, it is important to keep in mind
the possibility of concurrent diagnoses
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3. ELEMENTS OF BRIEF
INTERVENTION: THE FLAGS
ACRONYM**

* Feedback any health problems the
person has already experienced that
may be linked to alcohol (or the risk
they face from their drinking in the
future, with a focus on common
harms, such as sleep problems)

¢ Listen to the person’s response. Have
they already thought about or tried to
change their drinking? Or are they
trying to shut down the conversation?

¢ Advise the person to reduce (or stop)
drinking. Make it clear that you believe
that their health and/or quality of life is
likely to be better if they can not reduce
or stop their drinking. For dependent
drinkers, you can share that if people
find they cannot stop after one or two
drinks, they often find stopping is the
best choice. A motivational interviewing
style can acknowledge the benefits
they see from drinking but help them
weigh these up against current or
future harms

* Goals: Negotiate goals that the
person is prepared to work to (e.g.
cutting down, stopping or simply
reducing the harms from drinking)

Strategies: Help the person identify
practical steps to achieve their goals.
For dependent drinkers this may
include getting alcohol out of the
house, and considering how they will
respond to peer pressure or cope with
stress. Strategies may include options
for withdrawal management and an
overview of relapse-prevention
medicines. For those who do not want to
change, harm-reduction measures can
be discussed (e.g. getting home safely
from a night out, taking thiamine)

(e.g. cerebellar tremor, chest infection).
If the withdrawal fails to come under
control, referral to hospital is indicated.

It is often convenient to begin a home
detoxification on a Monday to ensure
help from a health professional is
available. Dependent drinkers could be
advised to try to slightly reduce levels
until the detoxification can commence.
Marked reductions should be avoided if
the person has a history of seizures.
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TREATING ALCOHOL DEPENDENCE continued

TABLE 1. SAMPLE STARTING DOSES AND DURATION OF DIAZEPAM FOR DIFFERENT SEVERITIES OF WITHDRAWAL

Severity of dependence

Moderate-to-severe
withdrawal

Symptoms and signs

Marked morning tremor
Warm sweaty palms

Starting dose

Anxiety/stress (may have raised
systolic blood pressure and pulse)

Mild-to-moderate
withdrawal

Morning tremor

Mild withdrawal

Insomnia and stress but not tremor

10 mg three times daily

when stopping drinking

With moderate-to-severe withdrawal,
symptoms tend to be worse in the first 48
hours, so dose reduction can start on day
three (e.g. changing from 10 mg four
times daily to 10 mg three times daily,
then each day 10 mg can be reduced from
the dose).

Before and during withdrawal it is
good to discuss with the patient what
steps they will take to help them stay ‘dry’
afterwards. This can include removing
alcohol from the home, avoiding friends
who drink alcohol, keeping busy and
planning treats that do not include

10 mg four times daily*

5 to 10 mg twice daily

Duration of diazepam
regimen

5 to 7 days

5 days

3 to 5 days

alcohol. Relapse-prevention medicines
may be commenced at the end of the with-
drawal syndrome (at about one week).
Patients can be offered counselling or
group support, when available.

If a person has severe and refractory
dependence or a very difficult living

TABLE 2. INFORMATION AND SUPPORT LINES FOR HEALTH PROFESSIONALS AND FOR PATIENTS AND FAMILIES

For health professionals only

State or Service name | Phone

territory

ACT DASAS 1800 023 687

NSW DASAS 1800 023 687

Queensland | Alcohol and 1800 290 928
Drug CAS

SA DACAS (08) 7087 1742

Tasmania DACAS 1800 630 093

NT DACAS 1800 111 092

Victoria DACAS 1800 812 804

WA CAS 1800 688 847

(08) 9442 5042

For patients or their families

Health professionals | Service name
who can use service

(service hours)

All (24/7) ADIS

All (24/7) ADIS

All (8am to 11pm, ADIS

7 days)

Medical ADIS
practitioners,

nurses, pharmacists

All (24/7) ADIS

All (24/7) ADIS

All (24/7) DirectLine
All (24/7) Alcohol and Drug

Support Service

Phone Service provided in
addition to information

(hours)

1800 422 599
(02) 9361 8000

Phone counselling,
support, referrals
(24/7)

1800 250 015
(02) 6207 9977

Advice, referral, intake,
assessment, support
(24/7)

1800 177 833
(07) 3837 5989

Phone counselling,
referral (24/7)

1300 13 1340 Phone counselling,
referral (8:30am to

10pm; 7 days)

1800 811 994
(03) 6233 6722

Phone counselling,
advice, referral (24/7)

1800 131 350 Referral advice, phone

counselling (24/7)

1800 888 236 Phone counselling,

referral (24/7)

1800 198 024
(08) 9442 5000

Phone counselling,
referral (24/7)

Abbreviations: ADIS = Alcohol and Drug Information Service; CAS = Clinical Advisory Service; DACAS = Drug and Alcohol Clinical Advisory Service; DASAS = Drug and Alcohol Specialist
Advisory Service. Note: Information has been checked at the time of publication, but details may change over time. 1800 or 1300 numbers may not be free from mobile phones.
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TREATING ALCOHOL DEPENDENCE continued

4. ONLINE RESOURCES FOR PATIENTS

Hello Sunday Morning celebrates the
lifestyle gains after getting drinking
under control

— www.hellosundaymorning.org

SMART Recovery Australia offers free

groups supporting change, based on

cognitive behavioural therapy

— https://smartrecoveryaustralia.
com.au

Alcoholics Anonymous provides
mutual support groups, supporting
abstinence

— https://aa.org.au

Standard drink calculator (YourRoom,

NSW Health)

— https://yourroom.health.nsw.gov.
au/games-and-tools/Pages/
standard-drink-calculator.aspx

environment, they can consider live-in
rehabilitation programs. Many such pro-
grams require withdrawal from alcohol
before admission. The client can find
programs via the Alcohol and Drug
Information Service (Table 2).

Relapse prevention

In Australia three medicines are approved
for use in relapse prevention in alcohol-
dependent people: acamprosate, naltrexone
and disulfiram. Only acamprosate and
naltrexone are on the PBS. None of these
medicines are addictive and all can be pre-
scribed by a GP. However, none can be used
in pregnancy. Disulfiram is associated with
greater risks, so prescribing guidelines
should be read carefully and advice sought
ifthereis still uncertainty regarding its use.
Advice on prescribing these medicines can
usually be obtained through a regional
drug and alcohol specialist phone advisory
service. Such services exist around Australia
(Table 2).

If one relapse-prevention medicine is
not effective, another can be trialled or
two or more medicines may be combined.
As each works via a different mechanism,
acamprosate and naltrexone can be readily
combined.

Relapse risk is highest in the first three
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months after withdrawal. Medicines
are usually continued for three months,
but if the patient perceives they are helpful
they can be continued for as long as
desired.

Other medicines have been trialled as
relapse-prevention agents (e.g. baclofen,
topiramate), but any use for alcohol
dependence is offlabel, and each has asso-
ciated risks. We recommend specialist
advice before using these medicines for
alcohol dependence. Long-term diazepam
isineffective and hazardous as a treatment
for alcohol dependence. Antidepressants
are ineffective as a treatment for alcohol
dependence.

Support, counselling and groups

None of the relapse-prevention medicines
are magic bullets and none replace the
need for the patient to make a strong
effort and to receive support and, when
available, skilled, practical counselling.
Such counselling may be available
through local drug and alcohol counsel-
lors, psychologists with an interest in
addiction and psychiatrists. Initially
counselling typically focuses on practical
ways to avoid drinking and to deal with
cravings or risk situations, and to main-
tain motivation.

A Mental Health Treatment Plan helps
with affordability of private counselling.
In some parts of the country, there are
free groups to support change and there
are also web resources to support change
(Box 4). If a patient’s whole life has revolved
around alcohol, helping them think about
alternative activities or social networks
is valuable.

Acamprosate
Acamprosate is easy to prescribe. The
main contraindication is renal failure. It
has few drug interactions. Most patients
feel completely normal while taking
acamprosate. Craving for alcohol is
reduced if it is effective. Some patients
taking acamprosate have self-limited
diarrhoea or rash.

Acamprosate works by partially

DECEMBER 2018, VOLUME 19, NUMBER 12

reversing the neuroadaptation to alcohol.
It seems to reduce overactivity at the
N-methyl-D-aspartate receptor. There
are no clear evidence-based guidelines
on which medicine to choose for which
patient, but clinical experience suggests
that acamprosate may be better for those
who have significant neuroadaptation,
such as those who experience marked
withdrawal symptoms (Table 3).*>"?

Acamprosate can be started as soon
as diazepam for withdrawal management
is ceased. It can take up to two weeks to
reach its maximal effect. One drawback
of acamprosate is that the dosage is two
tablets three times daily (with lunchtime
and evening doses reduced to one tablet
in people weighing less than 60kg). The
three times daily dosing may be more
difficult to remember. Acamprosate is
available under a PBS streamlined
authority.

Naltrexone

Naltrexone appears to work by blocking
the ‘reward’ or ‘feel good’ effect of alcohol.
Alcohol indirectly acts on opioid recep-
tors, and naltrexone blocks that action. If
a person slips up and has a drink, this
blocking effect may make it easier for them
to stop.

Naltrexone has advantages because it
is given as one tablet per day. Clinical
experience suggests that it can also be
useful for drinkers for whom the enjoy-
ment of drinking (rather than withdrawal
relief) is a strong driver. If a person says
they want to stop but appears ambivalent,
naltrexone may reduce the ‘pull’ of alcohol.
Naltrexone can also be a good choice for
episodic heavy drinkers, who are depend-
ent but may not drink every day and may
have little or no withdrawal symptoms.
The genetics of the person’s reward centre
may influence whether or not naltrexone
will work well, but there is no practical
way to test this in advance.

The chief contraindication to naltrex-
one is chronic opioid use or the need to
take opioids for pain. Naltrexone can
precipitate severe opioid withdrawal.
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TABLE 3. COMPARISON OF RELAPSE-PREVENTION MEDICINES*1213

Feature Acamprosate

Contraindications Renal failure
PBS conditions
May help with craving ++

May help with residual +
anxiety from the withdrawal

Streamlined authority

Naltrexone

Opioid dependence
Need for opioids
Decompensated cirrhosis

Phone authority

Disulfiram

Health conditions that could render the disulfiram-
alcohol reaction too risky (e.g. coronary heart
disease, unstable hypertension, unstable diabetes)

No subsidy (costs about $70 per month)

+ (+) (only because the person knows that they
cannot drink)

Reduces the reward of — 4k +
drinking

Causes aversive reaction - - dudL

+ and ++: The number of plus signs reflects relative size of the expected effect; however, this varies from person to person: — = no effect.

There is a rare risk of increased liver
enzyme levels from naltrexone. But this
risk has to be balanced against the
common risk of alcohol causing liver
problems. If a person has decompensated
cirrhosis (jaundice, ascites) naltrexone
should be avoided.

It is important to advise patients that
naltrexone blocks strong painkillers. If
surgery is planned, they need to stop tak-
ing naltrexone at least 48 hours in advance.
If emergency analgesia is needed, high-
dose opioids or nonopioid alternatives
such as nerve block or ketamine may be
required.

Most people feel normal on naltrexone.
Some experience nausea soon after start-
ing treatment. For that reason, it can be
helpful to start on halfa tablet (25 mg) for
a day or two, before increasing to a full
tablet (50 mg) daily.

The person can start on naltrexone at
any time, but typically it is commenced
when the withdrawal is almost finished.
One reason for this is that alcohol with-
drawal can cause nausea, and naltrexone
may exacerbate this. There has been lim-
ited research trialling the use of naltrex-
one while someone is still drinking. Such
an approach should be avoided in people
who have seizures, as alcohol reduction
could trigger a seizure.

Naltrexone is available under the PBS,
under authority. Like acamprosate, the
requirement of the subsidy is treatment
of alcohol dependence with a goal of
abstinence.

Disulfiram

Disulfiram has been used in relapse pre-
vention for many decades, but is not sub-
sidised under the PBS so is more expensive
for the patient than acamprosate and
naltrexone. Sometimes supply can belim-
ited, and the patient may need to access a
compounding pharmacy. Disulfiram
inhibits aldehyde dehydrogenase, leading
to acetaldehyde accumulation after drink-
ing alcohol. Acetaldehyde is associated
with many unpleasant symptoms.

After only a sip or two of alcohol, the
person taking disulfiram typically expe-
riences headaches, palpitations, flushing,
nausea, vomiting and low blood pres-
sure.'” The reaction can be severe enough
to result in hospitalisation. Because of the
severity of this reaction, the risks and
potential benefits of disulfiram need to
be carefully weighed up. It is typically
reserved for situations when the person
has had so many adverse effects from
alcohol that they risk losing their job or
spouse, or ending up in prison; or when
all other treatments have failed and
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dependence is severe. The patient needs
careful education to avoid medicines or
foods that might contain alcohol.

Disulfiram works best when the patient
asks someone (typically a family member)
to observe the daily dose. If no one else is
available, a pharmacist may be recruited
to do this. As disulfiram does not directly
reduce craving, this support and super-
vision is important; without it, the success
rate is low. Disulfiram cannot be started
until 72 hours after the last drink, because
alcohol is metabolised at an average rate
of one standard drink per hour.

Thiamine

All dependent drinkers should be advised
to take thiamine ata dose of atleast 100mg
daily to prevent Wernicke’s encephalop-
athy. Once the person stops drinking,
they can continue on a 100 mg tablet daily
for one month, then stop. Thiamine is
subsidised under the PBS for Aboriginal
and Torres Strait Islander patients. If there
are signs of poor nutrition, consider giving
parenteral thiamine immediately (e.g.
100 mg intramuscularly). Acute onset of
confusion, ataxia or eye signs such as
nystagmus (when sober) or paralysis of
lateral gaze could be Wernicke’s enceph-
alopathy. This is a medical emergency,
requiring prompt IV thiamine.
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TREATING ALCOHOL DEPENDENCE continued

Treatment of concurrent anxiety
and/or depression

Concurrent anxiety and/or depression
is common with alcohol dependence.
Most mood disorders improve when the
person stops drinking, so unless the
depression is severe, medical treatment
of depression is usually deferred for a
month after alcohol cessation. If an anti-
depressant is required, choose one that
is less likely to cause anxiety as a side
effect (e.g. mirtazapine). Mental Health
Care Plans can be used to refer patients
to psychologists for alcohol-relapse
prevention (including motivational
interviewing and specific relapse-
prevention techniques) and for comorbid
mental health conditions.

Rural and remote settings
Sometimes the nearest residential detox-
ification or rehabilitation service may be
many hours’ drive away, and the person
seeking treatment may go into withdrawal
en route.

Home detoxification can be conducted
in remote areas, and telehealth services
can be used to refer patients for consulta-
tions with addiction specialists. Contacts
are listed on the Australian College of
Rural and Remote Medicine Telehealth
Provider Directory (www.ehealth.acrrm.
org.au/provider-directory?term=&-
type%5Bconsultant%5D=consultant).
Adpvice is also available through drug
and alcohol clinical/specialist advisory
services.

When possible, any patient with a
history of seizures should have with-
drawal managed as an inpatient. If this
is not possible, early initiation of diaze-
pam (typically 10mg four times daily)
helps prevent seizures. Diazepam can be
started when the person is no longer
intoxicated but before withdrawal symp-
toms start, as withdrawal seizure can
precede tremor. Patients whose with-
drawal is expected to be complicated (e.g.
those with unstable epilepsy) are best
transferred for supervised detoxification
in hospital.
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Conclusion

Many dependent drinkers are reluctant
to seek help or a specialist alcohol treat-
ment service. The GP plays a key role in
earlier detection, building motivation for
change and increasing access to treatment
for dependence. Alcohol withdrawal can
be managed by GPs in carefully selected
cases and specialist support is available
from phone advisory services. Relapse-
prevention medicines can be prescribed
by GPs and improve prognosis in alcohol
dependence. They can be combined with
individual or group support or behav-
ioural treatments. M

References

1. Lim SS, Vos T, Flaxman AD, et al. A comparative
risk assessment of burden of disease and injury
attributable to 67 risk factors and risk factor
clusters in 21 regions, 1990-2010: a systematic
analysis for the Global Burden of Disease Study
2010. Lancet 2013; 380: 2224-2260.

2. National Health and Medical Research Council.
Australian guidelines to reduce health risks from
drinking alcohol. Canberra, Australia: Commonwealth
of Australia; 2009.

3. Teesson M, Hall W, Slade T, et al. Prevalence
and correlates of DSM-IV alcohol abuse and
dependence in Australia: findings of the 2007
National Survey of Mental Health and Wellbeing.
Addiction 2010; 105: 2085-2094.

4. Haber P, Lintzeris N, Proude E, Lopatko O.
Quick reference guide to the treatment of alcohol
problems: companion document to the guidelines
for the treatment of alcohol problems. Canberra:
Australian Government Commonwealth Department
of Health and Ageing; 2009.

5. Haber P, Lintzeris N, Proude E, Lopatko O. Guide-
lines for the treatment of alcohol problems. Canberra:
Australian Government Commonwealth Department
of Health and Ageing; 2009.

6. Jonas DE, Amick HR, Feltner C, et al. Pharma-
cotherapy for adults with alcohol use disorders in
outpatient settings: a systematic review and meta-
analysis. JAMA 2014; 311: 1889-1900.

7. Chapman C, Slade T, Hunt C, Teesson M. Delay
to first treatment contact for alcohol use disorder.
Drug Alcohol Depend 2015; 147: 116-121.

8. WHO. ICD-11 for Mortality and Morbidity
Statistics (ICD-11 MMS). WHO; 2018. Available
online at: https://icd.who.int (accessed

November 2018).

9. Whitfield JB, Zhu G, Madden PA, Neale MC,

DECEMBER 2018, VOLUME 19, NUMBER 12

Heath AC, Martin NG. The genetics of alcohol
intake and of alcohol dependence. Alcohol Clin Exp
Res 2004; 28: 1153-1160.

10. Conigrave KM, Davies P, Haber P, Whitfield JB.
Traditional markers of excessive alcohol use
[invited review]. Addiction 2003; 98(Suppl 2): 31-43.
11. Saunders JB, Kypri K, Walters ST, Laforge RG,
Larimer ME. Approaches to brief intervention for
hazardous drinking in young people. Alcohol Clin
Exp Res 2004; 28: 322-329.

12. Center for Substance Abuse Treatment.
Incorporating Alcohol Pharmacotherapies Into
Medical Practice. Rockville, MD: Substance Abuse
and Mental Health Services Administration; 2009.
13.Lee K, Freeburn B, Ella S, Miller W, Perry J,
Conigrave K. Handbook for Aboriginal alcohol and
drug work. Sydney: The University of Sydney; 2012.
Available online at: http://sydney.edu.au/
medicine/addiction/indigenous/resources/index.
php (accessed November 2018).

Further reading

Saunders JB, Conigrave KM, Latt NC, et al, eds.
Addiction Medicine. 2nd ed: Oxford University
Press; 2016.

Haber P, Day C, Farrell M, eds. Addiction medicine:

principles and practice. Melbourne, Australia: IP
Communications; 2015.

COMPETING INTERESTS: None.

FUNDING: Professor Conigrave is supported by an
NHMRC Practitioner Fellowship (APP1117582).

Associate Professor Morley is supported by a NSW
Health mid-career translational research fellowship.

ONLINE CPD JOURNAL PROGRAM

Which patients should be screened
for alcohol use?

F e RS ..

=

Review your knowledge of this topic
and earn CPD points by taking part
in MedicineToday’s Online CPD Journal
Program. Log in to
www.medicinetoday.com.au/cpd

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2018.

© BRIANA JACKSON/ISTOCKPHOTO.COM


http://www.ehealth.acrrm.org.au/provider-directory?term=&type%5Bconsultant%5D=consultant
http://www.ehealth.acrrm.org.au/provider-directory?term=&type%5Bconsultant%5D=consultant
http://www.ehealth.acrrm.org.au/provider-directory?term=&type%5Bconsultant%5D=consultant
https://icd.who.int
http://sydney.edu.au/medicine/addiction/indigenous/resources/index.php
http://sydney.edu.au/medicine/addiction/indigenous/resources/index.php
http://sydney.edu.au/medicine/addiction/indigenous/resources/index.php
https://medicinetoday.com.au/cpd



