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SUMMARY

Alcohol use disorders (AUD) are common, particu-
larly in patients attending mental health services.
Clinicians are often hesitant to explore with patients
their relationship with alcohol and the role that it
has in their presenting complaint, despite being
ideally placed to optimise on a ‘teachable moment’
and initiate treatment, where necessary. This article
provides an overview of AUD and their identification
and management options.
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Alcohol use disorders (AUD) are common and dis-
abling conditions, with 3 million deaths worldwide
(5.3% of all deaths) and 7.2% of prematuremortality
attributable to alcohol consumption in 2016 (World
Health Organization 2018). In 2016 approximately
31% of men and 16% of women in England reported
drinking at increased- or higher-risk levels (Fuller
2017). In 2018 there were 337 000 hospital
admissions in England (2.1% of all admissions) pri-
marily attributed to alcohol and 1.1 million (7%) in
which an AUD was the primary or secondary
diagnosis (NHS Digital 2018). Alcohol dependence
(as per ICD-10; World Health Organization 1992)
or severe alcohol use disorder (DSM-5; American
Psychiatric Association 2013) is frequently under-
treated, with estimates of treatment in less than
10% of affected of individuals in Europe (Rehm
2013) and 25% in the USA (Hasin 2007). There is
a good evidence base for the effectiveness of treat-
ments for managing alcohol withdrawal symptoms
(Amato 2011), assisting relapse prevention and
reducing alcohol consumption to help reduce

harms (National Institute for Health and Care
Excellence [NICE] 2011; Lingford-Hughes 2012;
Jonas 2014).
As alcohol is a small molecule that is widely distrib-

uted throughout the body, it can cause myriad harms
affecting most of the body’s organs and systems. As a
psychoactive substance, alcohol has a particularly
harmful impact on mental health, through intoxica-
tion, physical and psychological dependence and
withdrawal states, as well as having a detrimental
effect on cognitive and affective functioning.
AUD are one of the most prevalent comorbidities

in people with mental illness. A Norwegian Patient
Registry study found that AUD was the most
common comorbid substance use disorder in every
diagnostic group (Nesvåg 2015). Five-year preva-
lence rates of AUD were 4.4% in people with depres-
sion, 4.6% in those with schizophrenia and 8.1% in
those with bipolar disorder. Similarly, a Danish
Psychiatric Register found lifetime prevalence of
AUD in individuals with psychoses of 27.6%, in
bipolar disorder of 27.9% and in depression of
20.9% (Toftdahl 2016). UK studies of psychiatric
in-patients have found prevalence rates of comorbid
AUD of between 37 and 51% in men and 13 and
29% of women on admission (Weaver 2003;
Sinclair 2008).
AUD specifically, and other substance use more

generally, should be considered the expectation
and not the exception for patients attending
mental health services, given the population rates
of use and the increased likelihood of use in vulner-
able groups (Carra 2009). It is well-recognised that
people who have a comorbid substance use disorder
have worse outcomes than those who do not (e.g.
Swartz 2008; Howland 2009; Davis 2010) and yet
levels of alcohol use are often poorly documented
in patients’ notes, and models of care within most
mental health services in the UK’s National Health
Service (NHS) do not encourage integration of treat-
ment for comorbid AUD. This situation is made
worse by the commissioning systems within the
UK, which have separated provision of care for
people with addictions from the NHS and into
local authorities, leaving patients frequently inad-
equately managed in one or other system, or
unable to access either.
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The aim of this article is to encourage psychia-
trists and all mental health professionals to be
more confident and competent in the identification
and management of comorbid AUD to enhance clin-
ical practice and improve outcomes for patients.

Definitions
Until recently both ICD and DSM dichotomised the
disorders associated with alcohol use into ‘depend-
ence’ for the most severe use (ICD-10; World
Health Organization 1992; DSM-IV; American
Psychiatric Association 2000) and ‘harmful use’
(ICD-10) or ‘alcohol abuse’ (DSM-IV) for patients
with less severe complications from their alcohol
use. DSM-5 (American Psychiatric Association
2013) marks a change in how alcohol use disorders
are conceptualised, with a single broader diagnosis
of ‘alcohol use disorder’. This defines the impact of
alcohol use on an individual as a spectrum from
mild through moderate to severe, better reflecting
the natural history of the disorder, removing some
of the stigma and encouraging a broader perspective
to be taken in management than the earlier diagnos-
tic systems engender.
DSM-5 lists 11 potential criteria for alcohol use

disorder, covering four main aspects of alcohol use
(impaired control, social impairment, risky use and
pharmacological effects). Meeting the criteria for
any 2–3 of these is defined as mild alcohol use dis-
order, 4–5 as moderate and 6 or more as severe
(Box 1).
ICD-10 continues to keep the dichotomised defini-

tions of ‘harmful use’ (F10.1) and ‘dependence syn-
drome’ (F10.2) in relation to psychoactive
substances, but this is likely to change in ICD-11.
ICD-10 ‘harmful use’ is defined as a pattern of use

that is causing damage to health. The damage may
be physical (e.g. alcohol-related liver disease) or

mental (e.g. episodes of depressive disorder).
A ‘dependence syndrome’ is diagnosed when a
person has three or more physiological, behavioural
and cognitive phenomena clustering together over
the course of a year, in which the substance (e.g.
alcohol) use takes on a much higher priority than
other previously valued behaviours. A criterion
common across the diagnostic classifications for
dependence (or ‘severe alcohol use disorder’ in
DSM-5) is the appearance of a withdrawal syndrome
in the relative, or absolute, absence of alcohol. The
symptoms and potential complications are covered
in detail in the section ‘Management of alcohol with-
drawal’ below.
Interestingly, neither diagnostic system includes

the actual level of alcohol consumed (in terms of
units per day) as part of its criteria, and there is a
further argument that being able simply to note
how much an individual is drinking may be a more
objective and less stigmatising way of recording
current alcohol use (Nutt 2014). Although this has
good face validity, in terms of recognising the
range of harms that alcohol might cause across the
spectrum of use, it does not include any measure of
impairment (physical, psychological or social),
which is not always correlated with level of use, espe-
cially in people with mental health problems, who
may develop significant impairment from alcohol
at lower levels of consumption.
The most recent guidance from the UK Chief

Medical Officers (Department of Health 2016a)
has redefined the levels of lower-risk drinking to
take into account the accruing evidence of harm on
long-term conditions (including cancer) at lower sus-
tained levels of alcohol consumption. Lower-risk
drinking is now defined as ‘a level around and a
little below that which would be suggested by an
analysis of absolute 1% lifetime risk of death’
(Department of Health 2016b: p.15) and, based on

BOX 1 DSM-5 criteria for alcohol use disorder

In the past year have you:

1 Had times when you ended up drinking more, or
for longer, than you intended?

2 More than once wanted to cut down or stop
drinking, or tried to, but couldn’t?

3 Spent a great deal of time on activities neces-
sary to obtain alcohol, use alcohol or recover
from its effects?

4 Spent a lot of time drinking? Or being sick or get-
ting over other after-effects?

5 Found that drinking – or being sick from drinking
– often interfered with taking care of your home

or family? Or caused job troubles? Or school
problems?

6 Continued to drink even though it was causing
trouble with your family or friends?

7 Given up or cut back on activities that were
important or interesting to you, or gave you
pleasure, in order to drink?

8 More than once got into situations while or after
drinking that increased your chances of getting
hurt (such as driving, swimming, using machin-
ery, walking in a dangerous area or having
unsafe sex)?

9 Continued to drink even though it was making
you feel depressed or anxious or adding to
another health problem? Or after having had a
memory blackout?

10 Had to drink much more than you once did to get
the effect you want? Or found that your usual
number of drinks had much less effect than
before?

11 Found that when the effects of alcohol were
wearing off, you had withdrawal symptoms?

(American Psychiatric Association 2013)
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the integration of harms across a range of condi-
tions, this has been set at 14 (UK) units of alcohol
per week for both men and women. Box 2 outlines
the CMO recommendations in three main areas:
regular drinking, single occasions of drinking and
drinking in pregnancy.

Alcohol-related health literacy among
clinicians
Health professionals often feel uncomfortable asking
about alcohol use, especially if they do not feel con-
fident in their ability to estimate levels of alcohol
consumption. Studies of medical students have
shown that overall levels of alcohol health literacy
(e.g. being able to estimate units of alcohol or under-
stand the content of common alcohol-containing
drinks) are low (Sinclair 2016a, 2019a).
There appears to be a positive correlation between

clinicians’ personal alcohol consumption (Das 2009,
2014) and being more prepared to ask about, and
manage, patients’ alcohol problems. The same was
found in those who engaged in more CPD about
alcohol (Kaner 2001).
In a recent study of women presenting to breast

health services concerned about breast cancer, we
found that there was often what we termed a ‘collu-
sion of denial’. This was where staff stated that they
assumed that if patients were concerned or wished to
talk about alcohol they would raise the topic,
whereas patients assumed that if alcohol was a rele-
vant factor in the management of their health then
staff (surely) would be asking about it (Sinclair
2019b).

All clinicians need to have the competencies to feel
confident to identify, assess and manage AUD
(NICE 2011; Sinclair 2012). The Wessex Recent
In-Patient Suicide Study (King 2001) found that
there were very low levels of recorded alcohol histor-
ies in patient notes, but that where alcohol use was
identified it appeared protective against suicide. In
a recent audit, a similar level of poor recording
was found for patients with sufficiently severe
AUD to require alcohol withdrawal management
on admission (Paton 2015).

Alcohol units and ABV percentages
Knowing how many units of alcohol a person drinks
per day or week will give an objective and useful
baseline level of alcohol use. This requires health
professionals to be aware of how to estimate
alcohol use and take the responsibility for asking
patients, who frequently expect to be asked, about
their alcohol use. One unit of alcohol in the UK is
equivalent to 8 g or 10 mL of pure alcohol.
Labelling of alcohol requires the alcohol by volume
(ABV) percentage to be listed on products, which
enables an easy estimation of alcohol content. The
ABV is equivalent to the number of units in 1 L of
that drink. Therefore, if a particular drink (e.g.
spirits) is 40% ABV there will be 40 units in 1 L,
4 in 100 mL and a single unit in a 25 mL ‘shot’.
Even with limited personal knowledge of alcohol-
containing beverages, a clinician should be able to
gain a good approximate alcohol history by asking
about the approximate strength and volume of
alcohol consumed. This is a basic competence
needed to identify patients who may have an AUD
so that an effective management plan can be tailored
to their needs.

Identification of AUD

Validated tools to assist identification
Use of a validated screening tool such as the Alcohol
Use Disorders Identification Test – Consumption
(AUDIT-C; Bush 1998), which comprises the first
three questions of the AUDIT (Saunders 1993), is
recommended as a routine part of all clinical assess-
ments, and also requires an understanding of
alcohol units (discussed above) to guide a patient
through answering it effectively. The AUDIT-C
gives information on level of consumption, generat-
ing a score between 0 and 12 and indicating when
a more comprehensive assessment is required (a
score ≥5). If a more comprehensive assessment is
indicated, the full 10 questions of the AUDIT are
advised (with a maximum score of 40), which
include sections on harms and symptoms of depend-
ence (Table 1). A score of 0–7 indicates low risk,
8–15 increasing risk, ≥16 higher risk, with ≥20

BOX 2 UK Chief Medical Officers’ guidelines on drinking

The CMO guidelines have three main
recommendation areas:

A weekly guideline for regular drinkers

• Try not to drink more than 14 units per
week to avoid the health risks associated
with low-level drinking

• If you regularly drink 14 units per week,
spread it out over 3 or more days

• Any amount of regular drinking increases
the likelihood of a multitude of illnesses
(e.g. mouth/throat/breast cancer)

• Cut down regular drinking and imple-
ment several drink-free days during the
week

Guidance on single drinking episodes

• Limit the amount you drink on any single
occasion

• Drink slowly, alternate with water, and eat
food

• Plan ahead (e.g. how to get home safely)

• Be aware that alcohol affects some groups
of people more than others (e.g. those
susceptible to falls or people on certain
medications)

Pregnancy and drinking guideline

• To keep risks to the baby at a minimum, do
not drink any alcohol

• Drinking during pregnancy can cause long-
term harm to the baby and the more you
drink, the greater the risk

• If you have drunk small amounts of alcohol
before finding out you are pregnant, or
during pregnancy, risk of harm to the baby
is likely to be low

(Department of Health 2016a)
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indicating possible dependence. The CAGE screen-
ing questions (Do you think you should Cut down?
Do you get Annoyed being asked about your
alcohol? Do you feel Guilty about the amount you
drink? Do you need an ‘Eye opener’?) are not recom-
mended, as CAGE gives no objective assessment of
the frequency and quantity of alcohol use, and it
has low sensitivity for identifying moderate levels of
harm (which may still be a significant contributor to
the patient’smental state) (Shields 2004). In addition,
it is counter to the principles of motivational inter-
viewing andmay be countertherapeutic (NICE2011).

Management principles
The trajectory of alcohol use from occasional,
through habitual to daily dependent use is a complex
interplay between genetic vulnerabilities, environ-
mental factors, and habitual and learned beha-
viours. Management of patients presenting with
AUD will need to be tailored depending on: the pre-
senting complaint; level and duration of use; severity
of dependence; the presence of any additional
comorbid substance use disorders; physical and/or
mental health conditions; and motivation to change.
Management always needs to start with engage-

ment of the patient in the process and understanding

their initial goals for treatment (which may well
change with time). Following this, the focus of
treatment may be on reduction of use, medically
assisted withdrawal (detoxification or ‘detox’) or
relapse prevention. A psychological framework is
the basis of all AUD treatment, exclusively so at
less severe levels, but all pharmacological manage-
ment of more severe AUD needs to be delivered
within such a framework. In addition, patients
may benefit from adjuvant psychological therapies
(e.g. mindfulness (Chiesa 2014), cognitive–behav-
ioural therapy (McHugh 2010)) to help manage
comorbid psychological distress and develop
broader psychological resilience and alternative
coping strategies to alcohol use.

Engagement, brief interventions and
psychosocial principles
Psychosocial interventions underpin all manage-
ment of AUD, exclusively so at increased-risk drink-
ing levels (non-dependent use >14 units of alcohol
per week), but also for patients with alcohol depend-
ence who require pharmacological interventions as
well. There is a substantial evidence base for the
effectiveness of brief interventions, which can be as
simple as giving someone an information leaflet

TABLE 1 Alcohol Use Disorders Identification Test (AUDIT) and AUDIT-Ca questions

Questions

Scoring system
Your
score0 1 2 3 4

1. How often do you have a drink containing alcohol?a Never Monthly or less 2–4 times per month 2–3 times per
week

4 times or more per week

2. How many units of alcohol do you drink on a typical day
when you are drinking?a

0–2 3–4 5–6 7–9 10 or more

3. How often have you had 6 or more units (if female) or 8 or
more (if male) on a single occasion in the last year?a

Never Less than monthly Monthly Weekly Daily or almost daily

Total AUDIT-C score (max. 12)
4. How often during the last year have you found that you

were not able to stop drinking once you had started?
Never Less than monthly Monthly Weekly Daily or almost daily

5. How often during the last year have you failed to do what
was normally expected from you because of your
drinking?

Never Less than monthly Monthly Weekly Daily or almost daily

6. How often during the last year have you needed an
alcoholic drink in the morning to get yourself going after
a heavy drinking session?

Never Less than monthly Monthly Weekly Daily or almost daily

7. How often during the last year have you had a feeling of
guilt or remorse after drinking?

Never Less than monthly Monthly Weekly Daily or almost daily

8. How often during the last year have you been unable to
remember what happened the night before because you
had been drinking?

Never Less than monthly Monthly Weekly Daily or almost daily

9. Have you or somebody else been injured as a result of
your drinking?

No Yes, but not in the past year Yes during the past year

10. Has a relative or friend, doctor or other health worker
been concerned about your drinking or suggested that
you cut down?

No Yes, but not in the past year Yes during the past year

Total AUDIT score (max. 40)

a. Questions 1–3 comprise the Alcohol Use Disorders Identification Test – Consumption (AUDIT-C).
Source: Babor TF, Higgins-Biddle JC, Saunders JB, et al. (2001) AUDIT: The Alcohol Use Disorders Identification Test. Guidelines for Use in Primary Health Care (2nd edn). World Health Organization (https://
apps.who.int/iris/handle/10665/67205).
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(Kaner 2018), but making the ‘teachable moment’
more salient, by linking the information to the
patient’s own concerns and giving clear and consist-
ent advice embedded within the wider management
plan, may enhance their effectiveness.
For some, simply being made aware of the

amount they are drinking (by giving feedback on
their answers to the AUDIT-C) may be sufficient
to make changes. For others, this is a necessary
beginning but not in itself sufficient to alter their
alcohol consumption. Motivational interviewing
principles are a key part of all psychosocial inter-
ventions aiming to engage people’s intrinsic motiv-
ation to change their behaviour (Rollnick 1995). It
is used more broadly in many aspects of practice
and is increasingly a core psychiatric competence.
It is used in a range of techniques, including under-
standing the patient’s frame of reference and degree
of readiness to change and affirming patient’s
agency and choices. An excellent summary of prin-
ciples and practice is provided in an earlier article
in this journal (Treasure 2004).
In addition, one of the simplest behaviour change

techniques with the best evidence for effectiveness is
monitoring of alcohol consumption (Michie 2012).
This not only gives a prospective, ideally daily,
record of what is being drunk, but more importantly
makes consumption more conscious, helps the
patient identify their patterns of behaviour and
affords the opportunity for discussion about how
they may be able to make changes. There are
many resources to enable people to do this, and
the Public Health England resources on the One
You website (https://www.nhs.uk/oneyou/for-your-
body/drink-less/) are a good place to signpost both
patients and carers, as well as colleagues looking for
an introduction to brief alcohol interventions. For
many people, especially those with comorbid mental
illness, alcohol use has become a significant social
activity, and so any serious attempts to enable
change will need to consider how else they might
spend their time and engage in other activities that
are exclusive of alcohol consumption.
The NICE guidelines (NICE 2011) recommend

that, for higher-risk drinkers and people with mild
alcohol dependence, psychological interventions
(such as cognitive–behavioural therapies, behav-
ioural therapies or social network and environment-
based therapies) focused specifically on alcohol-
related cognitions, behaviour, problems and social
networks should be offered. For higher-risk drinkers
who have a regular partner who is willing to partici-
pate in treatment, behavioural couple’s therapy
may be of benefit.
For many patients who present in crisis, their

physical symptoms of alcohol withdrawal are the
most pressing medical management problem

needing to be addressed. However, medically assisted
withdrawal is an opportunity for engagement and
fuller assessment and should never be undertaken
in isolation, but always as the first step in a wider
harm reduction or relapse prevention plan.

Management of alcohol withdrawal

Identification of alcohol dependence and need for
medically assisted withdrawal

Although many patients can be successfully
withdrawn from alcohol in community settings
(Nadkarni 2017), withdrawal is best undertaken
as part of a planned treatment package based on
local protocols with good monitoring and support,
to minimise risks and optimise treatment outcomes.
Unplanned medically assisted withdrawal for
patients presenting in crisis is not advised in the
community (NICE 2011).
For those with mild to moderate dependence, and

no significant other comorbidities, a planned out-
patient-based medically assisted withdrawal pro-
gramme in the community consisting of medication
and psychosocial support (including motivational
interviewing), is recommended. This should be fol-
lowed by an intensive community programme that
includes relapse prevention medication (see
‘Management of relapse prevention’ section below),
psychological interventions such as individual treat-
ments, group treatments, psychoeducational inter-
ventions, help to attend self-help groups, family
and carer support and involvement, and case man-
agement (NICE 2011).
For patients admitted to psychiatric in-patient

units, who may require an unplanned medically
assisted withdrawal from alcohol as part of their
treatment, NICE quality standards apply (NICE
2011). Using these quality standards, an audit by
the Prescribing Observatory for Mental Health
(POMH-UK) examined the clinical practice stan-
dards of 43 mental health trusts using the cases of
1143 patients who required a medically assisted
withdrawal from alcohol while on an in-patient
ward (Paton 2015). Of those in the audit, 70%
were undergoing unplanned withdrawal and 21%
were undergoing their first recorded detoxification.
Of note, only one third recorded the number of
years since the alcohol problem was first identified,
and just over two-thirds recorded the daily number
of units consumed prior to admission. No standar-
dised assessments of alcohol use or withdrawal
were used in half of the cases audited, suggesting
inadequate assessment to formulate an appropriate
management plan for the majority of patients.
Patients identified as being at risk of alcohol with-

drawal syndrome need to be monitored regularly,
ideally using a standardised tool – such as the

Sinclair & O’Neill

86 BJPsych Advances (2020), vol. 26, 82–91 doi: 10.1192/bja.2019.61

https://doi.org/10.1192/bja.2019.61 Published online by Cambridge University Press

https://www.nhs.uk/oneyou/for-your-body/drink-less/
https://www.nhs.uk/oneyou/for-your-body/drink-less/
https://www.nhs.uk/oneyou/for-your-body/drink-less/
https://doi.org/10.1192/bja.2019.61


Clinical Institute Withdrawal Assessment for
Alcohol, Revised (CIWA-Ar; Sullivan 1989) or the
Glasgow Modified Alcohol Withdrawal Scale
(GMAWS; Benson 2012) – to evaluate the need to
start medication. This is particularly important in
patients with a history of complicated or severe
alcohol withdrawal, and those who have a history
of seizures during alcohol withdrawal.
There have been numerous reviews of the evi-

dence for medically assisted withdrawal from
alcohol (Minozzi 2010; NICE 2010, 2011; Amato
2011) and, taken together with expert opinion
(Lingford-Hughes 2012), the clear consensus for
management of withdrawal on general in-patient
wards is to start a withdrawal regime with a fixed
dose of a benzodiazepine (most commonly chlordi-
azepoxide) for 5–7 days. Given the significant inter-
personal variation in alcohol withdrawal symptoms
(Table 2), the response requires careful monitoring
to ensure that patients are adequately treated but
not oversedated. The length of time before patients
demonstrate signs of alcohol withdrawal is also vari-
able. Some will start exhibiting quite severe alcohol
withdrawal symptoms despite still having significant
amounts of alcohol in their system; this should not
be a reason to withhold medication but seen as an
indicator of the likely severity of withdrawal. For
others, withdrawal symptoms will not start to
present until after they have been in hospital and
off alcohol for 24–48 h: this can be especially prob-
lematic in terms of correct diagnosis and manage-
ment if patients are missed as being at risk of
alcohol withdrawal syndrome at admission.
All patients screened as likely to be alcohol de-

pendent (scoring ≥20 on the AUDIT) or diagnosed
as such should also be assessed for Wernicke–
Korsakoff syndrome and the need for thiamine and
other vitamin B supplementation (discussed in the
section ‘Wernicke–Korsakoff syndrome’ below).

Management of complicated alcohol withdrawal
The majority of patients correctly identified in the
early stages of alcohol withdrawal syndrome and

managed on a reducing regime of chlordiazepoxide
(most NHS trusts have their own policy for how
this should be done) have an uncomplicated
course. However, for a minority of patients, their
outcomes are complicated by the development of
delirium tremens or Wernicke–Korsakoff syn-
drome, and those at high risk will require admission
to an acute medical setting, as the facilities required
to manage them (intravenous access, etc.) are rarely
available in psychiatric settings.

Delirium tremens

Delirium tremens is more likely to present in older,
medically compromised patients with a long
history of alcohol dependence and poor nutritional
state. It is often preceded by symptoms of alcohol
withdrawal, and seizures may herald its onset. It
has a fluctuating course, and in addition to the
symptoms of alcohol withdrawal syndrome, patients
have a range of clinical features, including auto-
nomic hyperactivity, marked agitation, clouding of
consciousness, perceptual disturbances and para-
noid delusions. These may be misdiagnosed as a
psychotic episode, but the time frame involved and
associated autonomic arousal (Table 2) should
help with correct diagnosis. All patients should be
transferred to an acute medical ward for manage-
ment, as left untreated the mortality rate is 1–15%.
Delirium tremens usually lasts 2–3 days but can
last for several weeks. The first-line medication for
both prevention and treatment are benzodiazepines,
with the aim of achieving a light sedation.
Antipsychotic medications should only be used as
an adjuvant to adequate diazepam doses to control
more intractable agitation (Haber 2009).

Wernicke–Korsakoff syndrome

Wernicke–Korsakoff syndrome should be assumed
in any confused alcohol-dependent patient until
proven otherwise. Although the classic triad of
symptoms for the syndrome are confusion, ataxia
and ophthalmoplegia, in reality confusion may be
the only sign present in 80% of patients. Owing to

TABLE 2 Timing, symptoms and prognosis of alcohol withdrawal syndrome (AWS) and delirium tremens

Alcohol withdrawal syndrome Delirium tremens

Timing
Onset 1–2 days 2–5 days
Duration 1–3 days 3–12 days

Symptoms
Somatic Tremor, nausea, sleep disturbance, increased

heart rate, hypertension (seizures)
Severe AWS symptoms + altered

consciousness (seizures in 10%)
Emotional Fear, low mood, agitation Marked over-arousal
Psychotic Illusions, fleeting hallucinations Hallucinations, delusions

Prognosis Full recovery Mortality in <10%
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the poor absorption of thiamine in the gut of patients
with alcohol dependence, and the high levels needed
in the cerebrospinal fluid to correct the deficiency,
parenteral vitamins B and C (Pabrinex®) ideally
should be given. Where this is not possible, and
Wernicke–Korsakoff syndrome is only suspected
rather than diagnosed, intramuscular thiamine may
be used. However, this can be unpleasant and
painful for the patient, so transfer to an acute
medical ward for assertive management of the syn-
drome (two pairs of ampoules of Pabrinex® intraven-
ously three times a day for 5–7 days, or until no
further improvement in cognition is seen; Thomson
2013) should be considered.

Managed reduction of alcohol use in mild
dependence
For patients drinking at mild to moderate dependent
levels but not in need of immediate withdrawal from
alcohol, the opioid antagonist nalmefenemay reduce
alcohol consumption by reducing the positive
reinforcing, and pleasurable, effects of alcohol as
well as enhancing its sedative and dysphoric proper-
ties. Nalmefene is an opioid system modulator,
acting as a mu receptor antagonist and kappa recep-
tor partial agonist, but has no opioid mu agonist
activity or abuse potential. It is licensed in the UK
and Europe for the reduction of alcohol consump-
tion in people not requiring medically assisted with-
drawal and can be taken on an ‘as required’ basis,
up to once a day (20 mg). It does not need to be
started within specialist services and, as with the
other medications, should be given alongside psy-
chosocial support (NICE 2014).

Management of relapse prevention
As part of the medically assisted withdrawal, a plan
for relapse prevention management, including the

initiation of relapse preventionmedication and refer-
ral to specialist care for continuing management and
support, needs to be discussed (NICE 2011;
Lingford-Hughes 2012). However, the POMH-
UK audit (Paton 2015) found that, for patients
admitted under general psychiatric care, 85%
were not started on any relapse prevention medi-
cation (86% at re-audit) and only 39% were
under the care of an NHS specialist alcohol
service, falling to 31% at re-audit. Ongoing man-
agement for AUD was provided by the mental
health team in 26% of cases (29% at re-audit),
with only 5% managed by a dual diagnosis
worker or service. In both audits, no clear plans
to address alcohol use had been drawn up for
almost 20% of patients. This reflects a broader
problem in the management of AUD, where
patients (and clinicians) often mistakenly believe
that ‘detox’ is the treatment, rather than the
gateway to ongoing management.
NICE (2011) recommends that acamprosate or

naltrexone be offered as the first-line treatment for
relapse prevention for patients with moderate to
severe alcohol dependence. Broadly, acamprosate
has the better evidence for helping patients to main-
tain abstinence (RR = 0.83, 95% CI 0.77–0.88;
NICE 2011), whereas naltrexone may be more
effective in patients who have the occasional lapse,
to prevent the return to heavy drinking (RR =
0.83, 95% CI 0.75–0.91; NICE 2011). On the basis
of this evidence, it has been recommend that naltrex-
one is the first-line choice for patients with bipolar
disorder (Goodwin 2016). There is a limited evi-
dence base for the use of either acamprosate or nal-
trexone in patients with a range of comorbid
psychiatric conditions, however, based on the evi-
dence that is available, and an understanding of
the basic psychopharmacology of the two drugs,

TABLE 3 Relapse prevention medications

Drug Standard dosea Cautions Common side-effects Notes related to comorbid psychiatric conditions

Acamprosate 2 × 333 mg three
times a day

Cirrhosis; elderly;
underweight

Diarrhoea (usually settles
within 7 days)

No concerns about prescribing; limited interactions

Naltrexone 50 mg daily Cirrhosis; patient on
opioids

Nausea Recommended as first line for relapse prevention in bipolar disorder
(Goodwin 2016); no concerns about prescribing; opioid antagonist – so
check concurrent use of opioids

Disulfiram 200–250 mg daily Suicidal patient; high
cardiovascular risk

Metallic taste; interactions
with alcohol

Ideal to have medication ‘witnessed’; patient must be engaged to avoid
alcohol in all forms; no recent evidence for precipitating psychosis at
modern doses

Nalmefene 18 mg daily
if required

Patient on opioids Gastric side-effects; perceptual
disturbance less common but
may be severe

No evidence, but likely as for naltrexone; licensed to assist reduction in
patients not in need of immediate detoxification; opioid antagonist –
so check concurrent use of opioids

Baclofenb 30–90 mg daily Mood disorders; risk of
overdose; renal
disease

Sedation particular risk in overdose May precipitate mania; risk of respiratory depression in overdose; caution
with impulsive disorders

a. Check the BNF (https://bnf.nice.org.uk/) for full details.
b. Off-label prescribing.
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there are no specific contraindications for their use in
patients with comorbid psychiatric conditions
(Sinclair 2016b).
Disulfiram previously was contraindicated in

patients at risk of psychosis, but this was when
doses were considerably higher (2–3 g/day com-
pared with 200–250 mg), and this risk is now not
significant (Lingford-Hughes 2012). However,
given the safety concerns when taken with alcohol,
disulfiram is most appropriate in patients who are
keen to take it to help manage dips in motivation
and who are supported by family or carers prepared
to ‘witness’ the medicine being taken daily. In add-
ition, all patients will require risk assessment and
ongoing monitoring for possible suicidal behaviour
and they need to be aware of the variable response
when taking disulfiram with alcohol (including
mouthwashes and hand gels), so it might only be
suitable for a relatively small proportion of people.
Baclofen (a GABAB receptor agonist) is not

licensed for use in alcohol dependence (except in
France) but there is now a growing evidence base
for this use, although the studies show variable
results (De Beaurepaire 2018). It is not metabolised
by the liver and is therefore likely to be of particular
use in patients with alcohol-related liver disease, in
whom licensed relapse prevention medications are
contraindicated. A recent international consensus
(Agabio 2018) advised particular caution in
patients with mood disorders, as it can increase the
risk of hypomanic and manic episodes, and in
patients with suicidal ideation or a history of
suicide attempts, because of depression of the
central nervous system following overdose or in
combination with other sedative drugs. Table 3 pro-
vides prescribing information for relapse prevention
medications.
All people seeking help for alcohol use disorders

should be given information on the value and
availability of community support networks and
self-help groups (e.g. Alcoholic Anonymous, SMART
Recovery, Soberistas). Details for all of these are
easily accessible online, but active facilitation in
attending meetings or accessing online support is
recommended (NICE 2011).

Conclusions
Alcohol use disorders are common, disabling condi-
tions that frequently complicate the presentation
and treatment of a range of comorbid psychiatric
conditions. Systematic screening of all patients pre-
senting to mental health services will help identify
those who are drinking at increased-risk levels and
enable appropriate interventions to be integrated
into a holistic management plan. For many clini-
cians, learning to accurately assess levels of alcohol

consumption and working to improve their confi-
dence in talking with patients about their alcohol
use would help increase their competence in man-
aging patients with AUD. An open clinical discus-
sion is likely to reduce the stigma that patients
feel about their problematic alcohol use and help
improve outcomes. Structured tools such as the
AUDIT are helpful in identifying the level of risk
from alcohol and guide the need for a further com-
prehensive assessment. All patients identified as
having alcohol dependence and being at risk of
alcohol withdrawal syndrome require a thorough
assessment of their alcohol use to evaluate the
need for medically assisted alcohol withdrawal and
relapse prevention medication.
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MCQs
Select the single best option for each question stem

1 Which of the following is not true?
a AUD should be considered the expectation, not

the exception, in patients presenting to mental
health services

b AUD should be screened for in those presenting
with anxiety or depression

c increased- and higher-risk levels of alcohol con-
sumption are more prevalent among men than
women

d AUD is most common in patients with psychoses
e patients with mental illness and AUD benefit

from integrated treatment.

2 Which of the following scales is not
recommended in clinical assessments to
help identify AUD?

a CAGE
b AUDIT

c AUDIT-C
d CIWA-Ar
e GMAWS.

3 Patients at risk of alcohol withdrawal syn-
drome should be monitored regularly using a
standardised alcohol withdrawal scale in
order to:

a assess their level of alcohol consumption
b assess whether they are still alcohol dependent
c assess their level of confusion
d assess their potential for behaviour change
e assess their requirements for medication.

4 The simplest and most effective behaviour
change technique in relation to drinking is:

a encouraging removal of all alcohol in the
patient’s household

b attendance at Alcoholics Anonymous
c self-monitoring of alcohol consumption

d regular liver function tests
e random breath alcohol tests.

5 The most important intervention for patients
with a diagnosis of alcohol dependence or
scoring ≥20 on the AUDIT is:

a transfer to an acute medical setting
b assessment for Wernicke–Korsakoff syndrome

and the need for thiamine/other vitamin B
supplementation

c risk assessment for potential harm to self or
others

d intravenous Pabrinex
e confiscation of their car keys.
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