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Executive Summary and Recommendations
Executive summary
General Household Survey data from 1998 showed that more than one in three men and one
in five women in the UK regularly consume more alcohol than the currently recommended
sensible limits. Since this misuse of alcohol can lead to a wide range of physical and psychosocial harm it is not surprising that it places a significant burden on the workload of the NHS
— both primary care and hospital services. Alcohol misuse is a major cause of attendance and
admission to general hospitals in both the A&E/trauma and non-emergency setting. It may
cause admission directly, or together with other causes contribute to admission . Alcohol may
also increase the burden on hospital services by adversely affecting the course of illness
following admission. Importantly, the burden of alcohol misuse on general hospital workload
results from damage not only to the harmful/problem drinker him or herself, but also to other
third-parties affected by the excessive drinking such as those involved in accidents caused by
intoxicated drivers. The resulting use of hospital facilities places a considerable financial
burden on the NHS, inpatient costs alone accounting for 2–12% of total NHS expenditure on
hospitals. In addition to this ‘visible burden’ of alcohol misuse, many studies have shown that
approximately 20% of patients admitted to hospital for illnesses unrelated to alcohol are
consuming alcohol levels potentially hazardous to their health. These coincidental hazardous
drinkers represent the ‘potential’ or future burden of alcohol misuse on hospital services.
In view of the magnitude of the burden placed by alcohol on hospital services and its drain on
resources, it is vital that these services have in place appropriate strategies for the early identification and management of harmful and hazardous drinkers. These include both the initial
management of alcohol withdrawal in dependent patients as well as management strategies
directed at the abnormal drinking behaviour that causes admission or, in the case of
coincidental hazardous drinkers, that may lead to an alcohol-related admission in the future.
Recent evidence suggests that both groups of patients will reduce their alcohol intake with
appropriate treatment, and thus there is a huge potential for reducing the future burden of
alcohol misuse on hospital services.
For effective early detection, detailed alcohol histories must be sought from patients who
present with conditions often associated with alcohol misuse. However, considering the high
frequency of hazardous drinking in all patients presenting to hospital services, a strong case
can be made for incorporating screening for alcohol misuse into the routine health care
provided in the general hospital setting. Of the available screening methods, alcohol questionnaires are more sensitive than currently available laboratory markers, and the AUDIT
questionnaire appears to be most suited to use in the general hospital. Routine use of this
questionnaire as a screening tool would have the added benefit of shifting the focus from
alcoholism as a clinical entity to a public health perspective that emphasises the early detection
of hazardous drinking before the onset of significant harm. AUDIT can be easily incorporated
into a wider ‘Life-style Risk Assessment’ questionnaire. This highlights the public health
perspective and helps change hospital culture towards disease prevention, and management of
the whole patient rather than just their presenting disease. Nurses have been shown to be
better and more cost-effective than doctors at screening admissions for alcohol misuse, and
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some hospitals employ specialist alcohol nurses to carry out screening and brief interventions
in hazardous drinkers, as well as to raise the profile of alcohol management across the hospital.
The optimal management of harmful or hazardous drinkers presenting to general hospital has
been the subject of very little research, and current management strategies, where implemented, have had to extrapolate from studies performed in other settings. However, this does not
excuse the current widespread failure to adopt strategies for the care of these patients in acute
hospitals where they pose serious issues for risk management, resource utility, staff satisfaction
levels and the quality of care for other patients.
From currently available examples of best practice, the Working Party identified several components that appeared to be critical for the development of a successful hospital alcohol
strategy:
a) a screening strategy for early detection of harmful/coincidental hazardous drinkers
b) early assessment of dependence severity by appropriately trained staff
c) widely available protocols for the pharmacotherapy of detoxification
d) good links with committed liaison or specialised alcohol psychiatry services for the
management of patients with more complex alcohol withdrawal
e) assessment of the need for referral to on-going support services by appropriately
trained staff with knowledge of local services
f) provision of brief interventions for coincidental hazardous drinkers
g) provision of general staff education and support
h) service support from senior medical, psychiatric and nursing staff
i) research and audit.
The development of a coherent alcohol strategy for hospital services first requires that several
potential barriers are overcome at both the national and local level. At the national level, the
Government’s alcohol strategy needs to be urgently completed and implemented. The low
national profile of alcohol as a health problem, in comparison to drugs for instance, remains a
significant barrier that could be tackled by identifying a national figurehead to take a lead
on alcohol issues. The GMC and UKCC need to make alcohol a required component of the
medical and nursing undergraduate curricula to combat negative staff attitudes towards the
management of patients with alcohol problems.
Within the general hospital there needs to be a change of culture to move beyond treating the
presenting disease towards tackling the underlying alcohol problem and assuming a wider
responsibility for health promotion. Poor liaison between acute hospital and mental health
trusts, under-resourced liaison psychiatric services and lack of support for junior staff from
senior medical and nursing colleagues, all need to be tackled before a local hospital alcohol
strategy for harmful and hazardous drinkers can be devised and implemented.
The following recommendations are aimed at improving the management of the vast number
of patients presenting to general hospitals in the UK who drink alcohol in excess of sensible
limits. They also include measures directed at overcoming some of the potential barriers to
achieving optimal management strategies. Adoption of these measures, we believe, will
improve the treatment of the individual patient and improve the health of the nation. It will
viii ❚ Summary and Recommendations

also reduce the considerable burden that alcohol places on hospital services in the UK and
release resources for other health priorities.

Recommendations
NATIONAL

1

The widespread consequences of alcohol misuse in this country should be given a higher
profile. The issue needs to be clearly distinguished from drug misuse and have an identifiable
national focus such as a designated national director.

2

There should be early publication and implementation of a National Alcohol Strategy. This
must include measures directed at achieving an overall reduction in hazardous drinking in the
population.

3

There needs to be a national lead to change the culture in secondary care. In general hospitals
the challenge is to move beyond treating the presenting alcohol-related physical disease to tackling the underlying alcohol problem and assuming a wider responsibility for health promotion
in patients.

EDUCATIONAL

4

In order to change attitudes to patients who misuse alcohol there is urgent need for improved
education on alcohol for doctors, medical students, nurses and other health workers. This
should be a requirement of undergraduate curricula.

5

Postgraduate medical and nursing training and certification in alcohol should be extended and
made widely available.

LOCAL TRUSTS AND PURCHASERS

6

Each acute Hospital Trust should have a defined hospital strategy which should include:
a) a screening strategy for early detection of harmful/coincidental hazardous drinkers,
administered as part of routine admission procedures through lifestyle
questionnaires
b) early assessment of dependence severity by appropriately trained staff
c) widely available and audited protocols for the pharmacotherapy of detoxification
d) readily available ‘acute response’ from liaison or specialised alcohol psychiatry
services for the management of more complex patients undergoing alcohol
withdrawal
e) assessment of the need for referral to on-going support services by appropriately
trained staff with knowledge of local services
f) provision of brief interventions for coincidental hazardous drinkers
g) provision of general staff education
h) occupational policies for alcohol for all hospital health care workers, for example
with respect to drinking at work
i) close liaison with general practitioners on discharge.
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7

Trust strategy should include the identification of:
a) a senior member of medical staff and a senior member of nursing staff to act as a
focus for alcohol strategy and to support more junior members of staff
b) senior psychiatric colleague with an interest in the management of alcohol problems
to act as the primary link between the acute hospital trust and local mental health
services. This individual may or may not be employed by the acute trust
c) one or more dedicated alcohol health workers employed by and answerable to the
acute trust. The roles will include:
— implementation of screening strategies
— detoxification of dependent drinkers
— brief interventions in hazardous drinkers
— referral of patients for on-going support and with access/knowledge about
locally available non-statutory and voluntary agencies
— provision of links with liaison/specialist alcohol psychiatry
— an educational resource and support focus for other health care workers in
the Trust.

8

Responsibility for the development of the alcohol strategy and its implementation should
be undertaken by a steering group consisting of the above clinical staff together with senior
managerial personnel from the acute trust and mental health trust, and representatives from
local primary care services, public health and purchasers.

MENTAL HEALTH SERVICES

9

In order to implement change in the general hospital there must be appropriate mental health
support for improved liaison psychiatry to assist in the management of dependent drinkers
presenting to acute hospitals.

10

Problems from alcohol misuse must be recognised as falling within the remit of all liaison psychiatric services.

RESEARCH AND DEVELOPMENT

11

More health services research is urgently required to obtain more evidence on which to base
the development of hospital-based strategies for the detection and management of harmful
and hazardous drinkers.

12

More biomedical research is required to unravel the pathogenesis of alcohol-related end-organ
damage. This will lead to the development of novel treatment modalities and, ultimately, to
disease prevention. Consideration should be given to establishing a National Institute for
Alcohol Research akin to the National Institute on Alcohol Abuse and Alcoholism (NIAAA) in
the US.
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Glossary of terms used
Units
A unit of drink contains 8g of alcohol. This is approximately the amount of alcohol contained
in half a pint of ordinary strength beer or cider, quarter of a pint of extra strong beer or cider,
a small (100 ml) glass of wine, a glass of sherry or port, or a single pub measure (25 ml) of spirits.
Sensible drinking
A man who drinks 21 or less units per week, or a woman who drinks 14 or less units per week.
Moderate drinker*
A man who drinks 15 to 21 units per week, or a woman who drinks 11 to 14 units per week.
Very heavy drinker*
A man who drinks 50 or more units per week, or a woman who drinks 35 or more units per
week.
Binge drinker
A man who regularly drinks 10 or more units in a single session, or a woman who regularly
drinks 7 or more units in a single session.
Hazardous drinker (also called an at-risk drinker)
Very heavy drinkers and binge drinkers have drinking patterns that pose a considerable risk to
their own and others’ health and they may thus be described as hazardous drinkers.
Harmful drinker (also called a problem drinker)
A harmful or ‘problem’ drinker is one where there is clear evidence that alcohol use is responsible for (or substantially contributes to) physical or psychological harm, including impaired
judgement or dysfunctional behaviour, which may lead to disability or have adverse consequences for interpersonal relationships. (Definition from ICD 10 Mental and behavioural
disorders diagnostic criteria). This includes those whose drinking is causing harm to the
physical, mental or social well being of others.
* These terms are
related to the categories
of alcohol consumption
used in the General
Household Survey
Reports (Table 1).

Table 1. Categories of alcohol consumption used in
General Household Survey Reports
Units per week
Men
Women
Very light
Light
Moderate

<1

<1

1–14

1–10

15–21

11–14

Fairly Heavy

22–35

15–21

Heavy

35–50

22–35

>50

>35

Very Heavy
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Questionnaire-positive drinker
There are a number of carefully standardised questionnaires designed to classify individuals
who may be problem drinkers, eg CAGE,1 MAST,2 SADQ,3 AUDIT,4 PAT,5 OPCS drinking
questionnaire.6 Those scoring above a certain level on these questionnaires are considered to
be problem drinkers.
Alcoholic
Those who use this term consider that inability to control alcohol consumption is a specific
disease. In this sense many individuals who are problem or hazardous drinkers are not alcoholics. Since this term is not precisely defined, it is not used in this report. It is widely used in
North American literature.
Alcohol dependence syndrome 7
A syndrome characterised by: (a) narrowing of the drinking repertoire, (b) increased importance of drinking, (c) increased tolerance of alcohol, (d) repeated withdrawal symptoms,
(e) drinking to avoid withdrawal symptoms, (f) subjective compulsion to drink, (g) reinstatement after abstinence. Most hazardous or problem drinkers do not have alcohol dependence
syndrome.
Brief intervention
A ‘brief intervention’ usually consists of an assessment of alcohol intake: information on hazardous/harmful drinking and clear advice for that individual, often with booklets and details
of local services.8 The interventions are usually carried out by generalist workers in nonspecialist settings and are brief and user-friendly.
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1 Introduction
1.1

This report is the latest in a series on alcohol from the Royal College of Physicians. Previous
reports have been: Alcohol — a great and growing evil,1 Alcohol and the young 2 and Alcohol and
the heart in perspective: sensible limits reaffirmed.3 Alcohol continues to be of concern to the
College as a major cause of death, ill health and distress in our society. This latest report specifically considers the burden alcohol misuse places on general hospital services in the UK, how
this should be managed and how it might be reduced. It does not consider the burden of
alcohol on mental health services.

Terms of reference
1.2

The working party contributing to this report was asked to undertake the following tasks:
❚

to identify what proportion of hospital workload in the UK is attributable directly or
indirectly to alcohol misuse

❚

to determine how well hospital services are currently equipped to identify patients
presenting with alcohol-related illness, and coincidental hazardous drinkers

❚

to explore how well both groups of patients are currently managed

❚

to recommend, from evidence of research and good practice, how current NHS
resources could best be targeted to reduce the burden of alcohol on acute hospital
services

❚

to identify areas where information is currently lacking and in need of further
research.

Alcohol consumption in the UK
Historical trends
1.3

Alcohol consumption has fluctuated widely throughout history. From medieval times it has
been subject to excise duty and financial records have been kept from which consumption can
be estimated (Fig. 1).4 By historical standards current levels of consumption are not remarkable but they have more than doubled since the 1930s when they were at their lowest ever level.
For the past 20 years the per capita consumption estimated from excise data has been fairly
stable (Fig 2), which is perhaps surprising in light of increasing prosperity and the greater
availability of alcohol which might have been expected to lead to greater consumption. More
detailed information about alcohol consumption can be obtained from the General Household
Survey, which, in alternate years since 1982, has asked people about their drinking habits.
Consumption estimated by this method is much lower than excise-based estimates (surprisingly, it appears that nearly half the alcohol on which duty is paid is not consumed), but trends
are similar.
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Sensible drinking
1.4

It is natural that people should want to know how much they can drink without harming
themselves. In 1850 Dr Francis Anstie, a fellow of the Royal College of Physicians,5 suggested
that an upper limit for safe drinking was 3oz of whisky, half a bottle of table wine or two pints
of beer. This turned out to be very similar to the current guidance given by the Royal Colleges
that 21 units per week or less for men and 14 units per week or less for women were unlikely to
incur an increased risk of harm provided that drinking was not mixed with driving or other inappropriate activities.1,3,6–8 (See Glossary for definition of a unit).

1.5

In 1995 the government established an inter-departmental working group to review guidance
on safe drinking. They noted the evidence that the consequences of drinking depended not
only on the average weekly consumption but also on how that consumption was distributed
throughout the week, and concluded that guidance should be based on daily rather than week-
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Figure 1. Alcohol consumption — historical trends (1690–1990) (From Ref 4)
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Figure 2. Alcohol consumption — recent trends (1960–1995)
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1985

1990

1995

ly consumption. Their report9 suggested a rather more restrictive guideline that: ‘Regular consumption of between 3 and 4 units a day by men of all ages and of between 2 to 3 units a day by
women of all ages will not accrue any significant health risks. Consistently drinking 4 or more units
a day by men and 3 or more units a day by women is not advised because of the progressive risk it
carries’. Given the crudeness with which people estimate their alcohol consumption, this was
not significantly different from the previous 21/14 units per week guideline. Unfortunately, the
media misrepresented the new advice as a relaxation of the guidance, even though most
people would find guidance on daily limits a more demanding target. Since information on
weekly rather than daily consumption is generally more available, this report will base its
definitions on weekly consumption levels.

Recent levels of consumption
1.6

At least 1.7 million men and 0.6 million women in the UK can be classified as heavy drinkers.10
General Household Survey data from 1998 showed that men drink more than women, with
27% of men reported drinking more than 21 units per week and 15% of women drinking more
than 14 units per week10 (Fig. 3). Moreover, 38% of men reported drinking more than 4 units
on at least one night in the past week and 21% of women drinking more than 3 units. These
data also showed that young adults drink more than older adults. Among 16–24 year olds —
the heaviest drinking group — 36% of men and 25% of women reported drinking more than
the weekly guideline and 50% of males and 41% of females exceeded the daily guideline at least
once a week.11 Risky, single occasion, or ‘binge’ drinking appears to be the most common type
of hazardous drinking in the young,12 and heavy drinking teenagers are also more likely to continue their habit into young adulthood.13

Alcohol consumption in the young
There seems little doubt that alcohol use in children and adolescents is increasing. In 1996,
29% of 12–13yr old boys and 26% of girls admitted to drinking alcohol in the past week.14 By
1999, these proportions had risen to 38% and 30% respectively.15 In 1998, the equivalent figures for 14–15yr olds were 55% and 53%.16 Young people also appear to be drinking larger
amounts of alcohol. The average consumption among 11–15 year olds in England increased
100
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Figure 3. Weekly alcohol consumption (units) by age and sex (Source GHS 1998)10
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from 0.8 units a week in 1990 to 1.8 units in 1996. If non-drinkers were excluded, the increase
was from 5.4 to 8.4 units a week.17 Interestingly, the majority of these adolescents (57%) drank
beer, lager or cider with only 14% drinking ‘designer’ alcopops and 14% drinking spirits. In
1995, Miller and Plant18 examined the prevalence of self-reported alcohol use in the UK
among a large representative sample of people (n = 7,772) born in 1979. Almost all of these
15–16 year olds had drunk alcohol in the previous month. Most (78%) reported an episode of
intoxication, 48% in the previous 30 days. In a subsequent study from the same group, 40%
of 13–16yr old males and 32% of females reported consuming at least 11 units on their last
drinking occasion.19

Alcohol-related harm
1.8

Virtually every system in the human body can be damaged by alcohol (Box 1). As we enter a
new millennium, a paucity of clinical research has resulted in relatively little being known of
the precise mechanisms by which alcohol causes organ damage. Accordingly, few, if any,
specific treatments have been developed for alcohol-induced diseases. Not surprisingly, therefore, alcohol remains a significant cause of premature deaths. Official (ONS) figures almost
certainly underestimate the magnitude of alcohol-related mortality. They do not include many
deaths clearly attributable to alcohol, such as those due to alcohol-related road traffic accidents
(RTAs). Doctors are often unaware of the contribution of alcohol to the cause of death and,
even when they are, they may be unwilling to attach the stigma of alcohol to the deceased when
signing death certificates. Within these constraints, estimates of the number of alcohol-related
deaths per year in Britain have varied from 5,000 to 40,000.7,20

1.9

A cause for particular concern is alcohol-related harm in young men — the group with the
highest alcohol consumption in the UK and the only group in whom death rates are currently
rising. The binge pattern of drinking prevalent in this group may be relevant in this respect.
There is accumulating evidence that binge drinking is associated with severe impairment of
judgement leading to an increase in the likelihood of accidents at home, at work, on holiday,
and on the road.21,22 In Scotland the excess of deaths noted on Mondays has been attributed
to weekend binge drinking.23 Importantly, in addition to this physical harm, alcohol misuse
causes significant psychological, social and economic harm. Every policeman is familiar with
the annoyance, disturbance, damage to property and damage to others and themselves caused
by people who have drunk too much, while social workers are all too familiar with the story of
children and partners whose lives are made a misery as a result of alcohol misuse by one
family member. The drain on the workforce due to alcohol related absenteeism is an obvious
example of the economic harm caused by alcohol misuse.

The burden of alcohol misuse on general hospital services
1.10

4 ❚ Introduction

Given that alcohol consumption above sensible limits is common, and that alcohol misuse can
lead to a wide range of physical harm for which there is very little treatment, it is to be expected that a significant proportion of the workload of the NHS can be attributed to alcohol.
The burden of alcohol misuse affects all parts of the service: primary care services and most
hospital services including Accident & Emergency, medical and surgical inpatient services,
paediatric services, psychiatric services and outpatient departments. Heavy drinkers consult

Box 1: Physical health hazards associated with alcohol abuse. Adapted from Paton 1995.101

Nervous System

Respiratory system

❚ Acute intoxication,
❚ Black-outs
❚ Withdrawal symptoms: tremor, hallucinations, fits
❚ Persistent brain damage: Wernicke’s encephalopathy;
Korsakoff’s psychosis; cerebellar degeneration; dementia

❚ Fractured ribs: traumatic, may be exacerbated by
alcohol-induced osteoporosis
❚ Pneumonia: inhalation while intoxicated and/or alcoholrelated general immunosuppression

Endocrine system

❚ Cerebrovascular disease: strokes especially in young
people, subarachnoid haemorrhage

❚ Pseudocushings syndrome: associated with obesity, acne,
hirsutism and hypertension

❚ Head injury: associated with subdural and extradural
haematomas

❚ Hypoglycaemia: attributable to poor calorie intake
and/or alcohol inhibiting gluconeogenesis (more
common in intoxicated children)

❚ Nerve and Muscle damage: peripheral neuropathy,
chronic myopathy, rhabdomyolysis

Reproductive system
Liver

Men:

❚ Fatty liver (steatosis): asymptomatic or right upper
quadrant pain and hepatic enlargement

❚ Hypogonadism: associated with loss of libido, impotence,
loss of secondary sex characteristics and gynaecomastia

❚ Alcoholic steatohepatitis: varies from asymptomatic to
presentation with acute liver failure

❚ Reduced/absent sperm formation: resulting in infertility

❚ Cirrhosis: may lead to decompensation with jaundice,
ascites, variceal bleeding and encephalopathy
❚ Hepatocellular carcinoma

Gastrointestinal system
❚ Oesophagus: reflux oesophagitis, tearing and occasional
rupture, carcinoma
❚ Stomach and duodenum: gastritis, aggravation and
impaired healing of peptic ulcers
❚ Small bowel: diarrhoea and malabsorption
❚ Pancreas: acute and chronic pancreatitis, carcinoma
❚ Malnutrition and weight loss: reduced intake,
malabsorption, impaired metabolism

Cardiovascular system
❚ Arrhythmias: atrial fibrillation, supraventricular and
ventricular tachycardias, sudden cardiac death
❚ Cardiomyopathy: acute and chronic

Women:
❚ Hypogonadism: associated with loss of libido, menstrual
irregularities, and loss of secondary sex characteristics
❚ Increased risk of breast cancer

Occupation and accidents
❚ Impaired work performance and decision making
❚ Increased risk and severity of accidents

Children of problem drinkers
❚ Damage to the fetus and fetal alcohol syndrome
❚ Detrimental effect on physical development and
behaviour

Drug interactions
❚ Increased risk of adverse drug reactions,
eg paracetamol toxicity at therapeutic doses
❚ Reduced effectiveness of therapeutic drugs,
eg warfarin, phenytoin

❚ Hypertension: often difficult to control

their general practitioners more frequently than the average patient,24 as do members of their
families.25 This report is, however, concerned primarily with the burden alcohol misuse places
on general hospital services. The categories of this burden together with the difficulties
in assessing its magnitude and its financial impact are the principal focus of Chapter 2. In
addition to those patients whose hazardous drinking has contributed directly or indirectly to
the cause of their attendance at, or admission to, hospital (the actual or ‘visible’ burden),
several studies have shown that coincidental hazardous drinking is common in patients
presenting to hospital services with non-alcohol-related problems. Chapter 2 also reviews these
studies since these patients may be viewed as the potential or ‘hidden’ burden of alcohol
misuse on hospital services in the future.
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Comparison with smoking
1.11

In order to put the burden of ill-health attributable to alcohol into perspective it is useful to
compare it with smoking. Smoking has been estimated to cause over 100,000 deaths per year
in the UK, which is several fold the number caused by alcohol.26 It also causes much non-fatal
disease, constituting a major burden for the NHS. However, the excess deaths from smoking
tend to occur at an older age than those due to alcohol, so the number of years of life lost from
smoking is closer to the number of years of life lost as a result of alcohol. Smoking rarely
causes death or ill health in young people, whereas much of the burden of alcohol is in the
young through accidents and violence. Although passive smoking (inhaling cigarette smoke
from others) accounts for a small amount of ill health, most of the harm done by smokers is to
their own health. In distinction, heavy drinkers cause almost as much harm to others as to
themselves. An irresponsible drinker can cause havoc with the health and wellbeing of others,
including spouses, children, neighbours, other road users and work colleagues. While it may
seem that tobacco causes more ill health than alcohol, the harm done to health by these two
substances is of a similar order of magnitude.

Detection of harmful and hazardous drinking
1.12

Before harmful and hazardous drinkers who present to hospital services with alcohol and nonalcohol-related conditions can be managed effectively, their abnormal drinking behaviour
must be detected. The various methods used for detection, including blood tests and screening questionnaires, are reviewed in Chapter 3. In this regard lessons may be drawn from
studies performed in the primary care setting. There is a substantial body of research on the
identification and management of hazardous drinkers in primary care, which shows that there
are opportunities to intervene before this drinking behaviour produces problems requiring
hospital-based or specialist intervention. It has been well demonstated that the use of simple
screening instruments, particularly questionnaires such as the AUDIT and its derivatives, can
lead to increases of up to 80% in the numbers of patients identified in general practice.27,28
In the same setting, the use of blood tests and laboratory markers for screening purposes is of
limited value only.29

Management of harmful and hazardous drinkers in hospital
1.13
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Having identified alcohol as a direct or contributory cause of an individual presenting to
hospital, it is essential that hospitals are capable of providing appropriate management for
harmful drinking. The first priority is to address the immediate cause of admission (eg head
injury, fractured limb, liver disease). In general, hospital services do this very well, although, as
discussed, very few treatments have been developed that specifically target alcohol-related endorgan damage. Alcohol-dependent drinkers will also require specific pharmacotherapy for the
alcohol withdrawal syndrome as well as prevention of the associated metabolic complications
such as the Wernicke-Korsakoff syndrome (see Appendices 2 and 3). Once over this acute phase,
patients require management directed at both reducing their harmful drinking to aid their
recovery, and reducing the chances of them re-presenting with an alcohol-related illness in the
future. There are examples where this is done very well, but a great deal of anecdotal evidence
suggests that such good practice is the exception rather than the rule. Chapter 4 reviews both
the current management of the harmful drinker presenting to hospital and examples of ‘best

practice’, including pharmacotherapy. Potential barriers to achieving best practice are also discussed.
1.14

The function of a good health service should be not only to care for those with disease but also
to prevent disease where possible. As discussed, many patients presenting to hospital services
do not have conditions attributable to alcohol but are hazardous drinkers by virtue of their
high consumption. Unless they modify their behaviour many of these will, before long, require
treatment for some condition attributable to their drinking, thus adding to the burden of
alcohol on hospital services. Provided their hazardous drinking is detected, the presence of
these patients in a hospital bed provides an ideal opportunity for intervention by providing
advice on sensible drinking. While there are sensitivities about approaching and offering help
to patients about an issue not pertinent to their admission, patients are likely to be receptive to
advice if it is delivered as part of the response to an overall assessment of lifestyle risk factors.30
In light of these considerations, Chapter 4 also reviews the management of coincidental
hazardous drinkers identified following admission to hospital with a non-alcohol-related
cause.

1.15

Studies on the efficacy of different interventions in coincidental hazardous drinkers in the
hospital setting are scarce and, as with early detection, information on the effectiveness of
management strategies in these patients is drawn largely from studies in primary care. There
have been several trials of ‘brief interventions’ (see Glossary) in hazardous drinkers detected in
primary care in the UK, US and internationally through the auspices of the World Health
Organisation. All have shown that brief counselling in a general practice setting has an important beneficial effect in reducing alcohol consumption.31–33 Overall, the effect of brief intervention in the context of routine general practice consultation results in an estimated 25–45%
reduction in alcohol consumption, with the effect greater in men than women.34 Of great
relevance to this current report is a recent outcome study performed in the US. It provides
evidence that brief intervention in primary care leads not only to reduced alcohol consumption, but also to a reduction in the use of accident and emergency and other hospital facilities,
reduced levels of crime and reduced involvement in road traffic accidents.35

1.16

Despite these impressive results, studies in primary care also provide some insight into the
barriers likely to be faced by hospitals trying to implement even evidence-based detection and
intervention strategies. One study found that: (a) only 40% of primary care physicians were
motivated to work with hazardous drinkers; (b) only 2% of 5,000 adults surveyed reported any
discussion related to alcohol use with their general practitioner or any member of practice staff
in the past 12 months.36 A number of experiments have been undertaken to identify and
evaluate methods of improving the implementation of brief interventions but the results of
academic detailing, telephone contact and training sessions have all been rather disappointing.
37,38

Prevention of hazardous drinking
1.17

Extensive research has shown that the incidence of all categories of alcohol-related problems in
a population are proportional to its per capita consumption. Furthermore, a significant proportion of the hospital workload attributable to alcohol arises in ‘occasional’ rather than heavy
regular drinkers. Preventative measures aimed at reducing the burden placed by alcohol on
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hospital services must therefore be directed at the whole population of drinkers and not
restricted to heavy drinkers — the so-called ‘prevention paradox’.39,40 As discussed, both
primary care and hospitals can play a role in prevention by detecting hazardous drinking in
patients presenting to their services and offering advice on sensible drinking.
1.18

However, the greatest potential for effective prevention lies outside the remit of local health
services. There are a range of actions which governments can take to reduce alcohol-related
harm for which there is a wealth of evidence to show that they are effective.41 These include
keeping prices of alcohol high through taxation, controlling alcohol advertising, regulating the
situations in which alcohol is sold (licensing) and the situations in which it is drunk — for
example banning drinking at football matches and on the streets in some town centres.42
We strongly support early publication of and implementation of the forthcoming National
Alcohol Strategy. This must include measures directed at achieving an overall reduction in
hazardous drinking in the population (Recommendation 2).

Barriers to prevention strategies
1.19

Perhaps the most significant barrier to strategies aimed at reducing hazardous drinking
devised by both the NHS and the government is that alcohol consumption is widely perceived
to have beneficial as well as harmful effects. For religious or other reasons some individuals
abstain from alcohol, but many others derive pleasure from its use in moderation. For these
individuals, drinking alcohol is part of social and cultural activities productive of happiness
and well-being. The large amount of employment and economic activity related to the production and service of alcohol, and the revenue for government, also may be considered as
‘benefits’ of alcohol. The growing body of evidence that alcohol consumption reduces the risk
of vascular disease in middle-aged and older individuals has also been widely publicised and
has lead some previously abstaining individuals to begin consuming alcohol. Some have even
suggested that the amount of death and ill health that would be prevented if heavy drinkers
became light drinkers is of the same order of magnitude as the amount prevented by abstainers becoming light drinkers.43,44

1.20

The second potential ‘barrier’ to prevention strategies is that, in contrast to smoking, there
exists an apparently ‘safe’ level of alcohol consumption below which harm is unlikely. This
concept of sensible drinking clearly makes public health messages aimed at reducing the prevalence of hazardous drinking in the population more complex.

8 ❚ Introduction

2 The burden of alcohol misuse on general
hospital services
2.1

The overall aim of this chapter is to consider what proportion of general hospital workload in
the UK is attributable, directly or indirectly, to alcohol misuse (the ‘visible’ burden). First, the
different categories of burden placed by alcohol misuse on hospital services will be discussed.
This will be followed by a review of the methodology available to assess the magnitude of this
burden. The various studies that have attempted to address this issue in the UK will then be
reviewed, followed by a consideration of salient data from studies performed outside the UK.
An estimate of the financial cost of the burden will also be made. Finally, studies examining
the issue of co-incidental hazardous drinkers presenting to hospital with non-alcohol-related
causes will be reviewed, since these patients may be viewed as the potential burden of alcohol
misuse on hospital services in the future.

Categories of burden
Direct causes
2.2

The most obvious burden placed by alcohol on hospital services, which is also easy to assess,
comprises those cases where alcohol is the direct cause of attendance at, or admission to,
hospital; they include:
a) Cases where alcohol is a necessary and sufficient cause of the presenting condition —
conditions that are exclusively and entirely caused by excessive alcohol consumption.
Examples would include acute alcohol intoxication and alcoholic liver disease
b) Cases where alcohol is a sufficient but not necessary cause, ie conditions that may be
entirely caused by excessive consumption but which can also have other causes.
Obvious examples would include acute pancreatitis and epileptic seizures. Injuries
occurring whilst intoxicated and injuries caused by someone else’s drinking — for
example during a road traffic accident (RTA) due to an intoxicated driver — also
come into this category.

Contributory factors
2.3

The second, and more difficult to assess, category of burden placed by alcohol on hospital services comprises those cases where alcohol is neither a necessary nor sufficient cause of the presenting condition but is a contributory factor. These conditions can occur in the absence of
excessive alcohol consumption but, where there is excessive consumption, other aetiological
factors have to be present. Examples would include pulmonary tuberculosis, pneumonia and
self-poisoning. Cases where alcohol misuse in one individual contributes indirectly to hospital
attendance by another also come into this category such as the increased frequency of hospital
attendance observed in the children of alcohol abusers.45
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Effect on course and outcome of admission
2.4

The third category of burden placed by alcohol on hospital services are those cases where alcohol misuse, as well as contributing directly or indirectly to the cause of hospital admission, may
also adversely affect the course and outcome of the admission. An illustration of this category
of burden comes from studies reporting an increased rate of complications and length of
hospital stay in heavy drinkers following colorectal surgery46 or admission to a burns unit.47

Assessing the magnitude of the burden
Theoretical approaches
2.5

Theoretically, assessing the magnitude of burden of alcohol on hospital services could be
approached using methods analogous to those used to assess the proportion of deaths attributable to alcohol (Table 2).48 The burden could be estimated from the frequency of different
causes of hospital admission/attendance and the disease-specific alcohol attributable fractions
(AAF). The AAF refers to the fraction of cases with a particular diagnosis caused by alcohol.
For diagnoses invariably related to alcohol the AAF is 1, while for diagnoses sometimes related to alcohol the AAF is between 0 and 1. This methodology has very recently been used in a
study from Canada,49 but has yet to be applied to the UK population since the AAF for causes
of admission to hospital are generally unknown. Another theoretical approach is to derive the
magnitude of the burden from the prevalence of different drinking levels in the population,
and from consumption level-specific admission rates. As with the first method this is an attractive approach, but there are insufficient data on consumption-level-specific admission rates to
rely on this type of analysis. It has been attempted in Scotland50 and Sweden.51
Table 2. Alcohol attributable fractions for causes of death in the US, 1979–88.
NB. Different figures may apply to UK and for different time periods. From Stinson & de Bakey 1992.48
Diagnosis

Age

AAF

Pulmonary TB

>35

0.25

Cancer neoplasm lip, oral cavity & pharynx

>35

0.50

Cancer oesophagus

>35

0.75

Cancer stomach

>35

0.20

Cancer liver and intrahepatic bile ducts

>35

0.15

Cancer larynx

>35

0.50

Cirrhosis of liver without mention of alcohol

>35

0.50

Biliary cirrhosis

>35

0.50

Acute pancreatitis

>35

0.42

Chronic pancreatitis

>35

0.60

Diabetes mellitus

>35

0.05

Essential hypertension

>35

0.07

Motor vehicle traffic and non-traffic accidents

>0

0.42

Water transport accidents

>0

0.20

Accidental falls
Accidents caused by fire
Accidental drowning and immersion

>15

0.35

>0

0.45

>0

0.38

Suicide and self inflicted injury

>15

0.28

Homicide

>15

0.46
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Hospital record-based methods
2.6.

An alternative method of assessing the burden would be to estimate the number of admissions
attributed to alcohol from individual hospital records. Unfortunately, this is highly inaccurate.
The record for each completed inpatient episode includes up to seven diagnoses, operations
and procedures undergone, and other details of care received. Each diagnosis is given a code
from the international classification of diseases (ICD) and the record is aggregated into a total
record of the hospital work load. There are a few diagnoses directly attributable to alcohol with
specific codes, namely:
a) mental and behavioural disorders due to use of alcohol (F10.1–10.7)
b) alcoholic polyneuropathy (G62.1)
c) alcoholic cardiomyopathy (I42.6)
d) alcoholic liver disease (K70)
e) alcohol-induced chronic pancreatitis (K86.0)
f) toxic effect of alcohol (T51.0)
However, unless one of these diagnoses is recorded, there is no way of being sure whether or
not the admission was considered to be alcohol-related. Furthermore, not only are these conditions almost certainly under-recorded, but they represent the tiny tip of a massive iceberg of
admissions attributable to alcohol. Record systems for outpatients and accident and emergency
attendances are less well developed and contain even less retrievable information.

Pragmatic approaches
2.7

In view of these difficulties, the vast majority of studies that have attempted to estimate the
burden placed by alcohol on hospital workload in the UK have so far relied on one of two pragmatic approaches. The first, and most commonly used, study design is based on determining
the proportion of cases attending or admitted to hospital as a result of alcohol misuse — as
categorised, either prospectively or retrospectively, by the medical staff. This method is clearly
vulnerable to considerable bias. Medical staff tend to over-attribute the cause of admission to
alcohol, particularly in those diseases where alcohol is a common aetiology such as acute
pancreatitis or head injury. This type of bias does not apply to studies that have restricted their
analyses to diseases caused uniquely by alcohol. However, as discussed, these represent only a
small proportion of the burden of alcohol on hospital workload (Para. 2.3).

2.8

The second type of commonly used, pragmatic study design is based on determining the
proportion of cases attending or admitted to hospital that have some indicator of excessive
drinking, regardless of the cause of admission. Such indicators include:
❚

self-reported high consumption

❚

a high score on some standardised questionnaire-based screening tool eg CAGE,
MAST, AUDIT (see Chapter 3)

❚

a biochemical indicator of alcohol consumption

❚

evidence of intoxication.
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Unfortunately, the majority of these studies have failed to determine whether there is any
causal relationship between excessive alcohol consumption and the presenting condition.
Instead, they make the assumption that evidence of excessive drinking is enough to implicate
alcohol as a cause of the admission. However, to validate this assumption, studies should determine whether the frequency of drinking is higher in those admitted to hospital than in a
matched control group not admitted. Very few studies have included this proviso, but without
it they are just as likely to identify co-incidental hazardous drinkers in whom alcohol has
nothing to do with the cause of admission. For reasons discussed previously, it is important to
identify these patients, but they should be viewed as the ‘potential’ burden of alcohol misuse
on hospital services rather then the actual or ‘visible’ burden.
2.9

Finally, several studies have attempted to determine the influence of previous alcohol excess on
the course and outcome of patients admitted with conditions that may or may not have been
related to alcohol excess. These studies, largely performed outside the UK, are valuable for
assessing the burden of alcohol on hospital services over and above its contribution to the
presenting complaint.

The visible burden of alcohol misuse on general hospital services in the UK
2.10

Studies examining the burden of alcohol on hospital services within and outside the UK can
be divided broadly into: those examining the burden of alcohol on accident and emergency
(A&E)/trauma services, those performed in the non-A&E/trauma setting and those performed
in specific patient groups.

Adult A&E/trauma hospital services
2.11

An indirect estimate of the impact of alcohol on the general workload of A&E departments in
the UK was first highlighted in 1980 by a report that a third of all patients attending an
A&E department had a blood alcohol concentration (BAC) over 80mg/100ml.52 Yates and
colleagues53 subsequently reported similar results in a more detailed study. For a two-week
period they determined BAC, collected clinical records and interviewed all patients aged
16 and over attending two A&E Departments: 13% of all patients had a positive BAC; 60% of
all assaulted patients, many with head injuries, were intoxicated; 19% of those attending
within 2 hours of an accident at home also had a positive BAC. The authors concluded that
alcohol abuse is commonly associated with injures sustained at home and assaults occurring in
public places that lead to A&E attendances.

2.12

More recently, a study from Liverpool has prospectively studied the contribution of alcohol
misuse on the attendances and subsequent admissions of all patients presenting to A&E over
a two-month period.54 Based on clinical assessment, the attending doctor determined whether,
in his/her opinion, the attendance was alcohol-related. Patients with alcohol-related attendances were placed into one of four categories:
1

Under the influence of alcohol at the time of attendance

2

Suffering from a health problem for which there is good evidence to implicate
alcohol in its aetiology

3

The patient had suffered trauma as a result of excess alcohol consumption
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4

The patient was an innocent third party who sustained trauma as a result of excess
alcohol consumption by another individual.

Of 15,931 attendances, 12% were attributed to alcohol-related problems. Of these, 28% of
patients were admitted, representing 6.2% of all admissions to the hospital during the period
of the survey. Importantly, it was also reported that almost 3,000 extra new outpatient visits
were generated by those with alcohol-related presentations during the 18 months following the
initial attendance.
2.13

Several other UK studies have examined specific categories of A&E attendances/admissions. A
study from Edinburgh examined injuries suffered by 102 pedestrians consecutively admitted to
an A&E department.55 These injuries comprised 0.8% of the department workload and 28%
of RTA injuries. Patients under the influence of alcohol had more severe and widespread
injuries, were more likely to have facial injuries and were more likely to be detained as
inpatients.

2.14

Two studies have specifically examined the contribution of alcohol to head injuries presenting
to A&E departments. The first reported that 43% of 204 patients with head injuries presenting
to an A&E department over a 10-week period had alcohol in their urine.56 A second, much
larger study reported the workload pattern related to head injuries on an acute surgical unit in
a central London teaching hospital.57 Over a six-month period, 899 patients with head injuries
were treated in the A&E department, of whom 156 were admitted. Of these, 51% of the adult
admissions were intoxicated by alcohol, and alcohol was associated with a significantly
increased length of stay. An audit of 6,114 patients with facial injuries presenting to 163 A&E
departments in the UK during a week in 1997 reported that at least 22% were associated with
alcohol consumption within four hours of the injury.58 Finally, a study from Edinburgh
examining 369 consecutive A&E admissions to a male ‘acute’ orthopaedic ward reported that
alcohol had contributed to the accident in 19% of cases according to clinical assessment.59

2.15

In summary, therefore, from these studies performed in UK A&E/trauma units, alcohol misuse is probably responsible for at least 10% of unselected attendances and almost certainly a
higher percentage of attendances with head/facial injuries and trauma requiring admission to
orthopaedic wards. Furthermore, in 1998, drink-driving was responsible for 2,940 serious
casualties, many of whom will have presented to A&E departments.60 Some circumstantial
evidence suggests that intoxicated trauma patients have more severe injuries than ‘sober’
patients and are subsequently more likely to require hospital admission following their initial
A&E attendance.

Non-A&E hospital services
2.16

Most of the relevant studies relating to alcohol and non-A&E services were performed over 10
years ago. In 1976, Quinn and Johnson studied men admitted as an emergency to a general
medical unit of a Glasgow hospital and considered that 19% had illnesses related to alcohol.61
Three years later, a study based in Manchester assessed the causal role of alcohol in the illnesses of men and women who were admitted acutely ill to a general medical unit over a 12-month
period.62 By clinical assessment, the study reported that alcohol was a direct or contributory
factor in 27% of the illnesses leading to admission. As expected, the incidence of alcohol-
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related illness was greater in patients who drank significantly; however, 71 of the 147 patients
in whom alcohol was considered to play a part in their illnesses did not drink regularly, providing the first evidence that alcohol-related medical admissions are not restricted to regular
drinkers. Although there was no gender difference in the frequency of alcohol-related admissions, the majority of women in whom alcohol was considered to play a part in their illness
presented with self-poisoning, whereas the majority of men presented with physical illnesses.
2.17

The above findings were reproduced almost exactly in a subsequent study from London.63
Based on assessment by the supervising house officer, 27% of 104 consecutive new and
unselected admissions to a general medical unit in an inner city district general hospital were
attributed to alcohol consumption. Similar to the Manchester study, a third of the ‘alcoholrelated’ patients drank less than 20 units a week, and admissions attributed to alcohol consumption included both ‘classical’ alcohol-related conditions such as intoxication, withdrawal
and alcoholic hepatitis, as well as conditions where alcohol was thought to play a contributory
role including pneumonia and self-poisoning.

2.18

These two studies illustrate well the pitfalls of study-design based on clinical judgement alone.
Clearly, in those cases where the condition responsible for admission is not exclusively due to
alcohol, then categorising a case as alcohol related is necessarily based on clinical judgement
and accordingly at risk of bias and inaccuracy. With this proviso, Taylor and colleagues reported the largest, and arguably best, example of this type of study.64 They examined over 2,500
acute admissions to the intensive therapy unit (ITU), and medical, surgical, orthopaedic and
casualty wards of a large general hospital in London. Based on clinical data and the results of a
brief alcohol-screening questionnaire (MAST), 12% of admissions were considered to be
definitely alcohol related, of which the majority (70%) were male, and over half were between
the ages of 14 and 40. The proportion of alcohol-related admissions varied from 7.2% for a
general surgical ward, to up to 26% for the casualty overnight observation ward.

2.19

More recently, McKnight and colleagues reported the contribution of alcohol intake to the
cause of admission of 106 consecutive patients admitted to a medical unit in Edinburgh.65
They reported that alcohol contributed to the admission of 41% of the men and 24% of the
women. This sub-group were drinking an average of 15 units of alcohol per day and had consumed an average of 90 units in the week prior to admission.

2.20

These studies, based largely on clinical judgement, suggest that in the UK alcohol plays a direct
or contributory role in between 7–40% of all acute, non-A&E, hospital admissions. The
highest proportion (25–40%) appears to be in acute, unselected, medical admissions with the
lowest in general, surgical (7%) admissions.

2.21

Complementary to these studies, Chick and colleagues have assessed the burden of alcohol on
hospital admissions in the UK using a different methodology.50 They obtained consumption
data on over 1,000 men aged 18–65 admitted consecutively to the medical wards in Edinburgh
and compared this to the alcohol consumption in men included in a general population
survey. From these data they calculated the relative risk of hospital admission for different
disease categories according to the level of alcohol consumption. They reported that for liver
disorders, upper gastro-intestinal disorders, myocardial infarction, other cardiovascular
disorders and respiratory disorders, increasing alcohol consumption correlated with an
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increased risk of hospital admission relative to abstention. Compared to abstainers, individuals drinking more than 51 units per week had an odds ratio of over 8 for being admitted to
hospital with liver disease, of over 3 for myocardial infarction, and of over 4 for respiratory
problems.

Special patient groups
2.22

Two UK studies have specifically examined the burden placed by alcohol on acute admissions
to geriatric units. The better of these prospectively examined 539 consecutive, elderly, medical
admissions for their alcohol intake and the contribution of alcohol to the cause of admission.66
Eight per cent of admissions were identified from alcohol history and CAGE questionnaires as
alcohol abusers, but only 2% of admissions were considered to be alcohol related. Alcohol
abusers were predominantly men, and independently mobile, suggesting that drinking
patterns in this age group may be partly determined by the physical ability to obtain alcohol.
An identical figure (2%) was reported in a more recent study examining the contribution of
alcohol to presentation of elderly patients to a hospital A&E department.67

2.23

At the other end of the age spectrum, no published studies have specifically examined the burden of alcohol misuse in children and adolescents on hospital services. Evidence was, however,
presented to the Working Party that between 1985 and 1996 the number of children attending
the Royal Liverpool Children’s Hospital (RLCH), Alder Hey each year with an overdose of
alcohol increased from 20 to approximately 200, although local partnership schemes between
the community, schools and police has resulted in a recent decline.68 Consistent with national
statistics on drinking habits in the young,17 the majority of the overdoses were with cider or
vodka. At the same hospital in 1998/9, 30 children under 16 years of age were admitted with an
alcohol-related diagnosis at an estimated cost of £26,370. Clearly, these alarming data are a
cause for great concern.

International comparisons of the burden of alcohol on hospital services
2.24

Not surprisingly, a wide variety of studies examining the burden of alcohol on hospital services
have been performed outside the UK. Those studies that provide insight into the likely burden
of alcohol on UK hospital workload will be considered in four categories:
1) consideration of the overall population burden
2) A&E/trauma units
3) the non-A&E/trauma setting
4) special patient groups

Population based studies
2.25

A study from Canada reported earlier this year has attempted to derive alcohol attributable
fractions (AAFs) for 90 causes of disease, and has applied these to national morbidity data to
estimate the number of admissions to hospital which can be attributed to alcohol.49 The
authors reported that in 1995, 82,014 (3%) hospital admissions in Canada were attributable to
alcohol. The reliability of this estimate depends on the accuracy of the AAFs, and will ‘miss’ the
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burden due to alcohol having an adverse effect on complications or length of stay rather than
causing the admission. However, for the first time, an overall estimate of the burden of alcohol
on hospital admissions in an entire population is assessed. Similar data derived from the UK
population would be invaluable in providing a better estimate of the overall burden of alcohol
on hospital services.
2.26

A study from Sweden has attempted to determine crude, consumption level-specific admission
rates.51 As discussed previously, if estimates of the prevalence of different drinking levels in a
population are known, these rates could give an estimate of the total burden place by alcohol
on hospital admissions in a given population. This study examined the association between the
level of alcohol consumption and hospital admissions for non-psychiatric illness during a 15year follow-up of a cohort of over 8,000 Swedish army conscripts. High consumers (more than
250g alcohol/week) had a higher rate of admission than abstainers (2.4 admission per capita
versus 1.8). In addition, as in a previous UK study,50 the relative risk for hospital admission was
greater in high compared to moderate (1–100g of alcohol/ week) consumers, with a relative
risk of 1.5 [1.2–1.8]. The association between alcohol and admission was positive in all diagnostic categories studied. Contrary to a previous study from the US,69 there was no suggestion
of a U-shaped curve between alcohol consumption and hospital admission — abstainers had
the same rate of admission as moderate consumers.

Studies in the A&E/trauma setting
2.27

Many studies have been performed outside the UK which assess the burden of alcohol placed
on A&E departments and trauma units. Only those studies providing further insight into the
burden of alcohol on A&E/trauma unit workload in the UK will be reviewed. Several studies
have confirmed the observation, reported in the UK study on pedestrian injuries,55 that
alcohol not only increases the chance of trauma occurring but also increases the severity of the
injury suffered. Spaite and colleagues prospectively examined 350 patients presenting with
bicycle-related injuries to a trauma centre at the University of Arizona.70 The injury severity
score (ISS) in 29 patients (8.3% of total) with detectable blood alcohol levels at the time of the
accident was 10.3 compared to 3.3 for patients with an undetectable BAC (p<0.001). The
length of stay of the positive BAC group was three and a half days including a mean of 1.4 ITU
days, compared to 0.5 and 0.1 days respectively for the negative BAC group. Importantly, mean
combined hospital and physician charges were more than six times higher in the positive compared to the negative BAC group.

2.28

A larger study from Finland examined the influence of alcohol on the severity of injury
suffered by 14,995 men presenting to an A&E department.71,72 For patients injured in falls and
for injured car occupants, the severity of injury was greater in those with positive BACs compared to those with negative BACs, and for all categories of injured patients head injury was
more common in intoxicated compared to sober patients (64% v 17%, odds ratio 8:3).

2.29

A recent study from Germany on trauma patients has shown that the effect of alcohol extends
beyond its role in causing the trauma and influencing the severity of injury suffered, to determining the subsequent clinical outcomes.73 This prospective study examined the influence of
alcohol on the outcome of 102 polytraumatised patients transferred to ITU after admission to
the emergency room and surgical treatment. Fifty of the patients were chronic heavy drinkers
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(intake > 60g/day) and 33 were non-drinkers. Major intercurrent complications such as alcohol withdrawal syndrome, pneumonia, cardiac complications and bleeding disorders were
almost three times more common in the alcoholic group than in the non-alcoholic group.
Accordingly, stay in ITU was significantly prolonged in the alcoholic group by a median
period of nine days.

Studies in the non-A&E/trauma setting
2.30

Studies from both Europe and North America have reported data broadly in line with UK
studies. A study from Canada determined the degree to which the attending physicians in four
different general medical units considered admissions to be alcohol related.74 The percentage
of alcohol-related admissions ranged from 6.4% to 15% across the four units. A more recent
study from Germany determined the prevalence and spectrum of alcohol-related diseases in
1,288 consecutive new admissions to a general hospital.75 The sample consisted of approximately equal numbers of medical and surgical patients. Of the total, 29% of male and 9% of
female admissions were attributed to an alcohol-related disorder. Frequently diagnosed disorders in alcohol-dependent patients included delirium tremens, seizures, head injuries and liver
cirrhosis, while in alcohol abusers trauma was the most common alcohol-related disorder. An
excellent study from Sweden examined a cohort of 9,057 twins born after 1925 who responded
to a questionnaire on lifestyle and personality in 1973, for causes of death and admission to
hospital since 1992.76 The proportion of hospital admissions attributable to high levels of
alcohol consumption was 13.3% for men and 1.1% for women.

Studies in special patient groups
2.31

As in previous sections, non-UK studies in special patient groups are reviewed only where they
provide additional insight into the likely burden of alcohol on hospital workload in the UK.
Four studies, from Europe, Australia and America, further illustrate the principle that alcohol
may not only contribute to the cause of hospital admission but may also adversely affect the
clinical course following admission. Two studies from burns units have shown an adverse effect
of alcohol intake on the outcome of burn trauma. In a study from Germany, chronic alcohol
abuse was found significantly to increase mortality following burn trauma,77 while in a larger
US study of 3,047 consecutive hospitalised patients with burns, associated intoxication was
associated with a higher incidence of associated injuries and, independent of burn size, with a
higher frequency of skin graft loss, cellulitis, hypotension and pneumonia.47 The intoxicated
patients also had more intensive care unit admissions, ventilated days, operations, transfusions
and total hospital days.

2.32

An Australian study performed on an orthopaedic ward demonstrated that, in both acute and
elective patients, hazardous drinking was associated with more in-patient complications and
greater nursing difficulty.78 Finally, in a study from Denmark in heavy drinkers admitted for
elective colorectal surgery, withdrawal from alcohol one month prior to surgery led to a
dramatic fall in post-operative complications (31% versus 74% in those continuing to drink
until admission). The reduction in the complications was most marked for post-operative
myocardial ischaemia, arrhythmias and night-time hypoxia.46
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2.33

Two studies, both from USA, have examined the burden of alcohol on a hospital medical intensive treatment unit (ITU). In the first of these studies, performed in a large community trauma and tertiary referral hospital, 9% of 435 consecutive ITU admissions were alcohol-related,
generating 13% of the costs.79 In the second study, 21% of 200 consecutive medical ITU admissions were directly alcohol-related.80 Alcohol withdrawal syndrome was the commonest alcohol-related admission with a mean ITU stay of five days. Patients with alcohol-related conditions tended to be younger and male. No comparable studies have been reported from the UK;
however, the Working Party heard evidence that 22% of ITU admissions to the Royal Liverpool
Hospital over a one-year period were alcohol-related. It would therefore seem likely that alcohol places a considerable burden on the country’s overstretched ITU facilities.

2.33

Finally, a study from New York highlights a further potential, indirect burden placed on
hospital services by alcohol.45 This study looked at inpatient hospital utilisation rates in the
children of dependent drinkers compared to other children. The findings indicate that children
of dependent drinkers have higher rates of inpatient hospital admissions, spend more days in
the hospital, incur greater hospital charges and are more susceptible to specific illnesses than
other children. Clearly this represents a hidden ‘burden’ of alcohol on the hospital workload.
Management of children with foetal alcohol syndrome also comes into this category.

The financial burden
2.35

It should be noted that the total cost of hospital services in 1997 — £23.4 billion 81 — was actually below total consumer expenditure on alcoholic drinks — £29.1 billion in the same year.82
Determining precisely how much of the total £23.4 billion expenditure on hospital services can
be attributed to alcohol misuse is subject to the same sort of methodological issues that arise
in determining the number of admissions that are directly or indirectly alcohol-related. Few
studies have attempted to estimate this burden in the UK.

2.36

Most recently, McDonnell and Maynard83 attempted to fully cost the burden of alcohol misuse
on society, but their estimates were based only on very heavy drinkers. Excess hospital costs
were calculated using data from research that had examined health service uptake by patients
undergoing specialist alcohol treatment compared to that expected in age- and sex-matched,
non-drinking controls. Updated to 1992 prices, their data suggested that even this select group
accounted for approximately £161 million of additional hospital costs per year. These costs
were later broken down into £41 million of inpatient costs related to diagnoses directly attributable to alcohol, and £120 million for diagnoses where alcohol was considered to play a
contributory role.84 Importantly, these figures did not include additional use of A&E
Departments or outpatient attendances. Using a range of methodologies, including the use of
AAF, Godfrey and Maynard85 suggested that the best estimate of the total alcohol-related
hospital costs in 1987 were around £400 million. Based on an estimate of the proportion of bed
days attributed to the treatment of alcohol-related conditions, Godfrey & Hardman later
suggested that the total hospital costs in 1990/91 were between £188 million and £392
million.84 These last two studies made some attempt to account for a broader range of drinkers
than were considered in the original McDonnell and Maynard study, but were similarly
restricted to inpatient costs only.
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2.37

There have been recent major studies of the costs of alcohol misuse undertaken in the US86 and
Canada.87 In these studies hospital costs were significantly higher than the current UK estimates suggest. In the US the costs of treating alcohol-related illnesses were estimated at $5.9
billion in 1992, of which $5.3 billion was accounted for by hospital costs. In the same year, in
Canada, the estimate of hospital costs was 767 million Canadian dollars. Both studies suggest
that length of stay in hospital in those with alcohol-related conditions was longer than in those
with similar health problems unrelated to alcohol consumption. Using data on disease specific costs or hospital stays, most studies conducted outside the UK have used AAFs to estimate
alcohol-related hospital costs. Unfortunately such data are not readily available in the UK.

2.38

In 1996, the Department of Health did undertake a study to attribute all hospital cost to
disease groups.88 Disease areas considered to have some alcohol-related component such as:
injuries and poisonings (5.8% of hospital costs); neoplasms (6.3%); cerebrovascular disease
(4.2%) and digestive disorders (5%) accounted for a significant proportion of both inpatient
and outpatient costs. This study and subsequent updates may provide a basis for more
accurate estimates of alcohol-related hospital costs if, in the future, there is a systematic
attempt to devise UK-related AAFs for different diseases.

2.39

An alternative approach is to use figures on the proportion of hospital admissions that are
alcohol-related to generate some cost estimates. Acute specialties, of which 7–40% of episodes
are considered to be alcohol-related, make up the majority of finished consultant episodes, and
in general their unit cost per day is higher than for non-acute specialties. Using published
statistics on average length of stay (five days for inpatient acute admissions) and costs for
generic admissions,81,89 a 7% proportion gives a minimum estimate of £500 million in 1998/9
for inpatient costs alone, and a 40% proportion an estimate of £2.9 billion. Costs can be
similarly estimated for A&E services. The unit cost of a stay per night in A&E at £359 per
inpatient day is considerably higher than the £222 per day for generic admissions. The
estimated cost per outpatient attendance at £37 is more modest, but the cost of transportation
by emergency ambulance — £171 — and the extra security needed in A&E departments to deal
with drunken admissions, gives some idea of the direct burden falling on the hospital sector.

Co-incidental hazardous drinkers: the potential burden of alcohol misuse on
general hospital services
2.40

In addition to studies aimed at determining the contribution of alcohol to the cause of hospital admission, many more studies in the UK and abroad have simply determined the
proportion of cases attending or admitted to hospital with some indicator of hazardous
drinking. Studies in a wide variety of hospital departments have shown that 20–25% of
patients admitted to hospital have an alcohol consumption that is in excess of sensible
limits.50,59,63,90–96 In many patients this alcohol consumption will have played no role in the
reason for admission. For example, in the 1992 study by Mangion and colleagues,66 although
8% of patients admitted acutely to a care-of-the-elderly department were identified as misusers
of alcohol, only 2% of admissions were considered to be alcohol-related. These coincidental
hazardous drinkers should be considered as the potential burden of alcohol misuse on hospital services in the future. Their presence in a hospital bed should be viewed as an ideal opportunity for intervention aimed at preventing them becoming part of the visible burden of
alcohol on hospital services in the future.
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Conclusions
2.41

Alcohol misuse places a considerable burden on hospital services in the UK. It is a major cause
of attendance and admission to hospital in both the A&E/trauma and non-emergency setting.
Alcohol misuse may cause admission directly, or contribute to attendance or admission together with other causes. In addition, alcohol may increase the burden on hospital services by
adversely affecting the course of illness following admission, leading to more complications
and accordingly a longer hospital stay.

2.42

The burden of alcohol misuse on the hospital workload results not only from the problems
occurring in the alcohol misuser per se, but also from problems occurring in others affected by
the excessive drinking: individuals involved in accidents attributed to intoxicated drivers and
the increased use of hospital services by the children of heavy drinkers for example. Not
surprisingly, this use of hospital services places a considerable financial burden on the NHS,
with inpatient costs alone accounting for between 2% and 12% of total NHS expenditure on
hospital services. Clearly, the magnitude of this burden and its drain on resources suggests that
considerable efforts should be directed at identifying and reducing the intake of harmful and
coincidental hazardous drinkers presenting to hospital. These issues will be discussed in the
following two chapters.
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3 Detection of harmful and hazardous drinking
Reasons for detection
3.1

In view of the burden placed by alcohol on hospital services, it is vital that these services are
capable of providing appropriate management of harmful and hazardous drinkers. This
includes both the initial management of alcohol withdrawal as well as management strategies
directed at the abnormal drinking behaviour that either contributed to the cause of admission
or, in the case of coincidental hazardous drinkers, may lead to an alcohol-related admission in
the future. However, before patients misusing alcohol and presenting to hospital services can
be managed effectively, their abnormal drinking behaviour must be detected. Failure to detect
harmful/hazardous drinking in this setting may have a variety of deleterious consequences.
Early consequences range from unnecessary investigations looking for alternative aetiologies of
an alcohol-related disease through to life-threatening alcohol withdrawal syndrome. Later
consequences include recurrent harm and hospital attendance in harmful drinkers, and the
subsequent development of harm in coincidental hazardous drinkers.

3.2

Recent evidence suggests that both patients in the harmful and in the coincidental hazardous
drinking groups are amenable to treatment. A randomised trial in over 1,700 alcohol-dependent patients has shown that three different forms of 12-week, manual-guided, individually
delivered psychosocial treatment regimes (12-step facilitation therapy, cognitive behavioural
coping skills therapy and motivational enhancement therapy) all lead to a significant reduction
in alcohol intake.97 For the hazardous, non-dependent drinker, several studies have shown that
brief drinking-focused interventions in general hospitals can lead to reductions in both
alcohol use and the development of harm (see Chapter 4). The overall aim of this chapter is to
review the currently available methods for detecting hazardous drinkers in the hospital setting
and consider some examples of best practice upon which to base recommendations.

Methods of detection
History and examination
3.3

The importance of taking an adequate alcohol history cannot be over-emphasised. However,
this is not often done, drinking history being described in the medical records using terms such
as ‘alcohol-social’. A study of 327 patient case-notes revealed that an accurate alcohol history
was recorded in only 37%, with no mention of alcohol at all in 39%.98 Reasons cited for this
failure to take an alcohol history include junior doctors being ‘too busy’, feeling reticent about
taking a drinking history, or thinking that alcohol is irrelevant to the reason for admission. Not
surprisingly perhaps, two studies have shown that house officers detected only 40–50% of
medical admissions subsequently identified as misusing alcohol.95,99

3.4

Physical examination may be completely normal in coincidental hazardous drinkers. However,
certain signs should alert the doctor to the possibility of excessive drinking. A clinical laboratory index comprising 17 clinical signs and 13 medical history items (Box 2) has been shown
to be a highly diagnostic instrument.100 The presence of four or more clinical signs or four or
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Box 2. The alcohol clinical index. From Skinner et al 1986.100

Clinical signs

Medical history items

Hand tremor

Inability to concentrate

Tandem gait

Troubled by mental confusion

Deep knee bend

Difficulty in remembering recent events

Spider naevi (>5)

Hallucinations

Collateral circulation

Hands shake in the morning

Gynaecomastia

Troubled by frightening dreams

Abdominal tenderness

Wake up with a headache

Rhinophyma

Hands often tremble

Facial erythema

Injured in an assault or fight

Coated tongue

Wake up feeling thirsty

Oedema of soft palate

Dry coated tongue

Nicotine stains

Cough on most days

Palmar erythema

Bring up phlegm

Bruises or abrasions
Scars (secondary to trauma)
Cigarette burns
Tattoos

more medical history items indicates a probability of alcohol abuse of greater than 0.9. In addition, when a patient presents with any of the conditions listed in Box 1 (page 5), there should
be a high index of suspicion that alcohol is a contributory factor.101

Laboratory markers
3.5

Laboratory markers may provide corroboratory evidence of hazardous drinking in patients
where this is clinically suspected (Box 3). However, none are sensitive or specific enough to be
used in isolation,102 and none can distinguish hazardous drinkers from alcohol-dependent
patients. The Working Party received evidence from Kings’ College Hospital, London, which
has recently studied the use of a third generation carbohydrate deficient transferrin (CDT)
assay in screening for alcohol misuse. The study showed that the assay was no more sensitive
than routine laboratory markers, and inferior to the AUDIT questionnaire (see below, para
3.10) in the detection of hazardous drinking. Its specificity for alcohol misuse, however, was
occasionally useful in the detection of drinking in patients with other causes of abnormal liver
function tests such as chronic hepatitis C and patients transplanted for alcoholic liver disease.

Screening questionnaires
3.6

The poor performance of clinical clerking and laboratory markers in the detection of
hazardous drinkers has lead to the development of a range of screening questionnaires available for use in the hospital setting. Although routine use of such instruments facilitates the
detection of hazardous drinking, their value is limited by the time, skill and resources required.
Questionnaires vary in the time frame they cover, the severity of hazardous drinking they
detect and the cultural groups for which they are appropriate. Four brief screening tests will be
described (also see Appendix 6):
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Box 3. Laboratory markers that may indicate heavy drinking
Blood and breath alcohol
❚ A raised blood or breath alcohol is firm evidence of recent alcohol consumption.
However alcohol is metabolised rapidly and absence of alcohol indicates only that
alcohol has not been consumed in the past few hours.

Erythrocyte Mean Corpuscular Volume (MCV)
❚ MCV is raised in many chronic heavy drinkers but may also be raised for other reasons.

Gamma glutamyl transferase (GGT)
❚ GGT is a liver enzyme raised in a high proportion of chronic heavy drinkers but returns
to normal levels after about 5 weeks abstinence. It may also be raised in non-alcoholic
liver disease and in patients taking enzyme-inducing drugs.

Aspartate amino transferase (AST)
❚ The liver enzyme AST is raised after heavy binge drinking but returns to normal within
about 48 hours. It may also be raised for other reasons.

Carbohydrate deficient transferrin (CDT)
❚ CDT is raised in some heavy drinkers. It is more specific than AST, GGT or MCV101a

1) Michigan Alcoholism Screening Test (MAST)
2) CAGE questionnaire
3) Alcohol Use Disorders Identification Test (AUDIT)
4) Paddington Alcohol Test (PAT).
The MAST and CAGE103 relate to lifetime symptoms, while the time frame for the AUDIT
is the past year. In addition, the MAST and CAGE detect only severe alcohol problems and
alcohol dependence,104 while the AUDIT and PAT tests also detect coincidental hazardous
drinking.
3.7

The Michigan Alcoholism Screening Test (MAST) exists in three versions (see Appendix 6). The
first, administered and scored by an interviewer, consists of 25 items relating to personal opinions on drinking, problems related to drinking and some symptoms of alcohol-dependence.
This version has been reported to have a sensitivity of 98% in detecting alcoholism.105 The
second version, known as the Brief MAST, is a 10-item questionnaire, again completed and
scored by an interviewer, that performs as well as the longer MAST.106 The third version, the
Short Michigan Alcoholism Screening Test (SMAST), is a self-administered 13-item questionnaire particularly suited to the detection of alcohol dependence. These different versions of the
MAST have been used extensively to detect alcohol problems in a wide range of patient groups
including adolescents, the elderly and hospital inpatients and outpatients.107–110 In several of
these studies the MAST has been shown to be more sensitive than routine history taking.107

3.8

The CAGE Questionnaire. CAGE is an acronym for four questions:
1) Have you ever felt you ought to Cut down on your drinking?
2) Have people ever Annoyed you by asking about your drinking?

Detection of harmful and hazardous drinking ❚ 23

3) Have you ever felt bad or Guilty about your drinking?
4) Have you ever had a drink first thing in the morning (Eye-opener) to steady your
nerves or get rid of a hangover?
3.9

A cut-off point of 2 provides good case/non-case discrimination for alcohol-dependent subjects.103 The CAGE questionnaire has been used to detect alcohol problems in studies in the
elderly, adolescents and emergency room patients,110a,111,112 and has been shown to be more
sensitive than the commonly used laboratory markers.113 For example, in a study of psychiatric
patients, GGT detected only one-third of those consuming more than 16 drinks per day, while
the CAGE detected 93%.114 However, like the MAST, the CAGE questionnaire is insensitive to
milder hazardous drinking.31

3.10

The Alcohol Use Disorders Identification Test (AUDIT) was developed specifically for use in
primary care in 1982 by an international group of investigators assembled by the World Health
Organisation.27,115 Its purpose was to identify individuals at risk of alcohol problems as a
result of hazardous alcohol consumption. The AUDIT is a 10 item-questionnaire which can be
self-administered or administered by non-clinical staff (see Appendix 6). It takes less than two
minutes to complete. The 10 items cover the following areas:
❚

amount and frequency of drinking (3 items)

❚

indicators of alcohol dependence (3 items)

❚

common problems caused by alcohol (4 items).

Each item is scored on a scale of 0–4, giving a possible maximum score of 40. Different cut-off
points can be used, but a score of 8 or more gives the highest sensitivity.116
3.11

A recent validity study in primary care recommended using five items for screening (1, 2, 4, 5
and 10), with a cut-off score of 5 — the short AUDIT.117 The AUDIT questions can be made
less threatening by being incorporated into a ‘Life-style Risk Assessment’30 — which encompasses questions regarding diet, smoking, exercise and stress management — or into the
medical history. The AUDIT has been found to perform well in detecting both harmful
drinkers and coincidental hazardous drinkers.117,118 However, its greatest strength is that it
can identify hazardous drinking earlier with greater sensitivity and specificity than either the
MAST/CAGE questionnaires118,119 or routine admission clerking.95

3.12

The Paddington Alcohol Test (PAT) was developed for use in the A&E department120
(Appendix 6). It takes one minute to complete and can detect hazardous and harmful drinking without prolonging patient waiting times in a busy A&E department. The PAT consists of
three questions: two concerning consumption (heavy drinking and binge drinking) and a third
which identifies whether the patient considers their attendance at the A&E department to be
related to alcohol.

Examples of good practice in detecting harmful and hazardous drinkers
The Working Party received evidence on two examples of good practice using PAT and AUDIT
for the detection of harmful and hazardous drinkers presenting to hospital services:
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3.13

The PAT in the A&E Department at St Mary’s Hospital, London
In light of the high frequency of hazardous drinking amongst their attendees A&E departments
of general hospitals are clearly appropriate places for detection of alcohol misuse. Over the past
12 years the A&E department at St. Mary’s Hospital in London has pioneered the routine use
of screening questionnaires.121,122 Initially, a combination of the MAST and the CAGE was
used. However, neither of these instruments includes questions on daily alcohol consumption
or binge drinking. The appointment of a dedicated alcohol health worker (AHW) to the
department in 1994 prompted the development of a brief, but effective, screening questionnaire for use in A&E departments — the Paddington Alcohol Test (PAT). Use of the PAT
resulted in a 10-fold increase in referrals to the AHW for counseling.120 Continuing audit and
feedback has been shown to improve both PAT usage and detection of alcohol misuse.123

3.14

The AUDIT at Kings College Hospital, London
In 1997, the Lambeth, Southwark & Lewisham Health Authority supported a two-year audit of
the burden of alcohol problems at King’s College Hospital in South East London.124 A small
group of interested clinicians was established whose objectives included: (a) the identification
and piloting of an Alcohol Misuse Screening Questionnaire suitable for use in the general hospital in both in- and outpatient settings; (b) determining the numbers of alcohol misusing subjects in various patient groups attending the hospital. The AUDIT questionnaire was identified
as the best available screening instrument for general use. Out of 2,988 consecutive acute medical admissions to one of three general medical wards, 250 harmful or hazardous drinkers were
identified using a Health and Lifestyle Questionnaire that incorporated the 10-item AUDIT
questionnaire. These patients were subsequently entered into a trial of brief intervention (see
Chapter 4). The short AUDIT questionnaire was used in surveys of the A&E department and
a dermatology outpatient clinic, and prevalence rates of harmful/hazardous drinking were 22%
and 18% respectively. It was concluded that 10–20% of patients attending King’s College
Hospital were drinking in a hazardous/harmful way, although it was considered likely that in
certain departments, eg orthopaedics and psychiatry, the figures would be higher. The study
group has gone on to develop guidelines for the detection and management of harmful and
hazardous drinkers, disseminated throughout the hospital via the hospital Intranet and formulary. The guidelines have also been specifically adapted for use by A&E staff and general
practitioners.

Conclusions and perspectives
3.15

Detection of harmful and hazardous drinkers presenting to hospital is vital to allow them to
be managed appropriately. In terms of harmful drinkers, detailed alcohol histories should
certainly be sought from patients presenting with conditions associated with alcohol misuse
(Box 1) and patients with signs and symptoms suggesting a high probability of problem drinking (Box 2). However, considering the high frequency of hazardous drinking in patients
presenting to hospital services and the apparent efficacy of brief intervention in these patients,
a strong case can be made for incorporating screening for alcohol misuse into the routine
health care provided in the general hospital setting.

3.16

The simplest method of screening would be to encourage doctors to take an alcohol history in
all patients admitted to hospital. However, even if this could be achieved (which is doubtful
in view of time constraints and lack of motivation), several studies have shown that routine
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history taking by junior doctors misses a significant proportion of harmful and hazardous
drinkers. Of the other available methods of screening, questionnaires are more sensitive and
cheaper than currently available laboratory markers, and the AUDIT questionnaire appears to
be most suited to use in the general hospital setting. From the available evidence there seems
little doubt that using this questionnaire to routinely screen medical admissions would identify significant numbers of hazardous drinkers that would otherwise be missed, thus providing
the opportunity for intervention.
3.17

Routine use of the AUDIT questionnaire as a screening tool in the general hospital would have
the added benefit of shifting the focus from alcoholism as a clinical entity, to a public health
perspective that emphasises the early detection of a hazardous drinking before the onset of
significant harm. Including the AUDIT in a ‘Life-style Risk Assessment’ questionnaire would
further highlight the public health perspective and provide a further stimulus towards changing hospital culture away from management directed solely at the presenting disease and
towards disease prevention and management of the ‘whole patient’. The issue of who is best
suited to administer the questionnaire will depend on the particular hospital setting and the
resources available locally. Several studies have recommended that nurses ask patients to complete the questionnaire during the routine admission procedure (Recommendation 6),119,125
and nurses have been shown to be more cost-effective than doctors at screening admissions for
alcohol misuse.126 Some hospitals employ specific alcohol workers (usually trained nurses)
who carry out screening and brief interventions as well as raising the profile of alcohol management across the hospital; we commend this practice (Recommendation 7).
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4 Management of harmful and hazardous
drinkers in general hospitals
Introduction
4.1

Once harmful or hazardous drinking in a patient presenting to general hospital services has
been identified, it is critical that these services are capable of providing appropriate management of both alcohol withdrawal and the abnormal drinking behaviour. This management is
the focus of this chapter. First, current hospital practice with respect to harmful or ‘problem’
drinkers will be discussed followed by some specific examples of ‘better’ practice. Second, the
pharmacotherapy of alcohol withdrawal syndrome will be reviewed. Third, evidence for the
use of brief interventions in the hospital setting will be discussed. Finally, potential barriers to
achieving optimum management will be considered.

4.2

Although lessons can undoubtedly be drawn from the management of harmful drinkers in
other settings, the optimal management of these patients in the general hospital setting has not
been properly evaluated. This may be attributable, in part, to the sheer range of different management problems they pose, ranging from the patient in the A&E department who has selfharmed in the context of alcohol withdrawal to the recently detoxified inpatient on an
orthopaedic ward expressing homicidal intentions. The significant burden these patients place
on hospital services clearly provides strong justification for the establishment of more health
services research into their management, as well as into the mechanisms through which alcohol causes physical damage. Consideration should be given to establishing a National Institute
for Alcohol Research akin to the National Institute on Alcohol Abuse and Alcoholism (NIAAA)
in the United States. (Recommendation 12). In the meantime, however, while the evidence
base is being developed, the widespread failure to adopt strategies for the care of these patients
in the general hospital setting poses serious issues for risk management, resource utility, staff
satisfaction and the quality of care for other patients.

Typical contemporary general hospital practice
4.3

The harmful drinker usually presents to the general hospital through the A&E department with
a medical, surgical or psychiatric problem. The range of presenting problems is enormous (see
Box 1), but typically might include: coma due to single episode binge drinking; withdrawal fits
in a dependent drinker; deliberate self-harm; a request for elective detoxification and rehabilitation; jaundice; a panic attack; a confusional state; a fracture. The patient will be seen by A&E
doctors and nurses who may not identify alcohol misuse as a potential cause of the presenting
complaint. The clerking will focus on the presenting problem and there is unlikely to be an
attempt to elicit a history of other alcohol-related medical, psychiatric and social problems.
If the patient requires admission, this is likely to be to the ward best equipped to deal with
the presenting complaint. Often no detailed alcohol history or psychosocial assessment is
attempted during the whole time the patient spends on the general ward, with no alcohol
history of any sort being documented in the medical notes of more than 30–40% of acute
general medical hospital admissions.95,98
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4.4

When dependent drinkers are identified there may be uncertainty about aspects of pharmacotherapy and ward observation. Should thiamine be administered orally or parenterally?
What pattern of physical observation should accompany detoxification? Should oral vitamins
continue after discharge? These decisions are often left to the most junior doctors on the team
on the basis that: (a) alcohol-related problems are common and straightforward, (b) senior
doctors should concern themselves with the management of patients with more ‘complex’
problems. Within a few days an unidentified dependent drinker may drift into uncontrolled
alcohol withdrawal, complicated by fits or delirium tremens. Even if detoxification is successful, the patient may declare a range of unsuspected psychosocial problems on the eve of
discharge. This can cause major problems on the general ward. The costs in terms of disturbance to other inpatients, stress among ward staff, delayed discharges and even litigation
against the hospital are considerable.

4.5

When the abnormal drinking behaviour has been detected and an appropriate psychiatric
referral made, still the outcome may be unsatisfactory. Some adult psychiatry services simply
exclude substance misuse from their work and will not attend. More commonly, a trainee
psychiatrist, with limited knowledge of alcohol-related problems or of local alcohol services,
will attend along with variable senior supervisory support. These kinds of responses from
mental health professionals may lead to a culture of non-referral of harmful drinkers admitted
to general wards, even when the drinking is detected.
These scenarios present a rather bleak view of current practice but should be recognisable to
clinicians.

Examples of good practice
} GOOD PRACTICE IN A&E
4.6

Screening and brief interventions at St Mary’s Hospital, London
As discussed in Chapter 3, Touquet and colleagues have described their work over the last 12
years to improve detection and management of hazardous and dependent drinking among
A&E attendees at St Mary’s Hospital. Use of the Paddington Alcohol Test (PAT) to screen for
harmful or hazardous drinking resulted in a ten-fold increase in referrals to an alcohol health
worker (AHW) for counselling, generating 27 hours of work per week.120 Brief interventions
by the AHW resulted in a reduction of 43% in alcohol consumption from 30 to 17 units per
day, and confirmed the now well established view that hazardous drinkers reduce their intake
more than dependent drinkers in response to such treatment.127

} The working party considered the important elements of this good practice to be:
a) simple screening strategy for harmful and hazardous drinkers
b) brief interventions for hazardous drinkers provided by a dedicated alcohol worker.
(Recommendation 6)
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4.7

Assessment and management of alcohol dependent patients at St Thomas’s Hospital, London
The A&E department at St Thomas’s Hospital, London, has established a team of psychiatric
liaison nurses who, in contrast to common practice, have made it part of their role to assist in
the detection, assessment and management of alcohol dependent patients. Emphasis is placed
on risk management and on interim care planning in the department. The liaison nurses are
particularly skilled at assessing risk in problem drinkers who express suicidal ideas (or have
self-harmed) and preventing escalation of violence in the A&E department. They also advise
on detoxification regimes and appropriate referral. The severity of dependence in most of these
patients means that brief interventions are unlikely to be effective. Instead, some patients are
directed to local specialist alcohol services, both in the NHS and the voluntary sector, while
those presenting with self-harm, severe withdrawal or confusional states are admitted to the
A&E observation ward or a medical bed for a few days. The psychiatric liaison nurses also offer
support and education to the general nurses in the A&E. There are currently seven liaison
nurses devoted to the A&E department, which has approximately 120,000 presentations per
annum, 500 with alcohol dependence syndrome.128 These G grade nurses are either registered
mental nurses with relevant experience or dual qualified in general nursing. A staff grade
psychiatrist, a consultant psychiatrist and a well established A&E/liaison psychiatry steering
group support their work. The nurses are currently managed by the Mental Health Trust. Joint
management with the Acute Trust proved unwieldy in the past.

} The working party considered the important elements of this good practice to be:
a) early detection of dependent drinkers
b) assessment of dependence severity by appropriately trained staff
c)

the development of management protocols for detoxification and appropriate referral for
on-going support

d) provision of staff education and support
e) service support from senior medical staff
(Recommendations 6 and 7)

} GOOD PRACTICE ON THE GENERAL WARD
4.8

Alcohol liaison nursing at Royal Liverpool University Hospital
The Working Party received evidence from an alcohol specialist nurse working at the Royal
Liverpool University Hospital. Her original job description was to optimise the medical management of alcohol-dependent inpatients, offer brief intervention to inpatients identified as
hazardous or to drinkers with early dependence, and to develop staff attitudes and knowledge
about alcohol misuse. However, time constraints have forced her to spend less time on elective
brief interventions in hazardous drinkers and more on the management of problem drinkers
on the general wards. She has a background in general nursing and emphasised the importance
of adequate clinical and professional supervision. A senior consultant physician championing
the issue of alcohol within the general hospital, and a good working relationship with the
psychiatric liaison nurse were also identified as crucial to her work (Recommendation 7).

4.9

This specialist nurse is currently undertaking a Research & Development project assessing the
effects of her interventions on staff and patients. Over an 18-month period she received 1,654
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referrals, 437 of whom were suitable for formal brief intervention. Ninety patients were subsequently followed up in a nurse-led clinic. At six months the mean AUDIT score had reduced
from 20 to 11.9, the mean drink days per week from 5.7 to 3.6 and the mean daily alcohol consumption from 20.5 to 8.5 units. She estimated that, in total, her interventions prevented 258
admissions, covering the costs of her salary ten times over. Staff training included provision of
information on the physical complications of alcohol and local alcohol services as well as
encouraging staff to examine their attitudes towards alcohol. Initial evaluation of the success
of this training also seems promising. She felt that if the teaching, research and clinical service
were to expand and develop, a nurse consultant supported by an alcohol specialist nurse would
be needed (see Appendix 4 for a sample job description).
} The working party considers the important elements of this good practice to be:
a) management of harmful drinkers supervised by an appropriately trained
member of staff
b) brief interventions for hazardous drinkers provided by a dedicated alcohol worker
c)

provision of staff education and support

d) service support from senior medical staff
e) audit
Every acute hospital needs a minimum of one trained alcohol health worker,
and larger ones would need several to maintain the educative and audit roles
(Recommendation 6 and 7).

4.10

The role of liaison psychiatry
Liaison psychiatry services have developed to varying extents across the UK despite the case for
expansion being vigorously articulated.129 Some general hospitals rely for a service on a rota
of psychiatric trainees, sometimes based off-site and with limited senior supervision. In such
circumstances the psychiatrist will offer little to the problem drinker on a general ward. Indeed,
some services formalise this with an operational policy that excludes alcohol and drug misuse
from their duties. At the other extreme, relatively well-resourced liaison psychiatry services
find that problem drinkers on the general wards represent about one quarter of their work. For
example, at St Thomas’ Hospital the multi-disciplinary team advises on the management of
confusional and psychotic states amongst problem drinkers in general wards, assesses and
manages mood disturbance and potential suicide and, where necessary, refers on to specialist
alcohol services, community mental health teams or acute psychiatry wards before discharge.

4.11

One recommendation that sometimes arises is the need for a Registered Mental Nurse to
provide one-to-one supervision of the patient during some of their time on a general ward.
Protocols to guide such interventions and agreements about funding agency nurses to ‘special’
medical inpatients have proved useful. In addition to the general liaison service, a specialised
neuropsychiatry liaison team assesses and helps to place cognitively impaired problem drinkers
who are under 65 years of age. This assistance with discharge planning is particularly helpful
in a central London hospital that discharges patients to areas of London with varying
sectorised follow-up service options.
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} The working party considers the important elements of this good practice to be:
a) the acute services response — assessment and management of ‘complicated’ harmful and
dependent drinkers by liaison psychiatrists who consider alcohol to be part of their remit
b) appropriate referral for on-going support prior to discharge
(Recommendations 9 and 10).

4.12

Referral for on-going support prior to discharge
The importance of referring harmful/dependent drinkers for ongoing support before discharge
was emphasised by several members of the working party as well as by some of those giving
evidence. They considered it vital that these patients are assessed by an appropriately trained
individual with knowledge of both the services available locally and the indications for referral
to these services. It is clear that rotating, trainee doctors in the acute hospital may not have time
to familiarise themselves with the range of local options or the grounds for choosing between
them. A hospital alcohol worker, alcohol specialist nurse or psychiatric liaison nurse would
appear to be best placed to refer on appropriately.

4.13

A large number of organisations, both within and without the NHS, offer a service to harmful
drinkers. Patients with severe alcohol dependence will usually require referral to specialist alcohol services, where a variety of psychosocial treatment options have recently been shown to be
beneficial,97 as has pharmacotherapy.130 However, within the NHS these services tend to be
part of substance misuse teams (commissioned and managed by mental health trusts), and
alcohol often falls behind drug dependence in their priorities.

4.14

Opportunities for residential rehabilitation are generally funded by local authorities via substance misuse social workers who may not be integrated with the NHS team. In some cases,
where a need for psychiatric follow-up is identified, referral to the catchment area community
mental health team is indicated. Depressive symptoms, morbid jealousy or continuing alcoholic hallucinosis after detoxification are among these indications. Indeed, admission to an
acute psychiatry ward should be considered if these mental health problems are severe or
associated with significant risk. The general practitioner is included in follow-up support for
patients following discharge. There remains a pressing need for effective liaison between
primary healthcare professionals and other community and hospital based services. Such
liaison is essential to ensure proper co-ordination of support to patients.

4.15

Non-statutory agencies for alcohol misuse vary considerably from place to place. In London,
for example, referral on to agencies such as Equinox or the Alcohol Recovery Project should be
considered. The latter is one of the only organisations that will engage with patients who continue to drink. Several patients giving evidence to the Working Party felt that physicians, and
more particularly psychiatrists, sometimes underestimated the value of self-help organisations
such as Alcoholics Anonymous (AA). In fact there is published evidence of the efficacy of AA
attendance in the maintenance of abstinence from alcohol131 and there are more than 4,000
groups in Britain holding 60,000 meetings each year. Volunteers from local AA groups are
often prepared to come to general hospital wards to meet inpatients before their discharge and
assist them in attending meetings immediately after discharge. General wards can promote this
idea and offer written contact details, and general hospitals could offer appropriate space for
AA meetings on site.
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} GOOD PRACTICE IN A PAEDIATRIC SETTING
4.16

4.17

The management of alcohol poisoning at the Royal Liverpool Children’s Hospital, Alder Hey
The Working Party received evidence on the management of the 200 children per annum presenting to the Royal Liverpool Children’s Hospital, Alder Hey with acute alcohol poisoning.
The initial management is by assessment, with resuscitation as required, looking particularly
for the common complications of hypoglycaemia and hypothermia. Children are put into one
of three categories for subsequent management:
1

one attendance with an overdose of alcohol or an injury related to intoxication

2

one attendance with an overdose of alcohol plus another drug

3

recurrent attendances with overdoses of alcohol.

Most children in the first category are discharged after a few hours of observation without
follow-up. For those children and adolescents with alcohol and/or drug problems — particularly recurrent intoxication and excessive abuse — a more comprehensive assessment needs to
be undertaken. Those children and adolescents with abuse and/or dependence often have
co-existing psychological and psychiatric comorbidity, and may have problems with other
domains of functioning such as family, academic and criminal involvement. These issues
require assessment: often paediatric staff will initiate this, but much of it is typical of the work
of child and adolescent mental health. Assessment needs to address not only these issues but
also issues of confidentiality, consent to treatment and need for parental involvement. Liaison
and/or referral to child psychiatric services as well as specific young people alcohol services
may be warranted. Clear guidelines on assessment and availability of advice and support to
paediatric staff should be readily available. Of paramount importance is the welfare of the
child; this may at times raise child protection issues.

Pharmacotherapy of alcohol withdrawal and alcohol-related
neuropsychiatric conditions
4.18

Alcohol withdrawal symptoms are variable in intensity. Unless managed appropriately with
adequate sedation, severe alcohol withdrawal symptoms can occur in patients admitted to hospital either for the prime purpose of alcohol withdrawal (primary detoxification) or for other
medical/surgical reasons resulting in their alcohol being withdrawn (secondary detoxification).
Severe withdrawal may be predicted if patients have had high levels of alcohol intake, previous
history of severe withdrawal, previous history of seizures or delirium, concomitant use of psychoactive drugs, poor physical health, high levels of anxiety or other psychiatric disorders.132
Severe alcohol withdrawal states include delirium tremens, alcohol withdrawal seizures, alcoholic hallucinations and blackouts. Complications such as liver failure, hypoglycaemia and
subarachnoid haemorrhage can occur in these patients and they therefore require inpatient
medical supervision. Heavy alcohol consumption and alcohol withdrawal are associated with
a range of neuropsychiatric conditions, some of which have a high morbidity and mortality
(see Box 1). Vitamin B deficiency is known to contribute substantially to the aetiology of a
number of these conditions and therefore, in addition to sedation regimes, vitamin B supplements are central to the management of alcohol withdrawal.
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Sedative regimes
4.19

Evidence suggests that benzodiazepines and chlormethiazole have similar efficacy for the treatment of withdrawal symptoms, including the prevention of seizures and delirium
tremens.133,134 Respiratory suppression leading to death has been reported in patients combining alcohol and chlormethiazole.135 Its use is therefore now reserved for those rare patients
with withdrawal fits resistant to treatment with benzodiazepines. The mainstay of treatment
for alcohol withdrawal states is the benzodiazepine chlordiazepoxide. It is slowly absorbed, has
a long half-life and low potency. It also has a lower abuse potential than other drugs such as
diazepam because of its slower onset of action. Adequate doses of chlordiazepoxide usually
prevent withdrawal fits; in general, the longer acting agents are more effective in preventing
seizures than short-acting drugs. Alcohol withdrawal seizures are usually self-limiting;
however, if a patient develops prolonged or recurrent seizures, intravenous lorazepam (2mg) is
effective in terminating seizures and preventing recurrence, and may be less of a respiratory
depressant than diazepam.136 Intravenous chlormethiazole should be used on a shortterm basis only in resistant cases, and patients should be observed for signs of respiratory
depression.

4.20

There is little evidence to support the use of conventional anti-epileptics in either the treatment
or prophylaxis of alcohol withdrawal seizures. Haloperidol (1.5–5mg 2–3 times daily) or a
similar sedative major tranquilliser can be added to chlordiazepoxide in patients with severe
psychotic symptoms. However, this should be used with caution and for a short-term because
of its epileptogenic potential. Beta-blockers can mask the adrenergic symptoms of withdrawal
but will not provide prophylaxis against withdrawal seizures, and thus should be used only as
adjunctive therapy.

Pharmacotherapy for alcohol-related neuropsychiatric problems
4.21

Alcohol misuse is often associated with poor dietary intake resulting in a variety of nutritional deficiencies. Vitamin B deficiencies are particularly common. For example, Thiamine (B1)
deficiency has been reported in 30–80% of heavy drinkers, pyridoxine (B6) deficiency in 50%,
and riboflavin (B2) deficiency in 17%. Less commonly, nicotinic acid deficiencies have
been reported.137,138 Vitamin B deficiency, particularly thiamine, can result in Wernicke’s
encephalopathy (WE) (see Appendix 3), which is both common and potentially fatal, as well
as being associated with chronic morbidity in the form of Korsakoff ’s psychosis. WE is characterised by a triad of clinical signs — ataxia, confusion and ophthalmoplegia. Harper et al139
found only 10% of patients had the full triad, and the majority presented with an altered
consciousness level ranging from confusion to coma. Many alcohol-dependent patients presenting to A&E are ataxic, confused and drowsy through intoxication, and some may be
comatose or collapsed from other causes. Treatment directed at WE is therefore empirical
and needs a high index of suspicion, the treatment of choice being parenteral high dose
vitamin B in the form of Pabrinex (thiamine, riboflavin, pyridoxine and nicotinamide). This
is especially important when the patient is hypoglycaemic, since intravenous glucose without
thiamine may acutely precipitate WE. Patients developing signs of incipient WE during
alcohol withdrawal are managed similarly. Intravenous Pabrinex is usually continued for 3–5
days until clinical improvement occurs. However, no formal, dose ranging, placebo-controlled
studies have been conducted on the use of parenteral B-complex vitamins in chronic alcoholic
misusers.
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4.22

Parenteral high potency vitamin B preparations, including Pabrinex, are associated with a
small risk of serious allergic adverse reactions, particularly when given intravenously.140 In
1989 the Committee on Safety of Medicines (CSM) recommended for Parenterovite (withdrawn a few years later) that:
a) use be restricted to patients in whom parenteral treatment is essential
b) intravenous injections should be administered slowly over 10 mins
c) facilities for treating anaphylaxis should be available.
These recommendations remain in place in the British National Formulary for intravenous
thiamine in the form of Pabrinex. Patients with incipient WE therefore require transfer to an
acute medical ward where intravenous B vitamins can be administered and continued in a
safe environment. To prevent the neuropsychiatric complications of vitamin B deficiency in
patients undergoing alcohol withdrawal in the community, high dose oral thiamine,
(200mg/day) together with Vitamin B strong tablets, (30 mg/day) is the treatment of choice.

4.23

Protocols for the use of sedatives and vitamin supplements should be widely available and
audited in each general hospital (Recommendation 6, see Appendices 1–3 for examples).
Because of the particular problems encountered in A&E departments where patients may not
stay long enough for staff to distinguish intoxication from the neurological sequelae of WE,
a lower threshold for treatment with parenteral vitamin B is reasonable and an example of a
protocol is given in Appendix 3.141,142 As an example of good practice, the Working Party
received evidence that in Kings College Hospital, London such guidelines are available on the
hospital Intranet and in the hospital formulary. Following successful alcohol withdrawal,
pharmacotherapy such as acamprosate130 and disulfiram can be useful adjuncts in management of the alcohol dependent patient. Early treatment is advocated, but only in conjunction
with specialist alcohol service referral and advice.

Brief interventions in harmful and hazardous drinkers in general hospital
4.24

This chapter has, thus far, dealt largely with the management of the harmful, often alcoholdependent, drinker presenting to general hospital. Following management of their withdrawal the majority of these patients will require conventional specialist alcohol treatment services
accessed via psychiatric liaison nurses, liaison psychiatry, an alcohol health worker or formal
referral by the general ward consultant. However, as discussed previously, a high proportion of
patients admitted to hospital, with or without an alcohol-related cause, whilst drinking at
hazardous levels are not se alcohol dependent. Such patients are ideal candidates for brief interventions.

What is a ‘brief intervention’?
4.25

Brief interventions can be defined as interventions for hazardous drinkers whose level of alcohol consumption places them at risk of experiencing problems associated with their drinking,
but who have few, if any, symptoms of alcohol dependence.94 The term ‘brief intervention’ is
used to describe a range of interventions with similar properties. They are of shorter duration,
lower intensity and are cheaper to implement than conventional treatments.143 These interventions are usually carried out by generalist workers in non-specialist settings and, in order to
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Box 4. Common elements of brief interventions (FRAMES)
F Feedback

Feedback of assessment

R Responsibility

Advise patient that drinking is their Responsibility

A Advice

Give clear Advice (written or verbal) to reduce or stop drinking

M Menu

Give a ‘Menu’ of options (a range of options)

E Empathy

Be Empathic, warm and understanding

S Self-efficacy

Encourage patient’s Self-efficacy for change (optimism)

enhance implementation, they are brief and user-friendly. They are ideally suited to delivery by
appropriately trained alcohol workers. A brief intervention usually consists of an assessment of
alcohol intake, information on hazardous/harmful drinking, and clear advice for that individual, often with booklets and details of local services.31
4.26

The effective components of brief interventions and the ‘minimum dose’ necessary for behavioural change have been debated at length. It seems that raising awareness at a critical time
(eg on admission to hospital) may be helpful in facilitating behavioural change. If individuals
can be helped to examine their drinking in an empathic way they may feel motivated to do
something about it. Once this motivation has been effected, further change may occur with
little assistance. Miller & Sanchez144 have summarised the common elements of brief interventions that have been shown to be effective, and have coined the acronym FRAMES as an
aide-memoire (see Box 4). Follow-up may help to consolidate behavioural change but is not
needed for all patients. Brief interventions may prompt a natural change process that would
not otherwise have happened, or would have been delayed.145

Efficacy of brief interventions in the hospital setting
4.27

Evidence suggests that overall brief interventions are effective in men and reduce alcohol intake
by about 20%.31,34 Populations not directly seeking treatment seem to derive more benefit
than populations seeking treatment, perhaps because the latter group has more serious problems and higher levels of dependence. Studies carried out specifically in the general hospital
setting suggest that brief interventions can lead to significant reductions in alcohol use and/or
related problems.146–150 As discussed above (paras 4.7–8), brief interventions in both the
A&E setting and a nurse-led alcohol clinic were successful at achieving a reduction in alcohol
intake in hazardous, non-dependent drinkers identified on presentation to hospital.
Importantly, the nurse-led clinic appeared to be cost-effective by preventing hospital admissions. This is consistent with studies from the US showing that brief interventions lead to a
significant fall in future health care costs.35,151

4.28

In contrast to these studies, however, the Working Party heard evidence from a study carried
out at King’s College Hospital specifically examining the effectiveness of brief interventions in
hospital settings. In this study 154 patients who had been detected by screening acute medical
admissions for hazardous drinking using the AUDIT questionnaire (see Chapter 3) were
randomly allocated to control (n=75) or treatment (n=79) groups. The control group received
no advice about their drinking. The treatment group had a ‘brief intervention’ session lasting
10 minutes, during which time they were advised to reduce their drinking. Both groups were
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followed-up at three and 12 months. Although both treatment and control groups showed
reductions in AUDIT scores and weekly alcohol consumption, there was no evidence of an
independent treatment effect that could be attributed to brief intervention counselling. This
lack of treatment effect could be explained by the confounding effect of the control patients
agreeing to take part in the trial and be followed-up. They were therefore effectively receiving
some form of ‘brief intervention’.

Implementing more effective hospital management of harmful and
hazardous drinkers: removing the barriers
4.29

The available evidence clearly suggests many ways of improving the care of harmful and hazardous drinkers presenting to hospitals. However, in making recommendations it is necessary
to consider what potential barriers might prevent their implementation.

Organisational barriers
4.30

The organisational barriers to the implementation of the recommended changes are numerous
and significant. The separation of mental health from acute trusts and their separate commissioning by health authorities poses a major obstacle. The separation of specialist alcohol and
drug services from general adult psychiatry services within the mental health trusts, and within mental health commissioning, complicates matters further. Add to this the sectorisation of
mental health and substance misuse services, but the non-sectorisation of acute hospital trusts,
and the management of change becomes very difficult.

4.31

As a worked example of how these organisational issues stifle service development for problem
drinkers in the general hospital, the efforts to appoint an alcohol worker at St Thomas’s
Hospital will be described.
St Thomas’s Hospital sees patients from all over London and the South East and a large number of problem drinkers are of no fixed abode. In fact, only about 40% of problem drinkers in
the hospital have an address within Lambeth, Southwark & Lewisham Health Authority (LSL).
Substance misuse services are tightly sectorised within LSL and throughout the rest of London.
Who then should fund and employ the proposed alcohol worker? The specialist substance misuse service offered a part-time worker who would only see inpatients at St Thomas’s with home
addresses in LSL. Meetings to resolve this involved up to 12 people from different organisations
and were difficult to convene. The simplest solution here is for the acute trust to directly
employ an alcohol liaison nurse. But such an isolated professional would need formal links
with, and support from, liaison psychiatry and local specialist alcohol services. One solution to
these organisational barriers is to establish steering groups of key clinical and managerial
personnel from the general hospital, liaison psychiatry and substance misuse services
(Recommendation 8).

Negative staff attitudes
4.32

Another crucial obstacle to change in the care of harmful/hazardous drinkers in the general
hospital is staff attitudes. Hospital doctors and nurses are often reluctant to raise the issue of
alcohol consumption with patients, even when they suspect that it is a major contributory
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factor to the admission. This stance may reflect lack of time, negative personal attitudes, a
stereotypical view of a problem drinker and a failure to understand the difference between
hazardous/harmful use and dependence. Many hospital doctors do not believe that it is within their remit to offer advice/treatment to such patients and many believe that treatment is
unlikely to be successful. The most junior doctors — pre-registration house officers — often
have to manage problem drinkers but the current undergraduate curriculum may not have
prepared them for the prevalence and complexity of alcohol-related problems. Thus they may
be left anxious and lacking the knowledge/skills when faced with these patients. Lack of
support from senior colleagues and local services may compound a negative attitude to these
difficult, often multiply reattending, patients. This may be superimposed on an ambivalent
attitude to alcohol arising as a result of a heavy-drinking medical school culture.
4.33

A recent study carried out in a London teaching hospital exploring the attitudes of doctors
towards inpatients with an identified alcohol problem has confirmed these impressions.152
Sixty-one doctors on three medical firms were sent an anonymous self-report questionnaire;
32 doctors responded (63%). Those who did respond were predominantly white and male,
with a mean age of 36 years. On average these doctors spent approximately three hours per
week dealing with alcohol problems as part of their clinical caseload. Alcohol-dependent
patients were viewed as violent and aggressive. They found these patients frustrating and tried
to avoid them by delegating care. Overall they had little confidence in treating these individuals, viewing any therapeutic input as ‘futile’. About one-third of respondents indicated that
there was very little internal support available to assist them in the management of alcoholdependent patients. It emerged in focus groups that these strongly negative attitudes had largely been picked up at medical school, prior to clinical experience. Alcohol misuse had also been
accorded a low priority in the teaching curriculum.

4.34

Unfortunately, negative attitudes of health care professionals can have a profound effect on
health care delivery. Individuals with alcohol problems often fail to seek treatment or delay it
until symptoms are severe. Denial, lack of confidence in the health care system and stigmatisation are all influential factors. Sadly, it appears that this stigma persists. In the Millward
study,152 alcohol-dependent patients were more dissatisfied with their care than two control
groups of patients, perceiving that doctors avoided them and focused mainly on their secondary symptoms. Alcohol consumption as a potential cause for admission was not discussed
and, when alcohol was discussed, authoritarian approaches were used. Nurses in both primary and secondary care have also been shown to lack confidence in dealing with patients with
alcohol-related problems.153,154 Patients with multiple presentations, for instance to the A&E
department, are seen as ‘revolving door’ patients who are too difficult to change.

4.35

There needs to be a national lead to change this culture in secondary care. In general hospitals,
the challenge is to move beyond treating the presenting alcohol-related physical disease to tackling the underlying alcohol problem and to assume a wider responsibility for health promotion
in patients (Recommendation 3).

Lack of alcohol education and training in hospital staff
4.36

It is clear from the studies cited above that a lack of appropriate education and training in medical and nursing staff contributes significantly to their negative attitudes towards patients with
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alcohol problems. Unfortunately, there is currently no requirement for medical schools to provide properly structured educational programmes on alcohol, and there is evidence of substantial variation in the quality and quantity of teaching in this area of the curriculum.155,156
Though the General Medical Council has made no specific recommendation about the inclusion of education on alcohol in the undergraduate curriculum, it does make it clear that students should be enabled ‘to acquire a knowledge and understanding of the full range of problems
that present to doctors, as well as the range of solutions that have been developed for their recognition, investigation, prevention and treatment’.157 Furthermore, the GMC states that students
should ‘acquire and demonstrate attitudes necessary for the achievement of high standards of medical practice’.
4.37

Both of these recommendations argue strongly for proper teaching about alcohol within
undergraduate curricula — a view we strongly endorse (Recommendation 4). The UK Central
Council of Nursing Midwifery and Health Visiting (UKCC) has taken a positive stance in
ensuring that the promotion, restoration and maintenance of health are central themes of the
nursing curriculum introduced at the end of the 1980s. However, alcohol was not identified as
a discrete topic, and no coherent approach was therefore taken to the prevention and management of alcohol problems per se.158

4.38

In addition to this lack of undergraduate education and training, there is currently no provision of postgraduate training and certification for doctors and nurses wishing to take a special
interest in the management of patients with alcohol problems. The English National Board of
Nursing, Midwifery and Health Visiting (ENB) has examined the issue of education and training needs for nurses in the overall area of substance misuse and has developed guidelines for
education and training for nurses and midwives.159 However, the working party heard
evidence that of 138 general hospital trusts surveyed in 1999, only six employed an alcohol
specialist nurse. In the case of doctors, most of the emphasis on postgraduate training is in the
area of drug misuse rather than alcohol. Indeed, the Department of Health has recently
announced the provision of substantial resources to support both training and certification in
substance misuse. Given the similarity between drug and alcohol misuse and the much greater
overall impact of alcohol on health, there seems to be a powerful case for providing equivalent
resource to support the extension of such training and certification to the field of alcohol
(Recommendation 5). We believe that these issues need a greater focus of attention than is currently the case, and that a Director, analogous to those in place for cancer and coronary heart
disease, should be appointed to oversee a national programme (Recommendation 1). Local
implementation of national policies will need to be addressed by alcohol strategy groups which
link primary and secondary care and acute and mental health areas (Recommendation 8).
Within the general hospital this will need a senior member of both medical and nursing staff
to act as champion for alcohol issues (Recommendation 7).

Conclusions and perspectives
4.39

From the available evidence and examples of good practice it is possible to devise a scheme for
the optimum management of harmful and hazardous drinkers presenting to hospital services.
Following the detection of their alcohol misuse, all patients should be assessed for:
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a) evidence of end-organ damage requiring specific medical management
b) evidence of alcohol dependence (see Glossary).
Ideally this assessment should be performed jointly by appropriately educated and trained
medical staff together with a dedicated alcohol health worker, usually an alcohol specialist
nurse with or without formal psychiatric training. Dependent patients should undergo pharmacotherapy for alcohol withdrawal syndrome according to standardised hospital protocols.
Following the completion of withdrawal, severely dependent patients should be assessed either
by liaison psychiatry or, ideally, specialist alcohol services so that treatment appropriate to their
level of dependence can be initiated and follow-up planned. This follow-up plan, which should
be discussed with the primary care physician, may include the use of non-statutory agencies
according to local availability. Patients with no or early evidence of dependence should be
offered a brief intervention delivered by an appropriately trained member of staff — ideally an
alcohol specialist nurse. The need for follow-up in these patients has not been established but,
as for dependent patients, liaison with the primary care physician is vitally important.
4.40

In conclusion, the evidence reviewed here provides a clear basis for the recommendations
listed at the beginning of this report. These recommendations are aimed principally at improving the current, largely suboptimal, management of the vast number of patients presenting to
general hospitals in Britain who drink alcohol in excess of sensible limits. Adoption of these
measures, we believe, will improve the treatment of the individual patient and improve the
health of the nation. It will also reduce the considerable burden alcohol places on hospital
services in the UK and release resources for other health priorities.
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APPENDIX 1

Alcohol withdrawal: pharmacotherapy
Mild to severe symptoms:

chlordiazepoxide

Recurrent or prolonged seizures:

lorazepam (2mg i.v.)

Psychotic symptoms:

Consider using haloperidol (1.5-5mg 2-3 times daily)
but only in combination with chlordiazepoxide.

A typical reducing schedule of chlordiazepoxide for symptomatic support
Day

Morning

Midday

Afternoon

Night

1

20mg

20mg

20mg

20mg

80mg

2

20mg

15mg

15mg

20mg

70mg

3

15mg

15mg

15mg

15mg

60mg

4

15mg

10mg

10mg

15mg

50mg

5

10mg

10mg

10mg

10mg

40mg

6

10mg

5mg

5mg

10mg

30mg

7

5mg

5mg

5mg

5mg

20mg

8

5mg

5mg

10mg

5mg

5mg

9
10

Total daily dose

Discontinue

❚

Increased doses may be needed at first in patients with severe withdrawal

❚

Mild withdrawal symptoms may start at a lower dose ( 60mg/day)

❚

Beta-blockers should be used only as adjunctive therapy and never as monotherapy

Courtesy of K Moriarty, Royal Bolton Hospital, 2000
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APPENDIX 2

Vitamin prophylaxis

1.

Incipient Wernicke’s Encephalopathy
(characterised by confusion ± the classical symptoms of ataxia, memory disturbance
and ophthalmoplegia).
Immediate treatment with:
❚

2 pairs of vitamin B+C (Pabrinex IV) t.d.s. by IV infusion for 3 days

❚

Followed by 1 pair of vitamins B+C (Pabrinex IV) once daily by IV infusion for 3–5 days
or until clinical improvement ceases

❚

Then treat as in 3

NB IV infusion of Pabrinex should be given over 30 minutes in 100mls of 0.9% sodium chloride or
5% glucose. The patient should be observed for anaphylactic reactions throughout the infusion.
Resuscitation facilities should be readily available. The i.m. route should only be considered if the
patient’s INR is normal, and venous administration is not possible.
2.

3.

The at risk group
(Patients with significant weight loss, poor diet, signs of malnutrition)
❚

1 pair of vitamins B+C (Pabrinex IV) by IV infusion once daily for 3–5 days

❚

Then treat as in 3

The low risk group
Thiamine 200 mg q.d.s. and vitamin B co strong 30 mg/day. Thiamine should be discontinued on
completion of the chlordiazepoxide detoxification regimen unless there is still evidence of cognitive
impairment.
On discharge
Continue vitamin B co strong at a dose of 30mg/day if there are concerns over the patient’s diet.
Thiamine 50mg q.d.s should also be continued if there is evidence of cognitive impairment after
detoxification is completed.

Courtesy of K Moriarty, Royal Bolton Hospital, 2000
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APPENDIX 3

Prevention and treatment of Wernicke’s Encephalopathy (WE)
in the Accident & Emergency department

1.

The problem
Wernicke’s Encephalopathy (WE) (also known as Wernicke-Korsakoff Syndrome – WKS) is a
relatively common and potentially lethal condition resulting from thiamine deficiency, but is
preventable or reversible if treated early. Established WE can have major long-term consequences,
with patients requiring permanent institutional care. It is commonest in heavy drinkers who have a
poor diet. Such patients may be unpopular with staff if unkempt, drunk or abusive.
Most alcohol dependent patients presenting to A&E will spontaneously leave on sobering up. The
common signs of WE – confusion, ataxia and varying levels of impaired consciousness – are difficult or impossible to differentiate from drunkenness. The eye signs (ophthalmoplegia/nystagmus)
are present in less than 30% of cases. Because of this, WE may go unrecognised if not considered,
eg in the affluent or elderly.
Heavy drinkers presenting to A&E – often collapsed and/or with a head injury – require repeated
neurological assessment. The intoxicated patient who does not recover fully and spontaneously may
be suffering from WE. Only if such a patient is admitted will full assessment be possible and further
treatment be practical. There is no simple blood test to determine patients at risk of WE.

2.

The need
To prevent the development of, and to treat symptoms of, WE by administration of parenteral B
complex vitamins.

3.

Treatment
The only available intravenous (IV) treatment which includes thiamine (B1), riboflavin (B2),
pyridoxine (B6), and nicotinamide is Pabrinex (Parentrovite was discontinued 1993). The intramuscular Pabrinex preparation includes benzyl alcohol as a local anaesthetic.
Two pairs of vials of Pabrinex 1 and 2 diluted in 100ml of crystalloid should be given intravenously
over 30 minutes, initially in A&E (see 4.). If the patient is admitted, consider 2 pairs of vials t.d.s. for
2 days IV to be followed, if any improvement, by 1 pair per day for 5 days (IV or IM) at the discretion of the admitting team.

4.

Who to treat
All patients with any evidence of chronic alcohol misuse and any of the following: acute confusion,
decreased conscious level, ataxia, ophthalmoplegia, memory disturbance, hypothermia with
hypotension, when initially seen in A&E (may well be drunk but still treat, see 3). Patients with DTs
may often also have WE. All of these patients should be presumed to have WE and be considered for
admission.
All hypoglycaemic patients (who are treated with IV glucose) with evidence of chronic alcohol ingestion must be given IV Pabrinex immediately because of the risk of acutely precipitating WE.
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APPENDIX 4

Summary job description for a Nurse Consultant specialising
in alcohol-related problems
This job description is neither exhaustive nor comprehensive. It is designed as a guide to the role and
responsibilities of the Nurse Consultant. It is expected that the role and responsibilities of this post
will evolve in line with the needs of patients and other healthcare professionals on whom this role
will impact.
Clinical
❚

Provide clinical advice and support with regard to alcohol detoxification, patient safety
and comfort and discharge planning, to all health care professionals.

❚

Act as a resource to improve management of the problem and dependent drinkers, be it
medical or psychological.

❚

Provide advice and support to other health care professionals and external agencies
including Primary Care Groups, Health Authorities and other primary care staff.

❚

Develop a nurse-led ‘alcohol’ clinic.

❚

Take responsibility for the management of the clinic waiting list.

❚

Refer patients for admission for detoxification, where appropriate.

❚

Refer patients for medical/surgical or psychiatric assessment, where appropriate.

❚

Refer patients to other specialists for advice and treatment.

❚

Lead the application of, and set standards for, best clinical practice. Advise clinicians and
managers on changes to practice and provide professional support for achieving best
practice.

❚

Assist in meeting the Trusts corporate objectives relating to clinical governance, quality
improvement and evidence-based practice.

❚

Take responsibility for the development, implementation and monitoring of guidelines,
principles to practice and care pathways.

❚

Provide clear leadership to nursing colleagues and promote the work and the ethos of the
Nurse Consultant within the Trust and Primary Care setting.

❚

Develop better liaison with the voluntary agencies and the alcohol services in the
community.

❚

Develop liaison with specialist alcohol treatment units.

Education
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❚

Make a specialist contribution to teaching of nurses, doctors and other health care staff.

❚

Be responsible for developing appropriate educational and training interventions to
promote alcohol screening and detection in the primary and secondary care setting.

❚

Participate in and develop educational programmes for relevant professional staff across
the primary and secondary care setting.

❚

Disseminate good practice through publications and presentations.

Audit and Research
❚

Assist in the audit, monitoring and evaluation of clinical interventions, and practice of the
Nurse Consultant.

❚

Facilitate the development and implementation of evidence-based, clinically effective
practice.

❚

Collaborate in and initiate clinical research to benefit patients’ outcomes.

❚

Develop and maintain systems to monitor and evaluate the quality and effectiveness of the
service.

❚

Contribute to the Trust’s clinical research to benefit patient outcomes.

❚

Disseminate research findings through publication and presentation aimed at local,
national and international audiences.

General
❚

Be aware of and work within the policies and procedures of the university and the Trust.

❚

Carry out duties, as may be required, which are consistent with the responsibilities of the
grade.

❚

Have responsibility for health and safety of self and others, and comply with best practice.

❚

Ensure confidentiality at all times.

❚

Be accountable for care delivered and to act at all times in accordance with the UKCC’s
code of conduct and scope of professional practice for nurses, midwives and health
visitors.

Courtesy of Lynn Owens, The Royal Liverpool University Hospital
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APPENDIX 5

Addresses of organisations and useful web pages and links
Alcohol Concern at www.alcoholconcern.org.uk
European Association for the Treatment of Addiction (UK) at www.eata.org.uk
Institute of Alcohol Studies at www.ias.org.uk
Medical Council on Alcoholism (MCA) at www.medicouncilalcol.demon.co.uk/
National Addiction Centre, Kings College, London at
www.iop.kcl.ac.uk/IoP/Departments/PsychMed/NAC/index.stm
The Portman Group at www.portmangroup.org.uk
Alcohol Education and Research Council at www.aerc.org.uk
Drinkwise at www.drinkwise.co.uk
Health Development Agency at www.hda-online.org.uk

Useful contact addresses
Alcoholics Anonymous
General Service Office
PO Box 1
Stonebow House
Stonebow
York
01904 644026 (admin)
0207 352 3001 (helpline 10–10pm)

Health Development Agency
Trevelyan House
30 Great Peter Street
London SW1P 2HW
020 7222 5300

Institute of Alcohol Studies
Alliance House
12 Caxont Street
London SW1H 0QS
020 7222 4001

Al-Anon Family Groups
61 Great Dover Street
London SE1 4YF
0207 403 0888

Medical Council on Alcoholism
1 St Andrew’s Place
London NW1 4LB
020 7487 4445

Alcohol Education & Research Council
Room 520, Clive House
Petty France
London SW1H 9HD
020 7271 8379

Nursing Council on Alcohol
c/o Glasgow Caledonian University
Department of Nursing & Community
Health
City Campus, Cowcaddens Road
Glasgow
0141 331 3457
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Appendix 6

Screening questionnaires

A. MAST questionnaire see page 23 (para 3.7) for details

Points
2

*1.

2

2.

1

3.

2

*4.

1

5.

2

*6.

0

7.

2

*8.

5

9.

1

10.

2
2

Questions

Alcoholics
(N–116)
YES
NO

Do you feel you are a normal drinker?

14

86

99

1

Have you ever awakened the morning after some drinking the night before and
found that you could not remember a part of the evening before?

80

20

18

82

Does your partner (or parents) ever worry or complain about your drinking?

86

12**

Can you stop drinking without a struggle after one or two drinks?

34

66
9

Non-Alcoholics
(N–103)
YES NO

7

93

98

2

Do you ever feel bad about your drinking?

91

6

94

Do friends or relatives think you are a normal drinker?

15

82***

99

1

Do you ever try to limit your drinking to certain times of the day or to certain places?

53

47

11

89

Are you always able to stop drinking when you want to?

36

64

96

4

Have you ever attended a meeting of Alcoholics Anonymous (AA)?

65

35

0

100

Have you gotten into fights when drinking?

30

70

9

91

11.

Has drinking ever created problems with you and your partner?

66

22†

7

86†

12.

Has your partner (or other family member) ever gone to anyone for help
about your drinking?

37

63

0

100

2

13.

Have you ever lost friends or girlfriends/boyfriends because of drinking?

46

54

1

99

2

14.

Have you ever gotten into trouble at work because of drinking?

52

48

0

100

2

15.

Have you ever lost a job because of drinking?

39

61

0

100

2

16.

Have you ever neglected your obligations, your family or your work for two or more days
in a row because you were drinking?

61

39

0

100

1

17.

Do you ever drink before noon?

85

15

22

78

2

18.

Have you ever been told you have liver trouble? Cirrhosis?

31

69

1

99

2

19.

Have you ever had delirium tremens (DTs), severe shaking, heard voices or seen things
that weren’t there after heavy drinking?

49

51

0

100

5

20.

Have you ever gone to anyone for help about your drinking?

28

72

0

100

5

21.

Have you ever been in a hospital because of drinking?

45

55

1

99

2

22.

Have you ever been a patient in a psychiatric hospital or on a psychiatric ward
of a general hospital where drinking was part of the problem?

21

79

0

100

2

23.

Have you ever been seen at a psychiatric or mental health clinic or gone to a doctor,
social worker, or clergyman for help with an emotional problem in which drinking
had played a part?

31

69

0

100

2

24.

Have you ever been arrested even for a few hours because of drunk behaviour?

49

51

4

96

2

25.

Have you ever been arrested for drunk driving or driving after drinking?

45

55

1

99

*
**
***
†

Negative responses are alcoholic responses
Two (two percent) were single with both parents out of the picture
Three (three percent) gave no response to this question
Fourteen (12 percent) of the alcoholics and seven (seven percent) of the control group were single.

Appendices ❚ 53

B. Brief MAST questionnaire see page 23 (para 3.7) for details
Questions

Circle Correct Answers

1

Do you feel you are a normal drinker?

Yes (0)

No (2)

2

Do friends or relatives think you are a normal drinker?

Yes (0)

No (2)

3

Have you ever attended a meeting of Alcoholics Anonymous (AA)?

Yes (5)

No (0)

4

Have you ever lost friends or girlfriends/boyfriends because of drinking?

Yes (2)

No (0)

5

Have you ever gotten into trouble at work because of drinking?

Yes (2)

No (0)

6

Have you ever neglected your obligations, your family, or your work for two or more days in a row
because you were drinking?

Yes (2)

No (0)

Have you ever had delirium tremens (DTs), severe shaking, heard voices or seen things that weren’t there
after heavy drinking?

Yes (2)

No (0)

7
8

Have you ever gone to anyone for help about your drinking?

Yes (5)

No (0)

9

Have you ever been in a hospital because of drinking?

Yes (5)

No (0)

Have you ever been arrested for drunk driving or driving after drinking?

Yes (2)

No (0)

10

54 ❚ Appendices

C. SMAST questionnaire – A self-administered alcohol screening test see page 23 (para 3.7) for details
Expected
alcoholic response

Question

+

1

Do you enjoy a drink now and then?

–

2

Do you feel that you are an average drinker?

+

3

Have you ever awakened in the morning after some drinking the night before and found that you could not
remember part of the evening?

+

4

Do close relatives ever worry or complain about your drinking?

–

5

Can you stop drinking without a struggle after one or two drinks?

+

6

Do you ever feel guilty about your drinking?

–

7

Do friends or relatives think you are a normal drinker?

–

8

Are you always able to stop drinking when you want to?

+

9

Have you ever attended a meeting of Alcoholics Anonymous (AA) because of your drinking?

V

10

Do you ever drink before lunch? (19)

+

11

Have you gotten into physical fights when drinking?

+

12

Has drinking ever created problems between you and your wife, husband, parent or near relative?

+

13

Has your wife, husband, or other family member ever gone to anyone for help about your drinking?

+

14

Have you ever lost friends because of your drinking?

V

15

Do you get rowdy when you drink? (11)

+

16

Have you ever gotten into trouble at work because of your drinking?

+

17

Have you ever lost a job because of your drinking?

+

18

Have you ever neglected your obligations, your family, or your work for two or more days in a row
because you were drinking?

+

19

Do you ever drink in the morning?

+

20

Have you ever felt the need to cut down on your drinking?

+

21

Have there been times in your adult life when you have found it necessary to completely avoid alcohol?

+

22

Have you ever been told that you have liver trouble? (cirrhosis)

+

23

Have you ever had delirium tremens? (DT’s)

+

24

Have you ever had severe shaking, heard voices, or seen things that weren’t there after heavy drinking?

V

25

Have you ever enjoyed a drink (1)

+

26

Have you ever gone to anyone for help about your drinking?

+

27

Have you ever been in the hospital because of your drinking?

+

28

Have you ever been told by a doctor to stop drinking?

+

29

Have you ever been a patient in a psychiatric hospital or on a psychiatric ward of a general hospital?

+

30

Was drinking part of the problem that resulted in that hospitalisation?

+

31

Have you ever been a patient at a psychiatric or mental health clinic or gone to any doctor, social worker,
or clergyman for help with any emotional problems?

+

32

Have you ever been arrested, even for a few hours because of drunken behaviour? How many times?

V

33

Have you ever cut down on your drinking by switching to something else? (20)

V

34

Have you ever been told that you have a drinking problem? (4)

+

35

Have you ever been arrested, even for a few hours, because of driving when intoxicated? How many times?

+
+
+
+

36
37
38
39

Have any of the following relatives ever had problems with alcohol?
Parents
Brothers and Sisters
Husband and Wife
Children

V = validity questions with the number of the similar question indicated in the parentheses
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D. The AUDIT questionnaire see page 24 (para 3.10) for details
Circle the number that comes closest to the patient’s answer
1.

How often do you have a drink containing alcohol?*
(0)

2.

FOUR OR MORE
TIMES A WEEK

1 or 2

(1)

3 or 4

(2)

5 or 6

(3)

7 or 8

(4)

10 or more

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(4)

DAILY OR
ALMOST DAILY

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(5)

DAILY OR
ALMOST DAILY

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(6)

DAILY OR
ALMOST DAILY

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(7)

DAILY OR
ALMOST DAILY

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(8)

DAILY OR
ALMOST DAILY

NEVER

(1)

LESS THAN
MONTHLY

(2)

MONTHLY

(3)

WEEKLY

(9)

DAILY OR
ALMOST DAILY

Have you or someone else been injured as a result of your drinking?
(0)

10.

(4)

How often during the last year have you been unable to remember what happened the night before
because you had been drinking?
(0)

9.

TWO TO THREE
TIMES A WEEK

How often during the last year have you had a feeling of guilt or remorse after drinking?
(0)

8.

(3)

How often during the last year have you needed a first drink in the morning to get yourself going
after a heavy drinking session?
(0)

7.

TWO TO FOUR
TIMES A MONTH

How often during the last year have you failed to do what was normally expected from you
because of drinking?
(0)

6.

(2)

How often during the last year have you found that you were not able to stop drinking once
you had started?
(0)

5.

MONTHLY
OR LESS

How often do you have six or more drinks on one occasion?
(0)

4.

(1)

How many drinks containing alcohol do you have on a typical day when you are drinking?
(Code number of standard drinks)
(0)

3.

NEVER

NO

(2) YES, BUT NOT IN THE LAST YEAR

(4) YES, DURING THE LAST YEAR

Has a relative or friend or a doctor or other health worker been concerned about your drinking
or suggested you cut down?
(0)

NO

(2) YES, BUT NOT IN THE LAST YEAR

(4) YES, DURING THE LAST YEAR

* In determining the response categories it has been assumed that one ‘drink’ contains 10g alcohol. In countries where the alcohol
content of a standard drink differs by more than 25% from 10g, the response category should be modified accordingly.

Record sum of individual item scores here:
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E. The 1 minute Paddington Alcohol Test (PAT) see page 24 (para 3.12) for details
After dealing with the patient’s reasons for attendance to A&E, ask the following questions:
1.

Quite a number of people have times when they drink more than usual; what is the most you will drink
in any one day?
(Note: 1 unit = 8g alcohol. Pub measures are given in brackets; home measures of ‘singles’ for example
are often x3):

2.

3.

Beer/lager/cider

Pints (2)

Cans (1.5)

Strong Beer/lager/cider

Pints (5)

Cans (4)

Wine

Glasses (1.5)

Bottles (9)

Fortified Wine (Sherry, Martini)

Glasses (1)

Bottles (12)

Spirits (Gin, Whisky, Vodka)

Singles (1)

Bottles (30)

Total units/day =

If you sometime drink more than 8 units/day (for men), or 6 units/day (for women),
is this at least once a week?
YES

=

PAT +ve )

NO

=

GO TO Question 3

Do you feel your current attendance A&E is related to alcohol?
YES

=

PAT +ve )

NO

=

PAT –ve

Patients who are PAT +ve should be offered specific alcohol advice and managed according to a local protocol
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