

Scenario Title: Alcohol misuse in a 35 year old accountant

Scenario Authors: Colin O’ Gara, Virupakshi Jalihal, Emmert Roberts and Emily Finch
a) Learning objectives.

Please describe the learning objectives for this scenario under the following headings. Please add or remove sub-headings and add additional details as required. Please note not all of the Main Headings will be required for all scenarios so please delete if you do not wish to use.

	Main Heading
	Sub-Heading
	Details (please list any further headings under this sub-heading)

	1. Basic Science & Pathology 
Normal and abnormal structure and function relevant to this scenario

	
	Physical illness
	Gastrointestinal abnormalities

Liver abnormalities

	
	Psychological 
	Depression

Anxiety

Suicidal ideation

	
	Immunology
	Increased risk of infection due to poor nutrition

	
	Neurotransmitters
	Dopamine is a key ‘reward’ neurotransmitter

	
	Genetics
	Heritability of alcohol dependence

	
	Biochemistry
	Abnormalities of liver enzymes

	
	Environmental
	Stress at work place, easy access to alcohol, drinking culture amongst work colleagues

	2. Clinical Science: Physical and Psychological
Clinical features of this scenario and related conditions to be covered here

	
	Symptoms
	Craving, intoxication, withdrawal, social and occupational decline

	
	Signs
	Intoxication and withdrawal features 

	
	Investigations
	Full blood count 

Liver function tests

Urea and electrolytes 

	
	Management
	Acute detoxification with benzodiazepines

Psychological support

Group and/or Individual therapy

Period of rehabilitation
Relapse prevention; pharmacotherapy (acamprosate, naltexone or disulfiram) and psychological therapies including Cognitive Behavioural therapy (CBT) 
Aftercare and adjustment to alcohol free life including Alcoholics Anonymous (AA), Self-Management And Recovery Training (SMART) recovery groups etc.  
Harm minimization if cannot be abstinent

	
	Prognosis and outcome
	Prognosis of alcohol dependence

Risk of relapse

	3. Population Sciences & Health Care
Public health issues related to this scenario in the UK or elsewhere. 
For instance: why does this patient have this problem in this society? What is our response to it?

	
	Public health and clinical epidemiology (including statistics)
	Prevalence of alcohol misuse

Screening with Alcohol Use Disorders Identification Test (AUDIT) questionnaire

	
	Issues of access to health care
	60% of specialist services in England have a non-NHS provider

Stigma

	
	Health care systems
	Primary, Secondary and Tertiary 

	
	Health education
	Dangers of continued alcohol use, cirrhosis of the liver, death due to accident

Dealing with cravings to prevent relapse

	
	Environmental, economic, political influences (both local and global) on the evolution of this condition
	The availability of alcohol is directly related to the prevalence of cirrhosis in many societies. By reducing the availability of alcohol, or instigating a minimum unit price the rate of cirrhosis decreases.

	
	This condition in other societies
	Increased prevalence of alcohol misuse in the western countries including UK compared with other, for instance Arab countries

	4. Skills
Practical and communication skills related to this scenario

	
	Communication
	Sensitivity to what is a very stigmatizing condition

	
	Aspects of history taking
	Quantity, frequency and pattern of Alcohol consumption, calculation of number of units/day, features of dependence, associated physical and psychological problems, impairment in personal, social and occupational functioning. Episodes or violence, blackouts, or seizures. History of criminal behavior.

	
	Aspects of clinical examination
	Mental state examination: particularly mood, insight and motivation. Signs of physical illness secondary to alcohol, symptoms and signs of chronic liver disease.

	
	Team working 
	Awareness of multidisciplinary cooperation

	5. Professional Development & Practice
Responsibilities, ethical and legal issues, self and professional management issues

	
	Responsibilities and boundaries of a doctor
	Respect the patient, do not stigmatise the patient because of their addiction

Respect the confidential nature of the interaction

	
	Legal issues
	Declaration to the DVLA of alcohol dependent status if the patient does not.

	
	Clinical governance
	High cost to the individual, society and healthcare system due to ongoing heavy alcohol consumption.

	6. The Individual in Society
The effect on the individual and on society of this scenario at this time

	
	Normal development and ageing
	Accelerated ageing

	
	What does this condition mean for this patient and his family?
	Possible loss of occupation and financial difficulties.

Shame, humiliation for other family members

	
	Coping with illness and treatment
	Engaging in group therapy

	
	Lifestyle, behaviour and health
	Adjustment to alcohol-free life


b) Reading list

Please add any recommended reading and textbooks that you feel are relevant to this current scenario and the issues that it addresses.

	NICE Clinical guideline [CG115]: Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and alcohol dependence https://www.nice.org.uk/guidance/cg115

	Addiction Medicine (Oxford Specialist Handbooks); 1st Edition 2009; Noeline Latt, Katherine Conigrave, Jane Marshall, John Saunders, David Nutt; ISBN 0199539332

	The Maudsley Prescribing Guidelines in Psychiatry; 12th Edition 2015; David Taylor, Carol Paton and Shitij Kapur; ISBN 1118754603

	Public Health England (PHE) Alcohol Learning Resources https://www.alcohollearningcentre.org.uk


c) Useful links

Please indicate below any useful general links and references that you feel are relevant to the issues that are covered in this scenario. These can be links to government reports and guidelines, national and international policies, GMC recommendations etc (NB. These are not intended to be web links covering specific learning resources and topics as these will be covered during the scenario development). If you can please include the web address if available.

	Alcohol dependence

https://www.nice.org.uk/guidance/cg115

	https://www.drinkaware.co.uk (self-help resource)

	http://www.rcpsych.ac.uk/healthadvice/partnersincarecampaign/alcohol,drugsandaddiction.aspx (Patient Information Leaflet)
Alcohol misuse policy

	https://www.gov.uk/government/publications/the-public-health-burden-of-alcohol-evidence-review

	https://www.alcohollearningcentre.org.uk

	Psychological therapies

	www.babcp.org.uk/ (cognitive behavioural therapy)

http://www.motivationalinterview.org/ (motivational interviewing)

	Smartphone Applications (Apps)

	Drinkaware: Track and calculate units

	Know Your Numbers (Alcohol unit calculator)

	Drinks Meter (Feedback on individual alcohol use)


Section 1. Scenario introduction

Please give a brief introduction to the scenario (bearing in mind that most patients present initially to a General Practitioner) that should include the initial complaints of the presenting patient, a brief indication of any previous treatment and history.

	Paul Reading, a 28 year old accountant, works in central London in an investment bank. He is consulting his GP reporting poor concentration and feeling increasingly stressed at work. He decided to do this on the advice of a close friend who is very concerned about him

The GP notices a faint smell of alcohol on his breath and asks, “Do you have a few drinks here and there to relieve tension?”. Mr Reading, becoming uncomfortable, decides to tell his GP about his recent difficulties with alcohol.

Over the past year his alcohol intake has increased progressively from drinking only at the weekends to drinking every day. More recently, he had started drinking vodka in the morning before work so as to steady himself. His work performance has suffered considerably and he feels low in himself. He also feels on edge but not all of the time. He has noticed that he has been waking up earlier in the morning, usually around 5 am, and has been unable to return to sleep

He has never had similar difficulties in the past. His father had consumed excessive amount of alcohol everyday for a number of years.


	Question 1
	Give three likely diagnoses that you should consider at this stage

	1.
	Alcohol dependence syndrome

Mr Reading is presenting with a history of drinking vodka in the morning before work to avoid withdrawal symptoms. This is on a background of increasing alcohol intake over a long period suggestive of features such as loss of control of drinking, increased tolerance and social and occupational decline as a result of drinking. Mr Reading’s situation is clearly problematic and the criteria for alcohol dependence syndrome are met.

	2.
	Depressive disorder

The report of low mood and poor sleep could certainly indicate a depressive disorder. The symptoms could also be due to alcohol misuse. 

	3.
	Anxiety disorder

The report of feeling on edge could be suggestive of an anxiety disorder. The anxiety could be secondary to alcohol misuse or there could have been a preceding anxiety disorder where Mr Reading used alcohol to relieve anxiety (self medication).


· Another question might encourage the student to think about the major areas that they should be considering based on the information and symptoms that have been given so far. (questions could possibly cover severity, onset and pattern of symptoms if relevant)

e.g. “Give three important questions that you should explore about his symptoms”

and please add your questions and appropriate answers below:

	Question 2
	List 3 broad areas that should be explored further in attempt to clarify the cause of his symptoms.

	1.
	Features of dependence

· Does he drink first thing in the morning to prevent the onset of withdrawal symptoms? (Drinking to avoid withdrawal symptoms).

· Does he feel he has lost control of his drinking? (Loss of control.)

· Has he resorted to drinking increasing amounts in order to achieve the same desired effect? (Tolerance.).

· Does he have strong desire to drink alcohol? (Craving)
· Does he drink alcohol in spite of knowledge of harmful effects?

	2.
	Psychological/ mental state

· What is the state of his mood?

· Does he have suicidal thoughts or thoughts to harm himself?

	3.
	Occupational/social/personal issues

· What is the current situation at work?, and at home?

· Does he have any financial difficulties?

· Is he experiencing any problems with relationships e.g. with family or friends?


	Question 3
	What are the possible aetiologies of Paul’s excessive alcohol misuse?

	
	· Alcohol dependence is a clinical condition that has a mutlifactorial  aetiology, and can be influenced by environmental and genetic factors. The heritability of alcohol dependence is thought to be around 30-35%. 

· Alcohol dependence can be associated with co-morbid psychiatric disorders, including anxiety, mood and personality disorders. 
· Alcohol is a central nervous system depressant and sedative which can alleviate anxiety and improve mood in the short term. However, its longer term effect is the opposite (higher incidence of depression and anxiety in withdrawal and alcohol dependence)
· Conduct disorder in childhood can predict a tendency to alcohol dependence in adulthood.




Section 2: Further history

	Please enter the relevant information to be obtained from the patient history below:

What and how much is Mr Reading drinking?

He has been drinking 8 cans of strong lager (8% alcohol) every night and half a small bottle (35cl) of vodka (40%) every morning.

Why is Mr Reading drinking vodka in the morning? 

Mr Reading is drinking more to prevent the onset of unpleasant withdrawal symptoms. These include sweating, trembling, nausea, vomiting, occasional fits, feeling very anxious and, importantly, craving for alcohol.

Is there evidence of increased tolerance?

He initially drank alcohol in the evenings after work to help him relax. Initially he only had to drink a couple of cans of beer to feel relaxed and relieved of stress. However over a period of several months, the amount required to give the same effect gradually increased to 8 cans a night. More recently, Mr Reading felt too rough in the morning before work to cope, and had to drink in the morning as well. The requirement for increasing amounts of alcohol to reach the desired effect is another key feature of dependence and is referred to as increased tolerance.

Has there been relapse and rapid reinstatement after a period of abstinence?

Over the past year Mr Reading has realised on a number of occasions that his drinking was getting out of control. When he was drinking 8 cans of lager a night he decided to stop. He lasted a few days off alcohol but reinstated the old drinking pattern again within a matter of 2 days.

How bad are the sleep difficulties?

He has no problem getting off to sleep every night as he is intoxicated but he wakes at 5 am every morning and is unable to return to sleep. This is called late insomnia and is a feature of alcohol misuse. Typically, the alcohol keeps the person sedated until the early hours, but once it begins to wear off, a rebound insomniac state occurs.

How long has his mood been low and how bad is the depression?

Mr Reading has been suffering low mood for the past 5 months, ever since he realised that he was not in control of his drinking and that his problems with stress at work were not getting any better. In the past two months, he has experienced thoughts of self harm creeping into his mind. In particular, he has thought on one occasion that he would be better off dead and that taking a handful of tablets would be an easy way out. However, the disgrace he would cause his family prevents him from doing anything.

There have been no episodes of violence or blackouts associated with his alcohol drinking 
What are Mr Readings Symptoms?

Poor sleep with early morning wakening.

Diurnal variation in mood.

Loss of interest and motivation.

Loss of concentration with feelings of reduced energy levels.

He denies any episodes of elated mood.

Family history

Father treated for alcohol dependence.  (www.psychnet-uk.com)

Parents supportive.

Past medical or psychiatric history – nil of note
Drug and Medication History
He takes no prescribed or over the counter medications

He denies any use of illicit substances 

Pre-morbid personality

Shy, introverted individual, who takes work very seriously. Few hobbies outside of work except reading.

Social circumstances

Lives alone in a rented accommodation.

Currently on sick leave from work.

Two supportive male friends

He does not drive a car

He has never smoked

Psychosexual history

Heterosexual

Last serious relationship 4 years ago.

Forensic History

He has had no contact with the criminal justice system




Section 3. Patient examination

The next stage that the students will progress to is the patient examination, they will not be required to choose which examination to do but will be presented with all the examination results relevant to this scenario.

	Examination
	Examination results

	1. General examination
	· Alcohol foetor (smell of alcohol on the breath). 

· Tremor (due to alcohol withdrawal). 

· No other stigmata of chronic liver disease present e.g. spider naevi, liver flap, loss of visual acuity

	

	2. Cardiovascular system
	NAD

	

	3. Gastrointestinal system
	· Epigastric tenderness. 

· Oral ulcers and pharyngeal tenderness due to recurrent vomiting. 

· Liver not enlarged

	

	4. Genitourinary system
	NAD

	

	5. Mental/psychiatric exam
	· Appearance and behaviour: 
Tremulous, anxious, strong alcohol foetor.

· Mood: 
Subjectively described as ‘crap’. Objectively appears low.

· Affect: 
Mood congruent. Poor eye contact.

· Speech: 
Low volume with delays before replying. Downcast tone. Normal grammar. Frequent ‘I don’t know’ replies.

· Thoughts: 
Preoccupied with failure at work, wish to get help

· Perception: 
No evidence of hallucinations.

· Cognition: 
Negative cognitions about self, the world and the future. Some hopelessness regarding the future. Does, however, retain some hope of being able to control his drinking.

· Insight: 
Acknowledges drinking problem and need for treatment. Agreeable to comply with treatment plan.

· Motivation for change: 
Appears motivated to stop drinking to prevent the loss of his job

· Risk assessment: 
Denies any deliberate self-harm ideation or intent. Hopeful of ability to stop drinking in an inpatient setting.

	

	6. Musculoskeletal system
	· NAD

	

	7. Nervous system
	· NAD

	

	8. Respiratory system
	· NAD

	

	9. Reticuloendothelial system
	· NAD

	

	10. Urinalysis
	· NAD

	

	11. Other
	· NAD


The students are usually asked to consider their answers to the questions introduced so far as individuals. They then come together as the group of 8 students to discuss their own views on the interpretation of the examination finding, the diagnosis and the investigations to be done. 

They are joined by the tutor who reviews their initial ideas on differential diagnosis, helps them with this discussion on examination findings and plans for investigations, and then gives them the results of the investigations as set out below.

Explanation of the examination findings.

Please indicate the meaning of the relevant findings and how they relate to this case. Indicate where suitable links to learning resources occur.

	· Alcohol foetor – alcohol dependent individuals will find it difficult to hide the obvious smell of alcohol on their breath.

· Tremor – due to alcohol withdrawal; alcohol dependent individuals can shake, at times quite remarkably.

· Epigastric tenderness – a common complaint due to the irritant effects of alcohol on the gastric lining

Alcohol dependence syndrome –  there are clear symptoms of alcohol dependence in this case. 

According to the International Classification of Diseases (ICD 10), for a diagnosis of alcohol (or substance) dependence to be made, three or more of the following have to present together at some time during the previous year:

(a) a strong desire or sense of compulsion to take the substance

(b) difficulties in controlling substance taking behaviour in terms of its onset, termination, or levels of use

(c) a physiological withdrawal state when substance use has ceased or been reduced, as evidenced by: the characteristic withdrawal syndrome for the substance, or use of the same (or closely related) substance with the intention of avoiding or relieving withdrawal symptoms

(d) evidence of tolerance, such that increased doses of the psychoactive substance  are required in order to achieve the effects originally produced by lower doses (clear examples of this are found in doses sufficient to incapacitate or kill non tolerant users)

(e) progressive neglect of alternative pleasures or interests because of psychoactive substance misuse; increased amounts of time necessary to obtain the substance or to recover from its effects.

(f) persisting with the substance use despite clear evidence of overtly harmful consequences such as harm to the liver through excessive drinking, depressive mood states consequent to periods of heavy substance use, or drug related impairment of cognitive functioning: Efforts should be made to determine that the user was actually or could be expected to be aware of the nature and extent of the harm.

· Depressive disorder – primary or secondary to alcohol misuse    

Biological symptoms of depression (early morning wakening) are present in this case. So, too, is low mood. Mental state examination is suggestive of a depressive disorder without suicidal ideation.


Section 4. Investigations

The students are next required to decide what are the most relevant patient investigations that need to be carried out immediately and the most appropriate investigations to be carried out later. Students will not be allowed to progress through the scenario unless they have selected the correct investigations to perform at this stage. When they select the correct investigation the student will be given additional information about the investigation they have selected and it’s relevance to this scenario.

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	1) Haematology
	Full blood count
	          Y
	

	
	ESR
	
	

	
	Coagulation studies
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	2) Clinical biochemistry
	Electrolytes, urea, creatinine
	Y
	

	
	Liver function tests
	Y
	

	
	Calcium, phosphate, alkaline phosphatase
	
	

	
	C reactive protein
	
	

	
	Creatine kinase
	
	

	
	Troponin
	
	

	
	D-dimers
	
	

	
	Thyroid function tests
	Y
	

	
	Arterial blood gases
	
	

	
	Oxygen saturation
	
	

	
	Alpha1-antitrypsin concentration
	
	

	
	Glucose
	Y
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	3) Microbiology
	Sputum culture
	
	

	
	Blood culture
	
	

	
	mid stream urine
	
	

	
	HIV test
	
	

	
	Pneumococcal antigen in urine
	
	

	
	Sputum for acid fast bacilli
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	4) Histopathology
	Cytology
	
	

	
	Histology
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	5) Immunology
	Mycoplasma, legionella, chlamydia antibody titres
	
	

	
	Autoantibodies
	
	

	
	Anti-nuclear factor
	
	

	
	Anti-neutrophil cytoplasmic antibody
	
	

	
	Anti glomerular basement membrane antibody
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	6) Drug monitoring
	Phenytoin level
	
	

	
	Antibiotic levels
	
	

	
	Theophylline level
	
	

	
	Digoxin level
	
	

	
	Laxative screen
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	7) Imaging
	Chest X-ray
	
	

	
	Other plain X-rays by site
	
	

	
	Contrast studies (barium meal, enema, IVU)
	
	

	
	CT chest
	
	

	
	CT by anatomical site
	
	

	
	CT chest (high resolution)
	
	

	
	CT chest (spiral)
	
	

	
	MRI by anatomical site
	
	

	
	Ultrasound by anatomical site
	
	Possibly

	
	PET scan
	
	

	
	Ventilation/perfusion lung scan
	
	

	
	Thyroid scan
	
	

	
	Bone scan
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	8) Cardiological investigations
	Echocardiogram
	
	

	
	24 hour ECG
	
	

	
	ECG
	
	

	
	Treadmill exercise test
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	9) Endoscopy
	Gastroscopy
	
	Possibly

	
	Colonoscopy
	
	

	
	Sigmoidoscopy
	
	

	
	Bronchoscopy
	
	

	
	Cystoscopy
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	10) Psychiatric investigations
	
	Y
	

	
	
	
	

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	11) Other tests
	Respiratory function tests
	
	

	
	Electroencephalogram
	
	

	
	Electromyogram
	
	

	
	Nerve conduction studies
	
	


Please now provide the clinical reasoning for each of the investigations you selected and indicate where relevant possible links to additional learning resources and areas of study:

At this stage in the scenario the students will be able to access the results from the investigations they have selected. For the investigations you selected in the last section could you now provide the results. Please refer to the example scenario for further details if necessary.

NB: If you have any images that you think would be useful in this stage of the scenario please include them. These could range from the results of any imaging procedures requested, ECG traces etc.  If you include a table of values or an image could you provide a brief explanation of what these data show (if abnormal)
a) Immediate investigations

	Investigation 1
	

	Investigation category
	Haematology

	Investigation title
	Full blood count

	Explanation
	Anaemia can occur owing to blood loss from gastric ulcer. Macrocytosis is common in alcohol abuse, owing to interference with vitamin B12 / folate metabolism.

	Results & explanation
	Hb 13.0 g/dL; MCV 103fL

	

	Investigation 2
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Glucose concentration

	Explanation
	Alcohol abuse can cause acute hypoglycaemia leading to coma

	Results & explanation
	Glucose 5.5 mmol/L

	

	Investigation 3
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Liver function tests

	Explanation
	Alcohol misuse induces acute and chronic changes in liver function, particularly though by no means always, an increase in gammaglutamyl transferase (GGT). If hepatocellular damage is present, transaminases (e.g. AST) are likely to be elevated. In chronic liver disease (cirrhosis) there may be elevated serum alkaline phosphatase activity and hypoalbuminaemia.

	Results & explanation
	Gammaglutamyl transferase 105 U/L (indicating recent use of alcohol); normal transaminase.

	

	Investigation 4
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Thyroid function test

	Explanation
	Paul’s report of increased anxiety could be related to an overactive thyroid gland (hyperthyroidism)

	Results & explanation
	Normal TFT’s 


Section 5. Diagnosis

The student will normally have sufficient information to make an informed diagnosis. Students will not be allowed to continue in the case until they have made the appropriate next step.

The student will select a diagnosis from a list of possible options.

Please give a list of options below and if required provide an explanation for each one.

	Diagnosis option 1
	Alcohol dependence syndrome

	Explanation
	The features of dependence including craving, withdrawal symptoms, tolerance, loss of control, narrowing of repertoire are present; confirming alcohol dependence

	Correct (Y/N)
	Y

	

	Diagnosis option 2
	Moderate depressive episode

	Explanation
	Low mood for a period of several months complicated by poor sleep and a loss of interest. NB: Diagnosis of an independent depression is usually made only when Mr Reading has been abstinent from alcohol for a sustained period

	Correct (Y/N)
	Y

	

	Diagnosis option 3
	Generalised anxiety disorder

	Explanation
	Although Mr Reading experiences anxiety, this is not present all of the time and does not reach the criteria for an independent anxiety disorder. Instead, the anxiety he describes is secondary to his depression and alcohol withdrawal. In both these conditions, anxiety can be prominent. Also, there is no history of major anxiety disorder in the past.

	Correct (Y/N)
	N


Section 6. Treatment
Please fill in the box below the working diagnosis and explain what happens to the patient next (admitted/discharged).

Include the treatment régime that the patient has been given including drugs, doses and other advice.

	Immediate treatment: 

Working diagnosis: alcohol dependence syndrome – Ideally he requires admission to an inpatient detoxification unit as he lives alone, and has experienced seizures. If he were to be living with supportive family members/friends a community detoxification may possibly have been an option.

NICE recommends to consider inpatient or residential assisted withdrawal if a patient meets one or more of the following criteria:
- drink over 30 units of alcohol per day

- have a score of more than 30 on the Severity of Alcohol Dependence Questionnaire (SADQ)
- have a history of epilepsy, or experience of withdrawal-related seizures or delirium tremens during previous assisted withdrawal programmes

- need concurrent withdrawal from alcohol and benzodiazepines

regularly drink between 15 and 30 units of alcohol per day and have:

- significant psychiatric or physical comorbidities (for example, chronic severe depression, psychosis, malnutrition, congestive cardiac failure, unstable angina, chronic liver disease) or

- a significant learning disability or cognitive impairment.

You should also consider a lower threshold for inpatient or residential assisted withdrawal in vulnerable groups, for example, homeless and older people.

Management plan: Use a biological/psychological/social model.

· Biological 

· Admission to an acute detoxification ward for 10-14 days. 

· Prescribe between 20mg and 40mg of chlordiazepoxide (CDZ), 4 times a day to begin with; taper and stop gradually in the next 7-10 days. 

· Thiamine, which is depleted by heavy and persistent alcohol misuse, is given in parenteral form (IV or IM) to prevent the onset of Wernicke-Korsakoff syndrome. 

· Manage any co-existing physical problems.

· Psychological 

· Orientation and welcoming to the ward, supportive therapy.

· Group therapy, community meetings on the ward

· Cognitive behavioural therapy.

· Motivational enhancement therapy

· Alcoholics Anonymous (AA)

· Social 

· Support reintegration into employment

· Assessment and support re finances

· Strengthening of social skills    
· Residential rehabilitation – 3/6 months in a thereputic environment. Run by 3rd or private sector. Funding via social care assessment

	


At this stage the student will also be asked to comment on the choice of treatment for this patient.

Please adapt and/or modify the questions below to address the issues and treatment for this scenario

	Question 1
	Is it appropriate to prescribe chlordiazepoxide for this patient?

	Answer
	Chlordiazepoxide is a long acting benzodiazepine and is essential in the early stages of alcohol withdrawal to reduce/avoid withdrawal symptoms. This is typical treatment in the short term for alcohol dependence. It is worth noting that benzodiazepines are highly addictive drugs and should only be used in the short term. Current recommendations are not to use benzodiazepines for more than 4 weeks


	Question 2
	What is the rationale behind giving a vitamin in the acute treatment plan?

	Answer
	Thiamine, a B vitamin, is depleted by heavy and persistent alcohol misuse. It is given in parenteral form to prevent the onset of Wernicke-Korsakoff syndrome. This is a serious condition characterised by confusion, ataxia, eye signs (nystagmus and ocular palsies) and cognitive changes (loss of memory with confabulation).


Section 7. Scenario review 

Mr Readings’ boss telephones towards the end of the consultation and is eager to know what the problem is. 

Question 1. Do you tell him if Mr Reading is unwilling for the diagnosis to be disclosed?

Question 2. Having obtained your patients permission, describe how you would explain your findings and treatment plan to his parents.

Section 8. Scenario development

Paul successfully completed a 2 week detoxification programme in an inpatient unit and arrangements were made for him to attend a rehabilitation unit. However, the day he was due to leave the inpatient unit to attend the rehabilitation unit, he was noticed to be intoxicated on the ward by ward staff. When questioned as to whether he was drinking he admitted that he had and said another patient had smuggled the drink onto the ward.
When spoken to, he was remorseful for having drunk alcohol, but was clearly intoxicated. On further questioning, he became tearful, saying that he couldn’t cope without alcohol, that his mood was low and that he was starting to have thoughts of ‘ending it all’. He said he never had thoughts like this before and did not know how to deal with the situation. One of the student nurses said she thought she heard him saying that he had taken some pills.

	Question 1
	What are the factors in this history that are most worrying?

	Answer
	· Low mood with suicidal ideation and intent (? attempt) in abstinent period indicating a potential depressive illness independent of alcohol with risk of self harm.

· Relapse and how this will affect his overall chances of abstinence

See the NICE guidelines on the treatment of depression in primary and secondary care (https://www.nice.org.uk/guidance/cg90)


	Question 2
	Give possible reasons for his relapse

	Answer
	1. Craving.

A key feature of the dependence syndrome is craving for the substance when abstinent. In this case the painful reminders of Mr Readings’ work life and his inability to cope has caused him to become miserable on the ward. Craving can also lead to relapse, both while on the ward (if alcohol is smuggled on the ward) and also when individuals enter a rehabilitation setting or return home.

2. Self medication of low mood.

Alcohol can be used by individuals to self treat low mood. Initially, alcohol has euphoria inducing properties and can relieve both anxiety and depression. However, alcohol is also a powerful central nervous system depressant

3. Genetically predisposed to relapse

Mr Reading may be more genetically predisposed than others to relapse during the abstinence period. The exact genetic factors influencing alcohol dependence have not yet been elucidated but key candidates include genetic polymorphisms in the dopamine, glutamate and GABA neurotransmitter systems and metabolizing enzyme systems. 


	Question 3
	How would you manage this situation now?

	Answer
	· Clarify if he has taken an overdose of tablets with the alcohol he has consumed. If in any doubt, carry out physical assessment and request urgent toxicological analysis and transfer to the accident and emergency department.

· Request an urgent psychiatric assessment for possible admission to a psychiatric ward.

· If he refuses transfer to a psychiatric ward detention under the Mental Health Act (1983) may be indicated, and a Mental Health Act Assessment may be warranted.
· Delay his transfer to the rehabilitation unit if necessary. (Rehabilitation units do not accept individuals who are intoxicated and have active mental health issues, such as depression with suicidal ideation, as in this case).


Further inpatient management 

Again, use a BIOLOGICAL/PSYCHOLOGICAL/SOCIAL model.

Pharmacotherapy – it can be difficult to predict whether a depressive episode will improve after detoxification from alcohol. This patient’s mood was closely observed and seen not to improve. He should be prescribed an antidepressant, for instance fluoxetine at a starting dose of 20mg a day.

Relapse prevention pharmacotherapy should be considered to reduce risk of relapse to alcohol dependence. First line NICE recommended medications are acamporsate or naltrexone, and as a second line consideration should be given to disulfiram. 

Psychological therapy – Cognitive behavioral therapy with a focus on relapse prevention (www.babcp.org.uk/ -see ‘Links’)
Motivational enhancement therapy
Twelve step therapy (Alcoholics Anonymous, AA)

Self-Management And Recovery Training (SMART) groups 

Harm minimization: If patient were to relapse and not ready to give up alcohol work on harm minimization strategy where in the aim is to minimize the harm caused by alcohol (substance) consumption such as advice about safer and lower strength alcohol consumption, adequate nutrition and vitamin supplements, reduce risky sexual behaviour, etc..,
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