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ÁWhat do D&A related hospital presentations look like?

ÁResponding to D&A issues in hospital: what & by whom 

ÁDo CL services make a difference: benefits & limitations of 
hospital CL services 

ÁSystems issues in hospital-based D&A CL 

ÁDiscussion







Deaths Hospital bed 
days

Hospital costs 
($M)

Tobacco 14,901 753,618 669.6

Alcohol 1,057 916,934 693.9

Opiates 228 22,463 13.1

Cannabis 1 7,287 3.1

ATS 17 5,288 3.4

Licit, 
combined, 
unspecified

483 40,811 23.0





Á 6.1% of adult Australians have alcohol use disorder(Shand et al 2003)

Á Alcohol-related conditions account for

ÁED: up to 40% presentations(Charalambous 2002; Connigrave etal 1991, Rivara et al 1993) 

ÁHospital admissions: Australia: 

ǐup to 30% have alcohol disorder (Pols & Hawks 1992); 

ǐ26% of hospital admissions had alcohol disorder (Bell et al 1994)

ǐ15-20% alcohol disorder, 8% at risk withdrawal, 4.3% identified (Foy etal 1995)

ǐUK: ~20% admissions: alcohol problems (Charalambous 2002)

ǐUSA: 22-26% hospital admissions 1950-92 alcohol related  (Muller 1996)

Á Screen of 330 hospital admissions (Saunders 2002)

Á 30% drank alcohol at high risk levels 

Á 32% smoked tobacco

Á 15% some drug use



ÁPoor identification of alcohol disorders

ÁNSW hospital audits: clinicians identified alcohol 
disorder in less than a third of cases compared to 
brief systematic screening (Foy & McKay,1995; 
Shourie et al 2007) 

ÁIdentification of other drug use probably even 
lower



Á intoxicated patients may be aggressive and uncooperative, are 
often poor historians, complicating diagnosis & management. 

Á drugs & alcohol may mask major underlying injury or medical 
illness, which, when detected late, becomes harder to treat, or if 
missed can lead to major illness or death 

Á drugs & alcohol are linked to harm to self (suicide) or others 
(trauma, domestic violence).  

Á individuals with substance use disorders more likely to be repeat 
%$ ÁÔÔÅÎÄÅÒÓ ɉȬÆÒÅÑÕÅÎÔ ÆÌÙÅÒÓȭɊȟ ÅÉÔÈÅÒ ÄÕÅ ÔÏ ÔÒÁÕÍÁȟ ÁÓÓÏÃÉÁÔÅÄ 
medical conditions, and/or self harm attempts. 

Á ED respond to acute presentations ɀnot underlying conditions ɀ
not the venue for prevention / chronic care 



ÁUndiagnosed / poorly managed alcohol / BZD  
withdrawal

Ápoor patient outcomes

Áprogress to severe complications that require more 
intensive interventions

Áunnecessarily prolongs hospital admissions

...exit block & increased cost of admission

ÁPoor after-care: relapse & rebound admissions

... frequent flyers



ÁAcute pain in methadone / BPN patients
ÁPatients with acute on chronic pain & opioid 

dependence 
ÁPatients with aberrant drug behaviours

ÁUndiagnosed / poorly managed opioid 
dependence leads to 
Ápoor patient outcomes 

Ástaff frustrations

ÁÐÒÏÌÏÎÇÅÄ ÁÄÍÉÓÓÉÏÎÓ ȣ exit block





¾Systematic screening of drug & alcohol use in all 
patients attending hospital

¾Brief interventions for problem users 

¾Establishment of hospital D&A CL services

¾Enhanced linkages between acute and 
community based services



ÁPoor identification of alcohol disorders
Áclinicians identify less than a third of cases 

compared to brief systematic screening
ÁNeed to embed systematic screening of all 

patients entering hospital 
ÁRequirements of screening tools 
ÁQuick to administer, easy to score, valid & 

reliable, minimal training required 

ÁThe goal: to be done on every patient presenting 
to ED/hospital



Á 1. HOW OFTEN DO YOU HAVE A DRINK CONTAINING ALCOHOL?
Á Never          
Á Monthly or less 
Á 2ɀ4 times a month 
Á 2ɀ3 times a week 
Á 4 or more times a week

Á 2. HOW MANY DRINKS CONTAINING ALCOHOL DO YOU HAVE ON A 
TYPICAL DAY WHEN YOU ARE DRINKING?

Á 1 or 2 3 or 4 5 or 6 7 to 9 10 or more

Á 3. HOW OFTEN DO YOU HAVE SIX OR MORE DRINKS ON ONE OCCASION?
Á Never 
Á Less than monthly 
Á Monthly 
Á Weekly 
Á Daily or almost daily







¾By whom: any trained health professional 

¾To whom: problem drinkers / drug users

¾Do they work? 

ÁED settings: BI reduces subsequent alcohol-related injuries 
(Havard et al 2008)

ÁGeneral hospital patients: inconclusive: probably for problem 
drinkers ɀnot for dependent drinkers 

¾7ÈÙ ÄÏÅÓÎȭÔ ÉÔ ÈÁÐÐÅÎ ÉÎ ÈÏÓÐÉÔÁÌÓȩ (Aalto et al 2003)

ÁLack of confidence, knowledge, skills, training

ÁPoor screening / identification of patients

ÁȰ.ÏÔ ÍÙ ÊÏÂȱ

ÁLack of incentives



ÁCL services cannot provide majority of BI for problem 
drinkers in hospital / ED settings

ÁCL role is to address barriers & enhance uptake of BI by 
generalist staff

ÁIdentification: uptake of screening

ÁTraining & mentoring: medical & nursing staff 

ÁAdvocacy with management & lead clinicians 



ÁCL services are concerned with the diagnosis, 
treatment, study and prevention of D&A problems 
among hospital patients
Á/Î ÓÏÍÅÏÎÅ ÅÌÓÅȭÓ ȬÂÅÄ ÃÁÒÄȭ

ÁWhere are they located?
ÁED, general wards, mental health, perinatal units

ÁD&A Units

ÁCL is a team approach
ÁD&A Nurses (CNCs, RNs)

ÁAddiction medicine specialists, registrars

ÁAllied health 



¾ facilitate screening & assessment of D&A issues in all patients 
¾ provide brief interventions
¾ comprehensive assessments
¾ manage alcohol and other drug withdrawal
¾ assist in pain management
¾ assist in management of patients with dual diagnosis
¾ specialist consultation and advice

¾ ÅÎÓÕÒÉÎÇ ÆÌÏ× ÏÆ ÐÁÔÉÅÎÔÓ ÏÕÔ ÏÆ %$ ȣ ÁÃÃÅÓÓ ÂÌÏÃË
¾ effective discharge plans aiming to minimise exit block
¾ referral of patients to drug and alcohol services for ongoing treatment
¾ participate in treatment plans of chronic complex patients (frequent flyers)

¾ build capacity of existing workforce 
¾ education, training and supervision of hospital staff
¾ policy and procedure development & implementation
¾ undertake QA activities (e.g. audits of clinical practice)
¾ advocacy role with hospital management



ÁLiverpool Hospital
Á660 beds

Á>50,000 ED cases p.a.

ÁCL: 7 days / week

Á~100-150 CL cases / 
month

Á 71% cases referred from 
ED

Á39% referrals between 
Friday 5PM and Monday 
8AM

Alcohol, 48%

Cannabis, 

10%

Amphetamine, 

12%

Methadone/BP

N, 17%

Other Opioid, 

7%

Cocaine, 2%

Benzo, 2%

Nicotine, 2%





ÁArgument: CL services enhance ED capacity to 
respond more quickly to patients & thereby 
increase attainment of ED targets 

ÁEvidence: minimal 

ÁAnecdotal support (e.g. ED directors)

Á%ÖÉÄÅÎÃÅ ÒÅȡ ȬÆÒÅÑÕÅÎÔ ÆÌÙÅÒÓȭ 



ÁA key role for CL services
ÁLarge proportion are drug / alcohol-related
ÁD&A skills particularly useful in these patients 

ÁȬÁÂÅÒÒÁÎÔȭ ÂÅÈÁÖÉÏÕÒȟ ÂÏÕÎÄÁÒÙ ÓÅÔÔÉÎÇȟ 

Ámultidisciplinary & multisystems approach 

Ácomprehensive management plan 

ÁHow to make friends and influence people



ÁD&A interventions reduce hospital re-admissions 

ÁED screening & BI of problem drinkers (Crawford et al 2004)

ÁHospital ward drinkers (Barker et al 1999; Hungerford & Pollock 
2004)

ÁIndividualised care plan for D&A frequent flyers resulted in 
reduction of ED attendances from median 26.5 p.a. to 6.5 p.a. 
(Pope et al 2000)

Á2#4 ÏÆ ÁÌÃÏÈÏÌÉÃ ÆÒÅÑÕÅÎÔ ÆÌÙÅÒÓ ÔÏ ȬȭÉÎÄÉÖÉÄÕÁÌÉÓÅÄ ÃÁÒÅ ÐÌÁÎȱ ÖÓ 
control: 58% reduction in ambulance call outs in care plan group 
(Witbeck et al 2000)



ÁCare co-ordination team set up RMH 2000

ÁTarget population: frail elderly, living alone, homeless, 
frequent ED attenders, complex medical or drug & alcohol 
problems

Á2532 patients seen by CCT 1st year (5.8% ED)

ÁReduced admission rate from 32.6% t 30.9%

Á"ÕÔ ȣ ÏÎÌÙ ίί ÐÁÔÉÅÎÔÓ ×ÉÔÈ $Ǫ! ÐÒÏÂÌÅÍ ɉΩȢίϻ ÏÆ ÃÁÓÅÓɊ



ÁEarly treatment alcohol withdrawal reduces 
complications (seizures, delirium) (Foy & McKay 1997)

ÁComplications resulted median 4 days extra hospital stay    

ÁDetection & treatment within first 24hrs most important 
element (3 times higher rate complications if detected > 24hrs 
after admission)

ÁAddressing alcohol use pre-op in surgical patients 
reduces post-op complications & hospital admission 
length (RCT, Tonnesen et al 1999) 


