Hospital-based D&A Consultation
Liaison Services: What, why and
how?
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Overview Presentation

What do D&A related hospital presentations look like?
Responding to D&A issues in hospital: what & by whom

Do CL services make a difference: benefits & limitations c
nospital CL services

Systems issues in hospithbsed D&A CL

Discussion
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Impact of D&A upon hospitals: 2004/5

Collins & Lapsley 2008

Deaths Hospital bed | Hospital costs

days ($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, 483 40,811 23.0

combined,

unspecified




Table 61, Age-specific astiologle fractions for alcohol-caused deaths, makes
T T T T T T T

ol il (anger fEW GO o0 oom CEd £l @M fOM oI PN Ol ©F CMd e eF oWy i oM oim
Cemjpdmiponl (50 o1 i (ST il Ll Ed (8] Ldl el [EE ] A LdH [ 5 i LHd DEC @ 024 L]
LI caraar EEm@ E@@C ECE EOT EET [3N CPME D)W O FIT LMY O [IN DTM  [MI [IE [DWY CWE EIE DM DIW
— LTyl o EEE  BOEE O BEOE B0 B8 (4 DT fdd R DR AW Dl DT @ oPE 0T BIMW BT BT b

Ferm b Ll i L O (L L L o Lt L [ 1 A
Mol & payhentin EEFT EMME EEE  EOE 18 IEET N TN 14 10T IEMT | B 1 TE IEET IEE  1EE IEMT 1 TE IEET
Sl e e e EEOC DEEE EROD GOW A4S AR LWE B W0 W 60 1O 1mE A6 AW (e e W e
Meatal c ear d rfash 1393 e LLIE £ e 1EEE 1EE 1 EEE 1E0E 106 128 1EE 1 o 1€ 1EEE 18 128 1EE 1€ 1EEE
e i vk AW ©EmP EI® CEF  EWA fIW ©EEd MM pIM MY I EOM E@Y  EEM E@Y E@Y EEM E@mY EEM
Pl ey gl by (s (SIS i [T (RigE ki L i Ll L i60d ifid i i L Lid i60d ifid i L
Fypriaraian EEE  PEE  EEE PO fES  EW DY P ElEf CEED GEW BE DT BEE D@D o EEE fEN EEd
[ Pk T (i ERE  BERE  BEOR O EOM O ERR DI £GE BIBR RIE O S0d BIE B BHY &R £ Smd EEE S0 em
Pl o bR O Iy L O N | e B L e L N I L O T T A F O
Suprsecaritil ool ar corciee el b s (144 EUITE (444 [ -4 L HE (=} LAY  EIW an L me £im [} [ M [=] ¢ @1 £ HE [+]-] e Em
el i 1 ¢ i BE o0 ROW SR T aWy o Rim oHE R 4R H0d RIE D@ 4@y IR 4m iR
Trakm - hassrrarrhagicd ehasar EEEE  PEE  EED  pOf CEER 3R a4 fd1 EEE CER Bl DO CETD BB EEIT £EYT EEW EAT EED
Crtapdageal wa re EET  EME EEE EOT ET3 CPM CME CEM  CEW CAE EFE CAN  CEC LR CHME  £AdTT £IF DEWE CIO
g e e el gy i - [ is (ST L L [ LI SRS LE f4AX [ER S [ LI [ERE L LE [SE LS RS L5 LT SR OF 1] ¢ LR [SE LS RS
Hcabal o gasiilh M pES E pEE 1EE  BE 1ED GBS B 1EE B 18D e b 18 B 1B e 15D
L ppeeciflesd] e cimhenin EEIT EIEE EEME  EOF  EITE EEIT [ T EEE  EIEE EEMT [+ [ EELIT EME EME  EEE [ EELIT
il el ki Wi e Wi i LN E LW LiE - L e R il 4 Ld L 0l LuEd -LEE
Fareresl s - sculs'chrarie EEEE PEE  EED PO COE @ 0 pdiE fdE O EdE  CONE £EdE  DOE  Cdid fdE  £diE £dE  fdE Cdd pdm
Sotll 0 e & offer H0H

g M  pEd e pEE  1EE  BE  1Ed EE U 18 B 1ED B W 1Ed TEE B e LD
ol e PR BEE BEOR B0 BEE  OF RED fOW R O LED OF Rl D6 BE oo fnd E phnt il
Fire | ke Wi el W el T il LT (A W fEd W0 o (T W0 OEd T Wl o7 Wlm
Cremmi rgg EEfE EME EEfE EO@E EWME EI® EWME EIM EIE EME EIE EME EWMED EIE EWME EWE EIE EME  DIE
S ki ifim BWE oW O AOm O OHE oW BHE oW R O DHE ofE O BE DHE O RTE DHE EHE O ©E  ©HE BiE
Ceoupalioral sred machirs i (393 e (493 £ ae CEN Lem Cmd EEM 44 CNE (3401 (3] L3 EE M EEd  EETD (43 ] EETS (3]
Suedels wred ol Findlict sl inj uny EEE EME EEE EOT O EER EIAM O E®I O FRIE O EIW O E®WE AWM EME O ETR O EIW EJIE O ERE OEIM D HY BIE
i) gl & Al il EE il Gl D WE B (AW WY 0 AR LR (0 W LD T R (T AW
L peecifesd] W climheain EEIT [ 4 EEfE  EOT  EITE EEIT EEE BRI EEE  EEE EEME [ ] E L EEET EME EME ERE E L EEET

#Aodos: 1. Actiobols radions (AF| doseed fromroleltee risk from Ridoio and prewelonon dete fovm 2001 AHT (Eopo of &, 2007). 2 AF obdadnad from Ridoio,



Frequency of D&A related

presentations to hospital

6.1% of adult Australians have alcohol use disorde4nd et al 2003)
Alcoholrelated conditions account for

ED: up to 40% presentatioriSharalambous 2002; Connigrave etal 1991, Rivara et al 1993)
Hospital admissions: Australia:
up to 30% have alcohol disorder (Pols & Hawks 1992);
26% of hospital admissions had alcohol disorder (Bell et al 1994)
1520% alcohol disorder, 8% at risk withdrawal, 4.3% identified (Foy etal 1995)
UK: ~20% admissions: alcohol problems (Charalambous 2002)

USA: 2226% hospital admissions 19892 alcohol related (Muller 1996)
Screen of 330 hospital admissions (Saunders 2002)

30% drank alcohol at high risk levels
32% smoked tobacco
15% some drug use



Identification of D&A issues in hospital

Poor identification of alcohol disorders

NSW hospital audits: clinicians identified alcohol
disorder inless than a thirabf cases compared to
brief systematic screening (Foy & McKay,1995;
Shourie et al 2007)

|dentification of other drug use probably even
lower



Drugs and alcohol in the ED:

access block & frequent flyers

Intoxicated patients may be aggressive and uncooperative, a
often poor historians, complicating diagnosis & management.

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

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

Individuals with substance use disorders more likely to be ref
%$ AOOAT AAOO | OEOANOAT O A1 U
medical conditions, and/or self harm attempts.

ED respond to acute presentatiogsiot underlying conditiong
not the venue for prevention / chronic care



Dependence on the ward

Undiagnosed / poorly managed alcohol / BZD
withdrawal

poor patient outcomes

progress to severe complications that require more
Intensive interventions

unnecessarily prolongs hospital admissions
...exit block & increased cost of admission

Poor aftercare: relapse & rebound admissions
... frequent flyers



Addressing pain in hospital

Acute pain in methadone / BPN patients
Patients with acute on chronic pain & opioid
dependence

Patients with aberrant drug behaviours

Undiagnosed / poorly managed opioid
dependence leads to

POOr patient outcomes

staff frustrations
POl T T 1T CAA /AbdtblecOOET T O 8






Responding to D&A issues in hospital

Systematic screening of drug & alcohol use In
patients attending hospital

Brief interventions for problem users
Establishment of hospital D&A CL services

Enhanced linkages between acute and
community based services



Identification of D&A issues in hospital

Poor identification of alcohol disorders
clinicians identifyless than a thiraf cases
compared to brief systematic screening

Need to embed systematic screening of all

patients entering hospital

Requirements of screening tools
Quick to administer, easy to score, valid &
reliable, minimal training required

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




AUDIT-C

1. HOW OFTEN DO YOU HAVE A DRINK CONTAINING ALCOHOL?
Never
Monthly or less
274 times a month
273 times a week
4 or more times a week

2. HOW MANY DRINKS CONTAINING ALCOHOL DO YOU HAVE ON A

TYPICAL DAY WHEN YOU ARE DRINKING?
lor2 3o0or4 5o0or6 7to9 10 ormore

3. HOW OFTEN DO YOU HAVE SIX OR MORE DRINKS ON ONE OCCASION?

Never

Less than monthly
Monthly

Weekly

Daily or almost daily



What happens next?

NSW MHDAO: Nursing Guidelines
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Clinical guidelines for nursing and
midwifery practice in NSW:

Identifying and responding to drug and alcohol issues
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Brief interventions in hospitals

By whom: any trained health professional
To whom: problem drinkers / drug users

Do they work?

ED settings: Bl reduces subsequent alceraated injuries
(Havard et al 2008)

General hospital patients: inconclusive: probably for probler
drinkersz not for dependent drinkers

7EU Al AOT 60 EO kdmAT EI
Lack of confidence, knowledge, skills, training
Poor screening / identification of patients
O.1 0 T U EIAGS
Lack of incentives



The role of CL in delivering Bl

CL services cannot provide majority of Bl for problem
drinkers in hospital / ED settings

CL role Is to address barriers & enhance uptake of Bl
generalist staff

|dentification: uptake of screening
Training & mentoring: medical & nursing staff
Advocacy with management & lead clinicians



Hospital based CL services

CL services are concerned with the diagnosis,
treatment, study and prevention of D&A problems

among hospital patients

/T OTTATTA Al OA6O0 OAAA AA
Where are they located?

ED, general wards, mental health, perinatal units
D&A Units

CL Is a team approach

D&A Nurses (CNCs, RNSs)
Addiction medicine specialists, registrars

Allied health




What do CL services do?

facilitate screening & assessment of D&A issues in all patients
provide brief interventions

comprehensive assessments

manage alcohol and other drug withdrawal

assist in pain management

assist in management of patients with dual diagnosis
specialist consultation and advice

Al OOOET C Al 1 x 1T £ PAOEAT OO 1 00 1 £
effective discharge plans aiming to minimise exit block

referral of patients to drug and alcohol services for ongoing treatment
participate in treatment plans of chronic complex patients (frequent flyers)

build capacity of existing workforce

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



CL activity Liverpool Hospital 2006/7

Liverpool Hospital Nicotine, 206 -
660 bedS Benzo, 2%

>50,000 ED cases p.a. cocaine, 2%
Other Opioid,
CL: 7 days / week 7%
~1006150 CL cases / Methadone/BP
month N, 17% Alcohol, 48%
71% cases referred frc
ED |
39% referrals between Amphe smne.
Friday 5PM and Mond: Cannabis,

10%

SAM






Access block

Argument: CL services enhance ED capacity tc

respond more quickly to patients & thereby
Increase attainment of ED targets

Evidence: minimal

Anecdotal support (e.g. ED directors)
%OEAAT AA OAd OAOANOAT O



“The frequent flyer”

A key role for CL services

Large proportion are drug / alcohotlated

D&A skills particularly useful in these patients
OAAAOOAT 06 AAEAOEIT OOh A
multidisciplinary & multisystems approach
comprehensive management plan

How to make friends and influence people



Evidence re: frequent flyers

D&A interventions reduce hospital {@dmissions
ED screening & Bl of problem drinkers (Crawford et al 2004)

Hospital ward drinkers (Barker et al 1999; Hungerford & Polloc
2004)

Individualised 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)

2#4 1 £ Al ATEI T EA EAOANOAT O A
control: 58% reduction in ambulance call outs in care plan gro
(Witbeck et al 2000)



Getting beyond bronze membership

Moss et al 2002

Care coordination team set up RMH 2000

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

2532 patients seen by CC¥year (5.8% ED)
Reduced admission rate from 32.6% t 30.9%
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Do CL services enhance patient

outcomes in hospital?

Early treatment alcohol withdrawal reduces
complications (seizures, deliriunboy & Mckay 1997)
Complications resulted median 4 days extra hospital stay

Detection & treatment within first 24hrs most important
element (3 times higher rate complications if detected > 24h|
after admission)
Addressing alcohol use pi@p in surgical patients
reduces posop complications & hospital admission
Iength (RCT, Tonnesen et al 1999)



