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Objectives

3

Outline the prevalence of Alcohol
Use Disorder (AUD) in Northern
Ontario and its impact on health
care utilization, productivity costs,
etc.

Describe evidence-based
withdrawal management
strategies

Review the primary care needs
assessment data as it relates to
AUD treatment/management

Describe evidence based and off-
label long-term treatment of AUD
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Prevalence & impact of AUD - Nationally

Three in four Canadian adults drink alcohol.

Canadians aged 20 to 24 years (84.4%) were most likely to report drinking alcohol.

21% (4.8 million people) experienced at least one alcohol-related harm in the past year.

The 3,180.1 million litres of alcohol sold in 2020/2021 could fill 1,272 Olympic-sized swimming pools and
was the equivalent of 9.7 standard alcoholic beverages a week per Canadian of legal drinking age.

Canadian households spent an average of $1,125 on alcoholic beverages in 2019, 71.0% was spent at stores

and 28.4% was spent at restaurants or bars.
Liguor authorities sold $25.5 billion worth of alcoholic beverages in 2020/2021, up 4.2% from a year earlier
and the largest sales increase in over a decade.

* Beer remained the alcoholic beverage of choice for Canadians, accounting for 36.0% of total alcohol
sales; wine accounted for 31.4%; spirits (25.4%); ciders and coolers (7.2%).
The share of Canadians aged 65 years and older who reported heavy drinking rose from 6.7% in 2015 to
7.9% in 2021.


https://www150.statcan.gc.ca/t1/tbl1/en/cv.action?pid=1110022201
https://www150.statcan.gc.ca/n1/daily-quotidien/220215/dq220215a-eng.htm

ED visits attributable to alcohol in the North

ED VISITS FOR MEDICAL CONDITIONS ENTIRELY
ATTRIBUTABLE TO ALCOHOL PER 100,000
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Hospitalizations attributable to alcohol in the North

HOSPITALIZATIONS FOR MEDICAL CONDITIONS ENTIRELY
ATTRIBUTABLE TO ALCOHOL PER 100,000

m2021 m2020 w2019 m2018

Post-discharge outcomes for alcohol-

related hospitalizations are worse in rural
. 1é. vs. urban communities in Northern Ontario
) SIS B | - (Friesen et al 2022)
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Opioid related ED visits, hospitalizations & deaths

Cases of opioid-related morbidity and mortality, North West LHIN, 2003 -

2022
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Needs Assessment

Topic Specialty = T,
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p g ) : = @ indicates topic fell outside of top 250 searches
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Needs assessment results

What problem substance use presentations do you see in your
practice setting? (select all that apply)

Alcohol

Cannabis

Opiates

Benzodiazepines

Stimulants

Other

0% 5% 10% 15% 20%

25%

How many problem substance use presentations do you typically see?

A couple of patients a month

five or less a week

every once in a while

Every day

multiple patients per day

| work full time in substance use medicine

| have never seen one

0% 5% 10% 15% 20%

25% 30%

35%




Needs assessment results

Please rate your confidence in managing each of the following
practice elements

harm reduction practices M anti-craving medications N withdrawal
completely confident

Very confident
Moderately confident

Slightly confident

Not at all confident

0% 5% 10% 15% 20% 25% 30% 35% 40%
Not at all . . Moderately .
confident Slightly confident confident Very confident
harm reduction practices 19% 43% 28% 7%
M anti-craving medications 22% 33% 30% 15%
H withdrawal 17% 39% 31% 11%

45%

completely
confident
4%
0
2%

50%

Please rate your confidence in managing alcohol use presentations

Completely confident

Very confident

Moderately confident

Slightly confident

Not confident at all

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

50%




Considerations
for your
practice




Spectrum of
Substance

Use

Substance Use Occurs on a Spectrum

Beneficial Problematic

Use that has positive health, Use at an early age, or use that begins

spritual and/or social impacts; to have negative health impacts for individuals,
e.g2., medicinal use as prescribed, family/friends or society; e.g., use by minors,
moderate consumption of alcohol impaired driving, binge consumption

Non-problematic Substance Use Disorder /

Recreational, casual or other use that Addiction

has negligible health or sacial effects Use that has become habitual
and compulsive despite negative
health and sacial effects



What is 3
"Standard

Drink?"

Canada’s Low-Risk Alcohol Drinking Guidelines: Standard Drink

Quick review: what is a "standard drink"?!

Beer:
12 0z or 341 mL
5% alcohol content

Wine:
Sozorl142 mL
12% alcohol content

Coolers and cider:
12 0z or 341 mL
5% alcohol content

Distilled Alcohol:
(rye, gin, rum, etc.)
1.50zor43 mL
40% alcohol content



Signs &
complications

of alcohol use

MCV >96

Elevated GGT, AST, ALT (especially AST:ALT >2.1)
Potential comorbidities beyond the liver:
hypertension, GERD, coagulopathies, osteoporosis

Cognitive impairment or decline

Mood, anxiety or sleep disorder (preexisting or
substance induced)

Significant behavioural changes

Unexplained time off work/loss of employment (school
or other)

Frequent absences from appointments, poor
medication adherence

Significant life event (e.g., divorce, loss of loved one)
Recent or recurrent trauma or domestic violence
High-risk behaviours



2023
Canadian

Guidelines

#1-4 (of 15)

Recommendation

Strength of
recommendation

Certainty of
evidence

Screening

1

When appropriate, clinicians should inquire about
current knowledge of, and offer education to adult
and youth patients about Canada’s Guidance on
Alcohol & Health, to facilitate conversations about
alcohol use

Strong

Low

2

All adult and youth patients should be screened
routinely for alcohol use above low risk

Strong

Moderate

Diagnosis

3

All adult and youth patients who screen positive for
high-risk alcohol use should undergo a diagnostic
interview for AUD using the DSM-5-TR criteria and
further assessment to inform a treatment plan, if
indicated

Strong

Low

Brief Intervention

4

All patients who screen positive for high-risk alcohol
use should be offered brief intervention

Strong

Moderate




Alcohol use disorder pathway

Ask patient for consent to discuss alcohol
1 Prescreen

NO
°
S NN &
C r e e I g SASQ* No or low-risk drinking
2 Initial screen “How many times in the past year have you had
5 (for males) / 4 (for females) or more drinks in 1 day?” » Offer encouragement

. °
D I a I ' O S I I l « If the patient indicates having
NEVER recently discontinued or reduced
drinking, offer support as

1 OR MORE appropriate

LOW RISK
3 Full screen AUDITT or AUDIT-Ct

MODERATE RISK

Moderate-risk drinking

« Brief advice$
« Provide education based on Canada's
Guidance on Alcohol and Health

HIGH RISK

4  Diagnosis Diagnostic interview using the DSM-5-TR criteria¥|




Diagnhosing

AUD

A problematic pattern of alcohol use leading to clinically

significant impairment or distress, as manifested by at least

2 of 11 criteria of DSM-5 within a 12-month period.

<2 DSM-5-TR CRITERIA 2-3 DSM-5-TR CRITERIA 4-5 DSM-5-TR CRITERIA = 6 DSM-5-TR CRITERIA

High-risk drinking m Moderate AUD Severe AUD

s Bristintervention « Brief intervention « Brief intervention « Brief intervention
Options:Tt ‘ Options:t1 Options:Tt
+ Psychosocial » Withdrawal management = Withdrawal management
treatment‘ « Psychosocial treatment « Psychosocial treatment
+ Psychosocial » Psychosocial supports » Psychosocial supports
supports » Pharmacotherapytt » Pharmacotherapyff

S

omeone with AUD often has these four characteristics:

1. Cannot control drinking

2. Continue to drink despite knowing its harmful
3. Spend a lot of time drinking

4. Powerful urges or cravings to drink




First steps
after

diagnosis

Make a "treatment plan" around the patients' goals (i.e.
reduction, abstinence) and their level of readiness.

Reinforce that like other chronic illnesses, AUD is hard to manage
on your own without treatment

Many patients are often concerned about their mood
(depression, anxiety) and sleep without alcohol — in fact, these
things improve with time!

e Canadian guidelines (2023) recommend not prescribing
medications for depression or anxiety

 Brown & Schukit (1988) study — recommends deferring medications
for depression/anxiety until after 4 weeks of abstinence

Explore strategies for coping with cravings: keep busy, keep
routine, attend groups, regular sleeping, exercise, take
medications, avoid HALT, know triggers

Thiamine & folic acid daily supplementation

Withdrawal management then long-term medications



Withdrawal
Management




What does
alcohol

withdrawal
look like?

Severity of withdrawals

Delirium tremens

Seizures

Fl

Minor Withdrawals

&h 12h 18h 24h e 48h

72h




Prediction of Alcohol Withdrawal Severity Scale
(PAWSS)

Maldonado et al, 2015

Part A: Threshold Criteria: {“Y" or “N*, no point)
Have you consumed any amount of alcohol (i.e., been
drinking) within the last 30 days? OR did the patient have a
“+" BAL on admission?

IF the answer to either is YES, proceed with test:

Part B: Based on patient interview: {1 paint each)

1. Have you been recently intoxicated/drunk, within the last 30
days?

[ ]
r I ' I I ' f r 2. Have you ever undergone alcohol use disorder rehabilitation
treatment or treatment for alcoholism?
(i.e., in-patient or out-patient treatment programs or AA attendance)
° 3. Have you ever experienced any previous episodes of
W I t r a W a alcohol withdrawal, regardless of severity?
4. Have you ever experienced blackouts?
o . 5. Have you ever experienced alcohol withdrawal seizures?
C O m | I C a t I O n S 6. Have you ever experienced delirium tremens or DT's? -
7. Have you combined alcohol with other “downers” like
benzodiazepines or barbiturates, during the last 90 days?

8. Have you combined alcohol with any other substance of
abuse, during the last 90 days?

Part C: Based on clinical evidence: (1 point each)

9. Was the patient's blood alcohol level (BAL) on presentation = 2007

10. Is there evidence of increased autonomic activity?
(e.g., HR > 120 bpm, tremor, sweating, agitation, nausea)

Total Score: _ C M AJ

Notes: Maximum score = 10. This instrument is intended as a SCREENING TOOL. The greater the d o
number of positive findings, the higher the risk for the development of AWS. Re commen at 1ons
A score of 2 4 suggests HIGH RISK for moderate to severe (complicated) AWS; prophylaxis andior
treatment may be indicated.

6&7




Medications
for alcohol

withdrawal

Clinical Pathway for Medical Management of
Alcohol Withdrawal in WMS

Client presents with alcohol use disorder

Are loading doses required? Withdrawal typically begins 6-12h
Does the dient have a history of withdrawal complications such as saizures or after the last drink. A protocol should
delirium tremens, halludnations or hospitalization for severe withdrawal? typically begin within 6h of intake.

Is a symptom-triggered regimen possible?
# Skilled staff is available to Implernent a symgtom-triggered regimen

Are skilled staff available for monitoring

and managing potential complications?

4

:

*In people whao drink
heavily, complications
can ooour as alcohol
levels decrease. Alm to
begin loading doses
between intoxication
and withdrawal.

= Only use if staff skilled in implernenting a
symptom-triggered regimen ane not available

sssssEmEmsEEE

Send client to ED Complete CIWA-Ar g1-2h
for stabilization . mindster ciarena
10-20mg/lorazepam 1-2mg when

" ;

ith definite tre

sreating

= Continue until CIVWA

To prevent Wern icke-Korsakoff Syndrome, provide thiamine:
= 300mg INAY for 3-5 days (100mg TID f s i IM
* THEN 100mg PO OD-TID f 3




Alcohol Tapering




Pharmacotherapy for
long-term reduction or
abstinence of alcohol
use



Treatment and ongoing care

Psychoso ient interwventions

9 Adult and youth patients with mild to sewvere AUD should be Strong Moderate

offered information zbout and referrals

psychosocial treatment interven

Pharmac Jth:""aﬂf;

Adult patients with moderate to severe AUD should be Strong High
offered naltrexone or acamprosate as a first-line

pharmacotherapy to support achievement of patient-

ied treatment goals.

° &. Naltrexone is recommended for patients who have a
treatment goal of either abstinence or a reduction in
alcohol consumption.

B. Acamprosate is recommended for patients who have a

treatment goal of abstinence.

Guidelines: phar

benefit from, have contraindications to, or express a (topiramate) (topiramate)

vere AUD who do not s5trong HModerate

preference for an altern line medications can

be offered topiramate or gabapentin. Conditional Low {(gabapentin})

(gabapentin)

macotherapy

Adult and youth patients should not be prescribed Moderate
antipsychotics or 35RI tidepressants for the treatment of
AUD.

13 Prescribing 5 tidepressants is not recommended for Strong, Moderate
adult and youth patien with AUD and 2 concurrent anxi
or depressive disorder

14 | Benzodiazepines should not be prescribed as ongoing Strong High
treatment for ALD.

Commu -based supports

15 Adult and youth patients with mild to sewvere AUD should be Strong Moderate

offered information sbout and referrals to pesr-support

groups and other recovery-oriented services in the

community.




Naltrexone VS Acamprosate

Naltrexone Acamprosate
Contraindications | * Current opioid use disorder e Severe renal impairment
e Acute opioid withdrawal e Breastfeeding
e Acute hepatitis or liver failure
Cautions e Renal impairment  Moderate renal impairment (CC of 30-50mL/min)
* Hepatic impairment * Pregnancy
e Use of other hepatotoxic drugs e Pediatric and geriatric patients

 Pregnancy & breastfeeding
e Pediatric patients <18 years

Side effects Nausea, headache and dizziness are most common and Diarrhea is most common reported side effect,
generally mild and subside over time. They can be avoided if | vomiting and abdominal pain reported less frequently.
started at a lower dose or if the pt is abstinent from alcohol. | Side effects usually transient and resolve quickly.

Dosing Stable daily dose: 50 mg OD Stable daily dose 666mg TID.
Start on 25mg OD x 4 days Prescribe lower dose if moderate renal impairment
Titrate to effect up to 150mg every 1-2 weeks (i.e. 333mg TID)

Naltrexone & acamprosate are safe and effective tx for AUD, yet a recent Canadian study found that these
medications were prescribed to fewer than 1% of all patients diagnosed with AUD (UBC CPD, 2022).



Second-line pharmacotherapy options for AUD

Gabapentin

Topiramate

Disulfiram

Considerations

e Caution re: diversion
* More effective if patients
are abstinent for >+ 3days

e Contraindication: pregnancy
or becoming pregnant

e Safe to start while using
alcohol

* Due to weak evidence of efficacy and the
severity of the alcohol-disulfiram reaction,
should only be considered in specific
circumstances and/or with
highly motivated patients.

Dosing

Start at 300 mg on daily 1,
increase by 300 mg daily as
tolerated.

Target daily dose 1800mg
daily, administered in 3
divided doses (600mg TID)

Start at 50 mg/day; over

a period of several weeks (~5-
8 weeks), gradually titrate up to
a maximum daily dose of
200mg, administered in 2
divided doses (100 mg BID).

250 mg per day, administered as single daily
dose
(range 125-500 mg daily).




Alcohol use disorder and

h ig h - ri S k d ri N ki N g Clinical Practice Guideline

* Alcohol use disorder (AUD): Pattern of heavy alcohol
use and loss of control over intake despite negative

of Canadians aged
consequences

15 years and older
drink above low-risk
levels

* High-risk drinking and AUD frequently go unrecognized
and untreated. Effective treatments are available

* Primary care providers are key to early detection
and treatment

Overview of clinical pathway

ASK ABOUT ALCOHOL

“Would it be all right for us to talk about your relationship with alcohol?”
* Asking permission builds trust and comfort

Putting it all

SCREENING AND DIAGNOSIS

“In the past year, how * |f 1 occasion or more, ask further screening questions
often have you had more (AUDIT-C*)

than 4 drinks (females) * For moderate risk of AUD: Provide brief advice on
or 5 drinks (males) on the health risks and suggestions on how to cut back

any 1 occasion?”
 For high risk of AUD: Diagnose using DSM-5-TR criteria

together

ASSESS THEIR GOALS

If moderate or severe * Stop drinking
AUD, use brief intervention

to discuss goals and a -
tailored plan: * Reduce harms of drinking

* Cut back on drinking

WITHDRAWAL MANAGEMENT

Use PAWSS* and withdrawal + Low risk: outpatient; Rx gabapentin, clonidine
history to determine if low
or high risk of severe
complications (e.g., delirium
tremens, seizures):

* High risk: inpatient; Rx short course
of benzodiazepines

LONG-TERM TREATMENT

* Medications: (1st line) Rx naltrexone or acamprosate; avoid SSRIs,* antipsychotics
and long-term benzodiazepines

* Psychosocial treatments: Cognitive behavioural therapy, family-based therapy

* Community supports: Supportive recovery programs, peer groups, etc.

“AUDIT-C = Alcahol Use Disorder Identification Test-Consumption
PAWSS = Prediction of Alcohel Withdrawal Severity Scale
SR = selective serotonin reuptake inhibitor




Summary & next steps

e Screen all youth & adults routinely that are above low risk

e Offer brief intervention to high risk and above, psychosocial supports to
Iaigh gsk and above, and pharmacotherapy to moderate-severe alcohol use
isorder.

e Naltrexone and acamprosate for first line therapy
e Gabapentin & topiramate for second line therapy
* Don’t forget thiamine & folic acid

* Benzos as standard of care for withdrawal

Stay tuned for our next SIM coming up In
early 2024 — Alcohol management in
community settings!
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