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IBH Policy for Prescribing for Patients with Alcohol Dependency	
Last ratified: March 2021	Review Date: January 2024	Expiry Date: March 2024
[bookmark: _Toc441581648][bookmark: _Toc482700451][bookmark: _Toc72220131]Introduction
This policy forms a review and update of the sections of the IBH Substance Misuse Policy and Operational Guide relating to prescribing for patients with alcohol dependency.

[bookmark: _Toc441581649][bookmark: _Toc482700452][bookmark: _Toc72220132]Purpose
[bookmark: _Toc441581651][bookmark: _Toc482700453]This policy should be used to guide prescribers in their assessment and management of new patients who have arrived at reception with a history of alcohol dependency. 

[bookmark: _Toc72220133]Protocol Statement
[bookmark: _Toc72220134]The Risks of Alcohol Dependency and Withdrawal
Every new patient who arrives at reception will be screened for alcohol misuse and dependency. The initial assessment of the patient will usually be performed by a reception screening nurse, and any patient with a history suggestive of alcohol misuse or dependency should then be assessed by a GP on the same day. 
If patients with alcohol dependency are not appropriately managed then there is a risk of acute alcohol withdrawal. This may start with signs and symptoms such as anxiety, tremor and sweating, but if untreated may progress to hallucinations, seizures and acute delirium (delirium tremens or ‘DTs’) which can be life-threatening. Hallucinations generally begin 12-24 hours after the patient last drank alcohol. Seizures generally occur 24-48 hours after alcohol was last consumed, and delirium tremens usually develops 48-72 hours after the last drink.1 
A regime of reducing dose of chlordiazepoxide (see section 4.1) is therefore offered to patients at risk of acute alcohol withdrawal.
[bookmark: _Toc72220135]Identifying Alcohol Dependency and Withdrawl
A detailed history of the patient’s alcohol use should be taken, to include the frequency of alcohol consumption, an estimation of the number of units consumed each day, and details of any previous episodes of alcohol withdrawal, including any history of seizures. 
The AUDIT PC assessment is used to help to identify patients with alcohol misuse and alcohol dependency. The template for this on SystmOne advises that a score of 20 or above is suggestive of dependency. 
For patients with likely alcohol dependency, the CIWA-Ar assessment is used to help to identify alcohol withdrawal:
· A score of 0-9 indicates absent or very mild withdrawal.  
· A score of 10-19 is suggestive of mild to moderate withdrawal.
· A score above 20 is suggestive of severe withdrawal.
· If the score is above 35 then consider whether urgent hospital admission is required. 
All patients reporting alcohol dependency will be transferred to the substance misuse wing where they will be regularly assessed by members of the nursing team. Patients with no, or only very mild, alcohol withdrawal at reception are unlikely to need a chlordiazepoxide regimen starting on the first night. The nursing staff on the substance misuse wing have access to a PGD which allows the administration of a single dose of diazepam if they believe that the patient is starting to develop withdrawal symptoms which needs treatment (see PGD policy.)

[bookmark: _Toc72220136]Medication for Alcohol Withdrawal
Chlordiazepoxide is the main medication offered to patients with alcohol withdrawal, including pregnant women (see policy on prescribing in pregnancy for further information). The shorter acting benzodiazepine oxazepam may be more suitable for older patients or those with liver disease.
[bookmark: _Toc72220137]Chlordiazepoxide for alcohol withdrawal
Chlordiazepoxide is a benzodiazepine licenced for the treatment of alcohol withdrawal. Duration of treatment should be for the shortest possible term, to reduce the incidence of tolerance and withdrawal symptoms upon cessation.  As with all benzodiazepines, chlordiazepoxide can be associated with sedation and respiratory depression if prescribed inappropriately and it is important to consider what other potentially sedating medication the patient is being prescribed, in particular opioid-based medication. The Department of Health Drug Misuse and Dependence Guidelines 2017 state that “Polypharmacy with two or more sedative or depressant medications should only be used with considerable caution on the first night and for the first few days after reception into prison.” 
The usual starting dose of chlordiazepoxide is 20mg qds or 30mg qds. The dose of chlordiazepoxide then reduces to stop over a period of 6-10 days, depending on the initial starting dose. These regimes are available on SystmOne for the prescriber to choose from:
A starting dose of 20mg qds chlordiazepoxide is likely to be suitable for a patient with CIWA-Ar score 10-14 (mild to moderate withdrawal), or those who were drinking less than 20 units per day:2

	Day
	Dose of chlordiazepoxide (mg) and frequency of administration

	Day 1
	20mg in evening

	Day 2
	20mg qds

	Day 3
	20mg qds

	Day 4
	10mg qds

	Day 5
	10mg qds

	Day 6
	10mg bd

	Day 7
	10 mg bd



A starting dose of 30mg qds of chlordiazepoxide is likely to be suitable for a patient with CIWA-Ar score 15-20 (moderately severe withdrawal), or those drinking more than 20 units per day:2  

	Day
	Dose of chlordiazepoxide (mg) and frequency of administration

	Day 1
	30mg in evening

	Day 2
	30mg qds

	Day 3
	30mg qds

	Day 4
	30mg qds

	Day 5
	20mg qds

	Day 6
	20mg qds

	Day 7
	20 mg qds

	Day 8
	10 mg qds

	Day 9
	10mg qds

	Day 10
	10mg bd

	Day 11
	10mg bd



Occasionally the individual may be deemed to be in severe enough withdrawal to require a detoxification starting at 40mg qds:

	Day
	Dose of chlordiazepoxide (mg) and frequency of administration

	Day 1
	40mg in evening

	Day 2
	40mg qds

	Day 3
	40mg qds

	Day 4
	30mg qds

	Day 5
	30mg qds

	Day 6
	20mg qds

	Day 7
	20 mg qds

	Day 8
	10 mg qds

	Day 9
	10mg qds

	Day 10
	10mg bd

	Day 11
	10mg bd



If there are concerns about worsening alcohol withdrawal despite administration of chlordiazepoxide, supported by appropriate objective withdrawal scores, then this should be escalated to an appropriately trained clinician to decide whether an increase in dose of chlordiazepoxide is needed, after exclusion of other underlying causes for the patient appearing unwell. If patients continue to show signs of severe alcohol withdrawal not responding to high dose chlordiazepoxide then they are likely to need urgent hospital admission. The occurrence of seizures or delirium tremens is an indication for immediate hospital transfer.
[bookmark: _Toc72220138]Diazepam for alcohol withdrawal
Occasionally patients may state that chlordiazepoxide is ineffective for the management of their alcohol dependency, or they have an intolerance to it, and they may request to be initiated onto an alternative detoxification regime. Avon and Wiltshire Mental Health Partnership advises that diazepam is a suitable alternative for treatment of alcohol withdrawal2, however the appropriateness of this request should be considered carefully by the prescriber at reception, given the risk of diversion of diazepam within the prison environment. The prescriber should review the patient’s previous medical records to corroborate (or not) their claims. Overall, it is very rare for diazepam detoxification to be an appropriate option for alcohol withdrawal for prison patients. 
If a decision is made to prescribe a diazepam detoxification regime rather than chlordiazepoxide for alcohol withdrawal then an approximate conversion of 20mg chlordiazepoxide = 4mg diazepam should be used5.
[bookmark: _Toc72220139]Oxazepam for alcohol withdrawal
Occasionally consideration should be given to using a shorter acting benzodiazepine such as oxazepam, to avoid the build-up of metabolites of chlordiazepoxide which may cause over-sedation2. The two typical circumstances in which this should be considered are2:
· Patients with a history of liver disease, and current signs of liver impairment on clinical examination and/or significantly abnormal LFTs, abnormal clotting time or low albumin. (Note that a history of hepatitis C in a patient with no evidence of hepatic impairment on clinical examination and normal LFTs will not require oxazepam.)
· Patients with delayed metabolism, typically older adults. A lower dose of chlordiazepoxide may be an appropriate alternative to oxazepam for older adults. 
It should be noted that the use of oxazepam for alcohol withdrawal is an off-licence indication. 
There is a direct dose conversion between chlordiazepoxide and oxazepam, where 1mg chlordiazepoxide = 1mg oxazepam, so the above dosing tables can be used to guide the prescriber (see section 4.1), where the dose of chlordiazepoxide can be directly substituted for the same dose of oxazepam.
[bookmark: _Toc72220140]Prescribing for patients with intercurrent alcohol and benzodiazepine dependency
If an alcohol dependent patient is also dependent on benzodiazepines then they will generally be initiated onto a chlordiazepoxide detoxification regime at reception to cover both alcohol and benzodiazepine withdrawal. 
If the patient is believed to have been using high doses of benzodiazepines alongside their alcohol consumption, supported by a positive urine sample for benzodiazepines at reception, then this may be an indication to consider commencing detoxification at a higher dose of 40mg qds of chlordiazepoxide, but it is important to be aware that many patients exaggerate their benzodiazepine use, and the presence of a positive urine sample at reception does not confirm regular benzodiazepine use. 
Occasionally there may be a need to transfer these patients to a diazepam detoxification regime after a few days of chlordiazepoxide, because the emergence of benzodiazepine withdrawal can be delayed. The need for this can be assessed at the five-day review. It should only be considered if there are objective signs of benzodiazepine withdrawal such as on the CIWA-B scale available on SystmOne.
[bookmark: _Toc72220141]Vitamin supplementation for alcohol dependent patients
Alcohol dependent patients are at risk of developing a form of brain damage called Wernicke-Korsakoff syndrome, due to thiamine deficiency3. Wernicke’s encephalopathy is characterised by ataxia (unsteady gait), confusion and ophthalmoplegia (problems with eyes causing squint, double vision or nystagmus. It is an acute emergency requiring immediate hospital transfer, with death occurring in up to 20% of patients. Of the patients who survive, up to 85% develop Korsakoff syndrome, which presents as a form of dementia3. 
Patients most at risk of developing Wernicke-Korsakoff syndrome include those with severe alcohol dependency, and patients with a background of social deprivation, especially homelessness, which may be due to associations with poor nutritional status or poor general health.
All patients with a history of alcohol dependency will be offered oral thiamine 100mg t twice daily for six weeks. These patients should also be assessed regarding whether parental administration of vitamins B (including thiamine) and C is required. This is given as Pabrinex 5ml + 2ml (one pair of IM injections daily for 3 days.) There is an assessment tool on SystmOne which considers their oral intake, whether there has been any weight loss, and whether there is any vomiting, cognitive impairment or neurological symptoms. Patients who score 4 or more on the assessment tool are at increased risk of Wernicke-Korsakoff syndrome and should be offered Pabrinex. There is a risk of anaphylaxis with such administration so facilities for resuscitation/administration of adrenaline must be available.
[bookmark: _Toc72220142]Acamprosate for Neural Protection during alcohol detoxification
Acamprosate has been shown in animal models to have a neuroprotective effect during alcohol detoxification, reducing the number of brain cells that die during the alcohol detoxification process.4 
All patients undergoing alcohol detoxification will be offered acamprosate for 10 days, dosed depending on their weight:
· Weight 60kg or above - dose is 666mg TDS
· Weight less then 60kg – dose is 666mg morning then 333mg lunchtime and evening

[bookmark: _Toc72220143]Patient Group Directions (PGDs)
Patient group directions (PGDs) allow the administration of certain medications to patients in certain pre-defined circumstances, when a prescriber is not available to prescribe the medication. Staff who administer medicines under PGD must follow all instructions on the PGD, they must have completed competency training, and must have signed the master copy of the PGD. 
There are IBH PGDs in place which allow the administration of diazepam for acute alcohol or benzodiazepine withdrawal.
[bookmark: _Toc72220144]Diazepam PGD
This allows the administration of a single dose of 10mg diazepam to a new patient following reception into prison, if there is no prescriber present and the patient is displaying objective signs of alcohol and/or benzodiazepine withdrawal. 
The patient must be demonstrating evidence of acute alcohol withdrawal with a CIWA-Ar score between 8 and 34, or acute benzodiazepine withdrawal with a CIWA-B score between 21 and 60. Patients suspected of having acute benzodiazepine withdrawal must have provided a positive urine drug test for benzodiazepines before PGD diazepam can be administered. 
The healthcare practitioner who is administering the 10md diazepam must then contact the oncall GP to discuss the patient’s presentation and make a plan regarding whether they are fit to remain in prison. If the CIWA-Ar score is 35 or above, or the CIWA-B score is 61 or above then 999 must be called for immediate hospital transfer.
[bookmark: _Toc72220145]Management of patients who are released from prison during an alcohol detox
Occasionally patients may be released from prison earlier than expected, after only a few days, and these patients may not yet have completed their alcohol detoxification. Careful consideration should be given to the risks of worsening alcohol withdrawal after the patient’s release, but this must be balanced against the very real risk of oversedation and even death if a patient should take prescribed chlordiazepoxide after release and simultaneously begin drinking large amounts of alcohol again. The risks are highest for patients who are also prescribed opiate substitution therapy such as methadone, or other sedating medications such as gabapentinoids.
Consensus opinion is to not prescribe any chlordiazepoxide (or other benzodiazepine for alcohol withdrawal) for these patients to take away with them when they are released, except in exceptional circumstances. Patients should be advised that if they do start to develop symptoms of alcohol withdrawal after release then they must seek immediate medical attention. Starting to drink alcohol again after release may in fact be the safest option for these patients, until they are able to engage with the community alcohol services to plan a structured detoxification programme if appropriate. 
Exceptional circumstances in which it may be appropriate to consider a short course (3 days) of chlordiazepoxide prescription for the patient to take away with them after release might include6:
· If the patient is currently displaying signs of significant alcohol withdrawal at the time of release. In the first instance such patients should be offered transfer to the nearest hospital for further assessment, but if the patient declines this and chlordiazepoxide is prescribed then it is good practice for the prescriber to contact the patient’s community GP to highlight the high risk circumstances and consider if follow up by the community GP may be possible. 
· If the patient has a diagnosis of a severe mental health condition such as schizophrenia which has required input from the prison mental health team during their current sentence, and for whom there are real concerns amongst the mental health team that a relapse to alcohol consumption after release may cause a rapid or severe deterioration in their mental health. 
· If the patient is being released to a supported environment such as a dry-house where abstinence from alcohol is required and the patient can be monitored by appropriately trained staff.

[bookmark: _Toc72220146]Relapse Prevention after Alcohol Detoxification
NICE guidance advises offering acamprosate or naltrexone to help well-motivated patients not to return to drinking alcohol after they have completed an alcohol detoxification. These medications reduce cravings and thoughts about alcohol amongst patients who were previously alcohol dependent. 
Both acamprosate and naltrexone can be offered for alcohol relapse prevention amongst prison patients who have completed an alcohol detoxification. If a patient has completed both alcohol and opioid detoxifications then naltrexone would be the most appropriate choice, since it is licensed for relapse prevention in both alcohol and opioid dependency. They must only be prescribed in the prison environment if the patient is continuing to engage with psychological interventions through the substance misuse psychosocial team. It is important to ensure that an ongoing community prescriber has been identified who is able and willing to continue the prescription after the patient’s release from prison.
NICE advises that relapse prevention medication should be started as soon as possible after successful alcohol detoxification, however in the prison environment the timing of when to start the medication should be carefully considered. Alcohol is prohibited in the prison environment, therefore it follows that prisoners should not have access to alcohol. It is therefore usually appropriate to delay commencing acamprosate or naltrexone until close to the time of the patient’s release from prison, since they will be at greatest risk of relapse after release from prison. Some patients, however, may wish to commence relapse prevention medication shortly after completing their detoxification, to support them not to drink illicit alcohol in prison, and because the medication can help to reduce unpleasant cravings for alcohol whilst they remain in prison. 
Acamprosate and naltrexone are licensed for use for up to six months, however it may be reasonable to continue to prescribe them for longer than this if the patient reports a benefit.
[bookmark: _Toc72220147]Acamprosate
Acamprosate is licensed for the maintenance of abstinence in previously alcohol dependent adults aged 18-65 years. Its safety and efficacy in adults older than 65 years has not been proven and therefore it should be avoided in older adults. 
	Dosage is weight dependent:
· Weight > 60kg – dose is 666mg three times daily 
· Weight <60kg - dose to 666mg morning, 333mg lunchtime and 333mg evening).
[bookmark: _Toc72220148]Naltrexone
Naltrexone is an opioid antagonist licensed for relapse prevention in both alcohol and opioid dependency. It is contraindicated in patients who are taking opioid based medications or illicit opiate drugs (a minimum of 1-2 weeks should be left between the last use of opioid medication and the start of naltrexone, and a negative urine drug screen for opioids should be obtained before starting naltrexone.) The patient must understand that use of any opioids whilst being prescribed naltrexone, including prescribed or over-the- counter opioids, must be avoided in order to prevent precipitating withdrawal (note that certain over-the-counter remedies for coughs or colds may contain opioids and the patient should be encouraged to check the ingredients closely before using these.7)
Blood tests for liver function (LFTs) and kidney function (U+Es) should be taken prior to starting naltrexone. If patients have renal impairment or liver function tests more than three times the upper limit of normal then care should be taken7 and it would be appropriate to seek advice from secondary care drug services before commencing naltrexone. 
The starting dose of naltrexone is 25mg on day 1. Subsequent doses are 50mg daily.
[bookmark: _Toc72220149]Disulfiram (Antabuse)
Disulfiram is a medication which works by preventing the breakdown of alcohol. If alcohol of any kind is consumed by a patient who us taking disulfiram then the patient will experience an unpleasant reaction mediated by the build-up of acetaldehyde. If large doses of alcohol are consumed then this reaction can be serious and The SPC for disulfiram states that there have been rare reports of death following the consumption of alcohol by patients who are prescribed disulfiram. Disulfiram is therefore not recommended for use amongst our prison patients.
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