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Background 

Worldwide, 5% of all deaths of young people between the ages of 15 and 29 are attributed to alcohol use. In the United Kingdom, consumption of alcohol beginning at some stage of adolescence is part of normal expected behaviour, however it is reported that there is a growing number drinking more then the recommended adult limits. Alcohol has been identified as a direct cause of school exclusion with 20% of school suspensions being for drinking alcohol at school. The annual report of the Chief Medical Officer of the Department of Health highlights a worrying trend of teenagers drinking large quantities of alcohol. The Chief Medical Officer also reports an increasing number of deaths from chronic liver disease in young people.

Young children’s and adolescents’ metabolism of alcohol and response to intoxication differs from those of adults. Young people more often exhibit hypoglycaemia. At higher blood levels, both children and adolescents can suffer from hyperthermia and respiratory depression, they are more likely to have seizures and suffer coma at lower blood levels then adults. 
Purpose of this document 

The purpose of this document is to provide guidelines and an accompanying care pathway for use by the members of the young persons substance misuse team (REBOUND) and Youth Offending Team (YOT) in the management of alcohol problems in young people in the community setting.

The guidelines span a range of presentations from individuals and their families and carers from basic information and advice giving through to the management of young people with more serious problems with alcohol.

The team’s philosophy and longer term overall aim is to reduce the harm caused by the misuse of alcohol amongst young people. 
There are three strands to the guidelines: -
1. Prevention & Education

The contributions made and steps taken by the team to raise awareness promote informed choice and encourage sensible drinking. 
Whilst recognising the ‘benefits’ that alcohol gives to society and acknowledging the often experimental and social aspect of alcohol amongst the youth in this must be balanced with the disadvantages of misuse.

2. Community & Social Issues

The role the team plays in identifying aspects of alcohol/drinking behaviours which directly or indirectly affect the lives and wellbeing of others 

The Project worker must seek to maximise the effectiveness of existing laws and working practices in intervening when alcohol misuse threatens the wellbeing and safety of the young person in the community or and/or where there are safeguarding concerns
3. Support & Treatment

The responsibility the team has to provide evidence based treatments to any young person in need of expert assessment and support whether they are in the early stages of developing an alcohol problem (hazardous drinkers), are drinking at a level which is harmful to their health and well being or are exhibiting entrenched/dependent patterns of drinking.
The Commissioned Model for Alcohol Treatment for Young People
The model of alcohol services in the targeted youth support service is a four tier model for engaging and treating young people with alcohol issues.
Tier 1 - Generic Services for young people 
Services manned by professionals who are not alcohol specialists but who come into contact with young people who have alcohol problems. The REBOUND team has a responsibility to offer advice, training and knowledge sharing 
Tier 2 - Specialist Services delivered in community and open settings.

Outreach services; drop in centres and alcohol specialist running services within GP surgeries. The REBOUND team have provided promotional information to local GP practices. There are not currently any shared care services for young people but should a GP request a young person and/or their family be seen in the local surgery the team will facilitate 
Tier 3 – Specialist Community based structured treatment services
REBOUND specialist services for young people offering assessment, screening, advice and information in the form of level 1 and level 2 brief interventions and in rare circumstances support to access a specialist led community alcohol detoxification or referral; for residential care services including detoxification 

Tier 4 – Day programmes

High intensity programmes that offer bespoke holistic treatment and care services in a residential care setting. It is not unusual to find alcohol treated alongside other issues such as sever behavioural disturbance and/or serious mental health problems 
ACTION - Rebound to work with commissioners to determine the residential pathway with confirmation of: -

· Funding for in patient services

· List of approved providers of in patient rehab services for young people

· Access to local/regional resources via an approvals panel

· Agreement of a standard referral protocols for rehab services
The REBOUND/WISMS Alcohol Care Pathway 
Access and Consent 

Every worker has a responsibility to ensure that once a referral is received the service user will be enter a care pathway that will provides evidence based treatments and stepped care from a multidisciplinary team trained in appropriate interventions designed to assess, modify behaviours to reduce harm and promote health 

Rebound, Young People’s Service will engage the young person by providing ample opportunity for disclosure of their alcohol misuse in a non-judgmental and confidential environment, and be mindful of the need to respond to the legal requirement of involving parents and or social services if the project worker feels that the young person is suffering or at risk of suffering (Children Act 1989)

In common with all other care pathways the Fraser Guidelines provide a framework for joint working with the individual

1. Referral 

Referrals can be received from anyone but the most common routes are self, youth offending team, school nurses, school, arrest referral, social services, parents, GPs, targeted youth support, connexions and looked after children’s team etc.

There is no standard referral form in use and therefore the amount and format of the information supplied to the team on referral is inconsistent. 

The Youth Offending team adopt a standard referral screen called the YOT ASSET assessment which is scored and any score that is 2+ warrants additional input in respect of alcohol and the service user receives additional support from the YOT substance misuse workers
ACTION – Rebound team to design a standardised referral form and to make this available electronically as well as a paper record. This will encourage a more consistent gathering of information by Rebound from referrers and be useful for audit of the service and on going needs assessment 

2. Assessment

Within 5 days of receiving a referral arrangements will  be made for a case worker to offer 1-2 sessions during which time a comprehensive assessment will be completed. In terms of alcohol this will include: -
· Risk assessment
· immediate warranting urgent action

· medium to longer term risks
· Alcohol assessment 
· Identification of scale of problem through the application of a standard screening tool – Rebound will use the AUDIT or AUDIT C

· Estimate of alcohol use in units (weekly, daily) 

· Establish chronicity and pattern of drinking – (daily, weekly, monthly) 

· apply a drink diary 
· where possible access information from other close adults 
A number of screening tools are available to identify current or potential alcohol problems, e.g.  Alcohol Use Disorders Identification Test, AUDIT C, FAST, SADQ, CAGE 

3. Complete general health and well being screen

All patients regardless of presenting typology will access a general health and well being screen through the WISMS Wellbeing Support Nurse
The purpose of the screen is to supplement the teams’ delivery of alcohol brief interventions by the completion of a general health screen which will serve to promote health, identify any additional or associated health needs, provide health information and advice and act as a gateway to a range of established well being nurse led care pathways such as mental health screen, smoking cessation, wound care, sexual health, BBV

The well being screen will be completed on a standardised template that will be uploaded onto System 1 making the anonmysed information available for analysis for audit purposes
4. Establish typology and feedback to individual along with provision of written information leaflets, signposting to social marketing sites on the web and accompanying information 

During the completion of the comprehensive assessment the project worker will ascertain if the young person is drinking hazardously, harmfully (and the degree of harm) or drinking in a serious/chaotic/dependent manner

The Project Worker working with the well being support nurse are central to the identification of the typology of the alcohol problem

All will be competent in the use of screening tools, the application of drink diaries, direct and open questioning to determine the volume and frequency of alcohol drunk, the chronicity and pattern of use and any evidence of binge drinking 

All will be able to support an individual through level 1 and/or level 2 brief interventions 

All will be adept at developing a therapeutic alliance that is empathic, motivational, non judgemental and supportive 

Typologies 

Low risk drinking
Intervention - health promotion and health promoting strategies 
There are no safe guidelines for children and adolescents. 
Adults are deemed low risk drinkers is they are drinking at or below the identified limits in a safe pattern (21 units per week for men and 14 units per week for women)

Individuals assessed as low risk present an opportunity for the Project Worker to provide a range of information/educational materials which facilitate the young person’s ability to make sensible and informed choices about alcohol.
Young people should be presented with information and resources to assist them to be able to recognise problems in themselves provide advice on intervening early with others and give them the skills to be able to offer advice and support to family members and their peer group 

Hazardous Drinking
Intervention – level 1 brief intervention 

Any young person drinking above safe limits without the occurrence of recognisable problems either mentally, physically or socially 

Some irregular binge drinkers who drink on rare occasions in excess of 8 units in one sitting and therefore on these occasions their drinking poses a considerable risk are considered hazardous drinkers. 
The Project worker will provide a minimum of Level 1 Brief Interventions, and structured counselling.

Harmful Drinkers
Intervention – level 2 brief interventions

Drinking above safe limits with the occurrence of problems but without the establishment of symptoms of alcohol dependence the project worker will identify that there is clear evidence that alcohol is responsible for or contributes to physical or psychological harm, including impaired judgment or dysfunctional behaviour which may lead to adverse consequences for interpersonal relationships. Referral to Wellbeing Support Nurse for Health Needs Assessment and general health screen and joint case working with GPwSI

Dependent Drinkers 
Intervention – intensive and ongoing level 2 brief interventions with coexistent and regular risk assessment, safeguarding and multidisciplinary case review    
These are individual drinking above safe limits with serious mental and/or physical health problems clearly manifest in the presentation. These individuals have an increased likelihood of significant longer term social, psychiatric and physical complications
These individuals will need prolonged and intense specialist level 2 brief interventions and will need careful monitoring of physical and psychological health and are likely to trigger safeguarding pathways. In rare cases the individual will require medically assisted withdrawal. All will require referral to Wellbeing Support Nurse, GPwSI assessment and on going case management/ constant review of progress to establish the need for medically assisted withdrawal wither as an intensive community offering or via specialist residential detoxification/rehabilitation services.

Structured Community Alcohol Detoxification or medically assisted withdrawal:

If medically assisted withdrawal is deemed necessary the Young Person must give informed consent with sufficient understanding of the nature and purpose of the proposed treatment. It would be highly unusual for such treatment t be offered without the knowledge and support of a nearest relative or carer however in such cases risks, side effects and consequences would need to be explained in accordance with Frazer Guidelines with the project worker weighing up the balance of maturity, support systems and risks associated with alcohol misuse before treatment can be provided.
Detoxification can be defined as the process of rapidly achieving an alcohol/drug free state. (Raistrick et al 2006) In line with guidance from the National Treatment Agency and the Department of Health it is recommended that community prescribing only takes place within a context in which the co-existing physical, emotional, social and legal problems are addressed at the same time. Alcohol detoxification therefore is a component of a treatment package rather than being a treatment on its own.  

Detoxification is only indicated in those who experience physical withdrawal symptoms after a period of abstinence (e.g. overnight), or in those that drink to avoid such symptoms. Alcohol withdrawal symptoms commence 6 to 24 hours after the last drink is consumed. The alcohol withdrawal syndrome usually begins as the blood alcohol level (BAL) reduces and often become clinically apparent before the BAL reaches zero. The first symptoms and signs occur within hours of the last drink and peak within 24-48 hours.
On the rare occasions a medically assisted withdrawal is deemed necessary the following steps will take place 
Detoxification Assessment

The Wellbeing Support Nurse will carry out an assessment of suitability for a community based detoxification combined with an assessment for suitability for prescribing. The main purpose of the assessment is to minimise risk to the young person whilst ensuring that community detoxification has a reasonable likelihood of a positive outcome. In addition to the information obtained from the comprehensive assessment, the following needs to be established and documented.
· Previous medical history including medication prescribed, and any sensitivities and/or allergies.
· Details of any previous detoxification.
· History of seizures.
· Detailed psychiatric history and current mental health.
· Support networks available.
· Home situation including environment does not include other occupants who are drinkers 

· There is a support person at home to help the young person to detoxify and that they will need to attend at least two sessions to discuss the procedure and preparation. The responsible person is available to offer support can be flexible around the planned detoxification dependant on clinical need.

· Any exclusion criteria for either home medication assisted detoxification or contra indications for the use of Chlordiazepoxide
· Clear treatment goal - The young person has expressed a strong desire to be alcohol free and they appreciate the role and purpose of detoxification as being to achieve and maintain abstinence for a minimum period of six months 
Exclusion factors – requirement for URGENT in patient treatment
· Cirrhosis/ Compromised liver function
· Serious concomitant medical problem
· Severe malnutrition.
· Presence of severe acute infection especially pulmonary. (risk DT’s)
· Cardiovascular problems. (Tachycardia >120 bpm indicates high risk of DT’s)
· Convulsions. (risk of DT’s)
· Other significant physical health problems. 
· History of epilepsy or withdrawal seizures/delirium tremens (DT's).
· Current significant mental health problems 
· Suicide risk.
· Confused state.
· Memory impairment (beyond that to be expected in dependent drinkers).
Exclusion factors – option for residential placement to conduct the medically assisted withdrawal or intensive brief interventions 
· Homelessness
· Mental incapacity
· Lack of insight 
· Inadequate support network (may not exclude but may need to further support/flexibility)
· Erratic concurrent illicit substance misuse  (may not exclude but may need further investigation and support)
· Unsupportive home environment

· Severe mental health/physical health needs.

· Previous multiple community detoxification

· Epilepsy and past history of delirium tremens or withdrawal seizures.

NB: Community detoxification in some cases can still be considered if the required amount of support and monitoring can be put in place but in all cases the decision around suitability for community detoxification, on patient or residential placement will be discussed with the service manager, the project worker, wellbeing support nurse and GPwSI.
The number of sessions for preparation will vary dependant on the clinical need of the young person, their support network, level of drinking and level of motivation to change. However as a guide it is anticipated that preparation will take around three to four hour long sessions again this needs to be flexible and planned in conjunction with the young person, the support person and any other professional that may be involved.
Issues for consideration as part of preparation:
How will the young person fill their time during the week of the detoxification and immediately following this?

Who will offer support, how often, length of time the support person can offer?

How will support continue post detoxification?
Is the home is cleared of alcohol?
What changes are required in lifestyle of individual and family/friends to ensure the young person achieves their treatment goal?

Have high risk situations or triggers for relapse been identified?

What plans are in place to deal with these situations?

How will the support network help them to achieve abstinence?

Think about high risk situations, in particular post detoxification.

Medically assisted withdrawal in the community 

A quit date will be identified and worked toward as part of preparation 

Detoxification will commence at the beginning of the week to enable the maximum possible window to monitor the young person and adjust medication if appropriate Monday – Friday

Starting detoxification mid-week or later results in the young person being at highest risk of complications at the weekend when monitoring and input is limited

The young person and their support network will be given information about the detoxification process and the expectations placed on them.  
Appropriate literature will be provided for both the young person and carer(s).  The young person will also be supplied with the preparation for alcohol detoxification booklet which will contain: -

· emergency numbers and contacts

· information on the medication prescribed, including side effects and contra-indications
· baseline observations and blood test results before and during the detoxification 

· information on “how to look after oneself during detoxification - Young people undergoing detoxification require lots of fluid and should be encouraged to have light regular meals despite loss of appetite. If they are unable to manage a meal this should be replaced with sugary fluids to reduce the risks of hypoglycaemia. (Low blood sugar) Caffeine intake should be cut down to 4-5 small cups of tea or coffee a day and agitation can be reduced if there is a quiet and ordered environment
Medication
The drug of choice for control of alcohol withdrawal in community setting is Chlordiazepoxide (Librium). The young person will be managed using a fixed tapering dose mapped against withdrawal monitoring using the CIWA –AR 

Whilst there is a good evidence base for the use of Diazepam this should be avoided in young people 
Chlordiazepoxide (Contra-indications and cautions)
· Respiratory depression.
· Pulmonary insufficiency.

· Severe hepatic impairment.

· Sleep apnoea syndrome.

· Unstable Myasthenia Gravis.

· Concurrent pregnancy or breast feeding.

· Concomitant use of illicit substances or

· Use of any CNS depressant drug (including alcohol)

· During detoxification.

Cautions

· Pregnancy and /or breastfeeding.
· Renal impairment.
· Acute Porphyria.
· Hepatic impairment.
· History of illicit drug use.
· Reduce dose in the elderly and debilitated.  

Clinical Pharmacology.
Chlordiazepoxide: Chlordiazepoxide (Librium) is licensed in the United Kingdom for the management of acute alcohol withdrawals. It is used for initial stabilization following cessation of alcohol in order to prevent epileptiform seizures and minimize other symptoms of physical withdrawal and is reduced over period of not more than 4 weeks and usually within 2. 

Chlordiazepoxide is a benzodiazepine, which acts upon the benzodiazepine receptors, which are associated with gamma-amino butyric acid (GABA) receptors. Chlordiazepoxide is in itself, addictive creating both physiological and psychological dependence and tolerance when used long-term. Absorption of Chlordiazepoxide is almost complete following oral administration. It is extensively bound (96%) to plasma proteins.  Reported values for elimination half-life range from 5 to 30 hours, but its main active metabolite Desmethyldiazepam has a half-life of several days.  Chlordiazepoxide passes into the Cerebrospinal fluid (CSF) and breast milk and crosses the placenta.  Unchanged drug and metabolites are excreted in the urine, mainly as conjugated metabolites. 
See the BNF for specific prescribing information
Alcohol Pathway
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Level 1 Brief Intervention 

THREE key components in minimum of ONE patient contact

· Some assessment of alcohol use (asking the difficult question) – which enables you to give feedback

· Provision of information on hazardous and harmful levels of drinking
· Some clear advice on how to cut down or stop drinking followed by the establishment of a goal and its start date 

FRAMES

· Feedback (personalised)

· Responsibility (with patient) 

· Advice (clear, practical)

· Menu (variety of options)

· Empathy (warm, reflective)

· Self-efficacy (boosts confidence)
Advising people to cut down

· Goal setting

· Start date/quit date

· Establish drink diaries

· Set daily limit

· Cut out most potent alcoholic beverage

· Alternate alcohol with water

· Reduce daily drinks, 

· 1 - 2 alcohol free days per week

· Leaflets?? www.drinkawaretrust.co.uk
Therapeutic alliance

· Empathy

· Non-judgmental

· Authoritative

· Deflect denial

· Facilitate

· Follow-up

· Patient education brochure
(Babor & Higgins-Biddle, 2001)
Level 2 Brief Intervention 

An extended brief intervention consisting of structured motivationally enhanced intervention as opposed to just screening and brief advice
· Careful history
· Well being assessment and observations

· GP appointment 
· Clinical examination – looking to identify drink related complications harm

· Laboratory testing 

· Over minimum of two/three sessions
Higher level of assessment

Provides patients with tools to change behaviors

Goal setting and positive feedback

Deals with underlying problems

Specialist talk therapies
15-30 minutes structured intervention repeated throughout the assessment and intervention period
Identification of drinking pattern above recommended limits

Comprehensive holistic assessment

Detailed drinking diary

Identification of high risk situations

Plans to deal with high risk situations

Simple rules to limit consumption

Alternatives to drinking

Feedback of blood test results

Preparation for structured community alcohol detoxification within framework of level 2 Brief interventions
Well being nurse and key worker will work with the GP during preparatory phase

Clinic appointment for planned community or residential quit date:

Assuming preparation completed file is prepared for presentation to prescriber containing the following: -

· Comprehensive assessment

· Risk assessment
· AUDIT Score
· SADQ Score
· Drinks diaries and other supporting evidence of harm reduction 

· Communication with clients own GP detailing engagement in T3 services and if consent granted request for any relevant information 

· LFTs GGT and FBC and any other requested blood tests

· Baseline BP and observations over time
· Counselling of young person and young persons designated carer

The prescribing clinic appointment will be 45 minutes to an hour to allow for GP review of case, communication of risks, overview of interventions completed, counselling of client and carer and generation of prescription 
A summary of the level 2 interventions and all of the above along with the baseline BP are added to the detoxification care plan copies of which are shared with the client and become the hand held record
In the case of the community detoxification plans regarding home visits and support from wellbeing support nurse/project worker and support person made clear and written on plan

Follow up appointment given for completion 
Letter compiled and sent to GP summarising the intervention and plans for through care 
Confirm quit date

Monitoring during the detoxification:

The monitoring of a young person on a community detoxification will be based on clinical need and may vary considerably from one person to another; however some key principles will apply to all:
Daily home visits will be arranged, by the wellbeing support nurse 
Regular contact by the project worker by telephone at commencement during and at the end prior to the review appointment, again this can be plan for the duration of then detoxification.
P and BP is monitored on every occasion along with withdrawal using the CIWA- AR scale
Blood pressure gives a good indication of general cardiac health

It measures the pressure that the heart muscle has to exert to pump blood around the body.

Alcohol is a form of depressant and whilst the young person is prescribed medication there is a likelihood of a rebound rise in the blood pressure when such a depressant is removed.

Conversely if blood pressure drops markedly this could be an indicator that the medication prescribed is over sedating the young person.

BP will be monitored at the home visit and the Symptom Severity Checklist SSC completed. These will form part of the alcohol patient detoxification pack which is completed by the well being nurse and left with the patient as a hand held record 
Adverse neurological/physiological complications.

Confusion, disorientation, hallucinations and many other neurological signs and symptoms can occur during detoxification as a result of several different complications of alcohol dependency. The differential diagnosis includes:

· Severe alcohol intoxication. 

· Delirium tremens (severe alcohol withdrawal). 

· Alcohol withdrawal seizure (ictal/post-ictal). 
· Hepatic encephalopathy. 

· Head injury. 

· Hypoglycaemia. 

· Alcohol related psychosis

Diagnoses and treatment of these disorders requires specialist assessment, all of these conditions are potentially life-threatening therefore the occurrence of acute confusion or any profound changes in the neurological presentation in the detoxifying young person should be treated as a medical emergency that will require immediate admission to hospital.

Delirium Tremens.

Delirium Tremens (DT’s) is an especially severe manifestation of alcohol withdrawal syndrome. It is quite rare occurring in 5% of all alcohol detoxification, however it is also potentially fatal (around 5-15% of all cases) Symptoms include agitation, global confusion, disorientation, hallucinations (affecting any sensory modality), fever and autonomic hyperactivity (tachycardia >120 bpm) Hypertension (>20 mm hg rise in systolic blood pressure). Prodromal (early onset) symptoms include insomnia, tremulousness, marked tremor and fear. Onset may also be preceded by withdrawal convulsions. (Burns 2008). 

There are five well established factors for predicting the occurrence of DT’s. These are presence of infectious disease, tachycardia >120 bpm prior to detoxification, withdrawal signs accompanied by a blood alcohol concentration of. 1 gramme per I litre of body fluid, history of epileptic seizures and history of previous episode of DT’s (Palmstierna 2001)

Hepatic Encephalopathy.

Hepatic encephalopathy occurs in the context of hepatic failure. As such, if this is the cause of the confusional state there will usually be evidence of liver failure evident on examination. Findings in liver failure may include liver palms, spider naevi (spider like birthmarks), gynaecomastia (development of breast tissue in males), jaundice, ascites (swollen abdomen), oedema (fluid retention usually most prominent in the lower limbs), cyanosis (blue lips), clubbing, Blood tests may demonstrate grossly elevated liver enzymes, reduced albumin and clotting abnormalities.

The acute onset of hepatic encephalopathy is otherwise hard to differentiate from the other causes of acute confusion, although the presence of a coarse flapping tremor which occurs when the arms are outstretched and the wrists extended is indicative, although not pathognomic (Trathern 2006).

Severe intoxication
Levels of alcohol above 0.1mg/dL on breathalyser readings (>200mg/dL blood level) may be responsible for the occurrence of acute confusion. However, in the alcohol dependent client levels in this region are unlikely to be the only cause, and the index of suspicion for the above causes should remain high.
Hypoglycaemia
Hypoglycaemia may be responsible for the development of acute confusion, especially in the early stages of detoxification. The treatment for hypoglycaemia is to administer a glucose load which should usually be administered in A&E. It is essential that parenteral thiamine is given before administration of the glucose load to prevent precipitation of acute Wernicke’s encephalopathy by the glucose. 

 Withdrawal convulsions
Withdrawal convulsions are likely to occur over the first 72 hours of detoxification. The best predictor of likely occurrence is a past history of withdrawal convulsions. Withdrawal convulsions are treated as a medical emergency and admitted to hospital as an emergency.
Completion of detoxification

On completion of detoxification all parties should arrange to meet to discuss the progress made and to ensure that aftercare arrangements are in place to maintain abstinence 
A review appointment will be conducted with the GPwSI, well being nurse and case worker 
Any young person who has undertaken a community detoxification will be followed up for a minimum three months to aid performance monitoring. If the young person is discharged before this date then a telephone call or letter will be used to obtain information.

Every three months the service manager will collate information relating to numbers of young person undertaking detoxification and numbers of successful outcomes.
Dr Linda Harris 

Clinical Director WISMS

Gail Coupland 

Well being support Nurse to the Rebound Young Persons Substance Misuse team 

October 26th 2009
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