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AUDIT
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BAL
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Clinical Expert Advisory Group

Clinical Institute Withdrawal Assessment Scale -
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Cardiopulmonary Resuscitation

Community residential withdrawal
Cannabis Withdrawal Assessment Scale
Drug and Alcohol Clinical Advisory Services

Department of Human Services
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FAS
GHB
GP
ITP
LSD
Mane
MDMA
NCETA
NRT
PCP
Prn
SOWS
Quit
VDDI
YSAS

WHO

Foetal Alcohol Syndrome
gamma-Hydroxybutyric acid
General practitioner

Individual Treatment Plan
Lysergic acid diethylamide
Morning
Methylenedioxymethamphetamine
National Centre for Education and Training on Addiction
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Phencyclidine

As necessary
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Quit Victoria
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1 INTRODUCTION

1.1 Background

Best practice in Alcohol and Other Drug (AOD) care is supported by access
to clinical expertise and up-to-date, evidence-based resources. Essential
clinical resources, such as clinical guidelines and tools, should reflect
changing patterns of AOD use and advances in our understanding of drug
withdrawal syndromes, assessment and care.

It is within this context that the Victorian Department of Human Services
funded a review of the AOD clinical guidelines for withdrawal. The 1995
Services for Alcohol and Drug Withdrawal (SAW) resource handbook,
entitted New Concepts in Drug Withdrawal (Frank & Pead, 1995), previously
set the standard for AOD withdrawal in Victoria. However, it is now timely to
update clinical guidelines for the AOD withdrawal sector to ensure
consistency with the current evidence base and trends in AOD use. The
Clinical Withdrawal Guidelines (or ‘Guidelines’) presented below are the
product of this process.

1.2 Purpose

Clinical guidelines seek to direct clinical practice by outlining recognised,
evidence-based treatment interventions. They draw on current literature and
clinical practice expertise. These Guidelines provide guidance for clinical
decision-making in the context of individual client requirements, withdrawal
setting, treatment availability and individual service protocols.

These Guidelines are consistent with the World Health Organisation’s
(WHO) United Nations Principles of Drug Dependence Treatment (United
Nations Office on Drugs and Crime and World Health Organization, 2008).
They outline current best practice for the management of AOD-dependent
clients accessing withdrawal care.
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The Guidelines are suitable for use by clinicians in three settings:
¢ Residential and community AOD withdrawal services

e Inpatient and other acute facilities where patients experience an
unplanned withdrawal during treatment for a related or unrelated
medical or psychiatric condition

< Primary care clinics such as those at which general practitioners (GPs)
are situated

Staff should be provided with appropriate workplace training and resources
to enable the appropriate application of these Guidelines.

1.3 Content and language

These Guidelines reflect the current evidence base regarding AOD
withdrawal syndromes and approaches to withdrawal care. They introduce
three categories not present in the SAW manual: cannabis, amphetamine-
type substances and nicotine. The impact of polydrug use on withdrawal is
explored and advances in pharmacotherapy treatment for opioid-dependent
clients outlined. The appropriate care of clients with a dual diagnosis in
withdrawal is also examined, reflecting an increased focus on co-occurring
AOD and mental health conditions. A range of tools for use in withdrawal
care are provided in the Appendices pertaining to screening, assessment,
care planning and provision.

The Guidelines outline the areas of withdrawal care relevant to the following
AOD categories:

 Alcohol

* Amphetamine-type substances
« Benzodiazepines

» Cannabis

 Nicotine

* Opioids

Dosing regimens provide a guide to prescribing for AOD withdrawal. Dosing
regimens are based on mono-dependence of the specified drug. It is noted
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that, at all times, clinical judgement is an important element of prescribing
during withdrawal care.

Note that the term ‘withdrawal treatment’, used in the Frank and Pead
document, has been replaced by ‘withdrawal care’ in these Guidelines. This
is consistent with the current paradigm that conceptualises AOD withdrawal
as one component of a broader continuum of care.

Finally, bolded statements in this document indicate their content is a
standard.

1.4 Allied resources and Web access

Telephone services such as Drug and Alcohol Clinical Advisory Service
(DACAS) provide expert clinical advice to doctors, nurses and other health
and welfare professionals managing clients with AOD issues. Clinicians are
encouraged to seek support from DACAS as required. DACAS can be
contacted in Victoria on 1800 812 804.

A list of Victorian AOD and welfare information services is provided in
Appendix 1.

These Clinical Withdrawal Practice Guidelines are available online at
www.turningpoint.org.au
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2 DEFINITIONS OF DEPENDENCE
AND WITHDRAWAL

There are two key definitions of AOD dependence:

e The WHO’s The Tenth Revision of the International Classification of
Diseases and Health Problems (ICD-10; (World Health Organization,
2004)

« The American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders, 4th edition (DSM IV; (American Psychiatric
Association, 2000)

Both definitions are considered appropriate for use in these Guidelines.

2.1 I1CD-10

The International Classification of Diseases (ICD-10) includes definitions of
dependence and withdrawal as follows:

A cluster of physiological, behavioural, and cognitive phenomena in
which the use of a substance or a class of substances takes on a much
higher priority for a given individual than other behaviours that once had
greater value. A central descriptive characteristic of the dependence
syndrome is the desire (often strong, sometimes overpowering) to take
the psychoactive drugs (which may or may not have been medically
prescribed), alcohol, or tobacco. There may be evidence that return to
substance use after a period of abstinence leads to a more rapid
reappearance of other features of the syndrome than occurs with
nondependent individuals (World Health Organization, 2004).

ICD-10 defines a withdrawal state as:

Withdrawal state: A group of symptoms of variable clustering and
severity occurring on absolute or relative withdrawal of a psychoactive
substance after persistent use of that substance. The onset and course
of the withdrawal state are time-limited and are related to the type of
psychoactive substance and dose being used immediately before
cessation or reduction of use (World Health Organization, 2004).
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2.2 DSM-IV

The Diagnostic and Statistical Manual of mental disorders fourth edition
(DSM-IV) defines dependence as:

A maladaptive pattern of substance use, leading to clinically significant
impairment or distress, as manifested by three (or more) of the following,
occurring at any time in the same 12-month period:

Tolerance, as defined by either of the following:

a. A need for markedly increased amounts of the substance to
achieve intoxication or desired effect

b. Markedly diminished effect with continued use of the same
amount of the substance

Withdrawal, as manifested by either of the following:
a. The characteristic withdrawal syndrome for the substance

b. The same (or a closely related) substance is taken to relieve or
avoid withdrawal symptoms

The substance is often taken in larger amounts or over a longer
period than was intended

There is a persistent desire or unsuccessful efforts to cut down or
control substance use

A great deal of time is spent in activities necessary to obtain the
substance (e.g. visiting multiple doctors or driving long distances),
use the substance (e.g. chain smoking), or recover from its effects

Important social, occupational, or recreational activities are given up
or reduced because of substance use (World Health Organization,
2004).
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2.3 Dimensions of drug withdrawal

AOD withdrawal care has traditionally focused on an individual's neuro-
adaptation reversal. This is the process by which neurotransmitter
adaptation to consistently high levels of a drug is reversed and withdrawal
features result. However, this focus is increasingly being challenged by the
presentation of clients for whom neuro-adaptation reversal is not an
appropriate or singular goal of withdrawal care. Rather, these clients seek
alternative treatment goals addressing physical, psychological and social
needs.

These goals of withdrawal care include AOD reduction, stabilisation of use
and respite. They may be addressed via:

« Pharmacotherapy reduction or maintenance

« Interrupting a pattern of heavy and dependent use
« Stabilising, reducing or abstaining from drug use

¢ Preventing withdrawal complications

« Initiating abstinence

« Linking into further treatment (Griswold et al., 2007; NSW Department of
Health, 2008a)

In these Guidelines, withdrawal care is defined as a course of interventions
which address the bio-psychosocial elements of withdrawal. These may
include neuro-adaptation reversal, pharmacotherapy reduction or
maintenance, management of concurrent illnesses, and psychological, social
and emotional issues. The provision of non-medical psychosocial support is
also acknowledged as important.

Figure 1, below, demonstrates how the bio-psychosocial elements of
withdrawal require equal consideration in withdrawal care. The degree to
which each dimension plays a role in an individual's substance misuse will
impact significantly on their experience of withdrawal.
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Biological

Psychological Social

Figure 1: Dimensions of drug withdrawal
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3

PRINCIPLES OF AOD
WITHDRAWAL CARE

The following principles of withdrawal care reflect current clinical best
practice in the AOD field. Such principles support the strategies that address
the three dimensions of AOD withdrawal identified above.

The primary objective of withdrawal care is to achieve a client’s goals in
relation to their AOD misuse, with safety. This is supported by a
thorough assessment of potential risks at presentation to AOD care.

Substance reduction and maintenance goals should not be regarded as
any less meaningful than a commitment to long-term abstinence.

Harm reduction is a central element of AOD withdrawal care. Harm
reduction occurs via the provision of information and education about
safer AOD use practices. This may include a reduction in drug
consumption, safer means of drug administration and improved lifestyle
(Frank & Pead, 1995).

Withdrawal services represent a gateway towards further treatment and
behaviour change. Treatment during withdrawal should aim to link
seamlessly with a long-term, therapeutic program (Griswold et al., 2007;
NSW Department of Health, 2008a; NSW Health Department, 1999;
Raistrick et al., 2006).

Appropriate and recognised screening, assessment and planning
processes and protocols are essential to withdrawal care. Such tools
inform the most appropriate withdrawal setting and level of care
required, and identify risk factors (United Nations Office on Drugs and
Crime and World Health Organization, 2008).

Psychosocial factors play a significant part in an individual’s withdrawal
experience and can provide a focus for supportive care. Supportive care
is fundamental to ensuring a holistic approach.

Intake and assessment processes should maximise the opportunity for
clients to access the most appropriate AOD withdrawal care. These
processes should be considerate of the needs of clients from
metropolitan, rural and regional areas, women, offenders, those who are
parenting and clients from Koori and CALD communities (United Nations
Office on Drugs and Crime and World Health Organization, 2008).
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 Linkage with family/significant others, where possible, is an important
aspect of withdrawal care. It can establish strong foundations for
additional support, particularly in the post-withdrawal period (YSAS,
2008).

10
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4 CONTINUITY OF CARE

Withdrawal, while effective in achieving neuro-adaptation reversal, has
greatest potential long-term behaviour change when it is part of a broader
continuum of care. This continuum incorporates pre-admission planning,
withdrawal, planning for post-withdrawal, follow-up support and linkages with
a range of relevant services (Raistrick et al., 2006).

Strategies that support continuity of care should commence at pre-admission
with discussion of a client’s goals, strategies for preparing for withdrawal and
identification of post-withdrawal linkages.

11



ALCOHOL AND OTHER DRUG WITHDRAWAL: PRACTICE GUIDELINES
Turning Point Alcohol and Drug Centre Inc.

12



ALCOHOL AND OTHER DRUG WITHDRAWAL: PRACTICE GUIDELINES
Turning Point Alcohol and Drug Centre Inc.

5 FEATURES OF AOD WITHDRAWAL

The features of AOD withdrawal, including its severity and duration, are
impacted by a range of factors, including:

* Primary drug of concern
« Level of AOD dependence
« Polydrug use and/or dependence

* The existence of a co-occurring physical illness or mental health
disorder

< Psychosocial factors (e.g. environment, relationships, accommaodation)

The half-life of a drug also plays a significant role in the severity of an
individual’'s neuro-adaptation reversal. The half-life of a drug is the length of
time needed for half the amount of the drug consumed to be broken down by
the body.

Table 1 below, outlines common features of the withdrawal syndrome for
each substance addressed in these Guidelines. These features apply
specifically to clients not yet medicated to prevent the onset of withdrawal
symptoms. Note that low-grade symptoms such as dysphoria may persist for
a number of months beyond the withdrawal phase.

All clinicians will have a sound understanding of the clinical features of AOD
withdrawal.
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Table 1: Features of AOD withdrawal

Drug Onset Duration Clinical features
Alcohol ! Within 24 hours 37 days (up to Anxiety, agitation, sweating,
and up to 48 14 days in severe | tremor, nausea, vomiting,
hours withdrawal) abdominal cramps,
. diarrhoea, craving, insomnia,
(Bdleperfllnghor elevated blood pressure,
Le?/?a(lj (BZOL)-O pulse and temperature,
’ headache, seizures,
hqurs after last confusion, perceptual
drink and Ieve! of distortions, disorientation,
neuro-adaptation) hallucinations, seizures,
delirium tremens,
arrhythmias and Wernicke’s
encephalopathy.
Opioids! Heroin withdrawal | Heroin: Anxiety, craving, muscle
occurs within 8- Peaks 2-4 days tension, muscle and bone
24 hours of last and cease 7-10 ache, muscle cramps, sleep
use (may be days disturbance, sweating, hot
slower in ) and cold flushes,
methadone/other Methadone: piloerection, yawning, runny
withdrawal) Symptoms eyes and nose, abdominal
emerge 36-48 cramps, nausea, vomiting,
hours after last diarrhoea, palpitations,
dose and low elevated blood pressure and
grade symptoms pulse, dilated pupils and
can remain for 3— agitation.
6 weeks
Benzodiazepines' | 1-10 days 3-6 weeks (or Anxiety, headache,
(depending on longer) insomnia, muscle aching

half-life of drug)

twitching and cramping,
nausea, vomiting, diarrhoea,
perceptual changes, feelings
of unreality,
depersonalisation, seizures,
agitation,
confusion/psychosis
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Drug Onset Duration Clinical features
Methamphet- Crash phase: 2-4 days Cravings, dysphoria,
amines? within hours of anhedonia, increased
last use ) appetite, fatigue, agitation,
Withd 14 'ﬁgtge phase: 7~ anxiety, increased sleep,
d : r?twal. t_ ays vivid, unpleasant dreams
u:zs atter las Subacute phase: | and slowing of movement.
a further 2 4
weeks
Cannabis? 1-2 days of last Acute phase: 2-6 | Anger, aggression, irritability,

use

days, subsiding
after 2-3 weeks

May persist for
some months

anxiety, nervousness,
decreased appetite or weight
loss, restlessness, sleep
difficulties, chills, depressed
mood, shakiness, sweating.

Adapted from Roberts, Swan and Mugavin (2008)
L' NSW Health Department (1999)
% NSW Health Department (2008)
% McGregor et al. (2005)

5.1 Withdrawal complications

On occasion, withdrawal may precipitate serious and/or life-threatening
complications. These complications may be associated with:

« High levels of AOD use

e Concurrent medical and psychiatric illnesses

« Polydrug dependence

Withdrawal complications are associated with a range of substances and
manifest in a variety of ways, as shown in Table 2, below.
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Table 2: Complications of withdrawal

Withdrawal Substance/s with Features of complication
complication which complication
is associated
Seizures Alcohol Convulsions, sensory disturbances,
Benzodiazeni loss of consciousness (Merriam-
enzodiazepines Webster Inc., 2008)
Amphetamine-type
substances
Hallucinations Alcohol Transient hallucinations (visual or
. tactile), paranoia, psychological
Amphetamines disturbances, abnormal affect, auditory
or visual delusions (McGregor, 2005;
Shand et al., 2003b)
Delirium Alcohol Agitation, hyperactivity, tremor,
Benzodi . confusion and disorientation. Can
enzodiazepines occur without progressing to Delirium
GHB Tremens (Ashton, 2005; Shand et al.,
2003b)

Agitation Alcohol Anger, aggression, irritability and

. violent outbursts
Cannabis
Methamphetamines

Psychosis Amphetamine-type Thought disorder and perceptual

substances disturbances

Wernicke- Alcohol Cognitive impairments in memory (i.e.

Korsakoff's anterograde amnesia), deficits in

syndrome (WKS) abstraction and problem solving,
confusion, ocular and gait disturbances,
apathy and amnesia (Shand et al.,
2003b)

Dehydration Alcohol Increasing thirst, dry mouth, weakness
or light-headedness, darkening of the
urine or decrease in urination

Opioids (MedicineNet, 2008)
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The safety of clients and staff is integral to effective withdrawal care. This is
particularly important where withdrawal complications arise.

Ongoing monitoring and review are essential elements of managing a
complicated withdrawal. In some circumstances, specialist medical attention
may be warranted.

All AOD clinical service staff will be trained in First Aid, including
Cardiopulmonary Resuscitation (CPR) procedures. Clear accident and
emergency policies and procedures will be integrated into staff induction and
orientation processes, with regular updates/reviews for all staff in clinical
environments.

5.2 Symptomatic medications

Table 3, below, provides a general guide to symptomatic medications for
AOD withdrawal. These medications may be used in accordance with the
relevant Guidelines and in conjunction with pharmacotherapies and
supportive care.

Alcohol and drug-specific symptomatic medication tables with detailed
dosing regimens are provided within each AOD section of the Guidelines.
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Table 3: Symptomatic medications

Symptom Recommended medications
Diarrhoea Loperamide

Kaomagma?
Headaches Paracetamol

Nausea and vomiting

Metoclopramide (Maxolon)

Prochlorperazine (Stemetil)

Pronounced agitation or insomnia

Tricyclic antidepressants such as:
Doxepin
Clomipramine

Benzodiazepines can be used but there is a risk
of misuse and exacerbation of depressive
symptoms:

Diazepam

Temazepam tablets

Pronounced psychomotor retardation

Selective serotonin reuptake inhibitors (SSRIs)
such as Fluoxetine and Paroxetine® may be
prescribed by a Medical Officer upon referral.

Stomach cramps

Hyoscine (Buscopan)?

Atrobel

Source:
#NSW Department of Health (2008a)
® Murray (2002)
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6 SPECIAL NEEDS GROUPS

6.1 Clients with a dual diagnosis

The case complexity typical of clients with a dual diagnosis requires a
strategic and preferably collaborative response by AOD clinicians, primary
health care providers such as general practitioners and mental health care
professionals. This should be reflected in all elements of withdrawal care,
from screening and assessment, choice of setting, to the delivery of care and
post-withdrawal support.

Attention to the specific needs of individuals with a dual diagnosis is critical
to their care. Management strategies should respond to the client's
presenting condition, including high prevalence mental health disorders such
as anxiety and depression and/or low prevalence mental health disorders
such as schizophrenia and personality disorder.

Mental health screening is an essential component for AOD withdrawal
support and should inform assessment and treatment planning. An
integrated approach of both services is considered best practice and may
increase the likelihood of a successful course of treatment for the client.
Early recognition of a dual diagnosis provides an opportunity for creating
appropriate and long-term client linkages with mental health services.

Some clients with a dual diagnosis may require an extended period of stay
within a residential AOD withdrawal setting. Access to stepped care between
hospital/psychiatric wards and community-based or non-residential AOD
settings also affords graduated treatment responses based on client
need/risk. In recognition of their specific needs, withdrawal involving clients
with a dual diagnosis will be addressed in Chapter 16.

6.2 Clients who use multiple substances

Polydrug use refers to the combining of two or more psychoactive drugs and
is common among AOD clients presenting to withdrawal services. Polydrug
users should be thoroughly assessed to detect and respond appropriately to
immediate withdrawal risks. Clinicians should consider referral of
complicated and high risk clients to residential withdrawal care, as
appropriate.
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Assessing dependence for each drug is recommended in order to determine
the likelihood of withdrawal syndromes occurring for multiple substances.
The drug with the greater risk is the focus of assessment initially — this drug
is typically alcohol (NSW Department of Health, 2008a).

Nicotine dependence is common among illicit drug users. Victoria now
legislates for restrictions on smoking in buildings and within specified
proximity to building entrances and exits. AOD services should ensure that
clients are provided with appropriate information regarding these restrictions
before admission and clients should be offered nicotine replacement and
Quit counselling as part of their withdrawal care.

6.3 Young people

Young people (12-21 years) have particular needs that may impact on their
engagement with and experience of withdrawal care. Issues may include
unresolved trauma, chaotic social situations and a relative lack of cognitive
and emotional resources. In addition, a lack of information about AOD
treatment, poor family support, unstable/unsuitable accommodation,
involvement with the juvenile justice system and feelings of vulnerability may
limit young people’s access to appropriate support and continuing care
(United Nations Office on Drugs and Crime and World Health Organization,
2008).

Young people are more likely to inhale volatile substances in comparison to
adults. Volatile substances include adhesives, aerosols, cleaning agents,
petrol, solvents and gases, and produce depressant effects similar to alcohol
intoxication. Withdrawal from such substances is typically mild, although
prolonged and excessive use can produce a severe withdrawal syndrome.
Specific guidelines for the management of young people withdrawing from
volatile substances are outlined in the recently updated YSAS Clinical
guidelines (YSAS, 2008).

Service providers’ capacity to understand and respond to the range of AOD
use and needs of young people is critical. Knowledge of, and appropriate
responses to, such needs have been linked to positive treatment outcomes,
treatment involvement and retention (Colby et al., 2004).

Young people presenting to adult withdrawal services should be linked with
youth-specific services. Ongoing contact with, and adjunct support from,
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youth-specific workers throughout withdrawal care can promote more
positive experiences for the young person. Where program capacity allows,
young people may benefit from limited contact with adult clients. Note,
however, that premature exposure to information from clients in more
advanced stages of AOD abuse may have a negative impact on the
withdrawal experience for young people (United Nations Office on Drugs and
Crime and World Health Organization, 2008).

Young people approaching the age of eligibility for adult withdrawal services
require transitional planning. An examination of service differences, adult
treatment options and client anxieties is recommended at this time.

For more detailed AOD withdrawal guidelines for young people, please refer
to YSAS Clinical Guidelines for Youth AOD Withdrawal (YSAS, 2008).

6.4 Clients residing in rural and regional areas

The provision of AOD services to clients residing in rural and regional areas
can be challenging. It is not always feasible to apply metropolitan strategies
of intervention to these communities.

AOD clients residing in rural and regional areas experience significant
barriers to adequate and appropriate withdrawal care. Barriers include
geographic isolation, limited public transport, reduced service availability and
economic constraints. In addition, these clients may experience heightened
stigma due to the increased visibility of AOD use and treatment-seeking
within such communities. Access to GPs who prescribe pharmacotherapies
and pharmacotherapy-dispensing pharmacies may also be limited.

Flexible treatment strategies are therefore required to accommodate clients
residing in rural and regional locations. Treatment planning may include
allowances for telephone triage and assessment, travelling distances and
discharge planning for post-withdrawal care.

Berends et al. (2004, p. 17) highlight the increasing capacity of nurse
practitioners in rural and regional communities:

The role of the nurse practitioner is to develop an advanced nursing
framework to enhance health care delivery by combining advanced
nursing and health knowledge with skills and clinical expertise into their
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practice. This assists in the promotion of care between health providers
and in partnership with clients and communities.

Rural and regional withdrawal care should include consideration of:

 Service flexibility to enable modification of metropolitan programs to suit
local conditions

» Local patterns of drug use and changing patterns that may develop
« Service linkages

« Flexible waitlist management

« Pre-admission planning including preparatory activities

 Facilitation of linkages to the broader community for post-withdrawal
support and relapse prevention (Berends, 2004)

6.5 Aboriginal and Torres Strait Islander
(ATSI) clients

Culturally appropriate engagement with ATSI clients by withdrawal services
should consider the potential involvement of the client's immediate and
extended family in the withdrawal process. Awareness of, and sensitivity to,
the experiences of those affected by the Stolen Generations is necessary
throughout withdrawal care.

As such, mainstream AOD withdrawal services should:
« Offer cultural awareness training to staff
¢ Establish and consolidate links with ATSI services

e Assist ATSI clients to access appropriate ATSI support services,
according to individual preference

» Engage Koori Community Alcohol and Drug Workers

In addition, mainstream withdrawal services may further meet the needs of
ATSI clients by:

e Drawing on the expertise of ATSI services to inform appropriate
withdrawal screening, assessment, planning, engagement, withdrawal
care and follow-up of ATSI clients

« Using culturally-specific tools, where available

22



ALCOHOL AND OTHER DRUG WITHDRAWAL: PRACTICE GUIDELINES
Turning Point Alcohol and Drug Centre Inc.

« Formalising relationships with ATSI services through a Memorandum of
Understanding

« Considering the use of a narrative approach to conduct assessment with
ATSI clients

6.6 Culturally and Linguistically Diverse
(CALD) clients

Providers of withdrawal services to CALD clients should consider culturally
appropriate methods of engagement. Services should:

« Offer cultural awareness training to staff
« Establish and consolidate links with CALD services

e Assist CALD clients to access appropriate CALD support services,
according to individual preference

Services are also encouraged to work toward a model of care that:

« Draws on the expertise of culturally appropriate support services to
inform appropriate withdrawal screening, assessment, planning,
engagement, withdrawal care and follow-up of CALD clients

« Formalises relationships with CALD services through a Memorandum of
Understanding, particularly in locations where there is a high proportion
of ethnic minority groups

* Provides access to an interpreter to support the completion of an
accurate AOD screen and assessment

< Provides information about AOD treatment options to CALD clients who
are unfamiliar with the service system and facilitates access to AOD
services

* Works with clients’ family and significant others, where appropriate

« Considers the most appropriate AOD setting dependent on CALD client
need and preference

« Integrates and uses culturally-specific screening and assessment tools,
where available

» Considers the heightened need for confidentiality among CALD clients
who are members of a close community network
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6.7 Clients with Acquired Brain Impairment
(ABI)

Clients with ABI typically present to AOD withdrawal with the following
conditions:

« Reduced co-ordination and balance (ataxia)
« Changes to mood

* Reduced cognitive capacity (e.g. reduced ability to make decisions,
memory loss)

Clients with ABI respond well to routine and do not readily accept change.
Pre-admission planning is therefore essential in preparing clients with ABI for
withdrawal care. Multiple visits to the AOD service and introduction to
withdrawal staff may be of benefit during this pre-admission phase.

Withdrawal staff should also take care to limit the amount of information
communicated to clients with ABI at any one time. A number of short
assessments are preferable to a long assessment interaction.

Thiamine supplements (Vitamin B1) are recommended for clients with ABI. A
prolonged period of an inadequate and inappropriate diet may contribute to
brain impairment (ARBIAS, 2008).

6.8 People who experience chronic pain

For some clients presenting to withdrawal care, chronic pain is the condition
underlying AOD use. Withdrawal care for these clients is just one element of
a broader response that also addresses pain management.

Assessment and measurement of pain are critical to appropriate diagnosis,
care planning and implementation. An assessment should consider the
physiological, psychological and environmental factors which influence the
experience of pain (i.e. reflecting the bio-psychosocial model).

The following elements should be included in pain management assessment
and care:

« A thorough general medical assessment including:
A specific pain history which documents:
= Causal pathology, where possible
= Description
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* Impact

= Treatments

= Medications

= Context
¢ An AOD history
¢ A psychiatric history

« An examination which documents:

» Features of intoxication
« Injection sites, where relevant
¢ Functional assessment (i.e. movement of relevant joints)
* Mental state assessment

« Relevant information from other health care professionals active in a
clients’ chronic pain management/treatment

« Discussion of holistic, multidisciplinary management options

A pain management plan for AOD withdrawal clients should be developed
and implemented under the supervision of a specialist multidisciplinary team
in conjunction with an addiction medicine specialist (Roberts, 2008). The
pain management plan may include:

* A non-pharmacological approach (e.g. exercise, coping strategies,
counselling, psychosocial support, alternative therapies/medications
etc.)

and/or

« A pharmacological approach (e.g. paracetamol, NSAIDS, trial of opioids
in conjunction with other care)(NT Department of Health and Community
Services, 2008). Where non-opioid analgesics are unsuitable for
effective pain management, consideration may be given to the use of
titrated opioids, with particular attention to route of administration. Oral
rather than injection modes are recommended

It is critical that planning for the post-withdrawal management of pain is
addressed during withdrawal care. This may entail:

« Linking with appropriate medical services for alternative prescribing

 Linking with other services such as pain management clinics for adjunct
care

» Follow-up support
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6.9 Pregnant women

The range of adverse effects associated with AOD misuse, dependence and
withdrawal during pregnancy are well recognised. Opioids and alcohol, in
particular, present risks for mother and foetus. These risks are further
discussed in the relevant AOD withdrawal sections.

It is recommended that all women presenting to withdrawal services who are
of child-bearing age are offered a urine pregnancy test. The limitations of the
urine pregnancy test as outlined in the Clinical Treatment Guidelines:
Prescribing for Drug Withdrawal (Murray et al., 2002) should be discussed
with the client.

Screening and assessment of pregnant women should aim to elicit a range
of information relevant to AOD withdrawal. Importantly, the frequency of past
and current substance use must be established (NSW Department of Health,
2008b).

Tools such as T-ACE" or TWEAK? can be used to screen for AOD misuse in
pregnant women. However, both tools have limited use for detecting low
levels of alcohol use. The limitations of the Alcohol Use Disorder
Identification Test (AUDIT) in identifying alcohol use during pregnancy are
also acknowledged (NSW Department of Health, 2008b).

In some instances, a client may seek partner involvement in withdrawal care
planning. This is only appropriate where the clinician believes that the
partner will be a positive and useful resource in supporting the client's
withdrawal.

Given that AOD use of a significant other increases a woman’s risk of
continuing or relapsing to drug use (NSW Department of Health, 2008b),
post-withdrawal planning should address such issues.

! T-ACE is a modification of the CAGE screening test and was designed for use in
obstetric settings to identify at-risk drinkers (Sokol et al., 1989).

2 TWEAK is a five-item scale developed originally to screen for risk drinking during
pregnancy. TWEAK is an acronym based on the five items (tolerance to alcohol; worry
by spouse about your drinking; have you ever had an eye-opener; amnesia; have you
ever felt you needed to cut down on your drinking) (Russell et al., 1994).
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6.10 Families and significant others

An individual's AOD misuse often impacts on others. In particular, family
members and significant others of withdrawal clients may experience
difficulties during the primary client's withdrawal care. Such difficulties may
include the exacerbation of financial stresses, time away from work, and
child protection intervention. Families and significant others are thus
important beneficiaries of support from AOD withdrawal providers. The
rationale for delivering services to families and significant others is
strengthened by evidence that their inclusion in AOD care is known to have
a positive impact on client treatment outcomes, particularly for young people
(YSAS, 2008).

AOD services should ensure that:

« Clients are consulted about the potential supportive role of family and
significant others

« Client confidentiality is upheld when engaging with family and significant
others of clients, except where client consent to disclose particular
information has been obtained

« Families and significant others are valued for their expertise, with a
focus on their strengths and resources, and a no-blame approach

 Indirect and/or direct services are offered to families and significant
others including:

¢ Information and advice

« Referral to AOD support groups, community-based advocacy and
information services, and Government services

« Staff are adequately trained to deliver family work (Patterson & Clapp,
2004)
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7/ PRESENTATION TO AOD
WITHDRAWAL

AOD withdrawal clients present to treatment for a range of reasons. Their
presentation generally falls into one or more of the following categories:

« Crisis Presentation: Precipitated by an event or circumstance significant
enough to impact on an individual’s motivation to participate in care,
where they otherwise would not have (e.g. child protection, correctional
intervention)

« Unplanned Withdrawal: When withdrawal occurs following presentation
to hospital, psychiatric or medical units for a non-related or co-occurring
condition, or within a secure correctional setting

» Elective: An individual is independently motivated to access support

Independent of a client's motivation for engagement with AOD services,
withdrawal services should:

¢ Fully inform the client of what is involved in withdrawal care

« Outline the risks and benefits of participating in withdrawal care
« Outline client and service providers’ rights and responsibilities
« Seek informed, written client consent prior to withdrawal care

« Provide ready access to complaints procedures
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8 AOD WITHDRAWAL SETTINGS

A comprehensive assessment of the individual needs and withdrawal risks of
a client should inform the most appropriate withdrawal setting (Frank &
Pead, 1995). All medical and psychosocial issues that are likely to impact on
withdrawal completion should be considered.

In Victoria, a range of specialist withdrawal settings may be available to
individuals experiencing problematic AOD use. These include:

* Residential withdrawal
« Hospital inpatient withdrawal
« Community residential withdrawal
* Home-based withdrawal
» Outpatient withdrawal
< Rural and regional withdrawal support

In addition to specialist withdrawal settings, correctional, hospital and
psychiatric facilities are common sites of unplanned AOD withdrawal
(Saunders & Yang, 2002b).

An appropriate withdrawal setting is one that provides a safe and welcoming
environment, staff expertise and a positive approach. Such a setting can
play an important part in actualising the withdrawal experience for service
users.

Settings with established stepped care processes have enhanced capacity
to meet client needs. Step-up processes allow clients with high needs to be
transferred to a more intensive withdrawal setting. Alternately, step-down
care allows those for whom risk/need is reducing to be stepped down to less
intensive care (refer to 8.1.3 for more detail).

An extended period of withdrawal care may be warranted for clients with a
dual diagnosis or those misusing multiple substances. In such situations,
service providers require additional time to assess presenting concerns
and/or deliver appropriate care. Psychosocial issues may also impact on
length of stay, and a case by case approach to withdrawal care is
recommended.
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On occasion, client preference for withdrawal setting does not align with the
options informed by clinical assessment. In such cases, the client should be
informed of the risks associated with each treatment option and closely
monitored during withdrawal.

8.1 Residential withdrawal

8.1.1 Hospital inpatient withdrawal

Hospital inpatient withdrawal settings, when available, provide a high level of
medical (including pharmacotherapy) care for patients experiencing
withdrawal, subject to availability of specialist services and staff.

Hospital inpatient withdrawal may be recommended in the case of
complicated withdrawal, for example, where there exists:

« A history of seizures or delirium

 Significant medical comorbidity

 Frailty

* Unstable mental iliness

« Comorbid chronic pain with opioid dependence

Hospital inpatient withdrawal patients are admitted to hospital for an AOD-
related or non-related condition. As such, they may be receiving treatment in
one or more hospital settings. Where this is the case, the support of hospital
addiction medicine liaison services and other clinical care should be sought
to ensure the effective management of patients through a coordinated
withdrawal care response.

8.1.2 Community residential withdrawal

Community residential withdrawal services typically provide 24-hour,
medium level supportive care to AOD clients. Increasingly, these settings are
also being recognised for their capacity to manage complicated withdrawal.
Medical and pharmacotherapy support is often provided, although at a lower
level than in hospital inpatient settings. Duration of stay is generally short-
term.

Community residential withdrawal services may be able to manage clients
with a history of complex withdrawal, although close proximity to a public
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hospital with psychiatric facilities is desirable. This facilitates a timely medical
or psychiatric response (i.e. step-up to hospital inpatient withdrawal) to high
level needs that may arise during withdrawal (Frank & Pead, 1995; Victorian
Department of Human Services, 1997).

In Victoria, youth-specific residential withdrawal units have also been
established to provide specialist withdrawal care to young people. The
average length of stay for youth community residential withdrawal is seven to
ten days.

8.1.3 Stepped care

Stepped care allows the transfer of withdrawal clients between home-based
or community residential settings to hospital inpatient withdrawal settings or
psychiatric facilities. There is recognition that a stepped care model of
service provision has significant benefits such as:

e Step-up from home-based or community residential withdrawal to
hospital inpatient withdrawal or step-down from hospital inpatient
withdrawal to community residential withdrawal in response to changing
client need/risk

« Enhanced access to limited hospital inpatient withdrawal services

Significant cost benefits, particularly for hospitals with step-down clients
no longer requiring hospital-level care

« A framework for collaborative approaches between community-based
AOD services, inpatient psychiatric units and hospitals (Von Korff &
Tiemens, 2000)

Ideally, stepped care arrangements should be formalised and supported
through the development of a Memorandum of Understanding between
services.

8.2 Home-based withdrawal

Home-based withdrawal may be suitable for adults and young people
experiencing mild to moderate withdrawal symptoms. Clients with single
substance dependence, no history of complicated withdrawal and no
significant medical pathology are most appropriate for this level of care.
Ideally, the home environment is conducive to a period of withdrawal (i.e.
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drug free) and family members or friends provide appropriate support (Frank
& Pead, 1995; Victorian Department of Human Services, 1997).

Medical care and support is provided via regular home visits by health
professionals such as GPs. Nursing and medical staff are also available to
provide on-call advice. Access to 24-hour support is recommended through
either the presence of a support person or contact with telephone support
services (Ritter, 2003; Victorian Department of Human Services, 1997).

Home-based withdrawal carries a higher risk to clients due to unsupervised
dosing, therefore, lower doses of pharmacotherapies such as diazepam are
used. GPs are commonly used to manage medications and many clients are
placed on daily or every second day pick-ups from pharmacies to reduce the
risk of over-medication.

8.3 Outpatient withdrawal

Outpatient withdrawal provides short-term medical care and support to
people who do not require, or no longer require, residential withdrawal care.
Suitable for low level, single substance withdrawal for stable clients with low
predicted withdrawal complexity, this withdrawal type includes outpatient and
home-based withdrawal.

Outpatient withdrawal is provided through a hospital outpatient clinic, a
health care centre or AOD service. Clients attend a series of appointments
with a GP and interventions focus on establishing ongoing linkages between
the client and other community-based services to support the withdrawal
process (Ritter, 2003; Victorian Department of Human Services, 1997).

8.4 Rural and regional withdrawal support

Rural withdrawal support may involve a combination of a short hospital stay
(where necessary and available) followed by a period of home-based
withdrawal. This treatment setting suits clients whose withdrawal is of mild to
moderate severity and who cannot access a community residential
withdrawal unit due to geographical factors.

Rural and regional withdrawal support services employ specialist withdrawal
nurses to provide home-based medical advice and care. Their work is
supported by a local medical practitioner who provides additional care, as
required. Further support from a family member or friend to care for the client
between visits from local nursing staff or medical practitioner is a necessary
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requirement for rural and regional withdrawal (Berends et al., 2004; Victorian
Department of Human Services, 1997).

8.5 Minimum qualifications in AOD withdrawal
services

The Victorian Department of Human Services’ Minimum Qualification
Strategy for all Victorian AOD services was fully implemented in July 2006.
Designed as a mechanism for workforce development, the Minimum
Qualification Strategy is based on a consistent approach to skill development
for AOD professionals, using nationally recognised minimum competency
guidelines.

All professionals employed in Victorian AOD withdrawal services are
expected to meet the following minimum core competencies:

» Core/Induction competencies including:
¢ QOrientation to the AOD sector
* Work with clients who are intoxicated
¢ Assess the needs of clients who have AOD issues
* Work with clients who have AOD issues

« Work specific competencies including:
« Provide needle and syringe services
« Provide AOD withdrawal services
« Provide advanced interventions to meet the needs of clients with
alcohol and/or other drug issues

« Certificate IV in alcohol and other drugs work including:
 Orientation to the AOD work
« Work with clients who are intoxicated
« Assess the needs of clients who have AOD issues
« Work with clients who have AOD issues
» Use specialist communication skills to build strong relationships
« Work within a legal and ethical framework
 Facilitate cooperative behaviour
* Respond holistically to client issues
* Work effectively with culturally diverse clients and co-workers
« Participate in workplace safety procedures
« Maintain an effective work environment
* Work with other services
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9 ASSESSMENT

On presentation to treatment services, clients undergo AOD screening and
assessment. The goals of screening and assessment are to:

* Obtain information about the client
« Identify potential risks to the client during withdrawal care

« Establish rapport with the client, hence setting the foundations for
continuing in the supportive relationship

« Clarify individual requirements
¢ Provide information about withdrawal care and treatment options

Assessment informs the level of withdrawal care required and the likely
complexity of withdrawal. This is particularly the case where polydrug
dependence or co-occurring illnesses may have a significant impact on an
individual's experience of withdrawal.

These Guidelines recommend the use of the Victorian Department of Human
Services AOD Specialist Assessment Tool (available online at
http://www.health.vic.gov.au/drugservices/pubs/assess.htm).

Comprehensive screening and assessment processes are enhanced
through clear communication. Good clinical practice entails a non-
judgemental, empathic and respectful approach that seeks to engage with
clients. It aims to provide all clients with a positive, early treatment
experience, commencing at first contact and continuing throughout
withdrawal care.

Clients require adequate time to reflect on the proposed withdrawal option
and pose questions. They should feel comfortable and supported in
participating in decision-making processes regarding their AOD withdrawal
care. The provision of information and education, reassurance and
counselling may help to reduce client discomfort and anxiety at pre-
admission.
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Assessment is essential to appropriate treatment planning and
implementation. The key factors for consideration at assessment include:

« Communication

* A clear information exchange between the client and clinician,
respecting client choice as well as clinical judgement

« A detailed description of client rights, responsibilities and grievance
procedures

* A clear explanation of client confidentiality protocols, including
concerns regarding harm to themselves and others

« Establishing the withdrawal care relationship between client and
clinician
» Risk factors (bio-psychosocial)

< A consumption history (daily quantity and frequency of use, person’s
account of potency)

< Underlying co-occurring physical and mental health conditions
* Suicide risk assessment

« Domestic/family violence

« Child protection issues

 Current withdrawal status

« ldentifying polydrug use

« ldentifying psychosocial factors that may present barriers to
achieving client goals

* Planning
« Client goall/s of withdrawal
< Service setting matching

« Pre-admission planning to identify opportunities for support and
intervention, where withdrawal care is not immediately available

« Establishing an appropriate withdrawal plan

« |dentifying existing service linkages that could offer post-withdrawal
support
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Psychosocial issues that should be explored in an assessment of AOD
clients are detailed in Table 4, below.

Table 4: Psychosocial issues to address during asse ssment

Psychosocial issues Focus

Perceived barriers to achieving goal of Relationship issues
withdrawal care . )
Geographic isolation

Access to appropriate AOD support and
information

Legal and financial issues
Parenting and child protection issues

Domestic violence

Beliefs about withdrawal care Motivation for accessing withdrawal care
Previous withdrawal experiences

Fears and expectations

Identified supports Appropriate accommodation

Support network (family, friends, workers)

Source: Key informant interviews
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9.1 Assessment tools

Appropriate screening and assessment tools and processes must be
available to identify and respond to the range of issues with which clients
present to a treatment setting. These Guidelines recommend the use of the
Victorian Department of Human Services AOD Specialist Assessment Tool
(available online at http://www.dhs.vic.gov.au/home).

While structured and validated screening and assessment tools have been
developed for specific use in the AOD sector, there exists some support for a
less structured, narrative approach to collecting client information at
assessment. For some clients, an assessment process that is embedded in
conversation and which occurs over time may be more appropriate.
Assessment tools should guide the conversation and information is recorded
post-session.

9.2 Pre-admission planning

Brief interventions are an effective pre-admission strategy that offers adjunct
support for clients who continue drug use prior to treatment entry. Harm
reduction strategies, motivational interviewing, self-care, managing anxiety
and relaxation techniques may be considered at this time and drawn upon
pre-, during and post-withdrawal (see Appendix 5 for coping and relaxation
techniques).

Pre-admission planning may also explore and implement strategies that
seek to reduce client drop-out between first service contact and treatment
commencement. Waiting list support, linkage with support services and
regular clinician follow-up of clients should be explored as part of pre-
admission planning.

9.3 Planning for post-withdrawal support

Linking AOD clients into other services is associated with better treatment
outcomes. Assessment presents an opportune time to plan for a range of
these post-withdrawal supports (Griswold et al., 2007; Hilton et al., 2001).
Regardless of whether an individual intends to remain abstinent, reduce drug
use or continue drug use, increased awareness of support services is
important.
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Appropriate post-withdrawal services may include:

AOD support services

General practitioners

Individual counselling
Outpatient programs

Outreach support

Addiction specialists

Self-help and peer support groups
Residential rehabilitation

Other community-based AOD
Post-withdrawal support groups
Health and medical services
Dieticians/nutritionists
Approved pharmacotherapy dispensers
Healthy liver clinics

Maternal nursing

Welfare services
Accommodation services
Income support services
Advocacy services

Legal services

Child protection agencies

Negotiating with employers — provision of medical certificate for period of
withdrawal care

Vocational services

Employment, education and training
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Planning for post-withdrawal support should be revisited throughout
withdrawal care. Such planning may help to address not only AOD issues,
but precipitants to treatment presentation, such as child protection or
criminal justice system involvement or other coercive influence. Such
planning may also contribute to a reduction in clients’ anxiety about the post-
withdrawal period and play an integral part in relapse prevention (key
informant interviews).

Where possible, the inclusion of family and significant others may be
considered throughout withdrawal care. With client consent, family members
can be involved in assessment, withdrawal care and planning for post-
withdrawal. Family and significant others may also require support through
referrals and linkages to community support services (YSAS, 2008).

9.4 Supportive care

Supportive care is a key component of drug withdrawal care for all classes of
drugs. Frequent monitoring, reassurance, providing information and a
suitable environment can help to reduce withdrawal symptom severity.

Regular monitoring should occur throughout withdrawal care in order to
respond to client needs as they arise. The frequency of monitoring will be
dependent on symptom severity and the withdrawal care setting.

The following is a guide to providing supportive care in a residential
withdrawal setting. It is recommended that monitoring of clients occurs on an
hourly basis.
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Table 5: Supportive care protocols

Check withdrawal severity Appropriate withdrawal scale

Check general health Consciousness
Blood pressure
Self-report

Check environment Calm

Quiet

Low lighting

Privacy

Safe

Self report
Supportive person(s)

Reassure Allay concerns and fears
Positive encouragement
Offer information

Orientate Time
Place
Person

Offer fluids

Check physical comfort Pillows
Blankets
Hot packs

9.5 Complementary therapy and natural
supplements

Adjunct therapies, such as massage, acupuncture and herbal therapies, are
available within some treatment settings. These therapies have limited
evidence supporting their effectiveness, however anecdotal reports suggest
benefits for some patients.

Information and options for referral to services that provide these
interventions can be provided to clients during assessment.

9.6 Intoxication at assessment

Finally, and critically, an effective assessment is wholly dependent on the
capacity of clients to provide relevant information, understand the treatment
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options available and willingly consent to treatment. Given that client
intoxication may limit comprehension, assessment information should be
revisited when acute intoxication has passed. See Appendix 2 for advice on
how to identify signs of intoxication and potential overdose, and guidance in
managing intoxication.
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10 ALCOHOL WITHDRAWAL

These Guidelines provide a comprehensive approach to withdrawal care.
The use of prescribing guidelines outlined below focus on alcohol withdrawal
and will be supported by a comprehensive clinical assessment.

The prevalence of alcohol misuse is a cause for concern in Australia.
Approximately 1,401,400 Australians are using alcohol daily (AIHW, 2007).
More than seven million people or 40% of the population use alcohol on a
weekly basis and approximately 3.4% of the population could be at high risk
for alcohol-related problems (AIHW, 2007).

In delivering alcohol withdrawal services to clients, clinicians should
consider:

e Setting

« Withdrawal syndrome and potential complications
* Assessment

« Withdrawal care planning

* Withdrawal care

« Planning for post-withdrawal

« Special needs groups

Each of these considerations is examined below.

10.1 Alcohol withdrawal settings

The most appropriate setting for an individual seeking alcohol withdrawal will
be informed by a thorough clinical assessment.

The most appropriate setting for an individual seeking alcohol withdrawal
should be determined via a thorough clinical assessment. Alcohol withdrawal
can occur in each of the treatment settings outlined in this document
(outpatient withdrawal, community residential withdrawal, hospital inpatient
withdrawal and rural withdrawal support). Many clients are able to undertake
withdrawal from alcohol in community settings.
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In some settings, such as hospitals, psychiatric facilities, prisons and police
watch-houses, individuals may experience an unplanned alcohol withdrawal.
Staff in such settings will be familiar with, and alert to, the signs of alcohol
withdrawal in order to respond in a timely and appropriate manner.

Attention to unplanned alcohol withdrawal is critical to responding in an
appropriate and timely manner to individuals. Evidence of the onset of
withdrawal symptoms should be considered potential indicators of alcohol
withdrawal.

The best withdrawal care facilitates step-up and step-down care, according
to client need.

Regardless of withdrawal setting, the best withdrawal care facilitates step-up
and step-down care, as appropriate. This allows clients whose needs
warrant greater withdrawal care to be transferred to a more intensive
withdrawal setting. Alternatively, stepped care allows those for whose need
is reducing to be stepped down to less intensive care.

Pharmacotherapy support in alcohol withdrawal is subject to a range of
setting-specific considerations. These are outlined below in Table 6.
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Table 6: Pharmacotherapy considerations for alcohol
withdrawal settings

Alcohol Pharmacotherapy considerations

withdrawal

setting

Outpatient Appropriate for clients able to undertake alcohol withdrawal in the

withdrawal community
Unsuitable for clients where there is a history of DTs, previous complicated
withdrawal or a high level of alcohol dependence
Dosing of benzodiazepines such as diazepam should be reduced over the
period of withdrawal and care should be taken not to over-sedate the client
Ideally, clients should be monitored by a health professional (e.g. outreach
nurse) for the first four days of withdrawal and then every two days until the
completion of withdrawal
Detailed information should be provided to both the client and any support
people who may be present throughout the withdrawal process. Symptoms,
onset and duration of withdrawal and side effects of benzodiazepines
should be explained. Risk factors associated with outpatient withdrawal
settings should be clearly outlined and contingency planning put in place

Community Appropriate where a moderate-severe alcohol withdrawal syndrome is

residential anticipated, as determined at the time of assessment

withdrawal , . . . . .
These settings are increasingly recognised as having the capacity to
manage complicated withdrawal

Hospital Appropriate where clients are likely to experience a severe or complicated

inpatient alcohol withdrawal syndrome

withdrawal

Alcohol withdrawal is commonly associated with presentation to hospital
accident and emergency or psychiatric settings for co-occurring health
issues. The cessation of alcohol consumption at this time may trigger the
onset of withdrawal

Staff in these settings should undertake screening and assessment for
alcohol wit