
Table 2

Questioning patients about substance use27

Suggested approach
•Ask open ended questions e.g. ‘I understand you have concerns about your
drinking. Can you tell me about them?’ 
•Use reflections/rephrasing the patient’s statements to help them see associations
and capture implicit meanings e.g. ‘So you used to drink after you had a stressful day
at work, to unwind, but now you have stopped working and are drinking most days
yet feeling more stressed.’
•Make affirmations to build rapport and support the patient e.g. ‘It must have taken
a lot of courage to come and discuss your drinking with me today.’
•Foster change talk. This may be through asking about the disadvantages of the
status quo or advantages of change e.g. ‘What worries you about your blood test
results?’, ‘What might be the advantages of reducing drinking?’ 

The following approaches should be avoided
•Asking dead end questions e.g. ‘Do you have a problem with drinking?’ 
•Confrontation or moralising e.g. ‘You have a serious drinking problem that you are
denying’ 
•Threatening e.g. ‘If you don’t stop drinking there is no point in arranging follow-up’ 
• Imposing labels e.g. ‘The problem is that you are an alcoholic’ 
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therapy and CBT.7 For those with
harmful drinking and mild alcohol
dependence, CBT, behavioural couples
therapy, social network and environment-
based therapies are recommended.8

Opiate dependence 
It is important to establish a diagnosis of
opiate dependence through history
taking, physical examination and where
possible a corroborative history from
others. 

The nature and severity of
dependence need to be ascertained,
including the frequency and route of
administration, as well as effects on
other aspects of health, relationships,
social functioning, and forensic record.
Urine/oral toxicology screens can
confirm recent opiate use and support a
diagnosis of dependence, as can the
presence of withdrawal symptoms on
examination.6
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Methadone and buprenorphine are
first-line agents for opiate replacement
therapy (ORT).28 They can sometimes
be initiated in primary care by GPs with
higher level training in the management
of drug and alcohol problems (e.g. the
RCGP certificate for the management of
drug misuse parts 1 and 2) or as part of a
shared care arrangement. In practice,
most patients will be started on a
substitute prescription by substance use
services and then referred to their GP for
shared care once stable.28,29 RCGP
guidance is that patients stable on ORT
should be reviewed at least three
monthly, asked about changes to their
health or wellbeing, and whether there is
any drug or alcohol use on top of their
prescription.29 Toxicology screening
should be regular at the start of
treatment and random thereafter.6

Prolonged-release injectable
buprenorphine was approved by NICE in
201930 and is now available across the
UK. NICE suggests a designated place
for this treatment in particular when
patients prefer not to attend daily for
medication due to work or education
commitments, and may prefer a weekly
or monthly medication regimen, and in
cases where there is high risk of
medication diversion e.g. prisons. At the
time of writing, prolonged release
buprenorphine is restricted to specialist
use only although there is a groundswell
of support for this to be extended to
primary care. 

Alcohol withdrawal 
Acute withdrawal from alcohol can be
fatal and careful management is
required for patients with severe alcohol
dependence. Assisted alcohol
withdrawal is advised for patients
drinking more than 15 units per day or
who score more than 20 on the AUDIT. 
It can be carried out in the community
(generally by specialist alcohol services)
unless criteria for inpatient detoxification
are met (see table 3, left).8,31

The management of unplanned acute
alcohol withdrawal and complications,
including delirium tremens and
withdrawal-related seizures, is described
in NICE guideline CG100.31 Delirium
tremens has a high risk of mortality and
hospital admission to a medical ward is
necessary for life saving treatment. 

Alcohol withdrawal can also
precipitate Wernicke’s encephalopathy
in the malnourished. Consider elective
admission for detoxification of those at
risk to enable treatment with parenteral
thiamine; symptoms suggestive of the
condition are a medical emergency
necessitating immediate treatment to

reduced use in both treatment and
control groups.25 This effect can be
increased with the motivational
interviewing techniques that are core to
brief interventions. The aim is essentially
to shift people into taking action on
substance use; a non-judgemental style
of questioning which avoids
confrontation and lecturing but helps
the individual to make their own
arguments for change is central (see
table 2, below). While abstinence will be
the goal in those with a history of
dependence or who have developed
physical complications, any reduction in
use is beneficial. Brief interventions have
been shown to have an NNT of 8 in
shifting people from hazardous to non-
hazardous drinking.26

Evidence-based formal psychological
therapies recommended by NICE for
drug use include contingency
management, behavioural couples

Table 3

NICE criteria for inpatient or residential assisted alcohol detoxification8,31

Criteria for inpatient or residential assisted detoxification
•Drinking > 30 units alcohol per day
•Severity of Alcohol Dependence Questionnaire (SADQ) score > 30
•Epilepsy or seizures or delirium tremens during previous assisted detoxifications
•Need concurrent withdrawal from alcohol and benzodiazepines
•Regularly drink 15-30 units per day AND significant psychiatric or physical
comorbidities OR a significant learning disability OR cognitive impairment 

Groups that may benefit from a lower threshold for inpatient detoxification
•Frailty •Multiple comorbidities •Lack of social support •Learning difficulties
•Aged 16 or 17 •Cognitive impairment


