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Wernicke’s encephalopathy should be
treated with 2 pairs (4 ampoules) 
IV thiamine TDS for 3 days, then OD
2-3 days, then oral thiamine 100 mg TDS.

Risk factors 
• Intercurrent illness
•Peripheral neuropathy
•Delirium tremens or treatment for it
•Drinking > 20 units daily
•Alcohol related seizures
•Recent diarrhoea/vomiting
• IV glucose infusion
•Signs of malnutrition
•Significant weight loss

reduce the risk of (potentially irreversible)
Korsakoff’s syndrome.32 Clinical features
and risk factors for Wernicke’s
encephalopathy are listed below.32

Clinical features 
•Acute confusion
•Ophthalmoplegia
•Decreased consciousness level
•Nystagmus
•Memory disturbance
•Unexplained hypotension with 
hypothermia
•Ataxia/unsteadiness
Patients with clinical features of
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Substance use disorder (SUD) encompasses the use of
drugs (illicit and prescription) or alcohol in a way that may
cause harm and is difficult to control. Diagnosis is based on
clinical history and examination in accordance with ICD-11
criteria which categorise use as hazardous, harmful or
dependent. People often see their GP for a medical
problem arising from SUD without mentioning substance
use. Good rapport and a non-stigmatising, empathetic
attitude can facilitate disclosure. GPs should routinely ask
about substance use if symptoms may suggest SUD e.g.
chest pain in a young person, psychosis, mood disorders
or sleep disorders. NICE suggests screening for excessive
alcohol intake should be an ‘integral part’ of primary care
practice, occurring at almost every opportunity.

Substance use is common in people with mental illness 
and vice versa. Part of the reason for this co-occurrence is
shared risk factors; for example, both past trauma and
certain genetic polymorphisms are associated with
substance use and with the development of psychiatric
illness. The Department of Health regards dual diagnosis
as the expectation rather than exception, urging that
patients are seen as having complex difficulties rather than
two distinct problems. Careful liaison between services is
required ensuring a holistic approach.

Low mood and anxiety are sometimes secondary to
substance use and often resolve with abstinence or
stabilisation. This has been shown to be the case in most
patients presenting to alcohol treatment services. 
For patients who misuse alcohol and have concurrent
depression or anxiety, NICE recommends treating the
alcohol use first to see if symptoms improve. If symptoms
continue after 3-4 weeks of abstinence, assessment of the
depression or anxiety should be undertaken and referral
and treatment in line with the relevant NICE guideline.

Alcohol-based brief interventions in primary care are
clinically useful and cost effective. Brief interventions
involve screening e.g. using the AUDIT tool, identification
of a problem and then fostering motivation to address
problematic use. Just asking about consumption can be
beneficial; studies of brief interventions have found
reduced use in both treatment and control groups. This
effect can be increased with the motivational interviewing
techniques that are core to brief interventions.

A diagnosisof opiate dependence needs to be
established through history taking, physical examination
and where possible a corroborative history from others.
The nature and severity of dependence should be
determined including the frequency and route of
administration, as well as effects on other aspects of
health, relationships, and social functioning. Urine/oral
toxicology screens can confirm recent opiate use and
support a diagnosis of dependence, as can the presence
of withdrawal symptoms on examination.

Table 4

Drugs used to maintain abstinence from alcohol in adults aged 18 and over

Acamprosate
Indication
Maintenance of abstinence; can reduce cravings for alcohol
Only licensed for patients aged 18-65

Initiation
As soon as possible after detoxification. Usually prescribed for up to 6 months, 
or longer if there is a benefit and patient preference

Major contraindications
Serum creatinine > 120 micromol/L; pregnancy (unless benefits outweigh risks);
breastfeeding

Naltrexone
Indication
Relapse prevention
Supervision improves outcomes

Initiation
After detoxification. Usually prescribed for up to 6 months, or longer if there 
is a benefit and patient preference

Major contraindications
Patients dependent on opioids; severe or acute hepatic impairment, hepatic
failure, acute hepatitis; pregnancy (unless benefits outweigh risks); breastfeeding;
severe renal impairment

Disulfiram
Indication
Disulfiram is an alternative for patients in whom acamprosate  and naltrexone  
are not suitable, or if the patient prefers disulfiram and understands the risks of 
taking the drug. 
Maintenance of abstinence; ensure patient understands risks of drinking while on 
this medication(induces disulfiram-ethanol reaction); and also knows to avoid 
certain toiletries and hand sanitisers that contain alcohol.
Supervision improves outcomes 

Initiation
At least 24 hours after the last alcoholic drink

Major contraindications
Significant cognitive impairment (which would preclude understanding/recall of
risks of concurrent alcohol use); cardiac failure; coronary artery disease; history of
stroke; hypertension; psychosis; risk of suicide; severe personality disorder; first
trimester of pregnancy; breastfeeding


