
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

Brief interventions for problem drinking among hospital patients

Emmen, M.J.

Publication date
2005

Link to publication

Citation for published version (APA):
Emmen, M. J. (2005). Brief interventions for problem drinking among hospital patients.
[Thesis, fully internal, Universiteit van Amsterdam].

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:23 May 2023

https://dare.uva.nl/personal/pure/en/publications/brief-interventions-for-problem-drinking-among-hospital-patients(9072a19f-652b-4cec-bf64-ba8173a261ee).html


5 5 
Clinicall  lessons: lifestyle intervention for  patients 

withh somatic alcohol related problems 

Mariaa J Emmen', Hub Wollersheim2, Lammy D Elving3, Gerard M Schippers1, Gijs Bleijenberg4 

Amsterdamm Institute for Addiction Research, Amsterdam, the Netherlands 
2Centree for Quality of Care Research, 3Department General Internal Medicine 

andd 4Expert Centre for Chronic Fatigue, University Medical Centre St Radboud 

Nijmegen,, the Netherlands 

Englishh translation of: Klinische lessen: Leefstijlinterventi e bij  patiënten met 

alcoholgerelateerdee somatische problematiek. Nederlands Tijdschrif t voor  Geneeskunde 

2004;148:601-4. . 



ChapterChapter 5 

ABSTRACT T 

Threee patients, who suffered from somatic complaints related to excessive alcohol use, are 
described.. The three patients show the need for a structural intervention on their drinking problems 
nextt to their medical treatment. For one patient a rigorous advice to completely stop the use of 
alcoholl  was enough. The second kept on denying the abuse of alcohol despite several signs of 
excessivee use. The third patient changed his drinking behaviour after lifestyle interventions 
performedd by the medical specialist. The lifestyle intervention takes around 10+5 minutes and 
includess the five elements: early identification, raising the problem drinking, assessment of the 
drinkingg behaviour, reaching an agreement about change and reverting to the agreement in a next 
consultation.. A trained nurse could also perform part of it. Although lifestyle interventions seem to 
bee expensive time-consuming activities on the short term, later on they will save time and money 
andd will lead to a higher satisfaction for both patient and physician. 
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LadiesLadies and gentlemen, 

Excessivee alcohol use (> 6 units/day) leads almost certainly to harm.1 The amount of harm depends 

onn the extent and duration of the excessive use. The proportion of problem drinkers (characterised 

byy excessive alcohol use in combination with somatic, psychological and/or social complaints) is 

estimatedd around 8% of the Dutch population, with approximately five times more men than 

women." " 

Medicall  specialists mainly encounter patients for whom chronically drinking excessively 

causedd more or less severe physical complications. Next to the treatment of the medical disorder, 

interventionn on their problematic alcohol use is of major importance. Although interventions for 

excessivee alcohol use are described in the guidelines 'problematic alcohol use from the Dutch 

Collegee of General Practitioners',3 medical specialists intervene less structurally on alcohol related 

problems.. They disagree whether such an intervention is part of their medical-specialistic task and 

oftenn leave these problems to other care providers. Most specialists lack the skills to intervene 

properlyy or successfully. Also the lack of time and the expectation of small effects are reasons to 

considerr it as a waste of time. Usually they restrict themselves to one or more warning, 

unidirectionall  advises about lifestyle, somewhere in the consult. This is often not sufficient. 

Inn these clinical lessons, we discuss three patients with somatic alcohol related problems and 

providee the readers some starting points to deal with alcohol problems. 

Patientt A is a 42 years old man who was referred to the outpatient clinic of internal medicine 

becausee of anaemia. History taking showed that he already for a few months had complaints of 

tiredness,, anorexia and diarrhoea. Two weeks ago he became icteric and dyspnoic. Ever since he 

wass 18 he drank one litre of "Beerenburg" per day. He works in health care, lives together with a 

femalee partner and has no children. There is a story of alcohol abuse within his family. 

Duringg physical examination a severely overweighed anaemic and icteric man was seen with 

aa large firm mass in the right upper abdomen. There were no signs of ascites or a flapping tremor. 

Reflexess and sensibility were normal. Laboratory investigation showed a megaloblastic anaemia 

duee to a combined folic acid and vitamin B12 deficiency. He also had severe liver function 

disturbancess with an enlarged liver without focal disturbances on ultrasound. Suppletion with folic 

acidd and vitamin B12 was started. 

Thee medical specialist in internal medicine gave one rigorous advice to completely stop the 

usee of alcohol and prescribed 40 mg oxazepam to prevent withdrawal symptoms. The patient was 

obviouslyy frightened. During follow-up all biochemical disturbances disappeared while the patient 

indicatedd that he completely stopped the use of alcohol. 

Patientt B is a 61 years old woman with two children who visited the outpatient clinic of internal 

medicinee 17 years ago because of liver function disturbances (gamma glutamyltransferase up to 

140U/L).. She claimed to drink two glasses of wine or sherry, but that it would be easy for her to 

stopp this. 

AA few years later she was seen because of atypical upper abdominal complaints ("a flatulent 

feeling'").. Again she stated to drink no more than two glasses of wine daily. Again laboratory 
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findingss showed liver function disturbances. Ultrasound showed signs of hepatic steatosis. The 
medicall  specialist explained the damaging aspects of alcohol abuse but was unable to get the 
suspicionn confirmed. 

AA few years later the gamma glutamyltransferase was more permanently elevated towards 
valuess above 2000 U/L. She herself attributed this to an increased sherry and wine consumption 
duringg a recent holiday. However, she also stated to have used more paracetamol (in periods up to 
20000 mg per day because of increasing pain in the extremities). Neurological consultation showed 
signss of polyneuropathy. She was advised to remain abstinent from paracetamol for at least 3 
monthss while the use of alcohol was strictly forbidden. 

Duringg follow-up controls she was obviously confused and disordered. Once there was an 
obviouss odour of alcohol. After extensive pressure she remained with her persuasion that she only 
drankk 2 glasses of wine yesterday evening. When her partner was invited during consultation he 
guessedd that her average consumption is between 5 and 8 glasses daily, but she drinks secretly and 
bottless are hidden. 

Recentlyy she was admitted to a department of Neurology elsewhere because of an epileptic 
insultt that occurred at the airport after a flight with many delays. During the trip she could not take 
alcoholl  and had become increasingly restless. Yet she remains denying the abuse of alcohol. She 
stilll  regularly visits the outpatient clinic with fluctuating liver function disturbances. 

Patientt C is a 45 years old man referred to the outpatient clinic of general internal medicine because 
off  a steroid induced diabetes mellitus. After being admitted because of an exacerbation of chronic 
obstructivee pulmonary disease treated with corticosteroids a persistent hyperglycaemia occurred. He 
wass known with a dilated cardiomyopathy. 

Hee tells that after a divorce 10 years ago, he has started to drink excessively (about 8 glasses 
off  beer each day). From the correspondence of the heart specialist could be made up that he had 
statedd a consumption of 30 glasses per day. He smokes around 20 cigarettes a day. He is declared 
unfit,, lives solely and always eats outdoors. 

Duringg physical examination a badly cared for obese man was observed with an alcohol 
odour.. Trophic disturbances were observed at both feet and legs. Laboratory examination showed 
slightlyy disturbed liver function values, a poorly regulated diabetes mellitus, a hypertriglycedemia 
(4.88 mmol/1) and an alcohol permillage of 0.15 %o. 

Thee specialist in internal medicine explainedd that the disturbances found could be attributed 
too excessive alcohol use and advised to consume less. Later on he was observed while he was 
admittedd to the Department of Cardiology because of acute cardiac failure. Striking were the liver 
functionn disturbances. He claimed to drink about one bottle of wine per day. Again he was advised 
too reduce the use of alcohol. 

Subsequentlyy he irregularly visited the outpatient clinic until he was referred again by his 
generall  practitioner because of a glucose of 27,7 mmol/I. Then the specialist in internal medicine 
decidedd to attack the alcohol abuse more thoroughly. He asked in a very concrete sense how much 
andd when the patient drank; whether he assumed a relationship between the complaints and his 
alcoholl  use. Also he informed why the use of alcohol was important to his life, what his own 
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opinionn regarding the abuse was and what the impressions of the surroundings were. During this 
conversationn the patient admitted to recognise a relationship between his complaints and the abuse 
off  alcohol. He was willing to reduce his alcohol use. It was agreed to raise the question again during 
thee next consultation. 

Subsequentlyy the patient adhered to the appointments and agreements and claimed to drink 
lesss alcohol and to eat healthier. This resulted in a better diabetes monitoring, a normalisation of the 
liverr function disturbances and a loss of weight of 6 kilograms. 

Wee can conclude that these 3 patients suffered from severe somatic alcohol related problems. These 
patientss not only need medical treatment but even more an appropriate intervention on their 
drinkingg problems. Patient A seems to be insufficiently aware of the harmful consequences of his 
alcoholl  use. One rigorous advice from the medical specialist was enough for him to stop drinking 
alcohol.. Patient B refused to discuss and to change her alcohol use. The medical specialist started to 
advisee patient C to reduce his alcohol use. When this was ineffective, he elaborated the patients' 
drinkingg habits. The lifestyle intervention he performed consisted of five steps: (1) early 
identification,, (2) raising the issue, (3) assessment, (4) reaching an agreement about change, (5) 
revertingg to the agreement in a next meeting. 

Earlyy identification of problem drinkin g 
Earlyy identification of alcohol related problems is important, since intervention is most effective in 
ann early stage. Preferably during every diagnostic consultation, the specialist asks whether a patient 
drinkss alcohol and if this is the case, how much. Many patients do not present their alcohol use as a 
problem.. Indications for problematic alcohol use are psychological or social problems, alcohol 
foetor,, mentioning of the alcohol use by others, alcohol intoxication, complaints related to reflux 
oesofagitis,, gastritis, pancreatitis, liver diseases, fatigue, weakness and polyneuropathy.4 Also 
screeningg questions can be asked, for example: 'Have you ever felt the need to cut down on your 
drinking?',, 'Do you ever drink to forget your worries?', 'Do close relatives ever worry or complain 
aboutt your drinking?' An affirmative answer on one or two questions is an indication for 
problematicc alcohol use. The suspicion that arises from history taking can be supported by the use 
off  biochemical markers of excessive alcohol consumption such as elevated GGT (upper reference 
limitss in the University Medical Centre St Radboud: >35 U/l for women and >50 U/l for men), 
MCVV (>100 fl) or CDT (>2,6%).6J 

Raisingg the issue of problem drinkin g 
Thee medical specialist raises the issue of the alcohol use. If this is done non-moralisticalty, feelings 
off  shame, guilt and irritation are avoided. The specialist reports neutrally that drinking alcohol can 
influencee the patients' medical conditions and that he wants to discuss it further. For example: 'You 
havee heartburn. This can have several causes: one of these is alcohol use. Therefore I would like to 
elaboratee this. 
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Assessmentt  of the drinkin g behaviour 
Thee specialist assesses the patients' drinking habits from five perspectives: a behavioural, a 
somatic,, a cognitive, an emotional and a social perspective. To the 'behavioural1 perspective 
belongss the assessment of drinking behaviour by asking where, when and how much glasses of 
alcoholl  the patient had drunk last week. The 'somatic' perspective asks for the relation between 
alcoholl  use and somatic complaints. For example: 'Are your complaints worsened or reduced by 
drinkingg alcohol?' The 'cognitive' perspective concerns ideas, images and opinions from the patient 
aboutt his or her alcohol use. For example: 'What makes alcohol important for you? 'Do you 
perceivee yourself as a light or heavy drinker?' 'What are the positive and negative effects of 
alcohol?'' From the 'emotional' perspective the specialist questions the patient about his or her 
feelingss on alcohol use. For example: 'How do you feel after drinking alcohol?' Finally, the social 
perspectivee gives rise to questions such as 'which role does the social environment play? 'Do 
familyy and friends know about it?' 'Do you drink often with others?' 

Reachingg an agreement about change 
Afterr the assessment, the specialist asks whether the patients realises the importance of change and 
agreess with an appointment about change. If this is not the case, the specialist raises the issue the 
nextt time again. The type of change, which is recommended, depends on the nature and severity of 
thee somatic complaints and the patients drinking history. The Netherlands Institute for Health 
Promotionn and Disease Prevention (NIGZ) recommended as safe drinking limits 21 units a week for 
menn and 14 units a week for women and preferably two days of abstinence. For patients with severe 
andd alcohol related complaints or a long drinking history preferably abstinence from alcohol is 
recommended.. After the specialist gave advice, the patients should be given the opportunity to 
react.react. Together, they can negotiate about a feasible behaviour change goal. After all, it concerns 
alwayss a self-imposed change and this only succeeds if a person makes his own decision. 
Resistancee against change is mentioned and discussed. Reaching a feasible agreement is often a 
matterr of negotiation. Better a modest feasible agreement, than an empty promise. The agreement is 
notedd down in the medical record. It is useful to consider with the patients how relapse can be 
preventedd and what the patient can say to his or her environment. Keeping a dairy of alcohol use 
(seee for example the self-help book 'How to drink less?' ) can be helpful. 

Revertingg to the agreement in a next consultation 
Thee specialist reverts to the agreement in a next consultation. Has the patient reached his or her 
goals?? New agreements are made. When the patient really does not succeed, he or she can be 
referredd to more specialised care providers or to the Anonymous Alcoholics (AA). 

Ladiess and gentlemen, the performance of the above-mentioned intervention requires time and 
training.. Although the effectiveness of brief alcohol interventions has been demonstrated 
frequently,10"122 insufficient experience and lack of time are barriers to perform them.1314 Ten 
minutess during the first consult and five minutes during one or more following consults are 
consideredd too much by many specialists. It can be a solution to leave part of the intervention to a 
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specialisedd nurse. Then, the medical specialist restricts himself to the identification and opening the 

discussionn of the lifestyle problems. 

Thee described intervention can also be used for intervening on other lifestyle behaviours 

suchh as smoking, eating habits and exercise. Although a lifestyle intervention seems to be an 

expensivee time consuming activity on the short term, the produced lifestyle change can save time 

andd money on the longer term. Moreover, a successful intervention leads, according to our 

experience,, to a higher satisfaction for both the patient and the physician. 
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