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Shared Care Alcohol Project

� Alcohol dependence a common chronic 
relapsing condition

� Coordination of treatment post withdrawal 
often poor: focus on withdrawal

� Most medical treatment is in primary care

� Doctors have low rates of screening and 
management despite improved medical 
treatments



Anticraving drugs: safety

� Naltrexone and Acamprosate: relapse 
prevention agents for alcohol dependence on 
Pharmaceutical Benefit Scheme

� Safe with few contraindications 

� Naltrexone: headache, nausea, fatigue

� Acamprosate: diarrhoea, nausea, rashes

� Side effects usually improve with time



Effectiveness

Results of a recent systematic review:

� Acamprosate: Doubling of continuous   
abstinence rates. Odds ratio 1.9 (1.6-2.3) 

� Number needed to treat = 10 (7-15)

� Naltrexone: Decreased relapse rates. 
Odds ratio 0.62 (0.52-0.75)

� Number needed to treat = 9 (CI 6-14)



How to use anticraving drugs

� Two studies naltrexone vs acamprosate -
naltrexone superior

� Little evidence about choice of psychosocial 
intervention

� Research lacking in primary care: 
acamprosate effective in one pragmatic trial

� Outcomes with acamprosate and adherence 
improved by nurse outreach 



Low rates of use 

� 1% of Victorians with alcohol dependence are 
on anticraving medication

� 1.9 scripts per GP ( 2005) : 20-25 patients 
with alcohol dependence per GP

� Drugs not promoted by manufacturer

� Acamprosate more commonly prescribed than 
naltrexone



Reasons for low rate of use

� Patient refusal and/or lack of patient demand

� Cost (US) and predicted non-compliance

� Lack of capacity in AOD sector

� Limited effectiveness 

� Side effects and addictive potential

� Low patient load (GP)

� Lack of familiarity (GP)



Barriers in general practice

� Low rates of screening and management of 
alcohol problems in general practice

� International WHO study of screening in 
general practice (including Australia)

� Doctors with negative attitudes : more 
negative after education + support

� Need support which addresses emotional 
barriers plus organisational change



Engaging GPs in alcohol problems

� GP education: active methods and 
educational outreach preferred

� Need to address practice capacity & staff 
attitudes 

� GP mentoring: low uptake

� AOD not priority topic for doctors

� Small network of interested doctors: indepth 
learning and peer support

� Most doctors: Brief information and referral 
options +  support as needed



Hospitals and alcohol 
dependence

� 8% of hospital inpatients are at risk of alcohol 
withdrawal  

� 15-20% of hospital inpatients have alcohol 
problems   

� Hospitalisation can be a “teachable moment”

� Most hospital liaison patients not linked in  
with AOD treatment services

� Some prefer primary care to AOD agencies

� Addiction Medicine Depts need better links 
with general practice



Withdrawal units 

� De Paul House: 47 admissions for alcohol 
dependence 

� 2/3 male, half on pension, 10% homeless

� Most have concurrent medical/psychiatric 
conditions

� Australian Treatment Outcomes Study (TP) 

� About half have used anticraving drugs

� Most patients can identify a GP

� 3/49 patients on anticraving treatment at
3 months



Summary of issues

� Alcohol dependence: high rates of relapse, 
comorbidity and disadvantage

� Lack of coordinated post withdrawal care, but 
most people have a GP

� GPs: low rates of managing alcohol problems 
and using anticraving medications

� Difficult to change negative attitudes

� Addiction Medicine Departments: role in 
supporting GPs needs development



Shared Care Alcohol Project

� Based at St Vincent’s and Southern Health

� Employs a shared care alcohol nurse at each 
site

� Targets patients in withdrawal / early post-
withdrawal 

� Aim to prescribe anticraving Rx to patients on 
discharge

� Offers case management to patients + better 
access to addiction medicine specialists



Shared Care Alcohol Project

� Doctors recruited when patient is engaged

� Patients without GP can be involved

� GP: education and support based on learning 
needs and interests

� Divisions of General Practice involved in 
education/support



Southern Health Addiction 
Medicine Unit

� Established 2002 - expanding

� Nursing, counselling and medical staff 

� Biopsychosocial model

� Largely secondary consultation

� Addiction Medicine Clinic plus alcohol liver 
disease clinic at Dandenong Hospital

� 110-130 new client contacts/month - two 
sites 

� >50% related to alcohol



What is happening at 
Southern Health?

� Steering Committee meeting regularly

� Shared care model: phone call/letter, 
information and support options for doctors

� Addiction Medicine Unit to review all patients 
or all complex patients at 3 months 

� Option of early review &/or phone advice

� Case management 



Will hospital inpatients be 
interested in treatment?

� 42 patients seen with alcohol dependence in 
two hospitals in May/June

� 5 patients on anticraving treatment

� 25/37 offered anticraving treatment

� 12/25 accepted offer- most going to GP

� 17 clinical letters sent to GP



Implementation issues

� Doctors offered variety of education/support: 
in depth and brief

� Linked to their needs + patient needs

� Need an assertive outreach strategy to 
engage doctors 

� Project funding used to expand capacity of 
whole team: implementation more difficult 
but also more sustainable



Evaluation: What has happened?

� What are the changes in practice at the 
Addiction Medicine Unit?

� Rate of prescribing, changes to 
communication

� Doctor engagement (how many involved, 
type of support accessed)

� Patient engagement (how many, what type of 
supports are they linked in to)



Evaluation: Outcomes

� Have doctors attitudes changed? 

� Are they prescribing more anticraving 
treatment (PBS data)?

� What do patients think about their GP?

� Are they seeing GPs more often?

� Patient attitudes and rates of anticraving 
medication use

� Are patients better? (drinking, health)



Evaluation: What made it work?

� What are the barriers and facilitators to 
change in clinical practice?

� What do key stakeholders think about the 
project?

� Has the project been worthwhile?

� Can it be made sustainable?



Conclusions

� Outcomes in alcohol dependence can be 
improved by timely and optimal treatment

� SCAP: partnership between patient, GP and 
Addiction Medicine Unit

� Addresses psychosocial and medical needs

� Builds capacity in primary care

� Developing a case for providing holistic 
integrated care
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