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Objectives

• Review evidence for screening for unhealthy alcohol use

• Compare medication options to assist with treating alcohol use disorder

• Learn about outpatient withdrawal management and risk stratification

• Discuss the importance of integrated behavioral health in managing alcohol 
use disorders



Disclosures

• None



Alcohol Use Disorder (AUD)

• Previously viewed as Abuse vs Dependence in DSM IV

• Defined as a problematic pattern of use causing clinically 
significant impairment or distress





• Oregon ranks 8th nationally 
in per capita costs for 
alcohol use

• Excessive alcohol use costs 
Oregon $4.8 billion dollars 
in 2019 (labor, healthcare, 
criminal justice, car 
accidents, education)

• $1100 -- annual cost of 
alcohol misuse per 
Oregonian



Alcohol Related 
Deaths in Oregon



Oregon Health Authority Public Health Division, Health Promotion and Chronic Disease Prevention Section. Shining Light on Alcohol Marketing in Oregon, 2020.



Case 
Example

Patient presents to your office for concerns 
for stomach pain, fatigue, and depression

Patient found to have blood pressure of 
170/100

During your discussion, you find out that the 
patient is drinking 6-12 cans of beer per night

Based on your screening, you are concerned 
for unhealthy alcohol use 



United States Preventative Services Task Force 
(USPSTF)



McNeely, et al., 2015 

Single Answer 
Screening 

Questionnaire



Single Answer 
Screening 

Questionnaire

Full 
Questionnaire





Flentje A, Barger BT, Capriotti MR, Lubensky ME, Tierney M, 
Obedin-Maliver J, et al. “Screening Gender Minority People for 
Harmful Alcohol Use.” PLoS ONE. 15(4). 2020.

Single Answer 
Screening 

Questionnaire

Full 
Questionnaire

Risk 
Stratification



Maciosek MV, et al. Updated Priorities 
Among Effective Clinical Preventive 
Services. Ann Fam Med. 2017 
Jan;15(1):14-22. doi: 
10.1370/afm.2017. Epub 2017 Jan 6. 
Erratum in: Ann Fam Med. 2017 
Mar;15(2):104. PMID: 28376457; 
PMCID: PMC5217840.

CPB = Clinical 
preventable 
burden

CE = Cost 
Effectiveness



How do you motivate an 
individual towards reducing 
their unhealthy alcohol use 
in a 20-minute office visit?



SBIRT (Screening, Brief Intervention, and Referral 
to Treatment)

Clinical framework to guide discussion around 
reducing unhealthy drinking, or identify 

dependence

Allows clinician to provide objective 
consequences in non-judgmental manner



• Review recommendations for safe 
drinking limits

• Based on their total AUDIT score, 
can match their risk category

• Review the long-term sequelae of 
alcohol use

• Assess readiness to change with 
Readiness ruler

Sbirtoregon.org



• Framework of phrases to help 
guide the brief intervention

• Prompts you for discussing 
next step in treatment

Sbirtoregon.org



Case Example

• Based on your screening, you 
explore motivations for 
change, and encourage the 
patient to consider starting 
medications

• The patient declined starting 
meds, desires to continue to 
drink



Eastside Illicit Drinkers Group for Education (EIDGE) Vancouver

The Pre-
Contemplative 

Patient

Focus on harm reduction and safer 
use strategies

Be prepared before you drink

• Take your meds, eat something, 
have a glass of water before your 
first drink of the day

• Let your friends and family know 
where you’ll be drinking



The Pre-
Contemplative 

Patient

Drink in safe places

• Avoid being overheated during the 
summer, or stay warm during the winter

• Drink with people you trust in case of 
emergencies

Track your drinks

• Hold on to the can pull-tabs

• Mark your bottles or pour out specific 
amounts

Cutting back

• See how much you’re drinking on average, 
and can consider making a goal to drink 
less per day

Eastside Illicit Drinkers Group for Education (EIDGE) Vancouver



The Pre-
Contemplative 

Patient

Mixing and diluting your drinks

• Pre-mix with juice or soda to dilute 
the alcohol

Hydrate well before and after each 
drink

Eastside Illicit Drinkers Group for Education (EIDGE) Vancouver





Case 
example

The patient comes back in 2 weeks, and is still 
drinking the same amount as prior

Open to idea of trying medications

Reports has a history of requiring hospitalizations 
for alcohol withdrawal, but absolutely wants to 
avoid hospitalization this time around

Has started to meet with behavioral health for 
support



Amanda Risser, MD MPH- Addiction Medicine, Family Medicine

Sr. Med. Dir. of SUD Services, Central City Concern

Central City Concern

AUD- medications and ambulatory withdrawal



Good guidelines exist: AHRQ, VA

Access AHRQ HERE
Access VA guidelines HERE

https://effectivehealthcare.ahrq.gov/products/alcohol-misuse-drug-therapy/clinician
https://www.pbm.va.gov/academicDetailingService/Documents/Academic_Detailing_Educational_Material_Catalog/AUD_Provider_AD_Educational_Guide.pdf


NNT for Alcohol Use Disorder (AUD)
condition treatment Outcome you want 

to prevent:

NNT

High blood 

pressure when you 

have diabetes

Blood 

pressure mediction

s

Death in next 10 years. 15

Clot in leg Warfarin X 1 year Clot in lung 22

High cholesterol Statin Death in one year 163

Nonfatal opioid

OD

methadone 

or buprenorphine

Death in one year < 3

Heart attack Aspirin Death over next 30 d 25

AUD Acamprosate Return to any drinking 12

AUD Naltrexone Return to any drinking 20

AUD Naltrexone Return to HEAVY drinking 12



Can I manage alcohol withdrawal for outpatients?

Alvanzo, A., Kleinschmidt, K., Kmiec, J., 
Kolodner, G., Marti, G., Milio, L., Murphy, W., 
Tirado, C., Waller, C., Nelson, L.

These slides prepared by:
David Lawrence MD
OHSU DGIMG, Section of Addiction Medicine
Assoc. Medical Director, Hooper DSC, Central City Concern 



Who isn’t appropriate for ambulatory WM?

Alcohol-Use Disorders: Diagnosis, Assessment and Management of Harmful Drinking and Alcohol Dependence. 
NICE. 2011.

Pattern of use

• 17+ daily standard drinks
• Concurrent benzodiazepine 

dependence or withdrawal

Current & Historic 
Withdrawal severity

• Severe withdrawal
• Withdrawal seizure or 

delirium in past year

Comorbid medical issues

• Active or potentially destabilizing 
medical or psychiatric problem

• Cognitive impairment
• Suspected head injury
• Unable to take oral medication
• Pregnancy
• Other inpatient indication

Recovery capital

• Unable to obtain 
transportation or housing

• Family/friends not 
supportive of WM process

• Low level of cooperation, 
reliability, or commitment

• Significant risk of 
imminent return to use



Daily in-person (may alternate with virtual) 
monitoring (x5 days) should include:
• General condition, vitals, hydration, orientation, 

sleep and emotional status, substance use
• Blood alcohol concentration (if available)
• Objective withdrawal scale assessment (e.g. 

CIWA, SAWS)
• Indications for higher level of care:

• Severe and un-resolving tremor despite 
multiple doses of medication

• Persistent vomiting, hallucinations, 
confusion, seizure, agitation

• Worsening underlying medical or 
psychiatric conditions

• Over-sedation
• Return to alcohol use
• Syncope or unstable BP or HR

What support and follow up is needed?

Supportive care instructions including:
• Followup schedule
• Symptoms to expect, how to monitor them, 

when to seek on-call care
• Creation of a low-stimulation, reassuring 

environment
• Hydration with non-caffeinated drinks
• Multivitamin, thiamine 
• WM medication administration instructions

Treatment of alcohol use disorder:
• Naltrexone, acamprosate, gabapentin, 

disulfuram
• SUDs treatment resources
• Mutual support resources



careoregon.org

Which WM medication to offer?

Mild withdrawal (CIWA-Ar < 
10) with low risk for severe 
or complicated withdrawal

Moderate or 
severe 

withdrawal
Supportive 

care

Carbamazepine or 
gabapentin

monotherapy*

Benzodiazepine
plus 

Carbamazepine, 
gabapentin or valproate

adjunctive therapy

Benzodiazepine
monotherapy†

† If BZD contraindicated, CBZ or GABA monotherapy are appropriate 
alternatives*If risk for worsening withdrawal while away from the 

treatment setting, benzodiazepine monotherapy also 
appropriate

• Generally, protocols follow a 4-6 day dose taper schedule 



Access HERE.

Check out Curbsiders!

https://thecurbsiders.com/addiction-medicine-podcast/2-get-in-the-spirit-of-ambulatory-alcohol-withdrawal


A simpler taper 
protocol:

• 4/3/2/1

• The Curbsider expert will work on 
ambulatory treatment for folks 
drinking more than we generally do 
but stressed social support and 
baseline withdrawal.



Case 
example

Patient tries a diazepam taper, and then also uses 
acamprosate for 4 weeks

Unfortunately, unable to stop drinking completely

Further complicated by subsequently receiving a DUI, 
and loses their job from missing so much time off work

Comes back motivated to stop drinking

Patient desires to go to detox



An Integrated Health Approach to AUD Care

Physical 
Health

Behavioral 
Health

Whole 
Person 
Health



Case example

• Goes to detox and transitioned to residential facility

• Started on Vivitrol (naltrexone) injection

• After discharge from residential, returned to using alcohol 2 weeks 
afterwards

• However, patient has found engaging with BHC weekly for support 
beneficial towards staying motivated



Oregon Substance Use Disorder Services Inventory and Gap Analysis



• Primary Care is often the first line of intervention

• Medications can be helpful

• Change is complicated and different for everyone

• People go and stay where they feel wanted and understood

• An early sense of working together improves retention

• More than any other factor, the perceived quality of the therapeutic alliance is predictive of 
positive outcomes

An Integrated Health Approach to AUD Care



Role of the 
BH Provider



Resisting the Righting 
Reflex



“The opposite of addiction is not 
sobriety. The opposite of addiction is 

connection” - Johann Hari



Getting upstream: Audience discussion

How do we create meaningful opportunities for people so that alcohol 
and drug use aren’t valid options for people in the first place?



Summary

Screening for unhealthy alcohol use can be simple, 
cost effective, and begin the conversations to 
motivate individuals to reduce their use

Focus on naltrexone and acamprosate as 1st line 
therapies for AUD 

Consider outpatient alcohol withdrawal 
management if patient is more mild to moderate 
risk

Integrated behavioral health care can enhance 
therapeutic alliance, and increase engagement 
retention



Thank you!

Questions?

Amanda Risser, MD, MPH

Addiction and Family Medicine

Central City Concern

Matt Chan, MD

OHSU Scappoose, Family Medicine

David Casey, LCSW, CADCIII

OHSU Scappoose, Family Medicine
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