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Education Pack for the Alcohol Liaison Nurse Service 
 
Welcome to the Alcohol Liaison Nurse Service, this pack is designed to help you get the most out 
of your time here with us today and set some objectives that we would like you to achieve. These 
objectives are an understanding of: 
 

 

 
 
The Alcohol Liaison Nurse Service provides an unbiased non judgemental service to all patients 
admitted to hospital where alcohol may be implicated in their admission or is having an impact on 
their lives. We provide staff with training, refer to community support and manage inpatient care. 

The role of the Alcohol Liaison Nurse 
 

The Alcohol Care Pathway 
 

Understanding of Units  
 

Giving Brief Advice 
 

Risk Levels 
 

How to Refer to the ALNS 
 

Patient Assessment & Audit C 
 

The Role of Community Services 
 

Identification of 
patients drinking 

above 
recommended 

guidelines 
 

Referrals 
ensure patient 
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appropriate 
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Education 
Provide further 
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support for staff 

 

Brief Advice 
Provide advice 
and support for 

patients with 
alcohol issues 

Inpatient detox 
Manage the care 

of alcohol 
dependant 

patients 

 

Discharge 
Planning ensure 

safe and 
effective 

discharge   
planning 

Outpatient 
Clinics 

provides support 
on discharge 
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Service 
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Units and Risk Levels 

 
 
 

 
Risk to social, physical 
and psychological health 

 
Men 

 
Women 

 
Low Risk 

 
3-4 units per day regularly 

 
2-3 units per day on a 
regular basis 

 
Increasing Risk 

 
4-8 units per day regularly  

 
3-6 units per day on a 
regular basis 

 
Higher Risk 

8+ units per day regularly or 
50+ units per week 

6+ units per day on a regular 
basis or 35+ units per week 

 
 
 

The government advises that people 
should not regularly drink more than 
the daily unit guidelines of 3-4 units of 
alcohol for men (equivalent to a pint 
and a half of 4% beer) and 2-3 units of 
alcohol for women (equivalent to a 
175 ml glass of wine). ‘Regularly’ 
means drinking every day or most 
days of the week.  

Current advice also advocates two 
days alcohol free per week (ideally 
together) and no more than 14 units 
per week for women and 21 units per 
week for men. 

One unit is 10 ml of pure alcohol - the 
amount of alcohol the average adult 
can process within an hour. This 
means that if the average adult drinks 
a drink with one unit of alcohol in it, 
within an hour there should in theory 
be no alcohol left in their bloodstream, 
but that length of time could differ 
depending on a person’s body size 
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Patient Assessment 
 
AUDIT C 
 

Questions 
Scoring system Your 

score 0 1 2 3 4 

How often 

do you 

have a 

drink 

containing 

alcohol? 

Never 
Monthly 
or less 

2 - 4 
times 
per 

month 

2 - 3 
times 
per 

week 

4+ 
times 
per 

week 

 

How many 

units of 

alcohol do 

you drink 

on a 

typical day 

when you 

are 

drinking? 

1 -2 3 - 4 5 - 6 7 - 9 10+  

How often 

have you 

had 6 or 

more units 

if female, 

or 8 or 

more if 

male, on a 

single 

occasion in 

the last 

year? 

Never 

Less 

than 
monthly 

Monthly Weekly 

Daily 
or 

almost 
daily 

 

 

 
For example a man who normally drinks two cans of 4% lager twice a week would score as follows 
 

 3 for drinking twice per week 

 1 for drinking 3-4 units 

 0 for not drinking above 8 or more units on a single occasion  
 
This gives a total of 4  
 
A woman who normally drinks a bottle of wine 4 nights per week would score as follows 
 

 4 for drinking 4+ times per week 

 4 for drinking 10 units  

 4 for drinking above 6 units on a single occasion 
 
This gives a total of 12  
 

 

AUDIT-C is a shortened 
version of the full AUDIT 
assessment using the first 
3 questions only.  

This can identify 86% of 
patients with heavy 
drinking and/or active 
alcohol abuse or 
dependence. 
 
Used in conjunction with 
the Alcohol Care Pathway 
it is recommended a score 
of 5 or more points should 
lead to a more detailed 
assessment (completion of 
the full questionnaire). 

A total of 5+ indicates 
increasing or higher risk 
drinking. 

The AUDIT assessment 
form can be found on the 
front page of the intranet. 
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The Alcohol Care Pathway 
 

As part of medical 

assessment, 

complete AUDIT-C

Patient scores less than 5 

on AUDIT-C

Record in notes

Patient scores  5 – 7 

on AUDIT-C

Give brief advice.

Consider a referral to the 

Alcohol Liaison Nurses.

Give ‘Drink Less, see more 

of life’ leaflet

Patient scores  8-12 

On AUDIT-C

Refer to Alcohol Liaison 

Nurse Specialists.

Assess need for 

chlordiazepoxide and 

prescribe as per policy

Alcohol Care Pathway

* If the patient would like 

support from the community 

alcohol services either ask the 

Alcohol Liaison Nurse 

Specialists to make a referral 

(preferred method) or give the 

community services leaflet for 

self referral.

 
The Alcohol Care Pathway should be used in conjunction with AUDIT C; once the score has been 
obtained the flow chart should be followed as indicated 
 

 Score of less than 5 – no further action needed, document in notes. 

 Score of 5 -7 – Give brief advice, leaflet and consider a referral to the Alcohol Liaison Nurse 
Service, document in notes. 

 Score of 8-12 – Refer to Alcohol Liaison Nurse Service and consider the need for 
appropriate medical intervention, document in notes. 

 
It is advised to obtain the patients consent for referral. If the patient declines consent but still 
scores highly the Alcohol Liaison Nurse will still need to visit to ensure the patient is prescribed 
appropriate medication to prevent alcohol withdrawal syndrome and correct nutritional deficit. 
 
So for the two patients assessed on the previous page what would be your actions for: 
 
 
The man scoring 4? ___________________________________________________________ 
 
 
 
The woman scoring 12? ________________________________________________________ 
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Giving Brief Advice 
 
Brief advice involves giving simple advice to people drinking at increasing or higher risk levels that 
may or may not be presenting with an alcohol related problem. We use the FRAMES acronym to 
help guide the advice given. 
 
 

 
 
 
 
For example when we look at the woman who scored 12 on her assessment we might give brief 
advice like this. 
 

 Feedback. You score quite highly on our assessment of your alcohol intake 
 

 Responsibility. How do you feel about this? Does this concern you? 
 

 Advice. You are drinking above recommended guidelines and it would be advisable to 
reduce your intake. 

 

 Menu. What do you think you could do to help reduce your alcohol intake? Perhaps you 
could look at lower strength wines or alternating between alcoholic drinks and soft drinks 
when you’re out?  

 

 Empathy. I know it can be difficult when you are out with your friends or sat at home feeling 
low. 

 

 Self efficacy. You appear to be quite determined, I’m sure that with appropriate support 
and planning you will succeed in making the changes we have discussed. 

 
 
 
 
 
How to Refer  
 

 Responsibility 
Place responsibility on the patient to make changes 

 Empathy 
Show understanding and empathy towards the patient 

 Advice 
Advise the patient to cut down or abstain 

 Feedback 
Give an explanation of AUDIT score and risk level 

 Menu 
Ask patient for their ideas of ways to cut down and give suggestions 

 Self-efficacy 
Encourage and reinforce the patients’ belief that they can make changes 

F 

R 

A 

M 

E 

S 
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Referral is easy; once you have completed the AUDIT C and followed the Alcohol Care Pathway 
simply call the Alcohol Liaison Office on 3943 or page one of the Alcohol Liaison Nurses  
 

 Julie Spencer-Bennett 766 

 Jess Wright 765 

 Julia Gasser 465 

 Simon Cook 230 
 
Please ensure you have patient details, number of units they drink per day and the AUDIT C score 
 
Community Services 
 
There are a variety of community based services within the Fylde Coast area; these are divided 
into Blackpool (FY1-FY4) and Fylde & Wyre (FY5-FY8). 
 
In addition to these Blackpool residents have the option of attending Nurse Led Clinics run by the 
Alcohol Liaison Nurse Service. 
 
Alcoholics Anonymous cover all areas and are particularly useful in befriending patients who live 
alone with no support from friends or family who may struggle to cope alone with their alcohol 
issues. 
 
 

 
 
 
 
Alcohol Dependency  
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A simple and informal definition of alcohol dependence is that it is a condition resulting from the 
prolonged and usually intense consumption of alcohol which has resulted in psychological and/or 
physiological dependence on alcohol consumption. This dependence results in significant 
problems in one or more areas of the person’s life. The diagnosis of alcohol dependence is made 
when one or more of the following occurs over a one year period: 
 

• compulsive use 
• increased frequency 
• increased tolerance 
• withdrawal symptoms 
• lack of control 
• neglect of alternative interests 

 
Signs and symptoms of Alcohol Withdrawal Syndrome 
 
Alcohol withdrawal syndrome is the set of symptoms seen when an individual reduces or stops 
alcohol consumption after prolonged periods of excessive alcohol intake. The severity of the 
alcohol withdrawal syndrome can vary from mild symptoms such as mild sleep disturbances and 
mild anxiety to very severe and life threatening including delirium, particularly visual hallucinations 
in severe cases and convulsions (which may result in death). 
 

• shakes  
• sweats 
• nausea 
• disturbed sleep 
• agitation 
• Delirium Tremens (life threatening) 
• hallucinations (visual & auditory) 
• withdrawal fits (life threatening) 

 
If you suspect a patient is at risk of withdrawal start a CIWA assessment form and contact 
the ALNS as soon as possible failure to do so could endanger the life of the patient. 
 
CIWA 
 
The CIWA-Ar scale is the most sensitive tool for assessment of the patient experiencing alcohol 
withdrawal. Nursing assessment is vitally important in the recognition of early alcohol withdrawal 
symptoms. Early intervention for CIWA-Ar score of 8 or greater provides the best means to prevent 
the progression of alcohol withdrawal.  
 

Procedure:  
 
Assess and rate each of the 10 criteria of the CIWA scale. Each criterion is rated on a scale from 0 
to 7, except for “Orientation and clouding of sensorium” which is rated on scale 0 to 4.  Add up the 
scores for all ten criteria.  This is the total CIWA-Ar score for the patient at that time.   
 
What then? 
                                                                                                                                                                                                      
PRN only?- Withdrawal medication should be started for any patient with a total CIWA-Ar score 
of 8 or greater.  
 
Already on a reducing regime? - PRN medication should be given for a total CIWA-Ar score of 
15 or greater. 
Document obs and CIWA-Ar assessment in the patients’ notes.  Document administration of PRN 
medications on drug kardex. 
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Suggested Further Reading 
 
Nutrition and Alcohol (Thiamine Deficiency, Refeeding Syndrome) 
 
Management of Alcohol Withdrawal Syndrome (Medications, Nutritional Support) 
 
Driving and Alcohol / The Law and Alcohol 
 
Physical and Mental Health Risks 
 
Useful Websites 
 
www.alcoholconcern.org.uk 
 
www.alcohollearningcentre.org.uk  
 
www.drinkaware.co.uk 
 
www.talktofrank.com 
 
Testing what you have learned today 
 
We would like you to look at the following scenario and using what you have learned today  
 

 Assess the patients’ alcohol intake using the appropriate tool. 

 State what your plan of care would be based on the assessment. 

 Suggest what brief advice you would offer. 
 
Sue is a 46 year old woman, married to Dave with two children 14 and 12. She works part time as 
a secretary in a busy legal office three days a week. At lunch she goes out with colleagues to a 
local pub where they eat and have a glass of wine. At home Sue and her husband like to relax with 
a DVD and twice a week will drink a bottle of wine between them. At weekends they meet up with 
friends on a Saturday night where Sue will drink 3-4 double vodka and cokes. On Sundays they 
like to take a ride out in the car for a nice pub lunch where Sue will drink a large glass of wine. She 
has noticed that she is beginning to put on weight and has had to see her GP regarding recurrent 
acid reflux. Her GP has referred her to the Gastro Department for endoscopy.  
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