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Webinar Overview

Substance Abuse and Traumatic Brain Injury

Substance abuse (SA) frequently co-occurs with traumatic brain injury
(TBI). SA increases the risk for having a TBI, and TBI is a risk factor
for developing a substance use disorder.

Negative outcomes associated with having both SA and TBI include
medical problems (e.g., cirrhosis, cancers), psychiatric/behavioral
problems, unemployment and familial discord.

Failure to assess and treat SA following TBI is associated with poorer
long-term outcomes. This webinar will:

= Examine the co-occurrence of TBI and SA

» Describe screening and assessment methods for identifying patients with TBI
and SA

= |dentify interventions for patients with TBI and SA

» Review challenges related to screening and intervening with patients with TBI
and SA
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Overview

Prevalence of substance abuse betore and

after TBI

Harms (and benefits?) of substance use

before, at the time of, and after TBI
Myths and barriers to improved care
Substance abuse screening
Intervention options

Summary



Prevalence of Alcohol Use
and Problems Before, At and
After TBI



DSM-1V Psychiatric Disorders
Before TBI

Diagnosis Before TBI (%)

Australia
MDD 17

Dysthymia 0

Bipolar

PTSD

OCD

Panic

GAD

Phobia
Alcohol/Drug
Total

References: Hibbard et al., JHTR 1998; Whelan-Goodinson et al., JHTR 2009
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Substance Use Betore TBI

Substance Use Before
Diagnosis TBI

Alcohol Abuse

Alcohol
Dependence

Drug Abuse

Drug
Dependence

Totals*

Notes: n=100; *Totals include some comorbidity
Reference: Whelan-Goodinson et al., 2009
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Other Drug Use Before TBI

Type of drug Self-report* Toxicology™

Cocaine 10% 13%
Marijuana 25% 24%
Amphetamines 7% 9%
Other 5%

Total 31% 38%

Notes: * n=137; " n=114
Reference: Bombardier et al., 2002
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Pre-TBI Alcohol and Drug Use

Abstinant alcoholic
with cumrent drug use
1% No alcohol or drug
Alcoholism Iin use
recovery 6%

-

2%
Alcohol use
21%
Normal alcohol use
21%

Risky alcohot use
11%

Alcohol and drug use

Drug use
26% g

1%

Alcohol and drug use
11%

Note: White area = negative for alcoholism (SMAST < 3)
Reference: Bombardier et al., 2002




DSM-IV Psychiatric Disorders
Before and After TBI

U.S. Australia U.S. Australia
MDD A 17 17 61 45
Dysthymia 0 3 1
2
19 14

Bipolar
PTSD

14 16
9 17
10 7
Alcohol/Drug 40 28 21
Total 51 80 65

Reference: Hibbard et al., JHTR 1998; Whelan-Goodinson et al., JHTR 2009

Panic
GAD
Phobia

1
0
6
OCD 1 15 1
4
1
4




Substance Use After TBI

Substance Use | Before | After TBI| New Current
Diagnosis TBI Onset

Alcohol Abuse 7% 3% 2% 2%

Alcohol 29% 14% 1% 10%

Dependence
Drug Abuse 5% 2% 0% 2%

Drug 12% 7% 3% 5%
Dependence

Totals* 41% 21% 3%

Note: n=100; *Totals include some comorbidity
Reference: Whelan-Goodinson et al., 2009



Longitudinal Changes in Alcohol
and Drug Variables After TBI

—*=Abstinance Hazardous

Alcohol Dependence —=Drug use

40

39 x\\
» \4></
25

7 =
20 // o
15 //
10 —7
5
0

Preinjury 1 Year 2 Years

Reference: Ponsford et al., Brain Inj 2007



Longitudinal Changes in Alcohol

40
35
30
25
20
15
10

d

0

Alcohol Dependence —=Drug use

and Drug Variables After TBI

Controls 40%

Controls 22%

Preinjury 1 Year AGES

Reference: Ponsford et al., Brain Inj 2007
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Post TBI Drugs Used

* Marijjuana ACSYH)
» Stimulants 4 (20%)
* Opi1o1ds 3 (15%)
* Cocaine 1 (5%)

» Polydrug 3 (15%)



Predictors of Heavy Drinking

One Year After TBI
e Male

* Younger age

» History of heavy drinking or problems™
* Diagnosis of depression after TBI

» Better physical functioning

* More likely to be employed

*Only 5-7% of those without prior history will drink heavily after TBI

References: Horner, Fergusen et al., J Int Neuropsych Soc; 2005;
Kreutzer et al., 1996;
Ponsford et al. Brain Inj 2007; Bombardier et al., 2003
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Harm Associated with Alcohol
Use and Problems Before, At and
After TBI



Harm from Pre-injury Alcohol Abuse

Until 1994

* More severe brain lesions (Ronty et al., 1993)

* Increased risk of mortality Ruff et al., 1990)

* Poorer neuropsychological outcomes (Dikmen et al., 1993)
 Emotional/behavioral deterioration (Dunlop et al., 1991)

* Failed community integration (Burke et al., 1988)

e Recurrent TBI (Saicido & Costich, 1993)
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Harm from Pre-injury Alcohol Abuse
Since 1994

* Medical/neurological outcome -- inconclusive

» Neuropsychological outcomes -- probably not
related

» Greater post-concussive symptoms

e Functional outcomes -- yes
Lower employment and independent living status
Lower satisfaction with life
4-7 times more likely to die from suicide
Greater one-year prevalence of major depression

References: Parry-Jones et al., Neuropsych Rehabil 2006; Turner et al., Rehab Psychol 2006;
Corrigan et al., JHTR 2001; Macmillan et al., Brain Inj 2002;

Teasdale Engberg J Neurol, Neurosurg Psych 2001; Bombardier et al., JAMA 2010; Dikmen et al., 2010 22



Pre TBI Alcohol Dependence
and Post TBI Depression

T

T

History of Alcohol J—
Dependence

No History of J_
Alcohol
Dependence

Note: 45% versus 70%
Reference: Bombardier, Fann et al., JAMA 2010




Harm from Intoxication at TBI

* Poorer short-term outcomes 1n TBI
Greater 1nitial-injury severity on GCS*
Longer coma and agitation
Less cerebral blood flow
Greater cerebral atrophy at 3 months

Lower cognitive status at discharge

» Greater cognitive impairment in 4 of 6 studies

 Persistent post-concussive symptoms

Note: GCS = Glasgow Coma Scale

References: Cunningham et al., 2002; Corrigan 1995; Edna, 1982; Sparadeo & Gill, 1989;

Bombardier & Thurber,1999; Kaplan & Corrigan, 1992; Ruff et al., 1990; Turner et al., 2006; Alexander et al., 2004;
Wilde et al., 2004; Brooks et al., 1989; Kelly et al., 1997; Tate et al., 1999; Prigatano & Gale, 2010
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Intoxication and Recurrent TBI

Finnish population study
236 survivors of TBI
21-year follow-up
Alcohol-related first TBI
were more than 4 times
more likely to sustain a
recurrent TBI e
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Figure 1. Kaplan-M eier curves showing proportions of patients
remaining without T BI recurrence according to alcohol involve-
ment during the first injury.

Reference: Wingvist et al., Brain Injury, September 2008; 22(10): 780-785 o5



Benefits of Intoxication at TBI?

Alcohol has some potentially neuro-protective
effects in animal models of TBI

Inhibits excito-toxicity
Normalization of glucose metabolism
Normalization of cerebral blood flow

Reference: Shandro et al., J Trauma. 2009;66:1584—1590.
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Benetits of Intoxication at TBI?

Author

Tien 2006

Salim 2009

Shandro 2009

n

3,675

38,019

336

Effect on mortality

0-230 lowest
>230 highest
0 intermediate

Lower 1n alcohol
positive group

Trend toward lower
mortality 1n 101-230
and > 230 groups
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Harm From Drinking After TBI

38% report easily affected by alcohol
* More impaired event-related potentials

* Increased probability of acute caregiver distress

Additive or multiplicative influence on alcohol
effects?

Reference: Oddy et al., 1985; Baguley et al., 1997; Kreutzer et al., 2009; Bombardier et al., unpublished
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Speculative Effects of Alcohol
Use After TBI

TBI

Cog

B
Se




Reference

Persistent Cognitive Effects of
Heavy Social Drinking

Heavy alcohol consumption for as little as 1 year
can cause measurable cognitive impairments that
are roughly dose dependent

Drinking 5-6 U.S. standard drinks per day results in
measureable cognitive inefficiencies when sober

7-9 drinks per day results 1n mild cognitive deficits
when sober

10 or more drinks per day results in moderate
cognitive deficits when sober (equivalent to those who
were diagnosed with alcoholism)

: Parsons & Nixon, J Stud Alcohol 1998; 59:180-190
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Effects of TBI + Alcohol on
Cognition?

* Attention, processing speed, memory, executive
functioning commonly impaired after TBI

* Peterson’s Hypothesis: the pattern of acute
alcohol-induced neuropsychological impairment
1s analogous to that characteristic of patients
suffering from pre-frontal damage

* Participants at a Blood Alcohol Level (BAL) of
.10 performed more poorly on measures of
planning, verbal fluency, memory and complex
motor control compared to participants at lower
dosages

References: Wilde et al., Arch Phys Med Rehabil. 2010 Nov;91(11):1650-1660 31
Peterson et al., J Stud Alch 1990;51(2): 114-122



Effect of Alcohol Intoxication on
Executive Functioning in Bar Setting

able 2

Correlations among values for mean blood alcohol concentration (BAC), second run
CST categories completed (CC), perseverative errors (PE) and non-perseverative

errors (NPE), Barratt Impulsivity Scale Version 11 (BIS-11), Alcohol Use Disorders

Identification Test (AUDIT), Frontal Systems Behavior Scale (FrSBe), and Age.

Variables 1 2 3 4 5 6 7

. BAC _ —29"" 34" 19 28" 35" 24" 23"

. CC - — 63" —657 —.13 —04 -0 :

PE - 24" 11 .10 — 18
12 —.00 —.01

41" b 11

WCST Frontal
Categories WCST Systems
Achieved Perseverative Behavior
Errors Scale

1

2

3.
4,
5.
6.
7.
3.

Note: WCST = Wisconsin Card Sorting Test
Reference: Lyvers, Tobias-Webb Addictive Behaviors 35 (2010) 1021-1028




Additive Effect with Regard to
Speed of Processing

->-Control

=TBI

Placebo Alcohol




Interaction Effect with Regard to
Delayed Word Recall

Total number of words

Placebo Alcohol

Reference: Bombardier, et al., unpublished data



TBI and Alcohol Effects on Sleep

* 30-70% of people with TBI report sleep problems,
especially insomnia, daytime sleepiness, fatigue

* (Qverall effects of alcohol intoxication

Greater sleepiness, poorer sleep quality, less sleep
continuity, disrupted sleep architecture

* First half of the night

Less time to fall asleep; longer REM latency and
lower % REM sleep

e Second half of the night
Increased wakefulness, light sleep, REM sleep

References: Orff et al., J Head Trauma Rehabil Vol. 24, No. 3, pp. 155-165;

Arendt et al., Alch Clin Exp Res, 2010; Rohsenow et al., Alch Clin Exp Res 2010 35



Alcohol Sleep and Next Day

Cognitive Functioning
Healthy heavy drinkers; placebo vs. BAL = 110

* Poor sleep:
. Decreased sleep efficiency and REM sleep

. Increased wake time and daytime sleepiness
* Next day impaired cognition

. Poorer sustained attention and slower speed of
information processing

* No differences based on alcohol type or sex

Reference: Rohsenow et al., Alch Clin Exp Res 2010;34(3):509-518 36



TBI and Alcohol Effects on
Body Sway and Balance

* Up to 30% of people with TBI report impaired
balance and coordination

* Blood alcohol concentration (BAC) of .10 or
greater resulted 1n significantly increased body
sway (total area) with eyes open or closed
compared to BAC < .08

* Dynamic sway measured during tandem walking
paradigm was impaired after minimal dose of
alcohol 1n 8 of 9 subjects; not detected on static
sway measure

References: Nieschalk et al., Int J Legal Med 1999;112(4):253-60; 37
Mallinson et al., J Otolaryngol Head Neck Surg. 2008 Dec;37(6):856-9



Alcohol and Balance (Sway)

15
14

13 TBI

11
10 p<.05

-
N

Control

sway/milimeters
[{e

Placebo Alcohol

Reference: Bombardier, et al., unpublished data 38



TBI and Alcohol Effects on Sex

* 36-54% of people with TBI report sexual
changes (mostly lower frequency, drive,
ability)

* Regular alcohol use results 1n:
Decreased testosterone levels
Decreased interest 1n sex
Decreased sexual performance
Decreased sexual satistaction

References: Ponsford J. Neuropsychol Rehabil. 2003 Jan-Mar;13(1-2):275-89
Miller & Gold J Subst Abuse Treat 1988;5:171;
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Myths and Potential
Barriers to Improved Care



Barriers to Integrated
Interventions

U.S. rehabilitation psychologists

79% reporting treating people with
substance abuse 1Ssues

More than 50% reported their training in
substance abuse treatment as inadequate

Typically refer to self-help groups and
teach cognitive-behavioral coping skills
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Myth 1

They must admit they are “alcoholic”

 Common in AA (but they took a while to
get there)

* (Generates resistance in medical settings
where people are not seeking help for
addiction

* Label 1s unnecessary for recovery

 Wanting to change behavior is key

Note: AA = Alcoholics Anonymous

42



Myth 2
Not accepting help is “denial”

If this 1s denial then most of us have it,

it’s the “American” way. (Is 1t British?)

Not wanting help does not mean not
wanting to change.

Unnecessarily pathologizes a common
preference.

Many want to change, but don’t want
professional help.

43



Window of Opportunity After TBI

At-risk drinkers
n =84

Want to
change 45%
Not
interested in
change 23%

Thinking
about

change
32%

Reference: Bombardier et al., 2002 44



Preferred Means of Change

At-risk drinkers n =76

Want treatment Want AA Want to change on
own

Reference: Bombardier et al., 2002




Myth 3
Denial 1s an alcoholic personality trait

* Decades of research have not produced
evidence of major personality differences
between alcoholics and non-alcoholics

No differences between alcoholics and controls on
use of defense mechanisms

Follow-up study of alcoholics found that those with
greater denial had lower rates of rehospitalization
and higher rates of treatment completion

References: O’'Leary J Stud Alch 1977; Donovan et al., J Stud Alch 1977 46



Myth 4
Denial must be confronted

* Research shows denial 1s interpersonal

Confronting and teaching increase resistance (ever
been told you “need to change?”’)

Empathic listening reduces resistance

 (Greater confrontation is correlated with
increased drinking one year later

* Therefore, reducing resistance 1s the health care
professional’s responsibility

Reference: Miller and Rollnick, 2002
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Myth 5
Formal treatment 1s always necessary

* Specialized treatment 1s often 1naccessible
e Advice can be effective

* Brief treatment 1s often as effective as
extended treatment

* Most alcoholics (78%) who recover
change on their own, without professional
counseling or help of any kind

Reference: Fleming et al., 2000; Bein et al., 1993
Sobell et al., 1996 48



Myth 6
Goal must be lifetime abstinence
Rejected by most people at least at first

Not necessarily true for people with milder
problems found 1n medical settings

Choice of goals increases adherence to
recommendations

“One day at a time”

Try a “drinking holiday”~ or “warm turkey
approach instead

49



Substance Abuse
Screening



Why Screen?

» Past problems are predictive of future problems

* Blood alcohol level and other biological measures
are useful but have limited sensitivity

e “Clinician judgment” is at best incorrect and at

worst biased

23% acutely intoxicated not recognized
Half of chronic alcoholics not recognized
26% falsely 1dentified as alcoholic

Clinicians biased by gender, appearance, socioeconomic status,
Insurance status

Reference: Gentilello et al., J Trauma 1999;47:1131
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Screening: When? What?

* When to screen?

* Acute — predicting who needs
monitoring or early intervention

* Post-acute — 1dentifying relapse

* What to screen?

» Lifetime alcohol problems or dependence
* Recent alcohol consumption

52



Early Screening: Predicting Who
Will Not Have Problems

* Screening i1dentifies the 50% of cases you do not
have to worry about

* Only 6-7% of those who were abstinent or
normal drinkers before TBI develop problems
after TBI

* 30% of those with heavy drinking or problems
relapse within one year

* 62% of those with heavy drinking and problems
relapse within one year

Reference: Bombardier et al., 2003 53



Substance Use Screening

How to do it

* Screen everyone
* Imbed screening

* Frame as part of health
and recovery

* Use a neutral, non-
judgmental tone

* Ensure confidentiality

 Use valid measures

How not to do it

 Screen selectively
* Screen separately

* Frame as a special moral
or personality 1ssue

* Remain skeptical due to
alcoholic denial

 Provide no reassurance

* Use “clinical judgment”
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Choosing a Screener

 CAGE: good old standard, easy to recall, many
studies document validity

 RAPS4: possibly better than CAGE with
minority persons and women

* TICS: shortest and covers drug use, but only
one validity study

 AUDIT: longer, includes consumption,
potentially more sensitive to non-dependent,
many translations available

Notes: Cut Down, Anger, Guilt and Eye opener (CAGE);

Remorse, Amnesia, Perform and Starter (RAPS);

Two-item Conjoint Screen (TICS);

Alcohol Use Discorders Identification Test (AUDIT) 95



Screening for Abuse/Dependence

Measure Cut Sensitivity Specificity
« CAGE >1 84% 90%
« RAPS4 >0 93% 87%
» TICS >() 81%* 81%*
« AUDIT >7 74% 89%

* SMAST >2 100%™ 85%*

Reference: Fiellin et al., 2000 A7ch Internal Med, *Based on only one study 56



Short Screeners: CAGE

C: Have you ever thought you should cut down
on your drinking?

A: Have you ever been angry or irritated at people
criticizing your drinking?

G: Have you ever felt guilty about your
drinking?

E: Do you ever have a drink the first thing in the
morning to steady your nerves or get rid of a
hangover (eye-opener)?

Score: One or more = “suspicious, 2 or more = “positive”
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Short Screeners: TICS

In the last year have you ever drank or
used drugs more than you meant to?

* Have you ever felt you wanted or needed
to cut down on your drinking or drug use
in the last year?

Reference: Brown, et al. ] Fam Pract 1997;44:147
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Screening for Unhealthy
Consumption

AUDIT-C

Please circle the answer that is correct for you.

1. How often do you have a drink containing alcohol?

Never (0) Monthly or Two to four timesa  Two to three times Four or more times a
less (1) month (2) per week (3) week (4)

2. How many drinks containing alcohol do you have on a typical day when you are
drinking?
lor2(0) Jor4(l) Sor6(2) 7to9(3) 10 or more (4)

3. How often do vou have six or more drinks on one occasion?

Never (0) Less than Monthly (2) Two to three times Four or more times a
Monthly (1) per week (3) week (4)

TOTAL SCORE
Add the number for each question to get your total score.

Maximum score 1s 12. A score of > 4 identifies 86% of men who report drinking above
recommended levels or meets criteria for alcohol use disorders. A score of > 2 identifies 84% of
women who report hazardous drinking or alcohol use disorders.




Intervention Options



Why Intervene within Rehabilitation?

Only 15-25% of people with SUDs get help

Acute rehabilitation 1s a teachable moment

The best window of opportunity for initiating rehabilitation for
alcohol problems may be when a patient is still hurting from the
acute effects of an alcohol-related injury, but has become aware
enough to understand and remember what his or her
rehabilitation team 1s advising. Waller, 1990 (paraphrased)

Poor access to specialized care (insurance, stigma)
Lack of interest 1n specialized care
Poor referral follow-through rates

Potential efficacy (you can do it!)

61



Intervention Options

Primary, secondary and tertiary prevention
Timing: acute, post-acute

Delivery options: in-person, telephone,
Internet-based, Smartphone apps

Intervention models: treat within
rehabilitation, brief intervention and referral,
stepped-care, immediate specialist referral

Goals: abstinence, relapse prevention,
moderation, harm reduction, referral to
treatment
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Core Components of Effective

Interventions
* Enhancing social support

* (Goal setting
* Help with action planning, making changes

* Modeling and rewarding healthy behavior

* Reviewing ways to cope with the triggers
that lead to drinking

» (Aspirational) Matching a patient to
therapies that address their greatest need

Reference: Alcohol Alert No. 81, NIAAA Sept 2011 63



Intervention Toolbox

* Education (generic or TBI-specific)

* Screening

* Advice

» Self-help manuals

* Brief Interventions (MI, MET, SBIRT, $$ incentives)
* Coping and social skills training

* Relapse prevention

« 12-Step facilitation

 Community Reinforcement Approach

Notes: Motivational Interviewing (MI);
Motivational Enhancement Therapy (MET);
Screening, Brief Intervention, and Referral to Treatment (SBIRT)
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Matching Treatment to Drinker Type

Education Relapse AAOr
Adyi MI Prevent Formal
wids Treatment
Dependent
18% X X X X
Abuse
21% X X
In Remission
15% X X
Normal/Non
X

46%

Reference: Turner et al.., 2003




Figure 1

Education Effects of High-Risk Drinking

Alcohol dependence.

Aggressive,irrational behaviour. Memory loss.

Intervention EEEE e

° Premature aging. Drinker's nose.

Cancer of throat and mouth .

‘ ‘ ’ ’ ® Weakness of heart muscle.
Frequent colds. Reduced Heart failure. Anemia.
resistance to infection. Impaired blood clotting.
| Breast cancer.

ncreased risk of pneumonia. o °

Liver damage. o

Vitamin deficiency. Bleeding.
Severe inflammation
of the stomach. Vomiting.
Trembling hands. Diarrhea. Malnutrition.
Tingling fingers.
Numbness. Painful nerves.

Inflammation of the pancreas.

Impaired sensation ]
leading to falls. In men:

_— e Impaired sexual performance.

In women:

Risk of giving birth to deformed,
retarded babies or low birth
weight babies.

Numb, tingling toes.

Painfulneves g

High-risk drinking may lead to social, legal, medical, domestic, job and financial
problems. It may also cut your lifespan and lead to accidents and death from drunk-
en driving.

Reference: Babor et al., 2001 66



Biphasic Effect of Alcohol
“Drinking Less Is Better”

“"Buzz"
Stimulant

Euphoria

“"Drunk”™

ressant
Dysphoria

0l 03 05 .06 .07 .08 .09 )0 .15 .20 .30 .40
quod Alcohol Level (BAL)

Lower \

Risk
Drinking

Reference: Alcohol & Drug Counseling, Assessment and Prevention Service at Washington State University




Tailored Education

Intervention “Better”
BIRT

Brain Injury

Rehabilitation Trust

Substance
Abuse Issues
after Traumatic
Brain Injury

Living with Brain Injury

Alcohol following Brain Injury

s[Babilities
LEH %Elex needs

e ASSESSMENT « REHABILITATION «  COMMUNITY SERVICES -
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Many Online TBI
Educational Resources

* Brain Injury Rehabilitation Trust, UK

. http://www.thedtgroup.org/media/77879/B
IRT_Alcohol.pdf

* Ohio State University TBI Network
. http://www.tbinetwork.org/

* TBI Model System KT Center

. http://www.msktc.org/tbi/factsheets/Alcoh
ol-Use-After-Traumatic-Brain-Injury
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Social Norms Interventions

* Drinking 1s influenced by youth (mis)perceptions
of peer drinking. If misperceptions can be
corrected, young people may drink less.

 Web and individual face-to-face feedback are
probably effective in reducing alcohol misuse.

* Web feedback impacted across a broader set of
outcomes and 1s less costly so therefore might be
preferred.

* Mailed and group feedback, and social norms
marketing campaigns were not effective.

Reference: Moreira MT, Smith LA, Foxcro ft D. Cochrane Database Syst Rev. 2009 Jul 70



Education
Intervention

C(Best”

Personalized

Social Norms
Feedback

Reference: Saitz et al., 2007 iHealth Study

Take a look

Description

lost friend

shakes

trouble at
school /work

lower grade
neglected
obligations
need alcohol
drove after
drinking
injury
problems

w /significant
others

missed
class /work

regretted sexual
situations

more alcohol to
feel effects

loss of memory

Your Consequences Profile

% BU Freshmen experiencing
consequences

3

3
4
EeN
g
8

14
14
-
18
24
29
41

You report that you have experienced o quences from drinking.
at the chart below t« Our ¢ 0
many other female BU freshman students have

experienced these

Your
Results

| Continue ’
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Personalized Feedback

Alcohol consumption How much alcohol do you typically use compared to other American males/females?

You drink _47 _standard drinks during a typical Drinks per
week. week

Drinking
You drink more than _95 _percent of American percentile

males. 0 20 40 60 80

bar graph

Estimated cost per year for alcohol _ $2,444
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Personalized Feedback

Level of intoxication Blood alcohol level is a measure of how high or drunk you get when you do drink.

Your blood alcohol level on a typical day was 80
Your blood alcohol level on a heavy day was 100
Your blood alcohol level on the heaviest day was 235

Blood alcohol level, day of injury was 180

Typical day

Heavy day

Heaviest day

Day of injury

normal
social

impaired blackouts unconscious

fatal




Personalized Feedback

Risk Factors The higher your risks, the greater your chances are of developing serious alcohol related problems.

Tolerance level: Losing your physical warning signals.
Family risk: High risk for alcohol problems can be inherited.

Age at onset: Problems early in life put you at higher risk.

Physical dependence: Physical signs of addiction to alcohol.

Other drug risk: Using drugs increases the risk of addiction.
Number of drugs reported: 3
Toxicology screen: cocaine, marijuana

Tolerance

Family risk

Age at onset

Physical
dependence

Other drug
risk

0 1 2 3 <

Normal Borderline High Very Extremely
High High
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Social Norms Feedback

Enter your email addre’’

FAQ Contact

Reference: http://www.unitcheck.co.uk/




Other Personalized Feedback
Resources

 http://rethinkingdrinking.niaaa.nih.gov/

 http://www.alcoholscreening.org/Home.
aspx
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Physician’s Guide to Advice

* Ask about alcohol use
» Assess for alcohol-related problems
» Advise appropriate action

* Monitor patient progress

Reference: http://www.niaaa.gov/publications/protraining.htm



How to Give Advice
Elicit
* Find out what they already know, have done or tried
Provide information with permission
» Give an unambiguous recommendation
» Avoid threats or moralizing

» Use neutral, non-personal language: “What usually
happens to people is ...~

Elicit
* Ask for feedback: “What do you make of all this?”
» Reinforce with educational booklet
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Efficacy of Physician Advice

Table 2.

Primary Outcome: Changes in Alcohol Use Between Groups After Brief

Intervention (N = 226)

Alcohol Use Treatment n = Control n
114 % (n) =112 % (n)

tScore PValue

Consumes 23 drinks per day in previous 7 days
Baseline 39 (45)
6 mo
12 mo
24 mo
36 mo
48 mo
Overall P < .001*

Drinks consumed in Mean No. (SD)
previous 7 days

Baseline 16.2 (11.2) 18.3 (12.1)
9.4 (10. 143 (11.1)

Reference: Grossberg et al., Ann Fam Med. 2004 2(5): 474-480.




Motivational Interviewing

IMOTIVATION/
NTERVIEWINe

REPARING

WILLIAM
STEPHEN ROL

—

second edition




Process of Motivational Interviewing

Open questions-Elicit change talk:
Desire, Ability, Reasons, Need

Good things, not so good things... j1> Key Question
Decisional balance exercise
Importance-confidence exercise @

Values/Discrepancy

1 ]

Summaries - Reflections and
Affirmations

Negotiate
Change Plan

Empathy, Autonomy, Collaboration, Self-Efficacy
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Effect of Motivational Interviewing in
Hospitalized Trauma Patients

Control Group  “*MI Group

-
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Baseline 6 months 12 months

Reference: Gentilello et al., 1999




Efficacy of Brief Opportunistic
Interventions in Hospitals

* Brief counseling interventions (1-3 sessions)
* 14 studies, 4,041 mainly male participants

* Brief Interventions (BI) resulted in greater
reductions 1n alcohol consumption compared to
controls at six months but not one year.

 BI resulted in fewer deaths at six months

* Assessment alone may reduce drinking

References: McQueen J, Howe TE, Allan L, Mains D, Hardy V.
Brief interventions for heavy alcohol users admitted to general hospital wards.
Cochrane Database Syst Rev. 2011 Aug 10;(8):CD005191.

83



Single Session MI
Not Effective in TBI

Three trials, all using a single session of
MI have not demonstrated a significant

impact on adherence to substance abuse
treatment or drinking behaviors

Future studies and clinical work should
not rely on a single session

Note: MI = Motivational Interviewing
References: Corrigan et al., 2005; Ponsford et al., 2012; Sander et al., 2012
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Reference

Relapse Prevention

The patient has stopped drinking. Engage
them by saying you want to help them put
“teeth” into their plans.

. Identify high-risk situations for relapse

. Learn other ways to cope with risky
situations

. Teach coping with urges and craving
.  Work toward balanced lifestyle

: Marlatt and Gordon, 1987
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Relapse Prevention Booklets

Reference: www.hazelden.org

Coping with
Emotional
und Physical
High-Risk

Jan Swr
Alan (
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12-Step Programs

For people willing to attend, Alcoholics
Anonymous (AA) plus facilitation produces the
best long-term abstinence rates

About 20% are interested in AA

12 steps have been rewritten in more concrete
language for people with TBI

Letter to sponsor exists explaining TBI

With the person’s permission, invite AA members
to the hospital to meet them, arrange for
transportation to local meetings after discharge
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Self-help Options

* Alcoholics Anonymous (AA) has helped
millions of people. There are meetings 1n most
towns and cities (http://www.aa.org/).

 Moderation Management
(http://www.moderation.org/) and Smart
Recovery (http://www.smartrecovery.org/) are
alternatives to AA that do not use the 12-step
model.
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Community Reinforcement
Approach with Concerned Others

* Indicated for people with severe problems who
refuse treatment and who have concerned
family or friends

» Train spouse or parents in behavioral
techniques, e.g., positive reinforcement,
negative reinforcement, extinction, response
cost, time out, response incompatibility to
eliminate positive reinforcement for drinking
and enhance positive reinforcement for sobriety

References: RJ Meyers et al., J Consult Clin Psychol 1999;67:688-697
http:/ /pubs.niaaa.nih.gov/publications/arh23-2/116-121.pdf 89



References

Efficacy of CRA Through

Concerned Others

One Randomized Control Trial (RCT) showed
Community Reinforcement Approach (CRA) was more

effective (64%) than Al-Anon (13%) or “Intervention”
(30%) at engaging person in treatment

All Concerned Others showed remission of depression,
anxiety and physical symptoms

A replication RCT showed that CRA was significantly
more effective (58.6%) than Al-Anon/Na-Anon

Facilitation Therapy (29%) at engaging unmotivated
drug users into treatment

CRA plus group-aftercare resulted in 76.7% treatment
engagement

: Meyers et al., J Consult Clin Psychol 1999;67:688;

Meyers et al., J Clin Conslut Psychol 2002;70:1182-1185
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Harm Reduction

* Don’t drink and drive. Use a designated driver, spend
the night where you are drinking or drink at home.

» Avoid spikes in blood-alcohol level that cause nausea,
vomiting, falls, blackouts and alcohol poisoning.

» Strategies to keep your blood alcohol 1n a more
enjoyable and safer range:
Eat or drink water before you drink alcohol
Drink beer rather than hard liquor
Mix hard liquor with water, not sweet carbonated beverages
Sip your drinks slowly (no more than one per hour)
Alternate between alcoholic and non-alcoholic drinks
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Harm Reduction

Drinking 1n bars slows some people down
because of the expense. However, be sure you do
not drive after drinking.

Take vitamin B12 to reduce the chances of
alcohol-related brain damage.

Keep your drinking to no more than two drinks
per day, or cut back on certain days of the week,
such as weeknights.

Take a drinking “holiday” (days or weeks when
you decide not to drink at all). This can remind
you of some of the benefits of being sober.
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Summary

Alcohol use and abuse are associated with TBI
and may cause harm.

Watch for unfounded myths.

Many brief, sensitive, no-cost screeners
available.

Many types of treatment available. Multiple
sessions recommended.

Non-specialists can learn interventions.

Alcohol screening and interventions can be
integrated into many clinical settings.
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Thank You! Questions?
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Thank You

= Throughout the webinar, you are welcome to submit
guestions via the Adobe Connect or Defense
Connect Online question box located on the screen.

* The guestion box is monitored during the webinar,
and questions will be forwarded to our presenters
for response during the question-and-answer
session of the webinar.

= Our presenters will respond to as many questions
as time permits.

,':;'2‘:‘;!' DEFENSE CENTERS OF EXCELLENCE
G;g,,’ For Prynebogal Hoalth & Traematc vake Wy
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*”' DEFENSE CENTERS OF EXCELLENCE

For Psychological Health & Traumatic Brain Injury

Substance Use Disorder
Clinical Support Tools

LTC Philip Holcombe, Ph.D.

Defense Centers of Excellence
for Psychological Health and Traumatic Brain Injury




Required Disclaimer

| have no relevant financial relationships
and do not intend to discuss the
off-label/investigative (unapproved) use of
commercial products/devices.

,':;'2‘:‘;!' DEFENSE CENTERS OF EXCELLENCE
G;g,,’ For Prynebogal Hoalth & Traematc vake Wy
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Management of Substance Use Disorder (SUD)

Clinical Practice Guideline SUMMARY

August, 2009

Py

VA/DoD Evidence Based Practice




Management of SUD in Specialty Health Care

= Facts on substance abuse for
service members and families

= "How to” action steps

Substance Abuse
Affects Families

#E3%) ¢’ DEFENSE CENTERS OF EXCELLENCE
4’_ !/ For Pryoralongcal Health & Trasmatic Bvain Wery 99




Management of SUD in Specialty Health Care

7 el
¢ % .
Medication-Assisted Treatment
for Alcohol Dependence

Treatment options for
alcohol dependence,
Including medication

‘5

W Q\&)

(RN verense centers of exceLLence
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Resources

To download the SUD Tool Kit and the full-length
clinical practice guideline, please use the following
links:

= Substance Abuse Affects Families Brochure
https://www.gmo.amedd.army.mil/substance%20abuse/SUD _Patien
t Brochure.pdf

= Medication Assisted Treatment for Alcohol Dependence

Booklet
https://www.gmo.amedd.army.mil/substance%20abuse/SUD _Patien
t _Booklet.pdf

» Reintegration Resilience Pocket Guide

https://www.gmo.amedd.army.mil/substance%20abuse/SUD _Pocket
Guide.pdf

,‘:31“:‘;!' DEFENSE CENTERS OF EXCELLENCE
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https://www.qmo.amedd.army.mil/substance abuse/SUD_Patient_Brochure.pdf
https://www.qmo.amedd.army.mil/substance abuse/SUD_Patient_Brochure.pdf
https://www.qmo.amedd.army.mil/substance abuse/SUD_Patient_Booklet.pdf
https://www.qmo.amedd.army.mil/substance abuse/SUD_Patient_Booklet.pdf
https://www.qmo.amedd.army.mil/substance abuse/SUD_Pocket_Guide.pdf
https://www.qmo.amedd.army.mil/substance abuse/SUD_Pocket_Guide.pdf

Thank You! Questions?
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Question-and-Answer Session

= Submit guestions via the Adobe Connect or
Defense Connect Online question box located on
the screen.

* The guestion box is monitored and questions will be
forwarded to our presenter for response.

= We will respond to as many questions as time
permits.

,':;'-‘-":‘;s' DEFENSE CENTERS OF EXCELLENCE
Gfg_g.«’ For PryOvalogical Hasith & Trasmatic Bvale Wwry
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Webinar Evaluation/Feedback

We want your feedback!

= Please take the Interactive Customer Evaluation found
on the Monthly Webinar section of the DCoE website

= Or send comments to
DCoE.MonthlyWebinar@tma.osd.mil

;’r"“}‘}(' DEFENSE CENTERS OF EXCELLENCE
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https://ice.disa.mil/index.cfm?fa=card&s=1019&sp=128937&dep=*DoD
mailto:DCoE.MonthlyWebinar@tma.osd.mil

Continuing Education Credit

If you pre-registered for this webinar and want to obtain a
continuing education certificate, you must complete the
online CE evaluation.

= |f you pre-registered on or before Monday, Jan. 21, 2013, please
visit conf.swankhealth.com/dcoe to complete the online CE
evaluation and download your continuing education certificate.

= |f you pre-registered between Tuesday, Jan. 22, 2013, and now,
your online CE evaluation and continuing education certificate will
not be available until Monday, Jan. 28, 2013.

» The Swank HealthCare website will be open through Monday, Feb.
4, 2013.

= If you did not pre-register, you will not be able to receive CE credit for

this event.

o
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http://conf.swankhealth.com/dcoe
http://conf.swankhealth.com/dcoe

Save the Date

S| M| T|W|T|F|S

Chronic Pain: The 1| 2
Biopsychosocial 3 4 56 7 8]¢
ApprOaCh 10 | 11 | 12 | 13 | 14 | 15 | 16

Next DCoE Monthly
Webinar:

17 118 | 19 | 20 | 21 | 22 | 23

Feb. 28, 2013 24 | 25 | 26 27
1-2:30 p.m. (EST)

For more information, visit dcoe.health.mil/webinars
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http://www.dcoe.health.mil/webinars

Webinar Evaluation/Feedback

We want your feedback!

= Please take the Interactive Customer Evaluation found
on the Monthly Webinar section of the DCoE website

= Or send comments to
DCoE.MonthlyWebinar@tma.osd.mil
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https://ice.disa.mil/index.cfm?fa=card&s=1019&sp=128937&dep=*DoD
mailto:DCoE.MonthlyWebinar@tma.osd.mil

DCoE Contact Info

DCoE Call Center
866-966-1020 (toll-free)

dcoe.health.mil

resources@dcoeoutreach.org
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