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Prevalence of High-Risk Drinking
By Gender, Age, and Region, 2000

Source: Disease Control Priorities in Developing Countries, second edition, 2006, Table 47.1

15-29 Years 30-44 Years 45-59 Years

Region Men Women Men Women Men Women

Europe and 
Central Asia 21 11 19 10 21 12
Latin America 
and the 
Caribbean 10 7 11 8 11 7
Sub-Saharan 
Africa 10 3 14 5 13 5
East Asia and 
the Pacific 6 <1 8 <1 7 <1
South Asia <1 1 3 <1 <1 <1



The World Health Organization uses a summary 
measure of ill-health, called the DALY (Disability 
Adjusted Life Year). One DALY is a year of premature 
death, or ill-health, adjusted for the severity of the ill-
health. 

It measures the gap between current health status 
and what could be achieved. 

Peter Anderson, 2009



Alcohol caused DALYs 
= 4.5 million (7.4%)

EU Health Gap in 2000 = 61 million DALYs
Peter Anderson, 2009



Top 10 risk factors for DALYs (high income countries)

Peter Anderson, 2009



Alcohol & HIV

• Prevalence

• Alcohol increases the risk of infection

• Alcohol facilitates the progression of HIV

• Alcohol decreases ART compliance

• Alcohol decreases the proper use of health 
care resources



Prevalence

• Alcohol use disorders (AUDs) and HIV are both widespread, and 
result in intertwined global epidemics 

• HIV/AIDS results in more than 2 million deaths annually (WHO, 
2009). 

• Similarly, there are 1.8 million alcohol-related deaths annually 
world-wide (WHO, 2007). 

• AUDs alone cause significant impairment, and also exacerbate other 
co-morbid conditions like HIV due to:
– Decreased adherence with medications (Hendershot et al., 2009), 
– Decreased health care utilization (Zarkin et al., 2004) 
– Increased HIV risk behaviors (Fisher et al., 2007; Justus et al., 2000). 

• AUDs and HIV act synergistically at the individual and societal level 
to negatively impact health

M. Azar et al, 2010





Alcohol increses the risk of infection



Weighted relative hazard of HIV acquisition by alcohol 
consumption (ALIVE study, n=1525)



Proportion HIV positive by alcohol consumption 
(ALIVE study, n=1525)



Alcohol facilitates the progression of 
HIV



The median time of survival after SIV 
infection was (P 0.05):

• 374 days in ethanol-treated 
animals

• 900 days in the sucrose control 
group





Alcohol facilitates the progression of 
HIV



Alcohol facilitates the progression of 
HIV

231 HIV+ adults followed up prospectively during 30 
months 
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Alcohol facilitates the progression of 
HIV

231 HIV+ adults followed up prospectively during 30 months 
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Alcohol facilitates the progression of 
HIV



Alcohol facilitates the progression of 
HIV



Abstainers
57%

Non binge 
drinkers

34%

Binge 
drinkers

9%

Contact attempted:  3.519

Surveyed: 2774





Alcohol and HIV treatment



Alcohol and HIV treatment

• AUDs and HIV are prevalent and each independently 
contribute negatively to poor health outcomes. 

• When combined, synergistic negative consequences result 
in increased morbidity and mortality. 

• The literature is complicated further by the added 
contribution of co-morbid mental illness, which is highly 
prevalent among both groups. 

• The systematic review assessed the impact of AUDs on 
adherence to ART (N=20), health care utilization (N=11) and 
HIV treatment outcomes (N=10). 

• In general, and with some exceptions, AUDs negatively 
impact adherence to ART, health care utilization and HIV 
treatment outcomes.
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Basic diagnostic classifications

WHO – ICD 10

• Hazardous drinking

• Harmful drinking

• Alcohol dependence

APA – DSM-IVR

• Alcohol abuse

• Alcohol dependence

DSM V

Alcohol Use Disorder
ICD 11 (?)



Given the empirical evidence, the DSM-V Substance 
Use Disorders Workgroup recommends:

• To combine abuse and dependence into a single 
disorder 

• With graded clinical severity

• Two criteria required to make a diagnosis

ALCOHOL USE DISORDER

(DSM V)



Alcohol Use Disorder (AUD)
1. Recurrent use resulting in a failure to fulfill major role obligations 
2. Recurrent use in situations in which it is physically hazardous 
3. Continued use despite persistent or recurrent problems caused or 

exacerbated by the effects of alcohol
4. Tolerance,
5. Withdrawal, 
6. Alcohol is taken in larger amounts or over longer periods than 

intended
7. Persistent desire or unsuccessful efforts to cut down or control 

drinking
8. A great deal of time spent in alcohol-related activities 
9. Important social, occupational, or recreational activities are given up 

or reduced because of drinking
10. Alcohol use is continued despite knowledge of having a problem 

probably caused or exacerbated by alcohol.
11. Craving or a strong desire or urge to drink alcohol.



Severity specifiers:

• Moderate: 2-3 criteria positive

• Severe: 4 or more criteria positive

Specify Physiological Dependence: 

• tolerance and/or withdrawal 

Alcohol use disorder (AUD)
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The need for early identification

Past Alcohol Dependence. Treatment History:

EVER had treatment 25.5%
NEVER had treatment 74.5%

Treatment Examples:
• Inpatient
• Outpatient
• Alcoholics Anonymous

Source:  United States 2001-2002, NESARC data



There is a huge unmet need in the 
treatment of alcohol dependency

• Widest treatment gap among all mental disorders: Less than 10% of 
patients with alcohol abuse and dependence are treated

• High prevalence and low treatment rates indicate a huge unmet 
medical need
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Kohn et al. Bull World Health Organ 2004;82:858–866



The AUDIT 
Alcohol Use Disorders Inventory Test

1. How often do you have a drink containing alcohol?
2. How many standard drinks containing alcohol do you have on a typical day when drinking?
3. How often do you have six or more drinks on one occasion?
4. During the past year, how often have you found that you were not able to stop drinking once 

you had started?
5. During the past year, how often have you failed to do what was normally expected of you 

because of drinking?
6. During the past year, how often have you needed a drink in the morning to get yourself going 

after a heavy drinking session?
7. During the past year, how often have you had a feeling of guilt or remorse after drinking?
8. During the past year, have you been unable to remember what happened the night before 

because you had been drinking?

9. Have you or someone else been injured as a result of your drinking?
10. Has a relative or friend, doctor or other health worker been concerned about your drinking or 

suggested you cut down?
0) No 2) Yes, but not in the past year 4) Yes, during the past year

WHO, 1982

0) Never 1) Less than monthly 2) Monthly 3) Weekly 4) Daily or almost daily



The AUDIT 
Alcohol Use Disorders Inventory Test

1. How often do you have a drink containing alcohol?
2. How many standard drinks containing alcohol do you have on a typical day when drinking?
3. How often do you have six or more drinks on one occasion?
4. During the past year, how often have you found that you were not able to stop drinking once 

you had started?
5. During the past year, how often have you failed to do what was normally expected of you 

because of drinking?
6. During the past year, how often have you needed a drink in the morning to get yourself going 

after a heavy drinking session?
7. During the past year, how often have you had a feeling of guilt or remorse after drinking?
8. During the past year, have you been unable to remember what happened the night before 

because you had been drinking?
 0) Never 1) Less than monthly 2) Monthly

3) Weekly 4) Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?
10. Has a relative or friend, doctor or other health worker been concerned about your drinking or 

suggested you cut down?
0) No 2) Yes, but not in the past year 4) Yes, during the past year

WHO, 1982

Cut off points:

Harmful or Hazardous drinking: 8 or more 

Alcohol Dependence: 13 or more in women, and 15 or more in men



The AUDIT-C

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

2. How many standard drinks containing alcohol 
do you have on a typical day when drinking?

3. How often do you have six or more drinks on 
one occasion
0) Never 1) Less than monthly 2) Monthly

3) Weekly 4) Daily or almost daily



The AUDIT-C

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

2. How many standard drinks containing alcohol 
do you have on a typical day when drinking?

3. How often do you have six or more drinks on 
one occasion
0) Never 1) Less than monthly 2) Monthly

3) Weekly 4) Daily or almost daily

Cut off point for Hazardous drinking: 

• 4 or more in women
• 5 or more in men



The AUDIT 3

• How often do you have six or more drinks on 
one occasion?

Cut off point for Hazardous drinking: 

If yes in the last 12 months, continue with full AUDIT
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Bio-psycho-social assessment (1)

Biological assessment

• Physical examination

• Blood tests (GGT, VCM, ASAT, ALAT, VHC, etc)

• Focussed Anamnesis (accidents, A&E and hospital 
admissions, alcohol –related diseases, etc)

• Drinking pattern
– Use Standard drinks, measure in grams/week

– Ask quantity & frequency specifically

– Ask for labour & weekend days separately



Bio-psycho-social assessment (2)

Psychological Assessment

• Subjective perception of alcohol consumption 
(craving, priming, readiness to change, etc)

• Alcohol related distress (feeling guilty, irritability, 
insomnia, etc.) 

• Psychiatric comorbidity (depression, suicidal 
thoughts, anxiety, etc)



Social Assessment

• Family status 

• Work

• Economical situation

• Educational level

Bio-psycho-social assessment (3)



How to do it

• Empathic style

• Avoid judgmental attitudes

• Stick to facts. Do not discuss why.

• Don’t ask just about alcohol. Tobacco, BZD and 
illicit drugs are also relevant.
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Clinical management phases

• Detoxification

• Rehabilitation



DETOXIFICATION

Alcohol detoxification, or detox, for individuals 
with alcohol dependence, is the abrupt 

cessation of alcohol intake coupled with the 
substitution of alcohol with cross-tolerant 
drugs that have similar effects in order to 

prevent alcohol withdrawal (AW). 

Wikipedia, 2010



DETOXIFICATION

Indicated when:

• Signs or symptoms of AW are present

• Patient drinks above 120gr of alcohol daily

Not indicated when:

• Patient is abstinent >72h and no signs of AW are 
present

• Patient does not agree to an abstinence goal



Clinical Institute Withdrawal Assessment 

(CIWA)
• Nausea and vomiting 
• Tactile disturbances
• Tremor 
• Auditory disturbances 
• Paroxysmal sweats
• Visual disturbances
• Anxiety
• Headache, fullness in head 
• Agitation 
• Orientation and clouding of sensorium 



BENZODIACEPINES (BZD)

• Long half-life BZD are preferred: Diazepam and 
chlordiazepoxide are the golden standard

• Loading dose Technique: a standard dose of the BZD is 
given every 2 hours until light sedation is reached. 

• Tapering technique: initial dose of BZD based on 
history. Then adjust and taper.

• Lorazepam and oxazepam are indicated in patients 
with impared liver function 

• BZD should only be used short term to prevent risk of 
addiction



REHABILITATION

Drug rehabilitation is an umbrella term for the processes of 
medical and/or psychotherapeutic treatment, for 

dependency on psychoactive substances.

The process of treatment and help that leads to cessation of 
drinking or, rarely, to controlled drinking, with improved 

health and normal or stable social and economic functioning

A Dictionary of words about alcohol, 1982

Wikipedia, 2010



• Accept and understand his disease

• Reduce his desire & craving for alcohol

• Reduce the priming effects of alcohol if he 
resumes drinking

• Promote abstinence/reduction of alcohol

• Improve coping skills

• Improve quality of life

REHABILITATION: Group of therapeutic processes 
designed to help the patient to:
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Pharmacological treatments



Drugs for the treatment of alcohol 
dependence

• Disulfiram

• Naltrexone

• Acamprosate

• Nalmefene

• Topiramate

• Sodium Oxybate

• Baclofen



Disulfiram

• Not to be used in all patients
• Decreases the number of drinks and the 

number of drinking days. 
• Does not influence abstinence rates
• Under supervision and framed in a 

psychosocial treatment
• Subcutaneous slow release presentations not 

efficacious

Hughes & Cook, 1997



Disulfiram

Laaksonen et al, Alcohol Alcohol. 2008 Jan-Feb;43(1):53-61. 



ACAMPROSATE

• Increases the cummulated abstinence 
duration (percentage of abstinent days)

• Less clear data on time to first drink and time 
to first relapse.

• Difficult compliance because of dosage

• Weak results in the american trial 



RESULTS: 
Abstinence rate at each visit
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Naltrexone

• Reduces relapse rates. No effect on abstinence 
rates.

• Decreases the rewarding effects of alcohol.

• Increased efficacy when used with CBT

• Long-acting injectable available in some 
countries

• When compared to acamprosate, better 
results.



RCTs with naltrexone

Ait-Daoud et al, 2006



Nalmefene

• Opioid modulator.

• Recently approved by the EMA

• Targeted use (‘as needed’)

• Focus on reduction

• Used jointly with psychosocial intervention



23 HDDs

11 HDDs

23 HDDs

10 HDDs

HDD – change from baseline in the 6-month studies 
– patients with at least high DRL at baseline and randomisation

64

ESENSE 2ESENSE 1

MMRM (OC) FAS estimates and SE; *p<0.05; 
MMRM=mixed-effect model repeated measure; 

OC=observed cases; FAS=full analysis set; SE=standard error
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Psychosocial treatments



The confrontational model

• Review of four decades of treatment outcome research. 
• A large body of trials found no therapeutic effect relative to 

control or comparison treatment conditions. 
• Several have reported harmful effects including increased 

drop-out, elevated and more rapid relapse.
• This pattern is consistent across a variety of confrontational 

techniques tested.
• In sum, there is not and never has been a scientific evidence 

base for the use of confrontational therapies. 

WR. Miller, W. White; 2007



Motivational Interviewing

• New golden standard for the psychological 
approach to addictive behaviours

• Radical change: 
– external confrontation as a technique  vs internal 

confrontation as a goal

– Patient centered

– Spirit: autonomy, evocation, empathy

– Communication style: guiding



Brief Intervention

Assess 

Feed-back results

Offer advice

Negotiate goals & strategies

Monitor progres

Empathic 
attitude

Promote   
self-efficacy

Respect 
Responsibility

Modified from Etheridge RM & Sullivan E. http://www.alcoholcme.com

Modified from Etheridge RM & Sullivan E. http://www.alcoholcme.com


Alcohol Brief Interventions with 
HIV patients?
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Conclusions
• Alcohol and HIV are public health problems. 

• Alcohol has a negative impact on the progression of 
HIV and its treatment.

• The prevalence of risky drinking in HIV population is 
high. Routine screening procedures are needed.

• Brief interventions, psychosocial treatments and 
various drugs have shown efficacy in the treatment of 
alcohol use disorders.
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