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ALCOHOL WITHDRAWAL MANAGEMENT

Key points

CIWA-Ar

· CIWA is a standardized, reliable, validated tool that correlates with the severity of withdrawal, enhances communication between staff, and can help guide therapy once the diagnosis of w/d has been established by the treating clinician  

· CIWA is NOT a diagnostic test; the components of CIWA are non-specific signs and symptoms, so the score must be interpreted within the clinical context

· CIWA can serve as an early-warning monitoring tool for patients at risk for w/d (heavy drinking, prior w/d, seizures, DTs), but without active symptoms

Benzodiazepine (BDZ) Selection

All BDZs are metabolized by the liver, but the type of metabolism and hence the pharmacokinetics vary

Chlordiazepoxide 

· Long-acting parent compound (T1/2 24-40hr) with active metabolites (T1/2 100hr)

· Intermediate onset (30min) with peak 2-4hr

· Oral dosing only

· Smoother withdrawal due to long-half life

· Preferred drug of choice for prophylaxis and mild-moderate active w/d

· Avoid with established liver disease (h/o cirrhosis, hepatic encephalopathy, varices, ascites, SBP, AST>200, INR>1.5) or elderly (>65yr) or strictly NPO.  Repeat LFTs when initially elevated—often improves and many patients can be switched to Chlordiazepoxide in subsequent days.

Lorazepam

· Intermediate half-life (T1/2 10-20hr), no active metabolites

· Faster onset, esp. IV

· Oral, sublingual, IM, or IV dosing routes

· Less likely to accumulate with liver disease and elderly

· Potential for more erratic withdrawal, drug-induced delirium, and drug toxicity, esp. at higher doses

· Preferred only for severe w/d requiring frequent IV boluses, established liver disease, elderly, strictly NPO

Haloperidol

· Adjunctive therapy to control agitation, delirium, hallucinations when autonomic symptoms are controlled (e.g., minimal tremor, diaphoresis) with BDZ

· Use low doses such as 1-2mg per hour prn.  Usually requires <5-10mg/24hr

· Watch for extrapyramidal signs, neuroleptic malignant syndrome
· Caution with prolonged QTc interval (>450msec)

THREE CLINICAL SCENARIOS

Choose the appropriate SFGH order form and level of care based on indication

1.  No Active Withdrawal (CIWA <8)  Observation or Prophylaxis 

· Prophylaxis indicated only with known or reported h/o withdrawal

· No prophylaxis with established liver disease, not actively drinking, or no h/o withdrawal (Order Observation only with CIWA monitoring)

· Select prophylaxis drug based on patient profile (Chlordiazepoxide preferred unless clear contraindication)

· Select dosing taper based on severity of w/d history

2.  Mild-Moderate Withdrawal (CIWA 8-25)

· Employ Symptom Triggered Therapy with dosing titrated to CIWA score

· Symptom triggered dosing is based on a front-loading, sliding-scale taper concept

· Choose drug based on above criteria (Chlordiazepoxide preferred unless clear contraindication)

· Choose the drug only, not the dose (dose is dictated by the CIWA score in a “sliding scale” fashion)

· Reassess patients periodically to assess for adequacy of symptom control and signs of over-sedation

3.  Severe Withdrawal (CIWA >25)

· Admit to 4B or ICU

· Requires near-constant physician management for the first several hours—this is an urgent, serious medical condition equivalent to any other unstable patient situation

· Frequently reassess patient’s status after initial stabilization as this is a high-risk condition
· Abandon CIWA monitoring and titrate treatment to a sedation score of 3 (drowsy, but easily arousable)

· Lorazepam IV bolus dosing q15-30min as needed for minimum of 6hr before considering continuous infusion (“drip”)

· Consider Lorazepam infusion only when patient requires ongoing bolus dosing for at least 6hr and dose exceeds 24mg/6hr

· Resist the urge, and understandable pressure from nursing staff (frequent bolus dosing is very labor intensive), to start continuous infusions prematurely

· Haloperidol adjunctive therapy recommended to treat agitation/delirium component of withdrawal and to avoid excessive use of Lorazepam

· Avoid Lorazepam infusion whenever possible due to risks of drug accumulation, over-sedation, and renal toxicity (Haloperidol may be helpful in avoiding drips) 

· Do not increase infusion rate unless additional, ongoing frequent prn bolus doses are needed for several hours

· Wean Lorazepam drip by ~25% per day when adequate sedation has been achieved for at least 12hrs

· Transition to oral Lorazepam or Chlordiazepoxide when infusion rate is 1mg/hr

