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Objectives

At the conclusion of this session, participants should be able to:

e Use case-based learning to adopt tools for reducing harms to patients with
alcohol withdrawal

e Describe how to overcome barriers to clinicians prescribing medications for
alcohol use disorders

e Explain pros and cons of prescribing medications for alcohol use disorders






Jason W is a 34 yo with hypertension and depression who drinks a 12 pack of
beer a day admitted with severe alcohol withdrawal. He's receives
benzodiazepines, thiamine, folate, and a multivitamin. When his mentation is
clear, he states he would like to cut back but AA didn’t work for him. He asks what
you think he should do.



What diagnosis would you give Jason regarding his alcohol use?

Alcoholic

Alcohol abuser
Addict

Alcohol use disorder

| am not sure



How do you decide what and how much benzodiazepines to give?

Fixed dosing of Librium 10mg g6 with PRN lorazepam 2mg IV q 2 hours
None, | would give him gabapentin monotherapy

Midazolam drip titrated by the bedside nurse PRN sedation
Symptom-triggered dosing through a protocol such as CIWA

| am not sure



What dose and what route do you prescribe of thiamine?

None since he is able to eat

Thiamine 100mg PO daily

Thiamine 500mg IV g 8 hours for 5 days
Thiamine 200mg IV g24 hours for 3 doses

| am not sure



What do you recommend to Jason to help him cut back on his
drinking?

Provide a pamphlet on the harms of alcohol abuse

Try another AA group, and consider going several times a week
Antabuse/disulfiram

Naltrexone or acamprosate

| am unsure



Foundations of treating patients with alcohol use disorder
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Brain Change in Addiction as Learning,
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e

ging the Language of Addiction




Prediction of Alcohol Withdrawal Severity
Scale ™~

Screens hospitalized patients for complicated alcohol withdrawal (seizures, delirium tremens).




Alcohol withdrawal has many symptoms




Delirium tremens
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Kattimani S, Bharadwaj B. Clinical management of alcohol withdrawal: A
systematic review. Ind Psychiatry J. 2013 Jul;22(2):100-8. doi: 10.4103/0972-

6748.132914. PMID: 25013309; PMCID: PMC4085800.




A symptom triggered scale for treatment is preferred



Table 1. Clinical Institute Withdrawal Assessment of Alcohol Scale, Revised.*

Components of Scale

Nine items scored on a scale ranging from 0 (no symptoms) to 7 (most
severe symptoms)

Nausea or vomiting
Tremor

Paroxysmal sweats
Anxiety

Tactile disturbances (itching, numbness, sensation of bugs crawling
on or under the skin)

Auditory disturbances (sensitivity to sound, hearing things that are
not there)

Visual disturbances (sensitivity to brightness and color, seeing
things that are not there)

Headache, sensation of a band around the head

Agitation

One item scored on a scale ranging from 0 (no symptoms) to 4 (disoriented
with respect to place or person)

Orientation and clouding of sensorium

Most Severe Manifestations

Constant nausea with vomiting

Severe tremor, even with arms extended
Drenching sweats

Acute panic

Continuous hallucinations
Continuous hallucinations
Continuous hallucinations
Extremely severe headache

Pacing during most of interview with
clinician or thrashing about

Schutick, MA. Recognition and Management of Withdrawal Delirium (Delirium Tremens). N Engl J Med 2014; 371:2109-2113.

doi: 10.1056/NEJMral1407298




TABLE 1. Alcohol Withdrawal Severity.

Severity Category Associated CIWA-Ar Range” Symptom Description

Mild CIWA-Ar < 10 Mild or moderate anxiety, sweating and insomnia, but no tremor

Moderate CIWA-Ar 10-18 Moderate anxiety, sweating, insomnia, and mild tremor

Severe CIWA-Ar >19 Severe anxiety and moderate to severe tremor, but not confusion, hallucinations, or seizure

Complicated CIWA-Ar >19 Seizure or signs and symptoms indicative of delirium — such as an inability to fully
comprehend instructions, clouding of the sensorium or confusion — or new onset of
hallucinations

American Society of Addiction Medicine. (2021). Clinical practice guideline on alcohol withdrawal management.
https://www.asam.org/Quality-Science/quality/guideline-on-alcohol-withdrawal-management



Benzodiazepines are the mainstay of treatment
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IV thiamine iIs best




NON-PHARMACOLOGIC
OPTIONS AND SBIRT

OFFER TO: everyone with UAU/AUD
\WWHAT: a comprehensive menu of supportive care including:
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https://youtu.be/ul 80QyJF2w\Vw



https://youtu.be/uL8QyJF2wVw




There are 4 medications supported by literature

for the treatment of AUD
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PRACTICE GUIDELINE

Pharmacological Treatment of
Patients With Alcohol Use Disorder

2nd line: Acamprosate
3rd line: Topiramate
4th line: Gabapentin
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INNOVATION AND IMPROVEMENT

"An Inpatient Treatment and Discharge Planning Protocol

mmn Alcohol Dependence: Efficacy in Reducing 30-Day
Readmissions and Emergency Department Visits

Jennie Wei, MD. MPH'?, Triveni Defries, MD, MPH', Mia Lozada, MD', Nataiie Young, MD',
Wiliom Huen, MD, MS, MPH', and Jocqueline Tuisky, MD'
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Choosing the appropriate medication

Naltrexone 50 mg tablet once a day

* LFTs should be <4-5 x upper limit of normal
 Be aware it will decrease effects of opioids

Acamprosate 333 mg tablet three times a day

e Contraindicated if GFR<30
« Be aware of increase risk of suicidal thoughts

Topiramate 25 mg tablet once a day

adjust for renal impairment
must be increased slowly to 300 mg

Gabapentin 300mg capsule at bedtime
must be increased slowly to 1800 mg



Naltrexone

Acamprosate

Topiramate

Gabapentin
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Pharmacological Addiction (2021).
Pharmacological agent may treat
cocaine addiction.
https://mww.science20.com/erin039s
_spin/pharmacological_agent_may_
treat_cocaine_addiction
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Talk about medications with every patient

Naltrexone

50 mg




What are the harms of discussing these medications?

JUST DO IT.




What could you say if the patient says
‘I don’t want to trade one addiction
for another’



What are options If the patient
says That made me feel SO
sick when | drank!



What are options if the patient says ‘I
never remember to take my pills.’



What could you say If your peer says,
‘I've never heard of those medications.
The PCP can handle it.’






Jason W is a 34 yo with hypertension and depression who drinks a 12 pack of
beer a day admitted with severe alcohol withdrawal. He's receives
benzodiazepines, thiamine, folate, and a multivitamin. When his mentation is
clear, he states he would like to cut back but AA didn’t work for him. He asks what
you think he should do.



What diagnosis would you give Jason regarding his alcohol use?

Alcoholic

Alcohol abuser
Addict

Alcohol use disorder

| am not sure



How do you decide what and how much benzodiazepines to give?

Fixed dosing of Librium 10mg g6 with PRN lorazepam 2mg IV q 2 hours
None, | would give him gabapentin monotherapy

Midazolam drip titrated by the bedside nurse PRN sedation
Symptom-triggered dosing through a protocol such as CIWA-Ar

| am not sure



What dose and what route do you prescribe of thiamine?

None since he is able to eat

Thiamine 100mg PO daily

Thiamine 500mg IV g 8 hours for 5 days
Thiamine 200mg IV g24 hours for 3 doses

| am not sure



What do you recommend to Jason to help him cut back on his drinking?

Provide a pamphlet on the harms of alcohol abuse

Try another AA group, and consider going several times a week
Antabuse/disulfiram

Naltrexone or acamprosate

| am unsure
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