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Mitigating Bias

Speakers will highlight when off-label use of medications is being discussed.

Speakers will utilize generic medication names throughout the discussion.
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Objectives

Review the financial Identify common Be able to recognize, Identify harm

and health costs of alcohol-related monitor, and reduction practices for

alcohol. presentations to the manage alcohol the ED, and practice
Emergency withdrawal in a busy conducting Brief
Department (ED). ED setting. z\lBel\lgl(;tiatEd Interviews

Identify community
resources such as
Rapid Access
Addiction Medicine
(RAAM) clinics.
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Emergency Department Visit Counts in Canada

Substance use-attributable emergency department visits counts, Canada, 2020
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Substance Use Attributed Healthcare Costs in Canada

Substance use-attributable total healthcare costs, Canada, 2020
_$6.27 billion

$6.00
. $5.00+
&>
O
<L
o
o $4.004
™
)
Sk
w
_5 $3.00
E
i
2 $2.00
Q
$1.00 1
ol o= . =
Alcohol Tobacco Cannabis Opioids  Other CNS  Cocaine  Other CNS Other
depressants stimulants substances
META 'PHI
Canadian Substance Use Costs and Harms https://csuch.ca/explore-the-data/ o Yoors taa mmavchon | PaTTERs I Heny

httne / I'www cnoha cal/<itec/defarilt/file</1inload</nolicv/no<ition<tateament</2022-06-alcohol-con<iimption-in-canada-e ndf


https://csuch.ca/explore-the-data/
https://www.cpha.ca/sites/default/files/uploads/policy/positionstatements/2022-06-alcohol-consumption-in-canada-e.pdf

Substance Use Attributable ED Visit Costs - Alcohol, Canada 2020

Substance use-attributable emergency department visits costs for alcohol, Canada, 2020

Costs [millions]

$80.00

.ON

$60.00

$40.00

$20.00

® FE®

META 'PHI

NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN

Canadian Substance Use Costs and Harms https://csuch.ca/explore-the-data/



https://csuch.ca/explore-the-data/

Increased Prevalence and Mortality

 ED visits for alcohol-related reasons (ARR) increased by 85% for females and 50% for
males from 2003 to 2016

Number of ED visits per year 1-year all cause mortality

1 visit, any cause 0.5%
1 ARR visit 2%
2 ARR visits 5%
5 or more ARR visits 9%
*men 45-59 with 3 ARR visits or more 12%
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Common Presentations




When do YOU consider if alcohol is involved?




Consider alcohol in the context of ...

Pancreatitis, gastritis

Unexplained trauma — falls, accidents

Uncontrolled hypertension, atrial fibrillation/arrhythmias
Anxiety, depression

Problems with work, school, relationships, sleep

Elevated liver enzymes especially GGT, elevated MCV

The first few drinks makes things better,

but heavy/chronic drinking makes things worse
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Spectrum of Use

Alcohol Consumption Per Week

0 drinks per week
Mot drinking has benefits, such as
better health and better sleep.

1 to 2 standard drinks per week m
You will likely avoid alcohol-related
consequences for yourself and others.

3 to 6 standard drinks per week
Your risk of developing several different
types of cancer, including breast and
colon cancer, increases.

W www
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7 or more standard drinks per week
Your risk of heart disease or stroke increases.

Each additional standard drink
Radically increases the risk of these
alcohol-related consequences.
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Increasingly
high risk

Canada’s Guidance on Alcohol and Health (ccsa.ca)

THINKING ABOUT DRINKING: Risky Drinking,
Alcohol Use Disorder, and What You Can Do

THE WAY PEOPLE DRINK CAN BE DESCRIBED ON A SPECTRUM.

NO DRINKING LOW-RISK DRINKING RISKY DRINKING ALCOHOL USE

DISORDER (AUD)

A condition in which Higher chance that
someone keeps drinking drinking might cause
even though they know harm

it's harming them

Drinking that probably
won't be harmful to
yourself or other people

Signs of risky drinking: Drinking most days, getting into fights or accidents while drinking,
not sleeping well after drinking, getting hangovers often.

Signs of AUD: Having trouble controlling drinking, drinking even when you know it's

harming you, spending a lot of time drinking and recovering from drinking, feel strong
cravings to drink.

ED PatientHandout.pdf (metaphi.ca)
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https://www.metaphi.ca/wp-content/uploads/ED_PatientHandout.pdf
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Addiction

Addiction is a not a choice. It is a chronic health condition.

DSM-5 OUD CRITERIA
To confirm a diagnosis of OUD, at least two of the following criteria
should be observed within a 12-month period:**

[1 |Opioids are often takenin largeramounts or over alonger period thanwasintended

[] | Thereisapersistent desire orunsuccessfulefforts to cut down or control opioid use

Agreat deal of time is spent on activities necessary to obtain the opioid, use the opioid, or recover fromits
effects

[] |Craving, orastrongdesireor urge to use opioids

[ |Recurrentopioid useresultingin afailure tofulfill major role obligations at work, school, or home

Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or
exacerbatedbythe effects of opioids

[ |Important social, occupational, or recreational activities are givenup or reduced because of opioid use

[ |Recurrentopioid usein situations in which useis physically hazardous

Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological

- problem that islikely to have been caused or exacerbated by the substance
Exhibits tolerance*:
O » Need for markedly increased amounts to achieve intoxication or desired effect **

+ Markedly diminished effect with continued use of the same amount **

Exhibits withdrawal*:

O + Characteristic opioid withdrawal syndrome **

» Same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms **

DSM-5 OUD criteriais not validated in youth < 12

Youth < 12 have special needs and clinicians should consult experts

*With the exception of patients who are taking opioids for chronic pain (For more information see Section E:
Prescribing considerations for buprenorphine-naloxone)

Look for the 4 Cs:

* Craving

* Loss of Control (of amount or frequency of use)
* Compulsion to use

* Use despite Consequences
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Toolkit for Alcohol-Related Presentations
to the Emergency Department

https://www.metaphi.ca/toolkits/#ED-AUD




oolkit for Alcohol-Related Presentations to the ED

https://www.metaphi.ca/toolkits/#ED-AUD

Approach to ED Patients With Alcohol-Related Order Set for Alcohol Withdrawal
Presentations
GENERAL

Patient presents to ED with alcohol use disorder/presentation associated with high-risk alcohol use:

Supports
« Alcohol intoxication + Chest pains/arrhythmias « Psychiatric conditions (e.g, self-harm, suicidal ideation) O Offer cn-site connection with pee r or addiction ses orker if available
+ Alcohol withdrawal (including seizures) + Hepatic and extra-hepatic sequelae (eq, ascites) » “Unwell” O Initiate hospital suicide/ sment
+ Trauma {e.g,, accident, assault) + Glissues (e.g, pancreatitis, gastritis) « Repeat ED visits
« Treat presenting condition(s) Monltormg

« Perform brief negotiated interview: Is the patient's presenting condition likely connected to their alcohol use?

eline and g 2 H or with each CIWA-Ar assessment

Does the patient have a current goal of alcohol cessation OR will be in the ED long enough that they will experience alcohol withdrawal?

Consider the appropriate treatment and discharge setting:

«ED: History of seizures, DTs, withdrawal requiring hospital admission, comorbidities (concurrent unstable or withdrawal: SBP > 180 DBl

complex medical ar psychiatric conditions, pregnancy)

Offer on-site connections or hmia, profuse sweating, re; vomit thdrawal tremor, hallucinations,
+Home: Patient has a safe space, capable of self-care or has a support person available «community referrals for AUD entation, delusions, withdraw
- WMS: Patient does not have a safe space, requires additional support or monitoring or high-risk drinking

en CIWA-Ar < 10 x 2 consecutive reassessments at le

ED WITHDRAWAL MANAGEMENT Testing

O ECG
Does the patient have a history of withdrawal seizures/DTs? Is the patient in severe withdrawal? O Serum ethanol, CBC, electrolytes (Na-+, K+, Cl-, HC . . GET AST ALT. ALP. bilinubin
albumin, INR
- v @ @j 0 Serumyurine BHCG

) 0O Urine drug screen/serum toxicol
+Initiate oral benzodiazepine loading e symptom-triggered treatment for CIWA-Ar = 10: » Initiate IV benzodiazepines: N
doses when CIWA-Ar = 10 OR at least 6 = Patients at risk for benzodiazepine toxicity/sedation or = Diazepam 10 mg
hours after last drink: without definitive signs of withdrawal: Diazepam 10 mg OR lorazepam 2mg g 10 min Fluids
= Patients at risk for benzodiazepine OR lorazepam 1-2mg PO q TH « Initiate cardiac monitoring and correct
toxicity/sedation or without definitive = All other patients: Diazepam 20 mg electrolyte imbalances O saline lock
signs of withdrawal: Diazepam 10 mg OR lorazepam 4 mg PO q 1H » When na longer in severe withdrawal, O W fluids at mifhe
OR lorazepam 2 mg » Discontinue protocel when CIWA-Ar< 10x 2 initiate symptom:-triggered oral
= All other patients: Diazepam 20 mg « For withdrawal worsening OR not responding after treatment
ORlorazepam 4 mgq 1Hx3 diazepam B0 mg/lorazepam 16 mg over 4 Hor less « For severe withdrawal not responding Thiamine
= Monitor for sedation before each dose + Double the oral benzodiazepine dose (diazepam 40 mg/ toIV benzodiazepines, consider O Thiamine 300 ma IM x 1
«Initiate symptom-triggered treatment lorazepam 4-8mg q 1 H) OR move to IV dosing as per phenobarbital and initiate referral for “mg
after loading doses are administered severe withdraw admission O Thiamine 300 mg
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Alcohol Withdrawal

Recognition & Monitoring



Physiology of alcohol withdrawal

e Alcohol suppresses the NMDA system (neuroexcitatory) and enhances GABA

* Chronic heavy alcohol use causes compensatory increase in number and sensitivity of NMDA
receptors and decrease in GABA receptors

* |f alcohol abruptly discontinued, the upregulated NMDA system causes autonomic
hyperactivity:

* Tremor, sweating, seizures, DTs etc.
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Physiology of alcohol withdrawal

a) Equilibrium between inhibition and arousal b) Neuroadapation to alcohol mm Inhibitory effect
GABA Glutamate Ethanol g Glutamate
E=id m 2
- g Excitory effect
- L_:
GABA mm B
wi N -
¢) Alcohol withdrawal: disequilibrium and over-arousal d) Equilibrium restored
Benzodiazepine®  _ Glutamate
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GABA = gamma-aminobutyric acid * Administered as a gradually tapering dose
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When to be concerned about withdrawal

* Withdrawal is uncommon in people drinking less than five drinks per day for less than one
week straight

e Severity of withdrawal is associated with the amount consumed

* Individuals show predictable pattern of withdrawal
* People with previous withdrawal seizures are at high risk for recurrence

N
N
N
9
N
N
N
g

Alcohol Alcohol Alcohol Alcohol
iritoxication Withdrawal intoxication Withdrawal Tnoxication Withdrawal intoxication Withdrawal

>

“The term “kindling” refers to the phenomenon that people
undergoing repeated cycles of intoxication followed by
abstinence and withdrawal will experience increasingly

Y

severe withdrawal symptoms with each successive cycle.”
from Becker, H.C. (1998). Kindling in Alcohol Withdrawal. Alcohol Health and Research World.

Severity of Withdrawal Symptoms

Repeated Cycles of Alcohol Intoxication and Withdrawal
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https://europepmc.org/article/PMC/6761822#id626693 e EiaNan | e



Clinical features of alcohol withdrawal

Begins 6—-12 hours after last drink

Acute withdrawal usually resolves within 2—3 days, may last up to 7 days

Most reliable signs: Tremor and sweating

Other signs: Tachycardia, hypertension, hyperthermia

* Symptoms: Anxiety, nausea, headache

META 'PHI
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Withdrawal severity scales

 CIWA-Ar scale

* 10 items

* Scale is measured every 1-2 hours
e A score of 10 or more indicates the need for treatment
* Treatment is completed when score is less than 8 on two consecutive occasions

* CIWA-Ar is the most studied and used withdrawal severity scale

META 'PHI
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Limitations of the CIWA

* Most of the ten items are subjective (nausea, headache) and non-specific

* False positives in patients who are anxious, in psychosis, have essential tremor, cerebellar
disease, delirium not related to alcohol, febrile iliness, or seeking medications

* False negatives if language barriers, cognitive delay, dementia, impaired consciousness,
education level

* Time consuming (5+ minutes); not feasible to administer hourly in a busy ED
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Toolkit for Alcohol-Related Presentations to the ED

Clinical Institute Withdrawal Assessment for . i i -
Alvobol Rovised (CIWALAY) Training Too! https://www.metaphi.ca/toolkits/#ED-AUD

essed and managed properly. Emergency department
ng the CIWA-Ar tool (10-item standardized scale for assessing
wal symptoms are assessed.

alcohol withdrawal) when alcohol withd

Harm and stigma reduction = Changing our language: Due to stigma and ne connotations associated with the term
when speaking with your patient and documenting.

alcoholic, remember to use alcoh

PEARLS OF RECOGNIZING ALCOHOL WITHDRAWAL

This is most likely in a person that reports heavy daily alcohol consumption with a recent reduction in use. Withdrawal
patterns repeat themselves. If they have had severe withdrawal before, they are likely to have it again.

Signs and Symptoms:
+ Nausea and/or vomiting

Always wake the p hdrawal can progress while sleeping. If not fully awake, scoring may be low while

withdrawal sy

s seen in Parkinson’s. Inan

t and does not fat

tremnor that occurs in the hands. It is not a

nded and fi

Alcohol withd
lc

rou will se emor that is const

hol withdrs

al 5 Spres

Different withd treatment and reassessment recommendations are required for each scoring range:

« < 10 Milc

thdrawal

+ 10-19 Moderate withdrawa

s 220 Severe withdrawal

A CIWA-Ar assessment

Pharmacology Treatment:

Benzodiazepines treat the symptoms of alcohol withdrawal and prevent complications of alcohol withdrawal such as seizures.

6 hours). Lorazepam is preferred in cases where pati have clinical

the elderly, and those on high dases aofo

nam is the drug of choice because of its long half-life (S

5. These

=nous push being the guickest route to administer medication to a
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CIWA-Ar scale (1)

Nausea/vomiting: “Do you feel sick to your stomach? Have you vomited?”

0 No nausea or vomiting
1

2
3
4 Intermittent nausea with dry heaves

Tremor: Arms extended and fingers spread apart

0 No tremor
1 Tremor not visible but can be felt fingertip
to fingertip

Paroxysmal sweats

0 No sweat visible
1 Barely perceptible sweating, palms moist

Anxiety: “Do you feel nervous?”

0 No anxiety, at ease
1 Mildly anxious

2
3
4 Moderate with patient’s arms extended

)]

iy

Beads of sweat obvious on forehead

2

3

4 Moderately anxious, or guarded, so
anxiety is inferred

5

6

7 constant nausea, frequent dry heaves and
vomiting

~N o0

Severe, even with arms not extended

5
6
7 Drenching sweats

5

6

7 Equivalent to acute panic states as seen in
severe delirium or acute schizophrenic
reactions

Headache, fullness in head: “Does your head feel different? Does it feel like there is a band around your head?” Do not
rate for dizziness or light-headedness. Otherwise, rate severity.

O Not present
1 Very mild

2 Mild
3 Moderate
4 Moderately severe

5 Severe
6 Very severe
7 Extremely severe

K-basin beside them?
Dry heaving?
Eating & drinking?

Not a resting tremor
Arms out, fingers extended
Doesn’t diminish

Sweating now?
Sweat on and off last night?

More than baseline
What they report
How the interact e.g.
defensive, unfocused

Holding/rubbing temples?
Throbbing or dull ache?
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CIWA-Ar scale (2)

Agitation

0 Normal activity 2 5
1 Somewhat more than normal activity 3 6
4 Moderately fidgety and restless

interview, or constantly thrashes about

Tactile disturbances: “Have you had any itching, pins and needles sensations, any burning or numbness, or do you feel

bugs crawling on your skin?”

0O None 2 Mild itching, pins and needles, burning, or 5 Severe hallucinations
1 Very mild itching, pins and needles, numbness 6 Extremely severe hallucinations
burning, or numbness 3 Moderate itching, pins and needles, 7 Continuous hallucinations
burning, or numbness
4 Moderately severe hallucinations

Auditory disturbances: “Are you more aware of sounds around you? Are they harsh? Do they frighten you? Are you
hearing anything that is disturbing to you? Are you hearing things you know are not there?”
5 Severe hallucinations

6 Extremely severe hallucinations
7 Continuous hallucinations

2 Mild harshness or ability to frighten
3 Moderate harshness or ability to frighten
4 Moderately severe hallucinations

O Not present
1 Very mild harshness or ability to frighten

Visual disturbances: “Does the light appear to be too bright? Is its colour different? Does it hurt your eyes? Are you
seeing anything that is disturbing to you? Are you seeing things you know are not there?”
5 Severe hallucinations

6 Extremely severe hallucinations
7 Continuous hallucinations

2 Mild sensitivity
3 Moderate sensitivity
4 Moderately severe sensitivity

O Not present
1 Very mild sensitivity

Orientation and clouding of sensorium: “What day is this? Where are you? Who am 1?”

3 Disoriented for place by more than 2
calendar days
4 Disoriented for place and/or person

0 Oriented and can do serial additions 2 Disoriented for date by no more than 2
1 Cannot do serial additions oris uncertain calendar days
about date

7 Paces back and forth during most of the

Fidgeting?
Pacing?
Can’t sit in their chair?

Intermittent itching?
Wringing their hands?
Rubbing or scratching
continuously?

Are they jumpy?
Look for the source of a
sound?

Eyes closed?
Shades on?
Unable to pay attention?

What day is it?
Where are you?
Who am I?
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CIWA-Ar scale

e Mild Withdrawal CIWA-Ar< 10
e Moderate Withdrawal CIWA-Ar 10-19
e Severe withdrawal CIWA-Ar > 20

Definitive signs of severe withdrawal:
CIWA-Ar > 20 and/or
SBP > 180 DBP > 110 HR > 120 bpm T>375C

arrhythmia, profuse sweating, repeat vomiting, severe withdrawal tremor, hallucinations,
psychomotor agitation, confusion, disorientation, delusions, withdrawal seizures, or DTs

META 'PHI
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CIWA-Ar scale Tips & Tricks

Wake the patient — withdrawal can worsen while sleeping

Watch the patient— information from before/during/after the assessment can help guide scoring

e.g. Did they complain about night sweats?

e.g. Have they been running to the bathroom?
e.g. Did they just eat a large breakfast and appear comfortable?

NOT a resting tremor — postural (against gravity) & intention (with action)

-ask for arms out, fingers spread, and hold — watch their hands
-tremor does not diminish (it will not slow, no matter how long they hold their arms)

-for mild tremor, you can ask for the patient to complete a task, like taking a drink of

water, or place a piece of paper on their hands
META 'PHI
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CIWA-Ar scale Tips & Tricks

Tactile, Auditory, Visual Disturbances — they don’t need to be hearing or seeing things, the
light, sounds, and touch bothering them should be scored as well

Vitals — not a part of the CIWA-Ar, but largely influence determination of severe withdrawal

Frequency — with symptom-triggered treatment, CIWA-Ar should be done before each dose is
given — it help guides whether a dose is needed or not

With repetition, scoring becomes quick and easy to complete!

META 'PHI
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Accompanying eLearning Module, CAMH

Free, publicly accessible, eLearning Module on CIWA-Ar with certificate of completion

Introduction to the CIWA-Ar Introduction to the CIWA-Ar Introduction to the CIWA-Ar

Menu Part 3 scenario | Resources and transcripts Menu

> | Resources and transcripts

Standard drinks Assessing risk of alcohol withdrawal

Upon the presentation of a patient who struggles with alcohol use, health care providers
should assess for risk of withdrawal and conduct a CIWA-Ar if withdrawal symptoms are
suspected. The following questions can be used to determine a patient's risk of alcohol
withdrawal. Select the numbers below to see each question. Note: The Next button will
unlock once you've viewed all content.

- B " I Has the patient had previous episodes of alcohol withdrawal? If yes, do they have a history of
Introduction to the Clinical Institute withdrawal seizures or delirium tremens?
Withdrawal Assessment for Alcohol-Revised '

Rationale: Past withdrawal predicts future episodes of withdrawal. Patients with a history of

delirium tremens and withdrawal seizures are at high risk of recurrence.
START

Introduction to the CIWA-Ar

According to the Canadian Low-Risk Alcohol Drinking Guidelines published by the
Canadian Centre on Substance Use and Addiction (CCSA), a “standard drink” (SD) is
defined as the following. Select each icon:

Introduction to the CIWA-Ar MeR
s 1 o] ¢PREV | NEXT»
a Select Play to watch a nurse complete @ Civva-mi asseasiniciit witi a pauciic

Wh at IS th e C | WA_A r? Clinical Institute Withdrawal Assessment for

Alcohol, revised

The Clinical Institute Withdrawal Assessment for
Alcohol-Revised (CIWA-Ar) is an assessment tool
that provides an objective measure of alcohol Pt
withdrawal severity. The CIWA-Ar can be used to =
determine the severity of a patient’s alcahol
withdrawal and help assess when to give

benzodiazepines to treat withdrawal. This approach
is also known as symptom-triggered therapy.

Any patient determined to be at risk of alcohol
withdrawal should be monitored closely, and a
CIWA-Ar should be conducted when alcohol I_m
withdrawal symptoms begin.

CIWA-Ar form

: : == META'PHI
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Objective scales: SHOT and BAWS

 SHOT: Sweating, Hallucinations, Orientation, Tremor

 BAWS: Sweating, Hallucinations, Orientation, Tremor, Agitation

* Advantages:

No subjective symptoms so fewer false positives

Takes 1 minute to complete, vs 5 minutes for CIWA, so greater compliance with q1H
measurements in the ED

Better at identifying delirium and other causes of altered consciousness

Disadvantage: Less research on validity and reliability

But preliminary research has found strong correlation with CIWA scores

META 'PHI
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SHOT scale

Sweating

Hallucinations

“Are you feeling, seeing, or hearing anything that is
disturbing to you? Are you seeing or hearing things
you know are not there?”

Orientation
“What is the date, month, and year?
Where are you? Who am 1?”

Tremor
Extend arms and reach for object.
Walk across hall (optional).

0 — No visible sweating
1 — Palms moderately moist
2 — Visible beads of sweat on forehead

0 — No hallucinations
1 — Tactile hallucinations only
2 — Visual and/or auditory hallucinations

0 — Oriented
1 — Disoriented to date by one month or more
2 — Disoriented to place or person

0 —No tremor

1 — Minimally visible tremor
2 — Mild tremor

3 — Moderate tremor

4 — Severe tremor
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Withdrawal Monitoring Exercise

* Bob is a 53 yr old male patient that presents to the ER for Nausea. He is quite diaphoretic but
temp orally is 36.3. He is able to tell you his name and that he is in ER but thinks that it is
2023. When he puts out his hand for you to apply his identification arm band you notice that
he has a significant tremor.

* What questions would you consider asking Bob?

 What tool could you use?
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NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN



Withdrawal Monitoring Exercise

META 'PHI

NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN



Withdrawal Monitoring Exercise

LINICAL TOOLS FOR ADDICTION INTEGRATION
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Alcohol Withdrawal

Complications, Prevention, & Management



Withdrawal Timeline Minor Symptoms
Anxiet :
Insom:ia —Alcohth .
Gastrointestinal Hallucinosis i
upset Most commonly Withdrawal —
Headache visual, also Seizures Delirium Tremens
Palpitations auditory or Generalized Agitation
Anorexia tactile tonic-clonic Hallucinations
convulsions Disorientation
[Usually resolves Tachycardia
within 48 hours] [May occur as Hypertension
early as 2 hours Fever
after alcohol Diaphoresis
AICOhD! cessation]
Cessation [Peak at 5 days, lasts up
l to 7 days]
1 2 3 days

——— —————j——j———

Time of first onset of symptoms

Figure. The four distinct conditions of alcohol withdrawal syndrome shown on a spectrum of severity and timeline scale. This
figure was adapted with permission from Alcohol Withdrawal Syndrome.™ Amencan Family Physician, ©@American Academy of
Family Physicians. All Rights Reserved.

https://www.alltreatment.com/alcohol-
withdrawal-timeline/
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Withdrawal Timeline
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https://www.researchgate.net/figure/Graph-
depicting-the-time-course-of-alcohol-withdrawal-
symptoms-based-on-clinical_fig2 263860038
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Alcoholic Hallucinosis

e Hallucinations
* Predominantly visual
* Think of differentials if auditory
* NO clouding of sensorium like with DTs
* Distressing, as they are aware it’s a hallucination

e Vitals usually normal
e Develop within 12-24h
» Typically resolved within 48h (earliest point DTs develop)
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Withdrawal Seizures

* Risk increases with amount consumed

* Patients who have had seizures in the past are at high risk of recurrence

* An estimated 10-15% of patients with severe alcohol use disorder have had at least one
withdrawal seizure

e Typically occurs 12-72 hours after the last drink
* Usually but not always preceded by autonomic hyperactivity — tremor and sweating

 Grand mal, non focal, brief
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Withdrawal Delirium

* Also known as “Delirium tremens”

* Risk factors:
* Very heavy alcohol consumption
* Medical illness eg pancreatitis, pneumonia
* Inadequate treatment of early withdrawal symptoms
e Past history of DT'’s

 Starts day 3-5 after last drink
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Withdrawal Delirium (2)

e Patient is confused and disoriented

* Tachycardia, hypertension, low-grade fever, agitation, diaphoresis, hallucinations
(predominantly visual)

* May be ‘living in a dream’, eg ‘I'm in my apartment, it’s 1974, and you are a policeman’
* Not always easy to diagnose:

e Patient may have learned by repeated questioning to state the correct date and location
e Ask, ‘why are you here? Who am |? What am | doing here’?

* “Sundowning’: Patient may be agitated and confused at night, and calm and oriented in the
morning
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Wernicke’s Encephalopathy

e Confusion, ataxia, ocular abnormalities
* Slow, unsteady gait
* Double vision, nystagmus, paralysis of oscular muscles

 Difficult to diagnose in a patient who is intoxicated or in withdrawal
 Risk factors: Poor diet, liver disease, poor absorption (e.g. gastric bypass)

e Can result in Wernicke-Korsakoff Syndrome
* Chronic deficits of memory impairment
e Usually short-term memory loss
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Prevention of Complications

Benzodiazepine loading in patients who have a history of withdrawal seizures or DTs

Diazepam 20 mg or Lorazepam 4mg qlH x 3
* No evidence that anticonvulsant medications are effective in preventing withdrawal seizures

* Loading doses are given regardless of CIWA, until the patient is light drowsy with minimal to no
tremor

Correct electrolyte imbalances to prevent arrhythmia

Prevent Wernicke’s Encephalopathy with Thiamine
e 300mg IM/IV/PO
 100mg PO three times daily if concerns with absorption
 Then 100mg PO once daily for 2-3 weeks
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Symptom-triggered treatment

* Give high dose of benzodiazepines
when severe symptoms present;
don’t give benzos if minimal
symptoms

e Severity of symptoms is measured by a
standardized scale e.g. CIWA-Ar

* Relieves withdrawal more rapidly and
completely than scheduled treatment,
therefore

* Shortens length of stay in the ED
* Prevents complications (e.g., seizures, DTs)

* Prevents over-medicating and over-
sedation

E.g. Diazepam 10mg PO q 1-2 H when CIWA-Ar 210

* Treatment completed when CIWA-Ar < 8 on two
consecutive measurements, with minimal tremor

WITHDRAWAL TREATMENT

Hold any dose if the patient shows signs of sedation {frequently drowsy, rousable, but drifts off to sleep during conversation)

Benzodiazepine loading doses
For patients with a previous history of withdrawal seizures or OTs AND CIWA-Ar = 10 OR at least & H from last drink (.2, no longer
ntaxicated and entering withdrawal)*

O Diazepam 20 mg POg1Hx3

O Lorazepam 4mg POg 1Hx3

O Continue with symptom-triggered treatment after loading doses are completed

If there is concern about the risk of oversedation, consider starting with a test dose of diazepam 10 mg or lorazepam 2 mg
Initial intravenous dosing

For patients with initial presentation of CIWA-Ar = 20 and definitive signs of severe withdrawal

O Diazepam 10 mg IV q 10 min PRN, to max of 40 rr

O Lorazepam 2 mg IV g 10 min PRN, to max of 10 mg

Symptom-triggered treatment-

A

O Diazepam 20 mg PO q 1 H for CIWA-Ar = 10 and/or definitive signs of severe withdrawal

O Lorazepam 4 mg PO q 1 H for CWA-Ar = 10 and/or definitive signs of severe withdrawa

If the patient does not yet show definitive signs of withdrawal (e.g., tremor) oris at risk for benzodiazepine toxicity, consider starting

O Lorazepam 2 mg PO g 1 H fi
O Lorazepam 1 mg PO g 1 Hfor C

O Lorazepam 0.5 mg PO g 1 H for CIWA-Ar =2 10

For severe withdrawal worsening or not improving despite diazepam 80 mg/lorazepam 16 mg over four hours or less, double the dose

of oral benzodiazepines or move to intravenous dosing®

0O Diazepam 40 mg PO g 1H

0O Lorazepam 4mg POg 1 H

O Lorazepam 8mg POg 1 H

O Diazepam 10 mg IV g 10 min PRN, to max of 40 mg per hour

O Lorazepam 2 mg [V g 10 min PRN, to max of 10 mg per hour
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Diazepam treatment

* High doses are safe: patients who are highly tolerant to alcohol are also highly tolerant to
benzodiazepines

* Diazepam is preferred because it is metabolized to active metabolites, so has a duration of
action of up to 5 days

* Once withdrawal is resolved, prolonged action of diazepam prevents rebound withdrawal

META 'PHI

NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN



Lorazepam treatment

* Lorazepam does not have active metabolites, so is safer in patients at high risk for diazepam
toxicity:
* Frail elderly
* Cirrhosis with liver dysfunction
* Respiratory impairment
* On high doses of potent opioids

* Note: Patients given lorazepam should be reassessed more often because their withdrawal
symptoms could return
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Withdrawal Management Exercise

Using the Metaphi orderset what would you give Bob for
medication?

How often would you recheck his SHOT or CIWA?

What other support would you provide Bob with ?
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Withdrawal Management Exercise
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Harm Reduction in Hospital



Asking about alcohol

*Do you drink alcohol?
*What do you like to drink? Beer? Wine? Vodka?

*Do you drink daily? How many days of the week would you drink?
*What time of day do you start drinking?

*When drinking, what’s the most you would drink in one day? The least?

THE BNIHAS FOUR MAJOR COMPONENTS:

1. Establish rapport and ask permission to discuss alcohol consumption and its possible consequences.

2. Provide feedback on the patient’s drinking levels and make a connection to the ED visit.

3. Enhance motivation to reduce drinking by asking how ready on a scale of 1-10 the patient is to change any aspect of

their drinking.

4, Megotiate goals and advise a plan of action.

https://www.metaphi.ca/wp-content/uploads/ED BNI.pdf
https://www.youtube.com/watch?v=0-zHoutHnwk
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https://www.metaphi.ca/wp-content/uploads/ED_BNI.pdf
https://www.youtube.com/watch?v=o-zHoutHnwk

Anti-craving Medications

* Should be routinely offered to patients with:
* Alcohol use disorder
* Alcohol-related conditions
* Heavy drinking who would benefit from support reducing their intake

e Based on controlled trials they:
* Reduce alcohol use
* Reduce ED visits, hospitalizations
* Are cost-effective
* Improve participation in psychosocial treatment
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Explaining anti-craving medications to patients with AUD

* Anti-craving meds should be routinely offered to patients with AUD, just as we routinely offer
smoking cessation medications to smokers

Often patients think that their alcohol problems are entirely psychological and they are just
lacking in will power

Explain that cravings for alcohol are partly determined by genetic and neurological factors

* By reducing cravings, anti-craving medications help patients reduce their drinking

“Patients who leave hospital prematurely are 12 times more likely to be
readmitted with a related diagnosis with 14 days, and twice as likely to die.”
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https://crismprairies.ca/wp-content/uploads/2020/02/Guidance-Document-FINAL.pdf

Naltrexone




Naltrexone

First line treatment for alcohol use disorder

 Reduced euphoria experienced with drinking

* |In turn, this will help to decrease cravings/urges over time

e |f effective, patients will say “I don’t like it it” “l don’t need it” “l don’t feel like it”
 Abstinence not required - more effective at reducing drinking than maintaining abstinence

 Most patients don’t get side effects. Some get nausea — mild nausea dec over time

* NOT for patients on opioids (start 7 days post opioid use) —will trigger precipitated withdrawal
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Acamprosate



e First line treatment for alcohol use disorder

 Acamprosate relieves subacute withdrawal symptoms (insomnia, dysphoria, cravings)

* More effective at maintaining abstinence than reducing binge drinking
(but abstinence is not required to start treatment)

* Not metabolized by the liver — safe in liver disease
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Choosing an Anti-Craving Medication

: « Anti-craving medications for AUD are
M“f:t patients evidence-based pharmacotherapy.
with AUD « Fewer than 1% of patients with AUD

are ever prescribed them.

« No specialized training is required to
Acamprosate prescribe them.
No medication coverage, _
limited finances Gabapentin
Need for continuing
: Naltrexone OR o :
withdrawal treatment at — — Gabapentin

Liver dysfunction, opioid use,

patient preference

discharge
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A brief negotiated interview for alcohol use
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https://www.youtube.com/watch?v=o-zHoutHnwk
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ED Naltrexone, Gabapentin, & Acamprosate Rx

Emergency Department/Address: Phone: DISCHARGE ORDERS

Name L WS refe s

Health Care # L Lomrmunity treatrnent cinac referral

pos O Thilamine 100 mg PO once daily x 4 weeks

Fhone Number [ Offer antl-crawving prescription anc ttend cormmunity treatrrent dinic or pamary care for or

Patient Address
prescription:

O Maltrexone 50 mg PO once daily = 14 days, LU cooe 532

Primary Care Provider

days, L code 231

U Acamprasate 656 mg PU three tir

Date: 0 Acamprasate 333 mg PO three tmes dadly = 14 days (FCrC 30-50 mlfming, LU code 531

[] Naltrexona 50mg O Gabapentin 300 mg PO three tires daily x 14 days
One tablet by mouth once daily for 14 days.
Mitte: 14 tablets
Refills: 0

! .
LU 532 IF patient ts st i mild withdr

O Fax summary to appropriate clinkcls] and cormmunity providers

3l upon dschange
[ Acamprosate 333 mg

Two tablets by mouth three times daily for 14 days O Prescribea gﬁbﬂﬂﬁ'ﬁiill

Mitte: 84 tablets iR
Refills: 0 .
LU 531 [ Presorbse tapering doses of dlazepam cr lorazepam

[ Acamprosate 333 mg
One tablat by mouth three times daily for 14 days for CrCl 30-50 ml/min
Mitte: 42 tablets
Refill: 0 Mame Signatura
LU 531 )

D Gabapentin 300 mg capsule

One capsule by mouth three times daily for 14 days.

Mitte: 42 tablets

fefills-0 Prescriber (D
[ Thiamine 100 mg once daily

Mitte: 30 tablets

Refills: 0

Prescriber Name: License Number: g Crate e
Prescriber Signature:

META PHI S—

EDUCATION, AND | PARTNERS IN HEALTH
10N

MEMTORING, ATION,
CLINICAL TOOLS FOR ADDICTION | INTEGR AT

META 'PHI

https://www.metaphi.ca/toolkits/#ED-AUD SIS | P



https://www.metaphi.ca/toolkits/#ED-AUD

Search Q Accessibility v  Select Language | . 4

ME1-A PI l I About News Events Community RAAMClinics  Resource Library Toolkits

MENTORING, EDUCATION, AND PARTHERS IN HEALTH
CLINICAL TOOLS FOR ADDICTION |

Map Satellite | ! i
Halton & Mississauga RAAM Clinic - Acton

21 Main StN, Acton, ON L7J 1V9
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Thank you!

Katie Dunham Robyn Nocilla
MN NP-PHC MSc NP-PHC
Nursing Educator, Mental Health Services
katie_dunham04@hotmail.com Addiction Treatment Services- RAAM

rnocilla@brightshores.ca
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