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ED Clinical Pathway for Management of Alcohol Withdrawal Syndrome Decreases Hospital Admissions
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Introduction/Problem The Interventions

In western societies, 20% of men and 10% of women will develop an alcohol use disorder, and 50% of
those will develop symptoms of alcohol withdrawal syndrome (AWS) with discontinuation of alcohol
consumption. Alcohol intoxication and AWS are common presenting complaints to Emergency

Departments (ED). Treatment of AWS typically involves CIWA-triggered benzodiazepine administration;
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however management is not standardized and clinicians have a variable threshold for admission. Many

admissions are not necessary as AWS has a range of severity and patients are often discharged under

» Multidisciplinary group of ED physicians, nurses, psychiatrists, and pharmacists developed a pathway
for the care of patients presenting to the ED with complaints attributed to AWS

Pathway incorporated a diazepam dose escalation protocol
Required stratification by severity and timing of withdrawal to avoid nonspecific terminology
Used RASS instead of CIWA during dose escalation with IV medications

Encouraged admission only after a threshold of 120mg diazepam-equivalents was reached or patient
had true Delirium Tremens (DTs) or medical indication other than AWS for admission

24 hours. Furthermore, terminology is often used imprecisely which hampers standardization of care. AWS Pathwa

Patient presented intoxicated, now with signs of AWS

If clinician prd’+rence, can startwith phencbarbital [seeBox3), butis not automatic:adrnon!

By definition, not DT's! Goal isNOT TO ADMIT PATIENT
unless medical indication

Assessfor high risk, Iabs and adjunctive medications
[see Boxes1and 2)

Reduce unnecessary admissions and standardize care with evidence based guidelines of patients —— P
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Use RASS instead of CIWA for escalating benzodiazepine
during their ED course. ‘ L '

T High risk

Low risl-g’___-‘—""""

presenting to the ED with complaints attributed to AWS or with alcohol intoxication and develop AWS

* Continue Diazepam 10mg PO prn CIWA>10

* Discharge whenawake, cdinically sober, ableto
ambulate, AWS symptoms improve.

* SW Consult for detoxplacementif motivated

* ED Obs for up to 24 hours if HR>100 for IV/PO fluids,

Maile Blackburn MSW Project Manager, Clinical Innovations sedated after berzodiazepines/phenobarbital, AKA,

high risk, single akoholwithdrawal seizure occurred,
electrolyterepletion, SW not available

Shelley Calder RN, MSN CEN Program Director Ambulatory & Emergency Nursing Education

RASS (Richmond Agitation and Sedation Scale):

Rohn Friedman MD Department of Psychiatry Gn  Combalbes = overty combetive, viclert, Snmediets dasga A =

0 soif
3= Very agitated = pulls Of removes tuba(s) or catholer(s) -2 =

Michael Ganetsky, MD, FACEP, FACMT Emergency Medicine so3ressve

2= Agtated = freQuent NON-PUIPOsSefUl MOvements

John Marshall Clinical Pharmacy Coordinator - Critical Care 1= Restiess = anxious but movements ot agoressive

0= Alert ang Caim
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Carrie Tibbles MD Director of Graduate Medical Education

They have uncomplicated AWS!
GOAL IS NOT TO ADMIT unlessmedical indication

Check labs, give D5 1/2NS@250cc /hr 2L, Thiamine 100mg
IV, Folate Img IV, MVI 11V
Assessfor high risk ([see Boxes 1 and 2)
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dosing to prevent over-sedation

Not improving | Check 20 minutes after completion of IV dose, if RASS20 AND

HR>100 AND /
Improving | CIWA>10 after 2 hours

HR>100 then give double IV dose g20min until RASS<0

Im p’lrovi ng, RASS<0

If still RASS20 AND HR>100: give Phencbarbital IV to
complete 10mg/kg dose and ADMIT (wait 1 hour after
load, thendoes not automatically need ICU)

Drowsy = not fully alert, Dut has sustained awakening (eye opening
/ @ye contact 10 voIce (greater than or equal 10 10 seconds)

Light sedation = briefy awakens with ¢ye contact 10 vOIco
(less than 10 seconds)

m:toucahon-m-vrmormwtow
(Out NO @ye contact)

Deep sedalion = NO responsed 10 voice, but movemant or
@Yy9 Opening 1O physiCal STIMUASLON

UnNarousabie = NO response 10 voice Or physical stimuiabion

Shelley Calder Program Director Ambulatory & ED Nursing Education

Is patient delirious (disoriented to person, place),
hypervigilant, and last drink > 48 hours ago?

Yes.

* Theyhave DT's!
* Phenobarbital 10mg/kg IV over 20 minutes
* Consider intubation for propofol if

hyperadrenergic state not controlled
Admit to ICU

Box 1: Risk Assessment High risk ifanyl present
History of alcohol withdrawal seizure
HistoryoftrueDT’s
CIWA=>15
Known to develop AWS early after presenting
intoxicated/high benzodiazepine tolerance

Box 2: Labs and Adjunctive Medications:
* Check FSBG eary/often whenakered/sweaty
* CBC,LFT's, Chem10(labsnot necessary for 1
column withrapid control of AWS)

* Serum ethanolconcentration doesnot

correlate withdegree of intoxication!

* Thiamine 100mg PO/IV, Folate 1mg PO/IV, MVI

1 PO/IV (PO unless vomiting)

{and NOT showjlng signsof benzo intoxication)
{ P

Box 3: Phenobarbital Regimens
Phenobarbital 260mg PO/IV, followed by
130mg PO/IV q 1 hr prn to maxof 15 mg/kg
Phenobarbital 10mg/kg IV over 30min, if
needed after 1 hourS mg/kg IV for maximum
cumulative dose of 1Smg/kg

Reassessment Goals:

If patient sleeping orsedated, or signsof
intoxication [nystagmus, ataxia, slurred speech)
then DO NOT GIVE FURTHER SEDATIVES
regardlessof CIWA score.

* Goalis RASS -2 to O (with IV dosing)
If receiving escalating IV benzodiazepineg, needs
MD reassessment and med reordergé45Smins
DO NOT ADMIT for uncomplicated AWS:
presented intoxicated OR presentaed with
withdrawaland received <120mg
diazepam/24mg lorazepam OR patient lighty
sedated or sleeping after benzodiazepines
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More Results/Progress to Date

Methods Admitted Patients Enrolled in Pathway

» The primary outcome was rate of hospital and ICU admissions. » Mean maximum heart rate: 117 (95% CI 107, 126)

» Historical controls were identified over the year prior to implementation of the pathway based on ICD- » Mean benzodiazepine dose (diazepam-equivalents): 62mg (95% CI 40, 83mg)
9/10 codes as well as discharge diagnosis of withdrawal. > Received 80mg diazepam dose: 5 (15%)

» After pathway implementation, treating clinicians were prompted by the ED electronic tracker > Received phenobarbital rescue: 5 (15%). Mean total phenobarbital dose: 734mg
(“Dashboard”) for pathway enroliment if certain historical elements were met, or subjects could be CIWA Scores
manually enrolled. » Mean initial: 11.7 (95% CI 9.8, 13.6)

» 95% confidence Iintervals, using Exact method for proportions, were calculated. > Mean maximum: 13.9 (95% CI 12.3, 15.5)

» Mean final from ED: 9.3 (95% CI 7.2, 11.3)

Lessons Learned

| Prepathway(1year) | Pathway (2months

N 84 104 (20 declined)
» Implementation of an ED pathway standardizing management of AWS significantly decreased hospital
Average age (years) 47 47 T—

Male (%) 81% 71% » Patients characterized as appropriate for admission had a longer length of stay suggesting the pathway

successfully identified sicker patients.

Next Steps

Admitted to medical floor 56% (44-67%) 29% (20-39%)

service (95% Cl)
Admittedto an ICU (95% CI)  19% (11-29%) 11% (5-18%)

Continue to analyze ongoing enroliment

Better risk assessment for who will be benzodiazepine resistant, need more frequent interventions
Comparison of RASS vs CIWA for early intervention in patients with more severe AWS
Assessment of total benzodiazepines administered and stratification based on risk factors
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Average hospital lengthof 3.4 days (2.5-4.2) 7.7 days (3.3-12.1)
stays (95% Cl)

**No adverse events were attributed to pathway or benzodiazepine dose escalation** Shelley Calder Program Director Ambulatory & ED Nursing Education
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