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Points of Confusion about the “new” protocol

Ordering the protocol without meds for assessments only
Loading doses and reduction for “sedating meds”

Level of care required to initiate the protocol

Dosing limits and need for levels

Is phenobarbital ever contraindicated
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Points of Confusion about “new” protocol

- Ordering the protocol without meds for assessments only
— Ok, but shifts the responsibility to provider to determine and order
appropriate dose of phenobarbital
— You as the provider lose track of how much phenobarbital your patient
is getting...
* How would this change your plan for the patient?
* Someone IS keeping track (that’s me, or the floor pharmacist, we
calculate daily in AM and afternoon for cumulative dose totals)
* Provider notifications trigger when cumulative dose of 20mg/kg (based
on ideal body weight) has been reached
* Provider notification triggers if patient does not achieve RASS 0 to -2 after
4 consecutive assessments (Q1H)
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Points of Confusion about “new” protocol

- Loading doses and reduction for “sedating meds”

— This does increase the risk for respiratory depression
* Other risk factors for respiratory adverse effects:
— Pneumonia
— Rib fractures
—  Chest tube(s)
— Pulmonary contusions
— Cervical collar or spinal brace
* Risk factors for excess sedation
— Age >65
— Benzos or opiates within 6h
— Cirrhosis or transaminitis
— TBI
— 10 mg/kg is still a relatively low dose compared to what cumulative
doses are generally required for severe withdrawal

— If there is a concern, you can begin with 5 mg/kg then repeat if needed
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Points of Confusion about “new” protocol

- Level of care required to initiate the protocol

Needs telemetry monitoring to initiate but phenobarbital can be given even
on med/surg

ICU admission recommended for CIWA >20

- Dosing Limits and Levels

Once a cumulative dose of 30 mg/kg (ideal body weight) has been reached
the protocol must be discontinued

You may continue to give phenobarbital but it has to be ordered outside the
protocol

* | recommend utilization of an adjunct (NOT BENZOS) or consideration of an
alternative diagnosis

There is no level at which alcohol withdrawal is treated, nor is there an
established threshold for toxicity

Levels may be obtained to evaluate whether there is a pharmacokinetic
reason the patient is needing unusually high doses

Too much phenobarb looks like respiratory depression and
hypotension...benzos may cause synergistic toxicity
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Is phenobarbital ever contraindicated

- Pregnancy - benzodiazepines are preferred
— Crosses the placenta and is associated with congenital malformations

- Drug-drug interactions

— Phenobarbital induces Cytochrome P450 3A4 which is a major
metabolic pathway for many drugs, phenobarbital increases their
metabolism leading to decreased serum concentrations and decreased
efficacy

— Most are just short term so no need for concern

— HIV medications warrant individual consideration for switching to
benzo-based protocol

- Pharmacists can access the old benzo-based protocol in cases
where it might be necessary to to use it
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Courtney’s Tips

Never use the prophylaxis part of the protocol (gabapentin)

- The use of ideal body weight is a way to keep dosing more
conservative, it’s ok to use total body weight
If your CIWA is 8-15 start with 10 mg/kg
If your CIWA is 16-20 start with 12 mg/kg
If your CIWA is >20 start with 15 mg/kg
SICU based studies have shown patients require ~28 mg/kg for
severe withdrawal
If you need a big dose super stat and there is no pharmacist in
sight, give 390 mg IV push x 1 then figure out how much more
you need

“S%’ Dignity Health



‘%&’ Alcohol Withdrawal Management
PAWSS Assessment - Pradicts risk of alcohol withdrawal. Completed oncs upon 20mISsion (0 the hospiE!. ___&___:mu Contraindications.
Provider to determine risk of aicohol withdrawal utllizing PAWSS prior to Inltiating treatment -’I “E“"":‘ gy
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Siing 1O NO Sedating meds given? YES
Loading Dose l_ (i.e. BZD or Opioids) _l
initi 10mg/kg (IBW) 260 mg IV
Taper to be initiated BHrs after I\VPB over 15 min B
Day 1-2: 600mg PO QID | |
Day3: 400mg PO QID
Day4: 400mgPOTID AssessRASSQﬂk
Day5: 300mg PO TID (Goal= 0 fo -2)
. <0 $ #1or+2 +3 or +4
29.6mg PO 259.2mg PO
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CIWA-AT remnaing < 8 CIWA Ar >8 Reassess RASS Q1Hr & re-dose until symptom control or
for &+rs, change to change to MAX Cumulative Dose 20mg/kg (1BW)
Q4Hr assessments Phenobaroital +
If RASS goal achieved x 3 consecutive assessments,
Change to Q4Hr RASS assessments

Assess CIWA-Ar within 1Hr after EACH dose until
RASS 0 to -2 then change to Q4hr assessments or pm
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CIWA-Ar Nursing Assessment MD/LIP nofification MD/LIP Responsibilities
« Admission Assessment: Assess CIWA-AR and RASS on amval and
Q2Hr for 8hrs for RASS Goal 0 to -2
« After initial admission assessment is complete, assess CIWA-Ar every * Assess q24Hr and when
0-7 < '
Prophylaxis Phase or n: 2 s * Follow gabapentin taper
e Assess RASS every 2 hours x 4 gxgtsnemnsnotat # CIWA-Ar and RASS
« i CIWA-Ar remains < & for 8 hours, assessments can be Q4Hr goal are stable
« If CIWA score is 28 change to phenobarbital dosing guidelnes
e [fRASS-3, 4 or -5 at any tme hold AWS meds and notify MD
8-15 (Mild) or | . ReassessRASS Q1Hrand re-dose with Phenobarbital until « Ipabentreceives | * Ceromafacei face
16-20 (Moderate) symptoms controlled or cumulative dose 20mg/kg (IBW given) >20mg/kg IBW :5955'"9'" within 4 Hrs
« IFRASS 0 to-2 achieved x 3 assessments, change to Q4Hr m;:n“z‘:'“"w
Symptom Triggered assessments « [f patient is not at
dosi * Assess CIWA-Ar within THr after each medication dose untl RASS 0 RASS 0to -2 after
a to — 2 achieved. Then assess CIWA-Ar every 4 hours and pm 4 consecutive - mg&ﬁbwu
MD must be notified | * If at any time RASS -3, 4, -5: HOLD AWS meds and CALL MD assessments triggered treatment
s 20 « [fnotin ICU, call RRT for evaluation and transfer to higher level of « Notify MD for
s AWS care transfer to higher
* RASS/CIWA-Ar as above level of care
e L I Persistent dose >20-30 PHENobarbital
[mfj"c.'.,, Day1 Day2 | Day3d | Day4 | Days Symptoms due to Non-Aicohol Reiated Defrium (NARD)
£00mg Loading Dose, * Resvaluate for other etiologies
=60 In 6 hours begin 600,0'0"9 4009'6‘9 401%'9 3?.’39 « Do ot give any addEonal BZD or bartiturates
P PO 1l Mol Wincadtl G Wi « Treat patient systematically %or delrium:
500mg BID, firstdose ~ 500mg | 400mg | 300mg | 200mg o Haloperidal as needed for agiation
== STAT 80 | o0 | B0 | BD o e
500mg Dally, frst dose = 500mg | 400mg | 300mg | 200mg 2
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