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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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• 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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• 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

Points of Confusion about “new” protocol
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• 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
• I 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

Points of Confusion about “new” protocol
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• 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

Is phenobarbital ever contraindicated
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• 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

Courtney’s Tips
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