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Alcohol Withdrawal Syndrome (AWS):
• AWS in seniors may lead to more medical complications 

compared to younger.(1) Vancouver General Hospital elder care 
units use a symptom-triggered benzodiazepine based CIWA-Ar
withdrawal protocol, one specifically for age over 70.(2)

• The anti-kindling hypothesis suggests anticonvulsants can lessen 
the risk for an increased AWS severity with repeated episodes.(3)

• Anticonvulsants (AC) may be used as adjunctive medications, in 
hopes to decrease AWS symptom severity, duration, and seizure 
risk, generally at higher doses.(4,5)

Protracted Treatment for Alcohol use disorder (AUD): 
• Admission to hospital for AWS may be a point of contact for AUD 

treatment using disulfiram, naltrexone, and acamprosate. 
Objective: 
• To characterize the prescribing patterns of benzodiazepines, AC 

adjuncts & protracted treatments in those admitted for AWS. 

• AC’s are more often prescribed to those with repeated AWS 
hospitalizations and severe complications of AWS, but did not lessen 
duration of treatment nor amount of benzodiazepine administered. 

• Our findings do not support the routine use of AC adjuncts in AWS 
treatment for hospitalized adults aged 60 and above.  

• Few protracted treatments were prescribed on discharge, despite 
possible reduction of readmission, cost reduction, and alcohol-related 
harms. This is a missed opportunity for an alcohol-related admission. 

• Need for improvement for VGH’s CIWA-Ar protocol response.  
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• Higher cumulative benzodiazepine doses were administerd in those on ACs, 
however when severe AWS complications (delirium tremens, seizures, alcohol 
hallucinosis) were included in analysis, the cumulative dose were not 
statistically different between treatment groups. 

• The duration of treatment not statistically different between treatment groups.  
Those on ACs had more AWS complications; those with complications had more 
benzodiazepine administered. 

• Gabapentin prescribed more than valproate in this study, no other ACs used; 
other studies suggest higher AC doses required for AWS symptom reduction 
than was prescribed in our study.

• There were no adverse events secondary to AC use. 

1 – AWS

• 6 subjects had a protracted treatment on their discharge prescription. Only 3 
were started in hospital, the other 3 had treatments continued from home. 

• Being admitted for an alcohol withdrawal is an opportunity for intervention. 
• Offering protracted treatment may prevent readmission to hospital for AWS and 

be cost effective.6 

2 – AUD

• The CIWA-Ar score led to an appropriate medication response 56.6% of the 
time, so more education on the protocol is needed. 

• The protocol duration has a wide range of hours with some well beyond the 
expected withdrawal period (2 weeks); protocol discontinuation is important to 
prevent adverse events. 

3 – Quality Assurance

1
AWS Outcomes 

Measured

a) Anticonvulsant 
adjunct 

b) Amount of 
benzodiazepine used
c) Dosing regimens

d) Severity & past AWS

2
AUD Outcomes 

Measured

a) Acamprosate
b) Naltrexone
c) Disulfiram

3
Quality Assurance 

Outcomes Measured 

1) CIWA-Ar completed 
with appropriate 

responses
2) Adverse events or 

complications 
3) Duration of protocol

METHODS
• Design: Retrospective chart review.
• Inclusion criteria: age 60 and above; admitted to inpatient 

medicine units; alcohol-related diagnosis; started the CIWA-Ar
withdrawal protocol. 

• Exclusion criteria: those already on AC or benzodiazepine; liver 
enzymes >5x the upper limit of normal; clonidine co-prescribed.

• Descriptive statistics, t-tests, chi ; multi-factor regression analysis 
to compare between AC and benzodiazepine groups.  

• Cumulative benzodiazepine dose (in lorazepam equivalents) 
analyzed with factors of repeat encounters, age, and severity of 
AWS (current or prior AWS complication). 

REFERENCES

TABLE 1. Summary of Results
Factor No AC AC Adjunct Test 

Statistic
p-value

Age, mean ± SD 68.8±7.2 66.7±5.1 0.25 0.63
Male, N(%) 39 (70.9) 19 (67.9) 0.08 0.77
Standard drinks per 
day, median (IQR1, 
IQR3)

8.7 (4.5, 
11.2)

8.7 (5.7, 17.3) 0.13 0.72

Prior AWS 
hospitalizations, N(%)

22 (40) 21 (75) 6.06 0.014*

Prior and current 
severe AWS 
complications, N(%)

17 (30.9) 19 (67.9) 6.69 0.0097*

Cumulative 
Benzodiazepine dose 
(mg), mean± SEM 
(severity factor not 
included)

6.98±4.45 15.58±4.88 6.47 0.013*

Cumulative 
Benzodiazepine dose 
(mg), mean ± SEM 
(severity included)

9.21±4.25 14.52±4.63 2.51 0.12

Total duration of 
treatment (hours) 
mean ± SEM

90.76±21.87 82.59±23.91 0.21 0.65
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