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Management of alcohol withdrawal: time to “SHAKE”
things up?

Bjug Borgundvaag, PhD, MD, CCFP (EM)*†; Michelle Klaiman, MD, FRCPC, Dip ABAM‡§

INTRODUCTION

More than three-quarters of Canadians over the age of
15 have consumed beverage alcohol within the last
year.1 Poured at family gatherings and among friends,
gifted for special occasions, and even used in religious
ceremonies, alcohol is commonplace and socially accept-
able in Canadian society. Usually consumed in moder-
ation for pleasurable mood-altering effects, it is easy to
overlook the negative health consequences of alcohol.
The numbers, however, are sobering. Data from the
Centers for Disease Control and Prevention in the Uni-
ted States attribute an average of 88,129 deaths/year
between 2006 and 2010 to the acute and chronic con-
sumption of alcohol.2 In Canada, more than 11 Canad-
ian deaths/day are attributable to alcohol, as are more
than half of hospitalizations for substance use disorders
combined. Between 2016 and 2017, Canadians were
admitted to hospital almost 80,000 times for alcohol-
related conditions, more than the total number admitted
for acute coronary syndromes.3 The cost to Canadians
for alcohol-related harm is significant, nearing 15 billion
annually.4 The frequency of harm associated with alco-
hol consumption results in these patients frequently
using emergency services. Despite this, emergency pro-
viders express uncertainty surrounding the best practices
regarding alcohol use disorder in general, and alcohol
withdrawal syndrome in particular. Alcohol withdrawal
syndrome is especially relevant to emergency care provi-
ders because in its most extreme form, it can develop into
life-threatening seizures and/or delirium tremens.
A 2010 Cochrane review concluded that benzo-

diazepines are protective against alcohol withdrawal

syndrome, and have potentially protective benefits for
many outcomes when compared with other drugs.5 On
the basis of evidence and experience, benzodiazepines
have become the drug of first choice for the treatment
of alcohol withdrawal syndrome. Two randomized con-
trolled trials have shown that compared with fixed sched-
ule dosing, symptom triggered treatment of alcohol
withdrawal syndrome, using the Clinical Institute With-
drawal Assessment (CIWA) protocol and long-acting ben-
zodiazepines, results in much faster resolution of alcohol
withdrawal syndrome symptoms, lower total doses of ben-
zodiazepines, with no increase in adverse outcomes.6,7

The use of a symptom triggered treatment protocol for
the management of alcohol withdrawal syndrome is
dependent on the ability to confidently and accurately
determine severity of alcohol withdrawal, and knowledge
regarding the pharmacological properties of the medica-
tions used.The importance of using long-acting benzodia-
zepines, such as diazepam (which is slowly metabolized
over days, providing protection from delirium tremens,
which usually develops 3–5 days after abstention), as
opposed to short half-life agents like lorazepam (which
require ongoing evaluation and treatment for days), cannot
be overemphasized. Even the ability to distinguish
between alcohol withdrawal syndrome and alcohol craving
can be challenging. These competencies are not well
taught and require experience to acquire. Health care pro-
viders commonly express lack of knowledge and confi-
dence when making clinical decisions around the
management of alcohol withdrawal syndrome.
In recent years, the concept of benzodiazepine-

resistant alcohol withdrawal has increasingly appeared in
the emergency medicine literature.8–10 In this issue of
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CJEM, Langlois et al.,11 attempt to develop a consensus
definition of benzodiazepine-resistant alcohol withdrawal.
Given the uncertainty around the evaluation and manage-
ment of alcohol withdrawal syndrome in general, it is not
surprising that there was a low response rate to the survey,
and that no clear preferred definition of benzodiazepine-
resistant alcohol withdrawal emerged. The authors
found that almost two-thirds of respondents agreed with
the statement that an inadequate response to a dose
equivalent to 40 mg of diazepam within the first 2 hours
of treatment was indicative of benzodiazepine-resistant
alcohol withdrawal. Furthermore, if the diagnosis of
benzodiazepine-resistant alcohol withdrawal is made,
then a change in management or addition of an adjunctive
medication, such as phenobarbital, is recommended.
We applaud the authors for highlighting the import-

ance of alcohol withdrawal syndrome and agree with
their conclusion that benzodiazepine-resistant alcohol
withdrawal needs to be formally defined and studied.
That said, we would be concerned if readers were to
accept the above definition of benzodiazepine-
resistant alcohol withdrawal, and its assumption of the
necessity of additional medication classes. In our experi-
ence, administration of 40 mg of diazepam in the first 2
hours of treatment is not unusual for patients with mod-
erate or even severe alcohol withdrawal syndrome who
require treatment. Adding additional medication classes
to a treatment protocol that is already frequently not well
understood has the potential to increase confusion and
paradoxically worsen care. While barbiturates are useful
and effective in the management of severe alcohol with-
drawal syndrome, the safety profile of benzodiazepines in
general compared with barbiturates with their narrow
therapeutic index, make the former a much better option,
especially outside of the intensive care unit setting (i.e.,
nonmonitored hallways, general medical wards) and if
there is any uncertainty around dose requirements. Finally,
we are concerned that defining benzodiazepine-
resistant alcohol withdrawal as the use of 40 mg of diaze-
pam in the first 2 hours of treatment will significantly
increase the number of patients labeled as “severe,” poten-
tially resulting in more patients referred for admission.
Inpatient management is costly, uses precious healthcare
resources, and the frequency of requiredmonitoring is dif-
ficult to provide on general medical wards.
Alcohol withdrawal syndrome is an important clinical

problem frequently encountered in emergency depart-
ments in Canada and around the world. While the article
by Langlois et al. is a first step in defining benzodiazepine-

resistant treatment of alcohol withdrawal, we agree that
more work is required to develop clear guidelines to
guide treatment decisions. If we can learn to confidently
identify and manage alcohol withdrawal in the emergency
department, we can both improve patient care, and opti-
mize the use of health care resources.
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