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OBJECTIVES: UTILIZE A CASE-BASED APPROACH TO-

• Review management of common withdrawal syndromes 

• Alcohol Use

• Opioid Use

• Benzodiazepine Use

• Sympathomimetic Use (Methamphetamine, Cocaine) 

• Consideration of management options for complex withdrawal syndromes

• Severe Alcohol Withdrawal Syndrome

• Precipitated Opioid Withdrawal Syndrome 

• Methadone

• Buprenorphine 

• Polysubstance Use & Commitment Withdrawal 



LIMITATIONS  

• Despite common/overlapping institutional practice 
patterns, evidence is lacking regarding “ideal,” management 
in many clinical situations 
• Conscious and unconscious bias/stigma among interactions 

with patients with substance use  
• Developing conversation about the role of the Emergency 

Department as ”missed opportunity” for Opioid, Alcohol 
and Polysubstance Use 



CASE 1: 

45 year old male with PMHx HTN, AUD (6 beers each 
night) presents to the ED seeking assistance with 
sobriety. 6 months prior attempted to stop “Cold 
Turkey,” however, developed chest pain and anxiety and 
began consuming alcohol again. 



CASE 1 DISCUSSION

How can we assess and classify Alcohol Withdrawal? 

Verbal/Responsive: CIWA-Ar for Alcohol Withdrawal (Clinical Institute 
Withdrawal Assessment for Alcohol)
Pros: Fast beside assessment (< 5 min), Validated (less over sedation in mild 
withdrawal, shorter hospitalizations, lower incidence of hospitalization) 

 Absent to Minimal Withdrawal : ≤8
 Mild to Moderate Withdrawal: 9-19
 Severe Withdrawal: ≥20

Cons: Subjective Scoring, unable to use in non-verbal (intubated, AMS) 





CASE 1 DISCUSSION

How can we assess and classify Alcohol Withdrawal? 

Unable to Respond to Questions: Modified Minnesota Detoxification Scale 
(mMINDS)

Pros: Incorporates physiological variables

Cons: No standardized protocols, RCCTs 









CASE 1: 

45 year old male with PMHx HTN, AUD (6 beers each night) presents to the ED 
seeking assistance with sobriety. 6 months prior attempted to stop “Cold Turkey,” 
however, developed anxiety and began consuming alcohol again. 

CIWA is currently < 8.

Safe for Ambulatory/Discharge Home with Self-Administered Medications?

• No history withdrawal delirium, seizures, ICU admission

• Low CIWA score (< 8-15) 

• Low comorbid features/complex PMHx

• Appropriate Return Precautions/Outpatient Follow-Up



CASE 1: 

Ambulatory/Discharge Home with Self-Administered 
Medications:

Outpatient Withdrawal Treatment Options: 

• Gabapentin (proposed MOA increased GABA)

• Benzodiazepine Taper



CASE 1: 



CASE 1: 

Ambulatory/Discharge Home with Self-Administered Medications:

Additional Medications
• Reduces alcohol consumption, return to heavy drinking, total drinking days
• Does not prevent withdrawal 

• Naltrexone (IM qMonth or PO)
• Proposed MOA via Mu-Opioid Receptor Blockade
• May begin treatment while patient still consuming alcohol

• Acamprosate (PO)
• Proposed MOA via modulation of glutamate neurotransmission 
• Safe for use in those with hepatic disease
• Appropriate for patients using both alcohol and opioids 
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CASE 2: 

45 year old male with PMHx HTN, AUD (6 beers each 
night) presents to the ED seeking ED seeking assistance 
with sobriety. 6 months prior attempted to stop “Cold 
Turkey,” however, developed severe hallucinations and 
ultimately had one seizure.

CIWA currently 24



CASE 2 DISCUSSION

Moderate to Severe Withdrawal

• CIWA > 8-15 & mMINDs

• Benzodiazepines 

• Barbiturates (Phenobarbital, perhaps shorter ICU stay, incidence and 
duration of MV)?

Is ”Monotherapy,” needed? vs multi-modal?

• Benzodiazepines + Gabapentin (reduces total benzodiazepines, LOS)?

• Gabapentin + Baclofen (GABA-agonist, perhaps shorter LOS) ?

• +/- Dexmedetomidine (Precedex, improved CIWA)



CASE 2: PERSONAL BIAS/PRACTICE

Moderate to Severe Alcohol 
Withdrawal

• I personally use IM or IV 
Phenobarbital 



CASE 2: PERSONAL BIAS/PRACTICE



CASE 4: 

52 year old female with PMHx generalized anxiety 
disorder, depression, PTSD presents with tachycardia, 
concern for “severe anxiety.” She has been traveling and 
ran out of her prescription lorazepam (1 mg TID) 3 days 
previously. 



CASE 4 DISCUSSION

Benzodiazepine Withdrawal

- Withdrawal symptoms can over develop over a period of 1 day – 3 weeks

- Consider giving prescription or usual used dose to treat withdrawal 

- For severe symptoms IV Benzodiazepines 

- Plan on initiating prescription benzodiazepine taper

- 4 -16 weeks taper

No great evidence for adjuvant therapy 



CASE 5: 

42 year-old-male with PMHx substance use (cocaine, 
methamphetamine) presents with suicidal ideation, 
abdominal discomfort and inability to sleep for 4 days. 
He has stopped using cocaine in the setting of significant 
behavioral concerns from coworkers and family 
members.



CASE 5 DISCUSSION

Sympathomimetic/Stimulant  Withdrawal & Cessation 

• Monitor for increased risk of depression, anxiety

• ”Serious,” symptoms rare, however, include seizure

• Cocaine Use Disorder:

• “Supportive,” care and close psychosocial treatment 

• Propranolol (proposed to reduce anxiety due to decreasing activity of 
noradrenergic receptors)

• Topiramate (GABA agonism, inhibits glutamate) 

• Developing evidence regarding long-acting stimulants and amphetamines 
(modafinil)



CASE 5 DISCUSSION

Sympathomimetic/Stimulant  Withdrawal & 
Cessation 

• Methamphetamine Use Disorder:

• “Supportive,” care and close psychosocial treatment 

• Bupropion with naltrexone?

• Mirtazapine?

• “What is our (ED) role in treating…?” 



CASE 6: 

68 year-old-male with PMHx AUD (hx of withdrawal seizures requiring 
intubation) , HTN, AFib, DM, COPD with AFib w/RVR, acute agitation. HR 
irregularly irregular 120-150, BP 110/50.

CIWA is initiated and after multiple doses of IV benzodiazepines..

Telemetry shows AFIB w/rates 150-180. 

Patient is dangerously striking out with inability to follow redirection.. 



CASE 6 DISCUSSION-WHERE WE LOSE 
OUR MINDS

Patient is intubated without event, however, is hypertensive w/persistent AFIB w/RVR. 

mMINDS is > 40

“Refractory  Delirium Tremens” 

Options:

- +/- Benzodiazepine infusion

- +/- Propofol 

- +/- Phenobarbital (130 mg-260 mg IV q 15 minutes) or perhaps load w/15 mg/kg?

- +/- Dexmedetomidine 



CASE 7: 

32 year old female presents with abdominal pain, 
nausea, vomiting, diarrhea. She actively uses heroin and 
desires to stop use. Her last use was 2 days previously.

• ED-Based Initiation of Buprenorphine (partial mu 
opioid agonist) 

• COWS Score is 10









Standard ED 
Dosing High Dose Low Dose Injectable 

Formulations 

Strategies for ED Buprenorphine Initiation



RATIONALE FOR LOW DOSE

• Current opioid agonist treatment for pain

• Current treatment with methadone

• Intolerance to opioid withdrawal

• Concern about precipitated withdrawal



BERNESE METHOD

Cohen, etal JAM 2022



LOW DOSE CONSIDERATIONS

• Good success reported in hospitalized patients

• ED specific challenges: 

• Complicated dosing regimen

• Up to a week before therapeutic BUP dosing

• The absence of withdrawal relies on ONGOING 
full agonist exposure (=fentanyl for many ED 
patients)



Rapid titration to therapeutic buprenorphine levels
 - Minimizing craving and incompletely treated withdrawal

Lasts up to 72 hours
- Providing a safety net if unable to access Rx next day
- May be less true in context of high dose fentanyl use

Rationale for High Dose



ED INNOVATION
24mg XR-BUP 7-day injectable vs 16mg SL-BUP per day 

Pharmacokinetics of  XR- & SL- Buprenorphine 

3UG1DA015831

Upon injection CAM2038 forms into 
a viscous liquid crystalline gel, 
producing a sustained, non-
fluctuating levels of buprenorphine 
in the blood avoiding the peaks 
and troughs of daily dosing



To compare the effectiveness of XR-BUP and SL-BUP induction 
(8-12mg) in approximately 2000 patients with untreated OUD in 
the ED on the primary outcome of engagement in formal 
addiction treatment at 7 days

D'Onofrio, Contemporary Clinical Trials, 2021

ED-INitiated BupreNOrphine VAlidaTION Network Trial 

Lead Investigators 
RCT
1945 

enrolled



CASE 8: 

32-year-old female presents with abdominal pain, nausea, 
vomiting, diarrhea. She uses prescription methadone 
daily and intermittently uses heroin. She was found to 
be apneic and unresponsive today. She received 
“multiple doses,” naloxone from a bystander and 
subsequently became alert and agitated.

Her COWS score is 30.



CASE 8 DISCUSSION

• Consider giving portion of home dose Methadone

• Alternatively, 20–30 mg while monitoring for signs of 
over sedation, an additional10 mg every 4 hours



CASE 9: 

34 year-old-female with PMHx opioid use disorder 
presenting to ED requesting assistance with cessation. 
Initiated on buprenorphine and subsequently develops 
abdominal pain, nausea and vomiting, diarrhea and 
anxiety.



CASE 9 DISCUSSION

•Prevention is the BEST treatment. 
•Once in PW, the best treatment is buprenorphine 
Ø 16 mg BUP +/- 1-2 mg lorazepam
Ø  Repeat 16 mg BUP and/or 0.3 mg/kg ketamine



CASE 8 
DISCUSSION

Credit: Andrew Herring



Buprenorphine induction in the ED remains safe and effective, 
even with fentanyl present



CASE 10

56 year-old-male with a PMHx AUD (10 shots 
vodka/day), Polysubstance use  (cocaine, 
benzodiazepines, heroin), Tobacco use disorder (1 PPD), 
Bipolar Disorder, Major Depressive Disorder presents 
after being found on the ground outside of a bar. Staff 
report he had to be forcefully removed from premises 
after demanding alcohol and not having money to pay 
for it.  Received 4 mg naloxone with resulting agitation, 
then received IM ketamine from EMS with resulting 
improved agitation. Noted to have continued altered 
mental status, sinus tachycardia 130, nausea and 
vomiting.



CASE 10 DISCUSSION

Polysubstance use with concurrent intoxication and withdrawal
• Benzodiazepine Infusion?

• Opioid Infusion?

• Propofol Infusion?

• Phenobarbital?

• Methadone Initiation with taper? 



ADDITIONAL CONSIDERATIONS

• Critical need for stakeholder & champion engagement across the spectrum 
of care to develop,  study and implement new SUD care protocols

• As healthcare continues to face worsening access to timely healthcare, the 
ED may be the “only,” option for increasingly complex substance use 
intervention

• Anticipate the rise of increasingly complex polysubstance use disorders 
with psychiatric comorbidities 

• Evidence is severely lacking.
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Wado!  

Thank you.
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