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Chronic ingestion of ethanol produces a
constellation of predictable secondary
metabolic changes (Table 1, column 1),

Since most of these changes are aleohol in-

duced, they do not usually require treat-
are and stop-
ping the consumption of alevhol. The lae-
{icacidemiz, hyperuricemia, hypertri-
gleeeridernia, and ketosis are all attributed
w oxidation of excess nicotinamide adenine
nueleotide dehydrogenase (NADID, which
is produced daring the conver sion of ¢ leo-
sol to acetaldehyde by aleohol de-

Insulin therapy 1s not re-
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neurologic preblems. Kxcess sedation mny
precipitate porvial encephalopathy, as may
the common conm’?c“ti"‘v*e assecinted with
withdrawal—dehydration, electrolvie im-
halance, hypoxia assaciated with pneu-

monia, infesiinns, and gasirointestingl
henmerhae, :
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of portal hypertension. In these patients,
1000 dextran tpolecular weipht 40,0060) in
e dextrose in water may temporarily cor-

" rect =erious hiypovolemia.

Chest pain, arvhythmias, cardiome .y,
congertive heart failure, or combinations of
these syimptoms may indicate ear-
diomyopathy. Results of eareful examina-

tion of the cardiovasenlar system, ineluding

-

nadary ngiabs alts

A cnest X-ray 1o assess cardiomepnly and
congestive heart failure, an electrocardio-
eram, and cardiac monitoring, will help de-
termine whether this unnph ation is
px‘oxcnt,. .

‘ .
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Aledhol-associated disorders .
Many mncuxmnt clinical problems are re-
lated to the “hfe~.stylo" of the aleoholie (fa-
ble 1, column 3). For ex ample, hypother-
mia, which may occur in the-aleoholic
e\t)owd to cold, can be missed becausge
most clinical thermomelers only register
35°C and above. (Kleetronie thermometers
with expandable seales and flexible probe
can be invaluable in the h\'puunmm*c vest-
iess patient.) '

Wernicke's encephalopathy (staxiy, oen-
far paisios, nystogmus) afien improves
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Hricnuees, viceeralb injury ' head injury, and
stubdural hematoma) may v:tsily be misven
in the patient who is already confused,
drowsy, and/or hailucinating. Acute bron-’
chitis, aspiration, or pneumonia is often a
more difficult problem to manage in aleo-
holies who smol.e heay lly
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Chronic aleoholies may have coincidental
diseases that.are etiologically unrelated-to
aleohol consumption and -the withdrawal
\\'m‘nonre (Table 1, column 4). Problems '
avising from the concmrent use of seda-
tives, mnthzers, and, alcohol often coex-
“iat. The alcoholic with diabetes mellitus
may have hypoglveémia; hyperglyeemia, or
dinbetie ketoacidosis. Aldoholics with epi-
Tepsy nta_v discontinue anticonvulsant

therapy | and develop status epilepticus.’
Systolie and diastolic hypertension may

- subside to normal or mikily elevated values .
afler withdrawal lm~ been accomplished.
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Blood may be drawn and stored for
later measurement of

“Calcium
Magnesium

CAmylase -
Serum glutamic oxaloacetic -
transaminase (SGOT) -
Serum bifirubin . ...
Alkaline phosphatase .
Total protein -~ - L
albumin globilin i :
Prothrombin time
Creatinine phosphokinase (CPK)
Lactic dehydrogenase (ILDH)
l-iydro&.ybuty'ric dehydregenase (HBD)
Lactate ‘ '
A-hydroxybutyrate:
Acetoaceiate

1. Other quatitative or ‘ouanhmtivc sgreening of urine or blood is orderod on ‘the basis of clinical assessment {c9, biood

Lalicytites), provided that facititios are available! ’

Rt :;J seren ( {Hat} = ((C] 4- CO2) )i if €Oz content or anicn gap is abnormal, wric:idl bidod gases should
.

tions is intended to relieve symptoms, pre-
vent or trest more seviotus complicatinis,
(e, seizures, arrhythmiag), and prepare
the paiient for long-term rehabilitation
without intrgdueing new drug-dependence
mwm ms o therapy-related toxiciiy.
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a nl‘tr‘i!inn, cardiovaseilar (’rQII:(p::v, cardine
arrbvihming, vaunma)
n ”ri”ll(,ll).!tlml.\. tachycardia > 100
heats/minute, severe tremaor, extreme agi-
“tation, or g history of severe \\'Hh(h’d\\' i

Csvmiptoms

00 =

B Iever > 3845 C o

7 Wernicke's cacephadopathy  (eonfusion,
afaxia, nysteomus, and ophth: 1lnmp](~«rx(1)
& Confusion or deliriuin

e Seizures: Generalized seizure occurring
for the first time in the withdrawal state,
focal seizures, status epilepticus, seizures

in patients withdrawing from a combina-

tion of wlcohol and other drugs

1z Recent history ofhead injury v vlth loss of

1 CONSCIOUSNESS
& Social isolation L

Patients in status epilepticus should be
reated initially with 5-10 mg diazepam

21)

(Vaiiumg IV s noux((., atsa rate of
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uatil veizures are eontrolled.
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iven 1" selzares recur. Ap-
sennnee therapy with othey
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peated, “continuon., or Hie threade
However, there is unceriziniy shout the
therapeutic and prophylactic value of phe-
nytoin in aleohol-w  wdrawal seiztnres. Phe-
nytoin should be given oradly or intrave-

.u!“

nously, sinee it iz poorly absm bcd from in-

t,l"unuscu]m injection sites, .
"Intravenous phenytoin is mluxed di-
rectly. The loading dose is 10 m_u!l\;:. and
the oral maintenance dosages are 1060 mg
tid (Tuble 3). Phenytoin need not be con-
timied past the withdrawal period exeept in
patients with a preexisting seizure disor-
der. Patients withdrawing from'a combina-

“tiomof aleohol and other drugs, particularly

barbiturates and nonbarbiturate hypnoties,
should 3‘1‘50 be hospitalized, since with-

. drawal seizures from: more than one drug

an be more scrious and difficult to manage
clsewhere. ' ' o
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apes are not titrated against the elinieal
state ‘of the individual patient, excessive
drowsiness, lethargy, ataxia, diplopia, con-
fusion, respiratory depression, and in-
ercased risk of aspiration may- follow. To
circumvent the consequences of drug
cumulation, doses should usually be re-
duced progressively (Ifigure 3, right
panel). On the first day of treatment, large

‘doses of chlordiazepoxide in the range of

100-400 mg should be given. (Oceasionally,

“doses as high as 1600 mg may be required;”

this situation is usually associated with de-

layed treatment.): Thereafter, sm;ﬂlm‘

doses, dppmxxm,ttelv 25% less than the ini-

tial dose, aré given (Luly xfx‘equuod “r her)'

Opi‘imal management o f' the

alcolml—dousmw patient

inclucles cukquatc o

opponumt) [or long-term
rehabilitation. ‘

cannot be a “standard” or “routine” dosagre
~chiedule because of the varvinbiiily in the
severity of withdrawnal r~_\l]‘p-‘nmﬁ, the
metabolie fate of the drags, and the pres-
cnee of other diseases,

Thinpdinzeponide and dinzepam are . ab-
sorbed slowly and i in cormpictely from. ;mm-
minseular P.]ucm)n sres, When o rapid and
predictable elinjeal eiicet 2 re ;mn\

crid or intrEveneus route is preferred.

Smudler doses should be given to patients

Hsevere Hver disease ,mr‘/m' fow serum
albanin, since the concontratipns of (ree
active chlsm'xiz‘xzoymx:&ic and diazepan wiil
i i pam is moetabolize
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