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Learning Objectives

By the end of this talk, the audience will:

Recognize and manage alcohol withdrawal and 
initiate evidence-based pharmacotherapy to 
support recovery.

Diagnose opioid use disorder and implement 
guideline-based opioid agonist therapy, and harm 
reduction strategies.
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Learning Objective #1

Recognize and manage alcohol 
withdrawal and initiate evidence-
based pharmacotherapy to support 
recovery.

Confidential—do not copy or distribute



5

A 38-year-old woman arrives with a two-week history of 
daily tension-type headaches—dull, band-like pressure 
that worsens by evening and only partially responds to 
over-the-counter analgesics, and she recently received a 
short course of narcotic analgesics when offered for 
breakthrough pain. Past records are notable for her 
reporting a long-standing pattern of heavy weekend 
drinking (last AUDIT-C: 6), several recent ED visits for 
intoxication followed by her no-showing to outpatient 
PCP follow up appointments. She lives with her mother 
and 8-year-daughter, works intermittently as a retail 
manager. Her physical exam is unremarkable. Headache 
prophylaxis with low-dose amitriptyline is initiated, 
sleep hygiene is reviewed, but she declines to be 
referred to addiction services after discharge.
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"I tried to drown my sorrows in alcohol, 
but [they] learned how to swim.” 

(Frida Kahlo)
*hypothetical case vignette for teaching purposes
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178,000
Number of deaths attributable to alcohol in 2021 
(CDC)

Confidential—do not copy or distribute



7

Alcohol Consumption is the 
Third Leading Preventable 
Cause of Cancer in the [US].

– United States Surgeon General Dr. Vivek Murthy (January 3, 2025)
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Case 1

"I tried to drown my sorrows in 
alcohol, but the bastards learned 
how to swim.”

- Frida Kahlo
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Hospitalization is a window of “iatrogenic opportunity,” 
interrupting alcohol use for an average of 5.9 days

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 Day 8 Day 9 Day 10

Kast KA, Sidelnik SA, Nejad SH, Suzuki J. Management of alcohol withdrawal syndromes in general hospital settings. BMJ. 2025;388:e080461. 
Published 2025 Jan 8. doi:10.1136/bmj-2024-080461 (used as a source throughout this presentation), 
citing https://data.oecd.org/healthcare/length-ofhospital-stay.htm#indicator-chart 
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https://data.oecd.org/healthcare/length-ofhospital-stay.htm#indicator-chart
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Alcohol Use 
Disorder
DSM-5-TR 
Diagnostic 
Criteria

2 = mild
4 = moderate
6 = severe
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15 to 50% of persons who have an alcohol use disorder or 
drink heavily will develop symptoms of alcohol withdrawal
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https://pubmed.ncbi.nlm.nih.gov/35275407/
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Confidential—do not copy or distribute

B
IN

G
E 

U
SE

U
SE

 D
IS

O
R

D
ER

H
EA

V
Y 

U
SE

MONTHLY ALCOHOL CONSUMPTION PATTERNS (2023)

https://pubmed.ncbi.nlm.nih.gov/35275407/
https://pubmed.ncbi.nlm.nih.gov/15706737/
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Among all hospital admissions, approximately 1 in 10 
entail an alcohol withdrawal syndrome (AWS)

Hospital Admissions Involving an Alcohol Withdrawal Syndrome

2 to 9%

4 to 16%

https://pubmed.ncbi.nlm.nih.gov/31609866/

https://pubmed.ncbi.nlm.nih.gov/27586815/

https://pmc.ncbi.nlm.nih.gov/articles/PMC8522287/
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Severe AWS 

A
W

S

Seizures
Alcohol withdrawal delirium
Hallucinosis

https://pubmed.ncbi.nlm.nih.gov/31609866/
https://pubmed.ncbi.nlm.nih.gov/27586815/
https://pmc.ncbi.nlm.nih.gov/articles/PMC8522287/
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Among all hospital admissions, approximately 1 in 10 
entail an alcohol withdrawal syndrome (AWS)

Hospital Admissions Involving an Alcohol Withdrawal Syndrome

21%

4 to 16%

https://pubmed.ncbi.nlm.nih.gov/31609866/

https://pubmed.ncbi.nlm.nih.gov/27586815/

https://pmc.ncbi.nlm.nih.gov/articles/PMC8522287/
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Severe AWS in the ICU 

A
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S

Seizures
Alcohol withdrawal delirium
(higher morbidity, 1-8% mortality)
Hallucinosis

https://pubmed.ncbi.nlm.nih.gov/31609866/
https://pubmed.ncbi.nlm.nih.gov/27586815/
https://pmc.ncbi.nlm.nih.gov/articles/PMC8522287/
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Hospitalization is a window of “iatrogenic opportunity,” 
interrupting alcohol use for an average of 5.9 days

Day 1 (24 h) Day 2 (48 h) Day 3 (72 h) Day 4 (96 h) Day 5 (120 h) Day 6 (144 h)

6 h 24 h 36 h

Mild 
Withdrawal

8 h 24 h 48 h

Withdrawal 
Seizures

12 h 24 h resolves within 24-48 h

48 h 72 h 96 h DTs resolves within 1-5 days…

(Unlikely to be DTs)
Alcohol Withdrawal 

Delirium (”DTs”)

Kast KA, Sidelnik SA, Nejad SH, Suzuki J. Management of alcohol withdrawal syndromes in general hospital settings. BMJ. 2025;388:e080461. 
https://www.uptodate.com/contents/management-of-moderate-and-severe-alcohol-withdrawal-
syndromes?search=alcohol%20withdrawal%20syndromes&topicRef=7800&source=related_link
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Alcoholic 
Hallucinosis
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AH or illusions
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agitation

anxiety
generalized tonic-
clonic seizures
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Two (or more) of the following, developing within several hours to a few days 
after the cessation of (or reduction in) [heavy & prolonged] alcohol use….
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ben

GABA

NMDA
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Caine Criteria
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2+ → Caine-Positive

dietary 
deficiencies 

eye signs cerebellar 
dysfunction

either an 
altered 
mental 
state or 

mild 
memory 

impairment
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Effects of intoxication
A dose-response curve for alcohol
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Kindling (sensitization): if at first you don’t withdraw… 
what doesn’t kill you may make you more vulnerable
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Alcohol is generally metabolized at a fixed rate: 
~ 20 mg/dL per hour (range 8-32)

metabolism excretion

CYP 2E1
alcohol 

dehydrogenase

ETOH

ETOH

ETOH

alcohol
https://pubmed.ncbi.nlm.nih.gov/1940231/
https://pubmed.ncbi.nlm.nih.gov/16912820/
https://pubmed.ncbi.nlm.nih.gov/23101976/ 
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"I got sober. I stopped killing myself 
with alcohol. I began to think: 'Wait 
a minute, if I can stop doing this, 
what are the possibilities?

- Craig Ferguson
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FDA-approved medications for the treatment of 
alcohol use disorder (mAUD)

Disulfiram 
[Antabuse]

Acamprosate 
[Campral]

Naltrexone 
[Revia/Vivitrol]
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What is the 
goal of the 
treatment?

Naltrexone

[Gabapentin?]

[Semaglutide?]

To Drink Less?

Acamprosate

Disulfiram

[GLP-1s?]

To Drink Nothing?
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Hospital admissions for alcohol withdrawal increased 1.8x 
early in the COVID-19 pandemic
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Learning Objective #2

Diagnose opioid use disorder and 
implement guideline-based opioid 
agonist therapy, and harm reduction 
strategies.
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Buprenorphine plasma concentrations 
(ng/mL) & buprenorphine formulations
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Hypertension/anxiety

• Clonidine 0.1mg PO TID

• Hold if using methadone

• Hold if hypotensive

Diarrhea

• Loperamide 4mg PO with first loose stool

• Then 2mg per loose stool

• Max 24 mg per day

Pain

• Ibuprofen 600mg *or*

• Acetaminophen 650 mg PO q4-6h

Abdominal cramping

• Dicyclomine 20mg po q4h

Nasal congestion

• Diphenhydramine 50mg PO q4h

Muscle cramps

• Methocarbamol 750mg PO q6h

Insomnia

• Trazodone 50-100mg PO qHS
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Beware of the deep end: 

Methadone dosing is NON-LINEAR

:

Beyond 40mg, 

limit methadone 

dose increases to

10 mg per 5 days

https://swimworldpool.com/thursday-fiberglass-pool-shapes-2/
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Delayed 
clearance of 
fentanyl and 
norfentanyl

Huhn et al Drug Alc Dep 2020
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Buprenorphine 
has extremely 
high affinity 
relative to other 
opioids 
(Leighton et al 2017)



mOUD*

ACUTE PAIN
SHORT-ACTING FULL AGONIST OPIOIDS

(+/-/or non-opioid interventions) 

“VERBAL VALIUM”
(e.g., Motivational Interviewing [MI])ANGST

*mOUD = medication to treat opioid use disorder; e.g., methadone or buprenorphine-naloxone
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What precipitated withdrawal feels like
The World's Biggest And Fastest Dive Roller Coaster To Open In May -  LADbible

When mu receptor activation drops precipitously (e.g., when 
you administer naloxone to a patient high on fentanyl)

https://www.google.com/url?sa=i&url=https%3A%2F%2Fwww.ladbible.com%2Fnews%2Fnews-the-worlds-biggest-and-fastest-dive-roller-coaster-to-open-in-may-20190301&psig=AOvVaw1wtvZfSlXovWvhnfXXAARZ&ust=1605130392141000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCKiVwO_2-OwCFQAAAAAdAAAAABAG
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Perhaps free-falling through an elevator shaft is a better 
analogy…
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Methadone, Oxycodone, etc. (→100%)

Buprenorphine (~40%)

Naloxone (~0%)
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https://www.dropbox.com/s/d5k3tutohfw29f0/LDBI_protocol.pdf?dl=0
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• Hospitalization is a clinical opportunity to 
identify and initiate treatment for alcohol and 
opioid use disorders.

• FDA-approved medications for alcohol use 
disorder (naltrexone, acamprosate, disulfiram) 
support recovery.

• Opioid use disorder treatment includes opioid 
agonist therapy (methadone, buprenorphine) 
and harm reduction strategies.

Conclusion: SUD is treatable in medical settings
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