
serious signs of envenomation responded to calcium 
administration. Several retrospective studies showed 
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relief with calcium was often transient, requiring re­
peated injections as was described in 1 of Zukowski's 
2 patients. 

Specific antivenin has been consistently shown to 
provide rapid and lasting relief of symptoms. Most 
patients respond dramatically to a single 2.5-mL vial. 
Antivenin is used much more liberally in other parts 
of the world where early use of antivenin has been 
shown to reduce considerably the length of hospital­
ization and prevent the development of lingering 
neurologic dysfunction seen in some patients not 
treated with antivenin.5,6 The risk of immediate hy­
persensitivity reaction from the horse-serum-derived 
antivenin can be reduced by sensitivity testing before 
administration. A serum sickness reaction might 
occur but is usually mild. 

Calcium should be considered an adjunctive ther­
apy while preparing for antivenin administration in 
patients with serious envenomation. Reliance on re­
peated doses of calcium is often ineffective, delays 
definitive antivenin therapy, and could predispose to 
increased morbidity and in rare cases mortality. 
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The above letter was referred to Dr. Blackman, who 
offers the following reply: 

To the Editor: We currently use antivenin in chil­
dren, pregnant women, the elderly who are at high 
risk for hypertensive crisis and respiratory symptoms, 
and those with severe pain. In somewhat minor cases, 
our patients have been responsive to calcium gluco­
nate and have not required antivenin. I agree with 
Dr. Miller that we are probably underutilizing anti­
venin. Similar debate goes on with the use of anti­
venin for the treatment of poisonous snake envenoma­
tion, and most of us believe that use of antivenin is 
warranted and its side effects can be appropriately 
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treated, both acute anaphylaxis as well as chronic 
serum sickness. Controversies about the use of anti­
venin will occur until a new antivenin appears, either 
a pure IgG preparation from horse serum or, even 
better, a Fab fragment. It is hard to say when this 
will happen. 

Prolonged Delirium Tremens 

James R. Blackman, MD 
Boise,ID 

To the Editor: I have some comments regarding the 
early management of the 67-year-old patient de­
scribed in "Prolonged Delirium Tremens Requiring 
Massive Doses Of Medication" (J Am Board Pam 
Pract 1993, 6:502-4) by Wolf, et al. 

The patient was a chronic alcoholic whose continu­
ous drinking ended 3 days before he came to the 
emergency department. A physical examination showed 
disorientation, diaphoresis, tachycardia, tachypnea, 
tremulousness, brisk reflexes, ocular dysmetria, and 
spider hemangiomata. He subsequently decompen­
sated further during the following 5 days "despite re­
ceiving up to 275 mg/d of oral chlordiazepoxide." 

In my daily care of chemically dependent patients 
with acute alcohol abstinence syndrome in both a 
general community hospital and a community-based 
social detoxification unit, it is standard practice to 
give chlordiazepoxide in 100-mg doses at hourly in­
tervals to maintain vital signs (Figure 1 shows a with­
drawal scoring sheet - a score of 6 to 7 and higher 
usually requires medication). Although most patients 
require less than 500 mg of chlordiazepoxide total, 
it is not uncommon that a few will require from 1200 
to 2400 mg of chlordiazepoxide in their first 24 hours 
of admission. 

For elderly patients with heptic dysfunction, 
lorazepam has the advantage of renal excretion. In 
the nauseated or vomiting patient, lorazepam can be 
crushed and given sublingually. Lorazepam 5 mg by 
mouth or 1 mg sublingually can be given at hourly 
intervals in the place of chlordiazepoxide, but because 
of its short half-life, the drug must be tapered after 
the first 24 hours. 

The alcoholic's recent drinking pattern, the time 
of the last drink, previous history of alcohol absti­
nence syndrome, age, and other medical conditions 
will give some clue as to how much medication will 
be needed to control the syndrome. The doses of 
benzodiazepine needed early to abort the progression 
from minor withdrawal to delirium are indeed mas­
sive when compared with the doses used elsewhere 
in the practice of clinical medicine. The alcoholic's 
tolerance is well established, however, and once a pa­
tient is "lost" to major withdrawal, it is very difficult 
to catch up. Extended hospital stays, cerebral dys­
function, and other morbidity, as well as mortality, is 
well known by those who care for the alcoholic. 

Timothy E. Davis, MD 
Elkhart, IN 
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