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plications of WE.

Conclusion

risk for WE.

Objectives  The purpose of this study was to investigate the prevalence and clinical character-
istics of Wernicke’s encephalopathy (WE) patients in alcoholics and to evaluate the utility of
Caine’s criteria as a screening test.

Methods We made an admission note including Caine’s criteria and applied it to patients who
were admitted to an alcohol treatment unit. Demographic, clinical, and laboratory data were col-
lected on 204 alcoholics. Our alcoholics who met more than one of Caine’s criteria were consid-
ered at risk for WE and were given high-dose thiamine IV therapy.

Results WE was diagnosed in 15.2% of the alcoholic patients. Age and head trauma history were
risk factors of WE. The sensitivity of Caine’s criteria was 97% and specificity was 54%. High-dose
thiamine IV therapy appeared to be a safe and cost-effective method to prevent the serious com-

Caine’s criteria is useful as a screening test for WE among alcoholic patients.
High-dose thiamine IV therapy is cost-effective for alcoholic patients who are considered to be at

KEY WORDS Wernicke encephalopathy - Caine’s criteria - Alcohol dependence -
Thiamine deficiency.
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Table 1. Clinical characteristics of alcoholic patients with Wernicke’s encephalopathy

Variables AD with WE (n=31) AD without WE (n=173) t/x? p
Age 57.71£12.80 49.5619.71 36.43 0.002
Sex (male/female) 24/7 156/17 412 0.04
BMI 21.94+1.80 22.891+2.69 93 0.28
ADS 22.87+7.84 22.24+7.35 202 0.67
CIWA-A 7.81+6.78 6.9416.01 202 0.47
Lifetime drinking amount (yearsxbottles) 21.90+11.36 21.25+16.69 56.26 0.79
History of psychiatric admission (>4 times/<4 times) 13/18 105/68 3.79 0.05
History of deliium tremens (yes/no) 15/16 71/102 0.58 0.45
History of head trauma (yes/no) 9/22 9/164 18.56 <0.001
AST (IU/L) 64.65172.56 79.10£100.30 202 0.44
ALT (IU/L) 33.42+33.94 51.43£68.89 202 0.16
r-GT (U/L) 132.87+163.19 191.99+273.94 202 0.25
Total Bilirubin (mg/dL) 0.84+0.56 1.04+0.66 202 0.1
Ammonia (ug/dL) 95.63+25.75 134.15+42.13 61.51 <0.001
Total amount of benzodiazepine use (mg)* 40.44+26.65 34.83+£37.68 202 0.43
Duration of benzodiazepine use (days) 13.26+9.31 9.80+10.85 202 0.10

Data represent meantstandard deviation. * : Amount of benzodiazepine was presented by equivalent dose of lorazepam. ADS :
Alcohol Dependence Scale, CIWA-A : Revised Clinical Institute Withdrawal Assessment for alcohol, AST : Aspartate aminotransfer-
ase, ALT : Alanine aminotransferase, rGT : Gamma-glutamyltranspeptidase

www.knpa.orkr 325



J Korean Neuropsychiatr Assoc I 2011;50:323-328

n=0
15.2% (31/204)

.

‘ Age =677

v

Age <67
(n=183)
WE risk : 10.4% (19/183)

Y

‘ Head trauma history? ‘

v v

v

Age =67

(n=21)
WE risk : 57.1% (12/20)

Head trauma history (-)

Head trauma history (+)

(n=166)
WErisk : 6.6% (11/166)

(n=17)
WE risk : 47.1% (8/17)

Fig. 1. ROC derivation of subgroups
at differential risk for Wernicke’s en-

cephalopathy.

Table 2. Compare screening and final diagnosis

Final diagnosis
WE (-) WE (+)t
CC() 93 1
CC(+)* 80 30

* . Case who met more than one of Caine’s criteria at admission,
t: Case who were clinically confirmed as Wernicke's enceph-
alopathy according to clinical course at HD 14 (Sechi and Ser-
ra, 2007)
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