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Inspired by the ABIM Foundation’s Choosing Wisely® cam-
paign, the “Things We Do for No Reason™” (TWDFNR) series 
reviews practices that have become common parts of hospi-
tal care but may provide little value to our patients. Practices 
reviewed in the TWDFNR series do not represent clear-cut 
conclusions or clinical practice standards but are meant as a 
starting place for research and active discussions among hospi-
talists and patients. We invite you to be part of that discussion.

CLINICAL SCENARIO
A 56-year-old man with alcohol use disorder (AUD) is admit-
ted with decompensated heart failure and experiences alco-
hol withdrawal during the hospitalization. He improves with 
guideline-directed heart failure therapy and benzodiazepines 
for alcohol withdrawal. Discharge medications are metoprolol 
succinate, lisinopril, furosemide, aspirin, atorvastatin, thiamine, 
folic acid, and a multivitamin. No medications were offered for 
AUD treatment. At follow-up a week later, he presents with 
dyspnea and reports poor medication adherence and a return 
to heavy drinking. 

WHY YOU MIGHT THINK IT IS HELPFUL  
TO PRESCRIBE VITAMIN SUPPLEMENTATION 
TO PATIENTS WITH AUD AT HOSPITAL  
DISCHARGE
AUD is common among hospitalized patients.1 AUD increases 
the risk of vitamin deficiencies due to the toxic effects of al-
cohol on the gastrointestinal tract and liver, causing impaired 
digestion, reduced absorption, and increased degradation of 
key micronutrients.2,3 Other risk factors for AUD-associated 
vitamin deficiencies include food insecurity and the replace-
ment of nutrient-rich food with alcohol. Since the body does 
not readily store water-soluble vitamins, including thiamine 
(vitamin B1) and folate (vitamin B9), people require regular di-
etary replenishment of these nutrients. Thus, if individuals with 
AUD eat less fortified food, they risk developing thiamine, 
folate, niacin, and other vitamin deficiencies. Since AUD puts 

patients at risk for vitamin deficiencies, hospitalized patients 
typically receive vitamin supplementation, including thiamine, 
folic acid, and a multivitamin (most formulations contain water- 
soluble vitamins B and C and micronutrients).1 Hospitalists of-
ten continue these medications at discharge.

Thiamine deficiency may manifest as Wernicke’s encepha-
lopathy (WE), peripheral neuropathy, or a high-output heart 
failure state. Untreated, acute WE can progress to irreversible 
Korsakoff’s psychosis. Given the serious morbidity and mortal-
ity of unrecognized and untreated WE, hospitalists often start 
high-dose intravenous (IV) thiamine of 200 to 500 mg every  
8 hours for at least 72 hours for patients with WE risk factors 
(including AUD) or those with suspected WE based on clinical 
presentation.4,5 

Hospitalists empirically treat with thiamine, folate, and oth-
er vitamins upon hospital admission with the intent of reducing 
morbidity associated with nutritional deficiencies.1 Repletion 
poses few risks to patients since the kidneys eliminate water- 
soluble vitamins. Multivitamins also have a low potential for di-
rect harm and a low cost. Given the consequences of missing 
a deficiency, alcohol withdrawal-management order sets com-
monly embed vitamin repletion orders.6 

WHY ROUTINELY PRESCRIBING VITAMIN  
SUPPLEMENTATION AT HOSPITAL DISCHARGE 
IN PATIENTS WITH AUD IS A TWDFNR
Hospitalists often reflexively continue vitamin supplementa-
tion on discharge. Unfortunately, there is no evidence that pre-
scribing vitamin supplementation leads to clinically significant 
improvements for people with AUD, and patients can experi-
ence harms. 

Literature and specialty guidelines lack consensus on ratio-
nal vitamin supplementation in patients with AUD.2,7,8 Due to 
inaccuracies, do not test for folate levels.9 In fact, clinical data, 
such as body mass index, more accurately predict alcohol- 
related cognitive impairment than blood levels of vitamins.10 
In one small study of vitamin deficiencies among patients with 
acute alcohol intoxication, none had low B12 or folate levels.11 A 
systematic review among people experiencing homelessness 
with unhealthy alcohol use showed no clear pattern of vitamin 
deficiencies across studies, although vitamin C and thiamine 
deficiencies predominated.12 

In the absence of reliable thiamine and folate testing to con-
firm deficiencies, clinicians must use their clinical assessment 

*Corresponding Author: Triveni DeFries, MD, MPH;  
Email: Triveni.defries@ucsf.edu; Telephone: 415-476-4082; Twitter: @trivenidef.

Received: March 10, 2021; Revised: July 7, 2021; Accepted: July 23, 2021

© 2021 Society of Hospital Medicine DOI 10.12788/jhm.3691



E2          Journal of Hospital Medicine®    Published Online October 2021� An Official Publication of the Society of Hospital Medicine

DeFries et al   |   Vitamin Supplements for Patients With AUD

skills. Clinicians rarely evaluate patients with AUD for vitamin 
deficiency risk factors and instead reflexively prescribe vitamin 
supplementation. An AUD diagnosis may serve as a sensitive, 
but not specific, risk factor for those in need of vitamin supple-
mentation. Once the diagnosis of AUD is made, further inves-
tigation can help discern which AUD patients will benefit from 
vitamins after discharge.

Other limitations make prescribing oral vitamins reflexively 
at discharge a low-value practice. Thiamine, often prescribed 
orally in the hospital and on discharge, has poor oral bioavail-
ability.13 Unfortunately, people with AUD have decreased and 
variable thiamine absorption. To prevent WE, thiamine must 
cross the blood-brain barrier, and the literature provides insuf-
ficient evidence to guide clinicians on an appropriate oral thi-
amine dose, frequency, or duration of treatment.14 While early 
high-dose IV thiamine may treat or prevent WE during hospi-
talization, low-dose oral thiamine may not provide benefit to 
patients with AUD.5 

The literature also provides sparse evidence for folate sup-
plementation and its optimal dose. Since 1998, when the Unit-
ed States mandated fortifying grain products with folic acid, 
people rarely have low serum folate levels. Though patients 
with AUD have lower folate levels relative to the general pop-
ulation,15 this difference does not seem clinically significant. 
While limited data show an association between oral multi-
vitamin supplementation and improved serum nutrient levels 
among people with AUD, we lack evidence on clinical out-
comes.16 

Most importantly, for a practice lacking strong evidence, 
prescribing multiple vitamins at discharge may result in harm 
from polypharmacy and unnecessary costs for the recently 
hospitalized patient. Alcohol use is associated with decreased 
adherence to medications for chronic conditions,17 including 
HIV, hypertension, hyperlipidemia, and psychiatric diseases. In 
addition, research shows an association between an increased 
number of discharge medications and higher risk for hospital 
readmission. The harm may actually correlate with the number 
of medications and complexity of the regimen rather than the 
risk profile of the medications themselves.18 Providers under-
estimate the impact of adding multiple vitamins at discharge, 
especially for patients who have several co-occurring medical 
conditions that require other medications. Furthermore, insur-
ance rarely covers vitamins, leading hospitals or patients to in-
cur the costs at discharge.

WHEN TO CONSIDER VITAMIN  
SUPPLEMENTATION AT DISCHARGE  
FOR PATIENTS WITH AUD
When treating patients with AUD, consider the potential ben-
efit of vitamin supplementation for the individual. If a patient 
with regular, heavy alcohol use is at high risk of vitamin deficien-
cies due to ongoing risk factors (Table), hospitalists should dis-
cuss vitamin therapy via a patient-centered risk-benefit process. 

When considering discharge vitamins, make concurrent 
efforts to enhance patient nutrition via decreased alcohol 
consumption and improved healthy food intake. While some 
patients do not have a goal of abstaining from alcohol, provid-
ing resources to food access may help decrease the harms of 
drinking. Education may help patients learn that vitamin defi-
ciencies can result from heavy alcohol use.

Multivitamin formulations have variable doses of vitamins 
but can contain 100% or more of the daily value of thiamine 
and folic acid. For patients with AUD at lower risk of vitamin 
deficiencies (ie, mild alcohol use disorder with a healthy diet), 
discuss risks and benefits of supplementation. If they desire 
supplementation, a single thiamine-containing vitamin alone 
may be highest yield since it is the most morbid vitamin de-
ficiency. Conversely, a patient with heavy alcohol intake and 
other risk factors for malnutrition may benefit from a higher 
dose of supplementation, achieved by prescribing a multivita-
min alongside additional doses of thiamine and folate. Howev-
er, the literature lacks evidence to guide clinicians on optimal 
vitamin dosing and formulations. 

WHAT WE SHOULD DO INSTEAD
Assess patients for AUD, provide motivational interviewing, 
and offer AUD treatment. Hospitalists should initiate and pre-
scribe evidence-based medications for AUD for patients in-
terested in reducing or stopping their alcohol intake. We can 
choose from Food and Drug Administration FDA–approved 
AUD medications, including naltrexone and acamprosate. Un-
fortunately, less than 3% of patients with AUD receive medica-
tion therapy.20 Our healthcare systems can also refer individu-
als to community psychosocial treatment. 

For patients with risk factors, prescribe empiric IV thia-
mine during hospitalization. Clinicians should then perform a 
risk-benefit assessment rather than reflexively prescribe vita-
mins to patients with AUD at discharge. We should also coun-
sel patients to eat food when drinking to decrease alcohol-re-
lated harms.19 Patients experiencing food insecurity should 
be linked to food resources through inpatient nutritional and 
social work consultations.

Elicit patient preference around vitamin supplementation 
after discharge. For patients with AUD who desire supplemen-
tation without risk factors for malnutrition (Table), consider pre-
scribing a single thiamine-containing vitamin for prevention 
of thiamine deficiency, which, unlike other vitamin deficien-
cies, has the potential to be irreversible and life-threatening. 
Though no evidence currently supports this practice, it stands 
to reason that prescribing a single tablet could decrease the 
number of pills for patients who struggle with pill burden. 

TABLE. Assessment for Vitamin Deficiency Risk Factors 
in Patients With AUD With Heavy, Regular Alcohol 
Intake

Dietary history revealing limited food intake, “tea and toast” diet

Food insecurity

Malnutrition evidenced by weight loss, loss of muscle mass, cachexia

Confirmed vitamin deficiencies

Gastrointestinal conditions such as gastritis, chronic pancreatitis, gastric bypass
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RECOMMENDATIONS
•	 Offer evidence-based medication treatment for AUD.
•	 Connect patients experiencing food insecurity with appro-

priate resources.
•	 For patients initiated on a multivitamin, folate, and high-

dose IV thiamine at admission, perform vitamin de-escalation 
during hospitalization.

•	 Risk stratify hospitalized patients with AUD for additional risk 
factors for vitamin deficiencies (Table). In those with addi-
tional risk factors, offer supplementation if consistent with 
patient preference. Balance the benefits of vitamin supple-
mentation with the risks of polypharmacy, particularly if the 
patient has conditions requiring multiple medications. 

CONCLUSION
Returning to our case, the hospitalist initiates IV thiamine, fo-
late, and a multivitamin at admission and assesses the patient’s 
nutritional status and food insecurity. The hospitalist deems the 
patient—who eats regular, balanced meals—to be at low risk 
for vitamin deficiencies. The medical team discontinues folate 
and multivitamins before discharge but continues IV thiamine 
throughout the 3-day hospitalization. The patient and clinician 
agree that unaddressed AUD played a key role in the patient’s 
heart failure exacerbation. The clinician elicits the patient’s 
goals around their alcohol use, discusses AUD treatment, and 
initiates naltrexone for AUD.  

Do you think this is a low-value practice? Is this truly a “Thing 
We Do for No Reason™”? Share what you do in your practice 
and join in the conversation online by retweeting it on Twitter 
(#TWDFNR) and liking it on Facebook. We invite you to pro-
pose ideas for other “Things We Do for No Reason™” topics 
by emailing TWDFNR@hospitalmedicine.org.
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