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Alcohol Withdrawal Management Algorithm 

Alcohol Withdrawal Syndrome (AWS)                                                    Alcohol Withdrawal Delirium (AWD) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

On Admission 

Note and record history of alcohol abuse 

- Patients drinking in a continuous pattern and showing 
symptoms or signs of a dependence on alcohol. 

- history of severe withdrawal, DTs or withdrawal 
seizures 

 

If any of the above: 

1. Strictly monitor withdrawal sign/symptoms using CIWA  

2. Prescribe CPZ 20-50mg QDS regular and 20-30mg    

PRN 

3. If unable to tolerate oral give IV Diazepam 5-10 mg 

PRN  

4. IV Pabrinex (1+2) TDS for three days then Thiamine 

300mg OD 

5. Vitamin B compound strong two tablets TDS. 

Disturbed Behaviour ? 

A patient can progress from AWS to AWD at 
any stage of treatment! 

AWD/DTs 

This should be treated as an emergency. 

1. Call 2333 and ask for security 

2. Call on-call medical registrar/consultant/ anesthetist  

3. Bleep 500.  

4. Strictly follow the Violence & Aggression Policy. 

   

  Drug Treatment Options for AWD:  

 

1. Oral Diazepam 10-20 mg hourly until sedated, then 

20mg QDS 

 

2. If unable to tolerate oral - IV Diazepam every 10 min. 

Start with 5 mg (doses 1 and 2), then 10mg (dose 3 and 
4) and then 20mg (Dose 5 mg and subsequent doses) 
until sedated. Occasionally the dose required may be 
several hundred milligrams. 

 

3. If Liver impairment - IM or IV Lorazepam 1-4 mg till 

manageable. 

 

4. Other drugs are rarely required but haloperidol can be 

added if no response within an hour; 1-5mg IV/IM every 
30–60 minutes or oral every 4 hours. Alternatively 
consider Propofol administration by an anesthetist.  

Second Day 

1. Calculate the total CPZ given in initial 24 hours 
including Diazepam. Give this in four equal divided 
doses.  

2. Continue with the PRN CPZ 20-30mg. 

Third Day 

1. Calculate sedation required from Day 2.  

2. Reduce CPZ by 20 per day from Day 3 onwards. 

Useful Links 

 

CIWA Guidelines: Can be found at the end of this document 

Screening for Alcohol Dependence: 

 SADQ Questionnaire: http://www.alcohollearningcentre.org.uk/Topics/Latest/Resource/?cid=4615  

 OR CAGE questions: http://www.uspreventiveservicestaskforce.org/Home/GetFileByID/838 

http://ndht.ndevon.swest.nhs.uk/policies/?p=1466
http://www.alcohollearningcentre.org.uk/Topics/Latest/Resource/?cid=4615
http://www.uspreventiveservicestaskforce.org/Home/GetFileByID/838
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1. Introduction 

This document sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines for the management of inpatients withdrawing from alcohol. 

2. Purpose 

The management of inpatients withdrawing from alcohol requires expert patient 
assessment and treatment to ensure the safety of both patients and staff. These 
guidelines aim to ensure this takes place. It incorporates the use of an assessment 
scale (based on the widely used Clinical Institute Withdrawal Assessment of Alcohol 
Scale, Revised, CIWA-Ar) (see Appendix A) and the management of the alcohol 
withdrawal patient in a safe environment.    

The following general principles can be applied in order to improve  

 The treatment of those patients withdrawing from alcohol 
 The safety of patients and staff 



Alcohol Withdrawal Management Guidelines   
   

Medicine   
Alcohol Withdrawal Management Guidelines V2.0 Nov18  Page 6 of 17 

This guideline applies to all patients within NDDH and the associated community 
hospitals and must be adhered to.  Non-compliance with this guideline may be for 
valid clinical reasons only.  The reason for non-compliance must be documented 
clearly in the patient’s notes. 

3. Definitions / Abbreviations 

DTs     = Delirium Tremens 
BP = Blood Pressure 

CIWA = Clinical Institute Withdrawal Assessment  

GCS = Glasgow Coma Score 

po  = By mouth 

prn = as needed 

qds = 4 times daily 

tds  = 3 times daily 

TPR  = Temperature, pulse and respiration 

4. Contact Numbers 

Telephone: 01271 322730 Glossop Ward Consultant Gastroenterology 

5. General Principles of Alcohol Withdrawal Syndrome (AWS) 

10% of hospitalized patients may have features of alcohol withdrawal syndrome so it 
is important to be vigilant and proactive in initiating treatment. All patients should 
be asked about a history of excess alcohol intake but many patients hide their true 
intake. Alcohol withdrawal may be a presenting feature or occur as an unexpected 
development in a patient who has been admitted for other reasons and been 
deprived of alcohol.)  

Alcohol Withdrawal Delirium (also generally known as Delirium tremens) is the most 
extreme form. 

5.1. Symptoms / signs 

Symptoms/signs often occur 24-72 hours after alcohol deprivation and 
include:  

 

 Autonomic hyperactivity (sweating, tachycardia, hypertension, fever) 
 Tremor 
 Insomnia 

 Anxiety 

 Nausea/vomiting 
 Transient hallucinations (with clear sensorium) 
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 Seizures 

 

Medication can reduce symptoms and reduce the risk of the patient 
developing the major complications of delirium, convulsions and Wernicke’s 
encephalopathy. Medium-to-long acting benzodiazepines are the treatment 
of choice, provided the patient does not have severe liver disease or severe 
chronic obstructive pulmonary disease. 

 

NB The greater the number of the symptoms of severe withdrawal, the 
greater the need for medical supervision to prevent seizures or delirium. 
(Williams, 1998) 

 

5.2. Treatment (Continual assessment) 

Continual assessment from Nursing and medical staff needs to take place 
using the CIWA score (see Appendix A). 

5.3. Drug Treatment 

Patient characteristics e.g. age/size should be taken into consideration. The 
starting dose of chlordiazepoxide should be 20-30qds (+20/30mg prn). If 
symptoms are controlled on this dose then continue for 48hrs and then 
decrease over 7-10 days. Starting doses of 50mg qds (+50mg prn) may be 
required in young patients (It is unlikely to require up to 400mg in 24hours 
however there are exceptions). 

As lorazepam is shorter acting and not metabolised in the liver it may be safer 
in patients with suspected liver disease. It is the first line treatment for 
alcohol related seizures. Give 1-2mg qds (up to 8mg/24hr). (See Alcohol 
Withdrawal Management Algorithm, Appendix B) 

All patients undergoing alcohol withdrawal should have the following 
prophylactic treatment. This includes anyone admitted for a reason other 
than alcohol withdrawal, but is subsequently found to require detoxification, 
as well as those with a known history of alcohol misuse. 

 Pabrinex 1 and 2 (1 pair) IV daily for 3 days. 
 Thiamine 300mg OD 
 Vitamin B compound Strong 2 tablets, tds 

Pabrinex IV should always be given by infusion over 30 minute, following 
dilution of ampules pairs in 100ml Normal Saline. 

5.4. Example of reducing Regime 

Chlordiazepoxide-dose may have to be increased in more severe alcohol 
withdrawal (by adding 5-20mgs qds on a prn basis), whilst smaller or frail/ 
elderly patients may require a lower dose. The patient should be carefully 
monitored for signs of benzodiazepine toxicity. Prescribing needs to be 
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reviewed daily or more frequently as dictated by symptoms. (Adopted from K 
Moriatry, Royal Hospital, 2000 ) 

 

 

Day Morning Midday Afternoon Night Total 

1 30 30 30 30 120 

2 30 20 20 30 100 

3 20 20 20 20 80 

4 15 15 15 15 60 

5 10 10 10 10 40 

6 10   10 20 

7    10 10 

         

                              Table 1: Example of reducing CPZ dose over seven days. 

5.5. Monitoring 

 Monitor CIWA Score for first 24 hours.  Score ≤ 9 needs monitoring 4 
hourly. 10-15 needs 2 hourly and more than 15 needs monitoring 1 
hourly. 

 BP and TPR ( 2 to 4 hourly, depending on the severity of withdrawal 
symptoms) 

 GCS in any patients who have reduced GCS. 
 Monitor Urea and electrolytes as per clinical indication. 
 Check fluid balance. Offer fruit juices and avoid caffeine. 
 Encourage a light diet if it can be tolerated. 
 Refer to Dietician ( if patient severely malnourished, use MUST score)  
 Orient the patient to day, time and place. 
 Keep question short, simple and avoid jargon. 
 Avoid arguments with the patient. 
 Check level of comfort. 
 Consider the appropriate place to nurse the patient. If they are 

becoming agitated or distressed a side room is indicated. Complete 
NDDH risk assessment.  

 Follow Moving and Handling policy (Arrange High-Low bed if needed). 

6. Alcohol Withdrawal Delerium (AWD) 

This has a mortality of up to 20% if untreated. 5% of patients with the alcohol 
withdrawal syndrome develop AWD. 

6.1. Symptoms 

 Confusion 

http://ndht.ndevon.swest.nhs.uk/policies/?p=1466
http://ndht.ndevon.swest.nhs.uk/policies/?p=101
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 Disorientation 
 Severe agitation 
 Inability to focus attention 
 Lack of awareness of environment 
 Delusions (often paranoid) 
 Hallucinations 
 Marked autonomic dysfunction (e.g. hyperpyrexia - may sweat 3l/24hr). 

 

The differential diagnosis is of any acute confusional state (eg. sepsis, 
electrolyte imbalance, psychosis, drugs) and in particular Wernicke’s 
encephalopathy, subdural haematoma and hepatic encephalopathy must be 
considered. The diagnosis of alcohol withdrawal delirium should be made by 
an experienced physician and patients with overt liver disease should be 
referred to the gastroenterology team. 

Prompt recognition of the risk of alcohol withdrawal and treatment with 
benzodiazepines will usually prevent this. Initial management of the severely 
confused or agitated patient requires the administration of adequate sedative 
doses of benzodiazepines (if necessary intravenously). The object of 
treatment is to make the patient calm and sedated but easily roused.  

   
6.2. Treatment of Alcohol Withdrawal Delirium (AWD) 

Key points: 

 

 Once the diagnosis of AWD is established a management plan should be 
agreed between the Nursing and Medical Staff (see Appendix B). One-
to-one observation and monitoring is often required in an appropriate 
safe environment i.e. a side room. 

 Temporary assistance from police or security may be required to 
prevent agitated patients injuring themselves and to protect staff and 
other patients. 

 The aim is to give sufficient sedation to achieve and maintain light 
somnolence such that the patient falls asleep unless stimulated. This 
allows dehydration and metabolic disturbance to be treated. 

 BZDs are more effective than neuroleptics and have fewer side effects. 
Aim to give oral treatment with diazepam (has the quickest onset and 
the longest t1/2). The dose required may be very large (e.g. 200-
500mg diazepam po in 24hours). 

 Lorazepam has the best IM absorption and is safer in patients with 
suspected liver disease. 

 Very rarely patients may be refractory to BZDs. In this situation propofol 
administered by an anaesthetist is recommended. 

 Complications from treatment are extremely rare but discontinuing 
treatment too rapidly may lead to rebound symptoms (e.g. seizures). 
 



Alcohol Withdrawal Management Guidelines   
   

Medicine   
Alcohol Withdrawal Management Guidelines V2.0 Nov18  Page 10 of 17 

6.3. Drug Treatment Algorithm for Alcohol Withdrawal Delerium (AWD) 

Oral: Diazepam 10-20mg hourly until sedated, then 20mg qds. 

IV: Diazepam (max rate 5mg/min) every 10min. Start with 5mg (doses 1 
and  2), then 10mg (doses 3 and 4) and then 20mg (dose 5 and 
subsequent  doses) until sedated. Then continue with 5-20mg hourly. 
Alternatively (if concerned about liver dysfunction) give lorazepam 1-4mg 
every 10min until sedated (starting with 1mg and gradually increasing). 

IM: lorazepam 1-4mg every 30min until sedated then hourly. 

As adjunctive treatment haloperidol (1-5mg IV/IM every 30-60min or po 
every 4hrs) may be given but this should rarely be necessary. 

7. Wernicke’s Encephalopathy 

Inappropriately managed this: 

 Carries a mortality rate of over 15%                                                                                             
 Results in permanent brain damage (Korsakoff`s psychosis) in 85% of 

survivors                                                                                           
 The classical triad of signs (acute confusion, ataxia and 

ophthalmoplegia) only occurs in 10% of patients. Therefore the triad 
cannot be used as the basis of diagnosis and a high index of suspicion is 
needed. The presence of only one of the signs should be sufficient to 
assign a diagnosis and commence treatment.  

8. Hepatic Encephalopathy 

It is very important to distinguish patients with the hepatic encephalopathy from 
those with alcohol withdrawal. Care should be taken in using any from of sedation 
for patients with hepatic encephalopathy as this can lead to rapid onset of coma and 
respiratory compromise. In patients with liver disease lorazepam should be the 
sedative of choice with shorter acting agents e.g. midazolam or propofol as 
alternatives. 

9. Drugs used to treat alcohol withdrawal 

9.1. Chlordiazepoxide (CPZ) 

The mainstay of treatment for alcohol withdrawal is the Chlordiazepoxide. It 
is slowly absorbed, has long half-life and low potency. It also has a lower 
abuse potential than other drugs such as diazepam. See CPZ administration 
guidelines.  

9.2. Diazepam 
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 Diazepam may be used as an alternative to chlordiazepoxide. It has a 
longer half-life and therefore is more prone to accumulation and 
toxicity. A similar reducing regime should be used, remembering that 
5mgs diazepam is equivalent to 15mgs chlordiazepoxide. 

 When administrating IV diazepam for severe withdrawal it should be 
given at a rate of not more than 5mgs per minute into a large vein. IV 
Diazepam should be given under supervision. Avoid IM diazepam. 

 Rectal diazepam may also be administered 
 In general once the patient is able to tolerate oral medication then 

convert back to chlordiazepoxide. 

9.3. Lorazepam 

 This should be used as an alternative to diazepam or chlordiazepoxide 
where there are clinical signs or a history of significant liver function 
impairment 

 Lorazepam is cleared predominantly by the kidney and has a much 
shorter half-life and is less prone to accumulation and toxicity 

 The patient should be monitored more frequently between doses to 
avoid breakthrough alcohol withdrawal symptoms 

 500 mcg lorazepam is approximately equivalent to 5 mgs diazepam. 
 Lorazepam should be given oral/IM/IV.  IM lorazepam 1-4 mg every 

30min until sedated then hourly for severe withdrawal.  IV lorazepam 
only be given on Staples ward and under supervision with the 
permission of consultant or registrar. 

9.4. Other drugs: Haloperidol and Propofol                                                                                                                      

Rarely patients seem refractory to even very large doses of benzodiazepines. 
Severe psychotic symptoms may be managed in these patients by addition of 
haloperidol 1-5 mg, 2-3 times per day (although continue treatment with 
benzodiazepines as well). There is some concern that haloperidol may lower 
the seizure threshold and in patients with AWD propofol administration 
supervised by an anaesthetist may be a safer option. 

10. Alcohol Detoxification and Chlordiazepoxide (CPZ) 
Administration Guidelines 

10.1. Step 1: Signs and symptoms? 

Is this patient suffering from alcohol withdrawal?  
Always consider alternative causes. 

 

Consider hepatic encephalopathy, metabolic causes, infection  head injury. The 
diagnosis of alcohol withdrawal should be made by a doctor and clearly 
documented. 
 
Possible Symptoms and Signs: 
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 Sweating 
 Tachycardia (100+bpm) 
 Raised BP 

 Fever (37-38C) 
 Hyperreflexia 
 Characteristics tremor, starting in the hands but progressing to the 

head and trunk as the severity worsens. 
 Anxiety, restlessness, irritability, depression, insomnia and 

hallucinations. 
 Anorexia, nausea, weakness and confusion.   

                                                                                            

10.2. Step 2: Assess and record 

Use the clinical assessment scale, Clinical Institute Withdrawal Assessment 
(CIWA), see Appendix A) to quantify the severity of withdrawal symptoms. 
Record this score in the patient’s notes and inform the doctor. 

 
  

10.3. Step 3 Administration  

(Taylor, B, 2006) 

For first 24 hours only prescribe CPZ 20-50 mg prn (as needed) to be administered 
as per CIWA score. Maximum CPZ 250 mg in 24 hours. Senior medical staff should 
be consulted if this limit is to be exceeded. Do not prescribe any regular CPZ or other 
regular sedatives for first 24 hours. 

                                                                    
                                                           

Commence Pabrinex 1 and 2 (one pair) Intravenous (IV) daily for 3 days as soon as 
possible. Note alcohol-dependent hypoglycaemic patients should be given Pabrinex 
with or prior to IV glucose.  

                                                                  

If patient has any one of the following symptoms: acute confusion, decreased 
consciousness level, memory disturbance, ataxia/unsteadiness, opthalmopegia, 
nystagmus, unexplained hypotension with hypothermia, commence Pabrinex2 pairs 
tds for 3 days then 1 pair daily for 3-5 days or until clinical improvement. 

                                                                   

                                                                  
 

 

 

 

 

If problems of disturbed behavior occur this should be treated as an emergency 
call 2333 and ask for Police/ security on site/on-call consultant/ anaesthetist and 
bleep 500. Strictly follow the violence and aggression policy. Options for treatment: 
see appendix B. 
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Calculate the total CPZ dose given in initial 24 hours. For day 2 prescription regime 
divide this dose (including equivalent CPZ dose of any lorazepam given) into 4 equal 
doses. 

                                                                     

Reduce CPZ/ sedation by 20% per day from day 3 onwards, however if withdrawal 
symptoms worsen recommence CIWA scoring and prn administration. 

                                                                                                                           

Please read accompanying guidelines for CIWA scoring information and further 
alcohol detoxification care. 

11. Education and Training 

Responsibility for education and training lies with the Gastroenterology Consultants 
and ward sisters.  It will be provided through formal teachings sessions and informal 
training on the ward.   

12. Consultation, Approval, Review and Archiving Processes 

The author consulted with all relevant stakeholders. Please refer to the Document 
Control Report. 

Final approval was given by the Andrew Davis Lead Clinician for medicine on 
10/01/2016 

The guidelines will be reviewed every 3 years. The author will be responsible for 
ensuring the guidelines are reviewed and revisions approved by the Lead Clinician 
for medicine in accordance with the Document Control Report.  

All versions of these guidelines will be archived in electronic format by the author 
within the Nursing and Gastroenterology Team policy archive. 

Any revisions to the final document will be recorded on the Document Control 
Report.  

13. Monitoring Compliance and Effectiveness 

Monitoring of implementation, effectiveness and compliance with these guidelines 
will be the responsibility of the Consultant Gastroenterologists and Ward sister on 
Glossop. Where non-compliance is found, it must have been documented in the 
patient’s medical notes. 
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Appendix A:  Alcohol Withdrawal Assessment Scoring Guidelines (CIWA-Ar) 

                                                       (Adapted from Sullivian, J. et al 1989) 

Patient Label 

 

Nausea/Vomiting 

0-None  
1-mild nausea 
2 
3 
4-Intermittent nauseas 
5 
6  

7 Constant nausea  
frequent vomiting 
 

Tactile Disturbance  

Questing and observation 
0-none 

1-very mild itching, pins  
needles, burning, or 
numbness 
2 
3-as above but moderate 
4-moderate hallucinations 
5-severe hallucinations 
6- 
7-continous hallucination 

Anxiety 

0- no anxiety, patient  at 
ease 
1 
2 
3 
4- moderate, guarded 
5 
6 
7-severe, panic state 

Tremors- Asses with arms 
extended, fingers spread. 
0-none 
1 not visible 
2 
3 
4-moderate 
5 
6 
7- severe, even with arm 
not extended 

Auditory Disturbance 

Are sounds around you 
harsh? Do they frighten or 
disturb you? Are you hearing 
things you know aren’t 
there? 
0-not present 
1- very mild harshness or 
ability to startle 
2- as above, mild 
3- moderate 
4-moderate hallucinations 
5- severe hallucinations 
6- 
7- continues hallucinations  

Agitation 

0-normal activity  
1-somewhat normal 
activity 
2 
3 
4- moderately fidgety 
and restless 
5 
6 

7- paces back  forth, 
unable to keep still 

Headache/fullness in the 
head 

Do not rate dizziness or 
light-headedness 
0-nil 
1-very mild 
2 
3-moderate 
4 
5-severe 
6 
7-extremely severe 

Orientation 

0-Oriented 
1-cannot do serial additions, 
sure of date 
2-disoriented to date by no 
more than 2 days 
3-disoriented to date by more 
than 2 days 
4-disoriented to place and / 
or person. 

Paroxysmal Sweating 

0- Nil 
1- barely 
2 
3 
4- beads of sweat on 
forehead 
5 
6 
7-drenching 

 

 



Assessment Protocol 
a. Vitals, Assessment Now.    

b. If initial score  9 repeat q1h x 8 hrs, then 
    if stable q2h x 8 hrs, then if stable q4h. 
c. If initial score < 8, assess q4h x 72 hrs.  
   If score < 10 for 72 hrs, d/c assessment. 

    If score  10 at any time, go to (b) above.  
d. If indicated, (see indications below)  
    administer prn medications as ordered and  
    record  

 

Date             

Time             

Pulse             

RR             

O2 sat             

BP             

Assess and rate each of the following (CIWA-Ar Scale):                      Refer to reverse for detailed instructions in use of the CIWA-Ar scale. 

Nausea/vomiting  (0 - 7) 

0 - none; 1 - mild nausea ,no vomiting; 4 - intermittent nausea;   
7 - constant nausea , frequent dry heaves & vomiting. 

            

Tremors  (0 - 7) 

0 - no tremor; 1 - not visible but can be felt; 4 - moderate w/ arms 
extended; 7 - severe, even w/ arms not extended. 

            

Anxiety  (0 - 7) 

0 - none, at ease; 1 - mildly anxious; 4 - moderately anxious or 
guarded; 7 - equivalent to acute panic state 

            

Agitation (0 - 7) 

0 - normal activity; 1 - somewhat normal activity; 4 - moderately 
fidgety/restless; 7 - paces or constantly thrashes about 

            

Paroxysmal Sweats (0 - 7) 

0 - no sweats;    1 - barely  perceptible sweating,  palms moist;  
4 - beads of sweat obvious on forehead;     7 - drenching sweat 

            

Orientation  (0 - 4) 

0 - oriented; 1 - uncertain about date; 2 - disoriented to date by no 
more than 2 days; 3 - disoriented to date by  > 2 days; 
 4 - disoriented to place and / or  person 

            

Tactile Disturbances (0 - 7) 

0 - none; 1 - very mild itch, P&N, ,numbness; 2-mild itch, P&N, 
burning,  numbness; 3 - moderate itch,  P&N, burning ,numbness;  
4 - moderate  hallucinations; 5 - severe  hallucinations; 
 6 – extremely severe hallucinations; 7 - continuous hallucinations 

            

Auditory Disturbances (0 - 7) 

0 - not present; 1 - very mild harshness/ ability to startle; 2 - mild 
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harshness, ability to startle; 3 - moderate harshness, ability to 
startle; 4 - moderate hallucinations; 5 severe hallucinations;  
6 - extremely severe hallucinations; 7 - continuous.hallucinations 

Visual Disturbances (0 - 7) 

0 - not present;    1 - very mild sensitivity;      2 - mild sensitivity;   
3 - moderate sensitivity;       4 - moderate hallucinations;   5 - 
severe hallucinations;        6 - extremely severe hallucinations;   7 
- continuous hallucinations 

            

Headache  (0 - 7) 

0 - not present; 1 - very mild; 2 - mild; 3 - moderate; 4 - 
moderately severe; 5 - severe; 6 - very severe; 7 - extremely 
severe 

            

Total  CIWA-Ar score: 
 

            

PRN Med:   (circle one)        Diazepam        
Lorazepam     

Dose given (mg):              

Route:             

        Time of PRN medication administration: 

 
            

Assessment of response (CIWA-Ar score 30-60 minutes after 
medication administered) 

            

RN Initials             

 

0-9 mild symptoms 

10-14 moderate 

≥ 15 severe 

 

Record the score into patient notes and inform the doctor. 

 

 

 


