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Cite the p of Alcohol Wi (AWS)in
various patient populations.

Use DSM-V criteria to diagnose AWS and related syndromes.

Screen for medicaland psychiatric conditions that could affect
the course or treatment of AWS.

Chartthe typical alcohol withdrawal time course.

Demonstrate ability to predict severity of alcohol withdrawal using
clinical history and evidence based tools.

Utilize evidence based scales to determine the severity of AVS.
Determine the best level of care for treatment of AWS.

Choose the best benzodiazepine for treatment of AWS.
Discuss the difference between symptom triggered and
scheduled taper medication regimens.

Discuss evidence based approachesto treatment resistant AWS
and delirium.

Criteria for Substance Use Disorders DSM-V
Substance use disorders span a wide variety of problems arising from
stance use, and cover 11 different crit

he substance i

ounts or for long

than you're meant to.

Wanting to cut down or stop using the substance but not man,
o.

Spending a lot of time getting, using, or recovering

m use of the

substance.
Cravings and urges to use the substance

buld at work, home, or

6 Continuing to use, even when it causes problems in relationships.

% & up important social, occupational, or recreational activities
se of substance v

8 substances again and a t puts you in danger

9 Continuing to use, even when you know you have a physical or

psychological problem that could have been caused or made worse
by the substance

10 Needing more of the substance to get the effect you want (tolerance).

11 Development of withdrawal symptoms, which can be relieved by

re of the subst
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Past Year Substance Use Disorder (SUD): Among People Aged 12 or Older; 2024
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The ASAM
Y P Alcohol WD management alone is '
coho
Al_COth not an effective treatment for
Withdrawal alcohol use disorder.
Management

Withdrawal management should
not be conceptualized as a
discrete clinical service but rather
as a component of the process of
initiating and engaging patients in
treatment for alcohol use

(%) ASAM maiy disorder.

* Up to 25% of patients with AUD will develop Alcohol
Withdrawal Syndrome (AWS)
* Many will have mild symptoms and can be treated outpatient

+ AWS is associated with increased hospital length of stay

Alcohol and 2xmortalty

. + Fewer than 10% of individuals who develop alcohol
Withdrawal withdrawal will ever develop complicated symptoms such
as delirium and seizures.

Prevalence - Withrawa 5 are i it younger than 30 years, anc
the risk and severity increase with age.

* Most individuals with AWS drink daily, consuming large '
amounts (more than 8 drinks/day), and for multiple days.

- s
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* A Cessation of (or reduction in) alcohol use that has been heavy and
prolonged.

* B.Two (or more) of the following, developing within several hours to a
few days after the cessation (or reduction in) alcohol use described in

DSM-V Chterion a:

1. Autonomic hyperactivity (e.g., sweating or pulse > 100)

Alcohol 2.Increased hand tremor
5 3.Insomnia
Withdrawal 4 Nausea orvomiting
't i 5. Transient visual, tactile, or auditory hallucinations or illusions
Criteria 6. Poychomotor aitation
7. Anxiety

8. Generalized tonic-clonic seizures
* C.The signs or symptoms in Criterion B cause clinically significant
distress or impairment in social, occupational, or other important
areas of functioning.
« D. The signs or symptoms are not attributable to another medical
condition and are not better explained by another mental disorder,
including intoxication or withdrawal from another substance.

Functional Consequences of Alcohol
Withdrawal

Persistently impaired
social and occupational
functioning due to
symptoms of withdrawal
perpetuating drinking
behaviors

Requirement for medical

detox results in hospital
utilization and loss of
work productivity

Collect A Thorough Clinical
History to Predict Severity of
AWS

« For patients known to be using alcohol recently, regularly, and
heavily, assess their risk of developing alcohol withdrawal even
in the absence of signs and symptoms

« Assess quantity and type,

+ Frequency of use,

+ Time of day when alcohol was last consumed,
* Use information from collateral sources,

Collect Liver Function Tests and CBC,

+ Collect Serum Alcohol level or quantitative measure (esp in
patients unable to communicate or otherwise give an
alcohol use history.
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Predicting Severity of Alcohol Withdrawal

Less Severe Withdrawal More Severe Withdrawal

* Minimalsymptoms in the past * Long duration of heavy, regular use
« Binge drinking pattern (no tolerance) * Early signs of WD even with positive BAL
* Marked autonomic hyperactivity on
presentation (HTN, pulse >100)
* Comorbid medicalillness(esp CAD, liver
disease, TBI)
« >65yearsold
* Also dependent on benzos or barbiturates
« Lab values: C1<96, low plt, low hgb, high ALT
* History of DTs or WD seizure
* Numerous prior WD episodes

Clinical manifestati

Loss of muscular coordination
Changes in mood, personality, and behavior

100-199 Neurologic impairment with prolonged reaction time, ataxia, incoordination, and mental impairment
200299 Very obvious intorication, except in those with marked tolerance

Nausea, vomiting, marked ataxia
300399 Hypathermia, severe dysarthvia, amnesia, stage | anesthesia

400799 Onse’o alcoholic coma, with precise level depending on the degree of tolerance
‘obtundation. decreases in respiration, blood pressure, and body temperature (hypothermia)
u "ary incontinence of retention, reflexes markedly decreased or absent
600-800 Often fatal because of loss of airway-protectiv
pulmanary aspiration of gastric contents, or from re

xes from airway obstruction by the flaccid tongue, from
piratory arrest from profound central nervous system obstruction

/ - \
* PAWSS (Prediction of Alcohol

- Withdrawal Severity Scale) \
PredICtIng * 10item scale
R * >90% specificity and sensitivity for
SeVe rlty Of predicting moderate to severe wd
Alcohol « Studied specifically in hospitalized

patients with comorbid medical
Withdrawa conditions

* PAWSS <4, low risk

* PAWSS >= 4, high risk
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+ MrPis a 66-yr old male with a history of alcohol use disorder
who presented via EMSA to the ER after a fall with a complaint Case One
of hip and rib pain. He is being admitted for surgical
treatment of hip fracture.

* You are consulted to assist with his history of alcohol use
disorder and withdrawal. He reports drinking 1 pint of vodka
daily for many years. His last drink was about 4 hours ago. He
no longer becomes intoxicated unless he drinks more than
this amount daily. He reports a history of many episodes of
'symptomatic withdrawal in the past and has had one seizure
during a prior hospitalization. He denies a history of delirium
tremens.

+ He has been to inpatient
programs. He denies “black outs” and taking any other
medications or illicit substances.

+ BAL is 300. His vital signs are normal, and he has no
symptoms of alcohol withdrawal currently (normal pulse, no
tremor) and has a normal mental status exam.

+ Estimate the patient’s risk of complicated alcohol
withdrawal using the PAWSS.

The“Kindling Effect”

« The relationship between repeated episodes of
alcohol withdrawal which become progressively
more severe .

The effect is theorized to be the result of increased
neuronal excitability and sensitivity with repeated
episodes of withdrawal and has been demonstrated
to result in increased craving for alcohol and
decreased responsiveness to treatment with
benzodiazepines.

+ Screen patients for medical conditions that could
affect the course or treatment of AWS

+ Consider other possible causes of delirium
* Pregnancy test for women of childbearing potential
« Consider testing for nutritional deficiencies (folate,

Identify B12, thiamine)

« Consider testing for hepatitis, HIV, and TB
Co ncurre t * Assess for polysubstance use

CO nd itions * Determine if patients are taking medications that may
block the symptoms of AWS - beta-blockers

* Do not delay treatment while waiting for lab testing ,
* Psychiatric review of systems
* Suicide risk assessment /

e
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Withdrawal — [

Time Course

* Onset: 6-8 hours after
last drink
* Peak: 24-48 hours
* Duration
* Mild: 72 hours
+ Severe: Much longer

—

D

Alcohol Withdrawal Seizures

Grand maltype with Usuallybegin 8-24
short post-ictal period [l hours after last drink

burstof severalover 1-

More likely in pts with
Can occur with or prior withdrawal Risk incr
without other seizures or those also
withdrawal symptoms using other
sedative/benzo drugs

Delirium due to Alcohol Withdrawal

(“Delirium Tremens”)

Less than 3% evolve
into status epilepticus

to DTin 1/3of patients

Appear 72-96 rs after the last dri




Propylene Glycol
Toxicity

+ Propylene glycolis a clear, colorless, viscous liquid witha
faintly sweet taste.

+ Itis “generally recognized as safe” additive for foods and
medications.

+ However large amounts can cause toxicity and most reported
cases have resulted from propylene glycol used as a diluent
fori i of

+ Propylene glycolis a diluentfound in many ntravenous and
oral drugs, including phenytoin, diazepam, phenobarbital, and
lorazepam.

Propylene Glycol

Alcohol
Dehydrogenase

Lactaldehyde

Aldehyde
Dehydrogenase

Lactate

H OH OH

Other Medical Complications of AWS

cy (Wernike’s Encephalopa

/Kosakoff Dem

Folate Deficiency
Electrolyte Derangements

Aspiration Pneumonia

Restraints = Rhabdo or Physicalinjuries

Thiamine Deficiency

o

Classic triad (encephalopathy, oculomotor deficits, ataxia) is only seen in
approximately one-third of patients; most only have one or two elements
and up to 20% do not exhibit any.

13 due to thiamine deficiency is by
lethargy (hy ium).

o

Study from 2012 to 2020 revealed that 93% of hospitalizations for
Wenicke encephalopathy were alcohol related.

o

Other causes of thiamine deficiency: anorexia nervosa, hyperemesis of
pregnancy, bariatric surgery, gastrointestinal discase-causing insufficient
| d

prolonged food aversion.

o

Thiamine level helpful for confirmation, but takes too long for lab to
result.

@ Health
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| Thiamine Deficiency

« Only takes ~ 1 month to deplete thiamine stores

Thiamine deficiency results in less ATP, acetylcholine,
and myelin production -

St ol

No syndrome of excess thiamine has been identified

rm—

Key parts of brain affected include thalamus, mamillary
bodies, oculomotor nuclei, and cerebellum

@ Health

Patients may become thiamine deficient in as little as
one month

vary with
erimental eviden

Th ia m i ne a nd Delay in provision of thiamine increases risk of
Other Vitamins permanent memory damage

IV gluc n deplete reserve of thiamine and
recipitate WE - so give thiamine berore glucose

Othervitamin deficiencies are common: folate, MVI

Severity Category  Range® Clinical Findings
Mild CIWA-Ar <10

Mild or moderate anxicty, sweating
and insomnia, but no tremor

Moderate CIWA-Ar10-18 Moderate anxicty, sweating,
insomnia, and mild tremor

Symptom
Severity

Severe

Severe anxicry and moderatc to
Assessment severe tremor, but not confusion,

Scales hallucinations, or scizure

Compl

aced CIWA-Ar219 Scizurc or signs and symptoms
indicative of deliium - such as
an inability to fully comprehend
instructions, clouding of the
on = of new
onsct of hallucinations

sensorium or conf
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* Ms Ois a 70-yr old female with a history of alcohol use
disorder who was admitted to a free-standing psychiatric
Case TWO facility for suicidal ideation. The nurses have given
several doses of lorazepam according to the Alcohol
Withdrawal Protocol and they are worried she may need
to be transferred to the general medical hospital.

+ On exam she reports constant nausea and two episodes
of vomiting today. There is a visible tremor in her hands
even with arms at rest. You notice her palms are moist
but do not see any beads of sweat on her forehead. She
reports moderate anxiety and is tearful. She is moving
constantly, sitting up and laying down. She denies any
pins/needles or burning sensations. She feels sensitive
to sounds and light but denies any hallucinations and is
not responding to internal stimuli. She reports a
moderately severe headache. She is fully oriented to
date, place, name, and situation.

+ Calculate the patient’s CIWA-AR score.

+ Do you send her to the general medical hospital?

2

-—
” N
« Patient’s current signs and symptoms

* Level of risk for developing \
severe/complicated WD

* Concurrent medical conditions
Level Of Care « Concurrent psychiatric conditions
Determination * Recovery Capital

* Environment

« Level of psychosocial support

* Active suicide risk

i i s for h
Severity of withdrawal

Coexisting medical or psychiatric problems
Pregnancy

Need for non-oral route of medication
administration

Need for intensive or specialized counseling
services

Lack of transportation for ambulatory attendance
Lack of safe housing

[

10



9/2/2025

Ambulatory Management

visies wich heckeins via phone

ey using validaced scale
« Vialsigns

« Oricnc

. slecp and cmotional sarus including suicidal thoughes
« Ifeaking withdrawal medicstion. signs of over-scdation
o Continued alcohol or other substance use:
Considsr Transfer to Mors Intsnsive Level of Cars if:
Worsening withdraveal scvericy
Worscning medical or prychistric problems
Agivation or severs tremor despitc muliple doscs of medication
Over-sedation
Rerum 1o akcohol use
Syncope, untable vialsigns (Jow/high blood pressurs, low high heart ratc)

« Alcohol (in g) = Volume of liquor (ml) x 0.008 x
% ethanol contentin the liquor (w/v,

The patient reports * Beer 3-4%
. . . . i -139
he is drinking a Wine 5-13%

i fvodk « Fortified wine 14-20%
iter of vodka on « Run/Whiskey/Gin/Vodka/Brandy 40%
most days.

Calculate the daily
lorazepam One standard drink contains about 10g of
. ethanol.
requirement. ,

5 mg of diazepam (~1mg lorazepam)
equivalents is prescribed for every standard /

drink consumed.

e

- %2

Sample Outpatient Medication Regimen

. . +300mg #30, norefils
Gabapentin (mild BT I

withdrawal expected) [T

, DBP>90, pulse 90, or agitation,

Benzos (moderate  ereibryaiep
withdrawal expected) [ttt

« Days 4-10: Continue taper to iscontinuation

« Chlordiazepoxi #30; initial dose 50mg QID
« Diazepam: 10mg I dose 20mg QID
« Lorazepam: 0.5mg. dose 1mg QID

11
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How to Choose a Benzodiazepine for AWS

Patients Without Significant Liver Dise

Patients With Significant Liver Disease

Chlordiazepoxide Oxazepam

Lorazepam
« Disadvantages: More euphoria available as injectable; oral tab can be given SL or rectally
'+ Advantages: long acting; active metabolites; less Phenobarbital

dissase b 1/31s excreted unchange:
Midazolam + Disadvantages :Uttralong acting (14 100 hr), pt can
bocome sedated i given too much too quickly
+ Advantages: available as njectable

* Disadvantages: short-acting, black box for respiratory
depression

Start with Supportive Care

* Quiet room with low lighting and minimal
stimulation

* Immediate access to IV access if a history of

Inpatient seizures/DTs

* Adequate sedation to calm the patient as
AWS early as possible

* Physical restraints may be used to prevent
Treatment y Y bt

injuries due to agitation but should be used as
a last resort

« Adequate nutrition must be ensured with care
to prevent aspiration in over-sedated patients

« Assess need for fluids/electrolytes /

e
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Inpatient AWS Medication Regimens

I patient who appear to be
ating symptoms

Hybrid — Scheduled  penSties

| benzos totreat anxiety that

taper + STP tbe part of AWS.

ited with longer admissions

+ CIWA assessment on admission and every 2-6
hours depending on severity of symptoms

« Initial loading dose of benzo given on admission

Sam ple « Chlordiazepoxide 50mg or lorazepam 1mg
Sym ptom = « Sliding scale given based on CIWA scores:
. * 0-4:No meds
Tl'lggered * 5-11:lorazepam 1mg
Protocol * 12-20: lorazepam 2mg
* >20: lorazepam 4mg
* D/C when scores <5 for 24 hours. Typical detox ,

lasts 3-4 days

Masimum proves duraton i § dugs
oRpers 1O
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(Gorical Instte Wihcrswo! Asvossrment for Akonot scal) scare

o Scoe Lonepam ) | Rotech AN e
Lo pant. o 1
by 1 Tma PO T 2 bas
(T P Teg PO T F157)

2

3 Supplemestaton

enhiamne

b Fellc A § 7 By mout dsy o 3 daya o foste detncy

0 WAt 1 taet by meih cy kil ppert

4. Anens e ocord CWAAY row

s

G- .
hoe Cosos ofkxasepam.

13



Loading dose of
Sample Chlordiazepoxide Day 1: CDP 50mg

Scheduled 50mg on > o
DOSing Regime admission

Day 2 and 3: CDP Day 4: CDP 50mg
50mgTID BID

Can be shortened
Dngé ([aDSTSng mmd t0 3 days for less
L severe withdrawal

Loading Dose
Approach

Can be added to either STP or scheduled dosing
regimen

POvsIMvs IV

Oral route: Patients may have poor
absorption due to gastritis or other medical
Recommended o patients speriencing seyere conditions. Patients may have upregulated
Diazepam or chlordiazepoxide are preferred P-450 cytochrome enzymes causing
agents for front loading increased metabolism.

e en g predaer s et Rort (asmetatly CRA 1M route: For most agents, absorption is
8:15) and then switching to a STP or scheduled extremely variable leading to problems
dosing regimen when rapid control of symptoms is
necessary and with delayed appearance of
oversedation when large amounts are
administered

IV route: Must be in general medical
hospital. Better bioavailability. Doses are
equivalent to half the oral dose (due to
first pass metabolism).

Recommended for patients at high risk of severe
AWS

Treatment Approach Based on Risk of
Complications

seizures or h/o
seizures/DTs

Mild AWS without risk Mod/Severe AWS
without seizures or DTs

Severe AWS with DTs

STP while monitoring
fortachycardiaand
hypertension

Outpatient
Management

9/2/2025
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Refractory AW
Delirium '

Marker of non-response to benzos: more than 50mg
iazepam equivalents in first hour or 200mgormore 10 A
it first 3

* Rule out other medical/neurological causes of delirium

« Continuous infusion of benzos: no literature supporting
efficacy.

shorter ICULOS, lower PNA rates, lower cumulative BZD doses. i o —
+ Canalsoincrease isk of propylene glycol toxicity
« BZDsare only as effective as the circulating

concentrations of GABA present and have a ceiling
effect.

Phenobarbital (barbiturates)

* Has been shown to be as effective or better than
benzos in DTs

Different receptor profile than benzos:

* Increases GABA activity and suppresses
glutamate activity

Alternative + Increases DURATION of GABA receptor opening
(benzos increase frequency of opening)
M d 1 t' « At higher doses can directly activate GABA
e |Ca |0 n receptors, “GABA independent”
H Carries risk of oversedation and respiratory
Regimens Goprassion
No antidote to barbiturate toxicity
Longest half life of any sedative (about 100 hours)
Has synergistic effects with benzodiazepines

IV should only be used in highly supervised settings

Dexmedetomidine/Clonidine

+ Alpha-2 Adrenergic agonist

Alte rn atlve + Used as adjunct therapy with BZDs to decrease

sympathetic mediated symptoms such as
tachycardia, hypertension, and anxiety in AWS

Medication P ———
. neuronal NE firing
Regimens
Increases risk of hypotension and bradycardia
Unclear changes in LOS or intubation rates

9/2/2025
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Alternative

Antipsychotics

+ Treats imbalances in dopamine transmission
leading to hallucinations and agitation
Evidence is limited, with some studies showing
limited efficacy or no difference, some studies
report increased risk of PNA

Medication S ————T—

Regimens

recommended as adjunctive therapy

Can increase risk of arrythmias and lower the
seizure threshold

~ents and prevent seizure
is limited

& fortreatingalcohol

nlanstouseitfora

Ethanol- NO shol use disorder.
ted, carbamazepineor

Proprofol - NO Ves for patierein
Magnesium - NO eacdnebeted

san adjunct, clinicians
Baclofen - NO J0se of benzodiazepine
sed in patientswho have
_nildbearing potential.

_vidence to support the use of
_ .nonotherapy for the treatment of alcohol
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Management of AWS is only the FIRST step towards primary goal of
treatment underlying alcohol use disorder. Assist the patient in
developing a recovery plan. Engagement of family can be critical.

mportant

Understanding pharmac

orizati

Certain regimens have advantages in specific populations and in
Ad d iti ona l certain treatment settings.

considerations:

Try to match the regimen to the specific patient characteristics

Don't be afraid to make mid-course corrections based on the.
patient’s response to treatment

Be attentive to patients that may be withdrawing from multiple.
substances at the same time.

Summary

Elicita comprehensive
history of alcohol use and
use diagnostic criteria to > Determ Z:?:t Level of
determine if patient has
Alcohol Use Disorder

Don't forget to offer
Choose Medication TREATMENT for Alcohol
Regimenand AdjustPlan @SS Use Disorder once
as Needed medically stable from
AWS.

Questions?

9/2/2025
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« ASAM Principles of Addiction Medicine, 7t" edition

+ Carlat Treating Alcohol Use Disorder: A Fact Book

* Ferreira JA, Wieruszewski PM, Cunningham DW,
Davidson KE, Weisberg SF. Approach to the

complicated alcohol withdrawal patient. Journal of
intensive care medicine. 2017 Jan;32(1):3-14.

Kattimani S, Bharadwaj B. Clinical management of
alcohol withdrawal: A systematic review. Industrial

Refe rences psychiatry journal. 2013 Jul 1;22(2):100-8.

+ The ASAM CLINICAL PRACTICE GUIDELINE ON

Alcohol Withdrawal Management.

https://downloads.asam.org/sitefinity-production-

lobs/c /default- rce/( lity- '

ience/th m_clinical_practi ideline_on_al

cohol-1.pdf?sfvrsn=ba255c2_0 /
- s 52

18
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