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Nursing Resource: Assessment and Management of Alcohol 
Withdrawal 
 
Alcohol withdrawal can range from mild to severe, and severe alcohol withdrawal can progress 
to a condition called delirium tremens (DT), which is life-threatening. For this reason it is very 
important to identify and treat alcohol withdrawal that is moderate to severe.  
Timelines (hours after last drink when symptoms appear)  

- 6-8 hours - intention tremor, nausea/vomiting, headache, anxiety 
- 8-12 hours - perceptual disturbances 
- 12-24 hours - hallucinations (reality testing intact), seizures  
- 2-7 days - delirium tremens 

DT is characterized by severe agitation, confusion, hallucinations (reality testing not intact), and 
abnormal vitals (fever, hypertension, tachycardia, hemodynamic instability).  True DT is rare 
(~5% of all moderate-severe withdrawal) but has a high mortality rate if untreated. The 
treatment of choice is benzodiazepines.  
 
Telephone triage: 

● If the patient is intoxicated or in severe distress and not making sense, ask them to pass 
the phone to someone in the household who is more sober and can give you more 
reliable information 

● Remain calm and reassure the patient that you are here to help 
● Find out what the patient’s agenda is for the phone call, what they are asking for or 

concerned about 
● Assess substance use history 

○ Usual pattern of alcohol use - amount consumed per day, number of days per 
week, duration of this pattern of use 

○ Recent alcohol use - Date and time of last drink, quantity and frequency of 
alcohol use in the 1-2 weeks prior to the last drink 

○ Any other substance use - opioids, stimulants, benzos, prescription meds 
○ History of withdrawal - how do they usually manage a hangover? have they ever 

required medical treatment (at nursing station or ER) for management of 
withdrawal? have they ever had a seizure due to withdrawal? 

● Assess current symptoms (see CIWA-Ar score for examples of mild vs severe 
symptoms) 

○ Physical - nausea/vomiting, tremor, sweats, agitation, headache  
○ Mental - anxiety, confusion, sensory disturbances (tactile, auditory, visual) 

● Review medical history and chronic meds (patient history and chart). If they are 
prescribed chronic meds, ask when they actually took them last.  

● Decide whether they need to be assessed in person 
○ History of alcohol withdrawal seizures or delirium tremens 



○ History of severe withdrawal requiring hospital admission or prolonged treatment 
in the nursing station or ER 

○ Severely disoriented or having moderate to severe hallucinations 
○ Acutely suicidal and unable to make a safety plan over the phone 
○ Possible overdose while intoxicated 
○ High risk medical conditions (eg. uncontrolled diabetes with risk of DKA, known 

cirrhosis, meds that put them at particular risk of acute kidney injury or electrolyte 
disturbance) 

○ Evidence suggesting the patient may have unstable vital signs or dehydration (eg 
postural dizziness, palpitations, audible shortness of breath) 

○ RN concern - strong feeling the patient should be assessed in person 
 
Assessment (either via phone/video or in person if appropriate):  
Try to collect as much info as possible before calling the MD… but in the case of severe 
withdrawal or unstable patient, call sooner so that treatment can be initiated while you continue 
to gather information. 

● History 
○ Substance use history, PMH, meds as above 
○ Complete a CIWA-Ar score and have the form handy when you call the MD 

(they’ll want the total, but may also ask which symptoms scored the highest) 
○ Living situation - where do they live, who lives with them, any acute safety 

concerns at home, is there a reliable/sober person at home who can help them 
with their withdrawal 

○ Circumstances of withdrawal - are they actively trying to stop drinking, or are they 
just unable to obtain alcohol at the moment? Is that likely to change? 

○ COVID-19 symptoms or contacts, recent travel history if applicable 
● Physical exam (in person, or limited assessment done via video) 

○ Vitals, gluc, general impression (well vs unwell, oriented vs disoriented) 
○ Physical signs of withdrawal - vomiting, intention tremor, agitation, sweats 
○ Signs of acute or chronic liver disease - jaundice, ascites, RUQ pain, edema 
○ It may be necessary to defer the full head-to-toe exam until the patient has been 

medically stabilized 
○ Don’t forget to assess for possible infection and trauma in the patient with altered 

mental status, fever/sweats, tachycardia, vomiting, etc 
● Info from the chart 

○ Any recent lab results, imaging showing cirrhosis, details of past 
assessment/treatment for alcohol withdrawal 

 
In-person medical management:  
(note that these are guidelines, not medical directives - you will need to consult a physician for 
orders as usual) 

● If the patient has severe withdrawal (CIWA >20), abnormal vitals or is vomiting too much 
to take anything by mouth, start an iv. If the patient is very agitated or confused, call for 



backup - a second RN, and any security personnel available to assist with physical 
restraint if necessary  

● Usual management of alcohol withdrawal: 
○ Diazepam 10-20mg po/iv q1h prn for CIWA ≥10 
○ For those with cirrhosis or acute hepatitis: lorazepam 2-4mg po/iv q1h prn for 

CIWA ≥10 
○ Consider discharge home once 2 sequential CIWA scores are <10, and tremor is 

minimal or resolved. If diazepam was used, it self-tapers (very long half-life and 
active metabolites) so take-home doses should not be necessary.  

● For severe withdrawal or withdrawal seizures: As above, but initially it may be necessary 
to reassess CIWA and give another dose every 10-20min rather than hourly. Increase 
the interval between doses as symptoms improve. It may also be necessary to give 
escalating doses of diazepam or lorazepam if symptoms are not improving (eg. 
diazepam 10mg, 10mg, 20mg, 20mg, 30mg, 30mg, etc). 

● Nutritional management 
○ IV fluids for dehydration and glucose replacement 
○ Thiamine 100mg iv or im for prevention of Wernicke encephalopathy 
○ Correct electrolytes if appropriate 

● Labs 
○ Consider iStat Chem8, VBG, troponin if clinically appropriate  
○ The role of bloodwork is primarily to rule out other medical causes of altered 

mental status, seizures, tachycardia, vomiting, etc 
○ Consider: CBC, lytes, BUN, Cr, Mg, LFTs, gluc. EtOH if diagnosis is uncertain, 

tylenol/ASA levels and urine drug screen if overdose/co-ingestion suspected, 
appropriate cultures if infection suspected. Consider STI/BBI testing if pt is at risk 
and doesn’t usually come in for preventive care.  

● Patients seen in person are usually kept in the nursing station until treatment is 
complete, but during a pandemic it might be reasonable to discharge them home earlier 
than usual to complete their treatment as an outpatient (see below) 

 
Outpatient medical management 
(note that these are guidelines, not medical directives - you will need to consult a physician for 
orders as usual) 

● During the COVD-19 pandemic, we are trying to support physical distancing and 
self-isolation measures by assessing and treating patients at home whenever possible. 
Innovative approaches to pandemic withdrawal management might include dispensing 
medication and having it delivered to the patient’s home, ideally to be taken by the 
patient with the assistance of a reliable household member and in consultation with a 
nurse by phone as needed. 

● If the phone triage process determines that the patient does not need to be seen in 
person, proceed with the full assessment by phone.  



● If the assessment reveals mild withdrawal (CIWA <10), then medical management is 
likely unnecessary - encourage oral hydration and basic supportive care, but ensure the 
patient can call back if symptoms worsen.  

● If the assessment reveals moderate (CIWA 10-20) or severe (CIWA >20) withdrawal, but 
no indications for in-person assessment and management, consider appropriateness for 
outpatient management. They should: 

○ Be medically stable 
○ Be safe at home and have at least one responsible household member who can 

assist with their treatment 
○ Be able to easily contact the nursing station (by phone, text, or video) for ongoing 

follow up  
○ Be able to get to the nursing station if needed 

● Usual outpatient management of alcohol withdrawal: 
○ Consider using the SHOT scale instead of the CIWA-Ar scale as it is much 

simpler and easier to use 
○ Diazepam 10mg po q1h prn for CIWA ≥10 or SHOT ≥2 
○ For those with cirrhosis: lorazepam 2mg po q1h prn for CIWA ≥10 or SHOT ≥2 

(but ask yourself if their health is really stable enough for outpatient 
management) 

○ Treatment is complete once 2 sequential scores are CIWA <10 or SHOT <2, and 
tremor is minimal or resolved. If diazepam was used, it self-tapers (very long 
half-life and active metabolites) so further doses should not be necessary 

● Additional considerations for outpatient withdrawal management 
○ The household member taking responsibility for the medication and treatment 

assistance should be clearly identified and the nurse should speak with them 
directly to ensure they understand and consent to this role 

○ Determine whether this assistant should call the nurse before giving each dose of 
medication, or only if they have questions/concerns 

○ Ensure they have at least one reliable way to contact the nurse (backup 
communication options are encouraged) and a way to get to the nursing station if 
in-person assessment becomes necessary 

● Items to include in the package delivered to the household 
○ Diazepam or lorazepam (clearly labeled) - discuss with MD what quantity to 

dispense 
○ Other symptom management meds if indicated (eg tylenol for headache, gravol 

for nausea) - be clear that these are only to be used after the benzodiazepine 
treatment is complete 

○ Instructions for the assistant, and a flow sheet for them to record assessments 
done and meds given 

○ Contact information for the nurse monitoring the treatment 
○ Patient handouts, such as the “Helping someone through alcohol withdrawal” info 

sheet, resources from SLFNHA, CAMH, etc. 
 


