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f\ AFFIX PATIENT IDENTIFICATION LABEL HERE
<\/> U.R. NUMBER:
Northern Health SURNAME
MANAGEMENT ALCOHOL WITHDRAWAL SYNDROME '
CONSCIOUS STATE Rousable — R GIVEN NAME:
Unconscious — U Drowsy — D ' _
Unconscious, responsive to pain — UP Alert - A DATE OF BIRTH: / / SEX:

AWRS Item

1 Perspiration

2 Tremor

3 Anxiety

4 Agitation

5 Nausea /
Vomiting

6 Hallucinations

7 Orientation

8 Headaches

9 Facial Flushing

10 Seizures

Total Score

Conscious State

Temp

Pulse

Resp.

BP

Medication

Treatment guide: (see page 4 OR Refer to the Policy - Guidelines for the Management of Patients with Alcohol Withdrawal Syndrome in the CSM)

Score <10 Non-Pharmacological management
Score 210 Pharmacological management
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UR NUMBER: SURNAME: GIVEN NAME:

MANAGEMENT ALCOHOL WITHDRAWAL SYNDROME

CONSCIOUS STATE Rousable — R
Unconscious — U Drowsy — D
Unconscious, responsive to pain — UP Alert - A

TIMES - Observations performed hourly if AWRS > 10 and 2 — 4 hourly if <10

AWRS Item

1 Perspiration

2 Tremor

3 Anxiety

4 Agitation

5 Nausea /
Vomiting

6 Hallucinations

7 Orientation

8 Headaches

9 Facial Flushing

10 Seizures

Total Score

Conscious State

Temp

Pulse

Resp.

BP

Medication

Treatment guide: (see page 4 OR Refer to the Policy - Guidelines for the Management of Patients with Alcohol Withdrawal Syndrome in the CSM)
Score <10 Non-Pharmacological management
Score 210 Pharmacological management
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RISK SCORING OF ALCOHOL WITHDRAWAL SIGNS

Refer to the Policy - Guidelines for the Management of Patients with Alcohol Withdrawal Syndrome in the

Clinical Services Manual

Item 1:

Perspiration

No abnormal sweating.

Moist skin.

Localised beads of sweat, e.g. on the face, chest, etc.
Whole body wet from perspiration

Profuse maximal sweating: clothes, linen, etc. are wet

Tremor

No tremor

Slight intention tremor

Constant slight tremor of upper extremities.
Constant marked tremor of extremities.

Anxiety

No apprehension or anxiety.

Slight apprehension.

Apprehension or understandable fear, e.g. of withdrawal symptoms
Anxiety occasionally accentuated to a state of panic.

Constant panic-like anxiety.

Agitation;

Rests normally, during the day, no signs of agitation.

Slight restlessness, cannot sit or lie still, awake when others asleep.

Moves constantly, looks tense, wants to get out of bed but obeys

Constantly restless, gets out of bed for no obvious reason, returns to bed if taken.
Maximally restless, aggressive, ignores request to stay in bed

Nausea & Vomiting.

No nausea and no vomiting.

Mild nausea and no vomiting.

Intermittent nausea and dry retching

Constant nausea, frequent dry retching and vomiting.
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Hallucinations

No evidence of hallucinations.

Distortion of real objects, aware these are not real if pointed out

Appearance of totally new objects or perceptions; aware that these are not real if

pointed out.

Believes the hallucinations are real but still oriented in place and. person.

Believes himself to be in a totally non-existent environment, pre- occupied and cannot be diverted or
reassured.
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Item 7:
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Orientation

The patient is fully oriented in time, place and person.

The patient is oriented in person but is not sure where he is or what time it is.
Oriented in person but disoriented in time and place.

Doubtful personal orientation, disoriented in time and place; may be short periods
Of lucidity.

Disoriented in time, place and person, no meaningful contact can be obtained.

Headaches
Not present
Mild.
Moderate
Severe
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Facial flushing.
None.

Mild to moderate
Severe.

Seizures.
None
Generalised seizures. Call a MET
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GUIDELINES FOR THE MANAGEMENT OF ALCOHOL WITHDRAWAL SIGNS
Refer to the Policy - Guidelines for the Management of Patients with Alcohol Withdrawal Syndrome in the
Clinical Services Manual

AIM
To decrease symptom severity and the development of withdrawal complications e.g. seizures, hallucinosis etc.

Alcohol Withdrawal Syndrome peaks within the first 24-48 hours of admission. Once a patient is considered to be at risk
of Alcohol Withdrawal Syndrome record the patient’'s Alcohol Withdrawal Risk Score on the AWR Score chart.
Observations including the Alcohol Withdrawal Risk Score and Conscious State must be recorded hourly if AWRS > 10
otherwise 2-4 hourly depending on individual need.

ICU should be notified if:
e The sedative dose exceeds the recommended dose
e The level of sedation is excessive
A MET call must be paged if the patient meets any of the MET Criteria

NON-PHARMACOLOGICAL MANAGEMENT (AWRS <10)

Most patients with Alcohol Withdrawal Syndrome do not require medical intervention.

The patient should receive both information on time, place and person; and an explanation of withdrawal symptoms
regularly. External stimuli such as noise and visitors should be minimized. At night the lights should be on to limit
potential for misinterpretation of the environment. Where the patient is both confused (delirium) and agitated, there is a
definite risk of sustaining personal injury (e.g. falling out of bed). In some cases placing the mattress and bedding on the
floor and nursing the patient in this position may be safer.

PHARMACOLOGICAL MANAGEMENT AWS 210

The mental state of patients in severe withdrawal often fluctuates, especially at night so continuous observation is
required. Treatment should be as for non-pharmacological management and the pharmacological options below can be
considered. In cases of severe liver disease, management should be discussed with ICU consultant.

DIAZEPAM LOADING DOSE PROTOCOL

(a member of medical staff should be present when giving IV sedatives)

This may require Diazepam 10 — 20mg orally every 1 — 2 hours for 3 — 4 doses (i.e. 40 — 80mg), until light sedation is
achieved. If it is necessary to give IV Diazepam i.e. in ICU, give Diazepam 5mg IV, repeated 15 minutely, once light
sedation has been achieved no further dosing is required. However, additional doses maybe required in a few cases e.g.
benzodiazepine dependant patients have the potential of cross-tolerance. A maximum daily dose of 120mg of Diazepam
is generally sufficient; if further dosing is required consider other underlying conditions. Weaning the patient off Diazepam
is not necessary, due to its long half-life (excretion). For elderly patients consider commencing Diazepam at a reduced
dose of 2 —5mg orally 1 — 2 hourly.

HALOPERIDOL.:
Where hallucinosis and agitation remain despite Diazepam loading give small doses 2-5mg IV

B-BLOCKERS:
When there is no contraindication, B blockers such as Atenolol (50mg daily) reduce the intensity of the adrenergic signs
and symptoms of alcohol withdrawal.

THIAMINE:
Always give thiamine 50-100mg daily O/IM/IV until patient is eating normally.

MAGNESIUM:
Whether to give Magnesium is still controversial. Patients who have low serum Magnesium appear to be at elevated risk
of severe withdrawal reactions including Delirium Tremens thus Magnesium supplementation should be considered. .

CLONIDINE:
If hypertensive, 75-150mcg, is an adjunct to minimise signs and symptoms of drug withdrawal

PHENOTHIAZINES:
Avoid as they can lower seizure threshold.
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