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Aleohol abuse or dependence is present
in 13.6% of the general population and
maore  Hun half of these individuals
hace another psychiatric disorder. Pay-
chiatrists are increasingly incolved in
t/+ management of alcohol with-
aiawal/detoxification. zﬂ”lﬂugh gener-
ally a safe procedure, patients must be
cﬂreﬁtﬂy e:::c.rilmiedfnr comaorbid con-
ditions and for medical complications
of prolonged alcohol use. Individuals
who experence withdrawal symptoms
require close medical monitoring dur-
ing the course of alcohol detoxification.
Detoxification from alecohol, tradition-
al'y done in an inpatient setting, is now
ri.itinely performed as an outpatient
procedure, and a major consideration
is whether patients should be manﬂgetf
on an inpatient or an outpatient basis.
Fotential complications during detoxi-
fication. as well os social support net-
works and likelihood of adherence to
the treatment p{an are key _rm:mrs in
making that decision. Gﬂmpﬁcﬂtimu
arsing during detoxification include
s¢ ures and delirium tremens; both re-
quire prompt and thorough eraluation
and treatment. Past history of with-
drawcal seizures is a strong predictor of

new seizures and the occurrence of

new seizures is often a harbinger of de-
litum tremens. Patients should be
carefully monitored during the de-
toxification procedure using readily
quantifiable instruments. The se-
le. ion and dosage of medications
sheuld be individually determined to
provide maximum safety without un-
necessary side effects or risk of com-
plications. MEDICAL UFDATE FOR
FSYCHIATRISTS 1;4:139-143, 1996,
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Introduction

The estimated lifetime prevalence of ul-
cohol abuose or dependence is 13.6% of
the general population (1). One study
found that 33% of individuals with an
aleohol disorder had a comorbid mental
disorder (2). It is therefore likely that
st ps].'f:hiutrj:its have pattients with al-
cohol problems and a sigmificant portion
will require detosification from aleohol
as part af their treatment. Treatment
of aleahol withdraowal has been shared
amonyg Pb}'u]li;ltrists, internists. and neu-
rologists. Patients may be admitted to
general medicine units for detoxfRcation
and subsequently transferred to dual di-
agnosis or rehabilitation wnits fﬂlltiu‘ing
completion of withdrawal protecols. In
other institubions detoification oceurs
in psj:c]]iutric units or in medicdd anits
under the supenision of psvehitnsts,
Consultation ps_'..'ch[utrists may also he
called upon to prm'irje withdrawal man-
agement recommendations to medical
and surgical teams (3). A review of mul-
tip[e studies found :1111[11!['.“1][‘_‘-‘ elistond-
Rcaton to be safe and effective for mild-
to-moderute  detoxification and  indi-
cated that less than 10% nfpu!:ientﬁ with
alcohol withdrawal symptoms required
admission to an inpatient unit (4. In-
creasing cost consciousness by third
party pavers has also limited the avail-
ability of inpatient hospitalization for
detoxfeaton. .-"unl:u'l;ltm'}' treatment
also allows patients to function in their
home environment and remain at work,
Accordingly, there has been an increas-
ing tendency to perform detoxfication
on an outpatient basis,

Sequelae of Untreated Withdrawal

The onset of alechol withdrawal is
marked by hyvperautonomie m!jpo:mes
that oecur several hours after the last
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drink, In |1t‘a\'i]}'-:iupt'mlt:r'll inchividluads,
withd il SATOPHIMS Ty be::iu whien
the patient is still intoxicated. The sims
andd siptoms include sweating, tremor,
taclwenrdin, navsew. insomnin, elevated
bl pressure, elevated temperature,
anel ansiety or irritabilite, In cses of mild
withdrwl. these may be the u:n|j~' SV
tnms experenced. and will usually sub-
sitle within 24 hoors, In advanced cases
ar in otheradse vulperble [rtients. the
antonomic snptoms may e {llonweed
ll}' i g,enem]izﬂ sefzure, or seres of sei-
zures. The greatest sk of setzures is 24
to 72 howrs from the kst drink, bt they
nuny secir for up to a week. A recent
'EitIIL[_'n- fomned thae 115 nf'pulil:nt:s treted
with a three-din conrse of benzodiue-
pines went on to Lh:"-'u[t:p Late onset sei-
nres with o mean oconrmence bme Ave
l:!'.l?.'ﬁ after almission {31, Hall of these
patients had a history of prior withdrwd
SELZITES.

Alcwhol  withdrawal seizures rareh
prorress b status cpiluptictis. OF sreater
concern is the L!ureluprntnt of delirnm
tremens, which oceurs in 30% in pa-
tients who have withdroval sefzures
(6. Delirinm tremens is manifested by
aross tremors, agitation. hallucinations.
disorientation, confusion. and unstable
vital signs. Tt generally occurs 72 to 96
hours after the last drink and Ty last
for several davs to weeks. Delirium tre-
mens may ocoeur in the absence of sei-
zures, If not treated, it mav progress to
comia or deatl: when treated aggres-
sively it is rarely fatal,

Other Associated Disorders

Wermnicke's encephalopathy due to thia-
mine deﬁciency is manifested |J].r confu-
sion, nphtha]muplegia, and atada Kor-
sakoff 's psychosis, also due to thiamine
d{‘.ﬁcienuy. is a chronic amnestic disor-
der with poor rates of recovery, but gen-
eral stabilization upon abstinence. Alco-
holic hallucinosis is manifested by hallu-
cinations without loss of orientation or
presence of autonomic il‘ist.'1|‘1i|'ll.}'.
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Table L Signs of Suspected Long-Term Heaww Aleoliol Use

Chronic depressive symptoms not respensive to appropriate therapy
Episudic non-compliunce with seheduled appointments

A historv of multiple lulls or accidents

History af Gl bleeds, gastritis. reflux, pancreatitis

Huvpertension
Poor nntritiona] state
Muscle wasting or cardiomyopathy

Asciles, spider angiomata, or abedominal venous dilation
Peripheral neuropathy (decreased distal pin prick, vibratory, proprioceptive testing)
Cerebellar dysfunction (finger nose/heel shinfBomberg/tandem walk)

Muvstagmnus

D.'lﬁir_'u]t}' with cognitive Fanction —shaort-term memory loss with relatively spared long-

SEFT METNOorY
Anemin (microeviic, macroote, or mixed)
Macrootosis
Elevated heputic transaminases
Prolonged PTT
Elevated amylase

Assessment

For muost putients detmdfication [rom al-
cohol is a subfe and well-tolerated proce-
dure. The imtiul step is a careful histor:
concerning substance use patterns and
past withdrawal svmptoms. Dailv usage
over an extended perod of ime and use
of weohol to alleviate withdrwal svmp-
toms are indicators of the need to imti-
ate p]mml..‘u:u[ugic'.ﬂ treatment, Patients
S!:‘EL':int:r detoxification have often re-
C{*ntl}' ul‘tempted tow stop usin_i_{l aleohal.
Thev seek professional assistance when
their attempts to quit are met with
tremulousness.  tachveardia, sweating,
naused, anviety, and insomnia. A few pa-
tients will have histonies of past compli-
cated withdruwal svmptoms that include
seizures, hallucinations, and delidum
tremens. Age greater than E:urty VEITE,
other medical conditions, and poor nu-
tritional state are indicators ufppussime
difficulty with withdrawal. Obtaining a
historv of ather drug usage is also im-
portant because some patients Mmay use
multiple drugs and not appreciate the
dﬂ.ngnrs of withdrawal from benzodiaze-
pines and barbiturates.

A careful physical examination, with
emphasis on the neurologic and mental
status examinatons, will assist in as-
sessing severity and chronicity of usuiu.
Basic laboratory studies may also be
he]pful in both assessment and manage-
ment of medical problems. Table 1 lists
a number of historeal, physical exami-
nation, and laboratory findings consis-
tent with long-term sequelae of exces-
sive aleohal use.

Inpatient Versus Ouipatient
Detoxzificatian

There are no ahsolute eriterda for de-
termining inpatient versos outpatient
detoxification, The mndenc}' in the past
15 vears has been to shift to the outpa-
rient setting, and third party pavers of-
ten have set eniteria for reimbursement
of ]1U5p:italiml:iun eosts. The decision in-
volves multiple factors as outlined in ta-
ble 2 {7T-91.

The American Society of Addiction
Medicine guidelines for treatment enu-
merate six dimensional criteria that are
used to select from four levels of care:
outpatient, intensive outpatient/partial
hospitalization, medicallv monitored in-
patient, and merlit::a.I]_'-f intensive inpa-
tient (8}, These criteria are often the
hasis for insurance company reimburse-
ment pudelines. Thev are outlined in
Table 3.

.-Uﬂmugh the least objective of the
criteria, the most important factor in en-
suring successful outpatient detoxifica-
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tion is the degree of sociul supparts and
ability to adhere to the treatment pl-.m.
Patients must be seen an a daily hasis
far physiologic monitoring and mental
status examination. Because they will be
taking sedating medications and may ex-
perience initial cognitive declines, thev
must huve a means of lmnspurtﬂrion (]
the vifice other than driving themselves,
Support and monitoring by family and
friends is also vital to ensure continued
abstinence from aleohol and ather drugs
during the period of detoxfication and
initial recovery,

IF outpatient detoxificaton s pre-
scribed, the patient should be seen on
a daily basis and monitored for CIWA-
Ar Scores (see below ), vital sigms, and
mental status examination with careful
attention to cognitive impairments and
hallucinations. Family members or other
social support networks should be called
upon to report adherence to treatment
and to monitor for signs of difficulty dur-
ing withdrwwal. Tf a4 retumn to drnkne
alcohal is suspected, a breathalvzer test
or blood aleohol level should be abitained,
If passible, patients should be mven medi
cations on a dav-to-dav basis to ensure
compliance with appointments. This s
also a perod of education and inigadon
of addiction treatment or referml to pro-
viders who specialize in addiction. Some
clinicians will also initate treatment with
disulfiram or naltrexone during detosifi-
cation to assist patients with early mainte-
nance of abstnence, Disulfiram causes o
severe reaction when patients ingest aleo-
hol while using it. It should never be ad-
ministered to a patient who is acutely in-
toxicated. A negative breathalyzer test or
a ?4—h:)1lrpermri of ahstinence are recom-
mended prior to initiating treatment. For
a review of the efficacy of a monitored
disulfirun treatment program see refer-
ences (10,11} Naltrexone, an apioid an-
tagonist, has also been useful in reducing

Table 2. Factors Supporting Inpatient Detoxification

Significant medical or nevrological problems requining evaluation and treatment
Comorbid psychistre conditions requirng stabilization

Acute intodeiation with associated dangerous behavior or suicidal tendencies
History of priar withdrawal seizures or deliium tremens

Heavy daily usage
Age greater than forty

High tolerance (BAL > 250 with limited evidence of intoxication)

Hepeated failures of outpatient detoxification attempts

Lirnited social supports or inability to adhere to outpatient appointments
Cognitive impairments that limit the ability to adhere to outpatient treatment
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Table 3. As5AM Dimensiona CGuiclelings
for Levels of Care

severity of dmg withdraal (or anticipated
withdrawal b

o oesistence of blomedical conditions or
cormplicutions

Pyvehiatre comorhidite

Treatment aureptanee/resistunes

Recoverfibstinence skills

Recovern emvaronment

[iabure f:ruutur.-_'m:l\' and ameunt of wleobol
unsumpton ( 121,

Pharma ::-‘.:Ing:'mf Treatment of
Withdrawal

The comerstone of treatinent of with-
vl are the benzodiuzepines. In most
patients a drog from this cliss may he
e ult|_1 metication needed o r|1'.|:11:1_t;e
withdrawal from wleohel. These drugs
are well tolerated. have fow side effocts
uned are extremel safe. There have been
studies where anticomvulsants. such as
L--.:rhum;a.zwpi:w V130 and barbiturates,
such s ]'1|1|:'nuh.|.rhi!.1]-;]'.1-11.h:ur.-hren
successful in  treating alechal with-
drawal. Side effeets, drig intenrictinons,
and potentially serious toxic reactions
point awuy from these agents for most
uncomplicated cuses of detoxification
from alcohol.

All hEﬂZD{h:LIE]_‘HT'IES are active at the
gamma-amino-butvric acid ( GABA ) re-
ceptor site, and all could be used for
detoxification. Major differences among
drugs within this cluss are mode of ad-
ministration. rate and degree of bio-
availabilitv, elimination half life. and
elimination pathway. Chlordinzeposide
(Librium) was the first commercially
available benzodiazepine and has been
safelv used for aleohol detoxification for
many vears. [t is available m oral and
injectable forms. Librum and its active
metabolites have an elimination half life
ranging between 24 and 48 hours. Its
two less desirable characteristics are the
need for oxidative hepatic metabolism
and slow and less prf:dit'tuhie ubsnrp-
tion. Oxidative metabolism is slower in
patients with impaired hepatic function
as is often found in patients with alcohol
dependence. Diazepam (Valium) is a
longer acting benzodiazepine and is also
metabolized through oxidation. Both
the parent d.rug and its active metaholite

have elimination half lives of greater

than 20 hours, T older individoals or
paitients with !u‘p;lfiu impadrment, the
Badt Tikee ey extend to several 1|.:|._1.'$. 13-
LR B8 avatilabe For orad and intrve-
nons. but not intrmnseular use, Lo
i hiis o hall life ringing from G to
2 hours and is metabolized v wlue-
uronication. a provess lesss il:npau'rt-{l in
patients with liver disease. [t may be
adminstered unl“y, intrmmuscukary, or
intrax'emmsi}-.

Lang-Acting Versus Shor‘t-dﬂﬁng
Agents

There are two veneral spproaches to ns-
ing benzodiazepines for uleohol detov-
fication (3.7). The frst is to use o lomr-
acting agent such as diasz:I:-;im. In this
approach the patient is given multiple
doses of diszepam {usually 20 nulli-
grams per hour) until they no longer
feel anxions and are slightly drowsy, The
lang half life of I!'I;LZL‘F_‘MHI allows for a
“sell tuper” over the conrse of the next
week, The advantiures to this 'll.l‘.l'[]]'tl.l_n’_'!i
are ease of use and ensured protection
aginst seizures. It may therelore be the
preferred approach in treating patients
with a history of withdruwal seizures.
Problems arse when patients Lit"«'!:lup
withudrawal svmptoms while still intoa-
vated. Diazepam must then be reloaded
following metabolism of the remiining
aleohal. Excessive sedation and cogni-
tive impairment ma alsa be evident
during the first few davs. This mav be
troublesome for p;ll:i:—:uts with CNEmMnE
oceupational or social demands. It mav
also interfere with efforts to treut the
underlving addictive process, An addi-
tionad concern is that patients mav re-
sort to usir:g aleohol u'Eiie still secinted
with diazepam, The:.' would be at sk
for the additive CNS dEpressnnt effects.
Unless a patient has an extremely sup-
portive emvironment, diazepam loading
is not generally advised for outpatient
detoxification.

A second approach to detoxification
is the use of a benzodiazepine with an
intermediate half life, Lorazepam has
been widelv used in this approach. Pa-
tients are placed on a standing dosage
of lorazepam, which is then tapered
over the next few davs. A tvpical regi-
men would be 2 mg four times per KE}'
on the first day, 2 mg three times per
dav for the second dav, 2 mg twice per
day on the third dav. and 2 mg at bed-
time on the fourth and fifth day. Be-

Aleohol Withdrawal

canse the initial dosing interval is
shorter thun the eliminution hall lite:
this actually amounts to 4 slow loading
pver the first twa dhitvs aned o combined
Iiuzi-'lgt* and  metabolic taper over the
next three dins. Patients and family
members are advised to reduce the dos-
age il excessive sedution {Ie-.'elu[‘a.\-' or to
tuke wddditional lunm:-{mm iF withelrwd
svmptoms develop. Patients are moni-
tored ab least three times per dav in an
inpatient setting or once per d:l:L in an
ontpatient setting. Advantages to this
approiach include closer monitonng of
svmptoms, less likelibood of overseda.
tion and  eounitive impairment.  and
more rapid eleamnee of drmg in the
event that the patient elects to sturt
{[nnkm!:.

Maonitoring Withdrawal
Sympioms

j'L|l]!n'|1't_'.+'| iy centers combimue by nsis
fivedselwedule dosine. of Densodiee-
pines (130 swstematic monitoring of
withdrawul swinptons wlows for better
titrution of medication and oreater as-
surance agunst seizures and delidom.
An easilv wsed and well established clin-
ical taal is the Revised Clinteal Institute
Withdruwal  Assessment  for  Alcubol
Scale (CIWA-Ar) [ 16.17). The CIWA-
Ar meuwsures L0 items: sweating, anxieh,
tremor. auditorv disturbanees.  visial
disturbunces. agitation, nuusea tuctile
disturbunces. headuche, and orienta-
tion. Examples of likelv svmptoms are
listed for scoring each categorv. Each
category is mted 0-7 I:eﬂ:t-t)t orenki-
tion. which is rated 0-4). The ratings
are then totaled. A score greater than
10 indicates moderate withdrawal and
is an indication to inerease medicition
{usually a one time dose of 1-2 mg of
lorazepam). A score greater than 20
would indicate significant svmptoms.
heightened clinical concern. and the
need to re-evaluate the taper schedule,
One should alse consider possible with-
drawal or intoxication from other drugs.
Nursing staff can quicklv become famil-
iar with the use H} this instrument, but
its use should be carefully monitored
when the instrument is_introduced to
an inexperienced staff to ensure inter-
rater reliability.

All patients treated for withdrawal
should also receive thiamine 100 mg per
day for the month following the Fa(;t
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drink. If the withdrawal is severe
enough to warrant hospitalization. the
first two doses should be administered
intravenously or intramuscularly, be-
cause intestinal absorption is initially

r in chronic alcoh(:ELs. Hospitalized
patients should also receive magnesium
sulfate 1 g intramusculardy every six
hours for the first two days. Magnesium,
even in patients with normu?n plasina
magnesium levels, reduces the risk of
seizure and decreases the degree of
tremor.

Antihypertensive medications reduce
some of the discomfort arising from the
autonomic symptomns of withdrawal.
Thev do not provide protection against
withdrawal seizures and mav mask
symptoms of pending delirium tremens.
They should only be used after patients
have been appropriately treated with
benzodiazepines. If isolated hyperten-
sion or tachveardia persist. cloni;s:\e 02
mg three times per dav or atenolol 50
me ance per day may be helpful.

Treatment of Complications

Alcohol withdrawal seizures are usuallv
self limited. although they may recur. If
thev occur, the dosage of benzodiaze-
pine should be increased and consider-
ation given to loading the patient with
diazepam. In view of the increasing risk
of delirium tremens, hospitalization
should be stronglv considered. Manage-
ment as an outpatient should not be at-
tempted if strong social supports are.not
a.ailable or if there is limited access to
emergency fucilities. If the seizures are
focal rather than ieenemlized. do not
quickly respond to benzodiazepines, or
occur more than five days from the last
drink, a neurology consultation should
be obtained to evaluate for the presence
of an underlying seizure disorder. It is
alwavs necessary to consider other treat-
able conditions for convulsions, such as
meningitis, hypoglycemia, hypona-
tremia, other drug ingestion, and occult
head trauma (18). A careful physical
examination with detailed neurologic
examination should be performed. A
complete blood count,.serum electro-
Ivtes, serum glucose, and urine screen
for drugs should be obtained. A compu-
terized tomographic (CT) scan or a

etic resonance imaging test (MRI)
should be considered, as should lumbar
puncture.

Delirium tremens is best managed in
an intensive care setting where one-to-
one nursing care is availuble, and where
vital signs can be carefully monitored. The
differential diagnosis includes alcoholic
hvpoglycemia, overdose with anticholin-
ergic agents. ad intoxication with am-
phetamines, cocaine, and PCP. Meningo-
encephalitis, thvrotoxicosis, and with-
drawal from other drugs must also be
considered (18). In treating delirium tre-
mens the benzodiazepine dosage is ti-
trated upward to the point of sedation
or comfort. Intermediate duration agents
like lorzepam provide for easier titration
than do the short-acting agents (such as

midazolan) or long-ucting agents (such -
as dizzepam). There should be ongoing
assessment for other etiologies of delir-

ium and patients should be well hyvdrated.
Vital signs should be monitored and stabi-
hzedsl;ﬁ:.srm.mologlmﬂv if necessary. Hal-
lucinations. delusions. and disorientation
that persist despite adequate treatment
with benzodiazepines should be treated
with haloperidol 2-5 mg twice per day.
Neuroleptics should be used only after
benzodiazepine treatiment has been opti-
mized. .

Alcoholic hallucinosis often occurs in
patients who have only mild withdrawal
svinptoms. It occurs days to weeks follow-
ing the last drink and is distinct from de-
lifum tremens in that level of conscious-
ness and orientation remain intact. The
usual treatment is reassurance that the
svmptoms will spontaneously resolve.
Some patients benefit from a low dose

neuroleptic.

Pregnant Patients

Although the benzodiazepines are gen-
erally safe for short-term use in preg-
nancy, many obstetricians are more fa-
miliar with the use of phenobarbital in
alcohol detoxification. A standard r;ﬁ'-
men is 30 to 60 mg administered orally
or intramuscularly every 6 to 8 hours
over 3to 4days (19). Di loadin
may be used in the event o withdraw:ﬁ
seizures or delirium tremens.

Conclusions

Heavy alcohol use is a common problem
in our culture and brings with it a heavy
load of biological, psychological, and so-
cial problems. Psychiatrists will encoun-
ter a significant number of patients who

12
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need detoxification from aleohol. In
most instances a careful evaluation. de-
tailed treatment plan, and appropriate
monitoring will result in a comfortable
and safe procedure that can often be
accomplished on an outpatient basis.
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