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Summary – First 24 Hours Only 

1.  

2.   
Prescribe 20-50mg CDZ prn and administer as per CIWA score, completed 2 

hourly 
Score 11-15 give 30mg CDZ, Score >15 give 50mg CDZ 

(Max 250mg in 24 hours) 
 

Consult senior staff if this is exceeded. 
 

Prescribe 3 pairs of IV Pabrinex given three times daily  

Is the patient displaying any one of following symptoms? 

Acute confusion, Decreased consciousness level, Memory disturbance, 
Ataxia/unsteadiness, Opthalmoplegia, Nystagmus, unexplained hypotension 
with hypothermia? 

Continue IV Pabrinex 3 pairs TDS 
for a maximum of 2 weeks or until 
no further improvement 

Use IM Pabrinex 1 pair BD if no IV 
access. 

 

     
     

 

Complete IV Pabrinex 3 Pairs TDS 
for 3 days then commence oral 
Thiamine 100mg TDS 

Continue oral prescription for a 
minimum of 6 weeks 

If the patient is showing signs of disturbed behaviour consider PRN lorazepam 
1-2mg PO/IM 

 (Maximum 4mg in 24 hours)  

 

1mg Lorazepam = CDZ 25mg therefore this should be added to CDZ given to 
ensure maximum CDZ 250mg in 24 hours is not exceeded. 

 

             
        

YES NO 
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Additional Guidance 

Regular benzodiazepines should not be started during the first 24 hours after 
admission 

Do not prescribe Phenytoin for alcohol withdrawal seizures 

Oral Lorazepam can be used in patients with acute/chronic hepatic impairment as 
it is less likely to accumulate and cause drowsiness 

In patients that are alcohol and opioid dependent, the management of alcohol 
withdrawal should take priority and CIWA scoring should be utilised. If a patient 
has a community opiate prescription then this should be continued as a regular 
prescription   
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1. Aim/Purpose of this Guideline 
1.1. Alcohol consumed within UK guidelines of 2-3 units a day or 14 units per week 

for both men and women, is generally considered to be a safe and enjoyable 
past time. Consumption of more than 6 units of alcohol on a single occasion, 
also known as binge drinking, can put individuals at risk of acute harm to 
themselves and others, such as injury from accidents, violence, impulsive 
behaviours and unsafe sex. People that regularly consume more than the 
recommended amount of alcohol can be considered harmful drinkers and are at 
risk of chronic mental and physical health problems, such as liver disease, 
hypertension, stroke, cardiac disease, pancreatitis, various cancers, depression 
and anxiety.  These conditions can be very debilitating to the individual and 
reduce their quality of life, as well as having significant financial costs to the 
NHS. It is therefore important to make every contact count and use admission to 
hospital as an opportunity to identify people that drink alcohol at harmful levels 
and support them to reduce their intake to a safe level reducing the risk of 
chronic health problems. 

1.2. This version supersedes any previous versions of this document. 

Data Protection Act 2018 (General Data Protection Regulation – GDPR) Legislation 

The Trust has a duty under the Data Protection Act 2018 and General Data Protection 
Regulations 2016/679 to ensure that there is a valid legal basis to process personal and 
sensitive data. The legal basis for processing must be identified and documented before 
the processing begins. In many cases we may need consent; this must be explicit, 
informed, and documented. We cannot rely on opt out, it must be opt in. 

Data Protection Act 2018 and General Data Protection Regulations 2016/679 is applicable 
to all staff; this includes those working as contractors and providers of services. 

For more information about your obligations under the Data Protection Act 2018 and 
General Data Protection Regulations 2016/679 please see the Information Use Framework 
Policy or contact the Information Governance Team  

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net 

2. The Guidance 
2.1. Identification of Alcohol Misuse 

2.1.1. AUDIT – C (Alcohol Use Disorders Identification Test) 

All adult patients admitted onto an inpatient ward at RCHT should be 
screened to determine their alcohol intake using the AUDIT-C scoring 
provided in the RCHT nursing risk assessment, apart from in exceptional 
circumstances such as low GCS, end of life care or dementia. 

  

mailto:rch-tr.infogov@nhs.net
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Questions 
Scoring system Your 

score 

0 1 2 3 4  

How often do you 
have a drink 
containing 
alcohol? 

Never 
Monthly 

or less 

2 – 4 
times 
per 
month 

2 – 3 
times 
per 
week 

4+ 
times 
per 
week 

 

How many units 
of alcohol do you 
drink on a typical 
day when you are 
drinking? 

1 -2 3 - 4 5 - 6 7 - 9 10+  

How often have 
you had 6 or 
more units on a 
single occasion in 
the last year? 

Never 
Less 
than 
monthly 

Monthly Weekly 

Daily 
or 
almost 
daily 

 

Information regarding the number of units in common alcoholic drinks 
can be found on a poster on all wards (please contact Alcohol Liaison 
Team if this information is not available) or on the internet. 

An AUDIT-C score of 7 or more indicates a likelihood of harmful alcohol 
consumption and a referral is required to the Alcohol Liaison Team for 
brief or extended intervention and possible alcohol detoxification 
support. 

2.1.2. M-SASQ (Modified Single Alcohol Screening question) 

All patients attending the Emergency Department at RCHT should be 
screened using the M-SASQ to determine their alcohol intake, apart 
from in exceptional circumstances such as low GCS, end of life care or 
dementia. 

Questions 
Scoring system Your 

score 0 1 2 3 4 

How often have 
you had 6 or 
more units on a 
single occasion 
in the last year? 

Never 
Less 
than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 
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An M-SASQ score of 2 or more MAY indicate harmful alcohol 
consumption and a referral is required to the Alcohol Liaison Team for 
further assessment, potential brief or extended intervention and possible 
alcohol detoxification support. 

2.2. Identification of Alcohol Dependence 

2.2.1. Physical alcohol dependence in an individual is identified using further 
assessments completed by the Alcohol Liaison Team, following a 
positive score on the AUDIT-C or M-SASQ and referral to the team.  

2.2.2. It may be indicated by: 

• A strong desire or sense of compulsion to drink alcohol 

• Daily consumption of alcohol  

• Difficulties in controlling alcohol consumption in terms of its onset, 
termination, or levels of use 

• A physiological withdrawal state when alcohol use has ceased or 
been reduced and use of alcohol or other substances by the 
individual with the intention of relieving or avoiding withdrawal 
symptoms 

2.2.3. Patients that are alcohol dependent are at risk of experiencing alcohol 
withdrawal when attending hospital due to the abrupt cessation of their 
alcohol consumption, and correct management is required to ensure 
their safety within the hospital and on discharge. 

2.3. Alcohol on Hospital Premises 

Alcohol should not be consumed by patients, visitors, or staff on hospital 
grounds. Alcohol consumption whilst in hospital can cause significant risk to 
people as it can interact with medications being given, such as benzodiazepines 
or anaesthesia, cause delays in treatment whilst people sober up, increase risks 
of injury or falls and put children present on hospital grounds at risk of harm. 
Patients that have alcohol with them on attendance to hospital should be 
requested to relinquish the alcohol to a member of staff. This should then be 
stored in a safe, locked area and labelled with the patient’s details. The alcohol 
can then be returned to the patient on discharge from hospital if appropriate or, if 
not required further by the patient, should be disposed of safely. If a patient 
refuses to surrender the alcohol to the staff member or continues to consume 
alcohol on the premises, then staff should contact the Alcohol Liaison Team, 
Adult Safeguarding Team and Security Staff to support with this issue. Any 
alcohol found on hospital grounds should be disposed of safely.  
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2.4. Alcohol Withdrawal 

2.4.1. Considerations 

If a patient is deemed to be at risk of alcohol withdrawal it is important to 
consider the following points to ensure they get appropriate treatment 
and potential problems are anticipated: 

 Presenting complaint – as this may be worsened by alcohol 
withdrawal or affect the management, or could mask the symptoms 
of alcohol withdrawal 

 Drinking history – amount, type and pattern of alcohol consumption 
summarised using the AUDIT-C screening tool 

 Have they experienced alcohol withdrawal on previous admissions? 

 Have they experienced complications with previous episodes of 
alcohol withdrawal, such as seizures or delirium tremens  

 Time elapsed since last alcoholic drink – symptoms usually present 
6 hours after their last drink but may present before blood alcohol 
levels have fallen to zero 

2.4.2. Symptoms of Alcohol Withdrawal 

• Not all patients who are alcohol dependent will experience 
withdrawal symptoms and individuals who do can experience a 
variety of symptoms at different times. The risk of the patient 
experiencing alcohol withdrawal symptoms is not directly related to 
amount of alcohol they consume.  

• Common symptoms of alcohol withdrawal: 

 Tremor  

 Sweating 

 Nausea/Vomiting  

 Visual disturbances/Hallucinations 

 Tactile Disturbances/Itching 

 Agitation 

 Insomnia 

 Confusion/Disorientation 

 Tachycardia  

 Seizures 

 Anxiety 
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 Auditory Disturbances/Hallucinations  

• Symptoms may appear 6 hours after alcohol cessation/reduction 
and generally will peak between 24-48 hours. This is when an 
individual is most at risk from developing severe withdrawal and 
complications. Symptoms will usually subside after 4-5 days and 
the individual will be fully detoxified from alcohol after 7 days of 
abstinence.  

• Patients should not be admitted to hospital solely for the 
treatment/management of alcohol withdrawal unless their 
symptoms are severe and they are at risk of, or are experiencing, 
seizures or Delirium Tremens. They should then be admitted to a 
general ward for stabilisation of symptoms under the supervision of 
the Alcohol Liaison Team and should be discharged when 
withdrawal symptoms have reduced to a mild level (i.e. mild 
tremors and sweating). 

2.4.3. Management of Alcohol Withdrawal 

• Chlordiazepoxide is the first choice of benzodiazepine at RCHT for 
reducing alcohol withdrawal symptoms and is administered orally 
using 5mg or 10mg capsules. It is a long acting benzodiazepine 
and has an onset of action of approximately 30 minutes, although 
this can vary.  

• As Chlordiazepoxide is metabolised by liver enzymes, patients with 
acute hepatic impairment are at risk of accumulation and over-
sedation. If this is a concern then oral Lorazepam can be 
substituted as its metabolism will not be impaired. Lorazepam can 
also be used for patients that are having difficulty swallowing 
multiple Chlordiazepoxide tablets, due to problems such as severe 
nausea/vomiting or dysphagia. 1mg of Lorazepam is equivalent to 
25mg Chlordiazepoxide, although it is shorter acting so there is a 
higher risk of seizures and more frequent dosing may be required.  

• If a patient is or may be pregnant, then the Drug and Alcohol 
Specialist Midwives should be contacted and advice sought from 
the Pharmacy team. Risk of seizures should be considered 
alongside the risk of foetal exposure to Chlordiazepoxide.   

• If a patient is opioid dependent as well as being alcohol dependent, 
then the treatment and management of alcohol withdrawal should 
take priority due to the higher risks of complications, and opiates 
should not be used for opioid withdrawal. If a patient has a 
community prescription for maintenance opiates, i.e. Methadone or 
Buprenorphine, then this should be continued as a regular 
prescription and the alcohol detoxification regime should remain 
alongside.  
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2.4.4. First 24 hours following hospital attendance/admission 

• Once a patient has been identified as being alcohol dependent or 
at risk of experiencing alcohol withdrawal, they should be 
commenced on The Clinical Institute Withdrawal Assessment for 
Alcohol (CIWA, see Appendix 4) which uses presentation of 
withdrawal symptoms to trigger dosing of Chlordiazepoxide.  

• Chlordiazepoxide should be prescribed PRN at a dose range of 20-
50mg, with Lorazepam also prescribed PRN at 1mg. Assessment 
of CIWA score should be completed every 2 hours along with 
undertaking monitoring of their pulse, respiratory rate and blood 
pressure as alcohol withdrawal can increase these observations. If 
a patient is asleep then their CIWA score can be assumed to be 0 
and they do not need to be woken for PRN benzodiazepines.  

• If CIWA score is 0-10:  No treatment is required 

• If CIWA score is 11-15:  Give 30mg PRN Chlordiazepoxide  

• If CIWA score is >15: Give 50mg PRN Chlordiazepoxide  

• The maximum dose of Chlordiazepoxide in a 24 hour period is 
250mg. If a patient is at risk of exceeding this, please discuss with 
the Alcohol Liaison Team or a Consultant/Senior Clinician. PRN 
Lorazepam can be used alongside Chlordiazepoxide but it is 
important to remember that 1mg Lorazepam is equivalent to 25mg 
Chlordiazepoxide therefore it should be included when considering 
the maximum dose. Regular doses of Chlordiazepoxide should not 
be commenced until after the initial 24 hours of CIWA scoring has 
been completed, unless advised by the Alcohol Liaison Team to 
allow rapid stabilisation of alcohol withdrawal. 

2.4.5. Day 2 onwards  

• Following 24 hours of CIWA scoring and PRN dosing of 
Chlordiazepoxide, patients should be started on a stable reducing 
dose to reduce risks of alcohol withdrawal complications and 
increase patient comfort. A reducing dose is calculated by totalling 
up the number of doses of Chlordiazepoxide administered 
(remembering to include equivalent Lorazepam doses) during the 
first 24 hours of admission and dividing the total into 4 equal doses, 
which should be prescribed QDS for that day. The four doses 
should reduce by 10mg each day until no further doses are 
required. PRN Chlordiazepoxide/Lorazepam may be still used for 
break-through symptoms based on the CIWA score but should be 
kept to a minimum. If PRN doses are still required by Day 3 then 
the doses of the Reducing dose protocol may need to be 
increased. The dose of Chlordiazepoxide can also be reduced if a 
patient becomes over-sedated but the patient will need to be 
monitored for worsening of withdrawal symptoms. 
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• Example: 

 Initial 24 hours: 170mg Chlordiazepoxide and 1mg 
Lorazepam (equivalent of 25mg Chlordiazepoxide) – Total = 
200mg/4 = 50mg 

 Day 2: 50mg Chlordiazepoxide QDS (0730, 1300, 1800, 
2200) 

 Day 3: 40mg Chlordiazepoxide QDS 

 Day 4: 30mg Chlordiazepoxide QDS 

 Day 5: 20mg Chlordiazepoxide QDS 

 Day 6: 10mg Chlordiazepoxide QDS 

 Day 7: 0mg Chlordiazepoxide – alcohol detoxification is now 
complete 

• If a patient is only being administered Lorazepam for alcohol 
withdrawal, then it is advisable to continue them on CIWA scoring 
and PRN dosing, as Lorazepam is shorter acting and can increase 
the risk of seizures. Patients that have required less that 100mg of 
Chlordiazepoxide in the first 24 hours of admission should be 
continued on symptom triggered dosing using CIWA scoring for the 
next 24 hours. If withdrawal symptoms do not present or worsen 
then CIWA scoring and PRN Chlordiazepoxide should be 
discontinued after 72 hours following admission.  

2.4.6. Discharge 

• Patients should not be admitted to hospital or remain an inpatient 
to complete their alcohol detoxification if there is no other medical 
or social reason for their admission unless their symptoms of 
withdrawal are severe and they are at high risk of experiencing 
complications. Patients should not be provided with any 
Chlordiazepoxide as a TTO, due to risk of overdose or 
benzodiazepine abuse, unless specified by the Alcohol Liaison 
Team with organised follow-up by Addaction (Community Drug and 
Alcohol Support in Cornwall).  

• If a patient has not completed the full alcohol detoxification regime, 
then the patient remains at risk of developing alcohol withdrawal 
symptoms on discharge. Please contact the Alcohol Liaison Team 
for advice regarding management on discharge. For patients being 
discharged out-of-hours, if they have completed less than 4 days of 
the alcohol withdrawal protocol they may need to be advised to 
continue drinking alcohol on discharge to reduce the risk of alcohol 
withdrawal symptoms and be advised to contact Addaction for 
support to reduce their intake safely. It may be appropriate to 
administer a PRN dose of Chlordiazepoxide prior to the patient 
leaving the hospital in order to support a safe discharge.  
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2.4.7. Alcohol Withdrawal Seizures 

• Alcohol withdrawal (tonic-clonic) seizures are most likely to occur 
12-48 hours after alcohol cessation but in certain individuals they 
can occur within a few hours of cessation or significant reduction. 
They are more likely to occur in patients that have a long history of 
alcohol dependence, have undertaken multiple planned and un-
planned detoxes and have previously experienced alcohol 
withdrawal seizures. The appropriate use of a stable alcohol 
detoxification, as described above, will reduce the risk of alcohol 
withdrawal seizures. There is little evidence to support the use of 
antiepileptics, such as Phenytoin, in the prophylaxis or treatment of 
alcohol withdrawal seizures so they should be avoided. 

• If a patient experiences alcohol withdrawal seizures, then a stat 
dose of Chlordiazepoxide or Lorazepam should be given to prevent 
further symptoms. They should then be commenced on 1-2 hourly 
CIWA scoring with prn Chlordiazepoxide and Lorazepam for the 
first 24 hours of their admission. Patients should also be prescribed 
5mg Diazepam PR for use to terminate seizures. Note; patients 
that become post ictal following a seizure still need to be scored 
using CIWA and medication administered as appropriate as they 
remain at risk of alcohol withdrawal and further seizures. 

• If seizures occur whilst a patient has been started on the reducing 
dose protocol, then the Alcohol Liaison Team should be informed 
and their regular dose of Chlordiazepoxide may need to be 
increased and a slower reduction commenced. PRN doses of 
Chlordiazepoxide or Lorazepam can also be used to treat 
withdrawal symptoms.  

2.4.8. Delirium Tremens (DTs) 

• DTs is the most severe form of alcohol withdrawal, resulting in 
acute confusion, challenging behaviours and risk of death due to 
respiratory failure or cardiac arrhythmias. Patients are at higher risk 
of fatality are those with acute illness, such as pneumonia or 
pancreatitis. Early detection of alcohol dependence and risk of 
withdrawal as well as appropriate management utilising the Alcohol 
Detoxification regime can reduce the risk of DTs developing. DTs 
are most likely to develop after 2-3 days following alcohol cessation 
but can occur after 5 days. Factors that can increase the risk of an 
individual developing DTs include high alcohol intake, previous 
history of DTs or alcohol related seizures, psychiatric disorders, 
high levels of anxiety, illicit drug use and insomnia. 

• Signs of Delirium Tremens: 

 Severe Tremor 

 Agitation/Aggression 

 Confusion/Disorientation 
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 Pyrexia 

 Tachycardia 

 Visual/Auditory  

 Hallucinations 

 Delusions 

 Delirium 

• Capacity then treatment may be given in the patient’s best interest 
and represent the least restrictive option to prevent serious harm. 
Utilisation of the Deprivation of Liberty Safeguarding Procedure 
(DOLs) may be required to prevent a patient that is deemed to lack 
capacity from leaving hospital and to ensure necessary treatment is 
given. Individuals will require Enhanced Care at this time to ensure 
their safety and effective treatment.  Please see the RCHT Mental 
Capacity Policy, RCHT Deprivation of Liberty Policy and 
Procedure and the RCHT Enhanced Care and Meaningful 
Activities Policy for more information and guidance.  

• Once the disturbed/agitated behaviour has reduced with the use of 
oral/IM Lorazepam then the patient should be commenced on a 
reducing dose of Chlordiazepoxide, based on the total amount of 
benzodiazepines they required, to stabilise their alcohol withdrawal 
and treat DTs. Patients should be engaged on the ward and 
sleeping overnight should be encouraged, with as minimal 
disturbances as possible. Patients should be discharged when 
medially fit, on the resolution of DTs and stabilisation of alcohol 
withdrawal symptoms. 

2.4.9. Other Considerations 

It is important to investigate for alternative clinical diagnoses which can 
be mistaken for alcohol withdrawal, or conditions that may coexist and 
can be overlooked if a diagnosis of alcohol withdrawal is made and 
treated without further investigation. This is particularly significant if the 
patient is experiencing altered mental state, seizures or pyrexia. 
Conditions such as infection, intracranial haemorrhage, electrolyte 
derangement, drug use/misuse, neurological malignancy or hepatic 
failure can produce similar symptoms to alcohol withdrawal or can be 
masked by alcohol withdrawal symptoms. In these situations, patients 
can have adverse effects to the administration of benzodiazepines and 
delayed treatment for another serious diagnosis.  

2.4.10. Chlordiazepoxide Shortage 

In the event of an Internal or External shortage of Chlordiazepoxide, 
Diazepam should be substituted to manage alcohol withdrawal. For the 
first 24 hours 10-20mg diazepam should be given as per CIWA with 
maximum 100mg in 24 hours. For the detoxification regime following 
this, the same calculation should be applied (calculate total dose in 24 
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hours and divide into 4 equal doses) and then reduced by 20% or 5mg 
QDS over the following 5-7 days. When a Chlordiazepoxide shortage 
does occur, Royal Cornwall Hospital Pharmacy will issue a Pharmacy 
Alert and the Alcohol Liaison Team will support staff to change to 
diazepam for patients requiring withdrawal management. The EPMA 
protocols will also be changed to reflect this. 

2.5. Wernicke’s Encephalopathy 

2.5.1. Causes 

• Wernicke’s encephalopathy (WE) is a neurological disorder caused 
by Thiamine deficiency, which is used as a vital coenzyme in the 
metabolism of glucose. People that consume excessive amounts of 
alcohol are at high risk of developing WE as alcohol depletes 
thiamine stores in the body by affecting the absorption and 
utilisation of thiamine. It can also be associated with 
malnourishment of an individual, caused by a reduction in appetite, 
replacement of food with alcohol and lack of finances to buy 
nutritious and varied food. Note; WE can also occur in individuals 
that do not consume alcohol, due to other conditions such as 
prolonged anorexia, hyperemesis gravidarum and following 
bariatric surgery.   

• For many patients, symptoms can develop and gradually worsen 
over a period of months before becoming significantly debilitating. 
WE is a medical emergency and patients displaying symptoms 
should be rapidly admitted to hospital for prompt treatment until 
symptoms resolve. Acute WE can be precipitated by overwhelming 
metabolic demands of thiamine deficient brain cells, causing 
acidosis of various neural structures through inefficient metabolism 
and eventual brain cell death, such as when a patient in hospital is 
given oral carbohydrates or IV glucose.  

2.5.2. Symptoms 

• WE is generally characterised by a triad of symptoms: 

 Cognitive impairment i.e. confusion/confabulation 

 Abnormal eye movements i.e. nystagmus/opthalmoplegia 

 Ataxia/loss of coordination 

• Other symptoms can include memory loss, inability to form new 
memories, lack of insight into difficulties, reduced GCS, 
tachycardia, hypotension and hypothermia. 

• There is no accurate clinical assessment to diagnose WE, 
therefore diagnosis should be made based on a patients history 
(i.e. evidence of alcohol misuse, malnourishment) and presentation 
of symptoms.  A combination of symptoms or only one symptom 
may be present in patients experiencing WE.  
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2.5.3. Treatment 

• For all patients that are diagnosed with WE, present with one or 
more symptoms or that are deemed high risk of developing WE 
based on their history, treatment should be commenced 
immediately to prevent permanent neurological damage. 

• High Dose: 3 pairs of ampules of IV Pabrinex given three times 
daily for a minimum of three days   

• If symptoms resolve or do not develop after 3 days, then 
intravenous treatment can be discontinued. If symptoms persist 
then High Dose IV Pabrinex should be continued until there is no 
further clinical improvement for a maximum of 2 weeks. If 
intravenous access is unavailable, then 1 pair of ampules of 
Pabrinex can be given intramuscularly twice daily until IV access is 
established. Patients should also have their serum magnesium 
levels checked and replaced if this is low, as hypomagnesaemia 
can cause inadequate uptake of the parenteral Thiamine required 
to treat WE.  

• Oral vitamin supplementation should be commenced once 
treatment or prophylaxis for WE is complete to reduce the risk of 
repeated thiamine depletion and recurrence of WE.  Oral 
supplementation should continue for a minimum of 6 weeks 
following discharge and then be reviewed by the patient’s GP. 
Note; The administration of oral Thiamine does not ensure 
sufficient absorption required to treat WE, therefore it cannot be 
used as a substitute for IV Pabrinex.  

• Oral Dose: Oral Thiamine 100mg three times daily for a 
minimum of 6 weeks 

• Patients commenced on the Alcohol Detoxification protocol and 
CIWA scoring must be given high dose IV Pabrinex to prevent 
development of WE. All patients identified as drinking alcohol 
excessively/dependently that show signs of WE should be referred 
to the Alcohol Liaison Team for support with diagnosis, cognitive 
assessment and treatment.  

2.5.4. Disturbed Behaviour 

• Patients with WE can often become confused and disorientated 
leading to frustration, agitation, aggression and disturbed behaviour 
and have an increased risk of falls due to ataxia. Therefore, they 
can require extra supportive measures to ensure their safety and 
the safety of other patients and staff on the ward.  

• For management of patients with WE that have disturbed 
behaviour, please refer to the guidelines laid out above in section 
2.4.8. Delirium Tremens, and follow the protocol described for use 
of sedative medication and referral to Critical Care Outreach. 
Inform the Alcohol Liaison Team or the Psychiatric Liaison Team if 



Alcohol Withdrawal Detection and Management and the Management of Wernicke’s Encephalopathy Clinical Guideline V8.0 

Page 15 of 24 

a patient is experiencing WE symptoms that require use of sedative 
medication for further support with management. 

2.5.5. Alcohol Related Brain Injury 

• If patients with WE are inadequately treated, i.e. thiamine is given 
by the wrong route, given in insufficient doses or treatment is 
significantly delayed, then up to 85% will develop a long term 
Alcohol Related Brian Injury (ARBI), which is characterised by 
severe short term memory loss and impairment in learning new 
information.  For up to 75% of these patients, their ARBI will 
improve but this can often take years of alcohol abstinence, good 
nutrition, supplementary oral vitamins and structured support to re-
establish routines and independence. Patients that have limited 
improvement in their cognitive functioning can be diagnosed with 
Korsakoff’s Psychosis (KP), a non-reversible brain injury and 
lasting memory disorder, but this can only be diagnosed after at 
least 6 months of abstinence and multiple cognitive assessments. 

• If a patient within the hospital diagnosed with WE is still showing 
symptoms/cognitive impairment after 2 weeks of high dose IV 
Pabrinex treatment, then it is likely that they have developed an 
ARBI. However, it is important to exclude other causes of cognitive 
impairment before reaching this conclusion by completing all 
necessary screens and investigations, such as CT head, sepsis 
screens and dementia screens. Due to the ongoing memory loss 
and cognitive impairment experienced by the individual with ARBI, 
discharge from hospital can be complex. Often, patients will require 
support in the community from a package of care and Social 
Services. Some patients may also require referral to a specialist 
ARBI unit or placement in a more supportive setting, such as a 
nursing home. Ensure all patients with a likely diagnosis of ARBI 
are referred to the Alcohol Liaison Team for support with alcohol 
detoxification and cognitive assessment, Occupational Therapy for 
assessment of their level of abilities and the Onward Care for 
complex discharge planning.  

• For further guidance on ARBI and management within RCHT, 
please see the Clinical Guidance for Patients diagnosed with 
Alcohol Related Brain Injury at RCHT.  
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3. Monitoring compliance and effectiveness  

Information 
Category Detail of process and methodology for monitoring compliance 

Element to be 
monitored 

• Appropriate use of AUDIT-C to identify harmful use of 
alcohol 

• Appropriate use of CIWA and Chlordiazepoxide prescription 
in the management of acute alcohol withdrawal 

• Prescribing and administration of Pabrinex in the treatment 
of Wernicke’s Encephalopathy 

Lead Alcohol Liaison Team 

Tool Prescribing and administration of Pabrinex in the treatment of 
Wernicke’s Encephalopathy 

Frequency Monitoring of this Guideline will be completed on an annual basis 

Reporting 
arrangements Alcohol Liaison Team  

Acting on 
recommendations 
and Lead(s) 

The Alcohol Liaison Team will undertake subsequent 
recommendations and action planning for any or all deficiencies 
and recommendations within reasonable timeframes 
This will be overseen by the Hepatology Team 

Change in practice 
and lessons to be 
shared 

Required system or practice changes will be identified and 
actioned within a three month time frame.  A lead member of the 
Alcohol Liaison Team will be identified to take each change forward 
where appropriate.  Lessons will be shared with all the relevant 
stakeholders 

4. Equality and Diversity  
4.1. This document complies with the Royal Cornwall Hospitals NHS Trust service 

Equality and Diversity statement which can be found in the 'Equality, Inclusion & 
Human Rights Policy' or the Equality and Diversity website. 

4.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 1. Governance Information 

Information Category Detailed Information 

Document Title: 
Alcohol Withdrawal Detection and Management and 
the Management of Wernicke’s Encephalopathy 
Clinical Guideline V8.0 

This document replaces (exact 
title of previous version): 

Alcohol Withdrawal Detection and Management and 
the Management of Wernicke’s Encephalopathy 
Clinical Guideline V7.0 

Date Issued/Approved: February 2022 

Date Valid From: November 2022 

Date Valid To: November 2025 

Directorate / Department 
responsible (author/owner): Toni Edwards, Alcohol Liaison Nurse 

Contact details: 07557215450/49 

Brief summary of contents: 
Alcohol Withdrawal Detection and Management and 
the Management of Wernicke’s Encephalopathy at 
the Royal Cornwall Hospital (RCH)  

Suggested Keywords: 
Alcohol, Detoxification, Withdrawal, 
Chlordiazepoxide, Delirium Tremens, Wernicke’s, 
Pabrinex. 

Target Audience: 
RCHT:  Yes 
CFT: No 
CIOS ICB:  No 

Executive Director responsible 
for Policy: Chief Medical Officer 

Approval route for consultation 
and ratification: 

Hepatology Consultant & Nurse Consultant Team 
Addaction Specialist Substance Misuse Consultant 

General Manager confirming 
approval processes: 

Roz Davies, General Manager, Specialist Services 
and Surgery 

Name of Governance Lead 
confirming approval by 
specialty and care group 
management meetings: 

Maria Lane 

Links to key external standards: None 

Related Documents: • Guidelines for the correct treatment of Opiate 
Dependent Patients in RCHT  
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Information Category Detailed Information 

• Clinical for Patients diagnosed with Alcohol 
Related Brain Injury 

• RCHT Mental Capacity Policy, RCHT 
Deprivation of Liberty Policy and Procedure 

• RCHT Enhanced Care and Meaningful 
Activities Policy 

• RCHT Rapid Tranquilisation Pathway 

Training Need Identified? No 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet 

Document Library Folder/Sub 
Folder: Clinical / Hepatology 

Version Control Table  

Date Version 
Number Summary of Changes Changes Made by 

July 2002 1 Original ratification Bob Taylor & 
Joanna Lawrence 

August 
2009 

2 Full review, changes made to prescribing 
advice to pabrinex. 

Andy Brooking, 
Psychiatric Liaison 
Nurse 
(Alcohol/Delirium) 
Lead)  

Sept 2012 3 Full review - Advice not to give Phenytoin 
for alcohol withdrawal seizures, monitor 
magnesium levels and alternative 
medication to.Lorazepam for Delirium 
tremens . 

Andy Brooking 

Dec. 2015 4 Full Review, changes made to psychiatric 
Liaison Hours of Working 

Andy Brooking,  

02.05.2018 5 Full Review, changes made to guideline 
and Pabrinex prescribing advice . 

Hannah Le Ruez 

28.11.2018 6 Final review, update of Control Table and 
addition of signatures. 

Hannah Le Ruez 

24.01.2020 6.1 Removal of oral vitamin b supplementation 
following advice from the RMOC.  

Toni Edwards  

March 
2022 

7 Review of document, updated to current 
Clinical Guideline template 

Toni Edwards, 
Alcohol Liaison 
Nurse 

August 
2022 

8 Addition to Chlordiazepoxide shortage 
guidance 

Hannah Le Ruez 
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All or part of this document can be released under the Freedom of Information Act 
2000 

This document is to be retained for 10 years from the date of expiry. 
This document is only valid on the day of printing 

Controlled Document 
This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 
express permission of the author or their Line Manager. 
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Appendix 2. Equality Impact Assessment 

Section 1: Equality Impact Assessment (EIA) Form  
The EIA process allows the Trust to identify where a policy or service may have a negative 
impact on an individual or particular group of people. 

For guidance please refer to the Equality Impact Assessment Policy (available from the 
document library) or contact the Equality, Diversity & Inclusion Team rcht.inclusion@nhs.net  

Information Category Detailed Information 

Name of the strategy / policy / proposal / 
service function to be assessed: 

Alcohol Withdrawal Detection and 
Management and the Management of 
Wernicke’s Encephalopathy Clinical 
Guideline V8.0 

Directorate and service area: Gastroenterology – Specialist Services & 
Surgery 

Is this a new or existing Policy? Existing 

Name of individual completing EIA 
(Should be completed by an individual with 
a good understanding of the Service/Policy): 

Hannah Le Ruez, Alcohol Specialist Nurse 

Contact details: 07557215450/49 
 

Information Category Detailed Information 

1. Policy Aim - Who is the 
Policy aimed at? 
(The Policy is the 
Strategy, Policy, Proposal 
or Service Change to be 
assessed) 

To provide guideline for clinical staff at RCHT in the 
Detection and Management of Alcohol Withdrawal, 
Administration of Chlordiazepoxide and the Management of 
Wernicke’s Encephalopathy  

2. Policy Objectives To ensure all clinical staff have an understanding and are 
able to safely identify and manage patients experiencing 
alcohol withdrawal, related complications and Wernicke’s 
Encephalopathy 

3. Policy Intended 
Outcomes 

To improve identification of adult patients at RCHT that 
consume alcohol at a harmful level 
To ensure safe management of alcohol withdrawal and 
treatment of Wernicke’s Encephalopathy to reduce risk of 
adverse outcomes  

4. How will you measure 
each outcome? 

AUDIT 
Staff Feedback 

mailto:rcht.inclusion@nhs.net
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Information Category Detailed Information 

5. Who is intended to 
benefit from the policy? 

Adults that attend RCHT who consume alcohol at a harmful 
level 
Adults that attend RCHT who are at risk of alcohol 
withdrawal and/or Wernicke’s Encephalopathy 

6a. Who did you consult 
with? 
(Please select Yes or No 
for each category)  

• Workforce:  Yes 

• Patients/ visitors: No 

• Local groups/ system partners: No 

• External organisations: Yes 

• Other: No 

6b. Please list the 
individuals/groups who 
have been consulted 
about this policy. 

Please record specific names of individuals/ groups: 
• Hepatology Consultant & Nurse Consultant Team 
• Addaction Specialist Substance Misuse Consultant  

 

6c. What was the outcome 
of the consultation?  

Approved 

6d. Have you used any of 
the following to assist 
your assessment? 

National or local statistics, audits, activity reports, 
process maps, complaints, staff or patient surveys: No 

 
7. The Impact 

Following consultation with key groups, has a negative impact been identified for any 
protected characteristic? Please note that a rationale is required for each one. 
 
Where a negative impact is identified without rationale, the key groups will need to be 
consulted again. 
 
Protected Characteristic (Yes or No) Rationale 

Age No  

Sex (male or female)  No  

Gender reassignment 
(Transgender, non-binary, 
gender fluid etc.) 

No  

Race No  

Disability (e.g. physical or 
cognitive impairment, mental 
health, long term conditions 
etc.) 

No  
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Protected Characteristic (Yes or No) Rationale 

Religion or belief No  

Marriage and civil 
partnership No  

Pregnancy and maternity No 
Guideline recommends further advice in 
the management of alcohol withdrawal 
during pregnancy 

Sexual orientation (e.g. gay, 
straight, bisexual, lesbian etc.) No  

A robust rationale must be in place for all protected characteristics. If a negative 
impact has been identified, please complete section 2. If no negative impact has been 
identified and if this is not a major service change, you can end the assessment here. 

I am confident that section 2 of this EIA does not need completing as there are no 
highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial impact assessment: Hannah Le Ruez, Alcohol 
Specialist Nurse 

If a negative impact has been identified above OR this is a major service change, 
you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 

  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. Clinical Institute Withdrawal Assessment for 
Alcohol (CIWA) Score and Administration of Chlordiazepoxide 
Chart 

Affix Patient Label 
Patient Name……………………… 
Date of Birth……………………… 
CR Number………………………. 
NHS Number……………………... 

 
Date Commenced………………….. 
Ward……………………………….. 
Consultant…………………………. 

Please complete every 2 hours for first 24 hours of the alcohol detoxification regime 
This is NOT a prescription chart – medications must be prescribed and charted on EPMA 

Date:              
Time:              
Nausea/Vomiting (0-
7) 

             
Tremor (0-7)              
Sweats (0-7)              
Anxiety (0-7)              
Agitation (0-7)              
Tactile Disturbances 
(0-7) 

             

Auditory 
Disturbances (0-7) 

             
Visual Disturbances 
(0-7) 

             

Headache (0-7)              
Orientation (0-4)              
Total Score              
Dose given (mg) 
Score 11-15 give 30mg cdz 
Score >15 give 50mg cdz 

             

Nurse Signature              
Total dose of cdz in 
24 hours 

 

Do not exceed 250mg Chlordiazepoxide and equivalent Lorazepam in 24 hours 
1mg Lorazepam = 25mg Chlordiazepoxide 

After initial 24 hours, commence reducing dose by dividing the Total dose into 4 equal doses and 
reducing by 10mg Chlordiazepoxide daily 
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Appendix 4. Clinical Institute Withdrawal Assessment for 
Alcohol (CIWA) Score and Administration of Chlordiazepoxide 

Nausea &Vomiting 
Ask “do you feel sick to your stomach? Have you vomited” 
Observation 

Tactile disturbances 
Ask “have you any itching, pins and needles, any burning or 
numbness or do you feel bugs crawling under your skin?” 

0. No Nausea 
1. Mild Nausea with no vomiting 
2.  
3.  
4. Intermittent nausea with dry heaves 
5.  
6.  
7. Constant nausea, frequent dry heaves and vomiting 

0. None 
1. Very mild itching, pins and needles, burning or numbness 
2. Mild itching, pins and needles, burning or numbness 
3. Moderate itching, pins and needles, burning or numbness 
4. Moderately severe hallucinations 
5. Severe hallucinations 
6. Extremely severe hallucinations 
7. Continuous hallucinations 

Tremor 
Arms extended and fingers spread apart 
Observation 

Auditory Disturbances 
Ask “are you more aware of sounds around? Are they harsh? 
Do they frighten you?” 

0. No Tremor 
1. Not visible, but can be felt fingertip to fingertip 
2.  
3.  
4. Moderate with patient’s arms extended 
5.  
6.  
7. Severe even with arms not extended 

0. Not present 
1. Very mild sensitivity 
2. Mild harshness or ability to frighten 
3. Moderate harshness or ability to frighten 
4. Moderately severe hallucinations 
5. Severe hallucinations 
6. Extremely severe hallucinations 
7. Continuous hallucinations 

Paroxysmal Sweats 
Observation 

Visual Disturbances 
Ask “does the light appear to be too bright? Is its colour 
different? Are you seeing anything that is disturbing to you? 
Are you seeing things that you know are not there?” 

0. No sweat visible 
1. Barely perceptible sweating, palms moist 
2.  
3.  
4. Beads of sweat obvious on forehead 
5.  
6.  
7. Drenching sweat 

0. Not present 
1. Very mild sensitivity 
2. Mild sensitivity 
3. Moderate sensitivity 
4. Moderately severe hallucinations 
5. Severe hallucinations 
6. Extremely severe hallucinations 
7. Continuous hallucinations 

Anxiety 
Ask “do you feel nervous” 
Observation 

Headache, fullness in head 
Ask “does your head feel different? Does it feel like there is a 
band around your head?” Do not rate for dizziness or light-
headedness. Otherwise rate severity 

0. No anxiety 
1. Mildly anxious 
2.  
3.  
4. Moderately anxious or guarded 
5.  
6.  
7. Equivalent to acute panic states as seen in severe delirium or 

acute schizophrenic reactions 

0. Not present 
1. Very mild 
2. Mild 
3. Moderate 
4. Moderately severe 
5. Severe 
6. Very severe 
7. Extremely severe 

Agitation 
Observation 

Orientation and Clouding of Sensorium 
Ask “what day is this? Where are you? Who am I?” 

0. Normal activity 
1. Somewhat more than normal activity 
2.  
3.  
4. Moderately fidgety and restless 
5.  
6.  
7. Paces back and forth during most of the interview or constantly 

thrashes out 

0. Orientated and can do serial addition 
1. Cannot do serial additions or is uncertain about date 
2. Disorientated for date by no more than 2 calendar days 
3. Disorientated for date by more than 2 calendar days 
4. Disorientated for place and/or person 
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