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Alcohol Withdrawal Syndrome (AWS)

Usually develops in alcohol-dependent patients within 6 — 24 hoursafter
abrupt discontinuation or decrease in alcohol consumption.

Tremors,
Diaphoresis,
Nausea, Vomiting,
Hypertension,
Tachycardia,
Hyperthermia,
Tachypnea
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Hallucinosis
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* Visual (most often),
auditory & tactile
hallucinations

* Not associated with
altered cognitions
(ie. disorientation).

* Vitals are usually
normal
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| Alcohol ithdrawal

Seizures

Usually grand mal
(tonic-clonic,
short or no
postictal period)

A medical emergency!

Delirium, psychosis,
hallucinations, intense
agitation, hyperthermia,
hypertension, seizures,
coma



The Who, What, When & Why of CIWA-Ar!

CIWA-Ar is a scientifically validated screening tool used to predict
the severity of alcohol withdrawal. It is not a diagnostic test for
withdrawal.
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WHO?

Nurses &
Physicians
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WHAT?

* CIWA-Ar Flowsheet
» Standard Orders

(coming soon)

* IPN

* Glasgow coma scale

(in cases of severe
withdrawal)

)" 4
WHEN?

May be initiated
in ED and/or
continue/be
initiated on the
adult units

4

WHY?

* Tostandardize
the care
approach

* Toalign with
best practice



CIWA-Ar
Alcohol Withdr vyal Assessment Flowsheet

Sante Alcohol Withdrawal Assessment Flowsheet
Health ) CIWA-Ar

Using the CIWA-Ar Scale, record the score of each item, then total the
scores. Record the action(s)*taken and the result.

3
Assessment Protocol DATE (oowmprvyy) | 18/07/z022
a. Vitals, CIWA-A[ Assessment on initiation and BEFORE each Benzodiazepine done. TIME {24H0OUR) 1730
THEN;
For patients with CIWA-Ar ordered, perform vitals b. Continue CIWA-Ar g1h until score less than 10 x 3 consecutive measurements. PULSE
; RESPIRATORY RATE
as per the “AssessmentProtocol” THEN; . .
c. If score remains less than 10 continue g4h x 2 then gBh x 6. If score remains less 0, Saturations
. than 10 continue CIWA-4[ once daily x 72 hours. Then discontinue. IF score
There are 10 itemsto be assessed greater than 10 at ANYTIME, go to (b) above. Blood Pressure
(a combination of subjective and ijectivedata) NAUSEAWOMILING 1rvererunnrssssesssssmsessss s ssssasesssssss s sssssessamsss s s asassss s s sasmssssassnns v 0-7) 4
O-none; 1-mild nausea; 4-intermittent nausea with dn,' heaves; 7-constant nausea, frequent dn,' heaves and
) Record the score for each of the 10 items on the flowsheet. Total the column and initial. AP (0-7) 0
.ed; 7-severe, even with arms not extended
| PATIKIETY 11usisnasassuenasssssanase o sass e vabass s ss e R RE S0 EARe b 3 AR ARE 4 FA 8RS 4R R 4R E D SR AL bR E RS (0-7) 4
O O 0-none, at ease; 1-mildly anxious; 4-moderatly anxious or guarded; 7-equivalent to acute panic state
Some items DO NOT permit scores of 2, 3, 5 or 6. BETEAHON .vvvvvevevmseeseeesesesessseeeseeesssesssssssereresossesssssseessesssossessesssssensneesssesesssesseesmessesssesssmsasmenesoees (0-7) 4
You must select on|y fromthe options listed. 0O-normal activity; 1-somewhat normal activity; 4-moderatly fidgety/restless; 7-paces or constantly thrashes
about
Paroxysmal Sweats... R e ERENAEA 4R EREERE SRR RSN AR R A AR R REA SRR RRR R ran - [0-7) 1
0-no sweats; 1-barely perceptlble sweating, palms moist; 4- beadiofsweat obvious on forehead ? drenchlng
Note that ‘Orientation’ has a range of 0— 4 Swieat
\ 0 . O g=ond Orientation... eamri e s s . (0-4} 3
/ unllke others Wh|Ch ra nge from 0 - 7 C-oriented; 1-uncertain about date 2+ |:I|sor|ented o date b‘,' no mareg than 2 days; 3- d|sor|ented 1o tlate by

greater than 2 days; 4 — disoriented to date and/or person

Tactile Disturbances .. SR v 0-7) 0
O-none; 1-very mild itch, tingling, numbness; 2-mild itch, tingling, burning, numbness; 3-moderate itch, tingling,
burning, numbness; 4-moderate hallucinations; S-severs hallucinations; G-extremely severe hallucinations; 7-
continuous hallucinations

AUTITOry DiStUrDANCES. ... rr s snss s s s e s e e (0-7) 4
0-not present; 1-very mild harshness/ability to startle; 2-mild harshness/ability to startle; 3-moderate
harshness/ability to startle; 4-moderate hallucinations; 5-severe hallucinations; G-extremely severe
hallucinations; 7-continuous hallucinations

ViSual DiSTUIDANCES ..cuveiiae i vasass s snss s sassi s s assss e s s e st (0-7) 0
0-not present; 1-very mild sensitivity; 2-mild sensitivity; 3-moderate sensitivity; 4-moderate hallucinations; 5-
severe hallucinations; S-extremely severe hallucinatiens; 7-continuous hallucinations

Headache .. 0
0-not present; 1-very mild; 2-mild; 3-moderate; L‘l—rr'-otle:ratn}l\‘.I severe; 5-severe; G-very severe; 7-extremely
severe
The total score determines the frequency of _ 2
. . . TOTAL CIWA-Ar Score/fInitials:
reassessments and medications required S
Scale for Scoring: Total Score 0-9.. .= 205€NT O Minimal withdrawal

= mild to moderate withdrawal
... = severe withdrawal

More than 19 ...




Interpreting the CIWA-Ar Score

0-9 Absent / minimal
withdrawal

10-19 Mild to moderate
withdrawal

More Severe withdrawal
than 19

As per the applicable Alcohol
Withdrawal Standard Orders.




CIWA-Ar Assessment Flowsheet:
Patient Questions

CIWA-Ar Assessment Flowsheet: Patient Questions

These are possible questions to ask a patient during an assessment when using the CIWA-Ar scoring tool.

O-none; 1-mild nausea; d-intermittent nausea with dry heaves; 7-constant
nausea, frequent dry heaves and vomiting

Assess and rate each of the following Questions:
(CIWA-Ar Scale)
Nausea/Vomiting “Do you feel sick to your stomach? Have you vomited?”

Tremor
O-none; 1-not visible but can be felt; 4-moderate with arms extended; 7-
severe, even with arms not extended

Extend your arms and spread your fingers apart.

Anxiety
O-none, at ease; 1-mildly anxious; 4-moderatly anxious or guarded; 7-
equivalent to acute panic state

“Do you feel nervous?”

O-nio sweats; 1-barely perceptible sweating, palms moist; 4-beads of sweat
obvious on forehead; 7-drenching sweat

Agitation Observe patient
O-normal activity; 1-somewhat normal activity; 4-moderatly

fidgety/restless; 7-paces or constantly thrashes about

Paroxysmal Sweats Observe patient

Orientation

O-oriented; 1-uncertain about date; 2-disoriented to date by no more than
2 days; 3-disoriented to date by greater than 2 days; 4 — disoriented to
date and/or person

“What day is this? Where are you? Who am 1?7

Tactile Disturbances

O-none; 1-very mild itch, tingling, numbness; 2-mild itch, tingling, burning,
numbness; 3-moderate itch, tingling, burning, numbness; 4-moderate
hallucinations; 5-severe hallucinations; 6-extremely severe hallucinations;
7-continuous hallucinations

“Have you any itching, pins and needles sensation, any burning or numbness
or do you feel bugs crawling on your skin?”

Auditory Disturbances

0-not present; 1-very mild harshness/ability to startle; 2-mild
harshness/ability to startle; 3-moderate harshness/ability to startle; 4-
maoderate hallucinations; 5-severe hallucinations; S-extremely severe
hallucinations; 7-continuous hallucinations

“Are you more aware of sounds around you? Are they harsh? Do they
frighten you? Are you hearing anything that is disturbing you? Are you
hearing things you know are not there?”

Visual Disturbances

O-not present; 1-very mild sensitivity; 2-mild sensitivity; 3-moderate
sensitivity; 4-moderate hallucinations; 5-severe hallucinations; -extremely
severe hallucinations; 7-continuous hallucinations

“Does the light appear to be too bright? Is its color different? Does it hurt
your eyes? Are you seeing anything that is disturbing you? Are you seeing
things you know that are not there?”

Headache
O-not present; 1-very mild; 2-mild; 3-moderate; 4-moderately severe; 5-
severg; b-very severe; 7-extremely severe

“Does your head feel different? Does it feel like there is a band around your
head?” Do not rate for dizziness or light-headedness.




Note re: scoring orientation/hallucinations:

If there is no change from baseline (i.e. has
chronic auditory hallucinations), may not
include in total score but mark with anasterisk
and write an IPN providingrationale.

Alcohol Withdrawal Assessment Flowsheet (CIWA-Ar)

Instructions: Using the CIWA-Ar Scale, reoord e score for esch iferm, then fodal the scores and record e acfion(s)* fehen

Assessment Prolocol | Date sy Looszono]

a. Vials, CMA-Ar Assessment on inifiafion and BEFORE each Benzodiazepine dose. THEN; -

b. Eaﬁu!ﬁl'ﬂ.'ﬁ-kqml.nﬂ m.lesﬂ'm 1ﬂrﬂmmmmﬂﬂt --
0. I seore remans less than 10 continee gth x 2, then gfh x 8. ¥ score remains less than -

10 continue CANA-Ar once dafy x T2 hours. Then discontinue. IFscore greater than 102t | Respiratory Rate | |

ANTTIHE 3o b o [0, Satwatiors | |

| BloodPressure | [

Paroxyzsmal Sweats
0 - no sweats: 1 - barely perceptible sweating. palms moist; £ - beads of sweat obwious on forshead: 7 - drenching sweat

0 - onented; 1 - uncertain about date; 2 - disoriented to date by no mose than 2 days; 3 - dsonented fo date by greater
than 2 days; £ - dsoriented fo place andicr persen

Tactile Disturbances

0 -moree; 1 - wery mild #zh, tingling, mumbness: 2 - mild itch tingling, buming, numbness; 3 - mederate itch, fnging,
buming, numibness; 4 - mederate halkucinations: 5 - severe halkucinatons; § - extremely severe halucinations;

T - continueus halkeinations

Auditory Disturbances {o-7)
0 - pokt jpresent, 1 - very mid harshrecs/abibty to startle; 2 - mid harshness/iabifty fo startle; 3 - moderate harshness!
abiity to startle; £ - modemte fallucnations; § - severs halucnations; § - exremely severs falucnatons;

Vizual Disturbances
0 - mokt present; 1 - very mid sensitivity; 2 - mid sensitivity; 3 - moderate sensifivity: 4 - mederate hallucinations:
5 - severe halucnaions; £ - exremely severe Fallusnations; 7 - confnuous halkecinations




Alcohol Withdrawal Assessment Flowsheet (CIWA-Ar)

Instructions: Uzing the CIWA-Ar Scale, record the score for each fem, then fotal the acores and record the action(z)*

¢ If score remans less San 10 contrue @t x 2. then gih 1 & ¥ score remains less fan
10 continue CINA-Ar once daly ¥ 72 hours. Then dscontmue. ¥ score greater San 10 at
ANYTIME, 9o to (b) above.

2 - mid harshness/abity o 3 -moderate
.:m M;‘:

Trevor is confused about his whereabouts (is
looking for conservation office), so you needto
score this as a 4, as 4 is the only option which
includes disorientation to place
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Note: This is a modified version of the HSC Mental Health Program (June
2022) and Victoria General Hospital’s CIWA-Ar presentation (Sept 2020).
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