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Disclaimer
This presentation is informational only 
and is not intended to substitute for 
treatment evaluation or decisions, etc..



Alcohol
• Appropriateness for outpatient 

detox
• Methods
• Boundaries



Initial Assessment

• UDS: polysubstance 
• Other health conditions
• Social support



Contra-indications and 
risk considerations

• Pregnancy

• Seizures

• Diminished Capacity

• Previous course (long term refractory may not be ideal)

• Social support

• Age

• Marked autonomic hyperactivity at presentation

• Comorbid illnesses



Previous detox history
• History of complicated 

withdrawal or DT’s?



Withdrawal Stages
Stage 1 (mild) Anxiety, tremor, insomnia, headache, palpitations, GI 

disturbances

Stage 2 (moderate) Mild symptoms + diaphoresis, increased systolic blood 

pressure, tachypnea, tachycardia, confusion, mild 

hyperthermia

Stage 3 (Delirium tremens): Moderate symptoms + disorientation, impaired 

attention, visual and/or auditory hallucinations, seizures



PLEASE NOTE
• Stages can progress quickly
• Onset as soon as 6 hours 



Diagnosis of Alcohol 
Withdrawal Syndrome

• Central nervous system impact

• Autonomic nervous system impact

• Cognitive function impact



• Autonomic hyperactivity (sweating, tachycardia)

• Increased hand tremor

• Insomnia

• Nausea/vomiting

• Transient visual, tactile, auditory hallucinations or illusions

• Psychomotor agitation

• Anxiety

• Tonic-clonic seizures

AWS



Failure to treat AWS
can lead to Delirium 

Tremens



Delirium Tremens
s

Severe hyperadrenergic state
• Hyperthermia

• Diaphoresis

• Tachypnea, 

• Tachycardia

• Disorientation

• Impaired attention and consciousness

• Visual and/or auditory hallucinations



Risks for DT
• Sustained heavy drinking

• Age older than 30

• Increased days since last alcohol 
intake

• History of DT



CIWA
• Validated--to assess AWS severity

• Can aid in determining level of care

• Mild to moderate AWS—outpatient 
treatment may be appropriate, if no 
contra-indications



CIWA-continued
People who have not had alcohol in 5 

days may also receive outpatient 
treatment





CIWA SCORE
• </=8 Absent or very mild

• 9-14 mild

• 15-20 moderate

• >20 severe





Preceding chart: 

The ASAM Clinical Practice Guideline 
on Alcohol Withdrawal 

Management. Journal of Addiction 
Medicine 14(3s):p1-72, May/June 

2020.



Contra-indications to 
outpatient treatment

• Abnormal lab results (eg thiamine 
deficiency, coagulopathy)

• Absence of support network

• Acute illness-pneumonia, 
pancreatitis



Contra cont
• History of delirium tremens

• History of a withdrawal seizure

• Long-term intake of large amounts 
of alcohol



More contra
• Poorly controlled medical conditions 

(diabetes, CHF)

• Serious comorbid psychiatry 
concerns (SI, psychosis)

• Severe alcohol withdrawal sx



continued
• Polysubstance

• Seizure disorder or a brain-based 
illness (hx stroke)



Our requirements for 
outpatient detox

• Lab: cbc, cmp (inc hepatic panel), B 
vitamins esp. thiamine, UDS

• Support system including dedicated 
family member to stay w/ patient 
and administer medicine



Treatment
• Thiamine 100 mg daily

• Folic acid 1 mg daily (or methylated)

• Benzodiazapines



Why Thiamine?



Impact of 
alcohol on brain 
neurons and 
structures



Preferred benzos
• Classic and preferred: Librium

• Ativan if liver is compromised



More on benzos
• Librium and Ativan have very 

different half life qualities and are 
dosed very differently…don’t screw 
this up!



Librium—reduce 
frequency

• Day 1: 25 or 50 mg every 6 hours

• Day 2: 25 or 50 mg every 8 hours

• Day 3: 25 or 50 mg every 12 hours

• Day 4-5: 25 or 50 mg q 24 hours or 
bedtime



Ativan Dosing—reduce 
dose

• Day 1: 2 mg every 8 hours
• Day 2: 1.5 mg every 8 hours
• Day 3: 1 mg every 8 hours
• Day 4: 0.5 mg every 8 hours
• Day 5: 0.25 mg every 8 hours



Adjuntive medicine
• Beta blockers, clonidine
• NOT: barbituates, phenothiazines
• NOT: dilantin (not effective)
• Not: baclofen—increased mortality



monitoring

• Ideally, daily until symptoms are decreased and medicine 
dose is reduced

• Checking blood pressure/pulse daily
• CIWA daily, ideally score progresses to below 10
• Patients who resume drinking or miss appointments 

should be referred to inpatient



Questions about 
outpatient alcohol 

detox?



Outpatient Opioid 
Detox

• Contra for polysubstance (esp
with benzos or other sedatives)

• Poor social support



Opioid vs opiate?
• Opioid: all inclusive
• Opiate: natural opioids eg

heroin, morphine, codiene



Why these UDS 
results?

Immunoassay Detected Other drugs in 

class detected

Potential false 

positives

Potential false negatives

Buprenorphine Buprenorphine --- Morphine, 

methadone, codeine, 

tramadol

None known

Methadone Methadone --- Antipsychotics, 

verapamil, 

diphenhydramine

None known

Opioids Morphine Codiene, heroin, 

hydrocodone/ 

hydromorphone

Quinalones, 

naltrexone, 

diphenhydramine, 

rifampacin

Oxycodone/oxymorphone, 

fentanyl, methadone, 

buprenorphine, tramadol, 

meperidine

Oxycodone Oxycodone --- None known None known





Goals
• Comfortable detox

• Reduce risk of relapse

• Prepare for long-term treatment



Brief word on 
pregnancy

Withdrawal in pregnancy can lead 
to miscarriage…we always treat 

abstinence symptoms in 
pregnancy with replacement



Medicines Used
• Comfort meds: Clonidine, 

Zofran, Vistaril, 
• Replacement meds: 

Methadone, Buprenorphine



Methadone Vs 
buprenorphine

Methadone: no wait period to initiate 
buprenorphine: usually 12 hours s/p 

short-acting opiate, 36 hours s/p 
methadone

Methadone converts at about 30 mg



Methadone
Full agonist

Only administered at specific clinics
18 and up

Pregnancy outcomes not as good
More challenging



methadone
Alleviates w/d sx and reduces cravings

Caution w: resp deficiency, acute 
alcohol dependence, head injury, 

treatment w/ MAOS, UC/Crohn’s, severe 
hepatic impairment



Methadone interactions
There are over 320 major 

medicine interactions with 
methadone



Buprenorphine
• Partial agonist
• Comes in pills, strips, injections
• Single or combination with 

naloxone (suboxone)



A word on naloxone
• Has negligible absorption when used 

sublingually
• Used to reduce risk of abuse or diversion
• We do NOT use this version in pregnancy 

though



Withdrawal 
management alone 

does not lead to long 
term abstinence



Environment mgmgt
during w/d

Quiet and relaxing
Don’t force physical exercise (can 

make sx worse)
Reassurance

Don’t engage in therapy at this stage



COWS

Used to guide 
treatment 
decisions



Withdrawal symptoms
• Nausea/vomiting

• Anxiety

• Insomnia

• Hot and cold flushes

• Perspiration

• Muscle cramps

• Watery eyes/nose

• Diarrhea



buprenorphine
Opioid replacement

Alleviates w/d and reduces cravings
Only after w/d commences (use 

cows)



buprenorphine
Partial agonist (MU)

Ceiling effect on respiratory 
suppression

Analgesic plateau
Safer than methadone



buprenorphine
Poor bioavailability due to first 

pass
Sublingual, transdermal, depot



buprenorphine
Subject to 3a4 interations

Slow onset
Long duration of action



buprenorphine
Available comb w/ naloxone (SL)

Naloxone not abs orally, 
Added to reduce abuse potential 

when injected
Can be prescribed outpt setting



Practical stuff
Pt in emergent w/d

Give 2-4 mg
Monitor 1-2 hours

Give 2-4 mg more if needed
Induces w/d: dose is too soon into w/d or too high: 

treat with clonidine and wait 6-8 hrs



Fentanyl/ 
buprenorphine

Sometimes it just doesn’t work 
right



Buprenorphine cautions
Sole contra is allergic to 

buprenorphine
Relative: respiratory suppression, 

gi obstruction, diabetes





½ lives
Short: codeine, hydrocodone, 

oxycodone, oxymorphone, 
morphine, heroin, fentanyl

Long: buprenorphine, extended 
release opiates,methadone, fentanyl 

patch



clonidine
Relieves sweating, diarrhea, vomiting, abdominal 

cramps, chills, anxiety, insomnia, tremor
Side effects: drowsiness, dizziness, low bp

Use in conj w/ symptomatic txtmt NOT w/ opiod
sub



Lofexidine
• Used for opioid w/d with less 

hypotension and sedation
• May be used with low-dose naloxone
• I use this when transitioning patients 

off suboxone



Rapid detox under 
anesthesia

Uses naltrexone, propofol, ondansetron, octreotide, 
clonidine

No long-term improved outcome at 1 and 3 mo
High rate of mortality, within 72 hours of procedure, 

frequently associated with pulmonary edema



VIVITROL
• Monthly injection

• Used to maintain abstinence-alcohol 
and opiates, gambling

• 7-14 days post opioid (much longer 
if sublocade)



Naltrexone 
Challenge
Source: vivitrol 
package insert



Benzo w/d brief
Can last for an extended period of 

time



Benzo ½ life
Short: oxazepam, alprazolam, 

temazepam
w/d 1-2 days s/p last dose, can 

cont 2-8 weeks



Benzo ½ life cont
Long ½ life: diazepam, 

clonazepam
w/d 2-7 days s/p last dose, can 

cont 2-8 weeks or longer



Why these UDS results?

Immunoassay Detected Other drugs in class 

detected

Potential false 

positives

Potential false 

negatives

Benzodiazepines Diazepam Oxazepam, temazepam, 

flurazepam, chlordiazepoxide, 

midazolam, triazolam, 

lorazepam, alprazolam

Sertraline, oxaprozin, 

efavirenz

Clonazepam





w/d sx
Anxiety

Inosmnia
Restlessness

Aggitation/irritability
Poor conc/memory
Muscle tension/ha

May be subjective w/ few observable signs



Management for benzo 
w/d

Long ½ life benzo very slow 
taper

Diazepam or clonazepam



stimulant UDS 
results

Notice what is 
missing? 
Methylphenidates 
will NOT show up 
on most point-of-
care UDS tests..
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