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Learning Objectives
• Identify 2 risk factors for the development of alcohol,
benzodiazepine and opioid withdrawal in acutely ill
medical patients.
• Recognize 3 signs and symptoms of alcohol,
benzodiazepine and opioid withdrawal.
• Demonstrate ability to use validated clinical tools to
assess patients with these withdrawal syndromes.
• Discuss appropriate pharmacotherapy options for
treatment of alcohol, benzodiazepine and opioid
withdrawal.
• Integrate these concepts into your clinical practice.

Caveats
• Workshop focus is on inpatient management
• Work up should include assessment of all
substances used, including tobacco
• Detoxification alone is not sufficient
• Brief intervention and referral to treatment
• Communication with external providers is
essential
– Prescribing physicians
– Substance Abuse Treatment Programs

Opioid Withdrawal
Anika Alvanzo, MD, MS

Visit Hopkins GIM at http://www.hopkinsmedicine.org/gim
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Epidemiology of Opioid Use
• 260 million prescriptions for opioid analgesics
– Most commonly misused prescription drug

• 11.8 million past year opioid misusers
– 11.1 million prescription painkillers (4.3%)
– 620,000 heroin users (0.2%)

IMS HEALTH, 2012
NSDUH, 2011
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Withdrawal Signs & Symptoms
Syndrome

Clinical findings

Onset after last use

Early

Craving, anxiety, agitation,
diaphoresis

4 to 12 hours

Mid-Late

Insomnia, restlessness, lacrimation,
rhinorrhea, diaphoresis, mydriasis,
yawning,

8 to 24 hours

Late

Vomiting, diarrhea, chills, muscle
spasms, tremor, tachycardia,
piloerection

Up to 3 days

Protracted

Sleep disturbance, drug craving
anhedonia, emotional lability, altered
sexual function

Up to 6 months
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Opioid Withdrawal Assessment
• Clinical Institute of Narcotic Assessment
(CINA)
– 11-items
– Score: 1-6= Mild; 7-10 Moderate; ≥ 11 Severe

• Clinical Opioid Withdrawal Scale (COWS)
– 11 items
– Score: 5–12=Mild; 13–24=Moderate; 25–
36=Moderately severe; >36=Severe withdrawal
9

Opioid Withdrawal Medications
• Agonists
– Methadone (typically 30mg in first 24hrs)
– Buprenorphine (typically 8-12mg first 24hrs)

• α-2 adrenergic receptor agonist
– Clonidine (0.1-0.3mg every 2-4 hours)

• Symptom specific meds
– Muscle relaxants, NSAIDs, anti-diarrheals,
antispasmodic (Dicyclomine)
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Buprenorphine Formulations
• Sublingual
– Buprenorphine/naloxone (4:1): (Suboxone)

• Injectable (IV or IM)
– Buprenex:

Opioid Agonists
Methadone

Buprenorphine

• Peak effect 2-4 hours; t1/2 2436 hours
• Give 5mg increments based on
symptoms or give single dose
of 20–30mg
• Not to exceed 30mg in first 24
hours
• Sample protocol: taper every
24hours

• Peak effect 2-4 hours; t1/2 4-6
hours
• No opioid use for 12 – 48
hours

– 30mg → 20mg → 10mg → 5mg
→ d/c

– Mild-moderate withdrawal
with objective signs
– First dose should not exceed
4mg

• Sample protocol: taper every
24 hours

– 8mg → 6mg → 4mg → 2mg →
d/c
– Can give in divided doses (ex.
4mg SL bid)

Which opioid agonist to choose?
• Efficacy of symptoms resolution is equivalent
• Buprenorphine:

– Faster resolution of symptoms with buprenorphine
– Lower risk for adverse outcomes

• Methadone may be better option:

– Patients requiring narcotic analgesia
– Patients already on methadone maintenance
• Must call and confirm dose
• If missed 2 days, give ½ daily dose
• If missed ≥ 3 days, re-induct starting at 30mg
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Pain and Opioid Withdrawal: Common
Misconceptions
• #1: Maintenance opioid provides analgesia
– No sustained analgesic effect at maintenance doses
– Tolerance to analgesic effects

• #2: Opioid dependent patients are drug-seeking
– Opioid Hyperalgesia

• #3: Opioid analgesics may cause respiratory
depression
– Tolerance to respiratory and CNS effects occurs early
– Acute pain may serve as antagonist to depressant
effects
15

Effective Analgesia
• Dosage and timing:
– Continue baseline opioid
– Addition of short-acting opioid analgesics
• Scheduled intervals; NOT prn
• Higher doses at shorter intervals

– Non-opioid adjuvant therapies
• NSAIDS, Gabapentionoids, α-adrenergics

– Avoid agonist-antagonist drugs
16

Opioid Withdrawal: Key Points
• Onset as early as 4-6 hours after last dose
• Opioid agonist therapies superior
• Efficacy of agonists is equivalent
– Buprenorphine faster symptom resolution
• Can precipitate withdrawal if given too soon

– Methadone easier in patients requiring opioid
analgesia

• Pain Management
– Baseline opioid + adequate analgesia
17

Inpatient Alcohol Withdrawal
Darius A. Rastegar, MD

Alcoholism: Recognition
Up to 25% of hospitalized patients are
alcoholics, but less than half of them are
identified.
“Physicians were less likely to identify as
alcoholic those patients with higher incomes,
higher education, or private medical
insurance; women”
Moore RD. JAMA 1989;261:403.
April 2, 2013
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ASAM Practice Guidelines
Treatment Approaches
• Monitor q 4-8 hrs until symptoms improved
• Symptom-triggered (q 1 when CIWA>8)
• Diazepam 10-20 mg
• Lorazepam 1-4 mg
• Chlordiazepoxide 50-100 mg
• Fixed schedule (q 6 for 4/8 doses + PRN)
• Diazepam 10 mg/5 mg
• Lorazepam 2 mg/1 mg
• Chlordiazepoxide 50 mg/25 mg
April 2, 2013

Mayo-Smith. JAMA 1997;278:144-51
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Alcohol Withdrawal
• Clinical Institute Withdrawal Assessment for
Alcohol ( CIWA-Ar) scale
– 10 item scale
– Clinician gives score for each response (0-7)
– Maximum score 67
– Overall score indicates severity of withdrawal and
treatment and follow-up required
– Usual cut-off for treatment: 8-10
April 2, 2013
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CIWA-Ar Scale
•
•
•
•
•

Nausea and Vomiting
Tremor
Paroxysmal sweats
Anxiety
Agitation

Tactile disturbances
Auditory disturbances
Visual disturbances
Headache, fullness in
head
• Disorientation
•
•
•
•

Treat when CIWA ≥ 8; dose escalate if CIWA ≥ 16
J Clin Psychopharmacol 1991;11:291-5

Symptom-triggered Therapy
• 101 adults with no past seizures hospitalized
for alcohol withdrawal
• Placebo vs. Chlordiazepoxide 50 mg qid X 4,
then 25 mg qid X 8 (double-blind)
• ALL: Chlordiazepoxide 25-100 mg q 1 hour as
needed (scale: CIWA-Ar)
Saitz R et al JAMA 1994;272:519-23
April 2, 2013
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Symptom-triggered Therapy
• Median duration: 9 hours vs 68 hours
• Median dose: 100 mg vs 425 mg
• No differences in:
– withdrawal severity
– hallucinations
– seizures
– delirium
– AMA discharges or readmission
April 2, 2013

Saitz R et al JAMA 1994;272:519-23
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Case
A 39 year old man is admitted to the ICU
after an episode of hematemesis.
Blood alcohol on presentation was
270 mg/dL (0.27 g/100mL).

April 2, 2013
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Case (continued)
He reports drinking up to a case of beer
daily.
He has had seizures when going through
withdrawal in the past.
He has been in detox a number of times
previously, most recently a month ago.
April 2, 2013
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Alcohol Withdrawal
Risk factors for severe withdrawal:
• Prior withdrawal complications.
• Older age.
• Elevated BP on presentation.
• Medical co-morbidities.
• High tolerance/consumption.

April 2, 2013
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Case (continued)
Time

Status

0300
0400

anxious

Pulse

Lorazepam IV

114

2

137

2

0500

2

0600

2

0700

restless, anxious

3

0800

5

0900

10

1000

20

1100

aggressive, agitated, combative

40

1200

angry, anxious, hostile - intubated

50

April 2, 2013
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Delirium Tremens Treatment
• N=34, RCT
• Diazepam 10 mg IV then 5 mg q 5” vs.
paraldehyde 30cc PR q 30” until “calm but
awake”
• All complications in paraldehyde group:
• sudden death (2), apnea (2), brachial plexus
injury (2), 3rd floor jump attempt (1), bitten
nurse (1), bitten intern (1)
• 15-215 mg diazepam required for “initial
calming”
Thompson WL, et al. Ann Intern Med 1975;82:175

April 2, 2013

Thompson WL, et al. Ann Intern Med 1975;82:175
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Case (continued)

A tale of two admissions: 23 vs. 3 days
20
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5
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0
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Hours after presentation

9

10 11
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Total: 67 vs. 130 mg of diazepam (or equivalent)
April 2, 2013
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Delirium Tremens Treatment
How much is “too much”?
• In one case report, a patient required 2,640
mg of diazepam for adequate sedation.
• In another, a patient received 2,850 mg of
IV midazolam over 5 days without
respiratory depression (~ 20 mg/hr).
Crit Care Med. 1985;13:246 & 1988;16:294
April 2, 2013
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Alcohol Withdrawal: Key Points
Key Points:
1. Benzodiazepines are the treatment of choice.
2. Most alcoholics require little if any
medication.
3. Some require very high doses of medication.

April 2, 2013

32

Benzodiazepine Withdrawal
Cara Anne Poland, MD
Boston Medical Center VA Scholar
Addiction Medicine Fellow

BZD Admissions

The TEDS Report (Treatment Episode Data Set) 6/2/11, http://oas.samhsa.gov/2k11/028/TEDS028BenzoAdmissions.cfm

Patient Demographics
• Females : Males 2:1
• Elderly are more frequently prescribed
chronically
• Rarely misused alone – usually used in
conjunction with another substance (opiates >
alcohol)

Urine toxicology
• Immunoassay screening techniques are performed
most commonly
• Most often detect benzodiazepines (BZDs) metabolized
to desmethyldiazepam or oxazepam
• Cut-off level radioimmunoassay is 200 ng/ml
• 48-72 hours post single dose and as long as a week
post dose
• GC/MS cutoff levels for metabolites is 100-200 ng/ml
• Qualitative screening of urine or blood may be
performed but rarely influences treatment decisions
and has no impact on immediate clinical care.

Symptoms and duration of
benzodiazepine withdrawal

Factors to Determine Level of Care
•
•
•
•
•
•
•

Longer treatment periods
Higher doses
Female gender
Sudden drug discontinuation
Other con-current drug use
Psychopathology
Elderly

Medications
Treatment:
• Benzodiazepines
• Phenobarbital
• Carbamazepine

Symptomatic/Comfort:
• Anticonvulsants
– Carbamazepine
– Sodium Valproate

• Propranolol
• Trazodone
• Ineffective: Buspirone and
clonidine

Medical Management Outpatient:
Option 1
• Use an equivalency chart to convert shortacting to long acting (usually diazepam)
• Then incrementally taper over course of
weeks to months
• Requires motivated and compliant patient
• Provide psychosocial support
• Consider antidepressants for depression and
beta-blockers for somatic complaints

Medical Management Outpatient:
Options 2 and 3
Option 2:
• Prolonged taper with currently prescribed
benzodiazepine
– Rapid to 50% of initial dose then 10% reduction
weekly

Option 3:
• Conversion to non-benzodiazepine
– Phenobarbital or carbamazepine

Medical Management Inpatient
Phenobarbital as a taper over three days
Holding for sedation occurs 25% of the time
Little (if any) risk of seizures, falls or delirium
Simple protocol, does not need titration, no
“score” system
• Be careful in elderly patients or patients with
liver disease
•
•
•
•

Kawasaki SS et al. J Subst Abuse Treat. 2012;43:331-4

BZD Withdrawal Monitoring

• Benzodiazepine Withdrawal Symptom Questionnaire (BWSQ)
– 20-item self-report, validated questionnaire

• The Clinical Institute Withdrawal Assessment ScaleBenzodiazepines (CIWA-B)

– 22-items to assess and monitor the type and severity of symptoms
of benzodiazepine withdrawal
– commonly used within AOD treatment, its psychometric properties
have not been extensively evaluated

• Note: Withdrawal scales should not be solely relied upon to
monitor complicated withdrawal as

– They may lack the sensitivity to detect progression to serious illness
and
– Withdrawal monitoring should always include close clinical
observation and judgment

Prognosis
As much as 80% of patients feel better after
withdrawal from long-term benzodiazepines
than when they were taking the drugs

Benzodiazepine Withdrawal: Key
Points
• Often in the setting of polysubstance abuse
• Can be treated with a long-term outpatient
taper or a protracted inpatient detoxification
• Symptoms are widely varying, depending on:
– half-life
– duration of use
– dose
– user characteristics

Questions

Opioid Withdrawal Scales
Clinical Opiate Withdrawal Scale (COWS)
For each item, write in the number that best describes the patient’s signs or symptom. Rate on just the apparent relationship to
opiate withdrawal. For example, if heart rate is increased because the patient was jogging just prior to assessment, the increase
pulse rate would not add to the score.

Patient’s Name:___________________________
Times:

Resting Pulse Rate: (record beats per minute)
Measured after patient is sitting or lying for one minute
0 pulse rate 80 or below
1 pulse rate 81-100
2 pulse rate 101-120
4 pulse rate greater than 120
Sweating: over past ½ hour not accounted for by room
temperature or patient activity.
0 no report of chills or flushing
1 subjective report of chills or flushing
2 flushed or observable moistness on face
3 beads of sweat on brow or face
4 sweat streaming off face
Restlessness Observation during assessment
0 able to sit still
1 reports difficulty sitting still, but is able to do so
3 frequent shifting or extraneous movements of legs/arms
5 Unable to sit still for more than a few seconds
Pupil size
0 pupils pinned or normal size for room light
1 pupils possibly larger than normal for room light
2 pupils moderately dilated
5 pupils so dilated that only the rim of the iris is visible
Bone or Joint aches If patient was having pain
previously, only the additional component attributed
to opiates withdrawal is scored
0 not present
1 mild diffuse discomfort
2 patient reports severe diffuse aching of joints/ muscles
4 patient is rubbing joints or muscles and is unable to sit
still because of discomfort
Runny nose or tearing Not accounted for by cold
symptoms or allergies
0 not present
1 nasal stuffiness or unusually moist eyes
2 nose running or tearing
4 nose constantly running or tears streaming down cheeks
GI Upset: over last ½ hour
0 no GI symptoms
1 stomach cramps
2 nausea or loose stool
3 vomiting or diarrhea
5 Multiple episodes of diarrhea or vomiting

Date: ______________
______

______

______

______

Tremor observation of outstretched hands
0 No tremor
1 tremor can be felt, but not observed
2 slight tremor observable
4 gross tremor or muscle twitching
Yawning Observation during assessment
0 no yawning
1 yawning once or twice during assessment
2 yawning three or more times during assessment
4 yawning several times/minute
Anxiety or Irritability
0 none
1 patient reports increasing irritability or anxiousness
2 patient obviously irritable anxious
4 patient so irritable or anxious that participation in the
assessment is difficult
Gooseflesh skin
0 skin is smooth
3 piloerrection of skin can be felt or hairs standing up on
arms
5 prominent piloerrection

Total scores
with observer’s initials

Score:
5-12 = mild;
13-24 = moderate;
25-36 = moderately severe;
more than 36 = severe withdrawal

Reference: Wesson DR; Ling W. The Clinical Opiate Withdrawal Scale (COWS). J Psychoactive Drugs 2003;
35(2): 253-259
The Clinical Institute Narcotic Assessment (CINA)
Peachey, J.E., and Lei, H. Assessment of opioid dependence with naloxone. British Journal of Addiction. 83(2):193–201, 1988

Sample Opioid Withdrawal Protocols Using Buprenorphine/Naloxone
Protocol #1
Buprenorphine 2mg/Naloxone 0.5mg 2 tablets (equals 4mg) sublingually on admission
Buprenorphine 2mg/Naloxone 0.5mg 2 tablets (equals 4mg) sublingually at 2200 on day of admission
Buprenorphine 2mg/Naloxone 0.5mg 2 tablets (equals 4mg) sublingually at 0900 and 2200 on Day #2
Buprenorphine 2mg/Naloxone 0.5mg 2 tablets (equals 4mg) sublingually at 0900 on Day #3
Buprenorphine 2mg/Naloxone 0.5mg 1 tablet (equals 2mg) sublingually at 2200 on Day #3
Buprenorphine 2mg/Naloxone 0.5mg 1 tablet (equals 2mg) sublingually at 0700 on day of discharge
Johns Hopkins Bayview Medical Center Chemical Dependence Unit
http://www.hopkinsbayview.org/chemicaldependence/cdu/

Protocol #2
Buprenorphine 2mg/Naloxone 0.5mg 1 tablet (equals 2mg) sublingually
Buprenorphine 2mg/Naloxone 0.5mg 2 tablet (equals 4mg) sublingually
Buprenorphine 8mg/Naloxone 2mg 1 tablet (equals 8mg) sublingually

CINA Score = 1 - 6
CINA Score = 7 - 10
CINA Score > 10

Johns Hopkins Motivated Behaviors Unit
Other Support Medications
Loperamide 4mg x 1 dose, then 2mg PO prn for diarrhea up to 12mg/24 hours
Promethazine 25mg per rectum x 1 dose for nausea/vomiting
Dicyclomine 10mg PO every 6 hours prn for abdominal cramps
Ibuprofen 600mg PO every 6 hours prn body aches
Acetaminophen 650mg PO every 6 hours prn pain
Methocarbamol 750mg PO every 6 hours prn muscle aches

Clinical Institute Withdrawal Assessment Of Alcohol Scale, Revised
Nausea/Vomiting - Rate on scale 0 - 7

(CIWA-Ar)

0 - None
1 - Mild nausea with no vomiting
2
3
4 - Intermittent nausea
5
6

Tremors - have patient extend arms & spread fingers. Rate on
scale 0 - 7.
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 - Constant nausea and frequent dry heaves and vomiting

7 - severe, even w/ arms not extended

Anxiety - Rate on scale 0 - 7
0 - no anxiety, patient at ease
1 - mildly anxious
2
3
4 - moderately anxious or guarded, so anxiety is inferred
5
6
7 - equivalent to acute panic states seen in severe delirium
or acute schizophrenic reactions.

Agitation - Rate on scale 0 - 7
0 - normal activity
1 - somewhat normal activity
2
3
4 - moderately fidgety and restless
5
6
7 - paces back and forth, or constantly thrashes about

Paroxysmal Sweats - Rate on Scale 0 - 7.
0 - no sweats
1- barely perceptible sweating, palms moist
2
3
4 - beads of sweat obvious on forehead
5
6
7 - drenching sweats

Orientation and clouding of sensorium - Ask, “What day is
this? Where are you? Who am I?” Rate scale 0 - 4
0 - Oriented
1 – cannot do serial additions or is uncertain about date

Tactile disturbances - Ask, “Have you experienced any
itching, pins & needles sensation, burning or numbness, or a
feeling of bugs crawling on or under your skin?”
0 - none
1 - very mild itching, pins & needles, burning, or numbness
2 - mild itching, pins & needles, burning, or numbness
3 - moderate itching, pins & needles, burning, or numbness
4 - moderate hallucinations
5 - severe hallucinations
6 - extremely severe hallucinations
7 - continuous hallucinations

Auditory Disturbances - Ask, “Are you more aware of sounds
around you? Are they harsh? Do they startle you? Do you hear
anything that disturbs you or that you know isn’t there?”
0 - not present
1 - Very mild harshness or ability to startle
2 - mild harshness or ability to startle
3 - moderate harshness or ability to startle
4 - moderate hallucinations
5 - severe hallucinations
6 - extremely severe hallucinations
7 - continuous hallucinations

Visual disturbances - Ask, “Does the light appear to be too
bright? Is its color different than normal? Does it hurt your
eyes? Are you seeing anything that disturbs you or that you
know isn’t there?”
0 - not present
1 - very mild sensitivity
2 - mild sensitivity
3 - moderate sensitivity
4 - moderate hallucinations
5 - severe hallucinations
6 - extremely severe hallucinations
7 - continuous hallucinations

Headache - Ask, “Does your head feel different than usual?
Does it feel like there is a band around your head?” Do not rate
dizziness or lightheadedness.

2 - disoriented to date by no more than 2 calendar days
3 - disoriented to date by more than 2 calendar days
4 - Disoriented to place and / or person

0 - not present
1 - very mild
2 - mild
3 - moderate
4 - moderately severe
5 - severe
6 - very severe
7 - extremely severe

Alcohol Withdrawal Order Set
1. Complete CIWA every hour until score is less than 8, then reassess CIWA every 4 hours. CIWA can be done every 6 hours
if the score is less than 8 for 24 hours or longer.
2. Notify physician if heart rate is > 120, systolic blood pressure > 200, diastolic blood pressure > 120.
3. Notify physician if patient is unable to take oral medications.
4. Give thiamine 100 mg orally daily.
5. Give folic acid 1 mg orally daily.
For CIWA score < 8:
Give diazepam 5 mg orally as needed for anxiety or withdrawal; every 4 hours for up to 6
doses, then every 6 hours for up to four doses, then every 8 hours for up to 3 doses.
Reassess CIWA every 4-6 hours.
For CIWA score 8-16:
Give diazepam 10 mg orally every hour until CIWA is < 8 (up to 10 doses).
Reassess CIWA every hour.
For CIWA score 17-24:
Give diazepam 20 mg orally every hour until CIWA is ≤ 16 (up to 4 doses).
Reassess CIWA every hour.
For CIWA score > 24:
Give diazepam 20 mg orally and notify physician.
* For patients with impaired liver, replace diazepam with lorazepam at a 10:1 ratio e.g., lorazepam 1 mg for diazepam 10 mg).
Darius Rastegar
Johns Hopkins Bayview Medical Center
2013

Exam component

Initial patient history – benzodiazepine use

Patient motivation

Pertinent questions
•
•
•

History of benzodiazepine use

•
•
•
•
•
•

History of substance use

•
•
•
•

Past medical history

•
•
•
•
•

Previous withdrawal history

•
•

Physical exam

•
•
•
•

Withdrawal symptoms

•
•

Does the patient want to stop using benzodiazepines?
Now?
Is the patient willing to go to an outpatient assessment for
chemical dependency?
Is the patient willing to attend a self-help group?
What type of benzodiazepines does the patient use?
How much does the patient use in a day?
What route does the patient use—oral, intranasal, IV, IM?
Has the patient been using every day?
When was the patient’s last use? How much was used at
that time?
How long has it been since the patient didn't use for a day
or more? What happened then—did the patient experience
withdrawal?
In the past year has the patient used opioids, cocaine,
amphetamines, heroin, pain pills, or marijuana?
If yes to any of those, find out when last used.
If used in the past week, find out quantity and frequency of
use.
Is the patient a daily drinker of alcohol? If yes, how much is
used and is there any history of significant withdrawal
symptoms?
Ascertain medical history.
Ascertain psychiatric history.
Determine current status of chronic problems.
Has the patient ever had a seizure or a seizure disorder?
Has the patient ever had delirium as part of a medical
condition?
Has the patient ever been hospitalized for alcohol or
sedative withdrawal or treated for alcohol or sedative
withdrawal while hospitalized for another problem?
When the patient has stopped using benzodiazepines in the
past, has he/she ever:
• Had periods of time where he/she lost
consciousness, lost bowel or bladder control, or
been told by other people that he/she had a
seizure?
• Been extremely confused or been told by others
that he/she was acting bizarrely?
Vital signs: elevated heart rate, blood pressure, respiratory
rate, and temperature
General: sweating, retching, increased motor activity
Neuro/muscular: not fully orientated, unable to
track/follow commands, tremor, myoclonic jerks
Other: signs of chronic or acute illnesses
Is the patient anxious, irritable, or fatigued?
Is the patient hearing voices, seeing things that aren’t there
or having strange physical sensations?
• Is this new, suggesting withdrawal hallucinosis?
• Or is this old, suggesting an underlying psychiatric

condition?
Does the patient have suicidal thoughts?
Does the patient have homicidal thoughts?
If yes to either, does the patient have
• a plan?
• means?
• intent?
It is often useful to give patients a high number and ask if they drink that many in a day than to just ask
how many drinks they consume; for example, “Do you have 20 or more drinks in a day? 10 or more?”
Safety screening

Lab study

•
•
•

Initial laboratory assessment – benzodiazepine use
Indication for study

Urine drug screen

There is a high prevalence of abuse of other
substances among individuals with benzodiazepine
dependence.
Test results may help identify other substances
used by the patient.

Serum chemistries, liver function tests, and
complete blood count

Lab tests may need to be checked prior to
admission to a network inpatient detoxification
facility.
Baseline lab tests are recommended if
anticonvulsant has been started.

Anticonvulsant blood level

Check level if patient has been prescribed
anticonvulsant medication.
In patients with an uncomplicated medical history who are at no risk for complicated withdrawal and
have no signs of benzodiazepine toxicity, laboratory studies may not be necessary for outpatient
management of

The following are guidelines only and should not supersede clinical judgment.
Selection of treatment setting and referral – benzodiazepine withdrawal

Outpatient
Criteria
• No co-existing problem that by itself
requires hospitalization.
• Not hallucinating.
• Uncomplicated previous withdrawal.
• Adequate support and access to ER in case
of complications.
• Initial vital signs: P < 120; BP < 160/120.

Provider actions
• Provide “sick slip” for patient during
withdrawal period.
• Encourage patient to explore whether an
in-person or online self-help group would
be helpful during the withdrawal period.
(Someone else may need to drive patient.)
• Initiate benzodiazepine taper and
pharmacotherapy for withdrawal as
indicated.
• Instruct patient to return within 1 week at
the latest for a follow-up visit. May want
to have daily clinical contact with patient,
either face-to-face as needed or by
telephone with clinical staff.

Inpatient setting: DETOX admission - Medical necessity criteria
Imminent risk of severely complicated sedative withdrawal as manifested by ALL of the following:
• Elevated risk due to a historical or comorbid factor, as indicated by 1 or more of the following:
• History of delirium due to alcohol or sedative withdrawal
• History of severe or frequent seizures due to alcohol or sedative withdrawal
• Seizure disorder
• Pregnancy
• Comorbid medical condition that can be dangerously destabilized by alcohol or sedative
withdrawal (e.g., severe cardiac disease)
• Physical signs of sedative withdrawal, such as:
• Heart rate > 100 BPM
• Nausea or vomiting
• Tremor
• Increased perspiration
Sedative withdrawal that is unmanageable at any available lower level of care, as manifested by ALL of
the following:
• Marked physical signs of sedative withdrawal, such as:
• Heart rate > 120 BMP
• Vomiting
• Grossly visible tremor
• Profuse perspiration
• Temperature > 38.3° C (> 101° F)
• Currently worsening sedative withdrawal despite appropriate pharmacotherapy at
highest available lower level of care.
Inpatient setting: MEDICAL ADMISSION - Medical necessity criteria
•
•

Patient has coexisting condition that by itself requires hospitalization (e.g., COPD exacerbation).
Patient has acute psychiatric presentation with suicidal or homicidal thoughts that by itself
requires psychiatric hospitalization.

Benzodiazepine equivalent doses & conversion table

Generic Name

Brand
Name
Alprazolam
Xanax
Chlordiazepoxide Librium
Clonazepam
Klonopin
Clorazepate
Tranxene
Estazolam
ProSom
Flurazepam
Dalmane
Diazepam
Valium
Lorazepam
Ativan
Midazolam
Versed
Oxazepam
Serax
Quazepam
Doral
Temazepam
Restoril
Triazolam
Halcion

Elimination Rate
(Hours)
Med (6 - 20)
Long

Long (30 - 60)
Med (10 - 20)
Short - medium (5 -10)
Short (10 - 17)

Approximate Equivalent Dosages
(mg)
1
25
0.5
15
4
30
10
2
4
30
30
30
0.5

Approved Dosage Range
(mg/day)
0.75-4; 1.5-10
25-100
1-4
7.5-60
0.5-1
15-30
2-40
0.5-10
N/A
30-120
7.5-15
15-30
0.125-0.5

Benzodiazepine Withdrawal Symptom Questionnaire (I) (Tyrer et al., 1990)
Each of the feelings listed below has been described by some people when they reduce or stop their tranquillizers. Please recall any of these
feelings you have experienced since you first started treatment with tranquillizers by placing a tick against the appropriate box for each item.
Could you also indicate whether these feelings occur only when you reduce the dose of your tablets or whether they also occurred when the
dose of the tablets was the same.
Name . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date . . . . . . . . . . . . . . . . . . . . . . . . . .

No

1. Feeling unreal
2. Very sensitive to noise
3. Very sensitive to light
4. Very sensitive to smell
5. Very sensitive to touch
6. Peculiar taste in mouth
7. Pains in muscles
8. Muscle twitching
9. Shaking or trembling
10. Pins and needles (in
hands, arms or legs)
11. Dizziness
12. Feeling faint
13. Feeling sick
14. Feeling depressed
15. Sore eyes
16. Feeling of things
moving when they are still
17. Seeing or hearing
things that are not really
there (hallucinations)
18. Unable to control your
movements
19. Loss of memory
20. Loss of appetite
Total score

Yesmoderate

Yes-severe

Occurred
when
tablets
reduced
or stopped

Occurred
when
tablets the
same

Instructions for administering and scoring the Benzodiazepine Withdrawal Symptom Questionnaire:
The questionnaire is given to the subject with an introductory statement indicating that it is primarily concerned with withdrawal symptoms.
The questionnaire is completed by the subject in the presence of the assessor and questions may be asked to elucidate individual items.
Each ‘moderate’ score is given a rating of 1 and each ‘severe’ score a rating of 2 so that a maximum score of 40 is possible, unless of course
additional symptoms are also included.

Benzodiazepine Withdrawal Symptom Questionnaire (2)
Each of the feelings listed below has been described by some people when they reduce or stop their tranquillizers. Please recall any of these
feelings you have experienced in the past 2 weeks by placing a tick against the appropriate box for each item.
Name . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1. Feeling unreal
2. Very sensitive to noise
3. Very sensitive to light
4. Very sensitive to smell
5. Very sensitive to touch
6. Peculiar taste in mouth
7. Pains in muscles
8. Muscle twitching
9. Shaking or trembling
10. Pins and needles (in hands, arms or
legs)
11. Dizziness
12. Feeling faint
13. Feeling sick
14. Feeling depressed
15. Sore eyes
16. Feeling of things moving when they
are still
17. Seeing or hearing things that are
not really
there (hallucinations)
18. Unable to control your movements
19. Loss of memory
20. Loss of appetite
Total Score

No

Yes-moderate

Yes-severe

Instructions for administering and scoring the Benzodiazepine Withdrawal Symptom Questionnaire:
The questionnaire is given to the subject with an introductory statement indicating that it is primarily concerned with withdrawal symptoms.
The questionnaire is completed by the subject in the presence of the assessor and questions may be asked to elucidate individual items.
Each ‘moderate’ score is given a rating of 1 and each ‘severe’ score a rating of 2 so that a maximum score of 40 is possible, unless of course
additional symptoms are also included.
Additional new symptoms recorded at some time during withdrawal in the 68 patients included itching or peculiar feelings (e.g., hot patches,
tinglings, wet legs) in the skin (12) buzzing in the ears (tinnitus) (7), blurred vision (5), flu-like symptoms (e.g., running nose, sore throat) (4),
numbness (e.g., cotton wool head)(4), irritability (4), breathlessness (3), dizziness (3), vomiting (2) dry mouth, intrusive thoughts, sweating,
peculiar smell, craving for tablets, paranoid symptoms, stomach cramps, time and distance distortion (1 each).

