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Mitigating Bias 

Speakers will highlight when off-label use of medications is being discussed. 

Speakers will utilize generic medication names throughout the discussion. 



Objectives 

Review the financial 
and health costs of 
alcohol.

1

Identify common 
alcohol-related 
presentations to the 
Emergency 
Department (ED). 

2

Be able to recognize, 
monitor, and 
manage alcohol 
withdrawal in a busy 
ED setting. 

3

Identify harm 
reduction practices for 
the ED, and practice 
conducting Brief 
Negotiated Interviews 
(BNI).

4

Identify community 
resources such as 
Rapid Access 
Addiction Medicine 
(RAAM) clinics.

5



Emergency Department Visit Counts in Canada

Canadian Substance Use Costs and Harms https://csuch.ca/explore-the-data/

652,078

165,505

https://csuch.ca/explore-the-data/


Substance Use Attributed Healthcare Costs in Canada 

Canadian Substance Use Costs and Harms https://csuch.ca/explore-the-data/
https://www.cpha.ca/sites/default/files/uploads/policy/positionstatements/2022-06-alcohol-consumption-in-canada-e.pdf

$6.27 billion

https://csuch.ca/explore-the-data/
https://www.cpha.ca/sites/default/files/uploads/policy/positionstatements/2022-06-alcohol-consumption-in-canada-e.pdf


Substance Use Attributable ED Visit Costs - Alcohol, Canada 2020

Canadian Substance Use Costs and Harms https://csuch.ca/explore-the-data/

https://csuch.ca/explore-the-data/


• ED visits for alcohol-related reasons (ARR) increased by 85% for females and 50% for 
males from 2003 to 2016 

Increased Prevalence and Mortality 

Number of ED visits per year 1-year all cause mortality 

1 visit, any cause 0.5%

1 ARR visit 2%

2 ARR visits 5%

5 or more ARR visits 9%

*men 45-59 with 3 ARR visits or more 12%



Common Presentations 



When do YOU consider if alcohol is involved?



• Pancreatitis, gastritis

• Unexplained trauma – falls, accidents

• Uncontrolled hypertension, atrial fibrillation/arrhythmias

• Anxiety, depression

• Problems with work, school, relationships, sleep 

• Elevated liver enzymes especially GGT, elevated MCV 

    The first few drinks makes things better,

but heavy/chronic drinking makes things worse 

Consider alcohol in the context of …



Spectrum of Use 

ED_PatientHandout.pdf (metaphi.ca)

Canada’s Guidance on Alcohol and Health (ccsa.ca)

https://www.metaphi.ca/wp-content/uploads/ED_PatientHandout.pdf
https://www.ccsa.ca/sites/default/files/2023-05/Canadas-Guidance-on-Alcohol-and-Health-brochure-2023-en.pdf


Addiction is a not a choice. It is a chronic health condition. 

Look for the 4 Cs: 

• Craving 

• Loss of Control (of amount or frequency of use)

• Compulsion to use 

• Use despite Consequences 

Addiction 



Toolkit for Alcohol-Related Presentations 
to the Emergency Department 

https://www.metaphi.ca/toolkits/#ED-AUD



https://www.metaphi.ca/toolkits/#ED-AUD

Toolkit for Alcohol-Related Presentations to the ED 

https://www.metaphi.ca/toolkits/#ED-AUD


Alcohol Withdrawal 

Recognition & Monitoring 



Physiology of alcohol withdrawal

• Alcohol suppresses the NMDA system (neuroexcitatory) and enhances GABA

• Chronic heavy alcohol use causes compensatory increase in number and sensitivity of NMDA 
receptors and decrease in GABA receptors

• If alcohol abruptly discontinued, the upregulated NMDA system causes autonomic 
hyperactivity:

• Tremor, sweating, seizures, DTs etc.



Physiology of alcohol withdrawal

https://journals.rcni.com/nursing-standard/alcoholrelated-liver-disease-ns.28.46.42.e8998



• Withdrawal is uncommon in people drinking less than five drinks per day for less than one 
week straight 

• Severity of withdrawal is associated with the amount consumed

• Individuals show predictable pattern of withdrawal

• People with previous withdrawal seizures are at high risk for recurrence

 “The term “kindling” refers to the phenomenon that people 

undergoing repeated cycles of intoxication followed by 

abstinence and withdrawal will experience increasingly

 severe withdrawal symptoms with each successive cycle.”

 from Becker, H.C. (1998). Kindling in Alcohol Withdrawal. Alcohol Health and Research World. 

When to be concerned about withdrawal 

https://europepmc.org/article/PMC/6761822#id626693



Clinical features of alcohol withdrawal

• Begins 6–12 hours after last drink

• Acute withdrawal usually resolves within 2–3 days, may last up to 7 days

• Most reliable signs:  Tremor and sweating

• Other signs: Tachycardia, hypertension, hyperthermia 

• Symptoms: Anxiety, nausea, headache



Withdrawal severity scales

• CIWA-Ar scale 

• 10 items

• Scale is measured every 1-2 hours

• A score of 10 or more indicates the need for treatment

• Treatment is completed when score is less than 8 on two consecutive occasions

• CIWA-Ar is the most studied and used withdrawal severity scale



Limitations of the CIWA

• Most of the ten items are subjective (nausea, headache) and non-specific

• False positives in patients who are anxious, in psychosis, have essential tremor, cerebellar 
disease, delirium not related to alcohol, febrile illness, or seeking medications

• False negatives if language barriers, cognitive delay, dementia, impaired consciousness, 
education level 

• Time consuming (5+ minutes); not feasible to administer hourly in a busy ED



Toolkit for Alcohol-Related Presentations to the ED 

https://www.metaphi.ca/toolkits/#ED-AUD

https://www.metaphi.ca/toolkits/#ED-AUD


CIWA-Ar scale (1)

K-basin beside them? 
Dry heaving? 
Eating & drinking? 

Not a resting tremor
Arms out, fingers extended 
Doesn’t diminish

Sweating now? 
Sweat on and off last night?

More than baseline 
What they report 
How the interact e.g. 
defensive, unfocused 

Holding/rubbing temples? 
Throbbing or dull ache? 
 



CIWA-Ar scale (2)

Fidgeting? 
Pacing? 
Can’t sit in their chair?

Intermittent itching?
Wringing their hands? 
Rubbing or scratching 
continuously? 

Are they jumpy? 
Look for the source of a 
sound? 

Eyes closed? 
Shades on? 
Unable to pay attention?

What day is it? 
Where are you? 
Who am I?



CIWA-Ar scale 

• Mild Withdrawal  CIWA-Ar < 10  

• Moderate Withdrawal CIWA-Ar 10-19 

• Severe withdrawal   CIWA-Ar ≥ 20 

Definitive signs of severe withdrawal: 

           CIWA-Ar ≥ 20 and/or 

 SBP > 180 DBP > 110  HR > 120 bpm   T > 37.5 C

arrhythmia, profuse sweating, repeat vomiting, severe withdrawal tremor, hallucinations, 
psychomotor agitation, confusion, disorientation, delusions, withdrawal seizures, or DTs



CIWA-Ar scale Tips & Tricks 

Wake the patient – withdrawal can worsen while sleeping 

Watch the patient– information from before/during/after the assessment can help guide scoring 

  e.g. Did they complain about night sweats?  

  e.g. Have they been running to the bathroom? 

  e.g. Did they just eat a large breakfast and appear comfortable?

Tremor –  NOT a resting tremor – postural (against gravity) & intention (with action)

     -ask for arms out, fingers spread, and hold – watch their hands 

     -tremor does not diminish (it will not slow, no matter how long they hold their arms)  

                  -for mild tremor, you can ask for the patient to complete a task, like taking a drink of                     
     water, or place a piece of paper on their hands 



CIWA-Ar scale Tips & Tricks 

Tactile, Auditory, Visual Disturbances – they don’t need to be hearing or seeing things, the 
light, sounds, and touch bothering them should be scored as well 

Vitals – not a part of the CIWA-Ar, but largely influence determination of severe withdrawal 

 

Frequency – with symptom-triggered treatment, CIWA-Ar should be done before each dose is 
given – it help guides whether a dose is needed or not 

With repetition, scoring becomes quick and easy to complete!



Free, publicly accessible, eLearning Module on CIWA-Ar with certificate of completion 

Accompanying eLearning Module, CAMH 

https://cmelearn.camhx.ca/login/index.php

https://cmelearn.camhx.ca/login/index.php


Objective scales:  SHOT and BAWS

• SHOT:  Sweating, Hallucinations, Orientation, Tremor

• BAWS:  Sweating, Hallucinations, Orientation, Tremor, Agitation

• Advantages:

• No subjective symptoms so fewer false positives

• Takes 1 minute to complete, vs 5 minutes for CIWA, so greater compliance with q1H 
measurements in the ED

• Better at identifying delirium and other causes of altered consciousness

• Disadvantage:  Less research on validity and reliability

• But preliminary research has found strong correlation with CIWA scores



SHOT scale

Sweating 0 – No visible sweating

1 – Palms moderately moist

2 – Visible beads of sweat on forehead

Hallucinations

“Are you feeling, seeing, or hearing anything that is 

disturbing to you? Are you seeing or hearing things 

you know are not there?”

0 – No hallucinations

1 – Tactile hallucinations only

2 – Visual and/or auditory hallucinations

Orientation

“What is the date, month, and year?

Where are you? Who am I?”

0 – Oriented

1 – Disoriented to date by one month or more

2 – Disoriented to place or person

Tremor

Extend arms and reach for object.

Walk across hall (optional).

0 – No tremor

1 – Minimally visible tremor

2 – Mild tremor

3 – Moderate tremor

4 – Severe tremor



Withdrawal Monitoring Exercise 

• Bob is a 53 yr old male patient that presents to the ER for Nausea. He is quite diaphoretic but 
temp orally is 36.3. He is able to tell you his name and that he is in ER but thinks that it is 
2023. When he puts out his hand for you to apply his identification arm band you notice that 
he has a significant tremor. 

• What questions would you consider asking Bob?

• What tool could you use?



Withdrawal Monitoring Exercise 



Withdrawal Monitoring Exercise 



Alcohol Withdrawal 

Complications, Prevention, & Management 



https://www.alltreatment.com/alcohol-
withdrawal-timeline/

Withdrawal Timeline



https://www.researchgate.net/figure/Graph-
depicting-the-time-course-of-alcohol-withdrawal-
symptoms-based-on-clinical_fig2_263860038

Withdrawal Timeline



Alcoholic Hallucinosis 

• Hallucinations  

• Predominantly visual 

• Think of differentials if auditory 

• NO clouding of sensorium like with DTs 

• Distressing, as they are aware it’s a hallucination

• Vitals usually normal 

• Develop within 12-24h 

• Typically resolved within 48h (earliest point DTs develop)



Withdrawal Seizures

• Risk increases with amount consumed

• Patients who have had seizures in the past are at high risk of recurrence 

• An estimated 10-15% of patients with severe alcohol use disorder have had at least one 
withdrawal seizure

• Typically occurs 12-72 hours after the last drink

• Usually but not always preceded by autonomic hyperactivity – tremor and sweating

• Grand mal, non focal, brief



Withdrawal Delirium 

• Also known as “Delirium tremens”

• Risk factors:

• Very heavy alcohol consumption

• Medical illness eg pancreatitis, pneumonia

• Inadequate treatment of early withdrawal symptoms

• Past history of DT’s

• Starts day 3-5 after last drink



Withdrawal Delirium (2)

• Patient is confused and disoriented 

• Tachycardia, hypertension, low-grade fever, agitation, diaphoresis, hallucinations 
(predominantly visual) 

• May be ‘living in a dream’, eg ‘I’m in my apartment, it’s 1974, and you are a policeman’

• Not always easy to diagnose:

• Patient may have learned by repeated questioning to state the correct date and location

• Ask, ‘why are you here?  Who am I?  What am I doing here’?

• “Sundowning’:  Patient may be agitated and confused at night, and calm and oriented in the 
morning



Wernicke’s Encephalopathy

• Confusion, ataxia, ocular abnormalities 

• Slow, unsteady gait 

• Double vision, nystagmus, paralysis of oscular muscles

• Difficult to diagnose in a patient who is intoxicated or in withdrawal 

• Risk factors:  Poor diet, liver disease, poor absorption (e.g. gastric bypass) 

• Can result in Wernicke-Korsakoff Syndrome 

• Chronic deficits of memory impairment 

• Usually short-term memory loss



Prevention of Complications 

• Benzodiazepine loading in patients who have a history of withdrawal seizures or DTs

• Diazepam 20 mg or Lorazepam 4mg q1H x 3 

• No evidence that anticonvulsant medications are effective in preventing withdrawal seizures 

• Loading doses are given regardless of CIWA, until the patient is light drowsy with minimal to no 
tremor 

• Correct electrolyte imbalances to prevent arrhythmia 

• Prevent Wernicke’s Encephalopathy with Thiamine 

• 300mg IM/IV/PO

• 100mg PO three times daily if concerns with absorption 

• Then 100mg PO once daily for 2-3 weeks 



• Give high dose of benzodiazepines 
when severe symptoms present; 
don’t give benzos if minimal 
symptoms

• Severity of symptoms is measured by a 
standardized scale  e.g. CIWA-Ar 
• Relieves withdrawal more rapidly and 

completely than scheduled treatment, 
therefore

• Shortens length of stay in the ED

• Prevents complications (e.g., seizures, DTs)

• Prevents over-medicating and over-
sedation 

Symptom-triggered treatment

E.g. Diazepam 10mg PO q 1-2 H when CIWA-Ar ≥10

• Treatment completed when CIWA-Ar < 8 on two 
consecutive measurements, with minimal tremor



Diazepam treatment

• High doses are safe: patients who are highly tolerant to alcohol are also highly tolerant to 
benzodiazepines

• Diazepam is preferred because it is metabolized to active metabolites, so has a duration of 
action of up to 5 days

• Once withdrawal is resolved, prolonged action of diazepam prevents rebound withdrawal



Lorazepam treatment

• Lorazepam does not have active metabolites, so is safer in patients at high risk for diazepam 
toxicity:

• Frail elderly

• Cirrhosis with liver dysfunction

• Respiratory impairment

• On high doses of potent opioids

• Note:  Patients given lorazepam should be reassessed more often because their withdrawal 
symptoms could return



Withdrawal Management Exercise 

Using the Metaphi orderset what would you give Bob for 
medication?

How often would you recheck his SHOT or CIWA?

What other support would you provide Bob with ?



Withdrawal Management Exercise 



Harm Reduction in Hospital



•Do you drink alcohol? 

•What do you like to drink?  Beer? Wine?  Vodka? 

•Do you drink daily?  How many days of the week would you drink? 

•What time of day do you start drinking?  

•When drinking, what’s the most you would drink in one day?  The least? 

Asking about alcohol

https://www.metaphi.ca/wp-content/uploads/ED_BNI.pdf
https://www.youtube.com/watch?v=o-zHoutHnwk

https://www.metaphi.ca/wp-content/uploads/ED_BNI.pdf
https://www.youtube.com/watch?v=o-zHoutHnwk


• Should be routinely offered to patients with:

• Alcohol use disorder

• Alcohol-related conditions

• Heavy drinking who would benefit from support reducing their intake 

• Based on controlled trials they:

• Reduce alcohol use

• Reduce ED visits, hospitalizations

• Are cost-effective

• Improve participation in psychosocial treatment

Anti-craving Medications



• Anti-craving meds should be routinely offered to patients with AUD, just as we routinely offer 
smoking cessation medications to smokers

• Often patients think that their alcohol problems are entirely psychological and they are just 
lacking in will power

• Explain that cravings for alcohol are partly determined by genetic and neurological factors

• By reducing cravings, anti-craving medications help patients reduce their drinking

Explaining anti-craving medications to patients with AUD

“Patients who leave hospital prematurely are 12 times more likely to be
 readmitted with a related diagnosis with 14 days, and twice as likely to die.” 

Guidance-Document-FINAL.pdf (crismprairies.ca)

https://crismprairies.ca/wp-content/uploads/2020/02/Guidance-Document-FINAL.pdf


Naltrexone



Naltrexone

• First line treatment for alcohol use disorder 

• Reduced euphoria experienced with drinking  

• In turn, this will help to decrease cravings/urges over time  

• If effective, patients will say “I don’t like it it” “I don’t need it” “I don’t feel like it” 

• Abstinence not required  - more effective at reducing drinking than maintaining abstinence 

• Most patients don’t get side effects.  Some get nausea – mild nausea dec over time

• NOT for patients on opioids (start 7 days post opioid use) –will trigger precipitated withdrawal 



Acamprosate



Acamprosate

• First line treatment for alcohol use disorder 

• Acamprosate relieves subacute withdrawal symptoms (insomnia, dysphoria, cravings)

• More effective at maintaining abstinence than reducing binge drinking 

 (but abstinence is not required to start treatment) 

• Not metabolized by the liver – safe in liver disease 



https://www.metaphi.ca/toolkits/#ED-AUD

https://www.metaphi.ca/toolkits/#ED-AUD


https://www.youtube.com/watch?v=o-zHoutHnwk

https://www.youtube.com/watch?v=o-zHoutHnwk


https://www.youtube.com/watch?v=o-zHoutHnwk

https://www.youtube.com/watch?v=o-zHoutHnwk


https://www.metaphi.ca/toolkits/#ED-AUD

https://www.metaphi.ca/toolkits/#ED-AUD


https://www.metaphi.ca/raam-clinics/
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Thank you! 

Robyn Nocilla
MSc NP-PHC

Katie Dunham
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Nursing Educator,

katie_dunham04@hotmail.com

Mental Health Services

Addiction Treatment Services- RAAM

rnocilla@brightshores.ca
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