Vanderbilt Psychiatric Hospital
\VPH Alcohol Withdrawal / Delirium Tremens Protocol

Criteria for inlfiation of Alcohol Withdrawal/Delirium Tremens Prevention Protocol {CIWA) is based on patient's report of history
of alcohof use, histery of alcohol withdrawal, and/or less than 72 hours since last consumption of alcchel.

Contraindications:

DO NOT use the CIWA Protoco! if patient reports recent use of andfor has a positive UDS for Central Nervous system (CNS)
Depressants, such as hypno-sedatives, barbiturates or benzodiazepines. Notify MD to assess for CNSDP Protocol.

CIWA PROTOCOL INSTRUCTIONS:

Nurses monitor patient using CIWA scoring protocol and document CIWA score on the VPH CIWA scoring form printed off
EDCCS. Continue CIWA scoring for a minimum of 48 hours after initiation of CIWA protocol.

» Initiate Seizure Precautions for the duration of the CiYWA Protocol.

» CIWA Score 20 or greater: Administer diazepam as ordered.

+ CIWA Score 15 to 19: Repeat CIWA assessment in 1 hour. If score 15-18 the second time,
Administer dizzepam as ordered.

Continue CIWA assessment every hour until paiient CIWA score 14 or less or pt has had a total cumulative diazepam
dose of 100 mg (5 Doses). If the patient is asleep, do NOT wake the pahent fo assess the CIWVA score; assess CIWA
score when the patient awakens.

» Assess patient 1 hr after the 5th dose. If asleep, complete CIWA assessment upon waking, If the CIWA remains above
- 15, nofify the physician to assess the patient for additional doses of diazepam. If CIWA score is 14 or less, follow the
instructions below.

» CIWA Score 10 to 14: Complete CIWA assessment every 2 hours while awake. If pt is asleep, complete ?
CIWA assessment when patient awakens. ’

« CIWA Score Jess than 10: Complete CIWA assessment evary 4 hours while awake. If pt is asleep, COmp!ete the
CIWA assessment whan patient awakens. .

+ Continue CTWA for 48 hours after time of first diazepam dose.
MEDICATION:

Diazepam (Valium ) 20 mg po pm, based on CIWA score X Max of 5 doses (100mg).
" o After 5th dose, if GIWA Score 15 or higher, call MD to reassess need to give more doses of diazepam.

Additional 3 doses of diazepam ~ SECOND ROUND (after a total of five (5) doses have heen given):
+ Requires MD order to initiate
Diazepam (Valium ) 20 mg po q1h prn {Max 3 doses)
+ Give if CIWA score 20 or higher orif CIWA 15 or higher on two consecutive scores

»Hold-medication-if f-patient-asleep:
FOR PATIENTS WITH A HISTORY OF ALCOHOL SEIZURES:;

Notify MD for initiation of VPH Alcohot Withdrawal Protocol Orders.

Give first diazepam dose NOW. Do not wait for CIWA score to go fo above 15.

Give 2 more doses of diazepam gih for a total of 3 doses.

Agsess the patient's CIWA score every hour while awake and 1hr after third dose. After the third dose, give the
diazepam g1hr pm per the CIWA score until the protocol is completed or until patient has received a total of five (5)
doses. HOLD diazepam if patient is asleep or somnolent, DO ROT wake patient up to assess CIWA score. Asses the
CIWA when patient awakens.

« Assess patient 1 hr after the 5ih dose. If asleep, complete CIWA assessment upon waking. If the CIWA remains above
15, notify the physician to assess the patient for additional doses of diazepam. Assess g1hr. lf CIWA score is 14 or less,
foliow the CIWA Protoco] instructions.

MEDICATION (for patients with history of afcohof seizures):

Diazepam (Valium ) 20 mg po gth x 3 doses, 1% NOW
+ HOLD if pt asleep or somnolent
« Assess CIWA score each hour and Thr afier 3rd dose of diazepam

Additional Medication Affer the 3™ dose:

Diazepam (Valium ) 20 mg po q1h prn x48 hours, for up to 2 additicnal doses (MAX 5 Total doses)
« .Assess CIWA per Protocol Instructions. Give if CIWA 20 or higher or CIWA 15 or higher on 2 consecutive
scores. Hold if pt asleep.
s Assess CIWA score 1hr after last dose of dtazepam If CIVA score 15 or higher! call MD to reassess need

togiveore doses of diazepant
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Vanderbilt Psychiatric Hospital

. CLINICAL INSTITUTE WITHDRAWAL
ASSESSMENT FOR ALCOHOL (CIWA) - VPH -

Signature/Title initials

DATE:

TIME:
Temperature: Temp
O=Lessthar 98,7 1=887-995 2=096-1004 3= preaterthan 1004 Seore
Fulse: . S Pulse .
0= Lessthan 90 1= 90-95. 2=96-100 3= 107-705 4= 106-170 = r—
&= 111-120  6=grester than 120 - - o . " Score
Respirations: Resp
U= Less than 20 =20~ 24 2= grealer than 24

Score
Diastolic Blood Pressllfre: 7 S o ) {_ Bp
o= Lessthan 95 T=§5-108 4= 104-112 6= grealer than 112 .

o T - S Score

COrigntation:
0= Orienfed 2= Disoriented for date more than 2 days 4= disariented o fime/place

Nausea and Vomiting: Ask: “Do you feef sick to your stomach?” “Have you' von’nted"”
0= None ta mid nausea, no vomiting 3= i’ntsrmr‘tfent nausea mth q'fy heaves
7= Constanx nausea, dry heaves and vornifing o

Tremor: Ask patiant to extend arms and spread fmgers apart wf eyes closed
0= No tremor 3= Not visible (can be felf fingertip to fmgemp) fo moderate with arms exdended
7= Severe, even withou! arms extended

Parcxysmal Sweals: Observe . : P )
0= None visible - 3= Barely pen:elvabfe .sweatwng {pa!,ms mo;st) fo obvlaus beads of sWeafon
forehead 6= Drenching sweats :

Anxtety: Ask: “Do you feel nervous ?”
0= Af ease, no anxiety 3= Appears ?— Acufe anxiely, panic

Agitation: Ohserve
0= Normal getivity 3= Somewhatmore than normal scﬂwry fo rest!ess ﬁdgefy

7= Constantiy paging or thrashing about

Hggggggg, Fuliness in the head: Ask: “Does your head feel different or full? “Doaes it feel ke
there is a band around your head?” (DO NOT include dizziness or lightheadedness)

0= No headache or full feeling 1= Mild fo moderate headache, feeling of fullness

7= Sewers headache, extreme fuilness. feeling of tight band around head

Tactile Disturbances; Ask: “Do you feel any itching or pins & needles?" “Any numbness or .7
burning?” “De you feel bugs crawliRg .of O Under your skin?” i
0= None 4= Mild ifching, pins & peedies, burning or numbness to intermitfent tacrﬁe ha.'mclnaﬁon(r e,

bugs crawling) 7= Severe, continuolis taciile haflucinations (rubbing constantly fo remove Lcrawling bugsl -

Auditory Disturbances: Ask: “Are you more aware of rounds around you?” “Are they harsh?”
“Do they frighten you?” “Are you hearing anything that is disturbing?” “Are you hearing things
you krow aren’t thare?”

0=None 4= Mildly harsh / frightening sounds to Inferrniftently hearing things you can't

7= Continuous auditary halfuclnations (speaking fo unseen persons)

Visual Disturbances: Ask::“Does the light appear to be too bright?” “Is the color different?”
“Boes [t hurt your eyes?” “Are you seeing anyth:ng that i is dlsturbmg o yon ?“ "Are you seelng
things you know arem’tthere?” .

0= Nome 4= Mild sensifivity to light to occas.'onalfy seemg tmngs you can‘r
7= Constant visual hallucinations

TOTAL CIwA SCORE:

’ -Dosé‘ln-rﬁgl"(_'hq'):‘l

Dose #

CUMULATIVE DOSE in mg {po): |

Initials:
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Psychiatric Hospital at Vanderbilt

SignaturefTitie

Initials

CLINICAL OPIATE WITHDRAWAL
- SYMPTOM {COWS) SCALE PRV

Pupil size:

(= Binpoint or norral size in room fight
1= Larger thah normal in room light

2= Moderately dilated

8= Qnly rim of iris Is visible due to dilation

Tremor:

0= Not prasent

1= Tremor can be felt buf not ohserved
4= Gross iremor or muscle witching

Resting Pulse Rate: {bpm}
0= less than or equal fo 80
1=81-85

2=88-80

4= greater than 90

Bone or Joi es: :

0= Na joint or bone pain

1= Mild discomfort

2= Moderately severe aching

4= Constantly rubbing joints/muscles

Yawning:
0= Not present

1= Yawning 1 or 2 timas during assessment
2= Yawning 3 or 4 times during assessment
4= Yawning several times per minute

Sweating over 30 minutes:

9= Ng chills or flushing

1= Pt report of chilis or flushing
2= Flushed or moistness on face
3= Beads of sweal on forshead
4= Drenching sweats

Runny Nosg or Tearing:

0= Nof present

1= Nasal sfuffiness or moist eyes

2= Nose running or eyes tearing

4= Nose constantly runningfears streaming

Anxiety or |rritability:

0= Not present

1= Pt reports some irritabifity or anxiousness
2= Pt. obviously irritable or snxious

4= L. so irritabie that participation in
assessment Is difficult

Restlessness:

4= Atle to sit stift

1= Some difficulty sitting st

3= Frequently shifting/moving legs, amms
5= Unable to sit stift

G.l. Upset:

0= None reporfed

1= Stomach cramps

2= Nausea

3= Vomiting or diarrhez

5= Multiple episodes of vemiting/diamhea

Gooseflesh Skin:

0= Skin Is smooth

3= Piloerection of skin van be felt or hairs
standing up on arms

8= Prominent piloeraction present

DATE:

BASELINE

SCORING FLOWSHEET ,
: o TIME:

BP (record SBF/DBF)

Resting Pulse Rate: (record bpm)

Resting Pulse Rate: Score

Sweating

Restlessness

Pupil-Size

Bone or Joint Aches

Runny Nose or Tearing

G.l. Upset

Tremor

Yawning

Anxlety or irritability

Gooseflesh Skin

TOTAL SCORE .

* CLONIDINE DOSE in mg

CLONIDINE CUMULATIVE TOTAL

BUPRENORPHINE DOSE iInmg

BUPRENORPHINE DOSE #

INITIALS

*Hold clonidine for the following: If baseline BP less than or equal to 100/70, hold for BP less

If baseline BP greater than 100/70, hold for BP less than 90/60

than or equal to 80/50
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