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Alcohol detoxification

Seize the moment
Despite dramatic representation in films, heroin withdrawal  

is not inherently life-threatening. Not so with alcohol. Workers 
need to be aware of all the issues, as detoxing from alcohol is no 

simple matter. By Dr Karim Dar and Dr Raquin Cherian
Nowadays, there is much concern about 
our drinking culture; the degree to which 
it fuels anti-social behaviour, and the 
health consequences and costs for the 
nation. In 2010, the National Institute 
for Health and Clinical Excellence 
(NICE) produced recommendations 
for preventing alcohol harms covering 
pricing, availability, marketing and 
licensing, as well as screening with 
young people and adults using brief 
interventions. 

But what about people for whom 
preventative measures are too late? In 
2009/10, there were just over a million 
alcohol-related admissions to hospital 
in England, double the figure for 2002/03 
and costing NHS England nearly £3 
billion. Many of these people will be at 
risk from the potentially life-threatening 
effects of alcohol withdrawal and be in 
need of specialist intervention either in 
the community or in-patient facility. So 
what are the key issues?

Clinical features of alcohol 
withdrawal 
Once a regular heavy drinker has 
stopped drinking and the blood alcohol 
level decreases significantly, Central 
Nervous System (CNS) overexcitation 
occurs. This is what people experience as 
withdrawal symptoms. These symptoms 
usually peak between 24 and 36 hours 
after someone has stopped drinking 
and may dissipate after 48 hours. 
Table 1 shows the range and timing of 
withdrawal symptoms.

Generally, the symptoms of alcohol 
withdrawal relate to the amount of 
alcohol drunk and the duration of an 
individual’s recent drinking habit. Most 
people with this problem have a similar 
spectrum of symptoms with each 
episode of alcohol withdrawal.

Withdrawal seizures are more 
common in patients who have a history 
of multiple episodes of detoxification. 
Causes other than alcohol withdrawal 
should be considered if seizures are 

focal, if there is no definite history of 
recent abstinence from drinking, if 
seizures occur more than 48 hours after 
the patient’s last drink, or if the patient 
has a history of fever or trauma. In 
this context, causes including epilepsy, 
head trauma or infection need to be 
considered. It is important to ascertain 
the correct diagnosis, as many patients 
with alcohol related seizures are told 
they are epileptic and are prescribed 
anti-epileptic medication long term, 
which they don’t need.

Alcohol withdrawal delirium, or 
delirium tremens (DTs), is characterised 
by clouding of consciousness and 
delirium. Episodes of delirium tremens 
have a mortality rate of 1 – 5 per cent. 
Risk factors for developing alcohol 
withdrawal delirium include concurrent 
acute medical illness, daily heavy alcohol 
use, past history of delirium tremens or 
withdrawal seizures, older age, abnormal 
liver functions, and more severe 
withdrawal symptoms on presentation.

Choice of treatment setting
In most patients with mild to moderate 

withdrawal symptoms, outpatient 
detoxification is safe and effective, and 
costs less than inpatient treatment. 
However, certain patients should be 
considered for inpatient treatment, 
including some who should be assessed 
for inpatient settings regardless of the 
severity of their symptoms. Relative 
indications for inpatient alcohol 
detoxification are shown in Table 2: 

Based on our current understanding 
of alcohol withdrawal syndrome 
and recent research studies, some 
characteristics are identified as 
conferring a risk of more severe 
withdrawal symptoms, prolonged 
symptoms or withdrawal-specific 
complications, such as DTs or seizures. 

With advances in treatment, mortality 
rates during withdrawal have decreased 
drastically, with more recent studies 
indicating mortality rates in the range 
of 1 per cent. Patients with co-existing 
illnesses, especially those with cirrhosis, 
DTs and those transferred to the ICU 
and subjected to mechanical ventilation 
are thought to be at greater risk of dying 
during withdrawals and detoxification.

TABLE 1
Symptoms of alcohol withdrawal 
syndrome

Time of appearance after cessation  
of alcohol use

Minor withdrawal symptoms: insomnia, 
shaking, mild anxiety, stomach 
upset, headache, heavy sweating and 
palpitations 6 to 12 hours

Visual, auditory, or tactile hallucinations
12 to 24 hours (these symptoms are 
usually resolved within 48 hours)

Withdrawal seizures: generalised tonic-
clonic seizures

24 to 48 hours (these symptoms can 
be reported as early as two hours after 
cessation)

Alcohol withdrawal delirium (delirium 
tremens): hallucinations (predominantly 
visual), disorientation, rapid heart rate, 
hypertension, low-grade fever, agitation, 
heavy sweating

48 to 72 hours (these symptoms peak at 
five days after cessation)
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Medically-assisted detoxification
Patients who experience alcohol 
withdrawal should be detoxified with 
medications to treat their symptoms 
and reduce risk of complications. The 
medications with best efficacy and 
safety for managing alcohol withdrawal 
(essentially a state of nervous system 
excitation) are the benzodiazepines 
Librium and Diazepam. They are given 
initially in high doses, as withdrawal 
symptoms peak in the first 48-72 hours, 
and then gradually reduced in dose and 
stopped usually after 7-10 days. 

Nerve damage during alcohol 
withdrawal and detoxification
Although the majority of detoxifications 
are uneventful, alcohol withdrawal 
represents a period of significant clinical 
risk for some that requires attentive 
medical management. Some withdrawal 
episodes may appear to be mild enough 
to be treated without medications, but 
this approach may have long-term 
harmful consequences for patients. Why 
is this?

Alcohol use can cause brain damage, 
and at least some of this damage 
may occur during periods of alcohol 
withdrawal rather than during periods 
of alcohol use. Alcohol withdrawal is a 
vulnerable time for the brain, with well-

recognised neurological complications 
such as seizures, delirium tremens and 
long standing brain damage. But it is 
now increasingly recognised (but not 
widely known) that impaired cognitive 
functioning is also widespread during 
the first months following detoxification. 
Between half and two-thirds of abstinent 
alcoholics show signs of cognitive 
impairment during this period, with 
residual deficits persisting for years after 
detoxification in some people. The most 
severe deficits have been observed in 
visuospatial abilities;damage here might 
mean you could go out for a walk and 
not find your way home because you 
have lost the power to retain the visual 
memory of the map to retrace your 
steps. Severe deficits can also occur in 
motor skills and coordination, abstract 
reasoning and new learning.

Multiple episodes of alcohol 
withdrawal not only cause immediate 
neurotoxicity (damage to nerve cells), but 
also lead to cumulative changes in what 
is referred to as ‘neuronal excitability’. 
This phenomenon, referred to as 
“kindling”, means that neurons (nerve 
cells) are increasingly sensitised over 
time. In clinical terms this manifests 
itself as a progressive worsening of each 

withdrawal episode, particularly the 
predisposition to experience alcohol 
withdrawal seizures. The question of 
whether benzodiazepines and other 
medications such as Acamprosate can 
prevent neurotoxicity associated with 
repeated alcohol withdrawal has recently 
been researched with initial positive 
findings.

So to reiterate – multiple 
detoxifications, particularly if not 
managed with effective dosage of 
medications, can make these subclinical 
neuronal deficits worse. This is why it is 
extremely important that patients do not 
try to reduce or stop drinking on their 
own, if for example, there is a wait for 
inpatient admission for detoxification.

For more details on detoxification see:
www.nice.org.uk (put alcohol 
detoxifcation in the search box)
http://bap.org.uk/pdfs/
BAPaddictionEBG_2012.pdf
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Wernicke’s encephalopathy (WE) 
This a form of acute brain injury 
resulting from a lack of thiamine 
(vitamin B1) that most commonly 
occurs in chronically alcohol 
dependent people. In alcohol 
dependent patients, thiamine 
deficiency occurs due to poor dietary 
intake and/or intestinal malabsorption. 
It is estimated that healthy subjects 
absorb 4.5 per cent of an oral dose 
of thiamine, compared to only 1.5 per 
cent in alcohol-dependent subjects. 
The syndrome is characterized by 
severe cognitive impairment and 
delirium, abnormal gait, and paralysis 
of certain eye muscles. 

WE is not a withdrawal 
complication, but it is usually identified 
in acute hospital presentations, 
including patients presenting with 
alcohol withdrawal. It can co-exist 
with and should be distinguished from 
acute alcohol withdrawal, hepatic 
encephalopathy, and other causes of 
confusion.

WE is initially reversible, but if 
untreated or inadequately treated 
can lead to Korsakoff’s syndrome, 
a chronic and disabling condition 
characterised by severe short-term 
memory loss and impaired ability to 

acquire new information. Patients 
with this syndrome fill in gaps in their 
memories by narrating fictitious/
inaccurate accounts (confabulation). 
Korsakoff’s syndrome is not dementia 
or delirium.

Approximately one-quarter of 
patients with WE recover completely 
if treated appropriately, one-quarter 
show significant improvement, one-
quarter only partially recover, and 
one-quarter show no improvement 
over time. Approximately one-quarter 
require long-term institutional care. 
It is imperative that treatment is 
initiated early, as delays in treatment 
may worsen the patient’s prognosis. 
No effective treatment of Korsakoff’s 
syndrome has been found. All heavy or 
chronic drinkers should be considered 
at risk of developing WE. Given 
that so many patients with WE are 
undiagnosed and thiamine is safe and 
costs little, all patients undergoing 
alcohol withdrawal should be treated 
with thiamine to prevent WE. And 
given the major clinical repercussions 
of not treating WE, all patients with 
any feature of WE should be treated as 
though WE is established.

Table 2:
Relative indications for inpatient 
alcohol detoxification

•	 History of severe withdrawal 
symptoms

•	 History of alcohol withdrawal 
seizures or delirium tremens

•	 Multiple past detoxifications
•	 Concomitant medical or psychiatric 

illness
•	 Recent high levels of alcohol 

consumption
•	 Lack of reliable support network 
•	 Pregnancy 
• 	 Older adults

Table 3:
Factors predicting severe/ 
complicated withdrawal

•	 Recent high amounts of alcohol 
consumption

•	 History of severe withdrawal
•	 History of seizures or delirium 

tremens
•	 Concomitant use of other 

psychoactive drugs
•	 Poor physical health
•	 Co-existing psychiatric disorder
•	 Being elderly


