TABLE 467-3 The Alcohol Use Disorders Identification Test (AUDIT)a
5-Point Scale
(Least to Most)
Never (0) to 4+ per
week (4)
1 or 2 (0) to 10+ (4)
Never (0) to daily or
almost daily (4)
Never (0) to daily or
almost daily (4)
Never (0) to daily or
almost daily (4)
Never (0) to daily or
almost daily (4)

Never (0) to daily or
almost daily (4)
Never (0) to daily or
almost daily (4)

No (0) to yes, during
the last year (4)
No (0) to yes, during
the last year (4)

The AUDIT is scored by simply summing the values associated with the endorsed
response. A score ≥8 may indicate harmful alcohol use.

a

of alcohol or another substance. Some standardized questionnaires can
be helpful, including the 10-item Alcohol Use Disorders Identification
Test (AUDIT) (Table 467-3), but these are only screening tools, and a
face-to-face interview is still required for a meaningful diagnosis.
TREATMENT	

Alcohol-Related Conditions

ACUTE INTOXICATION
The first priority in treating severe intoxication is to assess vital
signs and manage respiratory depression, cardiac arrhythmias, or
blood pressure instability, if present. The possibility of intoxication
with other drugs should be considered by obtaining toxicology
screens for other central nervous system (CNS) depressants such as
benzodiazepines and for opioids. Aggressive behavior should be
handled by offering reassurance but also by considering a possible
show of force with an intervention team. If the aggressive behavior
continues, relatively low doses of a short-acting benzodiazepine
such as lorazepam (e.g., 1–2 mg PO or IV) may be used and can be
repeated as needed, but care must be taken not to destabilize vital
signs or worsen confusion. An alternative approach is to use an antipsychotic medication (e.g., 0.5–5 mg of haloperidol PO or IM every
4–8 h as needed, or olanzapine 2.5–10 mg IM repeated at 2 and 6 h,
if needed).
INTERVENTION
There are two main elements to intervention in a person with alcoholism: motivational interviewing and brief interventions. During
motivational interviewing, the clinician helps the patient to think
through the assets (e.g., comfort in social situations) and liabilities
(e.g., health- and interpersonal-related problems) of the current
pattern of drinking. The patient’s responses are key, and the clinician should listen empathetically, helping to weigh options and
encouraging the patient to take responsibility for needed changes.
Patients should be reminded that only they can decide to avoid
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ALCOHOL WITHDRAWAL
If the patient agrees to stop drinking, sudden decreases in alcohol
intake can produce withdrawal symptoms, many of which are the
opposite of those produced by intoxication. Features include tremor
of the hands (shakes); agitation and anxiety; autonomic nervous
system overactivity including an increase in pulse, respiratory rate,
sweating, and body temperature; and insomnia. These symptoms
usually begin within 5–10 h of decreasing ethanol intake, peak on
day 2 or 3, and improve by day 4 or 5, although mild levels of these
problems may persist for 4–6 months as a protracted abstinence
syndrome.
About 2% of alcoholics experience a withdrawal seizure, with
the risk increasing in the context of concomitant medical problems,
misuse of additional drugs, and higher alcohol quantities. The same
risk factors also contribute to a similar rate of delirium tremens
(DTs), where the withdrawal includes delirium (mental confusion,
agitation, and fluctuating levels of consciousness) associated with a
tremor and autonomic overactivity (e.g., marked increases in pulse,
blood pressure, and respirations). The risks for seizures and DTs can
be diminished by identifying and treating any underlying medical
conditions early in the course of withdrawal.
Thus, the first step is a thorough physical examination in all alcoholics considering abstinence, including a search for evidence of liver
failure, gastrointestinal bleeding, cardiac arrhythmia, infection, and
glucose or electrolyte imbalances. It is also important to offer adequate nutrition and oral multiple B vitamins, including 50–100 mg of
thiamine daily for a week or more. Because most alcoholics who enter
withdrawal are either normally hydrated or mildly 
overhydrated,
IV fluids should be avoided unless there is a relevant medical problem
or significant recent bleeding, vomiting, or diarrhea.
The next step is to recognize that because withdrawal symptoms
reflect the rapid removal of a CNS depressant, alcohol, the symptoms can be controlled by administering any depressant in doses
that decrease symptoms (e.g., a rapid pulse and tremor) and then
tapering the dose over 3–5 days. Although most depressants are
effective, benzodiazepines (Chap. 466) have the highest margin
of safety and lowest cost and are, therefore, the preferred class of
drugs. Short-half-life benzodiazepines can be considered for patients
with serious liver impairment or evidence of significant brain damage, but they must be given every 4 h to avoid abrupt blood-level
fluctuations that may increase the risk for seizures. Therefore, most
clinicians use drugs with longer half-lives (e.g., chlordiazepoxide),
adjusting the dose if signs of withdrawal escalate, and withholding
the drug if the patient is sleeping or has orthostatic hypotension. The
average patient requires 25–50 mg of chlordiazepoxide or 10 mg
of diazepam given PO every 4–6 h on the first day, with doses then
decreased to zero over the next 5 days. Although alcohol withdrawal
can be treated in a hospital, patients in good physical condition who
demonstrate mild signs of withdrawal despite low blood alcohol
concentrations and who have no prior history of DTs or withdrawal
seizures can be considered for outpatient detoxification. For the next
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Item
1. How often do you have a drink containing
alcohol?
2. How many drinks containing alcohol do
you have on a typical day?
3. How often do you have six or more
drinks on one occasion?
4. How often during the last year have you
found that you were not able to stop
drinking once you had started?
5. How often during the last year have you
failed to do what was normally expected
from you because of drinking?
6. How often during the last year have you
needed a first drink in the morning to get
yourself going after a heavy drinking
session?
7. How often during the last year have you
had a feeling of guilt or remorse after
drinking?
8. How often during the last year have you
been unable to remember what happened
the night before because you had been
drinking?
9. Have you or someone else been injured as
a result of your drinking?
10. Has a relative, friend, doctor or other health
worker been concerned about your
drinking or suggested that you should cut
down?

the consequences that will occur without changes in drinking. The 2727
process of brief intervention has been summarized by the acronym
FRAMES: Feedback to the patient; Responsibility to be taken by the
patient; Advice, rather than orders, on what needs to be done; Menus
of options that might be considered; Empathy for understanding the
patient’s thoughts and feelings; and Self-efficacy, i.e., offering support for the capacity of the patient to make changes.
Once the patient begins to consider change, the emphasis shifts
to brief interventions designed to help them understand more
about potential actions. Discussions focus on consequences of high
alcohol consumption, suggested approaches to stopping drinking,
and help in recognizing and avoiding situations likely to lead to
heavy drinking. Both motivational interviewing and brief interventions can be carried out in 15-min sessions, but because patients
do not always change behavior immediately, multiple meetings are
often required to explain the problem, discuss optimal treatments,
and explain the benefits of abstinence.
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