
Alcohol Withdrawal Assessments: 
Quick Reference for Nurses
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Nurses play a central role in the early recognition of alcohol 
withdrawal syndrome.

Alcohol withdrawal syndrome can develop after a sudden reduction or cessation of alcohol use and may 
progress from mild symptoms to severe symptoms. Nurses play a central role in early recognition because 
they provide frequent bedside assessment, trend symptoms over time, and communicate changes that may 
require urgent treatment.1,2

CIWA-Ar is commonly used 
to guide symptom-triggered 
treatment when patients 
can reliably participate in 
the assessment.

MINDS may be more 
appropriate when objective 
assessment is needed in critical 
care or when patient 
communication is limited.

Both tools support clinical decision-making but should be used with3,4,5,6:
• Nursing judgment
• Vital signs
• Patient history
• Facility protocols

Key takeaways for nursing practice.

Assess for alcohol withdrawal early and reassess patients regularly, as symptoms can 
escalate rapidly.

Use CIWA-Ar for patients who can reliably communicate symptoms and participate in 
the assessment.

Use MINDS when objective assessment is needed, especially for critically ill, delirious, intubated, 
or noncommunicative patients.

Symptom-triggered treatment is only as reliable as the assessment. Score consistently, trend 
changes, and follow facility protocols.

Use assessment tools to inform clinical decisions, and integrate findings with nursing judgment, 
vital signs, patient history, and evaluation of other possible causes of symptoms.

Learn more about treating alcohol withdrawal with PCSS-MAUD resources:

Outpatient Management of Alcohol Withdrawal 

Treatment of Severe and Complicated Alcohol Withdrawal Syndrome

• Trend scores and symptoms over time
• Reassess at the interval specified by protocol
• Escalate concerns promptly when scores rise or the patient’s condition changes1,2

Important nursing action

The revised Clinical Institute Withdrawal Assessment (CIWA-Ar) and the Minnesota Detoxification Scale 
(MINDS) are two tools used to assess alcohol withdrawal symptom severity.

Symptom-triggered treatment uses a standardized withdrawal assessment tool to guide 
medication dosing, most often benzodiazepines, based on the patient’s current symptoms 
and severity. 

What nurses should watch for:

Early symptoms Escalating symptoms Severe or complicated 
withdrawal

• Worsening 
tremor

• Diaphoresis
• Tachycardia 
• Hypertension

• Hallucinations
• Agitation
• Confusion
• Disorientation

• Seizures
• Delirium
• Severe autonomic instability
• Rapidly worsening scores

• Anxiety
• Headache
• Nausea or vomiting
• Tremor
• Sweating

• Insomnia
• Mild 

agitation
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Choose the right alcohol withdrawal assessment tool: CIWA-Ar vs. MINDS.

CIWA-Ar

Best use

Assessment 
approach

Suited for

What it 
assesses

Typical score 
interpretation

Nursing focus

Clinical 
cautions

Protocol 
reminder

Combines patient-reported symptoms 
with observable signs

Do not rely on CIWA-Ar alone when the 
patient cannot participate meaningfully or 
when symptoms may be caused by any of 
the following:

Protocols use different thresholds and 
reassessment intervals and are facility-specific

Scoring, reassessment intervals, and 
medication actions are facility-specific

Escalate promptly for any of the following:

Monitor objective trends in:

For patients who are any of the following:

Relies more heavily on:

MINDS

• Ask symptom questions consistently
• Observe objective signs
• Document vital signs
• Trend score changes over time

• Orientation
• Seizure activity
• Vital signs

• Agitation
• Tremor
• Diaphoresis
• Hallucinations

• Nausea/vomiting
• Tremor
• Sweating
• Anxiety
• Agitation
• Hallucinations

• Tactile disturbances
• Auditory disturbances
• Visual disturbances
• Headache
• Orientation/sensorium

• Pulse
• Diastolic   

blood pressure
• Tremor
• Sweating
• Hallucinations

• Agitation
• Orientation
• Delusions
• Seizure activity

• Critically ill
• Delirious
• Intubated
• Noncommunicative
• Unable to report 

symptoms reliably

• In an ICU/ED setting 
where objective 
assessment is needed

• Alert
• Oriented
• Cooperative

• Able to answer 
symptom-based 
questions

• Observable signs
• Vital signs
• Objective clinical changes

0-7

8-15

>15

Mild withdrawal

Moderate withdrawal

Severe withdrawal or increased risk for 
delirium tremens

0-5

5-14

15-19

>20

No withdrawal

Mild to moderate withdrawal

Moderate withdrawal

Severe withdrawal or risk for delirium 
tremens or seizures

• Rapidly rising scores
• Worsening autonomic instability
• Altered mental status
• Seizure activity 

Consider other causes such as:

• Infection
• Anxiety
• Pain
• Delirium
• Withdrawal from other substances

?

• Hypoxia
• Sepsis

• Metabolic abnormalities
• Medication effects

!

The patients who are:

Best suited for patients whose symptoms can 
be reliably reported and interpreted

Best suited when subjective symptom 
reporting is limited or unreliable
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https://learning.pcss-maud.org/files/9ce0599d-06b8-4961-9df4-a34f47cf203e
https://learning.pcss-maud.org/files/a1528636-5d27-4508-b86a-d43272e7f2e3

