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across different levels of dependence

Version 1.0 — 14 August 2026

<
Purpose: Provide an adaptable framework for achieving alcohol abstinence while
recognizing that withdrawal severity varies substantially between individuals.
Core principle: The objective is zero alcohol, but the route to zero must be determined
by withdrawal risk rather than beverage type, willpower, or preference alone.

/

Educational framework. Not a substitute for individualized medical assessment, diagnosis, prescribing, or
energency care.
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1 Executive Summary

Alcohol withdrawal exists on a spectrum. Some people can stop drinking with minimal difficulty.
Others develop clinically significant withdrawal, including seizures or delirium, which can be
life-threatening [1, 2, 5].

Consequently, a universal “quit drinking” protocol should not tell every person to stop abruptly,
nor should it tell dependent drinkers to taper using wine, beer, or spirits.

Instead, this protocol uses adaptive pathways:

1. Screen for alcohol dependence and withdrawal risk.
Identify emergency features.
Select an appropriate level of care.
Stop alcohol under the safest feasible conditions.
Monitor for withdrawal and escalate when necessary.

Complete acute withdrawal management.
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Transition immediately into longer-term recovery treatment.
8. Reassess and adapt the plan when relapse or renewed physiological dependence occurs.

NICE identifies abstinence as the appropriate treatment goal for most people with alcohol
dependence, while emphasizing that the need for assisted withdrawal depends on severity, risk,
physical and psychiatric comorbidity, and social circumstances [5].

2 Scope and Safety Boundary

This protocol deliberately does not prescribe:

e quantities of wine, beer, or spirits for self-detoxification;

e homemade alcohol-taper schedules;

e benzodiazepine doses;

e phenobarbital doses;

e individualized medication schedules;

¢ instructions for treating seizures or delirium outside a medical setting.
This is intentional.

Alcohol withdrawal treatment is dependent on clinical factors including withdrawal severity,
previous withdrawal complications, medical comorbidity, liver function, concurrent substance
use, age, pregnancy status, psychiatric status, and available support [1, 5].

Alcohol is not a medical substitute for withdrawal treatment.
Switching from spirits to wine or beer changes beverage concentration, but does not
eliminate ethanol dependence or guarantee safe withdrawal. Clinical guidelines do not
recommend using beverage alcohol as a medical detoxification regimen.
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3 Adaptive Risk-Stratification Model

The protocol uses four operational pathways.

Pathway Typical situation Primary response

A — Lower risk No clear physiological depen- Stop alcohol; provide supportive mea-
dence and no major withdrawal sures; monitor for emerging symptoms;
history begin relapse-prevention planning.

B — Possible de- Regular/heavy drinking or Obtain professional withdrawal assess-

pendence symptoms suggest dependence, ment; use an appropriately monitored
but no current emergency fea- withdrawal-management pathway.
tures

C — Higher risk Previous withdrawal Do not attempt unsupervised detoxifi-
seizure/delirium, repeated cation; seek medically supervised with-
severe withdrawal, major drawal management.
medical /psychiatric ~ comor-
bidity, severe dependence, or
inadequate support

D — Emergency Seizure, delirium, severe confu- Emergency medical evaluation.

sion, hallucinations, severe ag-
itation, loss of consciousness,
unstable physiology, or rapid
deterioration

WHO recommends inpatient management for people at risk of severe withdrawal, those with
serious concurrent physical or psychiatric conditions, or those lacking adequate support [1].

4 Initial Screening

Before attempting cessation, assess:

1.
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Typical quantity and frequency of alcohol consumption.
Duration of the current drinking pattern.

Whether alcohol is consumed daily.

Whether alcohol is required to feel “normal.”

Symptoms occurring when alcohol is delayed or stopped.
Previous withdrawal seizures.

Previous hallucinations or delirium during withdrawal.
Previous withdrawal-related hospitalization.

Number and severity of previous withdrawal episodes.

. Significant medical disease.
. Liver disease or impaired hepatic function.
. Pregnancy where applicable.

. Concurrent sedative, opioid, stimulant, or other substance use.
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14. Significant psychiatric symptoms or suicide risk.
15. Availability of a reliable support person.
16. Ability to reach emergency medical care rapidly.

NICE recommends assessing both alcohol-use severity and risk, including risk associated with
unplanned withdrawal, and describes AUDIT, dependence measures, and CIWA-Ar as assessment
tools used in appropriate clinical contexts [5].

Important distinction:

A withdrawal scale is an assessment instrument, not a substitute for clinical judgment. A
numerical score should never be treated as permission for an unsupervised detoxification
attempt.

5 Pathway A — Lower-Risk Cessation

This pathway is intended only when there is no strong evidence of physiological dependence or
major withdrawal risk.

5.1 Objectives
e Stop alcohol.
o Remove or restrict access to alcohol.
« Establish regular food, fluids, and sleep.
e Monitor for unexpected withdrawal symptoms.
e Begin a relapse-prevention plan immediately.

WHO’s self-help guidance is specifically aimed at people at moderate risk who do not have severe
substance-related problems or dependence; people experiencing severe withdrawal should seek
medical help [4].

6 Pathway B — Possible Physiological Dependence

When regular/heavy drinking or withdrawal symptoms suggest physiological dependence, the
person should obtain a professional withdrawal assessment.

Community withdrawal management can be appropriate for selected patients, but NICE em-
phasizes monitoring, appropriate professional support, assessment of dependence severity, and
consideration of formal withdrawal measures such as CIWA-Ar [5].

6.1 Operational sequence

1. Contact a physician, addiction service, withdrawal-management program, or emergency /urgent-
care service as appropriate.

Disclose the actual alcohol intake rather than an “idealized” amount.
Disclose previous withdrawal complications.

Identify all medications and other substances.

A

Establish the monitoring arrangement.
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6. Establish explicit emergency-transfer criteria.

7. Follow the clinician’s withdrawal-management plan.

7 Pathway C — Higher-Risk Withdrawal

Features increasing concern include:
e previous alcohol-withdrawal seizure;
e previous delirium tremens or withdrawal delirium;
e repeated severe withdrawal episodes;
e severe current withdrawal symptoms;
e prolonged heavy alcohol consumption;
e significant medical illness;
o significant psychiatric illness;
e inadequate social support;
 inability to obtain rapid emergency care;
e concurrent substances that complicate withdrawal.

WHO recommends inpatient management for patients at risk of severe withdrawal or those with
serious concurrent physical or psychiatric conditions or inadequate support [1].

The appropriate response is:
DO NOT DIY DETOX

Seek medically supervised withdrawal management.

8 Pathway D — Emergency Withdrawal

EMERGENCY RULE. Seizure, severe confusion or delirium, hallucinations, loss
of consciousness, severe agitation, rapidly deteriorating condition, or other signs of
severe withdrawal require urgent medical assessment. Do not attempt to manage these
complications with additional alcohol or an improvised alcohol taper.

WHO identifies seizures and withdrawal delirium as potentially life-threatening manifestations.
Its emergency guidance calls for immediate treatment and accompanied transfer to hospital
when withdrawal delirium is suspected [1, 2].
8.1 Emergency warning signs

e seizure or convulsion;

e hallucinations;

e acute confusion or disorientation;

e delirium;

e severe agitation;
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o markedly abnormal vital signs;
o loss of consciousness;
e severe or rapidly worsening symptoms.

The person should not be left alone while emergency assistance is being obtained.

9 Medication-Preference Branch

Some people do not want medication.
That preference should be documented and communicated to the clinician. It does not eliminate
the need to determine whether medication-free withdrawal is medically safe.
9.1 If medication is declined
1. Tell the clinician explicitly that medication is declined.
2. Ask whether non-pharmacological /supportive management is medically appropriate.
3. Ask what symptoms require immediate escalation.
4. Establish who will monitor the person.
5. Establish access to emergency care.
6. Reassess frequently according to the chosen level of care.

WHO recommends benzodiazepines as first-line pharmacological treatment for clinically sig-
nificant alcohol withdrawal and recommends supported withdrawal for alcohol dependence
[1]. Therefore, medication refusal should trigger a safety reassessment, not an improvised
substitute.

10 Supportive Care

When a clinician determines that supportive/non-pharmacological management is appropriate,
general priorities include:

e adequate oral fluids when safe;

o regular nutrition;

e rest and sleep;

e a calm, low-stimulation environment;

e observation by an appropriate support person when advised;
e assessment for nutritional deficiency;

e attention to thiamine deficiency risk.

WHO recommends thiamine during withdrawal management and identifies greater thiamine
needs in people at high risk of Wernicke’s encephalopathy [1].

Nutrition and hydration do not protect against severe withdrawal seizures or delirium.
Supportive care must never be interpreted as a replacement for emergency or medically
supervised treatment when those complications are possible.
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11 The Alcohol Taper Question

A central misconception addressed by this protocol is:
“Switch from hard liquor to wine and gradually taper.”
This is not an adequate universal medical protocol.

All beverage alcohol supplies ethanol. Changing beverage type can change concentration and
drinking pattern, but it does not reliably control withdrawal physiology.

WHO recommends supported withdrawal and identifies benzodiazepines as the front-line medi-
cation for withdrawal management rather than beverage alcohol [1].

Therefore:

DO NOT PRESENT WINE OR BEER AS A MEDICAL DETOXICATION
MEDICATION.

12 Long-Term Recovery

Withdrawal management is only the beginning of treatment.

NICE explicitly states that withdrawal management should not be viewed as stand-alone
treatment [5]. WHO recommends structured psychosocial interventions for alcohol dependence
including cognitive-behavioural, motivational, behavioural, social-network, couples, and other
evidence-based approaches [3].

12.1 Recovery architecture

Withdrawal Safety — Stabilization — Treatment — Relapse Prevention — Long-Term Recovery

Key components include:
e identifying drinking triggers;
e changing high-risk environments;
e establishing supportive relationships;
e treating co-occurring psychiatric conditions;
e addressing sleep and stress;
e improving nutrition and physical health;
o considering evidence-based psychosocial treatment;
e considering medication for relapse prevention when desired and clinically appropriate;

e monitoring for recurrence of physiological dependence.

13 Relapse / Return-to-Drinking Protocol

A lapse should trigger reassessment rather than abandonment of the entire recovery program.
1. Stop and assess the current drinking pattern.
2. Determine whether physiological dependence has returned.

3. Reassess withdrawal risk before another cessation attempt.
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4. Identify the trigger or failure point.
5. Re-establish support.
6. Restart appropriate treatment.

A person who has returned to heavy daily drinking should not assume that a previous uncom-
plicated withdrawal predicts the next one.

Repeated withdrawal episodes may increase the risk of severe withdrawal, making reassessment
particularly important [1, 5].

14 Decision Tree
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15 Clinical Governance Principles

A deployable version of this protocol should contain:
1. explicit inclusion and exclusion criteria;
a standardized risk-assessment form;
documented escalation criteria;
documented emergency-transfer criteria;
medication-preference documentation;
support-person requirements;
reassessment intervals determined by clinical setting;

referral pathways;
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post-withdrawal treatment planning;
10. version control and clinical review.

The protocol should be reviewed by an addiction-medicine clinician before being used opera-
tionally with patients.

16 Limitations

This document is a safety framework rather than a clinical prescription.

It cannot determine an individual’s withdrawal risk from alcohol quantity alone. Clinical risk
depends on history, current symptoms, medical and psychiatric conditions, previous withdrawal,
concurrent substances, support, and access to care [5, 2.

It also cannot replace examination, vital signs, laboratory assessment, or clinical judgment where
these are indicated.

17 Key Takeaway

4 N\
The safest universal rule is not “taper with wine.”
The safest universal rule is:

Assess risk — choose the appropriate level of care — stop alcohol safely
— monitor — escalate rapidly when necessary — transition into long-term
recovery.

The objective remains abstinence, but the pathway must adapt to the individual’s
withdrawal risk.
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