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Alcohol Detoxification – Basic Guideline 

This guideline is intended as a quick reference as to how to detox a patient from alcohol 

dependence in the community setting. For a more detailed discussion on the topic please 

refer to the Community Alcohol detox guidelines. 

Step 1 

Assess the patient. Take a thorough history, look for physical signs and symptoms, 

breathalyse patient (if necessary), do any laboratory tests needed. Use alcohol rating scales 

(like AUDIT and the Severity of Alcohol Dependence Questionnaire SADQ) to determine the 

presence of alcohol dependence and the severity of dependence. Assess to see if the 

patient needs vitamin supplementation. Most dependent drinkers will need vitamin B 

supplements and may need a course of injectable vitamin B. Refer to appendix 5 of the 

community alcohol detox guideline for details on how to administer parenteral vitamin B. 

Step 2 

Assess if the patient alcohol dependent. If they are not, offer counselling sessions through 

the team or a partner agency. 

If they are, assess the need for a medically assisted detox. Use the SADQ to gauge how 

dependent they are. The patient’s narrative of how much they drink, how long for and their 

experience of withdrawal symptoms and their blood screen results will guide the decision as 

well. If the patient is moderately or severely alcohol dependent then a community detox is an 

option. If they are very severely alcohol dependent then an in-patient detox may be the best 

option. Refer to the table below for an idea of what constitutes the different levels of severity 

of alcohol dependence. 

 It is at the discretion of the clinical team to decide when a medically assisted detox is 

indicated. Appendix 1 below gives an idea of areas of risk to consider and possible 

suggestions as to how to mitigate these risks. the patient cannot have had a medically 

assisted detox in the previous 6 months. if they have they cannot do a medically assisted 

detox until 6 months has passed.  

Step 3 

The treatment of choice in the community setting for a medically assisted detox is 

chlordiazepoxide. It has less abuse potential and is long acting enough to provide adequate 

cover of withdrawal symptoms. In the elderly or those with severe liver impairment a short 

acting benzodiazepine should be used. Oxazepam is the choice in this situation. Diazepam 

is often used in the inpatient setting. It is useful where a rapid effect is required however the 

clinical team must factor the abuse and dependence potential of diazepam in their decision 

to use it. 

In community settings detoxes should usually be completed within 10 days. The length of the 

detox will depend on the amount of alcohol drunk in a week and the severity of dependence.  

The patient will need a carer to support them through the detox for the length of the detox. If 

they do not have one then other options may have to be considered.  



The patient will need to attend the service on a Monday morning to start having not drunk 

alcohol for long enough for them to blow 0.00mg/L on a breathalyser. Maximum allowance 

on this is 0.10mg/L.  

Patients can start detox on a Monday or Tuesday at the latest. Any later is not an option as 

that would mean them facing some of the high risk days (days 1-5) over the weekend 

without monitoring. 

The morning of day one of the detox is the time of highest risk in the detox process as the 

patient will have no alcohol and no medicine. There is a strong possibility of a seizure or 

some other complication so factor this in to how the first day is managed. 

Patients with very severe alcohol dependence or who are drinking more than 250 units of 

alcohol per week should be referred to an in-patient setting. 

Refer to the table below to get a guide of the starting dose of chlordiazepoxide to use and 

how to reduce the dose over the period of the detox.  

Patients should be seen daily during the detox to support them through the detox and to 

ensure they have not relapsed. 

To enable the patient to get to the service each morning safely, prescribe the morning dose 

for the following day, for example on a Monday prescribe the Tuesday morning dose so they 

can be reviewed late morning on a Tuesday. 

If the patient starts drinking during the detox review the detox. 

Step 4 

Once the client has completed the detox consider post detox options. This will involve 

relapse prevention techniques and a range of recovery focussed treatments. 

It may also be of use to consider abstinence promoting drug treatments. The treatments 

available are Acamprosate, Disulfiram and Naltrexone. All three are licensed for the 

maintenance of abstinence post detoxification from alcohol.  

Naltrexone and Acamprosate both reduce the urge to drink whereas Disulfiram works by 

causing aversion to alcohol if alcohol is used during Disulfiram treatment. 

Treatment lengths vary, but all would require at least 1 year’s treatment to ensure success.  



 



The detox could range from patients being seen at home and medication administered to 

them through to the patients attending the service a couple of times a day to receive 

medication. Ideally patients will have someone reliable staying with them who can support 

them and administer some of the doses. 



Appendix 1 

Patients to consider for community detox: 

 Over 18s 

 Moderately dependent drinkers – as defined by SADQ 

 Complex needs 

 Poly-substance misusers 

 

Risks factors when considering suitability for community detox: 

 Patients living alone – will they be able to manage a detox at home alone or will a 

keyworker need to visit them at home to support them? 

 Patients unwilling or unable to consider post-detox aftercare options - Community 

detox is part of a bigger package aimed the patient’s recovery. Do not offer stand-

alone detox it is not an effective intervention. 

 Patients who have experienced withdrawal fits, or delirium tremens whilst going 
through a detoxification in the past. They need to be in an inpatient setting. 

 History of hallucinations on withdrawal. This may be a pre-cursor to more problematic 
withdrawal symptoms. 

 Patients scoring over 30 on the SADQ. These patients severity of dependence is high and 
they will need high initial doses of benzodiazepines, specialist input and close monitoring. An 
inpatient setting is more appropriate. 

 Chaotic poly-substance misusers. It may be necessary to detox them one drug at a time.  

 Unstable living environment such as street homelessness. It may be necessary to see the 
patient in the service to support the detox or devise a creative way of working with these 
clients or consider an in-patient option. 

 History of failed community detox with no change in circumstances or contributing factors. 

 Patients who show no commitment to abstinence even in the short term. 

 Any patient whose assessment and risk assessment brings up issues that contraindicate a 
community detox. 

 Presence or history of Wernicke’s encephalopathy. 

 Presence of physical co-morbidity requiring immediate medical or surgical attention or 
physical problems that is likely to worsen resulting in complications and a significant risk 
during detoxification. 

 Recent head injury with loss of consciousness. 
 
 


