CIWA implementation in the Emergency Department
· Items that need to be added to private tracker for emergency department

· Under Patient History in the section Social History within the Alcohol use box 

· If answered, “patient reports use”
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· Once we save the assessment, can we add a pop up notification that reminds us that we need to complete a CIWA Assessment, that states “CIWA assessment needed”
· We currently do not have a CIWA assessment intervention available for use within the interventions look up, could we implement the inpatient CIWA- Alcohol withdrawal scale for use in the Emergency Department.

· Add the CIWA_ Alcohol withdrawal scale within the interventions look up
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Search
Mnemonic Name Type
ABGI ASSMT ED Abd/GI Assessment Assessment
ADMIT4 ED Inpt Admission Handoff ~ Treatment
AIRWAY ED Airway Assessment Treatment
ALLERGY Adm: Allergy Confirmation ~ Assessment
AMB TEST  ED Test of Ambulation Treatment
BBG ED Bedside Blood Glucose Treatment
BEHAVIOR4  ED Behavior Assessment Assessment
BELONGINGS ED Patient Belongings Treatment
BLOOD TRAN ED Blood Transfusion Treatment
CALLINS ED Call-In Assessment Assessment
CARD ASMT1 ED Cardiovascular Assessment Assessment
CARD TX ED Cardioversion/Pacing Int  Treatment
CARDINT  ED Cardiac Interventionalist  Assessment





· Current inpatient CIWA- Alcohol withdrawal Scale
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- Ifinitial CIWA < 8, assess q4h x 72
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- I CIWA < 8, repeat vitals and CIWA
QaHx 72 hrs.

- Give pm benzodiazepines based on CIWA
score

- Hold scheduled benzodiazepines if
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Nausea/Vomiting

O No NV

© Mild Nausea w/No Vomiting
© Occ. Nausea w/Dry Heaves
O Constant,Freq Heave/Vomit

Ask patient: Do you feel sick to your stomach? Have you vomited?

Tremor

© No Tremor

O Not Visible, Can be Felt

© Moderate, Arms Extended
O Severe, Arms not Extended

Observe patient with arms extended and fingers spread apart.

Paroxysmal Sweats.

O No Sweat Visible

Q Barely, Palms Moist

O Beads of Sweat-Forehead
O Drenching Sweats.

Anxiety

© No Anxiety, At Ease

O Mildly Anxious

© Mod Anxiety or Guarded
O Equivalent to Acute Panic

Ask patient: Do you feel nervous?

Agitation

© Normal Activity

© Somewhat More than Normal
© Mod. Fidgety & Restless

© Paces/Constantly Thrashes

Tactile Disturbance

QO None

Q Very Mild

© mild

© Moderate

© Moderate Severe Hallucin.
O Severe Hallucinations

O Extreme Severe Hallucin.
© Continuous Hallucinations

‘Ask patient: Have you any itching, pins and needles sensations, burning
sensations, numbness or do you feel bugs crawling on or under your skin?

Auditory
Disturbances

© Not Present

Q Very Mild

© mild

© Moderate

O Mod Severe Hallucinations
O Severe Hallucinations

O Ext. Severe Hallucination
© Continuous Hallucinations

‘Ask patient: Are you more aware of sounds around you? Are they harsh? Do
they frighten you? Are you hearing anything that is disturbing to you? Are
ou hearing things you know are not there?
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© Not Present

Q Very Mild Sensitivity

Q) Mild Sensitivity

© Moderate Sensitivity

© Mod Severe Hallucinations
O Severe Hallucinations

O Ext. Severe Hallucination
© Continuous Hallucinations

‘Ask patient: Does the light appear to be too bright? Is its color
different? Does it hurt your eyes? Are you seeing anything that is
disturbing to you? Are you seeing things you know are not there?

Headache, Fullness
in Head

© Not Present

Q Very Mild

© mild

© Moderate

© Moderately Severe
O Severe

O Very Severe

O Extremely Severe

‘Ask patient: Does your head feel different? Does it feel as if there is @
band around your head? Do not rate for dizziness or lightheadedness.
Otherwise, rate severity.

Orientation &
Clouding of
‘Sensorium

O Oriented/Serial Additions
© No Addition/Unsure Date
O Disoriented by <2 Days
O Disoriented by >2 Days
O Disoriented Place/ Person

Ask patient: What day is this? Where are you? Who am 17 Count forward by 3

CIWA Result

I

CIWA Score
Interpretation

©0-9: Very Mild Withdrawal
© 10-15: Mild Withdrawal

© 16-20: Modest Withdrawal
©21-67: Severe Withdrawal





· Once this assessment is completed and if the patient scores any number greater than Zero, can we add a pop up to remind the nurse to let the provider know and consider order set? “Notify provider now, consider adding order set, perform reassement Q2H”
· Also, if the assessment is completed  can we add a reminder on the public tracker for every 2 hours when it is due again? (like the NIH and pain assessment reminder)  somewhere where there is a free open box, example below.
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· Can we have this CIWA assessment auto pupulate when a chief complaint of “Behavioral Health” or “Substance Abuse” is selected?
[image: image7.png]EDM Chief Complaint Lookup

Search

Keyword Mnemonic Name
DETOX SUBAB Substance Abuse
DIRADM DIRADM Direct Admit-Screening
DIRECT DIRADM Direct Admit-Screening
DISASTER DISASTER Disaster
DIZZY pIZZY Dizziness
DM DM Diabetes Mellitus
EAR HEENT HEENT Problem/Injury
ETOH SUBAB Substance Abuse
EVAL BH Behavioral Health
EXAM EXAM Exam
EYE HEENT HEENT Problem/Injury
FACE HEENT HEENT Problem/Injury
FB THR HEENT HEENT Problem/Injury
FEVER FEVER Fever
FEVER NEUTR/FEV Neutropenic Fever
FLANK ABD Abdominal Pain
FLU RESP Dyspnea/ Respiratory Distress
FUSSY FUSSY Fussy
GI GI Gastrointestinal Px
GIB GIB Gastrointestinal Bleeding





· Lastly, We are in need of the order set to add for medications to give, the approved list is under Alcohol withdrawal Module (the set for Psych):  However we wont need all of these so the ones that we want automatically checked are below, I have blocked off the items we do not need from this list. 
· Can we specify for ED only: 
· Under Order sets > under “Emergency” > EDz: Protocol Sympt Alcohol Withdrawal
· All medications that are listed as IM, can it also say IM/IV, giving the RN the option to give the medication either method. 
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Nursing Orders

The CIWA-Ar scale helps tailor benzodiazepine use to withdrawal symptoms.

and
reduces total benzos given.

CIWA calculator available at this link

[V ClWa- Alcohol withdrawal Scale (PCS)

Today Now G2
SuppLemeNTAL TEXT:
S il CIWA =5 or more, repeat
vitals & CIWA qzh 8 hrs, then géh
T abie
-1l CIWA < 8, assess qéh x 72 s
T A T 5 repeat vias ond CIWA Gat x 72 brs.
Laboratory
Augusta Health's "Urine Drug Screen 13" components viewable
at this link
Urine Drug Screen 13 (LAB) - URGENT
Today Now
Ethyl Alcohol, Serum (LAB) - URGENT
Today Now
Liver Profile (LAB) - URGENT
T+1 @ 0600 - QDAY@0600 - COUNT 3
Magnesium (LAB) - URGENT Edit
T+1 @ 0600 - QDAY@0600 - COUNT 3 A
Phosphorus (LAB) - URGENT

T+1 @ 0600 - QDAY@0600 - COUNT 3





[image: image9.png]Medications: PRN benzodiazepines (by CIWA score)
Lorazepam is the preferred agent for liver disease, age > 65, or impaired
ventilatory function

[V LoRazepam Tab (Ativan Tab)
1 MG PO q4h PRN (Withdrawal Symptoms)

commeNTs:
For CIWA < 8
T o PN (el Symptoms)
a ithdrawal Symptoms)
SEETE
COMMENTS:
For CIWA 8 - 15 (may give IM if needed if unable to take orally)
[V LoRazepam Tab (Ativan Tab)
2 MG PO aéh PRN (Withdrawal Symptoms)
SHET
COMMENTS:
For CIWA 8 - 15 (may give IM if needed if unable to take orally)
[V LoRazepam Inj (Ativan Inj)
2MG M q1h PRN (Withdrawal Symptoms)
| cdic |
commENTS:
For CIWA 16 or more
[~ diazePAM (Valium)
5 MG PO ash PRN (Withdrawal Symptoms)
| cdic |
commeNTs:
For CIWA < 8
[~ diazePAM (Valium)
5 MG PO ash PRN (Withdrawal Symptoms)
| cdic |

COMMENTS:
For CIWA 5 -15 (may give IM if needed if unable to take orally)





[image: image10.png]Medications: Scheduled benzodiazepines for moderate daily drinking and/or
history of withdrawal wit
[ LORazepam Tab (Ativan Tab)

Taper

TAPER:
1 MG PO gsh 1 days
1 MG PO q8h 1 days
1 MG PO qi2h 1 days

[ diazePAM (Valium)
Taper

TAPEE
5 MG PO qsh 1 days
5 MG PO q12h 1 days
5 MG PO q2¢h 1 days

[ chlordiazePOXIDE (Librium)
Taper

TapER:
25 MG PO qizh 1 days 12 hours
25 MG PO g2¢h 1 days
Medications: Scheduled benzodiazepines for heavy daily drinking and/or
history of DTs or withdrawal
[~ LORazepam Inj (Ativan Inj)
Taper

TAPER:
2 MG M géh 1 days
2 MG IM gsh 1 days
2 MG IM ggh 1 days
2 MG M qizh 1 days
[ chlordiazePOXIDE (Librium)
Taper

TAPES
50 MG PO qsh 1 days
50 MG PO qizh 1 days
25 MG PO qi2h 1 days
25 MG PO q2éh 1 days
Medications: Antiemetics
[ metodiopramide Inj (Reglan Inj)
10 MG IM q8h PRN (NAUSEA VOMITING)

ondansetron Inj (Zofran Inj)
4 MG IM gah PRN (NAUSEA VOMITING)

ondansetron ODT (Zofran ODT)
4 MG PO qsh PRN (NAUSEA)





[image: image11.png]¥ folic acid (folic acid)

1 MG PO daily
V multivitamin therapeutic (vitamin)
1 TAB PO daily.

[V thiamine (vitamin 5-1)
100 MG PO daily
COMMENTS:
starting t+1

' cloNIDine (Catapres)

5.1 MG PO géh PRN (5P > 160)
[ haloperidoL factate Inj (HaidoL 1nj)

2 MG IM q4h PRN (Agitation or Hallucinations)

ComMMENTS:

‘Order EKGs to follow QT interval if giving haloperidol or

other antipsychotics and the patient is not on telemetry

EKG (CV)

Today @ 0700 - 0700 - COUNT 3.

¥ Behavioral Hith/ Resource Clin (CONS) —

Today Now Edit





CIWA








