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Context and Policy Issues

In 2012, members of an estimated 3.8% of Canadian households had a substance
usedisorderinthe previous year,l and 31.8% of regular Canadian Forces had
alcohol abuse or dependence in 2013 .? Patients with substance use disorder can be
treated with hospital- orresidential-based programs (inpatient care), or with home- or
community-based programs (outpatientcare), with treatmentoptions for both inpatient
and outpatientcare ranging from medication, to counseling (such as cognitive
behavioural therapy, motivational enhancement therapy), and recovery support
sernvices. The comparative efficacy between inpatientand outpatientcare programs
for substance use disorders is notclear,and in Canada, referral to inpatientversus
outpatientfacilities mayvary across jurisdictions and clinical practices.

This Rapid Response reportaims to review the clinical effectiveness ofinpatientand
outpatienttreatment programs for adults with substance use disorders involving
prescription medications such as analgesics or non-prescription substances such as
cocaine, opioids such as heroine, marijuana (cannabis), or alcohol. Evidence-based
guidelines associated with inpatientand outpatienttreatment programs in adults with
substance use disorders will also be examined.

Research Questions
1. Whatis the clinical effectiveness of inpatientand outpatienttreatmentprograms in
adults with substance use disorders?

2. What are the evidence-based guidelines associated with inpatientand outpatients
treatmentprograms in adults with substance use disorders?

Key Findings

For patients with alcohol use disorders, better detoxification completion and
abstinence rates, and similar adverse eventrates, were found in outpatientcare
compared to inpatientcare in a couple of studies with shortfollow-up periods (one to
two months). One study with a longer follow-up period found inpatients consumed
less alcohol than outpatients in the year after entering treatment. In patients with
severe alcohol dependence, data from one study found initial but decreasing benefit
of inpatientover outpatientcare across time in alcohol abstinence. For patients with
substance use disorders, data from one study showed inpatients are more likelyto
complete treatmentthan outpatients. The small number of studies found and their
heterogeneityin design and reported outcomes cautioned the interpretation ofthe
findings.

The evidence-based guidelines from British Columbia Ministry of Health on opioids
use disorderrecommend thatwithdrawal management, if needed, can be provided
more safelyin an outpatientsetting rather than in an inpatientsetting in most patients
For patients who wish to avoid long-term opioid agonisttreatment, supervised slow
(longerthan one month) outpatientor residential opioid agonisttaper can be provided
rather than rapid (less than one week) inpatientopioid agonisttaper.
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Methods

A limited literature search was conducted on key resources including Ovid Medline,
PsycINFO, PubMed, The Cochrane Library, University of York Centre for Reviews
and Dissemination (CRD) databases and afocused Internetsearch. Methodological
filters were applied to limitretrieval to health technologyassessments, systematic
reviews, meta-analyses, randomized controlled trials, non-randomized studies and
guidelines. Major subjectheadings onlywere used for the non-randomized studies
portion of the search. The searchwas limited to English language documents
published from January1,2012 to October 5, 2017.

Rapid Response reports are organized so thatthe evidence for each research
questionis presented separately.

Selection Criteria and Methods

One reviewer screened citations and selected studies. In the first level of screening,
tittes and abstracts were reviewed and potentiallyrelevant articles were retrieved and
assessed forinclusion. The final selection of full-text articles was based on the
inclusion criteria presented in Table 1.

Table 1: Selection Criteria

Population Adults 18to 65 years with substance use disorder/addiction disorder (e.g., abuse of prescription
medications or cocaine, heroin, cannabis, alcohol)

Intervention Inpatienttreatmentprograms specificallyfor substance use disorders;
Outpatient treatment programs specificallyfor substance use disorders

Comparator Q1l: Inpatienttreatmentprograms;
Outpatient treatmentprograms;
No treatment;
Wait list

Q2: Nocomparator

Outcomes Q1: Clinical effectiveness and safety
Q2: Guidelines

Study Designs Heath technology assessments, systematic reviews, meta-analyses, RCTs, non-RCTs, evidence-based
guidelines

RCT = randomized controlled trial.

Exclusion Criteria

Articles were excluded if they did not meetthe selection criteria outlined in Table 1,
they were duplicate publications were alreadyreported in the included SRs, or were
published priorto 2012.

Critical Appraisal of Individual Studies

The included systematic review, clinical studies, and guidelines were assessed using
the AMSTAR checklist,3 Downs & Black* and AGREE II° checklists, respectively.
Summaryscores were notcalculated for the included studies; rather, areview of the
strengths and limitations of each included studywere described narratively.
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Summary of Evidence

Quantity of Research Available

A total of 977 citations were identified in the literature search. Following screening of
tittes and abstracts, 962 citations were excluded and 15 potentially relevant reports
from the electronic search were retrieved for full-text review. One potentiallyrelevant
publication was retrieved from the grey literature search. Of these potentiallyrelevant
articles, 11 publications were excluded for various reasons, while five publications
(one systematic review [SR], three primary clinical studies, one guideline) metthe
inclusion criteria and were included in this report. Appendix 1 describes the PRISMA
flowchart of the study selection.

Summary of Study Characteristics

The included narrative systematic review (SR)6 included 22 studies on community
detoxification for adultpatients with alcohol dependence (AD) and/or alcohol
withdrawal. Follow-up periods ranged from one to 12 months. Mostincluded studies
did not have a comparator;two studies compared inpatientto outpatientsettings.
Outcomes included detoxification completion rate (percentage of patients who
completed the detoxification program) and effectiveness ofthe program on
abstinence and drinking outcomes, using validated scales. The study was conducted
in UK, Indiaand the US.

The included clinical trials were randomized controlled (RCT),7 longitudinal
observational,®and retrospective observational®studies. The studies com pared
inpatientto outpatient care in adult patients with alcohol abuse’®or substance use
disorders.’ Primaryoutcomes included abstinence (using self-reported
guestionnaires, confirmed byblood chemistry) /"number ofdrinks perdrinking day,7
the amountof alcohol consumed in 12 months aftertreatmententry,8 and treatment
completion rate.’The studies were conducted in the US.

The included guideline is a British Columbia Ministry of Health evidence based
guideline forthe clinical managementof adults with opioid use disorder.”® Guideline
content and recommendations were based on a structured review of the literature
(details notreported).The evidence and recommendation rating were adopted from
the classification developed bythe GRADE (Grading of Recommendations,
Assessment, Development, and Evaluation) workgroup.

Characteristics ofthe included studies are detailed in Appendix2.

Summary of Critical Appraisal

The included SR®had ana prioridesign provided, independentstudyselection and
data extraction procedure in place, performed by two reviewers, a comprehensive
literature search was performed, alistof included studies and study characteristics
were provided, and conflicts of interestwere stated for the authors of the review. The
study did not perform meta-analysis due to heterogeneityin patienteligibilityand
reporting outcomes among the included studies, did notassess publication bias
(rationale not provided) or quality of the included studies, which would caution the
interpretation of the review conclusions;and a listof excluded studies was not
provided.
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The included studies”°had clearlydescribed hypotheses, method of selection from
source population and representation ofthe study population (i.e., patients with high
alcohol involvement), main outcomes, interventions, patientcharacteristics,and main
findings. Estimates ofrandom variability and actual probabilityvalues were provided.
The RCT' included only patients with high alcohol involvementlimiting the
generalizability of the findings to patients with lower alcohol involvement.
Randomization was done effectively and the research staffwas blinded to
participants’ setting assignment. The longitudinal observational studyhad baseline
patients characteristics thatwere clinicallyand statistically differentin the two groups
(such as age, alcohol consumption and symptoms atintake), leading to cautioned
interpretation of the findings, and it is uncertain to have enough powerto detect
clinicallyimportanteffects between groups (power calculation notperformed).gThe
retrospective observational studyhad variable criteria and definitions ofthe main
outcomes (e.g., for “successful completion”) across programs.9

The included guidelinelO had a clear scope and purpose, the recommendations are
specificand unambiguous, methods used for formulating the recommendations were
clearly described, health benefits, side effects and risks were stated in the
recommendations, and the procedures for updating the guidelines provided and target
users ofthe guideline are clearlydefined. The methods for searching for and selecting
the evidence were unclear. Potential costimplications of applying the
recommendation were notincluded. It was unclear whether the guideline was piloted
among targetusers, orwhether patients’ views and preferences were sought.

Details ofthe critical appraisal ofthe included studies are presented in Appendix3.

Summary of Findings

1. Whatis the clinical effectiveness of inpatientand outpatienttreatmentprogramsin
adults with substance use disorders?

The narrative review reported the effectiveness and safety of community
detoxification on adults with alcohol dependence Scom parative outcomes between
outpatientcare (community) and inpatient care were reported in two studies with short
follow-up periods (one ortwo months). A better detoxification completion rate with
outpatientcare than inpatientcare was found in one quasi-experimental studyand
one RCT. Outpatientcare also led to better abstinence rates inone RCT and drinking
outcomes in one quasi-experimental study. Drinking outcomes were notfurther
specified butwere categorized as “good”, “improved”, “unimproved”, or “‘unknown”;
the difference between “good” and “improved” was not reported. Statistical
significance was notreported forany comparison. There were no differences found in
safety outcomes such as visual hallucination, suicidalityand seizure between the two
treatments. The authors concluded thatevidence supports the case for community
detoxification in patients with alcohol dependence.

The RCT with longerterm follow-up (up to 18 months) reported the comparative
effectiveness of communitydetoxification and inpatientcare on adults with high-
severity alcohol use disorder.’Itfound a statisticallysignificant advantage for inpatient
treatment (followed by 6 months outpatientcare) in the percentage ofdays abstinent
(PDA) over outpatientcare (plus an additional 6 months outpatientcare)in the first
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month post-treatment, butthe advantage was reduced by month 6 when the
difference was no longer significant. A considerable agreementwas observed
between self-reported outcomes and blood chemistryassessments (the odds ofa
negative bloodindexdoubled with each 10% increasein PDA). Monthly point
prevalence abstinence (PPA) (probabilityof complete abstinence per month) was also
in favour of inpatientcare at month 1 and at month 6. Inpatients experienced drinking
reduction, as measured bynumber ofdrinks per drinking day, while outpatients did
not. Large drinking reduction was observed among participants with low-severity
alcohol use in both inpatientand outpatientcare, while large drinking reduction was
observed among high-severityalcohol use participants in inpatientcare only. The
authors concluded thatthe evidence found initial butdecreasing benefitofinpatient
over outpatientcare across time.

The prospective study reported the comparative effectiveness ofinpatientand
outpatientcare (patients lived at home and commuted to the hospital to attend
treatment)on adults with alcoholuse disorders.®The study found inpatients consumed
significantlyless alcohol in the year after entering treatmentthan outpatients as
measured bythe Graduated Frequency Scale questionnaire, and had significantly
greater engagementwith Alcohol Anonymous program than outpatients in the year
after treatment. It is noteworthy that self-reporting measures for alcohol consumption
are subjective.

The retrospective study reported the comparative effectiveness of inpatientand
outpatientcare(details notspecified) on adults with substance use disorders (alcohol,
cocaine, marijuana, opioids, metham phetamines).gThe studyfound inpatients are
three times more likelyto complete treatmentthan outpatients.

2. What are the evidence-based guidelines associated with inpatientand outpatients
treatmentprogramsin adults with substance use disorders?

The evidence-based guidelines from British Columbia Ministryof Health on opioids
use disorder'’recommend:

“If withdrawal managementis pursued, for most patients, this can be provided more
safely in an outpatientrather than inpatientsetting.” (p 72) (Quality of evidence:
moderate; Strength of recommendation: strong). The recommendation was based on
evidence from Cochrane SRs on the use of medication such as methadone,
buprenorphine and adrenergic agonists for the managementof opioid withdrawal, and
committee consensus thatcommunity-based outpatient withdrawal management
should be offered. It was stated that outpatienttreatmentallows for an individualized
approach to therapy and may be less disruptive to patients and their families than
inpatienttreatment.

“For patients wishing to avoid long-term opioid agonisttreatment, provide supervised
slow (> 1 month) outpatientor residential opioid agonisttaper rather than rapid (< 1
week) inpatient opioid agonisttaper.” (p 13) (Quality of evidence: low; Strength of
recommendation: weak). The authors believe that the slow approach permits a
slower, more flexible and individualized approach to tapered agonistreduction, and
allows for dose adjustmentand stabilization in case withdrawal symptoms occur.
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The mainfindings ofthe included studies are presented in Appendix4.

Limitations

Findings from the included narrative SR need to be interpreted with caution as data
were from two studies with no quality assessment provided. Generalizability of the
findings is limited in the trial that included only patients with high alcohol involvement;
patients in both groups this trial had additional outpatientcare, m aking the
comparison between inpatientand outpatienttreatmentnot pure. Differences in
baseline patient characteristics in the two groups in another included trial may lead to
biased interpretation ofthe findings. Evidence on substance use disorder was found
in one study in which the authors agreed thatdifferences in the main outcome
definitions (i.e., “successful completion”) varied across programs, which presented a
limitation ofthis study.

Conclusions and Implications for Decision or Policy Making

For patients with alcohol use disorders, better detoxification completion and
abstinence rates, and similar adverse eventrates, were found in outpatientcare
compared to inpatientcare in a couple of studies with shortfollow-up periods (one to
two months). One study with a longer follow-up period found inpatients consumed
less alcohol than outpatients in the year after entering treatment. This may be
explained by the controlled environmentofinpatientcare that avoids the distractions
that could be presentin an outpatientcare situation. In patients with severe alcohol
dependence, data from one study found initial but decreasing benefitofinpatient over
outpatientcare across time in alcohol abstinence. For patients with substance use
disorders, data from one study showed inpatients are more likelyto complete
treatmentthan outpatients. The small number of studies found and their heterogeneity
in design and reported outcomes cautioned the interpretation ofthe findings.

The evidence-based guidelines from British Columbia Ministry of Health on opioids
use disorderrecommend thatwithdrawal management, if needed, can be provided
more safelyin an outpatientsetting ratherthan in an inpatientsetting in mostpatients .
For patients who wish to avoid long-term opioid agonisttreatment, supervised slow
(longerthan one month) outpatientor residential opioid agonisttaper can be provided
rather than rapid (less than one week) inpatientopioid agonisttaper. The slow
approach maypermita more flexible and individualized approach to tapered agonist
reduction, which allows dose adjustmentand stabilization in case withdrawal
symptoms occur.

A systematicreview on patients’ preferences to treatmentfor substance use disorders
found the majority of patients preferred outpatient treatment over inpatient
treatment, though the reasons for this preference were not explored in this
review." This renders shared decision making an importantprocessin the treatment
of patients with substance use disorders. Developmentand implementation ofa
protocol for evaluation and treatment of patients requesting alcohol detoxification may
be importantto standardize the care and choice between inpatientversus outpatient
treatment.”
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Appendix 1: Selection of Included Studies

977 citations identified from electronic
literature search and screened

IS 962 citations excluded

15 potentially relevant articles retrieved
for scrutiny (full text, if available)

1 potentially relevant
report retrieved from
other sources (grey —
literature, hand search)

16 potentially relevant reports

11 reports excluded:
IS - irrelevant population (1)
- irrelevant intervention (4)
- irrelevant outcomes (3)

- reviews (3)

5 reports included in review

SUMMARY WITH CRITICAL APPRAISAL Inpatient and Outpatient Treatment Programs for Substance Use Disorder 11



Appendix 2: Characteristics of Included Publications

Table 2. Characteristics of Included Systematic Review
Hrst Author, Year,
Country

Nadkarni,®2017,
India, UK, US

Objectives
Literature Search
Strategy

“The aim of this systematic
review is to synthesise the
existing literature aboutthe
managementofalcohol
detoxification in the
community to examine its
effectiveness, safety,
acceptability and feasib ility
(p 389)

7

The following electronic
databases were
searched: Cochrane
Library, Medline, EMBASE,
PsycINFO,GlobalHealth
and CINAHL

Inclusion Criteria

Studies with participants
having

AD (alcohol dependence)
and/or alcohol withdrawal
with or withoutcomorbid
physical/mental/substance
use disorderswere
included. There were no
restrictions on year of
publication, gender and
age of the participants.
Only English language
publications

were included.
Randomised controlled
trials

(RCTs), published audits,
observational studies,
caseseries

and qualitative studies
were included

Exclusion Criteria

Systematic
reviews with or
withoutmeta-
analyses and case
reports were
excluded.

CADTH

Studies included
Main outcomes

22 studies (including 4
RCTs)

Detoxification period: from
3to 12days

Detoxification completion
rate

Effectiveness:
Abstinence, drinking
outcomes

(Severity of Alcohol
Dependence
Questionnaire,
International Classification
of Diseases 10th Revision
Criteria, Michigan
Alcoholism Screening Test,
Severity of Withdrawal
Symptom Checklist,
Modified Selective
Severity Assessment)

Safety: detoxification-
related adverse events
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Table 3: Characteristics of Included Clinical Studies

Patients ‘ Main Outcomes

Frst Author,

Study Design

Interventions/Comp
ETEIIE

CADTH

Year, Country

Rychtarik,” 2017,
us

Study Objectives
Randomized controlled trial
“In a tightly controlled,
clinical research
environment, Rychtarik et
al. (2000) found that
individuals with an
alcohol use disorder (AUD)
benefited more from
inpatient(IP) than
outpatientcare, if they
presented with high
alcohol problem severity
and/orlow cognitive
functioning. This study
soughtto (a) validate and
extend these findings within
the uncontrolled
environmentofa
community-based treatment
center and (b) test whether
inpatients had fewer days of
involuntary abstinence
(e.g., incarcerations),
controlling for differencesin
treatmentexpectancy
across care settings” (p
513)

Inpatient
care(hospital-based)
for 21 days plus 6
months of continuing
outpatientcare

Outpatient
care(community-
based)for21 days
plus 6 months of
continuing outpatient
care

Outpatient care:
community-based
health care network

Adult patients with
alcohol use disorder
(high severity and/or
low cognitive function)

84 inpatients

92 outpatients

Primary outcomes:
Percentage of days
abstinent(PDA)

Monthly point prevalence
abstinence (PPA)

Drinks perdrinking day
(DDD)

Qutcomes measured by
self-reported questionnaire
and blood chemistrytesting

Secondary outcome:
Involuntary abstinence
Treatmentexpectancy (6-
item Feelings About Your
Scheduled Treatment Scale)

Assessedover 18 months.

8

Karriker-Jaffe,
2017,US

Longitudinal observational
study

“The current study aims
were to examine effects of
treatmenttype on alcohol
consumptionin the year
after treatmentintake and
to test mediators of effects
of treatmenttype on

Inpatientcare
(hospital-orother
residential-based)
(median 42 days)

Outpatient care
(patients living at
home and commute
to the hospital to
attend treatment)

Adults with alcoholuse
disorder

167 inpatients
283 outpatients
Inpatients had

significantlymore
symptoms of problem

Primary outcome:

Amount of alcohol
consumed inthe 12 months
after treatmententry
(Graduated Frequency
Scale)

Secondary Outcome:
Participation in Alcohol
Anonymous program

later alcoholuse” (p 1) (median 16 drinking, higher alcohal
sessions) consumption in the
year priorto entering
treatmentthan
outpatients
Stahler,” 2016, Retrospective observational | Inpatientcare Adults with substance | Treatmentcompletion rate

us

study

“This study investigates the
impactof residential versus
outpatienttreatmentsetting
on treatmentcompletion”
(p 129)

(residential-based)
(combination of both
short<30days, and
long term >30 days
settings)

Outpatient care

abuse (alcohol,
cocaine, marijuana,
opioids,
metamphetamines)

49,141 inpatients

269,783 outpatients
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Table 4: Characteristics of Included Guidelines

Population Grading system

British Columbia
Ministry of Health
Guidelines, 2017

Scope

Guideline for the clinical
managementofopioids use
disorders

Adults with opioids use
disorders

Systematic
structured evidence
review done by the
British Columbia
Centreon
Substance Use
(BCCSU) (literature
search period
unclear; database
searched not
reported)

CADTH

The evidence and
recommendation rating
were adopted from the
classification developed by
the GRADE (Grading of
Recommendations,
Assessment, Development,
and Evaluation) workgroup.
The GRADE system
primarilyinvolves
consideration ofthe
following factors: overall
study quality (or overall risk
of bias or study limitations),
consistencyofevidence,
directness ofevidence, and
precision ofevidence.
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Appendix 3: Critical Appraisal of Included Publications

Table 5: Summary of Critical Appraisal of Included Studies

RHrst Author,
Publication Year

Strengths

Critical appraisal of included systematic review (AMSTAR?)

Nadkarni®

e aprioridesign provided

e independentstudies selection and data
extraction procedure in place

e comprehensive literature search
performed

e listofincluded studies, studies
characteristics provided

e conflict of intereststated

assessmentofpublication bias not
performed

listof excluded studies notprovided
quality assessmentofincluded studies not
provided and used in formulating
conclusions

heterogeneityacross trials in patients’
eligibilitycriteria and detoxification
procedures precluded meta-analysis ofthe
data

Critical appraisal o

included clinical trial (Downs & Black®)

Rychtarik’

e randomized controlled trial

e assessorblinded to patienttreatment
assignment.

e hypothesis clearlydescribed

e method of selection from source
population and representation
described

e losstofollow-up reported

e mainoutcomes,interventions, patient
characteristics,and main findings
clearly described

e estimates ofrandom variabilityand
actual probabilityvalues provided

e studyhad sufficientpowerto detect a
clinicallyimportant effect

Both groups received additional outpatient
care (the comparisonis notpure between
inpatientand outpatientcare)

Patients got high risk alcohol use disorder
before randomization, limiting the
generalizabilityof the findings

Karriker-Jaffe®

e hypothesis clearlydescribed

e method of selection from source
population and representation
described

e losstofollow-up reported

e mainoutcomes,interventions, patient
characteristics,and main findings
clearly described

e estimates ofrandom variabilityand
actual probabilityvalues provided

Patients not randomized

Baseline characteristics differentin the 2
groups

Unclear whether study had sufficientpower
to detect a clinicallyimportant effect

Stahler’

e hypothesis clearlydescribed

¢ method of selection from source
population and representation
described

e losstofollow-up reported

e mainoutcomes,interventions, patient

Patients not randomized
Heterogeneityin definition of “successful
completion”among individual programs
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FHrst Author, Strengths Limitations
Publication Year

characteristics, and main findings
clearly described

e estimates ofrandom variabilityand
actual probabilityvalues provided

o studyhad sufficientpowerto detect a
clinicallyimportanteffect

CADTH

Critical appraisal o

included guidelines (AGREE 1II)

British Columbia
Ministry of Health
Guidelines™

e scopeand purpose ofthe guidelines
are clear

e the recommendations are specific and
unambiguous

¢ the method for searching forand
selecting the evidence are clear

e methods used forformulating the
recommendations are clearly
described

e health benefits, side effects and risks
were stated in the recommendations

e procedure for updating the guidelines
provided

e targetusers ofthe guideline are
clearly defined

unclearwhetherthe guideline was
piloted amongtargetusers
unclearwhether patients’ views and
preferences were sought

potential costimplications of applying the
recommendation notincluded
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Appendix 4: Main Study Findings and Author’s Conclusions

Table 6: Main Study Findings and Authors’ Conclusions

Main Study Findings

Nadkarni® (Systematic Review)

Authors’ Conclusions

Detoxification completion rate:

90% for outpatientgroup, 78% for detoxification in the inpatientgroup (data from quasi-
experimental study; follow-up 2months)

50% for outpatientgroup, 36.4% for the inpatientgroup (data from 1RCT,; follow-up 1
month).

Effectiveness

Abstinence

Outpatient group: 33.3%, inpatientgroup: 14.3% (data from 1 RCT; follow-up 1 month)
Drinking outcomes

Outpatient group: 45% good outcome, 17% improved, 28% unimproved, 10% unknown.
Inpatientgroup: 31% good outcome, 3% improved, 44%unimproved, 19%unknown, 3%
dead (data from 1 quasi-experimental study, follow-up 2 months)

Safety:

Visual hallucinations: no differences between outpatientand in-patientdetoxification
10% vs 8% (data from 1 study)

Suicidality: One patientwith a schizophrenia diagnosis reported suicidality in outpatient
detoxification(data from 1 study)

Seizure: one case in each group (data from 1 study)

No adverse events in outpatientdetoxification group (datafrom 5 studies)

“Although the currentevidence base
to some extent supportsthe case for
community detoxification, there is a
need for more randomised
controlled trials testing the cost
effectiveness of community
detoxification in comparison with
inpatientdetoxification” (p 389)

Rychtarik” (Clinical Trial)

Primary outcomes:
Percentage of (voluntary) days abstinent(PDA) (% per 30-day observation period)
Inpatient: OR 3.40 at month1, OR 1.58 at month 6

Monthly PPA (probabilityof complete abstinence per month)
Inpatient: OR 1.89 atmonth 1, OR 1.47 at month 6

DDD

Inpatient: OR 1.17 at month 1, OR not reported at month 6

Large drinking reduction observed among low involvementparticipants in both inpatientor
outpatientcare

Large drinking reduction observed among high involvement participants in inpatientcare only

Secondary outcome: involuntary abstinence
Inpatient: OR 1.63 at month 1, OR not reported at month 6

“To summarize, this study found
supportfor (a) the initial but
decreasing benefitofinpatientover
outpatientcare acrosstime and

(b) the validity of alcohol
involvementasa client placement
criterion for determinations of level
of care decisions, at least with
respect to alcohol consumption
rates” (p 522)

Karriker-Jaffe” (Clinical Trial)

Inpatients consumed significantlyless alcohol in the year after entering treatmentthan
outpatients (absolute numbers notreported) (regression coefficient-0.95[95% CI -1.67 to -
0.23]P =0.01)

Inpatients had significantlygreater engagementwith Alcohol Anonymous program than
outpatients inthe year after treatment

“Despite higher baseline problem
severity and a shorter treatment
duration, inpatientclients consumed
less alcohol after treatmentthan
outpatientclients” (p 1)
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Main Study Findings Authors’ Conclusions

Stahler” (Clinical Trial)

Inpatients are 3 times more likelyto complete treatmentthan outpatients (OR 3.014 [95% ClI “After controlling for other
2.943to 3.086]) confounding factors, clients in
residential treatmentwere nearly
three timesas likely asclientsin
outpatienttreatmentto complete
treatment” (p 129)

British Columbia Ministry of Health™ (Evidence-based Guideline)

‘If withdrawal managementis pursued, for mostpatients, this can be provided more safelyin | Notapplicable
an outpatientratherthan inpatientsetting” (p 12)

Quality of evidence: moderate (downgraded RCTs orupgraded observational studies)
Strength of recommendation: strong (the recommendation can be adapted as policyin most
situations)

“For patients wishing to avoid long-term opioid agonisttreatment, provide supervised slow (>
1 month) outpatientor residential opioid agonisttaper ratherthan rapid (< 1 week) inpatient

opioid agonisttaper.” (p 13)
Quality of evidence: low (well-done observational studies with control groups )

Strength of recommendation: weak (policy making will require substantial debates and

involvement of manystakeholders)
95% CI = 95% confidence interval; DDD =drinks per drinking day ; OR = odds ratio; PDA = Percentage of day s abstinent; PPA = Monthly point prev alence abstinence;

RCT= randomized controlled trial.
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