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KEY MESSAGES 

Questions 
• How effective are managed alcohol programs in supporting individuals with severe alcohol-related problems

reduce harm?
• What are the features of managed alcohol programs that have been implemented in Canada and select

comparator countries?
Why the issue is important 
• There are growing concerns globally about the health and social harms caused by alcohol.
• Increases in the global burden of disease attributable to alcohol highlight the importance of policies,

programs and services aimed at reducing the harmful use of alcohol.
• Managed alcohol programs are a harm-reduction approach for people living with severe alcohol dependence

(multiple and repeated attempts at detox and treatment) who often experience chronic homelessness or
housing instability.

• The primary focus of managed alcohol programs is to reduce harms (e.g., minimization of antisocial
behaviours, safely stabilizing consumption and replacing non-beverage alcohol with beverage alcohol), and
some clients may choose to reduce consumption.

• This rapid synthesis was requested by NorWest Community Health Centres to synthesize the best available
evidence on the effectiveness of managed alcohol programs to reduce harm for individuals with severe
alcohol-related problems, and to understand the features of managed alcohol programs that have been
implemented in Canada.

What we found 
• We identified a total of nine relevant documents by searching four databases (Health Systems Evidence,

Social Systems Evidence, Health Evidence and PubMed), including one systematic review, one scoping
review, five primary studies, one relevant commentary and one report about the questions related to the
effectiveness of managed alcohol programs in supporting individuals with severe alcohol-related problems.

• We also undertook a scan of managed alcohol program websites in all Canadian provinces and territories.
• One limitation we note is with respect to the limited amount of research evidence available on managed

alcohol programs, however, research is currently being generated in the field by the Canadian Managed
Alcohol Program study.

• Generally, the reviews and primary studies focused on: 1) guiding principles and dimensions of managed
alcohol programs; 2) the effectiveness of programs in different settings; and 3) implementation
considerations of managed alcohol programs, including costs.

• We found the following evidence for managed alcohol programs: 1) decreased number of beverage alcohol
consumed per day; 2) increased safety and quality of life; 3) lower incidence of alcohol-related harm; 4)
fewer police interactions; 5) decreased emergency-department visits and hospital admissions; 6) no
significant individual or group-level differences in liver function tests; and 7) potential cost savings.

• We identified 23 managed alcohol programs in Canada, which are located in five provinces (British
Columbia, Alberta, Saskatchewan, Manitoba and Ontario).

• All programs included an individualized approach whereby alcohol doses are tailored to the participants’
needs and vary in terms of the range of supports offered (e.g., on-site mental health and primary-care
services and peer employment opportunities).

• The majority of managed alcohol programs are funded through regional health authorities and to a lesser
extent, from direct funding from federal, provincial and municipal governments.

• Residential supportive housing is the most common setting where managed alcohol programs are delivered.
• The types of health workers involved in managed alcohol programs include regulated health professionals

(dietitians, licensed practical nurses, nurse practitioners, registered nurses, physicians, psychologists and
social workers) and unregulated workers (case managers, healthcare aides and personal-care workers).
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QUESTIONS 

• How effective are managed alcohol programs in
supporting individuals with severe alcohol-related
problems reduce harm?

• What are the features of managed alcohol programs
that have been implemented in Canada and in
select comparator countries?

WHY THE ISSUE IS IMPORTANT 

There are growing concerns globally of the health and 
social harms caused by alcohol.(1) The harmful use of 
alcohol resulted in approximately three million deaths 
worldwide in 2016 (5.3% of all deaths globally).(1) 
Increases in the global burden of disease attributable to 
alcohol highlight the importance of policies, programs 
and services aimed at reducing the harmful use of 
alcohol.  

Managed alcohol programs are a harm-reduction 
approach for people living with severe alcohol 
dependence who often experience chronic homelessness 
or housing instability.(2; 3) Individuals in managed 
alcohol programs have had multiple and repeated 
attempts at detox and treatment, and often experience 
large gaps in health and social services. Managed alcohol 
programs provide controlled access to alcohol and 
replace non-beverage alcohol (e.g., mouthwash, hand-
sanitizer and hairspray) among people for whom 
abstinence treatment has not worked.(3) The primary 
focus of managed alcohol programs is to reduce harms 
(e.g., minimization of antisocial behaviours, safely 
stabilizing consumption and replacing non-beverage 
alcohol with beverage alcohol), and some clients may 
choose to reduce consumption.(4)  

The first managed alcohol program, Seaton House in Toronto, was created over 20 years ago as a response to a 
coroner’s inquest that determined three homeless men froze to death after being turned away from shelters due 
to their alcohol dependence.(3) Managed alcohol programs were created as a way to reduce barriers to 
supportive housing by allowing controlled alcohol use, and to mitigate the acute, chronic and social harms 
related to alcohol dependence (e.g., diseases of the liver and pancreas, injury, family disruption and criminal 
convictions).(3; 5) The number of managed alcohol programs in Canada is increasing and they are offered in a 
range of settings (shelters, supportive housing and hospital-based) and for specific populations (chronically 
homeless, Indigenous peoples and seniors).  

This rapid synthesis was requested by NorWest Community Health Centres to synthesize the best available 
evidence on the effectiveness of managed alcohol programs to reduce harm for individuals with severe alcohol-
related problems, and to understand the features of managed alcohol programs that have been implemented in 
Canada. 

Box 1:  Background to the rapid synthesis 

This rapid synthesis mobilizes both global and 
local research evidence about a question submitted 
to the McMaster Health Forum’s Rapid Response 
program. Whenever possible, the rapid synthesis 
summarizes research evidence drawn from 
systematic reviews of the research literature and 
occasionally from single research studies. A 
systematic review is a summary of studies 
addressing a clearly formulated question that uses 
systematic and explicit methods to identify, select 
and appraise research studies, and to synthesize 
data from the included studies. The rapid synthesis 
does not contain recommendations, which would 
have required the authors to make judgments 
based on their personal values and preferences. 

Rapid syntheses can be requested in a three-, 10-, 
30-, 60- or 90-business-day timeframe. An 
overview of what can be provided and what 
cannot be provided in each of these timelines is 
provided on the McMaster Health Forum’s Rapid 
Response program webpage 
(www.mcmasterforum.org/find-evidence/rapid-
response) 

This rapid synthesis was prepared over a 30-
business-day timeframe and involved four steps: 
1) submission of a question from a policymaker

or stakeholder (in this case, the NorWest
Community Health Centres);

2) identifying, selecting, appraising and
synthesizing relevant research evidence about
the question;

3) drafting the rapid synthesis in such a way as to
present concisely and in accessible language
the research evidence; and

4) finalizing the rapid synthesis based on the
input of at least two merit reviewers.
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WHAT WE FOUND  
 
We identified a total of nine relevant documents by 
searching four databases (Health Systems Evidence, 
Social Systems Evidence, Health Evidence and PubMed), 
with the search strategy for these databases detailed in 
Box 2. In addition, we undertook a scan of managed 
alcohol program websites in all provinces and territories 
in Canada.  
 
One limitation we note is with respect to the limited 
amount of research evidence available on managed 
alcohol programs. The only relevant systematic review 
that we identified was an ‘empty review’ where none of 
the potentially relevant studies met inclusion criteria. It is 
important to note that research is currently being 
generated in the field by the Canadian Managed Alcohol 
Program study, which includes an evaluation of the 
health and social outcomes of close to 400 participants 
(175 managed alcohol program participants and a higher 
number of controls) across five program sites in 
Canada.(3) The systematic review was conducted before 
the establishment and implementation of the Canadian 
Managed Alcohol Program study, which explains the 
‘empty review’ as there was little research prior to the 
national study. 
 
How effective are managed alcohol programs in 
supporting individuals with severe alcohol-related 
problems reduce harm? 
 
We identified one systematic review, one scoping review, 
five primary studies, one relevant commentary and one 
report related to the effectiveness of managed alcohol 
programs in supporting individuals with sever alcohol-related problems reduce harm. We use the term ‘primary 
study’ as a broad term for peer-reviewed, published single studies. Generally, findings from the included 
literature focused on: 1) guiding principles and dimensions of managed alcohol programs; 2) the effectiveness of 
programs in different settings; and 3) implementation considerations of managed alcohol programs, including 
costs. 
 
In terms of principles and dimensions of managed alcohol programs we found one commentary and one 
primary study.(2; 6) The commentary outlined the operating principles of Ottawa Inner City Health’s managed 
alcohol program, which has been in operation since 2001.(2) The program has grown to span two sites in a 
‘tiered service model’ with a downtown managed alcohol program (28 beds) and a satellite shelter in supported 
housing (55 beds). The downtown site focuses primarily on stabilizing participants’ alcohol consumption, linking 
them to key services, and helping them manage their behaviour. The satellite shelter is for participants who have 
stabilized at the downtown site. The five operating principles highlight the program’s growth from a harm-
reduction approach to a broader scope that includes supporting independent living. This includes: 
1) alcohol administration being conditional on the participant not being visibly intoxicated (current program 

policy dictates that when a participant is intoxicated, they either retire to bed, miss a drink, or be removed 
from the premises for a duration of staff’s discretion); 

2) incorporate financial skills development as a means to help participants manage their alcohol consumption; 
3) tailor alcohol dosing options (concentration, amount and frequency) to the individual; 

Box 2:  Identification, selection and synthesis of 
research evidence  
 
We identified research evidence (systematic reviews and 
primary studies) by searching four databases in January 
2019: Health Systems Evidence 
(www.healthsystemsevidence.org), Social Systems 
Evidence (www.socialsystemsevidence.org), Health 
Evidence and PubMed. Across the four databases we 
conducted broad searches using “managed alcohol 
program” as a keyword. In addition, we searched: 1) 
organizational websites in Canada that are involved in 
managed alcohol programs; and 2) relevant publications 
of the World Health Organization. The results from the 
searches were assessed by one reviewer for inclusion. A 
document was included if it fit within the scope of the 
questions posed for the rapid synthesis. 
 
The results from the searches were assessed by one 
reviewer for inclusion. A document was included if it fit 
within the scope of the questions posed for the rapid 
synthesis. 
 
For each systematic review we included in the synthesis, 
we documented the focus of the review, key findings, last 
year the literature was searched (as an indicator of how 
recently it was conducted), methodological quality using 
the AMSTAR quality appraisal tool (see the Appendix for 
more detail), and the proportion of the included studies 
that were conducted in Canada. For primary research (if 
included), we documented the focus of the study, 
methods used, a description of the sample, the 
jurisdiction(s) studied, key features of the intervention, 
and key findings. We then used this extracted 
information to develop a synthesis of the key findings 
from the included reviews and primary studies. 
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4) create a trajectory for recovery (e.g., the satellite shelter serves to distance stabilized participants from the
downtown core and has a stronger focus on developing skills for independent living as well as social
connectivity); and

5) use a peer-leadership model that includes engaging peers in day-to-day community tasks (e.g., food
preparation, cleaning, brewing beer and making wine that is consumed at both sites) and electing a leader
who is responsible for raising concerns and suggesting changes to facility administrators on behalf of
residents.(2)

In addition, one qualitative study identified six dimensions that collectively define the features of community 
managed alcohol programs, which include: 1) program goals and screening for eligibility (e.g., physicians or nurse 
practitioners administering the Alcohol Use Disorders Identification Test to screen participants, history of non-
beverage alcohol consumption and binge drinking, long-term homelessness, frequent interactions with police or 
emergency-departments services, repeated attempts at abstinence and recurrent behavioural issues); 2) funding 
sources of managed alcohol programs (e.g., provincial funding, special grants or regional housing funds); 3) 
alcohol dispensing and administration (e.g., every 60 to 90 minutes, over a 13- to 14-hour period and a 
maximum of 11 to 12 doses daily); 4) food and accommodation (e.g., food services and permanent or supportive 
housing); 5) clinical monitoring by health professionals and linkage to primary-care services; and 6) social and 
cultural connections to activities both inside and outside of the program.(6) The study also found four key pillars 
of community managed alcohol programs, which include the following interventions: 1) alcohol; 2) housing or 
accommodation; 3) primary-care services; and 4) social and cultural (e.g., Indigenous knowledge or biomedical 
approach).  

We identified one older high-quality systematic review and five primary studies that focused on the effectiveness 
of managed alcohol programs.(7-10; 12) The systematic review focused on determining the impact of managed 
alcohol programs as a standalone intervention compared to other interventions to address alcohol use (e.g., brief 
intervention, moderate drinking, no intervention or 12-step variants).(7) Following initial screening, 22 
publications were selected to undergo full-text review, however, none of the publications met inclusion criteria 
and the review did not proceed beyond the literature search stage.(7; 11) The review concluded that a paucity of 
evidence on managed alcohol programs preclude conclusions regarding its utility and the authors hypothesize 
that the apparent lack of evidence may be explained by the limited number of managed alcohol programs.  

The first primary study collected survey data from 175 patients enrolled at five different managed alcohol 
programs in Canada and found that the mean number of drinking days per month was highest for long-term 
managed alcohol program patients (28.74), followed by newly-enrolled patients (26.61), and controls (23.27).(8) 
Findings suggest that although long-term managed alcohol patients consumed a comparable total amount of 
alcohol per month to controls and newly-enrolled patients, their consumption was more spread out over each 
month, and long-term patients reported significantly lower incidence of alcohol-related harm across all 11 of the 
domains assessed.(8) The second primary study employed a mixed methods approach to understand the quality 
of life outcomes for Indigenous participants in the Kwae Kii Win Centre’s managed alcohol program in Thunder 
Bay, Ontario.(12) Compared to controls, program participants experienced increased safety and improved quality 
of life when compared to what they considered to be alternative options (e.g., hospital or incarcerated).(12) The 
second primary study found that participants who acted as their own controls (e.g., on and off managed alcohol 
programs) when they were actively engaged in the managed alcohol program had: 1) 41% fewer total police 
contacts (and 33% fewer interactions that resulted in being taken into custody); 2) 32% fewer admissions to 
hospital; and 3) 87% fewer admissions to a detoxification service when compared to when they were not in the 
managed alcohol program.(9) When managed alcohol program participants were compared to controls, the 
estimates on police contacts, hospital admissions and emergency-department presentations were lower among 
managed alcohol program participants, but not statistically significant.(9) 

The third study assessed the impact of a shelter-based managed alcohol program and found that: 
• the number of drinks consumed per day by participants in the managed alcohol program was significantly

lower compared to before entering the program (average drinks consumed per day dropped from 46 to eight
after enrolment);
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• staff-reported improved hygiene and nutrition;  
• mean number of police reports filed per month for the subjects decreased from 18.1 to 8.8; 
• mean number of emergency-department visits per month decreased from 13.5 visits to eight; and 
• no significant individual or group-level differences in liver function tests from two years prior to enrolment 

in the managed alcohol program to those obtained during participation in the program.(10) 
 
Finally, in terms of implementation considerations, we identified one recent medium-quality scoping review on 
the characteristics of community-based managed alcohol programs to determine the feasibility of implementing 
the program in acute-care hospital settings.(11) The review found supportive evidence of social and physical 
well-being (e.g., stabilized alcohol intake and reduced alcohol-related harm) outcomes of participants in 
community-based managed alcohol programs, suggesting potential benefits of implementing hospital-based 
inpatient programs. In addition, one primary study assessed the appropriateness of and potential cost savings 
from implementing a managed alcohol program in Sydney, Australia.(13) In a review of hospital records from 
the 12 months preceding interview data collection, authors identified a total of 191 hospital admissions, 109 
residential withdrawal-unit stays, and 56 emergency-department visits among the 51 participants at a total cost of 
AUD$1,612,348.(13) A 15-unit managed alcohol program would have resulted in potential cost savings of 
AUD$926,483 assuming enrolment of the 15 participants with the greatest healthcare usage.(13) The 15-person 
managed alcohol program would have also eliminated AUD$347,574 of crisis housing costs for that year.(13) 
Authors note that these savings do not account for capital costs associated with creating a managed alcohol 
program.  
 
The Centre for Addictions Research of British Columbia conducted a cost-benefit analysis of the Kwae Kii Win 
Centre’s managed alcohol program in Thunder Bay, Ontario.(14) The analysis compared the estimated annual 
social cost for managed alcohol program participants to two separate control groups. Examples of social costs 
included emergency-shelter utilization, inpatient, emergency-department usage and police-detention services. 
Overall the analysis found that when considering the societal costs of homelessness, the costs decreased by 
$2,619 and $6,284 when compared to the costs of program participants prior to beginning the program and to 
those in the control group.(14) The analysis also estimated that there was a saving of between $1.09 and $1.21 
for every dollar invested in the managed alcohol program, as a result of decreases in health, social and legal-
service utilization.(14) 
 
What are the features of managed alcohol programs that have been implemented in Canada and in 
select comparator countries? 
 
We provide a summary of the results of the jurisdictional scan in Table 2, and for each jurisdiction we describe 
(where possible) the features of managed alcohol programs. Specifically, we provide a general description of the 
program, followed by who funds the program (e.g., federal government, regional health authority or and/or 
municipality), where the program is delivered (e.g., inpatient, supportive housing, shelter or outreach) and to 
whom the program is provided (e.g., select populations). The Canadian Institute for Substance Use Research’s 
Canadian Managed Alcohol Program Study provides information on program sites across Canada and conducted 
an overview of managed alcohol programs in August 2018.(3; 15) The jurisdictional scan draws on the overview 
by using the programs listed as the starting point for purposeful sampling of key websites in each jurisdiction. 
Given the size of some of the programs and limitations in publicly available information about them, Table 1 
may not provide comprehensive details of managed alcohol programs in Canada, but rather a broad overview of 
them. 
 
As part of the jurisdictional scan, the requestor of the rapid synthesis was also interested in details of managed 
alcohol programs in other countries. To our knowledge, there are no managed alcohol programs in operation 
outside of Canada, although some countries such as Australia (as noted above) are considering the 
implementation of such programs.(13) We did find several media reports that indicate that managed alcohol 
programs are drawing attention outside of Canada.(16-18) 
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We identified 23 managed alcohol programs in Canada, which are located in five provinces (British Columbia, 
Alberta, Saskatchewan, Manitoba and Ontario). All programs included an individualized approach whereby 
alcohol doses are tailored to the participants’ needs. Wine and to a lesser extent beer are the types of alcohol 
provided by the programs, with one program offering exchanges of non-beverage alcohol for low-cost wine or 
beer.(19) Approaches to alcohol dosage varies by program, from a maximum of three daily doses,(20) to a dose 
every 90 minutes from 8 a.m. to 11 p.m.(21-26) For the latter approach, participants are monitored and assessed 
60 minutes prior to receiving their next dose to ensure they are not overly intoxicated.(21; 22) Services offered 
within managed alcohol programs also vary in terms of the range of supports offered. Some programs include 
on-site mental health and primary-care services and peer employment opportunities.(19; 24; 27-29) 

In terms of funding of managed alcohol programs, the majority are funded through regional health authorities. 
Two municipalities (Lethbridge, Alberta and Toronto, Ontario) play a role in funding two of the managed 
alcohol programs we reviewed.(25; 26; 30) To a lesser extent, the federal and provincial governments (e.g., 
through project grants allocated to organizations providing programs) and the Canadian Mental Health 
Association play a role in directly funding select managed alcohol programs.(15; 21; 22) It is important to note 
that some programs require contributions from the participants either through co-pay, contributions through 
social assistance amounts or fees for alcohol consumed.(15; 21; 22; 25; 26; 31) 

Residential supportive housing is the most common setting where managed alcohol programs are delivered. 
Other settings included shelters, day programs such as drop-in centres, and community outreach (including 
delivery to participant’s homes).(23-26; 32-34) In addition, we identified one hospital-based inpatient program at 
St. Paul’s Hospital in Vancouver.(35) 

Details on the health professionals involved in delivering care in managed alcohol programs was difficult to find 
and often not included within the program description. For the programs that did provide this information, the 
types of health workers involved in managed alcohol programs include regulated health professionals (dietitians, 
licensed practical nurses, nurse practitioners, registered nurses, physicians, psychologists and social workers) and 
unregulated workers (case managers, healthcare aides and personal-care workers). 

Lastly, with regards to whom programs are made available to, many have specific eligibility criteria (e.g., people 
with severe alcohol use) and are targeted to select populations with eight of the programs being focused on 
homeless individuals,(21-23; 28-31; 33; 36), four tailored to seniors,(20; 27; 30; 37) and three being  provided to 
Indigenous peoples.(20; 32; 38)  

During the jurisdictional scan process, we identified policy-related documents for the creation or expansion of 
managed alcohol programs in British Columbia, Manitoba and the Yukon. As part of the Second Generation 
Strategy, Vancouver Coastal Health supports the creation of new safe-consumption programs, including 
managed alcohol programs.(39) A recent feasibility report on managed alcohol programs in Manitoba, which 
included community consultations, found that stakeholders were overall supportive of implementing the 
program.(40) Implementation considerations focused on principles of cultural appropriateness (e.g., centred on 
Indigenous knowledge), harm reduction and trauma-informed care.(40) Additional considerations included 
minimizing barriers to access (e.g., self-referral and geographically accessible), providing drop-in options, using 
individualized alcohol distribution and providing interprofessional care (e.g., from dietitians, psychotherapists 
and occupational therapists).(40) In Yukon, a recent community-based action plan that was focused on 
addressing homelessness identified the development of managed alcohol programs as part of the recommended 
key actions.(41)  
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Table 1. Summary of managed alcohol programs in Canada (findings based on the Canadian Institute for Substance Use Research’s “Overview of 
Managed Alcohol Program (MAP) sites in Canada”)(15) 
 

Province or territory Description of the program Who funds the program Where is the program 
delivered 

By whom is the program 
delivered 

To whom is the program 
provided 

British Columbia Substance Use Program* 
(Kelowna) (34) 
• Treatment is tailored based 

on individual needs (15) 

• Interior Health • Non-residential – 
individual case 
management 

• Not specified • Six participants 

Street Entrenched Managed 
Alcohol Program 
(Vancouver) (42) 
• Tailored doses and 

dispensing schedule 
• Exchange of non-beverage 

alcohol for low-cost beer 
and wine (capacity to 
exchange 30 liters of non-
beverage alcohol per week) 

• Peer employment 
opportunities through 
brew co-op (e.g., brewing 
of beer and wine from kits 
for participant use) 

• Weekly support meetings 
and seminars 

• Connections to housing 
and health services, 
psychosocial and cultural 
supports  

• Program is a cooperative 
and participants ‘buy-in’ or 
pay dues 

• Centre of Alcohol 
Exchange Program 
supplements program 

• Non-residential - day 
programs and community 
outreach 

• Program is overseen by the 
medical director (family 
physician) 

• Program is linked with 
PHS Primary Care Services 
(multidisciplinary team 
consisting of physicians, 
specialists, nurses and 
social workers) 

• Community outreach 
including well-being and 
hydration checks for those 
who are homeless 
 

• 100 participants (people 
with severe alcohol 
dependence) per week 

• Street entrenched 
members of the 
community 

Managed Alcohol Program, 
Station Street (Vancouver) 
(19) 
• Tailored doses hourly from 

7:30 a.m. to 10:30 p.m. 

• Vancouver Coastal Health 
Authority (15) 

• Residential - supportive 
transitional housing 
(Station Street) (43) 

• 80 units  

• Program is clinically 
supervised 
 

• Four participants 
• Housing for new families 

and youth 

Substance Use Program 
(Vancouver) (35) 
• Rapid Access Addiction 

Clinic for patients with 
substance use disorders 
including: opioid use 
disorder; alcohol use 
disorder/alcoholism; 
benzodiazepine dependent; 

• Providence Health Care • Hospital-based - inpatient 
(St. Paul’s Hospital) 

• Physician, nurse and/or 
social worker 

• City-based populations 
with complex health 
problems 
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Province or territory Description of the program Who funds the program Where is the program 
delivered 

By whom is the program 
delivered 

To whom is the program 
provided 

nicotine addiction; 
stimulant addiction 

• Treatment is tailored based
on individual needs (15)

Alberta Complex Mental 
Health/Harm Reduction 
Program, Carewest Rouleau 
Manor (Calgary) (44) 
• Treatment is tailored based

on individual needs (15)

• Alberta Health Services • Long-term residential care
• 17 beds to support

addictions and complex
mental health

• Not specified • Not specified

Peter Coyle Place (Calgary) 
(37) 
• Housing and support

services using a harm-
reduction approach
through the managed
alcohol program

• Residents pay and the
program is subsidized by
Alberta Human Services
(15)

• Residential - supportive
housing

• In-home services delivered
by physicians and nurse
practitioners

• Individuals 55 and older
who are unable to access
traditional seniors’ housing

• Between 20-30 individuals
in the Managed Alcohol
Program (15)

Ambrose Place (Edmonton) 
(38) 

• Alberta Health Services • Residential - supportive
housing

• 28 units

• Registered Nurses,
Indigenous elders,
knowledge keepers, and
counsellors

• Indigenous peoples

Place of Dignity, George 
Spady Society (Edmonton) 
(36) 
• Stable living harm-

reduction project

• Alberta Health Services
• Homeward Trust (15)

• Residential - supportive
housing

• Licensed practical nurse,
healthcare aides and
supervisor providing 24-
hour supervision

• Spaces for six homeless
individuals with medical
and mobility needs

• Criteria for admission
include: chronically
homeless; active and
continued addiction;
chronic medical and
mental health condition(s);
requires barriers-free
environment; user of
inner-city services; and
high user of emergency
and inpatient services

Grand Manor (Edmonton) 
(27) 
• Harm-reduction program

for people with severe
alcohol use

• Alberta Health Services • Residential - supportive
housing

• 21 units for individuals
with alcohol dependencies

• Registered nurse, licensed
practical nurses, personal-
care workers/healthcare
aides and an Alberta
Health Services care
manager

• Seniors
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Province or territory Description of the program Who funds the program Where is the program 
delivered 

By whom is the program 
delivered 

To whom is the program 
provided 

• Weekly visits by a 
physician, psychologist and 
psychiatrist 

Urban Manor Housing 
Society* (Edmonton) (31) 
• Daily ration of alcohol, 

which residents are 
responsible for purchasing 

• Alberta Human Services 
(15) 

• Residential - assisted living 
facility 

• Not specified • Males who are chronically 
homeless 

River House (Lethbridge) 
(30) 
• Housing and support 

services using a harm-
reduction approach 
through the managed 
alcohol program 

• City of Lethbridge • Residential - permanent 
supportive housing 

• On-site case manager • Chronically ill homeless 
seniors 

Saskatchewan The Lighthouse Supported 
Living* (Saskatoon) (20) 
• Piloting a managed alcohol 

program, which includes 
individualized dosing of up 
to three daily doses (15) 

• Pilot funded through a 
partnership between the 
Ministry of Social Services, 
Journey Home Housing 
First Program and 
Saskatoon Crisis 
Intervention Service (15) 

• Residential - supportive 
housing 

• Not specified • Senior Indigenous males 
with a history of severe 
alcohol use 

Phoenix Residential Society* 
(Regina) (32) 
• Treatment/dosing is 

tailored based on 
individual needs, which can 
be picked up or delivered 
to the participant’s home 
up to four times daily (15) 

• Federal government’s 
Homelessness Partnership 
Strategy (15) 

• Non-residential - drop-in 
and outreach 

• Not specified • Indigenous males 
• Participants must be within 

the Phoenix Homes 
Housing First Program 
(15) 

Manitoba • Sunshine House*  • None identified • None identified • None identified • None identified 
• Main Street Project* • None identified • None identified • None identified • None identified 

Ontario Special Care Unit, Wesley 
(Hamilton) (33) 
• Not specified 

• Local Health Integration 
Network (15) 

• Residential and outpatient 
services 

• Not specified • Homeless individuals who 
have severe alcohol use 

Morningstar Center, Lake of 
the Woods District Hospital 
(Kenora) (29) 
• Participants receive 

moderate amounts of 
alcohol within the 
residence and supports for 

• Local Health Integration 
Network (15) 
 

• Residential - provisional 
housing 

• Physician, mental health 
and addictions counsellors 
and dietitians 

• Individuals who have 
prolonged homelessness 
and severe alcohol use 
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Province or territory Description of the program Who funds the program Where is the program 
delivered 

By whom is the program 
delivered 

To whom is the program 
provided 

reconnection to the 
community 

The Oaks, Shepherds of 
Good Hope (Ottawa) (24) 
• Majority of residents are in

the managed alcohol
program, which is designed
to stabilize participants
through regulated alcohol
administration

• The program has two-
steps: 1) stabilize
participants’ alcoholism;
and 2) once stable transfer
to a shelter-based managed
alcohol program

• Participants receive a
medically prescribed hourly
dosage of wine for 15
hours a day

• Local Health Integration
Network (15)

• Operates in partnership
with Inner City Health Inc.

• Two programs:
o residential - supportive

housing (28 beds); and
o shelter (55 beds)

• Medical and mental health
services

• Not specified

Harm Reduction Home 
Residential Program 
(Sudbury) (23) 
• Managed alcohol program

coupled with primary-care
and mental health supports

• Tailored doses hourly from
9 a.m. to 8 p.m.

• Local Health Integration
Network and Canadian
Mental Health Association

• Co-pay by participants (15)

• Non-residential - day
program

• Not specified • Individuals at risk of
homelessness or who are
homeless and have severe
alcohol use

Kwae Kii Win Managed 
Alcohol Program, Shelter 
House (Thunder Bay) (21; 22) 
• Participants receive one

(six-ounce) alcoholic drink
(white wine) every 90
minutes from 8 a.m. to 11
p.m.

• Participants are assessed 60
minutes prior to receiving
their next dose to ensure
they are not overly
intoxicated

• Contributions from
participants through their
social assistance amounts

• Federal and provincial
project grants

• Residential - supportive
housing

• Nurse practitioner • Homeless individuals with
severe alcohol use
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Province or territory Description of the program Who funds the program Where is the program 
delivered 

By whom is the program 
delivered 

To whom is the program 
provided 

Annex Harm Reduction 
Program, Seaton House* 
(Toronto) (25; 26) 
• Managed alcohol program 

with tailored doses 
between 7:30 a.m. to 11 
p.m. 

• City of Toronto 
• Participants pay a fee for 

wine consumed 

• Residential - shelter 
• Capacity for 100 

individuals 

• Case management services • Males 18 years and older 
who are ineligible for 
services in other programs 
due to severe alcohol use 

Art Manuel House (Toronto) 
(28) 
• 24-hour managed alcohol 

program within a family-
style home 

• Local Health Integration 
Network (15) 

• Residential - supportive 
housing 

• Psychiatric services and 
intensive case management 

• 19 years and older, 
homeless and have severe 
alcohol use 

Quebec • None identified  • None identified • None identified • None identified • None identified 
New Brunswick • None identified  • None identified • None identified • None identified • None identified 
Nova Scotia • None identified  • None identified • None identified • None identified • None identified 
Prince Edward 
Island 

• None identified  • None identified • None identified • None identified • None identified 

Newfoundland and 
Labrador 

• None identified  • None identified • None identified • None identified • None identified 

Yukon Territory • None identified  • None identified • None identified • None identified • None identified 
Northwest 
Territories 

• None identified  • None identified • None identified • None identified • None identified 

Nunavut • None identified  • None identified • None identified • None identified • None identified 
 
* Unable to find program details from websites.  
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APPENDICES 
 
The following tables provide detailed information about the systematic reviews and primary studies identified in the rapid synthesis. The ensuing information 
was extracted from the following sources: 

• systematic reviews - the focus of the review, key findings, last year the literature was searched, and the proportion of studies conducted in Canada; and  
• primary studies - the focus of the study, methods used, study sample, jurisdiction studied, key features of the intervention and the study findings 

(based on the outcomes reported in the study). 
 
For the appendix table providing details about the systematic reviews, the fourth column presents a rating of the overall quality of each review. The quality of 
each review has been assessed using AMSTAR (A MeaSurement Tool to Assess Reviews), which rates overall quality on a scale of 0 to 11, where 11/11 
represents a review of the highest quality. It is important to note that the AMSTAR tool was developed to assess reviews focused on clinical interventions, so 
not all criteria apply to systematic reviews pertaining to delivery, financial or governance arrangements within health systems. Where the denominator is not 
11, an aspect of the tool was considered not relevant by the raters. In comparing ratings, it is therefore important to keep both parts of the score (i.e., the 
numerator and denominator) in mind. For example, a review that scores 8/8 is generally of comparable quality to a review scoring 11/11; both ratings are 
considered “high scores.” A high score signals that readers of the review can have a high level of confidence in its findings. A low score, on the other hand, 
does not mean that the review should be discarded, merely that less confidence can be placed in its findings and that the review needs to be examined closely 
to identify its limitations. (Lewin S, Oxman AD, Lavis JN, Fretheim A. SUPPORT Tools for evidence-informed health Policymaking (STP): 8. Deciding how 
much confidence to place in a systematic review. Health Research Policy and Systems 2009; 7 (Suppl1):S8). 
 
All of the information provided in the appendix tables was taken into account by the authors in describing the findings in the rapid synthesis.    
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Appendix 1: Summary of findings from systematic reviews about managed alcohol programs 

Type of 
review 

Focus of systematic review Key findings Year of last 
search/ 

publication 
date 

AMSTAR 
(quality) 

rating 

Proportio
n of 

studies 
that were 

conducted 
in Canada 

Scoping 
review 

Identifying factors that are 
relevant to the implementation 
of managed alcohol programs 
in hospitals (11) 

Alcohol-use disorders are among the most prevalent health conditions globally, with prevalence rates of 
alcohol dependence or harmful alcohol consumption estimated to be as high as 16%, and socio-
economically marginalized groups being particularly vulnerable. The implementation of managed alcohol 
programs in hospital settings would provide a means of stabilizing inpatients suffering from acute 
alcohol withdrawal who are not responding sufficiently to pharmacological treatment with 
benzodiazepines. 

The review aimed to glean insights from community-based managed alcohol programs to determine 
whether a managed alcohol program in an acute-care hospital setting would be feasible. A 
comprehensive search of grey literature and academic databases yielded 1,725 records to be screened, 
with 42 studies being included in the scoping review. 

Of the included studies, 28 examined the efficacy of administering alcohol in a hospital setting to 
prevent alcohol-withdrawal syndrome. Results among trials in this area were generally positive, with five 
of six trials finding that alcohol administration was effective or non-inferior to other treatments. 
Intravenous, oral, and nasogastric ethanol administration were all found to be effective at managing 
alcohol withdrawal in a hospital setting. 

The review included 14 studies that focused on managed alcohol programs (all in community-based 
settings). Many of the included studies were qualitative, and there were no quantitative studies that 
directly compared managed alcohol programs to other treatment models for alcohol use disorder. A 
quasi-experimental study with pre- and post-analysis found that a managed alcohol program in Toronto 
had promising harm-reduction impacts, namely reductions in hospital admissions, detox-centre visits, 
and police encounters. A different study assessed alcohol consumption and alcohol-related harm as 
primary outcomes and also obtained results supporting the effectiveness of managed alcohol programs. 

One case study identified managed alcohol programs as “providing a unique milieu that enabled clients 
to make changes in their alcohol consumption.” Similarly, another case study concluded that managed 
alcohol programs facilitate “an atmosphere that supports contemplation and self-change.” 

Authors conclude that community-based managed alcohol programs led to reduced alcohol-related harm 
and greater physical and social well-being. However, there was significant heterogeneity among services 
delivered by different programs, including substantial differences between alcohol dosing amount and 
frequency models. 

Not 
provided 

5/9 
AMSTAR 

Rating 
Provided 

by the 
McMaster 

Health 
Forum 

15/42 

Systematic 
review and 
meta-analysis 

Assessing the efficacy of 
managed alcohol for harm 

Addiction to alcohol can result in major medical and socio-economic harm. In Canada, 2.6% of the 
population is dependent on alcohol. Rates of alcohol dependence are significantly higher in vulnerable 
populations, notably those with mental illness and those in low-income households. 

2012 6/7 
AMSTAR 

Rating 

0/0 
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reduction among high-risk 
populations (7) 

 
The review aimed to determine the impact of managed alcohol programs as a standalone and when 
compared with other interventions for alcohol use among high-risk populations: moderate self-
controlled drinking, brief harm-reduction interventions, and 12-step programs (abstinence-oriented). 
Primary outcomes targeted by the review protocol were reduction in mortality, incarceration rates, 
medication noncompliance, and harmful behaviour (i.e., violence, substance use, binge drinking, and 
drinking alcohol not intended for human consumption). 
 
The review screened 2,336 publications with an amalgamated pool of 16,650 participants. Following 
initial screening, 22 publications were selected to undergo full-text review. Ultimately, none of the 22 
publications reviewed in full met inclusion criteria and the review did not proceed beyond the literature 
search stage. Reasons for study exclusion varied, however, nearly all of the studies did not include a 
managed alcohol program. One publication did examine managed alcohol, however, it was a narrative 
account of one person’s experience entering a managed alcohol program and did not provide an 
evaluation of the program. 
 
The review concluded that a paucity of evidence on managed alcohol programs preclude conclusions 
regarding their utility when compared with other interventions for alcohol dependence or on its own. 
Authors hypothesize that the apparent lack of evidence may be explained by the rarity of managed 
alcohol programs. 

Provided 
by the 

McMaster 
Health 
Forum 
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Appendix 2: Summary of findings from primary studies about managed alcohol programs 

Focus of study Study characteristics Sample description Key features of the 
intervention(s) 

Key findings 

Exploring whether 
managed alcohol can 
reduce harm among 
those with severe alcohol 
dependence (8) 

Publication date: 2018 

Jurisdiction studied: Canada 

Methods used: Cross-
sectional survey with 
multivariate logistic 
regression  

Survey data was collected 
from 175 patients 
enrolled at five different 
managed alcohol 
programs (Toronto, 
Ottawa, Hamilton, 
Thunder Bay and 
Vancouver), as well as 
189 controls from drop-
in centres and shelters 
located in the same city 
who met eligibility 
criteria to enroll in a 
managed alcohol 
program, but never have. 

Features of the 
intervention varied 
between the five sites, 
however all programs 
involved on-site provision 
of alcohol to participants 
at a regular interval (usually 
once per hour) from 7:00-
7:30 a.m. to 9:30-11:00 
p.m. Three of the
programs (Toronto,
Ottawa, and Hamilton)
tailored alcohol dosing
quantity and/or frequency
on a case-by-case basis,
whereas the Thunder Bay
and Vancouver sites did
not. Two of the sites did
not dispense alcohol when
a patient was visibly
intoxicated, and two of the
sites imposed a minimum
amount of time a client
must be on site (60
minutes, and three hours)
before receiving alcohol.
All five managed alcohol
programs were hosted at a
shelter or residential
facility.

Findings were separated based upon whether a patient was newly-enrolled in 
one of the managed alcohol programs (≤ two months mean of 0.9 months, 
n=65 patients) or long-term managed alcohol program patients (> 2 months, 
mean of 26.62 months, n=110 patients).  

The majority of patients in both the newly-enrolled and long-term groups were 
males, and mean age was similar (52.78 years among the newly-enrolled group 
and 50.38 years among the long-term group). There were no significant 
differences in the ethnicity or sex of newly-enrolled versus long-term patients, 
however, newly-enrolled managed alcohol program patients were found to have 
significantly worse housing stability scores as assessed using the Canadian 
Definition of Homelessness (scores were similar to those of controls). 

Severity of alcohol dependence was found to be similar between controls and 
newly-enrolled managed alcohol program patients, and long-term managed 
alcohol patients were found to have significantly lower dependence. 

The mean number of drinking days per month was highest for long-term 
managed alcohol program patients (28.74), followed by newly-enrolled patients 
(26.61), and controls (23.27). The mean number of Canadian standard drinks 
per day over the preceding 30 days showed a different trend and was highest 
among newly-enrolled managed alcohol program patients (18.84), followed by 
controls (17.67), and was lowest among long-term patients (14.83). Similarly, 
the mean number of non-beverage alcoholic drinks consumed per day was 
highest among newly-enrolled patients (3.45), followed by controls (2.60), and 
was lowest among long-term patients (1.39). Authors theorized that newly-
enrolled patients report a greater drinks per day than controls due to the 
eligibility criteria for initial enrolment into the managed alcohol programs. 

Findings suggest that though long-term managed alcohol patients consumed a 
comparable total amount of alcohol per month to controls and newly-enrolled 
patients, their consumption was more spread out over each month. Further, 
when compared to controls, long-term patients reported significantly lower 
incidence of alcohol-related harm across all 11 of the domains assessed 
(friendship or social life; physical health; home life or marriage; work, study, or 
employment; financial position; legal problems; housing problems; difficulty 
learning things; physically assaulted; experienced a seizure;  and passed out). 
Newly-enrolled patients were found to be at significantly lower risk of 
experiencing some but not all types of alcohol-related harm compared to 
controls, namely passing out, financial position, friendship or social life, home 
life or marriage and physical health. 
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Focus of study Study characteristics Sample description Key features of the 
intervention(s) 

Key findings 
 

 
Authors acknowledge their findings are limited by a lack of randomization and 
selection bias (given the participants most predisposed to success with less 
severe alcohol dependence may be the ones who elect to remain in the program 
for longer durations). 

Examine the desire for a 
managed alcohol 
program in Sydney and 
its potential cost savings 
(13) 

Publication date: 2018 
 
 
Jurisdiction studied: 
Australia 
 
 
Methods used: Structured 
interviews  

A total of 51 participants 
were interviewed in a 
residential short-stay 
alcohol-withdrawal unit 
at St. Vincent’s Hospital 
in Sydney. In order to 
participate, subjects had 
to: 1) be homeless; 2) be 
aged 18 years or older; 3) 
resided at the short-stay 
unit for at least 24 hours; 
and 4) have identified 
alcohol as their primary 
drug of concern. The 
majority of participants 
interviewed were male 
English speakers born in 
Australia, with median 
age of 44 years. The 
median length of 
homelessness at the time 
of interview was 10 
months and ranged from 
0 to >500 months. 
When assessed with the 
Alcohol Use Disorders 
Identification Test, 49 of 
the 51 survey 
respondents scored in a 
range indicating alcohol 
dependence, while the 
remaining two 
participants scored 
below dependence but 
still in the hazardous 
alcohol consumption 
range. Of all participants, 
28% had consumed non-
beverage alcohol (most 

Authors carried out 
structured, in-person 
interviews with all study 
participants following 
initial assessment for 
eligibility criteria by facility 
and study staff. As part of 
the interview, the Alcohol 
Use Disorders 
Identification Test was 
administered to determine 
severity of alcohol use.  
 
The interview script 
included questions 
pertaining to the feasibility 
and acceptability of a 
managed alcohol program. 
These questions focused 
on preferences for 
different service delivery 
models and 
implementation 
considerations, such as a 
potential location for the 
program. Additionally, 
interviewers collected data 
on what percentage of 
income, if any, participants 
would be willing to pay to 
take part in a managed 
alcohol program. 
 
Subsequently, authors 
collected administrative 
data from St. Vincent’s 
Hospital for all 51 
participants to analyze the 
potential cost savings of a 

Abstinence-focused housing services for those dependent on alcohol can pose 
numerous difficulties. Authors found that repeated unsuccessful attempts at 
abstinence correlated with greater frequency and severity of psychiatric and 
neurological alcohol-withdrawal complications, and that some who visit 
abstinence-focused shelters may binge drink before entering. As such, this study 
aimed to assess the appropriateness of and potential cost savings from 
implementing a managed alcohol program in Sydney. 
 
Authors found a majority of interview respondents indicated interest in joining 
a managed alcohol program. Preferences varied depending on the service-
delivery model, though these differences were not significant. A hostel where 
participants could consume their own alcohol was the most popular model 
among interview respondents, with 76% expressing interest in enrolling. Second 
to this was a hostel model where participants would be provided one standard 
drink per hour (69% of respondents in support). A day-centre model where 
participants could consume their own alcohol earned 63% support, and a day-
centre model where participants would be provided one standard drink per 
hour was the least favoured among survey participants, with 53% expressing 
interest. 
 
Nearly all participants voiced willingness to contribute a significant portion of 
their income in return for enrolment in a managed alcohol program. Across the 
four proposed service delivery models, a contribution of 25% of income was 
the most preferred response. Participants indicated willingness to contribute a 
greater portion of their income for hostel-based services compared to day 
centres, and for programs where they could consume their own alcohol rather 
than being provided one standard drink per hour. For the most popular option, 
a hostel-based managed alcohol program where participants could consume 
their own alcohol, 20% of survey respondents indicated that they would be 
willing to contribute 75% or more of their total income, and an additional 27% 
of respondents indicated they would be willing to contribute 50% of their total 
income. For a hostel model where participants would be provided one standard 
drink per day, 47% of interview respondents indicated they would be willing to 
contribute >50% of their total income. 
 
On review of hospital records for the 12 months preceding interview data 
collection, authors identified a total of 191 hospital admissions, 109 residential 
withdrawal-unit stays, and 56 emergency-department visits among the 51 
participants. Total cost was AUD$1,612,348. A 15-unit managed alcohol 
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frequently methylated 
spirits). 

15-bed managed alcohol
program.

program would have resulted in savings of AUD$926,483 for that year 
assuming it enrolled the 15 respondents with the greatest healthcare usage. The 
15-person managed alcohol program would have also eliminated AUD$347,574
of crisis housing costs for that year. These savings do not account for capital
costs associated with creating a managed alcohol program.

Authors conclude that there is demand for a managed alcohol program in 
Sydney and that its implementation would result in significant cost savings, 
though a comprehensive economic evaluation is required. 

Determining whether 
managed alcohol 
programs reduce harm 
or change drinking 
behaviours (9) 

Publication date: 2016 

Jurisdiction studied: Canada 

Methods used: Qualitative 
and quantitative surveys, 
structured interviews and 
a records review 

Intervention participants 
were recruited from the 
Kwae Kii Win Centre’s 
15-bed managed alcohol
program, for both men
and women, in Thunder
Bay, Ontario. All
intervention participants
enrolled in the study self-
identified as being
Indigenous. Controls
were recruited from a
separate shelter facility
next door to the Kwae
Kii Win Centre and
overseen by the same
agency (Shelter House).
To be enrolled as a
control, a participant had
to meet the criteria to be
eligible for intake by the
managed alcohol
program treatment at the
Kwae Kii Win Centre,
but not currently
enrolled in the program.
Demographic differences
between the control and
intervention groups were
statistically insignificant.
A total of seven
intervention participants
and four staff members
were engaged in

The managed alcohol 
program at the Kwae Kii 
Win Centre targets those 
who frequently consume 
non-beverage alcohol and 
have long histories of 
homelessness. Participants 
are provided housing, food 
and groceries, financial 
counselling, linkage to on-
site primary care and 
counselling, and “life skills 
training.” Participants 
receive one 20.46 ml drink 
(12% EtOH by volume) 
every 90 minutes from 8 
a.m. until 11 p.m.
Participants must be
present at the Centre for at
least 60 minutes before a
drink is provided, and a
drink will not be provided
to those who appear
visibly intoxicated.

Participants in the program 
have the option of taking 
part in recreational 
activities on-site or taking 
transportation provided by 
the centre to off-site 
recreation. The centre also 
provides transportation for 

Participants in the managed alcohol program consumed alcohol on significantly 
more days per month than controls (27.8 days/month compared to 22.6 
days/month). This difference was further exaggerated upon six-month follow-
up. The number of drinks consumed on days that the subject drank was similar 
between those in the managed alcohol program and those in the control group 
(19.1 drinks/day and 21.9 drinks/day, respectively).  

Participants in the managed alcohol program consumed non-beverage alcohol 
on significantly fewer days per month than controls. The most commonly 
ingested non-beverage products were hairspray, hand sanitizer and mouthwash. 
Qualitative interviews revealed that managed alcohol program participants had a 
strong desire to avoid consuming non-beverage alcohol. They also revealed 
greater levels of perceived safety amongst participants compared to when they 
were not in the program. 

When participants were actively engaged in the managed alcohol program, they 
had 41% fewer total police interactions (and 33% fewer interactions that 
resulted in being taken into custody), 32% fewer admissions to hospital, and 
87% fewer admissions to a detoxification service when compared to when they 
were not in the managed alcohol program. Results were also promising when 
comparing participants in the managed alcohol program to controls, with lower 
rates of interactions with police, interactions with police that resulted in being 
taken into custody, fewer detox admissions, and fewer presentations to the 
emergency room. 

Comparison of the managed alcohol program participants and controls also 
involved four categories of alcohol-related harm: 1) home life; 2) legal; 3) 
housing; and 4) seizure. The percentage of participants who experienced 
alcohol-related harm was lower across all categories for managed alcohol 
program participants compared to the control group, however these differences 
did not reach statistical significance. 

Laboratory reports for liver function tests were available for 13 of the 
participants in the managed alcohol program. When repeated tests were 
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qualitative interviews, 
while 18 intervention 
participants and 20 
controls underwent 
structured interviews. 
 

off-site medical 
appointments. 
 
 

available: seven of seven participants showed reduction in aspartate 
transaminase (or began and remained within reference range), nine of 10 
showed reductions in alanine transaminase (or began and remained within 
reference range), and one of one reduced glutamyl transpeptidase. 
 
Authors found a very low rate of turn-over in the managed alcohol program. 
This was problematic given many people in the shelter adjacent to the Kwae Kii 
Win Centre were eligible for enrolment and waiting for a bed to become 
available. Those in the adjacent shelter had diminished access to services 
compared to those in the managed alcohol program. Namely, shelter residents 
must go outdoors (weather permitting) during the day, do not have access to 
on- or off-site recreational activities, do not have access to guaranteed 
transportation, and are not frequently visited by elders. When one of the 15 
beds in the Kwae Kii Win managed alcohol program does become available, 
local police or staff from the next-door shelter will identify an eligible 
participant based on a combination of: 1) alcohol dependence; 2) frequent 
encounters with police; 3) chronic homelessness; and 4) a high risk of death or 
illness if admission to the managed alcohol program is not provided. 
 
Not all eligible candidates for the managed alcohol program do enroll when 
given the opportunity. Apprehensiveness regarding having to live within a more 
structured and rule-based framework, and stigma associated with being 
provided alcohol were identified as barriers to enrolment for some candidates. 

Identify key dimensions 
of Canadian managed 
alcohol programs as well 
as implementation 
considerations (6) 
 

Publication date: 2018 
 
 
Jurisdiction studied: Canada 
 
 
Methods used: Key 
informant interviews and 
document analysis 

Authors identified 13 
separate, community-
managed alcohol 
programs throughout 
Canada and collected 
data for each. In order to 
be included, the program 
had to have a focus on 
reducing harm, involve 
daily dispensing of 
alcohol and either 
provide alcohol or assist 
with alcohol 
management, and be in a 
community setting. 

Qualitative research The study recognized six dimensions of community managed alcohol programs 
that were consistent for all of the reviewed programs. 
 
The first dimension was program goals and eligibility criteria. Managed alcohol 
programs operate within a harm-reduction framework and aim to eliminate or 
reduce the harms that come with consumption of alcohol in unsafe 
environments, consumption of non-beverage alcohol, and binge drinking. 
Typical eligibility criteria focused on a history of non-beverage alcohol 
consumption and binge drinking, long-term homelessness, frequent interactions 
with police or emergency-department services, repeated attempts (and failure) at 
abstinence, and recurrent behavioural issues (such as public intoxication). 
Physicians or nurse practitioners screened patients for eligibility for 12 of the 13 
programs, sometimes relying on specific tools, namely the Alcohol Use 
Disorders Identification Test. One program was peer-organized and relied on 
participants to self-identify. Two programs were tailored for Indigenous people, 
and some only accept participants above a certain age (30 years in one case, 55 
years in another). Eleven of the programs were open to all genders, however 
two were only available for use by transgendered men and men. 
 
The second dimension focused on the funding sources of managed alcohol 
programs, and money management for participants. Most of the programs 
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identified had multiple sources of funding, especially: 1) provincial or regional 
health systems; 2) special grants; and 3) provincial or regional housing funds. 
Authors noted challenges in securing long-term “core” funding and note that 
one program needed to shift from being palliative to being rehabilitative in 
order to be able to access additional funding sources. Eight of the 13 programs 
required participants to pay for services. These payments were deducted directly 
from government assistance payments and were usually calculated to cover the 
cost of a participant’s housing or alcohol. Two of the identified programs 
involved staff working with participants to guide them in managing their funds, 
and one program took total responsibility for managing participants’ funds 
(though aimed at “reducing the client’s economic vulnerability” this raised 
concerns given its potential to infringe on an individual’s autonomy and self-
determination). 

The third dimension was alcohol administration and dispensing. Dosing 
frequency and amount varied, however alcohol dispensing roughly every hour 
up to a maximum or 11 or 12 doses per day was typical. Some programs 
dispensed alcohol at the start of the day and let clients set their own dosing 
schedule. Eight programs had specific policies to prevent intoxicated 
participants from receiving further alcohol. Wine was the most commonly 
dispensed beverage, and some offered wine diluted with water or juice. The 
dispensed alcohol was sometimes brewed on-site or in local wine stores that 
offered reduced costs. 

The fourth dimension involved food and accommodation. All managed alcohol 
programs provided food to participants, and sometimes involved them in food 
preparation. The type of housing associated with a managed alcohol program 
varied. Some transitional programs involved a set-up similar to a rooming 
house, while residential programs were located in permanent subsidized 
housing. Two of the 13 programs offered day services only. 

The fifth dimension was clinical monitoring and linkage to primary-care 
services. Managed alcohol programs generally aim to establish linkage to 
primary care, often with services on site or otherwise integrated directly into the 
program, given the unmet healthcare needs experienced by the population that 
utilizes managed alcohol programs. Additionally, clinical monitoring was 
emphasized in eight of the identified programs and took the form of liver 
function tests and continuing assessment or tracking of alcohol consumption. 

The sixth and final element was social and cultural connections. Through key 
informant interviews, the significance of introducing activities other than 
drinking to help develop healthy social interactions emerged as a recurrent 
theme. Cultural activities were particularly relevant for programs targeting 
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Indigenous people, and included drumming, smudging, and prayer, among 
other activities. 

Assess the impact of a 
shelter-based managed 
alcohol program (10) 
 

Publication date: 2006 
 
 
Jurisdiction studied: Canada 
 
 
Methods used: Structured 
interviews and records 
review 

A total of 17 participants 
(15 men and two 
women) who were 
clients at Ottawa’s 
shelter-based Managed 
Alcohol Program were 
enrolled in the study. All 
but one of the 
participants were white. 
In order to have entered 
the program, participants 
were referred by police 
or shelter staff and 
found to have severe 
alcohol dependence, as 
well as being homeless 
and a harm to the 
community or self. The 
mean duration of 
alcoholism was 35.2 
years, and the mean age 
of participants was 50.7 
years. 
 

The managed alcohol 
program provided all 
participants with food and 
housing, as well as 
providing access to a staff 
member who was 
responsible for helping 
provide guidance on 
activities of daily living and 
assisting with ad hoc tasks 
such as applying for social 
benefits. Medical care was 
available 24/7 through a 
nurse or physician 
affiliated with the program. 
Each hour from 7 a.m. 
until 10 p.m., participants 
received either 90 ml of 
sherry or 140 ml of wine. 

The number of drinks consumed per day by participants in the managed 
alcohol program was significantly lower compared to before entering the 
program: on average, drinks consumed per day dropped from 46 to eight after 
enrolment. The number of drinks per day prior to enrolment in the program 
was a rough estimate; many participants noted that they would drink all alcohol 
available to them until they lost consciousness. Reductions in alcohol 
consumption were accompanied by staff-reported improved hygiene and 
nutrition for all participants. A majority of participants also attended medical 
appointments as needed, and prescription compliance was high (88% of 
participants followed prescription instructions at least 80% of the time). 
 
The number of ambulance calls and diagnoses of intoxication, convulsions and 
trauma decreased for each participant when comparing before enrolment in the 
managed alcohol program to after, however these differences were not 
statistically significant.  
 
The mean number of police reports filed per month for the subjects decreased 
from 18.1 to 8.8. The mean number of emergency-department visits per month 
for the participants also dropped significantly, from 13.5 visits to eight. 
However, these findings did not apply to all participants; two demonstrated 
increased ED admissions while in the program compared to prior, and one 
participant had more police reports filed. 
 
Authors compared liver function tests from the two years prior to enrolment in 
the managed alcohol program to those obtained during participation, but did 
not find any significant individual or group-level differences. 
 
The authors conclude that Ottawa’s shelter-based harm-reduction program can 
reduce alcohol intake as well as interactions with police and presentations to the 
emergency department, however the harm-reduction impact of the program 
was not assessed. 
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Determining managed 
alcohol program 
participants’ perceptions 
of quality of life and 
housing (12) 

Publication date: 2016 
 
 
Jurisdiction studied: Canada 
 
 
Methods used: Structured 
interview and 
quantitative surveys 

Intervention participants 
were recruited from the 
Kwae Kii Win Centre’s 
15-bed managed alcohol 
program, for both men 
and women, in Thunder 
Bay, ON. All 
intervention participants 
enrolled in the study self-
identified as being 
Indigenous. Controls 
were recruited from an 
emergency homeless 
shelter. To be enrolled as 
a control, a participant 
had to meet the criteria 
to be eligible for intake 
by the managed alcohol 
program treatment at the 
Kwae Kii Win Centre, 
but not currently 
enrolled in the program. 
Of the 18 intervention 
participants, mean age 
was 42 years, 11 were 
male, and seven were 
female. Of the 20 
controls, mean age was 
37 years, 12 were male, 
and eight were female. 
 

The managed alcohol 
program at the Kwae Kii 
Win Centre targets those 
who frequently consume 
non-beverage alcohol and 
have long histories of 
homelessness. Participants 
are provided housing, food 
and groceries, financial 
counselling, linkage to on-
site primary care and 
counselling, and “life skills 
training.” Participants 
receive one 20.46 ml drink 
(12% EtOH by volume) 
every 90 minutes from 8 
a.m. until 11 p.m. 
Participants must be 
present at the Centre for at 
least 60 minutes before a 
drink is provided, and a 
drink will not be provided 
to those who appear 
visibly intoxicated. 
 
Participants in the program 
have the option of taking 
part in recreational 
activities on-site or taking 
transportation provided by 
the centre to off-site 
recreation. The centre also 
provides transportation for 
off-site medical 
appointments. 
 
An Indigenous elder visit 
the Kwae Kii Win Centre 
regularly engages with 
participants, and an 
Indigenous drumming 
program is offered. 

Assessment of housing quality and satisfaction was divided into seven 
measures: 1) length of stay; 2) affordability; 3) safety; 4) spaciousness; 5) 
privacy; 6) friendliness; and 7) overall quality. On aggregate, participants in the 
managed alcohol program provided higher ratings for satisfaction with length 
of stay, safety, spaciousness, privacy, and overall quality; however, no significant 
difference was found between controls and managed alcohol program 
participants in satisfaction with affordability and friendliness. 
 
A combined assessment of self-reported perception of physical health, 
psychological well-being, social relationships, and quality of participants’ 
environment was undertaken using the WHO quality of life-BREF tool. 
Average ratings for all domains of the assessment were higher (more 
favourable) for participants in the managed alcohol program compared to the 
control group, though this difference was only statistically significant for the 
environment domain. Authors define the environment domain as “an 
assessment of home life, safety, satisfaction with physical environment, 
finances, transportation, and access to health services and information.” 
 
Structured interviews with participants in the managed alcohol program 
revealed common themes. Participants described the program as affording 
them greater safety and an improved quality of life when compared with what 
they considered to be their alternative options: being in hospitals, shelters, or 
jails, or living “on the streets.” One participant noted a sense of trust among the 
program members which developed his personal confidence. Another 
participant stated that safety was her primary concern given the streets and 
emergency shelters constitute high-risk environments, particularly in the context 
of her identity as an Aboriginal woman. 
 
Authors conclude that the examined managed alcohol program fostered “a 
sense of community that countered stigma, loss, and dislocation with a potential 
for health and recovery.” Further, these traits were conducive to a harm-
reduction approach to the management of severe alcohol dependence and were 
in-line with traditional First Nations perspectives on what constitutes a suitable 
environment for healing. 
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Identify enabling factors 
in managed alcohol 
programs that facilitate 
changes in alcohol 
consumption (45)   

Publication date: 2015 
 
 
Jurisdiction studied: Canada 
 
 
Methods used: Case study 
with comprehensive 
interviews/focus group 
and qualitative analysis 

Interviews were 
conducted with 10 males 
who were enrolled in a 
managed alcohol 
program in Toronto, 
followed by a subsequent 
focus group with all 10 
participants. The mean 
age of participants was 
51.7 years. 

Qualitative research Participants who were interviewed provided generally positive feedback on the 
impact that managed alcohol programs had on their well-being. One client 
noted that before entering the managed alcohol program, he had been referred 
to hospice by his physician, but his enrolment in the managed alcohol program 
afforded motivation for him to continue living. Authors note that “This 
description of despair followed by re-enchantment with life was representative 
of how respondents narrated their experiences in the program.” Three themes 
emerged from the interviews: togetherness, awareness and self-management. 
 
When asked about their transition from homelessness to the managed alcohol 
program, some clients expressed that they were met with initial difficulties 
trying to “fit in” with other clients. However, most did eventually “fit in” and 
developed meaningful interpersonal relationships with an accompanying 
perception of “togetherness.”  This led clients to describe the managed alcohol 
program and other participants as their home and family. 
 
Facilitators for a “sense of togetherness” were identified as similar life 
experiences among participants that enabled group identification, past 
familiarity between some participants who had encountered one another before 
enrolment in the managed alcohol program, and the physical proximity of 
clients who tended to spend a significant portion of each day on-site interacting 
with other participants in common activities. 
 
Participants harboured favourable views of the support workers associated with 
the managed alcohol program, who aided clients who were engaging in 
behaviour that could lead to their removal from the program. The support 
workers were viewed as playing an active role in creating a “sense of 
togetherness” by helping participants maintain their continued enrolment. 
 
Participants revealed that their enrolment in the managed alcohol program had 
prompted greater self-awareness, namely “contemplation of one’s physical 
condition and morality.”  This greater self-awareness enabled participants to 
critically examine their relationship with alcohol within the context of its 
detrimental effects on their health. Healthcare providers served as facilitators in 
this regard by requisitioning diagnostics (such as liver function tests) and 
counselling clients on both the implications of negative results and, when 
applicable, the potential for recovery. Interaction with residents living with 
severe liver disease, including those who would go on to die while in the 
program due to alcohol-related morbidity, was also a facilitator in helping 
participants reflect on their own health and the potential for death if they 
continued to drink heavily. 
 
Finally, the theme of self-management emerged principally through participants 
describing the perception of control over their alcohol consumption that 
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resulted from drinking a managed amount of alcohol through hourly dosing. 
Participants described that regular consumption of smaller amounts of alcohol 
(including low-alcohol beer in some cases) throughout the day reduced their 
inclination to binge drink. It is for this reason that many participants expressed 
fear that their self-management would end upon leaving the program, since they 
may return to irregular and binge-driven alcohol consumption (ultimately 
resulting in their return to homelessness). Of the 10 interviewed participants, 
eight chose to abstain from alcohol consumption for some duration while in the 
managed alcohol program. These participants connected their choice to abstain 
from alcohol with a notion of personal responsibility.  
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