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Background
• Alcohol Use is a leading cause of morbidity and mortality globally1,2

• Individuals with both Alcohol Use Disorder and homelessness are particularly vulnerable to poor health 
outcomes, complicated by high rates of medical co-morbidity and complex social circumstances3-5

• Managed Alcohol Programs (MAPs) are an innovative harm reduction strategy designed to serve 
individuals suffering from severe alcohol use disorder and chronic homelessness6-8

• Despite growing recognition of MAPs’ potential to stabilize alcohol use and provide comprehensive 
social and medical support8-10, there is limited evidence on the long-term clinical outcomes of MAP 
participants and the characteristics that predict sustained engagement

Results

Objectives

Methods

Our aim was to describe the baseline socio-demographic and clinical characteristics of patients at their 
first entry into the residential MAP and provide the discharge rates and disposition data of MAP 
participants.

Lastly, we will identify the factors associated with early program discontinuation and will examine the 
long-term clinical trajectory of MAP participants, specifically, development of cirrhosis, transfer to long-
term care and mortality.

• Retrospective study using electronic 
medical records from a local managed 
alcohol program

• Include participants who were enrolled 
in the managed alcohol program 
between January 1 2010 and 
December 31 2024, with an estimated 
sample size of approximately 225 
individuals

• Data collected: Socio-demographic 
characteristics, medical comorbidities 
including cirrhosis upon entry, 
bloodwork with a focus on liver 
enzymes and LFTs, days in program, 
reason for discharge/transfer, death 

Initial Charts Flagged for Review, 
after Duplicates Removed,

n=225 estimated sample size

Patients admitted to Managed 
Alcohol Program (N=150 

individuals so far) with remainder 
of charts in process

Excluded:
• Admitted to Facility but not for the MAP 

program (n=35)
• No notes/data available in chart (n=5)
• Admission duration of 0 days (n=2)

All Participants (Entry 2010-2024), N (%)

Total number of MAP participants 150

Participants still admitted to MAP 35 (23.2)

Deceaseda 57 (37.7)

Dischargedb,c (non-death, non-LTC, non-hospice, non-hospital) 44 (29.8)

Transfer to LTC 5 (3.3)

Transfer to Hospice (with no return to MAP afterwards) 4 (2.6)

Transfer to Hospital (with no return to MAP afterwards) 5 (3.3)

Time to death from entry into MAP (median, days) 1164

Time to transfer to LTC from entry into MAP (median, days) 1640

Time to transfer to Hospice from entry into MAP (median, days) 240.5

Duration of MAP stayd (median, days) 763

Table 2. Discharge and Disposition Rates of MAP participants, from those enrolled in the program 
between January 1 2010 and December 31 2024

Table 1. Socio-demographic and clinical characteristics of all MAP participants
All Participants (Entry 2010-2024), N (%)

Socio-demographic Variables

Age (mean, in years) 54.4

Gender (proportion male) 124 (83)

Smoking (proportion reporting daily smoking) 111 (74)

Clinical characteristics

AST on entry (mean) 74.4

ALT on entry (mean) 48.2

Bilirubin on entry (mean) 12.7

INR on entry (mean) 1.4

Albumin on entry (mean) 39.9

Cirrhosis at first entry 10 (6.7)

CAD 16 (10.7)

CHF 10 (6.7)

Diabetes 20 (13.3)

Hypertension 40 (26.7)

Stroke 11 (7.3)

Cancer 9 (6.0)

Cognition 46 (30.7)

Mood disorders (including mania) 99 (66.0)

Psychosis 34 (22.7)

Medications (mean number) 5.5

a: Deceased refers to participants where death was noted to be the reason for discharge, or alternatively, when a 
patient was discharged to hospital and ultimately died, or when a patient was transferred to hospice and ultimately died
b: Reasons for Discharge include: the program not working out, transfer to alternative housing, pursed independent 
housing/living with family, transfer to transient diversion program with no documented return, other (alternate care 
settings, no information available)
c: Of the 44 patients who were discharged, 43% left within 6 months of first entry to the program
d: Excluding patients who remain admitted in the MAP
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• This study will provide one of the most comprehensive longitudinal descriptions of 
residential MAP participants at a single site to date

• Plan to conduct time to event analyses to examine the development of cirrhosis, transfer to 
long term care, and mortality following MAP enrollment

• Findings may inform clinical and policy decisions regarding eligibility criteria, resource 
allocation and the integration of MAPs within broader harm reduction and supportive 
housing systems

• By identifying the characteristics associated with successful MAP engagement and long-
term outcomes, this work will help optimize care for a highly marginalized and medically 
complex population

Next StepsConclusion

• Highly comorbid residents, large proportion of the residents affected by mood 
disorders, hypertension, and cognitive concerns, highlighting the medical 
complexity of this population. Notably, numbers may be underestimated at first 
entry given lack of access to care

• High degree of retention in the program, with only ~ 30% of the patients being 
discharged voluntarily (not related to transfer to hospital, hospice, long-term 
care or death). Once data collection is complete, we will aim to determine 
characteristics associated with sustained program involvement

• High proportion of mortality captured. We will aim to further describe mortality 
trends over time.
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