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very night, about 800 000 Americans and tens of thousands of Canadians sleep on the street or in homeless
shelters. 1,2 Countless more stay temporarily with
friends or relatives because they have no home of their own.3
Those who experience homelessness represent a remarkably
diverse group: of the 32 000 people who used homeless shelters in Toronto in 2002, 15% were families with children,
22% were street youths between the ages of 15 and 24 years,
18% were single women and 48% were single men.4
Most people use homeless shelters for a period of weeks
to months before finding housing in the community, but
some 10%–20% of shelter residents are chronically homeless.5,6 These people, for whom the shelters are a kind of
semipermanent home, suffer from high rates of alcohol and
drug addiction.5
Fortunately, substance abuse in homeless people is
amenable to intervention. A recent systematic review has
shown that a variety of coordinated treatment programs designed to meet the needs of homeless people are effective in
reducing alcohol and drug use.7 However, these programs are
intended for those who wish to refrain from substance use.
Helping chronically homeless people with severe alcoholism
who do not want to stop drinking remains difficult.
In an important study published in this issue of CMAJ
(page 45), Podymow and colleagues8 describe an innovative
shelter-based program for this subgroup of the homeless
population. Instead of making abstinence from alcohol an
objective, their “managed alcohol” intervention sought to
minimize personal harm and adverse societal effects.9 The
program provided close supervision, assistance with activities
of daily living, on-site health care and, most notably, a maximum of one standard drink (13.6 g of alcohol) hourly on demand during the waking hours.
The investigators examined outcomes among 17 participants using a before-and-after design. The number of
emergency department visits dropped significantly, from
an average of 0.79 visits per month before program entry to
0.51 during the program. Encounters with police also decreased significantly, and there was a nonsignificant trend
toward fewer days in hospital. Data derived from the retrospective self-reports and program records of 10 participants showed a considerable decrease in estimated alcohol
intake after enrolment.
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This study has several limitations that must be borne in
mind. The sample was very small, and the lack of a control or
comparison group precludes any firm conclusions about the
effectiveness of the program. In addition, the accuracy of participants’ estimated alcohol use is uncertain, and data on
changes in health status are lacking. Nonetheless, this novel
study is a tantalizing demonstration of the feasibility and potential value of a pioneering harm-reduction program for this
difficult-to-serve population.

. . . Harm reduction strategies are intended to
complement, rather than
replace, more traditional
means of treatment.
In recent years, harm-reduction strategies have perhaps
been most prominent in initiatives for injection drug users.
Interventions such as needle-exchange programs10 and supervised injection sites11,12 have been the subject of intense
controversy as well as substantial research. Harm-reduction
approaches to alcohol abuse will likely face similar challenges. In particular, some clinicians and members of the public may have reservations about providing alcohol to people
with alcoholism. These concerns may be partially allayed by
an understanding that harm-reduction strategies are intended
to complement, rather than replace, more traditional means
of treatment. In addition, pragmatic efforts to mitigate the
adverse health consequences of a harmful behaviour need not
be construed as a sanctioning of the behaviour itself.
The critical scientific question is whether a managed alcohol program for homeless people results in better outcomes
than traditional abstinence-based programs. If so, which individuals are most likely to benefit from such an approach?
Until we have data from controlled trials, these issues will re-
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main unresolved. In the meantime, the staff and health care
providers at managed alcohol programs such as the one described in this study must be applauded for their commitment to caring for some of the most marginalized members
of our society.
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Interested in patient safety?
Check out this new book from the Canadian Medical Association

Safe Medication Practices
A resource for physicians
The only Canadian resource of its kind, this book is an indispensable
educational and reference tool for physicians who want to find out more
about patient safety and improving medication practices.

Bonus to CMA members:

free access to an online course. For details visit
cma.ca or contact the CMA Member Service Centre.

To order, contact the CMA Member Service Centre at 888 855-2555,
email cmamsc@cma.ca or fax 613 236-8864.
CMA members: $39.95 Nonmembers: $49.95 (plus taxes and shipping)
Due to licensing restrictions, this book is available only in Canada. Also available in French.
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