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SUMMARY 

In Quebec, as elsewhere in the world, psychoactive substance use plays a part in the 

lives of certain adolescents and adults. Sometimes, however, substance abuse can lead 

to problems that have personal, interrelational and social consequences.  

The 2012 Canadian Community Health Survey showed that 3.9% of Quebecers 15 years 

of age and older presented substance use disorders (alcohol or drugs) in the 12 months 

prior to the survey. More specifically, 2.7% had a problem with alcohol abuse or 

dependence, 1.4% with cannabis abuse or dependence and 0.5% with abuse of or 

dependence on other psychoactive substances.  

According to the DSM-5 “the essential feature of a substance use disorder is a cluster of 

cognitive, behavioral and physiological symptoms indicating that the individual continues 

using the substance despite significant substance-related problems” [APA, 2013, p. 483]. 

The DSM-5 defines withdrawal, one of the diagnostic criteria of a substance use disorder, 

as “a syndrome that occurs when blood or tissue concentrations of a substance decline 

in an individual who had maintained prolonged heavy use of the substance” [APA, 2013, 

p. 484]. 

Though the DSM-5 provides withdrawal criteria sets specific to each psychoactive 

substance, there are three common criteria: 1) development of maladaptive 

physiological, cognitive or behavioral effects after stopping or reducing prolonged use of 

the psychoactive substance; 2) presence of clinically significant distress or impairment in 

important areas of functioning; and 3) symptoms that cannot be readily explained by 

another mental disorder or attributed to another medical condition [APA, 2013].  

For these reasons, there must be safe clinical procedures for withdrawal management 

put into place that take into account all of an individual’s medical and psychological 

conditions and monitor complications that may arise during withdrawal. In Quebec, safe 

withdrawal management is part of a continuum of care provided by various professionals 

who work in different disciplines collaborating and offering complementary services to 

meet the needs of those who have asked for help or are experiencing an unplanned 

withdrawal.  

The Ministère de la santé et des services sociaux (MSSS,Quebec Ministry of Health and 

Social Services) commissioned Quebec’s Institut national d’excellence en santé et en 

services sociaux (INESSS, Institute of Excellence in Health and Social Services) to report 

on withdrawal management in adult addiction rehabilitation service centres across 

Quebec. This state of practice report describes the use of withdrawal management 

services in public institutions relating to the best practice statements in the practice guide 

issued by the Fédération québécoise des centres de réadaptation pour personnes 

alcooliques et autrestoxicomanes (FQCRPAT, the Quebec federation of rehabilitation 

centres for alcohol and drug addiction) [2008].1 

                                       
1
 In 2008, the FQCRPAT published a best practices guide for withdrawal management services in 

addiction rehabilitation centres (Les services de désintoxication dans les Centres de réadaptation en 
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The information for this report was collected before the MSSS published its 2018-2028 

interdepartmental addiction action plan for preventing, reducing and treating the 

consequences of psychoactive substance use, gambling disorder and Internet addiction 

(PAID, Prévenir, réduire et traiter les consequences associées à la consommation de 

substances psychoactives, à la pratique de jeux de hasard et d’argent et à l’utilisation 

d’Internet). As a result, though some elements of the 2018–2028 PAID plan are 

examined in this report, direct links are not made between documented withdrawal 

management practices in the healthcare system and the interdepartmental action plan 

published in 2018. 

Objectives and sources of information  

There were three objectives in preparing this state of practice report:  

 To describe the use of withdrawal management services in public institutions in 

Quebec offering such services;  

 To document withdrawal management practices of addiction rehabilitation centres 

relating to the best practice statements in the FQCRPAT practice guide [2008]; 

 To collate the main recommendations of practice guides and guidelines issued since 

the publication of the FQCRPAT practice guide [2008]. 

A nine-member working committee was established to guide the preparation of this state 

of practice report. The committee members were: five managers of teams specializing in 

addiction, one CISSS/CIUSSS director of performance, continuous improvement and 

quality, one director of a certified centre providing detoxication help and support, one 

researcher specializing in addiction and co-director of RISQ and one representative from 

the MSSS addiction/homelessness program-service.  

To describe service use, data for the year 2016–2017 was extracted from local 

information-system databanks on users of addiction rehabilitation services (SIC-SRD), 

the shared emergency databank (BDCU) and the hospital users study data maintenance 

and operation database (MED-ÉCHO). 

Practices were identified based on interviews with representatives of CISSS/CIUSSS 

with an Addiction Rehabilitation Centre (ARC) mission and two institutions that were not 

amalgamated but have beds for withdrawal management and staff specialized in the 

treatment of addiction (CHUM and the MUHC). The goal of the interviews was to 

document models, approaches, clientele, evaluation and treatment procedures and the 

organization of withdrawal management services.  

The report closes with a summary of the most recent withdrawal management 

recommendations in a variety of practice guides and guidelines. A total of 14 documents 

published between 2012 and 2017 in different countries, including Canada, were 

examined.  

                                                                                                                          
dépendance : meilleures pratiques et offre de service de base dans un contexte de réseau intégré de 
services [FQCRPAT, 2008]. This guide describes the main elements of withdrawal management 
(called detoxification in 2008) with respect to clinical approaches, evaluation, treatment and the 
organization and integration of withdrawal management services.  
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Summary of use of withdrawal management services in 2016–2017 

Analysis of the data from the clinical and administrative databanks indicates the following 

for 2016–2017: 

 2,877 people 18 years of age and older were admitted for a total of 3,307 stays in 

one of the 10 CISSS/CIUSSS with an ARC mission offering residential withdrawal 

management services. An average length of stay was 7.2 days. 

 411 people 18 years of age and older received outpatient withdrawal management 

services in one of the four CISSS/CIUSSS with an ARC mission offering withdrawal 

management services on an external basis. These people received a total of 

1,124 interventions, an average of 2.7 per person, each lasting an average of 39 

minutes.  

 4,571 visits were made to Québec emergency rooms due to alcohol withdrawal 

syndrome. Three-quarters of these visits were by men, and just over half were by 

people between 40 and 64 years of age.  

 3,233 people were hospitalized for withdrawal syndrome in Québec, for a total of 

3,862 stays. Three-quarters of these stays were by men, and just over half were by 

people between 40 and 64 years of age. Four out of every five hospital stays (82%) 

were for alcohol withdrawal, and the average length of stay for the province as a 

whole was 11.9 days.  

In addition, these data, together with the practice statements in the FQCRPAT guide 

[2008], highlighted certain practices that are more widespread and others that vary from 

one region to the next. Among the more widespread practices reported by institution 

representatives are the following: 

 Multidisciplinary teams which suggest a mixed-model approach (medical and 

psychosocial);  

 Interventional approaches based on motivation (motivational approach) and 

cognition and behaviour (cognitive-behavioural approach) as well as relapse 

prevention and harm reduction;  

 A hierarchical model of withdrawal severity (ASAM 2001) based on patient risk 

assessment;  

 Use of standardized clinical tools, such as the Niveau de désintoxication-évaluation 

médicale, (NiD-ÉM, a medical withdrawal level assessment tool), the Niveau de 

désintoxication-évaluation psychosociale (NiD-ÉP, a psychosocial withdrawal 

assessment tool), the Clinical Institute Withdrawal Assessment for Alcohol, Revised 

(CIWA-AR) and the Indice de gravité d’une toxicomanie (IGT). 
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Among the practices that are more variable from one region to the next, the institution 

representatives reported the following:  

 Intensive outpatient withdrawal management services (2-GS) in a minority of 

institutions with an ARC mission, but non-hospital residential withdrawal 

management services (3.2-GS or 3.7-GS) in most such institutions; 

 Inpatient planned withdrawal services for the highest severity level (4-GS) offered in 

a minority of institutions with an ARC mission;  

 Duration of withdrawal management based on withdrawal-symptoms-related criteria 

that vary from one region to the next;  

 Some institutions offer integrated withdrawal management and rehabilitation services 

while others offer integrated services with responsibilities shared between the 

institution and a private or community resource.  

Summary of most recent information 

To report on the most recent information in withdrawal management, the main 

recommendations in various practice guides and guidelines published in recent years 

were compiled. A total of 14 documents published between 2012 and 2017 were included 

in the compilation. Of these, three are from Canada, two from the United States, two from 

the United Kingdom, one from Germany, one from France, three from Australia/New 

Zealand and two from international organizations.  

The recommendations compiled report in particular on best approaches, the importance 

of personalizing interventions and the profile of clientele requiring withdrawal 

management services—specifically, pregnant women, people with mental health issues 

and the elderly. Other recommendations underline the importance of a multidimensional 

assessment using standardized tools while others look at treatment, including eligibility, 

levels of withdrawal management services, duration of such services and the nature of 

the interventions offered. Lastly, some recommendations concern service organization, 

including partnerships, service planning, transition after withdrawal and emergency 

protocols.  
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