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Inpatient Detoxification: Examining Factors Leading to Early Discharge 
 

Abstract 
This study aimed to explore the factors that contributed to patients’ failure to 
complete inpatient detoxification for drug and/or alcohol dependence. A review 
of case files at a 25-bedded detoxification unit in UK was undertaken. During a 
12-month period N = 503 patients accessed treatment. Treatment was 
predominantly offered to patients with alcohol-related problems (66%), patients 
with drug-related problems (22%) and patients with both drug and alcohol-
related problems (12%). The mean length of treatment was two weeks. Just over 
half of the sample had a previous criminal conviction, with 24% of all offences 
being for violence. From the total admissions n = 35 (7%) breached the unit rules 
and n = 48 (10%) left treatment early against medical advice. Patients who 
breached unit rules were typically undertaking drug detoxification, they had 
poorer pre-admission preparation, and they had poor engagement in the 
therapeutic programme. A high-risk time for breach was on the weekend, where 
the most commonly cited reason was illicit substance use. Patients who left 
treatment against medical advice typically had an admission for drug or 
drug/alcohol detoxification, lived closer to the unit, had previous criminal 
convictions and had lower treatment engagement.  
 

Introduction 
Substance addiction has direct harms for substance abusers, their families and 
wider society. The provision of detoxification is a cost-effective way of reducing 
this burden (Raistrick, Heather, & Godfrey, 2006). Where patients have complex 
presentations a hospital-based detoxification, as opposed to community-based 
one, is often advised. For example, inpatient detoxification is recommended for 
those who have physical health problems such as epilepsy, are malnourished, 
have a history of previous complicated withdrawals, psychiatric illness, multiple 
substance misuse, are at risk of suicide, or have had previous failed home 
(community-based) detoxifications (Clinical Guidelines on Drug Misuse and 
Dependence Update 2017 Independent Expert Working Group, 2017; Freyer-
Adam, Gaertner, Rumpf, John, & Hapke, 2010). It is estimated that the cost of 
inpatient detoxification is more than 20 times that of a community-based one 
(Gossop & Strang, 2000) and access to such services is limited (Best, O’Grady, 
Charalampous, & Gordon, 2005). 

 
Given the cost implications and limited access to inpatient detoxification, it is 
crucial to ensure that service users complete their treatment episode. Despite 
continuous improvements in treatment services, the rate of relapse post-
detoxification remains between 60-90% (Aguiar, Neto, Lambaz, Chick, & 
Ferrinho, 2012; Becker, 2008; Raistrick, 2006; Spada, Nuamah, Luty, & Nikcevic, 
2008). It is currently unclear how many individuals fail to complete hospital-
based detoxification or the factors that might be associated with treatment 
failure. Previous literature has identified that an individual’s cravings, 
motivation, and distress tolerance, and their ability to connect to staff along with 
the activity provision can all impact treatment completion rates in longer 
residential treatments (Daughters et al., 2005; Nordheim, Walderhaug, Alstadius, 
& Kern-Godal, 2016; Palmer, Murphy, Piselli, & Ball, 2009). Factors associated 



with early discharge from shorter, inpatient detoxification, has not been 
explored. The purpose of this report is to determine the various factors that are 
associated with patients who (a) breach the unit rules and are subsequently 
discharged from treatment and (b) choose to leave prior to treatment 
completion at a 25-bedded specialist detoxification unit in the United Kingdom. 
 

Methods 
A retrospective review of all case notes were accessed for the n = 503 patients 
who presented for inpatient detoxification from July 2013 to July 2014. Each case 
file was examined by hand, and a pre-determined checklist was used to identify 
the required information to be inputted onto a computerized database. Patient 
discharge outcomes were categorised as:  (a) “Planned” if patients successfully 
reached a predetermined treatment outcome and were discharged as planned; 
(b) “AMA” if patients discharged themselves prior to their pre-planned treatment 
targets and Against Medical Advice (AMA); and (c) “Breach” if patients breached 
the unit rules (e.g., they used illicit drugs or alcohol on the unit, they were violent 
or aggressive to others) and were discharged.  
 
A total of N = 503 service users attended treatment at the detoxification unit over 
a 12-month period. The sample comprised n = 341 males (68%) and n = 162 
females (32%).  The mean age of the sample was 43.5-years-old (sd = 9.7) and 
service users’ age ranged from 21- to 79-years-old.  The largest proportion of 
service users (66%) presented with primary alcohol-related problems, 22% with 
primary drug-related problems, and 12% with both alcohol- and drug-related 
problems.  The reason for referral in the majority of cases was for detoxification 
(97%), with a small proportion undertaking stabilization (2%) and an even 
smaller proportion undertaking a reduction in their prescribed medication(s) 
(1%).  For those with primary alcohol-related problems the expected length of 
stay was 12.0 days (SD = 4.0) with the actual length of stay at 11.4 days (SD = 
4.6); for those with primary drug-related problems the expected length of stay 
was 18.3 days (SD = 6.0) with the actual length of stay at 13.3 days (SD = 6.5); for 
those with both alcohol- and drug-related problems the expected length of stay 
was 18.7 days (SD = 7.4) with the actual length of stay at 14.2 days (SD = 8.2). 
 
A total of n = 410 (81%) service users had a planned discharge, n = 48 (10%) left 
Against Medical Advice (AMA) and n =35 (7%) were discharged for a breach of 
rules (breach). The treatment outcome of the other n = 10 (2%) service users 
comprised one death and some missing data.   
 

Results 
Numerous analyses such as chi-square tests of independence were conducted to 
determine which of the factors were related to treatment outcome. A number of 
these factors showed no significant relationships.  For example, it was suspected 
that a higher risk assessment score would be associated with a negative 
treatment outcome, yet no relationship was found in the data for self-neglect 
scores (X2(6, N = 484) = 4.78, p = .574) suicide scores (X2(6, N = 484) = 4.82, p = 
.777) and violence scores (X2(6, N = 484) = 12.44, p = .053). Treatment 
completion was not significantly associated with the number of previous 
detoxification episodes undertaken (X2(24, N = 440) = 29.66, p = .196).  



 
Evaluation of case files indicated that early discharge from the unit (Breach or 
AMA) was more likely in service users admitted for drug detoxification.  Patients 
admitted for drug detoxification accounted for 65.7% of all breaches and 43.8% 
of all discharges AMA; patients admitted for both drug and alcohol detoxification 
accounted for 22.9% of breaches and 33.3 % of all discharges AMA; patients 
admitted for alcohol detoxification only accounted for 11.4% of breaches and 
22.9 % of all discharges AMA. Those service users who were admitted for drug 
detoxification were significantly more likely to have an early discharge before 
treatment completion in comparison to service users admitted for alcohol 
detoxification only (X2(4, N = 433) = 82.12, p <.001). On average, 20.5% of drug 
users breached compared to 13.6% of drug and alcohol users and just 1.2% of 
alcohol users. This finding is consistent with Callaghan and Cunningham (2002), 
who reported that drug abusing service users were more likely to terminate 
their treatment earlier. The planned treatment completion rate was 94.5% for 
alcohol users, 57.6% for drug and alcohol users, and 58.0% for drug users (See 
Figure 1).  
 

[Insert Figure 1 Here] 
 
An additional variable of interest was the percentage of planned completion 
rates according to the distance patients resided from the hospital location. For 
example, it was shown that planned completion rates were lower for those 
patients who lived closer to the unit: Region 1 planned completion rates were 
66% compared to Region 2 (73.3%), Region 3 (77.6%), Region 4 (82.6%), Region 
5 (83.9%) and Region 6 (73.7%)1. The implication here is that living closer to the 
treatment unit was associated with poorer outcomes. 

 
Forensic history was also significantly associated with treatment outcome. If the 
discharge was planned, just under half (46%) of individuals had a previous 
conviction, however, three quarters or more of service users who breached 
(77%) or who left AMA (75%) had a previous criminal conviction. As shown in 
Figure 2 (below), service users who breached or who left AMA were significantly 
more likely to have a conviction than not (X2(2, N = 471) = 25.56, p <.001). This 
effect was found regardless of the service users’ substance category or 
psychiatric health. These convictions could be anything from a driving offence to 
violent behaviour. More specifically, though, service users who breached 
(37.1%) or left AMA (33.3%) were significantly more likely to have a previous 
conviction for violence compared to service users who had a planned discharge 
(21.2%) (X2(2, N = 470) = 7.33, p =.026). 
 

[Insert Figure 2 Here] 
 

                                                        
1 Note the unit is located within Region 1; Region 2 = 20 miles (32km) to the unit; 
Region 3 = 30 miles (48km) to the unit; Region 4 = 50 miles (80km) to the unit; 
Region 5 = 70 miles (112km) to the unit; & Region 6= 80 miles (128km) to the 
unit. 



Another variable associated with treatment outcome was pre-admission 
preparation. Significantly more people who had a planned discharge (i.e., 69%) 
or left who AMA (i.e., 61%) had pre-admission preparation compared to those 
who breached (e.g., with just 39% having received pre-admission preparation), 
(X2(2, N = 417) = 12.08, p =.002). It is unclear whether those who were most 
likely to breach were the people who refused to engage in pre-admission 
preparation or whether a lack of preparation contributed to breach; an 
additional plausible factor was some service users who had an emergency 
admission (with little or no time for pre-admission preparation) are more likely 
to breach. Thus, the profile of a person likely to breach unit rules is someone who 
refuses to participate from the start. This is supported by the group engagement 
of service users, with only 30% of service users who breached having good group 
engagement, in comparison to 47% of those who left AMA, and 87% of planned 
discharges (X2(4, N = 421) = 84.86, p <.001).  
 
The data further suggest that there are certain periods in the week where a 
discharge for a breach of rules is significantly higher. For example, 28% of AMA 
discharges were over the weekend, meaning it is no more likely that an 
individual will leave AMA over the weekend compared to a weekday, however, 
44% of breaches were over the weekend. This means service users were more 
likely to breach over the weekend than on a weekday. 
 
For service users who breached, the majority either used illicit substances or 
tested positive on a drug test during their stay:  34% of service users tested 
positive for illicit drugs, 26% had consumed alcohol, and 17% were suspected to 
have smoked cannabis. Other less common reasons for breach included 
aggressive behaviour towards staff (9%), and inappropriate behaviour such as 
forming relationships with other service users (11%). For service users who left 
AMA, there was a wider variety of reasons cited. These included family issues 
(25%), cravings and withdrawal symptoms (14%), being unhappy with their 
stay (12%), a breach of rules warning (10%), physical health issues (6%) and not 
feeling ‘ready’ (6%). No reason was provided for 20% of AMA. 
 

Discussion 
This report identified that the majority of service users successfully completed 
treatment (i.e., 81%), and this is particularly the case with those patients 
undergoing detoxification from alcohol (i.e., 94.5%). The profile of service users 
who left treatment early against medical advice were those who received drug- 
or drug/alcohol-related treatment, tended to live closer to the treatment centre, 
had previous criminal convictions and had lower levels of engagement in the 
therapeutic programme offered. It appeared that this combination of lack of 
engagement in the therapeutic programme and the ease of being able to return 
home were risk factors for early discharge. In contrast, fewer patients left against 
medical advice when travel to home involved a significant distance and 
considerable effort via public transport. Living locally to the treatment unit 
might also increase the availability and access to illicit substances from local 
connections, although this was not investigated in this report. 
 



The profile of service users who were discharged for breaching the unit rules 
were those who typically accessed treatment for drug detoxification, had a 
forensic history, had poor pre-admission preparation, and lacked any meaningful 
engagement in the psychosocial programme offered at the treatment setting. It 
also seemed clear that the weekend posed a risk to relapse, possibly because of 
cultural issues associated with the weekend (and previous use) but also as a 
consequence of reduced staff and activities. As weekends were associated with 
greater risk more diversionary activities might be necessary at these times.  
 
Pre-detoxification preparation is a central aspect of ensuring service users are 
fully prepared for treatment so they can gain the most from their treatment, and 
is recommended in the 2017 update of the Clinical Guidelines on Drug Misuse 
and Dependence.  Where poor engagement is a factor at the pre-admission stage 
of treatment, it is highly likely that service users will not engage in the broader 
treatment offered during their detoxification treatment. It is unclear whether 
those who were most likely to breach the unit rules were the people who refused 
to engage in pre-admission preparation or whether a lack of preparation 
contributed to breach.  
 
The lack of engagement in treatment that was associated with early discharge 
could be driven by the need of some service users to push against boundaries or 
societal rules. Future research exploring reasons for early discharge by 
qualitatively interviewing service users could provide potential explanations for 
the findings from this study. Conceivably, reducing early discharge by improving 
methods of engagement holds the greatest promise. 
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