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Abstract 

Purpose: The purpose of this study was to investigate the San Francisco Sobering Center, provides short-

term (4-12 hour) monitoring and nursing support for adults with acute alcohol intoxication. This study 

evaluated the programmatic outcomes, costs, and the population of individuals utilizing services.  

Background: Sobering centers have emerged as an alternative care site to emergency department and jail 

for those with acute intoxication. There are approximately 20 sobering programs nationally and more 

internationally; yet there has been limited formal evaluation of sobering center-based care compared to 

the emergency department for intoxicated individuals.   

Methods:  Two distinct studies were completed within this collective study.  The first analysis included 

users of the Sobering Center from July 2014 to June 2015. Continuous variables included age, length of 

homelessness, healthcare service utilization, and related costs. Categorical included ethnicity, housing 

status, homeless history, language, and gender. Lifetime health diagnoses were dichotomized as Yes/No 

utilizing the Elixhauser Comorbidity Index. We analyzed the data via analysis of variance, chi-square, 

and t-tests. The second analysis included a cross-sectional study examining the outcomes and costs of 

treating acute alcohol intoxication in a sobering center compared to the emergency department of a public 

hospital in San Francisco, California. All sobering center encounters from July 2010 to June 2014 were 

included for analysis. Subjects included from the San Francisco General Emergency Department from the 

same time period had: 1) a primary ICD-9 code related to acute alcohol intoxication adults; 2) visits 

lasting under 24 hours; 3) been discharged without admission or transfer to another healthcare facility; 

and 4) were aged 18 or older. 

Results: The population analysis investigated the 1,271 unduplicated clients utilizing services in a single 

year for total 3,452 encounters. The population was primarily male (82%) and ethnically diverse. 

Unduplicated clients were distributed into two groups: low users (n=1013, 1-2 visits) and high users 

(n=258, 3+ visits). As compared to low users, high users were older (49.6 vs. 43.1 years, p<0.001), had a 

100% a history of homelessness (vs. 72%, p<0.001); was more likely to be homeless during the last year 

(99 vs. 65%, p<0.001); and spent more time homelessness (9.1 vs. 5.7 years; p=0.000).  High users had 
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significantly higher rates of hypertension (41 vs. 19%), depression (64 vs. 33%), psychoses (46 vs. 21%), 

and drug abuse (63 vs. 33%) as compared to low users (p<0.001). In addition to sobering visits, utilization 

of ambulance (p=0.016) and ED (p<0.001) was significantly greater for the high users compared to low 

users. During the four-year period of analysis comparing the emergency department, there were 4,471 

unduplicated clients who had 17,296 encounters at the Sobering Center, and 2,731 unduplicated clients 

accounting for 4,618 primary alcohol intoxication-related encounters in the ED. In evaluating the 

Sobering Center outcomes, we found a vast majority of encounters were able to sober safely and 

discharge either to self or to another program. Less than 4% of Sobering Center visits resulted in a 

discharge via ambulance to a medical or psychiatric emergency department, while less than 1% required 

police intervention. Our cost analysis compared direct actual costs of the ED to the per-encounter costs 

for the Sobering Center and found the Sobering Center was significantly less costly ($274.00, SE 0.06; 

p<0.001) than the ED ($517.85, SE 6.83) for care of acute intoxication. 

Conclusions: Our analysis provides the first comprehensive look at the both the characteristics of the 

population using a sobering center and provided a comparative analysis to the emergency department. 

Our findings indicate the overall population, though heterogeneous, has substantial rates of homelessness, 

co-occurring diagnoses, and rates of system-wide utilization. High users as compared to low users had 

significantly greater prevalence of chronic disorders and homelessness. Sobering programs may be an 

important hub in which to connect with a medically and socially complex population. Our data suggest 

that a sobering center may be an appropriate, lower cost alternative to the emergency department in the 

care of the acutely intoxicated. Identifying funding sources for sobering programs, as an alternative to the 

emergency department, would be likely to save healthcare dollars. 
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Chapter 1 

Introduction 

Interest 

As a nurse with the San Francisco Department of Public Health since 2006, I saw almost 

immediately the impact of housing instability or homelessness, mental illness, and substance abuse on 

individual health.  I began looking into the system of care available to individuals living with one or more 

of these conditions, and found large populations of persons who had needs far exceeding the support 

systems in place. They had significant histories of trauma, childhood or intimate partner abuse, suffered 

from abject poverty, homelessness, severe substance use, and were largely disenfranchised from society at 

large. At the same time, I saw incredible resiliency in these same individuals. These were individuals 

who, despite the often-horrific challenges faced in the past and present, had survived. And in 

conversation, I found persons who in small and great ways were talented, considerate, caring, and 

hopeful. Much of the success in improving the lives of these individuals involved finding ways to engage 

with the clients, to quote a popular saying in public health: to “meet them where they are at”.  My goal 

became to find a way to increase my engagement with clients, leading to my work at the Medical Respite 

and Sobering Center.  

As a registered nurse of the Sobering Center for nine years, my fellow staff and I have been a part 

of the lives of thousands of clients. Although a small piece of a very large system, the San Francisco 

Sobering Center and its staff offer a compassionate, effective care setting for many of our most vulnerable 

citizens. Many of our efforts are aimed at connecting the often-disconnected system that our clients must 

navigate to obtain basic necessities such as shelter, health care, substance use treatment, clothing, and 

food. Through my nursing practice, I have seen many individuals succeed and achieve some measure of 

stabilization whether that was housing, sobriety, or achieving health-related goals. However, despite this I 

have also been witness to incredible suffering and death. Regardless of individual ability, the system in 

place could not provide enough support to prevent negative outcomes for this population. My research 

efforts are a direct result of the successes and challenges I have witnessed throughout my years as a 
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registered nurse, with the goal of influencing the system to provide the most effective, appropriate, and 

compassionate care to those we serve.  

Background 

Originating with the Uniform Alcoholism and Intoxication Treatment Act of 1971 (Vestal et al., 

1971), community-based strategies have been developed to provide supportive care sites for acutely 

intoxicated patients. These original programs from the early 1970’s in both the United States and Canada, 

called detoxication centers, were intended to support individuals during acute intoxication and then 

throughout the alcohol withdrawal and early treatment phases (Annis, 1979; Finn, 1985; Segal, 1989). 

These programs were initially established as an alternative to the criminal justice system. Programmatic 

transitions occurred over the decades to these original detoxication centers, transforming many of these 

single-site programs into one of two entities: sobering centers or detoxification programs. There are 

approximately two-dozen sobering programs in existence nationally (Warren, Smith-Bernardin, Jamieson, 

Zaller, & Liferidge, n.d.), and these current sobering centers are increasingly seen as an important 

alternative to emergency department care (Cornwall et al., 2012; Flower et al., 2010; Ross, Schullek, & 

Homan, 2013; Swain, Weaver, Gray, Bailey, & Palmer, 2013). The primary purpose of a sobering center 

is the short-term (<24 hour) sobering of clients acutely intoxicated on alcohol (Warren et al., n.d.). 

Sobering centers are not intended to be treatment facilities or rehabilitation for alcohol addiction. To date, 

there is little published research on the quality, safety, and cost effectiveness of sobering centers as an 

alternative care model for acute alcohol intoxication.  

Many original forms of the “sobering centers” currently operating in North America essentially 

emerged from efforts in the late-1960’s and early-1970’s to decriminalize public alcohol intoxication. 

During this period, there was an ongoing debate as to the appropriate applicability of either the ‘medical 

model’ or the ‘criminal/legal model’ for responding to public intoxication (Fagan & Mauss, 1978). The 

debate often originated in the particular view of alcohol abuse that should be considered, and whether the 

individual with chronic public intoxication was diseased in the physical or moral sense.  

“Both illness ("sick role") and deviance represent failures in role performance. The main 
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difference between the two is in the societal response: where the incapacity in role performance is 

regarded as illegitimate and voluntary, it is defined as deviance, but where that incapacity is 

regarded as legitimate and involuntary, it is defined as illness. To the extent that the illness 

definition prevails, social control will be delegated to the medical profession, and "treatment" will 

follow a medical model. Otherwise, the deviance definition will determine the societal response, 

and social control will be turned over to the justice system, in accordance with a legal or criminal 

model” (Fagan & Mauss, 1978), p233.  

By the mid-20th century, the medical and public health community had successfully advocated the 

“disease model” of alcoholism, depicting alcoholism as a progressive, addictive disease which, if not 

corrected, would become fatal (Jellinek, 1960). With this disease identified, the medical model was the 

recommended care response for those with chronic alcoholism (Crown & Freeman, 1994; Fagan & 

Mauss, 1978; Jellinek, 1960).   

Prior to and during this time, the criminal justice response to public alcohol intoxication was so 

pervasive that nearly one in three arrests in 1964 nationwide – over 1.5 million arrests in total - were for 

the crime of “public drunkenness” (Hoover, 1965; Justice, 1967; Stern, 1967).  The influence of alcohol 

in Canada was similar, with more than 20% of all non-traffic arrests related to acute intoxication (Annis, 

1979). Prior to this time, ‘drunk tanks’ within the jail were the primary disposition for anyone with public 

intoxication. Reportedly in existence since the early 1900’s, drunk tanks provided a location, typically in 

an unmonitored jail cell, for alcohol intoxicated individuals to sober up (Mosher, 1949). Similar types of 

programs were reportedly also started in the beginning of the 20th century in Eastern Europe (Annis & 

Smart, 1975), to provide care in the acute intoxication stage. These drunk tanks were largely regarded as 

inhumane and often resulted in negative outcomes including death and suicide, and had become 

synonymous with the ‘revolving door’ of arrest-jail-court-release-re-arrest, that neither treated nor 

reduced rates of public intoxication (Annis, 1979; Fagan & Mauss, 1978; Finn, 1985; Mosher, 1949). No 

other system had been formerly established which provided services to those with chronic public 

intoxication beyond repeated arrests and incarceration (McCarty, Argeriou, & Mulligan, n.d.).  
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A number of occurrences in the 1960’s brought the conversation regarding the care for those with 

chronic public intoxication to national discourse. Three lawsuits created significant changes to the legal 

status of those with chronic alcoholism, in particular those homeless with a history of public intoxication. 

First, Easter versus District of Columbia (decided April 29, 1965) focused on the idea that intoxication 

was an involuntary act resulting from alcohol addiction, and thus public intoxication by an individual 

with alcohol addiction could not be prosecuted.  The courts upon appeal agreed that public intoxication 

was the direct, involuntary result of alcohol addiction, and found that local law in the District of 

Columbia could not convict individuals for involuntary acts (Kurtz & Regier, 1975; McCarty et al., n.d.). 

Second, Driver vs Hinnant in North Carolina (decided January 22, 1966) argued whether public 

intoxication could be a criminal offense based on the emerging knowledge that alcohol addiction was a 

disease, with intoxication again the necessary involuntary response to this condition. Additionally, the 

courts argued whether this conviction was then in violation of cruel and unusual punishment as prohibited 

in the Eighth Amendment (Kurtz & Regier, 1975). The United States Court of Appeals Fourth Circuit 

found that alcohol intoxication could not be ruled a criminal offense in individuals with alcohol addiction, 

but did allow the involuntary detention of an individual for rehabilitation or treatment (McCarty et al., 

n.d.).   

Last, and most significantly, Powell vs. Texas (decided June 17, 1968) argued another case of 

cruel and unusual punishment, by criminalizing public intoxication in violation of the Eighth 

Amendment. In this case, the court determined there was no violation of the Eighth Amendment as the 

defendant in question was not homeless (McCarty et al., n.d.). However, the Supreme Court Justices did 

hold “that a) alcoholism is a disease, b) chronic inebriation is an involuntary consequence of alcoholism, 

c) homeless alcoholics are unable to limit their drinking to private places, and, therefore, d) homeless 

public inebriates cannot be convicted of public intoxication” (McCarty et al., n.d.), p26. An important 

consideration of this edict is the focus on those with chronic alcohol intoxication, primarily individuals 

who were homeless and frequently being processed through the criminal justice system. The focus of this 

action was not necessarily inclusive of all individuals with public intoxication or alcohol abuse, and this 
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effectively opened the United States to drastically alter the future for individuals with chronic alcohol 

addiction.  

During this time of litigation, federal legislation was being passed through Congress in 

anticipation of a changing dialogue on alcohol addiction. First, the Alcohol Rehabilitation Act of 1968 

solidified the ongoing national conversation about alcohol as a disorder by declaring: the “handling of 

chronic alcoholics within the system of criminal justice perpetuates and aggravates the broad problem of 

alcoholism whereas treating it as a health problem permits early detection and prevention of alcoholism 

and effective treatment and rehabilitation, relieves police and other law enforcement agencies of an 

inappropriate burden that impedes their important work, and better serves the interest of the public” 

(Vestal et al., 1971), p4. Three further acts solidified the role of the public health system in the care for 

those with chronic alcohol addiction. In 1970, President Richard Nixon signed into law the 

Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act of 1970 

(known as the ‘Hughes Act’).  This act expanded the language of the Alcohol Rehabilitation Act and, 

most importantly, established the National Institute on Alcohol Abuse and Alcoholism (McCarty et al., 

n.d.). Shortly after, the President’s Commission on Law Enforcement and Administration of Justice 

recommended both that public drunkenness no longer be considered a criminal offense and that 

communities establish services in order to engage with these publically intoxicated individuals (Daggett 

& Rolde, 1977; Justice, 1967).   

The comprehensive result of these ongoing dialogues came in 1971 as the Uniform Alcoholism 

and Intoxication Treatment Act (“Uniform Act”) was announced by National Conference of 

Commissioners on Uniform State Laws (Fagan & Mauss, 1978; Pisani, 1977; Ritvo & Causey, 2008; 

Vestal et al., 1971). The Uniform Act essentially provided a framework and legislation to assist individual 

states in modifying their management of chronic alcohol intoxication, moving this management from the 

criminal justice system to the healthcare system. The Uniform Alcoholism and Intoxication Treatment 

Act was recommended as a model for enactment in all 50 states. Over the next decade, 34 states 

implemented the majority of legislation as detailed in the Uniform Act (Finn, 1985). Lastly, the 



	  

 

6 

Comprehensive Act Amendments in 1974 released federal funds to local and state entities in order to 

effectively transition from the criminal justice focus of public intoxication and establish medically-based 

alcohol treatment programs (Annis, 1979).  

Of note, none of these measures decriminalized public alcohol intoxication on a countrywide 

level. They did however establish common language and recommend a transition from the criminal 

justice model to the medical model for management of public intoxication. The Uniform Act is not 

tantamount to decriminalization as an overall movement. “The Uniform Act is merely one approach – 

albeit the single most visible and perhaps consistently applied approach in the U.S. – to achieving many 

of the goals of decriminalization” (Finn, 1985), p8. Not every state, county or municipality in the United 

States chose to decriminalize public alcohol intoxication, nor were they required to. Rather, many did 

establish options for the disposition of the intoxicated, in addition to or instead of immediate jail time for 

sobering-up.  

At the same time as the United States debates, Canada was also focusing on the treatment and 

management of those with public intoxication. The Task Force Report on Detoxication Planning of 1969 

in Ontario Canada (Annis & Smart, 1975) provided recommendations for the non-criminalized 

management of chronic public alcoholics. With these recommendations, Canada amended the Liquor 

Control Act in 1971 (Ogborne, Adrian, Newton-Taylor, & Williams, 1991) to give police officers an 

option whether to charge or not charge the public inebriate. Similar to the United States, Canada also did 

not declare the decriminalization of public intoxication on a national level; rather, they likewise opened 

disposition options for the police to utilize. Both the United States and Canadian governments established 

similar legislation that supported local municipalities in the creation and operation of detoxication centers, 

which will be discussed in the next section.  

Transition from Criminal Justice to Medical Model Detoxication 

Almost immediately, these legislative actions and policies brought about substantial change in the 

handling of individuals with public alcohol intoxication. As indicated in the Uniform Act, “It is the policy 

of this (state or other jurisdiction) that alcoholics and intoxicated persons may not be subjected to 
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criminal prosecution because of their consumption of alcoholic beverages but rather should be afforded a 

continuum of treatment in order that they may lead normal lives as productive members of society” 

(Vestal et al., 1971), p6. Particularly with the newly legislated health focus on alcoholism as a disease, the 

goal for those with chronic intoxication was now treatment and cure. The leading ‘cure’ truly accepted by 

the health care community in the United States at the time was abstinence (Decker, McCormill, Lowe, & 

Elliott, 2003), thus the focus was essentially upon detoxifying individuals from alcohol and starting a 

period of abstinence. States who implemented the major provisions of the Uniform Act were required to 

establish a medical model approach to chronic public intoxication and alcohol treatment in general (Finn, 

1985).  

Detoxication centers manifested in the wake of this changing policy as the alternative to the 

criminal justice ‘drunk tanks’, and are the earliest manifestations of today’s sobering centers. Some of the 

earliest and most well-known programs in the United States were the Alcohol Receiving Center in 

Minneapolis MN (Aaronson, Dienes, & Musheno, 1978), the Detoxification and Diagnostic Evaluation 

Center in St Louis (Finn, 1985), the Manhattan Bowery Project in New York (Vera Institute of Justice, 

1972), the Detoxification Center in Washington DC (Finn, 1985), and the King County detoxification 

center in Seattle WA (Fagan & Mauss, 1978). Toronto Ontario in Canada was an early adopter of the 

detoxication center, advocating centers be established in every district with greater than 1000 public 

intoxication arrests annually (Annis & Smart, 1975; Annis, Giesbrecht, Ogborne, & Smart, 1976). Of 

note, detoxication centers were not exclusive to North America. ‘Sobering-up centres’ were beginning to 

appear in Australia, based on decriminalization efforts and to improve outcomes for aboriginal 

populations. Research on these reported programs are not identified in this literature review, though one 

recent study regarding an Australian sobering-up centre will be detailed later in Chapter 2 (Brady, 

Nicholls, Henderson, & Byrne, 2006). 

Language 

We must first clarify the differences and similarities between detoxication, detoxification, and 

sobering centers. Based on the literature review and noted historical documents from the 
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decriminalization efforts of the United States and Canada, the phrases ‘detoxication’ and ‘detoxification’ 

are often used interchangeably. Both detoxication and detoxification centers aim at removing the toxin of 

alcohol from the individual body to in essence render the individual with alcohol intoxication more stable 

and less a danger to themselves or others (Finn, 1985). One reason behind the transition from the criminal 

justice system to the public health focus for treatment of public alcohol intoxication was to both provide 

safe, consistent care to individuals ceasing alcohol consumption (Aaronson et al., 1978; Annis & Smart, 

1975; Finn, 1985) and provide a door in which to access treatment services for the cessation of alcohol. 

This new approach was considered to have both a short (2-12 hours) and a longer-term (1-20 days) 

segment of care.  

The two segments of detoxication are appropriately defined by the intention and risk paramount 

to each time period. The early focus of detoxication is the period during acute intoxication, typically from 

the last consumption of alcohol until a few (2-12) hours after cessation of alcohol intake. Risks inherent 

during acute alcohol intoxication include: aspiration, suffocation, becoming a victim or perpetrator of 

violence, hypothermia, falls and trauma, and other risks associated with altered mental status. The focus 

during this time is monitoring of and protection from the aforementioned risks. The second segment of 

detoxication focuses on both the continued detoxification of alcohol and potential physical withdrawal, 

and then initiation of rehabilitation efforts. A risk of ceasing alcohol intake after a prolonged period of 

consumption is alcohol withdrawal, a combination of mental and physical changes due to the sudden 

cessation of alcohol intake (Phillips, Haycock, & Boyle, 2006; World Health Organization, 2007). 

Alcohol withdrawal may include: mild to full-body tremors; headache; nausea and/or vomiting; anxiety 

and/or agitation; visual, auditory, or tactile hallucinations; and tonic-clonic seizures. The most severe 

form of alcohol withdrawal, known as delirium tremens or DTs, consists of acute nervous system changes 

and sympathetic system overload resulting in hallucinations, seizures, tachycardia, and/or diaphoresis 

(Phillips et al., 2006). This is largely due to the neurobiological adjustment to the consistent presence of 

alcohol – a depressant – in the brain (Schacht et al., 2011). With the sudden removal of this depressant 

substance, the brain essentially goes into a state of hyperactivity.  As part of this process, detoxification is 
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aimed at managing the signs and symptoms of alcohol withdrawal that range from mild to severe, even 

fatal.  

The chapters that follow distinguish between detoxication and detoxification.  Detoxication will 

be utilized when referring to the original programs established in the years post-decriminalization as a 

direct diversion from the criminal justice system for care during the acute intoxication phase (2-12 hours) 

and through alcohol withdrawal (6 hours to 21 days). There is a slight overlap in time for when acute 

intoxication transitions to alcohol withdrawal, which is largely a factor of the individual drinker. 

Detoxication centers were typically established as non-hospital facilities providing general oversight for 

individual and group safety during the acute intoxication phase (Annis et al., 1976). They were viewed 

“as the point of entry into a continuum of health care services that will ultimately achieve these goals [of 

rehabilitation, convalescence, and return to community]” (Finn, 1985) p8.  The language after the early 

1970’s split to indicate the historical separation of detoxication programs into the two distinct entities in 

practice today: “sobering centers” and “detoxification”.  Distinct from detoxification, sobering centers are 

not intended to be a treatment modality in and of itself. Rather, sobering centers aim to sober individuals 

from the unstable and possibly dangerous acute intoxication without handling alcohol withdrawal or 

treatment services. Detoxification will indicate stays longer than a few hours, with the goal of cessation of 

alcohol intake and detoxifying the body from alcohol completely over a period of days, then ideally 

transitioning the individual to alcohol rehabilitation programs. This is primarily how this word is used 

today in discussing alcohol rehabilitation and treatment. This research will not delve into the practice and 

management during detoxification. Rather discussions regarding detoxication and sobering centers will 

focus primarily on the immediate stabilization of acute alcohol intoxication.  

Specific Aims 

The purpose of this study is to evaluate the Sobering Center on cost, safety, and effectiveness and 

to compare these metrics, where feasible, to acute alcohol intoxication care delivery in the San Francisco 

General Hospital emergency department setting.   
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The key research questions for this dissertation are: What is the role of sobering centers in the 

care of individuals with acute alcohol intoxication?  And, Compared to hospital emergency 

department care, is a sobering center a safe, lower cost alternative setting for the provision of care 

to individuals with acute alcohol intoxication? I hypothesize that a sobering center environment will 

provide sobering for acute alcohol intoxication at a lower cost than emergency department care as 

measured by a) ability of sobering center to safely sober individuals from intoxication with b) lower direct 

costs during patient visits. The study evaluates individual and programmatic-level data to address these 

specific aims:  

Aim 1. Describe the operational components, policies, and key features of the care environment 

for the San Francisco Sobering Center and the population of individuals served.  The first part of 

Aim 1 is detailed within all chapters of the dissertation. Chapter 2 details extensively the function of 

sobering facilities, both domestic and international, including published research related to 

programmatic operations. Chapters 3 and 4 offering short descriptions of the care environment and key 

features specific to the theme of the respective paper.  The latter part of Aim 1 is answered primarily in 

Chapter 3, which offers an extensive analysis of the clients served within a one-year period at the San 

Francisco Sobering Center.  Chapter 4 describes the basic demographics of the Sobering Center 

population in direct comparison to those cared for in the Emergency Department.  

Aim 2: Evaluate the ability of the San Francisco Sobering Center to safely care for acutely 

intoxicated patients by evaluating encounter-level dispositions. This Aim is discussed primarily in 

Chapter 4, with detailed breakdown of disposition outcomes from the Sobering Center. Types of 

admission to the Sobering Center and discharge destinations are specified.  

Aim 3: Estimate the costs of the San Francisco Sobering Center as compared with the San 

Francisco General Hospital (SFGH) Emergency Department (ED) in providing care for the 

sobering of individuals acutely intoxicated on alcohol.  I answer Aim 3 in Chapter 4 utilizing 

individual-level encounter data including client demographics, total costs, and recidivism from both 

the Sobering Center and SFGH ED. The related study examines costs and outcomes of the Sobering 
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Center; costs are then evaluated in comparison to costs of care for acute alcohol intoxication in the 

Emergency Department. 

Conceptual Framework  

The Gelberg-Andersen Behavioral Model for Vulnerable Populations informs these research 

efforts (Stein, Andersen, & Gelberg, 2007). This model is adapted from the Andersen behavioral model of 

predisposing and needs components (1968), a framework previously applied in hundreds of articles 

investigating the utilization of health care services identified in systematic review (Babitsch, Gohl, & 

Lengerke, 2012). This adapted framework evaluates predisposing and enabling variables pertinent to 

homeless individuals in predicting use of health care services (Gelberg, Andersen, & Leake, 2000; Stein 

et al., 2007). Current literature indicate that homeless individuals have disproportionately high rates of 

emergency department utilization (Chambers et al., 2013; Hwang & Henderson, 2010; McCormack et al., 

2013; Srebnik, Connor, & Sylla, 2013), and earlier evaluation of Sobering Center clients indicate that 

upwards of 75% of clients annually are currently without homes (Smith-Bernardin & Schneidermann, 

2012). The purpose of the Behavioral Health Model, both the original and that for vulnerable populations, 

is to help identify challenges particular to this group in both health seeking behaviors and the access of 

healthcare services. The model can also inform the specific needs of this population to achieve and 

maintain health and wellness. This dissertation consists of three papers (Chapters 2, 3, 4) which each 

focus on a select aspect of sobering center care and operation.  

Chapter 2: Role of Sobering Centers in the Care for Acute Alcohol Intoxication  

The purpose of this research is to describe the history of sobering facilities as an alternative care 

site for individuals with acute alcohol intoxication, and argue for their expansion to impact both the 

emergency medical system and the stabilization of those with chronic public intoxication. In a historical 

view of public alcohol intoxication, the first paper describes the creation of sobering facility as a care 

alternative first to the criminal justice system and more recently to the emergency department. Through 

efforts to ‘medicalize’ the treatment of alcohol use disorders in the late-1960’s, efforts were seen both 

domestically and internationally to both provide alternatives to the criminal justice system and engage 
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with individuals who were frequently intoxicated in public. I argue that the initial goals of sobering-like 

facilities, originally referred to as ‘detoxication’ centers, go beyond the reasonable expectations for 

programs which engage with acutely intoxicated individuals. In these initial and historical studies, the 

outcomes measured were very broad and many examined correlational data for community-wide 

incidences of intoxication and arrest.  As will be seen, despite these initial detoxication centers providing 

a door into recovery, their outcomes did not show that these programs were linking individuals to long-

term treatment and recovery at any significant level. Likewise, the recidivism rates also demonstrate that, 

rather than decreasing individual use post-detoxication, there was no noticeable decrease and even a 

possible increase in repeat incidences of public intoxication.  

This first paper then discusses modern sobering efforts, with a notable distinction – this research 

has increased focus on sobering programs as an alternative to the emergency department. With this, 

emerging research has begun to focus on the emergency ambulance system and the role of emergency 

medical technicians and paramedics in assessing acute intoxication. Despite a general lack of 

comprehensive outcome data after both criminal justice and emergency department diversion, the role of 

these programs in sobering individuals from acute intoxication is very promising. There are decades of 

operation documented, with thousands of persons cared for at these facilities. Through my discussion, I 

look again at the initial role of detoxication to impact rates of community-level public alcohol 

intoxication and argue that this is not a reasonable expectation for sobering care facilities. Likewise, I 

develop a call to both expand additional programs to provide emergency-level diversion and offer a 

comprehensive care environment which can engage with the most frequent users.   

Chapter 3: The Population Utilization a Sobering Center for Acute Alcohol Intoxication  

The second paper discusses new findings from the San Francisco Sobering Center, a nurse-led 

program that is the only known sobering program in the United States to admit clients directly from the 

911 emergency ambulance system. Analyzing comprehensive demographic and public health utilization 

data, I investigate the population cared for within the sobering environment. This paper offers one of the 

first and the most comprehensive view of persons with acute alcohol intoxication cared for at an urban 



	  

 

13 

sobering center. I begin by describing the unduplicated clients and total encounters seen at the sobering 

center during the study. Then, we investigate a single year of operation with a more detailed analysis of 

the unduplicated clients seen during this one-year time. Considering dissertation aims 1 and 2, goals for 

this paper are to develop an understanding of the population, including basic demographics, housing and 

homeless history, medical and psychiatric diagnosis history, and the utilization of other public health 

urgent/ emergent services. During analysis, we find there are significant differences between those who 

are low users (1-2 visits) of the sobering center and those who visit three or more times. Through 

descriptive analysis and logistic regression, this paper evaluates these differences and discusses the public 

health implications of our findings.  

Chapter 4: Evaluation and Comparative Cost Analysis of the San Francisco Sobering Center as an 

Alternative Care Setting to the Emergency Department for Individuals with Acute Alcohol Intoxication  

This dissertation work culminates with a cost analysis, comparing costs between the sobering 

center and the emergency department settings in care for acute alcohol intoxication. The objectives of this 

chapter are to evaluate the costs of a sobering center, and compare the metrics where feasible to the 

emergency department setting for the care of acute alcohol intoxication. Significantly, this is the only 

known cost comparative analysis between a stand-alone sobering center and the emergency department. 

This investigation compares four years of encounter level data for both facilities, with analysis primarily 

looking at basic demographics and actual per-visit total costs. As will be seen in our investigation, the 

data suggest that a sobering facility can be a safe, cost effective alternative to the emergency department 

for those with acute alcohol intoxication. Through analyzing sobering center visit outcomes and 

disposition, this study also offers evidence of the ability of sobering nursing staff to successfully monitor 

patients within a sobering program. Combined with existing research, this study offers additional 

evidence of the ability of ambulance personnel to appropriately triage intoxicated individuals into a 

sobering setting.  

Chapter 5: Discussion  
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This dissertation concludes with a discussion on our findings, how this work intersects with the 

larger body of knowledge, and related policy implications.  The policy implications of this research are 

substantial.  Findings suggest a sobering center may be an appropriate, lower cost alternative to the 

emergency department in the care of the acutely intoxicated. Considering the impact of acute intoxication 

in emergency departments across the country, efforts to divert non-emergent individuals from EDs 

promises to directly reduce ED overcrowding. Importantly, a sobering facility may be an ideal facility in 

which to comprehensively engage with individuals with chronic public intoxication, providing evaluation 

for and access to stabilizing services. An in-depth discussion and policy implications are discussed in 

detail in Chapter 5.  
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Chapter 2 

The role of sobering facilities in treating acute alcohol intoxication 

Introduction 

In many regions throughout the world, “sobering” facilities have been developed as an alternative 

care site to the criminal justice system and emergency departments for adults with acute alcohol 

intoxication. Internationally, there are dozens of programs established or in development. Although many 

regions are struggling with the impact of public intoxication and considering development of sobering 

facilities, there are enduring debates regarding the safety and effectiveness of these programs.  

We argue the needed role of sobering programs in the immediate and long-term care of those with 

acute alcohol intoxication.  The purpose of this critical review is to establish the critical support sobering 

programs can offer in relieving emergency service and criminal justice systems as an alternative site 

providing less costly, compassionate, substance abuse focused care for those with acute alcohol 

intoxication. As a majority of sobering programs do not yet provide direct relief to emergency 

departments, a case will be made to expand the operational capability of sobering facilities to accept 

clients from ambulance services, providing a direct diversion of the ED. Second, due to repeated contact 

with homeless individuals with alcohol intoxication and alcohol use disorders (Smith-Bernardin, 

Chapman, Max, & Carrico, 2016b), sobering programs can play an influential role in connecting 

individuals without homes to services appropriate to their recovery or stabilization. Lastly, we will 

discuss the role of sobering programs in the larger systems of care, connecting individuals both to 

interventions or settings supporting treatment and abstinence and to those offering harm reduction and 

stabilization without the goal of sobriety.  

Problem 

The occurrence of public intoxication brings a number of harms, which may or may not result in 

emergency service or criminal justice response.  In addition to conditions related to the chronic 

consumption of alcohol (Rehm et al., 2009; Room, Babor, & Rehm, 2005; World Health Organization, 

2007), this high risk drinking can lead to exposure-related harms including hypothermia or death 
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(Corporation for Supportive Housing, 2010), victimization including physical or sexual assault (Pate, 

2012), poisoning, withdrawal, and intentional or unintentional injury (Cherpitel, 2006; World Health 

Organization, 2014). Importantly, alcohol intoxication can present similar to a critical medical emergency 

(such as stroke or diabetic crisis) or mask other conditions (such as head injury or suicide attempt). These 

realities make the assessment and diagnosis of alcohol intoxication difficult, as even if an individual is 

intoxicated, there may be other underlying medical or psychiatric conditions.  

Studies continue to find that alcohol intoxication places a substantial burden on emergency 

departments both domestically and internationally (Benger & Carter, 2008; Charalambous, 2002; 

Cherpitel, 2007; Cherpitel & Ye, 2012; Indig, Copeland, Conigrave, & Rotenko, 2008; Mandelberg, 

Kuhn, & Kohn, 2000; Pirmohamed et al., 2000; Pletcher, Maselli, & Gonzales, 2004; Shy & Hoffman, 

2012), with a cost estimate for cases of uncomplicated alcohol intoxication reaching over $900 million 

annually within the United States alone (Pletcher et al., 2004). Multi-site research consistently finds 

alcohol intoxication precedes on average over 20% of all injuries seen worldwide (Cherpitel, 2007; World 

Health Organization. Dept. of InjuriesWorld Health Organization. Dept. of Mental Health, 2007). Yet, 

those with only alcohol intoxication and no other immediate medical need often do not require the 

comprehensive services found in the emergency department. Identifying alternatives for these individuals 

with uncomplicated alcohol intoxication can be critical to reducing emergency department burden and 

providing needed services to these individuals.   

Sobering programs offer a unique platform in which to engage with acutely intoxicated 

individuals. For those with infrequent encounters, such as drinkers consuming at local establishments or 

large-scale events, a visit within a sobering facility offers engagement with staff specially trained in 

substance use disorders.  These staff can initiate alcohol use disorder screening and referrals to treatment 

as appropriate. Those with chronic alcohol intoxication can be connected with comprehensive 

interventions aimed at harm prevention and treatment access in the long-term stabilization of these 

individuals. 
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Background 

Many original forms of the “sobering centers” currently operating in North America essentially 

emerged from efforts in the late-1960s and early-1970s to decriminalize public alcohol intoxication. Prior 

to and during this time, the criminal justice response to public alcohol intoxication was so pervasive that 

nearly one in three arrests in 1964 nationwide were for the crime of “public drunkenness” (Hoover, 1965; 

Justice, 1967; Stern, 1967). Prior to this time, ‘drunk tanks’ within the jail were the primary disposition 

for anyone with public intoxication. Reportedly in existence since the early 1900’s, drunk tanks provided 

a location, typically in an unmonitored cell, for individuals intoxicated on alcohol to sober up (Mosher, 

1949). These drunk tanks were largely regarded as inhumane and often resulted in negative outcomes 

including death and suicide. Their use had become synonymous with the ‘revolving door’ of arrest-jail-

court-release-rearrest, that neither treated nor reduced rates of public intoxication (Annis, 1979; Fagan & 

Mauss, 1978; Finn, 1985; Mosher, 1949). Prior to the resulting drunk tanks, no other system had been 

formerly established which provided services to those with chronic public intoxication beyond repeated 

arrests and incarceration (McCarty, Argeriou, & Mulligan, n.d.).  

During this period, there was an ongoing debate as to the applicability of either the ‘medical 

model’ or the ‘criminal/legal model’ for responding to public intoxication (Fagan & Mauss, 1978). By the 

mid-20th century, the medical and public health community had successfully advocated the “disease 

model” of alcoholism, depicting alcoholism as a progressive, addictive disease with fatal consequences 

(Jellinek, 1960). With this disease identified, the medical model was the recommended care response for 

those with chronic alcoholism (Crown & Freeman, 1994; Fagan & Mauss, 1978; Jellinek, 1960).  The 

leading ‘cure’ truly accepted by the health care community in the United States at the time was abstinence 

(Decker, McCormill, Lowe, & Elliott, 2003); thus, the focus was essentially upon detoxifying individuals 

from alcohol and starting a period of abstinence. In response to these efforts, many municipalities 

established options for the disposition of the intoxicated, in addition to or instead of immediate jail time 

for sobering-up. Beginning in the early 1970’s, programs aimed at the care for those with public 

intoxication – detoxication centers – began operation (Finn, 1985).  



 20 

From Detoxication to Sobering and Detoxification  

Detoxication is not a word common today in substance abuse language. It is important to first 

clarify the differences and similarities between detoxication, detoxification, and sobering facilities. The 

phrases ‘detoxication’ and ‘detoxification’ have often been used interchangeably. Both detoxication and 

detoxification centers aim at removing the toxin of alcohol from the individual body, rendering the 

individual with alcohol intoxication more stable and less a danger to themselves or others (Finn, 1985). 

Detoxication centers were typically established as non-hospital facilities providing general oversight for 

individual and group safety during both acute intoxication and early recovery (Annis, Giesbrecht, 

Ogborne, & Smart, 1976). Essentially, the early phase of detoxication is the role of the modern sobering 

program with care during the acute intoxication phase (2-12 hours). The second segment of detoxication 

is what the modern detoxification program accomplishes in caring for those throughout alcohol 

withdrawal (6 hours to 21 days), including the goal of transition to longer-term rehabilitation. Distinct 

from detoxification, sobering facilities are not intended to be a treatment modality in and of itself. Rather, 

sobering centers aim to sober individuals from the unstable and possibly dangerous acute intoxication 

without providing alcohol withdrawal treatment or providing direct treatment services.  

Historical Literature: Detoxication Centers 

Detoxication centers manifested in the wake of this changing policy environment as the 

alternative to the criminal justice ‘drunk tanks’, and are the earliest manifestations of today’s sobering 

centers (Table 1). Table 1 includes a summary of early research on the initial detoxication interventions. 

Studies and reports of some of the earliest and most well-known detoxication programs in the United 

States were conducted at the Alcohol Receiving Center in Minneapolis Minnesota (Aaronson, Dienes, & 

Musheno, 1978), the Detoxification and Diagnostic Evaluation Center in St Louis (Finn, 1985), the 

Manhattan Bowery Project in New York (Vera Institute of Justice, 1969), the Detoxification Center in 

Washington DC (Finn, 1985), and the King County detoxification center in Seattle Washington (Fagan & 

Mauss, 1978). Of note, detoxication centers were not exclusive to the United States. Toronto Ontario in 

Canada was an early adopter of the detoxication center, advocating centers be established in every district 
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with greater than 1000 public intoxication arrests annually (Annis et al., 1976). ‘Sobering-up centres’ 

were beginning to appear in Australia, based on decriminalization efforts and to improve outcomes for 

aboriginal populations (Brady, Nicholls, Henderson, & Byrne, 2006).  

Overall goals for detoxication efforts included reducing the criminal justice arrest-release-repeat 

cycle, providing medically-based care for alcohol addiction, and stabilizing those with alcohol use 

disorders who were homeless (Finn, 1985). In evaluation of these goals, the data show conflicting results. 

Looking at criminal justice interactions, the Manhattan Bowery admitted an equivalent number of 

individuals to detoxication as the reported arrests pre-decriminalization (Vera Institute of Justice, 1969). 

Meanwhile, other cities (Minneapolis MN, Washington DC, and Toronto Canada) noted notably fewer 

individuals being brought to detoxication centers as compared to the number of alcohol-related arrests 

previously (Aaronson et al., 1978; Fagan & Mauss, 1978; Ogborne, Adrian, Newton-Taylor, & Williams, 

1991). Thus, the detoxication center was utilized but not on par to the arrest rates pre-decriminalization.  

Many detoxication centers accepted clients both from the police and from other parties. Though 

certain centers primarily cared for the chronic intoxicant who had frequent interaction with police 

(Aaronson et al., 1978; Fagan & Mauss, 1978), many other cities had detoxication programs that focused 

more on individuals not previously handled in the criminal justice system (Aaronson et al., 1978; Annis et 

al., 1976; Daggett & Rolde, 1977). Overall, reports found officers referred only a small percentage (8-

20%) of individuals admitted to detoxication centers, with a majority of intakes coming from other 

agencies or as walk-in clients (Annis, 1979; Daggett & Rolde, 1977; Fagan & Mauss, 1978). These latter 

findings indicate a discrepancy between one intention of detoxication centers being a primary receiving 

facility for the criminal justice system and the reality of clients being largely referred from other sources.  

A question is what happened to the large numbers of previous arrestees? Some cities saw an 

increase in alternative charges or holds via the criminal justice system such as disorderly conduct, 

vagrancy or protective custody (Aaronson et al., 1978; Daggett & Rolde, 1977). This resulted in 

individuals continuing to be handled by the criminal justice system, but under alternative holds. Relatedly, 

a qualitative evaluation found despite many interactions with chronic public intoxicants, the majority of 
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alcohol-related arrests were for alternative causes including domestic disturbance, binge drinking by 

adults at bars or events, and intoxicated teens (Daggett & Rolde, 1977). Alternatively, detoxication may 

have been extremely effective, getting chronic intoxicants off the street and into more stabilized 

situations. The limited disposition information does not support this however. As noted in Toronto 

Canada, less than 10% of discharges were connected to additional rehabilitation services (Annis, 1979), 

and in 17 of 20 facilities examined over a number of cities, less than 25% of encounters were referred to 

additional services (Finn, 1985). The effect of detoxication on recidivism, defined as repeat interactions 

with the same individuals, show an increase in some locations despite the theoretically-expected decrease 

(Aaronson et al., 1978; Annis et al., 1976; Fagan & Mauss, 1978). And one study found that the impact of 

admission to the detoxication center was not different than jail in decreasing the risk for future 

intoxication arrests (Annis et al., 1976). This may indicate that, rather than slowing the ‘revolving door’, 

there was a notable increase.  

No study described effectively supported the notion that chronic public intoxication had been 

significantly decreased or eliminated due to the described legislative and practical changes. Nor did this 

review locate any research or analysis focusing on longer-term individual outcomes, such as a significant 

decrease in alcohol consumption, increasing transition to housing, or the increase in treatment or 

rehabilitation. However, the data do indicate that tens of thousands of chronically intoxicated individuals 

were diverted from the jail and cared for in the alternative detoxication environment. And though 

disposition information is limited, one study did find that of encounters referred to detoxication centers in 

the early years (1972-1974), less than 3% required a higher level of care (Annis, 1979). There was no 

documentation that specifically compared detoxication to the original ‘drunk tanks’. Finally, considering 

these efforts initiated over four decades ago, the current state of intoxication-related utilization does 

indicate the initial goals for detoxication centers – including decreased recidivism and stabilizing 

homeless individuals with chronic alcohol abuse – were not met. It does beg the question as to the 

appropriateness of these goals for detoxication facilities, a topic that we will discuss later.    
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Modern Sobering Facilities 

Sobering programs are increasingly reappearing in research, after a notable gap in literature 

between the original detoxication studies in the 1970’s and the ongoing sobering interventions today. 

Current literature is distinct in that many sobering efforts are now aimed at relieving both the criminal 

justice system and the healthcare system (Table 2). Table 2 details the most recent literature on modern 

sobering facilities, both full-time stand-alone centers and temporary programs. This reality emphasizes 

that the original goal – to stabilize chronic public intoxicants by transitioning their care from criminal 

justice to the healthcare system – was not successfully met. Importantly, the modern literature begins to 

focus on the multiple populations that may be cared for in a sobering facility: individuals with chronic 

public intoxication, those binge drinking at private or public venues, homeless individuals with an alcohol 

use disorder, and attendees at large-scale events where alcohol consumption is anticipated. Rather than 

focusing only on the chronic intoxicant, these programs have been expanded to provide for a variety of 

sobering needs.  

No standard definition of “sobering facility” has been agreed upon. This discussion utilizes a 

recently published definition: “a facility where actively alcohol-intoxicated clients can safely recover 

from acute intoxication. This includes alternatives to jail and emergency departments, as well as drop-in 

centers. This excludes long-term (>2 nights) housing, medical detoxification and residential substance 

abuse treatment centers as well as private-pay centers unless affiliated with a sobering center” (Warren, 

Smith-Bernardin, Jamieson, Zaller, & Liferidge, n.d.). Length of stay for a sobering facility is typically in 

hours (4-12) rather than days. Current literature evaluates two types of modern “sobering” interventions. 

The first are stand-alone facilities that provide services on an ongoing basis, similar to the original 

detoxication centers. Three stand-alone programs featured in the research literature exist in Anchorage 

Alaska (Segal, 1989a); Ceduna Australia (Brady et al., 2006); and San Francisco, California (Liu, 2004; 

Smith-Bernardin, Chapman, Carrico, & Max, 2016a; Smith-Bernardin, Chapman, Max, & Carrico, 

2016b). A recent survey explored a range of stand-alone sobering services within the United States 

(Warren et al., n.d.), and provides the first multi-site description of sobering program operations. 
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Emerging research has focused on a second manifestation for sobering care: a temporary facility 

established to provide surge services for peak emergency department hours or during large-scale sporting 

events or holidays associated with increased alcohol consumption. Two surge programs exist in Cardiff, 

Wales and Wellington, New Zealand (Brewster-Liddle, Parsons, & Moore, 2013; Swain, Weaver, Gray, 

Bailey, & Palmer, 2013).   

Stand-Alone Sobering Programs 

The reasons for implementation of a sobering program included the need to bring intoxicated 

individuals inside from the elements to decrease alcohol related harms, to offer a dedicated site specific to 

those acutely intoxicated on alcohol, and to diminish service utilization of emergency departments (Brady 

et al., 2006; Segal, 1989a; Smith-Bernardin & Schneidermann, 2012). All programs received clients from 

self-referral/walk-in, street patrol or homeless outreach vans, local agencies, and the police, while the 

programs in Ceduna and San Francisco additionally received clients from emergency departments and 

clinics. At this time, the San Francisco Sobering Center is the only stand-alone program in the United 

States identified that accepts clients from emergency services directly (Liu, 2004; Smith-Bernardin, 

Chapman, Carrico, & Max, 2016a). Though the majority of sobering facilities are voluntary, some are 

legally permitted to hold involuntarily for acute intoxication (Warren et al., n.d.). 

The research shows very promising results of sobering centers as an effective alternative care site 

for intoxication. Studies indicate a vast majority of clients with acute intoxication are both appropriate for 

sobering program services and able to be cared for without transfer to higher levels of care (Brady et al., 

2006; Brewster-Liddle et al., 2013; Segal, 1989b; Smith-Bernardin, Chapman, Carrico, & Max, 2016a; 

Warren et al., n.d.). Considering thousands of encounters collectively, a low percentage (3-5%) of clients 

in stand-alone programs were found to be inappropriate or require transfer to the emergency department 

(Segal, 1989b; Smith-Bernardin, Chapman, Carrico, & Max, 2016a; Warren et al., n.d.). Acuity measures 

were not well detailed, nor how or if program measured the level of intoxication. The Ceduna and Alaska 

programs administered breathalyzers to admitting clients, with average admission blood alcohol levels 
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ranging from 0.190 to 0.217% (Brady et al., 2006; Segal, 1989b). This provides some objective 

comparative acuity data to the emergency department or jail clients.  

Utilization of the sobering facilities showed that a small number of unduplicated clients were 

presenting far more frequently than others, with fewer than five percent of clients accounting for a 

significant portion of recidivism (Brady et al., 2006; Segal, 1989c; Smith-Bernardin, Chapman, Max, & 

Carrico, 2016b). Notably, all four studies found a vast majority of repeat clients had a current or past 

history of homelessness.   

Notably, new data indicate a sobering facility can function safely as an alternative to the 

emergency department. For stand-alone services, emerging research on the San Francisco program has 

found over 40% of encounters are referred directly by ambulance (Smith-Bernardin, Chapman, Carrico, & 

Max, 2016a). With over 17,000 encounters seen during the study period, those referred by ambulance had 

no increased level of negative outcomes (such as need for emergency discharge to an ED, departure 

against medical advice, or police intervention) as compared to all other referring parties. In a comparative 

analysis to the ED with primary ICD-9 codes for acute alcohol intoxication, the cost of the sobering 

service was less than half that of the emergency department (Smith-Bernardin, Chapman, Carrico, & 

Max, 2016a).    

Surge/Temporary Sobering Services  

Two surge services providing sobering care have been described. Triage and treatment areas 

(‘safe zones’) were piloted by the city of Wellington New Zealand at weekend mass gathering rugby 

events starting in 2011 (Swain et al., 2013). The purpose of the intervention was to provide medical and 

sobering care to adults, primarily domestic and international rugby fans who would have been 

traditionally cared for in the emergency department. Healthcare and criminal justice officials in Cardiff, 

Wales (Brewster-Liddle et al., 2013) established and evaluated an Alcohol Treatment Center pilot project 

for those with acute alcohol intoxication during peak times nightly. The goals of the Alcohol Treatment 

Center were to offer both an alternative to emergency department care and criminal justice oversight in an 

area impacted with public intoxication.  
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Collective findings indicate a majority of clients cared for in these surge services were acutely 

intoxicated on alcohol, and appropriate for non-hospital based care. Attempting to broadly intercede in 

alcohol-related needs and non-emergency medical needs, both services accepted referrals from ambulance 

services, police, street outreach and pastors, and walk-in or friend/family referrals. Surge services saw a 

higher percentage (7-17%) of discharges to the ED as compared to stand-alone programs (Brewster-

Liddle et al., 2013; Swain et al., 2013). This may indicate a different population of patients than stand-

alone programs (binge drinkers versus chronic addiction), inappropriate referrals, or a natural occurrence 

during the pilot phase of a sobering service. Of note, the successful pilot program in Cardiff Wales was 

continued as a permanent, nightly service.  

Evaluating the impact on emergency department overcrowding, both communities analyzed the 

local ED use during the times of operation. A secondary analysis (Peckler & Nguyen, 2013) of Wellington 

efforts indicate a modest reduction in ED utilization at Wellington Hospital during times of surge services. 

Likewise, correlational findings indicated that during times the Cardiff alcohol treatment center was open, 

there were: lower alcohol-related admissions to University Hospital of Wales ED; fewer ambulance 

transports to ED; reduction in length of ED stay; and shorter ambulance handoff times (Brewster-Liddle 

et al., 2013). This information cannot be interpreted as causal; however, it does measure one of the critical 

motivations of establishing a surge sobering service in response to mass gatherings:  decreasing 

emergency department overcrowding. Lastly, the Wellington surge services evaluated financial 

implications including costs (facility, staff) and savings (avoided ambulance transfers, fees associated 

with emergency call system, and estimated ED costs). In only two weekends, sobering interventions were 

estimated to have avoided costs totaling over $52,000 to the local emergency medical system (Swain et 

al., 2013).  

Ambulance Triage of Suspected Alcohol Intoxication 

In order for a sobering program to provide direct diversion from the ED, intoxicated individuals 

must be triaged appropriately in the pre-hospital environment. A growing category of research is 

examining the role of the emergency medical system in triaging those acutely intoxicated. Three studies 
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of emergency medical services out of Providence Rhode Island (Cornwall et al., 2012), San Francisco 

California (Flower et al., 2010), and El Paso County Colorado (Ross, Schullek, & Homan, 2013) 

evaluated distinct pre-hospital “check lists” aimed at triaging intoxicated individuals to the emergency 

department versus a sobering facility (Table 3). Table 3 features the growing research literature on the 

triage considerations for emergency service personnel in evaluating and transporting individuals with 

suspected intoxication to sobering facilities.  

Overall, retrospective cohort studies found paramedics and emergency medical technicians could 

triage with moderate success using a triage checklist, assigning intoxicated individuals with no other 

medical need appropriately to a sobering facility (Cornwall et al., 2012; Flower et al., 2010; Ross et al., 

2013). They found the triage checklists had high sensitivity (Cornwall et al., 2012; Ross et al., 2013); 

however, they did not show high specificity and erred conservatively. Thus, ambulance personnel over-

triaged clients to emergency department care who would have been appropriate for sobering services. One 

interesting finding noted paramedic opinion alone – without utilizing a checklist – could lead to 

inappropriate triage (Flower et al., 2011), potentially sending medically compromised clients to a 

sobering facility instead of the emergency department. This indicates that the use of a standardized 

checklist, along with evaluation of triage decisions, may be a critical part of safe and appropriate triage 

for emergency medical services.  

DISCUSSION 

Detoxication and sobering programs have provided care to those with public alcohol intoxication 

for decades, largely as an alternative to the criminal justice system. Importantly, the collective research 

shows promise that sobering programs may be a safe, cost effective alternative to the emergency 

department for the care of acute alcohol intoxication. Modern stand-alone and surge sobering facilities 

have reported success in managing acute alcohol intoxication as an alternative to the jail and emergency 

department, and there is growing evidence of the safety of sobering centers. There is great opportunity to 

continue investigating sobering facilities, including measuring the provision and safety of onsite care, 

establishing best practices, evaluating outcomes at discharge, and measuring cost effectiveness to existing 
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ED and jail services.  

Considering the emerging data on sobering programs accepting clients from ambulance and 

directly diverting intoxicated individuals from the ED, the policy implications are great. As discussed 

earlier, there are inherent risks in both acute and chronic alcohol intoxication. The existing research 

supports the role of sobering program alternatives for acute alcohol intoxication. Utilizing research and by 

sharing best practices, current programs or developing facilities should consider piloting services to 

include referrals from ambulances. Future investigation should additionally solidify requirements for the 

assessment of suspected intoxication, including creating a comprehensive triage checklist, necessary 

training for ambulance and police personnel, and standards for admission assessments and monitoring 

guidelines once admitted to a sobering facility. Emergency service and public health administrators will 

need to investigate and develop safe destination policies to divert uncomplicated acute intoxication from 

the ED into sobering facilities. Likewise, funding mechanisms will likely need to consider the multiple 

departments and agencies that collectively provide care to those intoxicated, many whose budgets are 

exclusive from one another. 

Cost savings and ED or jail diversion is only one part of this discussion. Providing dedicated, 

appropriate care to the populations with acute alcohol intoxication should be of utmost priority. Notably, 

within sobering centers, a small number of clients account for a large portion of the encounters (Brady et 

al., 2006; Ross et al., 2013; Smith-Bernardin, Chapman, Max, & Carrico, 2016b). This indicates that 

interventions focused on these individuals could have a significant impact on individual stabilization and 

overall public system utilization. Sobering facilities are an ideal location in which to engage with those 

with chronic alcohol use disorders. If designed appropriately, they can function as a hub to offer 

evaluation and access for integrative, wrap around services, focusing on clients who may be higher 

utilizers of public services and individuals who are homeless. Yet the limited data available indicate very 

few client encounters (between 1-3 percent) discharge to detoxification or rehabilitation programs (Brady 

et al., 2006; Smith-Bernardin, Chapman, Carrico, & Max, 2016a). Further research should investigate 

whether this stems from an overall lack of disposition options, under utilization of existing resources, lack 
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of client interest, or that sobering centers may not be successful in engaging individuals with alcohol use 

disorders into treatment at the first encounter.  

A concerted effort between both existing and developing programs and researchers should 

identify standard data points and measures of success for programmatic evaluation, categorize best 

practices, and develop minimum standards for sobering operation. A majority of the sobering programs 

that do exist (Warren et al., n.d.) have not been formally evaluated. Thus, findings may be biased based 

on a lack of sufficient sampling of programs in operation. Lastly, since the early-1970s research into 

arrest rates, there has been no investigation into the longitudinal impact of sobering facilities in the 

overall rates of public intoxication. There is a lack of data that evaluates the ability of sobering facilities 

to function as a platform to transition clients to treatment services. Collectively, researchers, clinicians, 

and policy makers must prioritize the identification and evaluation of standards of care within sobering 

programs.   

Data on the disposition from sobering programs is limited, and there is no comprehensive 

analysis of longer-term outcomes from a sobering facility visit. This begs the question into what the 

overall system of care offers to those with chronic alcohol use disorders, and the role of sobering facilities 

in measuring and providing services appropriate to multiple definitions of recovery. Sobering facilities 

will not independently solve or even decrease rates of public intoxication. This should not be a goal of 

sobering services. The focus should not simply be on moving care from one acute service to another, from 

jail to the emergency department or the emergency department to sobering centers. However, sobering 

care can be a critical piece of the overall efforts to engage with individuals with alcohol use disorders. 

Obligatory efforts must be made to truly impact the lives of those with chronic public intoxication. As 

noted astutely after the creation of detoxication: “The detox center with its medical surveillance and 

environment may well be more humane than a ‘drunk tank’… but cui bono? Is there really any long-range 

change in the circumstances of the public inebriate?” (Fagan & Mauss, 1978) p235, emphasis in original. 

It is a critical role and the responsibility of municipalities to develop services appropriate for those with 

chronic alcohol use disorders, particularly those individuals who are chronically homeless with alcohol 
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use disorders.  

Sobering centers are an ideal access point into the comprehensive system of care, and promise to 

function most effectively as a model of collaboration. Looking at the system for individuals with chronic 

alcohol use disorders, there are primarily two different tracks towards stabilization: those with the 

historical treatment goal of abstinence and those without. There are numerous efforts supporting the 

sobriety and abstinence track of care, such as detoxification, rehabilitation, voluntary or involuntary 

conservatorship, and sober living houses. Likewise, a harm reduction focus can offer services appropriate 

to those to which abstinence is not the objective, such as wet shelters, managed alcohol programs, or 

specific-site housing first models. Managed alcohol programs and “wet” shelters or housing have shown 

promise in the literature, offering successful long-term stabilization without requiring sobriety (Collins et 

al., 2012; Crane & Warnes, 2003; Larimer et al., 2009; McIntyre, 2009; Srebnik, Connor, & Sylla, 2013). 

Collaboration with criminal justice services, such as with ‘serial inebriate programs’, may provide more 

power to both guarantee treatment on demand and motivate clients to accept available services (Dunford 

et al., 2006; Greene, 2007; McCarty et al., n.d.). Conservatorship, or involuntary commitment, may also 

play a role in the stabilization of those with chronic intoxication (McCormack et al., 2013).  

The care of intoxicated persons crosses over multiple systems, and a collaborative approach is 

necessary. The exclusive focus and care found in sobering programs is an ideal location in which to 

engage in the stabilization of those with chronic alcohol use disorders, both in assessing the needs of 

individuals and then connecting them to the appropriate levels of service (Figure 1). Figure 1 details care 

domains recommended for sobering facilities in order to provide comprehensive and appropriate services 

for those with chronic alcohol use disorders. Sobering centers can be a part of these efforts, and are 

increasingly featured in research aimed at stabilizing and providing comprehensive services to those with 

chronic public intoxication. Particularly considering the intense stigmatization of public alcohol 

intoxication, found to be the second most stigmatized condition internationally alongside public drug 

intoxication (Room, 2005), services designed to engage with these populations can provide relief to those 

often shut out of other services.  
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CONCLUSION 

We have investigated the history and current knowledge of sobering facilities over the last four 

decades as a care alternative for those with acute alcohol intoxication. Acute intoxication is 

overwhelming the emergency care system. This does not necessarily indicate that the healthcare system is 

not a more appropriate alternative than the criminal justice system for treating acutely intoxicated 

individuals. It does, however, signify that efforts to decriminalize and transition from the criminal justice 

to the healthcare system has not been shown to have significantly improved either the individual or 

community experience of public intoxication. Few programs providing sobering services have been 

evaluated, yet the findings offer promise that these services may positively impact the current system of 

care.  

Chronic alcohol intoxication will not resolve independently. As stated well by Ritson: “…it was 

evident that drying out alone without providing a range of back-up facilities is ineffective. If he is simply 

dried out and returned to his previous familiar environment, then there is no real advance on the existing 

system. I think detoxification alone is worse than useless. Rather like fishing a drowning child out of a 

lake and then leaving him to wander again alone the water's edge with the certainty that he will fall in 

before very long” (Ritson, 1975), p69-70. A comprehensive, dedicated approach to alcohol intoxication is 

essential. It is time for researchers and clinicians to address the care of those who are acutely and 

chronically intoxicated on alcohol, with the goal of providing the appropriate level of care and connecting 

individuals to stabilizing services regardless if the person ceases alcohol consumption.  It is necessary to 

consider this long-fought battle, both on the societal and individual level, so that previous errors are not 

repeated and that more decades of time are not spent watching the revolving door of addiction continue to 

spin.  
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Table	  1.	  Selected	  studies	  of	  original	  detoxication	  facilities	  opened	  post-‐implementation	  of	  the	  
Uniform	  Act	  in	  1971	  recommending	  decriminalization	  of	  public	  intoxication.	  	  

Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  
Aaronson,	  Dienes,	  &Musheno	  

	  
1978	  

	  
United	  States	  

	  
Prospective	  data	  collection	  
with	  interrupted	  time-‐series	  

quasi-‐experiment	  

Police	  interactions	  
with	  publicly	  
intoxicated	  
individuals	  in	  four	  
major	  US	  cities:	  two	  
opening	  
detoxication	  
centers,	  and	  two	  
control	  cities	  that	  
did	  not	  open	  
detoxication	  
centers.	  	  

Compare	  arrest	  
records	  including	  
arrest	  rates,	  individual	  
clients,	  and	  recidivism	  
rates	  for	  police	  
departments	  before	  
and	  after	  opening	  of	  
detoxication	  centers.	  	  	  
	  
Measure	  admission	  
and	  recidivism	  rates	  
for	  detoxification	  
centers	  in	  two	  major	  
cities.	  	  	  

No	  change	  in	  arrest	  rates	  for	  control	  cities	  
during	  time	  of	  study.	  For	  those	  opening	  
centers,	  found	  rates	  of	  admissions	  to	  detox	  
were	  lower	  as	  compared	  to	  rate	  of	  arrests	  in	  
years	  prior	  to	  decriminalization.	  Recidivism	  
at	  detox	  higher	  than	  arrest	  recidivism	  post-‐
decriminalization.	  Conflicting	  data	  on	  use	  of	  
alternative	  arrests	  to	  intoxication.	  
Washington	  DC	  showed	  no	  increase	  in	  either	  
disorderly	  conduct	  or	  vagrancy	  arrests,	  with	  
a	  total	  decrease	  in	  police	  interactions	  with	  
those	  with	  chronic	  public	  intoxication.	  

Minneapolis	  Minnesota	  showed	  increase	  in	  
disorderly	  conduct	  and	  vagrancy	  arrests,	  and	  
police	  did	  not	  decrease	  interactions	  with	  
chronic	  intoxicants.	  	  

Annis	  &	  Smart	  

1975	  

Toronto,	  Ontario,	  Canada	  

Retrospective	  secondary	  data	  
analysis	  

Three	  detoxication	  
centers	  in	  Toronto	  
established	  
between	  November	  
1971	  and	  July	  1973.	  
Total	  52	  male	  beds	  
and	  6	  female	  beds.	  

	  

	  

Evaluate	  effectiveness	  
of	  detoxication	  centers	  
in	  decreasing	  criminal	  
justice	  handling	  of	  
public	  intoxication	  	  

Evaluated	  public	  
intoxication	  arrests	  for	  
six	  years	  (1966-‐1971)	  
before	  and	  three	  years	  
(1972-‐1974)	  after	  
detoxication	  centers	  

Findings	  indicated	  no	  significant	  effect	  on	  
arrest	  rates	  for	  males	  when	  considering	  
either	  total	  arrests	  or	  population-‐based	  rates	  
of	  arrest.	  Females	  show	  a	  stronger	  
association	  for	  pre-‐and-‐post	  detox	  years.	  	  
Mean	  annual	  arrests	  and	  population-‐based	  
rates	  decreased.	  	  

Less	  than	  3%	  of	  referrals	  to	  detoxication	  
centers	  required	  ED	  transfer	  during	  stay.	  

Only	  10.4%	  and	  8.3%	  of	  police	  arrests	  
resulted	  in	  detoxication	  referrals	  in	  1973	  and	  
1974	  respectively.	  	  Majority	  of	  attempted	  
referrals	  to	  detoxication	  were	  refused	  largely	  
for	  no	  available	  beds	  at	  the	  facility.	  A	  
majority	  of	  detoxication	  beds	  were	  provided	  
to	  hospitals	  or	  self-‐referred	  clients.	  Mean	  
LOS	  3.9	  days,	  3x’s	  longer	  than	  anticipated.	  

Annis,	  Giesbrecht,	  Ogborne,	  
&	  Smart	  

1976	  

	  

Ontario	  Canada	  
	  

Prospective	  cohort	  study	  

Detox	  (sobering	  
facility)	  admits	  
(n=8112,	  male;	  
n=613,	  female)	  
from	  13	  facilities	  
opened	  from	  1968	  

to	  1975.	  	  

Evaluate	  impact	  of	  
Ontario	  detoxication	  
centers.	  	  

Provide	  
recommendations	  for	  
interventions	  with	  
chronic	  drunkenness	  
offender	  

Mean	  LOS	  1.8	  to	  4.8	  days.	  Some	  centers	  
discharging	  >50%	  clients	  in	  less	  than	  24	  
hours.	  	  
70%	  of	  all	  UDC	  were	  readmitted	  at	  least	  
once	  to	  detox.	  >50%	  UDC	  had	  two	  or	  more	  
admissions,	  while	  20%	  of	  UDC	  were	  
admitted	  4+	  times.	  	  

10%	  of	  detoxication	  dispositions	  were	  to	  a	  
rehabilitation	  facility	  or	  half-‐way	  house.	  Of	  
those	  transferred,	  >50%	  were	  arrested	  and	  
>60%	  readmitted	  to	  a	  detox	  within	  six	  
months	  of	  the	  original	  discharge.	  No	  
difference	  in	  recidivism	  rates	  between	  those	  
brought	  to	  detoxication	  versus	  jail.	  	  

Annis	  
	  

1979	  
	  

Ontario	  Canada	  

Detoxication	  
centers	  (n=13)	  
within	  Ontario	  
Canada	  

Evaluate	  effectiveness	  
of	  decriminalization	  of	  
public	  intoxication	  	  

	  

Multiple	  agencies	  referred	  into	  detoxication	  
centers,	  including	  police,	  self,	  hospital	  and	  
other	  agencies.	  Clients	  had	  high	  rates	  of	  
homelessness	  (54%),	  while	  20%	  of	  
unduplicated	  clients	  had	  multiple	  
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Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  
	  

Retrospective	  cohort	  
Assess	  impact	  
detoxication	  facility	  on	  
arrests,	  jail	  time	  and	  
ED	  visits	  

admissions.	  	  

Of	  20-‐50%	  total	  clients	  referred	  to	  treatment	  
services,	  found	  less	  than	  10%	  arrived	  at	  
rehabilitation	  facility.	  Rates	  of	  public	  ETOH	  
intoxication	  arrests	  were	  not	  different	  
between	  those	  having	  been	  to	  detox	  or	  
halfway	  houses,	  and	  those	  whom	  had	  not.	  	  
	  

Daggett	  &	  Rolde	  
1977	  

	  
Massachusetts,	  United	  States	  

	  
Retrospective	  secondary	  data	  

analysis	  
	  

Qualitative	  interviews	  

Six	  detox	  facilities	  
in	  12	  suburbs	  
outside	  Boston	  
Massachusetts	  
	  
Interviews	  with	  
police	  staff	  (variety	  
of	  ranks;	  minimum	  
2	  per	  town	  with	  12	  
towns)	  

Retrospective	  analysis	  
of	  arrests	  and	  
detoxification	  
admissions	  to	  
determine	  effects	  of	  
decriminalization	  (July	  
1,	  1973	  in	  MA)	  on	  the	  
police	  force	  in	  
suburban	  towns	  
outside	  of	  Boston	  

Evaluate	  use	  of	  
protective	  custody	  and	  
disorderly	  conduct	  
arrests	  before	  and	  
after	  law	  change	  

Examine	  qualitatively	  
police	  opinion	  
regarding	  alcohol-‐
related	  interactions	  

13%	  of	  referrals	  into	  detoxification	  program	  
from	  police.	  There	  was	  a	  notable	  increase	  in	  
the	  number	  of	  individuals	  brought	  to	  the	  jail	  
system	  after	  decriminalization.	  	  In	  10	  of	  12	  
towns,	  utilization	  of	  protective	  custody	  was	  
higher	  than	  the	  previous	  rates	  of	  public	  
intoxication	  arrests.	  Ten	  towns	  also	  showed	  
increased	  use	  of	  disorderly	  conduct	  charges	  
–	  an	  overall	  increase	  of	  35.4%	  post-‐
decriminalization.	  

Qualitative	  review	  of	  police	  officers	  
described	  four	  types	  of	  alcohol-‐related	  
encounters	  experienced	  by	  the	  police:	  	  1)	  
weekend	  binge	  drinking	  by	  housed,	  
employed	  citizens;	  2)	  domestic	  disturbances	  
with	  one	  or	  both	  parties	  intoxicated;	  3)	  
public	  nuisance	  with	  chronic	  alcoholic;	  and	  
4)	  public	  disturbance	  with	  intoxicated	  
teenagers.	  	  Detoxication	  was	  a	  disposition	  in	  
only	  one	  (#3)	  of	  the	  groups.	  Lack	  of	  
detoxification	  being	  utilized	  as	  a	  disposition	  
in	  3	  of	  the	  four	  primary	  types	  of	  calls	  may	  
explain	  the	  increase	  in	  jail	  dispositions	  
despite	  decriminalization.	  

Fagan	  &	  Mauss	  
1978	  

Washington,	  United	  States	  	  
Retrospective	  analysis	  

Individuals	  received	  
at	  detoxification	  
center	  in	  Seattle	  
from	  January	  1975	  
to	  March	  1977.	  	  
Individuals	  arrested	  
annually	  in	  Seattle	  
for	  public	  
intoxication	  from	  
1973-‐1976.	  

Evaluate	  outcomes	  of	  
Uniform	  Alcoholism	  
and	  Intoxication	  
Treatment	  Act	  of	  1971	  
(“Uniform	  Act”)	  in	  
Seattle	  WA	  

Comparison	  of	  public	  
intoxication	  arrests	  for	  
full-‐year	  1973	  to	  
detoxification	  
admissions	  1975-‐1976	  

As	  compared	  to	  arrestees	  in	  1973,	  authors	  
state	  majority	  of	  those	  admitted	  to	  the	  detox	  
center	  were	  from	  ‘skid	  road’	  area	  of	  Seattle.	  	  
Rather	  than	  decreasing,	  recidivism	  (5+	  visits	  
to	  detox	  as	  compared	  to	  same	  number	  of	  
arrests/	  admissions	  to	  jail)	  went	  up	  over	  four	  
times.	  Stated	  otherwise,	  individuals	  with	  5+	  
arrests	  in	  1973	  comprised	  11%	  of	  all	  
arrestees,	  compared	  46%	  (1975)	  and	  59%	  
(1976)	  of	  clients	  at	  detox	  with	  5+	  
admissions.	  	  There	  was	  also	  no	  notable	  
increase	  in	  referrals	  to	  and	  acceptance	  of	  
treatment	  programs.	  

Ogborne,	  Adrian,	  Newton-‐
Taylor,	  &	  Williams	  

1991	  
Toronto	  Canada	  

	  
Retrospective	  secondary	  data	  

analysis	  

Evaluated	  data	  for	  6	  
years	  pre-‐
detoxication	  and	  16	  
years	  post-‐
detoxication,	  from	  
1966	  to	  1987.	  	  

	  

Calculate	  annual	  rates	  
per	  1000	  population	  
for	  males	  aged	  15	  
years	  and	  older	  for	  
public	  intoxication	  
arrests	  in	  Toronto	  
Ontario	  Canada.	  	  

Estimate	  admissions	  to	  
detoxication	  centers	  

Overall	  trends	  in	  male	  intoxication	  arrests	  
declined	  during	  study	  period.	  	  Rates	  if	  
arrests	  per	  1000	  males	  15+	  years	  showed	  a	  
50%	  greater	  decrease	  post-‐detoxication.	  
Change	  in	  rate	  between	  1966-‐1972	  (pre-‐
Liquor	  Control	  Act),	  and	  1972-‐1987	  (post-‐
Act)	  was	  statistically	  significant.	  	  

There	  was	  no	  correlation	  between	  arrest	  
rates	  for	  public	  intoxication	  and	  rates	  for	  
police	  admissions	  to	  detoxication	  centers.	  	  	  
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Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  
both	  in	  total	  and	  from	  
police-‐only.	  	  

Correlate	  arrests	  to	  
detoxication	  
admissions	  after	  the	  
change	  in	  Liquor	  
Control	  Act	  (Canada)	  in	  
1971.	  

Found	  a	  steady	  increase	  in	  the	  rate	  of	  total	  
detoxication	  admissions	  starting	  the	  first	  full	  
year	  after	  the	  Liquor	  Control	  Act	  
amendment	  throughout	  the	  period	  under	  
review.	  	  Rates	  of	  detoxication	  admissions	  
were	  greater	  than	  rates	  of	  public	  intoxication	  
arrests	  from	  1983	  onward.	  	  	  

	  
	   EMS = emergency medical services/ ambulance transportation; Detox = detoxification; ED = emergency department; LOS 

= Length of stay; UDC = Unduplicated clients  
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Table	  2.	  Selected	  studies	  of	  modern	  sobering	  facilities	  providing	  non-‐hospital-‐based	  care	  of	  
acute	  alcohol	  intoxication	  	  

Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  

Brady,	  M.,	  Nicholls,	  R.,	  
Henderson,	  G.	  &	  Byrne,	  J.	  	  

2006	  

Ceduna,	  Australia	  

Retrospective	  cross-‐sectional	  

Encounters	  
(n=6486)	  at	  Ceduna	  
sobering-‐up	  center	  
from	  1991	  to	  2000.	  	  	  

Investigate	  use	  of	  
sobering	  facility	  for	  
acute	  alcohol	  
intoxication	  and	  
population	  served	  

Found	  consistent	  annual	  utilization	  of	  
sobering-‐up	  facility,	  with	  referrals	  primarily	  
from	  local	  hospital	  and	  secondarily	  from	  
police.	  Small	  number	  of	  clients	  represents	  
large	  percentage	  of	  total	  encounters.	  	  

Brewster-‐Liddle,	  Parsons,	  &	  
Moore	  

2013	  

Cardiff,	  Wales	  

Retrospective	  cross-‐sectional	  

Three	  months	  of	  
encounters	  (n=475)	  
from	  alcohol	  
treatment	  centre	  
pilot	  project,	  
September	  to	  
December	  2012.	  	  

Describe	  outcomes	  in	  
pilot	  project	  as	  an	  
alternative	  to	  the	  ED	  
for	  care	  of	  acutely	  
intoxicated	  individuals.	  
Provide	  correlational	  
data	  for	  ED	  use	  during	  
times	  pilot	  project	  was	  
open.	  	  

Majority	  of	  clients	  sobered	  without	  required	  
transfer	  to	  the	  ED.	  Correlational	  findings	  to	  
the	  ED	  indicate	  that	  when	  alcohol	  treatment	  
center	  was	  open,	  there	  were:	  lower	  alcohol-‐
related	  admissions	  to	  University	  Hospital	  of	  
Wales	  ED,	  fewer	  ambulance	  transports	  to	  
ED,	  and	  reduction	  in	  length	  of	  ED	  stay,	  and	  
shorter	  ambulance	  handoff	  times.	  	  	  

Liu	  et	  al.	  

2004	  

San	  Francisco	  California	  US	  

Retrospective	  cross-‐sectional	  

Six	  months	  of	  
encounters	  
(n=2969)	  of	  20-‐bed	  
pilot	  sobering	  
center	  

Describe	  outcomes	  and	  
utilization	  of	  pilot	  
sobering	  center	  

Consistent	  utilization	  of	  sobering	  center,	  
with	  referrals	  from	  co-‐located	  homeless	  
drop-‐in	  center,	  walk-‐ins,	  street	  outreach,	  and	  
ambulances.	  Majority	  male,	  homeless.	  No	  
change	  in	  ED	  diversion	  rates	  during	  six	  
months.	  Small	  percentage	  (<5%)	  discharged	  
to	  ED	  during	  stay.	  

Peckler	  &	  Nguyen	  

2013	  

Wellington,	  New	  Zealand	  

Retrospective	  cross-‐sectional	  

Emergency	  
department	  
administrative	  data	  
for	  alcohol-‐related	  
presentations.	  	  

Provide	  correlational	  
data	  of	  alcohol-‐related	  
ED	  admissions	  during	  
temporary	  safe	  zone	  
operation,	  providing	  
intoxication	  services.	  
Primary	  study	  detailed	  
in	  Swain	  et	  al	  (2013).	  	  

Found	  modest	  reduction	  in	  ED	  utilization	  as	  
compared	  to	  rates	  of	  ED	  use	  for	  intoxication	  
in	  three	  years	  previous	  to	  safe	  zone	  
operation.	  	  

Recommend	  an	  analysis	  including	  inferred	  
costs	  for	  ancillary	  staff	  and	  clerk	  time;	  triage	  
and	  nursing	  time;	  and	  physician	  time	  within	  
the	  ED.	  	  

Segal	  

1991	  

Anchorage	  AK	  United	  States	  

Retrospective	  cross-‐sectional	  

Encounters	  
(n=22,282	  in	  1989;	  
29,214	  in	  1990)	  
during	  first	  year	  of	  
operation	  at	  Sleep-‐
Off	  Center,	  a	  
sobering	  facility	  for	  
intoxicated	  
individuals.	  	  

Describe	  operational	  
components	  of	  sleep-‐
off	  (sobering)	  center	  
and	  the	  population	  
utilizing	  the	  center.	  	  

Majority	  of	  unduplicated	  clients	  are	  male,	  
homeless.	  Small	  percentage	  of	  individuals	  
utilized	  at	  a	  higher	  than	  other	  clients.	  Clients	  
primarily	  self-‐referred	  or	  brought	  in	  by	  street	  
outreach	  van.	  Evaluate	  intoxication	  via	  
breathalyzer.	  Small	  percentage	  (<3%)	  
discharged	  to	  ED	  during	  stay.	  	  	  

Smith-‐Bernardin,	  Max,	  
Chapman,	  &	  Carrico	  

2016	  

San	  Francisco	  CA	  United	  
States	  

Retrospective	  cross-‐sectional	  

Population	  of	  
unduplicated	  adults	  
(n=1,271)	  utilizing	  
sobering	  center	  
from	  July	  2014	  to	  
June	  2015.	  	  

Investigate	  
demographics,	  health	  
status,	  and	  health	  
system	  utilization	  rates	  
of	  low	  (1-‐2	  visits)	  
versus	  high	  (3+)	  users	  
of	  sobering	  center.	  

Found	  heterogeneous	  population	  with	  
substantial	  rates	  of	  homelessness	  and	  co-‐
occurring	  diagnose.	  High	  users	  had	  
significantly	  greater	  prevalence	  of	  
homelessness,	  chronic	  disorders,	  and	  use	  of	  
emergency	  department	  and	  ambulance	  
services.	  Recommend	  sobering	  programs	  
may	  be	  established	  as	  a	  central	  location	  in	  
which	  to	  engage	  with	  medically	  and	  socially	  
complex	  population.	  	  

Smith-‐Bernardin,	  Chapman,	  
Carrico,	  &	  Max	  

Encounters	  for	  
acute	  alcohol	  

Retrospective	  cross-‐
sectional	  analysis	  

Less	  than	  4%	  sobering	  encounters	  resulted	  in	  
discharge	  via	  ambulance	  to	  ED,	  and	  <1%	  
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Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  

2016	  

San	  Francisco	  CA	  United	  
States	  	  

Retrospective	  cross-‐sectional	  

intoxication	  of	  
adults	  18+	  years	  old	  
at	  ED	  (n=4,264)	  and	  
at	  Sobering	  Center	  
(n=17,296)	  from	  
July	  2010	  to	  June	  
2014.	  	  	  

examining	  outcomes	  
and	  costs	  of	  a	  sobering	  
center	  and	  comparing	  
the	  costs	  of	  the	  ED	  in	  
the	  care	  of	  acute	  
alcohol	  intoxication.	  	  

discharged	  to	  police.	  Sobering	  center	  costs	  
to	  care	  for	  acute	  alcohol	  intoxication	  was	  
significantly	  less	  than	  direct	  costs	  of	  care	  in	  
the	  ED.	  	  

Smith-‐Bernardin	  &	  
Schneidermann	  

2012	  

San	  Francisco	  CA	  United	  
States	  

Descriptive	  study	  

Adults	  18+	  years	  
old	  (n=8,100)	  with	  
acute	  alcohol	  
intoxication	  at	  
Sobering	  Center.	  

Describe	  operational	  
components	  and	  
utilization	  of	  sobering	  
center	  since	  opening	  in	  
2003.	  

Over	  40%	  encounters	  received	  by	  
ambulance.	  <3%	  encounters	  result	  in	  
discharge	  to	  ED	  via	  ambulance.	  Majority	  of	  
unduplicated	  clients	  visited	  1-‐2	  times.	  <2%	  
of	  clients	  accounted	  for	  over	  half	  total	  
encounters.	  	  Over	  70%	  high	  users	  of	  system-‐
wide	  city	  services	  were	  treated	  at	  sobering	  
at	  least	  one	  time.	  <20%	  clients	  transition	  to	  
detox	  or	  treatment	  services.	  	  

Swain	  et	  al	  

2013	  

Wellington,	  New	  Zealand	  

Prospective	  pilot	  study	  

Local	  and	  
international	  adults	  
(n=194)	  18	  years	  or	  
older	  seeking	  
medical	  attention	  
or	  referred	  by	  
police	  or	  
ambulance	  for	  
intoxication.	  

Evaluate	  non-‐hospital	  
based	  triage	  and	  
treatment	  area	  (‘safe	  
zone’)	  in	  2011,	  
followed	  by	  two	  
additional	  prospective,	  
open,	  non-‐randomized	  
interventions	  
established	  during	  
sporting	  events	  in	  2011	  
and	  2012.	  	  

Young,	  intoxicated	  adults	  (mean	  ages	  25-‐
29yo)	  treated	  primarily	  for	  alcohol-‐
intoxicated	  related	  conditions.	  	  Between	  7-‐
17%	  encounters	  transferred	  to	  ED	  during	  
treatment	  in	  safe	  zone.	  Evaluated	  costs	  for:	  
temporary	  facility,	  non-‐volunteer	  salaries,	  
staff	  allowances.	  Found	  savings	  greater	  than	  
costs	  at	  all	  three	  events,	  with	  total	  cost	  
avoidance	  over	  NZ$33,500.	  

Warren,	  Smith-‐Bernardin,	  
Jamieson,	  Zaller,	  &	  Liferidge	  

2016	  

United	  States	  

Qualitative	  Survey	  

Sobering	  facilities	  
(n=9)	  throughout	  
United	  States	  	  

Qualitative	  survey	  of	  
sobering	  facilities	  to	  
determine	  existing	  
programmatic	  models.	  
Provided	  descriptive	  
data	  on	  operations,	  
funding,	  clients	  served,	  
best	  practices,	  and	  
staff	  configuration.	  	  

Identified	  27	  potential	  sobering	  centers.	  11	  
responded,	  with	  9	  determined	  to	  meet	  
sobering	  facility	  criteria.	  All	  open	  24	  hours	  a	  
day,	  7	  days	  a	  week	  serving	  adults	  18+.	  All	  
programs	  accepted	  clients	  from	  police.	  
Found	  variations	  in	  capacity,	  census,	  staffing,	  
referring	  parties	  and	  funding.	  	  	  

	  
	  
	  
	  
	  
	   	  



 37 

Table	  3.	  Select	  studies	  of	  triage	  considerations	  for	  emergency	  medical	  services	  in	  the	  
evaluation	  and	  transport	  of	  persons	  with	  suspected	  uncomplicated	  alcohol	  intoxication	  	  

Authors(s)/	  type	  of	  study	   Population	   Objective(s)	   Principal	  findings	  	  

Cornwall	  et	  al	  	  

2012	  

Providence	  RI	  United	  States	  	  

Survey	  with	  retrospective	  
cohort	  design	  

Convenience	  
sample	  of	  
emergency	  medical	  
technicians	  
transporting	  16+	  
year	  old	  individuals	  
(n=132)	  to	  ED	  with	  
chief	  complaint	  of	  
alcohol	  intoxication,	  
May	  to	  October	  
2010.	  

Evaluate	  ability	  of	  EMT	  
crews	  to	  triage	  clients	  
with	  suspected	  
intoxication	  to	  ED	  vs.	  
hypothetical	  sobering	  
facility.	  Administered	  
14-‐point	  verbal	  survey	  
(n=179)	  to	  EMTs	  
followed	  by	  
retrospective	  analysis	  
of	  ED	  charts	  	  

Checklist	  had	  high	  sensitivity	  but	  low	  
specificity,	  resulting	  in	  a	  substantial	  ED	  over-‐
triage.	  Most	  common	  reasons	  for	  ED	  instead	  
of	  Sobering	  care	  were:	  ‘impaired	  ability	  to	  
walk’,	  ‘impaired	  ability	  to	  stand’,	  ‘complaint	  
other	  than	  alcohol	  intoxication’,	  ‘abnormal	  
blood	  sugar’,	  and	  
‘aggressive/confrontational’.	  Overall	  found	  
EMTs	  play	  important	  role	  in	  triage	  to	  
sobering	  facilities.	  	  

Flower	  et	  al	  

2011	  

San	  Francisco	  CA	  United	  
States	  	  

Prospective	  survey	  with	  
retrospective	  cohort	  design	  

Convenience	  
sample	  of	  
paramedics	  
transporting	  18+	  
year	  old	  adults	  to	  
ED	  with	  suspected	  
alcohol	  intoxication,	  
July	  2003.	  	  

Assess	  paramedic	  
ability	  to	  appropriately	  
triage	  clients	  to	  either	  
a	  sobering	  facility	  or	  
ED.	  Administered	  
survey	  (n=172)	  
followed	  by	  
retrospective	  analysis	  
of	  ED	  charts	  (n=99).	  	  

Moderate	  sensitivity	  and	  low	  specificity.	  
Paramedic	  opinion	  alone	  provided	  lower	  
sensitivity,	  resulting	  in	  under-‐triage,	  and	  
higher	  specificity.	  Lower	  exclusion	  cut-‐off	  for	  
tachycardia	  may	  improve	  sensitivity.	  Found	  
in	  field	  triage	  of	  patients	  with	  suspected	  
intoxication	  is	  challenging.	  	  

Ross	  et	  al	  

2013	  

Colorado	  Springs	  CO	  United	  
States	  	  

Retrospective	  cohort	  study	  

Adults	  aged	  18+	  
with	  suspected	  
alcohol	  intoxication.	  
Subjects	  were	  
transported	  to	  an	  
ED	  (n=580)	  or	  a	  
detoxification	  
(sobering)	  facility	  
(n=138).	  	  

Assess	  effectiveness	  
and	  safety	  of	  EMS	  
checklist	  in	  the	  triage	  
of	  adults	  with	  
suspected	  intoxication	  
into	  a	  detoxification	  
(sobering)	  facility	  vs.	  
the	  ED.	  	  

Checklist	  had	  high	  sensitivity	  but	  low	  
specificity,	  resulting	  in	  a	  substantial	  ED	  over-‐
triage.	  High	  completion	  rate	  of	  checklist	  by	  
EMS	  crew.	  A	  small	  number	  of	  unduplicated	  
clients	  had	  a	  high	  percentage	  of	  total	  
encounters.	  	  

	   ED = emergency department; EMS = emergency medical services/ ambulance transportation; EMT = Emergency Medical 
Technician 
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Figure 1: Proposed care domains that sobering facilities could address to provide comprehensive care and 

coordination for individuals with chronic public alcohol intoxication 
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Chapter 3 

Utilization of a Sobering Center for Acute Alcohol Intoxication 

 
Abstract  

Background:  This study investigates the population utilizing the San Francisco Sobering Center, 

providing short-term (4-12 hour) monitoring and nursing care for adults with acute alcohol intoxication. 

Sobering centers have emerged as an alternative care site to emergency department and jail for those with 

acute intoxication.   

Objective:  This cross-sectional study provides an in-depth analysis of demographics, health status, and 

service utilization by a sobering center population. We distinguish characteristics of low (1-2 visits) 

versus higher (3+ visits) users.  

Methods:  This analysis included users of the Sobering Center from July 2014 to June 2015 (n=1,271). 

Continuous variables included age, length of homelessness, healthcare service utilization, and related 

costs. Categorical included ethnicity, housing status, homeless history, language, and gender. Lifetime 

health diagnoses were dichotomized as Yes/No utilizing the Elixhauser Comorbidity Index. We analyzed 

the data via analysis of variance, chi-square, and t-tests.  

Results: In the year of analysis, there were 1,271 unduplicated clients totaling 3,452 encounters. The 

population was primarily male (82%) and ethnically diverse. Unduplicated clients were distributed into 

two groups: low users (n=1013, 1-2 visits) and high users (n=258, 3+ visits). As compared to low users, 

high users were older (49.6 vs. 43.1 years, p<0.001), had a 100% a history of homelessness (vs. 72%, 

p<0.001); was more likely to be homeless during the last year (99 vs. 65%, p<0.001); and spent more 

time homelessness (9.1 vs. 5.7 years; p=0.000).  High users had significantly higher rates of hypertension 

(41 vs. 19%), depression (64 vs. 33%), psychoses (46 vs. 21%), and drug abuse (63 vs. 33%) as compared 

to low users (p<0.001). In addition to sobering visits, utilization of ambulance (p=0.016) and ED 

(p<0.001) was significantly greater for the high users compared to low users.  

Conclusions:  Our analysis provides the first comprehensive look at the characteristics of the population 

using a sobering center. Our findings indicate the overall population, though heterogeneous, has 
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substantial rates of homelessness, co-occurring diagnoses, and rates of system-wide utilization. High 

users as compared to low users had significantly greater prevalence of chronic disorders and 

homelessness. Sobering programs may be an important hub in which to connect with a medically and 

socially complex population.  
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INTRODUCTION 

Public alcohol intoxication has a substantial impact on public health and emergency services 

throughout the country. Nearly 30% of patients in medical emergency (Charalambous, 2002; Cherpitel & 

Ye, 2012; Pirmohamed et al., 2000) or psychiatric emergency departments (Breslow, Klinger, & 

Erickson, 1996) are intoxicated on alcohol. Binge drinking (5 or more drinks for a man, and 4 or more 

drinks for a woman in one sitting) contributes to the occurrence of public intoxication. Current reports 

indicate that the prevalence of binge drinking in the United States is 17.1%, with one in six adults 

consuming at these levels on average four times monthly (Centers for Disease Control and Prevention 

(CDC), 2012). Importantly, over half the alcohol consumed by adults is in the form of binge drinking 

(Naimi, Brewer, Mokdad, & Denny, 2003), and nearly 80% of those intoxicated in the ED were 

diagnosed with an alcohol use disorder based on DSM-IV criteria (Reynaud, Schwan, Loiseaux-Meunier, 

Albuisson, & Deteix, 2001).  

Sobering centers have emerged as an alternative care site for those with alcohol intoxication, and 

there are approximately two dozen sobering programs in existence in the US (Warren, Smith-Bernardin, 

Jamieson, Zaller, & Liferidge, n.d.) and more internationally (Brewster-Liddle, Parsons, & Moore, 2013; 

Ogborne & Smart, 1982; Peckler & Nguyen, 2013; Swain, Weaver, Gray, Bailey, & Palmer, 2013; 

Turner, 2015). These current sobering centers are increasingly seen as an option to emergency department 

and criminal justice care (Cornwall et al., 2012; Dunford et al., 2006; Flower et al., 2011; Larimer et al., 

2009; Ross, Schullek, & Homan, 2013), in providing for the short-term recovery from acute intoxication. 

Sobering centers are not intended to be treatment facilities or rehabilitation for alcohol addiction, though 

they are considered one of the ways individuals can be referred to treatment (i.e. detoxification, 

residential rehabilitation) if desired. 

METHODS 

Ethical approval was obtained through the University of California-San Francisco and San 

Francisco General Hospital Committee for Human Research Protection Program, and the University of 

California-Berkeley Reliance program.  
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Design and Setting 

The current study aims to investigate the population utilizing the San Francisco Sobering Center, 

and to provide an in-depth analysis of demographics, health status, and the rate of use and cost of public 

health services used by the population throughout San Francisco. To our knowledge, no other study has 

detailed the characteristics of a population utilizing a sobering facility in the United States. 

This cross-sectional study examined the population utilizing the sobering center for care of acute 

alcohol intoxication in San Francisco, California. The San Francisco Sobering Center has been in 

operation since July 2003 and provides short-term (4-12 hour) monitoring and nursing care for adults 

aged 18 and over with acute alcohol intoxication (Liu, 2004). This nurse-led program run by registered 

nurses and medical assistants provides supportive care using protocols and practice care guidelines. 

Clients receive vital sign monitoring every two hours, oral rehydration, nutrition, vitamins (multivitamin, 

folic acid, and thiamine), and basic wound care as needed. Additionally, staff provide for basic hygiene 

needs including shower access, laundry, delousing, clean clothing and shoes. The Sobering Center accepts 

clients around the clock from ambulances, police, homeless van service, emergency departments, and 

other community programs. Due to limited number of beds, walk-ins are accepted on a limited basis. The 

San Francisco Sobering Center differs from others nationally in that it is the only known sobering 

program currently accepting clients from the 911-ambulance system (Smith-Bernardin & Schneidermann, 

2012; Warren et al., n.d.).  

Measures 

Demographics and healthcare service utilization data for users of the Sobering Center was 

obtained from the Coordinated Case Management System (CCMS), a custom Oracle database created by 

San Francisco in 2003. The database includes subject-level information for all users of city-funded health 

and social services throughout San Francisco (“Coordinated Case Management System Implementation 

Support,” 2011; Roots, 2011); the data utilized for this study involved users of the Sobering Center from 

July 2014 to June 2015 (n=1,271).  
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Demographics included age, ethnicity (White, Black, Latino/a, Native American, Other), housing 

status (homeless, permanently housed), language (English, Spanish, Other), and gender (Male, Female). 

Due to privacy considerations, gender was categorized as male or female; transgender subjects were 

placed into the gender with which they identified. If a history of homelessness was noted, related 

variables included years of homelessness, current homelessness in last year, and homeless status 

(Outdoors, Other, Transitional).  

Connection to services was dichotomized as Yes/No, including whether the subject had a primary 

care provider, a primary care clinic, or case management. Age, healthcare service utilization, and 

utilization-related costs were analyzed as continuous variables. Visits to the emergency department and 

Sobering Center were counted as one per visit. Ambulance transport was one for each transport; of note, 

data for ambulance transports was only available for users transported four or more times in one month. 

Users with less than four ambulance transports within at least one month were not included in ambulance 

data. Medical detoxification was a continuous variable with number of total days spent in detoxification; 

for example, a client may have 5 visits for a total of 30 days in detoxification. The total days of 30 would 

be used in measuring this variable. For utilization-related costs, Department of Public Health analysts 

calculate per-utilization associated costs on a per fiscal year basis.  The per-incident costs for the services 

included in this study are for fiscal year July 2014 to June 2015: emergency department visit ($648.72 per 

visit); sobering center ($264.18 per visit); ambulance ($1,675 per transport); medical detoxification 

($406.98 per day); inpatient days at the county hospital ($1443.30 per day); and urgent care ($193.80 per 

visit).  

For health status indicators, the San Francisco Department of Public Health utilizes the 

Elixhauser Comorbidity Index. The Elixhauser index utilizes ICD-9 diagnostic codes and categorizes 

health status indicators into three system-related groups: medical (27 diagnoses), mental health (two), and 

substance abuse (two) (Elixhauser, Steiner, Harris, & Coffey, 1998; Quan et al., 2005). Each indicator 

was measured as a continuous variable, indicating the number of times a subject had been treated for the 

respective diagnosis in their lifetime. For this study, the health status indicator for each system-related 
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group was dichotomized to Yes/No. The maximum Elixhauser score is 31, indicating 31 Yes/No health 

status indicators. For example, a subject with diabetes mellitus, chronic obstructive pulmonary disease, 

previous treatment for crack-cocaine use, and an active alcohol use disorder would have an Elixhauser 

score of four (4). The score does not reflect the number of times seen for each diagnosis.  

Data Analysis 

Clients utilizing the Sobering Center at least one time during the most recent fiscal year July 2014 

to June 2015 (n=1,271) were included in a comprehensive analysis of demographic characteristics, health 

status, utilization patterns, and costs. Data analysis was performed using STATA/IC 14.1 for Mac 

(STATA Corporation, College Station, Texas). We analyzed the data (largely non-normally distributed) 

via statistical tests including analysis of variance (Elixhauser index score; time span homeless; age; 

utilization visits and costs); chi-square (gender, Elixhauser diagnoses, living situation, homeless in last 

year, history homelessness, assignment of primary care clinic and provider, case management); and t-test 

(utilization visits and costs). In the analysis, we divided the group into low and high users according to 

the number of visits. We initially analyzed four groups of unduplicated clients based on annual 

utilization: low users (1-2 visits), regular (3-5), high (6-15), and super users (16+). Through statistical 

analyses including chi-square and analysis of variance, we found significant differences between the low 

users of sobering services (1-2 visits) and all other groups. For continued analysis, unduplicated clients 

were distributed into two distinct groups: low users (n=1,013; 1-2 visits) and high users (n=258; 3+ 

visits). Multiple logistic regression was used to predict users of 3 or more visits for sobering services.  

Missing data was minimal, and no values were imputed. 

RESULTS 

Utilization. In the year of analysis from July 2014 to June 2015, there were 1,271 unduplicated 

clients for a total of 3,452 encounters at the Sobering Center. Clients were referred into the Sobering 

Center by the 911/ambulance system (n=1,505; 44%), street outreach services (n=945; 27%), police 

(n=354; 10%), emergency departments (n=350, 10%), and other parties (n=301; 9%). A vast majority of 

encounters were discharged after successfully sobering, although others were discharged prematurely due 
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to behavioral difficulties (n=113; 3%), departure against staff advice (n=334; 10%), or required 

ambulance transfer to an emergency department (n=152; 4%).   

Single-Year Population Analysis.  Our in-depth exploration of the unduplicated clients utilizing 

the sobering center provides extensive details on client status. The population was primarily male (82%) 

and ethnically diverse (43.6% White, 22.9% Latino/a, 19.2% Black), with a mean age of 47.3 years 

(Table 1). Although a majority of subjects were without housing, over 30% of clients lived in permanent 

housing. In addition to alcohol use, over 38% of clients had a diagnosis of drug abuse at some time during 

or previous to the study time.  

During the 12 months of analysis, there were a total of 3,452 encounters. Low users (n=1013) 

accounted for 1155 (33.5%) total encounters, while high users (n=258) accounted for 2296 (66.5%) 

encounters. Number of visits per client ranged from one to 83 distinct visits during the one-year study 

period. Subjects with high use were significantly older (49.6 vs. 43.1 years of age, p=<0.001), with no 

significant difference in gender.  Unlike the low user category, every high user had a history of 

homelessness (p=<0.001); was more likely to be homeless during the last year (p=<0.001); and had spent 

more time homeless (9.1 vs. 5.7 years; p=<0.001).  High users had significantly higher rates of medical 

diagnoses and total score as measured by the Elixhauser index. Rates of liver disease (34 vs. 16%), 

hypertension (41 vs. 19%), depression (63 vs. 33%) and drug abuse (63 vs. 33%) were significantly 

higher for high users than low users, as shown in Table 2.  

Our findings indicate that the population utilizing the sobering center more frequently may also 

have a higher utilization of healthcare services and higher resultant costs within the larger system of care 

than lower users (Table 3). High users had significantly more interactions with the emergency medical 

system, including higher rates of use and costs for ambulance transports (p=0.007), emergency 

department visits at the public hospital (p=<0.001), and community hospital emergency departments 

(p=0.003). There was no significant difference between high and low users in utilization or costs of 

inpatient hospital days or urgent care visits.  Although high users (n=129, 50%) attended medical 

detoxification during the study period at a higher rate than low users (n=130, 12.8%), there was no 
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statistical difference between the two groups in either the number of days spent in detoxification or costs 

for services.  

There were a number of significant factors putting a client at greater odds of being a higher user 

of the Sobering Center, as shown in Table 4. Controlling for age and ethnicity, the odds of a user with a 

history of drug abuse being a high user was 1.56 times greater than for those without drug abuse, 1.55 

times greater for those with cardiac arrhythmias as compared to those without, and 1.54 times greater for 

those with depression compared to low users. Older age increased the odds of being a high user, with the 

odds of an individual between 45-54, 55-64, or 65-83 years of age being a high user at 6.6, 7.0, and 12.5 

times greater than for those under 25 years of age. The most critical factor, however, was housing status, 

with those homeless within the last 12 months having a 41.3 times greater odds of being a high user than 

those who were not homeless.  

DISCUSSION 

This study examined the population utilizing an urban sobering center that, to our knowledge, is 

the only program currently accepting clients directly from ambulances. Our findings indicate that the 

population using a sobering center is middle-aged and ethnically diverse with significant levels of chronic 

medical, psychiatric, and substance abuse disorders. A majority of unduplicated clients had only one visit, 

with a small number of clients accounting for a majority of the total encounters. The results of our study 

indicate that the population using the sobering center consists of many individuals with recidivism 

beyond one or two visits. A significant number of clients were suffering from medical comorbidities, high 

rates of co-occurring drug abuse and mental illness, and significant histories of homelessness. Many of 

the individuals are likewise engaging with other urgent and emergent healthcare systems, particularly the 

emergency department and ambulance services. Despite this, a vast majority of the population is not 

connected to primary care clinics or providers and few have active case management.  

A primary motivation for opening the San Francisco Sobering Center was to prevent the 

unnecessary transfer to the emergency department of acutely intoxicated individuals with no other urgent 

need (Liu, 2004; Pletcher & Tangherlini, 2003). During the study period, over 43% of all encounters 
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originated from ambulances.  If not for the Sobering Center, all these individuals would have been 

brought to the emergency department for acute alcohol intoxication. Notably, a majority of users were 

referred to the sobering center only one or two times during the study period. This finding suggests these 

users were infrequently intoxicated in public, for example participating in binge drinking. However, 

without details on the circumstances of what brought the users to the sobering center, this is only 

speculative.   

In addition to preventing the transfer of intoxicated individuals to the emergency department, the 

second focus of creating the Sobering Center was to engage with those with co-occurring homelessness 

and chronic public intoxication. A major finding of our study is the significant rates of previous and 

current homelessness in the Sobering Center-using population. All clients with three or more visits had a 

history of homelessness and nearly all were homeless within in the last 12 months. Current literature 

indicates that homeless individuals with substance abuse diagnoses have disproportionately high rates of 

emergency services utilization (Chambers et al., 2013; Hwang & Henderson, 2010; Larimer et al., 2009; 

McCormack et al., 2013; Srebnik, Connor, & Sylla, 2013), frequent interactions with the criminal justice 

system (Dunford et al., 2006; Larimer et al., 2009; Zaller, 2007), and high overall rates of healthcare 

utilization (Clifasefi et al., 2011; Gelberg, Andersen, & Leake, 2000; Hwang & Henderson, 2010; Lewin 

Group, 2008; Stein, Andersen, & Gelberg, 2007). This study reinforces these previous findings when 

considering the healthcare utilization rates of the high (3+ visit) users.  

Our finding that half of high users had both a primary care provider and clinic assigned is 

informative. Previous studies have found that homeless individuals are less likely to have a regular source 

of non-emergency health care (Hwang & Henderson, 2010). We found that approximately half of the high 

users had a primary care clinic assigned. Our finding, however, only indicates an assignment of care; 

utilization of these services was not available. Future research could investigate the association between 

system-wide service utilization and the use of primary care services.  

Despite these substantial rates and high costs of healthcare utilization, the health status of 

homeless, chronic alcohol users is typically very poor.  Excessive alcohol consumption has been 
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implicated in numerous health conditions (Polednak, 2016; Rehm et al., 2009; World Health 

Organization, 2007), and chronic homelessness has been well documented as a significant risk factor for 

poor health (Aday, 1994; Lebrun-Harris et al., 2012; Turnbull, Muckle, & Masters, 2007). There is also 

seen an increased prevalence of psychiatric conditions (Collins, Malone, & Clifasefi, 2013; Eyrich-Garg, 

Cacciola, Carise, Lynch, & McLellan, 2008; Kessler et al., 1997; Regier et al., 1990), and higher 

mortality rates for individuals with chronic alcohol use disorders and homelessness (Hwang & 

Henderson, 2010). In one report from San Francisco, over one-third of all decedents were legally 

intoxicated at the time of death (OConnell, 2005). Our study affirms the high prevalence of numerous 

chronic conditions in the homeless segment of the sobering center users, including hypertension, diabetes, 

liver disease, depression, and psychoses.  

An important finding is the rates of co-occurring drug abuse and the mental health diagnoses in 

the study population. The population utilizing sobering services has a substantial lifetime diagnosis rate 

for mental illness, with those in the high use group with nearly twice the prevalence of depression and 

psychoses than low users. These findings support previous research indicating higher prevalence of co-

occurring disorders for those with alcohol use disorders (Larimer et al., 2009; Polcin, 2015; Regier et al., 

1990).  

Limitations  

This study is a retrospective cross-sectional study evaluating data collected during the standard 

operation of services, both in sobering and other citywide programs. We did not include a control group, 

nor did we evaluate individuals based on their outcomes at the Sobering Center.  Additionally, this 

evaluation details the population using an urban sobering center and generalization to other settings 

should be made cautiously.   In utilizing Elixhauser health status measures, we determined medical 

conditions based on a lifetime diagnostic rate. This measure does not indicate current health and disease 

status. Additionally, these diagnoses were obtained through Department of Public Health programs; any 

diagnosis received during care through a non-City program may not be recorded in this dataset and thus 

estimates may be limited.  
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Regarding utilization measures, ambulance data is limited and likely underestimates the actual 

number of ambulance transports. The San Francisco Fire Department reports transport data only for 

individuals classified as a SFFD frequent user, defined as four or more transports in one month. The data 

set for the current study thus received data for individuals with four or more transports in one month. Any 

months with three or less were not available for the utilization count. Despite these limitations, ambulance 

data was kept within the study, recognizing EMS utilization and costs are likely underestimated. Lastly, 

this study did not examine the effects of a sobering center on alcohol consumption or recidivism either as 

a stand-alone or in comparison to the emergency department or criminal justice interventions.  

Public Health Implications  

Based on utilization and recidivism rates, the sobering center largely cares for individuals with 

both chronic homelessness and alcohol use disorders. Systematically, the prevalence in this population of 

homelessness and disconnection from services indicate a greater need for rehousing and stabilization 

efforts. These findings suggest that a sobering program can be developed as a hub for services, engaging 

with individuals who are likewise utilizing other services throughout an urban environment. Efforts 

should prioritize developing wrap-around services within sobering facilities to address the impacts of 

homelessness and focus on connecting individuals to appropriate services. Low levels of primary care 

connection indicate that the sobering center is a possible location in which to engage with individuals for 

preventative and primary care. Further research examining past and current health insurance and social 

welfare connections may provide insight into what efforts are already ongoing with the population.  

Related research into managed alcohol programs and wet housing efforts (Collins et al., 2012; 

Hallelman, 2013; Larimer et al., 2009; Srebnik et al., 2013) suggest that a collaboration between a 

sobering facility and housing efforts may prove effective in stabilizing homeless individuals with chronic 

alcohol use disorders. Managed alcohol and wet housing programs provide a low-barrier housing solution 

without the goal of abstention from alcohol, either allowing the consumption of personal alcohol or 

providing regularly dosed alcoholic beverages to individuals with alcohol use disorders. Further 
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investigation into the potential role of sobering centers in the preparation for and provision of housing 

may offer additional direction towards onsite services that may be most effective.   

CONCLUSION 

In summary, our analysis provides the first comprehensive look at the characteristics of the 

population using an urban sobering center. Findings indicate that a sobering center can have a prominent 

role in the care for those with acute alcohol intoxication, particularly those individuals with chronic public 

intoxication who are likewise homeless. Further longitudinal research could offer important insights as to 

the population served over time, investigating changes in utilization and efforts towards overall 

stabilization.  
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Table	  1:	  Descriptive	  Statistics	  for	  the	  Study	  Sample	  (n=1,271):	  San	  Francisco	  Sobering	  Center,	  
July	  2014	  to	  June	  2015	  
	  

Variable	   Mean	  ±	  SE,	  
or	  %	  

Age	   44.4	  ±	  0.38	  
Age	  range	   	  	  
	  	  	  	  18-‐24	  	  	  	  	  	  	  	  	   7.4	  
	  	  	  	  25-‐34	  	  	  	  	  	  	  	  	   19.2	  
	  	  	  	  35-‐44	  	  	  	  	  	  	  	  	   20.3	  
	  	  	  	  45-‐54	  	  	  	  	  	  	  	  	   27.9	  
	  	  	  	  55-‐64	  	  	  	  	  	  	   19.4	  
	  	  	  	  65-‐83	  	  	  	  	  	  	  	  	   5.9	  
Ethnicity	   	  	  
	  	  	  	  White	  	  	  	  	   43.6	  
	  	  	  	  Latino/a	   22.9	  
	  	  	  	  Black	  	  	  	   19.2	  
	  	  	  	  Native	  American	   2.7	  
	  	  	  	  Other	  	  	  	  	  	  	   11.6	  
Gender	   	  	  
	  	  	  	  Male	  	  	  	  	  	   82.2	  
	  	  	  	  Female	  	  	  	  	   17.8	  
Language	   	  	  
	  	  	  	  English	  	  	  	  	  	  	   73.8	  
	  	  	  	  Spanish	  	  	  	  	  	   10.1	  
	  	  	  	  Unknown	  	  	   13.7	  
	  	  	  	  Other	  	  	  	  	  	  	  	  	  	  	  	   2.4	  
Patient	  Encounters	   	  	  
	  	  	  	  Low	  Use	  (1-‐2	  visits)	   79.7	  
	  	  	  	  Regular	  Use	  (3-‐5	  visits)	   11.2	  
	  	  	  	  Chronic	  Use	  (6-‐15	  visits)	   6.1	  
	  	  	  	  Super	  Use	  (16+	  visits)	   2.9	  
Current	  housing/homeless	  status	   	  	  
	  	  	  	  Homeless	  (Outdoors)	   39.9	  
	  	  	  	  Homeless	  (Other)	   15.2	  
	  	  	  	  Homeless	  (Transitional)	   9.1	  
	  	  	  	  Permanently	  Housed	   30.8	  
	  	  	  	  Other	   3.2	  
	  	  	  	  Missing	   1.7	  
Homeless	  at	  any	  time	  in	  last	  year	   	  	  
	  	  	  	  Yes	   71.8	  
	  	  	  	  No	   28.2	  
Any	  history	  of	  homelessness	   	  	  
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	  	  	  	  Yes	   77.9	  
	  	  	  	  No	   22.1	  
Homeless	  Timespan	  (in	  years,	  if	  any	  history	  of	  
homelessness)	   6.6	  ±	  0.20	  

Case	  management,	  currently	  enrolled	   	  	  
	  	  	  	  Yes	   16.6	  
	  	  	  	  No	  	  	   83.4	  
Primary	  care	  provider	   	  	  
	  	  	  	  Yes	   30.6	  
	  	  	  	  No	   69.4	  
Primary	  care	  clinic	  assigned	   	  	  
	  	  	  	  Yes	   36.4	  
	  	  	  	  No	   63.6	  
Serious	  medical	  problem	   	  	  
	  	  	  	  Liver	  Disease	   20.1	  
	  	  	  	  Peptic	  Ulcer	  Disease/	  Bleed	   1.6	  
	  	  	  	  Diabetes	   8.0	  
	  	  	  	  Hypertension	   23.1	  
	  	  	  	  HIV/	  AIDS	   4.5	  
	  	  	  	  Cardiac	  Arrhythmias	   16.1	  
	  	  	  	  Neurological	  Disorders	   19.0	  
	  	  	  	  Chronic	  obstructive	  pulmonary	  disease	   19.6	  
	  	  	  	  Psychoses	   26.1	  
	  	  	  	  Depression	   39.3	  
Treated	  for	  alcohol	  abuse	  in	  lifetime	  	   94.5	  
Treated	  for	  drug	  abuse	  in	  lifetime	   38.8	  
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Table	  2:	  Comparative	  Demographics,	  Housing	  Status,	  and	  Health	  Status	  and	  Service	  
Connections	  between	  Low	  Users	  and	  High	  Users	  of	  Sobering	  Center,	  July	  2014	  to	  June	  2015	  
 

	  	   	  	   	   Low	  Use	  (1-‐2	  visits)	   High	  Use	  (3+	  visits)	  
	  	   p	  

	  
cohen’s	  
d	  or	  h	  

n	   dist.	   SD	   n	   dist.	   SD	  

	  	   	  	   	   1013	   80%	   	  	   258	   20%	   	  	  
Age	  in	  Years	   <0.001	   -‐0.489	   1013	   43.1	   13.9	   258	   49.6	   10.6	  

Male	   0.603	   -‐0.026	   804	   82%	   	  	   214	   83%	   	  	  
Housing	  Status	   	  	   	   	  	   	  	   	  	   	  	   	  	   	  	  
Any	  history	  of	  homelessness	   <0.001	   -‐1.115	   732	   72%	   	  	   258	   100%	   	  	  
Years	  homeless	  (mean,	  SD)	   <0.001	   -‐0.565	   732	   5.74	   6.04	   258	   9.12	   5.82	  
Homeless	  in	  last	  12	  months	   <0.001	   -‐1.066	   657	   65%	   	  	   256	   99%	   	  	  

Medical	  Conditions	  
(Elixhauser,	  lifetime	  
diagnosis)	  

	  	   	   	  	   	  	   	  	   	  	   	  	   	  	  

Liver	  disease	   <0.001	   -‐0.422	   167	   16%	   	  	   88	   34%	   	  	  
HIV/	  AIDS	   0.030	   -‐0.133	   39	   4%	   	  	   18	   7%	   	  	  
Diabetes	   <0.001	   -‐0.272	   65	   6%	   	  	   37	   14%	   	  	  

Hypertension	   <0.001	   -‐0.488	   188	   19%	   	  	   106	   41%	   	  	  
Neurological	  condition	   <0.001	   -‐0.314	   165	   16%	   	  	   76	   29%	   	  	  

Depression	   <0.001	   -‐0.631	   335	   33%	   	  	   165	   64%	   	  	  
Psychoses	   <0.001	   -‐0.539	   214	   21%	   	  	   118	   46%	   	  	  

Drug	  Abuse	   <0.001	   -‐0.610	   331	   33%	   	  	   162	   63%	   	  	  
	  	   	  	   	   	   	   	  	   	   	   	  	  

Total	  Elixhauser	  Score	  (#/27)	   <0.001	   -‐0.533	   907	   3.24	   3.25	   224	   5.0	   3.5	  
	  	   	  	   	   	   	   	  	   	   	   	  	  
Primary	  Care	  Provider	  
assigned	  

<0.001	   -‐0.501	   260	   26%	   	  	   129	   50%	   	  	  

Primary	  Care	  Clinic	  assigned	   <0.001	   -‐0.571	   310	   31%	   	  	   152	   59%	   	  	  

Case	  Management,	  active	   <0.001	   -‐0.303	   143	   14%	   	  	   68	   26%	   	  	  
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Table	  3:	  	  Comparative	  Utilization	  and	  Estimated	  Costs	  per	  User	  for	  Services	  throughout	  San	  
Francisco	  between	  Low	  Users	  and	  High	  Users	  of	  Sobering	  Center,	  July	  2014	  to	  June	  2015.	  
	  

p cohen's)
d

n dist. SD n dist. SD

1013 80% 258 20%
Utilization)&)Estimated)
Costs

Sobering)Center)visits) <0.001 %1.590 1013 1.14 0.349 258 8.9 10.8
Sobering)Center)costs) <0.001 %1.590 1013 $302 92.3 258 $2,350 2850

Ambulance)Transportsi 0.007 %0.410 59 6.46 6.74 85 11.2 14
Ambulance)costs 0.007 %0.410 59 $10,815 11284 85 $18,798 23393

ED)visits)(public)hospital) <0.001 %0.430 418 4.72 6.43 219 7.68 7.7
ED)costs)(public)hospital) <0.001 %0.430 418 $3,062 4168 219 $4,985 4993

Medical)Detoxification)
days

0.636 %0.08 70 20.2 15.1 88 21.5 18.9

Medical)Detoxification)
costs

0.636 %0.07 70 $8,2090 6145 88 $8,7320 7682

Inpatient)days 0.148 %0.19 168 10.8 14.8 112 13.9 19.2
Inpatient)costs 0.148 %0.19 168 $15,5500 21347 112 $20,0390 27683

Urgent)Care)visits 0.365 %0.12 169 2.4 1.98 97 2.68 2.69
Urgent)Care)costs 0.365 %0.13 169 $4640 383 97 $5190 521

Total)Urgent/)Emergent)
Utilization)(Visits)ii

<0.001 %1.240 1013 11.8 23.4 258 46.8 42.2

Total)Urgent/)Emergent)
Costs

<0.001 %0.750 1013 $8,255 30428 258 $32,082 37134

Low)Use)(1Q2)visits) High)Use)(3+)visits)

	  
(i)	  Users	  with	  4	  or	  more	  ambulance	  transports	  in	  any	  one	  calendar	  month	  period	  included.	  Any	  users	  
with	  less	  than	  4	  transports	  in	  a	  month	  are	  not	  included.	  

(ii)	  Total	  urgent/emergent	  utilization	  includes	  all	  services	  listed	  above,	  plus	  jail	  health	  days,	  psychiatric	  emergency	  
and	  community	  crisis	  services,	  and	  social	  detoxification.	  	  	  
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Table	  4:	  Factors	  associated	  with	  high	  utilization	  (3+	  visits)	  of	  Sobering	  Center	  as	  
compared	  to	  low	  utilization	  (1-‐2	  visits)i:	  San	  Francisco,	  July	  2014	  to	  June	  2015	  

	   	   	   	   	   Number	  of	  obs	  =	  1,264	  

	   	   	   	   	  
LR	  chi2(10)	  =	  268.70	  

	   	   	   	   	  
Prob	  >chi2	  =	  0.0000	  

Log	  likelihood	  =	  -‐505.301	  
	   	   	   	  

Pseudo	  R2	  =	  0.2100	  

	   	   	   	   	   	   	  
Variable	   Odds	  

Ratio	  
Std.	  
Err.	   z	   P>|z|	   95%	  Conf	  Interval	  

Drug	  abuse,	  diagnosis	   1.56	   0.30	   2.29	   0.022	   1.07	   2.28	  
Depression,	  diagnosis	   1.54	   0.29	   2.29	   0.022	   1.06	   2.22	  
Psychoses,	  diagnosis	   1.34	   0.24	   1.61	   0.107	   0.94	   1.91	  
Ageii	  

	   	   	   	   	   	  25-‐34	   3.64	   3.85	   1.22	   0.221	   0.46	   28.95	  
35-‐44	   6.51	   6.80	   1.79	   0.073	   0.84	   50.40	  
45-‐54	   6.63	   6.89	   1.82	   0.069	   0.86	   50.88	  
55-‐64	   7.00	   7.31	   1.86	   0.062	   0.90	   54.21	  
65-‐83	   12.45	   13.37	   2.35	   0.019	   1.52	   102.14	  

Homeless	  in	  last	  12	  months	   41.27	   29.70	   5.17	   <0.001	   10.07	   169.13	  
Neurological	  disorder,	  diagnosis	   1.45	   0.29	   1.85	   0.064	   0.98	   2.14	  
Cardiac	  arrhythmias,	  diagnosis	   1.55	   0.32	   2.1	   0.036	   1.03	   2.33	  

Liver	  disease,	  diagnosis	   0.96	   0.18	  
-‐

0.23	   0.816	   0.66	   1.39	  
Ethnicityiii	  

	   	   	   	   	   	  Latino/a	   0.73	   0.16	   -‐1.5	   0.134	   0.48	   1.10	  

Black	   0.63	   0.13	  
-‐

2.29	   0.022	   0.42	   0.93	  
Native	  American	   1.68	   0.67	   1.31	   0.19	   0.77	   3.67	  

Other	   0.43	   0.14	  
-‐

2.54	   0.011	   0.22	   0.82	  

_cons	   0.00	   0.00	  
-‐

5.68	   <0.001	   0.00	   0.01	  
Reference	  groups:	  ilow	  use	  (1-‐2	  visits),	  ii18-‐24	  years	  old,	  iii	  White.	  	  
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Chapter 4 

Evaluation and Comparative Cost Analysis of the San Francisco Sobering Center as an Alternative 

Care Setting to the Emergency Department for Individuals with Acute Alcohol Intoxication  

 

Abstract  

Study Objective: The present study investigates the outcomes and costs of a sobering center, and 

compares demographics and cost outcomes to the emergency department setting for the care of 

uncomplicated alcohol intoxication. Sobering center provide care for adults acutely intoxicated on 

alcohol, offering an alternative to emergency departments for the publicly inebriated. There are 

approximately 20 sobering programs nationally and more internationally; yet there has been limited 

formal evaluation of sobering center-based care compared to the emergency department for intoxicated 

individuals.   

Methods:  We conducted a cross-sectional study examining the outcomes and costs of treating acute 

alcohol intoxication in a sobering center compared to the emergency department of a public hospital in 

San Francisco, California. All sobering center encounters from July 2010 to June 2014 were included for 

analysis. Subjects included from the San Francisco General Emergency Department from the same time 

period had: 1) a primary ICD-9 code related to acute alcohol intoxication adults; 2) visits lasting under 24 

hours; 3) been discharged without admission or transfer to another healthcare facility; and 4) were aged 

18 or older.  

Results: During the four-year period of analysis, there were 4,471 unduplicated clients who had 17,296 

encounters at the Sobering Center, and 2,731 unduplicated clients accounting for 4,618 primary alcohol 

intoxication-related encounters in the ED. In evaluating the Sobering Center outcomes, we found a vast 

majority of encounters were able to sober safely and discharge either to self or to another program. Less 

than 4% of Sobering Center visits resulted in a discharge via ambulance to a medical or psychiatric 

emergency department, while less than 1% required police intervention. Our cost analysis compared 

direct actual costs of the ED to the per-encounter costs for the Sobering Center and found the Sobering 
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Center was significantly less costly ($274.00, SE 0.06; p<0.0001) than the ED ($517.85, SE 6.83) for care 

of acute intoxication.  

Conclusion: Our data suggest that a sobering center may be an appropriate, lower cost alternative to the 

emergency department in the care of the acutely intoxicated. Identifying funding sources for sobering 

programs, as an alternative to the emergency department, would be likely to save healthcare dollars. 
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INTRODUCTION 

Sobering centers provide care for adults acutely intoxicated on alcohol, offering an alternative to 

emergency departments for the publicly inebriated. Sobering facilities provide basic services to 

individuals acutely intoxicated on alcohol during the sobering process, most commonly short-term 

shelter, food, oral rehydration, and vital sign monitoring by some level of clinical staffing. At present, 

there are approximately 20 community-based sobering programs in existence nationally (Dunford et al., 

2006; Ross, Schullek, & Homan, 2013; Warren, Smith-Bernardin, Jamieson, Zaller, & Liferidge, n.d.), 

and more internationally (Brady, Nicholls, Henderson, & Byrne, 2006; Brewster-Liddle, Parsons, & 

Moore, 2013; Peckler & Nguyen, 2013; Swain, Weaver, Gray, Bailey, & Palmer, 2013). Yet there has 

been little to no formal evaluation of the outcomes or cost effectiveness of sobering center-based care 

compared to the emergency department for the care of the acutely intoxicated. Additionally, the San 

Francisco Sobering Center, a nurse-led program with 12 years of operation and over 44,000 encounters 

(Smith-Bernardin & Kennel, 2013), is the only known sobering center that accepts intoxicated adults from 

ambulances and serves as a direct diversion from care in the emergency department.  

Background/rationale 

Emergency department overcrowding is a significant concern within the United States (Jonathan 

S Olshaker MD, 2009; Panelists, 2006; Trzeciak & Rivers, 2003). Looking at factors in emergency 

department [ED] overcrowding, the ED is a common treatment alternative for individuals with acute 

alcohol intoxication (Bell, Bowler, & Lyons, 2012; Cherpitel, 2014; Hungerford & Pollock, 2003; 

Pletcher, Maselli, & Gonzales, 2004), who may or may not have a secondary need in addition to their 

intoxication. Recent survey-based data indicate the percentage of surveyed individuals who report 

alcohol-related emergency department admissions in the last year has increased significantly from 5% in 

1995 to 9.7% in 2010 (Cherpitel & Ye, 2012). Based on international and domestic studies completed 

between 1996 and 2005, an estimated 2.5% to 30% of emergency department patients are intoxicated on 

alcohol at presentation (Benger & Carter, 2008; Pirmohamed et al., 2000; Pletcher et al., 2004), while 

more than 620,000 annual encounters from 1997 to 2000 were for patients with uncomplicated, acute 
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alcohol intoxication (Pletcher et al., 2004).  A significant number of cases for uncomplicated alcohol 

intoxication, a condition not requiring emergency level care for treatment, require little more than time 

and non-invasive monitoring to sober safely (Cherpitel, 2014; Holzer et al., 2013; Hungerford & Pollock, 

2003; Pletcher et al., 2004; Verelst, Moonen, Desruelles, & Gillet, 2012). Nevertheless, these cases 

represent a large burden to the health care system with estimated overall healthcare costs at greater than 

$900 million annually in the US from 1997 to 2000 (Pletcher et al., 2004).  

Additionally, while the number of total emergency department visits in the United States is 

increasing (McCaig & Ly, 2002; Pletcher et al., 2004), the number of emergency departments and 

available beds have dropped an estimated 4% and 15%, respectively (McCaig & Ly, 2002; Pitts, Niska, 

Xu, & Burt, 2008). Emergency medical transport of intoxicated individuals, many without any additional 

medical needs, likewise place a significant burden on ambulance services (Cornwall et al., 2012; Holzer 

et al., 2013; Ross et al., 2013).  

Increased focus on the use of sobering centers as an alternative care site for acute intoxication 

continues (Brady et al., 2006; Brewster-Liddle et al., 2013; Smith-Bernardin & Schneidermann, 2012), 

and recent studies have shown promising results for ambulance triage to a sobering center (Cornwall et 

al., 2012; Flower et al., 2011; Ross et al., 2013), collaboration between sobering centers and the criminal 

justice system (Dunford et al., 2006), and event-specific sobering stations (Swain et al., 2013). One study 

in Wellington New Zealand showed promising cost savings of sobering interventions by describing the 

financial outcomes associated with opening of a temporary (two-day) sobering facility for an annual 

large-scale sporting event (Swain et al., 2013).  

Purpose 

This study investigates the outcomes and costs of a sobering center, and compares demographics 

and cost outcomes to the emergency department setting for the care of uncomplicated alcohol 

intoxication. This paper makes a unique contribution to the literature by being, to our knowledge, the only 

outcome and cost based study comparing a sobering center to the emergency department for sobering 

care.    
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METHODS 

Study design  

We conducted a cross-sectional study examining the outcomes and costs of treating acute alcohol 

intoxication in a sobering center compared to the emergency department of a public hospital in San 

Francisco, California. Analyses for this study included four fiscal years of data July 2010 to June 2014.  

Human subjects approval was obtained from the University of California-San Francisco and San 

Francisco General Hospital Committee for Human Research Protection Program, and the University of 

California-Berkeley Reliance program. 

Setting 

The San Francisco Sobering Center has been in operation since July 2003 and provides short-term 

(4-12 hour) monitoring and nursing care for adults aged 18 and over with acute alcohol intoxication (Liu, 

2004). The Sobering Center accepts intoxicated individuals 24 hours a day, 7 days a week from 

ambulances, police, homeless van service, emergency departments, and other community programs. Due 

to limited number of beds, walk-ins are accepted on a limited basis. Clients receive basic services 

including a bed to rest in, food, oral rehydration, and vital sign monitoring by registered nurses and 

medical assistant staff following nursing protocols and practice guidelines. Additional details about the 

program can be found in Smith-Bernardin & Schneidermann (Smith-Bernardin & Schneidermann, 2012).  

San Francisco General Hospital and Medical Center is publicly owned and operated by the 

Department of Public Health in the City and County of San Francisco. San Francisco General Hospital 

(SFGH) is part of a comprehensive public health system, providing outpatient and inpatient health care. 

Of interest to this study, SFGH operates a Level-1 trauma center and emergency department (ED) 

responding to emergency needs throughout the Bay Area. SFGH provided 55,000 to 70,000 ED visits 

annually from 2010 to 2014 (SFGH Administrator, 2011; 2012; 2013; 2014). Included are emergency 

department visits for individuals presenting with uncomplicated, acute alcohol intoxication. 

Data sources/ measurement 
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There are two sources of data for this analysis based on the respective facilities, which provide 

encounter-level details on alcohol-related admissions. All emergency department encounter information is 

collected in the University HealthSystem Consortium Database and includes unique client identifiers, 

costs, charges, billing information (insurance), billing codes, and encounter and demographic data.  

Sobering Center encounter level information was obtained from the Coordinated Case Management 

System (CCMS). The CCMS is an integrated electronic record system tracking individual-level utilization 

across multiple health and welfare systems. The CCMS merges previously disconnected databases 

including data on medical and psychiatric utilization within the Department of Public Health, shelter and 

housing use, jail health/medical admissions, substance abuse service use, ambulance transports for all 

911-responding companies, and emergency department and inpatient visit data for San Francisco General 

Hospital. It creates a comprehensive medical and social record providing an inclusive view of both 

individual demographics and utilization.  

Of note and consistent with secondary data analysis, data were collected in real-time during the 

course of treatment at each respective facility. Both the Sobering Center and SFGH ED utilize paper and 

electronic charting; all records applicable for this study are contained in the electronic records. Data were 

compiled and exported via Microsoft Excel, and then cleaned and checked for accuracy by the author.  

Participants 

Subjects from San Francisco General Emergency Department (n=2,731, unduplicated clients) were 

selected for analysis based on primary ICD-9 codes. Data were extracted by SFGH data analysts based on 

inclusion criteria. To be included, encounters had to have: 1) a primary ICD-9 code related to acute 

alcohol intoxication adults including: 303.00-303.03 (n=827; ‘Acute alcohol intoxication’); 303.90-

303.93 (n=246; ‘Other and unspecified alcohol dependence’); or 305.00-305.01 (n=3683; ‘Alcohol 

abuse’); 2) visits lasting under 24 hours; 3) been discharged without admission or transfer to another 

healthcare facility; and 4) be aged 18 or older. All other alcohol related codes such as for alcohol 

withdrawal were excluded. Assignment of ICD-9 codes to the encounters were done by emergency 

department clinicians at discharge; they were not collected or assigned prospectively based on this or 
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another research study.  Secondary ICD-9 codes were included if assigned for the encounter; these were 

for encounter information only and not used for inclusion/exclusion.  

Due to the exclusive work of the Sobering Center in sobering from acute alcohol intoxication, all 

admissions to the facility were selected for inclusion in the analysis (n=17,296). Sobering center staff do 

not assign ICD-9 or ICD-10 codes. 

Measures  

The variables used in this study include basic demographic and encounter details from the Sobering 

Center and the ED. Demographics included age (continuous), ethnicity (White, Black, Latino/a, Other), 

housing status (homeless, permanently housed), and gender (male, female). Due to privacy 

considerations, gender was categorized as male or female; transgender subjects were placed into the 

gender with which they identified. Encounter details include date of service, recidivism of clients, direct 

actual costs, and total actual costs. 

Cost Variables 

Direct and total actual costs in the ED were compared to the costs at the Sobering Center. ED 

direct costs were actual costs associated with direct care to the specific client while in the ED (treatments, 

diagnostics, staffing). Total costs were the sum of direct actual costs plus overhead (environmental costs, 

facility, utilities, etc.).  Charges were not utilized in this study. The Sobering Center does not calculate 

marginal costs and does not currently bill for services; thus encounter-level financial data was not 

available. However, the Sobering Center performs a single service of caring for acutely intoxicated 

clients, which represents the entirety of the program budget. Sobering Center costs are calculated each 

fiscal year by Department of Public Health analysts. The average per-encounter cost for the Sobering 

Center is the total of all costs to run the program for one fiscal year (staffing, rent, utilities, supplies, 

equipment, maintenance) divided by number of total encounters in that fiscal year. These fiscal year per-

encounter costs were used for the cost analysis, providing a mean dollar cost per sobering encounter. All 

ED and Sobering Center costs were inflated to 2014 dollars using the consumer Price index for medical 

care. 
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A percentage (n=409, 8.8%) of ED encounters listed an actual and total cost of $0 (zero dollars). 

It is unclear why these encounters had a zero cost; all encounters were documented as discharged to self-

care (rather than left without being seen, against medical advice, or other alternative discharge) and 

received an ICD-9 diagnosis at discharge. For analysis, we performed a multiple imputation replacing the 

zero cost with the mean respective to the year of encounter. Sixteen ED encounters had a negative total 

cost (n=16; ranging from $-231 to $-2872); these negative encounters were removed from analysis. 

Study size  

Analyses for this study included four fiscal years of data, July 2010 to June 2014.  Analyses 

included Sobering Center encounters (n=17,296) of unduplicated clients (n=4,471), and San Francisco 

General Hospital emergency department encounters (n=4,618) of unduplicated clients (n=2,731).  

Statistical methods 

Two analyses were completed for this paper.  First, unduplicated subjects utilizing either the 

Emergency Department or the Sobering Center at least one time during the study period were included in 

a descriptive demographic analysis. Second, a cost analysis was conducted to compare the actual direct 

and total costs of ED encounters to those at the Sobering Center. We detailed the number of visits, 

proportions, and rates of the population and utilization respectively. Comparisons between facilities were 

analyzed using analysis of variance (categorical and dichotomous variables) and t-tests (continuous and 

cost variables).  Data analysis was performed using STATA/IC 14.1 for Mac (STATA Corporation, 

College Station, Texas); a p value of 0.05 or less was considered statistically significant.  

RESULTS 

Utilization 

During the four-year period of analysis, there were 4,471 unduplicated clients who had 17,296 

encounters at the Sobering Center, and 2,731 unduplicated clients accounting for 4,618 primary alcohol 

intoxication-related encounters in the ED. Demographic distributions were significantly different between 

the two populations on all included variables (Table 1). Sobering center clients were older (47.8 vs. 41 

years of age), and had a higher proportion of male clients (82 vs. 76%) than female clients. Of particular 
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note, the proportion of individuals who were homeless versus permanently housed was significantly 

higher for those cared for in the Sobering Center than the ED (67% vs. 44% homeless, respectively).  

Over three-quarters of ED encounters were for nondependent alcohol abuse, followed by acute 

alcohol intoxication in alcoholism, and other and unspecified alcohol dependence drinking behavior (see 

Table 2).  A majority of ED encounters (n=3,130, 67.7%) did not have a secondary ICD-9 code.  Among 

those with secondary diagnoses (Table 3), the most common were suicide ideation and altered mental 

status, found in 5.8% and 5.1% of encounters respectively with a secondary diagnosis.  

Sobering Center Outcomes 

In evaluating the Sobering Center outcomes as indicated by discharge disposition, we found a 

vast majority of encounters were able to sober safely and discharge to self (n=11,842), shelter or 

stabilizing program (n=1,165), or detoxification (n=582) as shown in Table 4. Less than 4% of Sobering 

Center visits (n=613) resulted in a discharge via ambulance to a medical or psychiatric emergency 

department, while less than 1% (n=127) required police intervention. There was one recorded death at the 

Sobering Center during the study period. Detailed outcome data was not available for the emergency 

department visits.  

Cost Comparison 

Two separate comparisons using the average per-encounter cost for the Sobering Center were 

made. First, we compared the direct actual per visit costs of the ED to the per-encounter costs for the 

Sobering Center and found the Sobering Center was significantly less costly ($274.00, SE 0.06; 

p<0.0001) than the ED ($517.85, SE 6.82) for care of acute intoxication.  Second, we compared the total 

actual costs of the ED in comparison to the per-encounter costs of the Sobering Center, and found a larger 

difference ($274.00, SE 0.06 vs. $740.95, SE 9.78). The Sobering Center had mean total costs less than 

half that of the Emergency Department, as seen in Figure 1.  

DISCUSSION 

The purpose of this analysis was to investigate the use of a sobering center as a care alternative to 

the ED for those with acute alcohol intoxication. To our knowledge, this is the first comprehensive 
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comparison of these services. Our data suggest that a sobering facility can be a lower cost alternative to 

the emergency department for those with uncomplicated alcohol intoxication.  

Creating care alternatives for those intoxicated is not without controversy. The diagnosis of 

uncomplicated, acute alcohol intoxication is one done by a diagnosis of exclusion. Alcohol intoxication 

may be in addition to other acute medical needs or may mask other conditions. Likewise, there are risks 

inherent in acute intoxication, from mild discomfort to severe or even fatal consequences. Our data 

support preliminary results from a qualitative survey of directors of established sobering programs in the 

United States (Warren et al., n.d.), which indicated that less than 5-10 percent of encounters in the 

Sobering Center required a higher level of care. Likewise, in comparison to a pilot study in Cardiff Wales 

(Brewster-Liddle et al., 2013), our findings suggest that even a greater majority of intoxicated clients 

brought to a stand-alone versus temporary sobering service were able to sober successfully without 

additional intervention. Comparison to the Brewster-Little findings should be viewed with caution, as the 

population in the pilot site were younger, included individuals under age 18, and had a greater percentage 

of female clients. A sobering facility must be able to both provide immediate triage capability and to 

identify medical conditions in addition to or instead of suspected alcohol intoxication (such as head 

injury, stroke, or diabetic emergency). Then, there must be sufficient monitoring and appropriate response 

to recognize conditions that may emerge during the sobering process. 

Our analysis of the secondary ICD-9 codes found that a majority of ED encounters did not have a 

secondary ICD-9 code assigned. Pletcher (2004) previously documented the most frequent secondary 

codes in his analysis of uncomplicated alcohol intoxication in the emergency department. In comparing 

the top 10 diagnoses from the current study to the Pletcher study, there were three secondary ICD-9 codes 

present in the top 10 of both groups: 305.90 (drug abuse, unspecified); 291.81 (alcohol withdrawal); and 

305.60 (cocaine abuse).  These three secondary codes in the current study were assigned to 3%, 2%, and 

2% of encounters with a secondary diagnosis, respectively, as compared to Pletcher’s findings of 4%, 1%, 

and 2% (Pletcher et al., 2004).  
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San Francisco General Hospital had 55,000 to 70,000 annual visits to its ED during the time of 

this study (SFGH Administrator, 2011; 2012; 2013; 2014). In this study, 4,618 of these ED visits were 

found to be for acute alcohol intoxication based on primary ICD-9 coding. Based on administrative 

annual reports from four fiscal years (July 2010 to June 2014), the visits for uncomplicated alcohol 

intoxication ranged from 1.4% to 2.8% of total ED visits annually, consistent with previous studies 

(Pletcher et al., 2004; Verelst et al., 2012).   

For both the Emergency Department and this Sobering Center, the decision to refer a client to one 

program or the other lies outside the actual facility. An important consideration in sobering facility 

operations is identifying the decision tree or algorithm utilized to identify appropriate referrals. A number 

of previous studies have found promising results in community-level triage of intoxicated individuals to 

sobering facilities by emergency medical technicians and paramedics (Cornwall et al., 2012; Flower et al., 

2010; Ross et al., 2013). Our data suggest that staff within a sobering center may be able to identify 

clients with other needs requiring a higher level of care and transfer out appropriately.  A detailed analysis 

of sobering center encounters received directly by ambulance could provide specific outcome information 

to guide triage practices. Future research is warranted to investigate the outcomes of ambulance-

encounters versus other referrals into a sobering setting. There is great potential for the development and 

evaluation of alternative destination policies for emergency services and ambulance personnel to transport 

patients with uncomplicated alcohol intoxication. We found that a small percentage of encounters did 

require a higher level of care at some point during the sobering stay. Future research should investigate 

specific conditions, which were identified during the sobering encounter, to best inform triage algorithms. 

The gap in knowledge is substantial regarding both the operational components of and population 

served by a sobering center. With numerous sobering programs currently in operation and dozens more 

programs currently under consideration both domestically and internationally, it is critical to investigate 

the outcomes of sobering interventions both independently and compared to the usual standards of care. 

Continued research is needed to investigate the best practices of sobering interventions to inform the 

development of standards of care and operation for non-hospital based facilities. This could likewise 
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guide ongoing discussions nationwide that promise to impact healthcare policy regarding pre-hospital 

alternatives of care for individuals with acute or chronic alcohol intoxication. 

Limitations 

We acknowledge some limitations of our study. Most notably, there was no control group or 

randomization to services. Initial consideration may lead one to conclude that clients seen in the 

Emergency Department are sicker or more compromised than those evaluated in the Sobering Center. 

This would result from street-level assessment by ambulance personnel who determine the level of illness 

or acuity, and thus systematically triage the more acute to the SFGH ED and the less acute to the Sobering 

Center. This appropriate triage could show a bias towards the Sobering Center showing lower costs for 

successful, non-complicated disposition than those in the SFGH ED. However, based on the majority lack 

of secondary ICD-9 codes in the ED and the number of Sobering Center encounters brought in by 

ambulances, comparability is suitable. Additionally, the admission type to the emergency department, 

such as referring party, was not available for the ED. Thus encounters may have originated from a variety 

of sources, such as ambulance, police, or walk-in. However, emergency medical transportation in itself 

indicates a certain acuity level (versus available police or van transportation options), and a significant 

portion of Sobering Center encounters arrived via ambulance.  

Another limitation may be the reliance upon ICD-9 coding for emergency department encounters. 

Providers at these locations may not include all appropriate codes for each visit, and thus encounters may 

be mislabeled as alcohol-related or not. This limitation is similar to many other studies evaluating 

emergency department utilization (Cherpitel, 2014; Cherpitel & Ye, 2008; Pletcher et al., 2004; Verelst et 

al., 2012), which rely on ICD-9 code protocols. 

Detailed outcome data for the emergency department was not available in the dataset; disposition 

was limited to discharge to self-care. Sobering outcomes were more detailed and included discharge to 

self-care, transfer to stabilizing services including shelter or detoxification, escort out due to behavioral 

difficulties, or transfer to police or emergency medical services. Without these data from the ED, 

disposition could not be compared. Future research should consider the ability of the emergency 
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department versus a sobering service in discharge to stabilizing services including detoxification 

programs or services for homeless individuals.  

This study analyzes actual costs.  Inferred costs – costs of ancillary staff time, triage and nursing 

time, physician time, ambulance wait times – are not part of this analysis. Anecdotally, admission to the 

Sobering Center is a rapid process, rarely requiring ambulance personnel or police officers to wait more 

than 5 minutes when dropping off a client. Additionally, because the Sobering Center costs are calculated 

based on aggregate data, potential differentials in cost between clients are not possible to know. However, 

as the types of interventions within the Sobering Center are limited (oral fluids, minimal wound care, 

hygienic needs, nutrition), significant variability in costs between encounters is not likely.  

Lastly, we were not able to determine the effectiveness of either sobering intervention on the 

long-term impact on individual or population alcohol consumption. 

CONCLUSION 

This comparative analysis between a sobering center and emergency department is an important 

step forward in evaluating the use of sobering centers as a care alternative for clients with uncomplicated 

alcohol intoxication. Our data suggest a sobering center may be an appropriate, lower cost alternative to 

the emergency department in the care of the acutely intoxicated. Considering the impact of acute 

intoxication in emergency departments across the country, efforts to divert non-emergent individuals from 

EDs promises to directly reduce ED overcrowding. Alcohol intoxication is likely to persist in the 

foreseeable future, and the healthcare system will continue to provide for sobering of those acutely 

intoxicated. Identifying funding sources for sobering programs, as an alternative to the emergency 

department, is critical for future program and policy development and is likely to save healthcare dollars.  
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Table	  1:	  Characteristics	  of	  Primarily	  Intoxicated	  Clients	  in	  the	  Emergency	  
Department	  versus	  the	  Sobering	  Center,	  July	  2010	  to	  June	  2014	  

	  	  
Emergency	  
Department	  
(n=2,731)	  

Sobering	  Center	  
(n=4,471)	   p	  value	  

Variable	   Mean	  	  ±	  SE	  
or,	  n	  (%)	  

Mean	  	  ±	  SE	  	  
or,	  n	  (%)	   	  

Age	  (Mean)	   41	  ±	  0.3	   47.8	  ±	  0.2	   <0.0001	  

	   	   	   	  
Gender	   	   	   <0.0001	  
Male	   2088	  (76)	   3576	  (82)	   	  
Female	   643	  (24)	   768	  (18)	   	  

	   	   	   	  
Ethnicity	   	   	   <0.0001	  
White	   1114	  (41)	   2028	  (45)	   	  
Latino/a	   449	  (17)	   907	  (20)	   	  Black	   451	  (17)	   896	  (20)	   	  
Other	   701	  (26)	   640	  (14)	   	  

	   	   	   	  
Housing	  Status	   	   	   <0.0001	  
Homeless	   1168	  (44)	   2981	  (67)	   	  
Permanently	  

Housed	   1506	  (56)	   1490	  (33)	   	  

	   	   	   	  Age	  Range	  (by	  Unduplicated	  Clients)	  
	  

-‐-‐-‐-‐-‐	  
18-‐25	   520	  (19)	   131	  (3)	  

	  26-‐34	   531	  (19)	   732	  (17)	  
	  35-‐49	   808	  (30)	   1,455	  (33)	  
	  50-‐64	   723	  (26)	   1,629	  (37)	  
	  65+	   149	  (5)	   457	  (10)	  
	  	   	   	   	  Age	  Range	  (by	  Total	  Encounters)	   -‐-‐-‐-‐-‐-‐	  

18-‐25	   601	  (13)	   133	  (1)	   	  
26-‐34	   738	  (16)	   1,039	  (6)	   	  35-‐49	   1,599	  (35)	   4,879	  (28)	   	  
50-‐64	   1,458	  (32)	   8,605	  (50)	   	  
65+	   228	  (5)	   2,568	  (15)	   	  	  
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Table	  2:	  Primary	  ICD-‐9	  Codes	  Assigned	  for	  Alcohol	  Intoxication	  in	  the	  ED	  

Primary	  ICD-‐9	  Code	   Freq.	   Percent	  

303	   Acute	  Alcohol	  Intoxication	  in	  
Alcoholism	   807	   17.45	  

303.90-‐91	   Other	  and	  Unspecified	  Alcohol	  
Dependence	  Drinking	  Behavior	   246	   5.32	  

305.00-‐01	   Nondependent	  Alcohol	  Abuse	  
Drinking	  Behavior	   3,571	   77.23	  

	  	   Total	   4,624	   100	  
 
 
 
 
Table	  3:	  Ten	  Most	  Common	  Secondary	  Diagnoses	  Assigned	  to	  ED	  Patients	  
with	  Primary	  Diagnosis	  of	  Intoxication,	  July	  2010	  to	  June	  2014	  

Secondary	  ICD-‐9	  Code	   Freq.	   Percent	  

-‐-‐-‐-‐	   None	   3130	   67.7	  
v62.84	   Suicide	  ideation	   86	   5.76	  
780.97	   Altered	  mental	  status	   76	   5.09	  
305.9	   Drug	  abuse,	  unspecified	   49	   3.28	  

v71.89	   Observation	  and	  evaluation	  for	  
other	  suspected	  condition	   41	   2.74	  

786.5	   Chest	  pain,	  not	  otherwise	  specified	   39	   2.61	  
v72.85	   Other	  specified	  examination	   39	   2.61	  

920	   Contusion	  of	  face,	  scalp,	  and	  neck	  
except	  eye(s)	   32	   2.14	  

291.81	   Alcohol	  withdrawal	   31	   2.07	  

305.6	   Cocaine	  abuse-‐nondependent,	  
unspecified	   30	   2.01	  

789	   Abdominal	  pain,	  unspecified	  site	   27	   1.81	  
ICD-‐9:	  	  International	  Classification	  of	  Diseases,	  9th	  Revision	  
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Table	  4:	  	  Discharge	  Destinations	  of	  Sobering	  Center	  
Encounters,	  July	  2010	  to	  June	  2014	   Freq.	   Percent	  

	   	   	  Discharged	  to	  home	  care	  or	  self	  care	   11,842	   68.5	  
Left	  against	  medical	  advice	  	   1,509	   8.7	  
Shelter/Stabilizing	  Program	   1,165	   6.7	  
Detoxification	   582	   3.4	  
Medical/Psych	  ED:	  	  Urgent	  via	  EMS	   613	   3.5	  
Medical/Psych	  ED:	  	  Non-‐Urgent	  via	  Van	   220	   1.3	  
Behavioral	  Problem	   583	   3.4	  
To	  Police	  Custody	   127	   0.7	  
Other	   645	   3.7	  
Missing	  Data	   10	   0.1	  

	   	   	  Total	   17,296	   100	  
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Chapter 5 

Discussion 

This dissertation has the overarching goal of answering the questions: What is the role of 

sobering centers in the care of individuals with acute alcohol intoxication? And, Compared to hospital 

emergency department care, is a sobering center a safe, lower cost alternative setting for the provision of 

care to individuals with acute alcohol intoxication? There are many ways in which to answer these 

questions, and this research represents one way in which to investigate this phenomenon. These chapters 

combined offer a comprehensive picture of the use of a sobering facility as an alternative care site to the 

emergency department for the care for acute alcohol intoxication.   

I started this dissertation by detailing the history of efforts aimed at caring for public alcohol 

intoxication, initially created as detoxication programs to implement the medical-model of alcohol 

treatment. Over time, these detoxication centers largely focused either on the short-term intoxication 

phase (sobering) or the longer-term stabilization phase of ceasing alcohol intake (detoxification). My 

focus has been primarily on the role of sobering care as an alternative to the emergency department, and 

despite decades of efforts, alcohol intoxication continues to negatively impact our society. In 

investigating the existing research on sobering care, my findings indicate that there is both an overall lack 

of research, and that the problem of public alcohol intoxication is still of significant concern in this 

country.  

Population utilizing sobering services 

My investigation of the population utilizing the San Francisco Sobering Center produced a number 

of important findings.  First, a vast majority of unduplicated clients utilized the sobering center only one 

time during the study period. One question would be whether this experience in the Sobering Center 

influenced further drinking patterns, and if this experience is different from that found in the emergency 

department or jail. This analysis did find a heterogeneous group based on age, race/ethnicity, and housing 

status. Further research could investigate the longer-term outcomes after a Sobering Center encounter, 

measuring what interventions can affect these outcomes. Ideally, if not already in place, sobering facilities 

should incorporate screening tools to identify and assess alcohol use disorders such as the SBIRT 
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(screening, brief intervention, and referral to treatment), AUDIT (Alcohol Use Disorders Identification 

Test), or the CAGE questionnaire, and offer brief interventions as appropriate. These tools offer validated, 

measurable interventions that may be compared across settings.  

Notably, this research found a high percentage of unduplicated clients are individuals currently 

homeless. Importantly, the higher users (3+ visits) of the system have a 100% rate of current 

homelessness and significantly more encounters compared to the low users (1-2 visits). These findings are 

consistent with previous research into health care utilization for homeless individuals. Individuals without 

homes who suffer from chronic alcohol use disorders are a particularly costly and vulnerable population. 

Current literature indicates that homeless individuals with substance abuse diagnoses have 

disproportionately high rates of emergency services utilization (Chambers et al., 2013; Hwang & 

Henderson, 2010; Larimer et al., 2009; McCormack et al., 2013; Srebnik, Connor, & Sylla, 2013), 

frequent interactions with the criminal justice system (Dunford et al., 2006; Larimer et al., 2009; Zaller, 

2007), and higher overall rates of healthcare utilization (Clifasefi et al., 2011; Gelberg, Andersen, & 

Leake, 2000; Hwang & Henderson, 2010; Lewin Group, 2008; Stein, Andersen, & Gelberg, 2007) 

compared to those who are not homeless. Homeless persons are less likely to have a regular source of 

non-emergency health care (Hwang & Henderson, 2010) than non-homeless individuals, despite access to 

health insurance.    

Our findings indicate that a sobering center can successfully care for a middle-aged, ethnically 

diverse population with significant levels of chronic medical, psychiatric, and substance abuse disorders. 

Consistent with existing research, a small number of clients accounted for a majority of the total 

encounters (Dunford et al., 2006; Hwang & Henderson, 2010; Thornquist, Biros, Olander, & Sterner, 

2002), with some individuals visiting the sobering center dozens of times during the study period. The 

results of our study indicate that the population using the sobering center consists of many individuals 

with recidivism beyond two visits, suffering from medical comorbidities, high rates of co-occurring drug 

abuse and mental illness, and significant histories of homelessness. Many of the individuals are likewise 

engaging with other urgent and emergent healthcare systems throughout the urban environment, such as 

urgent care, the emergency department, or ambulance services. Despite this, a majority of the population 
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is not connected to primary care clinics or providers and few have active case management. Measures in 

this study were able to identify assignment only to primary care or case management, which is limited in 

that it does not indicate if the individual is actively engaged in care.  Future investigation should assess 

rates of engagement, including visit attendance and an established plan of care.  

Comparative Cost Analysis to Emergency Department 

This research begins to address questions about the ability of a sobering center to function as an 

alternative to the emergency department for care of the acutely intoxicated. This is not without 

controversy, and additional research must be completed to substantiate these initial findings. Not all 

intoxicated individuals will be appropriate for a sobering facility, due to co-occurring medical or 

psychiatric conditions, or behavioral complications such as violence. Alcohol intoxication is a diagnosis 

of exclusion; meaning an individual cannot be diagnosed with only acute alcohol intoxication until all 

other possible diagnoses are ruled out. This sophisticated process may involve comprehensive, costly 

diagnostic tools involving specialized healthcare personnel (such as computerized tomography [CT] 

scans, phlebotomy and laboratory tests, X-rays).  It also takes time, time to sober regardless of any 

underlying conditions. Based on my comparative analysis between the Sobering Center and San Francisco 

General Emergency Department, the findings indicate that many of those intoxicated required minimal 

intervention, with primarily time and monitoring to safely sober. Based on the general lack of negative 

outcomes at the Sobering Center, it can be inferred that a sobering facility with registered nurse staffing 

may be able to safely monitor intoxicated individuals without advanced diagnostic tools. Yet the 

definition of ‘safety’ is not completely clear.  

Without details regarding the specific conditions and diagnoses requiring advanced care, we can 

only speculate as to the safety of sobering operations. Our cohort analysis was able to determine lifetime 

rates of health-related diagnoses; yet a diagnosis does not indicate whether there is disability related to 

this diagnoses. Related research found that one-time users of ambulance services were more likely to die 

during intoxication than more frequent users (Holzer et al., 2013), indicating that any sobering service 

will need to rigorously assess and monitor first-time users. Two areas of research would offer additional 

information about the safety of sobering.  First, research could investigate those encounters that did 
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require transfer to the emergency department during their sobering stay. What were the related diagnoses? 

Did any incidents result in more severe or permanent disability due to not having been treated initially in 

the emergency department? What percent of these emergency conditions were underlying, and what 

others occurred while on site in the sobering center? This could inform both triage guidelines in the pre-

sobering environment and the staffing and training necessary to safely operate a sobering program.  

Second, more advanced assessment of the acuity of clients cared for in a sobering facility is needed. As 

noted in two related studies (Brady, Nicholls, Henderson, & Byrne, 2006; Segal, 1989), some sobering 

interventions administered breathalyzers to admitting clients, with average admission blood alcohol levels 

ranging from 0.190 to 0.217%. This provides a level of objective data in which to evaluate acuity. 

However, as noted in other research (Volz, 2012; Vonghia et al., 2008), the relationship of blood alcohol 

level to mental and physical impairment is not consistent if the individual is a chronic drinker.  

ROLE IN LARGER SYSTEM OF CARE 

A significant contribution of this dissertation is helping to define the role of a sobering center in 

the overall stabilization of those with chronic public intoxication. Sobering facilities have the potential to 

directly relieve some level of emergency department overcrowding most efficiently if ambulances can 

refer directly to a sobering program. A sobering center that provides this direct-from-ambulance service, 

with a lack of negative outcomes and limited discharges to the ED during the client stay, is a measure of 

success in itself. These centers potentially offer cost savings with the lower cost care within a sobering 

program, and the ED beds not occupied with intoxicated individuals are available for critically ill persons. 

However, this role does not take advantage of the full potential a sobering facility can offer. This program 

will offer 24-hour-a-day access to skilled staff trained in public health, substance abuse, and homeless 

health care. Sobering facilities have the ability and responsibility to function as a referring agency to 

related services providing for the longer-term health and stabilization of those with alcohol use disorders.  

An important point is the role of a sobering facility in the life of those with public intoxication.  

One of the anecdotal benefits of this sobering center is the ability to connect with the clients utilizing the 

services repeatedly. Sobering should be a safe space, where clients can sober and receive care with only 

basic expectations of the individual. A successful stay is one that provides a monitored environment, 
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which works to prevent negative outcomes yet encourages positive interaction and engagement. It is well 

documented that homelessness and addiction are highly stigmatized and those afflicted suffer from high 

levels of isolation, stigma, and feelings of separation from society (Boyd Ritsher, Otilingam, & Grajales, 

2003; Gelberg & Linn, 1988; Goodman, Saxe, & Harvey, 1991; Hubley, Russell, Palepu, & Hwang, 

2012; McCormack et al., 2013; Zlotnick, Zerger, & Wolfe, 2013). Sobering centers can offer a tolerant 

environment for persons historically disenfranchised by society, and overtime, gain the trust necessary to 

engage with these individuals to stabilize and re-integrate them back into society.    

Looking at the comprehensive picture of those with chronic intoxication, there are a number of 

related interventions effectively serving this largely disconnected population. Each service offers one 

piece of the larger system to provide wrap-around services to this high-needs population, and many of the 

individuals will be shared between the various organizations.  Regardless of effectiveness and effort, a 

single service in a silo usually cannot offer the comprehensive services required by this disadvantaged 

population. A sobering facility can play a substantial role in the coordination and implementation of these 

related services of the larger system. By offering short-term shelter and around-the-clock care, sobering 

staff are able to engage clients at all hours and provide a dedicated site available to both clients and 

collaborative agencies. This next section details programs that collectively offer a longer-term solution to 

those with chronic public intoxication, including managed alcohol housing, serial inebriate programs, 

community paramedicine, medical respite care, and intensive case management.   

Shelter/ Housing Collaboration 

Housing and shelter designed specifically for those with chronic alcohol use disorders who are 

not currently willing or able to be abstinent have been receiving significantly more attention in recent 

years. Commonly referred to as “wet housing” or managed alcohol programs, these programs offer 

housing for those with alcohol addiction who are neither in treatment nor sober. Referred to as ‘wet’, 

these shelter and housing options permit clients with known chronic alcohol addiction to secure and 

consume alcohol onsite, or will provide alcohol to individuals on a scheduled basis (McIntyre, 2009). A 

number of quasi-experimental/ observational and retrospective cohort analysis studies show promising 

results. Those in wet housing or shelter were found as a group to have significantly decreased emergency 
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department visits, ambulance transports, police encounters and overall costs of care (Collins, Malone, et 

al., 2012b; Larimer et al., 2009; Podymow, Turnbull, Coyle, Yetisir, & Wells, 2006) compared to their 

utilization prior to shelter or housing. Positive health outcomes including increased primary care 

utilization and improved medication compliance were present in a significant majority of clients up to two 

years after obtaining this housing (Larimer et al., 2009; Podymow et al., 2006). Related research into 

managed alcohol programs and wet housing efforts (Collins, Clifasefi, et al., 2012a; Hallelman, 2013; 

Larimer et al., 2009; Srebnik et al., 2013) suggest that a collaboration between a sobering center and 

housing efforts may prove effective in identifying and engaging individuals with chronic alcohol use 

disorders. Further investigation into the potential role of sobering centers in the preparation for and 

provision of housing may offer additional direction towards onsite services that may be most effective.   

Serial Inebriate Programs 

In states where public alcohol intoxication is illegal, the criminal justice system in partnership with 

local jurisdictions has created interventions specific to those with chronic intoxication. Serial inebriate 

programs [SIP] gained traction in the media in 2006 when San Diego published a study investigating their 

program (Dunford et al., 2006). These efforts impose a mandatory period of treatment for those who have 

continued to be processed through the criminal justice system.  The program in San Diego automatically 

enrolls clients for their SIP intervention once the individual reaches five admissions in one month to their 

local sobering center (Greene, 2007). The individual is arrested and brought to court within one day, and 

given a choice: 30 days of treatment or 30 days in jail. The study reported that most chronic intoxicants 

would initially choose the jail stay. However, each time the individual was re-arrested and processed 

through SIP, the amount of time would progressively increase to 60, 90, 120 days. The individual would 

eventually choose treatment. Once this occurred, their results found significant decreases in criminal 

justice and emergency service utilization and costs as clients participated in mandatory treatment 

(Dunford et al., 2006; Goodwin, 2010) as compared to those who chose jail. However, there was no long-

term evaluation of this utilization and cost decrease. A similar program in Massachusetts, which imposed 

30-day mandatory detoxification, found immediate within-subject pre-post decreases in emergency 

service utilization (Duong, Rathlev, McGrath, White, & Mitchell, 2012). Yet, their analysis indicated that 
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this decrease was temporary and overtime utilization did increase. Mandatory treatment efforts fit a 

specific niche in stabilization for those with chronic addiction, particularly for individuals unwilling or 

unable to access treatment. The research on long-term outcomes is lacking, and the coordination between 

sobering facilities, SIP, and housing or longer-term treatment services is not detailed.  

Community Paramedicine 

Community paramedicine has emerged in response to the increasing reliance on emergency 

services internationally. In essence, this is a comprehensive model of healthcare delivery that expands the 

role of emergency medical providers in the community with the goal of decreasing utilization of 

emergency services for non-urgent needs.  Much of this expanded role involves providing for healthcare 

needs while in the community under the guidance of a physician versus transporting to hospitals for care 

(Bigham, Kennedy, Drennan, & Morrison, 2013; Kizer, Shore, & Moulin, 2013; Patterson & Skillman, 

2012). Additionally, some of the goals of community paramedicine are to engage with those who 

frequently utilize the emergency medical system for non-urgent needs. This includes individuals with 

chronic public intoxication. As seen in San Francisco (data not evaluated within this dissertation), the 

Sobering Center plays a significant role in the day-to-day operation of the community paramedicine team 

including providing for sobering needs, overnight shelter, hygiene and wound care support, and 

evaluations for detoxification. To date, the collaborative role between community paramedicine teams 

and sobering facilities has not been evaluated.   

Medical Respite/ Recuperative Care 

Recuperative care programs, also known as medical respite, have emerged across the United 

States offering stabilization for homeless individuals discharged from inpatient hospital services. Medical 

respite provides acute and post-acute medical care and supportive services within a temporary residential 

environment for homeless individuals too ill or frail to be on the streets, yet not ill enough to require 

inpatient hospitalization (Zlotnick et al., 2013). Respite programs are heterogeneous, though a vast 

majority of programs provide some level of nursing or medical care during the day, care coordination, 

meals, and overnight shelter. Research has found medical respite to be effective in decreasing 30-day 

readmission rates, stabilizing very ill individuals for chronic medical conditions, and offering 
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comprehensive homeless health and social services (Corporation for Supportive Housing, 2010; Doran, 

Ragins, Gross, & Zerger, 2013; Zlotnick et al., 2013). Considering the level of homelessness and 

prevalence of chronic medical conditions within the population of sobering center users, there is probable 

overlap in clients served. Specifically relevant to this dissertation, the San Francisco Sobering Center is 

co-located with the Medical Respite program. The San Francisco Medical Respite offers nursing and 

provider support in daytime, seven days a week. There is no clinical staffing provided in Respite in the 

evenings. The respective Medical Respite and Sobering programs coordinate frequently in the provision 

of care. Importantly, with 24 hour-a-day nursing staffing, the Sobering Center registered nurses engage 

frequently with Respite clients providing for medical and psychiatric needs during the evening hours 

when there are no Respite clinical staff on site. Through anecdotal evidence (not presented in this 

dissertation), this evening oversight and intervention for Respite frequently avoids the use of ambulance 

to transport individuals with non-urgent needs to the emergency department.  

There are two directions future research can take based on this current collaboration. First, there 

is a lack of research on the success of medical respite specifically for those with chronic alcohol use 

disorders. Combined with the work in managed alcohol or wet shelters, a program that combines respite 

care within a ‘wet’ facility could appeal to medically frail individuals who need temporary medical care 

without the pressure to cease alcohol consumption. Second would be to examine the co-location of a 

sobering program to a medical respite or other non-medical facility where 24 hour a day nursing care is 

desired. A successful collaboration could result in decreased operational and staffing costs due to the co-

location, and a higher level of care for both programs without the need for additional staff.  

Homeless Outreach Services  

Homeless outreach teams exist internationally, providing outreach and engagement on the streets 

for those without housing (Levy, 1998; Macan, Cunningham, Lemming, & Calsyn, 2008). Considering 

the number of homeless clients within our population study, there are likely numerous clients who 

overlap between both programs. Although homeless outreach teams may provide for shelter or temporary 

housing (such as in stabilization rooms), this housing may not be appropriate for persons intoxicated or 

there may simply be not enough shelter available.  A sobering facility, with its beds and trained staff, may 
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be able to supplement efforts with homeless outreach teams. Areas of coordination could include a 

common location in which to find and engage with homeless individuals or a bed and time for those 

intoxicated to sober enough to participate in plans of care. Homeless outreach teams could provide 

temporary case management and service connection to individuals identified at sobering facilities (Fisk, 

Rowe, & Brooks, 2000; Holmes, Bradley, Carslie, & Lhuede, 2014).  

Summary: Role in Larger System of Care 

There are numerous interventions providing care to those with acute and chronic alcohol 

intoxication. One intervention will never be sufficient for all individuals. And although potentially 

difficult for formal evaluation, efforts should be made to assess the systems of care that integrate many of 

these interventions. What should be included in a comprehensive set of services to provide an effective 

structural response to chronic public intoxication? Can combined services – sobering centers, respite care, 

managed alcohol programs, community paramedicine, homeless health services – provide for sustained, 

effective impact? The reality is that multiple models of care are required to comprehensively impact the 

full spectrum of acute and chronic alcohol abuse. 

Many individuals have suffered for years on the street with destructive alcohol addiction and 

chronic homelessness. All of this research has been able to show, in a limited yet promising fashion, that 

many individuals were able to regain a significant amount of health and stabilization with the provision of 

specific, directed services. This offers hope that individuals with chronic public intoxication can be 

engaged in programs that meet their needs.  

POLICY IMPLICATIONS 

A most important discussion is the practical role of sobering in the care of those with chronic public 

intoxication. As found in Chapter 2, the original purpose of detoxication efforts was the broad goal of 

decreasing rates of public intoxication by medicalizing alcohol use disorders and treatment. As was noted 

in the literature and is obvious by the large presence of public alcohol intoxication today, this original 

goal has not been met. This does not indicate that this move from the criminal justice to the medical 

model was inappropriate. However, it does suggest that these original detoxication facilities lacked key 

aspects required to achieve this goal, or they were unable to accomplish this in isolation.  
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Based on current sobering utilization and this history, I argue that the goals of a sobering facility 

should be more specific and two-fold. First, sobering centers should have a primary function to divert 

intoxicated individuals away from emergency departments and jail services. The comprehensive, costly 

services in an ED are not required during sobering from acute intoxication when there is no other 

immediate medical need. Although there are risks inherent in acute intoxication, particularly in the 

presence of a more severe medical condition, this dissertation suggests that a well-trained nursing staff 

may provide appropriate care and monitoring during sobering. Considering the rates of current and past 

homelessness as seen in Chapter 3, the second goal of a sobering facility should be to connect clients 

directly to specific services for the homeless. Chronically homeless individuals with co-occurring chronic 

alcohol use disorders are often disengaged from care (Polcin, 2015), and due to their frequent intoxication 

and lack of housing, are typically unable to present to appointments to access services. If designed 

appropriately, sobering centers can function as an access hub to shelter and housing, food, case 

management, mental health care as well as detoxification and treatment services.  

One area yet unexplored is the affect of a sobering center on the health and safety of homeless 

individuals who are referred from the street. As noted earlier, the risk of injury and death from public 

intoxication is substantial. Is there an increase in street outreach and police interventions with the addition 

of a sobering facility, and a corresponding decrease in death and disability occurring in the outdoors? 

Cities in which street death and injury occur should explore a sobering facility as a referral option for 

homeless, intoxicated individuals with the goal of decreasing death rates on the street.  

The gap in knowledge is substantial. Researchers and practitioners should engage around 

establishing minimum criteria and best practices for sobering facilities, both as stand-alone centers and as 

collaborative partners in the care for chronically homeless individuals with alcohol use disorders. Further 

cost analyses should investigate less obvious cost savings or cost avoidance. Examples where savings 

could potentially be found include fewer officers dedicated to alcohol-related calls allowing either more 

efficient work or less overburdened officers; decreasing emergency department overcrowding, allowing 

other clients to be seen more frequently and more rapidly. One area to consider is the potential for 

increased job satisfaction for emergency department, police, and shelter staff by providing services that 
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stop the revolving door of addiction. Particularly with the Mental Health Parity and Addiction Equity Act 

of 2008 legislating mental health and substance use parity (SAMHSA, 2014), healthcare providers and 

insurers both may be increasingly interested in efficiently providing addiction services which offer 

individual stabilization and reduce utilization and costs for public intoxicants.  

CONCLUSION 

This dissertation begins to fill the substantial gap in research evaluating the components of a 

sobering center, particularly the population served and a cost comparison to care in the emergency 

department. Despite numerous sobering programs domestically and internationally, the published research 

to date has been lacking. Numerous cities across the world are investigating creating sobering programs, 

and much of the impediment to implementation is the lack of information regarding benefit and cost.  

First, I have shown that sobering centers care for a diverse, heterogeneous population of adults 

acutely intoxicated in public. The overall population had a substantial prevalence of comorbid medical, 

psychiatric, and substance abuse diagnoses, with significantly higher rates seen in clients with three or 

more annual visits compared to those with less frequent encounters. Notably, the populations within the 

sobering center likewise had considerable utilization rates of other public services throughout San 

Francisco, indicating their use was not limited to the sobering center. Second, though limited, outcome 

data suggest the majority of sobering encounters are appropriate for the level of care provided without the 

need to transfer to a higher level of care. Importantly, my comparative cost analysis offers the first 

comparison between a sobering center and emergency department. These findings show care for acutely 

intoxicated an individual at the sobering center was provided at a fraction of the cost to that seen in the 

emergency department.  

In conclusion, these findings offer substantial promise that a sobering center can provide 

appropriate, lower cost care for the acutely intoxicated. Yet there remains a substantial gap in knowledge.  

Further research should investigate discharge outcomes from sobering facilities, ideally in comparison to 

emergency department and jail services. The role of the sobering center in the comprehensive system of 

care needs to be explored, both to identify gaps in the system and in establishing which services should be 

offered within a sobering program. Particularly, a longitudinal analysis of clients served by sobering 
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centers can offer a look into health, engagement, and service utilization change over time. Lastly, 

additional cost analyses should be completed both in comparison to the emergency department and jail 

services. All these efforts should be expanded to comprise a multi-site sobering analysis of programs 

currently in operation, to identify and evaluate common measures of success both within the sobering 

facility and its impact to the local communities. This work can inform the development of minimum 

standards of care and evaluation for programs offering sobering services, providing guidance for the 

development and improvement of sobering services for the care for acutely intoxicated individuals.   
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