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Background: A minority of individuals with problematic alcohol use effectively seek help. Moreover, dropouts from care are not uncommon. It remains a major concern for health professionals, as adherence to treatment is significantly associated with better physical and psychological outcomes.

Objectives: The main aim of this research was to assess what factors could distinguish patients with problematic alcohol use who dropped out from those who did not.

Methods: The sample included 150 patients followed-up in an outpatient treatment center in France for a problematic alcohol use. Two measurement times were planned: at the first appointment and after six month of treatment. A large set of individual, environmental and institutional variables were considered to compare both subgroups.

Results: Patients who dropped out mostly differ from patients who did not with a higher level of alcohol-related problems, ambivalence, inclinations to use the substance, number of missed appointments. Significant results were also observed regarding a lower time gap between the first contact with the center and the first appointment, as well as the season of the last appointment.

Conclusions: Tailored motivational interventions could be offered to ambivalent patients, especially during the beginning of the treatment and some significant periods of the year. A particular focus should be brought on patients presenting such profiles in terms of level of alcohol problems, inclinations to drink and motivation to change. Overall, the study provides elements to better understand what may bring one patient to drop out of the treatment, and to improve the continuity of care.
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Introduction

Problematic alcohol use

A report from the French Monitoring Centre for Drugs and Drug Addiction (Observatoire Français des Drogues et des Toxicomanies, OFDT) stated that in 2014, 10% of people from 18 to 75 years old were using alcohol daily in France (Observatoire Français des Drogues et des Toxicomanies, 2015). Moreover, around 3.4 million of individuals were engaged in problematic alcohol drinking (i.e., abusers or dependent drinkers). This data is concerning especially when considering adverse effects of such consumption. Recent research noted that on the 535'000 premature deaths occurred in France in 2009, 49'000 could be related to direct and indirect effects of alcohol use [START_REF] Guérin | Alcohol-attributable mortality in France[END_REF].

It represents almost 13% of premature deaths among men, 5% among women, and 22% among individuals from 15 to 24. This prevalence is higher in France than in any other European countries [START_REF] Britton | A comparison of the alcohol-attributable mortality in four European countries[END_REF][START_REF] Corrao | Alcohol-attributable and alcohol-preventable mortality in Italy: A balance in 1983 and 1996[END_REF][START_REF] Rehm | Alcohol consumption and alcoholattributable burden of disease in Switzerland, 2002[END_REF].

However, the literature highlights as well that only a minority of individuals with alcohol problematic use are effectively seeking help [START_REF] Alonso | Use of mental health services in Europe: results from the European Study of the Epidemiology of Mental Disorders (ESEMeD) project[END_REF][START_REF] Probst | Alcohol use disorder severity and reported reasons not to seek treatment: a cross-sectional study in European primary care practices. Substance Abuse Treatment[END_REF]. According to the OFDT, in France, approximately 133'000 problematic drinkers were treated in addiction-specialized treatment centers in 2014.

Therefore, there is a significant gap between the estimated number of problematic drinkers and those finally received in care. Moreover, even if they complete their treatment, previous data showed that up to 83% of patients in France were likely to relapse within a 18-month period after treatment [START_REF] Malet | Outcomes from primary care management of alcohol dependence in France[END_REF].

During the treatment itself, it is also not uncommon to observe dropouts from care (i.e., a patient leaving care before its commonly expected end). Previous results indicated that around 50% of patients in outpatient or inpatient addiction-treatment settings dropped out of care [START_REF] Deane | Predicting dropout in the first 3 months of 12-step residential drug and alcohol treatment in an Australian sample[END_REF][START_REF] Mchugh | Predictors of Dropout from Psychosocial Treatment in Opioid-Dependent Outpatients: Predictors of Treatment Dropout[END_REF]. It is a major concern for health professionals as adherence to treatment is significantly associated with an improvement in general health and well-being [START_REF] Gossop | Factors associated with abstinence, lapse or relapse to heroin use after residential treatment: protective effect of coping responses[END_REF]Perkins, Tharp, Ramsey, & Patterson Adelv Unegv Waya), 2016). Some research tried to highlight important factors underlying this dropout process [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF].

Factors predicting dropout of addiction-specialized treatment

One of the dimension most often associated with dropout likelihood is a younger age [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF][START_REF] Perkins | Mapping the Evidence to Improve Retention Rates in Addiction Services[END_REF][START_REF] Stevens | Disadvantageous Decision-Making as a Predictor of Drop-Out among Cocaine-Dependent Individuals in Long-Term Residential Treatment[END_REF][START_REF] Vafaeinasab | Investigation of Affecting Factors on Persistence in the Treatment of Patients under Methadone Maintenance Therapy in Addiction Therapy Centers, Yazd-Iran[END_REF].

Nonetheless, the role of many other sociodemographic factors (i.e., gender, education, marital status) remain under discussion [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF][START_REF] López-Goñi | Addiction Treatment Dropout: Exploring Patients' Characteristics: Treatment Dropout in Addictions[END_REF][START_REF] Smith | Treatment outcomes and predictors of drop out for problem gamblers in South Australia: a cohort study[END_REF][START_REF] Vafaeinasab | Investigation of Affecting Factors on Persistence in the Treatment of Patients under Methadone Maintenance Therapy in Addiction Therapy Centers, Yazd-Iran[END_REF]. On the contrary, in their review of 122 studies, [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF] highlighted the rather consistent negative influence of cognitive deficits on retention rates. These impairments are frequent in psychoactive substance users and can affect a large set of cognitive functions: problem resolution, learning, memory, etc. Previous research stated that cognitive impairments could act on care efficacy, treatment outcomes or substance use during treatment [START_REF] Aharonovich | Cognitive impairment, retention and abstinence among cocaine abusers in cognitive-behavioral treatment[END_REF][START_REF] Likhitsathian | Cognitive changes in topiramate-treated patients with alcoholism: A 12-week prospective study in patients recently detoxified: Cognition, topiramate and alcohol[END_REF][START_REF] Marceau | The Montreal Cognitive Assessment (MoCA) is Sensitive to Head Injury and Cognitive Impairment in a Residential Alcohol and Other Drug Therapeutic Community[END_REF].

However, the impact of many other substance-related or personal factors remain inconsistent across study settings, samples or methods, such as the use of a specific substance, co-occurring mental disorders (with the exception of anti-social and histrionic personality disorders) [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF][START_REF] López-Goñi | Addiction Treatment Dropout: Exploring Patients' Characteristics: Treatment Dropout in Addictions[END_REF][START_REF] Meier | Mental health problems: Are they or are they not a risk factor for dropout from drug treatment? A systematic review of the evidence[END_REF]. In particular, the influence of psychiatric comorbidities on retention in treatment appears to be particularly controversial. Overall, these disorders are often associated with worse treatment outcomes and less time in care [START_REF] Darke | Patterns of major depression and drug-related problems amongst heroin users across 36 months[END_REF][START_REF] González-Saiz | Impact of Psychiatric Comorbidity on the In-Treatment Outcomes of Cocaine-Dependent Patients in Therapeutic Communities[END_REF]. However, there is some evidence that dual diagnosis is associated with better outcomes following treatment as well as long-term retention in treatment [START_REF] Maremmani | The long-term outcomes of heroin dependent-treatmentresistant patients with bipolar 1 comorbidity after admission to enhanced methadone maintenance[END_REF]. Other studies also stated that this condition may have no significant effect on dropouts (see for instance, [START_REF] Astals | Impact of Co-Occurring Psychiatric Disorders on Retention in a Methadone Maintenance Program: An 18-Month Follow-Up Study[END_REF]. It is also possible that some psychopathological traits or symptomatology could lead to a very specific set of outcomes [START_REF] Maremmani | The impact of psychopathological subtypes on retention rate of patients with substance use disorder entering residential therapeutic community treatment[END_REF]. Dual diagnosis remains relevant to investigate, as it is a frequent situation in substance users and can represent a significant factor in the development and maintenance of alcohol misuse [START_REF] Roncero | Psychiatric Comorbidity in Treatment-Seeking Alcohol Dependence Patients With and Without ADHD[END_REF][START_REF] Van Emmerik-Van Oortmerssen | Psychiatric comorbidity in treatment-seeking substance use disorder patients with and without attention deficit hyperactivity disorder: results of the IASP study: Comorbidity in SUD patients with ADHD[END_REF].

Along with the examination of the substance used, another useful dimension is the severity of problems associated with this consumption. Indeed, there is evidence that a higher level of use and misuse, was associated with a reduced retention and attendance in treatment [START_REF] Skule | Levels of alcohol use and depression severity as predictors of missed therapy sessions in cognitive behavioural psycho-educational group treatment for depression[END_REF]. Other authors found that it is a lower severity of alcohol dependence which was related to dropout likelihood [START_REF] Ray | Psychosocial Predictors of Treatment Outcome, Dropout, and Change Processes in a Pharmacological Clinical Trial for Alcohol Dependence[END_REF][START_REF] Vuoristo-Myllys | Predictors of Dropout in an Outpatient Treatment for Problem Drinkers Including Cognitive-Behavioral Therapy and the Opioid Antagonist Naltrexone[END_REF]. However, rather than solely considering the intensity of the substance use disorder, one could also evaluate to what extent the quality of the individual's physical, psychological and social life is adversely affected when entering in treatment and how it can hamper treatment retention [START_REF] Daeppen | Quality of Life Depends on the Drinking Pattern in Alcohol-Dependent Patients[END_REF][START_REF] Picci | Quality of life, alcohol detoxification and relapse: Is quality of life a predictor of relapse or only a secondary outcome measure?[END_REF]. In that sense, health-related quality of life is often used as an indicator of substance use consequences and treatment-induced changes [START_REF] Daeppen | Quality of Life Depends on the Drinking Pattern in Alcohol-Dependent Patients[END_REF][START_REF] Johnson | Improvement of Physical Health and Quality of Life of Alcohol-Dependent Individuals With Topiramate Treatment<subtitle>US Multisite Randomized Controlled Trial</subtitle&gt[END_REF][START_REF] Luquiens | Quality of life among alcoholdependent patients: How satisfactory are the available instruments? A systematic review[END_REF].

Additionally, craving, as a conscious expression of desire directed toward the use a substance [START_REF] Tiffany | The clinical significance of drug craving: Tiffany & Wray[END_REF], is a key factor when studying patterns of substance use and trajectory in care [START_REF] Morgenstern | Relationship between early symptoms of alcohol craving and binge drinking 2.5 years later[END_REF][START_REF] Witkiewitz | Predictors of heavy drinking during and following treatment[END_REF]. Alcohol urges are known to take a variety of form and intensity, and are particularly unpredictable for the user [START_REF] Kvamme | Drinking resumption: problematic alcohol use relapse after rehabilitation. A phenomenological hermeneutical perspective[END_REF]. The most intense experiences of craving can overwhelm any intention to change [START_REF] Bradshaw | Addiction and the Mediation of Hope on Craving, Readiness, and Coping[END_REF][START_REF] Browne | Alcohol Consumption, Craving, and Craving Control Efforts Assessed Daily in the Context of Readiness to Change Among Individuals with Alcohol Dependence and PTSD[END_REF]. Once again, the role of this factor on treatment dropouts remains unclear. In some studies, urges to drink can significantly predict early dropouts [START_REF] Field | Attentional biases in abstinent alcoholics and their association with craving[END_REF][START_REF] Ray | Psychosocial Predictors of Treatment Outcome, Dropout, and Change Processes in a Pharmacological Clinical Trial for Alcohol Dependence[END_REF], but not in others [START_REF] Deane | Predicting dropout in the first 3 months of 12-step residential drug and alcohol treatment in an Australian sample[END_REF][START_REF] Filho | Psychosocial and Clinical Predictors of Retention in Outpatient Alcoholism Treatment[END_REF].

Motivation to change is also an interesting personal-related dimension related to the trajectory in care of problematic drinkers [START_REF] Collins | Motivation to change and treatment attendance as predictors of alcohol-use outcomes among project-based Housing First residents[END_REF][START_REF] Rice | Longitudinal Trajectories of Readiness to Change: Alcohol Use and Help-Seeking Behavior[END_REF]. It refers to a multidimensional dynamic process describing the individual disposition for behavioral and psychological change [START_REF] Arkowitz | Motivational Interviewing in the Treatment of Psychological Problems (1st Ed)[END_REF][START_REF] Prochaska | In search of how people change: Applications to addictive behaviors[END_REF]. However, the literature is rather inconsistent with studies suggesting that either lower or higher motivation to change could be related to higher drop-out risks, while for other research, there is no significant association [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF][START_REF] Callaghan | Does stage-of-change predict dropout in a culturally diverse sample of adolescents admitted to inpatient substance-abuse treatment? A test of the Transtheoretical Model[END_REF][START_REF] Kelly | Ready, willing, and (not) able » to change: young adults' response to residential treatment[END_REF]. Some authors also noted that treatment-related variables and processes (e.g., treatment duration, setting, satisfaction, alliance or therapist characteristics) could be among the most significant predictors of treatment completion, but strong evidence of this association is still lacking [START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF][START_REF] Curran | Individual and Program Predictors of Attrition from VA Substance Use Treatment[END_REF]. They could indeed act as treatment-related barriers (i.e., external elements which hinder the care process; [START_REF] Allen | Development of an instrument to identify barriers to treatment for addicted women, from their perspective[END_REF] or facilitators of retention in treatment [START_REF] Saunders | Person-related and treatmentrelated barriers to alcohol treatment[END_REF]. Barriers and facilitators can affect the mere initiation of the care process, as well as the later retention and adherence in treatment [START_REF] Saunders | Person-related and treatmentrelated barriers to alcohol treatment[END_REF]. Simultaneously, the actual relevance of the place where patients are referred, for instance an outpatient or an inpatient settings, when they come from other health-, social-, or judicial facilities, cannot be ignored [START_REF] Mulder | Lack of motivation for treatment in emergency psychiatry patients[END_REF][START_REF] Roncero | Treatment adherence to treatment in substance users referred from Psychiatric Emergency service to outpatient treatment[END_REF].

Finally, a growing number of studies highlights the relationship between time perspective and substance use [START_REF] Beenstock | The association between time perspective and alcohol consumption in university students: cross-sectional study[END_REF][START_REF] Cole | The relationship between temporal profiles and alcohol-related problems in University undergraduates: Results from the United Kingdom[END_REF]. This dimension refers to a relatively stable disposition which guides how an individual considers and acts regarding his past, present and future [START_REF] Adamson | Patient predictors of alcohol treatment outcome: A systematic review[END_REF][START_REF] Zimbardo | Putting time in perspective: A valid, reliable individualdifferences metric[END_REF]. This particular disposition impacts the person's goals and actions [START_REF] Henson | Associations Among Health Behaviors and Time Perspective in Young Adults: Model Testing with Boot-Strapping Replication[END_REF]. For instance, a future orientation implies goal planning and consideration of future consequences of current behaviors. As individuals with future-related perspective would be more likely to engage themselves in healthy behaviors [START_REF] Beenstock | The association between time perspective and alcohol consumption in university students: cross-sectional study[END_REF], we could then assume that the patient time perspectives are able to influence his own engagement and adherence in treatment.

Aims of this research

Even though researchers tried to better understand dropout from addiction treatment, one must admit that these data are often contradictory. Moreover, clinicians sometimes have their own explanations on these dropouts, but not always supported by empirical data.

Therefore, the main aim of this exploratory research is to further contribute to the current knowledge on dropout from addiction-specialized treatment. Based on the previous literature and on discussion with local stakeholders, we chose to include a comprehensive set of both well and sparsely studied indicators to see if they were able to distinguish patients who dropped out of an outpatient addiction treatment center from those who did not. These 

Methods

Setting

The present research took place in an outpatient treatment center in France. The care mostly consists in individual consultations with one or several stakeholders in parallel (i.e., addictologist physician, psychiatrist, psychologist, or social worker), with various frequencies of appointments: from once a month to once a week. Depending on the clinical situation, familial and marital interventions, as well as recreational workshops, can be offered. Several inclusion criteria were used: (i) adult (i.e., aged over 18), (ii) problematic alcohol use as main issue, (iii) first visit to the center, (iv) good knowledge of spoken and written French, (v) has given his or her written informed consent. Exclusion criteria were: (i) problematic drug use as main issue, (ii) adult under court-established guardianship or tutorship, (iii) higher cognitive functions disorder, (iv) major co-occurring mental disorder (e.g., massive depressive disorder, psychotic disorders). At their first appointment, patients were informed about the study and were proposed to participate. If they gave their written consent, they were given a set of questionnaires to fill, helped if needed by a member of the clinical staff. After six months of follow-up in the center, participants filled the same set of questionnaires again. The Protection to Persons Committee OUEST IV -Nantes, a local independent research committee, reviewed and approved the research protocol (OR/BB CPP N°883/2014; Project DECA -n°2014-A00717-40 -"Assessment of change at six-month follow-up of patients in an addiction outpatient treatment facility"). This study was also declared to the French Data Protection Authority (CNIL, declaration receipt n°1775023).

Participants

Between November 2014 and January 2016, 299 new patients contacted the center for a problematic substance use. Among them, 256 demands were eligible for the Project DECA (i.e., 85.6% of total demands). Main reason for ineligibility was associated with a demand unrelated to alcohol misuse (e.g., cannabis, gambling, tobacco or codeine misuse).

152 patients accepted to take part in the study. Other patients (n = 104) mainly refused or were absent for their first appointment. There were no significant differences regarding their sociodemographic characteristics between the final sample and patients who did not want to participate. Two participants were removed at this stage because of a large number of missing answers. After six months of follow-up, 69 patients (46 % of the initial sample) were considered as dropouts. The decision to categorize patients as dropouts is traditionally made by the clinical team when a patient does not come to a scheduled appointment and that he does not return to resume the follow-up.

Measures

We used participants' answers to (i) a clinical summary sheet gathering several sociodemographic, substance-and treatment-related data, (ii) the Alcohol Use Disorders Identification Test [START_REF] Babor | AUDIT. The Alcohol Use Disorders Identification Test. Guidelines for use in primary health care[END_REF][START_REF] Gache | The Alcohol Use Disorders Identification Test (AUDIT) as a Screening Tool for Excessive Drinking in Primary Care: Reliability and Validity of a French Version[END_REF] 

(iii)
a French version of the Stages of Change Readiness and Treatment Eagerness Scale-8A (SOCRATES) [START_REF] Miller | Assessing drinkers' motivation for change: The Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES)[END_REF] Treatment Inventory (BTI) [START_REF] Rapp | Treatment barriers identified by substance abusers assessed at a centralized intake unit[END_REF] and (viii) the Zimbardo Time Perspective Inventory (ZTPI) [START_REF] Loose | La temporalité. Un facteur déterminant des conduites addictives[END_REF][START_REF] Zimbardo | Putting time in perspective: A valid, reliable individualdifferences metric[END_REF].

Prior to that, three members of the research team performed the translation of questionnaires unavailable in French (i.e., SOCRATES, AAAQ and BTI). Each draft was discussed as long as there was not an agreement between team members. Respect of the original meaning of labels was an important rule. Common versions were then revised by an external bilingual person and were back-translated in English.

Statistical analysis

Statistical analyses sought to compare patients who dropped out and those who did not. For the purpose of this study, only baseline data were used. According to the study objectives, a large set of variables was considered: socio-demographic characteristics (age, gender, education, professional status, socio-professional category, financial resources, housing), treatment-(source of the demand for care, obligation from the court, interventions and substance-related variables (e.g., frequency of use, polydrug use, previous experiences of care), level of alcohol use problems (i.e., AUDIT), inclinations to use or not alcohol (AAAQ), motivation to change (SOCRATES), cognitive impairment (MOCA), health-related quality of life (SF-36), barriers to treatment (BTI) and time perspectives (ZTPI). Comparisons on our unequal subsamples were conducted using, where applicable, χ 2 test or the Tukey-Kramer method, which aims to control for the family-wise error rate [START_REF] Montgomery | Design and Analysis of Experiments[END_REF].

Results

Patients' demographics

At the first measurement time, the mean age of the sample was 45.01 years (SD = 11.21). Among the 150 participants, 74.0% were men (n = 111), 66.7% were employees or factory workers, and almost the same number of participants received at least 12 years of education (51.3%) than those who did not (48.7%). At their entry in treatment, 66.7% of the sample stated that they had been using alcohol four times a week or more. The mean score at the Alcohol Use Disorders Identification Test (AUDIT) was 21.47 (SD = 8.08), well above the cut-off score of 7 indicating a problematic use of alcohol [START_REF] Gache | The Alcohol Use Disorders Identification Test (AUDIT) as a Screening Tool for Excessive Drinking in Primary Care: Reliability and Validity of a French Version[END_REF]. Table 1 provides full characteristics of the sample.

(Insert Table 1 here)

Overview of dropouts

Overall, 745 interventions were carried out within the follow-up period (M = 4.97; SD = 2.79). Unsurprisingly, patients who dropped out had a lower length of treatment (M = 54.74 days; SD = 51.82 versus M = 194.83 days; SD = 30.09, Tukey-Kramer's q = 29.1, p < .001). A fortiori, they less often met health professionals: M = 3.06 appointments; SD = 1.95; Min = 1; Max = 9 versus M = 6.59 appointments; SD = 2.33, Min = 1; Max = 9, q = 14.1, p < .001. Patients who dropped out received significantly fewer individual consultations (M = 2.97; SD = 1.97) than those who did not (M = 6.26; SD = 1.82, q = 15, p < .001). No differences could be found regarding other interventions.

Among dropouts, 48 patients (69.6%) left the care without notifying stakeholders.

Eleven patients openly said that they wanted to interrupt the treatment, for various reasons (e.g., the care did not seem useful any more for them). Other specific reasons appeared as well: death (n = 2; 2.9%), reorientation or relocation (n = 7; 10.1%) and imprisonment (n = 1; 1.4%).

Socio-demographic and substance-related variables

None of the socio-demographic variables could distinguish patients who dropped out from those who remained in care (see Table 2 for full details). On the contrary, the level of alcohol problems, measured via the global AUDIT score, could highlight a difference. Patients who dropped out present a slightly higher score (M = 23.14; SD = 6.99) than patients who stayed in treatment (M = 20.04; SD = 8.69; q = 3.36, p < .05). However, other substance-related variables do not distinguish the two groups: alcohol use frequency, previous experience of care for the same disorder, poly-drug use, etc. 

Treatment-related variables, inclinations to use alcohol and ambivalence

Analyses revealed differences between dropouts and patients remaining in care regarding some treatment-related variables. First, those who dropped out missed significantly more appointments during their follow-up (M = 1.96 missed appointments; SD = 1.47 versus M = 1.02; SD = 1.45, q = 5.56, p < .001). Moreover, this result is not found regarding cancelled appointments (e.g., the patient calls the center to warn that he will not be able to attend the next appointment). Another surprising fact is that the difference in days between the first contact with the center and the first appointment is lower in dropouts than in other patients (M = 27.30 days; SD = 13.64 versus M = 35.60 days; SD = 21.96, q = 3.85, p < .01). We noticed as well that there were significantly more dropouts during fall (i.e., September to November) and even more during winter (i.e., December to February) seasons (χ 2 (3) = 10.97, p < .05).

Specifically, among the 69 patients who dropped out, 19 (27.5%) and 26 (37.7%) left the follow-up during these seasons. No other treatment-related variables had a significant role.

The Table 4 summarizes these data.

(Insert Table 4) At last, among all questionnaires administrated to patients, only three subscales showed significant effects. Precisely, it involves two of the AAAQ subscales (i.e., Obsessed/Compelled and Inclined/Indulgent) and the Ambivalence subscale of the SOCRATES.

Dropouts patients had a higher score on the Inclined/Indulgent (M = 5.04; SD = 2.19 versus M = 3.96; SD = 2.42, q = 3.96, p < .01), Obsessed/Compelled (M = 4.44; SD = 2.28 versus M = 3.68; SD = 2.38; q = 2.81, p < .05) and Ambivalence subscales (M = 16.94; SD = 2.68 versus M = 15.27; SD = 3.69; q = 4.42; p < .01). The last table, Table 5, provides full details on these results.

(Insert Table 5 here)

Discussion

Results interpretation

This study aimed to better understand addiction treatment dropouts. Here, 69 patients (46% of the total sample) dropped out during the six-month follow-up period. Regarding the recent literature on similar settings, this proportion of dropout is relatively normal [START_REF] Roncero | Treatment adherence to treatment in substance users referred from Psychiatric Emergency service to outpatient treatment[END_REF][START_REF] Vuoristo-Myllys | Predictors of Dropout in an Outpatient Treatment for Problem Drinkers Including Cognitive-Behavioral Therapy and the Opioid Antagonist Naltrexone[END_REF]. Analyses carried out in this research included a large set of individual, social, treatment or substance-related variables. In the end, only a few of these variables were effectively able to distinguish patients who dropped out and those who did not. Nonetheless, even if they are surprising in light of other research, non-significant results remain important for clinicians and researchers who witness such treatment trajectories. Indeed, several studies highlighted that clinicians were mainly explaining dropouts with client-related variables, whereas patients emphasized issues regarding social support and staff relationships [START_REF] Palmer | Substance User Treatment Dropout from Client and Clinician Perspectives: A Pilot Study[END_REF].

However, some non-significant results need to be further discussed. For instance, past literature identified that age, ethnicity, gender or employment were sometimes able to predict retention or dropout of patients [START_REF] Braitman | Initiation and retention in couples outpatient treatment for parents with drug and alcohol use disorders[END_REF][START_REF] Graff | Engagement and Retention in Outpatient Alcoholism Treatment for Women[END_REF][START_REF] Mccaul | Predictors of outpatient treatment retention: patient versus substance use characteristics[END_REF]) whereas these findings were not replicated here. It has to be noted that previous studies mostly used regression models to predict treatment retention, instead of comparing patients who did drop out and those who stayed in care. Some samples were also more heterogeneous than ours regarding substance use: alcohol only versus various substance [START_REF] Braitman | Initiation and retention in couples outpatient treatment for parents with drug and alcohol use disorders[END_REF][START_REF] Mccaul | Predictors of outpatient treatment retention: patient versus substance use characteristics[END_REF].

Moreover, given the chosen inclusion and exclusion criteria, some additional indicators could not distinguish dropouts and patients remaining in treatment. For example, MOCA scores only have a short range, as presenting higher cognitive dysfunctions was an exclusion criterion. Consequently, influence of cognitive deficits may be poorly judged here, whereas the literature suggests that this dimension is one the most consistent risk factor for addiction treatment dropout [START_REF] Aharonovich | Cognitive impairment, retention and abstinence among cocaine abusers in cognitive-behavioral treatment[END_REF][START_REF] Brorson | Drop-out from addiction treatment: A systematic review of risk factors[END_REF]. The same consideration could be brought to co-occurring mental health problems, even if past research is more contradictory regarding its impact on dropout [START_REF] Meier | Mental health problems: Are they or are they not a risk factor for dropout from drug treatment? A systematic review of the evidence[END_REF].

Nonetheless, patients who dropped out present a higher level of severity of their alcohol-related problems, as measured via the AUDIT. They appear as well more ambivalent regarding their intention to change, as suggested by the score of the Ambivalence subscale of the SOCRATES. Moreover, these patients had a higher score on the overall approach inclination to use alcohol from the AAAQ. It has to be noted that this scale distinguish, respectively, a strong craving-like urge to drink (the Obsessed/Compelled subscale) and a subtler desire to drink generally conditioned by social and context incentives to use alcohol (the Inclined/Indulgent subscale). Therefore, patients who dropped out may feel a more intense craving and are particularly sensitive to social and contextual incentives for alcohol consumption. The articulation between these dimensions, often retrieved in the literature, is interesting to better grasp underlying processes at stake in patients.

There is evidence in the literature that avoidance inclination (i.e., inclination not to use alcohol, covering a large set of behaviors and intentions, as measured by the Resolved/Regulated subscale of the AAAQ) may moderate effects of approach inclination on drinking behavior, especially during initiation of treatment [START_REF] Schlauch | Alcohol craving in patients diagnosed with a severe mental illness and alcohol use disorder: Bidirectional relationships between approach and avoidance inclinations and drinking[END_REF]. Moreover, conflict between high levels of approach and avoidance inclinations may lead to ambivalence, an unstable state regarding motivation to use or not to use alcohol. Thus, it is not so surprising that an ambivalent patient regarding his substance consumption will miss more appointments, before eventually even leaving the care. Moreover, it is also relevant to consider that this outpatient setting may not be relevant, at first, for all patients [START_REF] Roncero | Treatment adherence to treatment in substance users referred from Psychiatric Emergency service to outpatient treatment[END_REF]. Especially, extrinsic motivation for care can be quite common for patients who are referred from other facilities, or are under the pressure of their significant others [START_REF] Wagner | Initiation of Addiction Treatment and Access to Services: Young Adults' Accounts of Their Help-Seeking Experiences[END_REF]. A specific attention is required regarding specific needs, resources, including the individual motivation, and difficulties of the patient before and during the actual referral process.

Then, patients who dropped out had waited less time between the date they first contacted the center and the date they had their first appointment. This fact remains somewhat unsettling. One may assume that those who wait longer and still turn up for their appointment have higher motivation and ongoing needs. However, we may also suggest that some sort of latency period may be needed to better define and incorporate the need for change, especially for the more ambivalent patients. However, this process could be quite uncertain and some patients may not even come for the beginning of the follow-up. Indeed, according to substance users, being on a waiting list seems to be a significant barrier to enter treatment [START_REF] Appel | Barriers to enrollment in drug abuse treatment and suggestions for reducing them : Opinions of drug injecting street outreach clients and other system stakeholders[END_REF][START_REF] Redko | Waiting time as a barrier to treatment entry: Perceptions of substance users[END_REF]. Many patients become less interested to be involved in treatment after being forced to wait for a relatively long period [START_REF] Brown | The Functioning of Individuals on a Drug Abuse Treatment Waiting List[END_REF]. Moreover, it is now long known that waiting time preceding the actual treatment entry does not involve noticeable change regarding substance use pattern [START_REF] Best | The relative impact of waiting time and treatment entry on drug and alcohol use[END_REF]. However, we could consider implementing brief interventions to invest the time the patient will need to wait before the actual first appointment, to improve the later treatment linkage and retention. These interventions could focus on self-awareness and self-management, while informing patients about upcoming treatment and the overall change process. An interesting way to reach patients during this period could be to use mobile-, Internet-applications, or emails.

Finally, we found a rather original finding, related to the season of the last appointment before the dropout. Precisely, the majority of dropouts happened in fall and even more in winter, around the end of the year. This later period is characterized by holiday season, which involves lots of solicitations to drink alcohol, especially in France. One may assume that these events, for instance Christmas and New Year Eve parties, would also be significant in other European, or even all Western, countries, given their shared culture and history. However, the situation might be quite different in other distant countries. Indeed, if the Western cultural influence is now broadly disseminated around the world, different cultures still coexist, with their own calendar of major social and/or religious events. However, in the current situation, it is also true that many patients initiate their care in fall (i.e., 40.7% of those remaining in care and 53.6% of those who dropped out). As those who left prematurely their follow-up spent approximately 55 days in treatment, it may explain a greater number of dropouts in winter.

Nonetheless, the end of the year remains a critical moment for patients in treatment. What is here important to highlight is the relevance of these events on the alcohol use patterns and the treatment course (Alcohol and Public Policy Group, 2010).

According to our findings, we suggest that tailored motivational interventions may be helpful for ambivalent patients in order to reduce their approach inclination of alcohol rather than solely enhance avoidance inclination, especially at the beginning of treatment [START_REF] Spruyt | On the predictive validity of automatically activated approach/avoidance tendencies in abstaining alcohol-dependent patients[END_REF]. The literature stated that being focused on persistent restrictive and/or avoiding strategies of alcohol use would be detrimental for the patients, as they may not be able, at early stages of change, to manage underlying emotional conflicts associated with alcohol use [START_REF] Schlauch | Individual Differences in Approach and Avoidance Inclinations Moderate the Effect of Self-Control Depletion on Ad-Lib Drinking[END_REF][START_REF] Spruyt | On the predictive validity of automatically activated approach/avoidance tendencies in abstaining alcohol-dependent patients[END_REF]. These interventions could be useful as well to manage critical periods of the year. As defined in the literature, brief motivational interventions, early provided in the follow-up, is a significant tool to improve the patient's motivation to change. Furthermore, several studies highlighted how receiving a motivational program could lead to a higher likelihood of long-term retention in treatment [START_REF] Bachiller | Motivational interviewing group at inpatient detoxification, its influence in maintaining abstinence and treatment retention after discharge[END_REF][START_REF] Ana | Efficacy of group motivational interviewing (GMI) for psychiatric inpatients with chemical dependence[END_REF]. We also assume that there is a true need to work with the patient on his cognitions and his expectations regarding retention in treatment and changes in the substance use.

Overall, a specific focus should be brought on patients presenting particular profiles in terms of severity of alcohol problems, inclinations to drink and motivation to change. In any case, evaluation of the two latest dimensions should systematically be conducted [START_REF] Csillik | L'évaluation des stades de changement dans les addictions[END_REF]. Last, given the brevity of the follow-up of patients who dropped out, one may wonder whether the treatment should be focused on the improvement of the adherence to treatment (i.e., identifying patient expectations, needs and difficulties), and/or on a short but efficient management of the substance use disorder.

Limits

This study has limits. First, answers from patients can be influenced by their initial motivation to be in care. Similarly, these 150 participants took part in the research protocol while they were simultaneously in treatment. Therefore, it may be possible that their characteristics are somewhat different from those of the 104 patients who explicitly did not want to participate, were absent or were excluded. Furthermore, this study was conducted on a single site. Therefore, it may limit the generalization of results to very different addiction treatment centers or programs. Third, the study used several questionnaires translated in French but not currently validated in this language. Fourth, no standardized alcohol treatment was given. Indeed, frequency of visits and interventions were vastly depending on individual needs. Although this is clinically sound, it can make group comparisons quite difficult. Moreover, we did not have a reliable description of psychopharmacological treatments received by each patient, whereas it could represent a significant factor of retention or dropout. Last, age of onset and length of alcohol misuse were not consistently assessed in this sample, therefore not included in the analyses. 

  indicators include: socio-demographic characteristics (gender, age, education, professional status, socio-professional category, financial resources, housing), alcohol-(frequency of use, polydrug use, level of severity of alcohol-related problems, inclinations to use or not to use alcohol), treatment-related (source of the initial demand, obligation from the court, interventions, motivation to change, barriers to treatment) variables, health-related quality of life, time perspectives and cognitive impairments.

  (iv) a French version of the Approach and Avoidance of Alcohol Questionnaire (AAAQ) (McEvoy, Stritzke, French, Lang, & Ketterman, 2004) (v) the MOntreal Cognitive Assessment (MOCA) (Nasreddine et al., 2005) (vi) the Medical Outcome Study Short Form-36 items health survey (MOS-SF-36) (Leplège, Ecosse, Coste, Pouchot, & Perneger, 2001; Ware & Sherbourne, 1992) (vii) a French adaptation of the Barriers to
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Table 1

 1 Sociodemographic characteristics of the sample at the entry in treatment

	Variables

Table 2

 2 Comparisons between dropouts and patients remaining in care according to sociodemographic variables = 150. Group comparisons with χ 2 test or Tukey-Kramer method. *** p < .001. ** p < .01. * p < .05. ns for p > .05.

		Follow-up status		
	Remaining in care (N1 = 81)	Dropout (N2 = 69)	
	n	%	n	%	χ 2

Table 3

 3 Comparisons between dropouts and patients remaining incare according to substance-related variables = 150. Group comparisons with χ 2 test or Tukey-Kramer method. a During the last 12 months. b Any other substance or behavioral trouble, excepting tobacco. *** p < .001. ** p < .01. * p < .05. ns for p > .05.

	Follow-up status	
	Remaining in	Dropout	
	care		(N2 = 69)	
	(N1 = 81)		
	n	%	n %	χ 2

Table 4

 4 Comparisons between dropouts and patients remaining incare according to treatment-related variables Note. N = 150. Group comparisons with χ 2 test or Tukey-Kramer method. a Spring season includes March, April, May, Summer season, June, July, August, Fall season, September, October, November and Winter, December, January, February. b Duration in days. c Includes family and marital consultations, recreational workshops and support or relaxation groups. *** p < .001. ** p < .01. * p < .05. ns for p > .05.

						Follow-up status	
				Remaining in care			Dropout
					(N1 = 81)			(N2 = 69)
				n		%		n		%	χ 2
	Source of the demand for treatment							ns
	The patient		25		30.9		24		34.8
	Significant others		3		3.7		7		10.1
	Family doctor, medical	24		29.6		21		30.4
	specialist							
	Specialized	care	6		7.4		7		10.1
	setting, hospital							
	Justice		19		23.5		7		10.1
	Other			4		4.9		3		4.3
	Season of initial contact a							ns
	Spring			22		27.2		12		17.4
	Summer		14		17.3		10		14.5
	Fall			33		40.7		37		53.6
	Winter		12		14.8		10		14.5
	Season of last appointment a							*
	Spring			29		35.8		13		18.8
	Summer		21		25.9		11		15.9
	Fall			14		17.3		19		27.5
	Winter		17		21.0		26		37.7
	Obligation of treatment from the court							ns
	No			62		76.5		61		88.4
	Yes			19		23.5		8		11.6
				M	SD Min Max	M	SD Min Max	Tukey-Kramer
	Duration of follow-up b		194.83 30.09 92 284 54.74 51.82	0	201	***
	Length	between	first	35.60 21.96	6	176 27.30 13.64	4	98
	contact	and	first							**
	appointment b							
	Total appointments		6.59	2.33	3	17	3.06 1.95	1	9	***
	Individual consultations	6.26	1.82	3	11	2.97 1.97	0	9	***
	Other interventions c		0.33	1.28	0	8	0.09 0.33	0	2	ns
	Cancelled appointments	1.38	1.07	0	5	1.10 1.11	0	4	ns
	Missed appointments		1.02	1.45	0	7	1.96 1.47	0	8	***

Table 5

 5 Comparisons between dropouts and patients remaining in care regarding other psychometric variables = 150. Group comparisons with Tukey-Kramer method. *** p < .001. ** p < .01. * p < .05. ns for p > .05.

	Follow-up status		
	Remaining in	Dropout	
	care		(N2 = 69)	
	(N1 = 81)			
	M	SD	M	SD	Tukey-
					Kramer
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Conclusions

Initially, this study searched to answer a real clinical inquiry: Why do patients with problematic alcohol use drop out? Current results highlight the initiation and adherence of alcohol-specialized outpatient treatment in France. Overall, the study provides elements which can provide a better understanding of the dropout phenomenon. Indeed, patients who left the care differ significantly from other patients by a higher severity of their alcohol-related problems, ambivalence, inclinations to use alcohol, and their number of missed appointments.

They also waited less time before receiving their first appointment. Last, most dropouts occurred in fall and especially in winter. By extension, these data could be relevant for practitioners to improve the continuity of care. By taking into account the specific needs and difficulties of this population of patients, one may help them to better define their own expectations regarding the process of care and to be more involved in the treatment. Research on this topic must be continued, for instance, by contacting patients who dropped out to assess what made them leave their follow-up.
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