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Therapeutic Engagement

Addiction is a chronic disease characterized by denial. The power of denial makes patients in early recovery especially vulnerable to relapse and dropping out of treatment. Key ingredients to preventing dropout include establishing a process to identify patients at risk for leaving treatment early and following up on early warning signs. Clinical interventions that encourage engagement include patient-specific treatment plans, principles of motivational interviewing, incentives for session attendance, and medication management. Tolerating relapses instead of discharging patients from treatment has also proven to be an effective strategy. 

Goal: 

Improve patient continuation through therapeutic engagement and early recovery interventions

Key Measures:

1. Proportion of patients leaving against medical or program advice 

2. Proportion of administrative discharges 

3. No-show rate after first treatment session 

4. Number of weeks connected to treatment 

5. SASSI scale 

	Niatx Case Studies   

	Organization
	Project Title (click to view PDF version)

	Acadia Hospital
	Implementation of a New Intake Procedure [PDF]

	Axis I of Barnwell, SC
	Support Services to Increase Retention and Decrease No-Show Rates [PDF]

	CAB Health and Recovery
	Standardizing Group Therapy [PDF]

	Central New York Services
	Creating a Welcoming Environment [PDF]

	Daybreak 
	Reduction of No-Show Rates [PDF]

	Gosnold
	Increasing Continuation [PDF]

	Jackie Nitschke Center 
	Increasing Continuation in Aftercare [PDF] 

	Mid-Columbia Center for Living
	Creating a Welcoming Environment [PDF]


Related Literature

Therapeutic Engagement is a broad overarching topic that hits upon many of the ideas discussed in the other paths in this review.   The use of a centralized management information system to better track patients' progress incorporates issues seen in the Paperwork and Intake paths.   Creating patient-pecific treatment plans, sensitive to race, gender, and age group is also addressed to some degree in the Outreach, Social Support and Levels of Care paths.   The basic principles of motivational interviewing are at the core of many interventions discussed throughout this project.   While the use of incentives to increase session attendance is a large part of many outreach programs reviewed.   This review will attempt to focus on literature not yet discussed but will also refer to previous work when necessary.    

Motivational Interviewing 

Motivational interviewing is a directive, client-centered counseling style for eliciting behavior change by helping clients to explore and resolve ambivalence (Rollnick & Miller,1995).   

Defined by Miller and Rollnick (1991), motivational interviewing (MI) has become a standard counseling approach used in many different settings.   The Motivational Interviewing Web site ( www.motivaionalinterview.org ) lists studies reviewing the efficacy of MI in areas as diverse as drug and alcohol abuse to diet and exercise or gambling.   The core beliefs behind MI are that the motivation to change comes from the client.   Motivation to change can not be imposed on the client.   Also, the client is the one who has to resolve any issues they have regarding change.   The interview style is non-confrontational.   The counselor does not try to persuade or coerce the client to change, instead expressing acceptance and affirmation.   Throughout the process the clients' freedom of choice and behavior is emphasized. 

The literature regarding the effectiveness of MI or adaptations of MI (AMI) is vast.   Burke et al. (2003) performed a meta-analysis of 30 controlled clinical trials investigating MI and found that when compared with a placebo or no-treatment group, MI returned moderate effects.   When compared with other active treatments the results were equivalent.   The results did not support the use of MIs or AMIs for smoking or HIV-risk behaviors.   The authors point out that the AMIs evaluated were as effective as other treatments, but were conducted in much less time.   AMIs could very well be a cost-effective and successful model of counseling.   Further research is needed to address that issue.   

There are a number of articles that focus on the ability of MI or AMI techniques to increase access to and retention in alcohol and other drug abuse treatment.   Saunders et al. (1995) performed a controlled clinical trial with 122 drug users attending a methadone clinic.   Patients were randomly assigned to the MI group or an educational (control) group.   At the six-month follow-up, 40 percent of patients had dropped out of the program, although they were more likely to be from the educational group than the MI group, 49 percent to 30 percent.           

Carroll et al. (2001) performed a study where 60 individuals referred to a substance abuse assessment were randomly assigned to a standard evaluation or an evaluation using MI techniques.   Patients who attended the evaluation combined with MI were more likely to attend an additional treatment session, 59 percent to 29 percent.  This study also supports the idea that MI techniques are a cost-effective method for enhancing treatment as these effects were achieved through minor changes to the clinicians' style.   

Sinha et al. (2003) found that a MI technique coupled with vouchers awareded for session attendance improved retention among young probation-referred marijuana users.   The vouchers could potentially value $120 if patients attended all three sessions.   The study found that 65 percent of patients attended all three sessions within 28 days, which compares favorably with the engagement rate historically found for this population at this clinic, 49 percent.   The authors point out that the population studied was probation-referred, which may experience a higher level of external motivation to attend treatment. 

Mullins et al. (2004) addressed this issue by performing a study to determine the efficacy of MI with coerced populations.   The study focused on 71 women referred to treatment by child welfare due to prenatal drug use.   The women were randomly assigned to receive either three MI sessions or receive educational materials which included a home visit.   The results show that for both the MI and educational group, better treatment engagement and retention was related to the number of sessions attended.   These results were consistent with the findings of Burke et al. (2003) discussed earlier.   The authors point out that with a legally coerced population, the effects of MI may be diminished and call for further research on this topic.   

Contingency Management 

As shown by the research of Sinha et al. (2003) the effect of providing incentives has a positive impact on treatment engagement and retention.   The idea of providing vouchers or monetary rewards for treatment compliance, also known as contingency management, has received a lot of attention over the last fifteen years and has a well-established empirical base.   Higgins et al.(2004) conducted a literature search from 1991 through March 2003 and identified 55 controlled studies published in peer-reviewed journals where contingency management was used in substance abuse treatment.   The authors grouped the studies by the type of substance abuse treatment (cocaine, opiates, cocaine and opiates, polydrug, cigarette smoking, alcohol, and finally marijuana) and other targets (attendance, medication compliance, and productivity).   Out of the 55 studies identified 47, or 85 percent showed a positive response to contingency management.   Out of this group, clients in treatment for polydrug abuse performed the worst with four out of the eight studies showing no improvement over the control group.   

The use of incentives is also discussed in the Outreach section of this report.   Empirical evidence points to the effectiveness of using incentives like free treatment (Jackson et al., 1989; Sorensen et al., 1993; Maddux et al., 1994; Wells et al., 1994; Booth et al., 2004) or providing transportation to treatment (Friedmann et al., 2001; Booth et al., 2004).    

Patient-specific Treatment 

Substance abuse does not discriminate, and when dealing with such a wide and varied population the use of one standardized treatment plan will not always be effective.   The use of gender- or culturally-sensitive treatment modalities is another method that substance abuse treatment facilities can use in order to increase engagement.   Recognizing that there are different approaches that can be used when dealing with different demographics, clinics will be able to create programs that are most effective for that particular population. 

When evaluating the differences in problem severity and treatment engagement between men and women, it is clear that efforts need to be made to more effectively engage and retain the female substance abusing population.   Arfken et al.(2001) reported on the problem severity and treatment retention of the female population presenting to Detroit's publicly-funded substance abuse system from 1995 to 1999.   Women made up 27 percent of the sample.   They presented to treatment with a greater problem severity, and according to the ASAM-PPC would have been referred to more intensive treatment settings.   Women had lower 30-day retention rates than men (62 percent to 75 percent) and completion rates (24 percent to 46 percent).   The numbers show that even with increased attention paid to Women's issues in treatment there is still much work to do.   

The results from a recent review of literature discussing substance abuse treatment programs designed for women found generally positive outcomes.   Ashley et al. (2003) reviewed outcomes of 38 studies (7 were randomized, controlled studies and 31 were nonrandomized) analyzing the effectiveness of treatment for women.   They found that six components consistently led to improved outcomes: 1) providing child care, 2) offering prenatal care, 3) women-only admissions, 4) supplemental services and workshops that address women-focused topics, 5) mental health programming, and 6) comprehensive programming.   

It should be noted that just separating men and women without changing the treatment program has been shown to have no effect on outcomes.   Bride (2001) reviewed data collected on 305 men and 102 women who were treated in either mixed gender or single gender groups.   The study found no differences in the rate of day program completion, completion of 90 days of treatment and length of stay.   The type of treatment, single gender or mixed gender, and the client gender had no impact on the amount of time spent in treatment.   The author summarizes that these results lend credence to the value of women-specific treatment programs.   

A study by Copeland et al. (1993) came to the same conclusion.   80 women from a specialist women's service and 80 subjects from two traditional mixed sex treatment facilities were compared for changes in alcohol and other drug associated problems.   Both treatment programs employed a traditional 12-Step program.   The Women's service had an all female staff and provided childcare.   At six months follow-up there was no statistical difference between the groups in any measure of treatment outcome.   The women-only group did attract more lesbian women, women with dependent children, and women sexually abused in childhood.   The authors conclude that providing an all-female environment without changing the content will not improve treatment outcome.   

A recent study by Kaskutas et al. (2005) compared outcomes of a treatment program designed specifically to meet the needs of female clients with traditional mixed-gender programs.   The women's program provided day care for children and addressed gender-specific issues like assertiveness training and a group for sexually abused females.   At 6 and 12 month follow-up there was no difference between the groups in rates of drug use and alcohol abstinence and total abstinence.   These results led the authors to conclude that women may be treated as effectively in mixed gender programs as in women's programs.   They also acknowledged that much more research needs to be done on this topic.   

One program noted by Marston's article addressing the role of family in treatment engagement was the Engaging Mom's (EM) program.   Dakof et al. (2003) present a study examining the effectiveness of this program in enrolling and retaining 103 African-American mothers.   Building a strong and authentic relationship between mother and counselor is the key principle of the program.   There are two phases, enrollment and retention.   During the enrollment phase the counselor is single-mindedly focused on enrolling the mother in treatment.   Unlike Motivational Interviewing, freedom of choice is not emphasized.   The program assumes that untreated substance abusing women are unable to take responsibility for their treatment and the EM counselor takes responsibility for the mother's entry into treatment.   The EM counselor also works closely with the mother's family, attempting to get them involved in the treatment process. 

During the retention phase, the EM counselor continues to work with the mother for the first four weeks of treatment.   Helping the mother adjust to treatment as well as deal with any outside pressures that may come up will hopefully lead to a higher rate of retention.   Women were randomly assigned to either the EM group or a community services as usual group (control).   88 percent of women assigned to the EM group enrolled in treatment compared to 46 percent for the control group.   Of those who entered treatment, 67 percent of the EM group completed four weeks of treatment.   39 percent of those in the control group completed four weeks of treatment.   The results for 90-day retention showed no differences between the two groups.   Only 20 women from the EM group and 18 women from the control group completed 90 days of treatment.   

Treatments that target specific cultural issues have also been reported.   Brief Strategic Family Therapy (BFST) was designed to match a treatment approach to the values reported by Cuban immigrants in Miami (Muir et al., 2004).   Developed at the University of Miami 's Center for Family studies, this method was based on a survey used to gauge the value orientation of this population.   Given the emphasis on family in Hispanic culture and a hierarchical value orientation among Cubans, the Center created a family-based intervention.   BFST emphasizes the family as the main agent of change.   

The effectiveness of this model in engaging Hispanic adolescents with drug problems has been tested three times.   The first study (Szapocznik et al., 1988) randomly assigned families to BFST and "engagement as usual" or BFST combined with BFST engagement.   Engagement as usual involved approaching families in a way that resembled approaches used at most outpatient centers.   Results were based on two measures: engaging families to attend an intake session and retaining the families to completion of treatment.   Ninety-three percent of the families in the BFST plus engagement group attended the intake session.   Only 42 percent of the engagement as usual group attended intake.   Seventy-five percent of the BFST plus engagement group completed treatment compared to 25 percent of the families in the treatment as usual condition. 

The second study replicated the first with a more stringent definition of success (Santisteban et al', 1996).   Clients had to attend the intake session plus the first therapy session.   Eighty-one percent of the BFST plus engagement group were successfully engaged compared to 60 percent for the control group.   The third study (Coatsworth et al., 2001) compared the BFST plus engagement to a community control condition.   Again, 81 percent of the BFST plus engagement participants were successfully enrolled in treatment.   The community control condition enrolled 61 percent in treatment.   Also, 71 percent of the BFST plus engagement group completed treatment compared to 42 percent for the control group. 

Feedback/Outcome Measures 

Monitoring a patient's progress in treatment gives counselors the ability to adjust the course of treatment if necessary.   Receiving feedback on a patient lets a counselor know if treatment has been successful or if he/she needs to provide some form of intervention to re-engage the patient.   The ability to monitor a patient's progress would present clinics with an opportunity to reduce drop outs. 

No literature discussing patient feedback in the substance abuse field was found.   A meta-analysis of patient tracking in the mental health field evaluated three studies that provided feedback to counselors through the use of progress graphs and warnings for clients who were failing to demonstrate expected treatment responses.   Lambert et al. (2003) tried to determine if formal feedback to therapists on client progress improves psychotherapy outcomes.   The authors felt that the feedback should allow therapists to improve the results of patients predicted to have poor outcomes.   

In all three of the studies, patients filled out an outcome questionnaire during treatment.   This questionnaire was used to determine the progress of the client and provide feedback to the therapist.   The results show that feedback had a positive effect on retention.   Of the patients predicted to have difficulty, 13 percent in the feedback group deteriorated compared with 21 percent in the control group.   The ability of the therapist to adjust the delivery of treatment had a positive effect on retention. 

Within the addiction treatment community, the idea of Outcome Monitoring Systems (OMS) as centralized data collection sites has gained popularity.   The purpose of an OMS is to provide reliable data on client characteristics, services provided, and outcomes.   Counselors would be able to adapt services based on the data collected.   At the moment through government sponsored programs like TOPPS II there is a push to create large state-wide or national monitoring systems (Center for Substance Abuse Treatement TIP 14, 1995).   These large systems provide a systematic collection of client, treatment, and outcome data from diverse alcohol and drug abuse intervention programs (Brown et al., 2003). 

However, the large OMS also present some limitations.   The data collected may not have the same effect on the local level.   A local OMS can provide additional data that is more in line with the needs of the treatment facility, matching treatment ideology and program development.   Brown et al. (2003) also reported on areas of future research for OMS.   Clinical information must be increasingly computerized to allow for data mining which would be able to create patient progress reports.   Also, instruments used to determine patient progress would have to be short enough to be administered repeatedly over the treatment process.   This would allow counselors to make real time adjustments to treatment which would hopefully decrease attrition.   

No empirical evidence was found which examined the effectiveness of Outcome Monitoring Systems, large or small.   Most of the literature available presents general guidelines to get an OMS up and running.   Further research is needed to determine the effects of OMS on the retention rates of local treatment facilities. 

All of the topics discussed have the potential to reduce no-shows and increase retention in treatment.   Treatment facilities and counselors have to be willing to adapt to changing technologies to attempt to maximize the benefits of treatment.   Further research is needed in newer technologies to determine their true effectiveness in enhancing treatment outcomes. 
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