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The TELE study examined the feasibility and potential
efficacy of phone calls to patients after discharge from short-
term inpatient and residential substance abuse treatment pro-
grams to encourage compliance with continuing care plans.
After review of their continuing care plans, 339 patients from
four programs were randomized either to receive calls or to
have no planned contact. Ninety-two percent of patients ran-
domized to receive calls received at least one call. No differ-
ence was found between groups in self-reported attendance
at one or more outpatient counseling sessions after discharge
(p ¼ .89). When program records of all participants were
examined, those receiving calls had a greater likelihood
of documented attendance (48%) than those not called
(37%). Results were not statistically significant (p < .003)
because of the Hochberg correction for multiple tests. While
the phone calls were feasible, the lack of clear evidence of effi-
cacy of the calls suggests the need for further investigation of
the role of telephone intervention to encourage compliance and
improve outcomes. (Am J Addict 2007;16:495–502)

INTRODUCTION

Short-term (i.e., less than 31 days) residential (STR)
and inpatient (STI) programs are widely used in the
United States to stabilize persons with more severe addic-
tion and related problems and then prepare them to
return to community-based outpatient treatment. In
2004, the National Survey of Substance Abuse Treatment
and Services (N-SSATS) reported that 1524 STR and 724
STI programs provided more than 30,000 beds.1 The 2004
Treatment Episode Data System (TEDS) recorded
approximately 175,000 admissions to STI=STR pro-
grams: 46,975 with a cocaine problem, 40,097 with a
primary alcohol and a secondary drug problem, 31,238
with a primary problem of alcohol alone, 21,171 with a
primary heroin problem, 15,641 with methamphetamine
problems, and 7,589 with a primary problem with other
opiates.2 Relapse to any of these drugs during the first
three months after discharge is not uncommon and may
erode the positive changes initiated during treatment.3

Attendance at a community-based outpatient program
combined with participation in self-help groups such as
Alcoholic Anonymous (AA) is typically a part of patients’
continuing care plans. Patients complying with plans
report lower relapse and re-addiction rates than those
who do not comply with plans.4 However, in a national epi-
demiological study of 802 discharges from 14 STI=STR
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programs, only 14% of patients reported attending
outpatient programs in the community in the first year
after leaving, and less than half reported participation in
self-help groups.5

A series of experimental comparison group studies with a
variety of alcohol abuse patients has examined the hypoth-
esis that post-discharge contact can improve compliance
and outcomes. In chronic alcoholics, a single telephone
call or letter expressing interest in the welfare of the parti-
cipant had a significant positive effect on participation in
aftercare activities.6,7 Moreover, multiple calls to recovering
alcohol-dependent men over 10 weeks were positively corre-
lated with greater utilization of outpatient services and
abstinence.8 An automated phone messaging program
and appointment cards over eight weeks significantly
increased and prolonged attendance in aftercare group ses-
sions.9 Even a structured telephone follow-up research
interview was correlated with improved abstinence.10 On
the other hand, no difference in recovery rates one year after
discharge from two hospital-based treatment centers was
observed for participants called by a center counselor every
two weeks versus a control group with no formal contact.11

These inconsistent findings have raised concerns about
the efficacy of telephone interventions. A particular con-
cern is how variations in content and process within
and across calls might affect fidelity and effectiveness.12

In view of the numerous studies reporting positive out-
comes and the potential effectiveness in improving long
term outcomes, in 2003 the Steering Committee of the
National Institute on Drug Abuse (NIDA) Clinical Trials
Network13 (CTN) recommended a pilot test of the feasi-
bility and effectiveness of a telephone-based intervention.
The Telephone Enhancement of Long-term Engagement
(TELE) intervention adapted an approach developed
and currently used by the Betty Ford Center. A series
of calls is made to patients after discharge to encourage
attendance at community-based outpatient treatment, to
support AA participation, and to motivate compliance
with continuing care plans.

METHODS

Design

A randomized parallel-group trial design called for
the assignment at discharge of half of the patients to the
Telephone Call Group (TCG) and the other half to the
Standard Care Group (SCG). The protocol was approved
in 2003 by the Duke University Institutional Review Board
(IRB) and the site-affiliated IRBs.

Sites

Four STI=STR programs from three states were pur-
posely selected to reflect different patient populations
and lengths of stay. One program served patients from
an entire state, and the others served patients in multiple

counties within a state. The programs were all based near
smaller urban areas surrounded by rural counties. Three
of the programs were state-funded, and the fourth was
a private non-profit organization. Two were situated
on campuses adjacent to larger hospital facilities, and
two were on campus settings specifically designed for
substance abuse treatment. The programs’ sizes ranged
from 30 beds with 500 annual admissions to 150 beds with
2000 annual admissions. The planned duration of resi-
dence ranged from 10–14 days at one program to 21–28
days at the others. The common therapeutic approach
across programs was similar to the traditional twelve-step
model pioneered by Minnesota programs.14

Recruitment

Because assessment of feasibility and estimation of
effect sizes were the primary objectives of the study, the
sample size was based on the expected enrollment over
a 12-month period rather than a statistical power calcula-
tion performed for efficacy trials. The two larger sites
were expected to randomize 120 participants across the
12-month recruitment period, and the two smaller sites
were expected to randomize 60 participants. However,
due to problems in documenting the delivery of interven-
tions, only 99 participants were randomized at one site,
yielding a total of 339 enrolled participants. At admis-
sion, all patients were informed of an opportunity to par-
ticipate in the study. Those expressing interest were
screened for eligibility (at least 18 years of age, capable
of understanding and providing written informed con-
sent, not civilly committed, in the rehabilitation phase
of treatment, diagnosed with substance abuse or depen-
dence as determined by program admission information,
not reporting suicidal intention in the past 30 days, and
available to be contacted by phone after discharge). In
order to facilitate the verification of attendance at com-
munity-based outpatient programs in two areas, eligibility
was limited to patients from counties with larger numbers
of referrals. A log was used to track the gender and age
and reasons for refusal of individuals invited to partici-
pate. Participants were given a copy of the IRB-approved
consent form to review, and questions were answered by
a research assistant prior to signing the consent. Then
within a week after admission, baseline measures were
collected, including a Locator Form, used to facilitate
contact for follow-up; the Risk Behavior Survey (RBS)
to measure risk behaviors related to the human immuno-
deficiency virus (HIV) and hepatitis C virus (HCV); and
the Addiction Severity Index (ASI-Lite). After collection
of baseline data, all participants took part in usual activ-
ities of care at the programs until their discharge and
therefore had a similar assessment experience.

Intervention

The TCG intervention manual was adapted from the
manuals, materials, and training developed by the Betty
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Ford Center with input from the sites to maximize com-
patibility with the operations and procedures of partici-
pating programs. A preliminary review of the discharge
process at each site showed a range of approaches. To
minimize variations in approaches to discharge, all sites
agreed to the following:

� to prepare a continuing care plan for all con-
sented participants and discuss that plan with
each participant prior to discharge,

� that the TELE counselors (either selected from
current qualified staff or hired specifically for
the study) would attempt to telephone the
TCG participants at weeks 1, 2, 4, 6, 8, 10,
and 12 following discharge; and

� that when the participant was contacted, the
TELE counselor would provide positive feed-
back to encourage compliance with the continu-
ing care plan, including attendance at outpatient
counseling, participation in AA, and medical,
psychological, family or other services dictated
by the needs of the participants.

The Betty Ford Center staff reviewed the TELE manual
and protocol and hosted an orientation session for the
TELE research staff.

The TELE counselors were all female and had very
diverse backgrounds and varying levels of academic and
clinical experience (one was a paraprofessional recovering
person; two were Ph.D. candidate clinical psychologists).
After training in the CTN Good Research Practices and
Ethics was completed, the TELE counselors and their
direct clinical supervisors participated in a four-hour
training session comprised of a two-hour didactic session
followed by two guided role plays. Prior to implementing
the calls with participants, each TELE counselor
conducted four practice calls with other program staff.
The clinical supervisor reviewed and scored the practice
calls for the presence of 12 positive substance and style
elements (e.g., reviewed elements of care plan, set up next
call, listened actively, used positive suggestions) and the
absence of 12 negative elements (e.g., failure to discuss
participants’ functioning in areas of concern, took sides
on issues, cut off discussion inappropriately). Before
being certified to begin the calling, the TELE counselor
had to have at least 9 of 12 positive elements in the calls
and no more than 3 negative elements in the practice calls.

After program staff had prepared the continuing care
plan, the participant met with the TELE research assistant
not more than two business days prior to the scheduled
discharge. At this meeting, the participant confirmed their
understanding of the study and willingness to continue
participation. The Locator Form was updated if necessary,
and the 13-week follow-up interview was scheduled. Signed
release forms were obtained to verify attendance at the
community-based outpatient treatment after discharge.

All consented participants then met individually with the
TELE counselor to review their continuing care plans.
The TELE counselor then randomized the participant to
either the TCG or the SCG by opening the next sealed,
sequentially numbered envelope from the set generated
by the statistician. A stratified randomization with per-
muted blocks was used to maintain an approximate
balance between groups at each site. Participants in both
groups were reminded to follow their discharge plan by
contacting and enrolling in an outpatient program and
by participating in planned continuing care activities.
Those in the TCG were reminded of the calls, and a time
for the first call was scheduled. The goal of this pre-
discharge meeting with all participants was to minimize
differences in attention to the two groups prior to dis-
charge to enable an uncontaminated comparison of the
effect of the post-discharge phone calls.

Up to three attempts were permitted to contact the
participant for each of the seven scheduled calls. The next
scheduled call was attempted regardless of the outcome
of the previously scheduled call, unless consent to part-
icipate was expressly revoked. An attempt was made to
record all calls, which were encrypted and electronically
sent to the statistician for scoring of fidelity by indepen-
dent reviewers, with 25 percent of the calls to be scored
by a second reviewer to calculate inter-rater reliability.
The clinical supervisor at each site provided supervision
to the TELE counselor at that site, using standard
practices for the particular program (without input from
the research fidelity reviewers).

Follow-Up

Participants in each group were scheduled for a follow-
up visit at 13 weeks after discharge from the programs. If
the first visit was missed, the TELE research assistants
were directed to continue follow-up attempts for up to
four additional weeks. The TELE research assistants con-
ducting interviews were blinded to the condition to which
the participant had been assigned. Follow-up interviews
were conducted at the STI=STR if the participant was
able to obtain transportation. If transportation could
not be arranged, the researchers scheduled visits in the
community. The follow-up interview included the CTN
ASI-Lite and the Continuing Care Compliance Form,
which documented participants’ involvement with, knowl-
edge of, and satisfaction with their prescribed continuing
care plan. Questions about the primary outcome measures
were asked prior to the questions about contact after
discharge, which may have enabled the research assistants
to identify the condition to which the participant was
randomized. Two biological assays were administered to
complement the self-report measures: a urine drug screen
with temperature-controlled monitoring strips, which
provided a rapid measure of opioids, methadone, benzoyl-
egonin, amphetamines, cannabinoids, and benzodiaze-
pines; and a breath alcohol test.
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Data Analyses

The assessment of the feasibility of the TELE interven-
tion is augmented by an effectiveness analysis.

Descriptive statistics were used to address the feasibil-
ity issues, while a combination of descriptive statistics and
hypothesis-testing methods were used to explore the
potential effectiveness of the intervention. For outcomes,
data are presented and analyzed based on the principle of
intention-to-treat all randomly assigned participants
according to treatment assigned at randomization,
regardless of treatment and protocol adherence. Sum-
mary data were analyzed across all sites, as well as by
site. Endpoint variables are presented with the 95%
confidence interval of the proportion. Inclusion of the
confidence intervals allowed investigators to ascertain
the values of the point estimates likely to be found in a
full-scale efficacy trial. Pearson chi-square statistics were
used to test for differences between the TCG and SCG
for the primary and secondary endpoints. Because
separate tests were planned for the self-report and the
documentation endpoints, the significance level for tests
involving the main effect of the intervention on atten-
dance was adjusted for multiple comparisons according
to the method of Hochberg.15 Because the primary analy-
sis of self-reported attendance was not significant at 0.05,
the Hochberg procedure requires the test of the documen-
ted attendance outcome at a significance level of 0.025.

RESULTS

Subject Participation

Full enrollment in the trial was achieved in 9 rather
than the planned 12 months. During that time, 897 indi-
viduals were admitted to the four participating STI=STR
programs. Of those, 674 were eligible to participate, and
424 signed a consent form to take part in the study. Of
those 424 who consented, 348 became eligible for rando-
mization, and 339 were randomized into either the stan-
dard care group (SCG) or the telephone call group
(TCG). As shown in Table 1, the proportions consenting
ranged from 55% to 82% across the four sites, and the
proportions randomized ranged from 74% to 88%.

Baseline data collected with ASI-Lite for the period
prior to admission were reviewed for three purposes: to
determine if the SCG and the TCG participants differed

in ways that needed to be considered in post hoc analyses;
to identify the need to consider site-specific differences in
the analysis; and to suggest the applicability of the data to
STI=STR patients across the country.

Demographic and descriptive characteristics of the
participants are provided in Table 2. Approximately
one-third of the participants were female. The median
age was 37, with about one-third of the participants under
age 30 and about one-third over 40 years of age. Partici-
pants of Hispanic origin comprised only 2.5% of the par-
ticipants. The demographic characteristics were similar
across the randomized groups, with slightly more females
in the SCG (38%) compared to the TCG (33%).

Table 2 shows that more than half of the participants
reported having used cocaine and=or alcohol to intoxica-
tion in the previous 30 days, and that 42.5 percent had
used marijuana. Drug use patterns and previous alcohol
and drug admissions were similar between groups, with
the exception of marijuana use, which was more prevalent
among the SCG (51%) compared to the TCG (34%).

Reports of medical problems, poor employment his-
tory, and legal problems were equally divided between
randomized groups. More than half of the participants
had been incarcerated, with approximately one-third cur-
rently on probation=parole. A history of physical (54%)
or sexual abuse (34%) was common. More than half
had been prescribed medication for mental health diag-
noses, three-quarters reported serious depression, and
one-third had attempted suicide. Again, the TCG and
SCG were very similar in the proportion of participants
reporting these problems. The data for the four sites were
in most ways similar to that for patient samples in other
national studies of STI=STR programs.16 The major dif-
ference was the report of prior drug abuse treatment by
72% of the TELE participants compared to less than
50% in other national studies.

Intervention Delivery

All sites were able to deliver the telephone interven-
tions. The TELE counselor delivered the intervention to
155 (92%) of the 169 participants assigned to the TCG
at least once, and for these 155, an average of 4.15 inter-
ventions was delivered over the three months. One week
after discharge from the program, 69% of participants
were reached. In the following weeks, the proportion of

TABLE 1. Recruitment, consent, and randomization by site

Site
Number

approached
Number

consented
Percent

consented (%)
Number

randomized
Percent

randomized (%)

Site 1 277 152 55 120 79
Site 2 123 79 64 60 76
Site 3 99 81 82 60 74
Site 4 175 112 64 99 88
Total 674 424 63 339 80
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participants receiving an intervention varied from 47% to
62%. Of the four sites in TELE, only one failed to deliver
the intervention to more than 40% of participants in a
given week, and that occurred only one time. Over the
twelve weeks of the intervention, the median number of
calls attempted to deliver the seven interventions was
14, with the medians for sites ranging from 13 to 15.5
calls. The time required to deliver an intervention ranged
from 5 to 30 minutes, with a typical intervention lasting
10 minutes. Despite concerns in the documentation of
the delivery of interventions at one site, all participants
across the four sites appeared to have a similar level of
interventions attempted and delivered. Of the 664 inter-
ventions delivered to the TCG participants, 352 were
recorded for fidelity review and sent electronically to
the statistician. Of the 352 recorded calls, 275 (78% of
recorded calls or 41% of all calls) were of acceptable
sound quality for review. Based on a criterion that 75%
of the positive elements and less than 25% of the negative
elements were present, 70% of the calls reviewed were
rated as acceptable. Because a number of calls needed
to be made on phones without a recording hookup, the
recorded calls may be a biased set of calls.

Follow-Up

It was possible to follow-up the participants despite
their return to widespread, rural, and nonmetropolitan
areas. Of the 339 TELE participants, 245 (72%) com-
pleted the week 13 follow-up interview, with approxi-
mately two-thirds being conducted in the community.

Telephone interviews were needed to complete 39 of the
245 follow-ups. The proportion of randomized partici-
pants completing the self-reports was similar between
the treatment groups (SCG, 72%; TCG, 70%). Four of
these 245 participants had missing CRF fields needed
to derive the primary self-report endpoint of treatment
attendance, yielding 241 (71%) cases for analysis. The
researchers could not locate 42 participants (12%) and
located but could not contact 54 participants (16%).
Sixteen were prisoners who could not be contacted because
of IRB restrictions, and 14 participants (4.1 percent) were
contacted but did not complete the interview. There was
one death, and eight participants withdrew from the study.
The completion rates were consistent across sites, ranging
from 67% to 76%. Urine screens and breath alcohol
tests were obtained for 214 of the 228 participants (94%)
who were interviewed in person. Documentation of outpa-
tient program attendance was collected for 282 of the
339 participants (83%). The rates of available records
for documentation did not differ between the TCG
(85%) and the SCG (81%), but the rates did vary among
sites ranging from 68 to 95%. Releases were not obtained
from 33 participants, and programs did not conduct a
search for documentation for 22 other participants.

Outcomes

The primary intent of the intervention was to encou-
rage enrollment in outpatient treatment after discharge.
Two complementary endpoints were identified a priori

TABLE 2. Characteristics at admission by site

Site
Site 1

(n ¼ 120), %
Site 2

(n ¼ 60), %
Site 3

(n ¼ 60), %
Site 4

(n ¼ 99), %
Total

(n ¼ 339), %

Male 67.5 73.3 48.3 64.6 64.2
Age under 30 29.2 23.3 31.7 27.3 28.0
African-American 52.5 30.0 26.7 18.2 33.9
Married 22.5 16.0 13.3 28.3 20.4
Drug use: thirty days

Heroin=opioids 20.0 15.3 43.3 36.4 28.1
Cocaine 45.0 51.7 68.3 50.5 51.9
Barbituate=sedative 24.2 11.7 28.3 29.3 24.2
Amphetamines 9.2 3.3 1.7 24.2 11.2
Marijuana 38.3 31.7 48.3 50.5 42.5
Alcohol to intoxication 42.5 55.2 43.3 71.7 53.4

Prior alcohol admissions 65.0 80.7 51.7 61.6 64.3
Prior drug admissions 80.0 78.0 75.0 66.6 71.9
Chronic medical condition 42.5 36.7 53.3 40.4 42.8
Attempted suicide, lifetime 30.0 41.7 45.0 30.3 34.8
On probation=parole 32.5 30.0 38.3 30.6 32.5
Unemployed, thirty days 63.3 59.3 48.3 59.6 58.9

n ¼ number randomized. Percentage is of non-missing values unless otherwise specified. Participants may be represented in multiple categories.
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in the protocol as the most proximal and primary
measures of outcome:

� Self-reported attendance at one or more
counseling sessions at an outpatient commu-
nity-based treatment program obtained in the
13-week follow-up personal interview

� Documentation of attendance at one or more
counseling sessions at the outpatient commu-
nity-based treatment program recommended
in the continuing care plan obtained from pro-
gram or state administrative databases

The documentation of attendance provides a check for
accuracy of the self-report and outcome data for partici-
pants who could not be located for a personal interview.
Participants with missing self-report and documentation
data at follow-up were not included in the initial statisti-
cal analysis. In the second analysis, participants with
missing data at follow-up were considered not to have
attended counseling to account for the likelihood that
‘‘non-attendees’’ have a higher rate of missing data. Thus,
two endpoint analyses were planned based on the source
of data: self-report without imputation (n ¼ 241) and
documentation without imputation (n ¼ 282). Each ana-
lysis was then repeated with imputation of no counseling
attendance for missing self-report and documentation
data with the full sample of 339 cases.

There was no evidence that the TCG intervention
increased self-reported program attendance at outpatient
counseling sessions compared to the SCG. This was true
whether the participants lacking self-report data are con-
sidered missing in the analysis (p ¼ 0.891), or if the parti-
cipants missing data are considered to have not attended
a session (p ¼ 0.954; see Figure 1).

Conversely, there is a strong trend for an effect of the
intervention when attendance was documented indepen-

dently in administrative state or program databases.
For participants with documented data available, the
endpoint analysis (n ¼ 282) showed 56% of the TCG par-
ticipants were documented as attending at least one coun-
seling session in the outpatient program, compared to
45% of the SCG participants (p ¼ 0.057). When all parti-
cipants (n ¼ 339) are included, the percentages are 48%
for the TCG and 37% the SCG (p ¼ 0.033). For both
sensitivity analyses, the p value approaches the multiple-
comparison adjusted significance level of 0.025 as seen
in Figure 2. When the main effects of documented atten-
dance for all participants were modeled in a logistic
regression, the intervention was nearly significant
(p ¼ 0.023).

Intervention effects on outcomes were also examined
by the pre-defined subgroups of gender and ethnicity.
Though no formal tests were planned to look at the inter-
action with treatment for these subgroups, the indication
of an effect led us to begin to explore the interaction of
the intervention and gender.17 A logistic regression model
was used to test for a significant interaction of interven-
tion and gender (with main effects present in the model)
on the self-reported and documented primary endpoints.
In the model exploring the relationship of gender and
intervention to the imputed record endpoint, the interac-
tion between these two factors was not significant.
Women showed a greater tendency to attend at least
one outpatient counseling session (p ¼ 0.0016).

Secondary outcomes were also examined, including
drug use (self-report and urinalysis), alcohol use (self-
report and breath analysis), and self-report of participa-
tion in twelve-step groups. These measures were selected
because of their overall importance despite the potential
effects of other moderating and mediating post-discharge
factors. There was no evidence that the TCG intervention
significantly impacted any of the five secondary efficacy

FIGURE 1. Primary Endpoints of Self-Report of Attendance at

Least One Post-Discharge, Outpatient Counseling Session.

Excluding Participants Without Follow-Up (n ¼ 241) from the

Denominator (p ¼ .89); Including Participants Without Follow-

Up (n ¼ 339) in the Denominator (p ¼ .954)

FIGURE 2. Primary Endpoints of Documented Attendance for

at Least One Post-Discharge, Outpatient Counseling Session.

Excluding Participants Without Follow-Up (n ¼ 282) from the

Denominator (p ¼ .057); Including Participants Without Follow-

Up (n ¼ 339) in the Denominator (p ¼ .033)
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endpoints. Self-report of participation in twelve-step
groups was very high (90%). Abstinence from drug use
as based on urinalysis approached 50%, with the TCG
(54%) tending to have better rates than the SCG (45%).
Though this is intriguing, it did not reach statistical signif-
icance, and the higher proportion of TCG participants
that did not provide urine samples makes speculation
troublesome. Preliminary analysis of other outcomes
including living environment, days of self-reported drug
use, medical=physical functioning, employment, legal
involvement, social=family functioning, mental health,
and HIV=AIDS risk behavior do not indicate major
differences between the TCG and SCG.

DISCUSSION

Trial Feasibility

The results of this study clearly demonstrated that a
clinical trial design could be readily and efficiently
integrated into publicly funded STI and STR program
operations. About half of the admissions approached
were randomized, and only 10% refused to participate,
resulting in the completion of enrollment in 9 rather than
the planned 12 months. Fewer than 5% of patients
approached were not eligible because they could not be
contacted by phone. More than 90% of the intervention
participants were contacted at least once in the three
months following their discharge, and at least 40% were
contacted at each call point. Follow-up rates were greater
than 70% across state and regional rural areas. IRB
approval to contact participants in criminal justice
settings would have increased follow-up rates to 80%.
There was no difference in follow-up rates between the
intervention and comparison groups.

Trial Design

Although a trial is feasible, major questions were
raised about the appropriate design of a larger trial, the
efficacy of the intervention tested, and the essential clini-
cal features of continuing care plans and contacts. Large
site effects were found in the characteristics of patients,
the content of continuing care plans, and the availability
of documentation of attendance and outcomes. The site
effects suggest the need for a large, carefully selected sam-
ple of sites representative of the major approaches among
the more than 2000 STI=STR programs currently in
operation. A second concern is the discrepancy between
self-report and documentation of program attendance
especially for males. One potential explanation for the
large discrepancy in the estimation of the intervention
effect between self-reported and documented attendance
is the finding that self-reports of attendance by 22% of
the participants are inconsistent with the documentation
in the records.

Intervention Utility

The potential efficacy of a simple telephone call
intervention is a greater concern. The effect size of the
TELE intervention may have been attenuated by the
implementation of standard discharge procedures for
participants in both groups, including a face-to-face meet-
ing to review the individualized continuing care plans.
A standard discharge assessment and continuing care-
planning procedure can be hypothesized to be a critical
factor in the effectiveness of the intervention. These rates
in TELE were also much higher than those found in
national studies of STI=STR treatment in 1989–1991,
where only 14% of discharged patients reported attending
outpatient treatment after discharge4 and less than half
reported involvement in self-help groups. Attempts are
underway to obtain and examine administrative data on
community treatment rates before and after the TELE
protocol was implemented in each of the sites.

It is also critical to continue to develop strong evidence-
based interventions to improve outcomes for patients
after leaving STI=STR programs. The literature3,17,18

has shown substantially lower relapse and re-addiction
rates in patients who comply with prescribed care plans
compared with those who do not. The Betty Ford Center
has initiated a thorough epidemiological study of their
process, which should contribute to the development of
a more effective intervention. More recently, McKay et
al.19 used a stronger counseling-based intervention in a
study with 349 alcohol- and cocaine-dependent patients
(30% who met criteria for major depression) from two
urban outpatient programs to provide 12 weeks of conti-
nuing care. The group receiving calls (also labeled TELE)
was more likely to maintain abstinence. A multivariate
analysis suggested that those who used during treatment
and those with more severe problems required more in
person contact.

Based on the critical need to improve engagement in
continuing care and equivocal results of the TELE study,
the next step appears to be to examine sound continuing
care planning and procedures and link them with robust tel-
ephone contact interventions.12 It is imperative to do
everything feasible to assure that patients discharged from
STI=STR programs continue to receive core substance
abuse treatment services from an outpatient treatment
program and any needed comprehensive services.

Applicability

The basic intervention used in this protocol appears to
be feasible for those STI=STR programs where manage-
ment and staff support the idea and want to implement
it, the major concern being its questionable efficacy.
Two hours of review of the manual, two hours of didactic
training, accompanied by two role-plays and four practice
interviews, produced acceptable fidelity. The call fidelity
can be improved by quarterly review of the taped calls,
accompanied by feedback to the counselor. The estimated
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cost to implement this intervention would be generally the
salary of one paraprofessional staff for an active continu-
ing care caseload of 100–150 patients, a small training
cost for each of them, and the cost of the telephone calls.
Trained counselors should be available to meet with each
client before discharge, and with the patient’s agreement,
arrange to make a series of supportive calls to the client
over the three months following discharge. This feasibility
supports the belief that the costs of implementing a
sound, efficacious, continuing care and telephone contact
are negligible compared to the cost of treatment readmis-
sion, hospitalization, or incarceration for relapsing cli-
ents. For example, if one of every ten patients avoids
readmission, TELE would likely be cost-effective. Conti-
nuing care in outpatient treatment is an indicator of
maintaining engagement, one of the three performance
measures recommended by the Washington Circle group
of providers, researchers, payors, and policy makers.20 In
2005, national data on health care quality showed that
only 39 percent of Medicaid-covered patients and 56 per-
cent of patients with commercial coverage received services
within seven days of discharge from hospitalization for
mental illness.21 Fewer than 10 percent of Medicaid
patients and 15 percent of patients with commercial
coverage received two additional counseling sessions after
enrollment in substance abuse treatment programs.

CONCLUSIONS

Appropriate, strong telephone approaches to encou-
rage compliance with well-developed continuing care
plans should help build the critical clinical bridge between
phases of treatment, not only for STI=STR programs but
for any intervention requiring linkage among services.
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