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reminder

Doing the simple things well, and running the kind

of service you yourself would like to visit, can
transform treatment uptake and retention.

THE MANNERS MATTER review is about how treat-
ment services can encourage clients who make an
initial contact to return and stay the course. Reten-
tion is a key policy target’® because it is seen as the
best indicator of the degree to which patients and
society benefit from treatment.! Research broadly
supports this link,??*°¢ but retention is in turn just
one indicator of ‘engagement’ — a sign that clients
are actively ‘working the programme’, talking about
the things that matter, forging therapeutic relation-
ships, getting extra help if needed — the processes
through which treatment makes a difference.”®?'
Our focus is not so much on what services do,
but how they do it, and how this can create a bond
with the people who come to them for help. While
which treatment ‘technology’ is delivered typically
makes little difference, how it is done can transform
the client’s response. The principles are simple: the
same human qualities which cement relationships

ﬂ Waiting is de-motivating

outside treatment also do so within it. Part one of
this review deals with some straightforward expres-
sions of these qualities: responding quickly, keep-
ing in touch, not too easily abandoning those who
don’t respond first time. Later parts deal with the
client’s relationships to their counsellor and to the
agency. But the division is not (nor should it be) a
sharp one; a reminder letter can be curt and oft-
putting, or warm and motivation-enhancing.

Or course, even if services know how to max-
imise retention, they may choose not to do so."
Waiting lists, deterrent intake procedures and early
terminations can be used to manage workload and
exclude less promising or more troublesome cli-
ents. Staft may also believe that initiating contact
with clients who miss appointments erodes a nec-
essary boundary between counsellor and client.
Though acknowledging these barriers, the focus
here is on what could be done with sufficient will
and (usually little if any) extra resources.

Having to wait is less a test of motivation than its
adversary. Apart from any direct impacts, respond-
ing quickly is a clear, early token of responsiveness, a
quality which in various manifestations emerges as
an important retention-enhancer.

Forced to wait too long, even seriously ill pa-
tients awaiting emergency care give up and go
home."? ™ In alcohol and drug treatment too,
reducing the delay between initial contact and the
first scheduled treatment session generally im-
proves attendance at this session!® 101718192021 wyith.

out adversely affecting longer-term retention.' 2%

2324252627 Neither is there any evidence that people
who give up don’t really need help.'*2#?7282 Some
studies find the reverse: those in greatest need are
excluded by treatment access barriers.!¢%

Asked by researchers (they rarely are), patients
have testified to the impact of having to wait. In
two studies, substance users who contacted services
were asked why they did not go on to start treat-
ment!® and/or dropped out early.” In one, a fifth
cited the waiting list and in the other, 16%, but in
both many more cited factors which a waiting
period can create space for: a change of heart; no
longer feeling in need of help; forgetting the ap-
pointment; continued or resumed substance abuse;
becoming ill; being arrested.
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Other studies bear witness to these processes at
one remove, in their effects on treatment uptake.
Most simply observed intake processes, so cannot
climinate the possibility that what looks like a
causal relationship between waiting time and treat-
ment uptake is due to something else entirely —
perhaps less motivated clients delay treatment entry
and eventually avoid it altogether. More weight can
be placed on studies which deliberately manipulate
waiting times, stripping away confounding influ-
ences to reveal the effect on treatment uptake.
These are the studies on which we focus.

EVEN WHEN METHADONE IS THE INCENTIVE
Despite a powerful inducement, even prospective
methadone patients are deterred by long waits. In
this modality, rapid initiation must be balanced
against the risks of injudicious prescribing and
overdose. But within these limits, paring pre-
treatment delays and ‘hurdles’ to the minimum
increases treatment entry rates without adversely
affecting retention or outcomes — exposing delays
as simply a barrier to treatment, not a filter to
exclude the unmotivated or unpromising.

One US service used extra funding to expand
capacity, reduce the time from first contact to
intake from 40 to 14 days, and to cut the intake
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process from two weeks to two days.?
Requests for intake appointments tripled
from 35 to 100 per month yet the percentage
actually kept rose from 33% to 54% without
affecting longer term retention. Another
effect was to open up the programme to
more socially excluded and severely depend-
ent clients, perhaps least able to hang on.

In Texas (7 chart above) a methadone
programme randomly allocated 93 applicants
each to its usual two-week assessment, or
instead started patients on methadone within
24 hours.? Only 4% of these patients failed
to make it to the first dose compared to 26%
after extended assessment, yet over the next
year just as many stayed in treatment, more
(49 v 28) were still on methadone a year
later,' and they did just as well in terms of
drug use, HIV risk and social reintegration.
Mexican-Americans were disproportionately
represented in the pre-treatment drop-outs
so benefited most from rapid admission.

The message is an old one. Over 30 years
ago a methadone service in Philadelphia tried
replacing its two-stage intake process (pa-
tients had to return the following day for a
series of appointments) with a one-stop,
walk-in procedure.? This completed initial
assessment and the first methadone dose
seamlessly on the same day. Two months
after intake about 55% of one-stop patients
remained in treatment but just 30% under
the two-stage procedure, probably due to pa-
tients failing to return for the second stage.’
After this, the two sets of patients dropped
out at roughly the same rate. The result was
that at five months over twice as many one-
stop patients were still in treatment. These
gains were achieved through greater flexibil-
ity rather than greater resources.

The two previous studies are examples of
‘triaged’ assessment.” A rapid, brief assess-
ment does enough to check whether the
patient is at the right agency or should be
referred on; comprehensive assessment is
deferred until after treatment has started.
Another approach is to establish a stripped-
down methadone programme which can
‘hold’ applicants awaiting entry to the full
programme. In New York this opened up
access to treatment and reduced waiting
times without adversely affecting retention.”’

IT'S GOOD TO TALK (sooN)

Arguments for rapidly starting non-drug
based therapies are given added weight by the
fact that these are the main treatments for

cocaine/crack users,’ and that engaging more
of these users is now a national priority.*

Early clues came in the 1950s from Morris
Chafetz’s pioneering alcohol clinic in Massa-
chusetts » Transformation stories 1, p. 17.
Among the measures trialed there was to
initiate same-day social work contact in
response to a (typically crisis) call from an
alcoholic or their family, if necessary visiting
their home.* Initial attendance tripled and
over the next six months 27% of patients
returned at least five times compared to none
sent the usual appointment.

Equally striking results have been achieved
with stimulant users, who also tend to call in

a crisis. At a US community drug treatment
service in Portland, 60% of phone callers
randomly allocated to come as soon as
possible (the same day if they wished) turned
up compared to just 38% given appointments
for on average 10 days later.** Two-thirds of
those who completed admission primarily
used stimulants.

To similar effect, a cocaine clinic in a poor
urban area of New Jersey randomly allocated
phone callers to the offer of an appointment
the same day, the next day, three, or seven
days later.” Callers who couldn’t make it
could reschedule. The criterion for success-
ful attendance was turning up within a week
of the first time offered. 72% offered a next-
day appointment did so compared to around
40% oftered a later slot. Taking other factors
into account, next-day appointees were over
four times more likely to attend.

One issue is whether the offer of a prompt
appointment makes a difference, even if the
client has to turn it down. An earlier study at
the same clinic randomly allocated patients to
same-day or normal (one to seven days)
appointments.® Almost twice as many
offered a same-day appointment attended for
intake irrespective of whether they could
actually come at the oftered time.

Take-home

term retention or outcomes.

intensive and persistent.
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WAIT less, STAY longer?
Among patients who start treatment, those
who had to wait less are sometimes found to
stay longer. Some such studies have already
been cited, > others are described below.
A short-term residential rehabilitation
centre in England checked the records of all
2144 first admissions over 15 years.? About
half had problems mainly with alcohol, half
illicit drugs. On average those who went on
to complete had waited four days less for
entry. Slicing the figures another way, 56%
waiting a week or less completed treatment
but 44% who’d waited a month or more.
Adjusting for other factors which might
explain this relationship still left waiting
time significantly
related to completion.
Some studies have noted this trend but
were unable to adjust for other factors. They
add weight to the suggestion that shorter
waits result in longer stays, but cannot
exclude the possibility that the relationship is
due to something else. Such studies have
included one of a British outpatient drug and
alcohol service whose caseload consisted
mostly of problem drinkers,* an alcohol

Y and a com-

36

treatment unit in Manchester,
munity drug team in south London.
Even if shorter waits don’t always result in
longer stays, the reverse is rarely the case. An
exception is an early study of a US alcohol-
ism clinic.?! Shorter delays (up to four days)
between initial contact and intake appoint-
ment meant more people turned up for
intake, but fewer of these returned for their
first therapy session. The two effects roughly
cancelled out, so that, regardless of intake
delay, around a third of contacts attended
their first therapy session. A possible expla-
nation is that patients with the greatest
problems (legal and employment) were fast-
tracked to the intake phase but were also less
able to follow through and start treatment.
Another is that, for some, a rapidly arranged
intake appointment was enough to quel the
crisis which precipitated the original contact.

messages

Rapid treatment intake after first contact means more clients turn up without jeopardising longer-

Consider using an initial rapid, brief assessment to decide whether callers are appropriate for your
service and defer the rest until treatment has started.

Attendance at initial and later treatment sessions is improved by reminders beforehand which
make the client feel wanted and which are optimistic about the treatment they are embarking on.

Personal approaches incorporating a motivational element work best, probably because they
convey active caring rather than a bureaucratic reminder-mill.

Reminders also encourage former patients to use aftercare services; ‘How are you doing?"
contacts can themselves help sustain the impact of the initial treatment.

To reach former clients most likely to be in trouble, follow-up methods need to be relatively active,

Services which under-invest in following up former clients jeopardise the gains made in the initial

treatment and risk failing ex-patients in greatest need.
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, Encouraging reminders improve retention ...

When immediate entry cannot be arranged,
measures can still be taken to increase treat-
ment uptake. The simplest is the reminder,
but its simplicity is deceptive; how it is done
is as important as doing it. When silence or
impersonal reminders are replaced by per-
sonal, motivation-enhancing, and welcoming
contacts, the effect can be dramatic.’”

In mental health services in general,
reminder phone calls or letters improve
attendance.”® Especially when waits are long,
the British NHS recommends a ‘partial
booking’ system — giving the patient a rough
indication, then contacting them nearer the
time to agree a mutually convenient slot.
Compared to fixed appointments, this re-
duces no-shows and cancellations on both
sides.” The same strategy is being promoted
by the English National Treatment Agency.*
In England, the requirement to copy patients
in to letters from hospital services to their
GPs provides an opportunity to remind the
patient of the importance of returning to the
hospital or of attending aftercare.*!

Within the substance misuse field, again
Morris Chafetz’s Massachusetts team were
pioneers ¥ Transformation stories 1, p. 17.3%7
After assessment, severely alcoholic patients
who had to be sent off-site for inpatient
detoxification rarely returned. A handwritten
letter expressing personalised concern and
desire that the individual would return
increased nearly tenfold the numbers making
a scamless transfer to outpatient care. A
phone call had a similar impact.

Drug consumption rooms are being seen
as the next step up in harm reduction to
counter overdose, improve infection con-
trol, connect heavy-end drug users to treat-
ment, and to reduce the nuisance caused
by open drug 'scenes’. Common in parts of
mainland Europe, these are just a distant
memory in Britain and represent a step too
far many UK workers. A new report from
the European Monitoring Centre for Drugs
and Drug Addiction has surveyed European
provision and collated the evidence on its
effectiveness @. It suggests that all the ex-
pected benefits can be realised as long as
services have adequate capacity, are easy
to access, and are well managed in the con-
text of political support for their role within
a wider network of services. In practice,
political support is most likely to be forth-
coming when the public nuisance is both
large and resistant to other options. Then
such services start to seem an attractive
way to restore local quality of life rather
than a threat to it.

© Hedrich D. European report on drug con-

sumption rooms. EMCDDA, 2004. Copies
www.emcdda.eu.int.

ISSUE 11

2004

Aware of Chafetz’s work, in the late *60s
social workers in New York tried to counter
high early drop-out and erratic attendance
among alcohol outpatients.* Letters like that
in Massachusetts were sent immediately to
patients who missed appointments, offering
another date. The workers were persistent,
continuing to send reminders until four
appointments were missed, when the final
letter still offered further help and expressed
concern over how the patient was doing.
Additionally, social workers saw any patient
who made an unscheduled visit and oftered
crisis intervention if necessary.

The eftect was to virtually halve early
drop-out. In the seven weeks before these
procedures, 51% of new patients dropped out
within four visits, in the seven weeks after
they had been established, 28%. Among
patients as a whole, the proportion who
missed two consecutive sessions fell from
57% to 22%. Among long-term patients,
drop-out after a missed appointment fell
trom 33% to 8%. The letters were almost
certainly the main factor, since the propor-
tion of patients who made unscheduled crisis
visits actually fell from 57% to 22%, indica-
tive of improved stability.

MAKE IT personal AND WELCOMING

A personal reminder works best was the
implication of a series of randomised trials at
an alcohol clinic in California.* The aim was
to retrieve the many patients who dropped
out within four weeks of starting treatment.
Usually no attempt was made to recontact
them. First the clinic tried sending a letter to
a randomly selected half and repeated it each
week they remained absent. It could have
seemed cold and accusatory, asking why the
patient had not come back, did they still want
treatment, and if not, why not. It had no
impact. Just 1 in 6 of the 60 patients in each
group returned for treatment within four
weeks of their first missed appointment.

Next a new set of drop-outs were sent the

same letter or phoned by one of the

ﬂ ... and aftercare attendance

researchers. She posed similar questions,
but now 10 out of 25 patients returned com-
pared to just 2 sent the letter. Moreover, she
got valuable information on why most of the
rest stayed away. Clearly a phone call pro-
vided the opportunity to be more personal
and interactive. In a third study, the clinic
tried to incorporate these qualities in a re-
vised letter. It more clearly expressed an
interest in the client and in checklist format
sought feedback on their current treatment
needs. It prompted over a third to return
compared to just one of the 25 sent the old-
style letter, and, again, helped find out why
the remainder were not coming back.

In Florida similar efforts improved attend-
ance at a clinic for substance abusing adoles-
cents with severely antisocial behaviour.®®
Though about half were court-mandated to
treatment, usually just 45% of families who
contacted the clinic attended for intake. To
improve on this, calls to the parent to agree
an appointment were supplemented by a pre-
set script. It consisted less of motivational
encouragement than of bureaucratic infor-
mation about procedures, legal penalties (less
if they cooperated), attendance requirements,
and the programme’s eftectiveness record.

For a randomly selected half of families,
this was supplemented by a phone call to
parent and child a few days before the first
and second sessions. These were motiva-
tional, individualised and interactive. They
named and praised the family’s therapist who
was “looking forward” to meeting them,
empathically addressed concerns, stressed the
programme’s benefits, reiterated appoint-
ment details and (if applicable) relayed how
impressed their therapist had been with their
punctuality at the previous session.

The ‘bureaucratic’ calls were not ineftec-
tive — they improved initial attendance to
60% — but adding the motivational calls
doubled it to 89%. Overall attendance also
improved to 57% and 83% respectively.
Before this combination, most families had
not turned up, now this was the exception.
The researchers believe the most influential
element was involving the young person
themselves in scheduling the sessions.*

Motivational reminders can also help keep
former patients in contact with aftercare.
This was one of the tactics which revolution-
ised aftercare attendance at the Salem Veter-
ans Affairs Medical Centre, featured next
issue as our Transformation story. Postal and
phone reminders to attend and fulfil a
previously signed aftercare contract im-
proved aftercare initiation from 70% to
100%, doubled the number of sessions
attended, and cut the need for hospital
readmissions.” The letters and calls which
transformed return to Morris Chafetz’s
alcohol clinic following oft-site detoxifica-

tion can be seen as another example® »
Transformation stories 1, p. 17.

Inspired by Chafetz, in the early 70s a
short-term inpatient alcohol treatment unit
in Buffalo used similar tactics to encourage
use of its outpatient support services.*
Randomly selected patients were either not
contacted at all after they left or phoned six
times over the next ten weeks. The calls
expressed concern for the patient and suc-
cessfully encouraged them to access more
outpatient services, which in turn was associ-
ated with improved drinking outcomes and
greater stability. Perhaps significantly, these



PROGRESS ON WAITING TIMES AND RETENTION

In England, recorded waiting times have fallen fast
and some retention data (evidence is contradic-
tory) also show big recent gains. Whether this has
been achieved at the cost of quality is unclear.
Similar data is not available for the rest of the UK.

Recorded waiting times down

Figures from the National Treatment Agency
(NTA) show dramatic reductions in average times
from referral to treatment entry, from on average
nine to just over three weeks between 2001 and
2003.3" As yet there is no way to check the times
reported by services, but neither is there any rea-
son to doubt them, and proven initiatives such as
those reviewed in this article are being introduced
in a programme led jointly by the NTA and the
National Institute for Mental Health.*

The NTA plans to use treatment retention and
completion statistics to assess whether targets for
increased capacity”®”’ %7 and rapid intake”” are
being achieved at the cost of quality. These checks
may not be enough. For example, one way metha-
done services can (and have®) cut waiting times
is to divert resources from maintenance to detoxi-
fication. No warning bells need sound because

relatively light-touch procedures worked
with a caseload most of whom were em-
ployed and had intact marriages.

A medical centre for ex-military veterans
in California found reminders less success-
ful.¥ However, the reminders appear to have
been simply that rather than motivational in
nature, and the caseload was so severely
alcoholic that perhaps more was needed.

Typically patients were unemployed
single men with a history of alcohol-related
arrests and hospitalisations. Before inpatient
detoxification they had been drinking heavily
from the morning on, experiencing tremors
and blackouts. On leaving, for a year they
were offered at first weekly then fortnightly
aftercare sessions taking a “problem-solving
approach”. To encourage attendance, for the
first six months 96 patients were randomly
allocated either to normal procedures (no
active follow-up), to a phone reminder from
their therapist a few days beforehand, or to
instead be seen for aftercare at a place of their
choosing, such as their home.

Reminders did little to increase the
number of aftercare sessions attended, but
did delay the point at which patients stopped
coming altogether. For example, 15 weeks
into the aftercare period, under 30% had
dropped out compared to over 60% of nor-
mal-procedure patients. Taking aftercare to
the patient had a much greater impact on its
uptake, but neither reminders nor home
visits improved drinking or social/emotional
tunctioning outcomes. Possibly any such
ettect had been obscured by the fact that
relatively few normal-procedure patients

this could simultaneously increase treatment com-
pletion rates — in this case, detoxification. Yet the
typically high relapse rate following detoxification
means that it could also sacrifice health improve-
ments, crime reductions,®® and even lives.®%

Another way to cut waiting times without more
resources is to establish a 'low threshold" metha-
done programme which, as well as streamlining
entry, provides counselling only when the client
asks for it.®¢ The net effect could be beneficial,
but such paring down risks increasing through-
put by decreasing quality®” #8in a way which might
not show up in retention statistics. Conceivably,
retention could actually ‘improve' because fewer
patients are helped to achieve a life where they
no longer feel the need for daily methadone.

Contradictory evidence on retention

The English National Treatment Outcomes Re-
search Study (NTORS) of clients entering treatment
in 1995 revealed considerable scope for improv-
ing retention. For residential services, it identified
retention times associated with the greatest post-
treatment gains. Most clients left before these
times: 80% in inpatient programmes and 36% and

were followed up, filtering out those doing
worst.*# 430 Possibly, too, the results raise a
question mark over the appropriateness of
the aftercare approach.

A face-to-face system was trialed in Chi-
cago on people seeking treatment via a
centralised intake unit.>’ This more hands-on
approach may have been needed for patients
who were typically dependent on crack,
unemployed and with a history of homeless-
ness and abuse. Three months later and then
quarterly for two years, a randomly selected
half were interviewed by unit statf who ran
through a checklist to assess whether they
should return to treatment. Those judged in
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60% in short- and long-term rehabilitation.> For
methadone maintenance, the key thing is remain-
ing in treatment.*228%° |n NTORS, 38% of patients
had left by one year and 58% by two years. At
both points leavers had far worse outcomes.®

Whether things have improved since then is
unclear. The NTA has said that it cannot assess
retention trends until it has established a baseline
for 2003/04,8 yet also that there has been a “four-
fold increase in the length of time clients stay in
treatment from 57 days in September 2001, to 203
days in June 2003".8

This statement was based on a 15% sample of
treatment services. However, routine returns from
drug treatment services and GPs in England indi-
cate that over roughly the same period, slightly
fewer people starting treatment during a year
were still there at the end.*” Neither has England
recorded the recent steep rises in the number of
methadone prescriptions to be expected if serv-
ices were expanding and improving retention;
from 1998 to 2001, the increase levelled off to
just 2—4% annually®? and 8% from 2001 to 2002.%*
In contrast, Scotland has recently seen the ex-
pected steep increases.***>

need were transferred to another staft mem-
ber to arrange the return, motivate the
patient, and to give practical aid.

Over the two years, patients checked up
on in this way typically returned to treatment
within 376 days compared to 600 days for the
remainder, 13% more returned at some stage,
and they stayed longer in treatment. Perhaps
as a result, by the end of the two years fewer
(43% v. 56%) of the checked-up-on patients
were assessed as still in need of treatment.
However, the check-ups piggy-backed on
visits being made anyway for research pur-
poses. Without these how it is unclear how
many of the patients would have attended.

’ 'Hi, how are you doing?’ — aftercare in itself?

‘How are you doing?’ contacts after patients
have left do not just prompt aftercare attend-
ance, but may themselves be therapeutic.

A recent trial used a recontact procedure
similar to that in Buffalo* (7 previous section),
but this time the benefits were not due to
greater use of aftercare treatment. Two US
day-hospital addiction services randomly
allocated their patients to routine aftercare or
to ‘extended case monitoring’.*> As in other
studies where ‘light-touch’ interventions
have worked, participants tended to have
jobs, stable homes, and intact marriages.

‘Case monitoring’ involved specially
trained staff who first met the client while
they were in treatment. A week after they left
the monitor initiated at first monthly phone
calls, usually lasting 15 minutes. These con-

2004

tinued for two years on a tapering schedule
which could be ratcheted up in response to
need. Attempts were also made to speak
separately to the patient’s ‘significant other’.
Calls adopted a motivational interviewing
style, starting with a friendly enquiry about
how the patient is doing and, if needed,
advising further support or a return to treat-
ment, but (unlike case management) the
patient was left to take the required steps.

Interim results for the three years after
discharge showed that the frequency of heavy
drinking had been halved in case-monitored
patients (12% v 24% of days) and that they
had taken longer to resume sustained heavy
drinking.”® But this had not been achieved by
encouraging a return to addiction treatment.
In fact, it was the non-case monitored

page 16
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patients who tended to return. They also
made many more visits to emergency depart-
ments. It seemed that the calls had reduced
the need for further treatment by themselves
helping to reduce drinking.

In Belfast, after six weeks’ inpatient treat-
ment alcohol patients were also routinely
recontacted, but this time face-to-face during
home visits by an experienced community
psychiatric nurse.* Given the nature of the
caseload, nothing less may have sufticed.

The nurse’s role was to directly respond
to ‘slips” and to encourage attendance at AA
and hospital meetings. Visits were made to 93
patients for 12 months at first weekly and
then monthly, but could be increased if
needed. For administrative reasons, another
54 patients were instead offered six-weekly
review appointments at the clinic. In the
event, these were poorly attended.

The two groups were practically identical:
very heavy, highly dependent drinkers with a
criminal background. Over the year of the
visits and enduring for at least the next four,
the nurse had a major positive impact; 36%
of her patients sustained abstinence com-
pared to 6% of the remainder and by year five
two-thirds were virtually abstinent versus
40%. These results seemed due to the visits
themselves rather than to these encouraging
attendance at self-help groups or a return to
treatment.”

Outside the treatment arena there is some
evidence of benefit from following up
workers with substance misuse problems
seen by a factory’s medical/welfare service.”
In parallel to their substance misuse treat-
ment, a counsellor at the factory attempted to
follow-up a randomly selected half of the 325
workers for a year, at first weekly then
tapering to once every two months. The aim
was to show concern and support, encourage
their recovery, and to offer help if needed.

Though nearly two-thirds of the workers
assigned to follow-up either refused it or
dropped out, while it was in operation,
company and insurance records indicated
that it had reduced disability due to sub-
stance abuse and the need for substance
abuse treatment. The other messages of the
study lie in what went wrong: the need to
gather good contact information beforehand,
to integrate follow-up with the main inter-
vention, and to create social incentives to
make use of the services on offer.

JUST RE-ASSESSING CAN BE THERAPEUTIC
Mechanisms which underlie the eftective-
ness of therapeutic follow-up contacts may
also be at work when researchers re-inter-
view clients. As Project MATCH found,*
clients may make little distinction between a
therapist asking them how they are doing,
and a researcher doing the same. Just having
to regularly review your drinking may itself
be a moderating influence.

Usually any such eftects are hidden be-
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cause all research subjects experience the
same follow-up procedures, but unforeseen
complications in one alcohol treatment study
meant that in the second follow-up year
some did not receive the intended four-
monthly research interviews.”” They were
interviewed, but only after a delay of 12 or 18
months. Compared to other subjects, they
did just as well in the first follow-up year,
but when contact was lost their drinking
deteriorated » chart right. By the end they
were drinking heavily on a fifth of days
compared to under 1 in 10 for other subjects,
and consuming four times more alcohol.

The same kind of eftect has been suspected
in the Project MATCH study of alcohol
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treatment,* in a study of injecting drug

560 and in one

users’ HIV risk behaviour,
which recruited drinkers in a bar and simply
asked them to regularly record their alcohol

consumption for the next two years, using an

automated phone system.!

ﬂ Benefits and costs of post-treatment follow up

Services considering whether and how much
to invest in following up former clients will
want to assess the benefits and the costs.
Benefits can be addressed by asking what
services stand to lose by not doing so. Evi-
dence cited above shows that they will fail to
retain patients in aftercare. Since greater
access to and use of aftercare services is
generally (but not always®) related to better
0364656667 they will also jeopardise
progress made in the initial treatment.

outcomes,

Under-investing in follow-up also risks
failing ex-patients in greatest need. Research-
ers conducting follow-up studies consistently
find that former patients who are hardest to
contact are the ones most likely to again be in
trouble. #3007 727 Eor example, in a US
study primarily of crack users leaving resi-
dential rehabilitation, the harder someone
was to recontact the more likely they were to
have been arrested, to have resumed cocaine
or crack use, and to be unemployed.®

WHEN TO DRAW THE LINE
To contain costs a line has to be drawn be-
yond which further recontact attempts are
not considered the best use of resources.
Treatment services could learn much from
researchers about where to draw this line and
how to maximise success before crossing it.
A model tailored to addicted populations
has been developed by US researchers and
used to successtully recontact over 90% of
5000 research subjects in seven studies.” The
model is based on thorough preparation
while the patient is in the initial treatment to
ensure that they expect and hopefully wel-
come follow-ups, and that they have given
consent to contact their nominated associates
and for those associates to disclose their
whereabouts. Pre-follow-up verification
ensures that associate information is up to
date, and can be used to prepare them for
later contacts. The researchers also ensure
that letters and calls to (or which might be
intercepted by) third parties do not disclose
the nature of the patient’s condition unless

this is essential and the patient has previously
given consent. Without this, follow-up risks
causing embarrassment or worse.”

Treatment services and clinical researchers
have used simpler methods to good effect. A
study in Leeds showed that outcome infor-
mation could cost-eftectively be gathered on
all but a few heroin or alcohol dependent
patients three months after their initial
assessment.® The procedure was to get
consent for follow up during treatment and
also to ask for the name and address of an
associate who could help relocate the patient.
Follow-up of patients not still being seen at
the clinic was entirely through letters.

Similar preparations were made at the
Hazelden Centre in Minnesota before
mailing questionnaires to former patient
three times during the 12 months after
discharge.™ Just around half were returned
but phone calls netted most of the remain-
der, resulting in 70-80% follow-up. When
phone calls had to be resorted to, patients
were much more likely to be drinking.

In Liverpool researchers started cold in
their attempts to relocate alcohol patients 11
months after they had been assessed for
treatment; no prior consent or associate
information had been obtained.” Neverthe-
less, a three-stage process involving two
letters and (if these failed) a phone call
recruited 75% of the former patients. Pa-
tients for whom treatment had failed tended
not to respond until the final stage of the
procedure; treatment successes usually
responded at the first attempt.

EFFICIENCY and THE HUMAN TOUCH
Though part 1 of this review has focused on
relatively mundane procedures, already we
can see that treating the patient as an indi-
vidual, being welcoming, empathic, under-
standing, and demonstrating respect and
active, persistent caring, are among the trade-
marks of services that hang on to clients.

We can also see that there is no conflict
between these qualities and efficient admin-



Transformation stories 1 THE MASSACHUSETTS ALCOHOL CLINIC

Much of what we know today was prefigured in a
remarkable series of studies begun in the late
1950s at the alcohol clinic of Massachusetts Gen-
eral Hospital 3% It was run by Morris Chafetz, later
to become founding director of the US National
Institute on Alcohol Abuse and Alcoholism.

Dr Chafetz showed that not only can a serv-
ice's performance be improved, it can be trans-
formed by the simple application of empathy and
organisation. He suspected that alcoholics' noto-
riously poor acceptance of and response to treat-
ment reflected the negative attitudes of those
around them, including clinical staff. If these atti-
tudes were replaced with optimism and respect,
then many more patients might embrace the help
they needed — exactly what happened.

Why won't they come?

Work started with the observation that virtually
none of the alcoholics referred to the clinic from
the hospital's emergency service actually at-
tended. A micro-analysis of the referral process
revealed that it entailed seeing perhaps a dozen
individuals and numerous delays and opportuni-
ties to be baulked by the system. Staff attitudes
did not engender determination to overcome the
obstacles. Typically these 'Skid Row" alcoholics
were in crisis (the reason for emergency admis-
sion), dirty, disturbed and disturbing, and often
dragged in by the police. The effect was to evoke
outright hostility and rejection on top of underly-
ing moralistic and punitive attitudes.

Chafetz's team set out to create instead a wel-
coming and seamless procedure which estab-
lished the emergency episode as the start of the
rehabilitation process. Itinvolved not just directly
interfacing with the patient, but networking to gain
the cooperation of other hospital staff and of out-
side welfare and housing services. Effectively
Chafetz pioneered a ‘case management' ap-
proach® intended to see that the alcoholic got
coordinated, holistic and continuing care.

Because we are doing the wrong things

In practice they established ‘treatment catalyst’
teams to reach out from the clinic, consisting of a
psychiatrist on 24-hour call to immediately see pa-
tients in the emergency room and a social worker
who worked with the patient, their family and out-
side services. By being welcoming, respectful and
concerned, and by caring for the patient through-
out, they sought to convey that they were the pa-

istrative procedures. To the contrary, such
procedures are needed to give practical ex-
pression to the qualities and values which
motivate them. Both are required. Another
important lesson from the research is that
there is nothing special about retention-
enhancement or about how substance misuse
patients react. Reflection on how we might
react if we were in their shoes can predict
much of what researchers have painstakingly
set out to prove.

tient's own personal doctor and social worker.
They also tried to avoid the patient being treated
poorly by other staff. Rather than the insight-ori-
ented psychotherapy thenin vogue, they focused
on taking action in response to the patient's ex-
pressed needs for practical help with things such
as housing, money, a meal and a shave.

Alternate male alcoholic patients were assigned
either to normal emergency procedures or addi-
tionally to one of the catalyst teams, 100 in each
group. Nearly two-thirds (65%) of the treatment
catalyst patients made an initial visit to the alcohol
clinic compared to 5% of normal procedure pa-
tients. Forty-two of the patients seen by the teams
made five or more visits compared to just one of
the normal procedure patients — and he was a
former clinic patient. The supposedly insoluble
problem of engaging these "alienated men" was
exposed as due not to their intractability, but to
that of an inappropriate clinical response.’

In a crisis, respond — simple
Another way the clinic came in contact with po-
tential patients was through phone calls from the
alcoholic or their family, usually during a domes-
tic crisis. The response was typical of services then
and perhaps of many now. A secretary noted ba-
sic details then mailed out an appointment for sev-
eral weeks hence, by which time the momentand
the motivation had passed. Instead Chafetz's team
tried initiating same-day social work contact with
the family, if necessary in person at the their home.
After assessment, therapy and practical interven-
tion were made immediately available. Through-
out, the same social worker maintained contact.
Onaquasi-random basis, callers were allocated
to this approach or to normal procedures. Initial
attendance tripled from 21% to 62% of patients
and from 13% to 38% of their relatives. In nearly
30% of cases both came together compared to
none under normal procedures. None of the
usual-procedure patients returned at least five
times over the next six months compared to 27%
of the immediate-response patients.

Keep them coming

Patients were now coming for intake but still many
failed to return, particularly those (the most in-
ebriated and debilitated) who after assessment
had first to be sent to an inpatient unit to 'dry out'.
The clinic's first attempt to retrieve them was a
handwritten letter sent the day after their assess-

NOTES

i Includes readmissions. Not statistically significant.

ii The authors attribute the result to patients having effec-
tively to decide twice whether to seek treatment since they
did not see the initial contact as treatment.

iii Linda Sobell, already well known for her work on control-
led drinking as a treatment objective.

iv Though more of her patients did attend hospital meetings.
v Later the alcoholic clinic's psychiatrists took on the
screening role at the emergency service. The result was to
identify and refer less socially isolated patients but they too
attended far more often if the catalyst teams started the
process in the emergency department: 62% made an initial
visit versus 21%; 27% versus none made five or more visits.
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ment. It expressed personalised concern ("l am
concerned about you.") and equally personalised
desire that the individual would return, when the
service would be “glad to work with you". It was
sentto 50 randomly selected patients; another 50
were handled as usual.

The impact was striking: 25 returned, all but 5
sober, and 19 the day they were discharged from
the unit; without the letter, 16 returned, just 2

without delay and most after hav- 50
. . Ju) I No letter
ingresumed drinking ” chart. Re- S 49 e
placing the letter with a phone call §30
to the unit had a similar impact. 2

o . g 20
Within a week of discharge, 22 P
of the 50 called patientsreturned < o

i i ) X

for outpatient care but just 4 of z\“‘(\\ﬂiﬁeéﬁ 4
the 50 who were not called. 9

It's the way we say it

The next experiment was based on the belief that
alcoholics are sensitised to hints of rejection in
what a doctor says and how they say it. The doc-
tors concerned were nine of the emergency phy-
sicians involved the year before in the studies. At
issue was whether emotion betrayed months later
in recordings of their responses to the question,
"What has been your experience with alcoholics?"
would correlate with how many of their patients
had followed through on a referral to the alcohol
clinic. Ratings were made of the unaltered record-
ings, of recordings filtered to obscure the words
but leave emotional tone, and of transcripts.

As expected, ratings were related to referral
success only when the treatment catalyst teams
had not intervened to override the doctors' influ-
ence. Also not unexpectedly (all the patients had
been men), the only significant relationships de-
rived from male raters. The more anxious they felt
the doctor sounded and (in filtered speech) the
less angry, the more their referrals had been suc-
cessful. The correlations were substantial and sta-
tistically significant. Just missing significance was
atrend for more matter-of-fact and ‘professional’
sounding doctors to have a lower success rate.
Assuming ‘anxiety’ was proxy for concern, it
seemed that the more a doctor showed personal
(rather than ‘coldly professional’) concern for a
patient's welfare, and evidenced this in tone as
well as words, the more likely the patient was to
treat this as the start of a therapeutic relationship
with which they wished to continue.
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