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Abstract
A multisite, randomized trial within the National Drug Abuse Treatment Clinical Trials Network
(CTN) was conducted to test three interventions to enhance treatment initiation following
detoxification: 1) a single session, therapeutic alliance intervention (TA) added to usual treatment,
2) a 2- session, counseling and education, HIV/HCV risk reduction intervention (C&E), added to
usual treatment and 3) treatment as usual (TAU) only. Injection drug users (n = 632) enrolled in
residential detoxification at 8 community treatment programs were randomized to 1 of the 3 study
conditions. There was a significant difference between TA participants and those receiving TAU in
reported outpatient treatment entry. TA participants reported entering outpatient treatment sooner
and in greater numbers than TAU participants. Reported treatment entry for C&E fell between TA
and TAU with no significant differences between C&E and the other conditions. There were no
differences among the interventions in retention, as measured by weeks of outpatient treatment for
all participants who reported treatment entry. Alliance building interventions appear to be effective
in facilitating transfer from detoxification to outpatient treatment, but additional treatment
engagement interventions may be necessary to improve retention.
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Substance abuse treatment reduces drug use and associated HIV/HCV risk behaviors among
drug dependent individuals (Gerstein et al., 1994; Hubbard, Craddock, Flynn, Anderson &
Etheridge, 1997; Hubbard et al., 1989; Sells & Simpson, 1976; Simpson, Joe & Brown,
1997; Sorenson & Copeland, 2000). Most patients leaving detoxification report plans to enter
some form of treatment (Tuten, Jones, Lertch & Stitzer, 2007). Research consistently shows,
however, that many do not follow through. Lundgren, Sullivan and Amodeo (2006), for
example, analyzed data for injection drug users with multiple treatment admissions in
Massachusetts from 1997 through 2001; the most common treatment pattern (30%) was
repeated admissions to detoxification only. Kleinman, Millery, Scimeca and Polissar (2002)
reported that 43% of heroin and cocaine addicted patients received no treatment in the 30 days
following detoxification. Similarly, Chutuape, Jasinski, Fingerhood and Stitzer (2001)
followed patients for six months following a 3-day, inpatient detoxification for opiates; most
(59%) had no formal treatment during the follow-up period. Only 26% of patients in a 21-day
inpatient publicly-funded detoxification center transferred to residential or outpatient treatment
following discharge (McCusker, Bigelow, Luippold, Zorn & Lewis, 1995). Finally, national
hospital data suggest that the percentage of patients receiving inpatient or residential treatment
following detoxification dropped from 38.9% to 21.1% between 1992 and 1997 (Mark,
Dilonardo, Chalk &Coffey, 2002).

Patients who enter treatment following detoxification have consistently better outcomes.
Heroin users engaged in formal treatment for a minimum of seven days during the six months
following detoxification reported significantly reduced drug use compared to those with no
treatment (Chutuape et al., 2001). Daley, Ageriou and McCarty (1998) followed pregnant and
parenting women for six months after detoxification; women who participated in treatment
during that period had lower rates of re-admission to detoxification. O'Farrell, Murphy, Alter
and Fals-Stewart (2007) found that engaging in aftercare treatment within 30 days after
detoxification was associated with significantly fewer days of substance use relative to no
treatment.

Strategies to increase engagement in treatment following detoxification are needed in order to
reduce resumption of drug use and associated HIV/HCV risk behavior. Studies that evaluate
such interventions have shown mixed results. Positive results have been observed with
interventions conducted during residential treatment, longer term detoxification and after
detoxification. Lash and colleagues reported positive outcomes with behavioral contracting,
attendance prompts and social reinforcers to promote participation in aftercare following 28-
day residential treatment (Lash et al 2007; Lash, Burden, Monteleone & Lehmann, 2004; Lash,
Petersen, O'Connor & Lehmann, 2001; Lash & Blosser, 1999). Rawson, Mann, Tennant and
Clabough (1983) compared the use of counseling to standard treatment without counseling
during a 21-day, ambulatory, methadone detoxification; those who participated in counseling
were more likely to enter long term treatment following detoxification. In a non-experimental
design, case management services provided for up to a year following detoxification resulted
in a 55% reduction in detoxification only admissions and a 70% increase in treatment
participation (McClellan, Weinstein, Shen, Kendig & Levine, 2005)

Longer term detoxification, however, is not the current standard of care. The average length
of hospital detoxification stays decreased from 7.7 days in 1992 to 5.5 days in 1997 (Mark et
al., 2002). Shorter detoxification stays require briefer interventions to facilitate treatment entry
afterward. Brief intervention studies have shown mixed results. A three-session “pre-therapy
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training” using a role induction, treatment preparation intervention with patients in inpatient
alcohol detoxification increased the number of patients who left with a treatment referral and
made an initial treatment contact (Craigie & Ross, 1980). A three-session, strength focused
psychotherapy intervention and a three-session video plus discussion group, however, were
not superior to treatment as usual for heroin users (Millery, Kleinman, Polissar, Millman &
Scimeca. 2002). The use of a staff escort plus an incentive of $13.00 significantly increased
completion of an aftercare clinic intake following detoxification relative to standard referral
and referral plus incentive (Chutuape, Katz & Stitzer, 2001). A pilot study of a brief family
intervention found a trend toward greater treatment entry within 30 days of discharge from
detoxification (O'Farrell et al, 2007). Rates of entry into formal treatment were no different for
alcoholics who received motivational interviewing during 5-day detoxification, although there
was a positive difference in 12-step attendance (Schilling, El-Bassel, Finch, Roman & Hanson,
2002). Given mixed findings, additional studies are needed to identify effective brief treatment
engagement interventions suited to short stay detoxification services.

Therapeutic Alliance
A strong therapeutic alliance can increase session attendance (Fiorentine, Nakashima &
Anglin, 1999; Simpson et al., 1997), treatment retention (Connors, Carroll, DiClemente,
Longabaugh, & Donovan, 1997; De Weert-Van Oene, Schippers, De Jong, & Schrijvers,
2001; Meier, Donmall, McElduff, Barrowclough, & Heller, 2006; Mohl, Martinez, Ticknor,
Huang, M. & Cordell, 1991) and outcomes (Luborsky, McLellan, Woody, O'Brien, &
Auerbach 1985; Connors et al., 1997) for substance abuse clients. Early development of a
therapeutic alliance consistently predicts engagement and retention in substance abuse
treatment (Meier, Barrowclough & Donmall, 2005). Although numerous studies have
measured the naturally developing therapeutic alliance, few prior studies have evaluated
interventions designed to facilitate its development.

The present study tested the effectiveness of three conditions, including a single session
intervention focused on the development of a therapeutic alliance between outpatient
counselors and patients in short term, residential detoxification, in effect serving as an
interpersonal “bridge” between treatment settings.

Method
Study Design

This randomized, multisite clinical trial conducted within the National Institute on Drug Abuse
Clinical Trials Network (CTN) tested the impact of the Therapeutic Alliance Intervention (TA)
and the Counseling and Education Intervention (C&E) (Coyle, 1993) on reducing HIV/HCV
risk behaviors among injection drug users in residential detoxification and on improving
treatment participation after detoxification. Both interventions were added to Treatment as
Usual (TAU) and compared to TAU only.

The C&E intervention targeted the study's primary aim, reducing risk behavior and,
secondarily, encouraged treatment participation. The study's risk reduction outcomes are
reported elsewhere (Booth et al., 2008). The TA intervention targeted treatment entry and was
expected to produce the highest levels of outpatient treatment entry and retention during a six
month follow up period. Specifically, the study hypothesized that participants in the TA arm
of the study would: 1) enter outpatient treatment sooner, 2) enter outpatient treatment in greater
numbers, and 3) have more weeks of outpatient treatment over the follow-up period.
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Clinical Sites
The study was conducted at eight residential detoxification centers participating in the CTN.
Efforts were made to include a variety of community treatment sites to enhance generalizability
of study results. Sites were situated across the U.S. in both urban and rural catchment areas.
The size of the facilities ranged from 16 to 100 beds with usual length of stay ranging from
1.5 to 10 days. Table 1 summarizes site characteristics. Recruitment of participants occurred
over an enrollment period of 16 months from November 2004 through February 2006.

Participants
Study participants were injection drug users recruited during detoxification treatment, who
were 18 years of age or older, eligible for outpatient services, had a recent history of injection
drug use, and had not previously consented to participate in the study. Patients (n = 698) were
evaluated for eligibility following completion of informed consent (see Figure 1) and 632 were
randomized: TA = 209, C&E = 212, and TAU = 211. Most of the individuals not randomized
did not meet study eligibility requirements (n = 59); the others either declined participation or
left the program prior to randomization. The most common reasons for study exclusion were
patients' reporting no drug injection in the prior 30 days (n = 13) and patients' requesting
residential treatment (n = 15).

Follow up assessments were conducted at 2, 8, 16 and 24 weeks. Data collection windows
initially extended from one week prior to one week following the scheduled follow-up date.
Windows were expanded, however, and completed follow ups were credited to the closest
assessment period. Follow up rates were 70% at 2 weeks, 63% at 8 weeks, 60 % at 16 weeks
and 63% at 24 weeks. The rates varied slightly by study condition. A consort diagram (Figure
1) includes the number of participants completing follow up assessments for each study
condition.

Procedures
Staff members in the detoxification units presented brief descriptions of the study and study
information sheets to potential participants. Patients who expressed interest generally met study
eligibility and were cleared by detoxification staff as medically stable, were introduced to study
personnel, who explained the study in more detail. Potential study participants read or had the
consent read to them and were encouraged to ask questions. A study specific true/false quiz
was administered to participants. Missed items were reviewed until understood and a 100%
score achieved. After passing the quiz, participants signed the consent and received a copy.
No study procedures were performed prior to the completion of informed consent. Eligible
participants were randomized to one of the three study conditions following completion of the
baseline assessment.

Study procedures were reviewed and approved by a Data Safety and Monitoring Board at the
National Institute on Drug Abuse. Institutional review boards at the University of Colorado
Health Sciences Center and participating treatment centers also reviewed and approved the
research protocol.

Randomization
Following completion of baseline assessment, participants were randomly assigned to one of
the three intervention conditions. A centrally administered, blocked randomization scheme was
used to assign participants to one of the three conditions within each site. Blocked
randomization guaranteed minimal imbalance in the number of participants assigned to each
condition over time.
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Data Collection Instruments
The full set of instruments used in the study included the CTN Common Assessment Battery
(Addiction Severity Index- Lite, Composite International Diagnostic Interview Version 2.1-
Substance Use Diagnosis), Urine Drug Screen test strips, Self-Efficacy Questionnaire for safer
drug and sex behaviors, Services Received Questionnaire and a Locator Form. The measures
used in this analysis were extracted from four instruments:

1) Timeline Follow-back Assessment of Treatment Behavior (TLFB) modeled after Sobell
and Sobell's (1996) Timeline Follow-back Calendar. This self-report instrument measured
days of any substance abuse treatment attendance, including outpatient, inpatient,
residential, methadone maintenance/other opiate replacement, and 12-step meetings, since
the last assessment. The TLFB assessment method has been found to be a reliable and
valid measure of alcohol consumption (Sobell & Sobell, 1995; Sobell, Sobell, Leo &
Cancilla, 1988), as well as other behavior including cocaine and heroin use (Ehrman &
Robbins, 1994), adolescent smoking (Lewis-Esquerre et al, 2005,) panic attacks (Nelson
& Clum, 2002) housing history (Tsemberis, McHugo, Williams, Hanrahan & Stefancic,
2007) and risky sexual behavior (Carey et al., 2001; Weinhart et al., 1998).

2) HIV Risk Behavior Survey (RBS) used to measure HIV and HCV risk behaviors in
the areas of drug use and sex within the previous 30 days. This assessment used the Audio
Computer Assisted Self Interview (ACASI) method (Needle et al., 1995; Weatherby et
al., 1994). The self-conducted survey includes questions about injection drug use, sharing
needles/syringes without disinfection, sexual activities, health, sexually transmitted
diseases, and HCV/HIV. Reliability and validity assessments of the RBS support its use
in research with injection drug users (Weatherby et al., 1994; Needle et al., 1995).

3) Demographics Questionnaire developed for use by the CTN to assess age, ethnicity/
race, and gender. This was administered at baseline only.

4) Stage of Change Questionnaire (SOC) for quitting drug use, a modification of the
Motivation Scales, including Drug Use Problems, Desire for Help, and Treatment
Readiness from the data instruments developed by Simpson, Joe, Broome et al.(1997) for
the Drug Abuse Treatment, Assessment, and Research Project. The SOC has excellent
predictive validity relative to treatment entry (Booth, Kwiatkowski, Iguchi, Pinto & John,
1998) and its test-retest reliability is 90%. SOC stages are: maintenance, action,
determination (or preparation), contemplation, pre-contemplation, and unstageable (i.e.,
responses were invalid).

Interventions
Three interventions were compared in this study:

Therapeutic Alliance Intervention (TA)—The intervention incorporated core elements
of the therapeutic alliance (Bordin, 1979): 1) agreement about treatment tasks and roles, 2)
agreement about the goals and expectations of treatment and 3) the positive bond between
client and counselor. These elements were combined with role induction, a treatment
preparation intervention designed to educate clients about what to expect in the treatment
process. Studies suggest that role induction increases attendance in mental health (Walitzer,
Dermen, & Conners, 1999) and substance abuse treatment (Craigie & Ross, 1980; Katz et al.,
2007; Stark & Kane, 1985; Verinis, 1996). The TA intervention combined role induction's
cognitive focus on treatment preparation with a relational focus on mutual agreement about
treatment goals and the development of a positive bond between patient and counselor.
Engagement in outpatient services was chosen as the goal of the TA because many community
programs, including those that participated in the study, have immediate availability in
outpatient treatment, in contrast to waiting lists for residential treatment.
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The TA intervention was a 45-50 minute, single session conducted by an outpatient counselor
affiliated with the outpatient treatment arm of same agency as the detoxification unit. The
manualized intervention included discussion of: a) plans after detoxification b) life goals and
possible treatment goals, c) developing confidence in goal attainment, d) prior treatment
experiences and treatment expectations, e) what happens in treatment and f) common treatment
challenges and how to handle them. Throughout the discussion, the counselor emphasized
positive feedback, clarification to increase realistic understanding of treatment, mutual
agreement about treatment tasks and goals, and working together as a team. When participants
reported during the intervention that they would be leaving the area after detoxification, the
TA counselor acted as a “stand in” for potential counselors at other programs, flexibly
addressing goals, tasks and teamwork applicable to outpatient treatment in general. The session
ended with the opportunity for the participant to make an appointment to see the outpatient
counselor or to receive information about other treatment options.

Counseling and Education Intervention (C&E)—The C&E intervention was a
manualized, individual HIV risk prevention model developed in NIDA's Cooperative
Agreement (Coyle, 1993). It was designed to reduce risk behavior primarily through education,
and, secondarily, by encouraging treatment participation. There was no alliance facilitating
component in this intervention. The intervention consisted of two HIV/HCV risk reduction
education and counseling sessions that structurally bracket and encourage confidential HIV
and HCV screening. The decision to be tested was left up to the individual and the content of
the intervention sessions flexibly accommodated those who declined to be tested, as well as
those who tested either seropositive or seronegative. At the conclusion of the initial counseling
session, participants were offered free HIV and HCV testing. For those who chose testing, test
results were discussed at the beginning of the second session which was scheduled for two
weeks later. The second session repeated education from the first session, and employed
rehearsal of correct bleach and condom use. Alternatives to high-risk behaviors were stressed,
including drug treatment, discontinuation of injection drug use and sex without protection,
elimination of sharing drug equipment or the drug solution and reduction in the number of sex
partners.

Treatment as Usual (TAU)—Treatment as usual varied by site and included each
detoxification program's standard HIV/HCV risk assessment and testing practices as well as
referrals for treatment after discharge. All sites reported that standard treatment included
treatment referral; seven reported HIV screening and education; two reported on site testing
(See Table 1).

Staff Training and Certification
Fifty staff members selected by the eight participating clinics were trained as interventionists
and intervention supervisors. Interventionists were trained to deliver one of the two
experimental interventions. Formal education for interventionists ranged from associates
degrees to masters' level. Supervisors' education ranged from bachelors' degrees to a medical
degree and years of experience in mental health or substance abuse treatment ranged from 6
months to 25 years. Interventionists and supervisors were trained at a 3-day centralized training
by intervention experts. Following completion of the centralized training, certification was
conducted at local sites for fidelity raters and interventionists using instruments developed for
each intervention that rated intervention elements for completeness (adherence) and quality
(competence) on 5-point scales.

Supervisors were certified as fidelity raters by achieving an 80% ratings' correspondence (i.e.,
within +1 and −1 on 80% of the 5-point rating scale items) with an intervention expert's rating
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of an audio taped session prepared by the protocol team. All supervisors met proficiency
standards as fidelity raters after rating no more than two tapes.

Both interventionists and supervisors were certified as interventionists via achievement of a
criterion score of 80% of items scored satisfactory or above on the fidelity ratings instrument
while conducting an audio taped intervention with a treatment client or a role playing actor.
Interventionist ratings were conducted by site supervisors who had been certified as raters.
Experts conducted ratings for supervisors to become certified as interventionists. Most staff
(49 of 50) were certified following intervention training.

Fidelity Monitoring
Fidelity monitoring included ratings of audio taped sessions and biweekly, group and/or
individual supervision with local supervisors. Supervisors also met monthly with intervention
experts via teleconference. Approximately 42% (n =159) of the taped sessions were randomly
selected for rating by supervisors. The same score (i.e., 80% of items scored satisfactory or
above) was used for initial and ongoing interventionist certification. Two interventionists lost
certification after falling below the minimum score. Following retraining, they achieved
recertification and were reinstated. One third of supervisor rated tapes were randomly selected
for co-rating by an intervention expert. All supervisors maintained proficiency standards for
ongoing certification as raters.

Data analysis
The dependent variables were self-reported treatment entry (i.e., the first treatment visit of a
particular treatment type reported by participants) and dates of treatment services from the
Timeline Follow-back Assessment of Treatment Behavior. Reported treatment dates were
analyzed using two different methods. First, the time to entering a particular treatment was
examined using the product-limit survival analysis method to take into account participants'
different lengths of follow up observation due to loss to follow up. This descriptive method
was supplemented by the proportional hazards regression model for multivariate analyses.
Several variables were evaluated for inclusion as covariates to adjust for group differences that
may not have been balanced by randomization: age, race, gender, drug type (any heroin use
past 30 days, yes/no; any cocaine or amphetamine use past 30 days, yes/no), severity of baseline
injection (days of reported injection past 30 days), and stage of change (preparation,
contemplation/precontemplation, or un-staged) at baseline. Study site was also included in
multivariate analysis to examine possible interaction with intervention condition. Variables
related to outpatient treatment entry (p < .10) were included in analysis of covariance. The
analysis was performed using SAS software, Version 9.1 (SAS Institute, Inc., Cary, NC,
2004). Weeks of treatment were examined using the ratio estimation method based on the
number of person-months of follow-up after reported treatment entry. This analysis was
conducted using the RATIO procedure in SUDAAN software, Version 9.0.1 (Research
Triangle Institute, Research Triangle Park, NC, 2005).

Results
Study Participants

Table 2 shows the age, gender, ethnicity, racial composition and other participant
characteristics at baseline according to intervention group. Participants averaged 36 years of
age with a range from 19 to 65. Approximately 24% were female, 8% were African American,
10% were multi-racial and 9% reported Latino or Hispanic ethnicity. Overall, 82% of
participants scored in the preparation stage for quitting drug use, and 14% were in pre-
contemplation or contemplation stage at baseline. Over 80% reported injecting heroin within
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the past 30 days, nearly 60% reported stimulant (i.e., amphetamine or cocaine) injection, and
38% reported injecting “speedballs”, a combination of heroin and cocaine.

Treatment Entry
Table 3 summarizes the cumulative frequencies and probabilities of reported, first time
treatment entry across months during the follow up period. The probability of initiating a
treatment was estimated at each treatment entry point taking into account dropouts that
occurred prior to that point. Because of dropout, cumulative frequency cannot be directly
compared across experimental groups. Probability of treatment entry at each time point allows
such a comparison. Four types of treatment are reported: 1) outpatient, 2) methadone
maintenance/other opiate replacement treatment, 3) residential/inpatient, and 4) 12-step
meetings. Participants reporting entry into more than one treatment type are counted for each
type they reported. The total number of participants reporting treatment entry (i.e., at least one
treatment date) during the six month follow up period is listed for each treatment type under
“Month 6” in Table 3.

Outpatient Treatment Entry—Differences among the three treatment conditions in
cumulative probability of entering outpatient treatment are shown graphically in Figure 2. The
treatment entry curves for TA and C&E are consistently above TAU throughout the follow-up
period, suggesting that the participants in the two intervention groups were more likely to report
at least one outpatient treatment visit and to enter care sooner than those in TAU.

Five potential covariates influenced outpatient treatment entry patterns: gender, stage of change
at baseline, heroin use in the 30 days prior to baseline, stimulant use in the 30 days prior to
baseline, and clinical sites. See Table 4 for covariates. Women reported entering outpatient
treatment sooner than men. Participants scoring in the preparation stage of change at baseline
were nearly twice as likely to enter outpatient treatment within 6 months compared to
contemplators and pre-contemplators (41.7% vs. 22.1%). Heroin users and stimulant nonusers
were more likely to enter outpatient treatment than their counterparts. Finally, the clinical sites
variable exerted widely varying effects on outpatient treatment entry.

Multivariate analysis was conducted using the proportional hazards model as summarized in
Table 5. Two way comparisons of outpatient treatment entry were performed between the
intervention groups and TAU. Model 1 shows unadjusted group differences. There was a trend
for TA participants to report treatment entry sooner and in greater numbers than those in TAU
(X2 = 3.44, p< .06).

Models 2 and 3 adjust group differences for covariates. Model 2 adjusted for gender and stage
of change at baseline and indicates a significant difference between TA and TAU (X2 = 4.96,
p<.026). Model 3 included five covariates: gender, stage of change, heroin use, stimulant use
and sites. The TA vs. TAU difference remained significant. Differences between TA and C&E
were not significant. It is important to note that the intervention effect was not changed by the
introduction of the sites variable, suggesting that randomization controlled site effects.
However, the site variable altered the influence of the substance use variables (heroin and
stimulant) so that they were no longer significant. These variables may have been confounded
with the sites variable.

Entry into Other Treatment Types—Group differences in entry into other treatments
(methadone maintenance/other opiate replacement, residential/inpatient, and 12-step
meetings) were not as prominent. Only one significant relationship was observed; TA
participants compared to C&E participants were more likely to report attending at least one
12-step meeting (X2 = 4.554, p<.05).
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Treatment Retention
Treatment retention was examined for participants who reported entering care, taking into
account person-months of follow up after treatment entry. See Table 6 for the number of weeks
during which at least one treatment visit was reported per person-month of follow up after
entering treatment. TAU participants who reported beginning outpatient treatment had 3.2
weeks of outpatient treatment per person-month of follow up, TA participants reported 2.64
weeks and C&E participants reported 2.98 weeks. There is no evidence that intervention group
affected retention in care.

Discussion
Results supported the hypothesis that a therapeutic alliance intervention conducted by
outpatient counselors would increase outpatient treatment entry. Participants who received the
TA intervention reported entering treatment sooner and in greater numbers than individuals
who received treatment as usual. The success of the TA intervention in facilitating treatment
entry is consistent with a body of research indicating that positive therapeutic alliance increases
treatment engagement (Meier et al., 2005). Although its “active ingredients” cannot be
determined by the study's design, some components of the TA intervention are similar to
intervention components in two other studies with positive results in treatment facilitation after
detoxification. The first (Craigie & Ross, 1980 ) used a “pre-therapy training” role induction
in inpatient alcohol detoxification to promote initial post detoxification treatment contact. The
TA intervention included education about what to expect in treatment, a role induction
component which is also a core component of the alliance. The TA intervention also involved
direct contact with an outpatient counselor who conducted the intervention. Chuatape et al.,
(2001) used direct contact with a staff escort to assist nurses and patients prepare for discharge
and accompany patients on a bus to aftercare treatment. Perhaps the personal contact bridging
the two treatment settings was impactful in both studies.

The expectation that the TA intervention would also lead to better treatment retention was not
supported. There were no differences among groups in weeks of outpatient treatment for those
who had begun treatment. The impact of the intervention was limited to facilitating first
outpatient treatment contact. In retrospect, this is not surprising. Given the myriad of factors
that have been found to contribute to treatment dropout (Stark, 1992) and extensive research
on interventions designed to increase retention during various stages of treatment (Onken,
Blaine & Boren, 1997), one session may have been an insufficient dose of “alliance facilitating
behaviors” (Luborsky, Barber, Siqueland, McLellan, & Woody, 1997, p.238). As the study
was designed, outpatient counselors who conducted the interventions planned to be available
to continue working with patients who entered treatment at their clinics, but the study protocol
covered the TA intervention during detoxification only. Patients who reported treatment entry
may have seen different counselors once they entered treatment and may have entered different
outpatient programs altogether. Thus, a positive relationship with a specific counselor may
have been limited to the single TA session.

There are several limitations in study design. Foremost is reliance on self-report using a
calendar recall method for treatment attendance. Records of actual treatment attendance would
strengthen confidence in findings. Another limitation is the incomplete follow-up data from
approximately one third of the participants. Our findings are limited to the cohort of participants
who may have been functioning better than their counterparts who missed some or all follow-
up assessments. Finally, the study did not collect a measure of therapeutic alliance following
the interventions, thus cannot inform identification of the mechanism of action of the TA
intervention with alliance measures.
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Strengths of the study include its rigorous application of fidelity monitoring which assured
adherence to the intervention that was intended for evaluation. Another strength is the
applicability of findings to “real world” community treatment settings. The multisite study was
conducted in a wide range of programs with a diverse clientele, from rural to urban, small to
large, using regular staff members as interventionists. The outcome of improving outpatient
treatment entry occurred across these heterogeneous sites. Although sites exerted a strong
effect and had a wide range of outcomes in reported treatment entry, there was no site by
treatment interaction, indicating overall effectiveness of the TA intervention relative to TAU
at many different locations. Practicality is another benefit. This brief intervention should be
relatively easy to incorporate into community treatment settings, particularly programs whose
detoxification units and outpatient programs are in close proximity.

Future directions include replication of current findings in a study with treatment records
documenting attendance. If findings are replicated, actual mechanisms of action for the TA
intervention should be investigated, including the relationship between the intervention and
the therapists who deliver it. In addition, TA treatment engagement interventions may be
evaluated for applicability beyond detoxification settings. Staff feedback interviews conducted
at sites indicated support for the TA intervention and interest in employing it during outpatient
treatment entry and beyond. Other possibilities for using TA style interventions include
recruiting addicts into treatment, and for patients transitioning from one form of treatment to
another. At the clinical level, training counselors in specific alliance developing skills, such as
those used in the TA intervention, has been strongly advocated (Luborsky et al, 1997; Newman,
1997). The findings of the current study support that position.
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Figure 1.
Consort diagram of consent, randomization, baseline assessment and follow-up rates.
TAU= treatment as usual; TA = therapeutic alliance; C&E = counseling and education
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Figure 2.
Cumulative probability of entering outpatient treatment by intervention group estimated by the
product-limit survival analysis method.
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Table 2

Participant characteristics at baseline by intervention group

Characteristics
TAU a

(n=211)
TA b

(n=209)
C&E c

(n=212)
Total

(n=632)

Age:
 Mean age (years) 35.6 36.3 35.7 35.9
  (Range) (19 - 62) (19 - 61) (19 - 65) (19 - 65)
Gender:
 Female (%) 26.5 23.4 23.1 24.4
Race:
 White/Caucasian (%) 73.9 69.4 77.4 73.4
 African American (%) 9.0 10.1 5.2 8.1
 Multi-Racial (%) 9.0 11.5 8.5 9.7
 Others (%) 8.1 9.0 8.9 8.8
Ethnicity:
 Hispanic/Latino (%) 10.9 9.1 7.6 9.2
Stage of Change:
 Preparation (%) 84.4 79.0 81.1 81.5
 Pre-contemplation/Contemplation (%) 10.0 18.7 13.2 13.9
 Unstageable (%) 5.6 2.3 5.3 4.6
Drug Use Past 30 Days:
 Heroin Use (%) 81.3 83.9 77.1 80.7
 Stimulant Use (%) 61.4 56.7 61.1 59.7
 Other Opiates (%) 54.5 52.3 52.7 53.2
 Speedball Use (%) 39.6 33.8 40.4 37.9

a
Treatment as Usual

b
Therapeutic Alliance

c
Counseling and Education
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Table 6

Number of weeks of treatment per person-month of follow-up by intervention group (95% confidence intervals
in parentheses)

Treatment TAU TA C&E Total

Outpatient Treatment 3.20
(2.76, 3.65)

2.64
(2.31, 2.98)

2.98
(2.52, 3.43)

2.92
(2.69, 3.16)

Methadone Maintenance 4.22
(4.14, 4.30)

3.85
(3.51, 4.19)

4.05
(3.78, 4.32)

4.02
(3.86, 4.19)

Residential/Inpatient 3.44
(3.09, 3.78)

3.68
(3.43, 3.92)

3.32
(2.95, 3.69)

3.47
(3.28, 3.67)

12-Step Meetings 3.01
(2.72, 3.31)

3.00
(2.72, 3.29)

3.21
(2.91, 3.51)

3.07
(2.90, 3.24)
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