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Abstract
Objectives—To evaluate potential moderators of the effect of adding extended telephone
monitoring (TM) and telephone monitoring and counseling (TMC) continuing care to treatment as
usual (TAU) for alcoholism. Continuing care was predicted to be more effective for patients with
severe substance-use histories, poor initial response to treatment, and other risk factors for relapse.

Methods—Randomized study with 18-month follow-up. Outcomes were frequency of drinking
and any drinking.

Results—Main effects favored TMC over TAU on alcohol outcomes. However, none of the 11
variables examined moderated these effects. Conversely, main effect and moderator analyses
indicated TM was more beneficial than TAU only for women and for participants with lower
readiness to change.

Conclusions—TMC improves drinking outcomes when added to standard care, regardless of
alcohol use history, early response to treatment, or other risk factors for relapse. TM is
recommended for women and less motivated patients.
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Recent research has indicated that individuals with substance use disorders can benefit from
continuing care interventions, which extend treatment beyond the 4–8 weeks of care that is
typically provided in the initial, more intensive, phase of treatment.1–3 Continuing care helps
address the chronic vulnerability to relapse experienced by most patients who enter
treatment for substance use disorders, but rates of dropout tend to be high, and many patients
receive little continuing care.4 Not surprisingly, continuing care interventions that
incorporate more active efforts to deliver the intervention and have a planned duration of at
least 12 months are more likely to produce significant treatment effects than are continuing
care interventions without these features.5,6

Our group has been studying the effectiveness of using the telephone to provide extended
continuing care to patients with substance use disorders. In an initial study, we found that
telephone-based continuing care was more effective than both treatment as usual (ie, group
counseling) and individual cognitive-behavioral relapse prevention for patients with alcohol
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and/or cocaine dependence who had completed 4-week intensive outpatient programs (IOPs)
at a community setting and a Veterans Affairs Medical Center setting.6,7 The outcomes in
this study were self-reported abstinence rates, cocaine urine toxicology, and liver function
measures obtained over a 24-month follow-up. The content of the telephone calls consisted
of several cognitive-behavioral therapy (CBT) components, including monitoring of
substance use status and progress toward identified goals, identification of current and
anticipated high-risk situations, and development and rehearsal of improved coping
behaviors.8

The current study evaluated a new version of the telephone continuing care protocol, which
was modified in several ways to better address the chronic nature of alcohol use disorders3

and to be more compatible with publicly funded outpatient treatment. First, the protocol was
lengthened from 3 to 18 months, to provide extended recovery support. Second, each call
began with a brief structured assessment of current risk and protective factors, which was
used to determine the focus of the remainder of the session. As in the first version of the
protocol, the intervention featured CBT techniques including monitoring of progress,
identification of high-risk situations, and rehearsal of improved coping behaviors. Finally,
we recruited patients after they had completed 3–4 weeks of treatment in the IOP, rather
than at the point of graduation. This intervention is referred to as “telephone monitoring and
counseling” (TMC).

In the study, TMC was compared to treatment as usual (TAU) (ie, up to 4 months of IOP
without any telephone continuing care) and to a second telephone intervention that consisted
of a brief assessment of current symptom severity and functioning plus feedback, but with
no actual counseling (TM). Results from the 18-month period during which the telephone
continuing care interventions were offered indicated that the best alcohol-use outcomes were
in TMC.9 With percent days alcohol use, TMC produced less frequent drinking than TAU at
12 months (P<.02), 15 months (P=.0002), and 18 months (P=.004), and less frequent
drinking than TM at 6 months (P=.02). TM produced less frequent drinking than TAU at 12
and 15 months (P=.03). With the dichotomous measure of any drinking within each 3-month
segment of the follow-up, rates of drinking were lower in TMC than in TAU across the
follow-up (P=.02), but there were no differences between TM and TAU (P=.42).

The purpose of this manuscript is to determine whether these main effect results were
moderated by factors assessed at intake to treatment. In the case of TMC, such analyses can
be used to determine whether there are certain types of patients who are particularly likely to
benefit from the intervention. Although no significant main effects were found for the TM
condition, moderation analyses might identify types of patients who do benefit from this
intervention.

We hypothesized that the positive effects of extended continuing care would be greater for
patients with more severe histories of substance use problems, those with a relatively poor
initial response to IOP, and those with other established risk factors for relapse as identified
in the research literature.8,10–13 These domains were represented with the following
measures: years of regular alcohol use, years of heavy alcohol use, and number of prior
treatments for alcohol problems (history); days of alcohol use, heavy alcohol use, and
cocaine use during IOP (poor initial response to treatment); and craving levels, motivation
for change, self-efficacy, and perceptions about the harm of continued substance use and
potential benefits of treatment (additional relapse risk factors). We also examined the
potential moderating effect of gender.
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METHODS
Participants

The participants were 252 adults in 2 publicly funded IOPs in Philadelphia with DSM-IV
alcohol dependence. The other criteria for eligibility were a willingness to participate in
research and be randomly assigned to one of the 3 continuing care conditions, completion of
3 weeks of IOP, no psychiatric or medical condition that precluded outpatient treatment,
between the ages of 18 and 65, no IV heroin use within the past 12 months, ability to read at
approximately the fourth- grade level, and at least a minimum degree of stability in living
situation (ie, not homeless). To facilitate follow-up, participants had to be able to provide the
names, addresses, and telephone numbers of at least 3 contacts.

The participants averaged 43.0 (sd=7.4) years of age and 11.8 (sd= 1.8) years of education;
and the majority of participants were male (64.3%), African American (88.9%), and not
currently married (91.3%). Monthly income from employment and other legal sources
averaged $560 (sd=600.7). The participants averaged 20.9 (sd=9.3) years of regular alcohol
use, 11.2 (sd=8.3) years of regular cocaine use, 3.4 (sd= 3.7) prior treatments for alcohol
problems, and 3.1 (sd=3.8) treatments for drug problems. All participants had lifetime
alcohol dependence diagnoses, and 79.7% met criteria for current alcohol dependence in the
30 days prior to entering IOP. Seventy-nine percent of the sample carried a lifetime
diagnosis of cocaine dependence, and 49.2% met criteria for current cocaine dependence at
entrance to treatment. Descriptive information on participants in each condition is presented
in Table 1.

Intensive Outpatient Treatment
Participants in the study were clients at one of 2 publicly funded community IOPs. These
programs provided approximately 9 hours of group-based treatment per week, and clients
could typically attend for up to 3–4 months. Further information on these programs is
provided elsewhere.14

Continuing-care Treatment Conditions
Telephone monitoring (TM)—Participants in this condition had one initial face-to-face
session with their counselor in the first week of the protocol (ie, week 3–4 of IOP) to orient
them to the protocol and go over the assessment of risks and protective factors that they
would be completing at each call. A plan was developed that clarified whether the
participant would call the counselor or vice versa, and back-up plans to maintain contact
were developed in case the participant’s telephone number or address changed during the
course of the intervention. A toll-free number was provided to the participants, to reduce
financial barriers to call completion if the participant was planning to initiate the telephone
calls.

Following this session, participants received brief telephone calls for up to 18 months. These
5- to 10-minute calls were offered weekly for the first 8 weeks, every other week for the
next 44 weeks, and once per month for the final 6 months. Therefore, the total number of
scheduled calls in the protocol was 36. Each call consisted of a structured 10-item
assessment of current substance use status, other risk factors (eg, craving, low self-efficacy,
depression), and protective factors (eg, attendance at self-help meetings, participation in
other prorecovery social activities), which was referred to as a progress assessment. A
scoring algorithm produced a single summary score, with 3 levels of risk (eg, low, medium,
high), which was provided to the participant. The calls did not include any formal
counseling.
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Telephone monitoring and counseling (TMC)—Participants in this condition also
had one initial face-to-face session with their counselor in the first week to orient them to
the protocol. The call schedule was the same as in the TM condition, and participants also
completed the progress assessment and were given their overall risk score at the beginning
of each call. For patients at low risk, patient and counselor reviewed the goals that the
patient was working on and the specific objectives that needed to be accomplished to reach
each goal. Any problems identified in the risk assessment were also addressed. In addition,
reinforcement of positive behaviors and further encouragement for involvement in
prorecovery activities were provided. For patients at moderate or high risk, greater attention
was devoted to identifying and rehearsing better coping responses to existing or anticipated
risky situations.

The TMC condition also included a stepped care component, which was triggered when
participants were categorized at high risk. The algorithm consisted first of more frequent
telephone calls, which were provided over several weeks. If level of risk did not drop, face-
to-face MI-based evaluation sessions followed by cognitive-behavioral therapy (CBT)
sessions were offered via face-to-face sessions at the clinic. Patients in both conditions were
told that they should contact their telephone counselor between regularly scheduled sessions
if they felt that they were suddenly at heightened risk for relapse or had used drugs or
alcohol.

Therapists and adherence to treatment protocols—The 2 telephone continuing care
interventions were provided by 7 therapists (4 women and 3 men), each of whom delivered
both interventions. All therapists had prior experience with providing outpatient treatment
for substance use disorders. Five of the therapists had MA-level degrees in psychology or
social work, one had a BA, and one had a PhD in clinical psychology. None had provided
telephone-based counseling prior to this study.

The TM and TMC continuing care sessions were audio-taped to facilitate supervision and
monitor adherence to the protocol as described in the manuals. Supervision was provided
weekly by the study clinical coordinator, and one group supervision session was also held
per week in which therapeutic issues were discussed with the senior clinical research staff
on the project. Any deviations from the treatment protocol that were identified by the
clinical coordinator were immediately addressed in the weekly supervision meetings.
Coding of the audiotapes indicated that adherence to the manuals was good and that the 2
interventions could be discriminated as intended.

Procedures
Recruitment—Potential participants were screened at some point during their first 3 weeks
of treatment in the 2 IOPs. Informed consent procedures were completed once a final
determination of eligibility for the study had been made. The study was approved by the
University of Pennsylvania Institutional Review Board.

Representativeness of the study sample—A total of 1019 patients were screened at
the 2 IOPs, and of these, 252 were eligible and willing to participate and were enrolled in the
study. The reasons for failure to enter the study were as follows: did not have alcohol
dependence (N=181), stopped coming to IOP during the first 3 weeks of treatment (280), did
not present for the screening until past the window for study enrollment (109), declined
participation (64), did not complete the baseline assessment (47), was psychiatrically
unstable (35), was a regular IV heroin user in the prior year (28), had no access to a
telephone (15), was unable to read (3), was medically unstable (3), and had no contacts (2).
Details regarding enrollment and follow-up are provided in Figure 1.
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Randomization procedures—Separate randomized allocation schemes were used
within each site. In each scheme, a blocked randomization using blocks of size 30 was used
to yield a balanced allocation of patients to the 3 treatment groups.

Baseline and follow-up assessments—Baseline assessments were administered
shortly after patients became eligible for the study. The follow-up assessments were
conducted at 3, 6, 9, 12, 15, and 18 months post baseline. Participants received $50 for
completing the baseline research sessions and $35 per session for completing the 6 follow-
up sessions. The interviewers were blind to the study hypotheses but not to treatment
condition.

Follow-up rates—The follow-up rates for self-report data on alcohol use were as follows:
3 months—89.6%; 6 months—86.8%; 9 months—81.9%; 12 months—81.1%; 15 months—
80.6%; and 18 months—78.9%. The 3 treatment conditions did not differ on follow-up rates
at any point.

Treatment Moderator Measures
The moderator variables and the measures from which each one was taken are described
below.

Demographics and substance use history—The Addiction Severity Index15,16 was
used to gather demographic information and data on substance-use treatment history and
severity of use at baseline (ie, during IOP). Because the sample was almost 90% African
American, we were not able to examine the possible moderating effect of race. However, the
sample contained sufficient numbers of women to examine gender. The ASI substance-use
variables that were examined were days of alcohol and cocaine use in the 30 days prior to
baseline (ie, during IOP), years of regular and heavy alcohol use, and number of prior
treatments for alcohol use disorders (dichotomized to any vs no prior treatments due to
skewness).

Alcohol craving—The Obsessive Compulsive Drinking Scale17 (OCDS) was used to
assess craving for alcohol. The OCDS is a 14-item, self-administered questionnaire that
assesses drinking-related thoughts, urges to drink, and the ability to resist those thoughts and
urges. The OCDS has sensitivity as a monitoring tool and has predictive validity for relapse
drinking. In this study, the OCDS coefficient alpha= .86 (95% CI=.83, .88).

Motivation—Readiness to change was assessed with the University of Rhode Island
Change Assessment Questionnaire18 (URICA). This instrument assesses readiness to change
in 4 stages: precontemplation, contemplation, action, and maintenance. A total score was
calculated as the sum of the contemplation, action, and maintenance scores divided by the
precontemplation score. Greater readiness-to-change scores, as calculated by this measure,
predicted better alcohol-use outcomes in Project MATCH.19 In this study, the URICA
coefficient alpha= .986 (95% CI=.984, .989).

Self-efficacy—The alcohol version of the Drug-Taking Confidence Questionnaire20

(DTCQ) was used to measure self-efficacy in 8 domains (range of 0 – 100%, indicating
degree of confidence in one’s ability to cope without using alcohol in that situation). This
instrument has predicted substance use outcomes in prior studies.21,22 In this study, the
DTCQ coefficient alpha= .985 (95% CI=.982, .989).

Appraisal of harms and benefits—The primary appraisal measure23 (PAM) was used
to assess the participants’ perceptions of the consequences of alcohol use and abstinence.
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The measure assesses past harm and potential short- and long-term future harm resulting
from alcohol use, and potential benefits of abstinence. The measure has excellent internal
consistency reliability and has predicted drinking outcomes in prior studies.23 A total score
was derived by summing the 3 harm scales and the benefit scale (reverse scored).23 In this
study, the PAM coefficient alpha=.80 (95% CI=.75–.84).

Other Assessment Measures
Psychiatric diagnoses—The Structured Clinical Interview for DSM-IV24 (SCID) was
used to assess DSM-IV substance use disorders and major depression.

Self-reported substance use—Timeline follow-back25 (TLFB) techniques were used to
gather self-reports of alcohol use during the 6 months preceding entrance into continuing
care and the 18-month follow-up period. Studies with alcoholics26 and drug users27 have
consistently demonstrated test-retest reliability of .80 or greater. In validity studies, TLFB
reports of percent days abstinent have generally correlated .80 or better with collateral
reports.28,29 Self-reports of alcohol use in the context of a research study generally have
been found to have high validity and reliability.30,31

The primary outcome measures that were derived from the timeline data were percent days
of alcohol use and a dichotomous measure of any alcohol use vs no use. These TLFB
measures were computed for each 3-month segment of the follow-up. For the “percent days”
measure, the scores represented the percentage of days not in a controlled environment on
which the participant used alcohol. Prior to analysis, a log transformation was used with this
variable to reduce skewness.

Corroborating measures of alcohol use—We attempted to obtain collateral reports
on the participants’ alcohol and drug use at the 12-month follow-up. Of the 198 participants
who provided data at the 12-month follow-up, data from collaterals were available in 61
cases (31%). Participants and collaterals agreed on use/no use in 50.8% of cases, and in
32.8% of the cases, the participant reported alcohol or drug use, and the collateral reported
no use. In 16.4% of the reports, the patient reported abstinence, but the collateral reported at
least some alcohol or drug use. Participants with and without collaterals did not differ
significantly on demographic variables or baseline measures of alcohol, drug, employment,
legal, family, or psychiatric problem severity.

Data Analyses
Differences between the 3 conditions at baseline were evaluated with one-way
nonparametric ANOVAs (continuous measures) and chi-square tests (categorical measures).
Treatment differences in weeks retained in outpatient treatment were also evaluated with
one-way ANOVAs.

Generalized estimating equations (GEE; SAS PROC GENMOD) were used to compare the
continuing care groups on the continuous and binary TLFB outcome measures. The TLFB
data were collapsed into a pre-continuing care baseline period (6 months, including IOP)
and 6 follow-up periods (months 1–3, 4–6, 7–9, 10–12, 13–15, and 16–18). A compound
symmetry/exchangeable covariance structure was used for these models.

Separate analyses were done for each moderator variable with each of the 2 alcohol-use
outcome measures. The independent variables that were included in these analytic models
were treatment condition, moderator variable, site, and time. Covariates included the
baseline value of the outcome measure and any measures on which the groups differed at
baseline and were related to outcome. The analyses examined treatment condition main
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effects, treatment condition × time interactions, moderator variable main effects, moderator
× treatment condition interactions and 3-way interactions. When treatment condition by
moderator interaction effects at the level of a trend or better were obtained, follow-up
analyses were done to determine the nature of the interaction effect. Finally, pattern mixture
analyses32 were conducted to evaluate the potential effects of non-ignorably missing TLFB
data. These analyses found no evidence of bias due to missing data.

The study was powered to detect main effects and moderator effects. However, power was
not sufficient for a full correction of alpha for the number of interactions examined (11
variables × 2 outcome measures). Therefore, the moderator analyses were considered
secondary, in order to allow for tests of a number of theory-driven potential moderators.

RESULTS
Comparison of Treatment Conditions at Baseline

Participants in the 3 treatment conditions were compared on the 21 demographic, diagnostic,
treatment, and problem-severity level variables assessed at baseline and presented in Table
1. There were no significant differences between the treatment conditions.

Participation in Outpatient Treatment
Over the first 6 months of the follow-up, patients attended an average of 36 IOP or OP
treatment sessions (range 0 to 98, sd=22.58). With 3 IOP sessions scheduled per week, this
was equivalent to about 12 weeks in treatment. There were no differences between the 3
treatment conditions on number of sessions attended [F(2,223)= .17, P=.84].

Participation in Continuing Care
Of the 83 patients randomized to TM, 64 (77.1%) completed the orientation session and
were eligible to receive telephone calls in the protocol. In the TMC condition, 63 of 84
(75.9) patients completed orientation. The total number of continuing care sessions received
by participants who completed their orientation to the protocol was 11.5 in TM and 9.1 in
TMC. Although 88% of the calls were completed in the first year of the protocol, 25 TM and
23 TMC patients had at least one call between months 12 and 18.

Analyses of Moderator Effects in Comparison of TMC to TAU
Percent days of alcohol use—None of the 11 potential moderator variables that were
examined interacted significantly with treatment condition to predict frequency of alcohol
use over the 18-month follow-up (all interaction P≥.16, with all but 2 P>.60).

Any alcohol use—Similarly, none of the 11 potential moderator variables interacted
significantly with treatment condition to predict any alcohol use vs abstinence over the 18-
month follow-up (one interaction P=.11, all others P>.60).

Analysis of Moderator Effects in Comparison of TM to TAU
Percent days of alcohol use—No evidence of moderation was found with years of
alcohol use, years of alcohol use to intoxication, days of alcohol use in prior 30 days, days
of alcohol intoxication in prior 30 days, days of cocaine use in prior 30 days, self-efficacy,
craving, appraisal of harms and benefits, or commitment to abstinence.

Conversely, there were significant moderation effects for gender [interaction chi-square
(1)=7.37, P=.007] and readiness for change [interaction chi-square (1)=4.24, P=.04]. With
regard to gender, there was a significant effect favoring TM over TAU in women [beta=
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1.04, se=0.35, chi-square (1)=8.91, P= .003], whereas there was no effect for TM in males
[beta=−0.19, se=0.27, chi-square (1)=.48, P=.48]. With regard to readiness to change, lower
motivation predicted more frequent alcohol use [beta=−0.72, se =0.32, chi-square (1)=5.04,
P=.02] in TAU, whereas in TM motivation did not predict alcohol use [beta=0.16, se=0.30,
chi-square (1)= 0.28, P=.60]. As a result, TM produced better outcomes than TAU for those
with lower readiness to change, but not for those with high readiness. These results are
displayed in Figures 2 and 3.

Prior treatment for alcohol use disorders also moderated response to treatment at the level of
a trend [interaction chi-square (1)=2.83, P=.09]. In patients with one or more prior
treatments, TM produced less frequent drinking than TAU [beta=−0.51, se=0.24, chi-square
(1)=4.30, P=.04]; whereas in those with no prior treatments, there was no difference between
TM and TAU [beta=0.53, se=0.54, chi-square (1)=.96, P=.33).

Any alcohol use—Similar results were obtained with a dichotomous alcohol use outcome
measure. A significant moderation effect was obtained with gender [interaction chi-square
(1)= 9.65, P=.002]. In women, TM produced a lower likelihood of any alcohol use than
TAU [beta=−1.26, se=0.45, chi-square (1)=7.70, P=.006], whereas in men TM produced
slightly worse outcomes than TAU [beta=0.50, se =0.34, chi-square (1)=2.13, P=.14]
(Figure 4).

A moderation effect was also obtained with readiness for change [interaction chi-square
(1)=3.91, P=.048]; as was the case with the alcohol frequency outcome, TM produced better
drinking outcomes than TAU for those with lower readiness to change (beta=−0.74,
se=0.39, chi-square (1)=3.56, P=0.06), but the effect was reversed in those with high
readiness (beta=0.73, se=0.38, chi-square (1)= 3.75, P=0.05). (Figure 5).

Moderation at the level of a trend was again obtained with prior alcohol treatments
[interaction chi-square (1)=2.93, P=.09]. Patients with one or more prior treatments were
less likely to drink if they received TM rather than TAU [beta= −0.45, se=0.30, chi-square
(1)=2.27, P= .13], whereas the opposite was true for those with no prior treatments [beta=
0.77, se=0.65, chi-square (1)=1.42, P=.23]. Finally, a treatment condition × commitment to
abstinence × time interaction at the level of a trend was obtained [chi-square (5)=10.17, P=.
07]. In patients committed to abstinence, TM did better than TAU at all time points other
than month 6, although none of the within-time comparisons was statistically significant.
Conversely, in those not committed to abstinence, TAU had better outcomes in all time
periods other than at the 6- and 9-month time points. Again, these differences within time
point were not significant, with the exception of month 9 (beta=−1.26, se=0.61, P=0.04).

Once again, there were no moderation effects for years of alcohol use, years of alcohol use
to intoxication, days of alcohol use in prior 30 days, days of alcohol intoxication in prior 30
days, days of cocaine use in prior 30 days, self-efficacy, craving, or appraisal of harms and
benefits.

DISCUSSION
In an analysis of main effects from this study, an extended telephone-based continuing care
intervention that provided standardized monitoring of current symptoms and status,
feedback, and CBT-based counseling linked to the monitoring results (ie, TMC) produced
significantly better alcohol use outcomes over an 18-month period than did standard care.
Conversely, a second telephone continuing care intervention that provided monitoring and
feedback only (ie, TM) was not significantly better than standard care.9 The study
participants were patients with alcohol use disorders who were receiving treatment in
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publicly funded programs and who had achieved initial engagement in IOP, as evidenced by
regular attendance for 3 weeks.

In this article, we examined potential moderating effects in this study, to determine which
patients were most likely to benefit from these interventions. A total of 11 variables were
examined, which assessed severity of substance-abuse history, initial response to IOP, and
other established risk factors for relapse.

The results indicated that the hypotheses concerning TMC were not supported, as none of
the variables included in the analyses was a significant moderator of the main effects
favoring TMC over standard care. This suggests that the effects of this intervention are fairly
robust and that it can be recommended for patients regardless of patient characteristics such
as gender, substance use history, early treatment response, craving levels, motivation for
change, appraisals of harms and benefits, and self-efficacy.

Although the TM intervention did not generate treatment main effects when compared with
TAU,9 some evidence for moderation effects was obtained. TM clearly produced much
better drinking outcomes than TAU for women, whereas it conferred no apparent benefit for
men. In addition, interaction effects indicated that TM was also more beneficial than TAU
for patients with low readiness to change their drinking behavior. There was also some
evidence, at the level of trends, that TM was more effective than TAU for participants with
one or more prior treatments for alcoholism. A more complicated treatment condition ×
abstinence commitment × time interaction at the level of a trend was also obtained, but it is
difficult to interpret due to the time effects. However, there was some suggestion that TM
might produce better drinking outcomes than TAU for patients committed to total abstinence
as a treatment goal.

Overall, these findings suggest that the TM intervention is likely to be beneficial relative to
standard care for women and for patients with relatively low motivation for changing their
drinking behavior at treatment entrance. Moreover, TM may improve outcomes over
standard care for patients with a history of prior treatment for alcoholism. Therefore, there
was some evidence in support of the hypothesis that TM would be differentially effective for
patients who had risk factors for relapse at entrance to treatment. However, the results did
not support hypotheses concerning the potential moderating effects of substance use history
and early treatment response.

Study Limitations
About three-fourths of the patients who were screened for the study were excluded from
participation, primarily due to a lack of alcohol dependence, early dropout from treatment,
or not being screened within the recruitment window. It is possible that the early dropouts
may be the patients most in need of extended monitoring and support. It is not clear whether
the results obtained would generalize to the patients with the characteristics of those who
were excluded from the study. In addition, most patients received a relatively small amount
of continuing care, given the number of sessions that were offered, despite the fact that the
intervention was designed to reduce burden on patients and thereby increase rates of
extended participation.

Although the collateral reports we obtained on alcohol use generally substantiated those
obtained from the patients, we were able to obtain such reports for less than 50% of the
patients. On the other hand, a number of reviews have substantiated the validity of self-
reports of alcohol use in treatment samples, particularly when the data are collected with
calendar methods such as the TLFB in the context of research studies.30 Finally, we did not
adjust alpha levels for the number of comparisons that were made. Therefore, the results of
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this study should be considered exploratory and in need of confirmation in a future study.
However, it should be noted that the gender moderation effect on the comparison of TM and
TAU was large enough to have remained significant even with a fairly severe alpha
correction.

CONCLUSIONS
The findings reported in this article provide important information on which individuals are
likely to benefit from the 2 models of telephone-based continuing care that were evaluated.
The telephone-monitoring and counseling (TMC) intervention produced the best overall
alcohol-use outcomes,9 and those results were not moderated by any of the measures
examined in this study. This suggests that the TMC intervention should be recommended for
alcohol-dependent patients starting outpatient treatment, if the resources are available to
provide it.

The telephone-monitoring intervention requires fewer resources to implement, because it
can be provided by paraprofessionals and, in our study, took less time to deliver than TMC
(average of 8 vs 16 minutes per call9). Although TM was not more effective than TAU for
the full sample, it was highly beneficial for women and also conferred some benefit to
patients with low levels of motivation for change and also possibly those with prior alcohol
treatments. Therefore, a cost-effective strategy for continuing care, when resources are
limited and cannot support implementation of TMC, might be to offer TM to these
individuals.
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Figure 1.
CONSORT Diagram
Notes. Participants who died during the course of the study or asked to withdraw from the
study: TAU=2, TM=3, TMC=5
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Figure 2.
Interaction of Gender by Continuing-Care Condition (TM vs TAU)a

Notes. a Outcome is percent days of alcohol use (log transformed)
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Figure 3.
Interaction of Readiness to Change by Continuing-Care Condition (TM vs TAU)a

Notes. a Readiness to change is dichotomized to present the data, with “low” indicating a
readiness score below the median and “high” indicating a score above the median. Outcome
is percent days of alcohol use (log transformed).
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Figure 4.
Interaction of Gender by Continuing-Care Condition (TM vs TAU)a

Notes. a Outcome is any alcohol use vs no alcohol use.
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Figure 5.
Interaction of Readiness to Change By Continuing-Care Condition (TM vs TAU)a

Notes. a Readiness to change is dichotomized to present the data, with “low” indicating a
readiness score below the median and “high” indicating a score above the median. Outcome
is any alcohol use vs no alcohol use.
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