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Summary

Research shows that many adolescents who enter treatment for substance use do not complete the
recommended program, and after discharge, do not connect with continuing care services.
Furthermore, the majority of adolescents will return to some level of substance use either during or
after participation in treatment. Our review found 10 outcome studies of continuing care treatment
for adolescents. Five of six studies with randomized designs resulted in significant clinical
improvement for youth receiving the experimental continuing care approaches. Key findings of
these trials are that more assertive approaches can increase continuing care initiation rates and that
rapid initiation of continuing care made a difference in reducing substance use. Findings suggest
that continuing care is not only appropriate for those who successfully complete treatment but also
for many individuals who do not. Although there are no randomized controlled studies of
adolescent participation in mutual aid groups, evidence is accumulating suggesting that matching
adolescents to age-appropriate 12-step and other mutual aid groups can support recovery. Research
employing adaptive treatment designs holds promise for establishing decision rules as to which
adolescents need low-intensity continuing care services and which need more intensive care.
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Introduction

Several evidence-based treatments (EBTSs) for adolescent substance use have emerged since
the early 1990s. Treatments such as Multidimensional Family Therapy, Family Behavior
Therapy, the Adolescent Community Reinforcement Approach, Motivational Interviewing,
Cogpnitive Behavioral Therapy, and contingency management have all been adapted for and
tested with adolescents. Randomized clinical trials employing singular or integrated
protocols of these interventions have demonstrated improved short-term substance use
outcomes in outpatient clinics, hospital emergency rooms, and school settings!-12,

Despite these advancements, adolescent relapse rates during the year after treatment often
exceed 60%, and many youth cycle between periods of substance use and abstinencel:13-17.
These statistics are reinforced by analysis of a large national dataset of adolescents entering
outpatient and residential treatment programs for substance use disorders'8. Figure 1 shows
that over half of adolescents relapse within 90 days of the end of an acute episode of care.

These data support research that indicates that alcohol and substance use disorders, like
other chronic relapsing illnesses (e.g., asthma, diabetes), require long-term monitoring and
support!®-23, Research also suggests that addressing substance use problems is a process
that involves acute treatment, ongoing management, and multiple continuing interventions as
needed19.24-27,

While high rates of adolescent relapse may reflect that youth tend to be less motivated to
change substance use than adults, have low problem recognition, and enter treatment
because of external pressures?-29, it is impossible to know which adolescents are beginning
a long term chronic relapsing illness and which will “age out” or enter long term remission
and recovery through treatment. Regardless of which path will be followed, recent
investigation into adolescent brain development points to the importance of treating
substance use disorders in youth30,

Brain imaging research demonstrates that the human brain is still developing until the early
20s, notably in the prefrontal cortex regions that control executive functioning such as
reasoning, decision-making, impulse control, and judgment. Therefore, it may be assumed
that adolescents entering treatment for substance use disorders have poor executive
functioning in the prefrontal cortex and are potentially at higher risk to the effects of
drugs31-32. They may make emotional and impulsive decisions. Evidence is accumulating
that adolescent brains may be more sensitive to the effects of alcohol in decreasing social
discomfort, while they may be less sensitive to its intoxication effects33. Furthermore,
laboratory research has shown that adolescent rats display significantly more damage from
alcohol to their frontal cortex and working memory than adult rats33-34. More research is
needed, however, to determine the extent to which neurocognitive functions may recover
over time with abstinence and to tease out the effects of substances and other independent
influences on the brain3®.

Since substance use disorders can be a chronic relapsing condition that begins in
adolescence and adolescent brains may be more vulnerable to the effects of substance use,
continuing care services are especially important to help youth maintain treatment gains.
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Historically, continuing care was referred to as “aftercare” that followed a successful acute
treatment episode. “Step-down” care was the first and most common form of aftercare and
involved referral to lower intensity treatment (outpatient) upon completion of more intensive
services (usually residential or inpatient).

Referral to non-professional recovery supports has also become a common continuing care
practice. For example, recommendations to attend mutual support groups became
increasingly popular following the founding of Alcoholics Anonymous in 1935, and in the
mid-twentieth century, the development of the Minnesota Model of treatment relying on 12-
step education and meeting attendance36-38, Treatment programs have traditionally referred
both adults and adolescents to these groups3%-42.

As aftercare has evolved, there has been a shift from the idea of “aftercare” to the concept of
“continuing care.” Aftercare is predicated on the assumption that individuals complete a
more intensive level of care and step-down to a less intensive set of services. In reality, most
adolescents do not respond to treatment in this manner. Studies show that a large percentage
of adolescents entering treatment will relapse and return to the same or a more intensive
level of treatment. It is also common for youth to end treatment prematurely343-45, Sych
findings with both adolescents and adults have led the American Society of Addiction
Medicine (ASAM)“6 to define continuing care as:

The provision of a treatment plan and organizational structure that will ensure that a
patient receives whatever kind of care he or she needs at the time. The treatment
program thus is flexible and tailored to the shifting needs of the patient and his or
her level of readiness to change. (p. 361)

Research on continuing care with adults has shown promise21:47-52 and research on
adolescent continuing care is still in its early stages and growing. The purpose of this paper
is to review the literature on continuing care and other recovery supports for adolescents and
make recommendations for clinical practice and future research.

Research on Adolescent Linkage to Continuing Care Services

Despite evidence of the importance of continuing care and the emphasis placed on
continuity of care by ASAM and other organizations, most adolescents do not receive these
services. Linkage rates to professional continuing care range from 35% to 45% within 90
days of dischargel®43. Less than half of youth receive a referral for continuing care because
they leave treatment early—usually against staff advice or at staff request®3. Reports of
linkage rates to mutual support groups, typically AA and NA, vary widely between studies.
They indicate that anywhere from 42% to 75% of adolescents will attend one or more 12-
step meetings in the first three months following discharge from residential treatment>4-57,

For youth with a planned discharge, those who are referred to continuing care within the
same organization are much more likely to connect than those referred to a different
organization (89% versus 50%)1554, Additional potential influences on linkage rates include
distance from a youth’s residence to an outpatient clinic or mutual support meeting,
transportation problems, treatment fatigue, and caregiver work schedules!®53, Lack of

Child Adolesc Psychiatr Clin N Am. Author manuscript; available in PMC 2017 October 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Passetti et al.

Page 4

follow-through with referrals to and drop-out from mutual support groups can be due to age
dissimilarity with other group members or the philosophy of the referring treatment
program. It may also be affected by, when compared with adults, the presence of less severe
substance use problems, briefer substance use histories, lower motivation for abstinence, and
lower problem recognition29:41.57-58,

Research on Continuing Care for Adolescents After Residential Treatment

for Substance Use Disorders

Most research on adolescent continuing care has focused on delivery of services after
discharge from residential treatment.

Early Studies of Continuing Care

In one of the earliest studies, Ralph and McMenamy>® examined data from adolescents who
had completed an inpatient substance abuse treatment program. These youth were offered an
aftercare program that consisted of adolescent and family multi-groups for a year after
discharge. Participation in aftercare was associated with less substance use since discharge
and lower amounts of use over six months.

In another study, juvenile offenders in detention facilities were committed to a two-month
residential substance abuse treatment program. Those who completed treatment and resided
in the county were placed in a four-month aftercare program. “Prerelease” occurred during
residential treatment and included a family assessment, treatment contract, weekly family
sessions, and support groups. The “intensive” phase included two months of post-release
supervision, daily face-to-face contacts, youth and family support meetings, and youth
meetings with an addiction counselor. In the “transitional” phase, youth met with case
managers two times per week and with an addiction counselor two times per month for a
total of two months. Youth were linked with community services. Family support groups
continued, and family therapy was provided as needed.

When compared to a no-aftercare group of youth, participation in aftercare was associated
with reduced emotional abuse as well as more drug-related, but not personal-related,
delinquency. No evidence of a program effect was found for increasing family supervision,
attachment, emotional support, and communication, reducing family violence and drug use,
increasing internal locus of control, increasing drug knowledge, decreasing health problems,
increasing coping and problem-solving skills, or positive urine tests. Results need to be
interpreted with caution, however, due to significant differences between the comparison
groups, low follow-up completion rates, problems with implementation, and low family
involvement60,

Studies of Standard Continuing Care

In one study, a standard recommendation for adolescents who received inpatient care was to
attend aftercare sessions with their families at the facility following discharge. Participants
could discuss individual concerns and learn about substance use and recovery. Weekly
meetings lasted about one hour. While no further detail about these services was provided,
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findings were that more frequent aftercare meeting attendance was associated with more
days of abstinence during the six-month follow-up period®.

Winters, Stinchfield, Latimer, and Lee52 found that adolescents who completed an outpatient
or residential program based on the Minnesota Model were expected to enter a half-year
outpatient aftercare program that met two to three times per week. The purpose of aftercare
was to continue the treatment process, provide ongoing assessment, and make referrals for
assistance as necessary. Adolescents who attended aftercare at a moderate/regular level were
more likely to show improved substance use than those who attended aftercare at a
minimum level or did not attend at all.

Assertive Continuing Care

A current approach aimed at increasing continuing care linkage rates is Assertive Continuing
Care (ACC). ACC brings continuing care to the adolescent in his/her home community
whether or not residential treatment was completed successfully and shifts responsibility of
service delivery from the youth to the clinician. ACC services are initiated as soon as
possible after discharge from the initial treatment episode, thereby requiring clinicians to
coordinate closely with referring treatment programs. At that time, ACC clinicians deliver
case management services combined with an evidence-based treatment-the Adolescent
Community Reinforcement Approach (A-CRA).

Case management services include: (a) home visits; (b) help linking the adolescent to

necessary services; (c) transportation to needed services, a pro-social activity, or potential
jobs; (d) advocacy to access services; (e) monitoring lapse cues and attendance at services
and activities; and (f) social support for coping with a lapse or other challenging issues83.

A-CRA includes sessions with the youth alone, the caregivers alone, and the youth and
caregivers together. Using principles of operant learning theory and a positive, non-
confrontational approach, the clinician helps the youth and his/her family restructure social
and recreational activities to compete with time spent using alcohol and drugs. During
sessions, the clinician draws from 17 different therapeutic procedures that focus on various
skills and life areas. They include relapse prevention, relationship skills, communication
skills, problem-solving, goal-setting and working through barriers to completion, analysis of
using behaviors, making non-substance-using friends, engaging in satisfying social and
leisure activities that do not involve substance use, sampling new activities, and assignment
of homework. On an ongoing basis, the youth fills out a self-assessment to develop and
monitor progress toward completion of goals. There are also optional procedures for coping
with a lapse, anger management, and job-finding1>:53.64,

ACC has been tested with adolescents in two randomized clinical trials after residential
treatment. In the first study, 183 youth were aged 12-17 years old and met DSM-1V criteria
for current alcohol or other drug abuse or dependence. The majority were male (71%),
Caucasian (73%), and aged 15-18 (89%). Most were involved with the juvenile justice
system (82%) and had one or more co-occurring mental health disorders.
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After one week of residential treatment, participating youth were randomized to attend either
ACC or usual continuing care for the first 90 days following discharge. All youth were
referred to community outpatient clinics in their home communities. Analyses demonstrated
that youth receiving ACC had significantly higher linkage rates to continuing care than those
receiving UCC (94% versus 54%). They also received more days of continuing care sessions
(18.1 versus 6.3 sessions). A main effect for ACC was demonstrated over the nine-month
follow-up period for abstinence from marijuana. The intervention produced medium to large
effect sizes. Adolescents in the two conditions had the same average length of residential
stay (52 days) and comparable unplanned discharge rates (51% and 53%)5°. There were no
differences in 12-step attendance between conditions, with 65% attending one or more
meetings and an average attendance of approximately 12 meetings during the 90-day
period>3,

The second clinical trial of ACC tested whether or not ACC augmented with motivational
incentives would further improve substance use outcomes. Youth (n=337) were recruited
from two residential programs and randomized to one of the following conditions for the
first 90 days after discharge from residential care: (a) usual continuing care only; (b)
motivational incentives only; (c) ACC only; or (d) motivational incentives plus ACC.
Motivational incentives in the form of prize drawings were provided weekly contingent upon
completion of verifiable prosocial activities and abstinence. The prize bowl contained 510
slips of paper: (a) 150 or 30% of the slips showed a smile face (no prize); (b) 324 or 62.8%
of the slips read “small” (prize worth $1); (c) 35 or 7% of the slips read “large” (prize worth
$25); and (d) one or 0.2% of the slips read “jumbo” (prize worth $100)%.

Similar to the first trial, youth were aged 12-17 years old and met criteria for substance
abuse or dependence. The majority were male (63%) and Caucasian (70%). The average age
was 15.7 years (SD=1.2). Most (81%) had one or more co-occurring mental health
disorders®.

Results show that youth receiving any of the three experimental conditions were
significantly more likely to engage in their continuing care condition (attending four or more
sessions within 45 days after residential discharge)8” than youth in usual continuing care
only (75%—-84% versus 49%). Adolescents in the motivational incentives only and ACC only
conditions demonstrated significantly more days of abstinence from substance use over 12
months and were more likely to be in remission at 12 months than those receiving usual
continuing care. Furthermore, motivational incentives and ACC resulted in significantly
fewer days spent in a controlled environment®6. Motivational incentives plus ACC did not
result in significantly better outcomes.

Research on Continuing Care for Adolescents after Outpatient Treatment
for Substance Use Disorders

While research on continuing care after outpatient treatment is a newer development in the
field, there have been a small number of clinical trials.
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Active Aftercare

Kaminer and colleagues have been researching the effects of telephone continuing care
delivered to adolescents after outpatient treatment. For this trial, 144 youth were randomized
to one of three conditions for three months following completion of group treatment: (a)
Active Aftercare consisting of five in-person sessions; (b) Active Aftercare consisting of five
brief telephone sessions; or () a no aftercare control. Sixty-seven percent were male, 82%
were Caucasian, and the average age was 15.9 (SD=1.2). Seventy-nine percent were
diagnosed with substance abuse or dependence, 58% with an internalizing disorder, and 76%
with an externalizing disorder.

Both Active Aftercare conditions were manual-guided and consisted of one session of
functional analysis followed by four integrated motivational enhancement and cognitive-
behavioral therapy sessions®8. Therapists assessed substance use and motivation to change,
identified problem areas, and provided skills guidelines to address problems. In-person
sessions were 50 minutes, while telephone sessions were 12 to 15 minutes®.

Overall, there was a significant decrease in alcohol abstinence from the end of treatment to
the end of aftercare, with those assigned to no active aftercare showing larger decreases than
those assigned to Active Aftercare. In-person and telephone conditions were equal and
resulted in higher alcohol abstinence rates (37.5%) than no aftercare (26.8%). Adolescents in
Active Aftercare also had significantly fewer drinking days per month and heavy drinking
days per month. There was a significant overall decrease in marijuana abstinence from end
of treatment to end of aftercare but not as a function of condition®. Initial results diminished
at the 12-month follow-up assessment’?,

ACC

In a trial following outpatient treatment, 320 adolescents were randomized to receive ACC
or usual continuing care following outpatient discharge. Youth were aged 13-18 years old
and met criteria for substance abuse or dependence. The majority were male (76%) and
Caucasian (73%) with an average age of 15.9 (SD=1.2). Most (56%) had one or more co-
occurring mental health disorders. There were no statistically significant findings for the
effectiveness of ACC’L,

In a different trial, Henderson et al.”2 compared three months of outpatient A-CRA followed
by three months of ACC to services as usual provided by a juvenile probation department.
One hundred twenty-six youth between 12—17 years old were enrolled in the study. Average
age was 15.2 (SD=1.07), and all screened positive for a moderate to severe alcohol or drug
use problem. Most adolescents were male (74%) and Caucasian (79%). While all
participating youth reduced substance use frequency and substance-related problems after
outpatient treatment, youth receiving ACC demonstrated a substantially greater decrease in
substance-related problems.

Adaptive Approaches to Continuing Care

Since research shows that a large segment of youth who enter treatment do not complete the
program and that many do not achieve abstinence or sobriety, it is important to examine
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continuing care interventions aimed at improving outcomes of poor responders to treatment.
Godley et al.55 state that because several episodes of treatment are the rule rather than the
exception, non-completion of services does not necessarily indicate that youth may fail to
benefit from continuing care. Since 94% of adolescents who initiate at least one week of
abstinence do so by the sixth week of treatment, this suggests that an adaptive approach to
continuing care could benefit youth who do not achieve abstinence by this time. That is, it
may be more effective to commence continuing care for poor responders at this point rather
than follow a fixed, pre-planned treatment schedule’3.

In a recent study, Kaminer et al.”* provided continuing care for adolescents with cannabis
use disorders who were poor responders to outpatient treatment. One hundred sixty youth
were defined as poor responders because they did not achieve abstinence after seven weeks
of outpatient treatment. These youth were randomized into a 10-week continuing care phase
of either an individualized enhanced cognitive-behavioral therapy or A-CRA. Thirty-seven
percent of poor responders completed the continuing care phase, and 27% percent achieved
abstinence. There was neither a difference in retention rates nor in abstinence rates between
the two conditions.

Other than the study above, there is little research guidance on adaptive approaches to
continuing care with adolescents; however, McKay’® presented a series of key questions
about individuals who do not respond to treatment: Should they be switched to another
treatment? Which one? Or, should another treatment augment what is already being
received? One approach that has the potential to increase rates of participation is to admit
individuals to the least restrictive appropriate level of care and then “step” them up to more
intensive treatment if warranted by poor initial response. Such stepped care may increase
cost-effectiveness and cost-benefit.

Kaminer and Godley?® described several elements thought to be critical for the design of
adaptive treatment protocols. First, tailoring variables need to be identified that assess key
markers of progress. For example, a therapist may regularly assess substance use and use
that information to make treatment decisions. Second, an adaptive treatment protocol needs
to offer a menu of clinical interventions that are meaningfully different on at least one
dimension, such as frequency or theoretical orientation. For an adaptive strategy to work,
treatment options must be different enough that poor response in one treatment approach
will not strongly predict failure in other options’®. Finally, decision rules need to be created
that link the tailoring variables and the menu of interventions into one algorithm, ideally
arrived at through expert consensus or experimental study. The adaptive algorithm would
then be used to decide what services are provided to which individuals and when.

Research on Other Recovery Supports for Adolescents

While most randomized studies of adolescent continuing care have investigated
professionally-provided programs, there has been research with varying levels of rigor into
other recovery support services.
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Volunteer-Telephone Continuing Care

In one quasi-experimental study, 222 adolescents were recruited to participate. These youth
were between 13-18 years old, met criteria for substance abuse or dependence, had
remained in either outpatient treatment for at least four sessions within 44 days from the
intake session or in residential treatment for at least two weeks, and had telephone access.

Over the course of the study, the intervention was delivered by 60 pre-professional
volunteers who were primarily recruited from university undergraduate and graduate
programs in social work, psychology, and nursing. All volunteers participated in background
checks and a training session on selected A-CRA/ACC procedures, recovery support call
procedures, ethics, and confidentiality. In addition to documenting call information,
volunteers recorded calls for weekly supervision.

Within the first week after discharge from treatment, trained volunteers initiated recovery
support calls. During each session, volunteers asked about:

a.

b.

h.

significant events since the last call;

substance use, if any, since the last contact;

steps recently taken to stay clean and sober;

additional ways to stay clean and sober;

the occurrence of any using thoughts and strategies for dealing with them;
pro-recovery goals and homework to set for the next week;

progress on goals set during the previous call;

recovery-related events in communities; and

the use of additional support services.

Volunteers made referrals for substance abuse treatment services if relapse occurred and
referrals for mental health services if emotional and/or behavioral difficulties were reported.

Telephone calls were typically 15 minutes or less in length. Text messaging was used to
remind adolescents of upcoming calls or to complete sessions at the adolescent’s request.
The goal was to complete sessions with adolescents once per week during the first 90 days
after discharge. The frequency of contacts after that time varied depending on adolescents’
functioning and preference.

Six-month outcome data from 202 adolescents who had received recovery support calls were
compared to six-month outcome data from a matched comparison sample of adolescents.
Results suggested adolescents in the recovery support sample had significantly greater
reductions in their recovery environment risk relative to the comparison sample. Analyses
also suggested that the reduction in recovery environment risk produced by recovery support
calls had indirect impacts on reductions in social risk, substance use, and substance-related

problems’S.
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Mutual Support Groups

There is a growing body of research into adolescent participation in mutual support groups.
To date, these studies have focused exclusively on the 12-step groups of Alcoholics
Anonymous (AA) and Narcotics Anonymous (NA). Correlational studies suggest that youth
who attend AA and/or NA after residential treatment for substance use are more likely to
remain abstinent and use substances less frequently#1:56-57.77-80,

Despite this preliminary yet inconclusive evidence of benefit, clinicians have anecdotally
expressed concerns when referring youth to these groups. Most group members will be
significantly older, with longer substance use histories and different life challenges due to
their age2. This age difference has also given rise to concerns about safety. Worries include
the belief that older male members with criminal histories may intimidate or engage youth in
illegal or predatory activities8l. Although the majority of youth in one study reported feeling
very safe at AA or NA meetings, 22% reported at least one negative experience, such as
feeling intimidated, threatened, or sexually harassed. Reports were more common among
those who went to NA. However, youth did not report safety concerns as a reason to stop
attending®2. On the other hand, some clinicians felt that certain youth benefitted from the
wisdom and praise of adults at meetings8l.

Additional research regarding age indicates that youth who attend 12-step meetings with at
least a substantial proportion of people their age after inpatient treatment have better
substance use outcomes®8. Unfortunately, youth-oriented meetings are not accessible to a
large percentage of adolescents due to limited availability.

Which Adolescents Benefit Most from Continuing Care?

Existing research with adults and adolescents provides preliminary ideas for which youth
might benefit most from particular continuing care services. In the adult literature, when
Lynch et al.83 compared Telephone Monitoring plus Counseling to Treatment as Usual to
Telephone Monitoring only, they found that Telephone Monitoring was more beneficial than
Treatment as Usual for women and participants with lower readiness to change. McKay et
al.5! discovered that adults with high scores on a composite risk indicator had better total
abstinence outcomes up to 21 months if they received standard counseling rather than the
telephone intervention, whereas those with lower scores had higher abstinence rates in the
telephone intervention than in standard counseling. McKay et al.84 found that in adults with
alcohol dependence only, the telephone-based monitoring and brief counseling interventions
produced better alcohol use outcomes than standard group counseling on all measures
examined and better outcomes than relapse prevention on some of the measures.

In the adolescent literature, Godley and Godley®? re-analyzed data from the first ACC
clinical trial. They compared youth assigned to the ACC group who failed to link to any
continuing care services with those in the Usual Continuing Care (UCC) condition who
failed to link to any continuing care despite receiving referrals from their residential
treatment counselors. There were no demographic or clinical differences between the two
groups. Despite the fact that typical referrals to continuing care failed to work, within the
ACC subgroup, all but six participants received varying levels of the ACC intervention
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delivered by a clinician via home or other community visits. Clinical outcome comparisons
between these two subgroups revealed that the ACC subgroup was significantly more likely
to remain abstinent from all drugs during the ACC phase and significantly more likely to
remain abstinent from marijuana over the total nine-month follow-up period.

Godley and Godley!® analyzed data from adolescents who did not complete residential
treatment. Of non-completers assigned to UCC, 33% received continuing care within 14
days of discharge. Of those assigned to an assertive condition (ACC and/or motivational
incentives), 64% did. Those who received additional services within 14 days of discharge
were more likely to have superior alcohol and marijuana abstinence outcomes even if they
did not complete residential treatment, regardless of condition. Within an assertive
condition, residential completers and non-completers that received services within 14 days
of discharge were significantly more likely to be abstinent from alcohol than non-completers
who did not.

Finally, analyses of Volunteer Telephone Continuing Care data demonstrated that the effects
of recovery support calls did not differ by gender but were significantly greater for
adolescents with lower levels of treatment readiness’.

Taken together, these data suggest that future research is needed to better examine if
telephone continuing care could especially benefit individuals with lower readiness to
change, only alcohol dependence, and lower risk. They also indicate that continuing care,
especially using an assertive approach to reaching and engaging youth, may work well for
individuals who do not complete treatment or follow through on typical continuing care
referral advice.

Summary and Discussion

Research shows that many adolescents who enter substance use treatment do not complete
the program, and after discharge, do not initiate continuing care services. Furthermore, the
majority of adolescents will return to some level of substance use either during or after
treatment. As youth return to use and problems occur, many will re-enter treatment, and
some will do so several times. This pattern of disjointed treatment episodes remains the
norm in contemporary practice rather than the intended plan of a course of treatment
followed by continuing care. The studies reviewed in this paper offer prospective continuing
care options consistent with expert consensus*®.

Our review found 10 outcome studies of continuing care treatment for adolescents, six of
which used randomized designs. Despite the fact that there are only six prospective, well-
controlled continuing care studies, five resulted in clinical improvement for youth receiving
the experimental continuing care approaches. Four of the controlled studies used ACC (two
post-residential and two post-outpatient), and three of these found a clinical advantage for
ACC, suggesting its effectiveness.

Key findings of these trials are that more assertive approaches can increase linkage rates to
continuing care’®. Another key finding of some trials was that rapid initiation of continuing
care (i.e., linking to ongoing services within 14 days of discharge from treatment) made a
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difference in reducing substance use. Thus, rapid provision of continuing care is likely to
prevent or assist in terminating a relapse. Both ACC and motivational incentive approaches
can be used to facilitate rapid linkage8®. Contrary to aftercare programs that require
treatment completion, multiple studies support providing continuing care to those who do
not complete53:65-66.74 Thjs suggests that continuing care is appropriate for those who
successfully complete treatment and can improve outcomes for individuals who do not.

On the other hand, the effectiveness of continuing care approaches, especially those that are
more labor intensive like ACC, may not be necessary for all adolescents. Research
employing adaptive treatment designs similar to that employed by Kaminer and colleagues’
holds promise for establishing decision rules as to which individuals need low-intensity
continuing care and which need more intensive home-based continuing care such as ACC.
Although using decision rules is proving useful to assess who may need continuing care,
providers may not have ready access to good follow-up outcome information, especially for
individuals discharged early from residential treatment.

Although there are no randomized controlled studies of adolescent participation in mutual
aid groups, evidence is accumulating in the published literature suggesting that matching
adolescents to age appropriate 12-step and other mutual aid groups can support recovery.
Referrals to meetings that are predominantly attended by adults should be carefully assessed
to assure a safe match. The lower cost of continuing care delivered through recovery coaches
and other volunteers is promising, but controlled prospective studies are required before
these approaches can be recommended?6.86-88,

Additional continuing care research is needed in several areas. Studies are needed to assess
whether patient intake variables (such as substance and/or co-occurring problem severity),
treatment process variables (such as treatment completion or attainment of one or more
treatment goals), and variables measuring parental involvement in treatment serve as valid
predictors of who needs low or high intensity monitoring, support, counseling, and/or case
management. Research accessible to therapists serving a broad range of individuals is
needed that establishes decision rules using clinical and treatment variables that prove useful
in matching level of continuing care services to individuals. Conducting research to establish
more accessible predictor variables may be best accomplished through multi-site research
collaborations with sufficiently large samples to employ adaptive treatment designs.
Particularly for adolescents, more data regarding technology-based interventions would be
useful because of its inherent appeal to this population. Research on low-cost and
sustainable continuing care delivery methods would help inform treatment programs trying
to implement services with shrinking budgets or issues with service reimbursement.
Investigation into the use of incentives for continuing care linkage and retention and
continuing care research with youth who have co-occurring psychiatric disorders is sorely
needed. Finally, with the promise of continuing care research to date and the potential of low
cost approaches, incorporating these interventions into adaptive continuing care studies to
establish cost-effective decision rules should be a fruitful area for further examination.
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Key Points

. Research shows that many adolescents who enter treatment for
substance use do not complete the recommended program, and after
discharge, return to regular use and do not initiate continuing care
services.

. Assertive approaches (counselor-initiated home or school-based
continuing care) increase linkage to continuing care, and rapid
initiation of continuing care makes a difference in reducing substance
use.

. Findings suggest that continuing care is not only appropriate for those
who successfully complete treatment.

. Evidence is accumulating to suggest that matching adolescents to age-
appropriate 12-step and other mutual aid groups can support recovery.

. Research employing adaptive treatment designs holds promise for
establishing decision rules as to which individuals need low-intensity
continuing care services and which need more intensive care.
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Figure 1.

Adolescent AOD use in the 90 days following discharge from treatment.
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