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Abstract

Background: Although care management approaches have potential to improve clinical 

outcomes and reduce high health care costs of patients with complex substance use disorders, 

characterized by high psychosocial, psychological and/or medical needs and high acute healthcare 

utilization, little is known about patients’ perspectives or experiences with these interventions.

Aims: To identify barriers and facilitators to patient engagement in care management services for 

complex substance use disorders from patients’ perspectives.

Methods: This pilot study invited 22 men with complex substance use disorders and high 

healthcare utilization who were enrolled in a 1-year open trial of a care management model to 

complete semi-structured interviews at 1- and 3-months post baseline. Interviews were recorded, 

transcribed and analyzed using template analysis.

Results: Five themes related to engagement were identified: barriers to conventional substance 

use disorder treatment, facilitators of care management services, patient-provider relationship, 

patient-related factors and enhancements to a care management model. Results highlighted the 

importance of the patient-provider relationship, individual visits with providers, flexible and 

personalized treatment and a focus on recovery over abstinence in promoting patient engagement 
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in care management services. Results also highlighted a need for increased outreach and assistance 

with housing and transit to treatment.

Conclusion: Patients’ perspectives support key elements of the care management services that 

are designed to facilitate patient engagement and suggest the need for additional outreach and 

assistance with obtaining shelter and transportation. Additional research is needed to evaluate 

if care management approaches enhance retention, improve outcomes and reduce health care 

utilization of patients with complex and chronic substance use disorders.
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complex substance use disorders; chronic substance use disorders; care management; patient 
perspective; high utilization

Introduction

Substance use disorders (SUDs) are among the most common and costly medical conditions 

treated in the Veterans Affairs (VA) health care system and are associated with significant 

comorbidity and mortality.[1–3] For a subset of patients substance-use problems are severe 

and complex, characterized by recurrent use of SUD specialty-care, recurring relapse, high 

rates of mental health and medical comorbidity and disproportionate use of acute care 

services.[4–9] Based on the widely accepted Chronic Care Model, care management is 

an approach with potential to improve clinical outcomes while also reducing health care 

costs of these patients.[10] However, little is known about patients’ perspectives of care 

management approaches when applied specifically to SUD.

The central goal of care management is to shift the focus of health care from expensive 

crisis driven care toward proactive and planned management of chronic illnesses over time 

Such services typically provide or coordinate the delivery of comprehensive services to 

address the medical, mental health and psychosocial needs of patients.[10, 11] While care 

management approaches for elderly patients and patients with complex medical needs, such 

as congestive heart failure, have been evaluated,[10, 12–14] there is a lack of literature on care 

management approaches specifically adapted for patients with complex SUDs.[15–17]

We piloted a care management model (CMM) adapted for patients with severe and complex 

substance use conditions and persistent high health care utilization. CMM was designed to 

enhance patient engagement and retention by delivering flexible and efficient substance use 

and psychiatric care and improving coordination with other hospital clinics when needed 

(e.g., specialized medical services), while simultaneously addressing the limitations of 

conventional SUD treatment, such as time-limited episodes of care, requirements to abstain 

from substances, uniform delivery of services, lack of total coordinated care and minimal 

or no follow-up.[18–22] Although traditional case management is often a component of 

conventional SUD care, it typically involves large caseloads managed by individual case 

managers, occurs for short periods or ceases if patients relapse to substance use and seldom 

includes active coordination with other medical services or a proactive approach.[19] The 

goals of CMM services include patient engagement and retention, improved substance use 

and mental health outcomes and reduction in acute services’ utilization.
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Historically, patients who utilize SUD treatment services have had limited involvement in 

the design, refinement and implementation of those services. Patient involvement provides 

opportunities to identify facilitators and barriers to participation and to use this information 

to refine services to meet patients’ needs and preferences.[23, 24] Further, services directly 

informed by patients are more likely to be appealing, relevant and meaningful to the target 

population, which contributes to the overall successful implementation and sustainability of 

treatments.[25]

Little information on patients’ perspectives about and experiences with care management 

interventions is available in the literature.[26–28] Qualitative research with patients with 

complex health and social needs highlights life experiences, including early-life instability 

and trauma, and relationships with health care providers (e.g. difficult interactions with 

health care providers, positive and “caring” relationships with primary health care providers 

and outreach teams)[29, 30] as factors that impact patients’ care needs and engagement with 

services. Social and economic determinants, such as social connectedness, unemployment, 

housing instability and lack of financial resources, have also been identified as negatively 

impacting patients’ health and adherence to care management interventions.[30, 31] Although 

not directly related to care management, patient-identified reasons for early termination 

from SUD treatment include dislike of treatment staff, program features, other priorities and 

relapse to substances.[32]

This pilot study conducted semi-structured interviews to evaluate patients’ acceptance of 

and satisfaction with a CMM adapted for patients with complex SUDs and high health 

care utilization. The specific aim of this study was to identify barriers and facilitators to 

patient engagement with CMM services from patients’ perspectives. To address this aim, 

we assessed patients’ beliefs regarding: 1) reasons for initiating treatment; 2) experience 

with CMM, including how this experience differed from past SUD treatment; 3) features of 

CMM that facilitated or hindered early engagement; and 4) how to improve the CMM under 

study.

Methods

Design

This qualitative study represents one aim of a mixed-method, prospective pilot study 

designed to assess the feasibility and acceptability of a CMM for patients with complex 

SUD and high utilization of inpatient and/or emergency department (ED) services. Patients 

enrolled in a 1-year open trial of CMM were invited to complete qualitative interviews at 

one and three months.

Setting and sample

The study recruited patients at the VA Puget Sound Health Care System over a 16-month 

period during 2013 and 2014. Using the VA Corporate Data Warehouse (CDW), a national 

data repository of patients receiving VA health care services, we developed a registry of 

419 patients (390 men, 29 women) who met the following criteria: 1) ≥ 2 episodes of SUD 

specialty-care in prior two years and 2) ≥1 inpatient SUD and/or mental health admission in 

Hawkins et al. Page 3

J Addict Dis. Author manuscript; available in PMC 2023 January 23.

V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript



two of three prior consecutive years, or ≥2 ED visits in each of the prior two consecutive 

years. Patients were considered to have initiated a new episode of VA SUD treatment if they 

had: 1) an intake evaluation, 2) an inpatient admission for SUD specialty-care, or 3) ≥ 2 

outpatient SUD specialty-care visits in a 30 day period (excluding telephone visits), after a 

lapse in SUD treatment of ≥ 60 days. A mental health diagnosis was not required to receive 

CMM services. Our recruitment goal was 20 participants.

Using CDW encounter data, reports were generated daily to monitor registry patients’ recent 

and pending appointments. Reports included utilization in four key clinical pathways: 1) ED, 

2) inpatient mental health care or SUD detoxification services, 3) primary care or 4) SUD 

specialty-care. These reports, in conjunction with cooperative arrangements with clinical 

providers in the clinical pathways, allowed for targeted recruitment of eligible patients 

engaged in hospital but not SUD specialty-care. The study coordinator (BH) contacted 

clinical providers in advance of pending appointments to encourage them to introduce the 

study to patients. If patients were interested in participation following introductions by their 

provider, they were further screened via telephone or in person by the study coordinator. 

Patients were excluded from participation if they had 1) moderate to severe cognitive 

impairment, as assessed by the Minicog; 2) expected incarceration; 3) current enrollment in 

SUD-specialty care; 4) current opioid use disorder with a history of methadone treatment, 

which the current study could not provide due to federal regulations or 5) abstinence from 

substances in the prior 90 days.[33] All others were provided with a study overview and 

invited to participate. Study approval was obtained from the Institutional Review Board of 

VA Puget Sound Health Care System.

Overall, 33 patients were approached and screened and 23 were enrolled (70% recruitment 

rate) and offered CMM services for one year (Figure 1). One patient could not be contacted 

after completing consent procedures, and therefore did not participate further. Recruitment 

took longer than expected due to logistical and system barriers to screening, particularly in 

ED and primary care clinical pathways.

Care Management Team

The CMM team is comprised of a social worker and psychiatrist, who were assigned to 

the study at 0.50 and 0.10 full-time equivalents, respectively. The CMM team received 

motivational interviewing training, including didactic review, tailored skill building (role 

playing with feedback) and measurement-based care prior to the study.

Care Management Model Intervention (See Table 1)

While patient care was supported by team-based delivery of services, interventions were 

delivered using one-to-one, brief contacts with providers, providing the flexibility to adapt 

interventions to patients’ treatment needs, goals and progress. CMM utilized individual 

drop-in visits for emergent issues as well as proactive scheduled visits in-person or by 

telephone in order to promote patient engagement, enhance the likelihood of preventing 

inpatient and ED utilization, and support continuity of care, which has been associated with 

reduced hospitalization.[34, 35]
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At the initial CMM visit the social worker reviewed the baseline assessment, evaluated 

treatment needs and assessed barriers to early stabilization and long term recovery. Initial 

treatment goals and frequency of planned visits were mutually determined with patients 

and individualized to meet their unique needs. Plans for coordination of other services 

such as VA housing programs, mental health, and primary and specialty medical care were 

developed based on patient needs and self-identified goals. Patients received information 

about drop-in services, the importance of contacts for monthly assessment and contact 

attempts if patients miss scheduled visits or are out of contact with the team for >2 weeks. 

Patients were provided with opportunities to meet with the study psychiatrist for diagnostic, 

medication or treatment planning.

The initial focus of CMM was on interventions that facilitate early treatment engagement, 

including motivational interviewing, psychiatric and substance use stabilization, practical 

assistance with current needs such as food, clothing, community housing resources, and 

education about risky behaviors and development of an early patient-provider alliance.[36–39] 

The next stage of treatment addressed self-management of substance use and psychiatric 

disorders, encouraged use of evidenced-based alcohol and/or opioid pharmacotherapies 

(disulfiram, oral and extended release naltrexone, acamprosate or buprenorphine)[40], 

and educated patients’ about medications and medication compliance.[37, 41, 42] Specific 

interventions offered include relapse prevention counseling (e.g., coping with cravings), 

collection of urine specimens and medication management. Mental health symptoms were 

addressed with supportive therapy, evidence-based pharmacotherapies, and referrals to 

specialty-care if clinically indicated (e.g., Cognitive Processing Therapy for PTSD). This 

stage also included skills training.[43] Patients also were encouraged to participate in 

community recovery support programs (e.g. AA, NA).

Throughout treatment, CMM focused on symptom improvement using measurement-based 

care strategies instead of abstinence – substance use did not reduce or greatly change 

care.[44] Patients are assessed monthly for substance use and psychological distress and 

monitored with respect to psychotropic medication use and availability of refills. These 

data are used by the CMM team in weekly meetings to determine if changes to treatment 

or strategies to enhance medication adherence are needed, and to provide opportunities to 

preemptively prevent emergent mental health crises. Additionally, team members evaluated 

the need for additional services, including those provided outside of the CMM clinic (e.g., 

inpatient, residential or specialty-medical care). Additional details on CMM interventions 

are shown in Table 1. Patients received CMM services for 12 months in the study due 

to funding constraints, but in practice services would continue based on shared decision 

making, improved patient-management of symptoms and reduced use of acute care services.

Data collection

The baseline assessment included an in-person diagnostic interview using the Mini 

Neuropsychiatric Interview and demographic, substance use, and psychological distress 

self-report questionnaires.[45] Substance use was assessed with the Quick Drinking Screen 
[46] and the number of days of drug use in the past 30 days. Psychological distress was 

assessed with the Kessler-10.[47] Patients completed semi-structured interviews at 1- and 
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3-months after baseline assessment. Interview guides were informed by SUD treatment 

engagement and retention literatures. The interview guides ensured uniformity of key topics 

identified, but allowed for exploration of unanticipated ideas generated by patients. One-

month interviews assessed patient-level factors related to engagement with CMM services 

and addressed: experience reentering treatment, experience in standard SUD treatment, 

and facilitators/barriers to treatment participation (Appendix A). Three-month interviews 

assessed patients’ perspectives on how to refine CMM services and addressed: patient 

experience and the type and helpfulness of CMM services provided (Appendix B).

Patients were compensated $15 to complete each interview. Interviews were conducted in 

private and digitally recorded by the female study coordinator (BH), who was trained in 

qualitative interviewing techniques by a male qualitative methodology expert (GS). BH was 

introduced to patients at study onset as the study coordinator and administered all study 

assessments, including baseline. As an employee involved in research, BH may have had 

previous contact with patients. Six 1-month and four 3-month interviews were audited by 

GS to ensure compliance with interview protocols, including review of interview techniques 

and question effectiveness. Feedback and additional training were provided to BH as needed.

Data Analysis

Demographics and baseline diagnostic information were summarized using descriptive 

statistics. Recordings were transcribed verbatim and checked for accuracy. Qualitative 

interviews were analyzed with Atlas.ti using template analysis. Template analysis involves 

the development and application of a coding template that is iteratively modified and 

refined throughout the analysis process.[48] Using Brooks and colleagues’ methodology, 

the research team developed a coding template informed by a priori codes identified during 

interview guide development and augmented by preliminary coding of the first 2 interviews.
[49] The coding template was applied to the full dataset by two female team members (BH 

and AF) who independently coded the remaining transcripts. Emergent codes were reviewed 

by two additional team members, male (EH) and female (AL), who modified the template 

accordingly. Previously coded interviews were reviewed using the updated coding template. 

Team members, two male (EH and JB) and two female (AL and CM), met to review and 

discuss relationships between codes, resulting in several thematic maps.

Results

All patients (n=22) were male and the majority were Caucasian (59.1%), with a mean 

age of 55 (Table 2). Fifty-five percent of patients had an alcohol and drug use disorder, 

40.9% had a psychotic disorder, 59.1% had two or more mental health diagnoses and 45.4% 

were homeless/unstably housed. The mean psychological distress score, measured by the 

Kessler-10, was 29.2 (SD=6.9), reflecting moderate distress. Fifteen of 22 patients (68%) 

completed 1-month interviews and 14 (64%) completed 3-month interviews, with 13 (59%) 

patients completing both interviews (reasons for not completing interviews provided in 

Figure 1). One- and 3-month interviews were completed, on average, in 20 and 17 minutes, 

respectively.
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Analysis identified several thematic maps, including five main themes, sub-themes and 

underlying codes.[48] During analysis it was evident that patients’ perspectives did not 

change between 1- and 3-month interviews. As interviews at the two time points 

corroborated one another, the data were analyzed as one data set. Themes, sub-themes 

(identified as a priori or emergent) and relevant quotes are reported in Table 3. Quotes most 

representative of the theme and/or subtheme were included in results. The sample of quotes 

selected represent 11 unique patients.

Barriers to conventional substance use disorder treatment

Barriers to conventional SUD treatment resulted in two subthemes: group treatment and 

abstinence.

Patients reported group treatment as not a good fit for people who are quiet and/or have 

social anxiety, and described group treatment as uncomfortable. Patients also reported that 

they cannot focus and get lost in groups and are often unable to relate to other members. 

Several patients described how group treatment did not address their needs, with group 

content becoming stale and restrictive.

Patients described the abstinence policy of conventional SUD treatment as an inflexible 

‘pass or fail’ approach to evaluating treatment progress that resulted in them feeling 

negatively judged and discarded. Patients expressed the belief that in conventional SUD 

treatment there is a perception that if you are not sober you are not trying.

Perceived facilitators of CMM services

Patients’ responses to queries regarding their experiences with CMM fell into four 

subthemes: personalized care, individual appointments, team-based and treatment focus.

Patients described CMM as personalized treatment that was responsive to their needs, 

allowed them to have input in treatment decisions and was adaptive/flexible. Specific 

examples noted by patients included accommodating scheduling, an open door policy and 

assistance with personal matters (e.g. filling out paperwork, making phone calls). Individual 

appointments were an appealing component of CMM and described as both a necessary part 

of their recovery and a special treatment opportunity. Further, patients reported feeling more 

comfortable opening up and talking about personal concerns during these appointments. 

Patients noted their need to receive support from everyone on the team and reported that the 

team-based approach provided a supportive foundation.

With regard to treatment focus, patients reported feeling less pressured to abstain from 

substances, as compared to experiences in conventional SUD treatment, and appreciative of 

the opportunity to remain in treatment even if substance use occurred.

Relational factors

The patient-provider relationship emerged as an important theme throughout the interviews. 

Subthemes included: familiarity with providers, providers caring/taking an interest in them 

and trusting CMM providers.
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Several patients discussed their level of familiarity with CMM providers based on prior 

treatment experiences with them, as many had a long history with the treatment system. 

Patients attributed their comfort with providers to these experiences.

A majority of patients also described CMM providers as caring and interested in them as 

persons. This sub-theme recurred throughout interviews, but notably was observed when 

patients were asked about CMM services considered helpful to their recovery. Patients noted 

these attributes helped them feel listened to and understood and contributed to a belief that 

providers were concerned about their welfare and genuinely interested in them. Patients 

also referred to time and effort providers devoted to calling them and responding to their 

voicemails as additional examples of providers’ concern.

Patients reported feeling a level of trust with providers, which they defined as being able to 

safely address their concerns or issues without fear of being judged.

Patient factors

When responding to the questions addressing engagement in CMM, patients identified 

personal psychosocial factors that serve as either barriers or facilitators. Not wanting to 

disappoint CMM providers was reported as a facilitator to continued engagement. Barriers 

to remaining in treatment included exposure to individuals who use substances and lack of 

motivation or personal responsibility.

Program Refinement

Patients identified CMM services that needed to be enhanced or highlighted at treatment 

onset. Services that needed to be enhanced were related to outreach attempts including more 

phone calls, letters and outreach in the community (e.g. home visits). Patients also requested 

assistance with resources such as housing and transportation, noting that these services are 

necessary for continued engagement. Further, patients identified a need for help arranging 

outside activities, including employment or volunteer work.

Discussion

Although widely recommended for reducing health care costs of high cost patients, this 

study represents one of the few studies that have assessed patients’ perspectives about and 

experience with a care management approach that was adapted for treatment of complex 

SUD and high healthcare utilization. Our findings regarding barriers to conventional SUD 

treatment have been reported infrequently in the addiction literature, perhaps because 

research rarely seeks input from patients about their experiences in SUD treatment. 

However, prior research with Veterans returning from Iraq and Afghanistan noted a strong 

preference for individual over group mental health treatments.[50] Though not commonly 

reported in the addiction literature, strict program rules, such as abstinence, have been 

reported by patients with serious mental illness and co-occurring substance use problems as 

a barrier to recovery.[27] Of particular concern were patients’ reports of feeling as though 

they were “failures”‘ and “discarded” by the treatment program, if they did not comply 

with program rules. When programs are perceived by consumers as hindering the recovery 

process, changes in policy are likely needed. Few medical conditions are viewed with as 
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much stigma as substance use disorders, a view that has negative implications for those in 

need of care.[51, 52] Stigma is associated with delayed treatment seeking, treatment dropout, 

and dimished self-esteem/self-efficacy and potentially impairs recovery.[53–56] Thus, it may 

be especially important for patients who have been difficult to engage in treatment to 

have opportunities to participate in flexible treatments such as the CMM. Indeed, patients 

included in this study were not engaged in standard care and accessing high cost services, 

suggesting that a different approach to care is indicated.

Consistent with prior studies, our findings also highlight the importance of the patient-

provider relationship in the context of SUD treatment.[39] Patients specifically identified 

“trust” in providers as a factor contributing to engagement in CMM services, a component 

of the patient-provider relationship that has received little attention in the SUD treatment 

literature, but has been reported in the hepatitis C and human immunodeficiency virus 

treatment literatures among patients with comorbid drug use conditions,[57, 58] as well as 

patients in assertive community-based and other mental health treatments.[59–61] Trust in 

providers may be particularly important for stigmatized and marginalized populations, such 

as those with complex SUDs, and yet more difficult to achieve because of prior negative 

health care experiences, vulnerabilities and greater risks associated with misplaced trust.
[62] Theories of trust further suggest that familiarity is involved in determining whether 

to trust another individual or not, a relationship that appears to be supported in patients’ 

reports that familiarity with providers of CMM services was important to their treatment 

engagement.[63] Although familiarity was identified as a facilitator to treatment engagement, 

it is important to note that length of patient-provider relationship is weakly associated with 

trust[64] and can also serve as a barrier, if prior experiences with a provider fostered distrust.
[29]

One of the more striking findings was the value patients placed on interactions with CMM 

providers. Although interviews queried patients about CMM services that were helpful, with 

the exception of individual appointments, few specific services were identified. Instead, 

patients highlighted the importance of feeling listened to, understood and cared for and 

how these qualities fostered a perception that providers were genuinely interested in them. 

Similar findings have been reported among patients with extended and prior engagement 

in assertive community-based treatment and recovery from serious mental illness.[59, 60, 65] 

These qualities appear to represent constructs related to empathy and the patient-provider 

alliance. Interestingly, prior research with patients with multiple chronic health diseases 

has referred to this finding as an unanticipated benefit or reward of care management 

interventions.[66] Similar findings have also been reported in the psychotherapy literature, 

suggesting these qualities are of critical importance to clinical outcomes.[67] Meta-analyses 

on factors associated with psychotherapy outcomes consistently report the largest effects 

for empathy and the provider-alliance, even larger than those observed for treatments.[68] 

Because CMM offers more opportunities for patients to interact individually with team 

members, it is possible that the CMM fosters development of positive patient-provider 

relationships more efficiently than conventional SUD treatment, which is typically delivered 

in group interactions.
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Our findings have several clinical and policy implications for care management interventions 

for patients with complex SUDs. Although not intentional, program policies that require 

abstinence or even the legacy of such policies given that many of these patients have 

previous involvement in VA treatment may prevent or delay patients’ reengagement with 

treatment and overall recovery. In the context of evidence suggesting that self-efficacy and 

motivation are associated with modest improvements in substance use outcomes, feelings of 

rejection and shame likely reduce the likelihood of successful recovery, particularly among 

those patients with complicated SUD histories.[68–70] Although often underappreciated, 

our findings that highlight the potential impact of a patient-provider alliance on patients’ 

engagement in CMM services suggest that factors supportive of the alliance, such as 

provider empathy should be considered in selecting care management providers. Further, 

monitoring therapeutic alliance and provider empathy, which are associated with treatment 

retention and drinking outcomes,[39, 71] could occur using patient-completed questionnaires 

throughout treatment to make adjustments to patient/provider relationships and provider 

behaviors as needed.[44]

Our study has several limitations. Data were obtained from patients who agreed to 

participate in a study assessing the feasibility of a care management approach and results are 

reflective only of patients who completed qualitative interviews. Although the demographic 

and clinical characteristics are mostly representative of the larger population of VA patients,
[72] the sample was small, recruited from a single VA and did not include women. Thus, 

results may not generalize to women receiving care in the VA or to the larger group of 

patients in other VA or non-VA health care systems. Interviews were conducted at 1- and 

3-months after baseline and thus interpretations are limited to patients’ early experiences in 

treatment. Further, perspectives are limited to patients and do not reflect those of important 

stakeholders, such as CMM providers and clinical leaders, which may differ from or 

contradict those of patients. In addition, the cost-effectiveness of CMM relative to standard 

SUD treatment is unknown.

CMM may be more appealing and effective at engaging patients with complex substance 

use conditions and persistent high health care utilization than conventional SUD treatments 

that rely on group therapy and adhere to strict program policies. Patients’ responses 

suggested a preference for individual encounters with therapists, flexible programming, 

team-based approach and patient-centered care, treatment elements that are more consistent 

with care management approaches. Further, responses highlight the importance of patient-

provider relationships to engagement, especially patients’ trust in providers and beliefs that 

providers cared for them as persons. Greater outreach efforts, improved communication 

about specific services and assistance with housing and transportation were identified as 

potential facilitators to engagement in CMM services. This study was limited to 12 months 

of treatment due to funding constraints. Future research is required to determine whether 

the effectiveness of CMM differs by different time frames, or whether particular milestones 

could be used to determine when patients may return to care as usual. Research also is 

needed to assess whether CMM improves engagement, retention, and clinical outcomes in 

the short and long-term relative to standard care among those with complex SUDs and 

persistent high health care utilization.
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Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Consort Flow Chart
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Table 1.

Phases, goals and strategies of the Care Management Model (CMM) for Complex Substance Use Disorders

Treatment Phase Model Goal Strategies

Early (Initial 3 
months)

Engage patients using one-to-
one brief contacts in person 
or by telephone

• Assessment of substance use and psychiatric conditions
• Develop patient-provider alliance
• Same-day access
• Address psychosocial deficits (e.g., food, housing)
• Psychiatric and substance use stabilization
• Education about risky behaviors, interaction between substances and psychiatric 
disorders and self-monitoring

Intermediate (3-24 
months)

Address ambivalence about 
psychiatric and substance use 
disorders and improve self-
management skills

• Skills training (coping with cravings, drink refusal, social pressure, money 
management)
• Education about medication options
• Medication management and compliance
• Evidence-based alcohol, opioid and psychiatric pharmacotherapies (extended release 
encouraged)
• Monitor psychotropic mediation use and refills’ availability
• Urine specimen collection
• Encourage participation in community mutual recovery programs
• Referral to mental health specialty-care if appropriate

Late • Relapse prevention counseling
• Consider transition to traditional continuing care

Relevant to all 
phases

Reduce emergency 
department and/or inpatient 
utilization

• Coordinate all care
• Motivational interviewing
• Supportive counseling
• Assessment/feedback on monthly treatment progress
• Follow-up calls and letters
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Table 2.

Sociodemographic and Clinical Characteristics of Patients

All Patients Patients Interviewed Patients Not Interviewed

Characteristic n (%) n (%) n (%)

Gender

 Men 22 (100) 16 (100) 6 (100)

Age, years M(SD) 55.2 (10) 58.3 (8.1) 47.2 (10.8)

Race/Ethnicity

 White/Caucasian 13 (59.1) 10 (62.5) 3 (50.0)

 Black or African American 7 (31.8) 4 (25.0) 3 (50.0)

 American Indian or Alaskan Native 2 (9.1) 2 (12.5) 0 (0.0)

Education, years M(SD) 12.3 (1.6) 12.0 (1.7) 13.0 (0.9)

Marital Status

 Married 2 (9.1) 2 (12.5) 0 (0.0)

 Divorced 12 (54.5) 10 (62.5) 2 (33.3)

 Never Married 8 (36.4) 4 (25.0) 4 (66.7)

Housing

 Stable 12 (54.5) 10 (62.5) 2 (33.3)

 Unstable 5 (22.7) 3 (18.8) 2 (33.3)

 Homeless 5 (22.7) 3 (18.8) 2 (33.3)

Psychological Distress M(SD) 29.2 (6.9) 30.5 (6.8) 25.8 (6.6)

Mental Health Diagnoses

 No mental health disorder 4 (18.2) 2 (12.5) 2 (33.3)

 Depressive episode 9 (40.9) 9 (56.3) 0 (0.0)

 Manic episode 14 (63.6) 10 (62.5) 4 (66.7)

 Psychotic disorder 9 (40.9) 6 (37.5) 3 (50.0)

 PTSD 9 (40.9) 7 (43.8) 2 (33.3)

 Alcohol use disorder only 10 (45.5) 8 (50.0) 2 (33.3)

 Alcohol and drug use disorder 12 (54.5) 8 (50.0) 4 (66.7)

 ≥ 2 mental health diagnoses 13 (59.1) 9 (56.3) 4 (66.7)

Days of drinking ≥ 5 drinks in prior 30 days M(SD) 7.9 (11.8) 7.0 (2.0) 10.2 (13.6)

Days of drug use in prior 30 days M(SD) 4.2 (9.1) 5.4 (10.7) 0.6 (0.9)

Note: Data for 1 patient is not included on this table because the patient could not be reached after the consent process and therefor did not 
complete a baseline assessment.

Note: There were no patients with a drug use disorder only.

M = Mean; SD = Standard Deviation
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Table 3.

Patient Quotes

Sub-theme Quotes

Theme 1: Barriers to conventional substance use disorder treatment

Group Treatment (emergent) I’m not comfortable and tend to not open up at all. [Patient 1]

I didn’t identify much with people in groups. So I didn’t feel like I had a lot of information to give in groups, 
so I felt pretty much left out. [Patient 1]

When I did stop going, it was a relief, because it’d gotten to the point where it’d become dogmatic for me. 
Sitting in there lost its effect with me. [Patient 2]

Abstinence Policy 
(emergent)

Again, it’s a failed course, down there. “Okay, you screwed up, you’re out of here.” At that level, I feel 
discarded… [Patient 3]

Theme 2: Perceived facilitators of CMM features

Personalized Care (a priori)

See Appendix A (Question 
1)
See Appendix B (Question 2)

I can’t say enough about how you are adapting. It just keeps coming up, things keep coming up as far as 
‘if you need this or need that, we can work with you on it.’ You’ve been working with me, I just can’t see 
anymore that you could do. Going out of your way for me. [Patient 1]

Just the personal care that people take when you come in and talk to people and how they’re willing to go out 
of their way to get things to help you or talk with you, that’s really good. There’s nothing wrong with that. 
That’s why I’m up here, and not down there. Because it doesn’t work like that down there. [Patient 4]

Individual Appointments (a 
priori)

See Appendix A (Question 
1)
See Appendix B (Question 2)

So the one-on-one is what I wanted, so I could talk to each of you individually, and I feel a lot more 
comfortable opening up and being able to talk to you guys. [Patient 5]

A more relaxed environment that makes me feel more comfortable. In general I feel a lot more comfortable 
coming here for one on one than when in groups. I’m more apt to open up and say what’s going on. [Patient 1]

Team-based (emergent) …it’s a team and everybody is working with me… [Patient 4]

Treatment Focus (emergent) I feel like this would be a better program for me to be in because it’s not something you know, you gotta’ be 
clean and sober or they don’t want to deal with you and stuff, but they give you a chance, you know, you make 
some mistakes, don’t worry about it, just keep on coming and keep on trying. [Patient 6]

Theme 3: Relational factors

Familiarity with Providers (a 
priori)

See Appendix A (Question 
1)
See Appendix B (Question 2)

It’s just, they know me. They’ve known me since ‘96 or something like this. I trust them. I can get into my 
feelings. [Patient 7]

I’ve known [Name] for years. I feel good talking to her and laying out my troubles. I hate to say it like this, but 
I kind of, I look forward to just talking to her. But I’ve known her for years, not just a week or a month; I have 
known her for years. And I’ve known [Name] for years. Sometimes it feels good to just be in their presence. 
[Patient 8]

Providers caring/taking an 
interest in them (emergent)

And they’re there for me. That’s just the bottom line. I feel they’re there for me not only as their job duties 
require, but because they care about me and want to be a part of my life. [Patient 2]

Trust (emergent) Whatever happened to you in the past, they’ll help you deal with it and move on. And it’s a good place, that’s 
what I’d tell them, it’s a good, safe place. [Patient 9]

I feel like I can honestly open up to them. We have a bonding, a trust bond and [Name] will let me vent. 
[Patient 10]

Theme 4: Patient factors

Psychosocial, Barriers ( a 
priori)

See Appendix A (Question 
4)
See Appendix B (Question 3)

If I ever had the thought of not bothering to pick up the phone when called, it would be my choice and there 
wouldn’t be anything anyone could do about it, so it’s up to me. [Patient 11]

Psychosocial, Facilitators 
(emergent)

The people that are trying to help me, I don’t want to let down, at all cost. I never felt this way before. [Patient 
9]

Theme 5: Program Refinement

Existing Services (emergent) But I get isolated. That’s why I said letters would help me with appointments. More phone calls. [Patient 10]
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Sub-theme Quotes

Additional Services 
(emergent)

Yeah, because when I came back here I was pretty broke. All of the money was stolen from me in Tent City. 
So the difficulty was trying to get on the bus or even walk. [Patient 7]

At the VA back East, the outpatient Veterans they had these trips. We’d go fishing, or to the park or to the lake. 
All of the Veterans, inpatients and outpatients, were eligible. If you guys had that, that’d be nice. [Patient 8]
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