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Continuous care is essential to successful substance abuse treatment (SAT).  
When the VA implemented the Continuity of Care Performance Measure,  

this facility’s SAT program went the extra mile to exceed the VA’ s standards.

T  he methodology for treating 
patients who have substance 
use disorders in the United 
States shifted in the mid-1990s 

from an inpatient model, in which, 
patients were admitted and treated in 
a hospital setting for 28 days under 
24-hour nursing supervision, to 
an outpatient model, in which, pa-
tients were treated in less-supervised 
residential settings or in their own 
homes.1 Even with this shift to an 
outpatient model, however, the em-
phasis of the treatment community 
remained on treating patients in an 
intensive 3- to 4-week program. Vari-
ous aftercare clinics were made avail-
able to patients, but there was never 
a strong focus on their importance, 
and patients who did not present for 
their aftercare groups did not receive 
follow-up telephone calls. More re-
cently, there has been progress to-
ward adopting a broader approach 
to substance abuse treatment (SAT), 

which emphasizes the importance 
of regular follow-up and integration 
with other health care services.2

Continuity of Care (CoC) as a per-
formance measure for SAT programs 
was introduced in the VHA in fis-
cal year 2003,3 with the goals of de-
creasing the high dropout and relapse 
rates that occur during the initial 90 
days of treatment, as well as improv-
ing patient outcomes by emphasiz-
ing the importance of early treatment 
retention.4 The VHA determined that 
these goals could be accomplished 
by following up with patients who 
enter an SAT program at least twice 
per month during the first 90 days of 
treatment.3  

The importance of treatment re-
tention is supported by Hser and col-
leagues, whose study demonstrated 
that greater treatment service inten-
sity and satisfaction were positively 
related to either treatment comple-
tion or longer treatment retention, 
which, in turn, was correlated with 
favorable outcomes for patients in 
community-based drug treatment 
programs.4 According to Hser and 
colleagues, treatment service inten-
sity was the sum of the number of 
times that a patient received services, 
(either in the program or through re-
ferrals) including the number of pro-
fessional services and discussion or 
counseling sessions that the patient 

received during the first 3 months 
of treatment in each of the 7 prob-
lem areas that were measured in the 
Addiction Severity Index. Treatment 
satisfaction was indicated by 3 mea-
sures at the 3-month follow-up that 
assessed patient’s satisfaction with the 
program, services, and counseling re-
lationships. 

It also has been observed that pa-
tients who enter outpatient treatment 
after completing a residential- or hos-
pital-based SAT program have a re-
duced risk of treatment dropout and 
subsequent relapse.5 In a 2002 study 
that examined a cohort of 2,805 male 
patients who received treatment in 
1 of the 15 SAT programs at the VA, 
researchers determined that involve-
ment in self-help groups was linked 
to patients’ remission status 2 years 
after discharge.6 While no significant 
relationship emerged between treat-
ment orientation (12-step, cognitive 
behavioral, or eclectic) and remission 
status 2 years later, involvement in 
outpatient mental health care during 
the first follow-up year and partici-
pation in self-help groups during the 
last 3 months of that year were asso-
ciated with a greater likelihood of re-
mission at the 2-year follow-up.	  

In this article, we describe the im-
plementation of procedures in our 
SAT program that resulted in not 
only meeting, but exceeding, the 
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standards of the VA’s CoC Perfor-
mance Measure.

OUR SAT PROGRAM
Over the past several years at the 
James A. Haley Veterans’ Hospital 
(JAHVH) in Tampa, Florida, we have 
implemented a number of changes 
in our SAT program during its tran-
sition from an inpatient model to an 
outpatient model.7  In order to ex-
pand our program and continue to 
improve patient care, we have added 
a dual-diagnosis treatment program, 

a primary care clinic, evening clinics, 
and relapse prevention groups; we 
also have increased the number of af-
tercare clinics. All of these steps have 
helped us exceed the standards of the 
CoC Performance Measure when it 
was introduced in fiscal year 2003. 
Additionally, 2 important and com-
plementary changes that we imple-
mented were (1) making CoC a part 
of the program’s culture and (2) hav-
ing a staff member become the cham-
pion of this measure. 

Promoting a CoC culture
One of the first things we did in our 
SAT program was to educate and 
change the mind-set of both patients 
and staff regarding the benefits of 
CoC for patients with substance use 
disorders. 

It is important to recognize that 
alcoholism and drug addiction are 
chronic, relapsing disorders.8 Chronic 

disorders cannot be treated in a 3- to 
4-week period, but, rather, require a 
lifetime of behavioral change mainte-
nance aided by ongoing care and con-
tinuous support and follow-up. SAT 
programs that routinely engage pa-
tients in continuing outpatient care 
are likely to have better outcomes. 
(The overall duration of care is more 
important than the number of ses-
sions.)4 Research literature regarding 
the importance of continued treat-
ment engagement was shared with 
program staff during the initial staff 

meetings to enhance understanding 
of the rationale for the CoC Perfor-
mance Measure.  	

The Alcohol and Drug Abuse 
Treatment Program (ADATP) at the 
JAHVH consists of a 3-week, 20 to 
30 hours per week, intensive alcohol 
and drug abuse outpatient treatment 
program, and a 6-week, 25 hours per 
week, intensive dual-diagnosis treat-
ment program. Patients participate in 
the programs from home (commute 
to the clinic daily) or from a con-
tracted facility if they are homeless, 
lack an environment that supports re-
covery, or live too far from the VA to 
commute every day during the week. 

We speak with patients about the 
importance of CoC on the day they 
enter the SAT program, and, in their 
first week of treatment, patients at-
tend an orientation group that further 
highlights the importance of CoC. 
We emphasize to patients the signifi-

cance of the different phases of treat-
ment, rather than just focusing on the 
completion of a residential or an out-
patient treatment program. 

At the end of the intensive phase 
of treatment, each patient discusses 
and writes with the counselor a 
“continuing care” plan, which in-
cludes the patient’s goals and specific 
plans for ongoing recovery, and his/
her follow-up plans. The continuing 
care plan encourages the attendance 
in self-help groups in the commu-
nity, aftercare groups, and/or relapse 
prevention groups at the VA, and 
reminds patients of their other sched-
uled medical and mental health ap-
pointments at the VA. This planning 
session also provides an opportunity 
for the staff to update each patient’s 
address and telephone information to 
help them remain in contact follow-
ing the intensive treatment phase.  

Phase 2 of the program
After completing the intensive treat-
ment phase, patients are transitioned 
to phase 2 of our program, which 
consists of relapse prevention groups 
and continuing care clinics. Our re-
lapse prevention groups meet on 
Tuesday and Thursday afternoons 
for 1 hour each session; our continu-
ing care groups meet on Monday and 
Wednesday afternoons and on Thurs-
day evenings for 1 hour each session. 
A weekly phase 2 dual-diagnosis 
group also is available. In addition to 
these groups, patients are encouraged 
to follow up individually with their 
treating counselors and physicians.  

The aftercare clinics and the re-
lapse prevention groups are available 
to every patient who has completed 
the intensive treatment program. Af-
tercare groups continue the recov-
ery themes and messages that were 
taught in the intensive SAT program, 
with a 12-step–oriented focus. The 
relapse prevention groups provide 

Substance abuse treatment programs  
that routinely engage patients in 
continuing outpatient care are likely  
to have better outcomes.
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cognitive-behavioral and mindful-
ness-based skills training, combined 
with support for 12-step recovery.9 
These groups assist patients with the 
establishment of a sober support sys-
tem and the development of coping 
skills that will help them transition 
to community life. Patients are en-
couraged to attend at least 1 aftercare 
group per week in addition to weekly 
face-to-face or telephone follow-ups 
with their ADATP case manager.

Because the groups are available 
on 4 afternoons and 1 evening per 
week, and are facilitated by 4 differ-
ent staff members, it is convenient for 
patients to select the groups they feel 
are the most comfortable and ben-
eficial. The evening group is partic-
ularly helpful for veterans who are 
employed or are participating in the 
VA Compensated Work Therapy pro-
gram. Several participants have good 
long-term sobriety, and participants 
with 5 or even 10 years in recovery 
are not uncommon. 

Championing success in CoC
In addition to influencing program 
culture and providing a structure for 
continuing care services, we have 
found it essential to create a structure 
and process for tracking and ensuring 
a continued focus on the CoC Per-
formance Measure. Good CoC with 
an eye toward improving patient out-
comes requires doing many things 
well, including organization, precise 
tracking and monitoring, and quick 
responses to patients after program 
completion. It requires team effort 
and the overall coordination of CoC 
with numerous routine activities. 

Successful CoC also requires a 
champion; someone to take a leader-
ship role and provide the encourage-
ment for staff to go beyond the simple 
requirements of the program; some-
one with an eye toward excellence 
in outcomes improvement. A good 

champion blends the skills of counsel-
ing with those of administration. 

In our SAT program, the cham-
pion is a senior counselor with over 
25 years of experience, who blends 
his skills in therapy with a back-
ground in business administration. 
The champion works directly with 
staff to monitor patient contacts and 
to provide regular reporting of the 
program’s progress toward meeting 
and exceeding the VA performance 
measure. This helps to develop the 
coordinated, team-based strategy that 
is necessary for more patients to re-
ceive successful ongoing care.

Other strategies and program 
changes promoting success  
in CoC
Our success in CoC is helped by 
making the performance mea-
sure part of the SAT program’s per-
formance improvement plan, which 
serves as a monthly reminder of this 
important issue. Our success also is 
supported by frequently utilizing the 
nationally available VHA Support Ser-
vice Center (VSSC) reports and the 
Case Finder menus. 

The VSSC reports provide the of-
ficial report card for each facility re-
garding their accomplishment of the 
CoC Performance Measure. The for-
mal report is updated monthly and is 
available on the VSSC Web site. The 
Case Finder was developed by a VA 
colleague in VISN 16, and was in-
stalled and made available at other 
VA locations, including the JAHVH. 
The Case Finder searches patient re-
cords according to substance abuse 
stop code and determines which pa-
tients meet the qualifying criteria for 
the CoC Performance Measure, in-
cluding the all-important “qualify-
ing date,” which becomes the start 
date for the 90 days of follow-up. The 
ADATP team utilizes the Case Finder 
frequently, and promptly updates 

tracking and monitoring systems as 
changes occur. 

While many patients maintain 
contact through our continuing care 
groups, some are inhibited from doing 
so because of distance from the facil-
ity, or conflicting work schedules. In 
order to remain in contact with those 
patients who are difficult to reach 
during the day, we created an eve-
ning telephone clinic from 5:00 pm to 
7:00 pm on Thursday nights, which 
is staffed by a counselor and a nurse. 
Counselors provide the names of dif-
ficult-to-reach patients to these staff 
members, increasing the opportunity 
for successful follow-up.	

In 1999, the nurse practitioner in 
the SAT program, who was responsi-
ble for performing the inpatient his-
tories and physical examinations of 
patients being admitted to the pro-
gram, became the primary care 
provider for our outpatients with un-
complicated medical problems. This 
step has allowed many patients to 
receive all of their substance abuse, 
mental health, and medical care in 1 
clinic, making it easier for both the 
patient and the staff to continue their 
follow-up. CoC follow-up sessions 
can be coordinated with follow-up 
medical appointments.

Additionally, staff members’ in-
dividual performance on this mea-
sure is included in their yearly 
performance evaluations. Exceeding 
the performance measure has become 
a factor that helps the staff achieve an 
outstanding evaluation and become 
eligible for associated performance or 
special recognition awards.

THE SUCCESS OF OUR  
SAT PROGRAM
When the CoC Performance Measure 
first was adopted in fiscal year 2003, 
the threshold for successfully meeting 
the measure was set at 32% (percent-
age of patients who successfully com-
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pleted the 90-day CoC Performance 
Measure), and for exceeding the mea-
sure at 38%.2 Over the next 5 years, 
the percentages to meet and exceed 
the measure have steadily increased 
to 47% in fiscal year 2008,10 which 
has kept it challenging. 

In 2003, the JAHVH’s ADATP met 
the performance measure goal. Since 
then, the program not only has ex-
ceeded the measure every year, but 
also has exceeded our VISN average 
as well as the national average.  

Our staff has taken pride in 
achieving those numbers, and the 
success of the program has led to in-
quiries from other VA programs, 
and to in-service training within our 
VISN regarding the methods used by 
our program to meet and exceed this 
performance measure.  

CONCLUSIONS AND FUTURE 
DIRECTIONS
As a treatment program, remaining 
current with the latest treatment rec-
ommendations and guidelines is ex-
tremely important. Performance 
measures in the VHA are a way to 
make sure that effective interven-
tions are implemented.11 The CoC 
Performance Measure is an impor-
tant component of patient care in any 
SAT program. Patients with chronic 
mental illnesses or substance use 
disorders will always benefit from 
a treatment program that provides 
them with long-term care and sup-
port.12 In a comparison study of 
long-term and short-term residential 
treatment programs for dual-diagno-
sis patients, at follow-up, individuals 
in the long-term residential treatment 
group were more likely to have main-
tained abstinence and less likely to 
have experienced homelessness than 
those in the short-term group.12 

Educating patients in an SAT 
program on the benefits of CoC is 
paramount to the success of their 

treatment. Educating staff on the 
latest evidence-based treatments is 
equally important, as it keeps them 
motivated to make the changes neces-
sary to provide patients with the best 
care possible and ensures the program 
remains successful. 

This article does not provide pa-
tient data from our program regard-
ing number of patients treated or 
their demographics. It also does not 
address how our program’s success 
has impacted our patients’ relapse 
rates. The article’s focus mainly is on 
showing how our program and staff 
have adapted over the years to meet 
changes in our health care system, and 
how we have met and exceeded new 
VA performance measures that have 
been implemented to improve patient 
care and outcomes in SAT programs. 

Most recently, our program has 
been preparing to implement use of 
the Brief Addiction Monitor (BAM). 
This 17-item, VA-developed instru-
ment provides a structured means of 
follow-up for patients with substance 
use disorders. It is designed as a mon-
itor of progress in SAT and evaluates 
patient responses regarding 3 reliable 
factors: substance use, risk factors 
for use, and pro-recovery behaviors. 
This instrument allows for an evalua-
tion of outcome in terms of substance 
use and other indexes of health, role 
functioning, and well-being, and 
could provide additional data to con-
tinue to improve care for veterans 
with substance use disorders.

Methods employed for improving 
CoC should be helpful to those work-
ing to track patients’ progress using 
the BAM. With this in mind, here is 
a list of do’s and don’ts for good CoC: 

DO:
• create a culture of CoC. 
• �identify a “champion” staff person 

who provides case finding, tracking, 
and feedback.

• �clearly assign responsibility to each 
clinician, but develop an attitude 
that CoC is a team effort. 

• �make CoC part of the SAT program’s 
performance improvement plan. 

• �learn how to navigate the VSSC re-
ports and the Case Finder menus, 
and utilize the data to pinpoint 
areas that need improvement.

• �develop a tracking system.   
• �develop a telephone clinic and as-

sign evening staff to make follow-up 
calls for patients who are difficult to 
reach during the daytime.  

• �at the end of the intensive phase of 
treatment, prepare a comprehensive 
continuing care plan that includes 
goals and specific plans for ongoing 
recovery, with details about follow-up.  

• �obtain patients’ telephone numbers, 
including cell phone, and provide 
bus passes, when needed, for patients 
to return to the clinic for follow-up.   

• �provide a large number of relapse 
prevention and aftercare groups, in-
cluding evening groups for veterans 
who are employed.  

• �include CoC performance in the clini-
cians’ yearly individual performance 
evaluations.  

DON’T:
• �think of treatment as being 21 or 28 

days. Recovery does not end with 
the end of the intensive treatment 
program. 

• �lose sight of the value of teamwork 
in covering and helping.    

• �rest with success. Keep the momen-
tum going!� l
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Disclaimer
The opinions expressed herein are 
those of the authors and do not neces-
sarily reflect those of Federal Practi-
tioner, Quadrant HealthCom Inc., the 
U.S. Government, or any of its agen-
cies. This article may discuss unlabeled 
or investigational use of certain drugs. 
Please review complete prescribing in-
formation for specific drugs or drug 
combinations—including indications, 
contraindications, warnings, and ad-
verse effects—before administering 
pharmacologic therapy to patients.
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