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Objective: This study examined the effectiveness of a telephone-based
referral care management (TBR-CM) intervention for improving en-
gagement in psychiatric treatment. Methods: From September 2005 to
May 2006, 169 primary care patients at the Philadelphia Veterans Af-
fairs Medical Center completed a psychiatric diagnostic interview and
were identified as needing psychiatric care. From this total of eligible
patients, 113 (67%) gave informed consent and were randomly as-
signed to receive either usual care or the intervention. Usual care con-
sisted of participants’ being schedule for a behavioral health care ap-
pointment, followed by a letter and reminder by telephone. The inter-
vention group received the same, plus one or two brief motivational
telephone sessions. Participant interviews and medical records provid-
ed study data. Resulis: Research participants were primarily African
American and 22-83 years old. In the sample, 40 patients (39%) had se-
vere depression, 40 (39%) had substance use problems, and 33 (22%)
had co-occurring severe depression and substance abuse. Overall, 40
participants (70%) in the intervention group compared with 18 (32%)
in the usual care group engaged in at least one psychiatric treatment
appointment (p<.001). Analyses also indicated that on average the in-
tervention group attended more appointments (more than three) com-
pared with the usual care group (less than two) (p=.008). Conclusions:
The TBR-CM intervention program was effective at improving psychi-
atric treatment engagement. Future research is necessary to examine
effectiveness of TBR-CM in more heterogeneous and larger samples
and to evaluate economic benefits versus costs of intervention delivery.
(Psychiatric Services 59:776-781, 2008)
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ental disorders or substance
use problems are com-
pounded not only by the

complexity in tailoring effective psy-
chiatric treatments to the individual
but also by the difficulty in initiating
the patient’s engagement in treat-
ment (1). Accordingly, even the most
effective clinical psychiatric treat-
ment becomes unattainable when
patients do not engage in care. Prior
work suggests that approximately
half of patients receiving psychiatric
appointments adhere to their initial
appointment (2). Moreover, across
the United States, approximately
48% to 62% of individuals with de-
pression problems receive recom-
mended care, although only 5% to
48% of individuals with substance
abuse problems do (3-7). Outcomes
of treatment nonattendance imply
not only a high rate of patients who
are not receiving necessary psychi—
atric care but also superfluous finan-
cial health care costs and inefficient
use of psychiatric staffing (1).
Research to identify subgroups of
patients who are at risk of treatment
nonattendance has been inconclu-
sive. Among veterans, research has
failed to identify individual demo-
graphic characteristics, psychiatric
care history, and presence and severi-
ty of psychiatric conditions as predic-
tive factors of psychiatric treatment
adherence (2). Although not shown in
this earlier study, there has been
some indication that patients with co-
occurring psychiatric and substance
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problems are least likely to adhere to
treatment (8). These inconclusive re-
sults could imply a need to use more
patient-centered strategies to in-
crease psychiatric treatment engage-
ment, rather than group identifiers to
target patients least likely to engage
in care.

Thus an intervention modeled after
brief motivational interviewing (BMI)
(9) that strategically focuses on indi-
vidual patient experiences and atti-
tudes was developed to increase en-
gagement in psychiatric treatment. As
defined by Rollnick and Miller (9),
“motivational interviewing is a direc-
tive, client-centered counseling style
for eliciting behavior change by help-
ing clients to explore and resolve am-
bivalence,” and brief intervention is
an abbreviated version of motivation-
al interviewing for eased implementa-
tion in medical settings. The key
components of BMI modeled for this
study were the concise and brief pres-
entation of the problem and the dis-
cussion and resolution of the ambiva-
lent nature of behavioral change, with
the overall direction guided by the
patient.

The intervention implemented in
this study—telephone-based referral
care management (TBR-CM)—was
developed as a supplementary clinical
service to the Behavioral Health Lab-
oratory (BHL) (www.va.gov/visn4mir
ecc/bhl) (2) at the Philadelphia Veter-
ans Affairs Medical Center (PVAMC).
The BHL is a clinical service that as-
sists primary care clinicians by bridg-
ing the gap between primary and psy-
chiatric services by evaluating and
managing patient psychiatric symp-
toms. TBR-CM utilizes telephone-
based BMI sessions to discuss psychi-
atric symptoms, psychiatric conse-
quences, treatment benefits, and
treatment attendance planning to im-
prove motivation and reduce per-
ceived barriers to treatment atten-
dance. Research evidence from the
telephone-based disease manage-
ment trial (10) and from the “translat-
ing initiatives for depression into ef-
fective solutions” trial (11) indicate
that telephone-based disease man-
agement modules can effectively
manage psychiatric symptoms of pa-
tients with less complicated illnesses.
Further, research literature indicates

that simple reminders by mail and
phone call (1) or assistance with ap-
pointment scheduling (12), without
motivational components, do not ef-
fectively improve psychiatric treat-
ment rates. As a result, this study was
designed to expand the treatment ar-
eas of disease management models
into management of referral care be-
yond a simple reminder system. This
is among the first studies to examine
the extension of the disease manage-
ment model for the management of
psychiatric referral care.

To test the effectiveness of TBR-
CM, we conducted a randomized
controlled trial in a sample of adult
male veterans with depression or sub-
stance abuse or both, which warrant-
ed specialty psychiatric treatment.
We hypothesized that participants
randomly assigned to the intervention
group for receiving TBR-CM would
have higher rates of treatment atten-
dance. Intervention effectiveness was
also examined to determine whether
treatment attendance outcomes var-
ied among age and diagnostic groups.

Methods
This study was conducted within the
Mental Illness Research, Education
and Clinical Center at the PVAMC in
collaboration with associated primary
care clinicians. Best-practice recom-
mendations require that PVAMC pa-
tients be screened annually for select-
ed psychiatric symptoms. PVAMC
primary care clinicians can refer pa-
tients who screen positive for psychi-
atric symptoms, such as depression
and substance abuse, to the BHL for
further evaluation. BHL psychiatric
status evaluations are then used as a
tool for psychiatric treatment man-
agement planning for the patient.
From September 2005 through
May 2006, all veteran patients who
completed a BHL evaluation were el-
igible for study participation. Inclu-
sion and exclusion study criteria were
designed to capture a representative
sample of patients in need of psychi-
atric treatment that would not inter-
fere with any preexisting treatment.
Participants were required to be 18
years or older; to demonstrate severe
depressive disorder (as indicated by a
score of 20 or higher on the Patient
Health Questionnaire), alcohol abuse
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or dependence, or self-reported regu-
lar illicit drug use in the past year (us-
ing drugs more than ten times, ex-
cluding marijuana), as determined by
the BHL; to accept a referral to spe-
cialty psychiatric care; and to have
been inactive in psychiatric treatment
within the past 12 months. Patients
were excluded from participation if
they did not speak fluent English or if
they had severe cognitive impair-
ment, as determined by a Brief Mem-
ory Test score of 16 or higher.

Consent

After the BHL evaluation, eligible
participants were given a complete
oral description of the study and
asked to orally consent to participat-
ing. The PVAMC Institutional Re-
view Board approved the use of oral
consent because of time constraints
within the study design (requiring
written consent would have skewed
the results to the patients who could
attend a consent session and thus
would have reduced generalizability)
and minimal risk associated with
study participation.

Randomization

Participants (projected N=120) were
randomly assigned in equal numbers
to either usual care (control) or in-
tervention care (TBR-CM) via com-
puterized assignment, developed
though SAS 9.1 and implemented by
research assistants. This design al-
lows sufficient power (.80) to detect
a medium (.25) to large (.40) effect
size at a=.05 (13) between the inter-
vention group and the control group.
Randomization was stratified on the
basis of three diagnostic groups: se-
vere depression, substance abuse, or
comorbid conditions (severe depres-
sion and substance abuse). Stratifi-
cation by diagnostic groups was im-
plemented to ensure a balanced rep-
resentation of diagnostic groups
across randomization; target enroll-
ment for each diagnostic group was
40 participants.

Usual care procedures

Participants assigned to usual care
received routine clinical care. After a
psychiatric appointment was sched-
uled, the BHL summary report was
sent to the patient’s primary care cli-
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nician, a letter was mailed to the pa-
tient’s home with upcoming appoint-
ment information, and an automated
call, not by a live person, was placed
two to three days before the appoint-
ment that stated the address, date,
and time of the appointment. Partic-
ipants in usual care were not system-
atically contacted regarding missed
appointments.

TBR-CM intervention procedures
Participants assigned to intervention
care received the same initial care as
those in usual care, with the addition
of TBR-CM. As part of the interven-
tion, participants received one or two
phone intervention sessions, each
lasting on average 15 minutes, with a
behavioral health specialist. The be-
havioral health specialist was part of a
group of registered nurses with sever-
al years of experience conducting
BMI and disease management. The
specialist was supervised weekly and
evaluated on a regular basis through
regular meetings and audio-evalua-
tions by a BMI-trained psychiatrist.

TBR-CM was designed to assess a
holistic depiction of each participant’s
treatment goals and symptom verifi-
cation. The discussion then focused
on the participant’s attitudes toward
personal consequences of drinking or
depression, positive consequences of
reducing and controlling depression
and substance use, and positive and
negative consequences of participat-
ing in psychiatric treatment. Individ-
ual barriers to treatment were also as-
sessed to facilitate proactive problem
solving to aid participants in over-
coming factors that may impede their
treatment attendance. The final com-
ponent of care is an agreement de-
scribing the participant’s intent to at-
tend his or her psychiatric appoint-
ment. The entire intervention is laid
out in a workbook form (manualized
and piloted) to guide the session, but
it also allows the behavioral health
specialist to note individual informa-
tion discussed during the phone ses-
sion. After the session, the completed
workbook, including the nurse’s nota-
tion of whether the patient made an
oral agreement, was mailed to the pa-
tient with a cover letter containing in-
formation about the upcoming psy-
chiatric appointment.

778

Intervention participants who at-
tended their first psychiatric appoint-
ment received a closure letter rein-
forcing their treatment attendance
with motivational components aimed
at attending future appointments.
For those who did not attend their
first psychiatric appointment, a new
appointment was scheduled and the
intervention was reimplemented. The
second iteration focused on overcom-
ing barriers that contributed to earli-
er appointment nonadherence. This
follow-up session also was accompa-
nied by a supporting workbook and
notation about the patients agree-
ment, mailed to each participant. Re-
gardless of the attendance status for
the second appointment, a closure
letter supporting treatment participa-
tion was mailed to each participant,
with no further contact by the behav-
ioral health specialist. Participants
who were unable to be contacted for
the intervention were sent a letter in-
forming them that a behavioral health
specialist had attempted to make con-
tact and another letter reminding
them of upcoming scheduled psychi-
atric appointments.

Research assessments

The measures included in the BHL
evaluation, serving as the baseline in-
terview, were the Patient Health
Questionnaire (version 9) for depres-
sion (14); Mini-International Neu-
ropsychiatric Interview (15) modules
for mania, psychosis, panic disorder,
generalized anxiety disorder, post-
traumatic stress disorder (PTSD),
and alcohol abuse and dependence;
list of current antidepressant medica-
tions; measure of alcohol use using a
seven-day timeline follow-back (16);
past and current use of illicit sub-
stances; five-item Paykel scale for 12-
month suicide ideation (17); history
of depression episodes; Medical Out-
comes Study 12-item short form (18)
for mental health and physical health
functioning; and Blessed Memory
Test (19) to assess severe cognitive
deficits. The baseline interview takes
approximately 30 minutes to com-
plete. For detailed descriptions of
BHL procedures, see Oslin and col-
leagues (2) or the BHL operations
manual (available on request from the
corresponding author).

Psychiatric appointment attendance
was monitored via electronic medical
records for all participants, who were
included in the PVAMC centralized
computer medical record system. This
database reflects whether the appoint-
ment was attended and provides ex-
planation for missed appointments
(for example, patient no-show or the
clinic rescheduled the appointment).
Trained research assistants accessed
this database and recorded psychi-
atric appointment attendance for six
months from the date of the patient’s
consent to participate in the study. In
addition, the behavioral health spe-
cialist maintained a tracking system
containing frequency of contact for
intervention participants only.

Data analysis

Chi square tests and analyses of vari-
ance were analyzed in SAS 9.1. Ran-
dom assignment served as the primary
independent variable. Treatment ad-
herence was the primary dependent
variable, measured as attendance at
the scheduled psychiatric appoint-
ment and total number of appoint-
ments kept over six months. Atten-
dance was monitored for all study par-
ticipants by use of computerized fol-
low-up. Treatment adherence effects
were examined for interaction effects
for each diagnostic group (depression
versus substance use problems versus
co-occurring substance use problems
and psychiatric disorder) and age
group (younger, that is, <54 vears,
versus older, that is, =55 years) in
combination with randomization as-
signment and, for intervention partic-
ipants only, frequency of behavioral
health specialist contacts.

Results

Sample characteristics

A total of 169 patients who completed
the BHL evaluation were identified
as needing a referral to specialty psy-
chiatric care. From this total number
of eligible participants, 42 (25%) re-
fused study participation and 14 (8%)
refused a psychiatric appointment.
With the exception of nonrandom-
ized patients” being less likely to
smoke (69, or 60%, versus 24, or
43%) (x>=5, df=1, p<.03), there were
no other demographic or psychiatric
diagnostic differences between ran-
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domly assigned and nonparticipating
eligible patients. The remaining 113
(67%) constituted the study sample
and were randomly assigned. The
sample was seven fewer than target
enrollment because of less represen-
tation of patients with co-occurring
disorders during the study period.
The study sample demographically
(Table 1) represents mostly black (N=
71, 63%), male, non-Hispanic adults
with a wide age range (22-83 years).
Most were married or partnered, not
living alone, and smokers, and for the
most part not involved in paid em-
ployment or perceived to be making
sufficient income, although they re-
ported a great deal of perceived sup-
port. Clinically, the mental and physi-
cal functioning of the sample was be-
low standard averages. Most patients
reported that they consumed alcohol,
used illicit drugs, and experienced
anxiety and PTSD symptoms. Across
randomization groups (57 interven-
tion patients and 56 usual care pa-
tients), there were no significant dif-
ferences in characteristics (Table 1).
Forty patients had severe depres-
sion, 40 had substance use problems,
and 33 had co-occurring disorders.
Across the diagnostic groups signifi-
cant characteristic differences indi-
cated that the group with co-occur-
ring disorders had the highest pro-
portion of individuals who reported
not making financial ends meet (22
patients, or 67%) (x*=9, df=2, p=.01)
and who met criteria for PTSD (25
patients, or 76%) (x*>=7, df=2, p=.03),
compared with the depression group
(difficult finances, 21 patients, or
53%; PTSD, 19 patients, or 48%) and
the substance problems group (diffi-
cult finances, 13 patients, or 33%;
PTSD, 20 patients, or 50%), respec-
tively. The substance use disorder
group had the lowest proportion of
individuals meeting criteria for anxi-
ety (N=19, or 48%) (42=6, df=2, p=
.04) compared with the depression
group (26 patients, or 65%) and the
co-occurring disorders group (25 pa-
tients, or 76%). The group with sub-
stance use problems had higher levels
of both mental health functioning
(mean+SD score 36+13; F=6, df=2
and 95, p=.003) and physical health
functioning (44+11; F=11, df=2 and
95, p=.001) compared with the co-

morbid group (mental function,
27+8; physical function, 35+10) and
depression group (mental function,
29=+9; physical function, 32+12), re-
spectively (mental and physical health
function scores range from 0 to 100,
with higher scores representing bet-
ter functioning).

Outcomes

Adherence to scheduled appoint-
ments. Participants in the interven-
tion group were significantly more
likely to attend their scheduled psy-
chiatric appointment compared

with the usual care group (70% ver-
sus 32%, respectively) (y?=16, df=1,
p< .001) (Table 1). Follow-up analy-
ses showed no diagnostic or age-
group interaction effects on treat-
ment attendance.

Total number of appointments at-
tended. Overall, participants in the in-
tervention groups attended signifi-
cantly more psychiatric appointments
over the six months (>3+3) compared
with the usual care group (<2x3)
(F=7, df=1 and 111, p=.008) (Table
1). Follow-up analyses showed no di-
agnostic or age group interaction ef-

Table 1

Study sample characteristics and outcomes among veterans with severe
depression, substance use problems, or co-occurring depression and substance
problems randomly assigned to usual care or telephone-based referral care

management
Total Usual care  Interven-
(N=113) (N=56) tion (N=57)
Variable N % N % N % P
Demographic characteristic
Age (M+SD) 53+12 51+11 54+12 18
Male 108 96 52 93 56 98 .16
Married or with a partner 37 33 19 34 18 32 .79
Lives alone 18 16 8 14 10 18 91
Race
White 35 31 17 30 18 32 .88
Hispanic 3 3 1 2 2 4 51
Smoker 69 61 35 63 34 60 .75
Perceived support (loved and cared
for a great deal, highest value) 35 31 18 32 17 30 95
Paid employment 28 25 18 32 10 18 .11
Not making ends meet financially 56 50 32 57 24 42 11
Depression medication taken in the
past month 25 22 14 25 11 19 .79
Functioning (M+SD)
Mental health? 31+11 31+11 31+11 .90
Physical health? 37+12 39+12 36+12 18
Alcohol use
Drank alcohol in the past 3 months 92 81 45 80 47 83 .77
Total drinks in the past week (M+SD) 16+24 15+23 18+24 58
Binges in the past 3 months (M+SD) 27+34 25+32 29+35 .59
Ever used illicit drugs 77 68 38 68 39 68 .95
Psychiatric diagnosis
Major depressive disorder 90 80 43 7T 47 83 45
Drug abuse 30 27 14 25 16 28 .71
Alcohol abuse or dependence 51 45 24 43 27 47 52
Generalized anxiety 70 62 32 57 38 67 .30
Posttraumatic stress 64 57 30 54 34 60 .51
Mania 26 23 11 20 15 26 .40
Psychosis 22 20 12 21 10 18 .60
Panic disorder 20 18 12 21 8 14 .30
Six-month treatment outcome
Attended a psychiatric appointment ~ — 18 32 40 70 <.001
Total number of psychiatric
appointments kept (M+SD) — 2+3 3+3 .008

 Possible scores on the Medical Outcomes Study 12-item short form subscales range from 0 to 100,
with higher scores indicating better functioning.
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fects on the number of appointments
attended. Further, the intervention
effect remained significant when the
analyses independently controlled for
diagnostic and age group interaction
effects. When the total number of ap-
pointments kept was compared
among participants who attended at
least one appointment, there was no
significant difference between the in-
tervention (4+2) and the usual care
(4+3) groups.

Process outcomes. Among the in-
tervention participants, 48 (84%) suc-
cessfully completed the brief inter-
vention (number of phone calls
made=2=x1, with a range of one to five
phone calls), 18 (32%) required two
TBR-CM sessions, and nine (16%)
were unable to be contacted yet still
received reminder letters and phone
messages (mean number of calls
made 5x2, with a range of two to six
calls), significantly more than the
group that successfully completed the
brief intervention (F=37, df=1 and
55, p=<.001). Intervention partici-
pants who received the brief inter-
vention were significantly more likely
to attend their scheduled psychiatric
appointment (38 participants, or
79%), compared with intervention
participants who did not complete the
brief intervention (two participants,
or 22%) (y2=15, df=1, p<.001).

Discussion

This investigation has provided evi-
dence for the effectiveness of a clini-
cal intervention aimed at overcoming
the challenge of engaging primary
care patients into specialty psychiatric
care by improving motivation and re-
ducing perceived barriers to treat-
ment attendance. Data showed a
twofold increase in psychiatric ap-
pointment attendance among pa-
tients randomly assigned to the inter-
vention care group, which indicates
that TBR-CM can be an effective op-
tion for initiating psychiatric treat-
ment. Furthermore, the intervention
effect did not differ across diagnostic
or age groups, which demonstrates
that this intervention can be general-
izable across the represented diag-
nostic and age distributions. This
study demonstrates the utility of ex-
panding BMI and disease manage-
ment techniques to improve adher-
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ence to referral psychiatric care. Ear-
lier research has shown effectiveness
in reducing psychiatric symptomatol-
ogy (10,11,20-28) when using such
techniques but not specifically in im-
proving psychiatric referral care. Fur-
ther, the intervention by telephone
replicated the efficiency and success
of using telephone-based clinical
management (2,29).

Patients who received TBR-CM
were significantly more likely to at-
tend their initial psychiatric appoint-
ment, and they were also more likely
to have attended a greater number of
psychiatric appointments over the six
months after baseline. Further, inter-
vention group patients who complet-
ed the intervention session were
more likely to attend initial psychi-
atric appointments. The importance
of improving initial treatment en-
gagement was supported by evidence
showing that once engaged into treat-
ment, rates of continued attendance
did not differ across randomization
groups. As a result, TBR-CM func-
tioned by improving the likelihood of
attending the initial psychiatric ap-
pointment, as opposed to increasing
the overall number of appointments.
We would expect that psychiatric care
engagement produces better health
outcomes, because there are more
opportunities to receive necessary
treatment. However, this assumption
needs to be fully evaluated through
further research.

The efforts involved in the imple-
mentation of TBR-CM are important
to highlight. TBR-CM implementa-
tion minimally entails one extensive
phone session and one mailed letter.
Our study, however, indicates that a
range of one to six calls can be made,
with a higher number of contacts
made among patients who do not ul-
timately attend their treatment ap-
pointment. As a result, future studies
may benefit by focusing efforts on pa-
tients who can be successfully con-
tacted within two or three phone
calls. However, such a limitation
should be implemented with caution;
hard-to-reach patients represent an
important target group for interven-
tion effectiveness. Further, the strict
interpretation of the range of phone
calls as representing effort is limit-
ing, since total time spent on the

phone was not recorded and phone
calls without motivational enhance-
ment have been known to not im-
prove treatment adherence (1,12,
30). For instance up to two calls
made for the initial and follow-up
sessions are expected to take approx-
imately 30 minutes total. However,
in the case that only messages are
left and an intervention was not im-
plemented, six calls should not re-
quire more than ten minutes on the
phone total. In summary, future
studies need to evaluate the effec-
tiveness of implementing limited
contacts as part of the intervention,
record the total amount of effort (in
minutes) involved in the interven-
tion, and then evaluate whether the
program benefits outweigh the fiscal
costs of intervention delivery.

Although the TBR-CM interven-
tion clearly increased engagement in
psychiatric treatment in this sample,
this study involved a limited sample
consisting mostly of male veterans,
motivated and committed to the re-
search aims of the study. It is possible
that these results will not generalize
beyond this population, because vet-
erans are a unique participant popu-
lation and the PVAMC is a unique
health care system. Further research
is suggested to investigate whether
TBR-CM is equally beneficial to the
general population, specifically wom-
en, nonveterans, and individuals with
psychiatric symptoms outside of de-
pression and substance abuse. As a
result, future studies need to evaluate
TBR-CM effectiveness in a larger de-
mographically diverse population. Al-
so, further examination of study data
may provide useful information on
the specific participant characteristics
for those where the intervention
proved not successful, to identify in-
tervention barriers when initiating re-
ferral management.

Conclusions

The TBR-CM referral management
intervention increased attendance at
the initial scheduled psychiatric ap-
pointment and increased the total
number of psychiatric appointments
attended during the following six
months. TBR-CM can be tailored to a
wide array of individuals, shown by
the intervention’s effectiveness across
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diagnostic and age groups. Overall,
TBR-CM is a useful clinical service
for helping patients initiate psychi-
atric treatment and is a program that
can be incorporated into clinical care,
specifically in an integrative care
model such as the BHL.
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