PAGE  
24

	Social Research & Evaluation Pty Ltd

ACN 113 241 973; ABN 40 113 241 973

	PO Box 1355
	Phone: (02) 6231 8904

	Woden ACT 2606
	Mobile: 0416 231 890

	Australia
	Email: David.McDonald@gpo.com.au


Case management in the substance abuse field:
insights from the research literature

A report prepared for the 
Drug & Alcohol Policy Unit
ACT Health

by
David McDonald
Consultant in Social Research and Evaluation

24 May 2005

Contents

iiiExecutive summary


4Introduction


4Context and purpose


4Ambiguity


5History


6Further conceptual issues


6Definitions


8Models of case management


8Which models are really case management?


10Which models we include under ‘case management’ largely determines the answer to the question: does case management work?


11Research into case management outcomes


11Research challenges


12Evaluation research findings


12Comprehensive reviews generally find case management to have limited effectiveness


13Having designated case management staff in substance abuse treatment agencies failed to increase access to needed services in one large study


13Lessons from the mental health field: many approaches to case management are ineffective


15Case management in integrated mental health and substance abuse treatment programs


16Other insights into case management interventions for substance abuse


17Case management interventions for substance abuse in particular population groups


17Employment


18People living with HIV/AIDS


18Pregnant and post-partum women


19Adolescents discharged from residential treatment facilities


19People regularly found intoxicated in public


19Mental health, substance abuse and involvement in the criminal justice system


20Conclusions


20Where to from here?


22References




Executive summary

One of the priority actions in the ACT Alcohol, Tobacco and Other Drug Strategy 2004-2008 is to further develop case management, and the need for this is seen as particularly pressing with respect to people with multiple and complex needs. Prepared as a contribution to the process of establishing new policies and activities in case management, this paper presents insights from the published research literature, identifying and assessing how case management is used in the substance abuse sector, and with what results. 
Discussions of case management both in the literature and in everyday professional discourse in the substance abuse field are confusing and generally inconclusive. This reflects the ambiguity of the concept, its application in diverse settings and its ideological baggage. 
Many definitions of case management are available, though some writers prefer to describe the concept in terms of its functions, including assessment, planning, linkage, monitoring and advocacy. An important theme is that case management is an addition to good treatment, not a synonym or substitute for it.
A number of models of case management are described in the literature, most frequently the broker, clinical, assertive community treatment, intensive, strengths-based and rehabilitation models. Some of these come from the field of mental health and little is known about how they might transfer to the substance abuse field. Furthermore, which models we include under the term ‘case management’ largely determines the answer to the question: does case management work? This is because the limited evidence available provides support for the effectiveness of some models (particularly assertive community treatment and strengths-based approaches) but not for others.
The evaluation research literature is of varying quality, with few well-designed randomised controlled trials published. As a result, only cautious conclusions can be drawn about the outcomes of case management compared with interventions that do not include this modality.

It has been observed that ‘the popularity of case management is out of proportion to evidence of its effectiveness as an intervention’. Comprehensive reviews generally find case management to have little or no additional impacts compared with standard substance abuse treatment interventions. 
On the other hand, a number of studies, of varying quality, in substance abuse treatment settings have demonstrated that case management produces improved outcomes in particular population groups, including those with multiple and complex needs.

Both NSW and Victoria have new initiatives in this field that could usefully inform future developments in the ACT.

Despite the equivocal evaluation research evidence, the rationale for case management as part of substance abuse treatment is strong. This provides encouragement to further develop the intervention through careful research, and the ACT is well placed to undertake research in this area.

Introduction

Context and purpose

One of the priority actions in the ACT Alcohol, Tobacco and Other Drug Strategy 2004-2008 is in the area of case management. The initiative is described as follows

Case Management: to strengthen and increase case management of clients with complex needs, particularly those utilising pharmacotherapy treatments and develop and implement a case management framework and protocols both within the alcohol and drug sector and across sectors (e.g.: between health, education, housing and corrections) (Australian Capital Territory Government 2004, p. 43).
A number of steps have been initiated by ACT Health and the ACT Alcohol, Tobacco and Other Drugs Strategy Implementation and Evaluation Group to implement this policy. This paper is a component of that process, contribution to a systematic policy analysis of case management.

The paper presents insights from the published research literature, identifying and assessing how case management is used with clients with complex and multiple needs in the substance abuse sector, and with what results. In particular, it outlines what case management approaches are used in the drugs and related fields and what research evidence is available comparing case management to other approaches. It places a special focus on people with multiple and complex drug-related needs, including population groups of particular concern. 
Ambiguity

Discussions of case management both in the literature and in everyday professional discourse in the substance abuse field are confusing and generally inconclusive. This reflects the ambiguity of the concept, its application in diverse settings and the ideological and sometimes self-interested positions of its advocates and detractors. Australian writers Gursansky, Harvey & Kennedy (2003, p. 3) point out, for example, that ‘case management was the “buzz word” of the 1990s…and its currency is being maintained at the start of the new millennium’. They go on to argue, with justification, that:

Despite the continuing popularity of case management as a vehicle for service delivery, the debates about what it is, who needs it and under what conditions it is best provided are recurring themes in the literature and on the international conference circuits. The term ‘case management’ evokes a sense of understanding that is more elusive than is generally acknowledged. There is a perception of shared wisdom about case management that permeates the discourses and distracts us from the level of critical analysis that is sorely needed to develop knowledge and practice (loc. cit.).

and

[case management] is a policy-driven and management-focused approach that has gained currency because its intent has appeal to different stakeholders. The concept tantalizes many, but it remains elusive. It might be argued that there is much to be gained from the smokescreen that case management creates because the illusion of systematic remedy averts the critics from the inherent contradictions that plague contemporary human service and health delivery systems (op. cit., p. 20).

Considering the substance abuse field specifically, much confusion arises from the ‘everyone is doing it’ perspective. Most people involved in substance abuse treatment undertake client assessment, treatment and referral and some state that this (or perhaps the assessment and referral components) composes case management. That approach is unhelpful, however, in a systematic policy analysis. The task is to clarify what is distinct about case management in substance abuse treatment activity and to assess it on the basis of the evidence. Conflating ordinary substance abuse treatment activity and case management is problematic. 

An important theme from the research is that case management is an addition to good treatment, not a synonym for it nor a substitute for it (Mueser et al. 1998, p. 39). This was highlighted by a NSW Drug Summit discussion paper that detailed a ‘pyramid of needs’ (without providing empirical evidence for the percentages)

· approximately 60% of the treatment population’s needs will be met by brief  and early intervention – minimal management

· approximately 30% will be met by brief intervention and the development and application of a care plan and

· approximately 10% of the client population needs full case management services in addition to an ‘intensive, on-going drug treatment intervention’ (New South Wales Drug Summit Working Group 4 1999)
History

The origins of case management and its development over the decades is documented in a number of places (e.g. Ashery 1992; Austin & McClelland 2000; Gursansky, Kennedy & Harvey 2003; Siegal 1998). In brief, it comes primarily from the professions of social work (particularly social casework) and nursing. The deinstitutionalisation movement in mental health was an impetus to developing new ways of helping people make use of community services, and (particularly in the USA) case management developed in response to the needs of marginalised and difficult-to-work-with populations such as public inebriates, the homeless, chronically mentally ill people and those with HIV/AIDS, among others (Brindis & Theidon 1997). It has been suggested that, although case management is well developed in the area of community mental health, it developed separately in substance abuse services reflecting the long-standing separation of the two fields (Vanderplasschen et al. 2004, p. 913).

Broad social trends have also been important, especially (in some nations) the move to managed care with its inherent goal of cost-cutting; the new managerialism; and the ideological shift to the Right with its emphasis on the individual. In the context of case management and substance abuse, this has meant a move away from universal rights-based services and a shift towards individually-tailored services for people with particular needs (Gursansky, Kennedy & Harvey 2003). 

Case management is now firmly established in many sectors in Australia, including mental health, employment, housing, young at-risk parents, etc., as well as less firmly in the alcohol and other drugs (substance abuse) sector. 

Further conceptual issues

Definitions

As suggested above, if case management is an integral part of what substance abuse treatment professionals undertake in the everyday services provided to all or most of their clients (including assessment, treatment and referral) then we do not need the term ‘case management’ and certainly do not need a definition. In this conceptualisation, case management is simply part of good treatment. This approach, however, is not supported in contemporary literature nor management thinking.

Similarly, it is unhelpful and a source of confusion to label as case management the ancillary (psychosocial) services that should be routinely available in substance abuse pharmacotherapy programs for those clients who can benefit from them. While sound evidence exists as to their efficacy and effectiveness (Ward, Hall & Mattick 1998) they are an integral part of this treatment modality, not an additional service for clients with particular needs.
 
The current approach, as quantified in the NSW Drug Summit discussion paper cited above (1999), is that some substance abuse treatment clients—a minority—need additional services that can be labeled case management. These may be provided by the treatment agency itself, by another agency or by means of a collaboration between agencies. This type of case management has been defined by the Case Management Society of Australia (2004) in the following terms

Case management is a collaborative process of assessment, planning, facilitation and advocacy for options and services to meet an individual’s health needs through communication and available resources to promote quality cost-effective outcomes. 

This is a generic definition; others have been proposed specific to the substance abuse field. According to one source, an early definition was ‘that part of substance abuse treatment that provides ongoing supportive care to clients and facilitates linking with appropriate helping resources in the community’ (Vanderplasschen et al. 2004, p. 913). 

The AIHW Alcohol and Other Drug Treatment Services National Minimum Data Set has a ‘main treatment type’ data item ‘Support and case management only’, described as 

…support and case management offered to clients (e.g. treatment provided through youth alcohol and drug outreach services). This choice only applies where support and case management treatment is recorded as individual client data and the treatment activity is not included in any other category (Australian Institute of Health & Welfare nd).

Rather than attempt to coin a broadly acceptable definition, many find it preferable to list the functions carried out under case management in the context of substance abuse programs. Two typical lists follow

· assessment, planning, linkage, monitoring and advocacy (Siegal 1998)
· outreach; intake, assessment and goal setting; intervention planning and resource identification; linking clients; monitoring and reassessment; outcome evaluation; and advocacy (Brindis & Theidon 1997).

In reality, though, discussions of definitions do not take us very far unless we also identify the actual case management models that are subsumed by the definitions. Doing so helps to operationalise the definitions.

Models of case management

Three broad approaches to taxonomies of case management are found in the literature. The first is to list the functions of case management as illustrated in the previous section. The second is to draw attention to the organisational aspects while the third is the type of intervention.

Organisational structures for case management in the drugs field tend to fall into three types. In many cases, a single agency undertakes case management, either as its sole or dominant activity or as part of a suite of helping services including active treatment. In others, informal inter-agency teams are developed to address the needs of particular clients, often on a case-by-case basis. The third approach is to have standing, formal arrangements between agencies, perhaps based upon memoranda of understanding and with specific funding allocated for the purpose (Siegal 1998). 

The other taxonomy treats case management as a type of human service intervention. Its dimensions are the organisational arrangements for case management service delivery and the roles and functions of the various actors. This taxonomy, or set of models of intervention, are discussed next.

Which models are really case management?

While models are just that—descriptions of ideal types that may rarely be seen in pure form in real-world service settings (as contrasted to experimental research settings)—it is crucial that we identify the models before reviewing the research evidence as to the effectiveness of case management. This is because some prominent scholarly reviews that have concluded that case management has no benefits over standard treatment include within the scope of case management a different range of models from other reviews that conclude the opposite. 

Case management models have been usefully characterised by an analogy to three different types of support for travel

…travel agent model–where the professional just sits behind a desk offering advice; travel companion model–where someone goes with you but without any special expertise or training; and thirdly as travel guide model–where a person who will not only be there and do things with you, rather than doing things to you, but also has appropriate training, experience and expertise to know the most scenic routes, how to take short cuts without getting lost, how to reliably avoid the pitfalls, and to arrive reliably at the desired destination (Diamond & Kantor 1988, cited in Rosen & Teeson 2001, p. 732).

More specifically, a relatively small number of discrete models of case management interventions actually or potentially applicable to the substance abuse field are described in the recent literature. (Useful summaries may be found in Center for Substance Abuse Treatment 2005; Marshall et al. 1998; Mueser et al. 1998; Rosen & Teeson 2001; Siegal 1998; Vanderplasschen et al. 2004). The convergence of opinion is notable, with most reviewers listing essentially the same models. This is somewhat surprising, considering the diversity of approaches to case management in the real world, the overlap between models as they are actually implemented and the general lack of program fidelity that characterised much of the mental health and AOD field. 

It is acknowledged that the most systematically described case management models actually come from the mental health field. The issues involved in their translation to the substance abuse field have received scant attention in the published literature, leaving us without a sound set of descriptions of the models in the substance abuse treatment context.

The models are frequently conflated, so it is convenient here to use the relatively full taxonomy of Mueser et al. (1998) (who were writing about case management for people experiencing severe mental illness): the broker service model, the clinical case management model, the assertive community treatment model, the intensive case management model, the strengths-based model and the rehabilitation model. 

The broker or generalist model is the traditional approach, widely used in the substance abuse field, derived from social casework. It is an office-focused approach emphasises assessing client needs, referral to other agencies, co-ordination of services and monitoring of treatment. 

The clinical case management model is one in which the clinician responsible for treating the client using such interventions as counselling, psychotherapy and/or pharmacotherapy also provides a case management service similar to that described as the broker model.

The assertive community treatment model is probably the most fully documented and researched, primarily with respect to the community-based treatment of people with severe mental illness. It involves a multi-disciplinary team (e.g. psychiatrist, mental health nurse, social worker, case manager), low client:staff ratios (typically just 10:1 to 15:1), the services are provided in the clients’ homes and workplaces, not the clinics, 24 hour coverage, no time limits on services and, importantly, all team members providing the services rather than having individual responsibility for particular clients. In this model the case management and treatment are a single entity. As discussed below, whether assertive community treatment really is case management is hotly contested.

The intensive case management model is ill-defined. The term is generally used to refer to approaches to case management (particularly generalist/brokerage approaches) where small caseloads are found and the case manager has the time and other resources to work with the client in her or his community settings. An important contrast to the assertive community treatment model is that a team approach is not involved.

The strengths-based model also has a reasonably well developed research base in mental health. Unlike many other approaches to treatment, it focuses not on clients’ deficiencies or pathology but on their strengths, seeking to reinforce them and increase client self-determination. Services are provided on a one-to-one basis, generally in the community rather than in the office.

The rehabilitation model is only loosely defined in most sources, but shares the strengths approach of emphasising the attainment of the client’s own desires and goals rather than delivering a predetermined package of services. Its special focus is developing skills to function well in the community, to be well-affiliated to the community, and creating environmental changes to help meet the clients’ needs. 

Which models we include under ‘case management’ largely determines the answer to the question: does case management work?

In the next section we discuss the research evidence about the efficacy and effectiveness of case management. Its conclusion is that, on balance, the research evidence provides little support for increased efficacy and effectiveness of case management compared with standard interventions modalities. 

On the other hand, assertive community treatment of severe mental illness has been demonstrated to be highly effective–possibly the most effective intervention currently available in community mental health (Marshall & Lockwood 1998; Rosen & Teeson 2001). If this model transfers to the substance abuse field with similar results, and is considered to be a form of case management, then the conclusions of some reviewers (e.g. Siegal 1998) that case management is efficacious and effective, are sound.  

Research into case management outcomes

Research challenges

Despite the popularity of case management in the substance abuse treatment field, and its implementation being mandated in many jurisdictions across the world, very little quality research evidence on its efficacy and effectiveness, let alone its cost-effectiveness and cost-benefit, exists to guide policy makers and practitioners. Much of what is taken to be the evidence base is inferred from research in the mental health field. 

Policy reviews of case management in the substance abuse field frequently include the statement that there have been no randomised controlled trials (RCTs) in this field. While this is not strictly correct, the fact is that very few large, well-controlled studies have been conducted and published. As a result, we are lacking a sound evidence base for case management, as the RCT is recognised as the gold standard for demonstrating causality–showing that the intervention caused the outcome. Evidence-based practice in the area of treatment of medical and behavioural problems including substance abuse relies heavily on RCTs, as shown by the increasing number of Cochrane Collaboration systematic reviews being published in this field (Cochrane Collaboration 2005). Many of the published observational studies of case management have levels of systematic bias, confounding and interaction between variables (Rothman & Greenland 1998) that make their interpretation difficult.

The lack of high quality research is surprising, as case management for alcohol and other drug problems has been commonplace for approaching 20 years. It is acknowledged, though, that research in this area presents many challenges such as the following (sources include Center for Substance Abuse Treatment 2005; Grech 2002; Ridgely & Willenbring 1992; Siegal 1998; Vanderplasschen et al. 2004)
· It is very difficult to separate out the effects of the case management model used from the context within which the case management programs are developed and implemented 

· The lack of specificity of the evaluand (the thing being evaluated) is problematic: many case management interventions are not clearly defined with respect to their aims, their implementation processes and their program logic; too often the ‘black box’ approach to psychosocial treatment dominates

· Much of the US outcome research occurs in abstinence-oriented programs whereas much of the European research operates in a harm minimisation environment, making comparisons difficult 

· It usually needs some years to properly bed down a case management program and another couple of years to research it, meaning a significant investment of resources 

· Lack of robustness of implementation, and lack of program fidelity, plague the AOD field generally and the case management area specifically. This makes carefully controlled research very difficult, but reflects the realties of the field and some of the limitations of the contributions of the dominant research paradigm

· Controlling for confounders, including the varying levels of skill of different case managers, is a particular challenge.

These and related issues are not absolute impediments to good process and outcome research. A great need exists for carefully controlled research into case management in the substance abuse field, particularly investigating how promising models developed in mental health may be transferred, perhaps in modified forms, to the real-life situations in which people with substance abuse-related problems are assisted. 

Evaluation research findings

In this section I draw attention to the published research findings on case management with particular reference to its application to the substance abuse field, including case management for people with multiple and complex needs. 

Comprehensive reviews generally find case management to have limited effectiveness

In many nations, case management programs have been implemented without evidence for their effectiveness. Over a decade ago, scholars reviewing the field for the US Center for Substance Abuse Treatment noted that

Many have commented that the popularity of case management is out of proportion to evidence of its effectiveness as an intervention…Although evaluation in the mental health field has been developed further than in most others, the findings there are neither comprehensive nor widely generalizable (Ridgely & Willenbring 1992, p. 22).

Six years later, in the same organisation’s Treatment Improvement Protocol Comprehensive case management for substance abuse treatment, the authors reached similar conclusions

Researchers have only recently begun to assess the effectiveness of case management. Studies conducted thus far have suffered from significant methodological problems…Much of the research in case management has been conducted in the mental health field…Reviews of its effectiveness are mixed… Few studies have been undertaken on case management in the substance abuse field, and it is difficult to generalize the findings of those studies that have (Siegal 1998).

A year 2000 publication from the same source reached a similar conclusion with respect to services for people with HIV/AIDS

While there has clearly been a trend in substance abuse treatment programs toward integrating case management into the repertoire of interventions…, there is still little information about the outcome of such interventions with substance abusers, especially those with HIV/AIDS… (Batki & Selwyn 2000).

A wide-ranging recent review concluded

In summary, as opposed to case management for persons with mental illness, little information is available about crucial features of distinct models and their effectiveness for specific substance abusing populations…Compared with case management for persons with mental illness, case management for persons with substance abuse disorders has fairly little evidence available for effectiveness (Vanderplasschen et al. 2004, pp. 919, 920).

These guarded summations all come from papers that reach positive conclusions about case management for substance abuse suggesting that, despite the limited evidence for effectiveness, many feel that case management has an important place in substance abuse services. 

Having designated case management staff in substance abuse treatment agencies failed to increase access to needed services in one large study

In 2004 an important study was published which leads one to further question this intervention. Friedmann and colleagues (2004) conducted a study to ascertain whether or not having designated case management staff facilitates delivery of comprehensive medical and psychosocial services in substance abuse treatment programs. It entailed a multilevel, prospective cohort study of 2,829 clients admitted to substance abuse treatment programs in the USA. Program directors reported whether or not their programs had staff designated as case managers and, following discharge, clients reported on their receipt of nine supplementary services during the period of treatment. The study found that

…program-level availability of designated case managers increased client-level receipt of only 2 of 9 services, and exerted no effect on service comprehensiveness, compared to programs that did not have designated case managers (p. 86)

leading the authors to conclude that

…the present findings do not support the notion that designated case management staff in addiction treatment programs facilitate comprehensive service delivery better than ordinary staff across disparate systems of care. Furthermore, interaction terms [in the statistical analysis] do not suggest that designated case management staff are more effective in delivering services specifically to individual clients who need them.

These results contradict several smaller studies in which strong case management interventions augmented service utilization…In the real world, case management may lack the standardization, rigor, and focus of interventions developed for research protocols. In addition, general treatment staff appear to assume case management functions in the absence of designated case management staff (pp. 93-4).

…The weak relationship between designated case management staffing and receipt of comprehensive medical and psychosocial services has potentially significant policy implications…[This] would suggest that policies and programs to augment case management staffing alone might not be the most efficient way to increase clients’ access to these important services (p. 95).

This study has been quoted at some length as it is contemporary, very large, methodologically sound, used clients’ own reports on their experiences rather than those of the case management staff, and was based on actual experience with case management in diverse, realistic settings.

Lessons from the mental health field: many approaches to case management are ineffective

As stated above, little high quality research has been conducted into case management for people experiencing substance abuse-related problems. This contrasts with the mental health field where case management is much further developed. 

Systematic reviews into case management for people with severe mental disorders have been undertaken by Marshall and colleagues and published by the Cochrane Collaboration (Marshall et al. 1998; Marshall & Lockwood 1998). Only randomised controlled trials (the gold standard for demonstrating causality) were included. The first investigated the broad question of the efficacy of case management in this population. It concluded as follows

Case management ensures that more people remain in contact with psychiatric services (one extra person remains in contact for every 15 people who receive case management), but it also increases hospital admission rates. Present evidence suggests that case management also increases duration of hospital admissions, but this is not certain. Whilst there is some evidence that case management improves compliance, it does not produce clinically significant improvement in mental state, social functioning, or quality of life. There is no evidence that case management improves outcome on any other clinical or social variables. Present evidence suggests that case management increases health care costs, perhaps substantially, although this is not certain. In summary, therefore, case management is an intervention of questionable value, to the extent that it is doubtful whether it should be offered by community psychiatric services. It is hard to see how policy makers who subscribe to an evidence-based approach can justify retaining case management as ‘the cornerstone’ of community mental health care (Marshall et al. 1998, p. 1).

What is crucial to note here is Marshall and colleagues’ definition of case management: it included studies of the broker, clinical, intensive and strengths-based models of case management but excluded assertive community treatment (ACT). The review argues persuasively why ACT should not be considered case management: ACT ‘emphasises team working and team responsibility–the vital link being between the team and the client group (not between individual team members and particular clients)’ and ‘ACT teams attempt to remain faithful to a specified model…whereas case management practice is guided only by broad theoretical concepts’ (Marshall & Lockwood 1998, pp. 2-3). This Cochrane systematic review is supported by another demonstrating the relative effectiveness of assertive community treatment (op. cit.). 

The British Medical Journal published an editorial written by Marshall, based upon an earlier version of his review. Under the provocative title ‘Case management: a dubious practice’, it stated

There are at least 13 randomised controlled trials of assertive community treatment in the world literature, 12 of which have found the approach beneficial when compared with routine management. There are at least nine randomised controlled trials of standard case management and two well designed non-randomised controlled studies, all but one of which have largely negative findings. Curiously, the whole thrust of community care policy in Britain is towards the implementation of standard case management by another name.

...Case management, a practice with little justification, has displayed an astounding ability to flourish in the age of evidence based medicine. There is a simple explanation for case management’s immunity to scientific analysis: in Britain it is no longer just an intervention, but a government policy (Marshall 1996, pp. 523, 524)
Australian researchers Rosen and Teeson (2001) have taken issue with this summation, arguing that 

There is strong evidence for the efficacy effectiveness and cost-effectiveness of case management in psychiatry, the closer it conforms to active and assertive community treatment models…On the evidence, assertive community treatment case management is one of the most effective interventions in psychiatry today’ (p. 731, my emphasis). 

Rapp (1998) also concludes that case management is effective in community mental health services insofar as it applies the assertive community treatment and strengths-based approaches, but is ineffective with respect to the brokerage and rehabilitation models. Mueser et al.’s comprehensive review also finds some support for assertive community treatment and intensive case management (ICM) in the community-based treatment of severe mental illness but caution that, while having moderately beneficial impacts on symptomatology and quality of life, ‘most studies suggest little effect of ACT and ICM on social functioning, arrest and time spent in jail, or vocational functioning’ (Mueser et al. 1998, p. 37). 

A recent British review article (Grech 2002) points out that, in the UK where case management (the Care Programme Approach) is mandated by legislation in mental health services, researchers have concluded that ‘the policy of advocating intensive case management for patients with severe psychosis is not supported’ (Byford et al. 2000 cited in Grech 2002). The author raises the proposition that the conflicting outcomes observed in different settings (including between the USA and Britain) ‘may be more due to social and political factors than clinical outcomes between models’ (op. cit.). This is the important issue of context, mentioned above.

At issue, then, is what is included and what is excluded from the concept of case management. A reasonably strong evidence base exists for interventions in the community assisting people with severe mental disorders when assertive community treatment and strengths-based approaches are applied. If assertive community treatment is excluded from the scope of case management then the evidence for the effectiveness of case management is severely weakened.

Case management in integrated mental health and substance abuse treatment programs

It is well-known that mental health and substance abuse disorders frequently co-occur and people in this position tend to have particularly poor outcomes (Johnson 2000; Teesson & Proudfoot 2003). One response is the development of integrated treatment approaches in which both disorders are treated simultaneously rather than in parallel (by different therapists) or sequentially. Case management is frequently part of integrated treatment. While only a limited amount of research has been published assessing its effectiveness, the findings are not promising.
 
Two review conducted in recent years found that, while most studies of integrated treatment ‘yielded disappointing results’, a small number of recent studies held more promise, and that case management (particularly the assertive outreach approach) was one of a number of features apparently associated with program effectiveness (Drake et al. 1998; Drake & Mueser 2000). 

These positive findings are not corroborated by others. A recent Cochrane systematic review of the small number of published randomised controlled studies (Jeffery et al. 2000) has concluded that

People with severe mental health problems, offered additional substance misuse treatment, should be aware that there is no evidence for the effectiveness of such supplementary treatment. Nor is there evidence supporting, or refuting the use of ‘dual diagnosis’ programmes. If encouraged, or even legally bound, to receive such additional integrated or non-integrated treatment, it would be difficult to justify this outside of the context of well-designed evaluative research (p. 10). 

Furthermore, policy makers should be aware (they conclude) that 

There is no evidence that extra resources, required to deliver substance misuse treatment integrated with mental health care for people with severe mental health problems will lead to benefit. The current interest in specialist integrated programmes based on the New Hampshire approach (the integrated ACT-based method seen in Drake-NH’shire 98) should be accompanied by rigorous service evaluation, preferably in controlled trials (loc. cit.).

These findings have been replicated in a qualitative review by Australian researchers who concluded that ‘The findings are equivocal with regard to the superior efficacy of integrated approaches to treatment, although the many limitations of the studies need to be considered in our understanding of this finding’ (Donald, Dower & Kavanagh 2005, p. 1371). 

The significance of these reviews for our current purposes is that case management is usually seen as part of integrated approaches to co-occurring mental health and substance abuse disorders, but is not well-supported by research in that area.

Other insights into case management interventions for substance abuse

The section following this one briefly reviews evidence on the role of case management in addressing substance abuse with respect to specific population groups. Before turning to that topic, however, I draw attention to a number of studies of case management effectiveness that are of interest. Although not randomised controlled trials, each was conducted in a real-life agency situation, providing insights into the kinds of research outcomes that might be expected from careful studies that might be developed in Australia to add to the evidence base.

The strengths-based case management model is helpful

The strengths perspective of case management has demonstrated usefulness as an adjunct to treatment as it remedies the problematic features of the medical model, particularly its emphasis on individual pathology/deficits. This approach improves compliance with, and retention in, treatment (Siegal et al. 1995).

Case management improves client retention in treatment and reduces short-term relapse 

A retrospective cohort study was used to study clients discharged from four different types of treatment modalities. Case management was a low-cost enhancement that improved short-term outcomes of the substance abuse treatment programs (Shwartz et al. 1997).

Active case management referrals from a central intake service produced good outcomes

A study of a central intake facility compared the standard referral process (simply providing to clients the contact details of recommended treatment facilities) with an enhanced service labelled as ‘case management’ which entailed providing practical assistance to the clients to actually get to the treatment agency. This included paying for transport and meeting the agencies’ fees, along with continuing encouragement and follow-up. The case management clients had higher rates of actually enrolling in treatment, remaining in treatment and had better treatment outcomes with respect to alcohol and other drug use (Mejta et al. 1997).

Clinical case management as an adjunct to out-patient treatment improved outcomes

All clients in this study received standard, group-based, abstinence-oriented, outpatient drug abuse counselling, approximately twice weekly. The intervention group was assigned a case manager in addition to the counselor. This person provided access to pre-contracted support services from community agencies such as drug free housing, medical care, legal referral, and parenting classes. At six month follow-up the case management clients showed superior improvements in alcohol use and social functioning (McLellan et al. 1999). 

Case management interventions for substance abuse in particular population groups

The discussion so far has dealt with the role of case management in assisting people with substance abuse problems in general. In this section we briefly consider the application of case management to identified population groups. This reflects the fact that particular interest exists in applying this intervention modality to people with multiple and complex needs and who are in population groups with special needs. 

Detailed discussions in this area may be found in the two US-published Treatment Improvement Protocols (TIPs) cited above: TIP 27, 1998: Comprehensive case management for substance abuse treatment, and TIP 42, 2005: Substance abuse treatment for persons with co-occurring disorders. 

A useful summary is provided by Sorensen (2003, pp. 134-5)
In the last decade, encouraging program descriptions have been published about case management for drug-abusing client groups, including pregnant women in drug treatment, homeless women, people with comorbid substance abuse and mental health problems, methadone maintained patients, and drug users in the community... 

Recently, several studies with quasi-experimental designs indicated that case management holds promise when implemented in drug abuse treatment programs. Patients receiving case management stayed in treatment longer and were less likely to be admitted to detoxification; showed more improvement in alcohol use, medical status, employment, family relations, and legal status than patients not receiving case management; showed increased retention in substance abuse treatment; and showed improvement on a variety of measures compared to a similar group not receiving integrated services. 

The results of controlled clinical trials with active substance users, however, have been mixed. Two studies with positive results found that patients randomly assigned to case management were more likely to enter drug abuse treatment. One study found improvements in case managed over comparison patients during case management, but differences diminished during a follow-up year. A trial with dual diagnosis patients found that case management resulted in positive change compared with a 12-step approach, yet it was not superior to behavioral skills training. Results of a less positive trial did not find differences between patients in usual aftercare vs. case management, but a cluster analysis suggested a useful role for case management as an adjunct to conventional treatment. Negative findings include a study that experienced difficulties engaging and retaining parolees in case management and one study that pointed out case management is unlikely to have positive effects ‘unless appropriate and effective outpatient and community services are available’ [references removed]. 

The following paragraphs are intended to provide an indication of the types of studies undertaken with particular population groups, and their findings. It is intended to be illustrative, not exhaustive, and reflects the general absence of review articles covering case management in particular groups of people with multiple and complex needs. 

Employment

Participation in the workforce is an issue for substance abuse treatment services’ clients. A well-controlled study of the provision of strengths-based case management to veterans in both in-patient and out-patient substance abuse treatment, in addition to the standard treatment regime, was conducted in the USA. All clients were offered the services of a vocational rehabilitation counsellor in addition to the primary treatment. Half received additional strengths-based case management services focusing on diverse life domains in addition to work training/employment. While both the case-managed and non-case managed groups showed improvements in their employment status following treatment, the former group showed additional improvements in employment and other areas of social functioning. The authors conclude that ‘These findings support the value of case management generally, and strengths-based case management specifically’ (Siegal et al. 1996).

People living with HIV/AIDS

Many people living with HIV/AIDS, who also have substance abuse problems, have multiple and complex needs. A randomised controlled trial was conducted among people in a San Francisco public hospital who received either brief contact and referral treatment or that treatment followed by 12 months of case management (Sorensen et al. 2003). The case management provided was described as being a hybrid of the brokerage and a full-service approaches. The investigators concluded that

We found little to indicate that case management was superior to brief contact, although participants improved over time, no significant differences were observed between those receiving brief contact vs. case management…

The overall improvement during the course of the study is consistent with positive program reports of case management with drug abusing populations…Indeed, if the present study had not used a control group, we could have concluded that case management was effective (p. 144).

The authors concluded that improved outcomes for the case management clients could possibly have been attained with a different approach to case management, one that stressed linking clients to substance abuse treatment programs and supporting them in contacting and entering such programs (for example, as reported by Mejta et al. 1997).

Pregnant and post-partum women

Two uncontrolled observational studies sought to evaluate case management services for pregnant and post-partum women with co-occurring substance abuse problems. In one, 225 pregnant women received a case management service which entailed home visits, telephone counselling, transportation and referral. The investigators found that all the women who received the service contacted a substance abuse treatment center and 56 per cent obtained treatment during pregnancy. They concluded that case management, including the provision of transport to attend treatment, contributes significantly to retention in substance abuse treatment during pregnancy (Laken & Ager 1996).  

An intensive case management program was provided to pregnant and post-partum women during and after residential substance abuse treatment for an extended, unlimited time period. Most of the women were crack cocaine users, and the case management included the use of support groups. An uncontrolled observational study showed that the women receiving these services improved on all indicators measured, namely drug use, employment, arrests, incarceration, birth weight of their babies and social support. The investigators conclude that ‘Although the findings of this study are not conclusive because no control group was employed, the results are encouraging and supportive of a growing body of literature that suggests that pregnant and postpartum polydrug-using women can be responsive to case-managed, intensive intervention, with aftercare support’ (Lanehart et al. 1996).

Adolescents discharged from residential treatment facilities

A recent randomised controlled study investigated providing case management and other services to adolescents following one to three months of residential treatment for substance abuse (Godley et al. 2002). They were randomly assigned to receive either (a) the standard service which was referral for continuing care to local community providers or (b) to Assertive Continuing Care which included a specially designed treatment intervention called the Adolescent Community Reinforcement Approach along with assignment for 90 days to a case manager. The case management services included linking the clients to needed services, monitoring lapses and attendance at other services, advocacy for the clients and ‘social support for coping with lapses and other challenging issues’. It was found that the adolescents receiving the enhanced Assertive Continuing Care service had better engagement, retention and short-term substance abuse outcomes compared with the standard care clients. The study design was such that it is not possible to differentiate between the relative impacts of the case management components of the intervention compared with the other forms of enhanced services.

People regularly found intoxicated in public

A randomised controlled study investigated the outcomes of intensive case management with ‘homeless chronic public inebriate clients’ (Cox et al. 1998). The case management intervention was outreach mainly encompassing system advocacy and linkage activities and aimed to improve participants’ financial and residential stability and to reduce their alcohol use. Case management was provided for the full two years of the project. The findings were that the case managed group had significantly better outcomes compared with the control group in the three areas targeted by the intervention: total income from public sources, nights spent in ‘own place’ and days drinking. Although pleasing results were observed in these three domains, they were not generalised to other domains such as mental health, interpersonal functioning and physical health.

Mental health, substance abuse and involvement in the criminal justice system

The combination of problems in mental health, substance abuse and criminal offending is frequently seen in clients of all three intervention sectors. A recent randomised controlled study (Cosden et al. 2003) investigated the contribution of the assertive community treatment (ACT) approach to assisting this population. (It will be recalled that major differences of opinion exist as to whether or not assertive community treatment is a form of case management at all (see, for example, Marshall 1996; Rosen & Teeson 2001).) The project being evaluated aimed to break the cycle of adults with serious mental illnesses remaining in the community, untreated, and committing offences leading to imprisonment. A ‘mental health treatment court’ program was used. Study participants were mentally ill people admitted to a county jail who were randomly assigned to the mental health treatment court program or to receive the usual treatment, namely adversarial criminal procedures and less intensive mental health treatment. The study found, at 12 months follow-up, that participants in both groups improved in life satisfaction, distress and independent living, while participants in the mental health treatment court showed reductions in substance abuse and new criminal activity as well. 

Conclusions

Readers expecting clear-cut answers to questions such as ‘does case management work?’ and ‘what forms of case management are most appropriate for what types of agency clients’ will be disappointed by this review. It has highlighted the fact that, despite 20 years of implementation of case management generally, and some years of its application to people with multiple and complex needs that include substance abuse problems, only limited conclusions as to its efficacy and effectiveness can be drawn, and none regarding its cost-effectiveness and cost-benefit.

The published attempts to evaluate the diverse literature in the field have generally reached negative or, at best, cautious conclusions. Much of what is undertaken in the name of case management, where case management is a type of intervention different from and additional to normal treatment, seems to have little or no additional positive impacts. The approaches most frequently used in the substance abuse treatment field, brokerage/generalist and clinical case management, have consistently been found wanting in the findings of evaluation research. On the other hand, two specific case management approaches, assertive community treatment and strengths-based approaches, hold real promise. (Whether or not assertive community treatment is actually case management or a separate intervention modality seems more an issue of taxonomy than of substance.)

On the other hand, when one looks at individual studies, it is not difficult to find some well-designed, controlled trials in which case management was demonstrated to have produced client outcomes superior to those resulting from standard treatment. These generally employed assertive community treatment or strengths-based approaches and have covered a wide range of domains, including participants with multiple and complex needs.

What cannot be teased out with certainty is the extent to which the broadly pessimistic findings reflect the lack of high quality research or the actual failure of case management to deliver the hoped-for results. The relatively small number of well-designed, well-controlled trials in this field means that we cannot be dogmatic about either the strengths or weaknesses of case management.

Despite the equivocal research evidence, the rationale for case management as part of the substance abuse field is strong. In the words of the US Center for Substance Abuse Treatment, it is assumed that case management is an effective adjunct to substance abuse treatment for the following reasons

First, retention in treatment is associated with better outcomes, and a principal goal of case management is to keep clients engaged in treatment and moving toward recovery. Second, treatment may be more likely to succeed when a client’s other problems are addressed concurrently with substance abuse. Case management focuses on the whole individual and stresses comprehensive assessment, service planning, and service coordination to address multiple aspects of a client’s life. Comprehensive substance abuse treatment often requires that clients move to different levels of care or systems; case management facilitates such movement (Siegal 1998).

Where to from here?

The strong rationale for case management with clients with multiple and complex needs which include substance abuse problems, along with the mixed evidence about its usefulness, means that any continuation or expansion of case management should be undertaken carefully, and in a manner that builds upon the existing (albeit limited) research evidence base. We need to look critically at case management, being conscious of the problems of using this catch-all term without having a clear understanding of what the intervention actually comprises. We also need to work out where it is best applied and research the processes of implementing it, and its outcomes, in a variety of settings.

Some issues stand out (from the literature) as potential challenges for any such expansion, especially the potential risk that case management becomes just one more piece of a fragmented service system (Vanderplasschen et al. 2004). Its potential for cost-shifting is also an issue.

As mentioned above, case management was addressed in some detail at the 1999 NSW Drug Summit (New South Wales Drug Summit Working Group 4 1999). One outcome was the establishment, within the NSW Health Drug Program Council, of a sub-committee to review case management and recommend on its role (Pierce 2003). It is understood that the sub-committee’s work is well advanced. A related NSW initiative is the development, under the guidance of NADA (the NSW Network of Alcohol and Other Drug Agencies) of a new case management training package for AOD workers (McConachy 2004). 
Also of interest is the establishment, in Victoria, of the Responding to People with Multiple and Complex Needs Project within the Department of Human Services. It entails a number of initiatives including new legislation (the Human Services (Complex Needs) Act 2003), a regional gateway referral process, a new Multiple and Complex Needs Panel chaired by Professor Margaret Hamilton, a multidisciplinary assessment service, the appointment of a care plan coordinator, the implementation of an intensive case management service and an evaluation of the initiative. Details may be found at <http://www.dhs.vic.gov.au/complexclients/index.htm>. 

Both the NSW and Victorian initiatives could inform future developments in the ACT.

Finally, noting that the ACT Alcohol, Tobacco and Other Drug Strategy 2004-2008 classified the enhancement of case management as a priority and that the evidence base for moving in this direction is mixed, it is suggested that the ACT is ideally suited to initiating one or more carefully designed studies of case management aiming to produce better outcomes for substance-abuse affected people with complex and multiple needs. Such interventions should be in addition to existing services (not a substitute for them) and ideally would be conducted in both the public and non-government sectors. Both process and outcome issues need researching.
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� 	In this context, ‘efficacy’ is the extent to which an intervention produces favourable outcomes under ideally controlled conditions such as in a randomised controlled trial. ‘Effectiveness’ is the extent to which an intervention produces favourable outcomes under usual or everyday conditions (National Health and Medical Research Council (Australia), 2000, p. 98).


� 	Why the qualifier ‘health’ is used in the definition is unclear.


� 	Earlier this year (2005) the US Center for Substance Abuse Treatment published a 557 page Treatment Improvement Protocol on ‘Substance abuse treatment for persons with co-occurring disorders’. It acknowledges the limitations of the currently available interventions, but none-the-less identifies case management as an important component of these dual diagnosis interventions. 





