
BackgroundBackground It isunclearwhyintensiveIt isunclearwhyintensive

casemanagement (ICM) failed to reducecasemanagement (ICM) failed to reduce

hospitalisation inthe UK700 trial.hospitalisation inthe UK700 trial.

AimsAims To investigate outcomeTo investigate outcome

generation in the UK700 trial.generation inthe UK700 trial.

MethodMethod Aqualitative investigationwasAqualitative investigationwas

undertaken in one UK700 centre.undertaken in one UK700 centre.

ResultsResults Both intensive and standardBoth intensive and standard

casemanagementpractised individualcasemanagementpractised individual

casework, employed assertive outreachcasework, employed assertive outreach

with comparable frequency, andwith comparable frequency, and

performed similarly inthe out-patientperformed similarly inthe out-patient

managementof emergencies and in-managementof emergencies and in-

patientdischarge.However,ICMwaspatientdischarge.However,ICMwas

advantaged inmanaging somenon-advantaged inmanaging somenon-

compliance andundertaking caseworkcompliance andundertakingcasework

that preventedpsychiatric emergencies.that preventedpsychiatric emergencies.

Absence ofteam-basedmanagement andAbsence ofteam-basedmanagement and

bureaucratisedaccessto socialcarelimitedbureaucratisedaccess to socialcarelimited

the impactofthese differences onthe impactofthese differences on

outcomes and the effective practice ofoutcomes and the effective practice of

assertive outreach, althoughthiswasassertive outreach, althoughthiswas

relevantto only a sub-population ofrelevantto only a sub-population of

patients.patients.

ConclusionsConclusions The impactof ICMwasThe impactof ICMwas

underminedbyorganisational factors.underminedbyorganisational factors.

Sensitive anticipatorycasework, whichSensitive anticipatorycasework, which

prevents psychiatric emergencies, mayprevents psychiatric emergencies, may

make ICMmore effective than anmake ICMmore effective than an

exclusive focus on assertive outreach.Ourexclusive focus on assertive outreach.Our

findings demonstrate the value offindings demonstrate the value of

qualitative research in evaluatingcomplexqualitative research in evaluatingcomplex

interventions.interventions.
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Doubts about the effectiveness of caseDoubts about the effectiveness of case

management for people with severe mentalmanagement for people with severe mental

illness were expressed when the careillness were expressed when the care

programme approach (CPA) was intro-programme approach (CPA) was intro-

duced in the UK (Anonymous, 1995;duced in the UK (Anonymous, 1995;

Marshall, 1996) and evidenced by sys-Marshall, 1996) and evidenced by sys-

tematic review (Marshalltematic review (Marshall et alet al, 2002). The, 2002). The

UK700 case management trial assessedUK700 case management trial assessed

whether enhanced outcomes could bewhether enhanced outcomes could be

achieved under CPA by reducing case-loadachieved under CPA by reducing case-load

size. The trial tested the hypothesis thatsize. The trial tested the hypothesis that

reducing CPA case-loads to 10–15 patientsreducing CPA case-loads to 10–15 patients

(intensive case management) would result(intensive case management) would result

in less hospitalisation. It was argued thatin less hospitalisation. It was argued that

the intensive case management team wouldthe intensive case management team would

be able to practise assertive outreach morebe able to practise assertive outreach more

extensively because of their reduced case-extensively because of their reduced case-

load and that this would contribute toload and that this would contribute to

the hypothesised difference in outcomethe hypothesised difference in outcome

(Burns(Burns et alet al, 1999). Brief training in asser-, 1999). Brief training in asser-

tive outreach was given to the intensive casetive outreach was given to the intensive case

management team (Burnsmanagement team (Burns et alet al, 1999)., 1999).

However, the findings did not support theHowever, the findings did not support the

hypothesis (Burnshypothesis (Burns et alet al, 1999), and the, 1999), and the

impact of assertive outreach on outcomesimpact of assertive outreach on outcomes

remains unclear (Tyrer, 2000).remains unclear (Tyrer, 2000).

METHODMETHOD

Overview and aimsOverview and aims

We implemented a 2-year qualitativeWe implemented a 2-year qualitative

investigation in parallel to the UK700 trialinvestigation in parallel to the UK700 trial

in one centre (St Mary’s/St Charles). Thein one centre (St Mary’s/St Charles). The

aims were to identify the mechanisms byaims were to identify the mechanisms by

which UK700 trial outcomes were gener-which UK700 trial outcomes were gener-

ated and to investigate the nature andated and to investigate the nature and

impact of forms of assertive casework (withimpact of forms of assertive casework (with

or without outreach) upon the UK700or without outreach) upon the UK700

outcomes.outcomes.

The UK700 trialThe UK700 trial

The UK700 trial has been describedThe UK700 trial has been described

elsewhere (Burnselsewhere (Burns et alet al, 1999; UK700, 1999; UK700

Group, 1999). In brief, patients with psy-Group, 1999). In brief, patients with psy-

chosis aged 16–65 years who had at leastchosis aged 16–65 years who had at least

two prior in-patient admissions weretwo prior in-patient admissions were

randomly allocated to either standard caserandomly allocated to either standard case

management (case-load 1:30–35) or inten-management (case-load 1:30–35) or inten-

sive case management (case-load 1:10–15).sive case management (case-load 1:10–15).

The trial tested the hypothesis that inten-The trial tested the hypothesis that inten-

sive case management would achievesive case management would achieve

shorter duration of hospitalisation (primaryshorter duration of hospitalisation (primary

outcome) over a 2-year follow-up periodoutcome) over a 2-year follow-up period

(UK700 Group, 1999). Assertive outreach(UK700 Group, 1999). Assertive outreach

and case-loads of 1:10–15 are characteristicand case-loads of 1:10–15 are characteristic

of assertive community treatment – anof assertive community treatment – an

alternative approach to case managementalternative approach to case management

with a more secure evidence base (Marshallwith a more secure evidence base (Marshall

& Lockwood, 2002). However, the trial& Lockwood, 2002). However, the trial

did not evaluate a full-fidelity assertivedid not evaluate a full-fidelity assertive

community treatment intervention (Steincommunity treatment intervention (Stein

& Santos, 1998) and did not formally& Santos, 1998) and did not formally

compare assertive and non-assertive casecompare assertive and non-assertive case

management (Burnsmanagement (Burns et alet al, 1999)., 1999).

Qualitative investigationQualitative investigation

The qualitative work had two components.The qualitative work had two components.

The first was a thematic interview survey ofThe first was a thematic interview survey of

19 case managers (8 practising standard19 case managers (8 practising standard

and 11 practising intensive case manage-and 11 practising intensive case manage-

ment) in post during the 2-year studyment) in post during the 2-year study

period starting in December 1995period starting in December 1995

(Table 1). The second involved longitudi-(Table 1). The second involved longitudi-

nal, patient-based case studies. We investi-nal, patient-based case studies. We investi-

gated case management practice for agated case management practice for a

sample of patients receiving either intensivesample of patients receiving either intensive

or standard case management. Qualitativeor standard case management. Qualitative

research conventionally employs purposiveresearch conventionally employs purposive

sampling to ensure representation of thesampling to ensure representation of the

range and diversity of the study population.range and diversity of the study population.

However, in the context of the trial weHowever, in the context of the trial we

opted for a stratified, quota samplingopted for a stratified, quota sampling

design with random case selection (Fig. 1).design with random case selection (Fig. 1).

We sampled 40 cases, but 1 intensive man-We sampled 40 cases, but 1 intensive man-

agement case was lost to follow-up by theagement case was lost to follow-up by the

UK700 study and also excluded from theUK700 study and also excluded from the

case study population. Findings are there-case study population. Findings are there-

fore based on an analysis of 39 cases (19fore based on an analysis of 39 cases (19

intensive, 20 standard case management).intensive, 20 standard case management).

Owing to staff turnover the median numberOwing to staff turnover the median number

of case managers allocated to a patientof case managers allocated to a patient

during the study period was 3 (range 1–9)during the study period was 3 (range 1–9)

and a total of 77 case manager interviewsand a total of 77 case manager interviews

were completed (42 standard, 35 intensivewere completed (42 standard, 35 intensive

case management). Interviews were com-case management). Interviews were com-

pleted with 30 patients (15 standard, 15pleted with 30 patients (15 standard, 15

intensive case management) and localintensive case management) and local

authority social workers (known as ‘careauthority social workers (known as ‘care

managers’) in all 24 cases where they weremanagers’) in all 24 cases where they were

involved (11 standard, 13 intensive).involved (11 standard, 13 intensive).

Qualitative interviewsQualitative interviews

Interviews were based on topic lists draftedInterviews were based on topic lists drafted

after a literature review and refinedafter a literature review and refined

progressively during fieldwork. Question-progressively during fieldwork. Question-

ing was structured by the interviewering was structured by the interviewer
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(T.W.) to cover key themes, but was also(T.W.) to cover key themes, but was also

responsive to issues emerging from respon-responsive to issues emerging from respon-

dents’ accounts. Thematic interviews withdents’ accounts. Thematic interviews with

case managers covered case managementcase managers covered case management

practice and process, inter-agency working,practice and process, inter-agency working,

and the relationship between workingand the relationship between working

context, case management process andcontext, case management process and

primary outcome. Case study interviewsprimary outcome. Case study interviews

investigated similar themes, but alsoinvestigated similar themes, but also

obtained chronological, multi-perspectiveobtained chronological, multi-perspective

accounts of each patient’s managementaccounts of each patient’s management

during the study period. We employed aduring the study period. We employed a

‘critical incident’ approach (Pryce-Jones,‘critical incident’ approach (Pryce-Jones,

1993) to assess factors in each case influen-1993) to assess factors in each case influen-

cing the level of success in managing bothcing the level of success in managing both

psychiatric emergencies and duration ofpsychiatric emergencies and duration of

admission.admission.

AnalysisAnalysis

Interviews were tape-recorded, transcribedInterviews were tape-recorded, transcribed

and downloaded for online coding andand downloaded for online coding and

analysis using QSR NUD*IST (Scolari/analysis using QSR NUD*IST (Scolari/

Sage, 1998). The coding of data operatedSage, 1998). The coding of data operated

at three levels. First, each transcript wasat three levels. First, each transcript was

retained as an individual data source (orretained as an individual data source (or

case) and coded throughout using trialcase) and coded throughout using trial

randomisation variables (case, treatmentrandomisation variables (case, treatment

group, referral source), patient demo-group, referral source), patient demo-

graphics (gender, ethnicity) and servicegraphics (gender, ethnicity) and service

characteristics (number and characteristicscharacteristics (number and characteristics

of case managers). As with any quantitativeof case managers). As with any quantitative

database, this coding facilitated analysisdatabase, this coding facilitated analysis

within and between the groups – notablywithin and between the groups – notably

between standard and intensive case man-between standard and intensive case man-

agement cases. Second-level codes wereagement cases. Second-level codes were

descriptive categories used to label themesdescriptive categories used to label themes

identified in sub-sections of a transcript.identified in sub-sections of a transcript.

These codes related to research questionsThese codes related to research questions

(e.g. management of psychiatric emergen-(e.g. management of psychiatric emergen-

cies, admission, assertive casework) or werecies, admission, assertive casework) or were

‘theoretical’, in that they reflected our‘theoretical’, in that they reflected our

conceptual approach, which sought toconceptual approach, which sought to

understand outcome generation throughunderstand outcome generation through

investigation of the case managementinvestigation of the case management

process; for example, assessment, care plan-process; for example, assessment, care plan-

ning, monitoring and review were codingning, monitoring and review were coding

categories. Third-level codes were eithercategories. Third-level codes were either

descriptive sub-categories of level-twodescriptive sub-categories of level-two

codes (e.g. assertive casework strategies)codes (e.g. assertive casework strategies)

or emergent themes identified through theor emergent themes identified through the

analysis (e.g. mechanisms acting on theanalysis (e.g. mechanisms acting on the

frequency and duration of admission). Bothfrequency and duration of admission). Both

of the above examples are described in theof the above examples are described in the

findings.findings.

We used this framework to code trans-We used this framework to code trans-

cripts online and employed the cross-cripts online and employed the cross-

reference, search and text retrieval facilitiesreference, search and text retrieval facilities

of NUD*IST to interrogate the data.of NUD*IST to interrogate the data.

Second- or third-level codes were appliedSecond- or third-level codes were applied

to ‘units’ of text of at least one paragraph.to ‘units’ of text of at least one paragraph.

This minimised the loss of ‘context’ whenThis minimised the loss of ‘context’ when

analysing the text yielded by onlineanalysing the text yielded by online

searches. The analysis of the thematicsearches. The analysis of the thematic

interviews had the following objectives:interviews had the following objectives:

(a)(a) to describe how case managersto describe how case managers

perceived their roles and practised caseperceived their roles and practised case

management;management;

(b)(b) to identify formative influences uponto identify formative influences upon

case management practice;case management practice;

(c)(c) to identify differences and similaritiesto identify differences and similarities

between standard and intensive casebetween standard and intensive case

management.management.

Analysis of the case studies involved theAnalysis of the case studies involved the

compilation of case dossiers, comprisingcompilation of case dossiers, comprising

multi-perspective accounts of the chronol-multi-perspective accounts of the chronol-

ogy of each case. These dossiers wereogy of each case. These dossiers were

analysed to describe casework, and toanalysed to describe casework, and to

develop a typology of assertive strategies.develop a typology of assertive strategies.

We then investigated evidence about theWe then investigated evidence about the

positive or negative impact that key aspectspositive or negative impact that key aspects

of the context and case management prac-of the context and case management prac-

tice (identified through the above analysis)tice (identified through the above analysis)

had upon the primary outcome (admis-had upon the primary outcome (admis-

sion). We compared the effectiveness ofsion). We compared the effectiveness of

standard and intensive case managementstandard and intensive case management

in preventing or managing psychiatricin preventing or managing psychiatric

emergencies and the extent to which admis-emergencies and the extent to which admis-

sion of patients was avoided or minimised.sion of patients was avoided or minimised.

In all cases evidence of positive or negativeIn all cases evidence of positive or negative

impact was only considered where dataimpact was only considered where data

triangulation provided corroboration fromtriangulation provided corroboration from

two or more sources (i.e. two or more casetwo or more sources (i.e. two or more case

managers, care managers and/or themanagers, care managers and/or the

patient; supporting case-note evidence;patient; supporting case-note evidence;

and/or the reporting of multiple eventsand/or the reporting of multiple events

suggestive of a pattern within the case).suggestive of a pattern within the case).

RESULTSRESULTS

Thematic interview surveyThematic interview survey

Casework roles and practiceCasework roles and practice

All case managers expressed a consensusAll case managers expressed a consensus

that the aims of case management werethat the aims of case management were

patient engagement, improved health andpatient engagement, improved health and

social function, and reduced admission.social function, and reduced admission.

They regarded comprehensive assessmentThey regarded comprehensive assessment

of patient needs and provision of a needs-of patient needs and provision of a needs-

led service as the key mechanisms forled service as the key mechanisms for

achieving these aims. Case managersachieving these aims. Case managers

recognised the usefulness of assertive out-recognised the usefulness of assertive out-

reach, but only as a strategy of last resortreach, but only as a strategy of last resort

when preferred ‘consensual’ managementwhen preferred ‘consensual’ management

approaches became unsustainable becauseapproaches became unsustainable because

of significant non-compliance. Caseof significant non-compliance. Case

managers felt obliged to address assessedmanagers felt obliged to address assessed

patient need themselves (individual case-patient need themselves (individual case-

work). In responding to needs that fellwork). In responding to needs that fell

outside their disciplinary training, caseoutside their disciplinary training, case

managers described two options: tomanagers described two options: to

negotiate interventions from other individ-negotiate interventions from other individ-

uals or agencies (brokerage), or to take onuals or agencies (brokerage), or to take on

clinical casework roles not normally asso-clinical casework roles not normally asso-

ciated with their discipline (genericism).ciated with their discipline (genericism).

All case managers (both standard andAll case managers (both standard and

intensive) reported practising individualintensive) reported practising individual

casework and most adopted both generic-casework and most adopted both generic-

ism and brokerage at times. However, indi-ism and brokerage at times. However, indi-

vidual casework coupled with genericismvidual casework coupled with genericism

appeared to be the dominant approach.appeared to be the dominant approach.

Formative influencesFormative influences

There was recognition that being a caseThere was recognition that being a case

manager involved a degree of encroachmentmanager involved a degree of encroachment

4 3 84 3 8

Table1Table1 Profile of respondents in the investigation of themodels of standard and intensive casemanagementProfile of respondents in the investigation of themodels of standard and intensive casemanagement

Professional backgroundProfessional background Total of staff interviewedTotal of staff interviewed

nn

Permanent staffPermanent staff

nn

Temporary staffTemporary staff

nn

Standard teamStandard team

Communitypsychiatric nurseCommunitypsychiatric nurse 66 55 11

Non-qualified (nursing auxiliary)Non-qualified (nursing auxiliary) 22 11 11

Intensive teamIntensive team

Communitypsychiatric nurseCommunitypsychiatric nurse 44 22 22

Occupational therapistOccupational therapist 22 11 11

PsychologistPsychologist11 22 22

Social workerSocial worker22 11 11

Non-qualifiedNon-qualified33 22 11 11

TotalTotal 1919 1212 77

1. Throughout the study period psychologists on the team held posts split between the casemanagement team (0.5)1. Throughout the study period psychologists on the team held posts split between the casemanagement team (0.5)
and the local sector team (0.5).and the local sector team (0.5).
2. Temporary National Health Service appointment of a worker trained in the European Union.Did not have care2. Temporary National Health Service appointment of a worker trained in the European Union.Did not have care
management responsibilities.management responsibilities.
3. Includes psychology graduates and occupational therapist (OT) trainee.Note: two permanent staff (1OT,1non-3. Includes psychology graduates and occupational therapist (OT) trainee.Note: two permanent staff (1OT,1non-
qualified) started the study period working full-time, but returned to part-time posts after takingmaternity leave.qualified) started the study period working full-time, but returned to part-time posts after takingmaternity leave.
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upon the traditional roles of other profes-upon the traditional roles of other profes-

sionals. However, the administration andsionals. However, the administration and

monitoring of medication was not onlymonitoring of medication was not only

fundamental to the management of mostfundamental to the management of most

patients, but also a clinical function thatpatients, but also a clinical function that

only community psychiatric nurses (CPNs),only community psychiatric nurses (CPNs),

could legitimately perform. Consequently,could legitimately perform. Consequently,

CPNs were often called upon to administerCPNs were often called upon to administer

medication to patients on the case-loads ofmedication to patients on the case-loads of

non-CPNs and they bore disproportionatenon-CPNs and they bore disproportionate

responsibility for assertive outreach toresponsibility for assertive outreach to

patients who were non-compliant withpatients who were non-compliant with

medication. Assertive outreach was seenmedication. Assertive outreach was seen

as difficult and stressful. This underminedas difficult and stressful. This undermined

teamwork in both standard and intensiveteamwork in both standard and intensive

case management teams because CPNs per-case management teams because CPNs per-

ceived limited scope for reciprocal workingceived limited scope for reciprocal working

arrangements.arrangements.

Comparison of standard and intensive caseComparison of standard and intensive case
management practicemanagement practice

The majority of case managers in bothThe majority of case managers in both

standard and intensive case managementstandard and intensive case management

interpreted casework as an individualinterpreted casework as an individual

rather than a team responsibility and feltrather than a team responsibility and felt

obliged to practise generic casework inobliged to practise generic casework in

order to provide needs-led interventions.order to provide needs-led interventions.

Team-based management of patients didTeam-based management of patients did

not emerge in either the intensive or thenot emerge in either the intensive or the

standard case management teams. How-standard case management teams. How-

ever, the teams reported different expec-ever, the teams reported different expec-

tations about the outcomes they couldtations about the outcomes they could

achieve with patients. The intensive caseachieve with patients. The intensive case

management team felt a greater pressuremanagement team felt a greater pressure

of expectation to achieve more in terms ofof expectation to achieve more in terms of

rehabilitation. However, they sometimesrehabilitation. However, they sometimes

reported a tendency to overcommit them-reported a tendency to overcommit them-

selves, difficulty in defining appropriateselves, difficulty in defining appropriate

boundaries to their work and problems set-boundaries to their work and problems set-

ting clinical objectives that matched theirting clinical objectives that matched their

potential for intensive casework.potential for intensive casework.

Case studiesCase studies

Models of caseworkModels of casework

Individual casework was reported inIndividual casework was reported in

virtually all case studies, but a genericvirtually all case studies, but a generic

approach was described in only 16 of 39approach was described in only 16 of 39

cases (8 standard, 8 intensive). There werecases (8 standard, 8 intensive). There were

a number of reasons.a number of reasons.

(a)(a) In approximately half of the sample theIn approximately half of the sample the

patients were compliant and theirpatients were compliant and their

major social needs were met. Whethermajor social needs were met. Whether

under standard or intensive caseunder standard or intensive case

management, these cases receivedmanagement, these cases received

comparable low-to-medium intensity,comparable low-to-medium intensity,

non-generic monitoring and usuallynon-generic monitoring and usually

recorded positive outcomes.recorded positive outcomes.

(b)(b) Staff turnover: in some cases, initialStaff turnover: in some cases, initial

management involved a genericmanagement involved a generic

approach that was not sustained afterapproach that was not sustained after

reallocation. Sometimes this wasreallocation. Sometimes this was

because non-recurrent needs were metbecause non-recurrent needs were met

(e.g. resolving benefit problems).(e.g. resolving benefit problems).

However, case managers who adoptedHowever, case managers who adopted

an initial generic approach andan initial generic approach and

addressed the patient’s practical andaddressed the patient’s practical and

financial needs often enjoyed a dividendfinancial needs often enjoyed a dividend

in terms of improved engagement. Thisin terms of improved engagement. This

helped sustain rehabilitative caseworkhelped sustain rehabilitative casework

and reduced the need for assertive case-and reduced the need for assertive case-

work. It was difficult for a subsequentwork. It was difficult for a subsequent

case manager to achieve a similarcase manager to achieve a similar

clinical relationship with the patient.clinical relationship with the patient.

(c)(c) The involvement of care managers andThe involvement of care managers and

commissioned social care services –commissioned social care services –

4 3 94 3 9

Fig.1Fig.1 Selection of case study sample, case characteristics and extent of available qualitative data. Stage1: patients were stratified by treatment group to which theySelection of case study sample, case characteristics and extent of available qualitative data. Stage1: patients were stratified by treatment group to which they

were randomised in theUK700 trial. Stage 2: each treatmentgroupwas stratifiedby in-patient/out-patient status at randomisation to produce four cells. Stage 3: 10 caseswere randomised in theUK700 trial. Stage 2: each treatmentgroupwas stratifiedby in-patient/out-patient status at randomisation to produce four cells. Stage 3: 10 cases

were selected at random from each cell, controlledbyminimum^maximumquotas for African^Caribbean patients and phase of recruitment.We ensuredproportionatewere selected at random from each cell, controlledbyminimum^maximumquotas for African^Caribbean patients andphase of recruitment.We ensuredproportionate

representation of African^Caribbean patients (whose outcomes were subject to secondary hypotheses) and cases randomised at different phases in the recruitmentrepresentation of African^Caribbean patients (whose outcomes were subject to secondary hypotheses) and cases randomised at different phases in the recruitment

process (owing to the potential for longitudinal changes in casemanagement practice).Case selectionwas random, but we rejected a case if itmeant defined quotas forprocess (owing to the potential for longitudinal changes in casemanagement practice).Case selectionwas random, but we rejected a case if it meant defined quotas for

the above variables were notmet in each cell. (Phase in recruitment: 2^4 cases from each quartile divided according to the chronological rank order of randomisation;the above variables were notmet in each cell. (Phase in recruitment: 2^4 cases from each quartile divided according to the chronological rank order of randomisation;

African^Caribbean: 2^4 cases.) Random case selection satisfied African^Caribbean quotas but substitution by repeated random selectionwas required in 2/40 cases toAfrican^Caribbean: 2^4 cases.) Random case selection satisfied African^Caribbean quotas but substitution by repeated random selectionwas required in 2/40 cases to

meet phase of recruitment quotas (i.e. substitutemeet phase of recruitment quotas (i.e. substitute aa replaced1case selected atreplaced1case selected at bb, 1case at, 1case at cc substituted for a case atsubstituted for a case at dd). Stage 4: Data collection.One intensive caseman-). Stage 4: Data collection.One intensive caseman-

agement case (*) was lost to follow-up and excluded from the outcome group in theUK700 trial analysis.Very limited qualitative data about this casewere obtained and itagement case (*) was lost to follow-up and excluded from the outcome group in the UK700 trial analysis.Very limited qualitative data about this casewere obtained and it

was also dropped from the qualitative case study population. Findings are therefore based on an analysis of 39 cases (19 intensive, 20 standard casemanagement).was also dropped from the qualitative case study population. Findings are therefore based on an analysis of 39 cases (19 intensive, 20 standard casemanagement).

Stage 5: completed interviews.The UK700 main outcome analysis used data from189/201cases from the St Mary’s/St Charles’ site.Stage 5: completed interviews.The UK700 main outcome analysis used data from189/201cases from the St Mary’s/St Charles’ site.

https://doi.org/10.1192/bjp.183.5.437 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.183.5.437


WEAVER ET ALWEAVER ET AL

particularly hostels – limited the role ofparticularly hostels – limited the role of

the case manager.the case manager.

(d)(d) Non-compliance increased the need forNon-compliance increased the need for

assertive outreach. Case managersassertive outreach. Case managers

reported that assertive outreach under-reported that assertive outreach under-

mined patient engagement and the sortmined patient engagement and the sort

of therapeutic alliance required toof therapeutic alliance required to

practise generic casework, particularlypractise generic casework, particularly

at an intensive level.at an intensive level.

Internal brokerage was rarely reported (1Internal brokerage was rarely reported (1

standard management case), althoughstandard management case), although

external brokerage – mostly through careexternal brokerage – mostly through care

management – was more common (12 ofmanagement – was more common (12 of

39 cases).39 cases).

Assertive caseworkAssertive casework

In nearly half of the case study populationIn nearly half of the case study population

((nn¼18; standard case management 8,18; standard case management 8,

intensive 10) patients were reported to beintensive 10) patients were reported to be

compliant with medication and appoint-compliant with medication and appoint-

ments and not to need any form of assertivements and not to need any form of assertive

casework. Non-compliance by the remain-casework. Non-compliance by the remain-

ing 21 patients required varying forms ofing 21 patients required varying forms of

assertive casework.assertive casework.

Patients exhibiting episodic or serialPatients exhibiting episodic or serial

non-compliance with appointments (non-compliance with appointments (nn¼5;5;

standard case management 3, intensive 2)standard case management 3, intensive 2)

were generally compliant with medication,were generally compliant with medication,

or their compliance was maintainedor their compliance was maintained

through counselling. In these cases assertivethrough counselling. In these cases assertive

monitoring was practised, but typicallymonitoring was practised, but typically

involved relatively infrequent scheduledinvolved relatively infrequent scheduled

appointments. This did not appear to beappointments. This did not appear to be

difficult for either intensive or standarddifficult for either intensive or standard

case management workers to implement.case management workers to implement.

Episodic or serial non-compliance withEpisodic or serial non-compliance with

medication (medication (nn¼7; standard case manage-7; standard case manage-

ment 4, intensive 3) posed more problems,ment 4, intensive 3) posed more problems,

especially when associated with rapidespecially when associated with rapid

relapse, increased elusiveness or aggression.relapse, increased elusiveness or aggression.

In these cases periodic assertive and inten-In these cases periodic assertive and inten-

sive (i.e. frequent) monitoring was required.sive (i.e. frequent) monitoring was required.

An important factor influencing the successAn important factor influencing the success

of ‘episodic assertiveness’ was the closenessof ‘episodic assertiveness’ was the closeness

of monitoring when patients were stable.of monitoring when patients were stable.

This could break down in either team owingThis could break down in either team owing

to staff turnover, but the standard case man-to staff turnover, but the standard case man-

agement team were generally disadvantagedagement team were generally disadvantaged

by virtue of their lower frequency of con-by virtue of their lower frequency of con-

tact. However, experienced standard casetact. However, experienced standard case

management workers who had the abilitymanagement workers who had the ability

to identify early signs of relapse and a great-to identify early signs of relapse and a great-

er self-confidence about acting indepen-er self-confidence about acting indepen-

dently to initiate management change diddently to initiate management change did

accommodate episodic increases in the fre-accommodate episodic increases in the fre-

quency of contact with individual patientsquency of contact with individual patients

by effective time management and displace-by effective time management and displace-

ment of routine casework. Three cases (2ment of routine casework. Three cases (2

standard, 1 intensive) were characterisedstandard, 1 intensive) were characterised

by persistent non-compliance with medi-by persistent non-compliance with medi-

cation and elusive non-compliance withcation and elusive non-compliance with

appointments. These patients had relativelyappointments. These patients had relatively

high levels of social functioning, were dis-high levels of social functioning, were dis-

inclined to present themselves at services,inclined to present themselves at services,

and were prone to slow, insidious relapse.and were prone to slow, insidious relapse.

Even intensive case management workersEven intensive case management workers

reported difficulty finding sufficient timereported difficulty finding sufficient time

to monitor these patients effectively whento monitor these patients effectively when

the responsibility was not shared with col-the responsibility was not shared with col-

leagues and no other agency had sufficientleagues and no other agency had sufficient

contact to provide effective monitoring. Incontact to provide effective monitoring. In

all three cases it proved difficult to sustainall three cases it proved difficult to sustain

a consistent assertive approach. Monitoringa consistent assertive approach. Monitoring

broke down, patients relapsed and lengthybroke down, patients relapsed and lengthy

admissions were recorded (patient A: oneadmissions were recorded (patient A: one

admission, 121 days; patient B: three admis-admission, 121 days; patient B: three admis-

sions, 133 days; patient C: four admissions,sions, 133 days; patient C: four admissions,

231 days).231 days).

Some patients exhibited persistent non-Some patients exhibited persistent non-

compliance with medication with non-compliance with medication with non-

elusiveness or frequent chaotic presentationelusiveness or frequent chaotic presentation

at services. The majority of patients whoat services. The majority of patients who

were persistently non-compliant with medi-were persistently non-compliant with medi-

cation were also non-compliant withcation were also non-compliant with

appointment systems, but neverthelessappointment systems, but nevertheless

tended to present frequently at servicestended to present frequently at services

permitting close monitoring without out-permitting close monitoring without out-

reach (reach (nn¼6; standard case management 3,6; standard case management 3,

intensive 3). These patients were oftenintensive 3). These patients were often

described as ‘chaotic’ and required time-described as ‘chaotic’ and required time-

intensive, highly assertive casework. Work-intensive, highly assertive casework. Work-

ers using intensive case management wereers using intensive case management were

better placed to sustain a high level ofbetter placed to sustain a high level of

contact but they did not perceive this ascontact but they did not perceive this as

making a significant impact on primarymaking a significant impact on primary

outcomes. The patients’ chaotic natureoutcomes. The patients’ chaotic nature

often generated a need for crisis manage-often generated a need for crisis manage-

ment and both intensive and standard casement and both intensive and standard case

management workers could be drawn intomanagement workers could be drawn into

very reactive casework. Interventions relatedvery reactive casework. Interventions related

to medical compliance and other relapseto medical compliance and other relapse

risk factors such as substance misuse tendedrisk factors such as substance misuse tended

to dominate casework and effectivelyto dominate casework and effectively

precluded more rehabilitative casework.precluded more rehabilitative casework.

Did assertive casework affect the primaryDid assertive casework affect the primary
outcome?outcome?

For intensive case management to achieve aFor intensive case management to achieve a

significant lower mean duration of in-significant lower mean duration of in-

patient stay than standard case manage-patient stay than standard case manage-

ment, intensive case managers would needment, intensive case managers would need

to achieve one, or more, of the following:to achieve one, or more, of the following:

(a)(a) enhanced out-patient management, resul-enhanced out-patient management, resul-

ting in fewer psychiatric emergencies;ting in fewer psychiatric emergencies;

(b)(b) enhanced management of psychiatricenhanced management of psychiatric

emergencies, so that fewer wereemergencies, so that fewer were

resolved by patient admission;resolved by patient admission;

(c)(c) enhanced discharge planning, whichenhanced discharge planning, which

ensured that in-patients wereensured that in-patients were

discharged quickly once their symp-discharged quickly once their symp-

toms had been managed.toms had been managed.

Is there any evidence that enhanced out-patientIs there any evidence that enhanced out-patient
management resulted in fewer psychiatric emer-management resulted in fewer psychiatric emer-
gencies?gencies? Figure 2 shows that there wasFigure 2 shows that there was

evidence in 7 standard management casesevidence in 7 standard management cases

that potential emergencies were averted atthat potential emergencies were averted at

least once in the study period (althoughleast once in the study period (although

emergencies did occur in each case at an-emergencies did occur in each case at an-

other time). There was just 1 case whereother time). There was just 1 case where

no significant emergency was reportedno significant emergency was reported

during the study period, but this was notduring the study period, but this was not

attributed to preventive casework. A differ-attributed to preventive casework. A differ-

ent pattern was observed among intensiveent pattern was observed among intensive

management cases. There were 5 cases inmanagement cases. There were 5 cases in

which no significant emergency (and nowhich no significant emergency (and no

admission) was reported in the entire studyadmission) was reported in the entire study

period. In 4 of these cases this was attribu-period. In 4 of these cases this was attribu-

ted to preventive casework. In a further 7ted to preventive casework. In a further 7

cases, evidence suggested that emergenciescases, evidence suggested that emergencies

were prevented at certain times althoughwere prevented at certain times although

not for the full duration of the study period.not for the full duration of the study period.

Table 2 shows that proactive caseworkTable 2 shows that proactive casework

involving action that was sensitive to indi-involving action that was sensitive to indi-

vidual circumstances and that anticipatedvidual circumstances and that anticipated

crises had particularly positive effects incrises had particularly positive effects in

both samples. This is exemplified by careboth samples. This is exemplified by care

managers securing or maintaining accom-managers securing or maintaining accom-

modation (4 standard management cases,modation (4 standard management cases,

6 intensive). Thorough medical review,6 intensive). Thorough medical review,

involving extended observation of patients,involving extended observation of patients,

was reported to be critical in 1 standardwas reported to be critical in 1 standard

management case and 3 intensive manage-management case and 3 intensive manage-

ment cases. The intensive case managementment cases. The intensive case management

team was better able to undertake thisteam was better able to undertake this

work with the thoroughness needed towork with the thoroughness needed to

achieve an enduring preventive effect. Theachieve an enduring preventive effect. The

standard case management workers werestandard case management workers were

more likely to be deflected from this case-more likely to be deflected from this case-

work by other patients who were activelywork by other patients who were actively

experiencing some form of emergency. Theexperiencing some form of emergency. The

most common explanations for the absencemost common explanations for the absence

of positive impact were difficult-to-engage,of positive impact were difficult-to-engage,

non-compliant and/or elusive patients (3non-compliant and/or elusive patients (3

standard, 6 intensive cases), poor engage-standard, 6 intensive cases), poor engage-

ment (3 standard cases) and discontinuityment (3 standard cases) and discontinuity

of management (2 standard cases). Someof management (2 standard cases). Some

difficult-to-engage intensive case manage-difficult-to-engage intensive case manage-

ment patients reported non-compliance withment patients reported non-compliance with

appointments because they were intolerantappointments because they were intolerant

of the more frequent contact attempted byof the more frequent contact attempted by

intensive management workers.intensive management workers.

Is there anyevidence that enhancedmanagementIs there anyevidence thatenhancedmanagement
ofpsychiatricemergenciesresultedin fewerbeingofpsychiatricemergenciesresultedin fewerbeing
resolved by hospital admission?resolved by hospital admission? In 17 casesIn 17 cases

(8 standard, 9 intensive case management)(8 standard, 9 intensive case management)
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there was evidence that potential admissionthere was evidence that potential admission

had been averted during psychiatric emer-had been averted during psychiatric emer-

gencies and in 8 of these (4 standard, 4gencies and in 8 of these (4 standard, 4

intensive) this proved sufficient to maintainintensive) this proved sufficient to maintain

patients in the community throughout thepatients in the community throughout the

study period (Fig. 2). Table 2 showsstudy period (Fig. 2). Table 2 shows

that positive outcomes were most oftenthat positive outcomes were most often

associated with assertive casework inassociated with assertive casework in

response to episodic or serial non-response to episodic or serial non-

compliance (6 standard, 8 intensive).compliance (6 standard, 8 intensive).

Examples of successful intervention suchExamples of successful intervention such

as rapid medical assessment emphasisedas rapid medical assessment emphasised

the importance of close monitoring andthe importance of close monitoring and

the reactive role of case managers. Com-the reactive role of case managers. Com-

plete avoidance of admission throughoutplete avoidance of admission throughout

the study period (despite recorded psy-the study period (despite recorded psy-

chiatric emergency) was achieved onlychiatric emergency) was achieved only

where informal carers or hostel staffwhere informal carers or hostel staff

provided a high level of home support (3provided a high level of home support (3

standard, 2 intensive management).standard, 2 intensive management).

Figure 2 shows that potentially prevent-Figure 2 shows that potentially prevent-

able admissions occurred in both groupsable admissions occurred in both groups

but were more commonly reported amongbut were more commonly reported among

standard management cases (10/15standard management cases (10/15 v.v. 4/104/10

intensive management cases). The main fac-intensive management cases). The main fac-

tors explaining the failure to avoid preven-tors explaining the failure to avoid preven-

table admission were a breakdown of closetable admission were a breakdown of close

monitoring caused by change of casemonitoring caused by change of case

manager (6 standard, 3 intensive) andmanager (6 standard, 3 intensive) and

delays in securing social care servicesdelays in securing social care services

through care management (2 standard).through care management (2 standard).

Non-compliance in response to intensiveNon-compliance in response to intensive

casework may have been a contributorycasework may have been a contributory

factor in 2 intensive management cases.factor in 2 intensive management cases.

Is there any evidence that enhanced dischargeIs there any evidence that enhanced discharge
planning ensured that in-patients were dis-planning ensured that in-patients were dis-
charged quickly once their symptoms had beencharged quickly once their symptoms had been
managed?managed? Among the 25 cases in whichAmong the 25 cases in which

admissions were observed, there was evi-admissions were observed, there was evi-

dence of positive impact on the durationdence of positive impact on the duration

of admission in only 1 intensive manage-of admission in only 1 intensive manage-

ment case in which a predefined crisis carement case in which a predefined crisis care

plan had been developed (Table 2). Thereplan had been developed (Table 2). There

were 10 cases in which failures of case man-were 10 cases in which failures of case man-

agement had a negative impact upon theagement had a negative impact upon the

duration of admission (6 standard, 4 inten-duration of admission (6 standard, 4 inten-

sive). Two factors were identified: first,sive). Two factors were identified: first,

inappropriate and unsuccessful effortsinappropriate and unsuccessful efforts

to manage relapsing patients in theto manage relapsing patients in the

community without admission (2 standardcommunity without admission (2 standard

management, 2 intensive managementmanagement, 2 intensive management

4 414 41

Fig. 2Fig. 2 Comparison in the reported effectiveness of standard casemanagement (a) and intensive casemanagement (b) in preventing hospital admission in a sample ofComparison in the reported effectiveness of standard casemanagement (a) and i
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cases), and second, delayed dischargecases), and second, delayed discharge

owing to failure to secure hostel or otherowing to failure to secure hostel or other

accommodation (5 standard management,accommodation (5 standard management,

2 intensive management). There was a2 intensive management). There was a

strong consensus that the poor co-strong consensus that the poor co-

ordination and duplication of Nationalordination and duplication of National

Health Service, local authority and hostelHealth Service, local authority and hostel

assessments extended the duration of someassessments extended the duration of some

of the longest admissions recorded.of the longest admissions recorded.

DISCUSSIONDISCUSSION

We acknowledge certain limitations of theWe acknowledge certain limitations of the

study. First, despite employing stratifiedstudy. First, despite employing stratified

random sampling, as with all qualitativerandom sampling, as with all qualitative

research caution should be exercised inresearch caution should be exercised in

making any inference about the frequencymaking any inference about the frequency

with which the processes and case charac-with which the processes and case charac-

teristics we observed were representedteristics we observed were represented

within the target population. Althoughwithin the target population. Although

numbers of case studies exhibiting givennumbers of case studies exhibiting given

characteristics have been cited, this ischaracteristics have been cited, this is

merely to provide illustration of their distri-merely to provide illustration of their distri-

bution within the qualitative sample.bution within the qualitative sample.

Second, qualitative data were collected atSecond, qualitative data were collected at

one of four UK700 sites. We cannot beone of four UK700 sites. We cannot be

certain that the processes we observed werecertain that the processes we observed were

present at all sites or that other processespresent at all sites or that other processes

would not have been observed in other siteswould not have been observed in other sites

and non-experimental settings. Not-and non-experimental settings. Not-

withstanding these limitations, our findingswithstanding these limitations, our findings

have major significance for the inter-have major significance for the inter-

pretation of the UK700 findings and servicepretation of the UK700 findings and service

development.development.

Inter-disciplinary relationsInter-disciplinary relations

The trial required workers to define appro-The trial required workers to define appro-

priate ‘case management’ roles and in sopriate ‘case management’ roles and in so

doing challenged traditional specialisms.doing challenged traditional specialisms.

This had an important informative influ-This had an important informative influ-

ence on case management practice. Inence on case management practice. In

attempting to resolve the resultant inter-attempting to resolve the resultant inter-

disciplinary tensions a dominant notiondisciplinary tensions a dominant notion

about casework emerged, which was thatabout casework emerged, which was that

each case manager practised individual,each case manager practised individual,

one-to-one casework, working genericallyone-to-one casework, working generically

if patient need dictated. As a consequenceif patient need dictated. As a consequence

limited brokerage was practised in eitherlimited brokerage was practised in either

team. The case studies suggested the failureteam. The case studies suggested the failure

to develop team-based management ofto develop team-based management of

patients limited the potential of intensivepatients limited the potential of intensive

case management to manage psychiatriccase management to manage psychiatric

emergencies without admission.emergencies without admission.

Assertive treatment and outreachAssertive treatment and outreach

The UK700 study is commendable for mon-The UK700 study is commendable for mon-

itoring model fidelity, but although thisitoring model fidelity, but although this

confirmed that intensive case managementconfirmed that intensive case management

achieved an increase in patient contactachieved an increase in patient contact

(Burns(Burns et alet al, 2000), it neither explained, 2000), it neither explained

why this failed to achieve improved out-why this failed to achieve improved out-

comes nor assessed the implementation ofcomes nor assessed the implementation of

assertive outreach (Tyrer, 2000).assertive outreach (Tyrer, 2000).

Given that the promotion of assertiveGiven that the promotion of assertive

outreach is now UK government policyoutreach is now UK government policy

(Department of Health, 1999), clarity(Department of Health, 1999), clarity

about what actually happened is crucial.about what actually happened is crucial.

Did intensive case management fail becauseDid intensive case management fail because

of its lack of adherence to the tenets ofof its lack of adherence to the tenets of

assertive outreach? Certainly the trainingassertive outreach? Certainly the training

in ‘assertive outreach’ given to intensivein ‘assertive outreach’ given to intensive

case management teams had limitedcase management teams had limited

potential to change practice (Gournay &potential to change practice (Gournay &

Thornicroft, 2000) and its impact wasThornicroft, 2000) and its impact was

further diluted by staff turnover. Neverthe-further diluted by staff turnover. Neverthe-

less, the UK700 study team anticipated thatless, the UK700 study team anticipated that

intensive case management teams would beintensive case management teams would be

better able to implement assertive outreachbetter able to implement assertive outreach

by virtue of their reduced case-load (Burnsby virtue of their reduced case-load (Burns

et alet al, 1999)., 1999).

Our findings suggest that assertive case-Our findings suggest that assertive case-

work of any sort appeared unnecessary andwork of any sort appeared unnecessary and

inappropriate to a substantial proportion ofinappropriate to a substantial proportion of

the study population. Although assertivethe study population. Although assertive

casework was practised, different strategiescasework was practised, different strategies

were observed and the traditional image ofwere observed and the traditional image of

‘assertive outreach’ with persistently non-‘assertive outreach’ with persistently non-

compliant and elusive patients was rela-compliant and elusive patients was rela-

tively uncommon. Contrary to expectationstively uncommon. Contrary to expectations

there was an absence of any marked differ-there was an absence of any marked differ-

ence in practice between intensive andence in practice between intensive and

standard case management. Both teamsstandard case management. Both teams

managed forms of episodic non-compliancemanaged forms of episodic non-compliance

and associated relapse with similar effec-and associated relapse with similar effec-

tiveness, but continuous assertive caseworktiveness, but continuous assertive casework

(with outreach) in response to persistent(with outreach) in response to persistent

non-compliance appeared unsustainablenon-compliance appeared unsustainable

for both standard and intensive case man-for both standard and intensive case man-

agement because of the absence of team-agement because of the absence of team-

based management. These factors limitedbased management. These factors limited

the potential for assertive casework tothe potential for assertive casework to

affect trial outcomes (i.e. to contribute toaffect trial outcomes (i.e. to contribute to

differences in outcome between standarddifferences in outcome between standard

and intensive case management teams),and intensive case management teams),

but we should be cautious about implyingbut we should be cautious about implying

that assertive casework was ineffective.that assertive casework was ineffective.

Our findings actually suggest that resultsOur findings actually suggest that results

were mixed.were mixed.

The usefulness of intensive caseThe usefulness of intensive case
managementmanagement

The case studies suggested that intensiveThe case studies suggested that intensive

case management was better able thancase management was better able than

standard case management to reducestandard case management to reduce

admission by enabling proactive caseworkadmission by enabling proactive casework

involving action that was sensitive to indi-involving action that was sensitive to indi-

vidual circumstances and that anticipatedvidual circumstances and that anticipated

crises. This helped prevent some significantcrises. This helped prevent some significant

psychiatric emergencies arising. Thispsychiatric emergencies arising. This

approach, which we termed sensitive antici-approach, which we termed sensitive antici-

patory action, appeared to have the mostpatory action, appeared to have the most

significant impact on the frequency andsignificant impact on the frequency and

duration of in-patient admission. Sensitiveduration of in-patient admission. Sensitive

anticipatory action comprises intensiveanticipatory action comprises intensive

casework (often with non-symptomaticcasework (often with non-symptomatic

patients) aimed at promoting engagement;patients) aimed at promoting engagement;

undertaking patient-centred medicationundertaking patient-centred medication

review; assessing and responding to socialreview; assessing and responding to social

care needs; and developing crisis care plans.care needs; and developing crisis care plans.

Ironically, this was the sort of caseworkIronically, this was the sort of casework

that the standard case management teamthat the standard case management team

displaced as a ‘time management’ strategydisplaced as a ‘time management’ strategy

to practise assertive outreach with non-to practise assertive outreach with non-

compliant patients.compliant patients.

Coordination of health and socialCoordination of health and social
carecare

Our findings support the idea thatOur findings support the idea that

improved coordination of health and socialimproved coordination of health and social

care is an essential management componentcare is an essential management component

and can have significant influence on theand can have significant influence on the

frequency and duration of admission. Wefrequency and duration of admission. We

saw that care plans comprising appropriatesaw that care plans comprising appropriate

accommodation and domiciliary supportaccommodation and domiciliary support

(arranged through care management) could(arranged through care management) could

have preventive potential. However, wehave preventive potential. However, we

also saw how cumbersome arrangementsalso saw how cumbersome arrangements

for securing social care through separatefor securing social care through separate

care management systems could limit thecare management systems could limit the

potential of intensive case management topotential of intensive case management to

achieve more rapid discharge of in-patients,achieve more rapid discharge of in-patients,

resulting in inappropriately lengthy admis-resulting in inappropriately lengthy admis-

sions, and that of sensitive anticipatorysions, and that of sensitive anticipatory

action to prevent emergencies arising (oraction to prevent emergencies arising (or

to delay their resolution), resulting in ato delay their resolution), resulting in a

requirement for admission.requirement for admission.

Reassessment of the UK700 studyReassessment of the UK700 study
findingsfindings

These findings have important policy impli-These findings have important policy impli-

cations and challenge certain conclusionscations and challenge certain conclusions

drawn from the UK700 findings. Thedrawn from the UK700 findings. The

UK700 team suggested that more attentionUK700 team suggested that more attention

needs to be given to ensuring that evidence-needs to be given to ensuring that evidence-

based treatment interventions are given tobased treatment interventions are given to

patients rather than focusing on deliverypatients rather than focusing on delivery

systems (Burnssystems (Burns et alet al, 1999). Clearly, any, 1999). Clearly, any

greater potential of intensive case manage-greater potential of intensive case manage-

ment will not be realised unless additionalment will not be realised unless additional

contact time can be utilised to deliver effec-contact time can be utilised to deliver effec-

tive interventions, but any reduction in ourtive interventions, but any reduction in our

commitment to getting delivery systemscommitment to getting delivery systems

right would do community psychiatry aright would do community psychiatry a

considerable disservice.considerable disservice.

Patients with psychotic disordersPatients with psychotic disorders

require a service that responds to changingrequire a service that responds to changing

4 4 34 4 3
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circumstances and provides evidence-basedcircumstances and provides evidence-based

interventions within three distinct phases:interventions within three distinct phases:

sensitive anticipatory action to anticipatesensitive anticipatory action to anticipate

emergencies; casework (including assertiveemergencies; casework (including assertive

casework) during psychiatric emergenciescasework) during psychiatric emergencies

and relapse; and effective planning forand relapse; and effective planning for

speedy discharge. With these goals in mind,speedy discharge. With these goals in mind,

we strongly support current moves towardswe strongly support current moves towards

full integration of health and social carefull integration of health and social care

within sectorised community mental healthwithin sectorised community mental health

teams. We agree with Burns & Cattyteams. We agree with Burns & Catty

(2002) that although the development of(2002) that although the development of

such complex interventions presents asuch complex interventions presents a

challenge to evaluation by randomisedchallenge to evaluation by randomised

controlled trials, we should not fragmentcontrolled trials, we should not fragment

services just to enable easier evaluation ofservices just to enable easier evaluation of

individual components. We have shownindividual components. We have shown

that implementing concurrent qualitativethat implementing concurrent qualitative

investigations within such trials of complexinvestigations within such trials of complex

interventions enables the treatment processinterventions enables the treatment process

and the interaction of multiple serviceand the interaction of multiple service

elements to be investigated (Weaverelements to be investigated (Weaver et alet al,,

1996; Campbell1996; Campbell et alet al, 2000; Crawford, 2000; Crawford

et alet al, 2002)., 2002).

What, then, of the question of case-loadWhat, then, of the question of case-load

size? Clearly, reducing case-loads is ansize? Clearly, reducing case-loads is an

ineffective intervention when implementedineffective intervention when implemented

independent of other change. However, thisindependent of other change. However, this

is not evidence that reducing case-loadsis not evidence that reducing case-loads

cannot, or should not, be part of ancannot, or should not, be part of an

effective service delivery system. Furthereffective service delivery system. Further

analysis of the UK700 study demonstratedanalysis of the UK700 study demonstrated

as much, for intensive case managementas much, for intensive case management

did achieve better outcomes in the sub-did achieve better outcomes in the sub-

population of patients with psychosis andpopulation of patients with psychosis and

borderline IQ (Tyrerborderline IQ (Tyrer et alet al, 1999; Hassiotis, 1999; Hassiotis

et alet al, 2001). This suggests that intensive, 2001). This suggests that intensive

contact can be useful if applied incontact can be useful if applied in

appropriate cases. In this respect intensiveappropriate cases. In this respect intensive

case management is no different from atyp-case management is no different from atyp-

ical antipsychotic medication, cognitive–ical antipsychotic medication, cognitive–

behavioural therapy or even antibiotics.behavioural therapy or even antibiotics.

Applied indiscriminately, without consider-Applied indiscriminately, without consider-

ation for ‘dosage’, intensive case manage-ation for ‘dosage’, intensive case manage-

ment may be ineffective or evenment may be ineffective or even

counterproductive.counterproductive.

Assertive outreach was not practisedAssertive outreach was not practised

extensively, and not practised to a signifi-extensively, and not practised to a signifi-

cantly greater extent by the intensive casecantly greater extent by the intensive case

management team. Any advantage enjoyedmanagement team. Any advantage enjoyed

by intensive case management in practisingby intensive case management in practising

assertive outreach was undermined byassertive outreach was undermined by

factors independent of case-load size (thefactors independent of case-load size (the

absence of team-based management).absence of team-based management).

Assertive outreach could have utilityAssertive outreach could have utility

but – like the other evidence-based inter-but – like the other evidence-based inter-

ventions to which Tyrer (2000) refers – itventions to which Tyrer (2000) refers – it

is unlikely to be deliverable or sustainableis unlikely to be deliverable or sustainable

in an effective form unless individual,in an effective form unless individual,

generic casework is abandoned in favourgeneric casework is abandoned in favour

of team-based management where case-of team-based management where case-

work can be shared when patients’ needswork can be shared when patients’ needs

so dictate. Assertive casework should beso dictate. Assertive casework should be

seen as a useful strategy appropriate to anseen as a useful strategy appropriate to an

important sub-population of patients, butimportant sub-population of patients, but

not as a universal panacea. Tyrer (2000)not as a universal panacea. Tyrer (2000)

has previously argued that borrowing keyhas previously argued that borrowing key

elements of assertive community treatmentelements of assertive community treatment

(an approach designed with the deficiencies(an approach designed with the deficiencies

of US mental health care in mind) is entirelyof US mental health care in mind) is entirely

appropriate given the superior standard ofappropriate given the superior standard of

basic psychiatric provision in the UK. Tobasic psychiatric provision in the UK. To

restructure services to accommodate asser-restructure services to accommodate asser-

tive outreach or full-fidelity assertivetive outreach or full-fidelity assertive

community treatment teams would becommunity treatment teams would be

an unhelpful developmental cul-de-sac intoan unhelpful developmental cul-de-sac into

which to take UK mental health services.which to take UK mental health services.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& The potential of assertive casework to affect UK700 trial outcomes was limited.The potential of assertive casework to affect UK700 trial outcomes was limited.
First, in many cases itmight not have been appropriate. Second, forms of assertiveFirst, inmany cases itmight not have been appropriate. Second, forms of assertive
casework that intensive casemanagers were better able to sustain appeared to becasework that intensive casemanagers were better able to sustain appeared to be
appropriate in fewcases.Third, inmostcaseswhere assertivenesswasrequired, bothappropriate in fewcases.Third, inmostcaseswhere assertivenesswas required, both
standard and intensive casemanagers either practisedwith comparablestandard and intensive casemanagers either practisedwith comparable
effectiveness, or were equally restrictedby the absence of team-basedmanagement.effectiveness, or were equally restrictedby the absence of team-basedmanagement.

&& Sensitive anticipatory action (SAA) mightmake intensive casemanagementmoreSensitive anticipatory action (SAA) mightmake intensive casemanagementmore
effective than an exclusive focus on assertive casework, but enhanced access to socialeffective than an exclusive focus on assertive casework, butenhanced access to social
care and team-basedmanagement of patients appears to be an importantcare and team-basedmanagement of patients appears to be an important
precondition for effective SAA.precondition for effective SAA.

&& Qualitative researchmethods that assess the process of outcome generation haveQualitative researchmethods that assess the process of outcome generation have
a significant part to play in the evaluation of complex interventions.a significant part to play in the evaluation of complex interventions.

LIMITATIONSLIMITATIONS

&& Datawere collected at only one of four sites involved in the UK700 trial.WeDatawere collected at only one of four sites involved in the UK700 trial.We
cannot be certain that the processes we observedwere present at all sites or thatcannot be certain that the processes we observedwere present at all sites or that
other processes would not have been observed in other centres.other processes would not have been observed in other centres.

&& As in all qualitative research, we cannot estimate the frequency withwhich theAs in all qualitative research, we cannot estimate the frequency withwhich the
processes and case characteristics we observedwere representedwithin the targetprocesses and case characteristics we observedwere representedwithin the target
populationwithin known confidence limits.populationwithin known confidence limits.

&& The qualitative study showed that aspects of the UK700 study context had anThe qualitative study showed that aspects of the UK700 study context had an
unintended formative influence on casework practice.This needs to be acknowledgedunintended formative influence on casework practice.This needs to be acknowledged
in assessing the generalisability of findings.in assessing the generalisability of findings.
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