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This study examines the impact of an enhanced case management program on the use of mental health services in a managed behavioral healthcare delivery system. The program fosters improved community functioning for severely mentally ill service users by facilitating engagement with a range of outpatient resources. The program includes the traditional case management components of case finding, assessment, planning, connecting, monitoring, and advocacy. However, in contrast to many public sector programs, the case managers in this program act as brokers and do not provide services directly.

The care experiences of 197 plan members were analyzed before and after enrollment in the program. Key study findings include: (1) hospital admissions following enrollment in the program were significantly reduced; (2) program participation did not lead to a significant increase in overall outpatient service utilization; and (3) program participation for a least six months lead to a significant increase in outpatient service utilization. These findings suggest that a vigorous, system-agent model of case management can be effective in maintaining community-based care for persons with severe and persistent mental illness.

 
Case management is an important strategy that managed behavioral healthcare organizations (MBHOs) employ to ensure appropriate, efficient, and effective utilization of behavioral health services. Typically, case management within MBHOs has been characterized as a utilization management mechanism rather than a comprehensive intervention aimed at improving an individual’s long-term functioning.  As such, case management in private sector managed care frequently lasts only as long as a brief crisis period, and focuses on facilitating access to appropriate treatment modalities in accordance with placement guidelines adopted for use with mental health and substance use disorders.  Because of their limited scope, MBHO case management programs have not attracted much attention from researchers in health care quality.  

The spread of mental health parity laws across the United States is placing greater responsibility on health plans and MBHOs to meet the full range of an enrollee’s mental health needs.  With decreased reliance on benefit caps that limit the financial risks associated with chronic illness, plans increasingly look to their case management staff to provide comprehensive care interventions to help achieve and maintain stability in community care, reducing reliance on facility-based care. This study examines the efforts of one MBHO, PacifiCare Behavioral Health, to improve community stability and recovery through an enhanced case management intervention. 

Current Literature

Few studies provide evidence of the effectiveness of case management in the private sector. Although the existing literature on this subject focuses heavily on public sector programs, many of these studies provide insights relevant to the type of case management program studied here. A significant body of the research investigates the relationship between case management and hospital utilization. Gorey et al. reviewed 24 studies of case management and reported that those in a case management condition had fewer rehospitalizations than non-case management conditions. 1 Case management outcomes were investigated in 23 cases and a decrease in hospital utilization was commonly reported, primarily among those programs utilizing an assertive community treatment model.2 Vallon et al. noted a 49.7% inpatient utilization reduction for persons enrolled in an intensive case management program. 3 In addition, Kuno, Rothbard, and Sands found that the provision of direct services by the case manager can significantly lower inpatient hospital utilization.4 These same researchers reviewed several studies concluding that assertive outreach, as a direct component of a program, has an effect on inpatient utilization when compared to straight referral-based management of enrollees. Their own study found more aggressive case management does have a positive effect on reduction of inpatient hospitalizations.

In contrast, Burns et al., Issakidis et al., and Johnston et al. determined that more intensive models of case management, defined as smaller case loads for case managers, was not significantly different from standard case management in terms of influencing hospital utilization.5-7 A study by Holloway and Carson revealed that an intensive case management model did not significantly reduce hospital bed-days in comparison to a control group.8      Previous work in this area indicates that Case Manager caseload alone cannot account for program differences in influencing hospital utilization. Multiple factors, including program structure and strategies are influential. Jones and Norman discuss the differential effect of differing case management models on hospitalization.9  Specifically, they reported that brokerage models tend to increase hospitalization rates while Case Management models directly providing more services decrease admission rates and length of stay.

A key goal of high-intensity case management programs is linking and coordinating access to a wide range of health and social services. A review of studies examining the relationship between case management and the use of ancillary services by Holloway et al., found an increased use of such services in 78% of the programs examined that reported an impact on use of ancillary services.2  Similarly, Quinlivan et al.10 found the usage of outpatient mental health services increased for those enrolled in intensive case management over standard case management, and for those in standard case management over those in a control condition. Holloway and Carson reported improved engagement in treatment and retention of persons within an intensive case management condition when compared to those in their standard care condition. 8 Similar results were also reported by Ford and Beasmoore in their earlier study of assertive outreach services,11 and by Johnston et al. in their study comparing an intensive case management program to routine case management.7 In their most recent study, Holloway and Carson reported that case management, by any definition, “results in improved follow-up of service users.” 12 Whether in the context of a public or private sector case management program, the ultimate goal of such engagement is to facilitate improved quality of life and stable functioning in the a community.


The PBH enhanced case management program, implemented in 1999, seeks to foster an optimal level of functioning for service users by facilitating their engagement with a full range of outpatient resources. The program’s primary focus is to ensure effective collaboration between the case manager and behavioral health, medical, and social service providers, as well as to ensure effective participation in treatment. Traditionally, case management includes the assessment of the client needs, planning for the provision of services, connecting clients to services, monitoring and oversight of the services provided, assessment of whether the needs of the clients have been met, and advocating for new and enhanced services.4, 13  All these elements are incorporated into the PBH program. However, in contrast to many public sector case management programs, the case managers do not provide any services directly, but rather act as a system agent, more commonly seen in the private sector. PBH case managers only have telephonic contact with program participants, family/support system, and service providers.

The enhanced case management program targets persons with four disorders: Bipolar Disorder, Major Depression, Schizoaffective Disorder, and Schizophrenia. Case managers typically have a caseload of 50 to 60 service users and make weekly telephonic contact with the program enrollee, care/social service providers, or members of the family/support system. Daily contact with an enrollee or a member of their support system is not uncommon during initial enrollment in the program and during periods of crisis.  Participants remain in the program until they achieve an extended period of stability without resort to facility-based care, lose eligibility for benefits, or oppose any involvement in the program.   

Methodology

Data Sources

This study utilizes claims data from a single MBHO to track utilization over two periods: a control period prior to the intervention and an intervention period.

Sample

Candidates for the program were chronically ill members who were highly reliant on hospital-based care, frequently as a result of their poor adherence to an appropriate outpatient treatment plan. Members assigned to the program had the following:

· Four or more hospitalizations within the previous two years;

· Diagnosis of schizophrenia, schizoaffective disorder, bipolar disorder, or major depression; and

· Inability to engage in an appropriate outpatient treatment plan.

The sample was drawn from a frame of 281 plan members identified from PBH electronic records as enrolled in the enhanced case management program on August 1, 2001. To be eligible for the study sample, an enrollee had to have at least three months of plan-authorized care experience (i.e., at least one authorization for services) prior to their program enrollment and had to have been enrolled in the program for at least three months. A total of 197 program enrollees met both criteria. These criteria ensured that each case included in the study had at least 90 days of exposure to the enhanced case management program, and at least 90 days of pre-enrollment care history as a control period.  The control period began the day of the person’s first authorization for services, or January 1, 1998 (one year prior to the initiation of the program), and ended on the day before enrollment into the program. The intervention period started on the date of enrollment in the program and ended on August 1, 2001. Descriptive data on the sample can be found in Table 1. 

Enhanced Case Management Program

Participation in the enhanced case management program generally ranged from 6 to 12 months, and case management typically ended when there had been no readmission to the hospital for at least six (6) months. Discharge also occurred when there was sufficient evidence that the program was ineffective for the member. At the time that a member was identified as appropriate for the enhanced Case Management program, a Case Manager contacted the member. The member was informed of the purpose of the program and permission to enroll was sought. The intervention consisted of the following:

· Primary care physician (PCP) notification of member enrollment in the enhanced Case Management program.

· Case Manager keeps the PCP apprised of the member’s progress and treatment plan.

· Treating psychiatrist and/or therapist notification of the member’s enrollment in the program. 

· In conjunction with the member and the mental health provider, development of a Case Management plan that included: short term goals, long term goals, time frames for evaluation or follow-up activities, resources to be utilized both internal and external to the PBH network, and collaborative approaches to be used, such as the participation of the member’s PCP when appropriate.

· PBH monitored members assigned to the enhanced case management program using the Life Status and the Youth Life Status Questionnaires, part of PBH’s outcomes management system.14
· The case manager facilitated and monitored the coordination of care between the treating provider(s), the primary care physician, and social service providers. 

· The case manager authorized services, conducted concurrent review, and coordinated care for the member at every level of the clinical continuum in keeping with established PBH standards, policies, and procedures. 

· Upon exhaustion of the member’s outpatient benefit, case managers had the authority to meet ongoing treatment needs and maintain the member at the least restrictive level of care by authorizing outpatient services in excess of the outpatient limit.

Results

Consistent with the goals of the program, the intervention had modest success in reducing inpatient days of care and admissions (Table 2). Inpatient/residential care admissions per month decreased from an average of 0.29 in the control period to 0.21 during the intervention period (p<.01, effect size=0.30). A similar trend is observed in number of days of inpatient/residential care per month, which decreased from 1.98 to 1.63. However, the decrease in days per month had borderline statistical significance and the effect size was small (p=.10, effect size=0.16).  It is unclear if the decreased utilization of inpatient/residential care is related to increased engagement with day treatment/partial hospital or outpatient treatment services. In terms of both days per month and admissions per month, day treatment/partial hospital utilization remained stable. 

Outpatient visits per month showed small, though statistically non-significant increases from the control to intervention periods. These findings raise questions about the causal mechanism underlying the observed changes in inpatient/residential care utilization.  Was the enhanced case management program an ineffective strategy for improving engagement in outpatient care, or were other factors masking the impact of these efforts?

In an attempt to further investigate this issue, a separate utilization analysis was conducted for members with an intervention period of at least six months (N= 132). The hypothesis was achieving any impact for outpatient service engagement can take several months of effort, and that a small impact could easily be masked by the inclusion of numerous cases in the analysis with only a few months of program participation.  In fact, outpatient utilization was found to increase by a small but statistically significant amount for the enrollees participating in the program at least six months (p<.05, effect size=0.22). 


Unfortunately, the context of this study gives rise to a possibility of selection effects influencing this finding.  Those members who do not participate in outpatient care may be much more likely to terminate from both the health plan and the enhanced case management program in less than six months. 

Discussion

     
This study supports previous work indicating that intensive forms of case management can help reduce utilization of hospital resources.1-3 The analyses provide evidence that the enhanced case management program had a meaningful impact on the utilization patterns of participants. The statistically significant reduction in admissions per month is consistent with the program’s goal of decreasing the need for institutional care and increasing periods of community stability.  

Program participants and family members have provided highly positive feedback regarding the efforts of the case managers in achieving this goal.  One enrollee praised the program declaring that “I haven’t been in the hospital in five months; I haven’t gone five months in my life.”  This member credited improvement largely to the persistent efforts of the case manager to contact her when she was in a crisis, and managing to facilitate access to the programs she needed to address her special needs. While not all cases are this successful, it is not uncommon for case managers to have at least modest success in moderating the rapid cycles of crisis, decompensation, hospitalization, and community stabilization.

This study provides only limited insight to the specific strategies that lead to positive case management outcomes. One possible causal factor for improved stability is enhanced engagement in outpatient treatment. The evidence from this study suggests that the program is effective in increasing the number of outpatient visits per month, particularly once participants are enrolled for at least six months. While the importance of engagement in outpatient services should not be underestimated, many other program elements may play a role in fostering improved member functioning. During the study, numerous case management activities were identified with plausible contributions and improvements experienced by participants: 

· facilitating communication between medical and mental health services providers, 

· encouraging adherence to  medication regimens

· coordinating access to a range of specialty and community mental health programs, 

· increasing family involvement and support, and 

· providing a single point of access for enrollees to their behavioral health benefits.  

Systematic evaluation of these types of specific activities is critical to gaining a better understanding the dynamics of effective case management.  

Implications for Behavioral Health Services

 
Public and private sector purchasers of health benefits seek value for plan beneficiaries. This study offers evidence of the value of private sector managed care programs using telephone-based, intensive case management strategies. This program shares many feature of brokerage model case management programs, which previous research suggested were ineffective with persons similar to those studied here.15  Current findings indicate that when combined with components of clinical case management, a brokerage model can be successful in improving and supporting a person’s ability to function in the community environment. The observed decrease in utilization of inpatient/residential care clearly benefits the individual and the MBHO.  

More evaluation studies of the effectiveness and efficiencies of case management achieved by private sector managed care are warranted. The continued predominance of research on public sector programs  neglects the growing role of MBHOs in long-term management of the seriously mentally ill. Greater collaboration between researchers and managed care plans is required to arrive at a better understanding and appreciation of the potential benefits of private sector intensive case management programs. Of greatest importance is humanizing the allocation of available resources in managed care and to produce desired care and service improvements in the behavioral healthcare delivery system.
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Table 1. Descriptive Data

Descriptive Indicator
Sample

Number of Cases
197

Mean Months in Control Period 
17.2

Mean Months in Intervention Period
9.7

Mean Age
36.37




Female (%)
75.6

Male (%)
24.4




Most Recent Diagnosis


    Depressive Disorder (%)
34.5

    Bipolar Disorder (%)
29.9

    Schizophrenia (%)
2.0

    Substance Use Disorders (%)
3.6

    Other (%)
29.4

Table 2. Utilization Trend from Control Period to Intervention Period 
Utilization

Measure
Control 

Period 

Mean           SD
Intervention Period 

Mean          SD
t
Effect Size

# Days of Inpatient/Residential Care per Month
  1.98             2.23  
  1.63           2.22
-1.65
0.16

# Admissions to Inpatient/Residential Care per Month
  0.29             0.29
  0.21           0.24
-3.45**
0.30

# Days of Day Treatment/Partial Hospital Care per Month
  0.49             1.18
  0.49           1.31
0.01
0.00

# Admissions to Day Treatment/ Partial Hospital Care per Month
  0.10             0.25
  0.10           0.23
-0.10
0.00

# Visits for Outpatient Care per Month
  1.70             1.71
  1.84           1.76
0.97
0.08

# Visits for Outpatient Care per Month 

 (intervention period ≥6 months, N= 132) 
  1.61             1.58
  1.97           1.75
2.45*
0.22

  *p<.05   

**p<.01
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