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Intensive case management was not more cost effective
than standard case management for severe psychosis
UK700 Group. Cost-effectiveness of intensive v standard case management for severe psychotic illness. UK700 case
management trial. Br J Psychiatry 2000 Jun;176:537–43.

QUESTION: In patients with severe psychosis, is intensive case management more
cost effective than standard case management?

Design
Cost effectiveness analysis (from the perspective of all
service providing sectors) of a randomised (allocation
concealed*), unblinded*, controlled trial with 24 months
of follow up.

Setting
4 inner city hospitals in the UK (3 in London, 1 in Man-
chester).

Patients
708 patients who were 18–65 years of age {mean age 38 y,
57% men}† and had had a psychotic illness for >2 years
with >2 hospital admissions. Exclusion criteria were
organic brain damage or primary diagnosis of substance
abuse. 94% of patients were included in the economic
analysis.

Intervention
Patients were allocated to intensive case management
(ICM) (n = 335) or standard case management (SCM)
(n = 332). The case load size was 10–15 cases per case
manager for intensive case management and 30–35
cases per case manager for standard case management.

Main cost and outcome measures
The main outcome was the number of days in hospital
for psychiatric problems. Secondary outcomes were
clinical status (Comprehensive Psychiatric Rating Scale),
quality of life (Lancashire Quality of Life Profile), unmet
needs (Camberwell Assessment of Need), social disabil-
ity (WHO Disability Assessment Schedule), and patient
satisfaction (self report questionnaire). Direct costs were
assessed for the use of all hospital and community serv-
ices in 1997–8 UK pounds sterling. Future costs were
discounted at an annual rate of 6%.

Main results
Analysis was by intention to treat. Groups did not differ
for the number of days in hospital (mean difference 0.4 d,
95% CI -17.4 to 18.1) or any of the secondary outcomes.
The total cost of case management per patient was
higher for ICM than for SCM (£3089 v £1259; mean
difference £1830, CI £1562 to £2098). ICM and SCM
did not differ, however, in mean overall costs of care per
patient (£24 553 v £22 704, respectively; mean differ-
ence £1849, CI − £1605 to £5304).

Conclusion
In patients with severe psychosis, intensive case manage-
ment was not more cost effective than standard case
management.

*See glossary.
†Burns T, Creed F, Fahy T, et al, for the UK700 Group.
Intensive versus standard case management for severe
psychotic illness: a randomised trial. Lancet
1999;353:2185–9.

COMMENTARY

Outcome literature is unclear about costs of ICM. For exam-
ple, when comparing assertive community treatment (ACT)
with hospital based treatment, costs were higher by about
10% but were lower for indirect treatment (eg, social services
and private medical providers), law enforcement, mainte-
nance, and family burdens.1

British health authorities wanted to know if the North
American ICM model, the ACT programme, would work in
the UK. This was 1 major purpose of the UK700 trial.2 It
failed to prove that ICM is more cost effective, but Holloway
et al reminded us that hospital admission can be influenced
by factors other than patients’ needs; they considered that
using hospital admission as an outcome measure for case
management is questionable.3

The authors did a subgroup analysis on whether the
severity of social functioning made a difference to the
results. The absence of cost differences according to the
severity of social functioning is puzzling because patient
characteristics, not just the type of case management, deter-
mine cost effectiveness.4

Only a smaller proportion of difficult, unstable, frequently
substance abusing patients need ICM, and such need can
vary over time. In my opinion, the benefits and costs of ICM
may have been better evaluated in a group of difficult
patients. ICM and SCM should aim to serve different clients,
and if possible, ICM and SCM should both be part of local
psychiatric services to meet the different and evolving needs
of severely mentally ill patients.
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