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Asymposium at the World Psy-
chiatric Conference in Ham-
burg in 1999 considered the

state of case management practice
and research in England, Italy, Ger-
many, and Sweden. In this paper we
summarize a range of issues in Euro-
pean case management that occupy

clinicians and researchers. These
concerns include not only the impact
of case management on psychiatric
hospitalization but also its cultural ac-
ceptability, the impact of model pro-
grams on morale among surrounding
services, the need to distinguish es-
sential from nonessential aspects, and

the nature of specific treatments that
should be provided.

The stimulus for the symposium
was the continuing controversy in Eu-
rope about the status of case manage-
ment and of assertive community
treatment. Unlike in the United
States, where these approaches are
well established (1), viewed from Eu-
rope the research literature remains
contradictory (2). Two recent system-
atic reviews of assertive community
treatment and case management
published in the Cochrane Collabora-
tion (3,4) suggest that the one is suc-
cessful and the other not. A more de-
tailed examination of the individual
studies contained in these two re-
views gives little confidence that the
two approaches are so different and
might even suggest that the same
clinical approach may be producing
different outcomes in the United
States and Europe.

At least three explanations of these
different findings are plausible. It
could be that Europeans do not im-
plement assertive community treat-
ment properly—that is, that pro-
gram fidelity is not achieved (5). It
could also be that the context in
which the various types of case man-
agement are conducted modifies
their impact (6). A significant factor
in successful case management is the
integration of patients into available
social and welfare services (7); the
same service in different situations
could lead to different outcomes. A
third possibility is that different serv-
ices provided to control groups are
responsible for the different out-
comes. Crucial aspects of case man-
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Objective: Case management studies from Europe and the United
States continue to yield conflicting results. At a symposium at the World
Psychiatric Conference in Hamburg in 1999, researchers from four Eu-
ropean countries explored the possible reasons for differences in out-
come. They also examined reasons for the differing foci of case man-
agement studies across the different cultures. The authors summarize
the symposium’s findings. Methods: Individual case presentations were
given of studies and services from the United Kingdom (three studies),
Sweden (two studies), Germany, and Italy (one each). Outcomes, meth-
odologies, and national service context were examined. Results and con-
clusions: A significant influence of national culture is evident both in the
acceptability of case management and in approaches to researching it.
Case management is perceived as an “Anglophone import” in Italy but
is now national policy for persons with severe mental illness in the oth-
er three countries. Studies from the United Kingdom emphasized
methodological rigor, with little attention to treatment content, where-
as those from Sweden accepted a less disruptive research approach but
with a more prescriptive stipulation of treatment content. Studies from
Italy and Germany emphasized the importance of differing descriptive
methodologies. Marked differences in the range of social care provision
were noted across Europe. Overall, European researchers are less con-
cerned than U.S. researchers with studying the impact of case manage-
ment on hospital use. (Psychiatric Services 52:631–636, 2001)



agement may be incorporated into
routine services.

Whereas the U.S. endorsement of
case management for persons with
severe mental illness reflects local re-
search findings, a similar endorse-
ment of assertive outreach in the
United Kingdom by the Health Min-
ister lies in stark contrast to a series of
local research studies that have
shown no benefit from it, either in re-
ducing hospitalization or in improv-
ing clinical status or social functioning
(8–10). The government endorse-
ment of assertive outreach in the
United Kingdom comes at a time
when many European countries are
reevaluating their community care
policies.

The aim of the symposium was to
generate an overview of published
studies of case management in Eu-
rope. One goal was to characterize
the various approaches and identify
local factors that may have generated
modifications. Perhaps more impor-
tant was that the symposium offered
an opportunity to explore the ques-
tions about case management that are
currently exercising European re-
searchers. The intense emphasis on
bed management that characterizes
research and writing in the United
States and the United Kingdom is less
prominent in settings that are com-
paratively well provided, such as Ger-
many and the Scandinavian countries.

Data presented
Data were presented at the sympo-
sium from studies in Britain, Ger-
many, Italy, and Sweden. Although
not representative of all Europe, these
studies do reflect the current state of
published research. Research into as-
sertive community treatment and case
management closely follows the de-
velopment of community psychiatry,
which is not consistent across Europe.

Three studies from Britain using
very traditional methodologies were
presented. Holloway and Carson’s
randomized controlled trial (10) of in-
tensive case management versus stan-
dard care demonstrated no gains for
patients receiving case management
other than significantly improved sat-
isfaction. Patients receiving case man-
agement also showed a trend toward
greater bed use.

The Psychiatric Research in Ser-
vice Measurement (PRiSM) study
(11), in which Holloway was the
physician responsible for the services
provided to the control group, was a
much larger study. It was an epidemi-
ologically based, parallel-design trial
of specialized case management for
psychotic patients, with a two-year
follow-up of 514 patients. This study
also failed to demonstrate any reduc-
tion in hospitalization or any signifi-
cant clinical or social gains. Indeed,
administrative data collected at the
end of the study showed that the con-
trol service had less staff turnover and
was markedly less costly overall than
the intensive service.

The UK700 trial (9) monitored 708
psychotic patients in four centers
over two years. This randomized con-
trolled trial attempted to compare the
impact of varying only one compo-
nent of case management—caseload
size. The experimental service had
caseloads of 12 to 15 patients, and the
control service had caseloads of 30 to
35 patients. In all other respects the
two services were identical. This
study also found no difference in hos-
pitalization or in clinical or social out-
comes.

Fioritti (12) presented a descriptive
study of the introduction of assertive
community treatment in an Italian
service. Introducing the new con-
cepts generated considerable resist-
ance, expressed as a skepticism that
Italy needed case management given
its high-profile tradition of radical
community psychiatry (13). It was
frequently asserted that Italy “was al-
ready case-managed.” Fioritti out-
lined how the approach challenged
the traditional hierarchical relation-
ship between physicians and nurses
but was soon accepted by the case
management team. A one-year out-
come evaluation found significant im-
provement in the domains of psy-
chopathology, use of beds, costs, and
to a lesser extent, disability. However,
because of the service’s erosive effect
on morale in the surrounding servic-
es, it was not sustainable. Conse-
quently the unit has evolved into one
where case managers work half-time
on the assertive community treat-
ment team and half-time on routine
outpatient activities.

Rössler outlined a study of case
management conducted in Germany
(14) after the introduction of deinsti-
tutionalization (15). The provision of
health care in Germany as well as in
the other German-speaking countries
of Central Europe is characterized by
a strong federalism in political struc-
ture and hence a separation of social
welfare and health care. The concept
of case management as a key coordi-
nating mechanism thus seemed to be
quite useful in such fragmented care
systems.

The study presented was a case-
control study of four catchment serv-
ices in different parts of Germany.
During a two-and-a-half-year obser-
vation period, services with and with-
out case management programs were
compared, and detailed patient char-
acteristics and process variables were
recorded. Again, no significant bene-
fits could be demonstrated for case
management in terms of rehospital-
ization. The same was found for a sub-
group of the sample with schizo-
phrenic disorders (16): no significant
effects were found for case manage-
ment on the risk of rehospitalization
or on the length of stay for those re-
hospitalized. These negative results
should be viewed against a relatively
small number of psychiatric inpatient
beds and high levels of resources in
outpatient care available for patients
who did not receive case management
(15); these circumstances might have
diluted the expected differences.

Malm (17) discussed the current
situation in Sweden on the basis of a
ten-site, noncontrolled efficacy trial
from the National Board of Health
and Welfare and two randomized con-
trolled trials, one completed and one
ongoing. In the randomized con-
trolled trials, the 100 patients with
schizophrenia in the assertive case
management condition received a
comprehensive care program combin-
ing medication and psychosocial inter-
ventions (18). The ten-site trial of 176
patients with schizophrenia and other
severe mental illnesses, with a follow-
up period of 18 months, confirmed
the reduction in hospitalization and
improvement in quality of life report-
ed earlier (19), along with some addi-
tional social and clinical gains.

On the basis of these trials, Sweden
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has emphasized the need for the case
manager to be a fully trained clini-
cian, usually a nurse or a social work-
er. Case managers work in interdisci-
plinary teams that include psychia-
trists, and they have a high degree of
budgetary control and a significant
coordinating role. In urban settings,
teams often have a high degree of
specialization.

Emerging themes
The variety of contexts, services, and
research approaches contained with-
in the symposium do not lend them-
selves to a traditional meta-analysis,
but they afford some insight into a po-
tential agenda for research on case
management. The European presen-
ters’ data and conclusions generated a
lively debate with non-Europeans at
the symposium, which suggests that
some of the emerging themes could
be considered in the wider interna-
tional context of case management re-
search.

An overarching difference emerg-
ing between the U.S. and European
contexts is that of services versus pro-
grams. Much of U.S. research derives
from self-contained, targeted pro-
grams for specific patient groups,
usually with clinical and budgetary in-
dependence. European research op -
erates within a wide range of funding
arrangements, including the tax-
funded monopoly National Health
Service in Britain and Sweden; a sim-
ilar national system alongside state,
trade union, and church nonprofes-
sional organizations providing health
care and social support in Italy; and
insurance-based plans in Germany.

None of the case management
services reported here have an inde-
pendent, fixed, freestanding budget.
They are components of a single com-
prehensive service for a geographical-
ly defined mental health service, un-
like many U.S. programs. All take ad-
vantage of collaborative clinical activ-
ities—for example, night duty, emer-
gency services, and inpatient cross-
coverage—that are not financially ac-
counted.

Despite the considerable variation
among European clinicians and re-
searchers, they are all embedded in
systems requiring comprehensive re-
sponsibility based on catchment ar-

eas. Essentially one service is ac-
countable for all the mental health
care in a geographical area, and it
cannot easily exclude patients from
services, either on the basis of patient
characteristics or because the service
is full. The implications of such a dif-
ference go far beyond simple issues of
efficiency or study design.

European researchers, within this
context, seem resigned to not repli-
cating earlier studies that found mas-
sive advantages in favor of case man-
agement in the U.S. and Australia.
They have turned their attention to
trying to identify what works, for
whom it works, and how they can
make it work. Assertive community
treatment is recognized as an invalu-
able heuristic concept, focusing
thought in both practice and re-
search. However, little support has
been generated for assertive commu-
nity treatment as fundamentally dis-
tinct from other forms of case man-
agement—or indeed, from a broader
range of integrated approaches to
community care. 

At the symposium, skepticism was
expressed about the benefits of re -
peated trials of “genuine assertive
community treatment” against other
forms of care. In particular, compar-
ing either assertive community treat-
ment or case management against
hospital-based care is redundant in
Europe, given the widespread avail-
ability of community mental health
team approaches in routine care.

From a European perspective, the
features probably responsible for
much of assertive community treat-
ment’s success are the team’s accept-
ance of a broad therapeutic responsi-
bility; continuity of care and treat-
ment over extended periods; and pro-
vision of practical help and social
care. Where these core conditions are
present, practitioners have ques-
tioned how important so many of the
“brand” characteristics of assertive
community treatment (5) are. Re-
search into varying individual compo-
nents, as in the UK700 study, was
proposed as a means of validating,
rather than replicating, the approach.
Researching assertive community
treatment and case management in
Europe has become particularly help-
ful in highlighting many of the social

assumptions that often go unrecog-
nized in such mental health services
research. Trying to understand the
impact of the overall context (6) on
program implementation and out-
come can help identify the factors to
be researched.

Patient variables influence both the
research context and outcomes. Rec-
ognition is growing on both sides of
the Atlantic that certain patient
groups show little added benefit from
specialized case management servic-
es—for example, patients with pri-
mary personality disorders, patients
who are offenders, dual diagnosis pa-
tients, and, perhaps more difficult to
define, the most disabled patients
with intractable disorders and persist-
ent behavioral problems. European
psychiatrists not only have greater
difficulty excluding such patients
from studies but also must work with-
in a clinical context in which they are
dealing with them, and in which care
structures are adapted to having to
deal with them, whether or not they
consider themselves very successful
in that treatment. The inability to se-
lect patients or to declare a service
full probably has a more powerful im-
pact on broader assumptions than has
been acknowledged.

Hierarchy and professional status
issues interact with any attempt to re-
organize the structure of care. At the
symposium the expectations of the re-
lationship between physicians and
nurses—the two disciplines most
likely to form the core of a case man-
agement team in Europe—were con-
trasted for Italy and the United King-
dom. Traditionally in Italy, where the
supply of physicians has been greater,
mental health nurses have been more
directly guided by the physicians, and
thus clinical responsibility has been
left almost entirely to the latter. The
relative dearth of psychiatrists in the
United Kingdom, by contrast, led ear-
ly on to a professional emancipation
of nurses, who routinely assume con-
siderable clinical responsibility.

The situation is quite different in
the German-speaking countries of
Central Europe. Most of the clinical
responsibility in outpatient care has
been assigned to social workers. As
these countries have almost no psy-
chiatric community nurses, the men-
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tal health care community lacks a
common language; even more signifi-
cant, it lacks a unified disease con -
cept. This development was promot-
ed by the strict separation between
social welfare and health care. Even
today, whether—and if so, how far—
psychiatrists should be integrated
into case management services re-
mains contentious. Social workers in
German-speaking countries feel that
the concept of case management has
been reimported by psychiatrists de-
spite its always having been a core el-
ement of their work. Today this con -
troversy has receded as cost contain-
ment has forced community psychia-
trists and social workers into an al-
liance. Such differences in roles and
expectations are of enormous impor-
tance in interpreting work practices
and service outcomes.

Fioritti (12) described how the in-
troduction of an assertive community

treatment team approach in Bologna
resulted in a radical and challenging
shift in both the style and the content
of the doctor-patient relationship.
This study also dealt with the impact
on the surrounding service of the
changing relationships within the as-
sertive community treatment team.
European visitors to U.S. services are
often struck by how self-contained
most programs seem. In Europe serv-
ices are invariably jointly run and
managed, with staff working across
them and often sharing premises and
obligations. The introduction of a
specialized team can sit uncomfort-
ably with a generic service. Jealousy
about the new team was marked in
the Bologna experience—usually ex-
pressed by dismissing the approach as
an unnecessary U.S. import—and
was followed, as the team flourished,
by a sagging of morale. Very similar
experiences have been repeatedly re -

ported in the United Kingdom, with
the case management service being
dismissed as “elitist” and “protected.”
As noted earlier, the Italian solution
to this problem was that the same
staff worked half-time in each setting.
In short, in the European setting the
service surroundings are not neutral.

The Italian presentation was the
one that focused most on cultural is-
sues and expectations, although these
factors are relevant wherever case
management is introduced and stud-
ied. The availability of, and commit-
ment to, evidence-based psychosocial
interventions varied widely across
cultures. Interventions such as behav-
ioral family management and psy-
choeducation for schizophrenia were
neither routinely available nor highly
regarded in Italy. In the United King-
dom they are highly regarded but not
available, whereas the Swedish case
management service was predicated
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Table 1

Characteristics and outcomes of studies presented at a symposium on case management research and practice in Europe

Outcomes for case management groups

Diagnostic Follow- Social
and other up Hospital Clinical func- Satis- Quality

Study Type N requirements (months) use status tioning faction of life

United Kingdom
Holloway and Carson, 1998 (10) RCT1 70 Psychosis 18 nd2 nd nd Better Better
PRiSM (Thornicroft et al., 

1998) (11) Case-control 555 Psychosis 24 nd nd Worse Better nd
UK700, 1999 (9) RCT 708 Psychosis, fre- 24 nd nd nd nd nd

quent hos-
pitalization

Germany
Rössler et al., 1992 (14) Case-control 162 Mixed sample; 30 Better na na na na

frequent hos-
pitalization

Rössler et al., 1995 (16) Case-control 97 Psychosis; fre- 30 Better na na na na
quent hos-
pitalization

Italy
Fioritti et al., in press (12) Cohort, 42 High service 12 Better Better Better na na

pre-post users, any 
diagnosis

Sweden
Bjorkman and Hansson, 

in press (17) Cohort 176 Severe mental 18 Better na nd Better na
illness, mostly 
psychoses (73%)

Aberg-Wistedt et al., RCT 40 Schizophrenia 24 Better na nd, but na Better
1995 (19) increased 

social 
network

1 RCT, randomized controlled study
2 nd, no difference



on their provision. In Sweden the
case manager has been identified as
the “ambassador” for the govern-
ment’s reforms, and case manage-
ment is recognized as essential to
comprehensive community psychia-
try. Case managers’ functioning fits
well the decentralized public welfare
systems common to Nordic countries,
and their implementation of evi-
dence-based health and social care
has ensured them powerful central
support. It is difficult to dismiss this
aspect as simply a resource or training
issue; there are important and endur-
ing differences in health care cultures
that need to be taken seriously.

The Italian experience provided
another insight into cultural assump -
tions in the area of social support and
quality of life. Published research
confirming the better quality of life
overall of patients with major mental
illness in some countries (20,21)
points to differences in the provision
of social support. In the United King-
dom and in Germany, as in the Unit-
ed States, case management is often
seen as a surrogate family support
system for the most severely mental-
ly ill, who are generally isolated and
have lost contact with their families.
Such isolation is rarely the case in
Italy, where families still generally re-

tain contact with patients and pro-
vide for their survival needs. Case
management services are therefore
tasked with supporting current net-
works and taking a more ambitious
approach to enhancing quality of life.
Doing so may also have been easier
than in Anglophone and Germanic
cultures because of the persisting re-
spect for professionals in Medit -
erranean countries.

Table 1 gives an overview of the
studies presented at the symposium.
Along with providing basic informa-
tion on the studies, it also highlights
some of the national variations in
mental health provision that could
have affected efficacy in the studies.
However, no international consensus
has been reached on which aspects of
service provision and context are
needed to interpret community psy-
chiatry studies (6).

In Table 2, integration of inpatient
care and community services is classi-
fied as full if the case management
team members retained full clinical
responsibility for inpatient care. Usu-
ally this means the same medical re -
sponsibility with some active “in-
reach,” in which case managers visit
patients frequently and contribute ac-
tively to inpatient management deci-
sions. Partial integration means that

medical responsibility is handed over
but case managers retain a significant
role in decision making. No integra-
tion means that the team loses all
contact with patients until they are
ready for discharge. None of the serv-
ices reported here had total loss of re-
sponsibility, although services in some
earlier European studies did, and this
was almost the case at two of the
UK700 sites.

Integration of social care is com-
plex in Europe, where social services
are often highly politicized and de-
centralized. In the United Kingdom
and the Scandinavian countries, fun-
damental changes are occurring in
the level of integration of health and
social care. In Table 2, full integration
means that social workers and health
care staff are employed and managed
by the same organization. Partial inte-
gration indicates that social workers
are employed by social services but
are physically based in the mental
health team; usually they also write in
the same notes. No integration indi-
cates that the services are provided in
parallel, requiring referrals between
the two.

For funding, an integrated mecha-
nism is one in which funding is part of
the total negotiated mental health
care budget. A distinct mechanism is
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Table 2

Health care context of the studies presented at the symposium

Integration Integration 
of inpatient of health 
and com- care and 
munity social Funding 24-hour 

Study services services mechanism coverage Staffing

United Kingdom
Holloway and Carson, 1998 (10) Full Partial Integrated Shared Contract specific–employment general1
PRiSM (Thornicroft et al., 1998) (11) Full Partial Integrated Shared Contract specific–employment general1
UK700, 1999 (9) Full and Partial Integrated Shared Contract specific–employment general1

partial
Germany

Rössler et al., 1992 (14) None None Integrated Shared Social workers independent contract
Rössler et al., 1995 (16) None None Integrated Shared Social workers independent contract

Italy
Fioritti et al., in press (12) Full Partial Integrated Extended Shared

(8 a.m. to 
8 p.m.) and 
shared

Sweden
Bjorkman and Hansson, in press (17) Partial Partial Integrated No Independent
Aberg-Wistedt et al., 1995 (19) Partial Partial Integrated Shared Contract specific–employment general1

1 The hospital is the employing authority, but the contract stipulates that the staff member will work on the specified team—that is, the team does not
employ the staff member directly.



one in which the case management
service has an independent, negotiat-
ed budget that it has to manage.
None of the services received either a
strict per capita funding or item-for-
service funding.

European services rarely strive for
internal 24-hour coverage for pa-
tients. Many operate office hours and
use the same 24-hour coverage
arrangements as local community
mental health teams (indicated as
“shared” in Table 2); others have ex-
tended hours but rely on local provi-
sion at night (“extended”), but none
are totally self-contained. Only the
Swedish care managers in Bjorkman’s
study (17) were independently em-
ployed. All others were employed by
the generic local provider either with
a generic contract or a specific con -
tract that stipulated their job on the
team (indicated in Table 2 as “con -
tract specific–employment general”).
In Italy staff worked half-time in case
management services and half-time
in standard services (“shared”).

Conclusions
Case management and assertive com-
munity treatment are considered
enormously valuable heuristic con -
cepts in European mental health
services research, but we are more
skeptical than our U.S. colleagues of
their specificity. Research on these
treatment approaches generates vital
questions about which treatments
and care systems work, but they are
not substitutes for effective treat-
ments. We are less interested in the
whole than in its components and
what it delivers. Greater objectivity
about the components of the services
is essential if case management is not
to be self-defining. Participants at our
symposium expressed a strong wish
for evaluation studies in which a plu-
rality of outcome measures were cul-
turally sensitive and locally relevant.
Quality of life, social networks, and
user evaluations are probably as im-
portant in the current academic and
political climate as clinical outcome
measures. The social consequences of
modern community-based care—for
example, violence, disruptive behav-
ior, and stigma—should increasingly
be measured when mental health
services are compared.

We see the major research agenda
for case management as the need to
disaggregate and evaluate individual
components of complex interven-
tions. Little can be gained from re -
peated head-to-head evaluations of
case management against control
services, least of all traditional hospi-
tal-based services. Our symposium,
and the vigorous debate it generated,
demonstrated that shifting the agen-
da would not be easy. In few areas of
health services research are the diffi-
culties of disentangling academic and
clinical commitment more obvious.
The potential for confounders from
local service configurations is enor-
mous, and researchers invariably
have to be engaged in the develop-
ment of a program to see it through
and foster adequate staff collabora-
tion. The very enthusiasm and com-
mitment of involved parties required
for good research in this area is a ma-
jor impediment to its interpretation. 

We anticipate a new generation of
research into case management that
uses it as a vehicle to ask questions
that are more precise and more diffi-
cult to answer but that are likely to
have more far-reaching import for
community mental health generally. ©
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