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Case management is regarded
as one of the most important
innovations in mental health

and community care of the past
decades (1). It is a client-centered
strategy to improve coordination and
continuity of care, especially for per-
sons who have multiple needs (2).
Regardless of the controversy of
whether, in what form, and to what
extent case management is effective,
this intervention has a long history
for the treatment of various popula-
tions of persons with mental illness in
the United States, Australia, and

Canada and in several European
countries (3–7).

Since the 1980s, case management
has been adapted to work with per-
sons with substance use disorders
(8–10), which were increasingly be-
coming recognized as multifaceted,
chronic, and relapsing disorders that
required a comprehensive and con-
tinuous approach (11,12). Although
modeled after mental health exam-
ples, case management for persons
with substance use disorders was de-
veloped separately, illustrating the
originally strong distinction between

the substance abuse and mental
health treatment sectors in several
countries (13–15). Lightfoot and col-
leagues (16) were the first to show
that case management could reduce
attrition from treatment and improve
both psychosocial and drug and alco-
hol outcomes among persons with
substance use disorders.

Since the 1990s, hundreds of pro-
grams in Canada and the United
States and some in Europe—for ex-
ample, Germany, the Netherlands,
and Belgium—have implemented
case management (14,17), expecting
a positive impact on treatment par-
ticipation and retention, coordina-
tion of service delivery, and drug-re-
lated outcomes. The increased need
for case management has been at-
tributed to the growing complexity of
individuals’ problems and systems of
care (11,18).

Despite its widespread application
and popularity, case management is
not unanimously defined, and its
practice varies from place to place be-
cause of diverging objectives, distinct
target populations, program and sys-
tem variables, and other immediate
local concerns (19–21). One of the
first definitions described case man-
agement as “that part of substance
abuse treatment that provides ongo-
ing supportive care to clients and fa-
cilitates linking with appropriate
helping resources in the community”
(22). A more accurate way of charac-
terizing case management is to postu-
late its basic functions: assessment,
planning, linking, monitoring, and ad-
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vocacy (14). Furthermore, some
broad principles are true of almost
every application of case manage-
ment: community based, client driv-
en, pragmatic, flexible, anticipatory,
culturally sensitive, and offering a sin-
gle point of contact.

Given that deliberate conceptual-
ization and implementation have
been identified as powerful determi-
nants of successful practice and out-
comes (6,21,23–25), we conducted a
comparative review of available liter-
ature focusing on issues concerning
the implementation of case manage-
ment for substance use disorders.
The goal of the review was to provide
insight into some of the do’s and
don’t’s when developing this interven-
tion on the basis of experiences in
North America (the United States)
and Europe (the Netherlands and
Belgium)—countries that loosely rep-
resent three points on a continuum.

This comparison started from ex-
ploring similarities and dissimilarities
between these selected countries
during a workshop on case manage-
ment at the Third International Sym-
posium on Substance Abuse Treat-
ment and Special Target Groups,
held March 5 and 6, 2001, in
Blankenberge, Belgium (26). Discus-
sions between researchers from these
countries led to the joint identifica-
tion of six key questions, which are
elaborated on in this article on the ba-
sis of available literature and empiri-
cal evidence.

Information was obtained through
repeated searches in MEDLINE,
PsycLIT, PubMed, and the Web of
Science for articles published since
the 1990s, using the terms “substance
abuse–addiction–substance use disor-
ders,” “case management,” and “de-
velopment–implementation.”

Key questions
Which problems are addressed
with case management, and what
are its objectives and target
group? The observation that many
persons with substance use disorders
have significant problems in addition
to abusing substances has been the
main impetus for using case manage-
ment as an enhancement and supple-
ment to substance abuse treatment
(27–31). In the United States, the

paucity and selective accessibility of
available services, shortcomings in
the overall quality of service delivery
(accountability, continuity, compre-
hensiveness, coordination, effective-
ness, and efficiency), and cost con-
tainment were further incentives for
implementing case management (14,
18,19,32). The implementation of
case management in the Netherlands
was not driven merely by economic
concerns but rather by the poor qual-
ity of life of many chronic addicts and
the nuisance they cause in city cen-
ters (31). In Belgium, the chronic

and complex problems of many sub-
stance abusers and the lack of coordi-
nation and continuity of care were
the main reasons for introducing case
management (30).

Unlike in the United States, case
management has not been applied as
widely among substance abusers in
Europe because of better availability
and accessibility of services, less
stress on cost containment, and con-
flicting outcomes about the effective-

ness of case management for persons
with mental illness, among other rea-
sons. However, recent reforms in sub-
stance abuse treatment—for exam-
ple, in the Netherlands, Germany,
and Belgium—have shifted the focus
toward accessibility, continuity, cost-
effectiveness, and efficiency and
stimulated interest in case manage-
ment (15,33,34). Since 1995, more
than 50 projects have been developed
in the Netherlands that make use of
case management, whereas the num-
ber of case management projects for
this population in Belgium is limited
to five to ten (30,31).

In the United States, case manage-
ment has been implemented success-
fully for enhancing treatment partici-
pation and retention among sub-
stance abusers in general (35–38) and
for populations with multiple needs
that experience specific barriers in
obtaining or keeping in touch with
services, such as pregnant women,
mothers, adolescents, persons who
are chronically publicly inebriated,
persons with dual diagnoses, and per-
sons with HIV infection (11,39–44).
Most of these programs intend to
promote abstinence, whereas case
management programs in Europe ap-
ply a harm-reduction perspective. In
the Netherlands, the implementation
of case management has been direct-
ed mainly at severely addicted per-
sons, such as street prostitutes, moth-
ers of young children, homeless per-
sons, and persons with dual diag-
noses, who are often served inade-
quately or not at all by existing servic-
es. According to program providers,
case management has contributed
substantially to the stabilization of
these persons’ situation (45). In Bel-
gium, case management has mainly
been reserved for substance abusers
with multiple and chronic problems,
resulting in improved drug-related
outcomes and better coordination of
the delivery of services (46). 

Target populations may also in-
clude persons with substance use dis-
orders who are involved in the crimi-
nal justice system, and these inter-
ventions have been associated with
reduced drug use and recidivism and
with increased service use (47–49).
However, uncertainty remains about
the differential effect of coercion in
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case management (50,51). This inter-
vention has further been used to ad-
dress “the most problematic clients,”
an approach that has been associated
with adverse outcomes in the field of
mental health care (6), but various
studies among substance abusers
have shown cost-effectiveness and
beneficial outcomes (16,40,52–56).
Nevertheless, several authors have
reported practical problems—for ex-
ample, the difficulty of long-term
planning, increased risk of burnout
among case managers, and clients’
becoming totally dependent on their
case manager (21,46,53,57). 

An overview of recently published
(1997 to 2003) peer-reviewed studies
of case management that have includ-
ed at least 100 substance abusers re-
vealed that case management has
been relatively successful for achiev-
ing several of the postulated goals in
the United States, whereas similar
outcome studies are still forthcoming
in Europe (Table 1). Several con-
trolled studies have shown significant
improvements in treatment access,
participation, and retention or service
use among clients who have received
case management services (36,37,58–
65), whereas evidence on the effects
on drug-related outcomes is still con-
flicting. Generally, small to moderate
improvements have been demon-
strated among clients who received
case management services (58,62,64,
66,67), but these effects sometimes
tended to decline over time (after
nine to 12 months) (38,59) or did not
differ significantly from those of sim-
ilar control interventions, such as be-
havioral skills training and other mod-
els of case management (25,44,60).
Finally, various uncontrolled studies
have shown significantly improved
outcomes compared with baseline as-
sessments (34,35,46,68). However, in
the absence of a control condition,
such effects may have wrongly been
attributed to case management.

What is the position of case
management in the system of
services, and how can coopera-
tion and coordination between
services be enhanced? Several au-
thors have argued that the success of
case management depends largely on
its integration within a comprehen-
sive network of services (8,21,69–71).

Case management risks being just
one more fragmented piece of the
system of services if it is not exquis-
itely sensitive to potential system-re-
lated barriers, such as waiting lists, in-
consistent diagnoses, opposing views,
and lack of housing and transporta-
tion (72).

McLellan and colleagues (37) found
no effects of case management 12
months after implementation but did
find effects after 26 months. They
concluded that there was a strong in-
fluence of various system variables—
for example, program fidelity and
availability and accessibility of servic-
es—and recommended extensive
training and supervision to foster col-
laboration and precontracting of serv-
ices to ascertain their availability. Ac-
cess to treatment can be markedly im-
proved when case managers have
funds with which to pay for treatment
(58). In addition, formal agreements
and protocols are needed concerning
the tasks, responsibilities, and author-
ities of case managers and other serv-
ice providers involved; the use of com-
mon assessment and planning tools;
and exchange and management of
client information (13,14,21,57,73).

Case management can be imple-
mented as a modality provided by or
attached to a specific organization,
such as a hospital or a detoxification
center, or as a specific service jointly
organized by several providers to link
clients to these and other services.
The former program structure has
been widely applied in the United
States for enhancing participation
and retention and reducing relapse,
whereas the latter is frequently used
in Belgium and the Netherlands to
address populations at risk of falling
through the cracks of the system.

Vaughan-Sarrazin and colleagues
(61) studied the differential impact of
programs’ locations and compared
the effectiveness of three types of
case management with a control
condition. The variant that involved
case managers housed inside the fa-
cility was associated with signifi-
cantly greater service use compared
with the other conditions, which
suggests that the accessibility and
availability of case management
programs mediate the success of
these programs.

What model of case manage-
ment should be used, and which
are crucial aspects of effective
case management? Although most
practical examples only vaguely re-
semble the pure version of a case
management model, four models of
case management are usually distin-
guished for working with substance
use disorders: the brokerage-general-
ist model, assertive community treat-
ment–intensive case management,
the strengths-based model, and clini-
cal case management (14,19). Model
selection should be dictated by what
services are already available, the ob-
jectives and target population, and
any available empirical evidence.

Assertive community treatment,
and especially intensive case manage-
ment, with its focus on a comprehen-
sive (team) approach and the provi-
sion of assertive outreach and direct
counseling services, has been used in
the United States for reintegrating in-
carcerated offenders, among other
populations (24,47,49). A randomized
study of 135 parolees, half of whom
received case management services,
showed little differential effect on
drug use, but some improvement was
found in relation to risk behavior and
recidivism (24).

Random assignment to intensive
case management compared with two
other interventions was associated
with a decline in drug use and crimi-
nal involvement and an increase in
treatment participation among al-
most 1,400 arrestees (49). In addi-
tion, intensive case management has
been applied successfully in other
populations with complex and severe
problems—for example, homeless
persons and persons with dual diag-
noses (40,42,52,53,66,68). Intensive
case management is the predominant
model in Belgium and the Nether-
lands and has been associated with
the delivery of more comprehensive
and individualized services and im-
proved outcomes (31,46).

Two large studies in Dayton, Ohio,
and in Iowa, sponsored by the Na-
tional Institute on Drug Abuse, have
applied strengths-based case man-
agement among persons with sub-
stance abuse who are entering initial
treatment (Table 1). The Ohio study
found evidence for improved employ-
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Overview of main results of recently published studies (1997 to 2003) in peer-reviewed journals about case management
(CM) for persons with substance use disorders (N>100)

Results

Target Type of Access, participa- Drug-related
Study population intervention tion, and retention Service use outcomes

Conrad et al. (59) Homeless Case managed CM group stayed Both groups used Both groups improved sig-
1998, Hines, addicted male residential care about 3 months substantial amounts nificantly over time (24
Illinois, N=358 veterans versus 21-day longer in residential of services. months); CM group had sig-

hospital pro- treatment. nificantly better medical,
gram with alcohol, employment, and
referral to housing outcomes after 6
community and 9 months, but these
services differerences disappeared

after 12 and 24 months.

Cox et al. (52) 1998, Homeless Intensive CM CM group received Both groups improved over
King County, chronic versus standard a significantly higher time (18 months), but CM
Seattle, N=298 public treatment number of substance group had significantly few-

inebriates abuse treatment and er days of drinking (11.3
other services. versus 15.4), more nights 

spent in own place (25.4 
versus 21.7), and increased 
total income from public 
sources ($358 versus $269).

Drake et al. (66), Persons with Assertive No difference in ACT group improved signif-
1998, New dual diagnoses community number of days icantly more on some meas-
Hampshire, treatment (ACT) hospitalized ure of substance depen-
N=223 versus standard dence and quality of life,

case manage- but the groups had equally
ment significant improvement in 

the number of days living 
in the community (171.4 
versus 167.7), remission (43
versus 35 percent), and psy-
chiatric symptoms after 36
months.

Evenson et al. (68), Substance Community Association between High degree of Significantly improved
1998, St. Louis, abusers in a program, longer stay and more satisfaction with functioning on 11 domains,
Missouri, N=280 comprehensive including favorable outcomes services received such as global functioning

treatment and intensive case (ns) (32 percent satisfied (17-point drop in GAF
rehabilitation management and 62 percent score), drug use, produc-
program very satisfied) tivity, legal problems, and

distress, and 30 percent 
more were living indepen-
pendently compared with 
baseline.

Godley et al. (62), Adolescent Assertive con- No differences in CM group was CM group was significantly
2002, Illinois, substance tinuing care length of stay and significantly more more likely to be absti-
N=114 abusers in including case treatment comple- likely to initiate nent from marijuana (52

short-term management tion status and receive versus 31 percent) and had
residential versus usual continuing care fewer days of alcohol use
treatment continuing care services (92 (4.5 versus 8.1) 3 months

versus 59 percent). after discharge.

Huber et al. (65), Substance Strengths-based Persons who partici- Clients in the CM dosage was significant-
2003, Johnson users seeking case management pated in CM were less telecommunication ly related to more severe
County, Iowa, treatment in (3 conditions: likely to have legal condition received legal and family problems
N=598 a rural area inside facility, problems (30 versus 43 greater breadth and after 12 months.

at social service percent) and fewer  frequency of ser-
agency, and tel- days of family problems vices, but the dur-
ecommunication) (3.1 versus 4.6) but ation was longer
versus a control were more likely to in the non-CM 
condition have chronic medical condition.

status (32 versus 22 
percent).

Continues on next page
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Results

Target Type of Access, participa- Drug-related
Study population intervention tion, and retention Service use outcomes

McLellan et al. Substance Clinical CM CM group received Both groups improved sig-
(37), 1999, Phila- abusers in versus standard significantly more al- nificantly in most life areas
delphia, N=537 outpatient outpatient cohol (87 versus 68 after 6 months, but the CM

treatment treatment percent), medical (58 group showed significantly
versus 36 percent), more improvement in al-
employment (75 ver- cohol, drug, psychiatric,
sus 39 percent), and employment, and medical
legal services (39 status.
versus 27 percent).

Mejta et al. (56), Intravenous Generalist CM CM group was signifi- CM group had better treat-
1997, Chicago, drug users versus control cantly more likely to ment outcomes, including
N=316 seeking treat- condition with obtain treatment (98 reduced drug and alochol

ment through limited referral versus 57 percent), to use.
a centralized information enter treatment more 
intake facility rapidly (after 17 versus 

188 days), and to stay 
in treatment (27 versus
14 months).

Rapp et al. (60), Veterans with Strengths- Significant positive re- CM had no direct impact
1998, Dayton, substance use based CM lation between length on the severity of drug use
Ohio, N=444 problems seek- versus standard of post-primary treat- after 6 months, but effects

ing treatment primary and ment contact and case were mediated by treat-
aftercare management (r=.408) ment retention.
treatment

Saleh et al. (38), Substance users See Huber et No differential effectiveness
2002, Johnson seeking al. (65) between groups for redu-
County, Iowa, residential cing substance abuse. The
N=662 treatment in a “outside” CM group had

rural area significantly more improve-
ment than the control 
group in reduction of drug 
abuse at 3 months and psy-
chiatric problems at 3 and 
12 months. The CM group
had significantly greater 
improvement than the con-
trol group in legal status at 
3 and 6 months and em-
ployment problems at 12
months.

Sarrazin et al. (67), Substance See Huber et CM had a significant impact
2001, Johnson users seeking al. (65) on perceptions of family
County, Iowa, residential relations and parental atti-
N=494 treatment in a tudes after 6 months but

rural area not on perception of partner
abuse. No such effects 
were found after 3 and 12 
months. All 4 groups ex-
perienced significant imp- 
rovement in substance 
abuse.

Scott et al. (63), Substance Brokerage CM CM group significantly CM clients signifi-
2002, Chicago, abusers who versus no case more likely to show up cantly more likely
N=692 contacted a management for treatment (79 ver- to be referred to 

centralized sus 72 percent). No ancillary services
intake facility differences in length (9 versus <1 per-

of stay. cent). No differ-
ences in number
of services received.

TTaabbllee  11

Continued from previous page
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Results

Target Type of Access, participa- Drug-related
Study population intervention tion, and retention Service use outcomes

Shwartz et al. (35), Substance Generalist CM group stayed 1.6 CM group followed CM group 25 to 30 percent
1997, Boston, abusers dis- CM to 3.6 times longer in 1.7 times more post- less likely to be readmitted
N=21,207 charged from treatment. Significant primary treatment. to detoxification, indicating

4 types of correlation between a reduced relapse rate.
treatment length of stay and

improved outcomes.

Siegal et al. (36), Veterans with Strengths-based Positive relationship Significantly fewer clients
1997, Dayton, substance use CM versus between treatment who received CM and af-
Ohio, N=313 problems who versus standard retention and im- tercare used cocaine in the

were assigned primary and proved outcomes. past 6 months (25 versus
to CM aftercare Without CM, another 33 and 47 percent) and 

treatment third of the sample more persons attended
would have dropped  self-help group sessions in
out after primary the past 30 days (82 versus 
treatment. 70 and 48 percent) in the

past 6 months. Significantly
fewer persons from the CM
group were involved in ille-
gal activities during the 
past 30 days (9 versus 18 
and  24 percent), and more 
had steady employment
after 6 months (69 versus 
59 and 54 percent). Clients 
who dropped out of CM 
and usual aftercare had the
lowest levels of functioning.

Siegal et al. (64), Veterans with Strengths-based CM was a significant Clients who reported new
2002, Dayton, substance use management predictor of length of arrests had significantly few-
Ohio, N=453 problems versus standard posttreatment after- er weeks of aftercare ser-

primary and care (β=.425) vices (6.2 versus 8.9). 
aftercare Length of aftercare partici-
treatment pation was significantly as-

sociated with employment
(β=–.089) and readiness for
treatment (β=.092). Longer
stay in aftercare was related
to less severe legal problems
at follow-up (β=.112).

Sorenson et al. (44), Substance Brokerage No significant Equal significant decrease in
2003, San Fran- abusers with versus intensive differences in problems after 6 months in
cisco, N=190 HIV or AIDS case management service use both groups, but no signifi-

cant pattern of change after
12 and 18 months. Signifi-
cantly greater sexual risk in-
dex in brokerage CM group.

Vaughan-Sarrazin Substance See Huber et al. (65) Significantly more CM
et al. (61), 2000, users seeking clients used treatment
Johnson County, residential services during the first
Iowa, N=287 treatment in two trimesters (likeli-

a rural area hood ratio=3.79). In
particular, use of medi-
cal and substance abuse
services increased, not
that of mental health ser-
vices. Face-to-face CM
led to significantly in-
creased service use 
(LR=7.94). Use of treat-
services declined stead-
ily over the 12-month 
period.



ment functioning and enhanced
treatment retention, which, in turn,
was associated with a positive effect
on outcomes concerning drug use
and criminal involvement (36,60,64,
74,75). According to clients, retention
was promoted by the client-driven
nature of goal setting and was facili-
tated by case managers’ assistance in
teaching clients how to set goals (76).
The Iowa study showed an impact of
case management on the use of med-
ical and substance abuse services and
moderate, but fading, effects on legal,
employment, family, and psychiatric
problems (32,38,61,65,67).

Brokerage models and other brief
approaches to case management have
usually not demonstrated any dis-
cernable benefits of case manage-
ment compared with control groups
who did not receive case manage-
ment services (77,78). However, re-
cent studies have shown a positive im-
pact of case management on service
use and access to treatment (66) and
equal effectiveness compared with
intensive case management (44).
Generalist or standard case manage-
ment has been associated with signif-
icant positive effects on treatment
participation and retention and re-
lapse (35,58). Clinical case manage-
ment, which combines resource ac-
quisition and clinical activities, has
rarely been applied among persons
with substance use disorders but was
successful in at least one study (37).
Other authors have stated that com-
bining the role of counselor and case
manager is problematic, because it di-
lutes both aspects of the program (24).

In summary, as opposed to case
management for persons with men-
tal illness (3,6,79,80), little informa-
tion is available about crucial fea-
tures of distinct models and their ef-
fectiveness for specific substance
abusing populations.

Which qualifications and skills
should case managers have, and
what types of support should be
provided? Several authors assume
that previous work experience, exten-
sive training, knowledge about the
health care and social welfare sys-
tems, and communication and inter-
personal skills are at least as impor-
tant as formal qualifications (14,31,
34). Only some programs have in-

volved people who have recovered
from addictions as case managers
(81), but no information is available
about the differential impact of case
management by professionals or
peers. The client–case manager rela-
tionship has been identified as crucial
for promoting case management par-
ticipation and related outcomes, and
the application of a strengths-based
approach can stimulate clients’ in-
volvement (34,46,74,76).

Analyses of case management activ-
ities and program fidelity have shown
large variations among case managers,
not only within but also across pro-
grams (13,14,25,35,44,68). Poor pro-
gram fidelity and nonrobust imple-
mentation of case management have
been associated with worse outcomes,
but fidelity and implementation can
be optimized by extensive initial train-
ing, regular supervision, administra-
tive support, application of protocols
and manuals, treatment planning, and
a team approach (13,25,37).

Variety across programs has result-
ed in attempts to standardize and
guide case management in the United
States. The National Association of
Alcoholism and Drug Abuse Coun-
selors identified case management as
one of eight counseling skills (82),
and the commonly cited case man-
agement functions have been incor-
porated into the referral and service
coordination practice dimensions of
the addiction counseling competen-
cies (83). In the Netherlands, a Del-
phi study was organized to reach a
broad consensus on the core features
of case management, resulting in a
manual that will serve as a touchstone
for the future development, imple-
mentation, and evaluation of case
management (31,84). The Delphi
method comprises a series of ques-
tionnaires sent to a preselected group
of experts—for example, clients, case
managers, and program directors—
who respond to the problems posed
individually and who are able to re-
fine their views as the group’s work
progresses (85). It is believed that the
group will converge toward the best
response through this consensus
process, based on structuring of the
information flow and feedback to the
participants.

Case managers’ caseloads vary but

usually do not exceed 15 to 20 clients
for a case manager who is providing
intensive contacts to substance
abusers who have multiple and com-
plex problems (13,21,34,41,52). A
team approach helps to deal with
large and difficult caseloads but also
to extend availability and guarantee
case managers’ safety (34,86). Most
researchers have found little effect of
the intensity of mental health case
management (6,35,44), whereas oth-
ers have related high “dosages” of
case management with either im-
proved or adverse outcomes (34,68).

How should case management
projects best be financed, and
how can their continuity be guar-
anteed? The burgeoning interest in
managed care financing structures re-
sulted in an explosive growth of case
management initiatives in the United
States during the 1990s (32). Most
programs have been set up as experi-
ments, but, despite positive results,
only some have been integrated into
the service system on a long-term ba-
sis. On the other hand, case manage-
ment programs in the Netherlands
became part of the system of services
shortly after implementation and
without many indications of effective-
ness (31). Both observations illustrate
that continued funding might be pre-
dicted on the basis of issues that have
little to do with success or failure of
the intervention itself.

Developing projects should be giv-
en sufficient time—three to five
years—to realize their objectives, giv-
en that it has been shown that it may
take up to two years before case man-
agement generates the intended out-
comes (37). Alternative or flexible
forms of reimbursement need to be
negotiated with insurance companies,
because case managers’ activities of-
ten represent departures from tradi-
tional interventions in substance
abuse treatment (87). In addition, a
budget for occasional client expens-
es—for example, child care, clothing,
and public transportation—can facili-
tate case management (37,43,57). Ul-
timately, continued funding should
be based on a thorough evaluation of
the program’s postulated goals.

Which standards should be
used to evaluate case manage-
ment? Effectiveness needs to be
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evaluated according to scientific stan-
dards, but requirements from com-
missioning and subsidizing authori-
ties should also be taken into account
(14). Evaluation should start from an
accurate representation of what the
intervention entails (23). Without this
knowledge, it is only possible to
vaguely search for outcomes that
might be more or less attributable to
case management. Besides outcome
indicators, process data should be col-
lected that describe the degree to
which the planned intervention is ac-
tually delivered, the impact of other
factors on the intervention, and the
specific outcomes that can be attrib-
uted to case management (14,47).

Researchers have identified several
potential confounding factors—for ex-
ample, individual case managers’ per-
sonalities, client characteristics, moti-
vation, legal status, and treatment par-
ticipation and retention—that affect
the direct impact of case management
on clients’ functioning (25,36,52,68,60,
64,88,89). Contextual differences
cause further methodologic problems
in the evaluation of case management.
To extend current knowledge about
the effectiveness of case management
for persons with substance use disor-
ders, more randomized controlled
studies with large samples are needed,
especially in Europe. Also, a longitudi-
nal scope and qualitative research that
focuses on specific aspects of case
management and the role of mediating
variables could provide further insights
into the factors that make case man-
agement work. 

Conclusions
In both the United States and Eu-
rope, case management is regarded as
an important supplement to tradition-
al substance abuse services, as it pro-
vides an innovative approach—client
centered, comprehensive, and com-
munity based—and contributes to im-
proved access, participation, reten-
tion, service use, and client outcomes.
Compared with case management for
persons with mental illness, case man-
agement for persons with substance
use disorders has fairly little evidence
available of effectiveness.

Contextual differences, specific tar-
get populations, diverging objectives,
less tradition of community care, few

randomized and controlled trials, and
unrealistic expectations about the ef-
fectiveness of case management in
this population may account for this
lack of evidence. Especially in Eu-
rope, more randomized controlled tri-
als that include sufficiently large sam-
ples are needed, as well as qualitative
studies, in order to better understand
distinct aspects of case management
and their impact on client outcomes
and system variables.

Case management for substance
use disorders is no panacea, but it
positively affects the delivery of serv-
ices and can help to stabilize or im-
prove an individual’s complex situa-
tion. On the basis of empirical find-
ings from the United States, the
Netherlands, and Belgium, several
prerequisites for a well-conceptual-
ized implementation of this interven-
tion can be mentioned. Integration of
the program in a comprehensive net-
work of services, accessibility and
availability, provision of direct servic-
es, use of a team approach, applica-
tion of a strengths-based perspective,
intensive training, and regular super-
vision all contribute to successful im-
plementation and, consequently, to
beneficial outcomes.

Still, the variety of case manage-
ment practices within and across pro-
grams remains a major concern. De-
velopment of program protocols and
manuals and the identification of key
features of distinct models can con-
tribute to a more consistent applica-
tion of this intervention. 

Finally, although case management
for persons with substance use disor-
ders has evolved somewhat inde-
pendently, many similarities can be
observed with mental health case
management. Therefore, further evo-
lutions in this sector should be close-
ly followed, especially for identifying
the crucial features of case manage-
ment. Moreover, a comparison of
case management for both popula-
tions may reveal unique aspects of
each intervention that allow optimiza-
tion of case management practices
among patients with mental illness,
persons with substance use disorders,
and persons with dual diagnoses. ♦
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