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Objective: Three types of case management were compared to determine
their relative effectiveness in helping people with severe mental illness who
were homeless or at risk of homelessness. Methods: Subjects recruited from a
psychiatric emergency room and inpatient units were randomly assigned to
one of the three treatment conditions: broker case management, in which the
client’s needs were assessed, services were purchased from multiple
providers, and the client was monitored; assertive community treatment only,
in which comprehensive services were provided for an unlimited period; and
assertive community treatment augmented by support from community
workers, who assisted with activities of daily living and were available for
leisure activities. Of 165 subjects recruited, 135 were followed for 18 months.
Results: Compared with clients assigned to broker case management, clients
assigned to assertive community treatment only and assertive community
treatment with community workers had superior outcomes on several vari-
ables. They were number of contacts with the assigned treatment program,
resource utilization (for example, use of entitlements), severity of thought dis-
order, activity level, and client satisfaction. Clients in the assertive communi-
ty treatment only condition achieved more days in stable housing than those
in the other two treatment conditions. No significant treatment group effects
were found on income, self-esteem, or substance abuse. Conclusions: As-
sertive community treatment is superior to broker case management in as-
sisting individuals with serious mental illness who are at risk of homelessness.
(Psychiatric Services 48:497-503, 1997)

Dr. Morse, Dr. Calsyn, Dr. Klinkenberg, Dr. Trusty, Dr. Gerber, Ms. Smith, and Ms. Tem-
pelhoff are affiliated with the University of Missouri-St. Louis. Dr. Morse is also with
Community Alternatives in St. Louis, and Dr. Klinkenberg is also with the Missouri Insti-
tute of Mental Health in St. Louis. Mr. Ahmad is a doctoral candidate in clinical psychol-
ogy at the Wright Institute in Berkeley, California. Send correspondence to Dr. Calsyn at
the Gerontology Program, University of Missouri-St. Louis, 8001 Natural Bridge Road,
St. Louis, Missouri 63121.

PSYCHIATRIC SERVICES ¢ April 1997 Vol. 48 No. 4

Imost 14 million Americans
A(lave been literally homeless—

leeping in shelters, parks,
abandoned buildings, bus depots,
and so forth—at some point during
their lifetime (1). Moreover, nearly a
third of the homeless population suf-
fers from severe mental illness (2). In
most cases mental illness precedes
homelessness; individuals being dis-
charged from psychiatric inpatient
facilities are especially at high risk of
becoming homeless within six
months (3).

Despite the proliferation of pro-
grams for homeless mentally ill indi-
viduals, few studies have used ran-
domized experiments to evaluate the
effectiveness of these programs (4-6).
Two of these studies used assertive
community treatment, which pro-
duced positive outcomes for clients
who were homeless (5,6), as it has for
other populations of seriously men-
tally ill persons (7.8).

Broker case management (9,10) is
another common approach to serving
people with serious mental illness.
Broker case managers usually pro-
vide relatively few services them-
selves, but rather assess clients’
needs and arrange for services from a
variety of providers. To date, minimal
empirical support has been found for
the effectiveness of broker case man-
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agement (11,12). However, broker
case management programs remain
popular and attractive to mental
health policy makers, given the high
client-to-staff ratios and low direct
costs that are possible under this ap-
proach. Although direct costs are rel-
atively low compared with assertive
community treatment programs, the
philosophy of broker case manage-
ment treatment is that clients will re-
ceive the necessary level of care
from community-based providers,
such as psychiatrists, day programs,
therapists, and others, because bro-
ker case managers can vary the mix
and frequency of services for each
client on an individual basis.

The effectiveness of assertive
community treatment compared
with broker case management has
been tested in only one study (13).
That study reported that assertive
community treatment produced su-
perior outcomes in terms of rehos-
pitalization, but no differences were
found in medication compliance
and quality of life. The study report-
ed here expands the small literature
on case management approaches
and treatment effectiveness for
homeless clients by comparing the
effectiveness of assertive communi-
ty treatment and broker case man-
agement.

A related question concerns the ef-
fectiveness of adding community
workers—paraprofessionals who as-
sist clients with recreational and oth-
er activities of daily living—to the
assertive community treatment
team. The potential advantages of
adding community workers include
reduced operational costs, better in-
tegration of clients into the general
community, and reduced client de-
pendency (14). Previous investiga-
tors have also suggested that lay citi-
zens and paraprofessionals can have
positive impacts on the lives of per-
sons with severe mental illness
(14-17).

The study reported here used a
randomized experiment to compare
three treatment approaches, broker
case management, assertive commu-
nity treatment only, and assertive
community treatment with commu-
nity workers. The target population
was persons with severe mental ill-
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ness who had recently been home-
less or who had a history of frequent
homelessness and who were in acute
crisis, as indicated by current treat-
ment in a psychiatric emergency
room or hospital unit. Little is known
about this group, but their personal
histories of homelessness suggest
that these individuals should be con-
sidered at high risk of future epi-
sodes of homelessness, particularly
given the high rate of homelessness
after hospital discharge (3).

The effectiveness
of assertive community
treatment compared with
broker case management
bas been tested in

only one study.

Methods

The two assertive community treat-
ment teams were operated by Com-
munity Support Systems, a commu-
nity-based outpatient program affili-
ated with Malcolm Bliss Mental
Health Center and subsequently
with St. Louis Mental Health Cen-
ter. Both mental health centers are
operated by the Missouri Depart-
ment of Mental Health. St. Louis
Mental Health Center operated the
broker case management program.
The two assertive community treat-
ment teams were located in down-
town St. Louis, approximately three
miles from St. Louis Mental Health
Center, and somewhat closer to most
other agencies that serve homeless
people. Clients were recruited pri-
marily from emergency rooms and
inpatient units of Malcolm Bliss
Mental Health Center, which func-
tioned as the public acute care psy-
chiatric hospital for the region. The
study was conducted from 1990 to
1993.

Treatment programs

Eligible individuals were randomly
assigned to one of the three treat-
ment programs described below.

Assertive community treatment
only. The assertive community treat-
ment only condition was a replica-
tion of a program described else-
where (5). Treatment principles were
similar to those of other assertive
community treatment programs (18)
and included intensive individual-
ized treatment, responsibility for
providing or coordinating all ser-
vices needed by the client, persis-
tent follow-up, and in vivo service
delivery. No time limit was placed on
treatment; clients were told that they
could remain in the program as long
as they wished.

To meet the special problems asso-
ciated with homelessness, the as-
sertive community treatment ap-
proach was expanded and modified
in several ways (5). Assertive com-
munity treatment staff were instruct-
ed to frequent shelters and were
trained in homeless outreach and en-
gagement methods (19). Outreach
and engagement strategies included
focusing on developing a positive re-
lationship with the homeless person
and assisting him or her with basic
needs such as for food, shelter, and
transportation. Emphasis was also
placed on developing service plans
that followed the priorities stated by
each client, which often involved as-
sistance in obtaining housing and en-
titlements before traditional mental
health treatment. The staff also pri-
oritized service activities that would
help clients obtain and maintain
housing.

The assertive community treat-
ment team consisted of five to seven
persons, with backgrounds primarily
in psychology, social work, and coun-
seling. The team conducted individ-
ual treatment activities, such as
building a therapeutic alliance, link-
ing clients with medication services,
helping clients cope with symptoms
and solve practical problems in daily
living, and teaching them communi-
ty living skills. The team also made
interventions to improve clients’ so-
cial environment and resources.
These activities included supporting
landlords in solving clients’ housing
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problems, tracking clients’ Social Se-
curity and housing applications, and
advocating on behalf of clients with
staff from other agencies for access
to benefits. The team also provided
supportive services, such as monitor-
ing medications, providing payee
and money management services,
and assisting with transportation.

Staffing was intensive, with a 10-
to-1 client-to-staff ratio. Notable de-
viations from standard assertive
community treatment projects were
that because of limited resources,
the team did not have a psychiatric
nurse on staff, and a psychiatrist was
available only about two hours a
week. Most medication services
were obtained through linkage with
private or clinic-based psychiatrists.

Assertive community treatment
with community workers. The ap-
proach using community workers
operated similarly to the assertive
community treatment only condition
with one exception. Clients were al-
so assigned a paraprofessional com-
munity worker whose role was to as-
sist with activities of daily living and
to be available for leisure activities.
Typically, the community worker
spent more time with the client in
the latter phases of treatment, after
initial stabilization.

Broker case management. In the
broker case management condition,
the case manager’s role was to devel-
op an individualized service plan for
the client, arrange for and purchase
mental health and psychosocial ser-
vices from various service providers,
monitor the quality of purchased ser-
vices, and adjust the mix of services
based on the client’s changing needs.
These case managers were much
more office based than case man-
agers on the assertive community
treatment teams. Unlike their team
counterparts, they rarely went into
emergency shelters, made home vis-
its, or accompanied their clients to
other agencies and potential housing
sites. Staffing was also much less in-
tensive, with a typical staff-to-client
ratio of 1 to 85.

Client selection

Study participants had to meet sev-
eral criteria. They had to be home-
less or at risk of homelessness at the

time of screening—that is, living on
the street or staying in an emergency
shelter immediately before screen-
ing—or they had to have been home-
less ten or more days in the past
month, 31 or more days in the past
year, or three or more times in their
lifetime. Participants had to have a
serious DSM-III-R axis I diagnosis
and be willing to receive assistance
in terms of welfare, employment,
housing, mental health, or other so-
cial services. They had to be willing
to participate in a longitudinal evalu-

In general,
clients in both
types of assertive
community treatment
received more assistance
Jrom tbeir treatment
program than did
clients in broker

case management.

ation study. They had to be consid-
ered not currently dangerous—that
is, they had no convictions for homi-
cide, forcible rape, robbery, aggra-
vated assault, or arson within the
past year or not more than one con-
viction for assault in the past two
years.

Of 325 individuals screened for
the project, 121 were found ineligi-
ble. Failure to meet the homeless cri-
terion (N=45) or the psychiatric di-
agnosis criterion (N=38) were the
primary reasons for ineligibility. Of
the 204 eligible individuals, 26 re-
fused to participate in the project,
and 13 dropped out of the study be-
fore a background interview could
be completed. The remaining 165
were randomly assigned to the three
treatment conditions.
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Fifty-eight percent of the 165 indi-
viduals were male. Nearly 45 per-
cent were Caucasian, and 55 percent
were African American. The mean+
SD age was 34.76+10.41. The sam-
ple had the following DSM-III-R
axis I diagnoses: schizophrenia, 66
percent; recurrent depression, 15
percent; bipolar disorder, 13 per-
cent; atypical psychosis, 12 percent;
delusional or paranoid disorder, 3
percent; and dementias, 1.2 percent.
Twenty-four percent also had a sub-
stance use disorder, and 25 percent
had an axis II personality disorder.
In the year before program entry, the
mean+SD number of days in stable
housing was 132.97+137.14, the
mean number of days in precarious
housing (staying with a friend or rel-
ative or residing in an institution
such as a jail or mental hospital) was
105.47+114.61, and the mean num-
ber of days literally homeless was
126.56+105.46.

Procedure

Eligible individuals were randomly
assigned to treatment and were told
how to contact their assigned treat-
ment program. Interviewers assisted
with transportation or telephone
calls to make the first contact with
the assigned program. The three
programs were also given informa-
tion on how to contact the clients.
Follow-up interviews took place in
the research office, psychiatric hos-
pitals, boarding homes, emergency
shelters, and clients’ apartments. In-
dividuals were paid $5 to $10 de-
pending on the length of the inter-
view.

Treatment activity measures

Data supporting the reliability and
validity of the treatment activity and
outcome variables have been pub-
lished elsewhere (20,21).

The mean number of program con-
tacts per month was calculated for
three time periods: baseline to six
months, seven to 12 months, and 13
to 18 months. For each time period
clients were also asked if they had
received help in the areas of housing,
employment and job training, finan-
cial assistance (for example, entitle-
ments and welfare), legal services,
mental health services, substance
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Table 1

Mean=SD number of total program contacts and services received in four areas among clients in three treatment conditions

during three six-month periods!

Assertive community treatment

with community workers

Assertive community
treatment only

Broker case management

0 to six Seven to 13to 18 0 to six Seven to 13to 18 0 to six Seven to 13to 18
months 12 months  months months 12 months  months months 12 months  months
Contacts
and services Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Total con-
tacts 792 571 676 6.15 570 598 848 7.00 801 742 759 723 44 62 31 60 .26 47
Housing .49 35 .35 36 35 38 66 34 49 34 .39 37 4 33 34 39 31 39
Financial
assistance 71 59 .28 44 27 39 88 60 .61 53 .51 49 59 61 43 50 .39 .56
Health ser-
vices .33 32 .28 36 33 38 49 40 42 34 41 42 29 37 36 41 34 37
Supportive
services 71 34 .69 38 72 39 .71 36 .72 40 .67 42 24 37 22 33 .28 37

! Variables shown are those for which a significant between-group difference was found. For each time period clients reported whether they had received
help in the areas of housing, employment and job training, financial assistance, legal services, mental health services, substance abuse treatment, oth-
er health services, and supportive services. Scores were 0, no assistance, and 1, assistance.

abuse treatment, other health ser-
vices, and supportive services (for
example, medication and money
management, shopping, and apart-
ment maintenance). Scores were 0,
no assistance, and 1, assistance.
Clients also indicated which specific
agency, including the assigned pro-
gram, had assisted them.

Outcome measures

Client satisfaction. Client satisfac-
tion with treatment was assessed by
an eight-item measure that has been
used by numerous mental health
programs (22).

Income. Clients were asked to es-
timate their monthly earnings from
multiple sources including panhan-
dling, entitlements, and employ-
ment.

Stable housing. Clients reported
how many days they were literally
homeless, precariously housed, and
stably housed in a boarding home,
public housing, or their own apart-
ment. The mean number of days in
stable housing per month was used
as the outcome variable in this study.

Psychiatric symptoms and self-es-
teem. The 24-item version of the
Brief Psychiatric Rating Scale
(BPRS) (23) was used to rate psychi-
atric symptoms. Based on a confir-
matory factor analysis (24), items
were grouped into five scales: anxi-
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ety-depression, hostility-suspicion,
thought disorder, withdrawal-ele-
vated mood, and unusual activity
level (for example, hyperactivity and
odd gestures). The short form of the
Rosenberg scale was used to assess
self-esteem (25).

Substance abuse. Five indexes
from the Addiction Severity Index
(26) were used to measured substance
abuse—the number of days that alco-
hol or substances were abused in the
past month, the client’s rating of the
need for alcohol treatment, the
client’s rating of the need for drug
abuse treatment, the interviewer’s
rating of the need for alcohol treat-
ment, and the interviewer’s rating of
the need for drug abuse treatment.

Data analysis strategy
A 3 X 3 factorial design was used to
analyze the treatment activity vari-
ables. Treatment group (assertive
community treatment only, assertive
community treatment with commu-
nity workers, and broker case man-
agement) was a between-groups fac-
tor, and time was a within-groups
factor. Data were aggregated for
three time periods—baseline to six
months, seven to 12 months, and 13
to 18 months.

We used analysis of covariance to
analyze data for most of the outcome
variables. Treatment condition was a

between-groups factor in the design;
the baseline level on each outcome
variable was used as the covariate;
the 18-month score was the depen-
dent variable. The Newman-Keuls
procedure was used for post hoc
comparisons, with significance set at
the .05 level.

Results

The sample size was reduced from
165 to 135 due to attrition. The rate
of attrition from the study did not
significantly differ across the three
treatment conditions. Comparison of
clients who remained in the study
and those who dropped out revealed
no significant differences in back-
ground characteristics or scores on
the dependent variables at baseline.

Treatment activity

Table 1 displays group means and
standard deviations for significant ef-
fects on the treatment activity vari-
ables. In general clients in both as-
sertive community treatment only
and assertive community treatment
with community workers received
more assistance from their treatment
program than clients in the broker
condition. Both assertive community
treatment only and assertive com-
munity treatment with community
workers provided clients with signif-
icantly more service contacts than
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Table 2

Mean+SD values on outcome variables among patients in three treatment conditions at baseline and 18 months

Assertive community treatment

Assertive community

with community workers treatment only Broker case management
Baseline 18 months Baseline 18 months Baseline 18 months

Variable Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Satisfaction! —_ - 3.03 85 — —_ 3.40 59 — — 2.92 51
Monthly income 309.60 269.51 508.23 21541 267.86 275.15 523.57 24437 386.45 325.66 506.21 496.68
N days in stable hous-

ing in past month 4.72 1046 1898 13.89 6.80 11.78 23.70 11.42 6.29 11.66 16.02 14.77
Brief Psychiatric Rat-
ing Scale score

Anxiety-depression? 12.80 4.93 9.85 475 1433 584 1149 573 1249 6.19 11.39 5.21

Hostility-suspicion® 7.04 3.83 5.36 2.47 6.79 2.77 5.60 2.67 7.44 3.42 6.18 3.28

Thought disorder? 12.19 6.90 8.29 4.28 9.79 5.86 7.42 3.86 11.28 5.69 10.44 6.26

Withdrawal—-eleva-

ted mood* 13.51 6.03 991 3.37 1121 3.99 9.19 2.76 1095 3.41 10.59 3.77
Unusual activity
level? 11.07 5.38 7.58 3.31 9.40 4.79 7.30 2.73 9.95 4.44 8.97 3.96

Self-esteem score® 1.83 .52 1.98 .59 1.73 51 1.89 .48 1.93 49 1.84 51
N days abused sub-

stances in past month 4.18 8.12 1.71 4.92 4.30 8.20 3.05 6.05 6.59 9.91 4.24 7.50
Client-rated need for
treatment®

Alcohol 31 1.04 .18 .83 .33 .89 51 1.26 .76 1.37 .56 1.25

Drug 29 1.01 .18 .83 35 1.00 26 .95 49 1.12 .34 .96
Interviewer-rated need
for treatment”

Alcohol 1.87 2.63 1.28 1.24 1.93 2.60 1.20 1.90 3.44 2.92 2.42 2.82

Drug 1.78 2.42 1.71 2.79 1.05 1.88 84 1.62 2.49 2.93 1.78 2.62

! Scores range from 1 to 4, with higher scores indicating greater satisfaction.

2 Scores range from 5 to 35, with higher scores indicating more symptoms.

3 Scores range from 3 to 21, with higher scores indicating more symptoms.

4 Scores range from 6 to 42, with higher scores indicating more symptoms

5 Scores range from 0 to 3, with higher scores indicating greater self-esteem.

6 Scores range from 0 to 4 , with higher ratings indicating more treatment needed.
7 Ratings range from 0 to 9, with higher ratings indicating more treatment needed.

the broker condition (F=32.01, df=
2,132, p<.001).

Multivariate analysis of variance
(MANOVA) also indicated a signifi-
cant treatment group effect on the re-
source utilization variables (F=3.77,
df=22,220, p<.001). Inspection of
the individual ANOVAs indicated sig-
nificant treatment group effects on
housing (p<.03), financial assistance
(p<.01), health (p<.03), and support-
ive services (p<.001). More clients in
assertive community treatment only
and assertive community treatment
with community workers reported re-
ceiving assistance in all of these areas
than clients in the broker condition.
Post hoc analyses revealed that both
assertive community treatment only
and assertive community treatment
with community workers provided
significantly more assistance than
broker case management in the areas
of housing, financial assistance, and

supportive services. Assertive com-
munity treatment only provided sig-
nificantly more assistance for health
services than the other two pro-
grams.

No significant group-by-time in-
teraction was found on the resource
utilization variables. However, MAN-
OVA revealed a significant time ef-
fect (F=3.22, df=22,504, p<.001).
More specifically, the percentage of
clients receiving housing (p<.001),
financial assistance (p<.001), and
hospital contacts (p<.002) decreased
over time, presumably because
clients had already received the ser-
vices that they needed.

Treatment outcomes

Table 2 displays group means and
standard deviations for all of the out-
come variables for the three treat-
ment groups at baseline and at 18
months.
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Client satisfaction. A significant
treatment group effect was found on
the client satisfaction measure (F=
11.46 df=2,122, p<.001). Post hoc
analyses revealed that clients as-
signed to the two assertive commu-
nity treatment teams were more sat-
isfied with their treatment program
than clients in the broker case man-
agement condition.

Stable housing and income. A sig-
nificant treatment group effect was
also found on days in stable housing
(F=3.54, df=2,129, p<.032). Post
hoc analysis revealed that clients in
assertive community treatment only
averaged more days in stable hous-
ing at 18 months than clients in both
broker case management and as-
sertive community treatment with
community workers. No significant
differences were found between the
treatment groups on the income
variable.

501



rsychiatric symptoms and self-es-
teem. Significant treatment group
effects were noted for two scales of
the BPRS—thought disorder (F=
3.91, df=2,123, p<.023) and activity
level (F=3.61, df=2,123, p<.03). A
marginally significant treatment
group effect (p<.065) was also noted
on the withdrawal-elevated mood
scale. Post hoc analyses indicated
that clients in both assertive commu-
nity treatment conditions had fewer
symptoms in the areas of thought
disorder and unusual activity than
clients in the broker case manage-
ment condition. No significant treat-
ment group differences were found
on the anxiety-depression scale, the
hostility-suspicion scale, or the self-
esteem scale.

Substance abuse. No significant
treatment group differences were
found on any of the five substance
abuse variables.

Discussion and conclusions
Assertive community treatment
versus broker case management
The results provide substantial, al-
though not complete, support for the
study’s most central prediction: as-
sertive community treatment is a
more effective intervention for peo-
ple with serious mental illness who
are at risk of homelessness than is
broker case management. More
specifically, the treatment activity
results clearly support the prediction
that people with serious mental ill-
ness received more intensive and
comprehensive services in the as-
sertive community treatment pro-
grams than in the broker case man-
agement program.

The rate of service contact for the
broker case management condition
was also reduced by the fact that 33
percent of the clients assigned to this
condition were never seen by the
program, despite efforts by the inter-
viewers at baseline to link the clients
through personal transportation and
telephone calls. Many clients did not
receive services because the broker
program had waiting lists of three to
four months. During this waiting pe-
riod, many clients forgot appoint-
ments, became lost, were denied
treatment, or ultimately refused ser-
vices.
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The data on utilization of service
resources also indicated that the as-
sertive community treatment ap-
proaches were far more effective
than broker case management in
helping clients obtain services and
resources needed by homeless peo-
ple with serious mental illness. In
addition, other evidence indicated
that this study underestimated the
effectiveness of assertive community
treatment compared with broker
case management in helping clients
obtain resources. For example, at six
months, 95 percent of the clients in
the broker condition who reported
obtaining housing assistance re-
ceived that assistance from an
agency other than the assigned treat-
ment program, compared with only
20 percent of the clients in the two
assertive community treatment con-
ditions. Similar results were noted
for entitlements.

Assertive community treatment
was also more effective than broker
case management in producing posi-
tive client outcomes. Clients in both
assertive community treatment con-
ditions increased their time in stable
housing more than clients in broker
case management, although the dif-
ference between assertive communi-
ty treatment with community work-
ers and broker case management was
not statistically significant.

To our knowledge, this is the first
study of assertive community treat-
ment other than the studies of the
Program for Assertive Community
Treatment in Madison, Wisconsin,
and a replication in Australia (7,12)
to show superior outcomes over oth-
er treatments in the area of psychi-
atric symptoms. The significant re-
ductions in symptoms in this study
compared with those in a previous
study of assertive community treat-
ment with homeless clients (5) may
reflect this study’s longer assessment
period, an assessment method that
relied on interviewer ratings rather
than self-reports, and the greater ex-
perience of the treatment staff.

Like previous investigations of as-
sertive community treatment (7,12),
this study did not find significant
treatment group differences on other
variables. The lack of significant
treatment effects on clients’ income

may reflect a community service sys-
tem that has become fairly adept at
helping homeless people obtain enti-
tlements. Assertive community treat-
ment programs could probably in-
crease clients’ income if more voca-
tional training and employment in-
terventions were used (27). Similarly,
the lack of difference between treat-
ment groups in substance abuse out-
comes also suggests the need for tar-
geted interventions. Integrated treat-
ment approaches (28), especially
those that incorporate substance
abuse treatment for dually diagnosed
persons within assertive community
treatment (29,30), seem particularly
promising.

Study limitations and
future research
Although some anecdotal reports
testified to the value of the commu-
nity workers in this study, the few
significant differences between the
two assertive community treatment
programs indicated that the addition
of community workers was associat-
ed with less effectiveness. Imple-
mentation difficulties may partly ex-
plain the disappointing results. One-
third of the clients in the program
with community workers were not
assigned to a worker because not
enough were available. Thus more
research is needed before drawing
firm conclusions about the value of
adding community workers to as-
sertive community treatment teams.
Most clients improved over time
on many variables (Table 2). Howev-
er, because this study did not use a
no-treatment control group, sponta-
neous remission can be offered as a
rival explanation for the significant
improvement. Nevertheless, the re-
sults of this study and other research
(12) indicate that both assertive com-
munity treatment and broker case
management can be of some assis-
tance to clients if they are contacted
by outreach and linked to a mental
health agency, although the assertive
community treatment approach is
clearly more effective. ¢
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Video Library Adds 20 New Videos;
Free Catalog Available on Request

Almost 20 new videos have been added to the video
rental library maintained by the Psychiatric Services
Resource Center, one of the most extensive collections
of psychiatric-mental health videos in the nation. Free
copies of the new 1997 video catalog are available on re-
quest.

Among the topics covered by the new videos are brief
psychotherapy, electroconvulsive therapy, homeless-
ness, communicating with people with disabilities, and
attention-deficit/hyperactivity disorder in children.

The videos can be rented by staff members in facili-
ties that are members of the Resource Center and by
members of the American Psvchiatric Association for
$25 per title, which includes shipping and handling.
Other mental health professionals may rent the videos
for a $65 fee. Because of customs regulations, videos
cannot be shipped to other countries, including Canada.
The rental period is four days.

A copy of the catalog was mailed in February to each
member organization of the Resource Center and oth-
ers who requested catalogs within the past vear. Other
persons may obtain a free copy of the catalog by con-
tacting Letha Muhammad, Psychiatric Services Re-
source Center, American Psychiatric Association, 1400
K Street, N.W., Washington, D.C. 20005; telephone,
800-366-8455; fax, 202-682-6189.
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