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Objective: This study examined whether enhancing standard aftercare with
an outreach case management intervention would improve patients’ quality
of life. Methods: A sample of 292 patients discharged from an inpatient psy-
chiatry service at an urban general hospital were randomly assigned either to
an intervention group (N=147), which received outreach case management
services in addition to standard aftercare service, or to a control group
(N=145), which received only standard aftercare services. The follow-up pe-
riod was 15 to 52 months. Individuals in both groups were reinterviewed by
an independent research team about 21.6 months after discharge. The groups
were compared using 39 measures of quality of life. The interviews elicited
information about patients’ physical well-being and competence in perform-
ing activities of daily living; their emotional well-being as shown in emotion-
al expressiveness, sadness, suicidal thoughts, and substance abuse; and their
interpersonal relationships, living arrangements, friendships, income main-
tenance, and employment. Results: No difference was found between the
groups on any of the quality-of-life variables. Conclusions: Outreach case
management was not associated with improved quality of life. (Psychiatric
Services 49:351-354, 1998)

management has been general-

ly accepted as an effective
means of providing support services
to deinstitutionalized psychiatric pa-
tients (1). In such approaches, an in-
dividual case manager or a case man-
agement team negotiates for, coordi-
nates, and advocates for mental
health care, medical care, housing,
income maintenance, and other ser-
vices that patients need (1-4). Al-
though it has been tacitly assumed
that outreach case management

S ince the 1970s outreach case

would reduce psychiatric rehospital-
ization rates, improve social func-
tioning and health care, and possibly
reduce mortality, until recently these
assumptions have not been subjected
to critical and scientific review.

Two previous studies in our depart-
ment of psychiatry showed that a
group of 147 patients receiving out-
reach case management for periods
ranging from 15 to 52 months after
leaving the hospital did not have low-
er rehospitalization rates or better
mortality outcomes than a compara-
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ble control group of 145 patients who
received routine aftercare services
but no outreach case management
(5,6). From October 1, 1985, through
June 30, 1988, a total of 48 of the 147
patients in the intervention group
(32.6 percent) were rehospitalized at
Harlem Hospital Center, whereas
only 22 of the 145 control group pa-
tients (15.2 percent) were rehospital-
ized (2=11.30, df=1, p<.001) (5).
Of the total group of 292 patients,
21 (7.2 percent) died during the
study period. About half of these
deaths were above the expected
number based on the overall mortali-
ty rate in Central Harlem in 1986 (6),
an area known to have much excess
mortality compared with the U.S.
overall (7). The 7.5 percent mortality
rate in the intervention group (11 pa-
tients) and the 6.9 percent mortality
rate in the control group (ten pa-
tients) did not significantly differ.
Both groups had the same pattern of
cause of death, to which substance
abuse contributed heavily. Death
from suicide in Central Harlem was
4.9 per thousand in 1986 (8). Both
study groups had suicide rates con-
siderably higher than expected. In
the intervention group, one death
was a suicide, and two others were
suspected suicides; in the control
group, two deaths were suicides (6).
In our previous reports (5,9), we
emphasized that case management
has been variously defined. Our form
of case management is different from
two other commonly used models: as-
sertive case management and bro-
kered case management. As we de-
fine it, case management differs from
assertive community treatment (10,




11) in that it is only one component of
a complete community treatment
program. Our form of case manage-
ment has been inaccurately equated
with the brokered case management
model (12). However, it does not in-
clude the purchase of services for pa-
tients, the central element of the bro-
kered model.

A distinctive feature of the case
management intervention in this
study was the high level of profession-
al involvement with patients and fam-
ilies. The case management team con-
sisted of an attending psychiatric con-
sultant, a certified social worker, and a
physician assistant, as well as tradi-
tional case managers who were com-
munity liaison workers. This was a
high level of staffing (12), aimed at fa-
cilitating referral to aftercare services
to carry out the treatment plan formu-
lated at the time the patient was dis-
charged.

Case management services were
designed to implement the plan and
to continue monitoring patients’
physical health problems, psychologi-
cal status, family and housing prob-
lems, and social service needs. The
team’s mission was to help the patient
enroll in and attend an appropriate
ambulatory care service, such as our
day hospital, adult mental health clin-
ic, rehabilitation day treatment cen-
ter, or alcohol treatment program. For
patients who were unwilling or un-
able to comply with the treatment
plan, the team provided home-based
or other interim treatment until the
patient accepted the usual aftercare
services. We were thereby providing
a unique form of case management.

In this study, we examined whether
or not certain aspects of quality of life
were improved for patients who re-
ceived outreach case management
compared with a control group.
Specifically, data from follow-up re-
search interviews were used to com-
pare patients’ reported sense of im-
provement in physical well-being and
competence in performing activities
of daily living; in emotional well-be-
ing as shown in emotional expressive-
ness, sadness, suicidal thoughts, and
substance abuse; and in interpersonal
relationships, living arrangements,
friendships, income maintenance,
and employment.
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Methods

Setting

The study site was described in a pre-
vious report (5). Briefly, at the time the
study began (1984-1985), the Harlem
Hospital Center department of psychi-
atry was the only full-service psychi-
atric facility for the 250,000 residents
of Central Harlem. Its patient popula-
tion was low income, and about 90
percent African American and 6 per-
cent Hispanic. Each day ten to 20 pa-
tients entered our emergency room;
almost three-quarters had substance
abuse problems, with or without addi-
tional psychopathology. At least half
required inpatient admission; howev-
er, our 47 inpatient beds allowed only
two or three admissions a day.

When the study began, more than
95 percent of our inpatient admis-
sions were emergency and involun-
tary, meaning the patients were as-
sessed as being a danger to self or oth-
ers. After a customary average stay of
22 days, about 80 percent were re-
ferred to an ambulatory care program
provided by our department. Around
20 percent failed to keep a single fol-
low-up appointment, and an estimat-
ed 50 percent left ambulatory care af-
ter one month.

Selection criteria
For this study we excluded patients
who did not reside in Manhattan, who
were not between the ages of 18 and
64, whose only axis I diagnosis was
substance abuse or organic mental dis-
order, and who stayed in the hospital
less than seven days. Also excluded
were patients who were already enti-
tled to receive limited case manage-
ment services from another agency
due to the chronicity of their illness.
The remaining patients were ran-
domly assigned to either the case
management group (N=147) or the
control group (N=145). All patients
were enrolled between April 1984 and
September 1985. All gave informed
consent to participate in the study.

Study plan

The study can be described as a ran-
domized prospective intervention
study. The period of postdischarge
case management services for patients
in the intervention group ranged from
15 to 52 months depending on the date

of discharge. The follow-up interval
was the same for both groups, because
equal random assignments to the
groups were made during the same
weeks throughout the study period.

After completion of the study, a case
manager was retained on staff to con-
tinue to maintain services for patients
in the intervention group who desired
such services. No patient was dis-
charged from the intervention group.
The control group patients had no con-
tact with the case management team
after their index discharge from the
hospital. Patients in both groups were
referred to appropriate aftercare treat-
ment programs for medical, psychi-
atric, substance abuse, and social
problems.

The case management services pro-
vided by our team to the intervention
group are more completely described
in previous reports (5,6). Briefly, as
noted above, the case management
team provided home-based or other
interim treatment until the patient ac-
cepted the usual aftercare services.

Evaluation interview procedure
Outreach case management team
members were not involved in fol-
low-up interviews of patients in the
intervention or control groups. The
research interviewer team consisted
of three paraprofessional community
liaison workers supervised by two of
the authors (ELS and AD’E).
Locating study patients in the com-
munity for reinterview was a compli-
cated and labor-intensive activity.
Many patients in both the interven-
tion and the control groups lacked a
valid address. To find patients, the in-
terviewers reviewed the data on pa-
tients at baseline; monitored all psy-
chiatric treatment facilities of Harlem
Hospital; made informal inquiries in
Central Harlem; made on-line in-
quiries on the shared medical systems
computer billing system; visited shel-
ters, prisons, and voluntary municipal
and state treatment facilities (residen-
tial and nonresidential facilities both
inside and outside hospital centers);
and searched archival databases for
records of inpatients treated at facili-
ties of the Health and Hospitals Cor-
poration other than Harlem Hospital
Center. Informed by these data, they
visited each location in the communi-
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ty where patients may have either
lived or visited (for example, for treat-
ment) and recruited patients to be in-
terviewed in a location satisfactory to
the patient.

The patients were reinterviewed
between 1986 and 1987. The mean+
SD interval between index discharge
and reinterview was 1.8%.6 years for
the 113 intervention group patients
and 1.8%.7 years for the 98 control
group patients who were located in
the community. Thus these 211 pa-
tients were reinterviewed 21.6+7.3
months after their index discharge, an
average of 3.6 months later than the
18 months initially planned.

Measures

At baseline during the index hospital-
ization, all patients completed a client
personal information form developed
for this study. The 88-item question-
naire took about an hour to complete
as administered by members of the
case management team. It elicited ex-
tensive information used by the re-
search interviewer team, including
the patient’s address and telephone
number and the names and addresses
of possible contacts.

In addition to information obtained
during routine physical examinations
and medical histories done for all in-
patients, a special physician assistant
form (PAF) was developed for use by
the physician assistant on the case
management team to gather informa-
tion on various physical health prob-
lems experienced within the past year
and in patients’ lifetimes (13). The
physician assistant was able to com-
plete the PAF for 269 of the 292 pa-
tients (92.1 percent). He also reviewed
current medical records, as well as
records of previous hospitalizations on
medical and surgical services.

Patients relocated by the research
interviewer team were asked to com-
plete an evaluation of aftercare form
(EAF) for their care at Harlem Hospi-
tal Center. The form, also developed
for this study, elicited information
about the patients’ biopsychosocial
status (current and past) and living
circumstances after discharge from
the index hospitalization. This 150- to
200-item questionnaire took from one
to two hours to complete as adminis-
tered by research interviewers. The

number of items varied due to the
presence of probing items asked only
when triggered by patients” responses.

The EAF elicited detailed informa-
tion in the domains of physical and
mental health status, hospitalization,
aftercare, living situation, contacts
with any service provider, entitle-
ments, work experience, critical and
disruptive life events, social network,
activities of daily living, depressive
symptom formation, suicidal behav-
ior, drug use, and alcohol use. Within
the EAE depressive symptom forma-
tion was measured by a revised Cen-
ter for Epidemiological Studies—De-
pression scale (14), drug use by a sec-
tion of the Structured Clinical Inter-
view for DSM-III (15,16), and alcohol
use by the Short Michigan Alco-
holism Screening Test (17).

In addition, the interviewers made
21 ratings based on what they learned
about patients during the interview.
These ratings included an estimate of
the accuracy of the patient’s answers
to the interview questions and ratings
of the patients” appearance, their gen-
eral psychological status, whether
they were under the influence of al-
cohol, and whether they would ac-
cept help from agencies and other
services. A rating was also made of
family members’ role in the interview
when they were present.

The EAF measures, which includ-
ed the interviewer ratings, differed in
scoring of responses depending on
the area of inquiry. Thirty-nine items
were selected for analysis as indica-
tors of patients” quality of life.

Among reinterviewed subjects, two
or three responses were missing in
some areas covered by the client per-
sonal information form; they included
employment, marital status, origin,
and education. Ten reinterviewed pa-
tients in the control group and four in
the intervention group were not inter-
viewed at baseline by the physician
assistant, not a statistically significant
difference. Finally, eight responses to
questions in the EAF about income
were missing, four in each group.

Statistical power and methods

We used the normal curve test proce-
dure (18) to estimate statistical power.
The average sample size of our two
groups of patients was 106. The size
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was sufficient to reject a false null hy-
pothesis of no difference between any
proportional measure of the two
groups when the observed difference
is moderate (two-tailed test, p=.05;
power=.99), and also when the ob-
served difference is midway between
small and moderate (power=.81).

The distribution of nominal vari-
ables among the study groups was as-
sessed for statistical significance
(p<.05) with the chi square test.
When the test had one degree of free-
dom, the continuity correction was
applied unless otherwise noted. Stu-
dent’s t test with two tails was used
for interval variables. To correct for
increased type 1 error due to multiple
comparisons of the intervention and
control groups, which totaled 39, the
least-significant-difference method
(19) was used. Therefore, any single
statistical test had to be significant at
the .001 level (.05/39) to make an in-
ference at the .05 level.

Results
Background characteristics
As we reported previously (5,6,8),
baseline demographic and biosocial
data were complete for 289 patients,
of whom 211 were reinterviewed (73
percent). Of 146 patients in the inter-
vention group, 113 were reinter-
viewed (77.4 percent), and of 143 pa-
tients in the control group, 98 were
reinterviewed (68.5 percent), not a
statistically significant difference.
Demographic and clinical charac-
teristics of the reinterviewed patients
in the intervention and control groups
are shown in Table 1. The groups did
not differ significantly in ethnicity,
gender, age, education, entitlements,
residential status, or clinical charac-
teristics. Table 1 also shows that at
baseline, the mean number of health
problems for both groups was similar,
as assessed by the PAE

Follow-up interview

Patients in the intervention and con-
trol groups were compared on 39
measures of quality of life obtained in
the reinterview. None of the compar-
isons were statistically significant
when the least-significant-differences
adjustment was applied (p<.001). Of
the 13 measures for which the indi-
vidual significance levels were lower
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Table 1

Demographic and clinical characteristics of reinterviewed patients who received
case management services (intervention group) and those who did not (control
group) after discharge from Harlem Hospital Center!

Intervention Control
group group Total sample
(N=113) (N=98) (N=211)
Characteristic N % N % N %
Race
Black 103 91.1 91 92.8 194 91.9
Hispanic 8 7.1 6 6.2 14 6.7
Female 72 63.7 58 59.2 130 61.6
Mean=SD age (years) 33.6x11.6 34.3x12.1 33.9x11.8
Born in the U.S. 102 90.3 87 88.5 189 89.5
Fluent in English 110 97.3 95 96.9 205 971
High school graduate 47 41.6 41 41.7 88 41.6
Marital status
Never married 76 67.3 54 54.7 130 61.5
Divorced, separated, or widowed 31 27.4 34 34.7 65 30.8
Residential status
Lives with parent 40 35.1 36 37.0 76  36.0
Lives alone 24 21.2 12 12.3 36 17.2
In previous residence more than
ten years 23 20.5 24 24.0 47 22.1
In previous residence less than
one year 28 25.0 19 19.8 48 22.6
Employed at index hospitalization ~ 13 11.6 8 8.2 21 10.0
Entitlement checks per month
(mean=+SD) 7+.6 7+£5 7+6
Monthly income (mean=+SD) $359+$422 $307+£$297 $335+$370
Diagnosis
Schizophrenia 43 38.1 36 36.7 79 374
Comorbid alcohol or drug abuse 43 38.1 39 39.8 82 389
Physical health problems at base-
line (mean+SD) 14x14 1514 14+14
Previous psychiatric hospitalization
at Harlem Hospital Center 32 28.3 24 24.5 56 26.5

! No statistically significant differences (p>.10) were found between groups.

than .05, six indicated higher quality
of life in the intervention group, and
seven indicated higher quality in the
control group. (A report on the ob-
served trends is available from the
first author.) Therefore, we concluded
that the quality of life of the patients
in the intervention group was not
demonstrably improved in compari-
son with the control group patients.

Discussion and conclusions

Quality of life was not demonstrably
improved in a global sense for patients
in the intervention group compared
with those in the control group. How-
ever, because this study was of patients
hospitalized at Harlem Hospital Cen-
ter who were not eligible for commu-
nity support services—that is, their ill-
nesses were not regarded as chronic—
these findings cannot be generalized
either to patients in case management
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programs serving persons eligible for
community support services or to pa-
tient populations whose biopsychoso-
cial characteristics differ substantially
from those of patients treated at
Harlem Hospital Center. 4
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