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Objectives: This study assessed the effectiveness of a brief three-month
critical time intervention (B-CTI) model in improving continuity of psy-
chiatric outpatient care for individuals with serious mental illness who
are discharged from inpatient psychiatric treatment facilities. Methods:
A total of 135 consenting veterans who were diagnosed as having seri-
ous mental illness and were discharged from an acute inpatient unit
were randomly assigned to receive either B-CTI or usual care. The
three-month B-CTI intervention begins before discharge. A B-CTI cli-
nician meets with the patient, assesses needs, and maintains a high lev-
el of patient contact after discharge. Participants completed interviews
at baseline and three months later. Chart reviews provided data on serv-
ice utilization in the six months postdischarge. Results: Compared with
the control group, the B-CTI group had significantly fewer days be-
tween their hospital discharge and their first outpatient service. B-CTI
participants were more likely to have had an outpatient visit and to have
had more total mental health and substance abuse visits within 30 and
180 days of discharge. They had greater continuity of care as evidenced
by a greater number of two-month blocks with two or more outpatient
visits over 180 days. Participants in the B-CTI group reported receiving
more help in making and keeping medical and mental health appoint-
ments, making family contact and community connections, and receiv-
ing information on prescribed medications. Conclusions: This study pro-
vides evidence that a B-CTI targeted at the point of inpatient discharge
can be helpful in promoting postdischarge continuity of care for per-
sons with serious mental illness. The limited association of improved
continuity of care with patient outcomes in this brief intervention de-
mands further study. (Psychiatric Services 60:451-458, 2009)
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nesses who are being discharged

from inpatient settings and re-
main unconnected to outpatient
treatment services are at a higher risk
of recidivism. After discharge, psychi-
atric patients are at high risk of ad-
verse outcomes, including psychiatric
rehospitalization (1,2), first-episode
or recurrent homelessness (3,4), vio-
lence against others (5), and suicide
(6,7). Delayed or absent outpatient
follow-up psychiatric treatment con-
tributes to poor outcomes (8,9). Re-
cent estimates suggest that only half
of all discharged psychiatric patients
transition successfully to outpatient
care (10).

Strategies to reduce adverse out-
comes by preventing treatment
dropout during this transitional peri-
od are needed. Bridging point-of-en-
try approaches, such as scheduling
outpatient appointments within a
few days of hospital discharge or
providing reminders of such ap-
pointments, are low cost and easily
implemented and improve initial
outpatient attendance, but they have
not been shown to sustain patients in
ongoing treatment (10).

The most effective type of bridging
strategy involves coordination of on-
going treatment between inpatient
and outpatient staff. Patient tele-
phone contact predischarge with out-

Individuals with serious mental Ill-
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patient clinicians predicts outpatient
follow-up for patients assigned to re-
ceive outpatient psychiatric care from
new clinicians (11). Communication
about patients’ discharge plans be-
tween inpatient and outpatient clini-
cians, patients’” attendance at outpa-
tient programs before discharge, and
family involvement during the hospi-
tal stay are associated with outpatient
follow-up (12).

Although previous work has evalu-
ated correlates of enhanced retention
in psychiatric treatment, few studies
have specified interventions directly
targeting continuity of care. Emerg-
ing evidence suggests that brief, low-
intensity case management interven-
tions are effective in bridging the gap
between inpatient and outpatient
treatment (13,14).

This study assessed the effective-
ness of a brief critical time interven-
tion (B-CTI) model for veterans with
serious mental illness who were be-
ing discharged from inpatient psychi-
atric treatment facilities. CTI was
originally a nine-month model de-
signed to prevent recurrent home-
lessness among men with mental ill-
ness who were being discharged from
homeless shelters (13). The original
CTI model was effective at reducing
extended homelessness and negative
symptoms (15), and it was cost-effec-
tive in comparison to usual care (16).
CTI has subsequently been adapted
for other populations, such as home-
less persons with mental illness who
are being discharged from psychiatric
hospitals, homeless families, home-
less veterans, and men with mental
illness who are being discharged from
prison (17). We shortened and adapt-
ed the original CTI model, creating a
brief three-month intervention that
seeks to enhance continuity of psychi-
atric outpatient care. We hypothe-
sized that veterans randomly assigned
to receive B-CTI would have signifi-
cantly better continuity of care.

Methods

Settings and design

The study site was the Department of
Veterans Affairs (VA) Capitol Health-
care Network, which includes four
acute inpatient units (two of which are
linked in one health care system).
Baseline assessments were completed
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between February 2003 and April
2005. Consenting veterans who met
study inclusion criteria and who were
being discharged from the acute inpa-
tient unit were randomly assigned to
receive B-CTI or usual care. Partici-
pants completed an in-person inter-
view conducted by a rater who was
blind to the study condition at baseline
and three months later. Chart reviews
provided service utilization data.

Participants
Participants were eligible for the study
if they were 18 to 70 years of age, lived
within 50 miles of the inpatient facility,
and were diagnosed as having a schiz-
ophrenia spectrum disorder, major de-
pression, bipolar disorder, or psychotic
disorder not otherwise specified. Par-
ticipants were determined to be at risk
of dropping out of treatment after the
index hospitalization if they were diag-
nosed as having a co-occurring sub-
stance use disorder in the year before
the index admission, had a history of
medication nonadherence in the year
before the index admission according
to patient self-report or chart, or had
an inpatient admission during the two
years before the index admission, fol-
lowed by a readmission, an emergency
room visit, or no outpatient visits with-
in 30 days postdischarge. Patients who
were homeless or currently receiving
or eligible for services from the mental
health intensive case management
team by virtue of four or more psychi-
atric inpatient hospitalizations within
the past year were excluded.

Differing institutional review board
requirements across settings created
two different procedures for partici-
pant screening and recruitment. Re-
view of inpatient logs identified all
patients who met age and diagnosis
criteria. Two sites permitted screen-
ing the charts of persons meeting age
and diagnosis criteria to determine
whether they met other inclusion cri-
teria. Persons meeting eligibility cri-
teria were approached for consent.
Two other sites required participants’
verbal consent before chart screen-
ing. The same procedure was fol-
lowed in these two sites after obtain-
ing verbal permission.

A total of 211 inpatients were eligi-
ble for the study and were ap-
proached, and 155 (73%) provided

written informed consent after receiv-
ing a complete study description. Per-
sons who consented to participate did
not differ on the basis of age or race
from those who refused; women were
less likely than men to refuse partici-
pation (p<.05). Twenty patients were
withdrawn from the study immediate-
ly after they provided consent—15 be-
came ineligible as a result of changes
in discharge plan or changes in diag-
nosis, and five had such rapid dis-
charge that no assessments were com-
pleted—leaving 135 enrollees (61 par-
ticipants at the linked sites 1 and 2, 27
participants at site 3, and 47 partici-
pants at site 4). A total of 116 partici-
pants received three-month evalua-
tions. Gender, race, and age did not
differ significantly between those who
completed the follow-up assessment
and those who did not. Medical charts
provided service utilization data for
the six-month period postdischarge.

Intervention description
This studys adapted B-CTI model
roots patients within existing systems
of community-based services and so-
cial support, thereby facilitating the
transition from inpatient hospitaliza-
tion to outpatient services and com-
munity living. The three-month inter-
vention begins before hospital dis-
charge. The B-CTI clinician, who has
training in nursing or social work, re-
ceives a referral and immediately
meets with the patient to assess indi-
vidual needs and barriers to outpa-
tient care. The clinician builds rap-
port, develops individualized treat-
ment goals, identifies barriers to
treatment, and establishes a case
management plan. There are nine
possible target areas for clinical focus
(Table 1). The focus areas are deter-
mined by the initial assessment and
ongoing reappraisal of the patients
needs. Clinicians are trained to em-
phasize systems coordination and
psychiatric stabilization and to identi-
fy an additional two to three target ar-
eas. The three phases of the original
CTI model were reduced to two in B-
CTIL; the phases are labeled bridging
the transition to outpatient care and
facilitating engagement in communi-
ty-based services.

After discharge, the B-CTI clinician
maintains a high level of patient con-

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' April 2009 Vol. 60 No. 4



Table 1

The nine target areas of a brief critical time intervention to improve continuity of psychiatric care for persons with severe

mental illness

Target area

Description and goal

Possible activities

Systems coordination

Engagement in psychiatric
services

Continuation of substance
abuse treatment

Medication adherence

Family involvement and
social support network

Life skills training and support

Integration of medical care

Establishment of community
linkages

Practical needs assistance

Coordinate referrals and work with the patient
to identify long-term treatment goals

Assist the patient with managing symptoms
and feeling more empowered in making
active use of psychiatric services

Help the patient address any substance-
related treatment needs and emphasize
engagement in ongoing treatment

Work with the patient to support medication
adherence and develop self-management
strategies

Collaborate with the patient to engage family
and other social network members

Help the patient to improve his or her adaptive
functioning in various life skill areas

Help the patient to access and utilize medical
care services

Help the patient to establish connections
with nonpsychiatric services

Assist the patient in meeting his or her every-
day needs and provide practical assistance

Accompany the patient to appointments; develop
a system for keeping track of appointments

Help the patient optimize relationships with
treatment providers; talk with providers regard-
ing the in vivo observed strengths and vulnerabil-
ities of the patient

Conduct motivational interviews; provide
psychoeducation regarding substance use

Provide education about benefits and side effects
of medication; teach strategies such as the use of
pill boxes and calendars

Provide education to friends and family mem-
bers; help patient mediate conflict with loved ones

Conduct a home assessment to identify potential
challenges or hazards; assist the patient in
managing finances

Accompany the patient to medical appointments;
help the patient to establish and maintain pro-
health behaviors

Refer the patient to a vocational rehabilitation
program; discuss the possibility of connecting
with a faith-based organization

Teach the patient how to use public transportation;
help the patient access services to help with legal

issues, benefits, or child care

tact, conducting home visits, accompa-
nying the patient to initial appoint-
ments, and providing emotional and
practical support for the patient and
family. During the first 30 days after
discharge, the B-CTI clinician had a
mean=SD of 4.95+3.03 patient con-
tacts. Contacts during the entire peri-
od of B-CTT averaged 12.67+7.93.

The comparison condition consist-
ed of referral to outpatient treatment,
partial hospitalization, and substance
abuse treatment according to each
unit’s usual practices. There was no
formal care coordination beyond the
point of referral.

Fidelity
B-CTI clinicians were drawn from ex-
isting clinical staff at each site. One
clinician covered sites 1 and 2. Clini-
cians completed a two-day training
session to review B-CTI’s essential el-
ements and manual. Clinicians had
biweekly telephone supervision.
Fidelity was assessed by review of

all B-CTT chart notes by coinvestiga-
tors. Clinician ratings of focal priorities
were extracted. Evidence of whether
the B-CTI clinician addressed each
priority focus area and the overall ex-
tent to which services were consistent
with the model were evaluated using
information from chart notes and the
clinical supervisor. Study coinvestiga-
tors AL and RG, who played a key role
in the manualization of the interven-
tion and who also oversaw provider
training, discussed each case and ar-
rived at a consensus. Ratings ranging
from 1, not at all, to 5, very much so,
were given for each of the five key
process variables (see below). A sum-
mary index variable representing over-
all process implementation fidelity was
created by taking the average across
the five ratings.

Assessments and variables

Mental disorder diagnoses made by
the inpatient treating psychiatrist
were obtained for descriptive purpos-
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es. All participants were assigned to
the category of schizophrenia and
other schizophrenia spectrum disor-
ders or to mood disorders.

Service utilization variables were
dependent measures and were ob-
tained through medical chart abstrac-
tion spanning the six months after in-
dex hospitalization. Use of acute and
subacute services, including days of in-
patient hospitalization, number of
emergency room visits (psychiatric
and somatic), and days of partial hospi-
tal program use were recorded. We
recorded use of nonacute services, in-
cluding every mental health, sub-
stance use, and general medical outpa-
tient visit, and the associated provider.
B-CTI clinicians were considered
members of the mental health team.

Primary outcomes were based on
VA performance measures and in-
cluded measures of continuity from
inpatient care to outpatient care, con-
tinuity of outpatient care, and outpa-
tient treatment intensity. We con-
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structed five dependent variables
(key process variables) assessing inpa-
tient to outpatient care continuity and
treatment intensity. The first variable
was the number of days until the first
mental health or substance abuse out-
patient visit. The second and third
were the proportion of patients who
received any mental health or sub-
stance abuse outpatient treatment
during the first 30 and 180 days after
discharge. The fourth was the num-
ber of mental health or substance
abuse outpatient visits in these inter-
vals. Finally, the fifth variable indicat-
ed outpatient continuity of care: we
assessed the number of two-month
periods during the first six months af-
ter discharge in which the veteran
had two or more outpatient mental
health or substance abuse visits. If the
veteran had two visits, he or she re-
ceived a score of 1 for that period; if
not, the veteran received a score of 0.
Veterans could receive a score of 0 to
3 on this variable.

To examine use of high-cost acute
services, we constructed three vari-
ables representing the aggregate
number (over the six-month postdis-
charge period) of inpatient hospital
days, partial hospital days, and emer-
gency room Vvisits.

Satisfaction and processes of care
also functioned as dependent vari-
ables. Satisfaction with outpatient
care in the three months after dis-
charge was assessed in the participant
interviews with a 4-point scale
(scored as 0, not all satisfied; 1, not
very satisfied; 2, somewhat satisfied;
and 3, very satisfied). Participants
were asked whether they had re-
ceived any assistance with an array of
different care needs. The five needs
categories included coordination of
services or engagement; help with
substance abuse treatment; medica-
tion management; family and social
networks and community linkages;
and life skills training, support, and
practical needs assistance.

Psychiatric symptoms were de-
pendent variables and were assessed
with the Brief Psychiatric Rating
Scale (BPRS) (18). We utilized the to-
tal score as well as the scores on the
subscales that measured positive
symptoms, negative symptoms, hos-
tility, anxiety, and withdrawal.
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The 33-item Quality of Life Inter-
view (QOLI) (19) provided ratings of
dependent variables of subjective and
objective quality of life in eight life
domains: living situation, daily activi-
ties and functioning, family relations,
social relations, finances, work and
school, legal and safety issues, and
health. The subjective scale is scored
so that 1 (terrible) indicates the worst
and 7 (delighted) indicates the best.

Data analysis

We compared the demographic and
clinical characteristics of the B-CTI
and comparison groups using t tests,
chi square analyses, and Fisher’s exact
tests. We next compared the groups
across all sites on the primary service
utilization outcomes and on other de-
pendent variables obtained at the
three-month assessment. These com-
parisons were conducted with basic
regression models controlling for site
as a covariate. Analyses used an in-
tent-to-treat method. Vigorous at-
tempts were made to interview each
participant regardless of his or her
treatment participation. All available
data were used in the data analysis.

Because of potential site differences
in the implementation of the B-CTI
model and to account more directly
for degree of adherence to the model,
we conducted post hoc exploratory
analyses, repeating all of the above
analyses including only individuals in
the B-CTI group who received the in-
tervention with high fidelity (partici-
pants with fidelity summary index
scores >3. We conducted another set
of analyses including only those with
fidelity summary index scores >4). We
made within-site comparisons for the
combined sites 1 and 2 and site 4 using
the same analysis plan outlined above.
Site 3 had too few participants for site-
level analyses.

Comparisons of counts of inpatient,
outpatient, and emergency room vis-
its were conducted with negative bi-
nomial regression models, the result-
ing effect estimates from which are
expressed as event rate ratios. Poisson
regression models are often used to
analyze counts; however, the count
distributions for this study were
overdispersed, and we therefore uti-
lized negative binomial regression.

To accommodate count distribu-

tions with a high proportion of zeros,
we used zero-inflated negative bino-
mial regression (20). Such models
posit two latent groups: one whose re-
sponse is almost always zero (for ex-
ample, those not in need of a psychi-
atric inpatient stay) and the other
with a distribution that can include
some zeros (for example, those who
are in need of a psychiatric inpatient
stay but who do not go). A pair of ef-
fect estimates is produced by these
models: one, the relative odds of not
having an event (for example, inpa-
tient visit), and two, the event rate ra-
tio (among those in the second latent
group).

Comparison of continuous meas-
ures, scores, and Likert scales was
conducted with linear regression.
Comparison of dichotomous variables
(percentages) was conducted with lo-
gistic regression. The one event-time
variable (time until earliest service)
was analyzed with a Cox proportional
hazards regression model to account
for right-censoring.

Results

Demographic characteristics of the
sample and the intervention groups
are shown in Table 2. Most partici-
pants were male, and there was a
mean age of 47.8 years. There were
no significant differences between
the two intervention groups with re-
gard to demographic variables.

Continuity and intensity of care
Compared with the control group,
the B-CTI group had significantly
fewer days between hospital dis-
charge and the first outpatient visit
(Table 3). A greater proportion of
participants in the B-CTI group had a
mental health or substance abuse vis-
it within 30 days and 180 days of dis-
charge. Participants in the B-CTI
group had more total mental health
and substance abuse visits within 30
days and 180 days of discharge. Those
in the B-CTI group also had greater
continuity of outpatient care, as evi-
denced by a greater number of two-
month blocks with two or more out-
patient visits over 180 days.

Acute and subacute care
There were no overall differences be-
tween the groups in days of hospital-
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Table 2

Characteristics of study participants with severe mental illness who were discharged from inpatient psychiatric treatment

facilities, by treatment group

Total sample

B-CTI group®

Control group

Total Total Total Test
Characteristic N N % N N % N N % statistic df p
Age (M=SD) 47.77+7.81 46.55+8.35 48.86+7.18 t=1.73 133 .086
Male 135 122 90 64 58 91 71 64 90 X2=.00 1 1999
Caucasian 135 58 43 64 28 44 71 30 42 X2:.00 1 .999
Hispanicb 128 2 2 60 0 — 68 2 3 498
SChiZOphrenia 135 50 37 64 21 33 71 29 41 X2=-62 1 432
12 or more years
of education® 125 118 94 60 56 93 65 62 95 710
Currenﬂy married 126 21 17 60 12 20 66 9 14 t=.92 1 338
4 B-CTI, brief critical time intervention
b Fisher’s exact test used
Table 3
Process and outcome measures for patients receiving a brief critical time intervention (B-CTI) or usual care
B-CTIg Control
roup (N=64) group (N=T1)
Test
Measure N % N % Effect 95% CI statistic*  df p
Psychiatric and substance abuse
outpatient services
Number of days until earliest
visit after discharge® 3.50¢ 15.00¢ 2.73 1.80-4.15  x?=22.12 1 <.001
Any visit during the 30 days
after discharged 62 97 49 69 14.50 3.23-65.09 x2:12.19 1 <.001
Any visit during the 180 days
after discharge 64 100 61 86 na® na na na na
Number of visits in the first
30 days after discharge
(M=SD)! 6.67+3.64 1.97+2.59 3.45 2.65-4.47 22=86.37 1 <.001
Number of visits in the first
180 days after discharge
(M=SD)! 20.80+14.49 10.08+12.36 2.14 1.58-2.91 22=23.70 1 <.001
Number of 60-day periods with
2 or more services during
the first 180 days after
discharge (M+SD)g 2.23+.79 1.62+1.19 .63 28-.97 F=6.46 3,131 <.001
Psychiatric and substance abuse
hospitalizationsh
Relative odds of no service (%) 40 63 49 69 78 .37-1.63 t=—067 135 503
Relative rate of hospital days
(MzSD) 21.70+26.86 18.50+£18.97 1.28 75-2.17 t=.90 135 .368
Relative rate of emergency room
visits (MiSD)f 31+.64 46+.92 .67 32-1.36 x2:1.29 1 257

* Wald chi squares are used for the chi square values.
b Estimate and 95% CI of effect are for the hazard ratio (Cox regression).
¢ Medians are reported because of censoring.
d Estimate and 95% CI of effect are for the odds ratio (logistic regression).
¢ Test not available because all patients in the B-CTI group had an outpatient visit resulting in no response variation; hence, a logistic regression model

could not be fitted.

f Estimate and 95% CI of effect are for the event rate ratio (negative binomial regression).
§ Estimate and 95% CI of effect are for the mean difference (linear regression).

" Two-part zero-inflated negative binomial model

I Reported only for those with at least one hospitalization
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ization or emergency room visits

(Table 3).

Satisfaction and needs

Overall satisfaction with mental
health services did not differ be-
tween the groups. Participants in the
B-CTI group reported receiving sig-
nificantly more help in scheduling
mental health and medical outpa-
tient appointments and in tracking
and getting to those appointments.
Those in the B-CTI group reported
receiving more information on name,

dose, and type of medication pre-
scribed for them and receiving more
aid in contacting family members
and social supports, making commu-
nity connections, and helping family
members to better understand men-
tal illness and other related issues
(Table 4). The two groups did not
differ in receiving general informa-
tion on substance abuse, under-
standing why problems are made
worse by substance abuse, attending
substance abuse treatment, receiv-
ing information on how medication

controls symptoms and side effects,
and receiving help with practical

housing and budget needs.

Quality of life and symptoms

Compared with participants in the con-
trol group, those in the B-CTI group
described significantly greater levels of
satisfaction with legal and safety issues
(5.30+ 1.5 versus 4.72+1.5; p=.026) and
greater frequency of social contacts
(2.92 +1.15 versus 2.40 +1.08; p:.()lS).
No differences were found in satisfac-
tion with living situation, daily activities

Table 4

Nature of help received and psychiatric symptoms among patients receiving a brief critical time intervention (B-CTI) or

treatment as usual

B-CTI Control

Comparison

group (N=55) group (N=61)

Test
Variable N % N %  Effect® 95% CI statisticP df  p
Nature of help received
Making appointments for mental
health care 43 78 22 36 715  299to17.14  x?=19.47 1 <.001
Making appointments for medical care 37 67 14 23 693 3.04to 1578 x?=21.26 1  <.001
Keeping track of services needed
(such as mental health care, sub-
stance abuse services, and for
personal problems) 39 71 17 28 641 284tol1444 x%=20.07 1 <.001
Getting to appointments 26 48 15 25 289 1.30t06.39 %%=6.83 1 .009
Receiving information on substance
abuse 26 47 23 38 1.5 .70 to 3.22 2x2=1.06 1 .302
Understanding why problems are
made worse by substance abuse 27 49 28 46 1.12 52 to2.44 %2=.09 1 766
Attending outpatient substance
abuse treatment 12 22 9 15 1.61 .62 t0 4.19 x2=.94 1 333
Receiving information on name,
dose, and type of prescribed
medication 39 71 29 48 270 1.25t05.82 %2=6.38 1 .012
Receiving information on how med-
ication controls symptoms 38 69 34 56 1.79 .83 to 3.87 x2=2.18 1 140
Receiving information on identifying
medication side effects 30 55 30 49  1.28 .60 to 2.75 x2=41 1 520
Receiving information on taking
prescribed medication 26 47 24 39 143 .67 to 3.08 %2=.85 1 357
Contacting family 15 27 3 5 755 203t028.16 %2=9.07 1 .003
Receiving information on aiding fam-
ily in understanding mental illness
and related issues 19 35 8 13 369 143t0950  x%=7.31 1 .007
Making community connections 19 35 8 13 383 147t09.97 x2=7.54 1 .006
Maintaining appropriate housing 14 25 8 13 245 .89 to 6.69 %2=3.04 1 081
Managing budget and income 14 25 10 16 1.83 .72 to 4.69 x>=1.59 1 207
Getting ongoing services related to
housing, employment and prac-
tical needs 15 27 11 18 1.72 71 to 4.17 X2=1.44 1 230
BPRS (M+SD score)®
Total (18 items) 1.79+.67 1.85+.58 -06 —-27to.15 t=—2057 109 567
Positive symptoms subscale (3 items) 1.57+.86 1.76+.97 -20 -52t0.13 t=—1.20 109 .233
Negative symptoms subscale (3 items) 1.52+.78 1.60+.96 —-09 —-38t0.20 t=—1064 109 527

* For nature of help received, variables effect and 95% CIs are for relative odds of receiving help, B-CTI versus control. For BPRS, effect is adjusted

mean difference.

b Wald chi square tests are from logistic regression adjusted for site; t tests are used from linear regression adjusted for site.
¢ Brief Psychiatric Rating Scale BPRS. Possible scores range from 1 to 7, with higher scores indicating extremely severe symptoms present.

456

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' April 2009 Vol. 60 No. 4



and functioning, family relations, fi-
nances, work and school, and health.
Psychiatric symptoms did not differ be-
tween the groups.

Fidelity analyses

Sensitivity analysis that examined
only participants in the B-CTI condi-
tion who received the intervention
with high fidelity did not change any
results. Eighty percent (51 of 64) re-
ceived a fidelity score rating of 3, and
63% (40 of 64) received a fidelity rat-
ing score of 4.

Site analyses

The B-CTI group at sites 1 and 2 had
significantly fewer psychiatric emer-
gency room visits, compared with the
control group (.2+.5 versus .6+1.0)
(y*=4.14, df=1, p:.042).

Discussion

This study provides evidence that B-
CTI targeted at the point of inpatient
discharge can be helpful in promot-
ing postdischarge continuity of care.
This is consistent with previous stud-
ies of CTI, which have shown its ef-
fectiveness in reducing homelessness
among persons with serious mental
illness who are living in shelters and
in reducing homelessness and insti-
tutionalization for homeless veterans
who are being discharged from inpa-
tient settings (13,21). Of note, our
program was not intended for indi-
viduals with a level of care targeting
needs consistent with referral to as-
sertive community treatment or the
VA’s Mental Health Intensive Case
Management. It was purposely de-
signed for and implemented within a
group of patients who were thought
to benefit from this low-intensity
supplemental service. In general, the
more targeted and focused the psy-
chosocial interventions are, the more
they are found to be effective for
their targeted outcomes.

Although B-CTI did not produce
overall reductions in use of high-cost
acute services, combined sites 1 and 2
had an overall reduction in use of
emergency room services. Although
caution is important in interpreting
this secondary analysis, these sites
may have had different patterns of
use of emergency room services that
were more amenable to modification

by B-CTL. A recent study of Medicaid
beneficiaries investigated the likeli-
hood of outpatient follow-up within
seven days of discharge from inpa-
tient services. Study hospitals had
widely different rates of follow-up,
suggesting that provider and facility
characteristics may play a key role in
outpatient follow-up (22).

The B-CTI participants received
services in the target areas identified
during their ongoing assessment. This
suggests that B-CTI clinicians were in
fact focusing on connecting patients
to outpatient services and solidifying
community supports. The B-CTT cli-
nicians clearly did not focus on sub-
stantive aspects of treatment, such as
medication and substance abuse,
which may be more appropriate for
longer-term services.

B-CTI produced only a modest im-
pact on overall outcome, with no dif-
ferences in symptoms, compared
with the control intervention. Quality
of life improved in one subjective do-
main (satisfaction with legal and safe-
ty issues) and one objective domain
(overall social contacts). This could
be interpreted as a discouraging com-
ment on the absence of association
between processes of care and out-
comes and limited cost-effectiveness.
However, psychiatric symptom levels
were low overall, and it is possible
that both a ceiling effect and the max-
imum degree of medication adher-
ence at the time of discharge hin-
dered the expression of symptom dif-
ferences at the three-month assess-
ment. The quality-of-life differences
between the groups may again reflect
the B-CTI focus on social networks,
which may also enhance a feeling of
safety. Notably, the follow-up period
of three months was short; future
work should focus on whether B-
CTTs short-term improvement in
care processes improves outcomes
over a more extended period.

Our study was limited by its small
size and geographic scope and limited
power to explore the impact of fideli-
ty and site-level implementation dif-
ferences. These limitations are bal-
anced by the randomized experimen-
tal design, careful implementation of
a manualized intervention by trained
but regular clinical staff, and raters
blind to study condition.
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Conclusions

This study contributes to an emerg-
ing body of evidence supporting the
effectiveness of brief critical time in-
terventions to improve continuity of
care for individuals with psychiatric
disabilities. Future studies should
obtain further understanding of how
best to target the program to opti-
mize outcomes.
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