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Background

Intensive Case Management (ICM) is a community-
based package of care aiming to provide long-term care
for severely mentally ill people who do not require imme-
diate admission. ICM evolved from 2 original community
models of care, Assertive Community Treatment (ACT)
and Case Management (CM), where ICM emphasizes
the importance of small caseload (fewer than 20) and
high-intensity input.

Objectives

To assess the effects of ICM as a means of caring for
severely mentally ill people in the community in com-
parison with non-ICM (caseload greater than 20) and
with standard community care. We did not distinguish
between models of ICM. In addition, to assess whether
the effect of ICM on hospitalization (mean number of
days per month in hospital) is influenced by the inter-
vention’s fidelity to the ACT model and by the rate of
hospital use in the setting where the trial was conducted
(baseline level of hospital use).

Search Methods

We searched the Cochrane Schizophrenia Group’s Trials
Register (last update search April 10, 2015).

Selection Criteria

All relevant randomized clinical trials focusing on people
with severe mental illness, aged 18 to 65 years and treated
in the community care setting, where ICM is compared to
non-ICM or standard care.

Data Collection and Analysis

At least 2 review authors independently selected trials,
assessed quality, and extracted data. For binary out-
comes, we calculated risk ratio (RR) and its 95% CI, on
an intention-to-treat basis. For continuous data, we esti-
mated mean difference (MD) between groups and its 95%
CI. We employed a random-effects model for analyses.

We performed a random-effects meta-regression analy-
sis to examine the association of the intervention’s fidel-
ity to the ACT model and the rate of hospital use in the
setting where the trial was conducted with the treatment
effect. We assessed overall quality for clinically important
outcomes using the GRADE approach and investigated
possible risk of bias within included trials.

Main Results

The 2016 update included 2 more studies (z = 196) and
more publications with additional data for 4 already
included studies. The updated review therefore includes
7524 participants from 40 randomized controlled trials
(RCTs). We found data relevant to 2 comparisons: ICM
vs standard care, and ICM vs non-ICM. The majority of
studies had a high risk of selective reporting. No studies
provided data for relapse or important improvement in
mental state.

ICM vs Standard Care

When ICM was compared with standard care for the
outcome service use, ICM slightly reduced the number
of days in hospital per month (n = 3595, 24 RCTs, MD
—-0.86, 95% CI —1.37 to —0.34, low-quality evidence,
figure 1). Similarly, for the outcome global state, ICM
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__Study or Subgroup Mean SD Total Mean sD
1.1.1 skewed data (sample size Z 200)
Chandler-California1 (A) 0.47 2.34 102 078 1.84 101
Chandler-California1 (B) 0.67 255 115 096 2.07 114
OPUS-Denmark 1999 511 77 263 657 873 244
Rosenheck-USA-GMS 4.04 4.12 271 417 458 257
Rosenheck-USA-NP 8.92 10.5 183 11.67 1242 162
Subtotal (95% Cl) 934 878
Heterogeneity: Tau? = 0.11; Chi? = 6.36, df = 4 (P = 0.17); 12 = 37%
Test for overall effect: Z = 1.85 (P = 0.06)
1.1.2 skewed data (sample size < 200)
Audini-UK 1994 0.95 2.84 33 093 203 33
Bjorkman-Sweden 2002 0.83 3.13 33 215 413 44
Bond-Chicago1 1990 3.22 4.55 42 53 542 40
Bond-Indianat (A) 1.28 3.17 29 772 899 32
Bond-Indiana1 (B) 272 4.54 34 362 524 30
Bond-Indiana1 (C) 0.05 1.89 21 338 498 21
Curtis-New York 1992 1.77 1.79 146 1.02 118 143
Ford-UK 1995 3.07 6.9 39 176 3.67 38
Hampton-lllinois (A) 1.75 3.63 48 483 649 47
Hampton-lllinois (B) 3.25 5.01 34 342 502 36
Holloway-UK 1996 24 5.1 34 1.2 3 26
Jerrell-SCarolina1 1991 0.53 24 40 08 1.86 40
Lehman-Maryland1 1994 3.04 5.15 77 541 7 75
Marshall-UK 1995 1.04 218 40 156 445 40
Muijen-UK2 1994 253 5.55 41 245 583 41
Muller-Clemm-Canada 1996 1.68 3.56 61 163 293 57
Quinlivan-California 1995 1.09 2.65 30 553 865 30
Sytema-Netherlands 1999 34 54 58 4.3 73 57
Test-Wisconsin 1985 0.42 229 72 213 3.54 41
Subtotal (95% CI) 912 871
Heterogeneity: Tau? = 1.67; Chi? = 79.27, df = 18 (P < 0.00001); 2= 77%
Test for overall effect: Z = 2.70 (P = 0.007)
Total (95% CI) 1846 1749

Heterogeneity: Tau? = 0.93; Chi? = 89.43, df = 23 (P < 0.00001); I = 74%
Test for overall effect: Z = 3.26 (P = 0.001)
Test for subaroup differences: Chi* = 1.50. df = 1 (P = 0.22), I* = 33.2%

Fig. 1. Average number of days in hospital per month.

reduced the number of people leaving the trial early
(n=1798, 13 RCTs, RR 0.68, 95% CI1 0.58 to 0.79, low-
quality evidence). For the outcome adverse events, the
evidence showed that ICM may make little or no dif-
ference in reducing death by suicide (n = 1456, 9 RCTs,
RR 0.68, 95% CI 0.31 to 1.51, low-quality evidence).
In addition, for the outcome social functioning, there
was uncertainty about the effect of ICM on unemploy-
ment due to very low-quality evidence (n = 1129, 4
RCTs, RR 0.70, 95% CI 0.49 to 1.0, very low-quality
evidence).

ICM vs Non-ICM

When ICM was compared with non-ICM for the out-
come service use, there was moderate-quality evidence
that ICM probably makes little or no difference in the
average number of days in hospital per month (rn = 2220,
21 RCTs, MD —0.08, 95% CI —0.37 to 0.21, moderate-
quality evidence) or in the average number of admissions
(n =678, 1 RCT, MD —0.18, 95% CI —0.41 to 0.05, mod-
erate-quality evidence) compared to non-ICM. Similarly,
the results showed that ICM may reduce the number of
participants leaving the intervention early (n = 1970, 7
RCTs, RR 0.70, 95% CI 0.52 to 0.95, low-quality evi-
dence) and that ICM may make little or no difference in
reducing death by suicide (n = 1152, 3 RCTs, RR 0.88,
95% CI 0.27 to 2.84, low-quality evidence). Finally, for
the outcome social functioning, there was uncertainty
about the effect of ICM on unemployment as compared
to non-ICM (n = 73, 1 RCT, RR 1.46, 95% CI 0.45 to
4.74, very low-quality evidence).

Total Weight IV, Random, 95% CI
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Mean Difference
IV, Random, 95% CI

Mean Difference

6.8%
6.8%
4.7%
6.5%
2.8%
27.6%

-0.31[-0.89, 0.27] 1
-0.29 [-0.89, 0.31] 1
-1.46 [-2.90, -0.02]
-0.13[-0.87, 0.61] T
-2.75[-5.19, -0.31]
-0.46 [-0.95, 0.03] ¢

5.3%
4.3%
3.2%
1.8%
2.8%
3.0%
7.2%
2.8%
3.3%
2.9%
3.4%
6.0%
3.6%
4.5%
2.8%
5.4%
1.9%
2.9%
5.3%
72.4%

0.02[-1.17,1.21]
-1.32 [-2.94, 0.30]
2,08 [-4.25, 0.09]
6.44 [-9.76, -3.12]
0.90 [-3.32, 1.52]
-3.33[-5.61, -1.05]
0.75[0.40, 1.10]
1.31[-1.15, 3.77]
-3.08 [-5.20, -0.96]
0.17[-2.52, 2.18]
1.20 [0.87, 3.27]
0.27 [-1.21, 0.67]
2.37 [-4.33,-0.41]
0.52[-2.06, 1.02]
0.08 [-2.38, 2.54]
0.05 [-1.12, 1.22]
-4.44[-7.68, -1.20]
-0.90 [-3.25, 1.45]
-1.71 [-2.92, -0.50]
1.01 [-1.74, -0.28]

100.0%
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-0.86 [-1.37, -0.34]
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Fidelity to ACT

Within the meta-regression we found that (1) the more
ICM is adherent to the ACT model, the better it is at
decreasing time in hospital (“organization fidelity” vari-
able coefficient —0.36, 95% CI —0.66 to —0.07); and (2)
the higher the baseline hospital use in the population, the
better ICM is at decreasing time in hospital (“baseline
hospital use” variable coefficient —0.20, 95% CI —0.32
to —0.10). Combining both these variables within the
model, “organization fidelity” is no longer significant,
but the “baseline hospital use” result still significantly
influences time in hospital (regression coefficient —0.18,
95% CI —0.29 to —0.07, P = .0027).

Authors’ Conclusions

Based on very low- to moderate-quality evidence,
ICM is effective in ameliorating many outcomes rel-
evant to people with severe mental illness. Compared
to standard care, ICM may reduce hospitalization and
increase retention in care. It also globally improved
social functioning, although ICM’s effect on mental
state and quality of life remains unclear. ICM is at
least valuable to people with severe mental illnesses in
the subgroup of those with a high level of hospitaliza-
tion (about 4 days per month in past 2 years). ICM
models with high fidelity to the original team organi-
zation of ACT model were more effective at reducing
time in hospital.

However, it is unclear what overall gain ICM provides
on top of a less formal non-ICM approach.
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We do not think that more trials comparing current
ICM with standard care or non-ICM are justified; how-
ever, we currently know of no review comparing non-
ICM with standard care, and this should be undertaken.
For details please see full Cochrane review.!
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