Rapid Review

Eﬀec ve care coordina on approaches
for individuals with mental health and
substance use concerns

What you need to know


Collabora ve care in primary care se ngs and community‐based case management approaches are
eﬀec ve approaches to coordina on of care for individuals with mental health and addic ons issues.



Collabora ve care is a promising model of service delivery for individuals with complex mental health
needs and individuals with both mental health needs and chronic disease, such as heart disease and
depression.



Case management is an eﬀec ve model of service delivery for individuals with severe mental illness
who have complex service needs.



More intensive models of case management, such as Asser ve Community Treatment (ACT) and
intensive case management (ICM), improve outcomes compared to standard care and standard case
management. Benefits include be er engagement of clients in treatment, improved social outcomes,
increased housing stability, and reduced hospitaliza ons and emergency department use, especially
where hospital use is frequent or long‐term.

What’s the problem?
Providing care that is coordinated and integrated ensures that individuals can get the right care from the right
providers.1 Care coordina on is the deliberate organiza on of care between two or more par cipants
(including the individual in care) to ensure the appropriate delivery of care that is person‐centered, family‐
centered, and team‐based. For individuals in care, care coordina on ensures that their needs and preferences
are met, and that they are able to navigate the health care system in an eﬀec ve way.2
Care coordina on is par cularly important for individuals with severe and long‐term mental illness,
comorbidity and/or, coexis ng physical health care condi ons. It is also important for those who are acutely
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unwell and requiring mely and integrated responses from a number of service providers to stabilize their
health and promote or sustain recovery.3
This rapid review examines eﬀec ve models of care coordina on for individuals with mental health and/or
addic ons concerns, with a specific focus on case management, given its key role in Ontario’s mental health
and addic ons system. In addi on, care coordina on is the “essence of case management,” as it requires case
managers to collaborate with other service providers to ensure clients have access to the services and
supports they need.4

What did we do?
Knowledge brokers with the Evidence Exchange Network (EENet) conducted a search of public academic
research in April 2017 using the following databases: Cochrane Reviews, PsycINFO, Cumula ve Index to
Nursing & Allied Health Literature (CINAHL), and Medline. Studies were included if they examined eﬀec ve
care coordina on interven ons for adults with mental health and/or substance use concerns, or if they
focused on case management for adults with mental health and/or substance use concerns. The search was
limited to English language, systema c reviews and meta‐analyses from 2007 to 2017. The knowledge brokers
also searched the EENet website and, using Google, the wider internet to iden fy key grey literature
publica ons that may have been missed.

What did we find?
In the evidence there are two examples of eﬀec ve care coordina on interven ons for individuals with
mental health and addic ons issues: collabora ve care in primary care se ngs and community‐based case
management.

Collabora ve care in primary care se ngs
Collabora ve care is a broad term that encompasses a number of primary health care interven ons that are
pa ent‐centered and designed to increase access to appropriate care.5 It is also a promising model of care for
individuals with complex mental health needs and those with both mental health needs and chronic disease,
such as diabetes and heart disease.6
Collabora ve care refers to a team that includes a primary care physician and at least one other health
professional, who provide care based on a structured pa ent management plan.6 For individuals with mental
health concerns, specialists and other health professionals (for example, nurses, social workers, and
psychiatrists) support primary care physicians by providing case management and decision support.7
With respect to the management of depression, collabora ve care can improve screening and diagnosis,
increase provider use of evidence‐based interven ons, and improve client engagement in treatment.7
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Collabora ve care has been shown to be more eﬀec ve at reducing depressive symptoms than the usual care
delivered by a primary care provider. 6 ,7,8, 9
For individuals who have two or more condi ons at the same me, collabora ve care also reduces symptoms
of depression and anxiety, and improves quality of life.6 In these individuals, collabora ve care interven ons
that target both mental health and chronic medical illnesses are more eﬀec ve than interven ons that focus
on mental health alone. 10
Evidence focused on the Canadian health care system outlines four models of collabora ve care involving
primary care and mental health and/or substance use providers: 11
I.

Collabora ve care model (CCM),

II.

Consultant‐liaison,

III.

Replacement/referral, and

IV.

Training primary care staﬀ.

More informa on on these models can be found in an earlier evidence brief developed by EENet knowledge
brokers: h p://eenet.ca/wp‐content/uploads/2016/06/Rapid‐Review_PC_MHA.pdf

Community‐based case management approaches
Case management is a coordinated and integrated approach to service delivery, intended to provide ongoing
suppor ve care and to help people access the resources and skills they need for living and func oning in the
community.12 It is an intensive, team‐based, outreach‐oriented method of service delivery.13 It plays an
important role in pa ent advocacy, by helping individuals to access appropriate services.14 Within the mental
health and substance use system, case management supports individuals to connect to the services they
need, usually while he or she is living in the community but also during periods of temporary
hospitaliza on.13
The following core components define case management service delivery: 4,15,16,17,18

outreach, case finding or client iden fica on, such as those with complex needs or high
service users;


assessment;



care planning;



implementa on or care coordina on, including medica on management, self‐care support,
advocacy and nego a on, naviga on, and psychosocial supports (that is, suppor ve
counseling);
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monitoring and evalua on; and



case closure or discharge (in me‐limited interven ons).

There are several models of case management:
I.

Standard case management (SCM) or brokerage model;

II.

Asser ve community treatment (ACT);

III.

Intensive case management (ICM);

IV.

Addi onal models, including clinical case management, cri cal me interven on, and
strengths‐based model.

Based on the same core components, the diﬀerent models of case management can be dis nguished based
on the degree of service provision, client par cipa on, and case manager involvement.12 Compared with
broker and clinical case management models, ACT and ICM have smaller caseloads, more outreach, and more
frequent contacts with clients. In addi on, ACT and ICM oﬀer services and supports are in the community
rather than the clinic, and higher levels of direct service provision.18
Both ACT and ICM are designed to provide intensive services for those with severe mental illness with
complex service needs, who can o en be diﬃcult to engage and retain in treatment.19,20 This can include
both high service users and those not using tradi onal mental health services. Outside Canada, the term
“intensive case management” may refer to either ACT or ICM.
The following sec on provides a descrip on of ACT, ICM and SCM as well as exis ng evidence on the
eﬀec veness for individuals with mental health and/or addic ons concerns.

I. Standard case management or brokerage model
Descrip on
Brokerage models were the earliest form of case management and emphasized assessing consumers’ needs,
linking them with appropriate services, and evalua ng outcomes.21 These models represent a brief, me‐
limited, service‐focused approach where the case manager focuses on connec ng clients with appropriate
services that can then provide ongoing support.12 ,18 Over me, standard case management has evolved to
incorporate some elements of ACT, such as home‐based and more frequent outreach.22
Eﬀec veness
Evidence on the eﬀec veness of this model in prac ce is limited but shows that standard case management
results in short‐term eﬀects related to treatment reten on, employment, and housing stability for substance‐
using individuals.12
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II. Asser ve community treatment
Descrip on
The ACT model emphasizes helping the client adjust to community living and helping the client achieve
recovery.16,21 A mul ‐disciplinary team with varied clinical exper se assumes full responsibility for each client
in and out of oﬃce hours.13 This team may include a nurse, psychiatrist, voca onal specialist, and substance
use or mental health specialist. Team members work together, and with each client, to develop an
individualized treatment plan.23 There is evidence that integra ng consumer providers into the ACT team can
improve client engagement in treatment and improving rela onships with staﬀ and services.19
Services provided by ACT teams include crisis interven on, psychosocial interven ons such as counselling,
coordina on of interven ons (for example, substance use disorder treatment and voca onal rehabilita on
services), skills development, and family consulta on and support.13,16 Most services are provided in the
community rather than the clinic, and may be brought to the client rather than requiring them to travel long
distances. Twenty‐four‐hour assistance is also oﬀered.13 This model makes treatment more accessible.13,23
In rural areas, ACT programs have been adapted to overcome barriers to access related to low popula on
density, staﬀ shortages, resource availability, and s gma. Rural ACT teams are o en smaller in numbers of
staﬀ and clients. Reducing the size of the team in a rural area may result in diﬀerent outcomes than those
seen with a fully staﬀed team. For staﬀ, rural ACT teams reduce isola on and increase peer support, two
common problems that aﬀect recruitment and reten on of staﬀ in rural areas.23
Eﬀec veness
Strong evidence supports the eﬀec veness of ACT.13 Clients who receive ACT have improved outcomes: for
example, they are more engaged in treatment, have be er quality of life, and are be er able to maintain
their housing.13,17,19 ACT also reduces rates of hospitaliza on and emergency department use, especially in
those who use hospital more frequently or for longer periods. ACT also achieves high client and family
caregiver sa sfac on.13
Several studies have stressed that fidelity to the ACT model of service delivery leads to be er client
outcomes.20,23 Further, the ACT model is most likely to achieve these outcomes in individuals with serious
mental illness who are also experiencing addi onal challenges in their recovery process.13 Using ACT for
individuals with high levels of autonomy and recovery is expensive and can actually deter individuals from
seeking more appropriate (and less‐intensive) services.13

III. Intensive case management (ICM)
Descrip on
ICM evolved from ACT and standard case management. As such, the ICM approach combines the core
components of case management with asser ve outreach and direct delivery of services.20 ICM encompasses
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a range of prac ces that are less intensive and not as standardized as the ACT model.25 ICM case managers
are responsible for individual caseloads (less than 20), whereas ACT uses a mul disciplinary team with shared
caseloads.18
Eﬀec veness
When compared to standard care, clients who receive ICM are more likely to stay in service, have improved
general func oning, have fewer hospitaliza ons, and are be er able to maintain housing and employment
stability. Importantly, clients are more likely to achieve posi ve outcomes if their ICM program adheres
closely to the ACT model of care.17,20

Addi onal case management models


Clinical case management evolved as a response to the perceived inadequacies of the broker
model, and includes outreach, direct service provision, and advocacy.21



Rehabilita on‐orientated case management integrates the func ons of the broker model with
core psychiatric rehabilita on ac vi es (se ng rehabilita on goals, conduc ng func onal
assessments, skills‐building) to enhance the client’s ability to func on in their own environment.21



The strengths‐based model is oriented towards helping people use their own strengths, interests,
and resilience to achieve recovery. 16 21



Cri cal me interven on (CTI) is an intensive, me‐limited case management approach to
enhancing con nuity of care by bridging the gap between services and strengthening clients’
social and professional networks. CTI is designed to be deployed at cri cal moments in the client’s
life, for instance, when a person is about to make a transi on from a shelter to independent
housing.18



Flexible asser ve community treatment (FACT) adapts services based on the client’s level of
stability, so that those who are more stable receive individual case management coordinated by
the mul disciplinary teams, while less stable clients receive shared case management and
asser ve outreach.17

Case management in specific popula ons
Individuals experiencing homelessness
Case management has been used to support rapid re‐housing, especially for those with complex needs. In
addi on to providing acute care in crisis situa ons, case managers help clients develop skills for
independently living, access medical and mental health treatment, and connect with people in their social
and professional support systems.18 Case management appears to have a posi ve impact on housing stability
and pa erns of service use. Its impact on substance use 18 and mental health‐related outcomes 26 for
individuals experiencing homelessness remains unclear.
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The various models of case management achieve diﬀerent outcomes:


ACT is most eﬀec ve at improving housing stability, including reducing homelessness, and is cost‐
eﬀec ve for individuals who are mentally ill or experiencing mental illness and substance use.18



SCM improved housing stability, reduces substance use, and removes employment barriers for
substance users,18 but to a lesser degree than ACT.27



Both ACT and SCM reduce rates of hospitaliza on related to mental illness.27



ICM is not eﬀec ve for this popula on,18 including for homeless individuals with mental illness.26



CTI has be er long‐term results than usual care, with similar associated costs, and shows some
promise for improving housing and substance use outcomes.18

Individuals with substance use concerns
Community‐based case management is suitable for individuals who use substances, providing a strategy for
chronic disease management to meet the person’s unmet needs.14 In addi on, it is an important part of the
substance abuse treatment con nuum, from assessment to a ercare.28
Case management is eﬀec ve at reducing rates of substance use and healthcare services use, par cularly
mental health services.14,28 It is moderately eﬀec ve at improving a person’s connec on to, and reten on in
services, including treatment. To improve func onal outcomes in areas such as substance use, risky
behaviours, legal status, employment, and housing, it is recommended that case management be combined
with behaviour modifica on strategies.28 In addi on, case management improves clients’ likelihood of
star ng opioid subs tu on therapy.29
More specifically, various models of case management achieve diﬀerent outcomes:


For individuals with substance use concerns, ICM significantly improves housing status, substance
use, physical and mental health, use of services, quality of life, sa sfac on with services, and
employment status.12



Strength‐based case management appears to show posi ve eﬀects on service use as well as legal
and employment outcomes for persons seeking treatment, but it is unclear if these eﬀects are
maintained over me.12



There is limited evidence on the eﬀects of brokerage and clinical case management models in
individuals with substance use concerns.12,30
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Individuals with co‐occurring severe mental and substance use disorders
Compared to group counselling, con ngency management, and long‐term residen al treatment, case
management is less eﬀec ve at reducing substance use outcomes. However, it increases client engagement
in treatment, decreases hospitaliza on rates, and improves quality of life.12 It is not clear which case
management model is the most useful for this popula on.12

What are the limita ons of this review?
This evidence brief focused only on interven ons defined in the research literature as care coordinaƟon, as
well as evidence about case management models. Addi onally, due to the focus on systema c reviews, this
review does not capture emerging prac ces that do not have a review‐level evidence base.

What are the conclusions?
In the mental health and substance use system, case management assumes the role of combining all services
required to meet the client’s needs, usually while he or she is living in the community but also during
temporary hospitaliza on periods. There are various models of case management, including asser ve
community treatment, intensive case management, and standard case management. Addi onal models exist
but have been used and studied less frequently. Evidence suggests the more intensive forms of case
management (ACT and ICM) engage clients in treatment, improve quality of life, improve social outcomes,
increase housing stability, and reduce hospitaliza on rates and emergency department use, especially in
clients who use hospitals more frequently or for longer periods. The se ngs in which case management is
applied (such as high or low resource) can shape how they are put into prac ce and the outcomes they
achieve for clients.
Collabora ve care is a promising model of service delivery for individuals with complex mental health needs
and individuals with both mental health needs and chronic disease, such as heart disease and depression.
In summary, within the evidence on care coordina on, community‐based case management and
collabora ve care within a primary care se ng have been found to be eﬀec ve for individuals with mental
health and/or substance use concerns.
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