
BackgroundBackground Trials in communityTrials in community

psychiatrymust balance rigourwithpsychiatrymust balance rigourwith

generalisability.The UK700 trial failed togeneralisability.The UK700 trial failed to

find a significanteffectonhospitalisation,find a significanteffectonhospitalisation,

but its sample population containedbut its sample population contained

significant heterogeneityof exposure tosignificant heterogeneityof exposure to

casemanagement inthe two groups.casemanagement in the two groups.

AimsAims Totestwhether patientsTotestwhether patients

successfullyexposed to aminimumof12successfullyexposed to aminimumof12

months’ intensive casemanagementovermonths’ intensive casemanagementover

the 2-year follow-up period achievedthe 2-year follow-up period achieved

reducedhospitalisation.reducedhospitalisation.

MethodMethod Of 679 participantswithOf 679 participantswith

hospitalisation data, 84 were identified ashospitalisation data, 84 were identified as

havinghaving5512 months’exposure owing to12 months’exposure owing to

prolongedhospitalisation, imprison-prolongedhospitalisation, imprison-

mentor a combination ofthe two.Thesementor a combination ofthe two.These

patientswere excluded and outcomespatientswere excluded and outcomes

tested for the remaining 595 patients.tested for the remaining 595 patients.

ResultsResults Overallreduced case-load sizeOverallreduced case-load size

didnotreduce hospitalisation ordidnot reducehospitalisation or

treatmentcosts over 2 years despitetreatmentcosts over 2 years despite

elimination of outliers.Age, previouselimination of outliers.Age, previous

hospitalisation and source of recruitmenthospitalisation and source of recruitment

to the study all correlatedwith outcome.to the studyall correlatedwith outcome.

ConclusionsConclusions Case-loadreduction isCase-loadreduction is

not in itself enoughto reduce theneed fornot in itself enoughto reduce theneed for

hospital care inpsychosis.Baseline patienthospital care inpsychosis.Baseline patient

characteristics (inparticular length ofcharacteristics (in particular length of

previous hospitalisation andrecruitmentprevioushospitalisation andrecruitment

fromin-patientcare) have a significantfromin-patientcare) have a significant

influence and should be allowed for ininfluence and should be allowed for in

powercalculations.Identifying the optimalpowercalculations.Identifying the optimal

clinicalprofile for patients likely to benefitclinicalprofile for patients likely to benefit

fromintensivecasemanagementremains afromintensive casemanagementremains a

pressingneed for further studies.pressingneed for further studies.

Declaration of interestDeclaration of interest None.None.

Mental health services research mustMental health services research must

attempt to balance the merits of rigorousattempt to balance the merits of rigorous

scientific studies of treatment efficacyscientific studies of treatment efficacy

against relevant and generalisable studiesagainst relevant and generalisable studies

of clinical effectiveness (Thornicroftof clinical effectiveness (Thornicroft et alet al,,

1998). The UK700 trial of intensive case1998). The UK700 trial of intensive case

managementmanagement vv. standard case management. standard case management

for psychotic illness compared differentfor psychotic illness compared different

levels of case-load and demonstrated nolevels of case-load and demonstrated no

significant differences in mean hospitalisa-significant differences in mean hospitalisa-

tion over 2 years of follow-up analysed bytion over 2 years of follow-up analysed by

intention to treat (UK700 Group, 1999).intention to treat (UK700 Group, 1999).

However, not all patients received exten-However, not all patients received exten-

sive exposure to intensive case management,sive exposure to intensive case management,

either because they remained in hospital oreither because they remained in hospital or

prison for extensive periods or because theyprison for extensive periods or because they

were lost to follow-up during the study per-were lost to follow-up during the study per-

iod. We tested whether there were identifi-iod. We tested whether there were identifi-

able patient characteristics associated withable patient characteristics associated with

shorter exposure to case management. Weshorter exposure to case management. We

then compared the main trial outcomesthen compared the main trial outcomes

(hospitalisation and total treatment costs)(hospitalisation and total treatment costs)

between patients who were exposed tobetween patients who were exposed to

intensive case management for more thanintensive case management for more than

50% of the study period (12 months) and50% of the study period (12 months) and

those exposed to more than 12 months ofthose exposed to more than 12 months of

standard case management. To reducestandard case management. To reduce

possible selection bias we adjusted forpossible selection bias we adjusted for

patient characteristics associated withpatient characteristics associated with

exposure to case management.exposure to case management.

METHODMETHOD

A total of 708 persons with severe psy-A total of 708 persons with severe psy-

chotic illnesses, in four inner-city areas,chotic illnesses, in four inner-city areas,

were randomly allocated by an independentwere randomly allocated by an independent

statistical centre to either intensive casestatistical centre to either intensive case

management (1:10–15 case-load) or stand-management (1:10–15 case-load) or stand-

ard case management (1:30–35 case-load).ard case management (1:30–35 case-load).

They were comprehensively assessed on aThey were comprehensively assessed on a

range of clinical and social functioningrange of clinical and social functioning

measures at baseline and at 1- and 2-yearmeasures at baseline and at 1- and 2-year

follow-up by independent researchersfollow-up by independent researchers

(UK700 Group, 1999).(UK700 Group, 1999).

Information on the use of all hospitalInformation on the use of all hospital

and community services was collected forand community services was collected for

each patient over the 2-year follow-upeach patient over the 2-year follow-up

period. A number of sources were used,period. A number of sources were used,

including event records of communityincluding event records of community

mental health team activities, clinicalmental health team activities, clinical

records, patient interview at 1- and 2-yearrecords, patient interview at 1- and 2-year

follow-up, local authority social servicesfollow-up, local authority social services

departments, and questionnaires completeddepartments, and questionnaires completed

by case managers. Where possible, unitby case managers. Where possible, unit

costs were calculated on the basis of infor-costs were calculated on the basis of infor-

mation provided by the relevant localmation provided by the relevant local

service providers. Unit costs of services thatservice providers. Unit costs of services that

could not be determined locally and thosecould not be determined locally and those

of relatively small service components wereof relatively small service components were

taken from national publications. All unittaken from national publications. All unit

costs were calculated for the financial yearcosts were calculated for the financial year

1997/8 and future costs were discounted1997/8 and future costs were discounted

at an annual rate of 6% (UK700 Group,at an annual rate of 6% (UK700 Group,

2000).2000).

Identification of non-exposureIdentification of non-exposure

Patients could fail to receive their allocatedPatients could fail to receive their allocated

form of case management (whether inten-form of case management (whether inten-

sive or standard case management) forsive or standard case management) for

any one or a combination of three reasons:any one or a combination of three reasons:

prolonged in-patient stay, prison, or loss ofprolonged in-patient stay, prison, or loss of

contact through refusal, changing addresscontact through refusal, changing address

or – in a few cases – where major changesor – in a few cases – where major changes

in their clinical condition required transferin their clinical condition required transfer

to another service (e.g. transfer to secureto another service (e.g. transfer to secure

services after a violent offence, or transferservices after a violent offence, or transfer

to a rehabilitation team when schizo-to a rehabilitation team when schizo-

phrenia had become complicated by aphrenia had become complicated by a

stroke requiring residential care). Thestroke requiring residential care). The

actual dates when patients dropped out ofactual dates when patients dropped out of

contact and (where applicable) resumedcontact and (where applicable) resumed

contact were recorded by case managers.contact were recorded by case managers.

Duration of in-patient and prison stays,Duration of in-patient and prison stays,

however, were obtained directly from thehowever, were obtained directly from the

modified World Health Organization lifemodified World Health Organization life

chart (World Health Organization, 1992)chart (World Health Organization, 1992)

at the 24-month follow-up. Although theat the 24-month follow-up. Although the

duration of these stays was accuratelyduration of these stays was accurately

recorded, their dates were not. To dealrecorded, their dates were not. To deal

consistently with these two types of dataconsistently with these two types of data

we developed a convention for computingwe developed a convention for computing

‘days unexposed in the community’. We‘days unexposed in the community’. We

assumed that:assumed that:

(a)(a) time in hospital never coincided withtime in hospital never coincided with

time in prison;time in prison;

(b)(b) time in prison always occurred aftertime in prison always occurred after

drop-out from case management;drop-out from case management;

(c)(c) where patients were lost to contactwhere patients were lost to contact

during follow-up, time spent in hospitalduring follow-up, time spent in hospital

was equally distributed before and afterwas equally distributed before and after

drop-out.drop-out.

Total days unexposed to case manage-Total days unexposed to case manage-

ment were the sum of days in hospital, daysment were the sum of days in hospital, days

in prison and days unexposed in thein prison and days unexposed in the

community.community.
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Associations with baselineAssociations with baseline
variablesvariables

In testing for identifiable patient character-In testing for identifiable patient character-

istics associated with shorter exposure toistics associated with shorter exposure to

case management, we considered the base-case management, we considered the base-

line variables used in the original outcomeline variables used in the original outcome

study: age, gender, centre, ethnic group,study: age, gender, centre, ethnic group,

father’s occupation at birth; months sincefather’s occupation at birth; months since

onset, point of entry (in-patient or out-onset, point of entry (in-patient or out-

patient), days in hospital over the previouspatient), days in hospital over the previous

2 years; scores on the Comprehensive2 years; scores on the Comprehensive

Psychopathological Rating Scale (AsbergPsychopathological Rating Scale (Asberg

et alet al, 1978), Disability Assessment Scale, 1978), Disability Assessment Scale

(Jablensky(Jablensky et alet al, 1980), Lancashire Quality, 1980), Lancashire Quality

of Life Profile (Oliverof Life Profile (Oliver et alet al, 1997) and, 1997) and

Camberwell Assessment of Need (PhelanCamberwell Assessment of Need (Phelan

et alet al, 1995) (unmet needs) scores; and user, 1995) (unmet needs) scores; and user

satisfaction (UK700 Group, 1999). Thesesatisfaction (UK700 Group, 1999). These

variables were entered into multiple regres-variables were entered into multiple regres-

sion analyses in which the outcomes weresion analyses in which the outcomes were

the numbers of days unexposed overallthe numbers of days unexposed overall

and in each category (in-patient, in jail,and in each category (in-patient, in jail,

unexposed in the community). Any variableunexposed in the community). Any variable

that was significant at the 10% level forthat was significant at the 10% level for

any one outcome was included in theany one outcome was included in the

models for all four outcomes. Randomisedmodels for all four outcomes. Randomised

allocation was not significant at this levelallocation was not significant at this level

for any outcome.for any outcome.

Estimated intervention effectEstimated intervention effect

We estimated the effects of intensive caseWe estimated the effects of intensive case

management compared with standard casemanagement compared with standard case

management in patients who were exposedmanagement in patients who were exposed

for at least 50% of the follow-up period.for at least 50% of the follow-up period.

This is not a comparison between random-This is not a comparison between random-

ised groups, and thus there is potential forised groups, and thus there is potential for

selection bias if the groups differ in termsselection bias if the groups differ in terms

of baseline factors that might influence theof baseline factors that might influence the

outcome of the evaluation. To reduceoutcome of the evaluation. To reduce

selection bias we adjusted for the baselineselection bias we adjusted for the baseline

variables that predicted days exposed,variables that predicted days exposed,

singly and jointly. Dummy variables forsingly and jointly. Dummy variables for

missing baseline variables were used tomissing baseline variables were used to

keep the sample size the same in all thesekeep the sample size the same in all these

analyses. Costs were highly skewed soanalyses. Costs were highly skewed so

bootstrap methods were used to check thebootstrap methods were used to check the

validity of the confidence intervals (Efronvalidity of the confidence intervals (Efron

& Tibshirani, 1993); these gave similar& Tibshirani, 1993); these gave similar

results to standard methods, so the latterresults to standard methods, so the latter

are reported.are reported.

RESULTSRESULTS

Distribution of exposureDistribution of exposure

Of the 708 patients randomised intoOf the 708 patients randomised into

the UK700 trial, 679 had useable 2-yearthe UK700 trial, 679 had useable 2-year

hospitalisation data and could be enteredhospitalisation data and could be entered

into this study. Of these, 84 (12.4%)into this study. Of these, 84 (12.4%)

were exposed to case management forwere exposed to case management for

under 50% of the follow-up periodunder 50% of the follow-up period

(Fig. 1).(Fig. 1).

Figure 2 displays the rates of un-Figure 2 displays the rates of un-

exposure by site, type of case managementexposure by site, type of case management

and cause. It can be seen that there areand cause. It can be seen that there are

marked variations in the proportions ofmarked variations in the proportions of

patients unexposed in the communitypatients unexposed in the community

across the sites. St Mary’s had almost noacross the sites. St Mary’s had almost no

patients unexposed in the community inpatients unexposed in the community in

either intensive or standard case manage-either intensive or standard case manage-

ment, while at the other extreme nearlyment, while at the other extreme nearly

20% of King’s College intensive case20% of King’s College intensive case

management patients were unexposed inmanagement patients were unexposed in

the community. In the regression analysesthe community. In the regression analyses

(Table 1), these differences between centres(Table 1), these differences between centres

are statistically significant both for all daysare statistically significant both for all days

unexposed and for days unexposed in theunexposed and for days unexposed in the

community, after adjusting for othercommunity, after adjusting for other

predictors of exposure.predictors of exposure.

Baseline associations withBaseline associations with
non-exposurenon-exposure

The multivariate analysis identified severalThe multivariate analysis identified several

further independent predictors of exposurefurther independent predictors of exposure

(Table 1). Younger patients had signifi-(Table 1). Younger patients had signifi-

cantly more time unexposed because ofcantly more time unexposed because of

being in hospital or in prison. Men hadbeing in hospital or in prison. Men had

greater exposure overall because they weregreater exposure overall because they were

less likely to be lost to contact, despiteless likely to be lost to contact, despite

spending more time in prison on average.spending more time in prison on average.

Patients with longer periods of hospitalisa-Patients with longer periods of hospitalisa-

tion in the 2 years before the randomisationtion in the 2 years before the randomisation

tended to have further prolonged hospital-tended to have further prolonged hospital-

isation, as did those recruited to the studyisation, as did those recruited to the study

from hospital rather than from teamfrom hospital rather than from team

community case-loads. Patients recruitedcommunity case-loads. Patients recruited

at discharge from in-patient care also hadat discharge from in-patient care also had

more loss to contact in the community.more loss to contact in the community.

Patients who were more symptomatic atPatients who were more symptomatic at

2 3 72 3 7

Fig. 1Fig. 1 Exposure to treatment in the UK700 trial: study profile.Exposure to treatment in the UK700 trial: study profile.

Fig. 2Fig. 2 Rates of unexposure by cause and by centre. ICM, intensive casemanagement; SCM, standard caseRates of unexposure by cause and by centre. ICM, intensive casemanagement; SCM, standard case

management.management.
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recruitment spent more time in hospital andrecruitment spent more time in hospital and

less time in prison than those who were lessless time in prison than those who were less

symptomatic. A higher reported baselinesymptomatic. A higher reported baseline

quality of life was associated withquality of life was associated with

significantly less time in prison.significantly less time in prison.

Intervention effectsIntervention effects

Table 2 lists the differences between theTable 2 lists the differences between the

mean hospital days in intensive case man-mean hospital days in intensive case man-

agement and standard case managementagement and standard case management

for the 679 patients in the intention-to-treatfor the 679 patients in the intention-to-treat

analysis and for the 595 patients who hadanalysis and for the 595 patients who had

been exposed to more than 12 months inbeen exposed to more than 12 months in

the community. In the intention-to-treatthe community. In the intention-to-treat

analysis, intensive case managementanalysis, intensive case management

patients had a mean of 0.4 more days in hos-patients had a mean of 0.4 more days in hos-

pital over the 2-year follow-up. For thosepital over the 2-year follow-up. For those

with more than 50% exposure, intensivewith more than 50% exposure, intensive

case management patients spent a mean ofcase management patients spent a mean of

11.3 days less in hospital during follow-11.3 days less in hospital during follow-

up. Neither of these differences was signifi-up. Neither of these differences was signifi-

cant, although that for the exposed patientscant, although that for the exposed patients

did show a trend towards significance.did show a trend towards significance.

Adjusting for previous hospitalisationAdjusting for previous hospitalisation

in a regression analysis reduced this differ-in a regression analysis reduced this differ-

ence from 11.3 days to 8.6 days (Table 2).ence from 11.3 days to 8.6 days (Table 2).

Adjusting for other baseline variables hadAdjusting for other baseline variables had

little impact. After adjustment for all base-little impact. After adjustment for all base-

line variables simultaneously, patients inline variables simultaneously, patients in

the intensive case management arm spentthe intensive case management arm spent

a mean of 9.4 days less in hospital, but witha mean of 9.4 days less in hospital, but with

a 95% confidence interval extending froma 95% confidence interval extending from

22.1 days less to 3.2 days more. None of22.1 days less to 3.2 days more. None of

the adjustments was clinically significant.the adjustments was clinically significant.

Costs were higher by an average ofCosts were higher by an average of

£173 in patients who had been exposed to£173 in patients who had been exposed to

more than 12 months in the community,more than 12 months in the community,

and £720 after adjustment for baselineand £720 after adjustment for baseline

variables. None of these differences wasvariables. None of these differences was

statistically significant.statistically significant.

DISCUSSIONDISCUSSION

Impact of excluding non-exposedImpact of excluding non-exposed
patientspatients

In response to the publication of the out-In response to the publication of the out-

come of the UK700 trial (UK700 Group,come of the UK700 trial (UK700 Group,

1999), various concerns were expressed1999), various concerns were expressed

about whether the patients had or had notabout whether the patients had or had not

been exposed to adequate differences inbeen exposed to adequate differences in

care to test the main hypothesis (McGoverncare to test the main hypothesis (McGovern

& Owen, 1999; Pelosi& Owen, 1999; Pelosi et alet al, 1999;, 1999;

Dodwell, 2001). In a previous paper weDodwell, 2001). In a previous paper we

have demonstrated that the process of carehave demonstrated that the process of care

was significantly different in the two armswas significantly different in the two arms

(Burns(Burns et alet al, 2000). The differences be-, 2000). The differences be-

tween the mean and median hospitalisationtween the mean and median hospitalisation

reported in the outcome paper reflected thereported in the outcome paper reflected the

skewed hospitalisation data, with a smallskewed hospitalisation data, with a small

number of patients who remained as in-number of patients who remained as in-

patients for most of the study. In this paperpatients for most of the study. In this paper

we have examined whether a possible effectwe have examined whether a possible effect

of intensive case management in reducingof intensive case management in reducing

hospitalisations was being masked by thehospitalisations was being masked by the

distorting effect of this patient group. Theirdistorting effect of this patient group. Their

exclusion results in a non-significant meanexclusion results in a non-significant mean

advantage to intensive case managementadvantage to intensive case management

of just over 9 days over the 2 years. Theof just over 9 days over the 2 years. The

original conclusion that simply reducingoriginal conclusion that simply reducing

case-load size does not reduce hospitalisa-case-load size does not reduce hospitalisa-

tion over the 2-year follow-up is confirmed,tion over the 2-year follow-up is confirmed,

and the difference between this result andand the difference between this result and

the intention-to-treat result is mostthe intention-to-treat result is most

probably due to chance. Similarly, differ-probably due to chance. Similarly, differ-

ences in costs remained non-significant,ences in costs remained non-significant,

although the greater expense in thealthough the greater expense in the

intensive group was reduced by moreintensive group was reduced by more

than 50% after adjustment for baselinethan 50% after adjustment for baseline

variables.variables.

Selection biasSelection bias

Analyses other than intention-to-treatAnalyses other than intention-to-treat

should always be viewed with caution,should always be viewed with caution,

since they are prone to selection bias. Wesince they are prone to selection bias. We

attempted to reduce selection bias byattempted to reduce selection bias by

adjusting for baseline variables, but biasadjusting for baseline variables, but bias

could still remain owing to other un-could still remain owing to other un-

measured factors which differed betweenmeasured factors which differed between

the exposed groups in the two arms.the exposed groups in the two arms.

However, our results agree closely with aHowever, our results agree closely with a

comparison of median hospitalisations.comparison of median hospitalisations.

The primary analysis compared meanThe primary analysis compared mean

hospitalisations, because the investigatorshospitalisations, because the investigators

believed that the most likely effect ofbelieved that the most likely effect of

2 3 92 3 9

Table 2Table 2 Effect of intensive casemanagement in patients withmore than 50% exposure to casemanagement:Effect of intensive casemanagement in patients withmore than 50% exposure to casemanagement:

various adjustmentsvarious adjustments

PatientsPatients

((nn))

Intensive case managementminus standard caseIntensive case managementminus standard case

managementmanagement

EstimateEstimate 95% CI95% CI PP

Days in hospital over 2 yearsDays in hospital over 2 years

All patientsAll patients 679679 0.40.4 7717.4 to 18.117.4 to 18.1 0.970.97

Patients withPatients with4450% exposure50% exposure

UnadjustedUnadjusted 595595 7711.311.3 7724.5 to 1.924.5 to 1.9 0.090.09

Adjusted for baseline variablesAdjusted for baseline variables

CentreCentre 595595 7711.211.2 7724.4 to 2.024.4 to 2.0 0.100.10

AgeAge 595595 7710.510.5 7723.7 to 2.723.7 to 2.7 0.120.12

GenderGender 595595 7711.511.5 7724.7 to 1.724.7 to 1.7 0.090.09

Point of entryPoint of entry 595595 7711.011.0 7724.0 to 2.024.0 to 2.0 0.100.10

HospitalisationHospitalisation 595595 778.68.6 7721.4 to 4.121.4 to 4.1 0.180.18

CPRSCPRS 595595 7712.412.4 7725.6 to 0.725.6 to 0.7 0.060.06

Quality of lifeQuality of life 595595 7711.511.5 7724.7 to 1.724.7 to 1.7 0.090.09

Time since onsetTime since onset 595595 7710.410.4 7723.6 to 2.923.6 to 2.9 0.130.13

All the above variablesAll the above variables 595595 779.49.4 7722.1 to 3.222.1 to 3.2 0.140.14

Costs (»)Costs (»)

All patientsAll patients 667667 18491849 771605 to 53041605 to 5304 0.290.29

Patients withPatients with4450% exposure50% exposure

UnadjustedUnadjusted 593593 173173 772951 to 32962951 to 3296 0.910.91

Adjusted for baseline variablesAdjusted for baseline variables

CentreCentre 593593 208208 772918 to 33332918 to 3333 0.900.90

AgeAge 593593 399399 772715 to 35132715 to 3513 0.800.80

GenderGender 593593 231231 772888 to 33512888 to 3351 0.880.88

Point of entryPoint of entry 593593 208208 772909 to 33252909 to 3325 0.900.90

HospitalisationHospitalisation 593593 11181118 771759 to 39941759 to 3994 0.450.45

CPRSCPRS 593593 77192192 773311 to 29273311 to 2927 0.900.90

Quality of lifeQuality of life 593593 182182 772929 to 32922929 to 3292 0.910.91

Time since onsetTime since onset 593593 149149 772992 to 32912992 to 3291 0.930.93

All the above variablesAll the above variables 593593 720720 772151 to 35902151 to 3590 0.0.6262

CPRS,Comprehensive Psychopathological Rating Scale.CPRS,Comprehensive Psychopathological Rating Scale.
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intensive case management would be tointensive case management would be to

shorten the longer hospital stays with lessshorten the longer hospital stays with less

impact on shorter stays (UK700 Group,impact on shorter stays (UK700 Group,

1999). It would appear that the main effect1999). It would appear that the main effect

of our analysis is to reduce the impact ofof our analysis is to reduce the impact of

the few patients with very long hospitalisa-the few patients with very long hospitalisa-

tions on a comparison of mean hospitalisa-tions on a comparison of mean hospitalisa-

tion. There is a need for a simple form oftion. There is a need for a simple form of

analysis that is appropriate for interven-analysis that is appropriate for interven-

tions expected to have their main impacttions expected to have their main impact

on longer hospital stays but not on the veryon longer hospital stays but not on the very

longest stays.longest stays.

Site variationsSite variations

There were interesting differences in theThere were interesting differences in the

causes of non-exposure in the 84 patients.causes of non-exposure in the 84 patients.

Of these, 57 were ‘unexposed in theOf these, 57 were ‘unexposed in the

community’. This usually means that thecommunity’. This usually means that the

case managers were unable to maintaincase managers were unable to maintain

contact with them because the patientcontact with them because the patient

either moved away or consistently refusedeither moved away or consistently refused

contact. This category of patients demon-contact. This category of patients demon-

strated marked variation across the fourstrated marked variation across the four

sites, which is hard to explain. Fromsites, which is hard to explain. From

examination of contact frequency dataexamination of contact frequency data

(Burns(Burns et alet al, 2000), it appears that at least, 2000), it appears that at least

three of the sites had different expectationsthree of the sites had different expectations

of contact frequency and therefore differentof contact frequency and therefore different

thresholds for deciding that a patient wasthresholds for deciding that a patient was

lost to contact. In particular, the St Mary’slost to contact. In particular, the St Mary’s

team demonstrated lower rates of contactteam demonstrated lower rates of contact

than the King’s College or St George’sthan the King’s College or St George’s

teams, possibly explaining why they identi-teams, possibly explaining why they identi-

fied fewer patients lost to contact. Thefied fewer patients lost to contact. The

original study protocol enjoined teams tooriginal study protocol enjoined teams to

keep patients in their treatment of random-keep patients in their treatment of random-

isation for the whole 2 years if possible.isation for the whole 2 years if possible.

Days unexposed in the community wereDays unexposed in the community were

also associated with being male and havingalso associated with being male and having

been recruited from hospital across the fourbeen recruited from hospital across the four

sites.sites.

Baseline characteristicsBaseline characteristics

Younger patients were significantly moreYounger patients were significantly more

likely to remain in hospital for longerlikely to remain in hospital for longer

periods or to be imprisoned. For each yearperiods or to be imprisoned. For each year

of increasing age patients spent a mean ofof increasing age patients spent a mean of

1.9 days less in hospital and 0.5 days less1.9 days less in hospital and 0.5 days less

in prison over the 2 years. Duration ofin prison over the 2 years. Duration of

hospitalisation in the 2 years prior to ran-hospitalisation in the 2 years prior to ran-

domisation, not surprisingly, also predicteddomisation, not surprisingly, also predicted

increased hospitalisation during follow-upincreased hospitalisation during follow-up

and indeed increased costs (Byfordand indeed increased costs (Byford et alet al,,

2001). Days unexposed because of prison2001). Days unexposed because of prison

were, predictably, highly associated withwere, predictably, highly associated with

being male and also with being less ill atbeing male and also with being less ill at

baseline. They were also associated with abaseline. They were also associated with a

worse subjective quality of life at intake.worse subjective quality of life at intake.

Overall, this study sustains the con-Overall, this study sustains the con-

clusions of the main outcome paperclusions of the main outcome paper

(UK700 Group, 1999) that a reduced(UK700 Group, 1999) that a reduced

case-load size alone is not significantlycase-load size alone is not significantly

associated with a reduced need for hos-associated with a reduced need for hos-

pitalisation. It confirms that previouspitalisation. It confirms that previous

hospitalisation is a strong predictor of sub-hospitalisation is a strong predictor of sub-

sequent protracted hospitalisation, as issequent protracted hospitalisation, as is

recruitment from in-patient care. Powerrecruitment from in-patient care. Power

calculations for future studies which maycalculations for future studies which may

recruit such patients should allow for therecruit such patients should allow for the

likelihood that they will experience lesslikelihood that they will experience less

benefit from any case management inter-benefit from any case management inter-

vention. Identifying the optimal clinicalvention. Identifying the optimal clinical

profile for patients likely to benefit fromprofile for patients likely to benefit from

intensive case management remains a press-intensive case management remains a press-

ing need for further studies.ing need for further studies.
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