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This case presentation follows two
veterans through a 5-year course of in-
tensive outpatient care as they made
the transition from lives centered on
repeated cycles of crisis and hospital-
ization to lives that are stably centered
in the community. The veterans have
both major psychiatric disorders and
severe substance abuse, and their out-
patient treatment demanded intensive,
highly individualized care. The treat-
ment programs in which these patients
participated were costly, and their de-
velopment required a substantial shift
of inpatient staffing and resources to
the outpatient sector (1–4). These clin-
ical histories illustrate the need for
both flexibility and close coordination
of the efforts of multiple providers,
programs, and agencies. Since these
patients were participants in national
Veterans Affairs (VA) demonstration
programs that include built-in pro-

gram evaluation and outcome-moni-
toring efforts, the care they received
was an example of the new evidence-
based medicine in which the tools of
empirical science are used to inform
clinical decision making and in which
high levels of accountability become a
standard part of the everyday practice
of medicine (5–7).

CASE PRESENTATION

Ivan and Henry are now in their
early 40s, and both had extensive hos-
pitalizations before their entry, in
1992, into two separate, specialized
case management programs, one for
high users of psychiatric inpatient care
and the other for homeless veterans
with serious mental illness. Ivan is a
ruddy-faced, short, rotund, 41-year-
old, single white man with chronic
paranoid schizophrenia and alcohol
abuse, which have now been in sus-
tained remission for over a year. In
1991 alone, Ivan was hospitalized for
97 days over four separate admissions.
He had experienced progressively re-
duced social functioning after his dis-
charge from the military, and in 1992
he found himself threatened with evic-
tion from his community board-and-
care home because of an assault on an-
other resident. He was already on
court probation for assaulting his fa-
ther, and his parents had obtained a re-
straining order to keep him away from
the family home. His symptoms in-
cluded persistent auditory hallucina-
tions with poor medication compli-
ance, and he was drinking daily.

Henry, in contrast, is a tall, fast-talk-
ing, wiry, 43-year-old, single white
man whose eyes dart back and forth
from dark sockets. He has both major
depressive disorder and cocaine and al-
cohol dependence, which have now

been in remission for over 6 months.
Henry had three long hospitalizations
between 1987 and 1992. Like Ivan,
Henry experienced a gradual deterio-
ration in his social functioning after his
honorable discharge from the Navy in
1978. At first he was employed as a
skilled mechanic, but as his drinking
and depressive symptoms worsened, he
could only perform unskilled day labor
and experienced multiple periods of
unemployment and sustained home-
lessness. He, too, was increasingly es-
tranged from his family, especially
from his father and older brother, both
of whom also had problems with alco-
hol dependence.

Upon discharge from inpatient care
in early 1992, both veterans found
themselves without funds, alienated
from once supportive families, and de-
pendent on emergency shelters for the
homeless for housing.

Ivan: Entry Into Intensive Psychiatric
Community Care

Ivan quickly left the emergency shel-
ter in which he was residing and was
allowed to return to his board-and-
care home, in large part as a result of
being referred to a VA Intensive Psychi-
atric Community Care (IPCC) pro-
gram (1), which is a clinical case man-
agement program with low caseloads
(about 12 patients per case worker)
that allows intensive individualized
treatment. The team is composed of
two full-time nurses, three full-time so-
cial workers, and a quarter-time psy-
chiatrist (8, 9). The team meets daily
for treatment planning, and clinicians
provide 24-hour coverage by tele-
phone. Patients are seen as often as five
times per week in this program, and
strong emphasis is placed on home vis-
its to provide support and in situ skills
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training. The willingness of the IPCC
team to make home visits and to facili-
tate rehospitalization for Ivan, if neces-
sary, allowed the board-and-care home
to agree to take him back. Within the
first month of treatment, however, he
was rehospitalized after yet another al-
tercation with a fellow resident.

For Ivan this rehospitalization began
a tumultuous 18-month period with
the IPCC team. As a result of this cri-
sis, he once again lost his residence and
violated the terms of his court proba-
tion because of his continued alcohol
abuse and aggression. During the hos-
pitalization, the IPCC staff visited him
daily to develop specific treatment
plans and to establish a working alli-
ance. Ivan was finally discharged to a
new board-and-care home and was
seen twice weekly at his residence and
in other community settings. The IPCC
staff also took an active role in coordi-
nating money management between
him and his family. The family made
sure that the rent was paid directly to
the board-and-care home at the begin-
ning of each month and that Ivan was
provided with no more than a limited
allowance, distributed daily, to dis-
courage his spending money on alco-
hol. To address his noncompliance
with the oral medication regimen, he
was also started on intramuscular flu-
phenazine.

Ivan continued to drink almost every
day, however, and was hospitalized six
times for medical detoxification. He
was also sent to the emergency room
almost weekly by the evening staff of
the board-and-care home for intoxica-
tion and disruptive behavior. At each
twist and turn of his treatment, the
IPCC team provided practical assis-
tance and personal support, nurtured
the slowly developing treatment alli-
ance, and was prepared to set limits, by
using involuntary commitment if nec-
essary (10).

Henry: Entry Into Intensive Supported
Housing

Henry was initially evaluated by a
VA outreach worker at an emergency
shelter for the homeless and was re-
ferred to an intensive supported hous-
ing program designed specifically for
indigent, homeless veterans, the U.S.
Department of Housing and Urban
Development (HUD)-VA Supported
Housing Program. In this program he
was offered a renewable HUD Section
8 voucher to subsidize his rent and was
assigned an intensive case manager not
unlike those working in the IPCC pro-

gram. The HUD-VA Supported Hous-
ing Program is a smaller program with
two master’s-level clinicians and a joint
target caseload of 25 veterans (4). The
goal of case management in the HUD-
VA Supported Housing Program is to
facilitate community adjustment
through constructive use of the hous-
ing voucher, to encourage participa-
tion in both psychiatric and addictions
treatment, to facilitate the transition to
independent housing, and to provide
continuous support and linkage with
the diverse service agencies.

Like Ivan, Henry had an early course
in treatment that was fraught with dif-
ficulty. During the years from 1992 to
1994 he had multiple relapses into al-
cohol and cocaine abuse, but these
were followed by outpatient detoxifi-
cation rather than hospitalization. The
supported housing case manager vis-
ited Henry at least weekly in his apart-
ment and attempted to facilitate so-
briety by strengthening his social
supports. Multiple attempts were
made to connect him to Alcoholics
Anonymous and to link him with a
support system rooted in the other vet-
erans participating in the HUD-VA
Supported Housing Program. Even as
these efforts were implemented, Henry
frequently arrived at his apartment in-
toxicated and telephoned his case man-
ager complaining of suicidal feelings.
He was linked to a day program lo-
cated in a community setting, away
from the hospital, that emphasized
adaptive coping skills.

In concert with the day program
staff, short-term (day-to-day) contracts
were developed to ensure Henry’s
safety (10), and he was encouraged to
make active use of the day center as a
behavioral “splint,” even when he was
intoxicated, instead of going to the
hospital. While staff members of the
clinical team wondered (and worried)
many nights whether Henry would be
safe, their joint decision to expect
Henry to behave responsibly appears
to have bolstered his self-confidence
and his ability to take care of himself.
This approach ultimately strengthened
his coping capability, rather than re-
turning him to the hospital and the
world of sick role dependency.

During the subsequent months,
Henry finally successfully remained in
his apartment and substantially re-
duced his dependence on the hospital
for crisis support. A critical aspect of
this housing arrangement was that as-
sertive outreach was provided at home
during relapses, to repair disruptions
and strengthen his relationship with

his landlord and to support recovery
strategies. Meeting with both Henry
and his landlord, the HUD-VA Sup-
ported Housing Program clinician de-
fined each crisis as an opportunity for
improved coping rather than a per-
sonal failure.

Pharmacological Intervention

In both of these cases, a complex se-
ries of pharmacological interventions
were also undertaken to control a range
of behavioral problems that were in-
tensified by the substance abuse. Both
the IPCC and the HUD-VA Supported
Housing Program teams work with
close psychiatric collaboration, al-
though the psychiatrist is formally de-
fined as a member of the IPCC team
but is identified as a collaborating
pharmacotherapist in the HUD-VA
Supported Housing Program.

For Ivan the initial use of depot flu-
phenazine had no effect on either his
substance abuse or his recurrent ag-
gression. His alcohol use was initially
controlled with an intensive day pro-
gram and twice weekly dual-diagnosis
treatment groups that occupied him
for about 6 hours on 5 days per week.
However, after maintaining sobriety
for 6 months, he had a serious relapse
shortly after his primary clinician went
on a planned vacation.

After this crisis was resolved, he was
started on naltrexone for his alcohol-
ism (11). While taking naltrexone, he
continued to use alcohol, but his level
of consumption was lower than it had
been previously, and there were no sus-
tained relapses for several months. He
complained, however, of increased au-
ditory hallucinations and was offered
a trial of clozapine (12). Ivan agreed
to the treatment and experienced a
marked improvement of symptoms; he
also complied with the required blood
tests. After several weeks, he reported
decreased auditory hallucinations, de-
creased psychomotor agitation, and
complete abstinence from alcohol and
became more engaged with his case
manager (13).

Treating Henry’s depression, suicid-
ality, and recurrent sleep disorder re-
quired a sustained dialogue between
the psychiatrist, the HUD-VA Sup-
ported Housing Program clinician, and
the patient concerning appropriate
medication management in the context
of ongoing substance abuse. Henry re-
peatedly requested benzodiazepines for
sleep problems and would abruptly
leave sessions with his psychiatrist
when this request was refused. As an
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alternative, a variety of augmentation
strategies were used, initially with tri-
cyclic antidepressants and later with
selective serotonin reuptake inhibi-
tors, eventually in combination with
lithium. Unsuccessful attempts at us-
ing thyroid augmentation or nonben-
zodiazepine sleeping medications were
followed by frustrating relapses but
not by the suicidality that had fre-
quently precipitated the previous hos-
pitalizations.

From Reluctance to Engagement

The intensity of case management
was often experienced as intrusive and
demanding by these patients, especially
during the early phases of treatment.
Ivan initially resisted the responsibili-
ties that go with independent living
and viewed his legal problems, his vio-
lent behavior, and his housing prob-
lems as divorced from his psychiatric
illnesses and their treatment. In re-
sponse, a unified approach to Ivan’s
treatment was developed that involved
all of his community providers. It was
as if the only way to link different as-
pects of his life psychologically was to
develop interactive links between the
agents representing them. Ivan’s IPCC
case manager began to accompany him
to his monthly probation meetings and
met with the residential house manager
to reinforce his abstinence from alco-
hol. Ivan considered these meetings in-
trusive at first but gradually became an
active participant.

He was also encouraged to learn ba-
sic living skills, such as cooking, right
at the day center, using a kitchen lo-
cated on the premises. He was initially
reluctant to assume responsibility for
this and all other activities of daily liv-
ing, such as cleaning, shopping, laun-
dry, self-medication, and money man-
agement. He was accompanied out
into the community to learn shopping
skills and went with staff to his apart-
ment to learn to keep it clean, to do his
laundry, and even to socialize with his
housemates. Ivan initially doubted his
ability to master these tasks, but in
time, he made progress in each of these
areas.

Henry had a different way of ex-
pressing his reluctance to take respon-
sibility for himself. At first, he wanted
the individual meetings with his case
manager to focus on his history of
physical and emotional abuse and
seemed determined to portray him-
self as a helpless victim. His case man-
ager diligently refocused him on his
strengths, on his ability to behave re-

sponsibly, and on the importance of
using his adaptive skills to prevent re-
lapse and maintain sober living. A sub-
stance abuse counselor also worked
with Henry to focus his attention on
recovery and on becoming a produc-
tive participant in his community. Per-
sonal triggers for abusing drugs were
identified, and coping strategies were
practiced. “Then and there” received
minimal emphasis, while “here and
now” was given priority.

During relapses, which occurred
three times between 1992 and 1997,
crisis coping was actively encouraged,
not regression. Relapses were treated
as learning opportunities, not personal
failures, and hospitalization was
avoided. The success of this approach
is reflected in the fact that Henry had
just 5 inpatient days during two sepa-
rate hospitalizations between 1994
and 1998. In both cases he had begun
to give up on himself, protesting that
“nothing is working for me.” More
concretely, he complained that he had
no transportation and could not, there-
fore, continue his treatment. For a
short time his case manager picked him
up at home and brought him daily to
the day program. The team would not
be provoked into giving up on him.

Work and Responsibility

Vocational rehabilitation for pa-
tients with dual diagnoses who have
severe illnesses is invariably a multi-
stage process, moving through a series
of graded work restoration programs
that allow progressive development of
meaningful and productive work hab-
its. Work itself can provide motivation
for sobriety and an incentive to cope
with demands for responsible behav-
ior. For Ivan this aspect of rehabilita-
tion began relatively late in his treat-
ment. He began by first moving into a
more independent living situation, a
VA group home, in which he took re-
sponsibility for such tasks of daily liv-
ing as cooking, cleaning, and doing the
laundry. He also began a work study
program and worked successfully as a
volunteer for 15–20 hours per week
for 6 continuous months in 1996. Dur-
ing this period of time he developed a
strong supportive network with other
members in the group home and re-
newed his relationship with his family.
He was eventually accepted by a VA-
sponsored work-for-pay program and
entered a computer training program
at a local psychosocial club.

Henry turned out to be capable of
more intensive vocational activity than

Ivan. After his 1992 hospital dis-
charge, he appeared ready and moti-
vated for work and moved quickly into
a well-paid competitive position. This
initial foray into the world of work
was apparently too rapid and resulted
in a relapse, loss of his job, and return
to the supervised workshop. He fol-
lowed this circular trial-and-error
course three times in the 4-year recov-
ery process. Each time he took a de-
manding job, relapsed, and experi-
enced a decrease in income from losing
his job. He has gradually increased his
vocational capability and now works
each morning in a trial work program
reading meters for a local utility com-
pany. In the afternoon he continues to
work in a highly structured noncom-
petitive work program. He has been
abstinent for the past 6 months and re-
ports no craving for alcohol or drugs.
This is the longest that he has been so-
ber in over 10 years. He has main-
tained his housing in good standing
and recently signed a new lease with
his landlord.

DISCUSSION

These two cases illustrate some of
the most complex and difficult clinical
challenges encountered anywhere in
behavioral health care. Ivan and Henry
have dual diagnoses, and their treat-
ment had to address severe psychiatric
illness, compounding addictive disor-
ders, and a host of adaptive problems.
These disorders cannot, however, be
treated independent of one another.
While a patient with a cold and a bro-
ken leg might be adequately treated by
different doctors in distant clinics,
treatment of the psychiatric condition
in patients with dual diagnoses cannot
be separated from treatment of the ad-
diction or from the need for help with
adaptation to the community (14). In
these two cases mental disorders were
seriously complicated by problems
such as violence, homelessness, social
isolation, and poverty, each of which
had to be addressed in close coordina-
tion with the others. Substance abuse
treatment, for example, was thought-
fully linked to addressing criminal jus-
tice system problems and residential
support.

In addition, since these patients’ di-
verse problems brought them into con-
tact with numerous VA and non-VA,
health, social welfare, and criminal jus-
tice programs, they had to be helped to
make their way through a complex and
fragmented system of health care and
social services. To make things even
Am J Psychiatry 155:10, October 1998 1431
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more difficult, these patients sought
treatment at a time of major change in
the nation’s health care and social
safety net programs. Nationally, dur-
ing the years of treatment reported
here (1992–1997), the VA eliminated
38% of its general psychiatry beds and
76% of its substance abuse beds and
experienced a 24% decline in inflation-
adjusted expenditures per psychiatric
patient (15). In addition, local general
assistance (welfare) programs reduced
their benefits, low income housing sub-
sidies became more difficult to obtain,
and job opportunities for unskilled
workers diminished.

These two cases are thus of particu-
lar interest because they illustrate some
of the most difficult challenges con-
fronting mental health treatment
teams, administrators, and program
planners in the late 1990s. These pa-
tients had far more severe and complex
problems than most others, the re-
sources to care for them were increas-
ingly limited, and they had a particular
need for intensive community-based
programs because of extensive reduc-
tion in inpatient treatment capacity.
Although these challenges are formida-
ble, important new tools are now
available to meet them. New, more ef-
fective pharmacological agents, im-
proved and experimentally tested mod-
els of psychosocial rehabilitation, and
a variety of approaches for reducing
the adverse impact of service system
fragmentation all played a role in the
treatment we have described. Thus,
while facing a difficult set of problems
in a difficult and challenging environ-
ment, these two patients have bene-
fited from advances in both the effi-
cacy of mental health treatments and
the effectiveness of mental health ser-
vice delivery. Several of these advances
deserve further elaboration.

First, and perhaps simplest, these pa-
tients have benefited from the develop-
ment of new pharmacotherapies. Re-
cent studies have demonstrated the
cost-effectiveness of atypical antipsy-
chotic medications such as clozapine
(12) and the benefit of naltrexone in
forestalling relapse in alcoholism (11).
Clozapine may also be particularly ef-
fective in patients with both schizo-
phrenia and addictive disorders (16).
Studies showing that new medications
are efficacious in controlled trials does
not guarantee, however, that these
agents will be effectively used in prac-
tice or that resources will be allocated
to pay for them. Only the availability
of sophisticated professionals (sup-
ported, in some cases, by up-to-date

practice guidelines) and committed
policy makers can ensure that these ef-
ficacious treatments are used effec-
tively.

Second, these patients received ser-
vices from multidisciplinary integrated
case management teams that had both
sufficient expertise to understand the
wide range of health and social service
problems they faced and sufficient staff
resources to address these problems in
depth. Numerous studies have shown
that intensive community-based treat-
ment teams can consistently reduce
hospital utilization, and many show
improved clinical outcomes as well
(17, 18). The IPCC program that
treated Ivan was part of a national VA
demonstration project which showed
that the Assertive Community Treat-
ment approach developed by Stein and
Test in Madison, Wis., could be effec-
tively implemented on a large scale in
the VA (1, 7, 9). IPCC teams operate
under four core principles: 1) intensity:
patients are seen as frequently as clini-
cally indicated, and caseloads are kept
low (7–15 patients per clinician); 2) flex-
ibility and community orientation: cli-
nicians are urged to provide the major-
ity of contacts in community settings,
where maximal clinical leverage can be
obtained for developing coping skills;
3) rehabilitation focus: a broad range
of practical rehabilitation services and
supports, such as transportation as-
sistance, work therapy, and money
management, are provided; and 4) con-
tinuity of care: the teams assertively
maintain contact with even the most
reluctant patients, refusing to let them
“fall through the cracks.” Studies have
shown that adherence to these basic
principles is closely related to program
effectiveness and that continuous mon-
itoring of team activities is important
in guiding their effective implementa-
tion (1, 16, 17).

A recent study (19) has shown that
service system integration is associated
with superior housing outcomes
among people with serious mental ill-
ness, and both the IPCC team that
treated Ivan and the HUD-VA Sup-
ported Housing Program that treated
Henry were distinctive in accepting re-
sponsibility for actively making frag-
mented health and social service sys-
tems accessible to these two patients.
The two programs, however, illustrate
somewhat different approaches to the
challenge of service system integration
(20). The IPCC program represents a
“bottom-up” approach in which a sin-
gle provider or case management team
makes a fragmented service system

work by “carrying patients across the
cracks in the system.” The HUD-VA
Supported Housing Program similarly
uses “bottom-up” integration princi-
ples of intensive case management, but
it also developed out of a “top-down”
approach to systems integration. In
this approach agency leaders come to-
gether to develop programmatic coor-
dination of service delivery at the pro-
vider level, effectively “sealing up the
cracks in the system,” not just bridging
them for individual patients. In 1992
the Federal Interagency Council on the
Homeless brought together federal
agencies to develop joint approaches to
assisting homeless persons with severe
mental illness. The HUD-VA Sup-
ported Housing Program was an out-
growth of that effort as VA and HUD
leaders decided to test a program that
joined case managers from the VA’s
Health Care for Homeless Veterans
Program (4) with HUD Section 8 sub-
sidized housing vouchers. Preliminary
data from an experimental evaluation
of the HUD-VA Supported Housing
Program show that the integrated pro-
gram is associated with 50% better
housing outcomes than case manage-
ment alone (4).

Finally, it must be recognized that
because of resource limitations, the
costly but effective treatment received
by Ivan and by Henry is not available
either in the VA or in most other health
care systems to many patients who
would benefit from it. Although it has
been shown that many new treatment
methods, including some of those pro-
vided to these two patients, result in in-
patient cost savings great enough to
offset their direct program costs (5,
12), expensive programs often require
an initial investment of resources, and
savings sometimes do not appear for
months or even years. Funds for such
up-front investments are often difficult
to obtain. In addition, the decreasing
reliance on inpatient care in all parts of
the health care system means that there
are fewer hospital days to be reduced
and, thus, fewer dollars to be saved by
new treatments.

With the growing emphasis on pri-
mary care and other types of nonspe-
cialized service delivery, it is also in-
creasingly difficult to obtain funds for
specialized mental health programs
that focus on the least well-off pa-
tients—those with the greatest needs.
In assessing the value of such pro-
grams, traditional cost-effectiveness
analysis unfortunately fails to take into
consideration the widely accepted ethi-
cal obligation to give special weight to
1432 Am J Psychiatry 155:10, October 1998
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programs that address the needs of
those with the most severe problems
(21, 22). Less expensive programs that
help less disabled patients may look
more attractive to health system man-
agers trying to help the largest number
of people possible with limited funds.
The dissemination of successful pro-
grams like those presented here re-
quires sophisticated weighing of health
care benefits, economic costs, and eth-
ical considerations. Only such a broad-
based decision-making process will
produce allocation decisions that are
both efficient and just.

The care of complex, disadvantaged
patients like those presented here re-
quires highly skilled intervention at
multiple levels of the health care sys-
tem. First, clinicians must directly pro-
vide a complicated array of services
with skill and patience over an ex-
tended period of time. Second, pro-
gram managers must coordinate the
care provided by numerous clinicians,
often working with multiple agencies
to ensure adequate breadth and inten-
sity of care. Third, clinical and services
researchers must provide decision
makers at all levels with credible data
on program effectiveness and costs.
Fourth, and finally, health systems
managers and policy makers must
make resource allocation decisions
that balance considerations of effec-
tiveness, efficiency, and justice.

Caring for persons with the most se-
vere problems is not an easy task at
any level. Whether we can provide
such care is one of the most important
tests of our commitment to health care
equity in the broadest sense of the term
and to realizing basic principles of fair-
ness in our society.
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