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Clinical Case Management:
Definition, Principles, Components
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The burgeoningfield ofcase man-
agementfor long-term psychiatric
patients has been handicapped by
a lack of conceptual models that
delineate the diverse activities of
case managers. Based on the ac-
tualpractice ofcase management,
theauthor outlines a model of clini-

cal case management that moves
beyond the view of the case man-
ager as a systems coordinator, ser-
vice broker, or supportive com-
panion. Using a contemporary
biopsychosocial model of mental
illness, the clinical case manage-
ment model integrates the clinical
acumen, personal involvement,
and environmental interventions
needed to address the overall main-
tenance of the patient’s physical
and social environment. Clinical
case management involves 1 3 dis-
tinct activities, including engage-
ment of the patient, assessment,
planning, linkage with resources,
consultation with families, col-
laboration with psychiatrists, pa-
tient psychoeducation, and crisis
intervention.
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As case management of mentally
ill individuals becomes an impor-
tant cornerstone ofcommunity treat-
ment, the lack of clearly articu-
lated models of case management
practice has become increasingly
apparent. While case management
is an important function for many
staffin community programs, there
is no consensus about what case
management is or how it should
be practiced.

In this paper, I will outline a
model of clinical case management
that reflects the actual practice of
case management with a diverse
group of mentally ill persons. This
approach contrasts with much of
the case management literature
that is written by policy planners
or administrators and that emerges
from a more abstract analysis of
patient and system deficits (1-6).
Moving beyond a limited view of
the case manager as a systems co-
ordinator, service broker, or sup-
portive companion, this model rec-
ognizes that case managers, when
not overwhelmed by massive
caseloads, are concerned with all
aspects of their patients’ physical
and social environments, includ-
ing housing, psychiatric treatment,
health care, entitlements, transpor-
tation, families, and social networks
(7-9).

Definition
Clinical case management can be
defined as a modality of mental
health practice that, in coordina-
tion with the traditional psychiat-

ric focus on biological and psycho-
logical functioning, addresses the
overall maintenance of the men-
tally ill person’s physical and so-
cial environment with the goals
of facilitating his or her physical

survival, personal growth, commu-
nity participation, and recovery
from or adaptation to mental ill-
ness.

This definition has several dis-
tinctive components. First, it iden-
tifies case management as a mo-
dality of mental health practice,
recognizing the necessity of spe-
cial training and skills comparable
to those required in psychother-
apy, psychopharmacology, or psy-
chosocial rehabilitation. Clinical
case management is a specialized
professional field practiced by case
managers and other mental health
clinicians; it is not merely an ad-
ministrative system for coordinat-
ing services (10).

Second, while focusing on the
patient’s physical and social envi-
ronment, this definition recognizes
the importance of integrating case
management into a comprehensive
biopsychosocial treatment plan. In

contrast with case management mod-
els that advocate segregating case
managers from clinical staff ( 1 1-
13), this approach requires close
collaboration between case manag-
ers, psychiatrists, and other clini-
cal staff.

Finally, this definition of case
management focuses on all aspects
of the physical and social environ-
ment. While many approaches use
the Joint Commission on Accredi-
tation of Hospitals’ definition of
case management (14), which em-
phasizes linkages to formal re-
sources of the physical environ-
ment such as housing, entitlements,
and medical care (12,15), clinical
case management recognizes that
informal resources of both the physi-
cal and the social environment are
often essential to survival and
growth. From this perspective, a
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mere referral to a housing pro-
gram is an inadequate response
to a person who needs to develop
a social network and fulfilling daily
activities.

Principles of clinical
case management
Before the components of clinical
case management practice are out-
lined, five central principles will
be discussed.

Continuity of care. Even
though “continuity of care” has
become a bureaucratic catch-
phrase with little clinical signifi-
cance, it should reflect an appre-
ciation of the patient’s need for
support and treatment over an ex-
tended period. Long-term patients,
who have difficulty forming trust-
ing relationships and maintaining
historical perspective ( 16), are best
served by ongoing personal rela-
tionships with case managers who
are familiar with the past and pre-
sent manifestations of their ill-
nesses, their past and present per-
sonal functioning, and their social
networks.

While many treatment ap-
proaches advocate simplistic, time-
limited approaches to assessment,
planning, and treatment ( 1 7), Ion-
gitudinal studies of the mentally
ill suggest that progress is made
through extended experimentation
between clinician and patient as
they try out and evaluate a variety
of treatment strategies (18, 19). For
example, should case managers
schedule relapsing patients for a
psychiatric consultation, or should
they address stressors with sup-
portive psychotherapy or environ-
mental changes? If hospitalization
is indicated, should they negotiate
a voluntary admission or work with
other caregivers to obtain a com-
mitment order? With each situ-
ation, case managers develop an
increasing capacity to make such
clinical judgments.

Use of the case management

relationship. Personalized continu-
ity of care involves more than just
elegant discharge plans or attrac-
tive records. Case managers gradu-
ally develop collaborative relation-

ships with patients, families, and
other caregivers. These relation-
ships enable case managers to in-
tervene more skillfully over time,
preventing crises when clinical
status or external resources change.
For example, relapse may be
averted if patients, concerned rela-
tives, or other caregivers contact
case managers when they first no-
tice prodromal symptoms, allow-
ing medications to be adjusted and
stressors to be alleviated.

The case management relation-
ship encompasses all of the inter-
personal dynamics inherent in psy-
chotherapy. Although most case
managers attempt to interact with
their patients on a conscious and
concrete level, transference and
countertransference reactions
abound (7,20). These reactions crys-
talhize around the reality nuclei
of the parental functions at the
core of the managerial relation-
ship (21).

Although the analogy of case
manager as “travel companion” in-
stead of “travel agent” (22) has a
humanitarian appeal, mentally ill
persons require case management
when they have substantial defi-

cits in their social skills, judgment,
and initiative that interfere with
successful community functioning.
Thus as case managers help pa-
tients negotiate with a complex
social environment, their role can
be conceptualized more accurately
as one of “travel guide.”

Case management interventions
invariably reflect an ongoing as-
sessment ofpatient capabilities and
limitations analogous to assess-
ments made by parents. Conflicts
inevitably occur when patients,
case managers, and other
caregivers disagree in their evalu-
ation of what patients are able or
willing to do. Even though most
case managers explicitly support
the principle of client self-deter-
mination, these tensions occur and
should be consciously acknowl-
edged.

Titrating support and struc-
ture. While prior conceptualiza-
tions of case management have
focused on providing or brokering
services to patients viewed as in-

ept and resourceless, clinicians and
researchers have recognized both
the heterogeneity of persons with
long-term mental illness and the
variable course of these disorders
(23). Like psychiatrists who adjust
medication dosages to reflect the
patient’s fluctuating competence in
coping with an ever-changing
world, case managers collaborate
with patients and social networks
in titrating the levels of environ-
mental support and structure
needed to facilitate survival, per-
sonal development, and adaptation
to mental illness (24).

In case management as in psy-
chopharmacology, both inadequate
and excessive dosages-here, dos-
ages of environmental variables
such as support, structure, and
stimulation-have deleterious ef-
fects (25). In many communities,
inadequate resources have had a
more visible impact (as in the
plight of the homeless mentally
ill) than have excessive supports.
However, empirical studies have
demonstrated that lower levels of
social support sometimes have
more positive effects than higher
levels (26-28).

Recognizing patients’ changing
needs, case managers commonly
offer high levels of support, in-
cluding assistance with housing,
transportation, and entitlements,
when patients re-enter community
life after psychiatric hospitaliza-
tion. As patients’ mental status sta-
bilizes, support is reduced, and
patients are expected to manage

more of their own affairs. Case
managers confront many clinical
decisions as they determine the
appropriate pace for reducing their
support. When should the case
manager stop reminding a patient
in advance of an appointment?
When can a patient begin using
public transportation ? When can

a patient be transferred from a
group home to a supervised apart-
ment? Although these questions
may appear mundane, such clini-

cal judgments may result in unfor-

tunate outcomes.

Flexibility. Patients’ changing
internal and external worlds re-
quire case managers to flexibly
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tailor their intervention strategies
to accommodate diverse patient
needs. The frequency, duration,
and location of interventions
should reflect an appreciation of
each patient’s individual needs and
wishes. In various situations, case
managers may meet their patients
daily, weekly, monthly, or even
quarterly for different lengths of
time. Contacts may occur in the
office, home, day program, or neigh-
borhood. Because case manage-
ment patients generally lack faith
in human relationships, this tech-
nical flexibility is often an essen-
tial element in the engagement
process.

This flexibility is a means to
achieving case management goals,
not an end in itself. With many
patients, firmness is sometimes
more essential than flexibility. For
example, a patient with a long
history of medication noncompli-
ance may be asked to begin in-
jectable medications before refer-
ral to a supervised apartment pro-
gram.

Facilitating patient resource-

fulness. In finding the proper bal-
ance between flexibility and firm-
ness, clinical case managers attempt
to facilitate their patients’ personal
resourcefulness, helping them man-
age their own lives. Most case
managers overtly support this goal,
although many attend more to pa-
tients’ needs and deficits than to
their strengths and assets. While
professional training helps clini-
cians identify psychopathology,
functional deficits, and inadequate
environmental resources, many con-
temporary treatment models over-
look the ways patients participate
in their own recoveries (29,30).

Similarly, case managers often
ignore the importance of informal
social networks and “competent
others” in the recovery process
(31-33). When case managers be-
gin relationships with newly dis-
charged patients, they have diffi-
culty determining whether the pa-
tients’ current functional impair-
ments and environmental deficits,
often affected by residual sympto-
matology, reflect transitory or long-
term status (34).

As Harding and associates (23)
have suggested, our expectations
are shaped by clinical experience
with more dysfunctional patients.
While patients who fall between
the cracks and relapse after a pre-
mature discharge quickly come to

our attention, we often are less
aware of the many patients who

improve dramatically in their first
weeks in the community.

Components of clinical
case management
In many discussions of case man-
agement, five core components are
enumerated: assessment, planning,

linking, monitoring, and advocacy
(1,6). Although most case manag-
ers perform these activities, this

brief listing evokes a service-
brokerage approach that does not
reflect clinical case managers’ com-

prehensive participation in their
patients’ lives.

As a result of examining the
actual practice of case managers

in a variety of agency settings, 13
components of case management
practice have been identified (see
Table 1). Beginning with the initial-
phase components of engagement,

assessment, and planning, these ac-
tivities include interventions fo-
cused on the environment, inter-

Table 1
Components of clinical case manage-
ment

Initial phase
Engagement

Assessment

Planning

Environmental interventions
Linkage with community resources
Consultation with families and other

caregivers
Maintenance and expansion of social

networks

Collaboration with physicians and hos-

pitals
Advocacy

Patient interventions

Intermittent individual psycho-
therapy

Training in independent living skills

Patient psychoeducation
Patient-environment interventions

Crisis intervention
Monitoring

ventions focused on the patient,
and interventions encompassing pa-
tient and environment. While some
authors and administrators have
attempted to delineate various 1ev-
els of case management activity
(6), case managers, when not over-
burdened with massive caseloads,
commonly move beyond restric-

tive program mandates to deliver
the comprehensive range of ser-
vices described here.

Initial interventions
Engagement. Engaging long-term
patients in a case management re-
lationship requires skill, sensitiv-
ity, and patience. Even though pa-
tients may have severe impair-
ments, they often deny their diffi-
culties and are reluctant to col-
laborate in any helping relation-
ship. They worry that the recipi-
ent role will require them to relin-
quish their autonomy or become

overly dependent.
The literature on psychother-

apy with schizophrenic patients dis-
cusses many of the dynamics that
arise in the process of engage-
ment, and these observations can
be adapted to the case manage-
ment relationship (35-37). Al-
though some case management lit-
erature implies that the engage-
ment process can be resolved in
weeks or months (1 1), building
stable, collaborative relationships
with mentally ill persons often
takes several years.

Assessment. Case management
assessment of long-term patients
requires more than just evaluating
their stated wishes, daily living
skills, and environmental resources.
It also involves an appreciation
of their clinical status, conscious
and unconscious motivations, Ia-
tent capabilities, and social net-
works (34,38). Developing a com-
prehensive understanding often re-
quires repeated personal contact
and observation, reports from sig-
nificant others, and a thorough
review of prior functioning and
treatment. Without accurate assess-
ment, heroic case management in-
terventions frequently are unsuc-
cessful. A homeless schizophrenic
patient may be unable to tolerate
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the excessive stimulation of an en-
ergetic halfway house, while a bor-
derline patient may be unable to
tolerate the isolation of an effi-
aciency apartment.

After addressing presenting con-
cerns, case managers can begin to
formulate an assessment for long-
term planning. For example, should
the patient and family be encour-
aged to work toward competitive
employment, or should they be
helped to accept a lifetime of dis-
ability? Can the patient consider
independent living, or will he or
she always require a supervised
setting? Recent findings from Ion-
gitudinal studies can help case man-
agers make more informed judg-
ments (39).

Planning. Planning in case man-
agement must reflect an apprecia-

tion of each patient’s conflicting
wishes and needs (34). Although
patients often present their de-
sires in a simple and straightfor-
ward manner, their needs are usu-
ally more complicated. Like all of
us, they want both freedom and
security, independence and depend-
ence. In many cases, they want
both the autonomy of their own
apartment and the parental care
available in the family home.

In order to formulate useful
plans, case managers must appre-
ciate their patients’ conflicting con-
scious and unconscious motives,
especially the ongoing struggle be-
tween their yearnings for inde-
pendence and dependence. Psy-
chically unable to integrate these
strivings, patients externalize this
conflict, requesting assistance to
achieve both ends with little aware-
ness of the intrapsychic struggle.
They may ask case managers to
help them separate from parents
and then-weeks after a placement
has been painstakingly imple-
mented, and perhaps after relapse
and hospitalization-they may re-
turn home.

To avoid such outcomes, case
managers must restrain their un-
derstandable impulses to stop the
swinging pendulum of these con-
fficting strivings by preparing elabo-
rate service plans or written con-
tracts. Such countertransference re-

actions are a major cause of failed
service plans. In many situations,
case managers can do no more
than helplessly witness their pa-
tients’ internal struggles, assisting
when possible during crises. Case
managers must learn to tolerate
the helplessness induced by pa-
tients’ alternately submissive and
rebellious behaviors and must pa-
tiently wait-often for many
months-for this conflict to sub-
side.

Finally, we must openly acknowl-
edge that case managers some-
times plan for as well as with their
patients (40): that they sometimes
act from a knowledge of their pa-
tients’ best interests even when
that course diverges from patients’
expressed wishes. However, like
other mental health professionals
(4 1 ,42), case managers are often
uncomfortable with the explicit and
implicit authority of their role.

For example, case managers com-
monly initiate involuntary hospi-
talizations when patients endanger
themselves or others. In other situ-
ations, they insist that patients take
medications, or they counsel other
caregivers on compliance issues.
Although each of these actions
may elicit patients’ resentment,
case managers can establish re-
spectful relationships by acknowl-
edging the authoritative elements
of their professional role.

Environment-centered

interventions
Linking with community re-

sources. When linking patients
with needed community resources,
case managers must determine how
much assistance patients need to
complete a referral. Some patients
are skilled at making their own
connections, needing only the
phone number of an appropriate
agency. Others can manage if the
case manager prepares the agency
for the referral. Still others re-
quire a case manager or “compe-
tent other” (33) to personally ac-
company them to the new agency.

When case managers have es-
tablished personalized working re-
lationships with staff from other
agencies, they can help their pa-

tients assume greater responsibil-
ity for negotiating service link-
ages. By developing a genuine ap-
preciation of the concerns of other
agencies, case managers can effec-

tively prepare both patients and
staff for what they can expect from
each other.

Harris and Bergman (9) have

eloquently outlined the therapeu-
tic impact of patients’ internaliz-
ing the integrative, rational, and
proactive capacities implicit in case
managers’ environmental interven-
tions. These negotiations provide
patients with “a model for operat-
ing in the world as a capable mdi-
vidual, secure in the ability to in-

fluence external events.” However,
to help patients develop these ca-
pacities, case managers must em-
pathically support a trial-and-error
process that enables them to ex-
periment with increasing auton-

omy as assistance is decreased.
Consulting with families and

other caregivers. The relationships
of case managers with important
caregivers do not end with a com-
pleted referral. Nor should they
be limited to formal agencies.
When patients are dependent on
either formal or informal
caregivers, case managers should
initiate consultations on an ongo-
ing or intermittent basis. These
caregivers may include family,
friends, clergy, prison personnel,
or staff from shelters, residential
programs, day programs, or shel-

tered workshops.
In many cases, the quality of

the patient’s survival in the com-
munity is dependent on the con-

cern, competence, and commit-
ment of these caregivers. Besides
offering information about mental
illness and behavior management,
case managers should be available
to address questions or crises as
they arise. Common issues include
medication, changes in mood or
behavior, and availability of com-
munity resources. Prompt response
to such concerns, often with a
brief phone call, frequently averts
serious crises.

Family caregivers have special

needs beyond those of professional
and paraprofessional service pro-
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viders. Unlike foster care provid-
ers or group home counselors, they
have a long-term ethical obliga-
tion to their mentally ill relative.
Because families do not voluntar-
ily assume these obligations, they
may also be more resentful about

the burdens they shoulder, espe-
cially when they are not compen-
sated with monetary rewards or
the patient’s love, gratitude, and
reciprocal assistance. When bur-
dens are excessive, case managers
can help families locate suitable
residential placements.

Finally, families are more con-
cerned than other caregivers about
their relative’s future prospects for
recovery and community adapta-
tion. While some questions can
be addressed in psychoeducation
groups (43,44), most families can

benefit from an ongoing consulta-
tive relationship with the patient’s
case manager (45-47).

Maintaining and expanding so-

cial networks. Case managers also
strive to help patients maintain
and expand social networks apart
from families and formal caregivers
(48). When such networks are func-
tional, they address many social
and physical needs, allowing fami-
lies and case managers to focus

their energies on specific concerns.
An interested friend or neighbor
can transport a patient to the clinic
or invite him to a Christmas party.
A fellow church member may
know of a vacant room or suitable
job. Because these relationships
are initially difficult to assess, case
managers should maintain an on-
going interest in such contacts,
sometimes visiting patients in their
home, neighborhood, or day pro-
gram.

Collaboration with physicians

and hospitals. Collaboration with
psychiatrists, other physicians, and
hospitals is an important compo-
nent of clinical case management,
in contrast with other case man-
agement models (11-13). Most no-
tably, the impact of such collabo-
ration can be observed in the main-
tenance of an effective medication
regimen. As medication response
is often more apparent to

caregivers than to patients, psy-

chiatrists often must depend on
case managers to monitor patient
functioning between interviews.
Also, because case managers are
familiar with the home environ-
ment, they can help psychiatrists
establish dosage schedules that fa-
cilitate compliance. Finally, they
can help patients and caregivers
cope with medication side effects,
facilitating prompt psychiatric re-
view when appropriate.

The relationship between case
managers and hospitals is equally
important. To promote effective
treatment when patients are re-
hospitalized, case managers can pro-
vide hospitals with information
about premorbid functioning, pre-

cipitants of relapse, and treatment
history.

Familiar with both patients and
community resources, case manag-
ers also play a pivotal role in the
discharge planning process. Besides
attending interagency planning meet-
ings (49), case managers can col-
laborate with hospital staff in con-
fronting patients about behaviors
that impair community function-
ing. Finally, case managers can also

use the hospital to establish or
repair relationships with difficult
patients. A visit to a hospitalized
patient may demonstrate the case
manager’s interest more vividly
than hours of community inter-
vention.

Advocacy. The case management
literature has largely neglected the
clinical dimension of effective ad-
vocacy. While some authors rec-

ommend investing case managers
with “clout” ( 1 3), successful advo-
cacy is facilitated when case man-

agers articulate patient assets and
deficits, empathize with the con-

cerns of providers, and offer them
ongoing support and consultation.
While “clout” may help patients
initially obtain services, it may also
elicit providers’ resentment and
anxiety, which often destabilize the
referral.

Although case managers prefer
to advocate for their patients’
stated wishes, they must some-
times advocate for their best in-
terests instead. In particular, case

managers must take this position
when initiating commitment pro-
ceedings. In such instances, they
should acknowledge that their ac-
tion may damage the case man-
agement relationship.

Patient-centered
interventions

Intermittent individual psycho-
therapy. Since Lamb’s presentation
(50) of the therapist-case manager
model, the relationship between
case management and psychother-
apy has been a major source of
controversy. Many authors have
criticized this model, arguing that
most therapists neglect the man-
agement needs of long-term pa-
tients (1 1,51). While this neglect
has occurred in some programs,
most case managers, trained or
not in psychotherapy, frequently
counsel patients on a variety of
concerns, including social relation-
ships, impulse control, affect modu-
lation, or self-esteem. These con-
cerns often require prompt atten-
tion, preempting referrals for psycho-
therapy to other agencies or de-
partments. In everyday practice,
case managers address many of
their patients’ psychotherapeutic
needs, especially as so few con-
tinue in a more traditional long-
term psychotherapy (28).

Thus in most cases the issue is
not whether the patient has both
a case manager and a psychothera-
pist, but whether the case man-

ager is effectively providing psy-
chotherapeutic interventions. Al-
though case managers may not Ia-
bel conversations about roommate
conflicts as “psychotherapy,” the
skills involved are largely identical
to those required in psychotherapy.
The case manager must build a
relationship, respect defenses, ex-
plore relevant issues, and consider
what sort of reflective, clarifying,
or interpretive comments are most

appropriate. Everyday stressors,
such as roommate conflicts, can
often be alleviated by ego-suppor-
tive conversations (52-54), and pos-
sible relapse or homelessness
averted.

Although such interventions are
most often made on an intermit-
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tent basis, a sense of continuity
eventually develops. As issues re-
surface over time, case managers
become increasingly knowledge-
able and empathic. As in tradi-
tonal psychotherapy, case manag-
ers gradually establish a therapeu-
tic alliance and struggle with transfer-
ence and countertrarisference re-
actions.

Teaching independent living
skills. Case managers directly tu-
tor their patients in a range of
independent living skills, includ-
ing money management, nutrition,
household maintenance, and trans-
portation. This teaching sometimes
occurs in planned, didactic inter-
ventions, but more often takes
place informally as patients cope
with the exigencies of daily life.
Case managers can support pa-
tients in trying new experiences
that offer naturalistic reinforce-
ments of daily living skills (55).

Patientpsycboeducation. While
family psychoeducation has received
more attention, patient psychoedu-
cation is an important component
of case management (56). Helping
patients begin to acknowledge and
accept their disability is one of the
major clinicalchallenges ofcommu-
nity. treatment (57).

Compared with other disabled
groups, mentally ill persons find
it especially difficult to establish
a sense of identity unimpaired by
feelings of grandiosity or insignifi-
cance. Some are helped by a straight-
forward discussion of their diag-
nosis, which enables them to appre-
ciate their impairment (58). 0th-
ers become more defensive, deny-
ing their difficulties when con-
fronted by didactic interventions.
Within the context of a long-term
relationship, case managers can ex-
plore ways of helping patients ac-
cept their impairments and de-
velop a perspective that combines
hope with realism.

Patient-environment

interventions

Crisis intervention. Over time,
case managers spend as much time
intervening in crises as they do
in any other activity. Familiar with
their patients and their social net-

works, they can intervene more
skillfully and efficiently than spe-
cialized crisis services. Optimally,
patients and caregivers will con-
tact a trusted case manager before
crises have escalated. A simple
phone call can clarify a letter from
Social Security, arrange for a medi-
cation refill, or address similar con-
cerns that may precipitate relapse.

Case managers’ knowledge of
the patient and his or her social
network enables them to rapidly

assess the significance of changes
in clinical status. In some instances,
seemingly minor changes may pre-
sage relapse. In other cases, se-
vere symptoms may be weathered
by a determined patient receiving
adequate support.

Monitoring ongoing progress.
While monitoring patient progress,
case managers must balance dem-
onstrations of concern with re-
spect for patient autonomy. Fear-
ing both approval and disapproval,
patients often experiment with new
activities and behaviors without con-
suiting with case managers or other
caregivers. Like adolescents, they
want both the sustained interest
of their caregivers and the privacy
to learn by trial and error. Case
managers must learn to tolerate
these conflicting wishes, remain-
ing aware that a friendly phone
call sometimes may be greeted
with suspicion.

Case manager training
The above activities outline a
model of clinical case management
that requires a professional level
of skill and competence (7-9). This
model can be differentiated from
both the traditional professional
interventions of psychotherapy �nd

chemotherapy and the paraprofes-
sional interventions of the service-
brokerage (4,6) and supportive
care (2,11) models of case man-
agement.

Clinical case managers should
have the personal commitment and
compassion implicit in supportive
care models and the bureaucratic
skills implicit in service-brokerage
models. They should also be
trained in an array of clinical skills,

including assessment, treatment
and service planning, consultation,
supportive psychotherapy, and cri-
sis intervention. To help formu-
late creative responses to unpre-
dictable situations, case managers
can benefit from a formal ground-
ing in the behavioral sciences.

Although none of the traditional

mental health disciplines (psychia�
try, social work, nursing, and psy-
chology) systematically educate its
trainees in this array of interven-
tions, many effective case manag-
ers are professionals with gradu-

ate training. Other skilled case man-
agers lack formal professional train-
ing, yet, like battlefield medics,

have developed formidable skills
through intensive clinical ex-

perience and comprehensive in-
service training.

Case managers who autono-
mously deliver an array of inter-
ventions can be differentiated from

“case aides” who provide limited

services under careful supervision.
Certainly paraprofessional and vol-
unteer staff can assist case manag-
ers by accompanying patients to
a new agency, teaching daily living

skills, or monitoring ongoing pro-

gress.
However, if the competencies

necessary for clinical case manage-
ment are to be developed, generic
training in the mental health disci-
plines must be augmented by years
of continuing education and clini-

cal supervision. A realistic ap-
proach to developing case man-
agement manpower requires a com-
bination of changes in graduate
training programs (particularly in

social work and psychiatric nurs-
ing), intensive inservice training

and supervision, and salary incen-
tives that promote the pursuit of
continuing professional develop-
ment.

Caseload size
As case management programs are
rapidly being established, adminis-

trators often express concerns
about optimal caseload size. As
in analogous discussions of class-
room size, this determination can-
not be made without evaluating
patient characteristics, community
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resources, and program goals. Fac-
tors affecting optimal caseload size
include patients’ current and pre-
morbid functioning; the mixture
of newly referred unstable patients
and long-term stabilized patients;
the risk level of the target popula-
tion (59-61); the availability and
accessibility of other community
resources; and the program’s suc-
cess in attracting and retaining
skilled case managers.

Depending on these factors, op-
timal caseload size may range from
five to 50 patients. Caseloads must
be small if they consist of high-risk
populations of acutely psychotic
individuals (60) or deinstitutional-
ized inner-city patients with few
personal or social resources (59,62).
With more heterogeneous patient
populations and established net-
works of community resources,
larger caseloads are feasible (63).

Discussion
The clustering of 1 3 different com-
ponents in the clinical case man-
agement model raises several im-
portant questions. First, is there
any unifying conceptual principle
that links these disparate interven-
tions, or are they merely a ran-
dom listing of staff activities? The
identification of these components

has emerged from a simple exami-
nation of actual case management
practice, not from program ide-
ologies or job descriptions. These
components reflect essential ac-
tivities not included in either the
service-brokerage or supportive
care models, activities requiring
both clinical skill and environ-
mental interventions.

As outlined in the definition,
the participation in the patient’s
environment-in all aspects of the
patient’s life in the community-is
the unifying principle that under-
lies clinical case management. This
participation involves directly in-
teracting with formal and informal
community resources as well as
helping patients manage their own
interactions with the environment.
These interventions do more than
maintain the patient in a secure
community setting; they also fos-

ter the patient’s development and
capacity for autonomous function-
ing (9).

Assuming the importance of
these case management compo-
nents, is it viable for a single mdi-
vidual or small team to personally
conduct most of these interven-
tions? Might not patients be bet-
ter served by a network of helping

persons with relevant specializa-
tions? In some communities, a

given patient has a case manager
(service broker), a psychothera-

pist, a “family clinician” (43), a
hospital liaison worker, a mobile

crisis team, a skills trainer, and,
of course, a psychiatrist.

Although this array of special-
ists functions collaboratively in

some hospitals, the likelihood of

such cooperation in community set-
tings is minimal. Stationed in dif-

ferent agencies and programs,
these specialists are unlikely to

submit to the sort of clinical lead-
ership that is exercised by hospital
psychiatrists. Yet without such lead-
ership, patients are often pulled
in different directions.

To promote continuity of care,
clinical leadership in community
settings is best provided by small
professional teams of case manag-

ers and psychiatrists (60,61,64).
Although some might argue that
community psychiatrists should be
directly involved in most compo-
nents of case management, a divi-
sion of labor between psychiatrists
expert in biological interventions
and case managers expert in envi-
ronmental interventions efficiently

uses available mental health per-
sonnel. While both kinds of pro-

fessionals have their unique realms
of expertise, they must base their
collaboration on an integrated bio-
psychosocial understanding of men-
tal illness and human behavior.

Finally, are the clinical skills
implicit in the clinical case man-
agement model (8-10) compatible

with the personal qualities of en-
thusiasm, commitment, warmth,
and respect emphasized in other

approaches to case management
(11,12)? Will clinical case manag-

ers be tempted to retreat behind
their desks, preferring to distance

themselves from their patients and
communities ? Because career op-
portunities for case managers are
still limited by low status and re-
muneration, these questions await
further study. Yet patients are ill

served by having to train succeed-
ing generations of case managers

who leave as they become compe-
tent. In coming years, we need

to develop professional value sys-
tems that recognize both the clini-
cal skills and the personal qualities
demonstrated in our best exam-
ples of community treatment (65).
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