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Philadelphia attempted to expand the access to and continuity of addiction
treatment by focusing on the 15% of patients who received multiple, detoxifica-
tion-only (MDO) treatments each year. Clinical Case Managers at five
detoxification centers enconraged MDO patients to continue care following
detoxification in methadone, residential, or outpatient rebabilitation, and
sustain improvements, and they recommended opening detoxification access
Jfor additional patients as well. System administrative information was avail-
able for one year prior and three years during the intervention. Counts of
unduplicated patients within each year and measures of the length and type
of treatment episodes determined the intervention effects. Records from a
sub-sample of 100 MDO patients were examined to assess specific changes
in system utilization. Ouver three years, 890 MDO patients were case man-
aged and had received assessment, referral, and transport to health care and
sober living. The sub-sample of case-managed MDO patients showed a
55% reduction in detoxification-only admissions, a 70% increase in use of
rebabilitation, and a twenty-day increase in the average length of stay per epi-
sode. Though there are noted liniitations in the evaluation design, the findings
are consistent with the view that individual case management of MDO
patients may improve the clinical appropriateness and administrative efficiency
of public addiction treatment. (Am | Addict 2005;14:426—440)

is now substantial evidence ment can be effective

in

reducing

addiction-related problems such as crime,

Received August 22, 2003; revised January 26, 2004; accepted May 23, 2004.
From the Treatment Research Institute, Philadelphia, Pa. (Drs. McLellan and Shen, Ms. Weinstein and Ms. Kendig);
and the Cootdinating Office for Drug and Alcohol Abuse Programs, Philadelphia, Pa. (Mtr. Levine). Address
correspondence to Dr. McLellan, Treatment Research Institute, 600 Public Ledger Bldg., 150 S. Independence Mall
(West), Philadelphia, PA 19106. E-mail: tmclellan@tresearch.org.

426



unemployment, and welfare; inappropriate
healthcare utilization; and spread of infec-
tious diseases.'” At the same time, there
is an indication of insufficient capacity to
provide adequate, high-quality substance
abuse treatment, especially for substance
abusers whose care would be supported by
public funds such as Block Grant, Veterans
Administration, and/or Medicaid dollars.
Indeed, increasing access to addiction treat-
ment has been a prominent goal of the
Office of National Drug Control Policy’s
Performance Measures of Effectiveness
(PMEs) for most of the past decade.” In rec-
ognition of the importance of making quality
substance abuse treatment more accessible
within the public sector, the Center for
Substance Abuse Treatment at the Sub-
stance Abuse and Mental Health Services
Administration authorized a national pro-
gram to expand and enhance treatment
capacity within the public sector, called the
Targeted Capacity Expansion Program."'

It might seem that the expansion of
treatment capacity would be a relatively
simple matter of increasing the number of
available inpatient beds and/or outpatient
treatment slots. However, a closer examin-
ation of the factors affecting treatment
capacity and treatment access within the
public treatment system shows a more com-
plex picture. For example, patient utilization
practices themselves can act to restrict
access. Many of those who wish to enter
the public addiction treatment system ate
among the most severely affected by active
substance use and combinations of physical
and psychiatric illnesses.”*'"'? Most of
these patients require some period of acute
care and stabilization (eg, detoxification) if
they are to be able to take advantage of the
continuing care available in longer-term
forms of rehabilitation.

While the symptoms of substance with-
drawal are often the most severe and troub-
ling to patients (serving to motivate them to
get care), these symptoms are often the
most rapidly resolved and can lead even
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severely affected patients to assume that
“the worst is over” and that they “can han-
dle it now.” Unfortunately, as has been
documented since the eatly 1970s, detoxifi-
cation that is not followed by continued
rehabilitation regularly results in rapid
relapse and, all too often, requests for re-
detoxification.

In Philadelphia, a study by the Coordi-
nating Office for Drug and Alcohol Abuse
Programs (CODAAP) found that 40-50%
of all substance abuse treatment episodes
in the publicly supported treatment system
were “detoxification-only” treatment epi-
sodes and not followed by any type of con-
tinued rehabilitative care. In fact, 10-15%
of patients treated during any year were re-
detoxified three or more times in that year,
almost always without continuing care of
any type. Here, we refer to those patients
who had been detoxified three or more
times in one year as “multiple detoxi-
fication-only” (MDO) patients.

From a purely clinical perspective,
these MDO patients were not receiving
appropriate continuing clinical care for
their problems.”™ From a health systems
management perspective, the repeated use
of these expensive acute-care services was
a major source of system inefficiency.
Moreover, because detoxification and stabi-
lization is a necessary first step for most
publicly supported patients in their treat-
ment episodes and some of these scarce
detoxification beds were being re-occupied
multiple times by a small group of MDO
patients, this inefficient, expensive utiliza-
tion of the system had the additional pet-
verse effect of reducing treatment access
for other patients.

THE TARGETED CAPACITY EXPANSION
INTERVENTION IN PHILADELPHIA—
RATIONALE AND CLINICAL APPROACH

The occasion of grant support from the
Center for Substance Abuse Treatment for
Targeted Capacity Expansion'® provided
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the impetus to improve the access to and
the clinical efficiency of the Philadelphia
public addiction treatment system—not
through the creation of new treatment
beds or slots, but by developing clinical
management  procedures that  would
address the access and efficiency problems
created by the MDO patients at detoxifica-
tion sites.

One direct approach to solving these
problems would an administrative directive
to simply deny repeated detoxifications.
The CODAAP management team rejected
this solution on three grounds. First, such
an approach was prejudicial, as there are
no restrictions on acute care utilization
for public patients secking treatments for
any other chronic illnesses. Second, simply
denying detoxification would not address
the substantial public health and public
safety problems caused by these patients,
such as crime, transmission of infectious
diseases, and a reduced quality of life for
the public. Finally, the administrative denial
of detoxification admissions could lead
these patients to make greater use of even
more expensive and scarce medical services
such as Emergency Rooms and psychiatric
Crisis Response Centers.

Instead, the CODAAP management
adopted a clinical approach to solving the
proximal problem of the MDO patient
and thereby the more distal problem of
offering better access and more appropriate
care utilization within the system. Specifi-
cally, the CODAAP management team
employed Clinical Case Managers (CCMs)
to manage and monitor the MDO patients
as a way of encouraging them to continue
in more appropriate and less expensive
rehabilitative care and improving detoxifi-
cation bed access by reducing the large
number of re-detoxifications.

These CCMs were trained to motivate
the historically recalcitrant MDO patients
to complete their detoxification treatments
and to engage in any type of continuing
rehabilitation care, including residential,

methadone maintenance, or outpatient pro-
grams. The CCMs also arranged for sup-
portive services during and following
rehabilitation, both to support the gains
made during rehabilitation and to quickly
manage early lapses on an outpatient basis
before they became serious enough to war-
rant inpatient detoxification.

CODAAP management turned to
Clinical Case Management for this because
of a prior successful project in which CCMs
were effective in promoting retention in
outpatient rehabilitation and improving
the post-treatment outcomes of substance-
abusing clients within the Philadelphia Il)ub—
lic substance abuse treatment system. "¢
While case management is still not widely
used within most substance abuse treat-
ment systems, there is research showing
that case management can be effective in
improving the efficiency of general
health system utilization, for example, by
reducing the expensive, 1r7q?gated use of
emergency room services.

Here we present the results of the
three-year evaluation of Philadelphia’s
effort to use CCMs to manage and monitor
“multiple detox-only” (MDO) patients. It is
important to note at the outset that this
intervention was not conceived as an
experimental study but rather as an exten-
sion of a treatment philosophy and clinical
practices that had been used for years
within the Philadelphia treatment system.'®
Thus, there was no control condition and
no consent on the part of patients to
participate in any data collection activities.
Moreover, it was felt that management-
appropriate “indicators” of intervention
effectiveness that could be collected, ana-
lyzed, and reported quickly and inexpen-
sively were preferable to experimentally
rigorous but time-consuming and delayed
outcome measures. With this in mind, the
evaluation effort used only the existing
information from the administrative claims
records of the public treatment system.
These administrative claims were available
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for the year before the intervention (1997-
1998), the transition year while the inter-
vention was being implemented (1998—
1999), and for two subsequent years during
which the CCM intervention was fully
operational (1999-2001).

Evaluation Questions

There were two questions regarding the
use of CCMs in these public sector addic-
tion treatment programs.

1. Would the more severely affected and poorly
motivated MDO  patients respond 1o the
efforts of the CCMs? One of the para-
doxical problems was that the treat-
ment system had been providing
access to the acute, inpatient detoxifi-
cation services that were most desired
by these MDO patients. Would these
patients accept efforts to change their
treatment system utilization toward
longer-term, outpatient rehabilitation?

2. Would the CCM efforts be associated with
more appropriate treatment system utilization
among  the MDO  patients? Improved
treatment system utilization would be
characterized by longer lengths of stay
per treatment episode, fewer “detoxifi-
cation-only” treatment episodes, and

more “detoxification + rehabilitation”
or  “rchabilitation-only”  treatment
episodes.

The administrative claims data permit-
ted a simple time-series comparison across
years as characterized above. In addition,
a sub-sample of 100 MDO patients was fol-
lowed over the course of three years to
study the specific effects of case manage-
ment on this sample of the targeted
MDO population. While not an experi-
mental test of the CCM intervention, the
available data offered some indication of
the acceptability and benefits of the inter-
vention within the Philadelphia public sub-
stance abuse treatment system.
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METHODS

Treatment Programs

The performance sites were the five
largest detoxification programs within the
city of Philadelphia. These five large sites
accounted for approximately 50% of all
admissions to the public treatment system
in Philadelphia and approximately 80—
90% of all detoxification admissions. All
five programs were licensed, inpatient,
medically-managed  detoxification — pro-
grams. Four of the sites were affiliated with
hospital treatment systems, while the other
was affiliated with a large, dedicated sub-
stance abuse treatment system. All were
non-profit agencies that had been providers
of detoxification and ongoing treatment
services to public sector patients in
Philadelphia for many years.

Clinical Case Managers

Two Clinical Case Managers (CCMs)
were assigned to each of five programs.
Five of the CCMs were male. Two CCMs
were Hispanic, four were African Ameri-
can, and four were Buropean-American.
Most of these CCMs had been drug and
alcohol counselors working in and familiar
with the Philadelphia public treatment sys-
tem for several years (average, six years,
range, 3—10).

Subjects

Subjects included the total population
of individuals admitted to any of these five
sites from July 1997 through June 2000.
Because the only data available were the
administrative claims, only the very basic
demographic information on the popu-
lation of patients admitted to the partici-
pating  treatment programs can be
provided. This information is displayed in
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TABLE 1. Demographic Characteristics of Detoxification Population (by Year)

Base Year

Project Year 2

Project Year 3 Project Year 4  Stat.

6/30/97-6/30/98 6/30/98-6/30/99 6/30/99-6/30/00 6/30/00-6/30/01 Signif.

Age (Mean) 37 (12) 37 (10)
Gender: % male 71% 71%
Race
Afro-American 59% 54%
Euro-American 26% 33%
Hispanic-American 9% 7%
Other 5% 4%
Unknown 1% 2%

38 (12) 38 (12) NS
70% 70% NS
53% 52% 0.01
34% 33% 0.001

6% 8% NS
5% 5% NS
2% 2% NS

Table 1. As can be seen, there wete no
changes in the average age (37 years) or in
the distribution of males and females enter-
ing treatment (70% male) over the four
years of study. With regard to the ethnic
distribution of these patients, there were
only two changes over the course of the
four years: a statistically significant but
practically modest reduction of about 7%
in the number of black admissions, and
an increase of about the same magnitude
in the number of white admissions.

Admission drug codes recorded in the
claims data indicated that the modal drug
problems presented by admissions to these
detoxification programs were cocaine
(56%), alcohol (46%), and heroin (33%);
however, the great majority of admissions
reported multiple drug problems, usually
cocaine, alcohol, and marijuana. There were
no significant differences in the distribution
of drug problems over the course of the
four years. While these data offer an
approximate indication of the types of drug
problems treated within these five detoxifi-
cation sites during the course of the present
evaluation, there was no available quantitat-
ive information on the drug use patterns,
health problems, and employment and
family issues that are so often affected
among inner-city, publicly funded, sub-
stance abuse patients.”

“Multiple Detoxification-Only”” Patients

MDO patients were defined as those
who had been admitted to any inpatient
detoxification within the CODAAP system
three or more times in the prior twelve
months. In fact, the number of detoxifica-
tion-only admissions per MDO patient
per year ranged from three to seventeen.
Thus defined, this group comprised
12-15% of all admissions to these
programs in any of the study years.

Records indicate that 260 patients met
the criteria for MDO and received Clini-
cal Case Management during the first year
of the implementation (1998-1999), 325
in the second year (1999-2000), and 305
in the last year of the intervention
(2000-2001), or 890 unduplicated patients
across the full three-year period of the
intervention. When these MDO patients
were initially contacted for the inter-
vention, CCMs collected some additional
information using the brief GPRA
(Government Performance and Results
Act) form designed by the Center for
Substance Abuse Treatment. The GPRA
covered the demographic characteristics,
treatment history, substance use, and
health and social problems presented by
these patients. It was not possible to
collect this information on the other
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TABLE 2. Background Characteristics and
Problem Severity of 890 MDO Patients

Age 38 (12)
Gender: % male 65%
Race
Afro-American 31%
Euro-Amerian 55%
Hispanic ethnicity 9%
Years education 11

Living conditions, past month

Street 7%
Shelter 5%
Institution 6%

Employment/training, past month
Employed full or part time 1%
In school or training, past month 3%

Days of substance use, past month

Alcohol, 54 Drinks 9
Heroin 7
Cocaine 6
Benzodiazepines 4
Percent injecting drugs, past month 46%
Institutional utilization, past month
Percent incarcerated 10%
Percent admitted to ER 23%
Percent admitted to hospital 51%

detoxification patients who did not meet
MDO criteria.

Table 2 presents some background and
problem severity information on the group
of 890 case-managed MDO cases. As can
be seen, this MDO group was approxi-
mately 40 years old and one-third female
(35%), and they had about the same racial
composition as the total admission popu-
lation. There was substantial instability of
living arrangements reported by this group
of patients, with 18% living almost full
time on the streets, in a shelter, or in one
or more institutional settings (jail or hospi-
tal) in the month prior to their interview.
Only 11% of these patients reported any
type of employment in the month prior to
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their admission, and only 3% were enrolled
in any type of school or vocational training
program.

The remainder of Table 2 shows
that almost half of these patients (46%)
admitted to injecting drugs at least once
in the month prior to their interview, in
addition to heavy use of alcohol (five or
more drinks per day). The major drugs used
were heroin, cocaine, and benzodiazepines
approximately once or twice weekly. This
level of substance use is quite high con-
sidering that most had spent a significant
portion of their prior month in one or
more types of controlled, institutional
environments. In this regard, 51% had
been admitted to a hospital (general medi-
cal or psychiatric), 23% had been admitted
to an Emergency Room, and 10% had
been in a jail or prison during the prior
thirty days, illustrating the broad, regular,
and expensive pattern of public service uti-
lization by these patients.

Clinical Procedures

The CCMs received initial and ongoing
training by the Coordinating Office for
Drug and Alcohol Abuse Programs in per-
forming individual, comprehensive assess-
ments; motivational interviewing; and
procedures in the administrative, legal,
and functional workings of the city treat-
ment system. Regular team meetings of all
CCMs were held on a monthly basis to
allow the sharing of common problems,
the development of methods to solve the
problems, and the acquisition of needed
services for their patients. Caseloads were
purposely kept low (fifteen or fewer
patients) in recognition of the intensity of
the effort likely to be needed by these
patients.

Because of their extensive treatment
histories, most of the MDO patients were
easily identified at the time of detoxification
admission. When this was not the case, the
administrative records of prior treatment
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were available shortly following admission,
and it was possible for the administrative
staff at each of the sites to notity the pro-
ject CCMs of any patient whose recent
treatment history made them eligible for
the intervention. Clinical Case Management
had been in use for many years within the
Philadelphia treatment system'> and was
considered the standard form of clinical
intervention for all eligible MDO patients
who entered these five sites. Although
CCMs did ask eligible patients whether they
wished to participate in the intervention,
the presentation was that this service was
part of the normal treatment package.
Exact information on number of refusals
was not available, but CCMs reported that
very few patients refused case management,
as it often involved desired services such as
transportation and even some housing.
Clinical case management was designed
to do three things for the MDO clients.
First, the CCMs were expected to engage
these patients early in their detoxifications
and to assess their substance use, health,
and social problems. Second, the CCMs
were trained in motivational interviewing
that was designed to help patients recognize
and accept the need for continued care.
Finally, because these MDO patients were
known to be severely impaired in many
ways that would require both basic services
(eg, shelter, clothing, and transportation)
and specialized setrvices (eg, primary medi-
cal care, psychiatric care, employment
counseling, and legal aid), CCMs were
expected to play an active, participative role
in helping the patients access and continue
with needed medical and social services.
Access to all ancillary services was
handled by the CCMs through standard
appointments and referrals, and often by
accompanying the patient to the service
appointments. Of course, there was an
ongoing effort to encourage the patients
to continue in some form (their choice)
of addiction care in residential, inten-
sive outpatient, traditional outpatient, or

methadone maintenance. In addition to
referring and engaging patients into ongoing
addiction treatment, CCMs were expected
to collaborate with the treatment team at
the rchabilitation program and maintain
contact throughout the course of that treat-
ment. Most of the rehabilitation treatments
focused almost entirely on drug and alcohol
use; thus, the CCMs were trained to play a
complementary and supportive role within
the rehabilitation effort by linking patients
to supplemental medical and social support
services toward the goal of maintaining and
enhancing the rehabilitation efforts.

Evaluation Procedures

Time Frame for the Evalnation. 'The CCMs were
recruited, hired, and trained from approxi-
mately November 1998 through February
1999. Caseloads were assigned as each
CCM completed training, but full operation
was not achieved until approximately July
1999. Two of the original five sites discon-
tinued detoxification services in the spring
of 2000, although Clinical Case Manage-
ment continues today in the remaining
three treatment programs.

For purposes of the evaluation, we
constructed a file containing all administrat-
ive claims records for all admissions to
these five substance abuse treatment pro-
grams for four, successive, twelve-month
periods (July 1-June 30) from 1997 through
2001. We considered the 12-month period
of July 1997 through June 1998 as the
pre-intervention year, 1998-1999 as the
transition year, and 1999-2000 and 2000—
2001 as the intervention years. This con-
struction offered a time-series design for
the evaluation of the CCM intervention.

Adpministrative Data Sources.  As indicated, one
of the charges for our evaluation was to use
only existing information to monitor the
administrative and clinical appropriateness
of treatment system utilization. To these
ends, we used the administrative claims
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data from Philadelphia’s not-for-profit
managed care entity Community Behavioral
Health (CBH), and from a CODAAP
component created to manage additional
state funds allocated for substance abuse
treatment. Administrative records in both
systems used the same data structure and
client identifier; thus, it was possible to
combine them into a unified record of all
treatment services received during the years
covered by the evaluation.

This combined data set included
admission date, service type (ie, treatment
modality), and service endpoint infor-
mation on all patients initially admitted
through one of the targeted detoxification
sites in the Philadelphia public treatment
system. Importantly, these records of cate
utilization also included times of admission
and date of last service receipt from each
treatment component or modality within
the network, enabling us to construct a
treatment episode for each new admission.
These records also included services for
psychiatric and emergent care (but not pri-
mary medical care) for all clients, enabling
us to detect any shifts in utilization patterns
between mental health and substance abuse
oriented services.

Clinical Services Information. CODAAP requi-
red each of the CCMs to complete a Case
Management Services Monitor for each
patient served. This administrative form
was a checklist of services provided to each
patient served in any way. This brief
(40-item) listing of contact dates and ser-
vices provided (eg, referral to shelter, coun-
seling sessions, physician appointments,
vocational assessments, etc.) required fewer
than five minutes to complete for each cli-
ent and served as a simple record of the
nature and types of services provided by
CCMs (directly and through referral) to
each of their clients. While the data were
collected on all patients, a change in the
form following the first year made compar-
isons across years impossible. In order to

MclLellan et al.

get a direct estimate of the effects of clinical
case management, we selected the setrvice
monitor records from a sample of the first
100 case-managed patients admitted during
1999 to analyze. We chose this sample
because it was drawn during the period of
full operation of CCM services and prior
to the change in the service form. While
not explicitly randomly selected, the selec-
tion was not biased, and we believe that
the data offer at least one reasonable indi-
cation of the number and types of services
provided by the CCMs.

Definition of a Treatment Episode. 'The com-
bined record for any individual client often
contained a series of admissions and dis-
charges to one or more modalities and set-
tings of care (eg, detoxification or intensive
outpatient). Completely integrated care
would be evidenced by a discharge from a
detoxification followed by admission to
some form of continuing rehabilitation care
the following day—one continuous treat-
ment episode with no breaks in service.
In fact, there were many system impedi-
ments to this idealized form of care. For
example, there were often waiting lists for
appointments to various modalities of care
that would necessitate breaks in service. In
addition, it was not always possible for a
patient to take long and continuous
amounts of time away from other responsi-
bilities. Finally, there were system problems
in accurately recording starts and stops for
the various treatment components.

These considerations figured into our
decisions regarding what would constitute
a true break in service or separate episodes
of care. Our operational definition of an
episode of treatment was the receipt of
any addiction session or service, preceded
and followed by thirty days of no recorded
visit to any service in the system. Thus, a
detoxification followed 29 days later by
admission to a residential, methadone,
intensive, or traditional outpatient treat-
ment program would be counted as a single
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episode of treatment. However, if that
detoxification were followed by no system
contact for 31 days and then an admission
to a residential program, we counted two
episodes of care, one “detoxification-only”
and one “rehabilitation-only.”

As might be expected, there was a
very wide variety of treatment episode
sequences and lengths. To focus our analy-
ses, we concentrated on detoxification-only
(detoxification preceded and followed by at
least thirty days of no system contact);
detox +rehab  (detoxification  followed
within thirty days by admission to residen-
tial, methadone maintenance, intensive out-
patient, or traditional outpatient care); and
rehabilitation-only (admission to any of
the previously specified rehabilitation mod-
alities preceded and followed by thirty or
more days of no system contact). These
three types accounted for more than 70%
of treatment episode typologies throughout
all years of the study.

RESULTS

Analyses of the Case Managed Patients

Services Provided by the CCMs. A specific goal
of the study was to determine if the
MDO patients who had been specific tar-
gets of the clinical case management had
actually received the services intended as
part of the intervention. In this regatd,
the CCMs averaged 9 active cases during
the first year of operation, 12 cases in the
second year and 14 in year three. On aver-
age, each of these cases received approxi-
mately 26 contacts per episode, of which
11 were face-to-face contacts and 15 were
over the telephone. Contacts between a
CCM and a service agency to arrange for
support services on behalf of a patient(s)
were counted even if the patient was not
present.

As described previously, the case
management was Initiated early in the
course of the detoxification episode but

continued for as long as one year in an
effort to support, facilitate, and sustain
rehabilitation-oriented recovery. Not sur-
prisingly, the major patient problem areas
serviced by the CCMs were substance
abuse, physical and mental health, and
legal problems. Assessment, negotiating a
service plan, and problem solving were
the major activities (virtually all face-to-
face) performed by the CCMs. In addition,
contacting the substance abuse rehabili-
tation program and other types of social
and medical service agencies also com-
prised a significant amount of case man-
agement time. Providing transportation
for the client and physically accompanying
patients to service appointments were also
regular activities.

Treatment Ultilization Patterns for 100 Case-Managed
Patients—Prior to and Following Initiation of Case
Management Services. 'To address this issue,
we focused on the first 100 MDO patients
who received CCM setrvices in the first full
year of intervention implementation (yeatr
3, July 1999—June 2000). We compared the
nature and amount of treatment system
utilization among that sample for two years
prior and one year following their receipt of
case management (see Figure 1).

Dype of Treatment Episode. As indicated, the
sample of 100 MDO case-managed patients
was drawn from the admissions duting year
3. Fifty-six of those 100 patients had been
detoxified in year 1 (July 1997—June 1998),
and 86 had been detoxified in year 2 (July
1998—June 1999), indicating that the pattern
of repeated detoxifications was not con-
fined to one year. In this regard, it was
interesting that only 45 of these 100
MDO patients received detoxification in
year 4, the year following the initiation of
the case management. As can be seen in
Fig. 1, 60-68% of the treatment episodes
of these MDO patients were detoxifica-
tion-only episodes in the two years prior
to their introduction to the CCMs, and only
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FIGURE 1. Tjypes and proportions of treatment episodes by year among 100 case-managed clients.

20-30% of those episodes included
rehabilitation. There was a significant
reduction in the proportion of detoxifica-
tion-only episodes following introduction
of the CCMs (year 2 to year 3; chi squate
0.9, p < .001) and an additional significant
reduction (chi square 7.4, p < .001) from
year 3 to year 4. Similarly, there were corre-
sponding increases in the propottions of
detox + rehab and rehabilitation-only treat-
ment episodes from years 2 through 4 (all
chi square values, p < .01).

Length of Treatment Episodes. We also ana-
lyzed the length of the treatment episodes
among this sample of 100 case-managed
MDO patients across the same time peri-
ods. The average length of a treatment
episode in the years prior to case manage-
ment was approximately 7-8 days, but this
increased in year three to approximately 23
days and in year four to approximately 28
days (F = 26.7, p < .0001). Of course, the

short-term stays in the first two years were
due to the preponderance of detoxifica-
tion-only episodes.

An examination of the years 3 and 4
data indicated that many opiate-dependent
MDO patients had been referred and
admitted to methadone maintenance treat-
ment. This was a change in itself, as there
had been only two methadone maintenance
episodes among these patients during the
two years prior to the clinical case manage-
ment. As a way of examining whether the
increases in length of stay were due only
to those methadone-referred patients, they
were eliminated from the analyses and the
results were reanalyzed for the remainder
who had not entered methadone mainte-
nance. These analyses also showed signifi-
cant (F =57, p<.01) increases in
average length of stay from the years prior
to the clinical case management (approxi-
mately seven days) to the years after initiat-
ing the case management (twelve days in
year 3, eighteen days in year 4).
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Comparison  of  Clinically ~ Case-Managed MDO
Patients with “Average” Patients. One of the
main management methods used by many
managed care organizations is to identify
“outliers” and “variability” among samples
of patients in treatment or among practi-
tioners—and then to focus efforts on
reducing that variability. In this regard, it
is reasonable to question the extent to
which the case management intervention
was successful in bringing the treatment
utilization patterns of the MDO patients
closer in line with the utilization patterns
of the “average” patient in the system,
patients whose treatment utilization had
not been considered problematic.

To this end, we compared those MDO
patients who had been case-managed dur-
ing the third and fourth years of the study
to the remainder of the patient population
who had entered these treatment programs
in those years, using the three measures of
system utilization previously reported.
These comparisons are shown in Table 3.

Surprisingly, the treatment utilization
characteristics of the case-managed MDO
patients in years 3 and 4 were in several
respects more clinically appropriate than
those of the non-case-managed patients
admitted during the same year. For
example, there was a significantly lower
proportion of detoxification-only episodes

TABLE 3.
Other Patients Admitted in That Year

among case-managed MDO patients than
was seen among all other patients in both
comparison years (chi squares = 23.4 and
11.6; p < .01). In addition, the case-
managed MDO patients exhibited a greater
proportion of detox 4 rehab episodes than
was seen in the remaining patients for both
of the years examined (chi square = 13.6
and 119.1, p < .01). There were no differ-
ences between the groups (p > .10) in
any of the other aspects of treatment utili-
zation measured, despite the fact that the
MDO patients had been specifically selec-
ted because of their generally inappropriate
treatment utilization patterns.

System Level Analyses

The funding for the CCM intervention
had been provided through a CSAT grant
designed to increase system capacity—in
this case, the number of individuals enter-
ing the five-program system. In fact, our
analyses showed a substantial increase in
the total, unique admissions over the first
three years of study (F = 23.45,
p < .0001). Specifically, there was a 56%
increase in admissions between the pre-
intervention year and the transition year,
and there was an additional 9.5% increase
in total number of unique admissions

Treatment Utilization Patterns in 100 Case-Managed MDO Patients Compared with All

Year 3 (1999-2000)

Year 4 (2000-2001)

CM Patients All Other CM Patients All Other

Number of patients 325 6765 305 6491
Detoxification only 43%* 48% 39%" 46%
Detoxification + rehab 15%* 10% 17%] 10%
Rehabilitation only 9% 7% 11% 8%
Average LOS/episode 14 days 16 days 17 days 15 days
*=p<.05

F=p<.0L

Comparisons are with the corresponding “all other” group.
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between the transition year and the first
year of full implementation.

We had expected an increase in
total admissions based on a reduction in
re-detoxifications and detoxification-only
admissions. In fact, there was a significant
reduction in the proportion of re-detoxi-
fications from the pre-intervention year
(16%) to the transition year (11%), a slight
increase in the first full year of the inter-
vention (12%), and then another decrease
in the last year of study (8%) (X° = 14,
p<.001). It was interesting that the
maximum number of detoxifications
received by any patient in the pre-
intervention year (1997) was 17; 24% of
patients had a re-detoxification and 2%
of patients had five or more detoxifications
in that year. By 2001, the maximum num-
ber of detoxifications was 6, and only
13% of patients had more than one detox-
ification within that year.

As was seen in our analyses of the
case-managed MDO patients, we saw a
significant decrease in the proportion of
detoxification-only admissions from the
pre-intervention year through the transition
year and throughout the two subsequent
years of implementation (chi square 6.78,
p < .0001). There were also corresponding
increases in the proportion of detoxi-
fication-plus-rehabilitation and  rehabili-
tation-only admissions over the same time
period—again, both statistically significant
(p < .001). Additional analyses showed a
significant increase in the average length
of treatment episodes across the years of
study from approximately 7.6 days during
the pre-intervention year to approximately
16.9 days by the second year following

implementation  of the intervention
(F =891, p <.001).

DISCUSSION
Like many other cities, Philadelphia

needed to expand access to substance abuse

MclLellan et al.

treatment in its Medicaid- and state-funded
system that was already filled with patients.
Under stimulation from a Center for Sub-
stance Abuse Treatment (CSAT) grant to
expand treatment capacity,'' Philadelphia
decided not to simply add beds, but to
improve utilization of the existing beds,
thereby creating better access and bro-
ader utilization. Specifically, Philadelphia
decided to focus on the group of patients
characterized by multiple admissions to
detoxification not followed by any type of
continuing rehabilitative care. While detox-
ification is typically necessary to stabilize
patients, decades of research indicate
that detoxification by itself is not sufficient
to initiate the longer-term behavioral
and social changes that are necessary for
lasting tehabilitation. %" Thus, the
typical result of most detoxification-only
admissions is rapid relapse and return to
treatment.

The inappropriate utilization of the
public substance abuse treatment for
short-term, expensive, and clinically inad-
equate care was creating a bottleneck in
the treatment system, effectively denying
access to others. In fact, in 1997, the first
year that CODAAP had electronic records,
over 45% of all episodes within the public
addiction treatment system were detoxifica-
tion-only, and 15% of individuals treated
within the Philadelphia public treatment
system had three or more detoxifications
in that year. It was hypothesized that if this
group of MDO patients could be motivated
and supported to continue in rehabilitation-
otiented treatment in the existing network
of residential and intensive outpatient pro-
grams, it could be clinically beneficial for
them and would also serve to open access
to the treatment system by relieving the
bottleneck created by the repeated use of
these expensive detoxification services.

It is important to stress that this inter-
vention was not considered an experiment,
thus, there was no control or comparison

group of MDO patients that did not receive
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the clinical case management. As evaluators
of this effort, the authors were asked to use
just existing databases, permitting only a
very simple, descriptive, time-series exam-
ination of changes in system utilization
across the years of the study.

Consistent with the logic of the case
management intervention at the individual
patient level, analyses from a sample of
100 case-managed MDO patients did show
marked reductions in their detoxification-
only admissions (67% to 30%), increases
in rehabilitation utilization (30% to 70%)
and increases in average length of stay per
treatment episode (6.4 days to 27.6 days)
between the year before they received clini-
cal case management to the year following
the receipt of those services. In fact, when
patterns of treatment utilization were com-
pared between the case-managed MDO
patients and the remaining population of
admissions—those that had no prior
indication of heavy system use—the
MDO patients showed significantly fewer
detoxification-only admissions and more
detoxification + rehabilitation admissions.

Consistent with the logic of the inter-
vention at the system level, there were sig-
nificant increases in the total number of
admissions, reductions in re-detoxifications
(from 16% to 8% of all admissions) and in
detoxification-only admissions (54% to
44%), and an increase in rehabilitation
admissions (23% to 40%) and in average
length of stay per episode (7.6 days to
16.9 days) between the year prior to the
intervention and the last full year of the
intervention.

Were These System-Level Changes Caused
by the CCM Intervention?

The amount and patterns of treatment
utilization among the MDO patients were
substantially and positively changed follow-
ing the introduction of the Clinical Case
Managers. Further, and as predicted at the

start of the intervention, there were broader
changes in the treatment utilization patterns
of the substance abuse patient population
admitted to these five detoxification pro-
grams. The facts that these changes were
consistent with the a prioti predictions of
the intervention and that they followed
the time course of the intervention
implementation make it tempting to con-
clude that the Clinical Case Management
cansed the positive outcomes at the individ-
ual patient level and, through those
patients, at the broader system level.

While this is an appealing and even
plausible possibility, there are other poss-
ible explanations for these findings. For
example, the changes seen could have been
simply the effect of differential admission
policies that might have diverted the more
problematic MDO patients outside the sys-
tem. Interviews with the members of the
CODAAP and CBH administrations indi-
cated that there were no such changes in
administrative or fiscal policies during the
course of the project. However, during
later years of the intervention (1999—
2001) CBH and CODAAP encouraged
and supported sober community housing.
We did not formally evaluate the impact
of this parallel intervention, but this type
of supported care was only available to
very few patients.

It is also possible that the observed pat-
tern of clinically and economically more
efficient treatment utilization seen among
the MDO patients was part of larger, system-
wide management or policy changes.
Indeed, the development of the Com-
munity Behavioral Health management
organization was in part a recognition of
the economic and public health importance
of better system management, and it did
attempt to encourage more clinically
appropriate system utilization, particularly
the use of intensive outpatient rehabili-
tation. Thus, it remains possible that this
system-wide intervention was also an
important influence.
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Finally, it is also clear from our formal
interviews and informal conversations with
the CCMs that their availability at the
detoxification sites produced effects that
were not confined to the MDO patients.
Again, with the background influence of
greater system management by CBH, the
development of community resources such
as the supportive sober housing and the
availability of CCMs who had been trained
to identify and access health and social ser-
vices for their patients, we believe the
CCMs acted in concert with some of
the existing counselors and other staff at
the five treatment sites on behalf of some
of the non-MDO patients. Again, it is not
possible from our evaluation to know the
extent of this involvement, but it is believed
that it is a factor in accounting for the
broader pattern of results observed.

Limitations

There were some positive aspects to
the design and procedures, such as the
use of the existing claims data to increase
the objectivity of the analyses and to pro-
vide CODAAP and CBH administration a
useful and inexpensive method of monitor-
ing changes in treatment system utilization.
Another positive feature of the evaluation
was the availability of four years of data
on which to perform the time-series analy-
ses. However, it is obvious that there are
significant inferential limitations to our
evaluation design, as discussed below.

First, it bears repeating that the evalu-
ation of the intervention was not con-
structed as an experimental test. As the
intervention was instituted in those centers
that comprised approximately 80-90% of
all detoxifications within the Philadelphia
treatment system, and the remaining detox-
ification cases were spread throughout a
very wide set of substance abuse programs,
it was not possible to examine patterns of
treatment utilization among MDO patients

MclLellan et al.

who did not receive the intervention. In
addition, to assure maximum implemen-
tation of the planned intervention, the
Clinical Case Management was designed
as part of standard clinical care for all
patients who met MDO inclusion criteria.
The positive feature of this decision was
that it allowed the CCMs to intervene with
all patients, with very few rejecting the
additional assistance. However, without a
control group of detoxification sites or of
MDO patients that did not receive the
intervention, it is not possible to know if
the observed changes in treatment utiliza-
tion were due to the intervention or merely
reflective of a broader set of management
initiatives.

CONCLUSIONS

The Clinical Case Management intervention
that was applied to the Multiple Detoxi-
fication-Only segment of the Philadelphia
public substance abuse patient population
was implemented in the manner intended
across the five target sites, was associated with
changes in treatment system utilization
among that targeted population in the man-
ner intended, and was associated with the
predicted changes in treatment utilization.
These changes were clinically significant,
temporally consistent with the implemen-
tation of the intervention, and specifically
predicted as part of that intervention.
From a research perspective, these
results are only suggestive of a causal role
for the CCM intervention and will require
replication with a stronger design and more
detailed data. However, research findings
are not the only considerations in health
policy determinations. Those responsible
for the public addiction treatment system
in Philadelphia have been influenced by
the fact that these system improvements
were both clinically and administratively
appealing and that the intervention was well
accepted by the treatment system.'>'® For
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these reasons Clinical Case Management

for

“hard to treat” patients will continue

to be included as a standard part of treat-
ment care in the Philadelphia public addic-
tion treatment system.
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