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Risk of 
bias 
(Validity 
score) 

Byford et 
al., 2000 

Economic study design: 
CMA 
Clinical effect size data 
source: RCT – Byford 
2000 
Perspective: not clear 
Time frame: 2 years 
Setting: 4 inner city 
areas 

Country: UK 
Fiscal year: 
1997/98 
Currency: 
Pounds 
Sterling 

1. ICM 
2. CM 

86% had 
schizophrenia 
spectrum disorder: 
1. N=335 
2. N=332 

Days in  
hospital for 
psychiatric 
problems 
(CPRS) 
 (DAS)  
(QoL) 

1. Inpatient 
2. Outpatient 
3. Day care 
4. Medication 
5. Social care 
6. Criminal justice 
7. A&E 
8. Case managers/ CMHT 
9. GP 
10. Practice nurse 
11. Accommodation 

No significant differences were found in the 
average overall cost of care per participant 
between intervention 1 and intervention 2 
(mean: £24,553 and £22,704, respectively). 
Intervention 1 has no clear beneficial effect 
on clinical outcomes, costs or cost 
effectiveness in a severely psychotic 
population. 

Very high quality 
study. Sensitivity 
analysis confirmed 
the conclusion. Result 
is generalisable to the 
UK. 

Low  
(29/32) 

Essock et 
al., 1998 

Economic study design: 
CEA 
Clinical effect size data 
source: RCT – Essock 
1995 
Perspective: societal / 
Department of Mental 
Health (DMH) 
Time frame: 12 months 
Setting: 3 study sites, 
Connecticut 

Country: US= 
Fiscal year: 
1992 
Currency: US 
Dollars 

1. ACT 
2. Standard 
CM 

High service users, 
67% with 
schizophrenia 
spectrum disorder  
1. N=131 
2. N=131 
 
(Economic data are 
based only on 234 
participant’s data) 

Days spent in 
the 
community 

1. Direct treatment 
2. Inpatient 
3. Outpatient 
4. Community healthcare 
5. Emergency room 
6. Nursing home 
7. Administration of 
transfer payments 

The direct treatment cost of intervention 1 
was significantly higher by $8,221 than that 
of intervention 2, but average inpatient and 
nursing home costs were significantly lower 
for intervention 1 than for intervention 2. 
The mean annual cost per participant to 
society (or to DMH) was not significantly 
different between the groups.  
Intervention 1:  
Society: $33,473  (DMH: $23,155) 
Intervention 2: 
Society: $35,656 (DMH: $23,839) 
The average effectiveness – cost ratio was 9 
community days / $1000 for int. 1 and 7.3 
community days / $1000 for int. 2. There 
was no significant difference between them. 

No sensitivity analysis. 
Large sample size 
increases reliability of 
results. 

Low 
(19/32) 



Ford et al., 
1997 

Economic study design: 
CCA 
Clinical effect size data 
source: RCT – Ford 
(London) 
Perspective: health and 
social care system 
Time frame: 18 months 
Setting: Southwark,  UK 

Country: UK 
Fiscal year: 
1990/91 
Currency: 
Pounds 
Sterling 

1. ICM 
2. Standard 
care 

82% had 
schizophrenia 
1. N=39 
2. N=38 

1. Service 
engagement 
2. Compliance 
with 
medication 
3. QoL 
4. Clinical 
functioning 

1. Inpatient 
2. Outpatient 
3. Day care 
4. Community healthcare 
5. Social care 
6. Case management 
7. Residential care 
(overheads, capital equip-
ment, real estate) 

Intervention 1 did not show any advantages 
in QoL or clinical functioning compared 
with intervention 2, although compliance 
with medication was better for this group. 
Programme costs accounted for 43% of the 
total cost/participant for intervention 1. 
Total cost/participant was significantly 
higher for intervention 1 than for 
intervention 2 (£21,759 versus £8,604). 
Sensitivity analysis confirmed the result. 
 

Costs could be 
reduced by higher 
caseloads. The highly 
professional skill mix 
of the study teams 
could have affected 
the average cost per 
client.  

Low  
(21/32) 

Galster et 
al., 1994 

Economic study design: 
CA 
Clinical effect size data 
source: controlled study 
with concurrent controls 
Perspective: societal 
Time frame: 29 months 
Setting: two suburban 
and rural Ohio counties. 

Country: US 
Fiscal year: 
1990 
Currency: US 
Dollars 

1. NS/CM 
2. S/CM 
3. NS/ICM 
4. S/ICM 
5. CST 
6. Inpatient 
care 

All SMI 
participants: 
1. N=11 
2. N=24 
3. N=11 
4. N=16 
5. N=20 
6. Not clear 
(ICM and CST 
participants had 
more severe 
illnesses than 
participants in the 
other groups) 

None 

1. Shelter 
2. Mental healthcare 
3. General medical care 
4. Dental care 
5. Consumption 

Community care was significantly cheaper 
by $4200-5300/month/client than inpatient 
treatment. CM was significantly cheaper 
than ICM, and ICM was significantly 
cheaper than CST. Housing subsidies 
significantly increased the total operating 
costs. Adjusted mean monthly costs per 
participant were: 
1. $748 
2. $1,114 
3. $1,082 
4. $1,434 
5. $1,730 
6. $5,813-6,681 

Indirect costs were 
not included in the 
analysis. Non-
matched groups, 
although costs were 
adjusted for group 
difference. No 
sensitivity analysis. 

Low  
(9/18) 



Hu & 
Jerrell, 1998 

Economic study design: 
COA 
Clinical effect size data 
source: RCT – Jerrel, 
1995 
Perspective: societal 
Time frame: 6 months 
(pre-treatment) + 18 
months (treatment) 
Setting: large urban 
mental health system 

Country: US 
Fiscal year: 
1990/91 
Currency: US 
Dollars 

1. ‘Intensive 
broker 
model 
team’ (CM)  
2. Clinical 
team 
programme 
3. PACT 

1. N=42 (73.8% 
schizophrenia) 
2. N=40 (75.0% 
schizophrenia) 
3. N=40 (77.5% 
schizophrenia) 

None 

1. Social benefits 
2. Travel costs 
3. Caregiver costs 
4. Criminal and legal 
justice 
5. Intensive mental health 
services 
6. Supportive mental 
health services 
7. General medical  

All three interventions significantly reduced 
the average societal cost of caring for people 
with SMI compared with the baseline period 
(intervention 1: -$12,279=-49%; intervention 
2: -$12,610=-50%; intervention 3: -$13,809=-
62%). Cost savings were primarily due to 
reduction in inpatient and skilled nursing 
service costs. In the short-term intervention 2 
was considered to be more cost saving, in 
the long-term intervention 3 was less costly. 

No sensitivity 
analysis, no statistical 
details. 

Low 
(10/18) 

Johnston et 
al., 1998 

Economic study design: 
CEA 
Clinical effect size data 
source: RCT – Issakidis - 
Sydney 
Perspective: not clear 
Time frame: 12 months 
Setting: eastern suburb 
of Sydney 

Country: 
Australia 
Fiscal year: 
1994 
Currency: 
Australian 
Dollars 

1. ICM 
2. Standard 
CM 

1. N=37 (92% 
schizophrenia) 
2. N=36 (86% 
schizophrenia) 
 
Outcome and 
costing data based 
on: 
1. N=33 
2. N=25 

Level of 
functioning 
(life skills 
profile) 

1. Inpatient and A&E 
2. Outpatient 
3. Day care 
4. Community healthcare 
5. Medication 
6. Case managers 
7. Crisis service 
8. Rehabilitation services 
9. Supported 
accommodation 
10. Voluntary sector 
11. Domestic 

Significantly more participants in 
intervention 1 made a clinically significant 
improvement in functioning, but the mean 
cost/participant was $7,745 more for 
intervention 1. The cost difference was not 
significant. It costed $27,661/year for one 
additional participant to make a clinically 
significant improvement in functioning for 
intervention 1. 

Capital costs of 
hospital facilities, 
accommodation costs 
and informal care 
costs were not 
included in the 
analysis. Sensitivity 
analysis confirmed 
the result. Small 
sample size. 

Low  
(24/32) 

McCrone et 
al. , 
1994 

Economic study design: 
CMA 
Clinical effect size data 
source: RCT – Muijen 
1994 
Perspective: not clear 
Time frame: 3 months 
(pre-referral) + 18 
months  
Setting: Greenwich, 
London 

Country: UK 
Fiscal year: 
1992/93 
Currency: 
Pounds 
Sterling  

1. 
Communit
y support 
team (CM) 
2. Standard 
CPN 
support 
(standard 
care) 

N=82 psychotic 
participants were 
randomised.  
Service use data 
could not be 
collected from 24 
people over the 
whole evaluation 
period. 

See Muijen et 
al., 1994 

1. CPN services 
2. Hospital inpatient 
3. Hospital outpatient 
4. Community health 
services 
5. Employment 
6. Voluntary sector service 
7. Accommodation 

Total cost for intervention 2 averaged £110 
more per participant than for intervention 1, 
although this difference was not significant. 
Intervention 1 was significantly cheaper in 
the first 6 months compared with the pre-
referral period, but not after 6 months. 
Intervention 1 is cost effective in the short 
term, but not beyond. 

No sensitivity 
analysis. 

High  
(12/32) 



McCrone et 
al., 1998 

Economic study design: 
CA 
Clinical effect size data 
source: controlled study 
with concurrent controls 
– Thornicroft, 1998 
Perspective: not clear 
Time frame: 2 x 6 
months 
Setting: deprived area in 
South London 

Country: UK 
Fiscal year: 
1995/96 
Currency: 
Pounds 
Sterling 

1. Intensive 
sector 
(ICM) 
2. Standard 
sector 
(CMHT) 

Participants with 
psychosis 
1. N=62 
2. N=61 

None 

Day care 
Medication 
Social care 
Criminal justice 
Supported, non-supported 
accommodation 
Inpatient care 
Emergency clinic 
Sheltered work 
Psychologist, psychiatrist, 
GP, CPN, occupational 
therapist 
General healthcare 
Employment 
Informal care 

The significant total cost difference between 
the two sectors was likely to be due to the 
baseline difference between the two 
populations and not due to the different 
interventions. The two programmes did not 
result in significant cost savings compared 
with the period before the introduction of 
the new services. Regarding the different 
components of healthcare costs, inpatient 
care was the most expensive followed by 
supported accommodation. GP care was 
relatively inexpensive (~1%). 

Intensive sector 
clients were on 
average more 
disabled than those in 
the standard sector. 
Medication was not 
extensively 
measured. No 
sensitivity analysis 
and no adjustment for 
group differences.  

Low  
(9/18) 

Preston & 
Fazio, 2000 

Economic study design: 
COA 
Clinical effect size data 
source: controlled study 
with concurrent controls 
(mirror-image analysis) 
Perspective: healthcare 
provider 
Time frame: 12 months 
(pre-treatment) + 12 
months (treatment) 
Setting: metropolitan 
region, Perth, Australia 

Country: 
Australia 
Fiscal year: 
not clear 
Currency: 
Australian 
Dollars 

1. ICM 
2. Standard 
clinic based 
community 
treatment 
(ACT) 

Matched groups, 
56% with 
schizophrenia 
 
1. N=80 
2. N=80 

None 1. Inpatient 
2. Outpatient 

A steady significant reduction in total 
operational costs was observed for 
intervention 1. The reduction for 
intervention 2 was not significant. Between 
the two regions, the total cost differential 
was $801,475 in favour of intervention 1 for 
the 24 months. For intervention 1, reduction 
in inpatient costs far offset the increased 
outpatient costs. 

No sensitivity 
analysis. Only narrow 
service use was 
costed. Intervention 1 
had significantly 
lower outpatient 
contacts in the 
baseline period. 

High 
(8/18) 

Quinlivan 
et al., 1995 

Economic study design: 
CA 
Clinical effect size data 
source: RCT - Quinlivan 
Perspective: healthcare 
provider 
Time frame: 2 years 
Setting: San Diego 
County, US 

Country: US 
Fiscal year: 
not clear 
Currency: US 
Dollars 

1. ACT 
2. CM 
3. Standard 
care 

High inpatient 
service users, 
67.8% with 
schizophrenia 
spectrum disorder 
1. N=30 
2. N=30 
3. N=30 

None 

1. Inpatient and A&E 
2. Outpatient 
3. Day care 
4. Case management 

Intervention 1 had significantly fewer 
inpatient costs ($7,232) than intervention 3 
($39,270) and had significantly more 
outpatient costs ($11,710 versus $2,824) - 
including CM costs- than intervention 3. 
Savings outweighed extra treatment costs. 
Mean yearly participant costs were: inter-
vention 1: $9,471; intervention 2:  $13,043; 
intervention 3: $21,047. ACT was the least 
costly alternative, although the total mean 
cost difference was not significant. Favoured 

No sensitivity 
analysis. High 
attrition rate. Only 
direct healthcare costs 
were analysed. 
Baseline difference in 
participant 
characteristics 
between the groups. 

High  
(8/18) 



ACT to CM, and CM to standard care. 

Salkever et 
al., 1999 

Economic study design: 
CA 
Clinical effect size data 
source: RCT 
Perspective: not clear 
Time frame: 2 x 18 
months 
Setting: South Carolina 

Country: US 
Fiscal year: 
not clear 
Currency: US 
Dollars 

1. PACT 
2. Office 
based case 
manageme
nt 
programme 

Non-emergency 
SMI participants, 
64.6% with 
schizophrenia 
spectrum disorder. 
Randomised: 
1. N=104 
2. N=69 
 
Economic analysis 
based on: 
1. N=91 
2. N=53 

None Inpatient 

Inpatient costs were reduced in both groups 
compared to baseline data, with a higher 
decline for intervention 1 (-56% versus  
– 33%). The difference was not significant. 
PACT was more effective in reducing the 
probability of being hospitalised. 

Attrition bias was 
reported. Higher 
baseline inpatient 
care use by inter-
vention 1 could be 
related to difference 
in illness severity 
between the two 
groups. Very narrow 
perspective of 
analysis. Limited 
health economic 
methodology. No 
statistical or 
sensitivity analysis. 

High 
(7/18) 

Wolff et al., 
1997 

Economic study design: 
CCA 
Clinical effect size data 
source: RCT 
Perspective: not clear 
Time frame: 6 months 
(pre-treatment) + 18 
months (treatment) 
Setting: St. Louis Mental 
Health Centre 

Country: US 
Fiscal year: 
1992 
Currency: US 
Dollars 

1. ACT 
2. ACT and 
community 
workers 
3. Brokered 
case 
manage-
ment 

People with a risk 
of homelessness, 
67.1% had 
schizophrenia. 
N=165 were 
randomised. 
 
CE study used: 
1. N=28 
2. N=35 
3. N=22 

1. Service 
contact 
2. BPRS 
3. Client 
satisfaction 
4. Stable 
housing 

1. Direct treatment 
2. Inpatient 
3. Outpatient 
4. Social benefits 
5. Vocational/educational 
6. Residential 

The total cost/participant estimates over the 
18- month study period were: intervention 1: 
$49,510; intervention 2: $39,913; intervention 
3: $45,076. The cost differences were not 
significant. ACT approaches are more 
effective in satisfaction, service contacts and 
BPRS than intervention 3. In summary, ACT 
approaches are more cost effective. 

Significantly more 
clients dropped out 
from intervention 3 
than from the other 
two arms, although 
the samples were still 
comparable. The 
analysis had reduced 
statistical power, and 
no sensitivity analysis 
was carried out. No 
criminal justice costs 
were included. 

Low 
(17/32) 

 
Abbreviations 
ACT – Assertive community treatment  CMHT - Community mental health team  N – number of participants 
BPRS – Brief Psychiatric Rating Scale  COA – Cost-offset analysis    NS – Non-subsidised housing 
CA – Cost analysis    CPN – Community psychiatric nurse   QoL – quality of life 
CCA – Cost-consequence analysis  CPRS -  Comprehensive Psychopathological Rating Scale RCT – Randomised controlled trial 
CE – Cost effectiveness   CST - Community service team   S – Subsided house 
CEA – Cost-effectiveness analysis  DAS – Disability Assessment Schedule 
CM – Case management   DMH – Department of Mental Health 
CMA – Cost-minimisation analysis  ICM – Intensive case management 


