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Objective. We tested the effectiveness of a long-term coordinated care strategy—
intensive case management (ICM)—compared with usual care (UC) among a group
of substance-dependent women receiving Temporary Assistance for Needy Fami-
lies (TANF).

Methods. Substance-dependent women on TANF (N=302) were recruited from
welfare offices. They were assessed and randomly assigned to ICM or UC; follow-
up was at 3, 9, and 15 months. UC consisted of a health assessment at the wel-
fare office and a referral to substance abuse treatment and TANF services. ICM
clients received ICM services in addition to UC services.

Results. ICM clients had significantly higher levels of substance abuse treatment
initiation, engagement, and retention compared with UC clients. In some cases,
ICM treatment attendance rates were double those of UC rates. Additionally, al-
most twice as many ICM clients were abstinent at the 15 month follow-up com-
pared with UC clients (P<.0025).

Conclusions. ICM is a promising intervention for managing the chronic nature
of substance dependence among women receiving TANF. Future research should
refine long-term care strategies—such as ICM—that address the chronic nature
of substance dependence among low-income populations. (Am J Public Health.
2006;96:2016–2023. doi:10.2105/AJPH.2005.076380)
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that views substance dependence as a chronic
illness suggests that in order to improve out-
comes, treatment must provide greater coor-
dination of social and other health care ser-
vices beyond just treating substance abuse.12

Additionally, long-term care strategies—similar
to those used for other chronic diseases—must
replace the current system of disconnected
episodes of acute care.12

Substance abuse among low-income moth-
ers has been a public health priority for more
than 2 decades, and welfare reform legisla-
tion passed in 1996 has raised new con-
cerns. Under TANF regulations, women who
fail to participate in mandated work activities
face sanction and loss of benefits. Current
welfare reform emphasizes finding a job
quickly and is not likely to be effective
among substance-dependent women; how-
ever, simply referring these women to sub-
stance abuse treatment also is insufficient for
reasons already noted. Indeed, studies have
shown that substance-dependent women on

TANF have significantly more social and
health care problems that are barriers to
employment: they are less likely to be em-
ployed, they are more likely to be sanctioned,
and they have substantially higher rates of
involvement with child protective services
compared with women who do not have a
substance use disorder.13 Despite rising con-
cern, there is an absence of research for
guiding policy and program development in
this area.

Intensive case management (ICM) may be a
promising approach for substance-dependent
women on TANF. ICM is consistent with a
chronic disease management strategy that
augments current disconnected episodes of
acute care with longer-term care strategies
and cross-systems coordination that addresses
other health and social needs and provides
relapse monitoring and support during ex-
tended time periods. To date, studies that
have examined the effectiveness of ICM
among substance abusers have had mixed

Substance abuse is a national health problem
that creates serious personal impairment and
major social and economic burdens. Address-
ing substance abuse among low-income moth-
ers may be especially important because of its
impact on children, who face a much greater
risk for becoming substance abusers them-
selves.1–3 Additionally, the combination of
substance abuse and poverty fuels an inter-
generational pattern of severe personal and
social dysfunction that creates barriers to re-
solving substance use disorders.4

Substance abuse is a highly stigmatized be-
havior. Stigma and concealment issues are es-
pecially pronounced among low-income
mothers, who may fear loss of welfare bene-
fits or involvement with child protective ser-
vices if they provide accurate reports about
their substance use.5 Thus, accurate data on
prevalence rates of substance abuse among
low-income women are lacking; however,
studies have consistently found that low-
income women have significantly higher rates
of illicit drug use and substance abuse com-
pared with the rates of other women.6–8 Addi-
tionally, recent studies that used self-reports
of women on Temporary Assistance for
Needy Families (TANF) have yielded rates of
substance dependence (alcohol and illicit
drugs) that range from 5% to 11%, with an
additional 5% to 8% engaged in regular
heavy drinking or illicit drug use.5 Some stud-
ies have suggested that these ranges may sig-
nificantly underestimate the true prevalence
of this problem.9

Studies have shown that community sub-
stance abuse treatment, especially outpatient
treatment, is poorly matched to the needs of
substance-dependent low-income mothers.10,11

These women fail to enter and engage in
treatment, and studies have reported poor
outcomes. An evolving science-based model
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Note. Number of clients screened, screened positive, and excluded for various reasons were estimated by an analysis of a
representative 1-year period of screening, because screening records were not available for the entire recruitment period.

FIGURE 1—Flow of participants through the trial, including recruitment and randomization
to treatment and control conditions.

findings.11,14–17 Thus, in spite of the intuitive
appeal, there is limited support for the
hypothesis that longer-term care strategies
and better service coordination actually
improve treatment compliance and outcomes
among substance abusers. No reported study
has tested the effectiveness of ICM among
substance-dependent women on TANF.

We conducted a randomized field trial to
test the effectiveness of 2 models of care.
Substance-dependent women were identified
in welfare offices with routine self-report drug
use screening procedures, which were part of
determining TANF benefit eligibility. One
group of women received referrals to a treat-
ment program and welfare services (usual
care [UC]). UC is often referred to as the
“screen and refer” model and was the stan-
dard of care in New Jersey at the time of our
study. The other group of women received
ICM—coordinated social and health care ser-
vices and long-term support and monitoring—
in addition to the substance abuse treatment
and other services available to the UC group.

METHODS

Participants
We worked with the case management

agency to collect data on a sample of 302
substance dependent women on TANF as
part of a welfare demonstration project. Par-
ticipants were recruited from welfare offices
in urban Essex County, New Jersey.

Eligibility criteria. Formal selection criteria
were (1) having a Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition
(DSM-IV )18 substance dependence diagnosis,
(2) being TANF eligible, (3) having entered
New Jersey’s welfare-to-work program and
not been deferred for a medical problem, and
(4) being able to speak English well enough
to complete an interview. Women were ex-
cluded if they were psychotic, receiving or
seeking methadone treatment, seeking long-
term residential treatment, or were currently
stably engaged in substance abuse treatment.

Recruitment. Participants were recruited
from September 1999 to May 2002. Wel-
fare workers administered a brief screening
measure—the CAGE-AID19—to all individuals
who applied for or sought redetermination
of TANF benefits in accordance with New

Jersey state welfare regulations. Women who
responded positively to 2 or more questions
on the CAGE-AID were referred to trained
addictions professionals at the welfare offices
for further evaluation; the welfare workers
then screened clients for study eligibility and
obtained informed consent. Approximately
7% of welfare participants screened positive
for substance use problems. We know
screening in welfare settings does not cap-
ture everyone with substance use problems;
therefore, we used methods designed to mini-
mize reporting bias.20 Of the clients who
screened positive, 47% (n=280) did not
meet eligibility criteria (e.g., receiving metha-
done treatment, no DSM-IV diagnosis), and
2.2% refused to participate. Thus, 95.9%
(N=302) of eligible participants were ran-
domized (Figure 1).

Study Interventions
Clinical staff for both treatment conditions

(ICM and UC) were addiction counselors with
master’s degrees. Women were randomly as-
signed to 1 of the 2 treatment conditions.

Intensive case management. ICM was a
manual-guided intervention ( J. M. et al.,
unpublished data, 1999) with 5 phases:
(1) outreach and assessment; (2) planning,
motivational enhancement, and treatment en-
gagement; (3) treatment coordination, moni-
toring, and advocacy; (4) aftercare follow-up,
peer support, and relapse monitoring; and
(5) crisis management and termination.
Women randomized to ICM met with a pair
of case managers in a segregated clinical
space at the local welfare office. During the
first phase of ICM, case managers identified
tangible barriers to treatment entry, including
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childcare, transportation, and housing prob-
lems, and provided needed services. Case
managers also addressed clients’ resistance to
entering treatment with motivational counsel-
ing strategies. If needed, case managers en-
gaged in extensive outreach efforts, including
home visits and contacting family members.
Once clients entered treatment, case manag-
ers assisted treatment facility staff with coor-
dinating needed services and met with clients
weekly. Clients also received vouchers for
purchasing items (e.g., children’s toys and cos-
metics) as incentives for attending treatment.
Case manager contact with clients was titrated
and adapted on the basis of need and phase
of treatment. For example, during periods of
crisis, case managers often had daily contact,
whereas if clients were compliant and stable,
contact was reduced to 2 visits per month.
Case management services were provided
throughout the 15-month follow-up period.

Usual care. UC was a screen and refer
model and represented the standard of care
in New Jersey at the time of our study. Al-
though there are no national standards for
substance abuse service delivery within wel-
fare systems, as of 2000, every state re-
ported having some type of substance abuse
screening and referral system within their
welfare departments.21 Women randomized
into UC met with a clinical care coordinator,
who reviewed their need for substance abuse
treatment and the recommended level of
care. Initial appointments were scheduled
with treatment facility staff. Counselors con-
tacted the treatment facility staff periodically
to review clients’ progress and to authorize
additional treatment, although a minimal
amount of case monitoring was delivered
proactively. When clients failed to attend a
first session, outreach was limited to several
phone calls and letters. Clients had the option
of returning to be reassessed and assigned to
treatment when initial treatment failed or at
any time during the 15 months of study par-
ticipation.

Measures
Baseline characteristics. The alcohol and

drug portions of the Addiction Severity
Index–Expanded Female Version (ASI-F)
were the core measure of baseline sub-
stance use and severity.22 The psychometric

properties of the ASI-F have been validated
in samples of substance-dependent women
with children.22 The DSM-IV Structured
Clinical Interview determined substance use
diagnoses.23 The Level of Care Indicator—a
clinician-administered measure that assesses
the American Society of Addiction Medicine
Patient Placement Criteria—evaluated the 4
levels of recommended treatment intensity
(inpatient hospital, inpatient residential, in-
tensive outpatient, or regular outpatient).24

Treatment attendance. Treatment attendance
data were provided to clinical staff each
week, and the data were verified with the
client during all in-person follow-ups. We
used the National Commission for Quality
Assurance’s Health Plan Employer Data and
Information Set (HEDIS) 2004 benchmarks
to designate phases of treatment, as suggested
by the Washington Circle, to compare our
findings with others.25 In accordance with
these benchmarks, initiation was defined as
an inpatient admission within the first 30
days or an outpatient service and any addi-
tional services within 14 days; engagement
was defined as an intermediate step between
initially accessing care and completing a full
course of treatment, and it was defined as 2
additional days of treatment within 30 days
after initiating treatment; and retention was
defined as having successfully engaged in
treatment and having attended at least 2 ses-
sions of treatment during the third month
after initiation of care.

Treatment fidelity and discriminability.
Treatment fidelity was assessed with 2 meth-
ods: supervisors’ periodic reviews of clinical
cases and researchers’ reviews of clinical
charts. A measure was designed for both
methods that assessed which activities should
occur during each of the 5 phases of case
management, and a percentage of delivered
activities was calculated. Treatment discrim-
inability, i.e., being able to document that the
experimental and control treatments were
separate and did not overlap, was assessed
with activity logs completed by the clinical
staff. All clinical staff (ICM case managers
and UC care coordinators) were required
daily to log all activities relevant to a particu-
lar client, such as date of activity, ASI do-
main in which the activity was most related
(alcohol/drugs, employment, housing, and so

on), amount of time spent on the activity, and
type of activity (in-person meeting with
client, telephone call to coordinate services,
and so on).

Outcome measures. The Timeline Follow-
back26 interview was the primary measure
of substance use during the 15 months of
the study. The Timeline Followback Inter-
view involves collecting substance use data
for each day from the last interview to ob-
tain a continuous record of use and to con-
struct a dichotomous measure of abstinence
(abstinent or not) for each month of the 15-
month follow-up period. Monthly rates of ab-
solute abstinence were the primary outcome
measure, because the participants were pri-
marily dependent on opiates or cocaine, and
the welfare, case management, and treat-
ment systems focused on absolute absti-
nence rather than reduction of drug use as
the goal.

Confirmation of self-reported data. Self-
reported alcohol and drug use data were
confirmed using 2 methods: a collateral inter-
view and urine screens. Collaterals’ reports
and clients’ reports of use during the past 15
months were compared. Collaterals and clients
were classified as having agreed when (1) both
reported that the client used, (2) both re-
ported the client had not used, or (3) the
client reported use but the collateral did not.
Agreement at 3-month, 9-month, and 15-
month follow-ups ranged from 87.2% to
94.5% (k =0.72–0.87). Testing of urine
samples for the presence of illegal drugs
(urine screens) were administered during all
in-person follow-up interviews. Agreement
between urine screens and self-reported sub-
stance use (defined as any outcome other
than a positive urine screen but a negative
self-report) ranged from 89.3% to 95.5%
(k=0.71–0.84). Thus, the data suggest that
self-reported substance use was valid in our
study. Although there may be some concern
about the validity of urine screens for detect-
ing some drugs (e.g., high rates for detecting
marijuana but low rates for detecting co-
caine), rates of agreement for both ICM and
UC did not differ. Because rates of agreement
were very high, self-reported data were con-
sidered valid and were not recoded on the
basis of urine screening results or collateral
verification.
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Procedures
Clinicians conducted baseline assessments,

and research staff conducted all follow-up in-
terviews. All clinicians/interviewers had a
bachelor’s or master’s degree and had experi-
ence assessing clients with substance use dis-
orders. They received extensive training (50–
75 hours) and were required to pass a rigor-
ous certification process. Clinicians and re-
search interviewers met together regularly
with a doctoral-level researcher to prevent in-
terviewer drift. Random assignment to ICM
or UC was determined on the basis of random
number generation and then put in a sealed
envelope by the project director. The en-
velopes were opened after the baseline assess-
ment was completed. This procedure ensured
that clinicians were blind to the treatment
condition while conducting the baseline as-
sessment and that the possibility of cohort and
treatment allegiance effects was minimized.

Participants received in-person follow-up
interviews 3, 9, and 15 months after baseline
assessment; 249 (82.4%) women completed
the 3-month assessment, 261 (86.4%) com-
pleted the 9-month assessment, and 269
(89.1%) completed the 15-month assessment.
Additionally, 25 women provided data during
a subsequent follow-up at 24 months, so we
had Timeline Followback interview data for
the entire 15-month period. Consequently,
294 (97.4%) of the original sample had
follow-up substance use data. Treatment at-
tendance data were available for all partici-
pants during the 15-month period.

Data Analytic Plan
We assessed the equivalence of treatment

conditions with t test statistics to examine
whether the treatment conditions differed on
any demographic or participant characteris-
tic, and we used t tests to assess whether
treatment conditions differed in dose of care
management services received across the 15
months postbaseline. When variances dif-
fered significantly between the 2 treatment
conditions, we conducted t tests for unequal
variances. We used multivariate analysis of
variance to assess differences in service re-
ceipt by ASI domain. Frequency percentages
for treatment initiation and engagement
rates were compared using χ2 analyses. We
conducted repeated-measures analyses for

categorical outcomes using generalized esti-
mating equations27,28 to examine condition
differences on dichotomous substance use
outcomes within the context of other covari-
ates, designating point prevalence abstinence
for each of the 15 months as the dependent
variable. Analyses were conducted using the
PROC GENMOD function of SAS version
9.1 (SAS Institute Inc, Cary, NC), specifically
the Logit link function and a compound sym-
metric correlation matrix. Baseline substance
use severity was entered into the model as a
covariate to control for the effects of a small
number of participants who were abstinent
during the month before baseline. Thus, in-
dependent variables for the generalized esti-
mating equations included treatment condi-
tion, substance use severity, and a variable
that carried the linear effect of time. Treat-
ment conditions differed by marital status at
baseline; however, we did not enter marital
status into the model as a covariate because
it was not related to outcome. We entered
time by condition interaction into the second
step of the model to assess if the strength of
the effects changed over time.

RESULTS

Equivalence of Conditions at Baseline
Treatment conditions did not differ on the

basis of demographics (income or education)
or any of the baseline ASI Composite Scores
(alcohol/drugs, family, employment, legal,
medical, or psychiatric). However, we did find
that ICM clients were older than UC clients.
Consequently, we entered age into further
analyses as a covariate.

Demographic Characteristics
Overall, most women were Black, aged 35

to 37 years, had not graduated from high
school, had a median annual income of less
than $10000, and had received welfare ben-
efits as an adult for an average of 12 years
(Table 1). They also had an average of 3 to
4 children, most of whom were older than 5
years. The primary dependence diagnosis was
for a hard drug (69.8%), either heroin or co-
caine. Less than 5% of women were injection
drug users (IDUs), because IDUs almost al-
ways were referred to methadone mainte-
nance treatment. On average, women reported

either drinking alcohol to intoxication or
using illicit drugs on approximately two thirds
of the days during the past month. On aver-
age, we found chronic patterns of problem
substance use. For example, almost all women
(99.1%) reported regular use of some sub-
stance, which was defined as at least 3 times
a week for a year or longer, and on average,
women reported using substances regularly
for about 13 years. About one third of the
women required inpatient detoxification or
rehabilitation (21–28 days) before referral
to outpatient care (on the basis of American
Society of Addition Medicine Patient Place-
ment Criteria).

Treatment Discriminability and Fidelity
Fidelity to the ICM model was good; on

average, clinical staff completed 70% of the
required activities (SD = 18.8%). Discrim-
inability between the treatment conditions
was high (Table 2). ICM clients used care
management services approximately twice
as long as did UC clients across the 15-
month period. Additionally, ICM clients had
approximately 3 times as many direct con-
tacts with their caseworkers compared with
UC clients, and ICM case managers spent
almost 5 times more time delivering ser-
vices to ICM clients. ICM clients also re-
ceived more minutes of services that ad-
dressed their ASI domain needs.

Treatment Retention and Engagement
There were significant differences between

the treatment conditions on all substance
abuse treatment benchmarks (Table 3). Signif-
icantly more ICM clients initiated treatment
within the first 30 days, and ICM engage-
ment rates were almost double those of UC
rates. Retention rates were more than twice
as high among ICM clients compared with UC
clients, and ICM clients attended significantly
more treatment days throughout the 15-
month period. Rates for program completion
(continuous attendance and completion of at
least 1 outpatient treatment episode) also
were almost twice as high among ICM clients
than among UC clients.

Abstinence Outcomes
Results of the generalized estimating equa-

tions analysis showed that the likelihood of
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TABLE 1—Characteristics of Substance–Dependent TANF Women: Essex County, New Jersey,
1999–2002.

Intensive Case Management (n = 161) Usual Care (n = 141)

Age, y 37.00 35.48

Race/ethnicity, %

Black 95.65 95.74

Hispanic 3.73 2.13

Other .62 2.13

Marital Status,* %

Married/living as married 6.21 .71

Separated/widowed/divorced 19.25 18.44

Never married 74.53 80.85

Graduated from high school, % 47.83 48.23

Median income level,a $ 5000–9999 5000–9999

Welfare, yb ±SD 12.90 (7.98) 11.28 (7.44)

No. of children ±SD 3.25 (1.82) 3.16 (1.83)

Percentage with a child in each age group, y

0–5 36.02 39.72

6–11 57.76 63.12

12–17 59.63 56.74

Primary substance use diagnosis, %

Alcohol 18.63 26.43

Cocaine 39.13 30.71

Heroin 37.27 35.00

Marijuana 4.97 7.86

Drank/used drugs during past month, days (SD)

Alcohol 7.77 (10.49) 10.18 (12.35)

Heroin, cocaine 14.23 (12.93) 14.41 (13.16)

Marijuana, other 3.40 (8.37) 4.33 (9.40)

Regular heavy drinking/drug use, y (SD)c

Alcohol 13.87 (8.46) 12.44 (8.82)

Cocaine 9.38 (6.23) 9.24 (5.68)

Heroin 7.40 (6.39) 8.20 (5.92)

Marijuana 9.77 (7.73) 8.13 (6.76)

Any drug/alcohol 13.01 (8.01) 12.98 (7.50)

ASAM Initial Level of Care, %

Outpatient 71.33 65.67

Inpatient 28.67 34.33

Note. ASAM = American Society of Addiction Medicine; TANF = Temporary Assistance for Needy Families.
aResponse format was $5000 increments.
bSelf-reported years on welfare since age 18 y.
cRegular use was defined as use at least 3 times per week for a year or longer.
*Conditions differed on marital status at the P < .05 level.

point prevalence abstinence (percentage of par-
ticipants abstinent during the 1-month window)
during months 1 through 15 were 75% higher
among ICM clients than among UC clients
(β=.56; SE=.18; odds ratio=1.75; 95% confi-
dence interval=1.22, 2.51; P=.0025). We
controlled for potential confounding influences
across treatment conditions, and during both

estimating equations. During the second step of
the generalized estimating equation, we added
interaction terms between treatment condition
and time. The interaction was not significant
(P=.11), which suggests that time did not mod-
erate the effect of treatment condition on out-
come. Figure 2 shows the percentage of clients
who were abstinent during each of the 15

months by condition; by month 15, 43% of
ICM clients were abstinent compared with
26% of UC clients.

DISCUSSION

Overall Evidence
Our study provides experimental support for

ICM as a strategy for engaging and retaining
substance-dependent women on TANF in sub-
stance abuse treatment and for reducing their
drug use during a relatively long follow-up pe-
riod. A number of methodological features
strengthen the internal validity of our study:
(1) random assignment, (2) a carefully ascer-
tained and relatively large sample, (3) well-
documented treatment fidelity and discrim-
inability, (4) external confirmation of self-
reported illicit drug use, and (5) very high
follow-up rates. Our study also exhibited good
external validity, because (1) recruitment oc-
curred in welfare offices with existing screen-
ing procedures for welfare eligibility, (2) sam-
ple refusal rates were low, and (3) the control
condition was the standard of care in New Jer-
sey. Our findings show that differences be-
tween ICM and UC were not only statistically
significant but also clinically meaningful. Rates
of treatment engagement, retention, and com-
pletion were 1.5- to 2.5-times greater among
ICM clients than among UC clients. Moreover,
during later months of follow-up, rates of absti-
nence were as much as 65% higher among
ICM clients than among UC clients.

Interpretation
Overall, our results support the underlying

assumptions of the ICM intervention model.
Specifically, ICM facilitated access to tangible
social services and provided psychological
support to assist women with entering and re-
maining in treatment. Moreover, ICM pro-
vided long-term monitoring and support.
Longer-term support was important for man-
aging the chronic relapse nature of drug de-
pendence. However, in spite of the superior-
ity of ICM compared with UC, fewer than half
of the ICM clients completed an episode of
outpatient treatment or were abstinent in any
given month. It is difficult to compare these
rates with those of other treatment studies,
because these women were identified through
a screening process conducted in welfare
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TABLE 3—Treatment Condition Differences in Performance Benchmarks During the 15 Months
After Baseline Assessments

Treatment Condition

Intensive Case Usual Effect 
Measure/Variable Management Care P Size

Treatment for alcohol and other drugs

Initiation 66.46% 50.35% .0045 .33

Engagement 60.25% 34.04% .0001 .54

Retention 42.24% 18.44% .0001 .53

Completion of an outpatient program 43.48% 22.70% .0001 .45

TABLE 2—Treatment Fidelity and Discriminability

Treatment Condition

Intensive Usual 
Case Management Care (UC) Effect 

(ICM) (n = 161) (n = 141) P Size

Dose of care management services (SD)

Direct contacts 21.09 (17.57) 7.13 (4.52) .0001 1.06

Duration/days in ICM or UC 301.15 (143.00) 182.33 (153.83) .0001 .80

Dose/minutes in ICM or UC 512.69 (461.69) 111.29 (101.28) .0001 1.17

Care management services delivered by 

ASI domain, mean in minutes (SD)

Alcohol 221.53 (231.82) 85.92 (67.15) .0001 .78

Drug 351.41 (322.45) 100.76 (72.31) .0001 1.04

Family 44.71 (63.46) 15.32 (14.61) .0001 .62

Legal 40.04 (50.74) 14.40 (12.47) .0330 .68

Housing 92.26 (161.72) 15.10 (13.85) .0001 .65

Employment 122.58 (121.91) 27.57 (24.67) .0001 1.05

Psychiatric 29.79 (31.41) 14.85 (13.79) .0001 .60

Medical 43.87 (67.50) 15.62 (14.38) .0001 .56

Care management addressing other 

issues in minutes (SD)

Childcare 35.52 (38.38) 15.50 (13.45) .0001 .68

Transportation 65.97 (81.15) 16.36 (14.46) .0001 .83

Notes. ASI = Addiction Severity Index. Differences between treatment conditions on dose of received care management were
tested with t tests. Services received by ASI domain and services that addressed other issues were tested in 1 model with
multivariate analysis of variance. Effect size calculations were determined on the basis of the difference in time spent in each
domain between the largest and the smallest mean. Because of large differences in standard deviations, the unequal
variance t test was conducted.

offices and were not seeking treatment. Nev-
ertheless, the outcomes were clearly modest
in absolute terms and leave a great deal of
room for improvement.

Generalizability
A limited number of studies have tested

the effectiveness of case management among
substance-dependent clients, and only a

handful of these have involved random-
assignment designs.29,30 Overall, support for
case management has been modest, with only
about half of the random-assignment studies
reporting significant results. Reviews have
questioned whether the modest findings may
be the result of design flaws (e.g., small sam-
ple size) or a restriction in the scope of case
management services.31 Our findings are the

strongest to date in supporting the hypothesis
that case management improves access, en-
gagement, retention, and outcome among
substance-dependent clients. The stronger
support may be the result of a stronger de-
sign, a more consistent intervention, or the
long duration of treatment. Only 1 other
study has reported outcomes from an inten-
sive intervention for substance-dependent
women on TANF. That study, CASAWORKS—
a multicomponent intervention that included
case management—showed significant pre-
improvement to postimprovement in drug use
and employment with a single-group evalua-
tion design.32

A number of study limitations should be
noted. First, we applied a number of exclu-
sion criteria, including psychosis, severe med-
ical problems, and methadone treatment. Al-
though some exclusion criteria were modeled
on criteria that welfare agencies use for defer-
ring clients from work eligibility (e.g., psy-
chosis, severe medical problems), others were
a practical factor in study design. Results from
our study should generalize to work-eligible
substance-dependent women on TANF; how-
ever, generalizability to methadone clients is
unclear. Additionally, reporting bias in these
populations does occur, and we know screen-
ing for substance use problems in welfare set-
tings is only modestly effective. 

Case management interventions are less
standardized than other behavioral interven-
tions, such as motivational interviewing or
cognitive behavioral treatment. We used a
manual-guided approach to ICM and pro-
vided an array of services. The extent to
which our findings will generalize to other
versions of case management is unclear. The
effectiveness of case management also might
vary on the basis of the population and the
setting in which it is delivered. Importantly,
our study was conducted in the context of
welfare reform. The clients—who were not
seeking substance abuse treatment—were
identified within welfare offices with screen-
ing procedures that were codified by New Jer-
sey statutes. It is unclear whether our results
will generalize to the provision of ICM to pa-
tients already in treatment. Our findings are
limited to access to care and substance use
outcomes. It was beyond the scope of our
study to examine the impact of ICM on other
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Note. Month “zero” refers to the month preceding the study.

FIGURE 2—Percentage of clients who were abstinent during each month, by intervention
condition.

domains of functions, but these will be con-
sidered in future studies. 

Finally, our findings do not provide a clear
explanation about whether improvements in
abstinence rates were the result of increased
participation in substance abuse treatment or
the independent effects of case management,
or which aspects of ICM may have been ef-
fective. For example, recent findings have
supported the effectiveness of more minimal
long-term interventions that simply monitor
substance-dependent clients during extended
periods.33,34 Further research is needed.

Our findings have important implications
for intervening with substance-dependent
women on TANF. Many welfare settings have
screening procedures for substance abuse at
the time of benefit eligibility determination
and procedures for assessing and referring
substance-dependent clients to substance
abuse treatment. Other welfare settings do
not provide even this level of intervention,
and very few welfare settings offer ICM. Our
findings clearly support the effectiveness of
ICM compared with existing models of care.
Additionally, ICM is likely to be less expen-
sive and more feasible to implement than
other evidence-based behavioral or pharma-
cological interventions for substance depen-
dence, because ICM augments existing treat-
ment services and does not require dramatic
changes to treatment program practices.

Our findings have implications for the
delivery of care to the broader population

of disadvantaged substance-dependent indi-
viduals, beyond women on TANF. The ma-
jority of clients in publicly funded substance
abuse treatment programs are referred by
social services, such as welfare, child welfare,
and criminal justice agencies. These popula-
tions share a similar set of problems with the
women in our sample (e.g., chronic drug
problems, co-occurring disorders, poor social
supports), and they face a fragmented ser-
vice system that provides disconnected epi-
sodes of acute care. Further research is
needed to determine whether ICM may be
an effective intervention for this much larger
population.
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