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EXECUTIVE SUMMARY

Studies found that interventions targeting high-risk patients can result in significant 

cost savings and reduced readmissions .

• One study found $3,700-plus in costs avoided per patient through use of care 

transitions intervention .

• Another study showed benefits of using evidence-based decision support tools to 

maximize outcomes .

• A third study highlighted the importance of targeting case management services 

to patients’ non-medical barriers to healthier decisions .

Studies highlight benefits of case 
management approaches
Different models can reduce costs

Case managers already know their 
services provide both quality 
and cost-saving benefits, but 

which models and types of services 
are the most beneficial? Several recent 
studies highlighting specific ways 
case management during healthcare 
transitions can save money and improve 
quality of care.

For instance, one study found that 
a care transitions intervention for 
Medicare beneficiaries resulted in about 
$3,700 in costs avoided per patient 
when compared to control groups.1

Another study found that targeting 
case management services using 
evidence-based decision support tools 
could maximize outcomes and minimize 
resource waste.2

And still other research found that 
people with multiple chronic conditions 
need consistent attention to contextual 
factors — the sort of non-medical 
factors that case managers are best 
equipped to address.3

“From a case management 
perspective, but also from the 
perspective of the healthcare system 
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overall, there is increased emphasis 
on patient-centered care and helping 
patients navigate the system,” says 
Rosa Baier, MPH, associate director 
of the Center for Long-Term Care 
Quality and Innovation at Brown 
University in Providence, RI.

“This is especially important in 
our complex healthcare system,” 
Baier adds. “It’s hard for someone 
discharged from the hospital to figure 
out what to do next.”

One in five Medicare beneficiaries 
is admitted to the hospital within 30 
days, and that number is too high, 
says Rebekah Gardner, MD, senior 
medical scientist of Healthcentric 
Advisors and assistant professor of 
medicine at Brown University.

“We need to empower patients to 
be better informed,” Gardner says.

One way to do this is through 
a coaching model that uses a case 
management approach that can be 
employed by non-RN coaching staff. 
Researchers found that an hour-
long intervention involving care 
management services resulted in a 
prolonged positive effect.1

It reduced costs and improved 
patients’ understanding of how to 
manage their conditions, says Stefan 
Gravenstein, MD, a senior author 
of the study and interim chief of the 
division of geriatrics at University 
Hospitals Case Medical Center in 
Cleveland.

“The meat of the intervention is 
a home visit that lasts an hour on 
average,” Gravenstein says. (See story 
on home coaching model, page 40.)

Case managers recognize that two 
patients of the same demographics 
can have very different medical 
circumstances, so it’s important to 
tailor interventions to the particular 
patient and the patient’s chronic 
health issues, notes Elizabeth 
Madigan, PhD, RN, FAAN, 
associate dean for academic affairs 

and professor of nursing at the 
Frances Payne Bolton School of 
Nursing, Case Western Reserve 
University in Cleveland.

“Most clinical practice guidelines 
are focused on a particular 
condition,” Madigan says.

Provider care is in a silo, divided 
by the specific disease or condition. 
However, patients with multiple 
chronic illnesses would benefit from 
having someone following their care 
in a more coordinated way, and that’s 
where case management can be a big 
benefit, she adds.

The study about community-
dwelling adults focused on helping 
case managers and providers 
determine which patients need case 
management services and which will 
be fine without it, Madigan says.

“There are some predictors that 
say which patients need costly 
services, and those are the ones case 
managers should target,” Madigan 
adds.

“In the study, we took a 
small group of patients receiving 
community case management, and 
members of our study team provided 
it,” she explains. “They were given 
resources and time to do this case 
management.”

The Affordable Care Act (ACA) 
is moving the nation’s healthcare 
industry toward a more coordinated 
care approach, but case managers and 
others still are constrained, and the 
ability to lower costs and improve 
quality is hampered by the lack of 
coordinated care guidelines, Madigan 
says.

“No one puts guidelines out there 
that treat patients with multiple 
conditions,” she says. “We need to 
work with patients to identify what’s 
most important to them.”

Coordinated care also should 
include activities of daily living 
(ADLs), suggests Diane E. Holland, 
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PhD, RN, clinical nurse researcher, 
division of nursing research and 
evidence-based practice at Mayo 
Clinic in Rochester, MN.

“Does a patient need help bathing 
or with transportation?” Holland 
says. “These determinants of daily 
life have been ignored in terms of 
their impact on a person’s ability to 
self-manage multiple conditions, and 
they’re ignored to both the peril of 
our patients and our ability to serve 
them.”

Holland, Madigan, and 
other researchers found that case 
management services could be 
made more effective with the use of 
evidence-based decision support tools, 
including prediction models based on 
patients’ difficulty with activities of 
daily living.2

“We collected data and compared 
costly hospital services, nursing home 
days, and emergency room visits,” 
Holland says.

Researchers found that patients 
with multiple chronic conditions 
were burdened by issues related to 
ADLs, including their ability to get 
dressed, manage their finances, and 
travel from one place to another, she 
explains.

When self-management tasks are 
added to the daily health burden 
of people with multiple chronic 
conditions, they can be overwhelmed. 
“So we have to pay attention to how 
well they’re managing day to day,” 
Holland says.

Healthcare providers will tell 
patients to exercise and eat more 
fruits and vegetables, which is good 
health advice. But when a patient 
has trouble getting dressed in the 
morning, the advice might not be as 
effective, she adds.

This suggests case managers and 
providers should assess the functional 
status of chronically ill patients. One 
such tool is the Live Well at Home 

Rapid Screen, developed by the 
Minnesota Department of Health. 
A study assessed that tool and found 
that patients who scored higher on 
the screen were more likely to use 
costly care.2

Tools like Live Well that measure 
ADLs work well as a predictor of 
patients’ healthcare costs for several 
reasons, Holland says.

“Impairments in those areas 
have an effect on the family’s overall 
ability to support an individual in 
the community,” she explains. “If 
the family can get more assistance 

and support, then they can continue 
to help that individual stay in the 
community for a longer period of 
time.”

Holland and Madigan were 
involved in a pilot study that 
addressed enhancing patient-centered 
care, using a community care team 
intervention.

The study found that patients 
reported more positive changes in 
their care when they received the 
intervention, versus those who 
were in the control group receiving 
usual care. The study’s community 
connections program was designed 
to be intensive and short-term, 
fostering active partnerships among 
community services and using a nurse 
care coordinator.4

Such partnerships have the goal 
of improving care collaboration and 
quality for chronically ill patients.

For example, a patient’s 
incontinence often drives families to 
have the person admitted to a nursing 
home because they don’t know how 
to manage it, Holland says.

Sometimes a simple solution 
will enable the patient to stay at 
home. For example, there was one 
woman who was incontinent and had 
difficulty changing her adult diapers 
as frequently as needed. Community 
service providers suggested she use a 
size 3 baby diaper as a pad inside the 
adult diaper because it was easier to 
change. This simple change made it 
possible for the woman to continue to 
live at home, Holland says.

Case managers can collaborate 
with community organizations to 
come up with these types of solutions.

An example of this was a diabetic 
patient whose health suffered from 
his eating out too often. The nurse 
care coordinator wanted him to 
prepare healthier meals for himself 
at home. It took collaboration with 
an elder network service provider to 
uncover the root cause of the man’s 
poor dietary habits: He was a hoarder 
and wanted to move to an assisted 
living facility so he could get more 
nutritious meals, but he needed help 
in clearing out his house, Holland 
says.

“We connected him with an 
individual to clear out his house 
so he could reach into his own 
refrigerator,” Holland says. “He’s still 
living independently in his home 
and is eating more meals at home.”

This type of community case 
management would be most feasible 
in bundled payment system where 
providers receive one pot of funds 
to provide all of their patient 
population’s care, Madigan notes.

Case management then would 

“IMPAIRMENTS 
IN THOSE AREAS 
HAVE AN EFFECT 
ON THE FAMILY’S 
OVERALL ABILITY 

TO SUPPORT 
AN INDIVIDUAL 

IN THE 
COMMUNITY.”
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be provided to patients who were 
at highest risk because they were 
frail or had multiple conditions. 
“They would be people at a stage 
where their issues were not entirely 
healthcare-related, and there would 
be a need for conversations about the 
next stage of care,” Madigan says.

If the healthcare system was less 
siloed and smarter about prevention, 
then it would be more routine to 
target case management services 
toward higher risk patients, she adds.

“Case management services are 
expensive, but if we can target the 

services to the right patients then 
you can do a good job for patients 
without bankrupting the system,” 
Madigan says.
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Brief home coaching model can reap many 
benefits
Implementation is cost-effective

R esearchers found that a brief 
coaching intervention — 

often around one hour — can save 
thousands of dollars per Medicare 
patient. It’s a case management 
approach that can be implemented 
by case managers in the coaching 
role or as supervisors of non-skilled 
transition coaches.

An intervention group’s mean total 
healthcare costs were $3,752 lower 
than the control group’s costs at six 
months after being discharged from 
the hospital.1

The home coaching intervention 
was based on the Care Transitions 
Program, led by Eric Coleman, 
MD, MPH, based in Aurora, CO. 
The program was created to support 
patients and families and increase 
healthcare provider skills, says Stefan 
Gravenstein, MD, a senior author 
of the study and interim chief of the 
division of geriatrics at University 
Hospitals Case Medical Center in 
Cleveland. 

“Our transition coaches were 
trained by Eric Coleman and his 
team,” Gravenstein says.

The goal was to meet briefly with 
newly discharged patients and show 
them how to call the doctor and 
not emergency services when they 
experienced health problems, he adds.

“This was a skill that stuck with 
patients,” Gravenstein says.

The study’s finding of a cost 
savings for the intervention took into 
account the cost of paying transition 
costs at an hourly rate, as well as 
all hospital admissions, emergency 
department visits, post-acute care 
costs, home health costs, and 
outpatient expenses, says Rebekah 
Gardner, MD, senior medical 
scientist of Healthcentric Advisors 
and assistant professor of medicine at 
Brown University in Providence, RI.

There were 321 intervention 
subjects in the study, so the finding of 
mean cost savings was thrilling, she 
notes.

“We looked at every cost 
within the six months after they 
were admitted to the hospital, 
and found that the lower cost for 
the intervention group was driven 
by mostly lower rates of hospital 
admission,” Gardner explains. “The 
coaching cost $298 per patient.”

The traditional healthcare system 
model, designed in silos, makes it 
difficult for these transitional care 
interventions, notes Rosa Baier, 
MPH, associate director of the Center 
for Long Term Care Quality and 
Innovation at Brown University.

“Some of that is starting to 
change in terms of how payment is 
provided,” Baier adds. “With bundled 
payment, where it’s part of an episode 
of care, hospitals are responsible for 
post-discharge outcomes in a way 
they weren’t previously.”

For example, hospitals under the 
Affordable Care Act have a number of 
different payment reforms happening 
simultaneously, including penalties to 
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EXECUTIVE SUMMARY

A brief home coaching intervention can save healthcare costs in high-risk 

Medicare patients, a new study finds .

• It entails training transition coaches to engage patients and guide them to 

making decisions, such as calling their community doctor when there’s a health 

issue or question .

• Patients wrote out their own personal health information, reinforcing what 

they’ve learned but also giving providers a chance to see what they do not 

understand .

• Transition coaches met with patients before discharge and provided follow-

up calls after a home visit .

providers who do not take measures 
to reduce hospital readmissions, Baier 
explains.

So hospitals and others are 
becoming more interested in 
interventions involving care 
transitions, but these changes are 
happening gradually, Baier says.

“Devoting resources to helping 
patients successfully transition from 
hospital to home can be financially 
beneficial to the hospital,” she adds.

Case managers can make a 
business case to senior leadership 
that their services are important to 
reducing readmissions, and they will 
need additional resources to make it 
happen, Baier says.

Here’s how the home coaching 
intervention works:

• Train transition coaches. 
The transition coaches had both 
healthcare and non-healthcare 
backgrounds. Social workers, nurses, 
and others were trained as coaches. 
Case managers are suited for this type 
of program, and it’s cost effective to 
house the coaching program under 
the case management umbrella and 
have case managers run the program, 
Gardner says.

The non-skilled coaches performed 
the coaching role very well and 
were also the lowest cost option, 
Gravenstein notes.

For organizations that choose to 

replicate this model, it might work 
best financially to have a case manager 
in a supervisory role while non-skilled 
coaches make the home visits, he 
suggests.

All coaches received intensive 
training in how to be a transitional 
coach.

“We did immersive training for 
a day and a half, and then we did 
additional training with motivational 
interviewing and so forth,” 
Gravenstein says. 

Coaches who had a nursing or case 
management-type of background had 
to learn how to not provide care to 
patients, Gardner notes.

The coach’s role is to gently 
guide patients into making the right 
decisions and acting on those.

“It takes a shift to move from 
caring for a patient and the patient’s 
role to learning how I can help and 
empower and educate the patient,” 
Gardner says. “The most important 
message, and I can say this as a 
physician, is that we can often 
underestimate what families and their 
caregivers can do.”

Providers often do not give 
patients and caregivers the resources 
and education they need to self-
manage their conditions, especially 
during their vulnerable period after 
leaving the hospital, Gardner says.

“By employing a transition coach, 

we’re giving them the tools they need 
to self-manage as best they can,” 
she explains. “Not every patient can 
call the physician without help, but 
some can, and [encouraging them] to 
do this is good for patients and the 
healthcare system as a whole.”

• Choose patients efficiently 
for the service. “We’ve applied this 
intervention to our super utilizers 
— the folks using more healthcare 
dollars than anyone else, the top 1%,” 
Gravenstein says.

The enrolled patients were often 
in a hospital 20 times a year, but 
after receiving the intervention, their 
hospital use was cut dramatically 
within one week, he adds.

“We didn’t manage their 
medications or health conditions,” 
Gravenstein says. “We let them go to 
their primary care physician.”

The intervention’s purpose is to 
train high utilizers to make a different 
choice when they are faced with a 
health issue that typically lands them 
in the hospital. Patients with multiple 
health issues often get in the habit of 
heading to the emergency department 
instead of calling their family doctor. 
Also, they need more hope and 
purpose in their lives, Gravenstein 
says. “Ultimately, what we’re looking 
for is why that person wants to get 
up in the morning and what they can 
look forward to doing in their day or 
week — like Johnny’s baseball game,” 
he says.

“We ask them, ‘If you can’t make 
it to the game, why do you think that 
is?’” he explains. “They tell us why, 
and then we ask them how they can 
prevent that from happening.”

• Connect with patients early on. 
Transition coaches first met briefly 
with patients in the hospital, mostly 
to help them put a face to the name, 
Gardner says.

Transition coaches want patients 
to at least meet them before they 
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return home, so when the coaches 
visit patients at home they won’t 
seem like total strangers, she adds.

Patients rarely understand all of 
their discharge instructions they are 
given while in the hospital because 
they’re impatient and worried about 
keeping their ride home waiting too 
long, Gravenstein says.

“They’re anxious to get out of the 
hospital and figure they can catch up 
with it when they go home, but they 
don’t realize they have 50 sheets of 
paper to go through that they’ll never 
read,” he says. “There are patients 
who are very engaged and do it all 
very well, but they are not the ones 
who need our help.”

• Give patients homework. 
Coaches give patients booklets with 
lines to list health problems and 
medications and symptoms that 
could be red flags. The booklets have 
telephone numbers and should be 
filled in by the patient and caregiver, 
Gravenstein says.

“Their job is to complete the 
booklet, and they can take it with 
them to appointments,” he adds. 
“Coaches let the patient or caregiver 
write in the booklet, as opposed to 

having the case manager write it. 
Patients will be writing truth as they 
know it, and if they write it down, 
then they will understand it.”

• Coach — do not direct — 
patients on how to manage their 
health. “The coach’s job is to help 
the patient reflect on what they’ve 
written down and then align it with 
any information they have to see if 
it’s right or not,” Gravenstein says.

The patient or caregiver decides 
what information is wrong because 
once the coach makes this decision, 
he or she is a healthcare provider and 
not a coach, he adds.

“If the patient’s notes do not make 
sense, then the coach can reflect with 
the patient about what will happen if 
they didn’t get the information right, 
and this leads the patient to conclude 
to call the nurse or doctor for help,” 
he says. “The coach doesn’t watch 
the interaction between the patient 
and the doctor or nurse, or judge the 
patient for doing a good or bad job.”

The coach does encourage the 
patient to present the personal health 
record that he or she has completed 
to all providers.

“This gives the nurse and doctor 

the opportunity to see how the 
patient’s view aligns with actual 
instructions,” Gravenstein explains. 
“If the coach were to fix the record, 
then providers never get a clue that 
the patient doesn’t know what’s going 
on.”

Transition coaches also ask 
patients how they’re doing with their 
medications and whether they are 
having any problems and when their 
follow-up appointment is, Gardner 
says.

“They review red-flag symptoms 
that signal when a condition is 
worsening and the patient needs 
help,” Gardner adds.

Transition coaches provided 
follow-up phone calls after the home 
visit, reinforcing the message that 
patients and their caregivers could 
make better health decisions when 
crises arise.
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Study: Case managers rarely use CMS patient 
home health resource
Patients want this information, study finds

C ase managers simply are not 
aware that an unbiased resource 

exists for helping hospitalized patients 
select a home health agency, a new 
study finds.

Although case managers often 
use a Medicare website that helps 
patients select a long-term care 
facility, a similar site with home 
healthcare comparisons has not been 

on their radar, says Rosa Baier, 
MPH, associate director of the Center 
for Long-Term Care Quality and 
Innovation at Brown University in 
Providence, RI.

Baier and co-researchers intended 
to investigate the attributes and 
shortcomings of the Medicare Home 
Health Compare website (www.
medicare.gov/homehealthcompare/

search.html) and were surprised 
to learn that case managers and 
consumers were unaware of the 
resource.

The study also found that 
case managers felt there was little 
difference in home health agency 
quality.1

“It was an interesting finding,” 
Baier says. “We were going to ask 
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them what they thought of the home 
health agency reports and what they 
would do differently, but nobody was 
aware of them or had used them.”

However, case managers are 
aware of the Centers for Medicare & 
Medicaid Services’ (CMS) Nursing 
Home Compare website, she notes.

“Most case managers use Nursing 
Home Compare regularly, but they 
are not aware of Home Health 
Compare,” Baier says.

The findings suggest that case 
managers need to learn more about 
available state and Medicare public 
reports. These are particularly helpful 
when patients ask for their advice 
about which home health agency to 
select.1

“Case managers are charged 
with informing consumers and 
directing the consumer decision-
making process without infringing 
on patients’ freedom of choice,” Baier 
says. “Having access to Home Health 
Compare gives them an unbiased 
resource to compare agencies without 
breaking federal consumer laws.”

Also, case managers might educate 
themselves about the home health 
agencies available in their areas. 
“When we spoke with hospital case 
managers, we found they were aware 

that although they felt home health 
was comparable across the board, 
they didn’t have a feedback loop to 
know what happened to patients after 
discharge and whether their home 
health decision was a good one,” Baier 
says.

“Home Health Compare 
can provide patient satisfaction 
information with knowledge captured 
that case managers really don’t have,” 
she adds.

The Home Health Compare 
site is an easy-to-navigate resource 
that patients or case managers can 
use to find out about home health 
agencies’ patient satisfaction rates. 
It was updated in January 2015. For 
example, they can put in the patient’s 
ZIP code and find agencies that 
serve their area. A comparison listing 
has a quick view with checkmarks 
indicating whether the agency 
provides any or all of these services: 
nursing care, physical therapy, 
occupational therapy, speech therapy, 
medical social services, and home 
health aides. When the agency’s name 
is clicked, the new page provides 
general information, quality of 
patient care indicators, and patient 
survey results.

The quality of patient care 

indicators compare the agency’s 
results to the state and national 
averages, which report results on the 
following items:

• how often patients got better at 
walking or moving around;

• how often patients got better at 
getting in and out of bed;

• how often patients got better at 
bathing.

The patient survey results cover 
the following:

• how often the home health team 
gave care in a professional way;

• how well the home health team 
communicated with patients;

• whether the home health team 
discussed medicines, pain, and home 
safety with patients;

• how patients rate the overall care 
from the home health agency; 

• if patients would recommend the 
home health agency to friends and 
family.
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States leverage telepsychiatry solutions to ease 
ED crowding, accelerate care
Two states devise solutions to mental health emergencies

T elepsychiatry would seem to 
have a lot to offer busy EDs that 

see a significant number of mental 
health patients but lack the in-house 
psychiatric resources to meet these 
patients’ needs. In fact, the allure 
of telepsychiatry is such that some 
regions have moved quickly to 

leverage the approach, particularly in 
rural areas where access to psychiatric 
expertise is limited. North Carolina 
is a case in point: In the summer of 
2013, state legislators established 
the North Carolina Statewide 
Telepsychiatry Program (NC-STeP), 
appropriating $2 million per year to 

operate the program, with an initial 
focus on giving EDs across the state 
remote access to psychiatric expertise.

The state was not starting 
from scratch on this initiative. 
The Elizabeth City, NC-based 
Albemarle Hospital Foundation 
had already demonstrated success 
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from this approach, providing 
telepsychiatry services to 18 hospitals 
in 29 counties, with some impressive 
outcomes in terms of substantially 
reduced lengths-of-stay (LOS) in the 
ED for patients awaiting discharge to 
inpatient treatment, and a drastically 
reduced need for involuntary 
commitments.

While the Albemarle Hospital 
Foundation program served as a 
starting point for NC-STeP, the new 
program, which is administered by 
East Carolina University’s (ECU) 
Center for Telepsychiatry and 
e-Behavioral Health in Greenville, 
NC, has grown even faster than 
anticipated, according to Sheila 
Davies, PhD, the coordinator of NC-
STeP and the president and CEO of 
MedAccess Partners, a telemedicine 
consulting firm in Kill Devil Hills, 
NC.

“We are now at 53 hospitals 
participating, meaning they have 
the equipment in their facilities; of 
those 53 hospitals, 39 hospitals are 
actually live. The others have the 
equipment and their personnel have 
been trained; we are just waiting on 
the credentialing of the providers, 
so [these hospitals] will be going live 
within the next couple of months,” 
says Davies. “Beyond that, we have 
another 38 hospitals that are on the 
list in various discussions or phases of 
implementation. Some are reviewing 
contracts and some are just beginning 
their credentialing phases, so that 
takes us up to about 91 hospitals 
that are engaging [or are] looking at 
engaging in NC-STeP.”

Further, even though the statewide 
network is still in the early stages, 
the program’s return-on-investment 
(ROI) thus far is impressive indeed. 
“You’ve got a $2 million program 
saving about $7 million,” explains 
Sy Saeed, MD, the director of both 
NC-STeP and ECU’s Center for 

Telepsychiatry and e-Behavioral 
Health. “The 30,000-foot view of 
this is that in the first 11 months of 
this program, there were about 7,000 
encounters, and we cut the average 
LOS for patients by about half.”

Saeed adds that much of the 
savings stem from the fact that as a 
result of the telepsychiatric consults, 
about one-quarter of the patients who 
present to the ED with involuntary 
commitment orders (IVC) get those 
orders overturned.

Prepare for hurdles

While the statewide telepsychiatry 
effort has delivered multiple benefits, 
other hospitals or regions that are 
interested in pursuing a similar 
strategy should be prepared to 
tackle numerous obstacles along 
the way, says Davies. For instance, 
she notes that the credentialing of 
mental health providers at all the 
participating hospitals has been 
particularly challenging.

“Every provider that participates 
has to be credentialed at every 
single hospital … and that is a 
huge investment of resources from 
the processing of the paperwork 
to verifying the credentials,” she 
explains. “The other thing that 
exponentially grows as a challenge 
is that one of the components of 
credentialing a provider is verifying 
hospital affiliation, so if we continue 
to build the network, and we may 
have one [mental health] provider 
hub serving 25 hospitals, and then 
another one comes on as a 26th 
hospital — now [we] are having to 
verify their affiliation with the other 
25 hospitals.”

Davies says that administrators 
are overcoming this challenge just 
by persistence and diligence, but it is 
very time-consuming. “A lot of work 

goes into this on the provider side 
and the hospital side,” she adds.

Hospitals or health systems 
interested in developing this type 
of program should also be prepared 
to work through significant 
technological or information 
technology-related problems, 
although these won’t necessarily be 
related to hardware.

“We’ve really got the equipment 
that we are putting in each of the 
hospitals and each of the provider’s 
[offices] right down to a well-oiled 
machine,” says Davies. “We know 
exactly what needs to go in each of 
these facilities and it works really well, 
but you do need to navigate firewall 
issues with each of these, and that can 
be quite taxing.”

Further, with participating 
hospitals and mental health providers 
all using an array of electronic 
medical records (EMR), the push and 
pull of patient information to and 
from the various provider sites can 
be difficult, and it is still a work in 
progress at NC-STeP. Administrators 
are developing a Web portal so that 
there will eventually be a single 
port of entry that both emergency 
providers and mental health providers 
can use to arrange psychiatric consults 
and exchange information about 
patients.

“Developing this portal has been 
the single most expensive part [of 
the program],” notes Saeed. “From 
the $2 million funding [from the 
state], roughly 40% has gone toward 
[the portal]. It is an enormous, 
monumental task, and extremely 
time-consuming to work out all the 
details.”

While the financial savings from 
NC-STeP are attractive, funding the 
program is still a struggle because 
a large percentage of the patients 
receiving telepsychiatric services lack 
insurance of any kind, and another 
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sizable percentage are on Medicaid. 
“What I told legislators is that if you 
are running a business and 40% of 
the patients who bought your product 
don’t pay you a dime, and another 
40% pay you below cost, how do you 
survive? And the answer is, you don’t. 
That is a big issue,” says Saeed.

Funding would be greatly 
improved if North Carolina expanded 
Medicaid under provisions in the 
Affordable Care Act, but since the 
state has not moved on that initiative, 
Saeed is seeking additional funds 
from the entities that are actually 
saving money from the program. “For 
example, for Medicaid, this is going 
to save about $1.8 million just from 
overturned IVC orders; for Medicare, 
the savings are about $1.3 million; for 
third-party payers, the savings are also 
about $1.3 million,” explains Saeed. 
“Funding of this program ought to 
come from those people who actually 
reap the benefits of this … so that is 
our strategy for now.”

Think beyond ED focus

The program has received financial 
help from the Duke Endowment, 
which has provided $1.4 million 
to NC-STeP, but demand is such 
that administrators are having to 
do more with less. “The state funds 
were to help us onboard up to 59 
general hospitals, and right now the 
Duke Endowment funding is to give 
us the ability to bring on 17 more 
hospitals, but we are already past 
that threshold,” says Davies. “That 
[demonstrates] how well this has been 
embraced by hospitals — the need for 
this program and the demand for it.”

Beyond ROI, Saeed is anticipating 
additional benefits from the program 
in terms of better treatments and 
outcomes. “As physicians, we need to 
narrow the gap between science and 

practice. That [involves] standardizing 
treatment so that the majority of 
people are provided treatment that is 
consistent with the best evidence out 
there,” he says. “Telepsychiatry offers 
a great opportunity. If you have a 
program that is up and running in 50 
EDs, there is your opportunity.”

Further, as development of the 
network continues, the focus will 
expand beyond decompressing EDs 
that see large numbers of mental 
health patients. The goal must be 
improved patient care for this group 
of patients, whose mental health 
needs are not served in the ED, 

which is designed as a site for medical 
and trauma emergencies. “One of 
the things I have said all along … is 
that if we build a program with the 
sole purpose being to get people out 
of the ED, we will be building the 
wrong program,” says Saeed. “We 
live in certain times when psychiatric 
treatment has never been more 
effective, and we owe it to our citizens 
and population to provide them with 
these effective treatments that indeed 
lead to recovery.”

Consequently, the program’s 
ultimate aim is to provide mental 
health care to people in community 
settings so that they are less likely to 
show up in the ED in the first place; 
that means taking the savings from 

the program and reinvesting them in 
community-based care, says Saeed. 
“Overall, the focus is population-
based care in community-based 
settings and not just the ED,” he says.

Consider centers for MH 

emergencies

The state of Texas is also leveraging 
telepsychiatry to meet the demand 
for emergency mental health care, 
but it is taking a different tack in 
that the idea from the start has 
been to enable people with mental 
health emergencies to bypass the 
ED altogether. “It takes all of the 
models of emergency care that have 
been developed over the years, and 
then takes them a step further,” says 
Avrim Fishkind, MD, president and 
chief medical officer of JSA Health 
Telepsychiatry, based in Houston. 
“Most models are about how to get 
people out of the ED more quickly. 
Our model is how do you keep 
people from ever getting there in the 
first place.”

Fishkind explains that the 
model was developed as part of a 
collaborative effort that the state 
initiated in 2005. He was tapped 
to chair a committee to redesign 
psychiatric emergency services for the 
state, and the model evolved from 
that process.

At the heart of the approach 
are free-standing mental health 
emergency centers (MHEC) which 
are equipped with a psychiatric 
emergency service or receiving area 
for both voluntary and involuntary 
patients; an extended observation 
unit, which usually includes six 
beds and is capable of housing both 
voluntary and involuntary patients; 
and a crisis unit that typically 
includes 16 beds, explains Fishkind. 
Also included in the MHEC model 

“IT TAKES ALL 
OF THE MODELS 
OF EMERGENCY 
CARE THAT HAVE 
BEEN DEVELOPED 
OVER THE YEARS, 
AND THEN TAKES 

THEM A STEP 
FURTHER.”
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are mobile crisis teams.
“The reason [the model] was 

designed this way is that most 
emergency models are in big, urban 
cities, so there is a big hospital, and 
it can afford to have a big psychiatric 
emergency service,” says Fishkind. 
“But many mental health emergencies 
are occurring everywhere around 
the country — in rural locations, 
suburban locations, virtually 
everywhere including jails and schools 
and all kinds of different places.”

With the dearth of psychiatrists 
in rural locations, the MHECs are 
staffed via telemedicine around the 
clock. When a patient is brought in 
by the police or voluntarily, MHEC 
staff will put a call in to one of 
the remote psychiatrist providers, 
explains Fishkind. Most telemedicine 
encounters can be arranged in 15 to 
20 minutes on average, he says.

“The psychiatrist is on a 42-inch, 
high-definition TV interviewing 
the patient in crisis, sometimes 
from as far away as Israel or Spain, 
or sometimes locally from Texas,” 
says Fishkind. “Our psychiatrists 
literally span the globe and have Texas 
licenses.”

A remote psychiatrist also makes 
rounds at the MHECs three times 
a day, seeing patients on the crisis 
residential unit, the extended 
observation unit, and patients who 
are brought in by the mobile crisis 
teams, says Fishkind.

Establish criteria for first 

responders

There are multiple dispositions 
available to the providers, says 
Fishkind. “When we see patients we 
can send them home, we can put 
them in the extended observation 
unit, we can put them in the crisis 
residential unit, we can send them 

home with the mobile crisis unit 
following them, or we can admit 
them to the hospital,” he says. “We 
have this entire range of wrap-around 
[services] available after we see the 
patients in the MHECs.”

The in-person staff at the MHECs 
include nurses, social workers, and 
psychiatric techs, and the centers 
are equipped to handle most of 
the tasks involved with getting the 
patients medically cleared so that they 
don’t have to visit an ED first, says 

Fishkind. “We do our own EKGs, 
blood draws, and all the basic medical 
components that need to get done,” 
he says.

“About 2% of the patients who 
reach us who haven’t gone to the 
ED first are found to have some 
medical condition that warrants 
them going to a medical ED and 
they are sent, but the EDs that were 
previously overcrowded and going 
on diversion due to the number of 
mental health patients backing up the 
ED don’t have any problem taking 
a few cases occasionally who need a 
better medical workup or medical 
treatment,” says Fishkind. “We take 
a far larger number of these patients, 

preventing them from ever getting 
to the ED … so we have a great 
relationship with all of the area EDs.”

A set of criteria has been 
established so that first responders 
can determine when it is safe to take 
a patient directly to an MHEC rather 
than a medical ED, explains Fishkind. 
“Psychiatry has this reputation 
of being very, very conservative 
about medical issues, and so many 
psychiatric hospitals won’t even 
accept a patient unless they have 
had their blood drawn in an ED no 
matter what the circumstance,” he 
says. “We don’t have that rule.” This 
program element would save millions 
if applied on a wider base. Across the 
country, most mental health patients 
have extensive and unnecessary 
medical diagnostic testing done 
before the mental health consultants 
will even listen to the need for an 
evaluation.

Make the case with data

Funding for the MHECs 
comes from multiple sources. First, 
communities can apply for state 
funding to establish MHECs, but 
local stakeholders need to be willing 
to provide ongoing support as well, 
explains Fishkind. “Wherever these 
centers are built we ask the local 
EDs to help pay a certain amount of 
money every year to help defray the 
cost of running the MHECs,” he says.

Such requests are not as difficult 
as one would expect once hospitals 
analyze all of the unreimbursed care 
that they are providing to psychiatric 
patients who sit in their EDs for an 
average of two and a half days, says 
Fishkind. “If you ask a hospital to 
pitch in some money for an MHEC 
where the costs are one-twentieth 
of what they are spending [on these 
patients] per year, it is not real hard 

“WE TAKE A 
FAR LARGER 
NUMBER OF 
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GETTING TO THE 
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RELATIONSHIP 
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AREA EDS.”
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to get them to provide some funds,” 
he says.

The savings come, in part, from 
the fact that the MHECs only pay 
for psychiatrists for the times they are 
engaged. “If you wanted to keep one 
psychiatrist on board around the clock 
365 days of the year, you would pay 
easily two-and-a-half times as much 
for psychiatric time if you could even 
find [a psychiatrist to do it] as you 
would when you are just paying for 
the psychiatrists when they are needed 
for the emergency cases as they come 
in, and when they make rounds every 
day,” says Fishkind.

Other sources of funding include 
local governmental authorities who 
are often willing to kick in money 
to prevent regional jails from filling 
up with patients who have mental 
health diagnoses, notes Fishkind. 
“The average cost of an episode of care 
in an MHEC is about one-fifth the 
cost of being jailed or going into an 
inpatient psychiatric unit,” he says. 
“So everyone not only gets a social 
win and a clinical win, but a financial 
win as well.”

Fishkind acknowledges that people 
tend to be surprised to hear that this 
type of model is succeeding in Texas 
because the state is always near the 
bottom in per capita spending on 
mental health. “However, we also 
have an incredible R&D [research 
and development] community here 
that comes up with all kinds of 
amazing things to do, and this wasn’t 
hard because every step of the way 
the people who led it did careful 
assessments of the [potential] costs 
savings,” he explains.

Get constituents 

together

Currently, there are nine MHECs 
in operation in Texas with several 

more in the planning stages, says 
Fishkind. “We are starting to get calls 
from other states and internationally 
about the model because it is the first 
time in history when you can really 
staff psychiatric emergency services 
outside of major urban centers,” he 
says. “I am frequently called to consult 
in communities that want to do this.”

Fishkind cautions that there are 
often obstacles to implementing 
this type of approach. “The key for 
EDs to realize is that whatever plan 
they want to put in place … there is 
going to be a need to call together all 
of the constituents,” he says. “These 
would include advocacy groups, 
the local mental health authority, 
the local psychiatric hospitals, the 
local jails, local judges, and the local 

commissioner’s courts or whatever 
body actually governs that particular 
area.”

What’s difficult about this process 
is that these entities have often been 
at odds in recent years as different 
stakeholders placed blame for why 
psychiatric patients were filling up 
area EDs, says Fishkind. “It is not 
beyond the EDs to be the good guys 
in the whole thing and call a process 
together with all of the relevant 
stakeholders to get started on how 
to find a solution,” he says. “We do 
find EDs occasionally who have just 
said enough is enough. They find a 
champion within their hospital to 
start this process of bringing in all the 
stakeholders, looking at models that 
work, and go from there.”  n
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1. According to a new study, case 

management services can be 

made more effective with the 

use of evidence-based decision 

support tools, including which 

of the following?

A . Prediction model based on 

activities of daily living

B . CM model based on infection 

control prevention strategies

C . A caregiver/family support 

assessment tool

D . All of the above

2. Using care transition coaches 

to meet with patients at home 

post-discharge proved to be 

a cost-saving intervention for 

high-risk patients. What kind of 

background should a transition 

coach have?

A . RN and social work

B . Case management

C . Non-skilled

D . All of the above

3. According to a new study, case 

managers often are unaware of 

which of the following resources 

that can help patients with 

transition decision-making?

A . Long-term Care Compare 

website

B . Community-based 

Organizations List website

C . Home Health Compare 

website

D . Case Management Education 

website

4. What is the difference between 

healthcare coaching and 

healthcare teaching when 

dealing with patients?

A . Healthcare teaching involves 

oral, written, and multimedia 

materials that patients can use 

to learn more about their illness; 

healthcare coaching provides only 

oral messages and instructions .

B . Case managers, nurses, and 

others teach patients about their 

medical issues and tell them what 

they need to do to improve their 

health; coaches guide patients 

to a better understanding of 

their health conditions and how 

to make good decisions without 

actually telling them what and 

how to do it .

C . Both of the above

D . None of the above


