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IT IS A GROWING 
FIELD, AS PATIENTS 

AND FAMILIES 
OFTEN FIND 
IT DIFFICULT 

TO NAVIGATE 
THE COMPLEX 
HEALTHCARE 
CONTINUUM.

Privately Paid Case Managers 
Serve as Patient Health Advocates
Model similar to field case manager

Case managers work with patients 
across the care continuum, and 
their roles and titles vary. But 

one of the lesser-known models for case 
management is in private pay, where 
they are known as health advocates or 
patient advocates.

It is a growing 
field, as patients 
and families often 
find it difficult 
to navigate the 
complex healthcare 
continuum. Health 
advocates provide 
case management-
type services with 
their chief goals 
related to patients’ 
needs. Typically, 
their work is funded by 
patients and patients’ families.

“When I started LifeSpan Care 
Management 15 years ago, the 
term ‘health advocate’ wasn’t used,” 
says Michael Newell, RN, MSN, 

founder and president of LifeSpan in 
Haddonfield, NJ.

“My model is the same as a field 
case manager who is working for a 
private rehab company or a workers’ 
compensation insurance company,” 

Newell says. “We see 
patients, following 
them through 
their course of 
treatment until they 
reach maximum 
improvement, or the 
client says, ‘I don’t 
need you anymore.’”

The health/patient 
advocate model 
involves case managers 
paying attention to 
what the client wants. 

Often, it is a patient’s 
family that might hire a health advocate 
to help navigate their loved one’s health 
challenges.

“We usually have families calling us,” 
says Bobbi Kolonay, RN, BSN, MS, 
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EXECUTIVE SUMMARY

Health advocates provide case management-style services in the private 

sector, helping patients maintain health and mobility in home settings or 

managing care transitions .

• Families sometimes hire health advocates to help their loved ones navigate 

medical challenges and transitions .

• Goals include optimizing patients’ health and quality of life .

• Health advocates work with health facility case managers, utilization review 

managers, and payers .

CCM, president of Holistic Aging & 
Options for Elder Care in Pittsburgh.

“Unfortunately, when families 
have reached the point where they 
are so overwhelmed or don’t know 
what to do, that’s the typical call we 
get,” Kolonay says. “About 15% call 
for a preventive role, but the majority 
call when it’s a crisis and they really 
don’t know what to do.”

Since Kolonay started the 
company about two decades ago, it 
has grown from one employee to 14 
employees. The patient advocates 
are case managers with nursing 
backgrounds, she says.

The health advocate model is 
clinician-driven, Newell says.

“We’re paying attention to the 
details of what the medical issues 
are and to optimize the client’s 
functionality of life, using tools that 
are at a case manager’s disposal,” 
he explains. “These tools include 
rehab tune-ups, adaptive equipment, 
referring to specialty providers, 
referring to nontraditional providers 
— all based on what the client wants, 
needs, tried before, or what might 
help them.”

Patients with a personal advocate 
receive help scheduling and attending 
doctor’s appointments, filing 
insurance appeals, benefiting from 
care conferences, and coordinating 
discharges, he adds. (See story on 
health advocates services, page 100.)

Case managers typically see 
patients who have chronic and 
complex illnesses and are at risk 
for hospitalizations and ED visits. 
Their goals are to help these patients 
become stable medically and improve 
in their self-care.

Health advocates provide 
additional customer service to the 
case management role, Newell says.

“The customer service piece in 
healthcare is so ragged that a lot of 
times patients aren’t heard, or they 
are promised things that do not 
happen,” he says.

For example, Newell regularly sees 
patients who should have been told 
about palliative care, but this topic is 
ignored.

“In one case, the patient was in 
subacute care and hadn’t made any 
progress in 28 days, and the family 
was told to send him to a nursing 
home,” Newell recalls. “We addressed 
palliative care and assisted the patient 
and family to work through those 
issues, and they went for this option.”

The family was relieved to 
have an option that did not hinge 
on a recovery that might never 
occur. “Palliative care is a difficult 
conversation to have, but at the end, 
they were relieved because they could 
see that they’ve done everything 
they reasonably could do,” Newell 
explains.

Health advocates can see any 
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patient at any point in their medical 
and cognitive status. For instance, 
most patients at Holistic Aging 
experience cognitive problems. Most 
are older than age 80 years and live 
alone, Kolonay says.

“Their children might have tried 
to pull in external caregivers, but 
there’s no one managing them,” she 
says. “When we work with them, we 
develop a very trusting relationship.”

The goal is to help patients remain 
autonomous, but know they have 
someone looking out for them.

From a case manager’s perspective, 
the health advocate’s role includes a 
business aspect.

“No matter what setting you’re in, 
you have to work it like a business,” 
says Jeanne Stanton, RN, BSN, 
MHA, LNHA, care manager at 
LifeSpan Care Management.

Not all case managers and 
healthcare providers think in 
those terms, but private-pay case 
management roles have to be 
economically sustainable. They need 
to show that what they do helps other 
healthcare providers sustain their 
business interests as well, she notes.

When health advocates recognize 
other providers’ interests, it builds 
good will. “They’ll come away talking 
about it in a positive way, and you’ll 
get more business,” Stanton says.

Health advocates often begin 
their interactions with patients in 
the hospital or skilled nursing facility 
following a medical crisis.

“A typical example is a patient 
who was living alone, fell in the 
house, broke a hip, and went to the 
hospital for surgery,” Newell says. 
“Then, the patient goes to a nursing 
home for subacute care and has been 
there about three weeks when the 
family is notified that Mama is going 
to be discharged in three days, and 
they know Mama isn’t ready to go 
home.”

The patient is unable to engage 
in rehabilitation, is experiencing 
shortness of breath, and there is not 
a good plan for home care. That is 
when the patient’s family calls in a 
health advocate.

“We assess that person, and, 
more often than not, there are some 
unresolved medical issues that haven’t 
been taken into consideration in 
terms of ending the rehab,” Newell 
explains.

The health advocate can discuss 
the patient’s situation with the 
facility’s case manager or utilization 
review manager and/or with payers 
to see if the patient’s planned 
discharge might need to be changed.

“I want to see the denial of 
further treatment on paper, not 
verbally,” Newell says. “That will 
slow down the process, typically 
delaying the discharge for about 
a week until these things are 
addressed.”

The problem that health coaches 
help solve is that years of speeding 
up discharges have led to low 
expectations for patients’ functional 
skills. If patients meet these minimal 
criteria, they are told to go home, 
even if they are in no condition 
to return to their daily activities, 
he says. InterQual Level of Care 

criteria that determine a patient’s 
required level of care might not be 
documented adequately.

“We’re aware of those criteria 
and refer to it when we address a 
discharge that we feel is premature 
or inappropriate,” Newell explains. 
“To discharge a person to home 
under Medicare guidelines, you need 
a willing and able caregiver, and it 
needs to be a safe discharge. Often, 
that doesn’t happen.”

The health advocate’s goal is to 
remind the facility’s case manager, 
social worker, or physician about the 
standard for Medicare discharges, he 
adds.

“We’re a little different than a 
hospital case manager or insurance 
company case manager in that we 
act as fiduciary,” Newell says. “A 
fiduciary is someone who takes 
responsibility of advising their client, 
based on what they think is best for 
their client and what they would do 
for themselves or their loved ones.”

Gaining extra time before 
the patient is discharged has two 
potential benefits:

• Giving the health advocate and 
providers an opportunity to ensure 
the patient will be safe to return 
home;

• Giving the patient’s family 
time to arrange for obtaining any 
necessary help in the home.

“The family might still be stuck 
in thinking, ‘I can’t believe Mom 
fell and broke her hip,’” Newell says. 
“They think it’s a one-off. But, no, 
the fact that mom fell and broke 
her hip means that we have to get 
her back to her previous level of 
functioning, which she might not 
be able to do, but she’s at risk for 
another fall.”

The health coach will help family 
members assess the patient’s home 
to look for risks that might cause the 
patient to fall again, he adds.  n

“THE CUSTOMER 
SERVICE PIECE IN 
HEALTHCARE IS 

SO RAGGED THAT 
A LOT OF TIMES 

PATIENTS AREN’T 
HEARD, OR THEY 
ARE PROMISED 

THINGS THAT DO 
NOT HAPPEN.”
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How Health Advocates Work With Patients,  
Case Managers, and Other Resources

A health advocate’s role varies,  
 depending on the patient 

populations and goals.
“We have cases that we follow 

for short or long periods” says 
Jeanne Stanton, RN, BSN, MHA, 
care manager, LifeSpan Care 
Management of Haddonfield, NJ.

On any particular day, Stanton 
might call a client to assess his or 
her emotional, behavioral, and other 
issues. For example, Stanton called 
one client on a recent holiday and 
asked how she was doing.

“This particular client had 
decided she didn’t need me, saying, ‘I 
don’t know what my kids are doing. 
I’m fine,’” she recalls.

Stanton continued to help her 
because her children wanted their 
mother to receive help in the event 
of a physical or cognitive decline. 
From the brief phone call, Stanton 
gathered a lot of information from 
the woman’s tone of voice, words, 
mood, and whether she exhibited 
shortness of breath.

“The phone call went very well 
because it turned out she was alone. 
There was no family with her and 
no plans for the day, and I knew 
that in the past she was a very social 
person,” Stanton says. “She wasn’t 
upset during the conversation, and 
she didn’t say, ‘Why are you calling 
me? I fired you.’ She said, ‘It’s so nice 
of you to call me today. Let me tell 
you about my friends.’”

As the woman chatted about her 
friend’s health and recovery from a 
stroke, Stanton used the opportunity 
to ask how her client was doing with 
her breathing.

Afterward, Stanton called the 
family to report that she had spoken 
with their mother for 15 minutes 

and she did not appear to be short 
of breath and she was excited and in 
good spirits.

“If she had sounded depressed 
or short of breath, that would have 
prompted a visit to the home,” she 
says.

Often, clients seen by patient 
advocates have cognitive disorders. 
Care management plans often 
include methods for helping 
them with daily tasks, sleep, 
and preventing infections, says 
Bobbi Kolonay, RN, BSN, 
MS, CCM, president of Holistic 
Aging & Options for Elder Care 
in Pittsburgh. The organization’s 
patient advocates are nurses with 
case management backgrounds.

“When you have some kind 
of cognitive disorder, one of the 
things is you can’t initiate tasks,” 
Kolonay says. “Cooking is a step-
by-step process, and you have to do 
something sequential.”

Clients often have poor 
nutrition, so health advocates make 
recommendations for how they 
might improve their health, she 
adds.

“When we get involved, the 
client becomes more autonomous,” 
Kolonay says. “The family has been 
missing that huge component of 
knowing someone local they can rely 
on, and we become that person.”

Kolonay and Stanton describe 
the ways health advocates work with 
patients:

• Help patients cope with care 
transition hiccups. A long-term 
care facility or assisted living facility 
might tell a patient and family that 
the patient is no longer appropriate 
for that facility or that the patient 
is refusing necessary assistance such 

as a private pay home health aide, 
Stanton notes.

“The client declines, saying, 
‘I’m paying you. Why should I pay 
someone else?’” she explains. “The 
family calls us in to work with the 
team of staff.”

Health advocates collaborate with 
the patient’s healthcare team and 
help everyone reach an agreement on 
the care transition or any necessary 
changes.

“We develop trusting 
relationships with clients and 
their families, and then we have to 
develop trusting relationships with 
the team,” Stanton says.

Sometimes, the health advocate 
can convince the long-term care 
facility to give the patient a little 
more time to make the transition. 
If problems persist, then the health 
advocate might suggest the family 
seek help from a physician, social 
worker, community resource, or even 
a healthcare attorney, she adds.

• Prepare a life care plan. “We’re 
running a business, so the first thing 
is we have a contract for services 
that everyone signs,” Kolonay says. 
“Then, we create a life care plan.”

Clients might be at home, in 
the hospital, or in a long-term care 
facility when the health advocate first 
meets them.

“Typically, they’re in the home, 
but we go wherever they are,” she 
says.

• Assess the home environment. 
“The first visit is an assessment visit. 
We use an assessment form that goes 
through geographical information 
and payer source information and 
religion, contacts, and all of those 
kinds of demographic questions,” 
Stanton says. “It also goes through a 
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physical assessment, actually taking 
vital signs, asking questions, and 
getting specifics about treatments.”

The in-home assessment partly 
is a trust-builder. (See story on 
advocating and building trust through 
observation, page 102.)

“If I can’t develop trust, I’m not 
going to get very far,” Stanton says. 
“As you start to talk with the person, 
you uncover things that even their 
family doesn’t know.”

• Check on medications. During 
the initial assessment phase, Stanton 
finds out which medications the 
patient is taking and the dosages.

“If I see a problem like 
noncompliance with the medication, 
then part of my recommendation on 
the plan of care is to hire someone 
or find a family member or neighbor 
or church friend to help the patient 
organize medications,” Stanton says.

“I try to find the most effective 
way of handling these issues,” she 
notes. “There are a lot of things 
you can do without having to pay 
someone.”

The cost of any kind of help is a 
barrier for patients, even if they can 
afford it. “Seniors are thinking, ‘This 
is all I have, and now you want me 
to spend it all?’” Stanton says.

• Discuss the plan. “If clients are 
on their own, I talk to them about 
the plan, but not until the entire 
assessment phase is over and I’ve 
written the plan,” Stanton says.

“If the family and client and I 
see that it’s hard to get the walker 

through a space, or maybe the client 
is having difficulty on steps to reach 
a bedroom on the second floor, then 
I might talk to the family after I 
leave and say, ‘These are the things I 
saw that are more emergent than the 
other things that you might want to 
handle right away,’” she explains.

Most of the houses Stanton has 
viewed are cluttered, largely because 
people collect things over time. 
People have memories attached to 
their items, making it challenging to 
convince them to get rid of it or even 
to move things, she says.

Patients might have the attitude 
of “These are my things, and this 
is where my chair has always been, 
so why should I move it now?” she 
adds.

• Offer alternative health 
services. When Kolonay began 
working as a health advocate, she 
realized she needed more than what 
she had already learned to effectively 
help elderly patients.

“I developed a holistic approach, 
learned holistic therapies, and 
studied overseas,” she says. “I studied 
in China for two months, learning 
traditional Chinese medicine. Then I 
went to India and studied Ayurvedic 
medicine.” (Information is available 
at: http://bit.ly/2xxZGQh.)

Kolonay also traveled to Peru to 
study Peruvian medicine, learning as 
many alternative therapies for aging 
patients, as she could.

“I’m a certified holistic nurse, and 
to become that I had to learn a lot 

of different modalities of alternative 
medicine, including clinical 
aromatherapy and use of herbs,” she 
says.

For example, clients sometimes 
experience urinary tract infections 
that can worsen and become chronic. 
Conventional antibiotic treatment 
sometimes can be ineffective 
and result in needing stronger 
medication that can lead to adverse 
events, Kolonay notes.

“We recommend an herbal 
supplement that has cranberries and 
herbal ingredients that push bacteria 
out when the person urinates,” she 
explains. “It’s helped quite a few 
of our clients, and it has no side 
effects.”

This type of treatment was used 
for years before antibiotics were 
invented, Kolonay notes.

Alternative treatments also can 
work well with clients’ insomnia.

“You do not want to give a 
sleeping pill to an older adult 
because it processes through their 
bodies much more slowly, and there 
are a lot of side effects,” she says. 
“We look for alternatives, like sleep 
diaries that help a person keep track 
of when they’re sleeping and when 
they’re not.”

Often, older people will sleep 
some during the day and then stay 
up part of the night. They can 
change this habit by using the herb 
melatonin before bed, through 
exercise, or by taking a salt bath with 
Epsom salts, Kolonay says.  n
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Observe and Take Notes, But Try Not to Judge
Home assessments are tricky

Health advocates can collect 
comprehensive and important 

information about a patient’s daily 
life and share the findings with 
primary care providers.

But it can be challenging to walk 
through someone’s home and listen 
and observe without judging and 
wanting to take immediate action.

The health advocate’s role is 
to gain a comprehensive picture 
of the patient’s daily life and give 
that information to primary care 
providers, says Jeanne Stanton, RN, 
BSN, MHA, care manager, LifeSpan 
Care Management of Haddonfield, 
NJ. For example, the health advocate 
might suggest that the family hire 
home health aides to help the patient 
clean the house and cook meals, she 
explains.

“I observe the space surrounding 
us, as we talk and walk through the 
home,” Stanton says. “I might find 
that the home doesn’t have working 
electricity or running water, or that 
there is a lot of hoarding.”

But it is not her job to fix it 
single-handedly. Instead, she brings 
her observations and concerns to 
patients’ providers. If there is an 
immediate safety danger, Stanton 
might talk with the patient and/or 

family about the emergency issue and 
how they might want to handle it 
right away.

Stanton checks the house for 
obstacles, such as plants, furniture, 
vases, or clutter, that could cause the 
patient to trip and fall or prevent a 
walker from getting around them.

“It’s not my place to move 
furniture or even suggest moving it 
because that doesn’t set you up for 
a trusting relationship,” she says. 
“But I observe and find out what the 
patient’s daily routine is all about.”

Home safety is paramount, and it 
can be challenging to achieve when 
patients have dementia.

“When someone has a memory 
disorder, we are focused on their 
safety in the home, and we start with 
an assessment of the kitchen,” says 
Bobbi Kolonay, RN, BSN, MS, 
CCM, president of Holistic Aging & 
Options for Elder Care in Pittsburgh.

Patient advocates are like 
detectives, examining the refrigerator 
to get an idea of how well the person 
is eating. If the refrigerator is filled 
with spoiled or decayed food, or if it 
is empty, then the patient’s nutrition 
may be poor and help likely is 
needed.

“Or, if there’s a gas stove and a 

burned teapot sitting on top, then it 
tells you they’re leaving the burner 
on and are walking away from it,” 
Kolonay explains. “It means they 
need help with preparing meals, and 
they need someone to organize their 
cupboards.”

They assess the halls and main 
rooms for fall hazards. The care 
manager might watch clients walk to 
see if they can maintain balance and 
navigate steps.

“We look at how they’re walking 
if they go from a hardwood floor to a 
different surface to see how they are 
able to make a transition,” Kolonay 
says. “Do they lose balance when 
they get up? What is their gait like?”

The next stop might be the 
bathroom.

“No one will admit that they’re 
not showering, but if there’s soap 
that is cake-dry, this is a cue that the 
shower is not being used,” Kolonay 
says. “We might ask them to get in 
and out of the bathtub or shower to 
see if they have a difficult time doing 
that.”

A care manager also might ask 
the client to sit, while dressed, on 
the toilet to see whether the person 
has any difficulty standing from that 
sitting position.  n
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Collaborations Between Health Advocates and 
Case Managers, Others Can Make a Difference

C ase managers and other 
healthcare providers increasingly 

are finding that their work includes 
collaboration and communication 
with providers and health advocates 
across the care continuum.

For health advocates, these 
interactions are necessary to help the 
patient achieve optimal health and 
function.

“As soon as any of our clients 
are hospitalized, the first call we 
make is to the case manager,” says 
Bobbi Kolonay, RN, BSN, MS, 
CCM, president of Holistic Aging & 
Options for Elder Care in Pittsburgh.

“We introduce ourselves and we 
say we want to make their job as easy 
as possible,” she says. “We provide 
them with all the information they 
need.”

For example, if health advocates 
have visited patients’ homes, they 
will tell case managers about patients’ 
home environment, including listing 
any caregivers who can help patients, 
Kolonay says.

“Once case managers develop a 

trusting relationship with us, we can 
make their job so much easier,” she 
adds. “We work with case managers 
and they let us know the results of 
tests. They’re the best people for us to 
work with.”

Health advocates also show case 
managers and other providers the 
patient’s signed HIPAA forms when 
they introduce themselves and briefly 
explain the services they provide to 
clients.

“If I’m called in to see a client in 
a hospital bed, it usually means the 
client was in the hospital for a long 
period of time — days or weeks,” 
says Jeanne Stanton, RN, BSN, 
MHA, care manager, LifeSpan Care 
Management of Haddonfield, NJ.

“Then, the hospital says the person 
needs to leave tomorrow and go to 
this long-term care or skilled nursing 
facility, and the family and client 
are upset that they have less than 24 
hours to figure this out,” she adds.

That is when the health advocate is 
called in by a physician, attorney, or 
family member.

“They might call us to quickly 
resolve this issue,” Stanton says.

“I do a quick physical and 
psychosocial assessment to see if the 
level of care is correct, and I usually 
have two to four hours to figure this 
out.”

For instance, Stanton will send 
a family member out to look at two 
possible settings for the patient’s next 
transition.

“I might talk with physicians and 
say, ‘Why did you choose today for 
the discharge? Why didn’t you discuss 
this with the family earlier?’” Stanton 
says.

Sometimes, providers will 
postpone discharge for a day. The 
health coach might convince the 
assisted living facility or long-term 
care facility to allow the patient to 
stay for a week instead of the 30-day 
minimum stay.

“If they need to be moved out 
within four or 24 hours, then let’s talk 
behind the scenes and see what we 
can come up with to help this family,” 
Stanton says.  n

Work With Community Partners to Develop 
Solutions for Opioid Use Disorder Patients
Medication-assisted treatment, peer navigators, sophisticated tracking systems are important

While many emergency 
physicians are reluctant to 

tackle the issue of addiction, there is 
growing recognition that EDs offer a 
huge opportunity to identify patients 
with opioid use disorders (OUDs) 
and link them to meaningful care. 
The obstacles are many, but forward-
thinking emergency medicine 
leaders in regions hit hard by the 

opioid epidemic are finding paths 
to success, often in partnership with 
other agencies or community groups.

For instance, officials at the 
University of Kentucky Center 
on Drug and Alcohol Research 
(CDAR) have teamed up with the 
University of Kentucky’s department 
of emergency medicine to develop 
a new, streamlined solution for 

patients who present to the ED with 
OUD.

In Jefferson County, AL, which 
has seen some of the highest rates of 
opioid overdose (OD) deaths in the 
country, emergency providers at the 
University of Alabama Birmingham 
(UAB) Hospital start appropriate 
patients on approved medications for 
their opioid addictions. Providers also 
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use plenty of other new resources at 
their disposal, all of which are aimed 
at ending the cycle of addiction that 
brings patients to the ED repeatedly.

Identify Opioid Use 

Disorders

According to the CDC, 
Alabama leads the nation in opioid 
prescriptions, and the consequences 
are evident in Jefferson County, 
where Birmingham is located. In 
2017, the county’s OD rate was 
48.75 per 10,000 people, more 
than double the statewide average, 
according to data from the Substance 
Abuse and Mental Health Services 
Administration (SAMHSA). Those 
deaths were attributed not only to 
prescription opioids but other drugs 
such as heroin. The department 
of emergency medicine at UAB is 
tackling the issue head-on by taking 
steps to equip all its providers with 
the ability to prescribe medication-
assisted treatment (MAT) and by 
working with community partners to 
immediately link patients with OUD 
to the services they need to recover. 
The new program is funded with a 
$1.5 million grant from SAMHSA, 
part of the U.S. Department of 
Health and Human Services.

Patients in need of care for an 
OUD are identified in multiple ways, 
explains Erik Hess, MD, MSc, vice 
chair for research in the department 
of emergency medicine in the UAB 
School of Medicine and the principal 
investigator for the new ED MAT 
program.

“There are some more obvious 
ways that patients present. They 
may have an overdose or they may 
present in withdrawal from opioids,” 
he says. However, Hess adds that 
patients with OUD also may 
present with other issues, such as 

bloodstream infections, endocarditis, 
or even sepsis, all of which can be 
complications from drug use.

Hess notes that investigators have 
developed an online clinical decision 
support tool to guide physicians 
if they suspect a patient may have 
OUD and assist them in making the 
diagnosis. “If a patient has symptoms 
of withdrawal for consideration, 
there is a scale at that point, the 
COWS [Clinical Opiate Withdrawal 
Scale], which clinicians can apply 
to determine the severity of the 
withdrawal,” he shares. “If the score 
is greater than 8, then the patient is 
in a significant enough withdrawal 
to consider the administration of 
Suboxone [buprenorphine and 
naloxone]. If the score is less than 8, 
then the patient is a candidate for a 
short-term prescription for Suboxone. 
That can then be initiated in the 
outpatient setting.”

Further, all patients diagnosed 
with OUD are linked with peer 
navigators. “These are individuals 
who are in sustained recovery from 
opioids who come meet with the 
patients while they are in the ED, 
help explore their interest in engaging 
in treatment, and help them navigate 
the system so they can get into 
rehabilitation,” Hess relates.

Although the peer navigators are 
based in the ED, they have been 
identified and trained to serve in 
this role by the Jefferson County 
Department of Public Health and 
other community agencies. “The 
community had already invested in 
and developed [the navigators] to 
bring on board and add another link 
to the chain [of support],” Hess notes.

Obtain DEA Waivers

Although emergency physicians 
are empowered to administer a 

dose of Suboxone to patients in the 
ED to ease immediate withdrawal 
symptoms, Hess is working to 
significantly increase the number of 
emergency physicians at UAB who 
undergo the required training to 
receive a physician waiver from the 
Drug Enforcement Administration 
(DEA), enabling them to write 
prescriptions for the drug, too. Hess 
cites research data to explain the need 
for this step.

“A trial ... of an ED-based 
administration of MAT protocol 
showed that patients who were 
provided with a short-term 
prescription of Suboxone — an 
outpatient prescription — were twice 
as likely to be in treatment at 30 
days. There was a substantially lower 
rate of opioid use within the week [of 
their ED visit],” Hess explains.1

Simply providing a referral 
without providing a bridge treatment 
often results in patients developing 
severe withdrawal symptoms, which 
renders them less likely or unable 
to engage with the health system 
for rehabilitation, Hess cautions. 
“Getting these patients on Suboxone 
deals with their cravings and 
withdrawal symptoms. It creates 
a degree of stability to where they 
function better,” he says. “It really 
kind of primes them and gives them 
the ability to engage in treatment or 
long-term rehabilitation.”

Hess acknowledges that not all 
emergency physicians welcome the 
idea of confronting addiction in the 
ED. “There has been pushback, but 
there are different reasons for it,” he 
says. “One of the first barriers in the 
department that I worked on was the 
stigma [associated with addiction]. 
That is often based on [providers] not 
understanding how addiction affects 
people.”

Further, providers often believe 
there is little that can be done to 
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address addiction. Providers need 
to understand there are effective 
treatments, Hess says. Then, there 
is the practical barrier of physicians 
needing to acquire a DEA waiver. 
“The government has made a 
decision to require physicians to get 
an eight-hour training certification 
in order to ... prescribe Suboxone,” 
he says. Hess allows that this can irk 
some emergency physicians who see 
the requirement as just one more task 
they are asked to handle.

Establish Infrastructure

Program administrators are 
working to overcome these obstacles, 
and they have established lofty goals 
for the effort. They intend to enroll 
550 patients with OUD in the ED 
MAT program over three years. 
They hope 75% of those participants 
report abstinence from opioids at 
six months. Further, working with 
community partners, program 
leaders hope to decrease the number 
of OD deaths in Jefferson County 
by more than 30%. The MAT trial 
to which Hess alluded suggests these 
goals are achievable.

“In the context of that trial, 78% 
of patients were still in treatment at 
30 days,” he says. “What is going 
to be the biggest challenge in this 
particular [program] is getting 
people into treatment and getting 
them to stay in treatment.”

Hess notes there are several 
different community agencies 
working simultaneously to address 
the opioid problem in the region. 
“[Alabama] Gov. [Kay] Ivy is putting 
together a task force trying to 
make a dent in this. The Jefferson 
County Department of Health has 
already invested in this area,” he 
explains. For instance, the Jefferson 
County Recovery Resource Center, 

established with the help of the 
county health department, serves as 
a referral hub to coordinate patients 
to appropriate treatment centers. 
“The combined efforts have more 
potential to produce an effect,” Hess 
adds.

Fortunately, the ED at UAB 
Hospital has infrastructure in place 
to effectively link patients to care 
and to keep tabs on their progress. 
This is thanks to earlier work focused 
on identifying and treating patients 
with HIV and hepatitis C. The same 
systems can be leveraged in the 
ED MAT program, Hess notes. In 
fact, there is considerable overlap 
in the affected patient populations 
of these three diseases, according to 
program administrators. Another 
goal of the ED MAT program is to 
ensure 75% of UAB’s emergency 
physicians possess their DEA waiver 
to prescribe Suboxone. Currently, 
data show only 3% of physicians in 
Alabama have received this training.

Confront Barriers

Officials at the University of 
Kentucky CDAR also recognize that 
the ED presents an opportunity to 
intervene with patients with OUD 
and link them to care. However, 
this opportunity has been missed 
in the past when these patients 
have presented for care. Part of the 
problem was there was no way to 
place these patients in treatment for 
their OUD quickly.

To address the issue, the CDAR 
teamed up with the EDs at UK 
HealthCare to establish the First 
Bridge Clinic, a setting where 
patients can be seen quickly after 
their ED visit and receive evidence-
based care, counseling services, and 
ongoing monitoring to promote 
recovery from their OUD. Funds for 

the initiative were provided by the 
state through the 21st Century Cures 
Act. The First Bridge Clinic opened 
for patients in January 2018. 

“The challenge is that OUD 
patients have a lot of issues in their 
lives, and it is hard for them to 
make it to scheduled appointments. 
We have had to try to break down 
as many barriers as possible to get 
them to the clinic after their ED 
visit,” explains Roger Humphries, 
MD, professor and chair of the 
department of emergency medicine 
at the University of Kentucky 
College of Medicine. “Those are the 
things we have worked on over the 
last year.”

For instance, the clinic is housed 
at the CDAR, which is about one 
mile from the ED at UK Albert B. 
Chandler Hospital, UK HealthCare’s 
Level I trauma facility. “It is not 
right next door, so that is one of the 
challenges,” Humphries notes. “A lot 
of times, social workers and others 
[here in the ED] can help arrange 
transportation for patients.”

Further, the clinic provides 
expedited care for patients who 
present to the ED with an identified 
OUD. “Sometimes, patients present 
with an OD; sometimes, they 
present in withdrawal,” Humphries 
says. “Then you’ve got all the 
different infections that can develop, 
especially from IV opioid drug use.”

Explore MAT Initiation

A relatively new practice in the 
ED at Chandler Hospital is the 
ability to administer buprenorphine 
to those patients who are in 
withdrawal from their opioid use. 
Similar to the process in place at 
UAB Hospital, the patients can be 
linked to care. “The goal of the First 
Bridge Clinic is to get patients into a 
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situation where they can be assessed 
by an addiction management 
specialist and then, hopefully, 
continue on buprenorphine or some 
other MAT to help them deal with 
their OUD and get them stabilized,” 
Humphries observes.

Humphries cautions that 
emergency providers must ensure 
patients are at the appropriate level of 
withdrawal to receive buprenorphine. 
“The drug is such a strong binder 
on the opioid receptor that if 
patients are not at a certain degree 
of withdrawal, you could potentially 
make them feel worse [by providing 
buprenorphine],” he warns.

For instance, if a patient took 
heroin one or two hours before 
presenting to the ED, and he was 
not yet in withdrawal, providing 
him with buprenorphine could put 
him in withdrawal rather than ease 
his symptoms. However, when the 
drug is administered to appropriate 
patients, it can take away almost all 
their discomfort from withdrawal 
and stabilize them, Humphries 
notes.

The ED is wrestling with the 
challenge of how to best manage 
patients who present to the ED 
with an OUD on a Friday evening. 
The First Bridge Clinic is open only 
Monday through Friday.

A core group of emergency 
physicians has received waivers 
to prescribe buprenorphine. The 
question: Provide patients with a 
prescription for buprenorphine that 
will last until their appointment at 
the First Bridge Clinic on Monday, 
or ask the patients to come back to 
the ED for subsequent doses?

To smooth transitions between 
the ED and the First Bridge Clinic, 
the ED has put some electronic 
processes in place. “When we [input] 
a discharge order that the patient is 
to follow up with the First Bridge 

Clinic, the First Bridge Clinic is 
notified that this patient has been 
referred ... and then they can help 
contact the patient,” Humphries 
notes. “We have tried to break down 
as many barriers as possible.”

Humphries adds that while the 
ED does not employ peer support 
specialists or navigators to pair with 
OUD patients at this time, those 
resources are available at the First 
Bridge Clinic. “We refer patients 
there every day,” he says.

Provide Addiction 

Education

Other challenges remain. 
Educating emergency clinicians 
about the nature of addiction and 
what they can do to intervene is 
an ongoing process, Humphries 
notes. “We all agree that we need to 
relieve suffering, and we need to do 
whatever we can do for patients no 
matter what their circumstances are. 
There is a spectrum of acceptability 
among physicians to MAT,” 
he shares. “A lot of emergency 
physicians, like a lot of the public, 
haven’t come to understand yet 
that there is a difference between 
addiction and dependence.”

Thus, some emergency 
physicians continue to maintain 
that when providing patients with 
buprenorphine, one substitutes one 
drug for another, which is a poor 
option in their view, Humphries 
explains.

“In reality, though, you are 
taking a patient from an addiction 
disorder, which has all kinds of 
societal consequences [such as] 
stealing from family members and 
other types of crime and violence, 
to someone who is stabilized and 
dependent on opioids, but is not 
addicted to opioids,” he explains. “I 

don’t think there is a wide enough 
understanding of that difference and 
why it is acceptable to give somebody 
an opioid agonist even though [he or 
she] has an OUD problem.”

The goal should not be curing 
patients with OUD, but rather 
stabilizing them, Humphries 
stresses. “What you are doing is 
giving them a chance to re-enter 
society, be a productive member, 
have relationships with their family 
members, and to contribute,” he says. 
“That stabilization in itself is a huge 
goal and a huge win for the patient, 
for the healthcare system, and for 
society.”

Humphries adds that from a 
pragmatic standpoint, it should be 
clear to emergency providers that the 
opioid epidemic is not improving; 
a different approach is needed to 
achieve a better outcome. “For so 
long, we have had so few resources 
that there was a learned helplessness,” 
he says. “We told people that 
opioid withdrawal was not a life-
threatening problem, but it actually 
is life-threatening if you look at ODs 
that happen when patients are in 
withdrawal.”

Humphries’ advice to other 
EDs that may not be as far along 
in developing their own solutions 
for managing patients with OUD is 
to realize that any barrier one puts 
in front of patients will decrease 
the chances that they arrive at a 
designated treatment provider. “You 
have to look at your process and 
make it as streamlined as possible,” 
he says.  n
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COMING IN FUTURE MONTHS

Leapfrog Says Patient Safety Measures 
Improving; Maternity Not So Much

A recent report from the Leapfrog  
 Group — a nonprofit 

organization that aims to improve 
healthcare quality by increasing 
hospital transparency — and Johns 
Hopkins found that poor hospital 
performance on 16 patient safety 
measures caused more than 161,000 
deaths annually, a decrease from 
2016.

The Spring 2019 Leapfrog 
Hospital Safety Grades updates 
the group’s estimate of deaths due 
to errors, accidents, injuries, and 
infections, breaking them down by 
the A through F scores Leapfrog 
assigns to hospitals.

An analysis of 2,600 hospitals 
reveal that when compared to A 
hospitals, there was a 92% greater 
risk of avoidable death at D and F 
hospitals.

There was an 88% greater risk of 
avoidable death at C hospitals and a 
35% greater risk at B hospitals.

“Even A hospitals are not perfectly 
safe, but researchers found they are 
getting safer,” the Leapfrog report 
says.

“If all hospitals had an avoidable 
death rate equivalent to ‘A’ hospitals, 
50,000 lives would have been saved, 
versus 33,000 lives that would have 
been saved by ‘A’ level performance in 
2016.”

Leapfrog estimates that 160,000 
lives are lost each year to avoidable 
medical errors. That is down from the 
group’s estimate of 205,000 avoidable 
deaths annually in 2016 (The report 
is available online at: https://bit.
ly/2WNecia.)

The report suggests that healthcare 
organizations are still struggling to 
address patient safety and quality, says 
Stanley Pestotnik, MS, RPh, vice 

president of patient safety products 
at Health Catalyst, a healthcare data 
analytics company based in Salt Lake 
City. “A lot of organizations chase 
regulatory measures and get focused 
on the regulatory aspect of healthcare, 
what is required for reporting — and 
in doing that, they unintentionally 
separate safety from quality,” he says.

“As we move into this higher 
reliability organization paradigm, we 
need to be preoccupied with safety 
and other failures. If you take a 
myopic view of this from a regulatory 
standpoint, you lose this connectivity.”

Culture also plays a pivotal role 
and tends to be undervalued in some 
healthcare organizations, Pestotnik 
says.

“We also need to be able to 
measure more accurately events that 
are occurring, and not just those that 
have to be reported from a regulatory 
standpoint but all events that cause 
harm. As part of that, we have to 
understand the culture at the unit 
level because that is where the culture 
lives,” he says.

“Those organizations that have a 
good culture of safety usually do a 
good job of providing quality care and 
have limited safety events,” Pestotnik 
adds.

“I think that’s what Leapfrog is 
trying to do here, showing that the A 
hospitals are doing much better than 
the other grades with preventable 
deaths, and that validates the 

accomplishments that got them the A 
grade.”

Leapfrog also recently released its 
2019 Maternity Care Report. Based 
on data voluntarily submitted by 
more than 2,000 U.S. hospitals, it 
shows how those hospitals adhere to 
best practices in cesarean sections, 
early elective delivery, and episiotomy 
rates. The group says only 20% of 
the reporting hospitals are fully in 
compliance with Leapfrog’s standards 
on those issues. (The report is available 
online at: https://bit.ly/2W18gB2.)

These are the main findings of the 
report:

• The average rate of early elective 
deliveries was 1.5% in 2018, the 
lowest rate since 2010 when the 
rate was first measured at 17%. The 
current 1.5% is well below Leapfrog’s 
target of 5%.

• Episiotomy rates were at 6.9% 
in 2018, down from 7.8% in 2017. 
Leapfrog’s target is 5% or less.

• The average rate of nulliparous, 
term, singleton, vertex cesarean births 
is not changing. It has been about 
26 since 2015, deviating only by 
one-tenth of a percentage each year 
since. The 2018 rate is 26.1%, and 
Leapfrog’s target is 23.9%.  n
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1. How is the health advocate role 

different from the typical case 

manager model?

a . Health advocates meet with 

patients in person, while case 

managers talk to them by phone .

b . Health advocates perform 

blood draws and other health 

checks, while case managers do 

not .

c . Health advocates provide legal 

services to patients, while case 

managers provide health services 

to patients .

d . Health advocates focus on the 

patient’s needs and desires, while 

case managers’ goals are aligned 

with what providers and payers 

believe is in the patient’s best 

interest .

2. Which is a health advocate’s 

first task when meeting with 

patients in their homes?

a . Help them with a bath

b . Perform an environmental 

assessment

c . Talk with the patient about 

palliative care

d . Take the patient to a primary 

care provider appointment

3. When health advocates assess a 

patient’s home, they look for:

a . safety hazards, nutritional 

status, hygiene challenges .

b . cleanliness and clutter .

c . life safety issues .

d . family support and quality of 

life .

4. When a health advocate learns 

from the family that a patient is 

hospitalized, who will the health 

advocate call first, according 

to Bobbi Kolonay, RN, BSN, 

MS, CCM, president of Holistic 

Aging & Options for Elder Care 

in Pittsburgh?

a . Primary care provider

b . Case manager

c . Payer

d . Social services


