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Case Management Program 
Addresses Gaps in Behavioral 
Health Needs
Need growing for uninsured patients

Healthcare providers increasingly 
treat at-risk patients who 
present with unmet behavioral 

health needs, and it takes a village to 
solve this problem.

For example, a 
health system in 
North Texas has 
formed a collabora-
tion with Collin 
County to address 
the behavioral health 
needs of ED patients 
who do not require 
inpatient acute care, 
but need outpatient 
mental health support 
or inpatient behavioral healthcare, says 
Susan Holsapple, LCSW, ACM-SW, 
regional director of comprehensive care 
management at Baylor Scott & White 
Health, North Texas East Region.

“Focusing on behavioral health is a 
growing trend,” Holsapple says. “People 

are more aware, but there is very little 
funding.”

In recent years, Baylor Scott & 
White’s ED has seen more patients 

with behavioral health 
needs, says Candace 
Hamilton, LMSW, 
ACM-SW, director 
of comprehensive 
care management at 
Baylor Scott & White 
Medical Center — 
Plano. “They faced 
long holds in the 
emergency department 
because they were 
unable to efficiently 

access the right level of care. There were 
a lot of hospital resources utilized to 
keep patients safe while on hold.”

The question hospital leadership 
asked was this: How could they help 
care managers address this burden and 
maintain patient safety? The county had 
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EXECUTIVE SUMMARY

EDs see at-risk patients with behavioral health needs that are not met in the 

community . Hospitals might not offer the best resources for these patients . 

A solution is a collaboration between a health system and community 

psychiatric health organizations .

• A health system in Texas works with a county’s mental health services to 

place ED patients in psychiatric beds, as needed .

• Before the collaboration, behavioral health patients faced long holds in the 

ED, waiting for psychiatric care .

• Another solution involved developing a Mobile Crisis Outreach Team to 

assess behavioral health patients anytime .

some behavioral health resources 
and behavioral health inpatient beds 
in facilities that were not affiliated 
with Baylor Scott & White. But the 
demand for these services was greater 
than the availability, Holsapple says. 
For instance, one day in the ED, 
there were eight people waiting for 
a bed in an inpatient psychiatric 
facility.

“At one point, there was funding 
for only two psychiatric beds in the 
entire county,” Hamilton says. “All 
healthcare systems were holding 
patients at different times.”

ED patients sometimes would 
wait 24 to 72 hours for a bed that 
could help them weather a psychi-
atric crisis, Holsapple says. “It was 
unfortunate for them because it was 
delaying care they needed,” she adds. 
“My hospital is down the street from 
the county jail, and we were get-
ting patients from the jail, as well, 
because it had been overloaded with 
individuals requiring psychiatric 
treatment. It was chaos all the time, 
and we weren’t caring for this vulner-
able population the best we could.”

The confluence of greater need 
for behavioral resources and low 
funding led to the health system 
creating a potential solution 
that combines its resources, case 
management, and collaboration 

with local governmental and 
nongovernmental organizations.

“Our campuses do not have 
inpatient behavioral health resources, 
so we really wanted to be on the 
front end to ensure the population 
in our community got to the right 
level of care in the start,” Holsapple 
says.

The county was transitioning its 
behavioral health resources to a new 
model, giving the health system an 
opportunity to be involved on the 
front end.

“Once we heard there was going 
to be a transition, we did everything 
we could do to get in front of it,” 
Holsapple says. “We reached out 
and made contact with the county 
behavioral health authority.”

They also helped the local mental 
health authority align their work 
with acute care facilities in the area. 
Together, they could support this 
vulnerable population, Hamilton 
says.

One method was to improve 
communication between inpatient 
psychiatric facilities and hospitals. 
EDs needed to know how many 
inpatient psychiatric beds were avail-
able so they could use that informa-
tion to help patients who presented 
to the ED with behavioral health 
needs, she explains.
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“We needed some idea of the 
status, and there was not any 
communication to the hospitals 
involved,” Hamilton says. “Because 
of our feedback, they now send us an 
email with a daily bed list.”

This small change was 
transformative, resulting from 
Hamilton and Holsapple meeting 
with local behavioral health officials 
and building trust, she adds. 
“Susan and I helped develop these 
relationships, and when we bring up 
these ideas, they’re more receptive 
to it,” Hamilton says. “It’s been 
impactful.”

The hospital has developed 
additional partnerships in the 
community, building trust and 
working with the community 
behavioral health authority to 
ensure hospital staff can reach 
the right supervisor to facilitate a 
patient transfer from the ED to 
the psychiatric inpatient facility, 
Holsapple says.

With an understanding of how 
much behavioral health problems 
affected EDs and patients, the local 
psychiatric authority examined ways 
to expand their number of inpatient 
beds. They began to use their funding 
more efficiently, and apply for grants.

“They were able to look at their 
own funding and figure out a way to 
ensure there were always more than 
two beds,” Holsapple says. “The wait 
list doesn’t seem nearly as long. They 
seem to be moving people quicker.”

Another solution to the 
behavioral health crisis involves 
the use of a mobile health team, 
called the Mobile Crisis Outreach 
Team (MCOT). The outreach 
team performs behavioral health 
evaluations on site, and it travels to 
where patients are located, Hamilton 
explains.

Offering mental health support 
24/7 was one of Hamilton and 
Holsapple’s goals. “Initially, they 
were operating with Monday through 
Friday business hours, and, obviously, 
the behavioral health world is never 
stopping, and our world never stops, 
so we asked that those services grow,” 
Hamilton says.

MCOT’s professionals assess 
individuals for a behavioral health 
crisis and determine whether a 
person is eligible for funding of their 
services, Holsapple says.

“We also started talking with 
other inpatient behavioral health 
facilities to see if we could get 
our patients the care they needed 
quickly, regardless of the funding,” 
she adds. “We’ve pursued various 
partnerships in the community with 
inpatient psychiatric facilities that 
are willing to screen our patients and 
decide whether they need behavioral 
healthcare.”

An additional intervention 
involved telehealth psychiatric 
services. Since the local Baylor Scott 
& White hospital lacked inpatient 
psychiatric services, there was a 

need for additional psychiatric care. 
Telehealth psychiatrists can fill that 
gap.

“It’s another tool we used to 
reduce the long and inappropriate 
holds in the emergency room,” 
Hamilton says. “We have patients 
evaluated by telehealth psychiatrists, 
who can recommend lower levels 
of care, keeping the patient safe, or 
initiating treatment and medication 
in our emergency room.”

These remote psychiatrists interact 
with the hospital’s providers and 
the local mental health authority. 
It is a cost-effective tool, Hamilton 
adds. “This is not perfect, but it is a 
resource, and it helps patients access 
care more timely.”

The hospital also hired an ED 
social worker to help facilitate 
transfers of patients with behavioral 
health needs. The social worker has 
a behavioral health background, 
Holsapple says.

These changes go a long way to 
fill the gap between the need for 
psychiatric services and the actual 
behavioral health services that are 
available in the community, Hamilton 
notes. The changes have worked 
because of the collaboration and 
trust-building between the hospital 
and local behavioral health entities.

“I serve on an advisory board 
for the mental health authority,” 
Hamilton says. “Our message is the 
time and resources it takes to be at 
the table is impactful to change.”  n
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EXECUTIVE SUMMARY

Workers’ compensation case managers can help injured workers return to 

work much faster than they would without case management services and 

monitoring .

• Nurse case managers can start handling a workers’ compensation case while 

the injured or ill worker is still in the ED, getting the process rolling quickly to 

ensure the person receives all necessary help .

• The workers’ compensation industry largely follows occupational disability 

guidelines, which include evidence-based and data-driven methods to help 

employees return to work after an injury or incident .

• Without case management, an injured worker could become addicted to 

opioids and languish for weeks before returning to work — sometimes never 

regaining their previous activities of daily living .

Workers’ Compensation Case Managers  
Improve Outcomes for Workers
Case managers produce long-term, positive effect

C ase managers can make a big 
difference on the long-term 

health and economic impact related 
to workers’ injuries on the job, even 
when the injury is less serious.

“The unique situation of workers’ 
comp is we are able, as case managers 
of workers’ comp, to have an impact 
and stay in contact with patients from 
beginning to end,” says Barbara De-
Gray, RN-BC, CRRN, vice president 
of case management at Managed Care 
Advisors in Bethesda, MD.

Case management in other areas 
are focused on the setting, handing 
off a patient from one place to the 
next. “We are helping case manag-
ers manage across the continuum 
of care,” DeGray says. “In workers’ 
comp, generally, a nurse case manager 
is assigned soon after an incident, 
often the same day,” she explains. 
“That starts the process — identify-
ing that someone has been injured at 
work, exposed to illness at work, or 
has a situation where symptoms have 
developed.”

The industry standard is called 
occupational disability guidelines 
(ODG), which also is the name 
of a company that has extensively 
studied cases of injured workers and 
how long it takes them to recover 
and return to work. ODG employs 
evidence-based and data-driven 
guidelines that are used by payers, 
providers, workers’ compensation, 
and others. (For more information, see 
sidebar on page 29.)

Best and Worst Cases

Workers’ comp case managers 
are helpful with all injured or ill 
workers, but sometimes achieve the 
most striking results when working 
with employees who suffered a minor 
injury on the job, she notes.

“Sometimes, it’s the minor 
injuries that cause more delay [in 
return to work],” DeGray says. “We 
pay attention to all injuries and all 
conditions.”

DeGray offers these two 
scenarios:

• Worst-case scenario: A worker 
twists his back at work while 
lifting and moving a heavy piece of 
equipment. He is sent to the ED, 
where he receives muscle relaxers and 
pain medication, including opioids, 
since he reported severe pain. They 
told him to rest, so the man returned 
home, took his medication, and 
stayed off work for a day.

“He tries to return to work, but 
he is in too much pain, so he went 
home again,” DeGray says. The 
worker then stays in bed or on the 
couch, takes his pain medication, 
stops paying attention to what he 
eats, and becomes deconditioned.

“His back now causes him more 
problems because he’s spending 
time lying down, and he starts to 
become depressed because he is not 
contributing to his family and is not 
involved, and he begins to present 
as a disabled person,” DeGray 
says. “After two weeks, he has the 
potential to go down the opioid 
addiction track.”

The man visits a doctor for 
his continued back pain and 
inflammation, and he receives more 
opioids. The man does not return to 
work, and has fallen into a disabled 
life only one month since he was 
injured, she adds.

Eventually, a case manager will 
see the man because of his chronic 
pain, but it is too late to prevent the 
downward escalation of his health.

“This is a bad path. Unfortunately, 
we have seen it happen where no was 
intervening; no one was checking on 
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them,” DeGray says. “The hospital 
or ED were not checking on him. 
He wasn’t referred to home health 
because that wasn’t appropriate.”

• Best-case scenario: Another 
worker also twists his back at work. 
His injury is identical to the first 
case, but what happens next is much 
different.

Workers’ compensation assigns 
a case manager while the man is in 
the ED, DeGray says. “We contact 
the ED and find out what their 
instructions are,” she says. “We have 
to get something from the ED to 
justify why they’re out of work. The 
injured worker has to provide some 
kind of paperwork to the employer.”

The doctor gives the case manager 
the discharge information, and the 
case manager calls the patient after he 
is discharged to educate him about 
the use of medication and about how 
occupational medicine is a specialty 
area that could help him recover 
more quickly.

“We direct him into follow-up 
care with an occupational medicine 
doctor, who will see him every two 
weeks,” DeGray says. “Then, the 
occupational medicine doctor gives 
him a treatment plan, saying, ‘You 
can take the opioids, but only take 
them for a week, and then I want to 
see you again in a week to see how 
you’re doing.’”

The occupational medicine doctor 
advises the patient to use heat and 
ice, and the doctor writes a treatment 
plan that is shared with the case 
manager.

The workers’ comp case 
manager calls the patient after the 
occupational medicine clinic visit 
and explains how to comply with the 
physician’s instructions and integrate 
these into his daily life.

The case manager also helps 
the patient set goals and adjust 
expectations. “We ask the injured 

worker patient, ‘What is your 
expectation? What do you think will 
happen?’” DeGray says. “We say, 
‘Studies about your type of injury 
and diagnosis show that most people 
are able to get back to work within 
six weeks, maybe doing modified 
work within four weeks, and it’s 
going to be tough.’”

The case manager emphasizes 
that the patient should take his pain 
medication but expect to be taking 

different types of pain treatment 
after a couple of weeks. “We set 
expectations for the injured worker, 
employer, and healthcare providers,” 
DeGray says.

For instance, the physician wants 
the patient to walk, stand, and 
perform as many activities of daily 
living as possible. He is supposed 
to modify his activities to prevent 
further injury to his back. The man 
can wash the dishes, but he should 

ODG Guidelines Improve 
Care for Injured Workers

Workers’ compensation case managers routinely follow occupational 
disability guidelines (ODGs) in developing goals and plans for 

helping injured and ill workers recover and return to work safely and 
expeditiously.

“ODG is a company that has been in existence for years,” says 
Barbara DeGray, RN-BC, CRRN, vice president of case management 
at Managed Care Advisors in Bethesda, MD. “They did formal studies 
of how long people are out of work for both physical conditions and 
medical conditions. They listed all of these conditions by ICD-10 
diagnosis codes, comparing thousands of workers’ comp and insurance 
cases over the years.”

Based on these data, ODG developed guidelines and standards for 
how long it takes to recover from a particular diagnosis, DeGray explains. 
(The guidelines can be found at: http://bit.ly/2RCEIL5.)

“They have three levels: The best recovery is when everything goes 
wonderfully, the average recovery is the average of what you find when 
looking at all cases, and the max — meaning the maximum number 
of days to recover — is the group that takes the longest to get back to 
regular duty work,” she says.

According to ODG, these are samples of the shared return to work 
goals:

• Ask the treating physician to provide a release to work, including 
both modified and full duty, with clear guidance on duration of disability 
and modifications for restricted duty, as needed;

• Help injured workers return to work safely and timely;
• Identify early opportunities to return to work;
• Track outliers, demonstrate the value of case management, and 

benchmark lost work time;
• Improve communication among all parties in the return-to-work 

process.  n
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avoid bending over to put dishes in 
the dishwasher, DeGray says.

The treatment plan includes 
reducing pain medication over time, 
and encourages the patient to try 
different pain control methods. The 
plan refers him to physical therapy 
several times a week, which has a 
secondary benefit of helping the 
worker set a habit of getting dressed 
and leaving his home, a step toward a 
return to his prior habits.

“We’re helping him maintain a 
routine of getting up, getting dressed, 
and moving out of the house,” 
DeGray says.

At the patient’s next doctor’s visit, 
he learns that he is progressing well, 
and can go back to work. At first, he 

will return to work with limitations, 
including not lifting more than 10 
pounds.

The providers and case manager 
find the worker’s back pain is 
better, so the patient is prescribed 
nonsteroidal pain medication. 
Eventually, he can lift up to 20 
pounds. Within six to eight weeks of 
his injury, he is back to his regular 
work duties.

Return to work within six weeks 
is the best-case scenario. Eight weeks 
is average, and workers who recover 
more slowly might not return for 
months, DeGray says.

With many workers’ compensation 
cases, case managers stay involved 
even after the patient returns to work. 

“Case managers help them keep on 
moving along the path of recovery, so 
they will have all of their symptoms 
resolved,” she says. “They’re on track 
to having a productive life. They may 
need to take anti-inflammatories for 
the rest of their life, or add some 
physical exercise they didn’t have 
before.”

Case managers set patients on a 
path to where they no longer will 
need case management. “We’re 
preventing disability, or minimizing 
disability by maintaining contact 
with the patient,” DeGray says. “The 
idea is to see the whole picture, the 
whole person, see what is happening, 
and how to help the person become 
productive.”  n

EXECUTIVE SUMMARY

Technology, including smartphone apps, can help patients monitor their 

chronic conditions, prevent health crises, and give more information to case 

managers and others who are following these patient populations .

• Not all apps are evidence-based, but some have shown benefits in 

preventing pregnancy-related complications .

• Patients can receive education through the app, which provides hyperlinks to 

evidence-based educational videos and other information .

• Smartphone apps also can monitor patients’ vital signs and blood sugar 

levels, providing fast information to case managers .

App Helps Case Managers Monitor  
Pregnancy Health
Risks reduced by technology

Some healthcare providers have 
found that use of technology, 

such as a smartphone-based app, can 
help prevent postpregnancy medical 
crises. It is a tactic that could work 
for more patients, if healthcare 
providers would be open to adopting 
new ways of monitoring their 
patients.

“I found in my research there are 
not a lot of healthcare providers or 
professionals who are monitoring 
with the apps that are out there,” 
says Geronda Pulliam, RN, BSN, 
MS, CCM, assistant clinical director 
at Triad Healthcare Network Care 
Management program in Greensboro, 
NC.

“There are thousands of apps, 
and not all that are evidence-based,” 
Pulliam says. “For people who need 
more information or who need to 
follow a patient’s gestational diabetes 
or hypertension, anything related 
to medical problems, these apps are 
helpful.”

Apps are easy for patients to use 
as they can access them through 
their smartphones. For healthcare 
providers, the technology is a 
convenient way to serve their patient 
population, she adds. For example, 
there is an app available to help 
prevent pregnancy and postpregnancy 
complications related to gestational 
diabetes.

“Members sign up and are 
followed by a nurse case manager, 
who communicates with them by way 
of the internet portal, and through 
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text messaging on their smartphone,” 
Pulliam explains. “Patients enter their 
weight, activity level, blood sugar 
level, and blood pressure within the 
portal.”

Patients receive evidence-based 
education through the app, which 
includes hyperlinks to educational 
videos and other medically sound 
information. This information can 
be sent to patients during and after 
pregnancy.

The app can monitor trends in 
whether patients checked their blood 
sugar levels at the provider’s advised 
times. It also can monitor blood 
sugar trends, including whether the 
levels are higher in the morning. By 
checking patients’ weight, the app can 
identify fluid retention.

Participation within the app was 
above 75%, and patient satisfaction 
was 90%, Pulliam adds.

“We’ve had cases where pre-
eclampsia was avoided because of 
the monitoring,” she explains. “The 
app sent information about low-
sodium meal plans, and explained 
hypertension.”

Patients complete a prenatal 
questionnaire when they sign up for 
the app, and potential pregnancy 
complications are identified through 
the questionnaire.

“We gave members the correct 
tool to manage at-risk pregnancies,” 
Pulliam says. “For some patients, 
that risk was decreased and they 
didn’t have to be admitted for pre-
eclampsia, or their pre-eclampsia 
was managed better.”

A support team, consisting of 
nurse case managers and others, 
check the dashboard and monitor 
patients’ use of the apps, which can 
be time-consuming, she notes.

“You might have to look at 
your budgets and staffing, which 
is what population health is all 
about,” Pulliam says. “We look at 
nonconventional ways of patient 
care to make sure patients are able to 
self-manage their needs.”

Case managers usually are 
receptive to using the technology 
because the apps help them better 
manage their patient populations, 
she adds. This solution can work 

for people who are busy with their 
work and families. It is a way to 
enroll people in case management 
programs even if time and 
transportation are barriers because 
the apps can be accessed anywhere, 
and with little time commitment by 
patients.

“Most people cannot live without 
their phones — so many things are 
done electronically,” Pulliam says. 
“The ease of use and convenience of 
a health-monitoring app improves 
patient adherence because people are 
more likely to use it and participate 
in a program.”

These apps fit in well with 
patients’ life-work balance. They 
provide quick opportunities for 
case managers to reinforce patients’ 
health improvement actions.

“We can monitor and follow up 
with encouraging words and praise 
for the patient because they’re doing 
exactly what they should be doing, 
and are having good outcomes,” 
Pulliam says. “That’s definitely 
important for population health and 
case management.”  n

Treatment, Trauma-Informed Care Elevate 
Behavioral Health Management

Boarding continues to be a major 
issue for EDs across the country 

faced with increasing numbers of 
patients who present with behavioral 
health (BH)-related emergencies. 
Many of these patients sit for hours 
or days in the ED awaiting transfer 
to another facility, often without 
receiving treatment for their concerns. 
Meanwhile, other patients wait 
longer for care because of limited bed 
availability.

This problem is so widespread 
that the Institute for Healthcare 
Improvement (IHI) has spent months 

collecting expert input on the issue 
and working with eight hospital 
systems to pilot improvements in 
the way BH patients are managed in 
the emergency setting. The creators 
of the initiative, called ED & UP, 
are readying the results of this effort 
so that other EDs can integrate 
the lessons learned into their own 
settings.

In advance of this report, several 
participants united to share some 
of their early findings in an IHI 
presentation entitled “The Benefits 
of Behavioral Health in the ED” 

in November. While the experts 
highlighted a few steps that EDs can 
take to improve the way they manage 
their BH patients, they cited a change 
in culture as perhaps the most pivotal 
to achieving real progress.

Consider the Numbers

While most EDs seek to address 
their boarding problems by finding 
new and better ways to transfer 
these patients out of the emergency 
setting faster, it is a flawed approach 
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when one considers the number of 
patients involved, Scott Zeller, MD, 
vice president of acute psychiatry for 
Vituity Healthcare, a multispecialty 
medical partnership based in 
Emeryville, CA, said during the IHI 
session.

“What we are seeing is an 
enormous increase in people with 
[BH] emergencies coming to the ED. 
It has gone from where it may have 
been something like one in every 20 
patients a few years back to where, in 
some more recent studies ... one out 
of every six patients is coming into 
the ED for a BH emergency as their 
chief complaint.” For instance, the 
number of people presenting to the 
ED for suicidal ideation or following 
a suicide attempt is up by more than 
414% over the last decade, Zeller 
noted. This is a problem, considering 
the traditional thinking has been 
that it is not the ED’s role to work 
with these patients. Such patients 
might be provided with sedation, but 
then the approach would be to try 
to find them an inpatient bed, Zeller 
explained.

“When there were plenty of 
inpatient beds available, maybe that 
approach made sense, but currently 
it doesn’t make any sense at all,” 
Zeller stressed. “What is happening 
is psychiatric patients are staying in 
EDs often without any treatment 
at all, just waiting for transfer to a 
psychiatric facility or a psychiatric 
hospital. This is a long length of stay. 
Depending on where you are around 
the country, it could be anywhere 
on average from eight hours to 30 
hours. Sometimes, we hear of patients 
waiting weeks in EDs for a transfer.”

While these patients sit in the 
ED, they are not receiving the help 
they require. This situation also is 
not good for patients sitting in the 
waiting room with other diagnoses 
who cannot enter the ED quickly 

because the beds are full of psychiatric 
patients awaiting transfer, Zeller 
observed. “It is not a good thing for 
hospitals, either,” he added. “They 
are, on average, losing about $2,500 
for every patient they are boarding for 
psychiatric reasons.”

Take Ownership

Part of the problem is that there 
has been a prevailing notion that the 
ED is not the right place for patients 
with BH emergencies. However, 
Zeller noted that even when there are 
outpatient programs or other crisis 
services in the community, these 
resources generally do not have the 
capacity to deal with high-acuity BH 
patients (i.e., those who are boarded 
most often). This includes patients 
who are acutely suicidal, acutely 
agitated, or patients with extreme 
symptoms of psychosis.

In addition, it includes patients 
with a history of violent behavior, 
comorbid substance use issues, or 
patients who are acutely intoxicated 
or are in withdrawal, Zeller explained.

“All of these things can end up 
meaning that these patients really 
need the ED, or at least a hospital 
level of care,” Zeller shared. “Federal 
law defines psychiatric emergencies 
where someone is dangerous to 
themselves or others as equivalent to 
a medical emergency. An ED can be, 
and in fact is, an appropriate place 
for people with high-acuity danger 
symptoms to go.” Another flawed 
notion, according to Zeller, is the idea 
that mental illness cannot be treated 
in the emergency setting. Rather than 
trying to find the perfect program for 
these patients, Zeller argued it is time 
to take ownership of these patients, 
and find the best way to treat them.

“If we do that, we are going to 
actually get a lot of better outcomes,” 

he stressed. “One thing we know 
from our research is that the great 
majority of psychiatric emergencies 
can be resolved in less than 24 hours 
if you start treatment right away.”

Streamline Care

For starters, Zeller noted there 
are some simple steps EDs can take 
to improve the way they manage 
psychiatric emergencies. First, he 
noted it important to approach 
BH patients in a trauma-informed, 
patient-centric way that will not 
stigmatize or risk making symptoms 
worse. For instance, he observed that 
at some EDs, the first place patients 
with psychiatric symptoms go is for a 
blood draw.

“Maybe there is an assumption 
that everybody needs to get a 
blood draw, but think about it: If 
we are going to avoid the need for 
hospitalization in the majority of 
patients, we shouldn’t be traumatizing 
patients by going after them with a 
needle before we even know if they 
are going to need it,” Zeller said. “A 
lot of people are afraid of needles, and 
that is one of the things ... that can 
make people’s symptoms worse.”

Second, there is no reason to 
conduct a medical clearance exam, 
and then conduct the psychiatric 
part, Zeller said. Instead, he advised 
EDs to perform both the psychiatric 
and medical parts simultaneously 
as part of the same medical 
evaluation. Further, instead of just 
holding someone or giving him 
or her sedation, find ways to start 
appropriate treatment.

“What is going to happen is a lot 
of these people are going to get better, 
and that is going to change your 
disposition decision,” Zeller said. 
“When you take a look at someone 
when they first come in, they may 
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appear very acute. But if you start 
treatment, a few hours later they 
may appear much better. Instead 
of needing to be hospitalized on an 
inpatient unit, they may be able to go 
to a community program. That is a 
win/win for everybody.”

Zeller likened this kind of 
management to the way one might 
treat a patient who presents with 
difficulty breathing due to asthma 
complications. He noted one might 
first think the patient needs to be 
hospitalized. However, if one gives 
the patient a nebulizer, then he or she 
might be breathing clearly a couple 
hours later and be fine to go home. 
“The same thing can happen with an 
emergency psychiatric patient,” Zeller 
added.

Take a Patient-Centric 

View

To find different ways of 
improving how BH patients are 
managed in the ED, IHI has been 
working with eight participating sites 
in the ED & UP initiative to test 
changes recommended by experts. 
“The objective of this learning 
community was to really develop a 
theory and test that theory,” observed 
Marie Schall, MA, senior director of 
IHI who also is presiding over ED & 
UP, during the IHI session.

Schall noted the work has focused 
on what she calls the four Ps, or the 

aspects of care that the experts suggest 
are key to improving the way BH 
patients are managed in the ED.

The participating sites have piloted 
different aspects of care outlined 
in the four Ps, Schall noted. For 
instance, some sites have focused on 
using assessment tools to ascertain 
patient needs faster, while others have 
studied de-escalation techniques. 
Still other teams have worked 
to strengthen relationships with 
community resources.

“Our teams have been working 
on things like streamlining the 
referral process, making it possible 
for patients to have appointments 
in hand when they leave the ED so 
they can follow up with a community 
provider,” Schall reported. “[This is] 
to tighten the care system so that 
people don’t fall through the cracks 
and then have to return to the ED 
unnecessarily.”

Schall emphasized that what 
the participating sites discovered is 
instilling a trauma-informed culture 
has outsized influence in making 
strides in this area. To that end, the 
learning community tried to examine 
what the care process looks like from 
the patient’s perspective, and think 
about how EDs can best respond to 
such a person’s needs through changes 
in the care process. Considering 
these patients typically ask for 
comfort and safety, the learning 
community studied how EDs can 
deliver these basic needs. This starts 

with the initial patient interaction 
and continues all the way through to 
ensuring individuals receive the kind 
of support they need to manage their 
conditions or distress over the long 
term.

“This has really become the 
centerpiece to any of the changes the 
teams have made,” Schall added.

Examine the Numbers

One of the participating facilities 
in the learning community, Hoag 
Memorial Hospital Presbyterian 
(with sites in both Irvine and 
Newport Beach, CA), has worked to 
implement several improvements to 
the way it manages BH patients in 
the ED.

However, the most transforma-
tional change has involved instituting 
a trauma-informed culture among 
the ED staff, explained Scott Surico, 
BSN, RN, MICN, education coor-
dinator for emergency services and 
neurobehavioral health, during the 
IHI session.

On average, the EDs at the two 
Hoag hospitals see about 6,800 pa-
tients a month, roughly 6% of whom 
present with BH emergencies. “When 
you consider the fact that these 
patients have to be taken to a room 
and put on a hold — first a 24-hour 
medical hold, and then, if need be 
... a 72-hour detention — then 23% 
of our ED beds are taken up by BH 
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patients 24/7, 365 days of the year,” 
Surico shared.

The way such patients used to 
be managed was the ED staff would 
obtain labs, but no treatment would 
be provided, Surico explained.

Then, the hospital brought in 
psychiatrists to work in the ED 
Monday through Friday, which 
was helpful in terms of facilitating 
treatment for these patients and 
releasing the holds where indicated. 
However, the psychiatrists often were 
called to work on the inpatient side, 
too, resulting in more demand for 
their services than hours in the day.

Start With Training

It soon became clear that a new 
approach was needed.

“We found we had an increase in 
security calls, or code grays,” Surico 
reported. “Our frontline staff in 
every single survey said they don’t 
feel supported, they don’t feel safe.” 
Further, workplace injuries were on 
the rise, too.

“We weren’t treating the whole 
patient, and we knew that,” Surico 
continued. “We did not have the 
appropriate resources to transition 
these patients from the inpatient to 
an outpatient setting unless we could 
get them into an inpatient psychiatric 
facility. [Also], 33% of our inpatients 
had secondary mental health diagno-
ses that we weren’t treating.”

It was at this point Hoag became a 
member of the IHI learning commu-
nity, and decided to pilot a trauma-
informed care approach in the largest 
of its two EDs (Newport Beach). 
Surico took charge of the project, 
beginning with training into what 
trauma-informed care is all about. 
This concept was developed by the 
Substance Abuse and Mental Health 
Services Administration (SAMHSA).

This group contends 90% of BH 
patients have suffered from some 
kind of trauma or abuse early in their 
lives, which has changed their brain 
functioning and causes them to suffer 
from a BH diagnosis, Surico related.

“There is a lot of emphasis on the 
fact that [having such a problem] is a 
diagnosis. It is not a behavior or bad 
parenting or bad decisions in college, 
but an actual diagnosis just like a 
heart attack or diabetes,” he said.

Consequently, when these patients 
come to the ED, rather than asking 
what is wrong with them, the more 
appropriate question is to ask about 
what they have experienced. Surico 
said the focus should be on trying to 
learn as much about the patient as 
possible.

“Find out something personal 
about them that [you] can use to 
connect with them when they amp up 
or start to get aggressive,” he advised.

Increase Awareness

A trauma-informed approach also 
involves raising awareness about what 
happens in the ED that can trigger 
or retraumatize these patients, Surico 

observed. For instance, he realized 
that since security officers wear 
uniforms and badges that are similar 
to police officers, their appearance can 
trigger patients who have had run-ins 
with the police.

“Often, I have to move [the 
security guards] out of sight just 
to keep a patient from becoming 
agitated,” Surico reported.

Other potential triggers include 
alarms, overhead pages, or noises that 
may travel from room to room. “All 
of these things have been found to 
... cause our BH patients to become 
aggressive, assertive, or anxious,” 
Surico noted.

When one looks for the cause of a 
patient’s behavior, it can be relatively 
easy to address the issue, Surico 
offered. For instance, he noted that 
if a bipolar patient is yelling and 
screaming because his mother just 
came in and indicated he cannot 
come home, the patient may be 
worried he will be thrown onto the 
street.

“If we can address that issue, and 
talk to the patient about what we are 
going to do to help him so that we are 
not just going to throw him out onto 
the street, that patient will [likely] de-
escalate very quickly and accept our 
help,” he shared.

Trauma-informed care emphasizes 
what Surico referred to as empathetic 
communication. “It is acknowledging 
that it is stressful, scary, and hard 
to be in the ED on a hold,” he 
explained. “It is letting the patient 
know that if you were in that 
situation, you would probably be 
scared, too. Then, it is letting them 
know why they are there, what 
[you] can and cannot do, and then 
sitting down and trying to give them 
something they can hold on to.”

In some cases, it might be enabling 
patients to watch TV, giving them a 
nicotine patch, or even just providing 
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them with a sandwich, Surico noted. 
“Once you empathize with [patients] 
... show them that you are with them 
and that you know who they are ... 
it changes the whole dynamic of that 
encounter in the ED,” he said.

Measure Outcomes

The positive results from 
implementing trauma-informed care 
have been borne out in the ED that 
piloted the approach. For instance, 
prior to implementing this new 
approach, the ED was seeing 12 to 
18 incidents of violence involving 
patients every month. Then, in 
September and October 2018, every 
nurse, EMT, secretary, and clinical 
coordinator underwent training on 
how to provide trauma-informed 
care.

The results were immediate. 
Surico reported that in both 
November and December 2018, 
there were just five violent incidents 
reported each month. In January and 
February 2019, the monthly tally of 
violent incidents was just two.

“Since then, we have had an 
average of five to six workplace 
violence incidents every month. 
We have decreased our workplace 
violence incidents by more than 
50%,” Surico shared. “That was 
[SAMHSA’s] theory, that when 
you change the way you view these 
patients and how you interact [with 
them] ... you are going to decrease 
workplace violence.”

However, the decrease in 
workplace violence was not the only 
positive result the ED experienced. 
Calls to security and the use of 
behavioral restraints also declined 
by 30% to 40%. When restraints 
were used, they were only on the 
patient an average of 15 minutes, 
Surico noted. “Before [implementing 

this approach], we would leave the 
restraints on for 30 minutes before 
we would even talk to the patients,” 
Surico said.

Furthermore, staff surveys 
validated these results, with nurses 
reporting they felt safer and better 
able to help this population of 
patients. “Our nurses are now 
engaged, and they are in there with 
the patients,” Surico shared. “They 
don’t just put them in a room; they 
are in there talking them down and 
letting them know we are here for 
them.”

The pilot was so successful that 
Hoag has implemented the trauma-
informed approach in its Irvine ED. 
Meanwhile, Newport Beach is in 
the process of providing the same 
trauma-informed training to all 
inpatient nurses and staff working 
in ancillary services throughout the 
hospital, Surico reported.

“We do have a problem upstairs. 
We are being attacked by family 
members, visitors, and patients. 
We have never known how to talk 
them down or how to communicate 
and reach them,” Surico lamented. 
“We have changed our verbiage. 
We no longer use ‘psych patient.’ 
We use ‘behavioral health’ or 
‘neurobehavioral health’ patient. We 
don’t say that we deal with them. It is 
an encounter.”

Even just those simple updates 
in terminology have changed the 
perspective of staff. Thus, outcomes 
are evolving positively, Surico said. 
“It really has been quite a successful 

program, and we are excited to share 
it with our sister hospitals,” Surico 
added. “I hope that others in the 
nation take this program and run 
with it because it ... can give your 
nurses ... the opportunity to help a 
patient population that, historically, 
we have not been able to help 
without specialized training.”

Secure Leadership 

Support

Working with the improvement 
teams from Hoag and the other ED 
& UP participants, IHI is in the 
process of synthesizing all the lessons 
and outcomes gleaned from their 
18 months of work, Schall reported. 
She noted that IHI will release 
more details about outcomes and 
recommended changes soon.

Arpan Waghray, MD, a geriatric 
psychiatrist and chief medical officer 
of Well Being Trust, the national 
foundation that is funding the 
IHI learning community’s efforts 
in this area, commented that it 
is well-recognized that EDs have 
many competing priorities and that 
community resources for BH care are 
often scarce. Still, he noted during 
the IHI session that hospitals and 
EDs can bring about positive change.

“It is extremely important for us 
to change our culture and to stop 
talking about [BH] patients as those 
patients out there, Waghray stressed. 
“[Instead], try to think of them as 
our patients.”  n
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1. Which is the chief obstacle to 

appropriate care for patients 

with behavioral health issues 

when they are transported to 

an ED?

a . These patients could be 

homeless .

b . These patients could be 

addicted to opioids or other 

substances .

c . These patients might need 

an inpatient psychiatric bed in a 

community where these beds are 

limited or unavailable .

d These patients might require 

restraints .

2. How can a workers’ 

compensation nurse case 

manager help an injured worker 

in ways other case managers 

typically cannot?

a . Provide access to housing, 

transportation, medical 

equipment .

b . Help the patient from the day 

of injury until weeks or months 

after the person has returned to 

work .

c . Visit the patient at home to 

check vital signs and to perform 

medication reconciliation .

d . Make appointments with 

community providers for the 

patient .

3. What are ODGs?

a . ODGs are occupational 

disability guidelines used in 

workers’ comp to develop goals 

and plans for injured workers to 

return to work safely .

b . ODGs are case management 

standards .

c . ODG is shorthand for case 

management occupational 

directors of governmental 

services .

d . ODG was an ICD-9 diagnosis 

code referring to workers’ 

comp cases, but has since been 

discontinued .

4. Which is a chief reason why 

patients might use case 

management through a 

smartphone app, such as a 

pregnancy and postpregnancy 

monitoring app for people with 

gestational diabetes?

a . The app includes free games .

b . The app provides monitoring 

without the patient having to 

travel to a provider’s office .

c . The app includes educational 

videos .

d . The app sends colorful pictures 

and graphics .


