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Colocation Can Cut Errors

B Y  M A RY  E L L E N

S C H N E I D E R  

Senior Writer

N A S H V I L L E ,  T E N N .  —  Inte-
grating mental health and primary
care has the potential to reduce
medication mistakes and improve
communication among providers,
experts said at the annual confer-
ence of the National Academy for
State Health Policy. 

“This is a medical error reduc-
tion opportunity as well as a qual-
ity and cost oppor-
tunity,” said Joseph J.
Parks Jr., M.D., a
psychiatrist and
medical director for
the Missouri De-
partment of Mental
Health. 

The status quo is
not working, he
said. Individuals
with mental illness
have increased or
early mortality, have
high rates of med-
ical comorbidity,
and receive inadequate and poorly
coordinated health care. 

Mental illness also predicts un-
derutilization of medical services.
A study of older patients with psy-
chiatric disorders found that indi-
viduals with diabetes were less like-
ly to receive more than one
medical visit if they also had schiz-
ophrenia, bipolar disorder, or post-
traumatic stress disorder. Patients
with hypertension and any psychi-
atric disorder were also less likely
to have more than one medical vis-
it (Psychiatr. Serv. 2002;53:874-8). 

There are several models for in-
tegrated mental health and physi-
cal care, including embedding pri-
mary care in a mental health
program, creating a unified prima-
ry care/mental health program
with common administration and
financing, and improving collabo-
ration between mental health and
medical providers. 

Evidence seems to show that try-
ing to create linkage is difficult,
Dr. Parks said. “Collaboration is ba-
sically an unnatural act between
separate organizations,” he said.
Although this model is easier to set
up initially, it is harder to make suc-
cessful over the long run. 

Models where primary care is
embedded in mental health clinics
or primary care and mental health
programs are unified are harder to
set up initially but easier to operate
on a day-to-day basis, he said. 

In general, the colocation of ser-
vices is popular with both patients
and providers. On the provider
side, it allows physicians and other

providers to have a more accurate
understanding of one another’s in-
centives, methods, and constraints,
Dr. Parks said. Colocation also al-
lows physicians to maintain a sin-
gle clinical record, which requires
less time and creates less potential
for errors. 

For patients, it breaks down
some of the barriers to care, said
Susan C. Braun, a nurse practi-
tioner and project director of the
Center for Integrated Health Care
at the University of Illinois at

Chicago. 
She runs a pro-

gram that brings pri-
mary care services
into an established
psychiatric rehabilita-
tion program. That
setup allows mental-
ly ill patients to ac-
cess medical services
without going to a
large medical center.
Instead, they are
cared for in a familiar
setting, she said.

Providers at
Cherokee Health Systems Inc. in
Talbott, Tenn., have taken the op-
posite approach. There, a behav-
ioral health consultant is embed-
ded with the primary care team. 

For example, a behaviorist is in-
volved in all well-child visits, said
Dennis Freeman, Ph.D., chief ex-
ecutive officer of Cherokee Health
Systems. Behaviorists also manage
the psychosocial aspects of chron-
ic and acute diseases, address
lifestyle and health risk issues, and
comanage treatment of mental dis-
orders.

Dr. Freeman said that state reg-
ulators and policy makers should
reject carved-out payments for
mental health services because the
majority of these services will con-
tinue to be delivered by primary
care physicians. 

And he encouraged more payers
to implement the Health and Be-
havior Assessment/Intervention
CPT codes 96150 through 96155.
The codes, issued in 2002, are for
use by nonphysicians for services
involving the psychological, be-
havioral, emotional, cognitive, and
social factors important to the pre-
vention, treatment, or manage-
ment of physical health problems. 

Contractual requirements and fi-
nancial incentives through state
Medicaid programs will also help
encourage integration of services,
Dr. Parks said. 

“People will start doing things
because it’s the right thing to do,
but people don’t always keep doing
things once the excitement dies
down,” he said.

Groups Seek Parity for
Emergency Psych Patients

B Y  J E N N I F E R  S I LV E R M A N
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WA S H I N G T O N —  Mental health organiza-
tions called for greater parity in treating emer-
gency psychiatric conditions before a technical
advisory group on the Emergency Medical
Treatment and Labor Act.

So many things have not been thoroughly
discussed or defined in the EMTALA regula-
tions regarding psychiatric conditions, Kath-
leen McCann, R.N., director of clinical services
with the National Association of Psychiatric
Health Systems, said in an interview. 

“Emergency psychiatric conditions weren’t
well thought out when the original regulations
were promulgated.” Medical conditions—such
as a head injury, or child convulsing inexplic-
ably—are easier to pinpoint, in terms of emer-
gency treatment.

“What we need to develop are the psychi-
atric correlates” or equivalents of those med-
ical conditions, she said.

EMTALA obligations end when an emer-
gency medical condition has been stabilized,
yet there is “significant anxiety” in the field
about what constitutes stabilization of an
emergency medical condition of psychiatric
patients, Ms. McCann told the technical ad-
visory group, which advises the Department
of Health and Human Services and the ad-
ministrator of the Centers for Medicare and
Medicaid Services on issues related to 
EMTALA.

The terms “expressing suicidal or homicidal
thoughts or gestures, if determined dangerous
to self or others,” are not clinically precise, she
testified. “Many psychiatric patients have sui-
cidal thinking that does not necessarily con-
stitute an emergency medical condition or re-
quire stabilization at the inpatient level,” she
said. “For some clinicians, this can be a diffi-
cult distinction.”

These ambiguities often result in unneces-
sary transfers of patients, witnesses testified.
“It is all too easy for an emergency department
without its own mental health staff on site to
casually make a determination of a psychiatric
emergency medical condition as a way of forc-
ing a transfer of a patient to a psychiatric emer-
gency service,” Jon Berlin, M.D., president of
the American Association of Emergency Psy-
chiatry, noted in his testimony.

Right now, insurance coverage is dictating
how psychiatric patients are treated in the
emergency department, observed Mark Pearl-
mutter, M.D., an emergency physician and
member of the technical advisory group.

“If a patient with pneumonia has Blue Cross
Blue Shield of Wisconsin, and his or her in-
surance company doesn’t have a contract with
that hospital, we don’t start calling around the
state to find a bed with that insurance,” he
said. The patient is treated immediately.

However, if a patient comes to the emer-
gency department with depression and re-
quires inpatient admission, “even though we
might have a bed upstairs, we can’t treat the
patient if the hospital doesn’t have a contract
with the patient’s insurance company. If we
do admit, we won’t get paid,” Dr. Pearlmut-
ter explained.

For these reasons, psychiatric patients some-
times get shipped unnecessarily across one,

two, or more primary service zones, he told
the technical advisory group.

Dr. Berlin spoke of a colleague at Bellevue
Hospital in Manhattan who received a patient
all the way from Baltimore “because he had
the appropriate service, and they didn’t.”

In some cases, these patients aren’t even
transferred from Hospital A to Hospital B di-
rectly, but to an inpatient ward of a psychiatric
hospital, Dr. Pearlmutter said in an interview.
Depending on the patient’s condition, they
may or may not truly need an inpatient stay,
“and it’s expensive to transfer these patients to
such a facility, and take care of them
overnight.”

Physicians are somehow given the oppor-
tunity to do things to psychiatric patients that
they would never do to a patient with pneu-
monia or a heart attack, Dr. Pearlmutter con-
tinued. “Stabilization” or resolution of an
emergency medical condition means that the
patient no longer presents harm to him-
self/herself or others, he said.

However, “if I have to put agitated patients
in restraints or give them medication in order
to drive them for 3 hours to another hospital,
is that stabilization? Is that rational or reason-
able? I don’t think so,” said Dr. Pearlmutter.

Several issues are compounding these prob-
lems, such as declining bed supply for psy-
chiatric patients and a steep rise in the num-
ber of individuals with psychiatric disorders
who are visiting emergency departments,
Ms. McCann said.

To achieve some consistency in the handling
of these patients, Julie Mathis Nelson, a lawyer
and member of the technical advisory group,
suggested that hospitals should employ qual-
ified medical professionals to evaluate each
psychiatric patient who presents to the emer-
gency department. These personnel would
be able to determine whether the patient has
an emergency psychiatric condition within
the context of EMTALA.

“We have to treat psychiatric patients in the
same way we do medical patients. Anything
short of that will be a disservice to these pa-
tients,” Dr. Pearlmutter said.

The National Association of Psychiatric
Health Systems and other psychiatric groups
in their testimony urged the technical adviso-
ry group to convene a national work group,
with a goal of developing better definitions of
“stabilization” and “emergency medical con-
dition” as they relate to individuals with psy-
chiatric disorders.

The work group could also provide more
specific interpretive guidelines to the field re-
lated to psychiatric care, and offer more spe-
cific provider education, Ms. McCann said.

Although no formal recommendations were
made, the technical advisory group did vote
for its action subcommittee to further study
the definition of emergency psychiatric med-
ical conditions and the definition of stabiliza-
tion, and to seek more public testimony and
outside expertise on the issue.

EMTALA was enacted in 1986 to ensure
public access to emergency services regardless
of ability to pay. The Medicare Modernization
Act of 2003 required that HHS establish a tech-
nical advisory group to review EMTALA reg-
ulations. It is required by law to meet at least
twice a year. ■

Models that unify
primary care and
mental health
care at one
location are
harder to set up
initially, but are
easier to operate
on a day-to-day
basis.
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