Telephone case management reduces both distress

and psychiatric hospitalization
Gavin Andrews, Matthew Sunderland

Obiective: The aim of the present study was to improve the health care of people
repeatedly admitted to private hospitals.
Method: An open trial in which frequent utilizers were offered telephone case management
over a 12 month period, was conducted.
Results: An average of 24 phone calls were made to the g9 who remained in the
programme for the 12 months. Psychological distress declined significantly over the 12
months, and the number of days in hospital was reduced compared to the previous year.
The cost benefit ratio was 1:8.4.
Conclusions: The changes in well-being and hospitalization over the 12 months were
substantial and are unlikely to be due to regression to the mean. A prospective randomized
controlled trial comparing telephone case management with treatment as usual is
indicated.
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Many mental disorders are chronic, and such
patients will require long periods of treatment,
predominantly in the community. In some patients
this ambulatory care is punctuated by hospital
admissions. Frequent admissions, although beneficial

health maintenance organization that aimed to reduce rehospifalizalion of members with a histoly of
multiple psychiatric admissions [1]. They demonstrated that the telephone programme reduced hospital adrnissions and the average length of hospital stay.

in the short term, may be deleterious in the longer
term because they reduce the expectation that the
patients will be able to cope, both by the patient
themselves and by their family. Case management,
the application of proactive care by health profes-

The cost saving of SUS3301 per person was due to the
reduced time in hospital.
The Hospitals Contribution Fund (HCF) in Sydney
was also concerned about people who had had
recurrent admissions to private hospitals over the

sionals, is the usual response to high service-utilizingin the public sector. In the private sector,
when each pelson is under the care of a psychiatrist in
private practice, such case management is rare.
Taylor et al. examined a telephone case management programme implemented by a non-profit US

preceding 24 months, and developed a quality
assurance Helping Hands programme to provide
proactive suppolt over the telephone in the hope
of improving the well-being of their members. The
Fund collected data on the proportion of etigible
members enrolling and staying with the programme
for 12 months, changes in distress over that period
and hospital use in that year as compared to use in
the previous year. The authors had no input to the
design of the study but, aware that it had been done,
agreed to analyse and write up the data for publication. The quality assurance nature of the study by the
Fund did not lequire ethics approval. No ethics
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was not expensive and savings to the Fund that
accrued from reduced hospitalization covered the
outlay on the programme eightfold. Hospitalization
rates among the people who did not enrol for the
programme or among those who dropped out would
have been of interest but were not available to the
authors. Adherence (57%) was acceptable, if not
ideal, and may have dehned a subgroup more likely
to benefit from such a procedure. In that sense the
results may not generalize to an unselected group of
patients. Some of the improvement could be due to
regression to the mean and some due to demand
characteristic of pleasing a case manager. Nevertheless the changes were substantial, comparable to
changes in the K10 seen in a depression treatment
programme [3].

This was an examination of a quality assurance

programme. There was no control group and a phase
2 randomized controlled trial is now indicated, one
that controls for adherence, identifies the characteristics of participants and includes functioning as well
as distress among the outcome indicators. It would
also be valuable to identify the components of the
programme that patients found especially helpful.
The Fund issues a regular newsletter on healthrelated topics with the aim of improving the health of
its members. It has previously offered an intervention
targeting members with cardiovascular conditions.

Although the Helping Hands programme seemed
little different to the cardiovascular programme, it
did attract criticism. One specialist psychiatrist complained to the Privacy Commissioner and to the
media about her patients being contacted. No other
psychiatrists complained. The Privacy Commissioner
investigated the matter and was satisfied that HCF
met the requirements of the Privacy Act. Another
criticism was that the doctor patient relationship

could be disturbed by the intrusion of the Fund
into the relationship. Because some patients had seen
numbers of private psychiatrists over the 2 years it
was difficult for the Fund to determine with whom
the patients had a special relationship. When this
study is repeated it would be advisable to involve the
clinicians from the beginning.
Apart from the study mentioned in the introduction we were unable to find any comparable
study in the mental health literature; that is,
the use of proactive telephone support in a private
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fee-for-service environment in which payment for
hospital admission is funded separately from payment to the specialist physician. Much of the existing
proactive care literature focuses on improving the
treatment ol depression in primary care settings
through the use of collaborative care. A series of
randomized controlled trials have demonstrated that
proactive care for depression can significantly improve treatment outcomes at a moderate increase in
cost [4,5]. Collaborative care that leads to patient self-

management has been shown

of chronic physical

to be effective in

a

conditions such as
asthma, diabetes and arthritis [6], but studies in

number

mental disorders are lacking.

If a phase 2 Ûial produces similar results the
implications will be that telephone support services
are cost-effective and result in improved well-being
and lessened need for return to hospital. They should
be more widely available in the public as well as in the
private sector.
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