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client outcomes
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Step 1: Prepare

Identify the

Key

Research Collect Data Stakeholders

Problem:




Individuals with SMI
die up to 25 years
earlier than the general
population.

The Problem

In the last 30 years, this gap
has WORSENED, especially in
rural communities (20%
higher than urban areas).

Rural reinvestment: A path forward to addressing geographic health inequities


https://onlinelibrary.wiley.com/share/author/BNKXDJ3H2GBWW5RHV6UX?target=10.1111/jrh.12837

Aduits with severe mental illness (SMI) are more likely to have

physical health conditions

When compared to the general population of the same age group,
people with severe mental iliness (SMI)* aged 15-74 are more likely to have:
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Obesity Asthma Diabetes Chronic Obstructive Coronary Stroke Heart Fallure

Pulmonary Disease Heart Disease

*Sample of people with SMI registered with a general practice Public Health En gI and. 2018
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Factors Impacting
Patient Health
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https://www.thenationalcouncil.org/program/center-of-excellence/resources/
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Step 2: Assess
~ Current Programming

Functional
Support
Services

Community
Support Program
at CMHC

Medication
Monitoring

Individual &

Group v Case X
Therapy anagemen




Step 2: Assess
~ Missing Pieces

At Center for Life Management:
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oo’ * On-site Primary Care
_ ool « Enhanced Wellness
us i i Coaching

« Chronic Disease Self-
Management support
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Step 2: Assess

~ Where do we go from here?

The Four Quadrant Clinical Integration

High

Behavioral Health
Risk / Status

Low

auer Bl {2004). Behavioral Health / Primary Care Integration: The Four Quadrant Model and Evidence-Based

Specialist BH care;
Behavioral health (BH)
case manager with
PCP coordination

Primary care physician
(PCP) with standard
BH screening tools and
practice guidelines

Low

Specialist medical /
surgical and BH care;
Case management
with PCP coordination
essential

Specialist medical /
surgical care; Care /
Disease case manager
with PCP coordination;
PCP with standard BH
screening tools
practice guidelines

High

Physical Health Risk / Status

actices. National Council for Community Behavioral Health. www.mcpphealthcare.com

Model
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Step 3: Develop & Plan

Preventative Services

‘P (“6\) 6(\‘\—.\ n v'Primary Care Partnership

v'Enhanced Wellness Coaching
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Step 3: Develop & Plan

HEALTHY TOGETHER

v’ Partner with a FQHC
v" “Reverse Integration” with Lamprey Health
Care
v" One-stop for whole person care
v" Quality primary care in the same setting as
their mental health care

v" Provide high quality, accessible primary care
tc|>dANY CLM client over the age of 12 years
0

v Focus on prevention and chronic care
management

v" Increased care collaboration
v' Weekly huddles

v' Identify other gaps in care




Step 3: Develop & Plan

NEW You:

Nutrition, Education, & Wellness

v" Wellness Coaches support clients with making
important lifestyle changes to:

v Reduce the risk of obesity, diabetes, and
cardiovascular diseases;

v' Improve mental health symptoms, QOL,
and longevity;

v" Clients work with their Wellness Coach to
create health and wellness goals with the
desire to improve their overall quality of life;

v" Provided by staff specialty trained in areas of:

v" nutrition, exercise physiology, kinesiology,
physical therapy, yoga, occupational
therapy, and more...




Step 3: Develop & Plan

Chronic Disease
Management

\\H Individual & Group Therapy .

QUADRANT IV T

/ INTEGRATED CARE

Patient Parameters
High behavioral health needs; Active client of CMHC
High physical health needs; Active patient with a PCP
Chronic health conditions impacting functioning/mental health

Affiliated with an outside care agency, such as
CFl/Hospice/Dialysis/Palliative Care

Service Menu (includes all of C5P)
Integrated Care Case Management
Healthy Together
NEW You Services
Behavioral Health Visiting Murse
Functional Support Services, including F55 for Medical & MTS
lliness Management & Recovery
Possible Supported Employment
EBP Chronic Disease/Pain/Diabetes/Arthritis Groups :
Medication Monitoring and Prescribing /
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Step 4: Implement

Integrated
Care

Chronic
o\  Disease
~ Management



Implementation of Integrated Care at CLM

O Integrated Care
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CSP +

(Wrap-Around Integrated Care)

All CSP Services, plus specialized chronic disease management

services:

v Behavioral Health Visiting Nursing
v" Transitions Coordination

Chronic Disease Self-Management Groups



Behavioral Health Visiting Nursing (BHVN)

> FSS provided by a qualified nurse to improve
the whole health of clients by addressing any
mental health barriers that impact the client’s
ability to care for their physical health.

> This service includes tasks such as:

» taking vitals regularly and communicating
results with medical providers;

» completion of nursing assessment to guide
overall care;

» medication training and support (MTS);

> psychoeducation on chronic disease self-
management;

> internal and external care coordination with
medical providers.




Transitions Coordination

Transitions Coordinator collaborates and communicates with in-patient medical facilities from admission

to discharge with goals of:
1. Keeping the mental health team informed throughout hospital stay;
2. Documentation of care coordination during hospital stay;

3. Discharge planning, including:
«  Scheduling next appointments with their IC providers;
«  Primary care follow-up visit with Healthy Together;

«  Obtaining discharge summary and scanning into EMR



Chronic Disease Self-Management Groups

Evidence-Based Groups:

« Self-Management Resource Center Programs:

 Chronic Disease Self-Management Program
(CDSMP)

 Chronic Pain Self-Management Program (CPSMP)

 Diabetes Self-Management Program (DSMP)

« Arthritis Foundation Programs:

« Walk with Ease

« Tai Ji Quan: Moving for Better Balance



Program Development

Step 5:

Step 1:
Re-Evaluate >

Prepare

Step 4:

Implement

Step 3:

Develop/
MET]




Step 5: Re-evaluate (OFTEN)
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CIM Center for Life

Management.

Denise’s Journey



Center for Life
Management.

Questions?




