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Executive Sujr

People living with serious mental illnesses are dying 25 year earlier than the rest of the

population, in large part due to unmanaged physical health conditions. To address the gap in
current thinking about this health disparity, this paper presents evidence-based approaches to
a person-centered healthcare home for the population living with serious mental illnesses. In
doing so, it brings together current developments around the patient-centered medical home

with evidence-based approaches to the integration of primary care and behavioral health.

In 2007, the American Academy of Family Physicians, American Academy of Pediatrics,
American College of Physicians, and American Osteopathic Association released the follow-

ing Joint Principles of the Patient-Centered Medical Home:

t &BQBUIBEB® OHPSOMWB U XBBRIFYT@ ZBNMD JIB O

t hFRQFST@IZBENWEBEBBFBPNO EJWB B YS3SBMFMIFFMP MM F D
tively take
responsibility for the ongoing care of patients

t hFQFSTEKZENDEBDQ P G RECMNFG

needs or

PRAIQBUJIFBMUIDBSF

appropriately arranging care with other qualified professionals

$B$PPPSE BOEUPR FHBIFMEV FNFOILFFBMUTZ BB FN
2VBMOERB GFIEZMMNBSLT

&0 |BBDEPFDBFEWBIMBCMF

1BZNBFQQS P (SSRNBRHEWVEHBEWB % P WJE B B ¢ 6 B VBF

patient-centered

— —~ o~ —~

medical home.

At the core of the clinical approach of the patient-centered medical home is team based
care that provides care management and supports individuals in their self management goals.
Care management is central to the shift in orientation embodied in the medical home away
from a focus on episodic acute care to a focus on managing the health of defined populations,

especially those living with chronic health conditions.

hFNFEJPBIMFNQIBPTOUFMGC DPBEGEBWHEFIBWIFBMMBAM UFN T
movement towards a Recovery and Resilience orientation. However, there has not been a
DMBBSJDVUWBREPIPBINW PEF® I EPRGF | BWIFHBMWI E-F
spite close alignment between the features of the medical home and the core components of

research-based approaches to treating depression in primary care settings, for example the

IMPACT model.
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hFDPGFBBUWSHF 1"$5NPEFMPMMBOBSEGEUIMFFOEJWJEVBM T
QSJINBBIFZTJIOBBXIWBDBISB OBBF &8 WIFHBNBERIO T VIWBLFBAORM P Q
BOENQMFBUROFB WNVBEDIEIBBSBOBHFS CIFFIBNY® P 3 BEBVMOESO U
mary care provider consult with a psychiatrist to change the treatment plan if the individual
EPPPINQSPWE1"$S5NPEMRVCFIE®P VOEPVOMFFDUIJWGEBSHT
for depression, improve physical functioning and pain status for participants and lower long

term healthcare costs.

hJTQ B Q@FSSP QPIMRIUP B U JPIBEWS HVEYIEQRB H JF O U NNHEO D BSIF E
home be expanded to incorporate the lessons of the IMPACT model, explicitly building
JOUPNFEJIPBINNPEBM BSBOBRBFSB WIFBNBRIO T VBMOEPOUT VMUJOH
QTZDIIBWGDUUPFBDSPWFOUMNVFE 1"$S5SNPEFEFMBEFRI|F
proposed renaming of the patient-centered medical home as the person-centered healthcare
home, signaling that behavioral health is a central part of healthcare and that healthcare

J O D MBGEPHFNATV Q Q PERYUFISOTEPROQ BLDFIFHLP ESNITBI Q S FWNABSO BH FN F O U

Having articulated the role of behavioral health in the person-centered healthcare home,
UIDB FMN 1B TUIBHGEBE ) EJSFRQQBBEBEIS FUMOOMH HBBUJPO
primary care services in behavioral health settings as well as the need for behavioral health
services in primary care settings. Two models are proposed for behavioral health providers
who envision a role as a healthcare home: a unified program similar to the Cherokee model
in Tennessee; and focused partnerships between primary care and behavioral health provid-

€rs.

Using the extensive research on addressing depression in primary care settings as a guide,
the paper proposes the following six research-based components that should be available as
QBBBQ B SUOEBU KEQHI B WIHFBINBYH B O H BEQIPINBEBEEZNV MM TDPQF
healthcare home:

SFHYMSEBOEPHIUIVEBXLIOHNFBUVBENFEDINRTZDIJ
atric visits
.FEJOBS)IISB D UJQSP KIBSIFZ T J MPEDB@ FEB WIFBIVBWM
3. A primary care supervising physician
4. An embedded nurse care manager
&WJEFODBS BECIRUEAED S WHB MUBRYIMB P QV MBIWIRPSI PV T
mental illnesses

6. Wellness programs

hF'PVBVBESBEBBNFWFNRQ R JPPRNGORB#ANNY GFUEW
JPSBBMEURTD SJEVC PRAUB P Q V MB EIFF 6 WIFBIMS J NIBESTF
JOUFHNEBBEEGHBIRIVBESBOUUEESNMB WIFBNBME| Z T JDEBNU |

risk and complexity of the population and suggests the major system elements that would

CNUJMNFEUBFFEGIBWCHhBEMB QRKEBURFIVEVBESBEEM
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to reflect the additional features of the person-centered healthcare home as they relate to the

population served by each quadrant.

To conclude, the paper articulates a range of barriers to the creation of person-centered
healthcare homes and the development of partnerships between behavioral health providers
BOGS INBBIRFRUKIPVAFB MEFIFFEGFPRMFFS NFROTUBMOHTTFT
paper highlights that similar barriers have been encountered in the integration of depression
USFB UNFIWBEBEFJTTEB6EB S SBJF0® B MWEEO D POBIOEF-H V
lation; workforce; information sharing; and the need for greater research relating to the costs,

DPF U BWOIFBNVUDPGBIUIJFOUIBBMUIFBSHEFEGNIBOPQVMB

tion with serious mental illnesses.
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Introductior

People living with serious mental illnesses are dying 25 year earlier than the rest of the
population, in large part due to unmanaged physical health conditions. Addressing this
IFBNEUTQBBEQFr®O®EPWBDBDIH T D QI WFIBBWUTBEB®RD FT
JUB U J PG BW'MAUINIIMBELE P XNIEF O UBAMM OB MBTFFONGRES O U B M
) FBMIFISWPIBIFV CTUEBOBBO.EFO UEFBMEFISWENBDITUS.BUIPO
SAMHSA) made a commitment to promote wellness for people with mental illnesses by
taking action to prevent and reduce early mortality by 10 years over the next 10 year time

frame.

hF'P V3V B E S0 XDUBAH SHBBERRFW F N Q) AR J PEPB/ND®R §1
$PNNVGFIEW JPBB VBEBISIEBDONW BIDFREVEEREB FOUFHBBUJP O
QIZTBODEMI B WIFBIBE/E V6 FIVMBTE B B- SFROQUV MBO DRMWER PGV M B
tion with serious mental illnesses. However, the main focus of integration initiatives nation-
BMBEFPQ IFOUFHBE B IRPWHBIBEE W OOASII NBEBEF 'PV S
2VBESBEEHW TDSIBFEHEHBE ) EJSFERQQBBEBEIS FUO MBIBE S
primary care services in behavioral health settings as well as the need for behavioral health
services in primary care settings. Models for the treatment of depression in primary care are
well developed, most notably the IMPACT model. Future initiatives to create a bi-direction-
al approach that lends equal weight to the integration of primary care services in behavioral

health settings can build on these models.

At the same time, there is a need to align integration with developments around the
NFEJIPBIVMAFNFEJIPBIVM P EFNVMBJONFONFOBBXNBEZE FDUBWFMZ
livering care in the context of chronic disease. However, this has been developed in isolation
from the research on integrated physical and behavioral healthcare. Despite the fact that the
IMPACT model aligns with many of the core components of the patient-centered medical
home including care management and collaborative care, there has not been a clear articula-
tion in the medical home model of the importance of behavioral health services. Further-
more, the medical home model has not been adapted for people living with serious mental
JMMOFTTHFIBWIFBMW ZBBEN T U P SSIDBOOQWDD BBETA FN
although for many of the individuals served in the public sector, it has also been their princi-

QBWVBDBS&F OB U JPMIBJNENERIPBIVMCIFHTRVFT BIPBP BT

medical home look like for people living with serious mental illnesses?

To address this gap in current thinking, this paper presents evidence-based approaches to

BOBUJFOUIBBMUIRSERS | P QV MEBWIPSINRAOIUEM ORTTFT
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discussion paper has been prepared for policy makers, planners, and providers of general
healthcare and behavioral health services. It is focused on the integration of behavioral health
and general healthcare services in light of the national conversation regarding the develop-
ment of patient-centered medical homes, and is not intended to be a detailed review of

integration initiatives and their evolution.

Section loutlines the concept of the patient-centered medical home and its critical

components.

Section Zoutlines the rationale for successfully integrating behavioral health into the
medical home, using evidence-based practices such as the IMPACT model, identifies
alignment between IMPACT and the medical home model, and proposes restructuring

and renaming the medical home concept as a Person-Centered Healthcare Home.

Section 3draws on the IMPACT model and other evidence-based approaches to develop
the features of a healthcare home for the population with serious mental illnesses, aligned

with established principles of recovery.

Section 4S F WU TP Y&V B E SHBVQJW*IDUBAVH SBERINGQ) IRIQUI 6 FB WP\GS F T

the person-centered healthcare home.

Section Sdentifies challenges and opportunities in implementing the bi-directional

person-centered healthcare home.

hF1IFSTPO $FFEBMBBEREFSPQRFTHEOUFOEBFD FISBNHFO
UVE RS JOEB BHIWIFBIWBWM QEBEBSIBLSZH 5@ U BBP\OS HIF-E& UID BINVG
conversation at national and state levels, and to provide a template for future federal, state,
BOMPDB MW JBIUMHAKFTFS VBIOEZT PN Q P O EMPLETH B X.J [\
EJ FSFIAUMBOERPV UIBP O TJE FESBX\WH IPNQUM@IHCSBWIBLO/ES B M
financial collaborative care models for children and youth are very similar to those described
here for adults.
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Sectiohhk
Patient-Cente
Medical Hon

What is the Medical Home Concept?

While the medical home concept has its origins in pediatric care, the concept
has expanded as the general healthcare system has contemplated the shift from a fo-
cus on episodic acute care to a focus on managing the health of defined populations,

especially those living with chronic health conditions.

Several seminal commentaries influenced thinking about how team-based care
might improve clinical care and achieve optimal population health, establishing the
GPVOEGBSP&H UBIMGEEF Q U \PEM N [FEELD IFFBOW
t le Chronic Care Model ,* a structured approach for clinical improvement
UISPVHEN TIFEEB¥ Q Q ESBJ# § H B O J [BQEPCOBSWEDIPBMPH Z
JOGSBTWXSNVDUNMNSBGHIS#V S PBBS JN BFBAVMBBISF T) $
Health Disparities Collaborativé
t hFOTUPRPGVEIDJOF Tn Jublity Chasm report which
articulated Six Aims and Ten Rules to guide the redesign of healthcare, including the
JNQPSBBEGEBN OBBEBESPBESB® Q S PRWIBNMHDUEA BMU I
DBBETURBWIBEB M UTDBENWEB 6 F- D WIBWR FOU WACRAMS FE
efficient, and equitable.

hF$ISPGBIPEFN BMUITQ BISRIN MBTBEGEB/BMIB X N
"INB OEV VBFH+F T D S DQRHE- O E BIDET

#VIMBEMOWIPVOEBURNFG JICBB ERPNRBNIMZTJIDJIBOT
American Academy of Pediatrics, American College of Physicians, and American
Osteopathic Association released their Joint Principles of the Patient-Centered
Medical Home J O TVNNB SEHEFEGIVIVFYQQ QF GBEJ Y
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t Personal physician-each patient has an ongoing relationship with a personal phy-

sician trained to provide first contact, continuous, and comprehensive care.

t Physician directed medical practicehe personal physician leads a team of indi-

viduals at the practice level who collectively take responsibility for the ongoing care
of patients.

t Whole person orientation-the personal physician is responsible for providing for
BMWVRBUJFBW UOFBREEBLIGHQ P OG BIWS BEBSSIBRIG MIO H
DBSFWIUIRSBMQ &FEGF THIP OB MVES-HBII M BHH&t TBFV U F

care, chronic care, preventive services, and end of life care.

t Care is coordinatedB O E J®OSJ F HBSBSEMEVI FNFOG IBIPNQMBMUIDBSF
system (e.g., subspecialty care, hospitals, home health agencies, nursing homes) and
UIRBUJFPNNV GIWBNOVMEBOPS I WBNRVOBUEBESWJIDFT
Care is facilitated by registries, information technology, health information exchange,
and other means to assure that patients get the indicated care when and where they
need and want it in a culturally and linguistically appropriate manner.

t Quality and safetyre hallmarks of the medical home.

t Enhanced access care is available through systems such as open scheduling, ex-
panded hours, and new options for communication between patients, their personal
QIZTJ)BOES BOW™ED F

t PaymentB Q Q S P (SRBRHEMEH-HWB Q¥ P WJE B B ¢ G B T8F

patient-centered medical home.

#B°SSS- D FIOUNWNAB LI FEUJBGBRBUJFOUNHEOIPBE EJOUJOH
UPI¥OXBS SBBEIIED VEBU HFM IPAGF B K UBDESRFBPEFMBUJPOTIJQ
between what is spent and the quality of the services that are delivered. He also notes that,
while research suggests a robust primary care system is a major characteristic of an efficient
and high-quality healthcare system, the U.S. primary care system is uncertain, perhaps close

to collapse.

"HBJOMBDLEBRFWIUREBTU BBWFE P@GNDRA WP BN BE J
cal home models and the establishment of coalitions that include medical professional societ-
JFMBSENRMAEBSPWBW@WEPWFSBNFODRI® B DEFR V J D LFOFEF

XIFOIFFEJDBEEEBDBNRERAFNPOTUSPUWBEW UIP3SQ[FBB Y

Relief and Health Care Act. Spurred by the Medicare legislation, large health plans, as well as
Medicare and Medicaid, are moving ahead with demonstration projects to test new payment
methods and study the quality and cost advantages of the model.”** hJTTQFBBTFIBSFE
desire to develop delivery and reimbursement models that address the shortcomings of the
IFBMUTRZBOFQS B BWFIIPAHEBQ BE J F O U NCFREONPBIRFEY SIED FJW F
compensation for the time and work physicians spend to provide comprehensive and coor-
E J O BIFFSBAWUOB-Q Q SPB.DN U EIDRSFDRNB VS SZO XFNQBBP S
procedures and treatment of individual diseases rather than valuing and encouraging treat-
ment of the whole patient, preventing chronic illness, and managing multiple, interrelated

»10

and ongoing health problems.
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*FBSMZUIRBUJPYXPBIN J GUBISFBMITO X SB O®D'FB-O
nounced the development of standards for medical practices that wish to be certified
BODBUJFOUNFEOIPBWMRE /$2" 11ZTIDIBOIPIOGFDUJPOT
and Patient-Centered Medical Home materials articulate nine Standards for prac-
tices to meet, including use of patient self management support, care management,

evidence-based guidelines for chronic conditions and performance reporting and

JNQSPWHNROB SOFEFOE'IY

Why is Care Management Important?

At the core of the patient-centered medical home clinical approach is team based
care that provides care management and supports individuals in their self manage-
ment goals. In a report prepared for the Commonwealth Fund, care management
was identified as being among the few policy options that hold promise not only of
containing costs but also of improving health outcomes for high-risk populations.
“Care management is the coordination of care in order to reduce fragmentation and
unnecessary use of services, prevent avoidable conditions, and promote indepen-
dence and self-care. Alternatively called advanced care management, targeted case
management, high-cost or high-risk case management, care coordination, disease

management, and other terms, care management programs manifest themselves in

BXJB¥BSB&B ZTP OF S P KOFBISUWB O B H AANCFIDRIN QBFIS TFREEOBM J[F E
OV IV O TE VBISINBREYBX M JINBOBHFDEWRO BHFBIGD U

depression management programs.” '*

hJTFNQIBPTOFMG PBE®B WHKE F | B WIFBNBAT UNFIRWIF
NFQW XBBSEDPWOEZT J MB § OBG-FVRIU MBQI@SPB\DBHAT
the newly revised Wellness Management and RecovepyS P HEE8MNQFMBOE T
Wellness Recovery Action PlaWith these models, the behavioral health field has
EFWFMPQVEBQBFHBIEIWE S F OUHIE O W DBDBYFIKP BM T
for improved self management of specific conditions and to problem solve barriers
using the resources of the community and personal support systems in addition to
G P SNBMMWhIDBR Q S PBIHFIW ROA-NUU (BH FFEQFPRIMW JIOH

with serious mental illness as well as chronic health conditions.

hFmVWMJCYIDEENR GPBESBOBBFEFOUMNEE) $
Health Disparities Collaborative, * are:

t %FWBOUNEIOSBO@BEIBUBO@IPWIEFS
SEVLDBRBUBOEUSBNIMZ
POJIUPSQUBRNEPNNVORDBUERHIPWIEFS
% FWB UNPE)) O BBRHO@EB DBEHB O
.BYIJNBIEFFSBODEFSFB OQ\VBEXBPOIRHPURBBIMP/QUJIPOT

to treatment-emergent problems

Unlike disease management models with arms-length, telephonic care man-

agement, in the Chronic Care Model and patient-centered medical home the care
manager is embedded in the clinical team
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hFDPNNVOFRBNEFOQBST JDIMIG-EB AT Q BSRIMMBTIBSWBU JW F
also identified the importance of enabling services helping engage and support indi-
WIEXBWTSPIGFBDDPIOEJWBPERIFP O NFERPWWMEHD JMDODBUF
to timely and appropriate medical care, including transportation, language assistance, case
NBOBHFBIGERNNYBVUBBEBEBHY D BHUJPHBUB DU JWRODBEWMBS Z
the focused care management task of monitoring health status and calibrating care for an
J O E JWBIGEH\D F 6 BMAVEAS RICSIIBEBSBO BH RS WHSES FBNVDDFTT
in managing chronic health conditions depends on the provision of these enabling services

alongside the clinical services.

Care management is the key to transforming a healthcare system geared towards acute
problems into one focused on addressing health needs from a longitudinal perspective (i.e.,
managing chronic illness and facilitating preventative self-care). Longitudinal monitoring
and timely response to the course of illness is how care management transforms treatment as
usual. ¥ hJ TG P IP\BPTO H PRIMP V O B BERN MJ P 2G OBV WIZE VBINGTF E
for should be distinguished from old ideas about “gatekeeping” access to care—a distinction
confounded by the varying ways in which the terms care manager and case manager have

been used in the last twenty years.
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Sectionrz Neec

for Behavioral H

Services In ti

Patient-Cente
Home

le Case for Behavioral Health as Part of the Medical Home
'PMMPXIFOHIRPVBMIBZISIFQRER). TVCTFRNMNNFOIBWIEBQ
plicability of the Aims and Rules for improving the quality of healthcare for mental and

substance-use conditions, and made two overarching recommendations:

t )FBMBG6G MHTF O ANSFBIMBEDNEV C T U B Q B F OBITG-EVIM ONFVTIOUF T
EFMIWFBIRE EFST WPHO EQ CRHEPQEF S EFUXFGRD O E
brain and the rest of the body.

t hFBJINSVMFRIEUSBGRFIFATEHRE BISPTUIBPWHB MIBZIN
TIPVMEQQMIFEVINPOUBM TWUHBEWBB®BEBZ UPEBZ
erational basis but tailored to reflect the characteristics that distinguish care for these

problems and illnesses from general health care.

%FTQJIBE BSUJDVNVEBWBIIBPVWOFABINBBD FOQB8BEBBMUIOBSF
has not been a clear articulation in the medical home model of the findings from researched
approaches to treating depression (frequently co-morbid with chronic medical conditions) in

primary care settings.

10
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A preeminent research example is IMPACT, one of the largest treatment trials for de-
QSFTITOXRPO®BIOaUBERE DPMMEPIW\WFIIX EEQS FPFIMBES MU T
EJWRSTRBEYM JBD BWIED JUWUBGERIKPFBBITJMODBSBOBHFNFOU

within a stepped care approach.

hFSFTRPRUTS JHJIO'BMU S JB WM XAQE RWZLZ M BDIEE M\ECE-
ings that the model: '

t %PVOUNFEDUJRGBEEFQSFTFFPOUSF
#F O F WMBWHPPWVNVMBUJPOT
S8BF FDUGBWWRFEUORJOHT
3FTVMINGES RWAFEGD/EOND UB P@B DOIBRRBSUJIDJIQBOUT
SFTVMWERESOHSNBMUDPBEBBCMF

~ o~ o~ o~

Doubles Effectiveness of
Care for Depression

50 % or greater improvement in depression at 12 months

H Usual Care E IMPACT

1 2 3 4
Unutzeretal, Psych  Cin NA 2004 Par“mpatmg Organizations
Figure 1: Percentage improvement in depression using IMPACT model and care as usual

4JODIFOEGIBFTFBSBRMN CRESSHBOJJBU R OMRUBRIE® E
abroad have adapted and implemented the IMPACT program with diverse populations, serv-
ing individuals of all ages and expanding the scope of services beyond depression to anxiety,
154% %)% BOREUIPBOEJE&SPRVGFOVEES I NBBEF MWHTFOUJBM
elements of IMPACT include:
t Collaborative care as the cornerstone of the IMPACT madethich the team
GVODUUXEB IXB 2T FO EJW QBN BMEBFTFZ T JOB BXOT WBI
DBRS B OB BF 8B WIFB\B®O T \IWRAFBAOBNEQQ M FBUFSIFBUNFO U
QM BN E J D BIOWHUESEHVWEJI E F O OQFT ZB MAREBFEIB REISB OB H
FS CFIBIWB RSFBOVIT VBVOEESO NIBESFE P WDIEGF RV MU TZD 1J B

trist to change treatment plans if individuals do not improve.

11
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Overall cost | |ntervention | Usual care
in$ group cost | group cost | Difference

Cost Category (mean) in$ ing in%
IMPACT Intervention cost MA 522 1] 522
Cutpatient mental health costs G&1 558 67 =210
Fharmacy costs 7284 5942 7,636 B84
Other outpatient costs 14308 4,160 14,456 -286
Total cutpatient cost 22518 22182 22 859 -E7T
Inpatient medical costs B452 7178 8.T57 -2578
Inpatient mental health / 14 g1 169 -108
substance abuse costs
Total health care cost aver 4 3082 29,422 32,785 -3383
YEAars

Table 1: Comparing th four year costs of IMPACT and care as usual

t A care manager/behavioral health consultant (BH@) may be a nurse, social

worker, or psychologist and may be supported by a medical assistant or other
paraprofessional.

t A designated psychiatrisk | DPO TWEBMBBSBOBHFS CIFFIBNYB@PSBM

sultant and primary care physician on the care of individuals who do not respond to
treatments as expected.

t Outcome measurement and registry trackithgough which IMPACT care man-
BHNFBTVESES PTHUWBNQUWBANFUBSBWOEJWUBVBMNFOU
BOE&EFHVVIBEFESWE GIEWEB M INBRTF\ESBR FFOIM | ) 2

t Stepped carién which treatment is adjusted based on clinical outcomes and accord-

ing to an evidence-based algorithm.

Principles of the Patient -
Centered Medical Home

Enhanced
access

Elements of the
IMPACT Model
Collaborative team care
Care manager /BHC
Designated psychiatrist
Outcome measurement
Stepped care

Team practice
Coordinated/

Whole person
X|X|X|X|X| integrated care

X|X|X| orientation
Quality and

Personal
X|X|X|X|X| safety

X| physician

X | X

XXX [X[X

X X

Table 2: Crosswalk between IMPACT elements and the principles of the person -centered medical home

12
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hFTF1"$5FMFNB ST D SMHEDFIFQ QF RESEFCMFRSPTT XBMLT
the IMPACT elements to the principles of the patient-centered medical home in order to
assess the alignment between the two approaches.

hFSFTJHOJBWB-OAONFRUXFIFEQ@ QSPEREDIBVHHFBWBEBUJPOBM
dialogue regarding the patient-centered medical home should be expanded to incorporate
UIMFTPRBOM 1"$5NPERMTXPVNEBRDY QMO INMEWOBBSBOBHFS

behavioral health consultant and consulting psychiatrist as a part of the medical home team.

While there will always be a boundary between primary care and specialty care, and there
XJIBMXBB B B EE PUIXWFIFET O PEBQTF DB B QIEORE6 UFH S BB QRO E
care is a clinical approach to assure that the need for a changing level of care is addressed ap-
propriately for each person. Stepped care creates a structure for feedback from specialty care
to primary care, which is the venue in which the general population would receive the major-

ity of their care in the medical home model.

hFFYQBOPEPEGIRFEJPBNJCIF I BWIFBNB®IQ BBDOIRUA Q Q FE
care could be reflected by renaming the patient-centered medical home as the person-
centered healthcare homégnaling that behavioral health is a central part of healthcare and
UIBEB M UJD B SBGEPRIMATY Q Q PEIUFISOIEPEOQ BLDPIFLP ESNIBIQ SPWFE

self management, using the resources of the community and personal support systems.

A person-centered healthcare home would accept 24/7 accountability for a popula
tion and include:
I1SFWH®BFW D JOH- SRMBMUFIT
"DVQFINBBIF
SPNMBXOEIIJMEIFBMTU I
#F |1 B W UAPES\B WI
.BOBHFR®O0OSP CFIEOMDWPIOEJUJPOT
& OFE®! JOBB-S F

lese services would be supported by enabling services, electronic health records,
registries, and access to lab, x-ray, medical/surgical specialties and hospital care. lis
capacity is referenced in the remainder of this paper as a full-scope healthcare home.

~ o~ o~ o~ o~

hFQFSTPO DFBN GIEMESIF VOVEEN QM FNED B F&F DIEIFPOWBIMNM Z
people in primary care with behavioral health conditions and serve them there unless they
need stepped specialty behavioral healthcare; and, identify and serve people in behavioral
healthcare that need routine primary care and step them to their full-scope healthcare home

for more complex care.
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Sectiom8 Neec
for Primary C

Services In Beha
Health Settin

What is the Need for Primary Care Services?
hF/BUJP'OBRDJBAJRPBE U)BFEM$IPHS®BEFD/UL.FT %

found that 3 out of every 5 persons with serious mental illnesses die due to a preventable

health condition. A Maine study of Medicaid members with and without serious mental

illnesses revealed that persons living with serious mental illnesses, when compared to an age

and gender matched Medicaid population, have significantly higher prevalence of major

medical conditions that are in large part preventable, including diabetes, metabolic syn-

drome, lung and liver diseases, hypertension, cardiovascular disease, infectious diseases, and

E F OB BIW SAEFRSHASIPEB WO § AQ V MMBIUWKB@HF S NFROTUBMOFTTFT

has at least one of these chronic health conditions, 45% have two and almost 30% have three

or more."

hF/"4.)1% SFQPBWI NB BXFE R MHF S NPRAOTUE M B FO H
years earlier than the rest of the population.'® As pointed out in the report, chronic health

conditions and early death are significant barriers to the achievement of recovery.

*BFTQBPIMAF4.)1% SFQBSY 4".)4" DP O WBA/MINIW
BOIB D S P E BBRAE PG MW DRUIIMBALS P XNMEBF O U'BMI OIS PV D E
ed in the following Vision and Pledge:

14
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t 8HFOWIBGWPWSIKIFPRMRFOUEM@ATSHI®R IRBMU I
happiness, recovery, and a full and satisfying life in the community via access to a
SBPHEFFDUFWWINDFQBOBATPVSDFT

t S8FRQOMFEREP NPRINFMOEEF FQMRNFOUBM CRATHIEFFO-HU P O

prevent and reduce early mortality by 10 years over the next 10 year time period."”

Holistic

SFDPWP®PN@EBIOEITW XEN MM GG D M WB OE&H ETZQ JB OE

community.

Recovery embraces all aspects of life, including housing, employment, education,
mental health and healthcare treatment and services, complementary and naturalistic
services, addictions treatment, spirituality, creativity, social networks, community par-

ticipation, and family supports as determined by the person.

'BNIMQBPW PEHBIO J [ BUUPBRNNVOBOEPD JFMWEZVDIBM
roles in creating and maintaining meaningful opportunities for consumer access to

these supports.

hFDPBPNQPOCBEGDFPWEFZIDSICIFECTUEYBBO.EOUBM
) F B MIFIS WEDIB D J T WCBiseh3dsGtdtement on Recovery
t 4FMG %JSFDUJPO
*OEJWJIBOEMSITPB $FOUFSFE
&NQPXFSNFOU
YPMJTUJD
/IPO -JOFBS
4USFOHUIT #BTFE
IFFBSQQPSU
SFTQFDU
SFTQPOTJIJCIMJIUZ
t )PQF
hFTBPNQPOBSGDPBVEED T XIIUWHIWO E F SWM B BRWYHIITS B N FE
2VBMIIBZAIJYINBOHF QVMFFR QF GEBY¥EV O DBJBPSB N FXPS L
UIBFSTPO DFBNVEIEEMES B® EJWNB WU S NFAVOTUBMMOFTTFET

YPMJIDP N POFODMPUFME | FT TPVGFJI® IR S BEPHBWFRFBMUIDBSF
that supports the whole person.

—~ ~ ~ ~ ~ ~ ~ e~

To achieve the recovery components and Wellness Pledge, people with serious mental ill-
OFTXFU MBDHD DUFR VY B VRIBJMUUDB® BN BMZS E BOB® Q SP QS DBIWE
JOH 6 VMMIFBRQIFBBFS VB SIUNDE GMMBWIHEK | F UAFIFBMUIDBSF

needs should be met, not through emergency departments.
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hFSFTUSPOBEFODEP TIJIEBWNE QO PBWOD DFRIHRVBMOWFHSBUFE
DBEGRO®EIJWIXEUVBBNROUBMOFSBGEP NFFED EMDBIESETT
in the VA system assigned individuals living with serious mental illnesses to receive primary
care either through an integrated care initiative located in mental health clinics or to the VA
general medicine clinic. A multidisciplinary team worked in the integrated care clinic where
a nurse practitioner provided most of the medical care, a nurse care manager provided pa-
tient education, liaison with behavioral health care providers, and case management services,
and a family practitioner supervised the nurse practitioner and served as liaison to psychiatry

and physicians in other medical services.

hFNPEFNQIBTQBRUEFECDBQYSPYWHGBIREBFEPMMBXBEBUJP O
behavioral health providers. As shown in Figure 2, individuals served in the integrated model
were significantly more likely to have made a primary care visit, had a greater mean number
of primary care visits, were more likely to have received 15 of 17 preventive measures, and
had a significantly greater improvement in their health as reflected in the composite SF-36

score, shown in Figure 2.7

SF-36 Physical Health Component Summary Score
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Druss BG et al. Integrated care for patients with serious mental disorders:
aranomized trial. Achives of General Psychiatry 2001; 58:861-8

Figure 2: Comparing the health improvement from integrated care and

care as usual as individuals with serious mental illnesses in the VA
Currently, many individuals served by the mental health system are not able to access

primary care settings, due to coverage issues, stigma and the difficulties of fitting into the

GBTU WBUDHEF® S JINBBSHSF YBNQNF TZTPFRNEFUIEBIDBIS F
access and more support for recommended monitoring and disease management than is

available to many people with serious mental illnesses. Yet, in the VA system, the odds were

greater that a diabetic with a psychosis or substance use disorder would not receive standard

of care monitoring (e.g., HbA testing, LDL testing, eye examination) [compared to a dia-

betic without a behavioral health condition], with the predictable result of poor blood sugar
BOEMRPE TORCBHSINMBEZFUIEFDBTBFOBS SBPWYQMIIZODFE
EJBCFUEHDWIEVBEBINROIUBMOFT TXJT % PBR/RDB IS F W FBSBHEH P S

a medical home would likely receive less monitoring and disease management.”*
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hFVOEFSMAMBMINFEJIPBWF B5ISPGBSFEFMYINBFO
Rules, and Joint Principles) all espouse change in how primary care is delivered to make it
more person-focused and accessible. However, without careful consideration of how to assure
access for and engagement of persons living with serious mental illnesses, this health dispari-
ties population may not benefit from the healthcare delivery system improvements that are

being proposed for the general population.

What Should Behavioral Health Providers be Doing?
/PWBNHKIBWIFHFBMBIP WX ERGW JBGI\PUS/EWBEQFSTPO DFOUFSFE
healthcare home. However, all behavioral health providers have a clinical responsibility and
accountability for individuals receiving behavioral health services. If these services include
prescribing psychotropic medications, there is an additional set of accountabilities related to
the risk of metabolic syndrome and the whole health of the person:

t " TTrédalar screening and tracking at the time of psychiatric visitall be-
havioral health consumers receiving psychotropic medications—check glucose and
lipid levels as well as blood pressure and weight and Body Mass Index (BMI)
record and track changes and response to treatment and use the information to

PCUBOBE KV S ©EB BBNDIA$ | FO 8 M ZWBIGEEBNUM U EBZFMJIOF
BOMPOHJWPBHIWBBS FORNNEGREFEFSJ®BBC'FIURID JB
UJPRFSJDBAD | J'BU & DO BNURFPIDIBI® D JIBE&N PQRIOBRMD S J
OPMPBOEBUP SUNFSJDB® D JBRIIPOVEGC FTIWQ Z*

should be the standard of practice.

t *EF QMdb@ent primary care provider for each individyahd when none
exists, assist the individual in establishing a relationship with a primary care provider
and accessing care.

t & T U BIOQWIBidthobs for communication and treatment coordination with
primary care providerand assure that timely information is shared in both direc-
tions.

t Provide educatiornd link individuals to self-management assistance and support

groups.

For behavioral health providers envisioning a future role as a person-centered
healthcare home, there are two pathways to follow. Behavioral health providers who
want to become full-scope healthcare homes for people living with serious mental ill
nesses should look to the Cherokee madel seck to become full-scope healthcare homes
for a broader community population than those currently receiving behavioral health ser-
WIFBSIBEFBMBFIO UBST T PVE® Y B NR)BCH | BWIFBIMBWBPWJIEFS
DIPPTUWIQ@MBUIFFL20%H GV O BIUED Q MIUFOHS PNPEFM

Behavioral health providers who want to partner with full-scope healthcare homes
to create person-centered healthcare homes for people living with serious mental illnesses
should organize a parallel to the IMPACT primary care modalJ 7 O D NBDEPRMIMB CP S B
UJWHEN TBEF@Q SPBBBOBHFBEFOUHQ B UNIBEBYFO T VMRHBIOW S Z
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outcome measurement, and stepped care for the range of primary care needs in behavioral

health settings.

What Does a Healthcare Home Look Like for People Living with

Serious Mental llinesses? !e Cherokee Model

.BOZFMUFBAF SP)FEFMIZITUB®TISHB O XN BWIJIPIW BTS5FOOFT
see counties that is both a primary care provider and a specialty behavioral health provider, is
UIBSFGRBEF®UFHGSBIEERE BFOREGISF SHBOJMBIUBREITTIPO
and practiced across an array of comprehensive primary care, behavioral health, and pre-
vention programs and services.”* Cherokee is integrated structurally and financially, which
supports the focus on clinical integration. A behavioral health consultant is an embedded,
full-time member of the primary care team. A psychiatrist is also available, generally by tele-
QI PGS EJD BB DPIY MW B O IFBIABRIO T VQVSIPBAOTEEIFFESS
geted, real-time interventions to address the psychosocial needs and concerns in the primary

care setting.”

For individuals that need specialty behavioral health services, there is a primary care
Q S PWFNEG-FSEHWF BF Q F DG B MBWAHBIBBBIN F S P IEFFH D S BZBIEF M P O
report as a unified program, hires primary care providers who are comfortable with mental
IFBNUTBOEFMJIABBEHE MOIBENJOJTRCGBAQWERY TUHFTITFO
UJBMB DPNIN JUB FFE MJEQQB RBEDIPDBMN VOB XRESIEFPQMF
are treated for all types of illnesses at Cherokee, and mental health consumers find that all are

treated in the same way, reducing the stigma of seeking mental health treatment.?®

$PMMB CIPEBBENMMAY F-FS P VISP HSBRE MD BBVAFSEPLFF
focuses on clinical integration as its mission. Just placing both the behavioral health and the
QSINBBEZVFODVOE®GIF BN HBOJBLWIVRSBWS B ZT GBBMMJU Z
is co-location, not necessarily collaborative care. Similarly, placing all of the funding into a
T J OGIWHE-NH B @ RBM FBSEGRFMYR) M P DNBADIIRONM J O POVBWB CHFSBRIOJW D

upon the clinical process creates collaborative care.

What Does a Healthcare Home Look Like for People Living with
Serious Mental Ilinesses? !e Partnership Model

Looking around the country at communities with multiple public and private primary
D BBOGEF | B WIFBM®P W ZETRUSFINO PUM FBXE | P S H B O J [BQJIBLPSOEM
Uuv e PW Q MENSIIrAE M WEVGE VMOIZF HPSSBHBFEI KB WIPIOQSEP HSBNT
in the near future.

An alternative to the unified program can be found in focused partnerships between
Q S JNBEXO6EF | B WIFBMBHP WU EBBSHB TIKEM P Q B M CTWVPAWW J D H
arrangement may prove to be robust over time, or could eventually result in partners coming

together into a unified program model.



www. TheNationalCouncil.org/ResourceCe

For behavioral health providers interested in developing a partnership approach to the
person-centered healthcare home, the extensive research on providing interventions to ad-
ESEFQ S FJI@ $B OBEBEFU IDREMBIBHV JEFUIJSUZLZ ZPEBSF TFBSD |

demonstrates that while treatment guidelines, screening, patient and provider education, and

tracking systems are all necessary, they are not sufficient in delivering improved outcomes for
EFQSFHI@ 3R QBEBHEFTSFTFBBSWMIB U
t $POUJIPEVDBOIFET US HWIEFVM BEFPLI B O HF
practitioner behavior or outcomes.
t "EEJOBUUBSGDXIBHBIS B O BHASO JMDNRGPWBDPNFT
t *O D MBTEQPMHM 6N OUF HEBRERAE PG T VOWPWIRQIS P W F T

outcomes the most.”’

*@BQBSUONBEEMY XBFIH B WIFHBIB3H B O HBEIVPOMIFBMQF
DBISPAINRJIPSHB O JNB/URPINIS FTB M OH BNOEEW M J BFCSPBBIFJ H O
ing clinical mechanisms for collaboration, supported by structural and financial arrangements

appropriate to their local environment. Ideally, the following six components will be available

BDBBEIOBSUORBMISTISFIP VOVBEED MBBRJOJNV N

1. Regular screening and registry tracking/outcome measurement at the time of
psychiatric visits

2. Medical nurse practitioners/ primary care physicians located in behavioral
health

3. Primary care supervising physician

4. Embedded nurse care manager

5. Evidence-based practices to improve the health status of the population with
serious mental illnesses

6. Wellness programs

hFGPMMPHKDERTDOD § BOPIN Q PDFONEF UBESMIFTFEBBBIP S

each component is presented below the description in italics.

1. Assure regular screening and registry tracking/outcome measurement at the
time of psychiatric visit$or all individuals receiving psychotropic medications—
check glucose and lipid levelas well as blood pressure and weight/BMtecord
and track changes and response to treatment, and use the information to obtain and
adjust treatment accordingly.

Basis for this component: 'e individual and family history, baseline and longitudinal
monitoring as recommended by le American Diabetes Association, American Psychiatric
Association, American Association of Clinical Endocrinologists, and the North American
Association for the Study of Obesity in 2004 should be the standard of practice. lis is
also a corollary to the IMPACT registry and tracking of symptom status in order to sup
port stepped care.
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2. Locate medical nurse practitioners/primary care physicians in behavioral health
facilitiesN provide routine primary care services in the behavioral health setting via

a nurse practitioner or physician out-stationed from the full-scope healthcare home.

OSHBOJ[BNUQ@H BN BEONRB BIRWGH VIDIBBUE P Q P GFSQ NBEBXZF
JNQSPWFNB®OQBOD DIFOIF E BMES AW OQBEFIFD UFWFPET
GHF®HBGFE HOFB M U hIFBFPRQ V MEBIWIEFFOXP BN J Y UVG F
acute care concerns, prevention and screening needs, and chronic medical condi-
UJPIOFTT U S BRUBBHD DOFBON TREFOH BB EJWJI®VBREM U |
care and connect them to an ongoing relationship with the full-scope healthcare
IPNERISFODBNQMB W UDPBDAASIONFS B D U JIU B ROIEHT M Z
experienced, with readily available access to a supervising physician and an ongoing
USBJOJOH DWPQRIWFOITKE B M GBS A behavioral health or-
HBOJ[BISIBEMN SJISSBDUBEUS FROBS BVEB D P8P L J VZATE]
cian and a full-scope healthcare home, cannot be described as a healthcare home and

is not a reccommended pathway.

Basis for this component: Health & Education Services, Inc. in Massachusetts has pPve
years of experience with a nurse practitioner model. !eir data indicates that emergency
department visits were 42% lower in the study group; the study group also had 66%
more physical examinations and 51% more primary care provider contact compared to
the control groéide VA study described above (see page 9) placed a nurse practitioner
with a supervising physician in the behavioral health setting. lis is a corollary to the
IMPACT placement of a behavioral health consultant/care manager in the primary care
setting.

3. Identify a primary care supervising physiciaichin the full-scope healthcare
home to provide consultation on complex health issues for the psychiatrist, medical

OV 9B DU BOWHFGBESBESBOBHFISSFEER SINBBIFZTIJDJIBO
practicing at the behavioral health site.

Basis for this component: \is is an alternative to having a primary care physician on

site and has its corollary in the IMPACT consulting psychiatrist, who provides assistance

in complex problem solving with the care team. !e physician would be accountable for
determining when stepped care to the full-scope healthcare home or specialty/hospital care
would be necessary and appropriate.

4. Embed nurse care managerishin the primary care team working in the behavior-
al health setting, to support individuals with significantly elevated levels of glucose,
MIQOMRPEH TBOERFIHIU MODPVOURE YMIED MRAERQ JOH
UIBFHIHWS/MR OB M RPE TBOEFIHIU BVS BOEBNQMFUF
longitudinal monitoring of health status and communicating the need for treatment
adjustments to the primary care team, as well as coordinating care across multiple

medical providers on behalf of the team. For people who have established external
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primary care relationships and choose not to use the primary care services available
in the behavioral health setting, the nurse care manager would work to establish this
team relationship with outside healthcare providers and might accompany individu-

als to outside medical appointments.

/IVSDBSBOBHBEIR SJNBEBEIFBEY VVHUBOEGBBEBDEMT
curriculum to assure the following services in primary care settings:
*OUBOFTTNFOU
J)FBMMYBNJOBUJPO
.FEJD BADJRIO
7JUBNNPIOJUPSJOH
1SFWFEBMWIDBBSF
WITFBFBAIBIM T
"DUQMN® O
JFBMUQBSBSE
YJFBMBEYDBUJPO

hFOVIBSBOBHNPESNEXJUOEIJWUPVPEMURBYRIEVMM
scope person-centered healthcare home (using the behavioral health entry point as

the entry point into primary healthcare as well as access to dental services), link them

to enabling services, benefits counseling and peer mentors, as well as plan and co-

lead with peers ongoing groups that support smoking cessation, weight management,

and physical exercise.

#FIBWIPEMWENBOBBB®FFEF QWP IEHSB OB HFKNW®UJP O
especially for individuals with less complex healthcare needs, after being provided
with training in chronic medical conditions and care management. All behavioral
IFBNDWIJOJD NB@B R BB F BN N®TE PM MPEKZBOH VS

ing that behavioral health treatment plans incorporate selected general healthcare

goals and actions from the primary care arena; working with nurse care managers on
TQFFMFNFOWHIWIEWVEMBEHFRNFEBMDPNQBOEJOBEVBMT
to medical appointments; linking to non-medical enabling functions; and providing

assistance with community resources such as housing and other supports. For col-

MBCPO BUEBWFFDUUWFTQ FRIPUBRIBEF T Q P O TRIEEN M N T FISTT

of the team should be defined, and structures put in place to support each member

of the team.

Basis for this component: lese nurse care manager approaches and tools are currently
being studied in NIMH-funded research trials such as PCARE (Primary Care Access,
Referral, and Evaluation), led by Druss in a Georgia behavioral héaldndgency,

HOPES (Helping Older People with SMI Experience Success), led by Bartels in multiple
New England sitésis is the corollary to the IMPACT care manager who assures
longitudinal monitoring and timely response to the course of iliness.
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5. Use the evidence-based practices developed to improve the health status of the
general population, adapting these practices for use in the behavioral health
system hFSBESFWJEFO DS BBJ® BB QBEFBWHE B YW BBFV M E
CNUJIMNIBE)RQVMBURNP S PW IRZSSH D FITWS BaFD/BIU F E
UBQBSUEDBM@®PIOE JHITPEB SEBSIQSP WFNFOWIDFT
to persons with serious mental illness, who historically have had difficulty accessing
healthcare services for acute or chronic medical conditions, not to mention clinical

screening and preventive services (see discussion on page 9).

Basis for this component: 'e U.S. Preventive Services Task Force (USR&IF)

convened by the U.S. Public Health Service to rigorously evaluate clinical research in
order to assess the merits of preventive measures, including screening tests, counseling,
immunizations, and chemoprevention. le USPSTF recommendations form the basis

for the screening program, to be made available to any person receiving behavioral health
services.

6. Create wellness program8.UJ NDHFWF QI BEORBU F B FBNFNERPQ@F E
engaging individuals in managing their health conditions, adapted for use in the

mental health setting, with peers serving as group facilitators.

Basis for this component: e Chronic Disease Self Management Program is a re
search-based approach that was developed by Lorig for people living with chronic health
conditions, such as diabetes. lis model uses structured materials, trained peers and group
processes that are e"ective in helping people take control of their chronic health condi
tions. le HARP project (Health and Recovery Peer Project) is an NIMH-funded study

led by Druss to adapt the Lorig model in a peer-led medical self management program for
mental health consumers in Atlanta, Georgia.

le InSHAPE program in New Hampshire includes the following methods:

o0 Individualized btness and healthy lifestyle assessment

o Individual meetings with a OHealth MentorO

o Membership vouchers to local bPtness centers (e.g., YMCA; Dance-exercise center; WomenOs
ptness center)

0 Motivational rewards

0 Group health education/motivational OCelebrationsO

o0 Nurse evaluation and consultation
le program evaluation shows changed nutrition and exercise practices, reductions
in waist circumference and blood pressure, as well as increases in self-e#cacy for
participant¥.
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Section 4:

The Revised F
Quadrant Clini
Integration Mo«

hF/BUJPPB/N QMB ONODRIEERISBMJ 00D E M B 6RBINB DEF
IBWJPFSEBWB B VEHDFARA R PQVMBREFCGWFEP VEVBESBEGEBM
CVIR®TF DPOTECDWNFREOUBBW.YI BOEVCT BEVDIF BE
diction (SA) service integration, as initially conceived by state mental health and substance
BCVEIFSFD/UL)STL% /"4"%"%B OEV S B BABI DVAIBWHREOCID T

colleagues.”

hF#FIBWJPBEBMIINSBIOUFHSBEBROVWIADIPNQFUFODZ CBTFE
.) 4" JOUFHBBO D@ WI® F | BWIFBIWBBE VPIBDESBFEEODPSQPSBUFT
UIF) 4" JOUFHSBEBHETDWSIFOK PEURPQVMBEBBRBWIPSBM
JFBMISINBBIOUFHSBBEEGFTT

&BRIVBEBBOUUEESMBWIFBIMNBME| ZTIPBMUBOEPNQMFYJUZ
PGIQPQV NMBOEYHHFIRBKIPAST BFMNF NGB BTV G UJ MR IFEBEU F
needs of a subset of the population. e Four Quadrant model is not intended to be pre
scriptive about how care is organized in a quadrant or for an individual. It is a cencep
tual framework and collaborative planning tool for addressing the needs of population
subsets (not individuals) in each local systeiT JOHFW JEFPDEFEBEDBMN B J
cal practices, each community must develop its uniquely detailed operational arrangements,
depending on the factors in their environment, including:
t "SIBHOEB QBDERSW QD BP NNV O JU Z %X\BEF B JB/BE M F

is there access to sufficient amounts of the services that are needed?

23
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t S$POTWONSHSGFSFOOETWBESBMUIBIZDP BE® S JNBEBYE
specialty settings?

t 5SS B XIPFEH. G P SID\F36&EHHD B)WIFBMNBME S J NIBES®B BB WJH F
right skills to deliver planned services onsite?

t OSHBOJMBWIRMEEIMW WIE SWH DNFBFG88PS® W OB VSBHFENFOU
and support for collaborative activities and what is the impact on operations, docu-

mentation, billing, and risk management?

t 3FINCVSGBDNEHGBYBZEH) PFPMMBOBSBNBWHE B P35

difficult for the behavioral health and primary care sectors to work together?*®

hFFYQFSXFOIRFVMBISWIBIPVOEPBEIJDFENQ FPIEFESUOFS
T 1 IJQF U XBFS) NIBESZE H B O H BECIFPIBG WIHBIWBEH B O JUB BB R ®
participated in the /BUJPEPBANO O BN NBB3F .FPABBVMPIMMBCHBB8RIWF
Project” SFIJOGRVMPRBEBTQEBWPIGNFIUVBETEPD WVIEFEE FSRIOMHFDUT
PGIFOUFGS EBXFS ODNBEXEEF | B WIFBIMWMEE P QRUFESIIWSBUFHJIFT
for improving the quality of care in their communities. Adapting to the local context may
necessitate making adjustments to the evidence-based clinical practice, which underlines the
necessity of using a registry to track achievement of outcomes comparable to those achieved

by the evidence-based practice.

While system planning requires a population-based method; service planning should be
person-centered. !erefore, the Four Quadrant Model does not specify in which quad
rant individuals should receive care and it should be possible to move from one popula
tion subset to another over tim@ersons living with serious mental illnesses, if seeking care
in primary care, have selected a person-centered healthcare home. Consistent with appropri-
B WAV J Q SBENIERFP JID P VOVHP O P SifFE) S J NIBESSY6GEQ F DG B MBWZI P S
al health system must develop protocols, however, that spell out how acute behavioral health

episodes or high-risk individuals will be supported.

hJXJBINMPBEMBSHNWESEBO M M B WNFPEEBEWIPOW FO R MW JOH
with serious mental illnesses who are stable in their recovery, based upon personal choice and
the specifics of the community collaboration. For example, in Washtenaw County, Michigan,
the unified program initiative sponsored by the Washtenaw Community Health Organiza
tion Q M BIDFA B WIFBIBU/B @ V CRME) B J W B U MBEEFU WIDIBP NN V
nity whenever a primary care clinic serves a minimum of 40 individuals also being served by
the behavioral health system, with an explicit vision of having a majority of behavioral health
consumers served within their primary care setting rather than the specialty behavioral health
setting.®

hF EJT D VU NME3UP OIrb/Res Barlier descriptions of the Four Quadrant Model to
incorporate the person-centered healthcare home coneigiisssed in this paper. Most
Q S P WPIEHESO J KB WM UREDBRDU FEZSIFO W PINB/WHEB XRV B E SB GHUPTT U
Q SJINBEYM JIBIDF QVMBRIPOHE**NP TF IBWIFBNBSHBOJ[BUJIJPOT
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IBWOFPQVMBR®IBOE*7VOJQSEP HSBRAMBFIFSPBPES T-I U
FOBXVOBEH SWPQHN MB® BARBBESBPOQEIJOP GQ MEBFREH
says that each provider needs to be able to address needs for populations in both quadrants

(e.g., adding the nurse care manager for those with complex co-morbidity).

hFVTEGIFPVEVBESBEBM PO TUEFEQ VMBRIODA®P EFMF
NFOBODEMJGC PHHEW SIETMMIG PMMCIBBEQ SPBPGFRPISNBIBUJOH
been changed from earlier discussions of the model, and major revisions are in bold

The Four Quadrant Clinical Integration Model

Quadrant Il Quadrant IV
BH! PH" BH! PH!
¥ Behavioral health clinician/case ¥ PCP (with standard screening tools
manager w/ responsibility for and guidelines)
< coordination w/ PCP ¥ Outstationed medical nurse
=) ¥ PCP (with standard screening practitioner /physician at
T tools and guidelines) behavioral health site
¥ Outstationed medical nurse ¥ Nurse care manager at behavioral
> practitioner /physician at health site
= behavioral health site ¥ Behavioral health clinician/case
% ¥  Specialty behavioral health manager
£ ¥ Residential behavioral health ¥ External care manager
¥ Crisis/ED ¥ Specialty medical/surgical
8 ¥ Behavioral health inpatient ¥ Specialty behavioral health
> ¥  Other community supports ¥ Residential behavioral health
B ¥ Crisis/ ED
14 ¥ Behavioral health and
< medical/surgical inpatient
N ¥ Other community supports
o U U
é i Persons with serious mental illnesses could be served in all settings. Plan for and deliver E
- | services _based upon the needs of the individual, personal choice and the specifics of the !
% —i community and collaboration. —
% Quadrant | Quadrant Ill
= BH" PH" BH" PH!
S
S ¥ PCP (with standard screening ¥ PCP (with standard screening tools
E tools and behavioral health and behavioral health practice
3 practice guidelines) guidelines)
¥ PCP-based behavioral health ¥ PCP-based behavioral health
consultant/care manager consultant/care manager (or in
¥ Psychiatric consultation specific specialties)
¥ Specialty medical/surgical
¥ Psychiatric consultation
¥ ED
¥ Medical/surgical inpatient
¥  Nursing home/home based care
> ¥  Other community supports
o
-

Physical Health Risk/Complexity

— >
Low High
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QUADRANT |

hF 1P QV MIBWw mM&lerate behavioral health and low to moderate physical health
DPNQMFYJUZ SJTL

h F . P E FRdrson Centered Healthcare Home: a primary care team that includes a
behavioral health consultant/care manager, psychiatric consultant, screening for-behav
ioral health concerns, and stepped care.

hF1SPW hERES NBEBZEPWIERSEVMMIFBDWR QIBBG E
uses standard behavioral health screening tools and practice guidelines to serve individuals
J@ I S JINBEBZE B DAJJDEU B O E BCSHH B(WIEBNBBRIZMUT © S J NIBEBZF
QSPWEHISBDLIOH SIRGBND 8 F B FS&SBNRFEUR P Q V MBRUIFP O
Q S JNBEBZB TG-FElI B WIFBNBRIO TV M UINBBAUB HIBFHS-J NBEBEZBEPWJEF S
prescribes psychotropic medications using treatment algorithms. PSychiatric consultation is
structured to support both the primary care provider and the behavioral health con
sultant/care manager, with a focus on treatment planning for individuals who are not
showing improvement.

hFSPRE IR S JNBBXB TG-FEI B WIFBNBRIO T VINDUBBSIPUD PEOF VM U B
tion to the primary care provider as well as to provide behavioral health triage and assess-
ment, brief treatment services to the individual, referral to community and educational
resources, medication and symptom tracking, self management supports, and relapse
planning. # F | BW IPEENBWMIJ B OERB @ QFESVNBYOD M @ EB WRPIE § B WIQ
services, cognitive behavioral therapy, psycho-education, brief substance abuse intervention,
B OM JN DUBFE O B H FINFFCOORJ B WIFBNBWRO T VIM B BIZEEP N Q RIWOF O U
both mental health and substance abuse assessment and service planning. 'e behavioral
health consultant is connected to the specialty behavioral health system, and able to ef
fectively support stepped care to specialty behavioral health services.

In smaller primary care practices, the behavioral health consultant provides be
havioral health services, including interventions focused on assisting individuals with
management of their behavioral health and health issues, as well as care management
tracking. In larger primary care practices, the behavioral health consultant may be sup
ported by a paraprofessional who is delegated some of the care management tracking
activities.
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QUADRANT Il

hF 1P QYV MMddetdee@ high behavioral health and low to moderate physical health
DPNQMFYJUZ SJTL

h F . P E FRdrson Centered Healthcare Home: primary care capacity in a behavioral
health setting, including medical nurse practitioner/primary care physician, wellness
programming, screening for health status concerns, and stepped care to a full-scope
healthcare home. Access to the array of specialty behavioral health services designed to
support recovery.

hF1SPW hBERESIINBBIFZTJIBD BWHHIASCcope healthcare home either
through practicing on site or supervision of the nurse practitioner, consultation with
behavioral health provider and stepped cdtgchiatric consultation with the primary
care provider may be an element in these complex behavioral health situations, but it is more
likely that psychotropic medication management will be handled by the specialty behavioral
health prescriber, in collaboration with the primary care physician. Standard health screen
ing (e.g., glucose, lipids, blood pressure, weight/BMI) and preventive services will be
provided. Wellness programs (e.g., nutrition, smoking cessation, physical activities) are
available as primary as well as secondary preventive interventions, incorporating recov
ery principles and peer leadership and support.

hFSPRIGIFQFDGB MWAHBINBWMJ OJDN B O BHEFEFS P W FEBW
ioral health assessment, arrange for or deliver specialty behavioral health services, assure case
management related to housing and other community supports, assure that the individual
has access to primary care (e.g., on site or other outside primary care provider), and create a
collaborative primary care communication approach (e.g., e-mail, v-mail, face to face) that
BTT\DPPTS E JC B WHEB IO OH B WIFB\BWM J OT IPMMEEP N Q FILOF O U

both MH and SA assessment and service planning.

/PUFBI RV B E SBIXUF SiB OV CVRIIUPIS WIFBNBBRIO T VINFSSF O U
ly can be found receiving services. Specialty behavioral health clinical and support services
will vary based upon state- and county-level planning and financing; some localities may

F O D P NWQ B VIBMPHEF S VWIBDSEE Q F DG B MBWAHBIBAM U FF KPP Y
on page 28)
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Box 1: Full range of specialty behavioral health services
Supports for populations with serious
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QUADRANT Il

hF 1P QV MIBW w h&ierate behavioral health and moderate to high physical health
DPNQMFYJUZ SJTL

h F . P E FRdrson Centered Healthcare Home: a primary care team that includes a
behavioral health consultant/care manager, psychiatric consultant, screening for-behav
ioral health concerns, stepped care, and access to specialty medical/surgical consultation
and care management.

hF1SPWJEFSHJIUBRBF S VEFD DTS 0/ME S'BAdimary care
provider collaborates with medical/surgical specialty providers and care managgrs
diabetes, asthma) to manage the physical health concerns of the individual. Specialty health-
care and care management programs could also integrate behavioral health screening and the
CFIBWIFBBW®O TV M UINBBMUBIIEERE BBFS $PREFWIB30 B H FBNFREFUB C I M J
tation programs, building on research findings regarding the frequency and impact of depres-

sion in cardiovascular or diabetes populations.

Depending on the setting, the behavioral health consultant may also (in addition to the
TF S VEFO DTS RO/MBE S'BI0S.P WREW B V D BUDIEFOB WD 'Y Q BFSHUBTS E
ing lifestyle and chronic health conditions found in the general public (diabetes, asthma) or
DPOEJERVIOEU SAPIQVMBBQBGIUIThFTEPQVMBUJIFSVCBIOFE
as articulated by Dyer, would include: patient education, activity planning, prompting, skill
assessment, skill building, and mutual support.*! In addition to these services, the behavioral
health consultant might serve as a physician extender, supporting efficient use of physician
time by problem solving with individuals trying to manage either acute or chronic health

concerns or related medication adherence issues.
QUADRANT IV

hF 1P QV MMddatde@ high behavioral health and moderate to high physical
IFBNDPINQMFYJUZ SJTL

h F . P E FRdrson Centered Healthcare Home: primary care capacity in a behav
ioral health setting, including medical nurse practitioner/primary care physician, nurse
care manager, wellness programming, screening/tracking for health status concerns, and
stepped care to a full-scope healthcare home. Access to the array of specialty behavioral
health services designed to support recovery and access to specialty medical/surgical
consultation and care management.

hF1SPWJERESHJUPRPRDBF S VEFO DTS DO/ME SBi@ Primary care
physician collaborates with medical/surgical specialty providers and external care man
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agerso manage the physical health concerns of the individual. In some settings, behavioral
IFBND®IO TV M INBOMBHHESRBERBAVK PO U F HSIRIUG-FEDQ B M \WHREB-NST

GFSBNBVHABEFIBWIFBNBRIOTVIMWBOUDVSPHXPNTIOH
with substance abusing pregnant women). Nurse care management is added, along with
focused goal setting and self management planning, to the standard health screening/
registry tracking (e.qg., glucose, lipids, blood pressure, weight/BMI). Wellness programs
(e.g., diabetes groups) are available as secondary and tertiary preventive interventions,
incorporating recovery principles and peer leadership and support.

hFPSHBOHSBPBVMB OBSBISIIVK) V MEIWBISFR \CHQRIMIZP O
specific, developed by the team of care providers in collaboration with the individual. With
the expansion of Medicaid disease management programs, there may be coordination with
external care managers in addition to multiple healthcare providers—this may be the role of
UlevV DS B O BH® ISF Q F DG B MBWAHBS\BWMJ O JDN B O BBEFISS FB N
EFMOQFBPHAPEFTQP O TRHEQ MINMESHO B E FISB WIFBNBWMJ O J
D J B O NCBBO'B-BI GREY U FISEISBBVO BH P $BVIH V SFRZSIFPENV Q MJD B UU D H
but working together to support the needs of the individual. A specific protocol should be
BEPQUHEF MORNFUIBEOESFRWVBEPINANVOIJPBROM@PWJIEFST

team members.
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Section 5;
Policy and Pra
Implementatior
Issues

OSHBOJ[BIBEBRRH S IFFEEO UFHSBE®B O XP & ONBEFEEF IBWJPSBM
|FBMWIBDUJBWNSHONSRTO E F S U UBIGID J nED) BEOSOANOMUUWEBSG R VBHF T
and processes that primary care and behavioral health clinicians bring to collaborative ef-
GP3PTKIPXSBIEFDRUSK FHBESPVE VORIME F F S FBOPDORHG
U | € B S UAR\SO D BTPINGIW BACHPSTERU BIPSOE FO B WIFBIWBWMB DU BRIP OF ST

primary care roles focus a portion of their curriculum on the topic of cultures® hJTB XBSF

ness has emerged while trying to promote behavioral health in primary care and there is every
SFBUFYQBDBEBJP SHB O JCEBU@SONBEBEHEFCFIBWIFBIBBW UJOHT
TINIMBBFNNFSHFT VD PRIFIST P O DFBN BIFEHESE HMQ FPME

C SJEH UFIHZ M BN SFBAVFIQIOIFBQ P MBIO®S B IMURIBDE-S B IM IRBFEOVHASS Z
level—team, clinic, community, state, and national. To move person-centered healthcare
homes forward will require thoughtful, deliberate and adaptive leadership at every level,
across clinical disciplines and across the sectors that currently segment how people are
servedNhow the delivery of their care is organized, how communication among provid
ers occurs and how care is reimbursed.

hFTEJW JERES P SRS SAFOOUFHQBUNBEEHFOFIBWJIPSBM
health and integrating behavioral health into primary care. Many of the barriers have been
EFTDS®CMBE UF 8 BOWSHSB VB E SBBOETB OEQQEBEHE RVBMMZ
BQQMUPBUWMHI®YBE SBBOW
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1. Financing methodsNhere has been a growing dialogue about the barriers to
financing behavioral health in primary care.®* '"P EFYBNDQBFBOBHFST CFIBW
ioral health consultants and psychiatric consultation in primary care have not been
reimbursable, despite their prominence in the researched models. A recent exception
URBIJDI%*".0/%1SPKPDOOFTIRUBDRISINBEBIEBDUJIDFT
Q B S U J DI IFUBIFCKMIDULS B DBISB OB IBSFSH T TUSJIMBIOESBDLJOH
psychiatric consultants) are being reimbursed a monthly care management fee (case

rate); this has been called “the first depression treatment program in the nation to

JOUFBGBMWMBOBSFEXWMBIG FDUMVIR BIBGBICOMNSTFNFOU

structure”.®

#B SSUM®B OOR BHVIFBIB®WIS J NIBEBBANSHF B Q QFBSIFEOJ[B
tions initiate primary care in behavioral health. For example, the successful examples
POVIFBDUJIUIDBSED BBMEH FB WIFBIBEVW U B OGH U

been sustainable under current financing mechanisms and have had to be supported

XJUWHIS BEWHQ F D JB WO FEBO P UGHMB NJBWRVIGIEIF /B

tional Correct Coding Initiative Policy Manual for Medicare Services, Chapter XI,
&WBMBEOUEOGBHFHFOWS DFZD I IBASSNDODIENP O UBIFO T
following language: When medical services, other than psychiatric services, are pro-

vided in addition to psychiatric services, separate evaluation and management codes
DBOOBBQPBHGEZDIJFG IO MVEWBMBBOEBOBHFNFOU
TFSVQIEPAMBIEPEYBI® QY P MIDZBWBSJIJBWIRSPIJCGR@JIPO
billing same day services for behavioral health and primary care. It has recently been

clarified that this is not federal policy.*®* hF Q S P 1 J CJJM I IFFIMZ K ) NI DB JAF

commercial payer policy or unknowingly embedded in claims processing systems.

Historically, the healthcare system and the behavioral health system have operated
J® PN QVMRUFSMESW B B BGNFGBIAHEF JN CV STFNERBI
claims adjudication systems match the service code to a provider type and a service
setting—a mismatch on any one of these can cause the claim to be denied. Inte-
grated care requires a new configuration of these matches, or perhaps a new pay-

NFONFUIFEBIUIBBSBYUFBR I%*".0/%QSPREBIWP QB PESE

patient-centered medical homes.

2. Policy and regulationfpolicies at both the federal and state levels are seldom
consciously structured to encourage and support collaborative practice; instead
UIRZSFR\BABO BZSHIF$SPYBSUIJDERMBIBER YV MBRHP®O®HIOH
behavioral health treatment planning and service documentation, which result in
lengthy and time consuming paper and work processes that are not a good match to
the pace of primary care, in either the behavioral health or the primary care setting.

Despite the recent documentation of the chronic health conditions and early death

experienced by people living with serious mental illnesses, people living with serious
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NFOUBMGBGSIFPEHTJHBBIEBEEUT QBERQYMIBEA ADOP G
Minority Health and Health Disparities of the Centers for Disease Control (CDC)
IBOIGPMMWRXUTDIFBDDFHM®%SBRENNOBDUE 4QPQVMB
UJBOEFMJINJIJPBMBT Q BGRBOVIM D BPRIC/WBEBR@EB D F
ethnicity, socio-economic status, geography, gender, age, disability status, risk status
related to sex and gender, and among other populations identified to be at-risk for

health disparities.” Specifically in regard to disability, “the CDC, through its various
PQFSKNOJ®AY B NQIE-U JPRFrEOMERS SMFGBD®FWFMPQ
NFO%BVIBCBRELUBRT PRFEONEPD KYSEW FRQEAPCOUBSIINMT
to promote the health of people with disabilities, prevent secondary conditions, and
eliminate disparities between people with and without disabilities in the U.S. popu-
lation.”* It pursues this mission through a variety of technical assistance and grant
PQQPSUBNWB IWBEHEBEO JKPBILP@HE SFBEMUT QBISBUBFT
are currently unavailable to those working to improve the health of people living

with serious mental illnesses.

A related issue is the lack of systematic capacity at the national level to measure
morbidity and mortality among consumers of behavioral health services and align
this surveillance data with data reflecting the general population. Current evidence
relating to the health status and premature death of people with serious mental
JMM OFPINBFSIIBSR TFBBDEIFT 1% XIVMMEEG MBEBE KRV |
recommendations regarding health indicators that should be tracked in the mental

health system on an ongoing basis.*

WorkforceN skills needed to work on an integrated team are not generally part of
academic training for clinicians, and as noted above, the success of person-centered
IFBMUIPMEE M MQ PMES J E H UIBDHM [ EV SSBSVWFCFUEKEE ONB S Z
care and behavioral health practitioners—an issue that requires attention in clinical

training programs at all levels.

hFSFBT I P S B EBHPRQIS J NOBEBSEH behavioral health practitioners to work
in either setting. One stated intent of the patient-centered medical home initiative is
to make the financing of primary care more attractive, in order to address the dwin-
dling number of physicians choosing primary care. To adequately address the needs
of people with serious mental illnesses and people with chronic health conditions,
more primary care and behavioral health practitioners will be required. Telemedicine
initiatives will also play a role in addressing workforce issues, especially in rural com-

munities.

Clinical information sharingN)*1""JQFSDBJO/\BEO RDFTBEBBSMZ
rier to communication—sharing information for the purposes of care collaboration
is a permitted use under HIPAA, with the exceptions of HIV status and receipt of

substance abuse treatment.
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hFFWPMMFORNBEPNME D RSB TZ T UGRF | B WIFBIANBMES J
N B OBE PO PAB TIMZF 8 DFEEP NPFU | & ) 3 TC F JOMHW F N QB
behavioral health settings do not have data fields for health status and the healthcare
services provided to people with serious mental illnesses. An emerging opportunity is
the development of personal health records (PHRs) to support individuals managing
chronic medical conditions, and application of that technology to support individu-

als living with serious mental illness.

5. Physical facilitiesNntegrated models of care rely on teams working in close physi-
cal proximity, difficult to accomplish in facilities which are frequently fully occupied
XIFBOOUFHSBUUREHINGS FRVJS 6 RFONWFIMPSUNBEBIF
in behavioral health settings are space and capital intensive, necessitating construct-
ing and equipping exam rooms with examination tables and the type of equipment
that primary care practitioners expect to have easily accessible in the course of a

physical examination.

6. ResearchNiH JWHR PO P S NSBBWE D U PAIBZS J NBEBIF CFIBWJPSBM
health interface, it is critical that services research be informed by, and help inform,
these evolving models. Researchers must be willing to move from the more tradi-
tional “top down” models of intervention design to partnerships with administrators
and community leaders to develop and evaluate these evolving models. In order
to ensure timeliness and relevance, these evaluations will need to use innovative
BQQSPBMARIDEVFEBER SBEJYB O e B NJS[HEME D NDBESF G VM
cost analyses to understand if, and how, these models can be sustained in real world

settings.”

Specifically, research on evolving models for unified programs and partnership
approaches to the person-centered healthcare home would add to our collective
LOPXMFESFBTOEP MM BBHBMSFESFT FB $PBIUVKI MMFOUVBMMZ
identify the incremental costs associated with adopting the patient-centered medi-
DBRINBEFMO®HEF2" TUBO BWBSSHF D FSORMWIBUNRERZ T F E
on a literature review and site visits to a variety of primary care practices, provides

a detailed overview of the problems the medical home might address, the evolution

of the concept, and the challenges to adoption.” hFZEJTDMETW F S\HFS U
BSPWOBUIRFEJIPBNMIPVAWNE | BB OEHS F X B SPEREIJ XIIM M
need to be resolved in order to conduct a cost analysis). In this acknowledgement

that definitional work remains to be done, the opportunity exists to pilot the person-

centered healthcare home as described in this paper and gather data on the costs and

QPUFDRRENMPWLI NIPEFB®BSF

As the application of care management to specific chronic illnesses has grown, what

has become obvious is that individuals who need care management frequently have

NVMUDIJRMP S5 e DE JBRORIEGBISBOBHANFOAMFUFDUIWFEFMZ
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accomplished by multiple, disease-specific care managers.”> Multiple co-morbidities

require care managers who are competent to support the whole person. However, to

date, there is minimal evidence describing the number of conditions that can be suc-
DFTTBNMMZATREOBBISE O BHFSFBO FIGESSF T FBGODPBBSF
N B OBHRANFEORIDNEF U | BSEASFD UTWFWEEG BWI EMWB/MTUIQMF

co-morbidities.

hIJTQBQF®UFOENWMH BEDBUJPOBEUREP DBWIBWM SHWBBEJOH
patient-centered medical homes—to bring the relevance of behavioral health into those
dialogues and to support the resolution of the barriers described above. le promise of the
patient-centered medical home can only be fully realized if it becomes the person-cen
tered healthcare home, with behavioral health capacity fully embedded in primary care
teams and primary care capacity embedded in behavioral health teams.
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AppendixeA:
Chronic Care V

hF$ISPBBBSFEARBIONVFOIEFRNFMAP@GNRBBUIJFOU DFOUFSFE
medical home and is foundational to the Health Disparities Collaborative. !e Chronic
Care Model $$. XBHFWF N REHEH OFF@EB D P MM N B HW BAprov-
ing Chronic lliness Care ProgramB3PCB8BEP IO ¥B®+GVORBSP KD U

CCM is in use in a variety of healthcare settings, providing a structured approach for clinical

JNQSPWRNFQU XXX IJNQSPWJOHDISPOJDDBSF PSH DIBOHF JOEFY IUN

hF$$. IBTCFWO REFWHNFE@INS PEBRFSIWOEGBWIEEBBI T
betes, cardiovascular disease, asthma, depression and other conditions in a project sponsored
CUIFVSHBBS INBFBMBISFL)S XIJWIFOTUGHBEBMU FNBRSP W F
NFOUY* BOPU GP & SHEOnE)8 VWA BNHQ S P WHFGFBOMIBIEWBODJOH
the quality and value of health care. le Health Disparities Collaborative> represents a
multi-year national initiative to implement models of patient care and change management

in order to transform the primary care settings for underserved populations.

The Chronic Care Model

Infnrmed o " Prepared,
Activated ; 5] Proactive
Patient Praciice Tea

Improved Outcomes

By Thet Ul et
BACI AR vl asd Pl
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hFPSHBOQ$JOBSIEBRIFG | FF B MAJIT Q BISRIN NIBTC. B ©B/WENWMF
lows the key elements of the CCM; many of the components apply to any disease entity (e.g.,
diabetes, asthma, depression), while other specific tasks and tools are unique to the specific
disease entity. For example, the key change concepts found in the Depression Collaborative

manual include:

Organization of Health Care/Leadership

t .BLFVIFONIFSBEPEUW JTIT U Y @BROES P NPIFFPSBNQSPWF
chronic care

t .BLFNQSPWS$OGBBBFBRBGIFSHBOJNBUIBARM THPBYFTS
formance improvement, and business plan

t .BLFVIFONIFS8BBSITWRNMEABNQSPWHFREWBFNPWBSHJ
ers and providing necessary resources

t "TTEBQ UMEBEZFRSHIFPIQU DIWIKRIDBMWFNFOU

t *OUFBIFRBMBCOCPEBWIWRYVBVNQS3PWESIFIOEBN

Decision Support
t &NCHFWJEFODF CBANDEMBBBEFM IJWHSF N
t &TUBMMIDBHERZQ F D JBBVIJTVUSES J NBEBZE P WIBEBBT
Cess to expert support
t 1SPWUPRPWNFOQUEFESBPRIDEPHSEESTMBA YV Q PREHSPOJD

illness improvement

t &EVODBWEBFORWNWIEFMJIOFT

Delivery System Design

t *EF@EFIEZQBUFE\CCSIOIMGIRIT IG8SSQPTFT

t 6TFIBFHJIJIRSEBDIRWIBBOSEMEOTIUT

t "TTSHRCENTUBGEB TGRSV B MQJHEBNTY M U J E J TIDRISABANDB S Z
DSRTSBJOBOGBEOBBQBCJIMJIUZ

t 6TE¢MB OWQHEWE JWEGHBAWMWRUUJOHT

t .BLEFTJHOBBFEQPGKICWWEXVEB QUFVWTPIEOD M PEUOH

reach workers, telephone calls and home visits

Clinical Information System
t &TUBBSMBDMTUSZ
t %YFWEBPREWEHDGI|IEFHJIWEM¥EJTOHQB$JTEIPFORNF S
data, assure data integrity and maintain the registry
t O6TWIBFHIIRBSEFSBNIFOEHESRQ M B OWORIBNE® E I WQJEVBAMO U T
t 6TFIBFHIURSZWFEEUBBEBFBOMFBEFST

Self Management
t 6THF QS FITANIB®B H ANFHUMBBIFB THHEW IJEFO FPDUJIJWFOFTT
t 4 BWEPDV NHF®ME0 BHRNFHOWMMBCRIBIBUWFOUET
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t S5SEISOPWBEGESGNESZUBOP XU PFMXB U JFIQIUFMESOBHFNFOU
goals

t 'PMM®@ONP O JTURNEES0 B H AHNFFBOMUT

t O6THFSPWQUIRNQQFERMBOBHFNFOU

Community

t &TUBMMIBHHIHBOJUBPFI/PRONRQISPPHBBEPMIDJIFT
-JUIPPNNVOBUEZGIHEIF-ASBEZE ED BB JREN D BIOMBAU FSIJBMT
&ODPQBBHBDIMBNNNOHY R BDMBBIEVTQ HEFPW QT
SBDIPINNVBAIBIROSEPOHUXP PVIOSHBEBEBEVDBUJPO
1SPBNM FPRAUP NNV OB UEZVYRBRINIEG 8 N B\OHUB

~ ~ o~ o~
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Appendix B:
The Quality Cr
Aims and Rule

In Crossing the Quality Chasm: A New Health System for the 21is¢ Tékhtury
EFTDYIGPRQP®B@WURD UBBWUTEZ B SJFOND M VEB B HEPB V\BBF
TV Q Q RBBJANBFOEF H V MFEDUNWPISSAAUO RV Q@ SRVIPIEHFEBO JJBUJPOT

developing and maintaining high performing patient-centered teams that will result in the

PVUDMPEINTG IFZTWRNG S B N FXIRVBM V TCUF3/BPXXF E

Components of an E"ective Healthcare System

Care System

, v

. Outcomes:
Organiza-
: . - Safe
, tions that High .
Supportive - : -Effective
avment and facilitate the performing Efficient
pay —»  work of » patient-  —»
regulatory . - Personal-
. patient- centered .
environment ized
centered teams .
- Timely
teams .
- Equitable

Six Aims for Improving the Healthcare System

1. Health care must be safe hJINFBROVDNP S3HBWOBOD NBOYUNSTU
EFOPBSNXW INBLEFUIFO EJWIEYBHIAT QS OT F e NV IRX
try extra hard to be more careful (a requirement modern human factors theory has

shown to be unproductive). Instead, the aim means that safety must be a property of

UIFZTUPROTFI P VAWEEEBB SNE EFBNDBBHB JO
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2. Health care must be e"ective It should match science, with neither underuse nor
overuse of the best available techniques—every elderly heart patient who would
benefit from beta-blockers should get them, and no child with a simple ear infection
should get advanced antibiotics.

3. Health care should be patient-centered h F J O E J WQ EE Y BEFWDONI UTY SIB B O
text, and specific needs deserve respect, and the patient should play an active role in

NBLJEADJBIPPOA® XOBEBWPODFQQ FMWVBMWEBHP S F
people require chronic rather than acute care.

4. Care should be timely 6 O J O U IX@BBE RBIGHP F QG BRWOEBHF S WBUJP O
time to heal is a system defect. Prompt attention benefits both the patient and the
caregiver.

hAFBNBBET U FRNVAOEECient, constantly seeking to reduce the
waste—and hence the cost—of supplies, equipment, space, capital, ideas, time,
and opportunities.

6. Health care should be equitable Race, ethnicity, gender, and income should not
prevent anyone in the world from receiving high-quality care. We need advances in
health care delivery to match the advances in medical science so the benefits of that

science may reach everyone equally.

Ten Rules to Guide the Redesign of Health Care

1. Care based on continuous healing relationshipgients should receive care
XIFOFWFR®FBBOXENB OGP SOAMWNGBDF W) ThBUBF VN
plies that the health care system should be responsive at all times (24 hours a day, ev-
ery day) and that access to care should be provided over the Internet, by telephone,
and by other means in addition to face-to-face visits.

2. Customization based on patient needs and valleB TZ T PIBNBBIFP VM E
be designed to meet the most common types of needs, but have the capability to
respond to individual patient choices and preferences.

3. le patient as the source of contralPatients should be given the necessary infor-
mation and the opportunity to exercise the degree of control they choose over health

DBSFDJTUIBOFRDUFNFIFBMUBmTUFNVOVEECVMIBDDPNNPEBUF
EJ FSR@BEUQRYFG FBERMIFAVISB SHHD JNBR OO H

4. Shared knowledge and the free Bow of informatiBxients should have unfet-

tered access to their own medical information and to clinical knowledge. Clinicians
BO@BUJHOGMIWPEN NV OB FBWBOWEIBEEGPSNBUJPO

5. Evidence-based decision makii@tients should receive care based on the best
available scientific knowledge. Care should not vary illogically from clinician to
clinician or from place to place.

6. Safety as a system proper®ytients should be safe from injury caused by the care
system. Reducing risk and ensuring safety require greater attention to systems that
help prevent and mitigate errors.

7. le need for transparency hFIFBNDBBEZT U FRNVNBEIFO G P S NBUBIIAND

able to patients and their families that allows them to make informed decisions
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when selecting a health plan, hospital, or clinical practice, or choosing among alter-
OBUUSWHB UNFOIPVINOBD MNOEP S NEBT DA IFXFORWENSTG P S
mance on safety, evidence-based practice, and patient satisfaction.

Anticipation of needsh FIFBMUT U FRNVBVCEJ J QI BOAPFBB U I F S
than simply reacting to events.

Continuous decrease inwaste FIFBMUT UFRNVO/FEB TSHTPWSDFT
patient time.

Cooperation among clinicianlinicians and institutions should actively col-

laborate and communicate to ensure an appropriate exchange of information and

coordination of care.
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Appendix (
Joint Principle:
the Patient-Cent
Medical Hon

t 1FST@I@B WD JBQBUFEBB® OHPSJOMWB U XBBRIRKYTR ZENIDIB O
trained to provide first contact, continuous and comprehensive care.

t 1IZTIJIDIBKDEPEEDSBDUJQF W EZENDEBBFBPNOEIJWIEVBMT
at the practice level who collectively take responsibility for the ongoing care of patients.

t 8IPM@FSPBOFOUB WM WBENDE BDQ P G RESCAMNFG ERBD M-
QBUJIFBW UOFBREEBLIGHQ P OG BIIWS R EBSIBR® BIEFY |
PUIRSBMQBFGFTAJP OB MOVEES-HBSI M BRH® T&F\DIBFRFS P OJD
care, preventive services and end of life care.

t $B$SPPPSE BOEUPR FHIBIFME FNFOIBIPNQMBMUIDBSF
system (e.g., subspecialty care, hospitals, home health agencies, nursing homes) and the
QBUJIJFPNNV R WBNQMEZBA®S IWBNRYV OBUEES WIBSH
facilitated by registries, information technology, health information exchange and other
means to assure that patients get the indicated care when and where they need and want
it in a culturally and linguistically appropriate manner.

t 2VBMBOERGFIEMM NPHES RF E JIPBIV
o Practices advocate for their patients to support the attainment of optimal, patient-

centered outcomes that are defined by a care planning process driven by a compas-

TIPOSBRFYBS UOFEBUT KGZO J DBWIF-@E)§ B U JEBNJIMZ
P &WJIEFODBNFECBIERMMJEFDBWIP OUPWYJEBLINBR OO H
o Physicians in the practice accept accountability for continuous quality improvement

through voluntary engagement in performance measurement and improvement.

42
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Patients actively participate in decision-making and feedback is sought to ensure
Q B U JFYQHAD WBEWFR AOHU

*O G P SUBLIIPEM B HMBX) RS P QUER\BQ PNEUIUINBWDBG &
performance measurement, patient education, and enhanced communication.
Practices go through a voluntary recognition process by an appropriate non-gov-
ernmental entity to demonstrate that they have the capabilities to provide patient
centered services consistent with the medical home model.
Patients and families participate in quality improvement activities at the practice

level.

t &OIBGDPEFDBSEWBIWMIBCVWHAT UPVNETPP QRO IFEWWIXB-ODEFE
hours and new options for communication between patients, their personal physician
BO@ESBDWEDF

t 1BZNFQUSP CSHBRHEVEHEWB Q$P WIR BDP )X 6B VBF
QBUJFOUNFEIIPBMFrEQB ZNFOXV DIWPWAMEB THH®E IGPMMP XJOH

framework:

P

TUP VOWFE BDWB MQFZTIBDOEBRO QIZTURBRAFOUDBSFUFSFE
management work that falls outside of the face-to-face visit.
It should pay for services associated with coordination of care both within a given
practice and between consultants, ancillary providers and community resources.
It should support adoption and use of health information technology for quality
improvement.
It should support provision of enhanced communication access such as secure e-mail
and telephone consultation.
TUPVIWFWD PHOWBEMQFZTJIORBO TP DXNBEIFENPOIJUPSIOH
clinical data using technology.
It should allow for separate fee-for-service payments for face-to-face visits. (Payments
for care management services that fall outside of the face-to-face visit, as described
above, should not result in a reduction in the payments for face-to-face visits).
TUP VSWD P DG N J FS K@D RPB U QPP MBRIW™P B U F E
within the practice.
U P VBWENDP AT J DB BIGF BWEGCGHBREVIPFRIJUBNMI[BROJPOT
ated with physician-guided care management in the office setting.
It should allow for additional payments for achieving measurable and continuous

quality improvements.
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Appendix E
The IMPACT N

hF*.1"$5NPEXBEHFWFMPEFEUBHES PR/®S J NBBEEYGNEFO UB M
health experts with funding from the John A. Hartford Foundation, the California Health-
Care Foundation, the Hogg Foundation, and the Robert Wood Johnson Foundation. It
was informed by work on the Chronic Care model developed by Wagner and colleagues at
(SPVEB MWPIP Q F BBAEFWIG BUWIBWEBWIHEB S UDFBI R VEEES - "
3"/%BOEIBD"SUPAOEBUORUOFPERRQWIFI@ $B QBEBIB U Q
XXX EFQSFTTJPO QISEN B'SSANB & FOUFPH JOTH-E T \G\HESB ME
HSPBQNEBCPA IRBEO UBBMDP IO E J&R PIXES JNBB#FUQ JNQBDU VX
PSHFmMWP FOUTFPMBRMOG.UT$5BSF

1. Collaborative care is the cornerstone of the IMPACT model and functions in two
main ways:

t hRIOEJWQBEVBMEBZFZTIJOEBBXIBDBSBOBHFS CIFIBWJUPSBM
consultant (behavioral health consultant) to develop and implement a treatment
QMBI EJD BOHCSIHFVGIEFODFTZBMREIFSBQZ

t $BNBOBBFSEBWIHBNBRIO T VBVOESO NIBEBZE P WDIFEG- BV M U

psychiatrist to change treatment plans if individuals do not improve

2. Care Manager/Behavioral Health Consultant:

hJMNBZ BOV STHEDIBMPFEST ZD | PBIGNBIZ ROV Q Q ESBNAFEE J D B M
BTTIPPRORBSBQSPGFDBESBOBMFS

t &EVDBBOGEJIJWBIERERBW) SFTTIPROOEUURPOT

t 4VQQVPFHRJUD BURP@®QRET DCSL CHFREE J W QB BMEBYE P WIE F S
appropriate

t $PBRDICEIWIEVBBMWBPBBWBEVHFG-TVBEKGOUFEVMJIOH TFEFMG
management plan

t 0 FS8CSIFLY HAHITDPOBBGBPVOTFVIBREPCMFEN XSHBWJIOH
ment in Primary Care

t .POJUERZSQUPANSFBBENAQPBPOTF

SPNQMEFUMBQFW FKIDWRBBIB DO EJWIIPNBEMQSPWFE

—*
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3. Designated psychiatrist:
t $POTWMIBBISBOBRBFBEBWIFHBANBRIO T VEMDESO NIBEBIFZ T J

cian on the care of individuals who do not respond to treatments as expected

4. Outcome measurement:

t *.1"$DBSBOBNFBTHBSES FPTHUWBNQ LBANFU B8O
JOEJW UBWVBBNDES HV M IFSW B GBS M JEBRTFESBRPOIU
F WIE)?2

5. Stepped care:

t S5SFBUSBEXVCBHFEERMJ)OCYNDNBEDDP YBWWIEFODF CBTFE
algorithm

t hFBJBDGMBS QFSHBFEVDEFISFTANQORINTIO XFFLT

t *GIFOEIJWIERBMOJnNDNRGWBWEEXFFB G UFSUBS8U
USFB WNBO® MBIDIBOHWFD IB@MBOBOOD SKBAEJDBUJPO
EPTEBBFBOHBEJ) FSVWEBID BERI®@GPEDIPUBBEBQ4A0BUJPO
of medication and psychotherapy, or other treatments suggested by the team psychia-
trist.



INTEGRATION AND THE HEALT)\-(CARE HOME

Endnotes

"fUUQ XXX CV FEV DQS SFTPVSDFT XFMMOFTT TVNNJU JOEFY IUNM
2JUUQ XXX JNQSPWJOHDISPOJDDBSF PSH DIBOHF JOEFY IUNM
S1lUUQ XXX IFBMUIEJTQBSJUJFT OFU IED IUNM IPNF BTQY
“Crossing the quality chasm: A new health system for the 21st century. Institute of Medi-

cine, 2001.

1UUQ XXX QBUJFOUDFOUFSFEQSJNBSZDBSF PSH
*#BSShFOFRE FOIWR B UJF O UNFEIOWPBMFEY FFACBMNFSJDBO

.FEJDBWMP D JBUWHWTU 7P M /P
"'SFVEFO.IFINZIORBWHOD S HBPID @R F/F X:P SSINFHV M Z

2008.

S(PSPVAB MW OEBNBEGPRP®B ZNG BE \QWBU NBEBFPNQSFIFOTIJWF
QBZNED® NQSFIPBDIFBWIIE M FSBWFI$OBM. BSP I

? Healthcare payment reform: From principles to action. Healthcare Financial Management

Association, June 2008.

PTUUQ XXX QBUJFOUDFOUFSFEQSJNBSZDBSF PSH

TJUUuQ XXX ODRB PSH

2 www.cmwf.org

B Cole, S, Davis, C. Self-management support: From basic to complex. Health Disparities

$PMMB CIPPSBHISIFAPIUFN CFIFBFMIURUQ XXX IFBMUIEJTQBSJUJFT OFU IED
IUNM IPNF BTQY

“Vannoy, S. University of Washington. Personal communication 2008.

1> Improving the quality of health care for mental and substance-use conditions, Institute of

Medicine, 2005

“TUUQ JNQBDU VX PSH BCPVU SFTFBSDI IUNM

V'SFFN&8 ®@FHhF1PREBMUBRYHO T VINGFSJ UFBBBW U HIFBEBW JP S B M

EJTP SOESSPOIDFBSIFT FOWBW.I)R & .FEJDBIMFBRE(SP VQ

May 20006.

51BSHtHBMPSCJIBIMNEL SUB® FP R MFIFS NFRAOUE MBRTUP'IBM

sociation of State Mental Health Program Directors, 2006. www.nasmhpd.org

PITUUQ XXX CV FEV DQS SFTPVSDFT XFMMOFTT TVNNJU JOEFY IUNM
2 /B U J PDCPBOMI H Q) BWIFPNDF ©OQURBEME B D P WFGSTZU'EVY BO.EOUBM

Health Services Administration, Center for Mental Health Services. February 2006

1% SVAHB MO U F H$ BREJDEBGS/RSB U DEIQIUFTS JPTVZID | J BWMSCBDN T W F T
PGFOFSBAD I JBPWSZFQUFNCEFS

2 % SVAHB MO U F H$ BREJDEBS/FSB U DEIQIUFTS JPTVZID | J BWMSCBDN T W F T
PGFOFSBAD I JBPWSZFQUFNCEFS

48



www. TheNationalCouncil.org/ResourceCe

Z1BStHBMPSCJIJBIOMELP SUB® FP R MFIFS NFAOUE MBRJTITP'D B M
sociation of State Mental Health Program Directors, 2006. www.nasmhpd.org

¢ Consensus development conference on antipsychotic drugs and obesity and diabetes, Amer-

ican Diabetes Association, American Psychiatric Association, American Association of Clini-
DEBRNDEPDSJCBROUEPHP BTUNIF S J'DIBT® D I BRISPWVEGCFTJIUZ
»8IJMTPOS$.)$ TUSBOTGROBBPRYP FSIBEFBMEFIO UBSETFORJFE
/BUJPXPE/NO®RBFANNYV GFUR W JPEBNM W CCPBSG-F.BRZO D F

2 1UuQ XXX DIFSPLFFIFBMUI DPN
V'SFFNBOFUUTOBSUBERP MMBOBSES1\BIBIVIQ PBUS PR EBE
SBRNPEHEBFTFORBEE PRPB/ND®RBH NNV GFUBRW JPBNB VMDDPBBGF S
ence, May 2008.
B(FUUPHFLRAKGPOUF B SBTUFDEMO UBBMDBIS RS-PRMFIFSJIPVT
NFOEBMP SHRSBTF PO GREOUBFBMBXK+VOF
P(IJMCREBMEVDBBIOESBMEOJ[BAUUJUPODWMNIFEWBOBHFNFOU
of depression in primary care: a systematic review. JAMA. 2003; 289:3145-3151.

3 Mays, K. Cherokee Health Systems. Personal communication 2008.
ST#PBSEMBRBMUBDESKIHEO U FHG BEMXOWNF S NFROUBE M@ WTFT

Z F BVeB'YR-B5M W8I E V D BAFEPVCIDIFSF T FLORB BB PFPR/ND®ERBBNNYV OJU Z
#FIBWJIPBMB VIDDPBBEF.BZOD F

2WHWSVATEESFUNTHGH NNBBEZIIDBSAE FO UBBMDRPIO TVRIRBBERQIWF S
TIJUWZFTFORB B PRPB/ND®RFFA NNV GGFUR W JIPEBNM W COPBSG-F.BRZO D F
2008.

S H#BSUHMWTFNNE@® G JEPEBEMZB BINEFBIOUFHE B NDIBES 6 E
rehabilitation for adults with serious mental illness. Dartmouth Centers for Health and Ag-
JOHSFTHFORBEE PRPB/ND®RB#ANN YV GGFUR W JIPEBNB M COPBOSG-F.BRZO D F
2008.

#1UuQ XXX BIDQS HPW DMJOJD VTQTUmMY IUN

P UWSVATEESFUNTHGH NNBBEZIIDBSAE FO UBBMDRPIO TVRIRBBERQIWF S
TIJUWZFTFORB B PRPB/ND®RIFA NNV GGFUR W JIPEBNM W COPBSG-F.BRZO D F
2008.

P HBSUHMWTIFNNE@®EGJEPEBIEMZB BINEFBIOUFHE B NDIBES 6 E
rehabilitation for adults with serious mental illness. Dartmouth Centers for Health and Ag-
JOHSFTHFORBEE PRPB/ND®RBBA NNV GGFUR W JIPEBNB M COPBOSG-F.BRZO D F
2008.

. JOLP, %VENBHGRIQUFH\SBAGHNES B S F B WPPNgHPWR MBIP
PDDV®IYDHBEES CO EBOPSBFESOBBBEFTUEFNHT FIORABEE P OB M
SPVO®BH NNV GFUEW JPEBNB WV DOPBSG-F . BFR®D F
BUHSVATBVFHS.BLIOHBBG DS MM B CIINSBISPDRBEEHI © S J NIBEBIF
CFIBWIFBMIOU F SEGBVFRISRWE B XF &) B QQFSSF T BAYLSA-H BQU F E
the 2007 American College of Mental Health Administration Summit.

P 1UUQ XXX UIFOBUJPOBMDPVODJM PSH DT CVTIJOFTT@QSE
O BVFHS3FZOPMETUUTOBIUBEP MMBOBSES 1\ BIBVIQ PDUR
GPRYBESNSBEHBFTFORBUB PAPB/MORBHANNYV GFUBRW JPBEBMIDBSF
conference, May 2008.



INTEGRATION AND THE HEALT)\-(CARE HOME

“ Dyer, R. Integrating primary and behavioral healthcare services. Criterion Health, Inc. Pre-
TFOUPHEUJPPENG®RB# NNV GFUEW JPBN M COPBOSG-F.BFRMD F

“21UUQ XXX JOUFHSBUFEQSJNBSZDBSF DPN $FSUJmDBUF 1SPHSBN
“.BVD%W ,BVW[ 4NJWI3FJINCV S PRNFIOUEBBEW B 5 W OPS-JINBEEZ F

settings. Substance Abuse and Mental Health Services Administration, Center for Mental

Health Services. February 2008.

“ BVF#$ 'JOB@IPAVBOXOUFHBBBES AU BU JPPE/NG®RBFANN V
OJHEZIBWJI)PBBMIDBEEF IUUQ XXX UIFOBUJPOBMDPVODJM PSH DT CVT.
UJDF@BSFBT QSINBSZ@DBSF
“(SPVOECSEHHBLSMIIPEY QB TJ O O F DAMUBRO®U)E ™ M U |

8FFLMWM /P +VOF

“.BVD%W ,BVW[4NJWISFINC VS PRNFIOUEEEW B 5 W ODSIJINBEBI F

settings. Substance Abuse and Mental Health Services Administration, Center for Mental

Health Services. February 2008.

71UUQ XXX DED HPW PNIE 1PQVMBUJPOT %JTBCIJMJUZ %JTBCJIJMJUZ

“ www.nasmhpd.org

Y"DDRISBOTGRSNBER O HNBEEFSLAPBIOFTDFOUBBIP'OBM
TPDIPGPANINYVQFBESFIO UFBOKSBI BN O WFSFPS8BFTIJOHUPO
University School of Public Health and Health Services. August 2008.

Y BVFS%BWSWITOEOEPEBEAVOINGEPWREEBH EFIBWB OGS M
NBSEBMUJDB§EE@DFISIRWS B X F &) B QFSE T BASFE BWU F E

the 2007 American College of Mental Health Administration Summit.

MTHFSFOITMPEOM IPVI® PBIPNEFFQ BH BWIBTF OREG S B C5U-EFF
TJHEBMUWBJIAFQU ODUPM /VNCFS

2, SPOBIFIBMFGBPEREJDBBEDPHOUBEBSHFFEQ@ F P RMHNVM
UJOWMS-POROEJHBE G B MBISI SBUWHHIFCFIUUQ XXX DIDT
PSH QVCMJDBUJPOT QVCMJIDBUJPOT@TIPX IUN EPD@JE
YlUUQ XXX IFBMUIEJTQBSJUJFT OFU

>4Tbid



