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Objectives

• Describe the importance of an integrated care 
model for people with serious mental illness 
(SMI)

• Identify opportunities being explored by HH-IN 
program & how to grow this in the community

• Understand the role of health coaches

• Differentiate between co-located integrated care 
and integrated care across partners within a 
community setting



The importance of an integrated care 

model for people with SMI: Triple Aim



“Mental health and primary care 

are inseparable; any attempts to 

separate the two leads to inferior 

care”

-Institute of Medicine, 1996  



The Crisis

-Persons with serious and persistent mental 
illness (SPMI) die 25 years younger than the 
norm and two-thirds of the cause involves 
treatable physical health conditions*.

-Unaided health system navigation 

-28% no PCP or not sure which PCP assigned 
(54% of people served by HH-IN seen by PCP)

-How can we lengthen and improve the quality of 
the lives of persons with SPMI? 

Joe Parks, MD  Morbidity and Mortality in People with Serious Mental Illness, October 2006



Excelling with the 5%

• More than ½ of Medicaid $ are spent by 5%. 

• 85% of the 5% have behavioral health needs.

• Behavioral health needs double or triple the 

cost of 5 key chronic illnesses:

▫ Asthma/COPD

▫ Congestive Heart Failure

▫ Coronary Heart Disease

▫ Diabetes

▫ Hypertension





Good News

Small Changes Make a Big Difference

• Blood cholesterol 
▫ 10% ®= 30% ®in CVD (120-100)

• High blood pressure (> 140 SBP or 90 DBP)

▫ ~ 6 mm Hg ®= 16% ®in CVD; 42% ®in stroke

• Diabetes (HbA1c > 7)

▫ 1% point ®HbA1c = 21% decrease in DM related deaths, 14% decrease in 
MI, 37% decrease in microvascular complications

*2014 PBHCI Presentation by Dr. Joe Parks
• Stratton, et al, BMJ 2000
• Hennekens CH. Circulation 1998;97:1095-1102. 
• Rich-Edwards JW, et al. N Engl J Med 1995;332:1758-1766.
• Bassuk SS, Manson JE. J Appl Physiol 2005;99:1193-1204



It works: 
BE Well

• Average age: 46.63 

• 63.9% female: 36.1% male

• 91.1% white, 6.5% black, 2.4% American Indian 

• 93 demonstrated clinic need for weight loss

• Average loss 6.88 lbs, greatest loss 77 lbs 

• .5% reduction in HbA1c 

• 52.12% used cigarettes with average reduction in 
5.16 cigarettes, 15.8% quit

Journal of Social Service Research, 41: 584-593; 2015



Opportunities being explored by HH-IN

• What services do patients receive/need?

• How does integration improve outcomes?

• What are the “active ingredients” of integration?

• What are successes and challenges?

It takes a Village…



Opportunities continued…

~Alerts!--Continue to use ADTs 

~Relationships with HIE

~Reverse co-location 

~Meld this with accreditation bodies

-Targeted Outcomes (data, DATA, data)

~Meetings with SIP and Premier

~Develop relationships with PCP, Specialty, Other

~Use of technology-enabled care

~Service learning (IU); precepting/interning

~Highlight Use Cases



Centerstone:
Creating a Partnership that 

Accelerates Integrated Care







Health Coaching

Why is Health Coaching important?
*It is essential for good patient care.  Mental health and physical 

health are intertwined.  Untreated physical health conditions 
(from anemia to tooth decay) can be mistaken for mental 
health conditions, and some mental health treatments can 
have physical side effects (i.e. medications causing weight 
gain or diabetes).

*It is essential to our organizational commitment to integrated 
care and to maintaining our reputation as a good provider. 

(Believe it or not, many of the adults we serve tend to use the 
emergency department (ED) over their PCP. Many donôt get 
regular physicals .)



Health Coaches

• A community based mental health case manager 
(rehab specialist) who is trained in health and 
wellness coaching to assist persons with serious 
mental illness in adoption of ideal health practices 
to improve chronic illness (specific disease state 
training/MI

• Target modifiable risk factors: self-management, 
med management, healthy life-style habits, 
diet/nutrition, decrease sedentary behavior, 
improve health literacy

• Health goals developed in collaboration with PCP, 
specialty and other

• Embedded in Care Teams
• Use of EBPs: WHAM, NEW-R, SIMPLE, MAYO 

clinic



coactionHealth approach to HCõing:
• We trained 5 health coaches and 1 nurse using 

some of best coaching models in the country

• To work with 65 patients with:
1. co-morbid BH & PH conditions  

2. history of high ER use and/or hospitalizations

3. history of limited outpatient medical treatment

• Patients were given Fit-bits and I-phones 
equipped with health & wellness software.

• About 50% grant/foundation support.



Pilot results
• 3 month intensive program

• 54% reduction in hospitalization days

• 33% reduction in ER visits

• $178,547 in estimated savings for reduced 
ER visits and hospital admissions

• Overall rates of increased self-management of 
symptoms  (example)
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Health Questions at Intake







Patient Progress- A1C

Category NOMS 11/20/2015 1/8/2016 2/16/2016 2/23/2016

Lungs CO 29 3.4

Weight 231 231 205.6 206.6

Waist 

Circumference 45 45

BMI 36.21 36.21 34.21 34.4

Systolic 139 120 126 130

Diastolic 94 88 97 94

Blood Sugar A1C 10.6 7.3

Triglycerides 185

Total Cholesterol 301

HDL Cholesterol 33

LDL Cholesterol 230

Weight

Blood Pressure

Heart Health

Gender: Male
Age: 44
Diagnoses: Schizoaffective disorder; high cholesterol; Diabetes; Alcohol 
dependence; Smoking dependence



Co-located versus Integrated or Not?

Six levels of Collaboration/Integration 
Level 1: Minimal Collaboration
Level 2: Basic Collaboration at a Distance
Level 3: Basic Collaboration Onsite
Level 4: Close Collaboration with some System 

Integration
Level 5: Close Collaboration Approaching an 

Integrated Practice
Level 6: Full Collaboration in a Transformed/Merged 

Integrated Practice

SAMHSA/HRSA CENTER FOR INTEGRATED HEALTH SOLUTIONS





Questions to Answer/Discussion

- What is integrated care?
- How does it fit into the ACA’s Triple Aim?
- How does it save money?

What information do you think is most important to 
present to stakeholders?

What information is readily available to you?

What information would you like to uncover in the 
near future?  



Take Away:

-It takes a Village (care coordination)

▫ Strengthening the BH/PC partnership

-Team-based care that is client-driven and 
outcome-oriented (MAPS, EBPs, whole person)

-Continuous Quality Improvement Planning

-How are you demonstrating your value?



Thanks for your time! 

• Presenter contact information:

• Maren Sheese: maren.sheese@centerstone.org

• 812.337.2277

Resources~

http://www.integration.samhsa.gov/

http://www.integrationacademy.ahrq.gov

mailto:maren.sheese@centerstone.org

