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Outline
• HIV/AIDS: A Model for Treatment Integration

• Integrating Treatment of Depression into Primary Care
• Evidence for effectiveness
• MetroHealth experience

• Integrating Psychiatric & Medical Treatment of SPMI
• Morbidity and Mortality in Severe & Persistent Mental 

Illness (SPMI)
• MetroHealth experience



Integrating Treatment for 
Depression into Primary Care

Translation: Integrating the 
Treatment of Multiple Chronic 

Illnesses



Collaborative Care for Patients with 
Depression and Chronic Illnesses

• Care of patients with multiple chronic diseases 
accounts for the majority of health care costs.

• A possible approach to organizing services for patients 
with multiple conditions is to identify clusters of 
coexisting illnesses with compatible management 
guidelines.

• Major depression (MDD) is prevalent among patients 
with diabetes (DM) and coronary heart disease (CHD).

• MDD is risk factor for poor self-care, complications & 
death in patients with DM and CHD.



Collaborative Care for Patients with 
Depression and Chronic Illnesses

• Single-blind, randomized, controlled trial in 14 primary 
care clinics in a health care system in Washington State

• A 12-month intervention to manage depression and 
improve glycemic, blood-pressure, and lipid control by 
integrating a program for diabetes and coronary heart 
disease with collaborative care for depression.

• Combined support for self-care with pharmacotherapy:
• depression
• hyperglycemia 
• hypertension
• hyperlipidemia

Katon et.al. N Engl J Med 2010;363:2611-20.



Collaborative Care for Patients with 
Depression and Chronic Illnesses

• Structured visits every 2-3 weeks; RNs monitored 
progress on depression (PHQ-9), medical condition, 
self-care activities

• Treatment protocols guided med adjustments for pts 
who did not meet treatment goals

• RNs used motivational and encouraging coaching, 
helped pts solve problems & set goals for improved 
medication adherence self-care, e.g. exercise, self- 
monitoring of BP & glucose levels

• self-care materials (The Depression Helpbook & other 
disease management material), self-monitoring 
devices (BP, blood-glucose meters)





Collaborative Care for Patients with Depression and Chronic Illnesses



Collaborative Care for Patients with Depression and Chronic Illnesses



Better Health, Greater Cleveland



 

RWJF Aligning Forces for Quality Initiative – 2007



 

500 physicians in 48 safety net practice sites 


 

MetroHealth, UH, CCF


 

FQHCs serving the homeless



 

Project focuses on providing tools for those practices 
interested in PCMH transformation 


 

effective use of  EHR in optimizing patient health 


 

committee of behavioral health professionals to 
recommend protocols for improved MH care in primary 
care practices



Better Health, Greater Cleveland



 

Behavioral Health Committee (MH & PC professionals)


 

Psychologist , Tom Swales, Chaired the BH Committee


 

Developed protocols/tools for improving mental health 
care in primary care practices



 

Depression screening in primary care practices endorsed 
by BHGC Steering Committee


 

Toolkit:  PDQ-2 and PDQ-9


 

Screening patients with diabetes, CHF and HTN


 

Each primary care site will decide plan implementation



MetroHealth System: 
Depression Screening



 

PCPs: concerns about screening


 

Already stretched too thin (eg. screening for pain, 
domestic violence, etc.)



 

Identify depression – then what?


 

Lack of support from and access to specialty mental 
health care



 
Will start at one location: MH Broadway Clinic



 
Broadway already has BH Clinic



 
Existing relationship between MH & PC staff 



 
One target group: patients with DM



MetroHealth System: 
Depression Screening


 

Woodruff Foundation Grant


 
Toni Johnson, MD – leader

• Survey educational needs of :
• primary care social workers 
• prescribing  providers (physicians and nurse 

practitioners

• Provide education & training for the primary 
care  SW  team members in the following: 
• Identification and tracking of patients with 

diabetes and depression with PHQ-2 and PHQ-9



MetroHealth System: Depression Screening

• Provide education on  the following:

• Diagnosis and evidence-based treatment of depression:
• psychopharmacology for prescribing providers
• emphasis on brief therapy for primary care SW
• psychoeducation of patients on depression

• Process for follow-up & tracking of progress (using PHQ-9)

• Provide education and consultation to primary care team:
• Recognition and treatment of bipolar disorder
• Management of comorbid disorders: anxiety, etc.
• Management of antidepressant adverse effects and 

treatment resistant depression



Indications for Specialty Mental 
Health Consultation or Referral

• Patients who endorse current suicidal or homicidal thoughts or 
behaviors (emergency care may be necessary)

• Patients with non-response to 2 trials of antidepressants at 
adequate doses for adequate period (as outlined in the 
educational series)

• Patients who have bipolar depression (MDQ positive screen)

• Patients who have psychotic symptoms

• Patients with severe personality disorders or high risk behaviors 
complicating the treatment of depression

• Depressed women who are pregnant, planning pregnancy, 
post-partum or nursing an infant

• Patients with co-morbid medical conditions that complicate 
the use of antidepressant medication



Integrating Psychiatric & Medical 
Treatment of Severely & 

Persistently Mentally Ill (SPMI)

Translation: Integrating Two 
Separate Systems of Care





























SMI: Reduced Access and Quality 
of Medical Services

Problem:


 
Fewer routine preventive services (Druss 2002)



 
Worse diabetes care (Desai 2002, Frayne 2006)



 
Lower rates of cardiovascular procedures 
(Druss 2000)



 
Lower quality of cardiovascular care post-MI 
(Druss 2001)







Improved access to primary care 
for SMI



 

MetroHealth System working with CMHCs



 

Access to primary care clinics of MetroHealth Centers for Community 
Health:  Broadway Clinic



 

“Niche clinic” for SMI


 

Support from MetroHealth & CCH leadership


 

Start with ½ day per week


 

Recruit primary care staff with an interest & commitment to SMI


 

Provide training in mental health & psychopharmacology


 

CMHCs will provide case manager to accompany & 
transportation



 

Working with MetroHealth Development Office for grant applications 
to Kresge , Margaret Clark Morgan and Woodruff Foundations



Affordable Care Act 2703
State Option to Provide Health Homes for

Enrollees with Chronic Conditions

Supports enhanced integration and 
coordination of:

•Primary
•Acute
•Behavioral
•Long-term services and supports for persons     

across the lifespan with chronic illness





Who Can Receive Medicaid
Health Home Services?

• Medicaid consumers with:
– Two or more of the following chronic conditions

• mental health
• substance abuse
• asthma
• diabetes
• heart disease
• being overweight (BMI >25)

– One chronic condition and at risk for a second; 
or
– Serious and persistent mental illness (SPMI)



Health Home Qualifying 
Core Elements

• BH/PH Integration
• NCQA* PCMH Recognition
• Nurse* Care Manger
• Team of Health Care Professionals
• Transitions
• MCP/ Administrator
• Electronic Health Record Requirement



BH/PH Integration

• Just as important in PH care settings as BH care settings
• Ideal to have pharmacy and psychiatry services on 

site

• Criteria to determine that a Health Home site
has achieved integration:

Examples are as follows:
– Participation of both disciplines in care treatment 

plan meetings
– Single, shared care treatment plan
– Coordination of medications



BH/PH Integration
• Criteria to determine that a Health Home site
has achieved integration. (Continued)

– Providers should be working from the same (electronic) medical record
– Established disease/patient registry
– Physical co-location. 

If co-location is not possible, then the collaborating entities must 
demonstrate:

• Ability for providers to have a face-to-face interaction when there 
are clinical handoffs.

• All provider-patient interactions face-to-face (could be video- 
conference)

• Transportation arrangement exists between the sites



Summary

• There is good evidence that collaborative 
treatment for depression and diabetes or 
coronary heart disease is more effective than 
usual care.

• People with SPMI have substantially increased 
risk for obesity, diabetes, CHD and premature 
death.  Efforts to improve delivery of medical 
care to SPMI have the potential for significant 
public health impact in SPMI.
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