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 Describing the process of engaging, 

assessing, planning, providing and 

monitoring comprehensive integrated 

services through a case illustration   
 

 



Austin Travis County Integral Care 

Cohort: 3 

Type of program: FQHC Partnership, Co-Located at two  

                    CMHC locations 

Primary care Model: The team consists of a Family Physician, a 

Registered Nurse, a Medical Assistant, a Medical Admitting Clerk, 

and a Case Manager. Primary care services embedded into the 

Community Mental Health Center. The Health Integration Project 

serves ATCIC consumers with Severe Mental Illness and 

Substance Use Disorders. Austin Travis Integral Care (CMHC) 

and CommUnityCare (FQHC) share electronic health record 

access. 

Health Integration Project (HIP) 



Our client background (Reginald) 

 Brief demographics 

47 yr. old white male, Christian, never married, previously homeless 

for 2 yrs, who currently resides in an ATCIC transitional living facility. 

 

 Mental health needs (including trauma history) 

Reginald has a diagnosis of Bipolar and Anxiety Disorder, most likely 

PTSD. His father passed away as a result of ETOH abuse (11/2005). 

Reginald worked as caregiver for Mother for 3 years before she 

passed away (8/2008). He has since had multiple consecutive 

hospitalizations. Has a history of 3 suicide attempts by overdose and 

cutting. Reginald reports that his mother had Bipolar Disorder too. 



              Our client background 

 Substance use problems (including tobacco use) 

Reginald reported using cannabis within the last three months. He 

has a past history of ETOH, cocaine, amphetamines, and 

hallucinogenic use, but stated that he has not used for over two 

years. He reported no desire to drink because of his father’s ETOH 

induced death. He is currently tobacco free. 

 

 Health problems  

Reginald suffers from; Obesity, Hypertension, Diabetes, Asthma, 

Seizure Disorder, Neuropathy, Edema, and Chronic Back Pain.  



              Our client background 

 Health Indicators Data (Baseline 4/3/2012) 

Blood pressure – 170/98  

BMI – 33.94, 5’10”, 237 lbs. 

Glucose – 99 (Highest reading in EHR is 243 before 

Reginald saw us on 6/28/2011) 

A1C – 6.5  

Lipids – Total 224, HDL 42, LDL 182, Triglycerides 497 



Initial engagement in the PBHCI service 

model 
 

• Mental Health Case Manager informed Reginald of HIP 

services.  After Reginald expressed interest, a referral 

to HIP was completed (12/7/2011). 

 

• After the NOMs and referral were completed, Reginald 

received his appointment with the primary care team 

within one week. 









Initial engagement in the PBHCI service 

model 
• Reginald no-showed to one appointment and cancelled 

another one before he was seen. 

• After Reginald dropped out of Mental Health (MH) services 

due to non-attendance, he was re-engaged by the HIP case 

manager who was able to reinstate him with MH services 

and reschedule him for his primary care appointments.  

• From the time of the referral, it took four months to re-

engage and have Reginald start his treatment. 

 



Assessment Process: Client H indicators 

• Weight, Height, BMI, Blood Pressure, and Blood Glucose (if 

diabetic) collected by Medical Assistant at every appointment and 

entered into CommUnityCare (CUC) EHR. 

 

• Blood labs, A1C, and lipid panel collected at CUC clinic with 

laboratory (located in same parking lot). Results entered into CUC 

EHR. 

 

• H indicator data pulled by CUC decision support every 6 months. 

 

• Data back-entered into TRAC 







Assessment Process: Client H indicators 

• We plan to continue to track section H indicators after the grant 



 Planning: Individualized Integrated 

Care Plan 

  A. Primary care services: 

• Frequency - 1-2 times a month 

• Provider(s) - Family Physician and Dentist 

(Consumer receives dental treatment through CUC) 

• Focus of service – Maintain compliance and stability 

with hypertension medication, diabetes 

management, and non-narcotic pain management 

plan. Find effective treatment for seizures and 

asthma. 



 Planning:  Individualized Care Plan 

B. Behavioral health services: 

• Frequency – 1 to 2 times a week 

• Provider(s) – Psychiatrist, RN, and Case Manager 

or Rehabilitative Specialist 

• Person Centered Care Plan– “Better mental control, 

even mood, better sleep, decrease restlessness and 

fidgeting, and find suitable living arrangements” as 

stated by Reginald. 

 



 Planning:  Individualized Care Plan 

C. Wellness activities/services: 

• Reginald is currently not engaged in 

wellness activities. He reports only an 

interest in radio and TV as he enjoys both. 

• He has expressed interest in enrolling in In 

SHAPE and will start in one month. 
 



Progress Monitoring (H indicators and other 

health conditions) 

• Health status indicators are monitored at regular 

primary care appointments.  

• The CUC EHR notifies of upcoming needed labs 

• Medical chart note scanned into ATCIC EHR after 

every primary care visit. 

• Information is shared between Treatment teams in 

person, by phone, and e-mail. 

• All staff involved with clients’ care are able to access 

and share information with them. 





              Our client background 

 Health Indicators Data (Most Recent 1/3/2013) 

Blood pressure – 122/70  

BMI – 33.57, 5’10”, 234 lbs. 

Glucose – 85 

A1C – 5.6 

Lipids – (4/3/2012) Total 224, HDL 42, LDL 182, 

Triglycerides 497  

*lipid panel only collected once 



Highlights 

• Primary Care team is fully embedded within the mental health 

team which has enabled them to work together on behavioral and 

primary care planning. All primary care team members have 

received Mental Health First Aid and Preventative Management of 

Aggressive Behavior training and certifications. 

• MH clinicians have attended the Case to Care Manager training to 

continue to be effective at facilitating physical health planning. 

• In the case of this client, a push for housing was initiated by PCP, 

followed through by the HIP CM, and handed off to Mental Health 

CM. 

• It is important we continue to pursue means to increase the 

accessibility and sharing of information to foster effective 

interactions between primary care and behavioral health. 


