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Describing the process of engaging,
assessing, planning, providing and
monitoring comprehensive integrated
services through a case illustration
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Austin Travis County Integral Care
Health Integration Project (HIP)

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 lliness and
Substance Use Disorders. Austin Travis Integral Care (CMHC)
and CommuUnityCare (FQHC) share electronic health record
access.
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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.
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Our client background

J 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.
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Our client background

- Health Indicators Data (Baseline 4/3/2012)
Blood pressure — 170/98
BMI — 33.94, 5107, 237 Ibs.

Glucose — 99 (Highest reading in EHR Is 243 before
Reginald saw us on 6/28/2011)

Al1C - 6.5
Lipids — Total 224, HDL 42, LDL 182, Triglycerides 497
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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.



HIP Referral Workflow

Role Activity
Case Case Manager or Rehab
Manager Specialist completes NOMs
or Rehab interview tool and HIP
Specialist Referral form with consumer
I
Case Manager emails
documents to HIP QM
staff and HIP MAC
HIP
Medical HIP MAC makes contact with consumer
Admitting and/or Case Manager to schedule
Clerk appointments one of three ways:
Y
MAC HIP MAC uses HIP
( ! HIP MAC receives ® Cose Managerorconsumer call referral form to HIP MAC schedules
) - e  (Case Manager or consumerwalkto | | . ' appointment in both
documents in email appointment window in person bl;;||d-a patient AZ and NextGen
¢ HIP MAC calls to schedule with profilein NextGen
consumer or Case Manager
according to “primary assignment
coordination spreadsheet”
HIP QM
A4
Staff
HIP QM Staff HIP QM Staff logs HIP QM Staff creates HIP QM Staff forwards
receives — NOM on tracking — client assignmentto — NOM to datainput
documents in email spreadsheet unit 236in AZ support staff
Data Input
Support Data input support
Staff staff inputs NOM

data into TRAC
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Referral to Health Integration Project (HIP) Primary Care Services

Consumers referred to HIP are expected to meet a minimum of two of the following criteria:
(Please use check boxes)

[

O OO

Name:
SSN:

Mailing address:

Consumer is not receiving primary care services from a community provider or is not able to access
their provider as needed.

Consumer has a long standing (chronic) physical health condition.

Consumer reports having been admitted to an Emergency department for physical health needs 2 or
more times in the past month.

Consumer is likely to experience substantial difficulty in accessing community primary care services
due to complications related to the behavioral health diagnosis and/or associated functional
impairments.

(For any questions related to eligibility please contact Matt at (512) 804-3811 or Matthew.Rich@atcic.org)

DOB: Anasazi #:

Phone #: (Home) (cell)

Primary Insurance Coverage:

Plan/Policy/ID #:

Guardian Name:

FPhone #:

N/A []

Current PCP:

N/A [

Current medical problem (if any):

Primary Assignment: (Please check one)

p— o p—
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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.
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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 CommuUnityCare (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



HIP Medical Assistant Appointment Workflow

Role Activity
. ~
Medical Scheduler checks consumer in
Admitting || and notifies Medical assistant
Clerk of consumer’s arrival
~ —~
Medical Medical Is consumer : . .
Assistant Height, Weight, Current meds, Medical assistant Questions and concerns
Assistant Blood Pressure, Is No |red allergies, and Is No | €xperiencing any provides consumer for PCP are collected
meets with Pulse, Body consumer pharmacy info consumer pain? If so, rate pain with dental from consumer and
. , . o 5 ) . . |
consumerin Temp collected Diabetic? collected Female? at 1-10 and identify resource handout if reported to PCP after
éxam room location of pain consumer reportsto] | medical assistant meets
not have a dentist. with consumer.
Collect date of last
Collect Blood Glucose
menstrual Period
Collect date and location of
last Tetanus Vaccine, If Yes Is this appointment
consumer needs < an annual exam or
vaccination, it is offered and to establish care?
administered during visit
// - Collect confidential
Collect Social . L . No
. ) ) infarmation, including
Collect date and - History, including ) Collect sexual
Collect Medical alcohol and drug history, . . .
results of last i tobacco, Alcohol, o . information, activity, Is No
History, both . Psychiatric history, history| .
known PPD. If — and caffeine use, . protection, GLBT, consumer
. personal and of child abuse and .
positive, order . language, RH/LH, L. . history of std's, date Female?
family . K domestic violence, history|
chest x-ray education, marital L of last std blood test
. of arrests, convictions,
status, and children. . .
and incarceration

l ‘,

Collect info for type of birth Collect Info for last papsmere Medical Assistant
. . and mammogram (40+), if not
collected, including sea

ithi
section, natural, completed within last year,

miscarriage, abortion, etc service is offered and
B, L administered by PCP during visit collected to PCP

A

Does consumer
have children?

reports substantial
»
consumer information

Primary

See PCP
workflow

Care

Provider




A B C D E F G H | J K L M N
1 mrn enc_timestamp bp_systolic bp_diastolic weight_kg height_cm BMI_calc coll_date_time glucose A1c total cholesterol HDL LDL triglyceride
2 100896 2/24/2011 120 83 100.2 174 33.1
3 100696 10/12/2011 169 88 109.1 174  36.04 1211212011112 66 170 74 54 208
4 100696 12/7/2011 156 84 110.7 174  36.56
5 100696 1/18/2012 145 80 115.2 174  38.05
& 100696 3/19/2012 158 82 118.1 174  39.01 3/19/2012 5.9
7 100696 5/7/2012 148 91 118.4 174 39.11
8 100696 6/20/2012 153 83 116.573 173.99  38.51
8 100896 7/11/2012 138 85 173.99  38.95
10 (100696 | 8/27/2012] 151 20 173.99 38.8
11 100896 9/6/2012 9/6/2012 93 59 761 63 48 248
12 (100696 10/10/2012 145 84 173.99  39.03
13 100696 11/21/2012 126 69 117.48 17399  38.81
14 [118822 2/15/2011 129 78 158.8  42.26
15 (118822 3/9/2011 160 97 158.8  41.93 3/9/2011 60 59 131 49 86 80
16 (118822 10/24/2011 105 70 107.7 158.8 4265
17 (118822 2/2/2012 118 75 158.8  40.92
18 118822 3/7/2012 144 65 102.9 1549  42.89 31712012112 5.8 40 47 75 92
19 (118822 3/19/2012 130 70 103.2 154.9  43.01
20 118822 4/2/2012 121 74 1549  42.23
21 118822 7/9/2012 176 108 154.9  41.19
22 118822 9/10/2012 141 97  96.162 154.94  40.06 9/18/2012 95 6.0
23 118845 3/9/2012 98 64 82.1 157  33.32
24 118845 3/16/2012 107 63 84.8 1549  35.34 3/26/201275 211 124 76 57
25 118845 8/7/2012 110 66 1549  41.94
26 140732 2/29/2012 176 112 95.5 163.8  35.59 3/8/2012 99 225 43 "108 371
27 140732 4/11/2012 117 61 98 1638  36.53
28 156021 5/25/2011 172 113 86 160  33.59
29 156021 8/12/2011 140 110 160 37.2
30 156021 8/25/2011 126 78 100.7 160  39.34
31 156021 11/9/2011 126 85 99.3 160  38.79
32 156021 2/8/2012 140 93 98.9 160  38.63
33 156021 4/16/2012 135 83 98.4 160.8  38.06 5/11/2012 102 171 42 95 169
34 156021 4/30/2012 140 100 99.3 160.8 38.4
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Assessment Process: Client H indicators

CLINICAL OUTCOMES

Not Positive

Improved Maintain Same Worsened Total No Impact
Applicable Impact

Svystolic 178 [ 34% 89 | 17% 63 | 12% 159 | 36% 0 |N/A 519 267 | 51% 252 | 49%
Diastolic 159 [31% 210 | 40% 34 7% 116 | 22% 0 |N/A 519 369 | 71% 150 | 29%
BMI 155 [ 30% 73| 14% 64 | 12% 227 | 44% 0 |N/A 519 225 | 44% 201 | 56%
Glucose 18 | 5% 344 | 88% 7 2% 22 6% 128 [NJ/A 391 362 | 93% 29 7%
AlC 11 [12% 58 | 62% 16 | 17% 9 10% 425 | N/A 94 69 | 73% 25 6%
Cholesterol 26 | 8% 226 | 66% 75 | 22% 17 5% 175 [ N/A 344 252 | 73% 02 | 27%
HDL 4 | 13% 66 | 19% 195 | 57% 39 | 11% 175 [ N/A 344 110 | 32% 234 | 65%
LDL 43 | 13% 157 | 46% 122 | 35% 22 6% 175 [ N/A 344 200 | 58% 144 | 42%
Triglyceride 21 | 6% 219 | 64% 77| 22% 27 | 8% 175 [NJfA 344 240 | 70% 104 | 30%

*based on most recent MRN in "episode" and baseline MRN

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




SAMHSA-HRSA
Genter for Integrated Health Solutions

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.
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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.
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Planning: Individualized Care Plan

C. Wellhess 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.
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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.
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Our client background

] Health Indicators Data (Most Recent 1/3/2013)
Blood pressure — 122/70

BMI — 33.57, 5’107, 234 Ibs.

Glucose — 85

Al1C - 5.6

Lipids — (4/3/2012) Total 224, HDL 42, LDL 182,
Triglycerides 497

*lipid panel only collected once
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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.

* Itis important we continue to pursue means to increase the
accessibility and sharing of information to foster effective
Interactions between primary care and behavioral health.



