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Objectives:

1. Identify effective methods for the practical application of concepts related to improving the
delivery of services for persons with developmental disabilities

2. lIdentify advances in clinical assessment and management of selected healthcare issues related

to persons with developmental disabilities
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Goals of Presentation

» 1.ldentify the purpose of the WCHO pilot disease
management program

» 2. Understand the stratification and health
conditions of populations (MI, DD, Dual Eligible,
Non-Dual Eligible)

» 3. List 4 intervention strategies for Disease
Management Consumers

» 4. Understand outcomes for 4 Case Studies and
the disease management interventions

» 5.Cross reference difference for BMI for three
subgroups

» 6. Ongoing infrastructure efforts

What We Know About Marbidity
and Mortality?

Individuals with serious mental illness served
by our public mental health systems die, on
average, 25 years earlier than the general
population.

NASMHPD 2006




Frequency of Multimorbidity, WCHO Consumers

Nearly three out of
every four
consumers has 2 +
concurrent chronic

conditions

Number of Concurrent Conditions

Disabilit hstance Use Disorder, Asthma, Emphysema,
Diabetes, Hepatitis, Hypertension, Cholesterol, Chronic Pain.
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WCHO Experience With Integrated
Health

» Began Integrated Health efforts in 2004

» Goal: improve physical health of CMH
consumers by creation of medical home in
primary care sites

» 5 primary care clinics

» Results based on data from 2007- 2009:

© 64 consumers discharged to primary care
o ~15% readmitted to CMH

Pilot Disease Management
Program

Purpose:

To improve physical health outcomes for
individuals with SMI/SUD/DD through a set of
interventions directed towards improved
management of particular core diseases,
conditions and co-morbidity clusters.

Target Populations: ~ 1100 fee-for-service
individuals (i.e. spend down and dual
eligibles)
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Initial Infrastructure Achievements

» Creation of disease registries through use of
an annual Personal Health Review

» Creation of central data warehouse through
health information exchange with MSA

» Evaluation of self report/self rated health
status (from PHR) based on claims in data
warehouse for CMH consumers

» Creation of labs module in EMR (HbATlc,
cholesterol, triglycerides, glucose)

WCHO QHP Reports
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Variables Used for Stratification of
Target Papulation

v

Consumer self rated health as “poor” or “fair”
Presence of disease or clusters of conditions
(diabetes, hypertension, cardiovascular disease,
asthma/ COPD)

Utilization of medical hospitalization and ER in last
year

Presence of certain ambulatory sensitive conditions
(heart disease symptoms)

Tobacco use

Disease management team ended up providing
services for ~450 consumers
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WCHO Disease Mgt Consumers with
Mental llinesses (MI)
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WCHO Disease Mgt Consumers with
Developmental Disabilities (DD)
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All WCHO MI Consumers
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Intervention Strategies

» Use of Comprehensive Care Coordination
Team Approach

» Supports Coordination with Social Supports
» Use of “High Touch” Approach

» Health Promotion/ Self Management
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Intervention Strategies

Creation and Expansion of Disease
Management Team

v 5 care coordinator RNs

v 3 full time certified peer support specialist
v 1 registered dietician/health educator

v 1 half-time family nurse practitioner

Intervention Strategies

Use of Comprehensive Care Coordination Team
Approach

v Person centered

~ Disease Management Team care coordinator is the “go-to”
~ Other team members may include:

primary care physician

on-site family nurse practitioner

behavioral health professionals (social worker, job coach,
mental health RN, psychiatrist, behavioral psychologist,
therapist)

- independent living support staff

- medical specialist (cardiologist, endocrinologist, etc)
pharmacist




Intervention Strategies

Supports Coordination with Social Supports

Linking and coordinating with community
partners in the following life domains

Housing
Employment
Natural supports
Transportation
Education
Recreation

v Public safety

~ Spirituality
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Care Interventions

High Touch” Approach

Face to face contact is provided by Care Coordinator “where
the consumer is at” figuratively and literally

Expectation of an in home assessment upon enrollment

Use of Peer Support Specialists

Care Coordinators have opportunities for face to face
interaction with primary care physicians and specialists

Care Coordinators work as an integrated part of behavioral
health team

Certain Care Coordinators are assigned to primary care clinics
serving high volume at risk populations (Packard health clinic,
Ypsilanti Health Clinic, Neighborhood Family Health Clinic)
Care Coordinators training in motivational interviewing




Care Interventions

Health Promotion/ Self Management

Self Management/ Wellness Classes
Diabetes Management

Health Bodies Healthy Minds

Stress Management

Tobacco Treatment

Healthy Lifestyles Series

Weight Loss Series

Physical Activity

Nutrition for Diabetes

Music in Motion

S N N U N SN
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Care Interventions

Peer Support Specialist Assists With:
v Care coordination (phone calls, attending

appointments, etc)

v Medical appointments

v Physical activity in community

v Health food choices in grocery store
v Creating daily schedules

v Accessing community resources

v Transportation needs

v Money Budgeting

Outcomes




What we know about BMI/BP

» Estimate of body fat

» Risk for heart disease, hypertension, type Il
diabetes, gall stones, breathing problems,
certain cancers

» Improvements in blood pressure can improve
other health conditions
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Case Studies

The first 2 case study consumers all had
(concurrently):

Mild Intellectual Disability
Hypertension

High Cholesterol

At risk for Heart Disease

Cansumer A

» 49 year old female

» Lives in private residence with family/spouse
» Dual Eligible

» Receives Supports Coordination

» Mental Health Nursing Services

» No SUD
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Consumer B

» 49 year old female

» Lives in private residence with family/spouse
» Dual Eligible

» Receives Supports Coordination

» Mental Health Nursing Services

» No SUD

» Receives Disease Managment services
> Nursing
> Peer
> Wellness classes
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Consumer B- Blood Pressure
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Next 2 Case Studies

BMI ONLY

Actively Receiving RN Care Coordination:
Consumer has been assigned a care
coordinator

No care coordination

Not part of Disease Management target
population
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Case Studies

The next 2 case study consumers all had
(concurrently):

Schizoaffective disorder

Uncontrolled Diabetes

High Cholesterol

Hypertension

Prescribed at least one Atypical Antipsychotic
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Actively Receiving RN Care
Coordination

Consumer C

» 44 year old female

» Lives independently

» Supports Coordination

» Psychiatry services

» Mental health nursing services
» Dialectical Behavioral Therapy

» Disease Management Health Promotion and Self-
Management groups

» Disease Management Care Coordination
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No Care Coordination

Consumer D
> 47 year old male
> Lives independently
> Supports coordination
> Psychiatry services
> Mental health nursing services
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per year (p=0.0224) change GAINED per year
(p=0.6390) (p<0.0001)
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Most WCHO Disease Management Consumers At Risk

W Number with risk BMI al enlry MNumiber wilh non-risk BMI atentry

6

Actively receiving RN care Engagingin care No care coordination
coordination coordination

t at least one BMI measurement in a personal health review
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Ongoing Infrastructure Efforts

» Deployment of mobile technology
» Development of fully integrated meaningful
use certified EMR
> Clinical decision support
> Client Dashboard
- Referral tracking
> Patient education
- E-Prescribing
o Clinical Coordination Documents

Ongoing Infrastructure Efforts

» Personal health record (CHER)
» Medical Wristbands

» Health Information Exchanges (HIE)

» Behavioral and physical health related
outcomes
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Questions
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