INTEGRATED PRIMARY CARE FOR TEXAS
ADULTS WITH SERIOUS MENTAL ILLNESS
FINDINGS FROM 10 TEXAS COMMUNITY MENTAL HEALTH CENTERS
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INTEGRATED PRIMARY CARE PROJECTS

Projects used teamwork, shared information, and warm-handoffs

All 10 Centers emphasized team approaches
and shared information to meet patients’ health
needs holistically. Almost all Centers had a care
coordinator who facilitated integration. Most
Centers used morning huddles, shared health
records, physically escorting patients between
physical and mental health care (“warmhandoffs”) and integrated treatment plans.
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PATIENT HEALTH

Centers provided better care to more patients

In one year, Centers almost doubled the number of patients who received
integrated care, from an average of 645 to 1,166 individuals per Center. The
Centers demonstrated the feasibility of providing integrated primary care for a
patient population with complex disease conditions, medication plans with
high risks of adverse drug interactions, and side effects.

Patients commented on access to care and high satisfaction
Having timely access to physical health care is particularly important to people with SMI, who often lack
access, either because of stigma or difficulties with symptoms. Centers provided patients with ready access
to primary care, mostly with appointments within a week or same-day walk-in care.
Patients expressed high satisfaction with integrated care, citing greater comfort receiving primary care in a
familiar setting, improved ease of access, increased engagement in medication management and self-care,
and more affordability.

Health coaching was a major feature

Exercise

Good nutrition and physical activity, both essential
to health, are less common within the population
with SMI than among the general population. In
addition, the majority of individuals with SMI
smoke, and tobacco-related conditions account
for approximately half of all deaths in this
population. The great majority of Centers
provided coaching in smoking cessation, healthy
nutritional habits, and exercise. Both patients and
providers reported that individuals’ benefits
extended beyond clinical indicators to quality of
life factors such as reduced stress about getting
primary care, clearer thinking, and better sleep.
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Screening for disease conditions and risk factors increased
Although people with SMI have a greater risk of developing chronic conditions such as diabetes,
hypertension, and cardiovascular disease, research has found that patients with SMI have lower rates of
preventive screening than other patients. Centers achieved very substantial increases in screening rates for
body mass index, blood pressure, smoking, and diabetes for their patients during integrated care. Projects
that directly employed primary care practitioners had higher screening rates for body mass index and blood
pressure than did sites that contracted with independent primary care providers. This may reflect generally
better access to patient information at these sites, or other aspects of fuller integration.
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Patients had improved health
Among patients with initially elevated
blood pressure, more than half had values
demonstrating controlled blood pressure
within the first 90 days of integrated care.
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This is a major accomplishment, given that
hypertension is predictive of serious cardiac
and circulatory system conditions. Projects
that directly employed primary care
providers averaged better rates of blood
pressure control than did Centers that
contracted with independent primary care
providers.
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PATIENTS' IMPROVEMENT IN BLOOD PRESSURE CONTROL WHILE RECEIVING
INTEGRATED CARE

Patients had fewer hospital encounters and shorter lengths of stay
Among patients who had at least one hospital
encounter during the study period, in the first year
of integrated care the probability of hospital
encounters decreased by 18 %, after controlling
for other factors such as patient severity, insurance
status, and demographics (p< .001).
The average length of stay was also almost a third
shorter during the first year of integrated services,
compared to the prior year (p< .001). Overall, this
study found significant decreases in hospital use
for patients receiving integrated care as well as
shorter lengths of stay; together the magnitude of
the effects and their strong statistical significance
suggest that integrated care significantly reduced
hospital use.
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Decreased hospital use meant substantial cost savings
For individuals with any hospitalizations during the
In addition, the 1/3 reduction in length of stay
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Next steps
The Centers participating in this study have a
wealth of raw data. However, they currently have
limited funding, through Medicaid Waiver Delivery
System Reform Incentive Payments, to use the
data for quality improvement and reporting.
Given additional resources, for some Centers, the
next step in analytic capacity development may
be to store patient data in a digitally accessible
manner. To facilitate analyses including patients
from multiple sites, Centers may want to identify
common patient satisfaction, health, functioning,
and cost measures, as well as more consistent
data on patient attributes and services. This may
be particularly useful for smaller Centers that
would not have sufficient sample sizes for some
analyses on their own.

Future research should test the impact of
integrated care through studies that include
comparison groups, in order to further understand
the causal relationships between integration and
outcomes. A practical starting point may be for
Centers providing integrated care to improve
shared access to electronic records and to agree
with other Centers on standardized record
formats, so that future studies can more easily
combine data bases from multiple sites for
analyses. Results may be used for quality
improvement, as well as to demonstrate the value
of integrated care to payers and other external
stakeholders.

Acknowledgements

This study was funded by the Meadows Mental Health Policy Institute, the Texas Health and Human Services
Commission (HHSC), and the Centers for Medicare and Medicaid Services (CMS) project #11-W-00278/6. The
findings are those of the authors and do not necessarily represent the official positions of the Meadows
Mental Health Policy Institute, HHSC, or CMS.

References

National prevalence of SMI:
Substance Abuse and Mental Health Services Administration (SAMHSA). (2015). Behavioral health trends in the United States:
Results from the 2014 National Survey on Drug Use and Health. (HHS Publication No. SMA 15-4927, NSDUH Series H-50.
Premature mortality associated with SMI:
Druss, B., Zhao, L., Von Esenwein, S., Morrato, E., & Marcus, S. (2011). Understanding excess mortality in persons with mental illness:
17-year follow up of a nationally representative US survey. Medical Care, 49(6), 599-604.
Lutterman T, Ganju V, Schacht L, Shaw R, Monihan K, et.al. (2003). Sixteen State Study on Mental Health Performance Measures.
DHHS Publication No. (SMA) 03-3835. Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health
Services Administration.
Lower general access to quality primary care for people with SMI:
Planner, C., Gask, L., & Reilly, S. (2014). Serious mental illness and the role of primary care. Current Psychiatry Reports, 16(8), 1-7.
Roberts, L., Roalfe, A., Wilson, S., & Lester, H. (2007). Physical health care of patients with schizophrenia in primary care: A
comparative study. Family Practice, 24(1), 34-40.
Other contributions to disproportionate health problems:
Chang, S.-C., & Lu, M.-L. (2012). Metabolic and cardiovascular adverse effects associated with treatment with antipsychotic
drugs. Journal of Experimental & Clinical Medicine, 4(2), 103-107.
Chwastiak, L., Tsai, J., & Rosenheck, R. (2012). Impact of health insurance status and a diagnosis of serious mental illness on
whether chronically homeless individuals engage in primary care. American Journal of Public Health, 102(12), e83-e89.
Chwastiak, L., Cruza-Guet, M. C., Carroll-Scott, A., Sernyak, M., & Ickovics, J. (2013). Preventive counseling for chronic disease:
Missed opportunities in a CMHC. Psychosomatics, 54(4): 328-335.

4

