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ABSTRACT: People with serious mental illness have substantially worse health outcomes than people without mental illness. These patients use
primary care less often and fail to receive needed preventive and chronic care. While a variety of care models have been implemented with the
goal of improving care for these patients, few have been found to be effective. Young et al describes a specialty patient-centered medical home
for patients with serious mental illness. In this model, the primary care provider manages the medical and mental health conditions of patients
with stable psychiatric symptoms with assistance from a registered nurse and a consulting psychiatrist. The goal of this integrated model is to
engage patients in preventive care by building a relationship with them in primary care and understanding both their medical and psychiatric
needs. While this model may improve care and increase patient satisfaction, implementing this type of model may be challenging.
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Background
People with serious mental illness (SMI) have substantially
worse health outcomes than people without mental illness.
They also have higher rates of hospitalization and emergency
department use than the overall primary care population or
patients with chronic medical conditions alone.!* These
patients use primary care less often® and fail to receive needed
preventive and chronic care.® Several factors contribute to this.
People with SMI often have ongoing psychiatric symptoms
accompanied by cognitive deficits, poor social skills, socioeco-
nomic disadvantage, and high rates of addiction to various sub-
stances, including tobacco. These limit their ability to perform
self-care and to adhere to medical treatment regimens.”S
Primary care providers (PCP) typically have inadequate train-
ing and experience in the treatment of SMI and may have a
stigma toward the population.®!? Organizations often lack
effective partnerships between primary care and mental health,
as evidenced by a lack of communication and information-
sharing between primary care and mental health staff.!3

A variety of care models have been implemented with the
goal of reducing utilization of high-cost services and improv-
ing patient outcomes.'* Examples include co-locating mental
health and primary care, case management, and fully integrated
care with joint treatment planning. These models are intui-
tively appealing and touted as improving care. However, when

formally studied, most have failed to produce substantial
improvement in either cost or patient outcomes.” A small
number of care models have shown promise in controlled tri-
als.’® An understudied, yet critical component, is coordination
of medical care, mental health care, and addiction care in a
complex population with high levels of need in each domain,
and treatments that frequently interact. While medical boards
have supported psychiatrists providing routine preventive care,
few psychiatrists are trained in primary care, and patients infre-
quently receive screening or management of common medical
conditions in mental health settings.”” Furthermore, while
assertive community treatment teams are intended to decrease
psychiatric admissions, they do not consistently address or
attend to chronic medical conditions.

Intervention

This background compelled the authors of the protocol manu-
script “A Clustered Controlled Trial of the Implementation
and Effectiveness of a Medical Home to Improve Health Care
of People With Serious Mental Illness (SMI)”® to design,
implement, and test a specialty patient-centered medical home,
also called Patient Aligned Care Team (PACT), for patients
with SMI (SMI-PACT). The SMI-PACT is the first attempt
in the Veterans Health Administration (VHA) to tailor a med-
ical home for this population in primary care.!® Unique
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features of this intervention include (1) medical and psychiatric
care delivered by a single provider and (2) pro-active panel-
based care management.

The SMI-PACT?"3 is an integrated model, which consists of
a part-time PCP who manages both the medical and mental
health conditions of patients with stable psychiatric symptoms
of a SMI (0.25 FTE), part-time registered nurse care manager
(0.5 FTE), and a consulting psychiatrist (0.1 FTE) to care for
a panel of 150 patients. In this pilot study, patients are ran-
domly selected for enrollment based on several criteria: (1)
actively managed by primary care and mental health at VA
Greater Los Angeles Healthcare System; (2) in the top 25th
percentile of risk for hospitalization or death using a validated
VHA risk prediction tool;'? (3) diagnosis of schizophrenia,
schizoaffective disorder, bipolar disorder, major depressive dis-
order with psychosis, or post-traumatic stress disorder (PT'SD)
if prescribed an antipsychotic medication; and (4) rated by
their psychiatrist as being not at imminent risk of adverse out-
comes (jail, homelessness, violence) related to their psychiatric
disorder based on the Milestones of Recovery Score (MORS).
The mixed-methods evaluation is currently ongoing and inves-
tigates the effect of SMI-PACT® on health care utilization
and costs, provision of preventive and chronic medical services,
medication adherence, and patient and clinician experience.

The PCP receives weekly support from a consulting psy-
chiatrist. The PCP spends one full day in SMI-PACT each
week and responds to secure messages, phone calls, and notes
from patients and other clinical staff on a daily basis. All par-
ticipating patients are given the choice to remain with their
current psychiatrist or move their mental health care to the
SMI-PACT team; all receive physical health care by the team.
For patients who continue their relationship with their usual
psychiatrist, the PCP actively collaborates with mental health
provider for joint treatment planning through co-signed
notes, secure messages, and phone calls, as needed. The SMI-
PACT monitors labs routinely for lithium and antipsychotic
medications.

Almost half (40%) of participating patients (n=56/141) ini-
tially chose to switch their mental health care to the SMI-
PACT team and an additional 6% of patients (n=8/141)
switched their mental health care to SMI-PACT after several
visits with the SMI-PACT team. Each patient who switched
their mental health care to SMI-PACT had a handoff note in
the chart from the patient’s psychiatrist, which includes mental
health diagnoses, medications, and symptoms to monitor.
Some patients were not recommended to switch their mental
health care to SMI-PACT because they had prescriptions that
required specialized monitoring, such as clozapine (n=1),
methadone (n=3), or stimulants for attention deficit hyperac-
tivity disorder (ADHD) (n=2); had changing psychotropic
regimen (n=3); or had challenging behaviors (n=3). Based on
qualitative interviews, participants who chose to have their
mental health care managed by the SMI-PACT team often

reported that they did not have a strong preference for or estab-
lished relationship with their current psychiatrist. They also
felt that it would be more convenient to have mental health
care integrated with their primary care. Participants who chose
to continue with their psychiatrists often reported a good rela-
tionship with their psychiatrist and felt that the psychiatrist
possessed expertise in mental health that a PCP would not
have.

The psychiatry consultant to SMI-PACT meets with the
PCP on a weekly basis to discuss the clinical panel. The psy-
chiatry consultant provides consultation for all patients, includ-
ing how to navigate the complex mental health system, the
interactions of psychiatric medications with other medications
and the side effects of psychiatric medications, and how the
symptoms of the mental health condition impact the patient’s
self-care and treatment engagement. For patients who move
their mental health care to the SMI-PACT team, the psychia-
try consultant additionally assists the PCP with adjusting psy-
chiatric medications if needed and discusses when it would be
appropriate for the patient to return to intensive specialty men-
tal health services. The psychiatry consultant is also available by
phone or instant message during a clinic visit for real-time
consultation with the PCP.

The nurse care manager role is critical and performs both
case and care management activities. The nurse has frequent
contact with the patients and knows them well, often reaching
out 1 to 2 times per month for patients who are active or highly
complex. During interactions with patients, the nurse provides
lab and imaging results and reminds patients about upcoming
appointments with specialists. The nurse also provides educa-
tion for medical conditions by using simplified handouts that
have been designed for SMI populations, supports smoking
cessation efforts by using a breath analyzer, and monitors exer-
cise by providing pedometers. The nurse triages patients and
handles most issues, including medication refills, obtaining
outside hospital records, reviewing forms requested by patients
(eg, home health aide and assistance or caregiver support), and
connecting patients to needed community resources for
finances, housing, and transportation. The nurse ensures conti-
nuity of care by following up with patients after discharge from
a VHA or non-VHA emergency room visit or hospitalization
and assists with making appointments on their behalf. As a
care manager, the nurse also reviews the VHA primary care
dashboard for quality measures every 2 to 3 months to identify
patients who need further panel management (eg, those with
poorly controlled diabetes and no recent medication refills) and
performs chart reviews on a routine basis to review treatment
plans, labs, and pending consults.

The goal of SMI-PACT is to engage patients with SMI in
preventive care and treatment for chronic medical conditions
by building a relationship with them in primary care and
understanding both their medical and psychiatric needs. Team
members are comfortable with patients with SMI and received
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in-depth training in motivational interviewing to support
behavior change and addiction medicine. They adjust their
patient education and treatment instructions to the patient’s
cognition and readiness. In addition, all intake assessments
include a comprehensive assessment of patient treatment pref-
erences, goals, and values, as well as social determinants of
heath. Follow-up visits entail assessment of both medical and
mental health symptoms. Furthermore, patients have the
option to contact the SMI-PACT clinical team by phone
through a direct number to the nurse care manager, by secure
messaging if they have Internet access, or by walking in for
acute issues.

Potential Challenges

Evaluating the effectiveness of this model may be challenging,
as 1year of follow-up may limit the investigators’ability to cap-
ture behavioral changes (eg, medication adherence, smoking
cessation, and weight loss). The mixed-methods formative
evaluation, however, can be helpful to evaluate this model as a
pilot to assess for feasibility, acceptability, implementation bar-
riers, and facilitators. Including short-term outcome measures
(eg, patient activation measure, patient assessment of chronic
illness care, patient satisfaction), and long-term outcome meas-
ures (eg, costs, hospitalizations), will be helpful for understand-
ing if this model achieves the aims of engaging patients in their
care using a tailored approach. While utilization and costs are
unlikely to decrease beyond that of usual care,?® including uti-
lization and costs may be important as balancing measures to
ensure that the intervention is not too costly for the health care
system.

Given the psychosocial challenges and social determi-
nants that impact the patient’s health, future iterations of
this model could benefit from a social worker or licensed
vocational nurse. While the SMI-PACT registered nurse
was aware of community resources to meet social needs, a
typical nurse may not have this knowledge and may find col-
laborating closely with a social worker to be helpful. These
additional team members could also relieve some of the tasks
that are not at a level of complexity requiring a registered
nurse, such as calling patients in advance to remind them of
their appointment or giving vaccinations. Other versions of
this model could also include joint treatment planning with
a mental health provider on the treatment team who pro-
vides in-person mental health care rather than the PCP.
Including a mental health provider is common in models of
care for high-risk, high-need patients.

Ensuring sustainability of this integrated model requires
buy-in from both primary care and mental health and may be
met with resistance. The SMI-PACT creates additional work
tor the PCP by adding management of mental health condi-
tions. We have found that the patients who chose to have both
medical and mental health issues addressed in SMI-PACT
often require a visit duration of greater than 30 minutes to

fully address active issues, and/or require more frequent visits
(eg, every 3 months), which exceeds the typical routine visit
frequency and duration of a general PACT team. This limits a
PCP’s panel size. In addition, stigma toward this population
exists among some PCPs, and not all PCPs are suited for work
with patients with SMI.

The SMI-PACT also creates additional work for non-team
psychiatrists by removing low-intensity patients from their
panel, who are often replaced by patients requiring high-inten-
sity psychiatric care. The psychiatric consultation that is part of
the SMI-PACT model is often not billable or reimbursed by
all funders (with exception of collaborative care under
Medicare) or by VHA.

Implementation requires flexibility on all sides, with will-
ingness to take on more challenging patients in both primary
care and mental health. However, a health care system may
consider this model as, in addition to potentially improving
outcomes, it could result in patient satisfaction with “one-stop
shopping” having both medical and mental health needs

addressed in primary care.

Conclusion

Patients with SMI represent a segment of the high-need, high-
cost patient population where there are few known effective
models. People with SMI have substantially worse health out-
comes than people without mental illness and often fail to receive
needed preventive and chronic care. Innovative, evidence-based
models are urgently needed to engage these patients in primary
care. Holistic models similar to SMI-PACT may be helpful in

improving care and increasing patient satisfaction.
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