
Learning to Integrate Cardiometabolic Care in Serious
Mental Illness
Lydia Chwastiak, M.D., M.P.H., John Fortney, Ph.D.

The study by Druss and colleagues in this issue (1) demon-
strates that it is possible to improve the quality of physical
health care for patients with serious mental illness and
cardiometabolic risk factors in real-world community men-
tal health settings. This well-designed, rigorous single-blind
randomized controlled trial compared the integrated care
provided through a behavioral health home with usual care
among 447 outpatients with one or more cardiometabolic risk
factors at a single urban community mental health center.

The study evaluated the effectiveness of the behavioral
health home with respect to the primary outcome of a compos-
ite measure of quality indicators for cardiometabolic risk and
secondary clinical outcomes over a 12-month intervention pe-
riod. Patients who received treatment through the behavioral
health home received higher quality of care: they had a greater
increase in the percent of indicated services thatwere received,
were more likely to receive high-quality treatment for diabetes
and hypertension, and were more likely to receive preventive
services, and the services they receivedweremore likely to align
with the chronic care model. Behavioral health home patients
also showed improvement in all clinical outcomes (blood
pressure, total andLDLcholesterol levels, hemoglobinA1c level,
Framingham risk score, patient activation, and the physical
component summary of the SF-36) except blood glucose level.
But patients who continued to receive usual care also had
improvements in these clinical outcomes, and there was only
differential improvement (greater in the intervention group) for
systolic blood pressure and themental component summary of
the SF-36. Given the clear improvement in quality of care re-
ceived through the behavioral health home, the authors con-
clude that improving quality of care is necessary butmay not be
sufficient to improve medical outcomes.

People with serious mental illness have the largest cardio-
vascular health disparities of any vulnerable population. Their
life expectancy is more than a decade shorter than that of the
general population, and cardiovascular disease is the leading
cause of this premature mortality (2). Despite a high-profile
national report in2006 that raisedpublic awarenessof this crisis
(3), and a decade of subsequent research and large-scale dem-
onstrationprojects, thismortalitygappersists—andmayevenbe
widening(4).Therearemultiple interrelatedcontributorstothis
excess cardiovascular disease mortality. Research over the past
10 years has provided substantial evidence for effective inter-
ventions to reduce therisk factorsof smokingandobesity,which

are the two leading causes of preventable mortality (5, 6). But
there have been few rigorous studies evaluating the effective-
ness of care models to improve the quality of medical care for
patients with serious mental illness (7).

A behavioral health home is an integrated care model for
persons with serious mental illness, based on the conceptual
modelof amedical home,whichaims to improveoutcomesand
experience of care as well as to control costs (8). Behavioral
health homes based in community mental health centers have
emerged as it has become increasingly apparent that persons
with serious mental illness face challenges in engaging in ef-
fective primary care and are at increased risk of “medical
homelessness” (9). Despite widespread interest and a national
demonstration program (10), there have been few stud-
ies evaluating the im-
pact of this care model on
quality of care or patient
outcomes. The study by
Druss and colleagues fills
this gap by using a ran-
domized design to rigor-
ously evaluate a behavioral health home for patients with
serious mental illness and cardiometabolic risk factors, and
this scientific rigor is the study’s major strength. The pro-
vision of care by clinical staff, not research staff, is an ad-
ditional strength, as it greatly increases the generalizability
of the findings and the potential for uptake.

The behavioral health home intervention in the studywas
a multicomponent integrated care model in which medical
care services were provided by community mental health
center staff—a nurse practitioner and a full-time nurse care
manager—fromaFederallyQualifiedHealthCenter (primary
care) partner. Medical care was integrated with the behav-
ioral health care provided at the community mental health
center through the attendance by both of these providers at
weekly community mental health center rounds and shared
care planning. Care management tasks included health ed-
ucation and logistical support for engagement in medical
care. Cardiometabolic risk factors were managed through a
treat-to-target approach, which included weekly review and
treatment adjustments for patients whowere not improving.

The study provides a road map for organizations seeking
to integrate care for this population. The foundation for ef-
fective integration is the core principles of collaborative care
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that were implemented in this study: population-based care,
measurement-based care, and a team approach with a care
manager and the expertise of a primary care physician as the
core components (11). Moreover, given that primary care
services are typically providedbyaprimary care organization
that is separate from the community mental health center,
unless there is real integration of clinical and dataworkflows,
care will continue to be only co-located at best. The study
findings also anticipate the major barriers for such inte-
gration: 1) lack of infrastructure, in particular inadequate
health information technology and lackof a shared electronic
medical record forpartners; 2) theculture shift that is required
by community mental health centers to provide data-driven
care; and 3) lack of readily available primary care partners to
provide physician expertise.

Despite the reassuring findings that the behavioral health
home improved the quality of cardiometabolic care for this
vulnerable population, the investigators were unable to de-
monstrate that this improved quality of care translated into
improved patient outcomes (i.e., the improvement inmedical
outcomes for the behavioral health home group was not
greater than that experienced by the usual care group). Druss
and colleagues acknowledge some important limitations in
the study that may help to explain this. Specifically, the
Framingham risk score may not be an optimal outcome
measure of cardiovascular disease risk among patients with
serious mental illness, both because of the unique vulnera-
bilities of this population (12) and because some components
of the risk score (e.g., age) are not sensitive to change. More-
over, the study period may not have been long enough to
detect changes in important clinical outcomes. Finally, there
were more dropouts in the usual care group than in the
behavioral health home group, which may have affected the
findings.

The lack of difference between the groups may be ex-
plained in large part by the improvement in outcomes
observed among the usual care participants. This improve-
ment may be attributed to the screening for cardiometabolic
riskandreferral for care that theseparticipants received.This
is the essential first step in reducing the impact of car-
diometabolic risk, and it is currently not being done con-
sistently enough in community mental health settings (13).
Screening itself is unlikely to improve outcomes, though, and
it will also be necessary for communitymental health centers
to provide evidence-based lifestyle modification programs
and pharmacotherapy in order to improve outcomes. The
literature suggests that changes in health care account for
10% of premature mortality, while more than 70% is attrib-
utable to lifestyle factors (unhealthy diet, physical inactivity,
and smoking), environmental factors, and social determi-
nants of health (14). Improvement in the quality of medical
careprovided canonlymove theneedle so far onoutcomes, in
the face of the stresses of poverty and lack of resources to
improve health behaviors.

Patients treated in community mental health settings
represent a heterogeneous population with respect to their

cardiometabolic risk, and it is clear that one intervention is
not going to address the needs of all patients—and that in-
terventions should be tailored to specific risk factors or levels
of risk in order to optimize the use of limited resources (e.g.,
nursing skills).

This landmark study supports critical elements for im-
proving the quality of cardiometabolic care for patients with
seriousmental illness, and it demonstrates that quality of care
can be improved even when care is based in a community
mental health setting. The study findings suggest a clear path
for improving care and outcomes: operationalization of the
core principles of collaborative care, including the imple-
mentation of evidence-based lifestyle modification inter-
ventions and pharmacotherapy; real integration of both
clinical pathways and data reporting between behavioral
health andprimary care providers; and a stepped approach to
tailoring treatment to the level of and specific risk of indi-
vidual patients.

AUTHOR AND ARTICLE INFORMATION

From the Division of Population Health, Department of Psychiatry and
Behavioral Sciences,UniversityofWashingtonSchoolofMedicine, Seattle.

Address correspondence to Dr. Chwastiak (lchwast@uw.edu).

The authors report no financial relationships with commercial interests.

Accepted December 2016.

Am J Psychiatry 2017; 174:199–201; doi: 10.1176/appi.ajp.2016.16121399

REFERENCES
1. Druss BG, von Esenwein SA, Glick GE, et al: Randomized trial of an

integrated behavioral health home: the Health Outcomes Manage-
ment and Evaluation (HOME) study. Am J Psychiatry 2017; 174:
246–255

2. Walker ER,McGee RE, Druss BG:Mortality in mental disorders and
global disease burden implications: a systematic review and meta-
analysis. JAMA Psychiatry 2015; 72:334–341

3. Colton CW, Manderscheid RW: Congruencies in increased mor-
tality rates, years of potential life lost, and causes of death among
public mental health clients in eight states. Prev Chronic Dis 2006;
3:A42

4. Olfson M, Gerhard T, Huang C, et al: Premature mortality among
adults with schizophrenia in the United States. JAMA Psychiatry
2015; 72:1172–1181

5. Gierisch JM, Nieuwsma JA, Bradford DW, et al: Interventions to
Improve Cardiovascular Risk Factors in People With Serious
Mental Illness. Rockville, Md, Agency for Healthcare Research
and Quality, April 2013. https://www.ncbi.nlm.nih.gov/books/
NBK138237/

6. McGinty EE, Baller J, Azrin ST, et al: Interventions to address
medical conditions and health-risk behaviors among persons with
seriousmental illness: a comprehensive review. Schizophr Bull 2016;
42:96–124

7. Bradford DW, Cunningham NT, Slubicki MN, et al: An evidence
synthesis of care models to improve general medical outcomes for
individuals with serious mental illness: a systematic review. J Clin
Psychiatry 2013; 74:e754–e764

8. Alexander L, Druss B: Behavioral Health Homes for Persons With
Mental and Substance Use Conditions. Washington, DC, SAMHSA/
HRSA Center for Integrated Health, 2012

9. Smith TE, Sederer LI: A new kind of homelessness for individuals
with serious mental illness? The need for a “mental health home.”
Psychiatr Serv 2009; 60:528–533

200 ajp.psychiatryonline.org Am J Psychiatry 174:3, March 2017

EDITORIALS

mailto:lchwast@uw.edu
https://www.ncbi.nlm.nih.gov/books/NBK138237/
https://www.ncbi.nlm.nih.gov/books/NBK138237/
http://ajp.psychiatryonline.org


10. Scharf DM, Eberhart NK, Schmidt N, et al: Integrating primary
care into community behavioral health settings: programs and
early implementation experiences. Psychiatr Serv 2013; 64:
660–665

11. Unützer J, Schoenbaum M, Druss BG, et al: Transforming mental
health care at the interface with general medicine: report for the
President’s Commission. Psychiatr Serv 2006; 57:37–47

12. Osborn DP, Hardoon S, Omar RZ, et al: Cardiovascular risk pre-
dictionmodels for peoplewith severemental illness: results from the

Prediction and Management of Cardiovascular Risk in People With
Severe Mental Illnesses (PRIMROSE) research program. JAMA
Psychiatry 2015; 72:143–151

13. Morrato EH, Druss B, Hartung DM, et al: Metabolic testing rates in
3 state Medicaid programs after FDA warnings and ADA/APA
recommendations for second-generation antipsychotic drugs. Arch
Gen Psychiatry 2010; 67:17–24

14. McGinnisJM,FoegeWH:Actual causesofdeath in theUnitedStates.
JAMA 1993; 270:2207–2212

Am J Psychiatry 174:3, March 2017 ajp.psychiatryonline.org 201

EDITORIALS

http://ajp.psychiatryonline.org

