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Case to Care 
Management

◦ Integrated Healthcare
◦ Why Integrated Health is 

Important
◦ Common Health Issues
◦ Team-Based Care
◦ Why a Team-Based Approach is 

Important
◦ Care Management



The U.S has a sick care system NOT a 
health care system

45% of Americans have one or more chronic 
conditions

Over half of these people receive their care 
from 3 or more physicians

Treating these conditions accounts for 75% 
of direct medical care in the US



Common 
Health 

Problems

ADULTS
•Metabolic Syndrome

•Diabetes

•Cardiovascular Disease

•Cancer

•Substance Use Disorders

CHILDREN

•Obesity

•Diabetes

•Asthma

•Hypertension

•Urgency around 
preventive care



Common Health Problems:
Health Indicators Report FY22

59.2% of Adults 
don’t have their 
Blood Pressure 

Recorded in 
FY22

41.4%

32.1%

6.8%

3.6%

10.4%



Common Health Problems:
CCBHC Demonstration Metrics FY23

Preventive Care & Screening: 
Tobacco Use: Screening & 
Cessation Intervention (TSC)

84.5%

Preventive Care & Screening: Adult 
Body Mass Index (BMI) Screening & 
Follow-Up (BMI-SF)

71.3%



Most Common Diagnoses

76.4%

41.4%
32.1%

10.4% 6.8%

23.6%

17.2%

1.3%
31.4%

3.8%

PTSD MDD Bipolar Depression SUD

EM Mental Health Diagnoses FY22
Data Source: EM Reporting Portal>>Population Health>>Health Indicators Report

IRIS>>Reports and Downloads>>Pop Health Risk Module

Adult Children



Metabolic Syndrome & AntiPsychotics

Data Source: OCHN Relias Population Performance>>HEDIS Metrics [Medicaid Population Only]

29%

70%

Performance Target

APM: Metabolic Monitoring Medicaid 
Population Sept2022 





SOCIAL DETERMINANTS OF HEALTH



SOCIAL DETERMINANTS OF HEALTH



Care Coordination 'Linchpin' of CCBHC
Care Coordination The CCBHC must provide care coordination 
across a spectrum of health services, including access to high-quality 
physical health (both acute and chronic) and behavioral health care, 
as well as social services, housing, educational systems, and 
employment opportunities as necessary to facilitate wellness and 
recovery of the whole person.

◦ Care coordination is regarded as an activity in the CCBHC model, 
not just a service, and is the expectation of 'how we do care'

◦ MDHHS-5515 Consent to Share Behavioral Health and Substance 
use Disorder Information



What are our 
goals for CCBHC?

Individuals connected to primary health care to treat current co-
morbid conditions and prevent future conditions from 
developing.

Collaborate as an interdisciplinary team targeting high-risk cases 
to problem-solve and action plan through frequent huddles.

Improving care coordination of services – linchpin of CCBHC. The 
more care coordination activities occur, the better the individual's 
treatment outcomes.

Referrals, information sharing between providers, advocacy, 
resource sharing, outreach, monitoring medication, tracking test 
results, psycho-education to family/person, team-huddles, 
discharge summaries, care plan development, transportation, 
etc.

Why is this so important? Reducing hospital recidivism rates, reduction in health co-morbidities (e.g. 
metabolic syndrome), increased access to care, & improved collaboration between providers.



TBC: Why is a team approach important?

Inter-Disciplinary - a team of staff who 
directly work with the person served 
['Who']

Clinician, PHCP, Case Manager, Peer Support Specialist, 
Community Health worker, MA, NP, Psychiatrist, 
nutritionist, etc.

Team-Based Care Principles – 
Collaborative & Team-specific ['How']

Clear roles & expectations, mutual trust, effective 
communication & problem solving, sharing wins/barriers, 
measurable process & outcomes.

To accomplish shared goals and achieve 
coordinated, high-quality care ['what']

Improved individual outcomes in treatment: measurable 
progress & data-driven results.

Right-time interventions to improve safety & reduce risk.

Increasing coordination efforts through care pathways, 
collaborations internally and externally with partners, 
enhancing access.



Transitions of Care: 
What does it mean?
◦ The movement of patients between health care 

locations, providers, or different level of care 
within the same location, as their conditions and 
care needs change.

◦ Across Health States - personal residence to 
assisted living

◦ Between Providers – PHCP to Psychiatrist

◦ Within Settings - Primary Care to Specialty Care 
Team

◦ Between Settings – Inpatient to Outpatient



MAKING THE 
CONNECTIONS



One Process: Care Management

Care management refers to 
activities performed by health 
care professionals with a goal 

of achieving the person-
centered treatment to target 
outcomes with the person.

Care coordination should 
include the following 

dimensions of wellness: 
emotional, financial, social, 

spiritual, occupation, physical, 
intellectual, and 
environmental.



Components of Care Management

Screening and 
Assessment Care Planning

Increasing Health 
Literacy Through 

Education

Medication 
Management and 

Adherence 
support

Risk Stratification Population 
Management

Coordination of 
Care Transitions



The Behavioral Health Home 
Model

Allows for a wraparound approach for families by:

• Addressing Caregiver Stress

• Providing education and skills training

• Coordinating with schools

• Navigating health systems

• Offering healthy options



Behavioral Health Home Teams- Roles and 
Responsibilities

Facilitates 
BHH team 

huddles

Provides 
health 

education

Conducts 
Health 

Assessment

Develops 
Treatment 

Goals

Manages 
Referrals

Reviews Pop 
Health data

Coordinates 
Care

Teams consist of Nurse Care Managers, Behavioral Health Clinicians, and Community Health Worker

Nurse Care Manager



Behavioral 
Health 

Clinician

Referral for BHH Motivational 
interviewing

Connection between 
how physical health 

is impacting 
emotional/behavioral 

health

Coping skills

Problem-solving
Coordinate with 

team on progress 
(huddles)

IPOS – incorporate 
health goals into 

therapy goals

If primary case 
holder, then would 

complete tasks 
under Case Manager 

role too



Community Health Workers

Attend BHH team 
huddles

Arranging 
transportation

Education on dx and med 
management/compliance

Add/update 
medications

Referrals into 
community & 
resources

Dietary 
needs/nutrition 
education

Equipment education 
(BP monitors) Collection of vitals Coordination of care 

with PHCP, Specialists



BHH Services for Children, 
Adolescents, and Families: 
How We Tailor Services

• Involve the parent/guardian

• Provide a variety of service options

• Telehealth or in-person

• Workshop for parents

• Groups

• Summer Camp

• "Get Healthy Now" Rebrand

• Eating Disorder Pathway 

• Virtual platform for parent education



BHH Services for Children, 
Adolescents, and Families: 
Outreach
Weekly huddles to review referrals and 
identify potential enrollees 

Family education, support and skill 
development

Coordination with PCP, specialty doctors, 
and other outside resources 

Partnerships with local schools 



SUCCESS STORY
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