The CRANIUM Protocol to Improve Diabetes Screening and Preliminary Treatment in Community Mental Health Clinics

Translating Evidence

A.     What evidence are you proposing to translate into practice?  I am proposing improving annual metabolic screening of people taking second-generation antipsychotic medications, who are being served in community mental health clinics.  I may try to find other models in the HIV literature where they are also trying to improve metabolic screening
1. Justify that this evidence is “ready for translation.”  The evidence is ready for translation because there have been national guidelines recommended by the American Diabetes Association and the American Psychiatric Association (ADA 2004).  Multiple RCTs and observational studies have shown that most second-generation antipsychotic medications increase metabolic risk.  Expert opinion recommends this annual screening given this increased risk.
2. Identify a single, key behavior change target for your translational activity. The behavioral target is annual metabolic screening by psychiatrists in community mental health clinics.  Basically, I want to increase the number of patients who obtain guideline-recommended annual metabolic screening in community mental health clinics.  At minimum, this would involve annual BMI, blood pressure, and fasting lipid/glucose monitoring.  Notably, I also plan to link screening to treatment, so will be encouraging preliminary medication treatment (e.g., statins) for any abnormal screening tests.
3. Conduct a “gap analysis” of your target behavior.  Look to diverse sources for “best guess” estimates if specific measures are not available. 10 years after the ADA/APA guidelines, metabolic screening rates are still only about 30% (Morrato 2010; Mangurian in manuscript form).
B.  What is the quality (performance) gap?  Only 30% of people with severe mental illness receive metabolic screening by their physicians (Morrato 2010).  Therefore, there is a 70% gap in quality of care for this vulnerable population.  Ideally, I would like to eliminate this gap altogether.  Through my intervention, I aim to realistically reduce this gap for an additional 30% of the population, leaving a gap of 40%.
C.  What is the outcome gap? People with severe mental illness taking these medications die 25 years earlier than the general population (Colton 2006).  Adjusting for age, among Medicaid recipients in six states, the number of deaths among people with SMI ranged from 1.2-4.9 times higher than the general population (Colton 2006).  The proportion of deaths among due to heart disease were comparable between the general population and those with SMI (~30%) (Colton 2006)
D.  Is there evidence that changing performance will improve health (clinical outcomes)?  There is strong evidence that early detection and treatment of prediabetes, diabetes, hypertension, and dyslipidemia will reduce cardiovascular disease.  Unfortunately, there is no evidence to date about this prevention effort among people with severe mental illness.
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Community Engagement

1. Define the communit(ies) for your project and explain why each is a stakeholder for your study.
· Psychiatrists: These are the people who will be asked to change their behavior.
· Primary care providers: These are the people who will be referred to and potentially have their “turf” challenged.
· Consumers (patients) with SMI:  These are the people who will benefit from the improved primary care.
· Caregivers of people with SMI: These people are obviously invested and concerned in the well-being of their loved ones.  
· SF DPH administrators: These are people who will have to “OK” this proposal and this expansion of focus.
· Payers: These are the people who will pay for the services provided.
2. Describe your plan for approaching potential community partners to ask for their involvement.  Focus groups with consumers, psychiatrists, primary care providers, and administrators have happened.  I plan to conduct a stakeholder workgroup at the clinic comprised of the following people (all psychiatrists at the pilot clinic, a primary care provider, a patient consumer, a caregiver, and local leaders at the clinic).  I also need to establish a CAB, which will include a psychiatrist, primary care provider, SF DPH administrators, consumers, payers, and caregivers.  In approaching each of these partners individually, I plan to emphasize how they will benefit the project and how they will benefit specifically:
· Consumers (patients): The project will benefit by understanding the real barriers in care and opinions of the patients.  It will also be much more patient-centered by included their perspectives.  The patients will benefit from having a community clinic that addresses all of their needs (mental and physical) while they are quite ill.
· Caregivers:  The project will benefit by recognizing more of the role that the family provides in terms of this health.  The caregivers will benefit because the program will hopefully reduce cardiovascular risk in their loved ones.
· Psychiatrists: The project will benefit by being able to tailor the intervention to the needs of the psychiatrists (the main target of behavioral change in this study).  The psychiatrists will benefit by having a system of care that provides the supports they need to better care for their patients (e.g., reminders, primary care consultation, etc).
· Primary care providers:  This project will benefit from the content expertise of primary care providers and the increased capacity to build stronger collaborative relationships with this provider group.  The primary care providers will benefit by having more of their patients obtain metabolic screening and preliminary treatment—thereby being able to focus efforts on those with more serious illness.
· SF DPH administrators:  This project will benefit from this group’s ability to identify systemic hurdles that may need to be overcome (e.g., documentation of this medical service).  The administrators will benefit by having improved quality of care for this vulnerable population (streamlining), and improved patient satisfaction.
· Payers: Similarly, the project will benefit from this group’s ability to identify financial hurdles that may need to be overcome (e.g., billing ).  I will try to include potential cost-savings that may be realized by this streamlined approach, the improved quality of care for this vulnerable population, and the improved patient satisfaction.
3. Identify which stages of your project you'll incorporate community input, and describe what types of input you'll solicit.  I will need to incorporate community input throughout.  Specifically, I’ll plan on the following:
· Weekly stakeholder workgroup at pilot site.  I’d like input from the multidisciplinary workgroup on various aspects of the proposal from design, implementation, and analysis.  They will give input throughout of regular hurdles we have to overcome.
· Quarterly CAB: I’d like input from the multidisciplinary workgroup on various aspects of the proposal from design, implementation, and analysis.  
· Monthly meetings with CBHS Medical Director, Irene Sung (this is already happening).  I’d like to incorporate input on the systemic barriers from these meetings.  
· Quarterly meeting with the CBSH Integration of Care group (during their regularly scheduled time).  I’d like to incorporate input on how this project fits into the overall plan to integrate care in CBHS.
· Quarterly meetings with DPH Primary Care Director (during their regularly scheduled time). I’d like to incorporate input on how this project fits into the overall plan to integrate care in CBHS.
4. Name three ways you plan to share your results, beyond writing an academic article or presenting at an academic conference.  I plan to make the following presentations:
· Pilot clinic
· CBHS Medical Directors’ meeting
· DPH Integration of Care Meeting
· California Safety Net Hospital Institute annual meeting.
· UCSF Center of Vulnerable Populations has the capacity to develop training programs and disseminate evidence-based interventions. 
· San Francisco National Alliance of the Mentally Ill.
· National Association of State Mental Health Directors annual meeting
· American Psychiatric Association’s Integration of Care Task Force annual meeting.
Mapping
1. Identify a patient or community group that contributes to or is involved in the principal behavior you are attempting to improve with your intervention.  Community psychiatrists are my target group.  I am attempting to improve diabetes screening and preliminary treatment for any abnormalities with metformin.
2. Using any of the individual explanatory theories in “Theory at a Glance”, develop an explanatory model for the target behavior (above) that you will be attempting to influence with your intervention.  The Theory of Behavior Change makes the most sense for this problem.  Although the health and behavior model specifies key concepts that are problematic for the psychiatrists (e.g., self-efficacy in knowing how to treat metabolic abnormalities), cues to action (reminders), and barriers (limited access to primary care)—I thought I could incorporate them into model below
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It sounds like the behavior that you are targeting is actual ordering of the screening test by providers.  This certainly seems like the most logical place to intervene.  I'm wondering though if there are any studies describing the reasons for non-screening.  I would assume that in many cases the screening tests are simply not ordered, but perhaps there are also other structural, economic, etc reasons as well) (e.g. lack of insurance, expensive co-payments).  Very interesting and looking forward to seeing how this progresses.



3. Identify how one or more of your specific interventions will target one or more of these key factors contributing to the behavior of interest.

	Specific Interventions
	Behavior Target

	Champion at the clinic to encourage and champion this culture change.  Also, social media.
	Attitudes: “It’s not my role to manage diabetes”

	Primary care e-consultation and pager for emergencies.
	Attitudes: “What if the diabetes medications I prescribe have adverse effects”

	Champion reframing how their long-term physical health is also important.  Also, social media
	Attitudes: “When patients are so sick, diabetes screening is low on the priority list.”

	Peer navigators
	Attitudes: “Even if I order labs, some of my patients are too ill to get them.”

	Champion and Social Media in clinic
	Subjective Norms: “Nobody else is managing diabetes.”

	Reassure with pragmatic Medicaid reimbursement policy via DPH
	Subjective Norms: “We can’t get reimbursed.”

	Champion and Social Media in clinic
	Subjective Norms: “The electronic systems are separate, so why bother.”

	--CRANIUM website making management easy (enter values: normal, abnormal and start medication at x dose, highly abnormal and refer)
--Videotape of two primary care trainings and slides available on Website
--Primary care e-consult available and returned with 1-3 business days.  Pager available for emergencies.
	Perceived Behavioral Control: “I wasn’t trained to manage diabetes”


	Work with DPH IT to develop reminders for metabolic monitoring (or with local clinic for their own system of reminders)
	Perceived Behavioral Control: “I don’t have any reminders to get the HgA1c.”



The social marketing campaign will be at the community clinic.  I will likely have a CRANIUM poster (picture of Freud with a stethoscope).  Not sure I’m going to include pictures of patients.  Would be interested in figuring out how to “message” this topic.  The message would have to address:

· If you screen, the good thing that will happen is that the patients with reduce their cardiovascular disease risk
· If you screen, the bad thing that might happen is that they could have side effects from metformin (unlikely)

· If you don’t screen, the good thing that will happen is that you will have less work
· If you don’t screen, the bad thing that will happen is that the consumer patient will be at higher risk for early morbidity and mortality from cardiovascular disease.



4. Create a framework that draws upon a socio-ecological framework to orient your target behavior within a larger context.  ie, what are some of broader, external forces that influence the individual behavior of interest...see Figure 2 of “Theory at a Glance.”
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Individual


Social Relationships
 Other psychiatrists in the clinic might not be doing this


Clinic 
Does the clinic want them to do this?


Communities 
Does the larger comunity psychiatry and primary care community in SF want them to do this?


Institutions 
Does CBHS/DPH/UCSF/APA want them to do this?


Social and Economic Policies
Are MCD/MCR policies such that they can get reimbursed for these behaviors?


Training 
Psychiatrists do not currently receive traiing to do this
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