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Our Cohort

(Data reflects Mar. “16 to Sept. ‘16)
Behavioral health members with a chronic condition of diabetes
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Our Actions

4 Patient Story h

67 year old male patient with chronic diabetes and multiple hospitalizations was identified and connected to BH services on
the same day. Patient is now engaged in care, has improved Alc levels, significant reduction in PHQ score and has received
\_ certificate of improved health. )
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Lessons Learned

= Executive level support at the Clinic is critical to success

= Helping staff understand that the model of care with SW embedded in PC is different than in a BH Clinic setting
= Meeting on a weekly basis to track progress is important for building Team and collaboration

=  Engaging a physician champion who understands the value of BH services is important
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