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Let’s talk about:

• Health disparities in cardiovascular risk factors and 

mortality in persons with serious mental illness

• Evidence-based interventions –what has shown to 

work and what does it take to decrease risk

• The need to scale-up and disseminate evidence-

based practices –physical/behavioral health 

integration



Standardized Mortality Ratio (SMR)
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Marked Excess Mortality 

for Persons with Serious Mental Illness

SMI = severe mental illness.                                                                                                 

*Adjusted for age, gender, and race; †death rate per 100,000 persons in Maryland Medicaid SMI. 

Daumit GL et al., Psychiatric Research, 2010

Heart Disease (585.5)†

Renal Disease (64.6)†

Malignant Neoplasm (340.4)†

HIV (131.7)†

Diabetes Mellitus (118.0)†

Influenza/Pneumonia (103.4)†

Accidental (e.g., suicide) (37.2)†

Chronic Lung Disease (108.8)†

Septicemia (85.8)†

Cerebrovasc. Disease (110.9)†

All-Cause Mortality (1975.3)†

SMI Deaths per 100,000

person years



Contributors to Premature Mortality

• Cardiovascular disease risk factors

–Health risk behaviors: obesity, physical 

inactivity, tobacco smoking

–Health risk factors: diabetes and glucose 

control, hypertension, hyperlipidemia

• Cancer, Chronic Lung Disease, Liver 

Disease, HIV

• Health care quality



World Health Organization Guidelines

• 2018 World Health 

Organization Guideline 

Development Group 



Considerations for Effective Lifestyle 

Loss Interventions in Persons with SMI

• Cognitive impairment and persistent psychiatric symptoms 

→frequent challenges in everyday functioning

• Disparities population – socioeconomic / environmental risk factors 

• Lifestyle interventions for this group need tailoring

On the positive side: 
• Consider opportunities for lifestyle interventions

– Frequent contacts with health care system?

– Space for Physical activity classes?

– Meals served on-site, in group housing or with caretaker?

• Fewer resources for choices, persistence can be used in favor 
of healthy behavior change



But persons with serious mental illness 

often have multiple CVD risk factors

Recent proliferation of integrated care 

programs has not shown improvement in 

CVD risk factors 



Behavioral Health Homes

- Associated with increased utilization of primary care

- Improved disease screening but very limited evidence 
that they improve health outcomes

- Few studies report on quality of CVD care, patient-
reported outcomes and costs

- Significant variation in implementation
- Co-location of physical health care services

- Health IT

- Providers (physician, nurse, peers) and training needed

Murphy et al Int Rev Psychiatry 2018



Comprehensive 

Cardiovascular Risk Reduction Trial 

in Persons with Serious Mental Illness (IDEAL)

NCT02127671, R01HL112299



IDEAL Trial showed overall reduction in CVD risk 

and tobacco smoking with intervention 

that could fit into health homes



IDEAL Intervention

• Individual level, by health coach and nurse

• CVD risk reduction education and counseling sessions 

(weekly for 6 mo. then bi-wkly)

• Collaboration with physicians for evidenced-based 

management of CVD risk factors

• Coordination with mental health program staff and social 

supports to advocate for/encourage reaching health goals



IDEAL Intervention

CVD risk factor focused health education and counseling

• Approach: Motivational interviewing to increase readiness for behavior 

change, target risk behaviors simultaneously or sequentially 

• Content: Sessions based on risk factor # and severity, participant need 

and interest (e.g. quit smoking, reducing sugar beverages if 

obesity/DM)

Care coordination/ care management

• Share CVD risk factor profile with PCP 

• Provide guidelines to MDs and advocate for evidenced-based 

monitoring and Tx for dyslipidemia, HTN, DM, and smoking

• Coordination with mental health staff and providers, caregivers, MDs 

and/or office staff (e.g., facilitation of appts, lab tests, obtaining meds) 

• Track CVD risks: review needed screening, monitoring and Tx for panel 
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Follow-up Time, Months

Percent Change of 10-year Global Framingham Risk 
Score over Time from Baseline by Study Group

Control Intervention

Net % Change:

-12.7 (-22.9, -2.5)

p=0.015

% change within intervention group -11.2% (95% CI -3.9, -18.5), control group 1.4% (-5.7,8.6)



Tobacco smoking cessation in IDEAL 

Change in smoking prevalence over 18 months:

Intervention group       −11.8% (95% CI, −18.3% to 
−5.3%; P = .004)

Controls                           −1.3% (95% CI, −5.8% to 
3.1%; P = .64) 

Net change                     −10.5% (95% CI, −18.4% to 
−2.6%; P = .009) 

This translates to a 21% relative reduction in smoking 
prevalence over 18 months (ratio of prevalence ratios 
[intervention to control] = 0.79; 95% CI, 0.67 to 0.95; P = .01).



Ok, but we need these interventions to 

be delivered by mental health staff and 

clinicians and widely implemented



RHYTHM-CVD Care Coordination 

Using an innovative quality improvement process to increase 

delivery of evidence-based CVD risk factor care in community 

mental health organizations

NIMH P50115842



CVD Care Coordination

STUDY OVERVIEW: 

Goals: Pilot test an adapted Comprehensive Unit Based Safety Program 

(CUSP) implementation strategy to improve mental health providers 

coordination of evidence-based CVD risk factor care – hypertension, 

dyslipidemia, diabetes mellitus

Design: Pre/post observational study

Participants: 4 Maryland psychiatric rehabilitation programs implementing 

Medicaid Health Homes



What is in the RHYTHM

Evidence-Based Bundle? 

Clinical Bundle

• Protocol for care of 
risk factors for heart 
disease
• High blood pressure

• High cholesterol

• Diabetes

• Tailored to persons 
with SMI

Care Coordination 
Bundle

• Protocol to improve 
delivery of care
• Care coordination

• Care management

• Population health

• Tools to support how 
to conduct these 
activities



Evidenced-Based Practice Bundle

Cross Cutting Care Processes examples

• Use database to track and prioritize screening, monitoring and treatment of 

hypertension, diabetes and dyslipidemia

• Communication between health home staff & PCPs:

– Clinical testing and results sharing (e.g. lipids, A1c) 

– Pharmacotherapy (e.g., initiate statin, blood pressure medication intensification) 

• Intra-team communication (e.g., assisting w/transportation, filling prescriptions)

• Use motivational interviewing techniques to engage consumers in their CVD risk 

factor care (e.g. medication adherence, resolving ambivalence around starting 

medication to treat blood pressure, self-management strategies for diabetes) 
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DECIPHeR

• Goal: Adapt and test different implementation strategies to support 

evidenced-based practices to reduce heart disease risk for persons with 

mental illness in Michigan and Maryland health homes

• Combine and adapt two evidence-based practices: IDEAL and Life Goals

– Physical health self-management and lifestyle support

– Behavioral counseling for heart disease risks (e.g., tobacco cessation) 

– Care management (e.g., for blood pressure)

• Two-phase project

– UG3 2-3 year planning phase with community engagement -12 MD and 

12 MI health homes, stakeholders including policy makers, fit into health 

home services

– UH3 4-year implementation phase with training, testing which additional 

supports are most beneficial



Achieving Cardiovascular Health Equity in 

Community Mental Health: Optimizing Implementation Strategies

• UG3 Phase 1: Input and engagement from community organizations

– Community Working Groups and Community Advisory Board

• UH3 Phase 2: Unrestricted SMART trial to compare effectiveness of 

implementation strategy augmentations to REP, (Coaching and 

Facilitation) on uptake and delivery of IDEAL/Life Goals at 18-months

– Replicating Effective Programs : Package, training, technical assistance

– Coaching: Provider self-efficacy and skill development through clinical 

support, feedback to mainly address inner setting barriers

– Facilitation: provider strategic thinking, coalition-building, leadership 

skills to mainly address outer setting barriers

– Measures and Outcomes

• Primary : Uptake / Adoption of IDEAL Goals (# of sessions delivered) 

• Key Secondary Outcomes: Fidelity to IDEAL Goals and 

Implementation Strategies, CVD risk factors  (blood pressure, weight, 

smoking, cholesterol); Quality of care for CVD risk factors



“IDEAL Goals” Overview

• Evidence-based intervention based on principles of the Life Goals 
Collaborative Care Model and the IDEAL trial

• Combines best practices in self-management education, health 
coaching, and care management 

• Delivered 
• by providers identified by the site (e.g., RN, care manager, MSW, BSW, 

etc.)

• to community mental health patients with one or more cardiovascular 
risk factors

• As core and flexible modules and care management contacts



Summary

• Health disparities in cardiovascular risk factors and mortality in persons 

with serious mental illness

– Disparities are large 

• Evidence-based interventions – scale-up in real world integrated care 

settings critical

• Current studies provide paths for scale-up, more work is needed



Thank you!

Please join us in ALACRITY & DECIPHeR

Gail Daumit, gdaumit@jhmi.edu 

Website: https://www.jhsph.edu/alacrity 

Twitter: @HopkinsALACRITY

Email: alacritycenter@jhmi.edu

Phone: 410-955-0510

https://www.jhsph.edu/alacrity
mailto:alacritycenter@jhmi.edu

