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Logistics

• Please rename yourself so your name includes your 
organization.

• For example:
• Blaire Thomas, National Council

• To rename yourself:
• Click on the Participants icon at the 

bottom of the screen
• Find your name and hover your mouse 

over it
• Click Rename

• If you are having any issues, please send a Zoom 
chat message to Kathryn Catamura, National Council



How to Enable Closed Captions (Live Transcript)

Next to “Live Transcript,” click the arrow button for options on closed captioning and live transcript.



Today’s Session: Slides and Recording

Slides and the session recording link will be available on the CCBHC-E NTTAC website under “Training 
and Events” > “Past Events” within 2 business days. 

mailto:https://www.thenationalcouncil.org/program/ccbhc-e-national-training-and-technical-assistance-center/training-events/


Today’s Agenda

• Review Purpose of Optimizing Data Learning Series
• Discuss How to Integrate Data to Address Chronic Disease 

Management, Increase Health Literacy, and Improve Health 
Outcomes

• Provide Case Example 
• Group Discussion



CCBHC Advanced Optimizing Data Learning Series

Purpose

Designed for CCBHC grantees interested in learning about the advanced principles of leveraging data to 
advance consumer health outcomes, the four-session CCBHC Advanced Optimizing Data Learning Series will 
explore applying data to identify disparities, operationalizing data to expand screening, and integrating 
data to improve practice activities. 



Learning Series Topics
Date Topic Summary

May 16 Application of 
Data

Provide overview of National Standards for Culturally and 
Linguistically Appropriate Services (CLAS) and discuss how to use 
data to identify and address disparities.

June 20 Integrating Data 
Systems

Increase knowledge of data to support chronic disease 
management and identify opportunities for improved health 
outcomes.

July 18 Operationalizing 
Data

Increase understanding of screening tools and opportunities to 
address social determinants of health.

August 15 The Role of Data 
in Practice 
Improvement

Provide overview of measurement-based care (MBC) and discuss 
how to build organizational readiness to implement MBC.
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Why Address Chronic Diseases?

• Adults with SMI experience higher rates of diabetes, lung disease, cardiovascular disease, 
and other medical conditions 

• Adults with SMI have a significantly reduced life expectancy

• Untreated chronic conditions lead to increased emergency room visits, inpatient stays, 
nursing home admissions, and healthcare costs

• Risk factors include inadequate physical activity and poor nutrition; smoking; side effects 
from antipsychotic medications; and lack of access to health care services 



CCBHC’s Role in Chronic Disease Management

• Screen to identify people at risk

• Monitor health conditions

• Care coordination with external 
health providers, including 
referral and follow-up

• Assess for health-related social 
needs



Screening for 
Chronic Conditions

• Identify people with chronic diseases

• Ask about physical health symptoms

• Establish systems for collection and 
analysis of laboratory samples



Monitoring and 
Managing Chronic 
Conditions

• Ensure individuals have access to 
primary care services

• Ongoing laboratory testing and 
physical measurement of health status 
indicators 

• Coordinate care and track 
appointments with primary care and 
specialty health providers

• Promote positive health behaviors and 
lifestyles



Data Sources

• Electronic health records (EHRs)

• EHRs integrated with laboratory and pharmacy systems

• Health information exchange (HIE) with behavioral health and physical health systems 

• Claims data



Tools and Technologies

• Clinical decision support tools (e.g., alerts; prompts; documentation templates)

• Predictive modeling

• Chronic disease registries 

• Patient/client portals that provide education and resources to help individuals self-manage 
chronic conditions

• Telehealth

• Remote monitoring devices



Getting Started
• Collect data on physical health indicators and screening 

results

• Use data to stratify individuals into risk categories

• Select interventions appropriate for each risk category

• Provide education and resources related to health 
behaviors and disease self-management

• Formalize care coordination agreements and processes 
with primary care, pharmacy, and specialty providers

• Establish a continuous quality improvement plan



EBP Example: Integrated Illness Management 
and Recovery (I-IMR)
• Designed for people with SMI who have chronic medical conditions

• Includes 1) training of self-management skills; and 2) care coordination and counseling on 
lifestyle changes by a nurse

• Weekly sessions delivered individually or in groups over 8 months

• Studies show improvements in:
o Psychiatric illness self-management
o Diabetes self-management
o Use of hospitalization
o COPD self-management
o Community functioning



Common Barriers

• Billing and reimbursement for integrated programs

• Workforce limitations (e.g., staff shortages;  limited capacity; limited buy-in)

• Competing priorities

• Limited access to or knowledge of data, technology, and tools to manage chronic diseases

• Low health literacy among people receiving services and CCBHC staff



Increasing Health Literacy
• Ensure health care services and resources are accessible

• Increase the communication skills of staff and other health providers

• Decrease the level of complexity of health information

• Make data collection interactive, e.g.,
o Explain screening questions and why they matter
o Explain health information and options

• Use person-centered approaches and tools, e.g.,
o Patient/client portals that include person-centered health 

education materials and disease self-management resources
o Shared decision-making 



Case Example: 
Integration of 

Data Systems to 
Support Chronic 

Disease 
Management



Cascadia Health



Cascadia Health, zoomed





Transformation – Cascadia Behavioral Healthcare to 
Cascadia Health

CCBHC Demonstration 
(2017)

CCBHC Expansion 
(2019-2021)

FQHC designation 
(2021) CCBHC IA (2022)



Developing a 
Culture of Data



Data woes: Real world speedbumps

Data validity (or lack 
thereof)

Early stages of 
development

Limited clinical capacity Limited buy-in or 
understanding



Strategies 
overview

• Build muscles around using data slowly and 
consistently

• Identify early adopters and data savvy partners

• Make the data useful

• Pair population health work with data and 
health literacy

• Unsustainable is okay

• Get creative

• Engage staff

• Celebrate success



Discovery phase

Why do people go to the emergency 
department (ED)?

A key 
indicator of 
population 

health

A proxy for 
health 
status

Achievement of 
quadruple aim



Does ED utilization vary by 
important individual or 
healthcare-level factors?

Models of ED 
utilization

Demographics

Socioeconomics

Health

Engagement in healthcare



Homelessness 

Stress/adjustment disorder

No past month BH visit

Where do we focus 
resources?

BH drivers 40%

37%

12%



COPD 

Chronic pain

Hypertension

These can be successfully 
addressed in an outpatient 
community setting!

Physical Health drivers

200%

68%

82%
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Prioritization: Finding the 
sweet spot

Hypertension Chronic Pain +
Hypertension

COPD Chronic Pain +
COPD

EFFORT
IM

PA
CT



Health (and data) literacy



Examples
Health and data literacy is for clients/patients 
and for staff



















Data sharing 
through 
regular 
reports

• Consistency

• Increased familiarity 
with data

• Allows staff to act on 
their own timeline







Build 
interventions 
and data 
collection 
into the EHR



Referral options based on stage of change





Example: Data-
informed peer review

Goal: Engage in effective and 
efficient peer review process 

• Data driven

• Not duplicating processes

• Engages clinical staff

• Imbedded quality 
improvement



Identify need 
for 
improvement 
in health 
prevention



Discussion: Sharing with Your Peers
• What lessons have you learned in using data to support chronic 

disease management? 

• What data sources do you use to monitor health outcomes? Are 
these sources integrated?

• How are you increasing health literacy?

• What remaining questions do you have?



Closing

Next Session: July 18, 2023 - Operationalizing Data (3pm – 4:30pm ET): 
Increase understanding of screening tools and opportunities to 
address social determinants of health.

https://form.jotform.com/230896132701150?mkt_tok=NzczLU1KRi0zNzkAAAGLxTqXBtEdtTq3A3Qb5YQVfk-AbrXFjC9RxjetyNrC9dbN0pa0dNiZi8l0L9bZoGs4yLqlFSQhCyLxKReoK9dVNSf3JkH-Q81Z_NQpJY0oylA


Thank You!
Thank you for attending today’s event.

Slides and the session recording link will be available 
on the CCBHC-E NTTAC website under “Training and 

Events” > “Past Events” within 2 business days. 

Your feedback is important to us!

Please complete the brief event survey that will 
open in a new browser window at the end of this 
meeting. Your input helps us improve our support 

offerings and meet our SAMHSA data metrics.
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