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Mr. T. 
64 yr. old married, naval shipyard worker 

- Uncontrolled type 2 diabetes (A1c = 9.6%) 

- Hypertension (BP = 174/94 mmHg) 

- Hyperlipidemia (LDL = 141 mg/dL) 

- Obesity (Weight = 269 lbs; BMI = 39.7 kg/m2) 

- Hypothyroidism, psoriasis, gout  

- History of diverticulitis, kidney stones 
 

Medications: glyburide, lisinopril, atenolol, 
atorvastatin, levothyroxine 

  

 

 



It gets worseé 



 

Primary complaint: ongoing fatigue 

 

PHQ-9 = 19/27:  

 meets criteria for major depression  
 

Mr. T. 



 

The  

ñMulti-Conditionò  

Patient 
 

 
JAMA, April 7, 2010  
     



Study: 161,697 Patients 
 

ÅHbA1Ŏ җ уΦр҈ 
 
ÅSystolic blood pressure > 140 mmHg 
 
ÅLDL > 130 mg/dL 

 

Schmittdiel et al., J Gen Intern Med. 2008; 23(5): 588ς594. 
 



Study: 161,697 Patients 

Adequate  
Adherence 

20-23% Poor  
Adherence 

Clinical Inertia: 
 

30-47% lacked 
treatment 

intensification by 
healthcare team. 

Schmittdiel et al., J Gen Intern Med. 2008; 23(5): 588ς594. 
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teamcarehealth.org 







Patient Identification 

ÅAutomated data (ICD-9) of having:  
Ådiabetes and/or coronary artery 

disease 

ÅPoor disease control:  
ÅIō!мŎ җ уΦр҈  
ÅBlood pressure > 140/90 mmHg  
ÅLDL >130 mg/dL 

ÅPHQ-ф җ мл 



Program Goals 

Å Improve depression care 

Å Behavioral activation 

Å Antidepressants 

Å Improve medical disease control 

Å HbA1c, HTN, LDL 

Å Improve self-care 

Å Diet, Exercise 

Å Cessation of Smoking 

Å Glucose Monitoring 
 

 
 



Program Goals 

  ωA1c 

ωBlood Pressure 

ωCholesterol (LDL) 

ωDepression 



Wagner, 1996;  Bodenheimer 2002;   

Katon 1995; Unutzer 2002; Riddles 2003 

One Approach Across Different Chronic Illnesses 

Collaborative Depression 

Care 

+ 

Chronic Care Model 

+ 

Treat-to-Target Approach 
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ÅPatient self-care materials: book and video on 
depression, patient manual  

ÅNurse support/education/motivational 
interviewing 

ÅMedisets 

ÅSimplifying medication regimen 

Å$4 generics to avoid $10 co-pays 

Improving Adherence 



Self-Monitoring Tools 



Care Managers 

ÅMotivational interviewing/enhancement 

ÅProblem solving 

ÅBehavioral activation 



Decisional Balance (e.g. smoking) 

Changing Not changing 

ÅLess coughing 

ÅWife will be happy 

ÅSocially acceptable 

ÅFaster healing 

 

 

 

 

 

ÅHigher risk of cancer 

ÅPoorer health  

ÅWound will not heal 
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Decisional Balance (e.g. smoking) 

Changing Not changing 

ÅLess coughing 

ÅWife will be happy 

ÅSocially acceptable 

ÅFaster healing 

 

ÅHelps me deal with 

stress 

ÅHelps me think clearly 

ÅKeeps the weight off 

ÅLose friends who 

smoke 

ÅGain weight 

 

 

ÅHigher risk of cancer 

ÅPoorer health  

ÅWound will not heal 

 

 

B
e

n
e
fi
ts

 (P
ro

s
) 

C
o

st
s (

C
o

n
s) 



Core Components 

Monitor 
Progress 

Identify 
Goals 

Support   
Self-Care 

Treat-to-
Target 

Systematic 
Case Review 

Care 
Coordination 



Weekly Clinical Summaries 


