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TABLE 1: PATIENT PARTICIPATION AND INVOLVEMENT OF PRACTICES
WITHIN THE TBC AND TPM GROUPS OVER THE STUDY PERIOD

FIGURE 1: FLOW OF PATIENTS THROUGH STUDY,
INCLUSION AND EXCLUSION

INTERVENTION

The MHI model developed at Intermountain provides a standardized clinical and operational team relational process. This evidence based care process uses a
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OBJECTIVES AND TARGET POPULATION

The objective of Intermountain’s Mental Health Integration (MHI) program, is
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physician offices and continues to invest in MHI and utilizing TBC to help
patients with mental illness properly manage and treat their conditions.
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* The MHI study used high blood pressure as a control variable. As researchers predicted, high blood pressure management did not show the same large improvements as shown for the
conditions that TBC targeted, such as depression and diabetes. These results strengthen the link between Team-Based Care and the better clinical results shown in other areas.
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