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Promoting Whole Health in the MI Population – Literature Review 
The Oregon Rural Practice-based Research Network (ORPRN) at OHSU with support from Oregon Health 
Authority (OHA) will offer three virtual educational opportunities – from January to May 2019 – on 
Reducing Emergency Department Use in the Mental Illness (MI) Population. This educational series will 
include 1) a virtual learning collaborative focusing on “CCO Systems Improvement for MI Populations”; 2) 
a virtual learning collaborative on “Behavioral & Physical Health Integration”; and 3) webinars on 
“Promoting Whole Health in the MI population.” This literature review informs the curriculum for 
“Promoting Whole Health in the MI Population” webinar series. 

Background 
The U.S. Office of Disease Prevention and Health Promotion (ODPHP) notes there are many dimensions 
of health disparities in the United States. A health disparity exists whenever a health outcome is seen to 
a greater or lesser extent between populations [1]. This is true for people who experience mental illness 
compared to the general population. Adults living with serious MI die, on average, 13 to 30 years earlier 
than other Americans. The causes of these premature deaths are similar to the leading causes of death 
for the general population: cancer, heart diseases, and respiratory, lung, and cerebrovascular diseases [2]. 
OHA has observed health disparities for those with serious mental illness (SMI) in Oregon. 2016 Oregon 
Health Plan (OHP) claims data showed 15.4% of members with SMI had a diabetes diagnosis, compared 
to 9.1% of other members. Oregonians with SMI across all CCOs visit the ED more frequently and for 
different reasons than the general population. There are 12.8 ED visits per 1,000 member months in the 
SMI population compared to 1.2 ED visits in the non-SMI population. 

In response to physical health disparities between OHP populations with and without mental illness, OHA 
created a new incentive metric in 2018 called “Disparity measure – ED utilization of members with mental 
illness.” The denominator for the measure is, “1,000 member months of the adult members enrolled with 
the organization, who are identified with mental illness” and the numerator is the “number of emergency 
department visits when the member is enrolled with the organization” [3]. Over four sessions, “Whole 
Health in the MI Population” webinars will offer relevant didactics and case examples to an audience of 
CCO-contracted clinicians with the goal of improving health among members experiencing mental illness. 
A focus on whole health and preventive care may contribute to fewer ED visits for this population. The 
topic areas explored below—access to health care, pain management, dental/oral health, and sustaining 
provider satisfaction—were selected, in part, through consultation with the webinar’s lead expert, Lynnea 
Lindsey, PhD, MSCP. Dr. Lynnea Lindsey is Director of Behavioral Health Services at Legacy Health. 

Access to Health Care 
Individuals with MI experience adverse physical health conditions more frequently than the general 
population. These include cardiovascular diseases and stroke, obesity, diabetes, COPD and respiratory 
infections, alcohol disorders, drug toxicity, substance misuse, infectious diseases, dementia, cancer, 
surgical and gynecological emergencies, and poor oral/dental health [4]. There is evidence that factors 
impacting poor health outcomes among MI populations are psychotropic medications (e.g., 
antipsychotics, antidepressants, and mood stabilizers), individual behaviors (e.g., smoking, diet), 
psychiatric symptoms, and disparities in health care [5]. Many authors have argued health care access, 
utilization, and health care provision contribute to poor physical health for individuals with MI [5-7]. 

Hert et al. (2011) attribute inequities of health care access and provision to patient and illness-related 
factors, treatment-related factors, mental health provider-related factors (e.g., placing attention on the 
patient’s mental health and possibly overlooking how that intersects with their physical health), physician-
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related factors (e.g., stigmatization of those with mental illness), and service-related factors (e.g., financial 
barriers, separation of the physical and mental health systems of care) [6]. In a literature review on 
barriers to high quality health care for those with MI, Chadwick et al. (2012) found some consensus across 
study findings. Health-related social circumstances like homelessness, living alone/social isolation, and 
transportation difficulties influenced the health care service users with MI. The environments of health 
care settings and experiences interacting with health care clinicians were also impactful. For example, 
disrespectful or non-caring behavior on the part of clinicians, poor interpersonal skills on the part of 
clinicians, lack of follow up, a hurried atmosphere, and diagnostic overshadowing were all found to be 
barriers to health care for those with MI [7]. 

Diagnostic overshadowing is an especially important topic for patients with mental illness. That is, the 
possibility of clinicians attributing patient symptoms or behaviors to their mental health instead of 
recognizing the role of a physical comorbidity [8]. For instance, when patients with MI have a rapid heart 
rate, it is frequently assumed as a behavioral symptom of agitation or anxiety. If a patient has an elevated 
temperature and agitation, those symptoms may be attributed to their mental illness history rather than 
to a diagnosis of delirium [9]. For adults with MI, it has been estimated that 35% have an undiagnosed 
medical illness [10]. Symptoms of mental illness and prior trauma experiences are also conflated by health 
professionals. One study found that the average number of traumatic events among the population with 
severe MI was 3.5 per person. But this trauma history may also be overshadowed or go unaddressed [11]. 
These types of challenges are intertwined with stigma toward those with MI, as well. As Lawrence & Kisely 
(2010) point out, “The stigma of mental illness pervades all aspects of society, including the health care 
system” (p. 64). Some clinicians label patients with MI as disruptive or difficult, viewing “abnormal 
behavior” as an individual characteristic instead of a symptom of illness [12]. 

To improve access to quality health care for this population, authors have recommended including patient 
perspectives when creating interventions [13-15]. According to Godwin-Lamontagne et al. (2018), 
“Involving service users in intervention design is also important so that their preferences for location, 
frequency and type of support can be identified and targeted” (p. 7) [13]. One study used participatory 
action research (PAR) to engage MI patients in the creation of a guide for chronic disease management 
among those patients. Researchers found including patients in that work was both acceptable and feasible 
[14]. Another study used qualitative methods with patients experiencing MI to better understand their 
needs surrounding patient-provider engagement. There were three themes that emerged as crucial to 
establishing trust and collaboration between patients and clinicians: mattering, being perceived as 
capable and credible, and working together. “Mattering” was described by patients as clinicians caring, 
showing concern for them, accepting them without judging them, treating them with respect, hearing 
them, reassuring them, and treating them with empathy. Patients most appreciated being seen as capable 
and credible when they perceived their clinicians also demonstrated qualities of competence. They 
thought clinicians were capable and credible when the office appeared clean and organized, when staff 
acted in an efficient way, and when medical records were maintained in good condition. Finally, working 
together was important to the patient experience. This meant having trusting exchanges, feeling informed 
about health care options, receiving validating feedback, having an informed say, and getting a result [15].  

Of course, it is clear that the integration of behavioral health into primary health care and vice versa is 
crucial for patients with MI [16]. As the second virtual learning collaborative will specifically address this 
topic with local case studies, the webinar on health care access for the MI population will likely place more 
emphasis on strategies to improve patient-clinician relationships, and how to recognize and address some 
of the social needs of patients experiencing mental illness. 
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Pain & Mental Illness 
According to OHA, nine of the top 15 primary diagnoses for ED visits among the SMI population were pain-
related in 2016, compared to five of the top 15 for non-SMI OHP members. The top four reasons for ED 
visits among the SMI population were pain-related (“other chest pain,” “chest pain, unspecified,” 
“headache,” and “unspecified abdominal pain”) [3]. It is important that CCO-contracted clinicians have 
access to nuanced information about what pain is, the relationship between pain and mental illnesses, 
intersections with opioid use disorder, and implications for practice. 

Pain is complex and often misunderstood. It exists when neural circuits warn us that there is danger 
requiring action [17]. The International Association for the Study of Pain (IASP) defines pain as, “An 
unpleasant sensory and emotional experience associated with actual or potential tissue damage, or 
described in terms of such damage” [18]. Chronic pain affects roughly 100 million U.S. adults, and costs 
$560-635 billion each year in lost productivity and direct medical treatment [19]. Biological (illness, injury, 
stress), psychological (anxiety, fear, guilt), and social (criticism, work demands, family attitudes) factors 
all shape an individual’s experience of pain (Institute of Medicine, 2011) [19-20]. 

A large body of evidence links the experience of pain with MI. At a global level, IASP conducted a study in 
2008 in which they found a pattern of strong associations between different forms of pain and psychiatric 
disorders in diverse cultures. Due to the consistency of their findings across geographies, the authors 
concluded, “diffuse pain and psychiatric disorders are generally associated, rather than diffuse pain 
representing an idiom for expressing distress that is specific to particular cultural settings or diffuse pain 
solely representing a form of masked depression” (p. 83) [21]. Many other studies and reviews have also 
argued for the connection between MI and pain [22-28]. In a meta-analysis, Stubbs et al. (2015) found 
individuals with bipolar disorder had over twice the relative risk of pain than controls [23]. Head pain is 
consistently associated with anxiety and depression [24-25]. Bener et al. (2013) reported that individuals 
with low back pain (LBP) had a higher prevalence of anxiety, depression, and somatization than those 
without LBP [26]. Working with patients entering the ED with non-cardiac chest pain, Webster et al. (2013) 
concluded sustained chest pain is related to psychological distress and poor quality of life [27]. Finally, 
there is a relationship between post-traumatic stress disorder and chronic pain [28]. 

Given the extent to which pain is experienced by those with mental illness, it follows that MI individuals 
may suffer disproportionately from opioid use disorder (OUD), and other substance use disorders (SUDs). 
According to Davis et al. (2017), “16% of Americans who have mental health disorders receive over half 
of all opioids prescribed in the U.S.” (p. 407) [29]. The Trends and Risks of Opioid Use for Pain (TROUP) 
study reported that chronic use of prescription opioids for non-cancer pain conditions was much higher 
and growing more rapidly for patients with mental health disorders and SUDs [30]. Cheatle (2011) 
highlighted the connections between depression, chronic pain, and suicide by opioid overdose [31]. 

For people experiencing both MI and pain, positive relationships with their health care teams to manage 
complex comorbidities is important. In a study using simulated patient-clinician interactions, researchers 
found patients reported lower levels of pain intensity as their feelings of similarity and trust with their 
clinicians increased. Authors recommended clinicians seek common ground with their patients to support 
the mitigation of pain intensity [32]. Likewise, Buchman et al. (2016) interviewed chronic pain patients 
and physicians to explore the role of patient-clinician trust. They concluded perceived trustworthiness 
with clinicians is important for negotiating tensions related to subjective pain symptoms, addiction, and 
prescription opioid use. They said “an attitude of epistemic humility may help both clinicians and patients 
cultivate a trustworthy clinical environment, manage the challenges associated with uncertain testimony, 
place trust wisely, and promote optimal pain care” (p. 1394) [33]. As stigma toward patients with MI on 
the part of clinicians is common [34], this topic should be addressed in the webinar. 
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Oregon Health Authority offered a webinar in November 2017 on “Resources and Innovative Interventions 
in Medicaid for Managing Patient Pain.” The Oregon Pain Management Commission also provides many 
training opportunities to health care professionals. The proposed webinar for this series will reinforce 
information about pain management, and expand on that work by focusing specifically on unique aspects 
of pain for OHP members experiencing mental illness. 

Dental/Oral Health & Mental Illness 
The topic of dental and oral health among populations with MI will overlap with the first two webinars on 
access to health care and pain. Sun et al. (2015) used quantitative and qualitative methods to study the 
determinants of ED utilization for dental/oral health in Oregon. From a sample of 25 hospitals in the state, 
they reported 2.5% of all ED visits were due to non-traumatic dental problems (15,081 visits). Dental visits 
were the second-most-common discharge diagnosis for adults between the ages of 20 to 39. 32.8% of 
these visits were from Medicaid patients. Both dental visitors and ED clinicians said dental care in the ED 
was palliative. When patients were not able to afford treatment from a dentist, they gradually started to 
rely on the ED for acute pain management. The authors concluded that “socioeconomically vulnerable 
individuals undergo repeat ED dental visits because of the inability to access definitive dental treatment” 
(p. 950) [35]. Discussed above, people with MI are often socioeconomically vulnerable. 

Noting the increased attention on physical health in populations with MI, Kisely (2016) pointed out oral 
health is still under recognized as an important component of physical health for patients with MI. The 
article described bidirectional associations between oral health and MI. For example, about 50% of all 
dental patients have some anxiety about dental visits, and some have dental phobia [36]. This fear and 
anxiety can inhibit regular dental visits, leading to worse dental problems and more fear about anticipated 
“disgusting of threatening interventions” [37]. Also, regardless of the degree of oral pathology, individuals 
with MI may perceive more dental pain than non-MI patients [36]. Again, this has potential implications 
for substance use disorders (SUDs) in general, and opioid use disorder (OUD) in particular. Sun et al. (2015) 
found 56% of ED dental visits resulted in an opioid prescription [35]. While they did not explicitly make 
the link between MI and SUDs, a systematic review by Baghaie et al. (2017) reported patients with SUDs 
are less likely to have received dental care, and more likely to have dental caries and periodontal disease 
than the general population [38]. 

Other articles have reported oral health disparities for those with MI. Worse oral health outcomes are 
attributed to comorbid SUDs (e.g., tobacco, alcohol), poor nutrition, oral hygiene, frequent consumption 
of sugary drinks, and financial and other barriers to dental care. Kisely (2015) found in a systematic review 
that people with severe mental illness had 2.8 the odds of having lost all their teeth compared to controls. 
Further, those with SMI had significantly higher decayed, missing, and filled teeth [39]. Hert et al. (2011) 
reported specifically on underutilization of dental care in MI individuals. They noted one study in which 
15% of a mixed psychiatric population had not been to a dentist in 2 years, and another in which 31% of 
schizophrenia patients had not been to a dentist in three years [5]. There are many reasons Medicaid 
patients with MI may not go to the dentist as frequently. Looking at this population, Hall (2018) identified 
cost, perception of need, uncertainty about coverage, fear, and transportation issues as the primary 
barriers for accessing dental care [40]. 

Dental/oral health is also an important topic because of its connection to other diseases. A presentation 
by Matt Sinnott from Willamette Dental Group on CCO dental metrics (2018) highlighted associations with 
heart disease, diabetes, pregnancy health, asthma, kidney disease, and COPD [41]. Published scholarship 
supports relationships between periodontal disease and systemic health [42-43]. There is also evidence 
that oral health impacts the social wellbeing of people with MI (e.g., their ability to communicate, and 
stigma for poor oral health) [36, 44]. 
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Given overlapping relationships with access to care and pain, dental/oral health will be an appropriate 
topic for the third webinar in this series. While the second virtual learning collaborative on “Behavioral 
and Physical Health Integration” will include case studies of different integration models, there will not 
be a session dedicated to integration or coordination with dental/oral health in that series. Further, it is 
timely that OHSU’s community dentistry program is currently working to address OUD in patients seeking 
dental/oral health care. Beyond working toward the EDMI metric, OHSU’s research has indicated oral 
health ED visits are extremely costly for health care systems (roughly $402 per visit and an estimated $11 
million in overall hospital costs) [35]. This review indicates the webinar should underscore barriers and 
facilitators to preventive oral health care, as well as treatment, for adults with MI. At least one Oregon 
example of oral health integration, including challenges and lessons learned, will be important, too. 

Sustaining Clinician Satisfaction 
The wellbeing of health care clinicians is linked to the wellbeing and health outcomes of patients. 

Expanding upon the work of Don Berwick and colleagues on their creation of the Triple Aim—improving 

population health, enhancing the patient experience, and reducing health care costs—Bodenheimer and 

Sinsky (2014) introduced a fourth aim of improving the work life of clinicians and health care staff. They 

said that addressing a “Quadruple Aim” is crucial for population health [45]. Burnout is a major problem 

among U.S. physicians. A 2012 study with responses from 7,288 physicians found 45.8% reported at least 

one symptom of burnout [46]. Physicians at the front line of care access (e.g., family physicians, general 

internists, and emergency physicians) had a higher prevalence of burnout symptoms. Although many 

factors impact clinician work satisfaction, RAND Corporation (2014) highlighted the importance of 

physicians’ perceptions of delivering high quality care to patients. Physicians in their study said barriers to 

providing high-quality care were sources of professional dissatisfaction [47]. 

Patients with MI, and especially SMI, have less access to health care and more morbidity and mortality 

than those without mental illness. Further, medically complex patients may face social challenges that 

exacerbate their health conditions. Therefore, some researchers have argued clinicians need training that 

specifically addresses how to offer quality care to these populations. One article provided case studies of 

two such residency training programs, both of which addressed the following topics in their curriculums: 

psychopharmacology and substance misuse, patient-centered communication, health disparities, health 

literacy, interprofessional collaboration, ethical issues, and physician resilience. This final content area 

included developing self-reflection skills, managing caregiver fatigue, and personal boundaries. Residents 

had debriefs after emotionally difficult clinical encounters, and were encouraged to write about those 

experiences. When properly trained, qualitative data indicated residents “[found] meaning in serving this 

challenging population outside of the typical family medicine office setting” (p. 34) [48]. 

Health care systems can take steps to track the professional satisfaction of their workforce. Sikka, Morath, 

and Leape (2015) discussed how the Quadruple Aim can broadly be measured through the lenses of 

workforce engagement and burnout (e.g., Maslach Burnout Inventory) and safety (e.g., quantifying work-

related injuries) [49]. Keeping track of clinician satisfaction may allow health care leadership to better 

understand where interventions are necessary. As Bodenheimer & Sinsky (2014) concluded, “If the gap 

continues to widen between society’s expectations for primary care and primary care’s available 

resources, the feelings of betrayal and the wearing down from daily stress voiced by primary care 

practitioners will grow…. Health care is a relationship between those who provide care and those who 

seek care, a relationship that can only thrive if it is symbiotic, benefiting both parties.” 
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Given that CCO-contracted clinicians will be a key audience for this webinar series (and for the second 

virtual learning collaborative), it will be important to acknowledge the challenges that sometimes exist 

when working with medically complex patients who experience mental illness. Strategies for addressing 

the Quadruple Aim of improving and sustaining provider satisfaction may be discussed at the provider, 

clinic, and/or CCO levels. 

Conclusions 
This literature review is an introduction to the breadth and depth of empirical evidence that both justifies 
the appropriateness of each webinar session for the 4-part “Whole Health in the MI Population” series, 
and helps to inform what content should be introduced and emphasized. There is substantial overlap 
between access to care, pain, and dental/oral health in MI populations. These areas of alignment should 
be reinforced throughout the series as much as possible. The final session on sustaining provider 
satisfaction will be an opportunity to acknowledge difficulties that exist within this work (applicable to all 
three learning series on the EDMI metric), and why taking the time to enhance health care clinicians’ work 
life is also crucial for patient experiences and population health. 
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