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A Case Study In Using Population Health To Improve Outcomes For Individuals With SMI

Integrated Care Done Right—An SMI-Population Health Odyssey

Since value-based care became the order of the day for medical and behavioral healthcare 
providers, the emphasis on treating the “whole person” through patient-centered care has been 
a basic tenet of the Triple Aim. Healthcare providers across the spectrum have been tasked 
with the arduous goal of simultaneously improving care quality, optimizing care costs, and 
improving the health of populations. It’s one thing to recite the Triple Aim mantra; it’s another 
to watch it come to life and behold the dramatic, evidence-based improvement that “whole-
person” care can make in the lives of patients diagnosed with Severe Mental Illness (SMI).

Enter Partners in Recovery, (PIR), a Phoenix, Arizona-based, fully integrated medical 
and behavioral health network that treats adults diagnosed with SMI. When PIR states its 
mission—“To transform lives through passion, innovation, and action.”—they mean it. They’ve 
been doing it for the past decade, and it’s working.

SMI Recovery—A Whole-Person Approach
A Topaz Information Solutions client since 2013, PIR was founded in 2009 with an enlightening 
new vision for mental health recovery that emphasized “whole-person health, wellness, and 
social inclusion.” The catalyst was a 2006 National Association of State Mental Health Program 
Directors (NASMHPD) report indicating significantly higher premature mortality rates among

Partners In Recovery: Success Snapshot
Partners In Recovery’s ACT program has been able to 
improve outcomes among the SMI population. In the 
year ending September 2017, their four ACT teams 
demonstrated the following results:

Increased Access to Primary Care Visits by 33%

Reduced Psychiatric Hospital Admissions by 29%

Increased Competitive Employment by 73%

Reduced Emergency Department Visits by 29%
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SMI patients as compared to the 
general population. “Long before 
population health management 
garnered the national healthcare 
spotlight, we understood that 
a high-risk lifestyle, multiple 
chronic conditions, and early 
death went hand in hand,” 
said Christy Dye, PIR CEO. 
“Smoking, drinking, drug abuse, 
medication non-adherence, 
poor diet, obesity, and absence 
of primary care were common 
denominators, and ER utilization 
for these patients was off the 
charts,” she added.

Source: ACT Team Outcomes, Year Ending September 2017,  
https://azpir.org/about-us/
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A Groundbreaking Delivery Model 
One of the first of its kind in the nation–PIR has transformed traditional mental health delivery 
models by restructuring multi-disciplinary clinical teams to include case managers, rehab 
specialist, peer and family support specialists, psychiatrist, nurse, and primary care doctor, 
as well as infusing wellness as a core mental health service. PIR’s groundbreaking model 
provides integrated, holistic, and responsive care that addresses the social determinants 
of health, as well as clinical and recovery needs of the people they serve and has been 
successful in improving access, quality, and efficiency for the highest-need individuals. Giving 
new significance to the “one-stop shop” concept, patients have access to medical, psychiatric, 
occupational, and social interventions, thereby addressing what previously was less effective, 
fragmented, and uncoordinated care. The goal is to empower SMI patients on their journey 
to health by delivering primary and preventive care services through an integrated, multi-
disciplinary team and single plan of care.

Optimizing Functional Risk Analysis 
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Focusing on high-cost/high-
need patients through what 
PIR calls its High-Risk Registry 
(“Familiar Faces”) program, 
intervention is targeted at 
identifying the top 10% most 
at-risk individuals. PIR’s 
clinic-based teams regularly 
conduct functional risk 
assessment of SMI patients 
with high utilization to formulate 
population-wide and individual 
clinical interventions. 
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If we identify individuals with low health literacy, we provide information 
at a level they can understand in preparation for their next appointment to 
ensure they better understand their condition and what they need to do to 
improve self-care.

Christy Dye, CEO, Partners in Recovery
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Taste PIR’s Secret Sauce at The Gateway Grill

Each PIR center has its own unique character. 
With seven locations, PIR serves the diverse 
and vibrant communities of the Valley of the 
Sun. PIR outpatient clinics and wellness 
centers offer state-of-the-art treatment options 
in an environment of hope, respect, and 
recovery. One location, The Gateway Health 
& Wellness Center in Gilbert, Arizona, offers 
a hands-on cooking experience—assisting 
members in learning to plan healthy menus 
and prepare nutritious meals under the 
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PIR uses the Topaz Information Solutions EHR platform to extract and aggregate medical and 
psychiatric data, claims, and HIE data, combined with ER and inpatient encounter data to tailor 
their clinical interventions to the specific root cause of the patient’s utilization issue. 
“With Topaz, we’re able to customize specific behavioral health templates and add screenings 
as we discover conditions we need to address. For some patients, all that is needed is better 
PCP and behavioral health coordination.  For others, previously unaddressed social needs, 
such as loneliness, are driving high utilization. 

In Arizona, some homeless individuals use the ER as a place to cool off; for others without 
adequate transportation, the ER is the closest medical facility,” said Michael Franczak, Ph.D., 
PIR Director of Population Health. PIR’s clinical teams continue to track this data and adjust 
interventions as needed so the patient can achieve the same function using more appropriate, 
less costly options.

supervision of a nutritionist. “Our care approach targets the common risk factors that underlie 
heart disease, stroke, diabetes, and other leading causes of chronic illness and premature 
mortality among SMI individuals,” says Dr. Darwyn Chern, PIR Chief Medical Officer. Members 
can also participate in wellness and life skills education and focus on exercise, stress 
management, and weight control goals in Gateway’s on-site fitness center.
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At Partners In Recovery, we offer an integrated model of care that meets 
people where they are and gets them to where they want to be—achieving 
their best-possible health and a life of meaning and purpose.

Christy Dye, CEO, Partners in Recovery

Doubling Therapeutic Impact & Revenue
PIR started in 2009 with $18 million in Medicaid funding to treat 3,800 SMI patients, all of 
whom had chronic and persistent mental illnesses such as schizophrenia, psychosis, major 
depression, and bipolar disorder, as well as co-occurring chronic medical and substance use 
conditions. Today, PIR has more than doubled its revenue and the population it serves—
supporting 8,000 SMI patients at seven clinics throughout the county. “We’ve grown 8-10% 
every single year since our founding by keeping the patient and family at the heart of our care,” 
said Dye.  “We’ve enhanced our multi-disciplinary team model with a strong-focus on recovery 
and wellness, health technology to improve efficiency and manage high-cost individuals, and 
expanding our service offerings to include clinic-based primary care and a significant number 
of peer support and family support specialists.”

High-Touch Behavioral Health
PIR’s founding values center around respecting people where they are in their life’s journey.  
“By integrating the best clinical practices and compassionate professionals with the wisdom 
of the individuals receiving services and their family members, we also reinvented our clinics,” 
said Christy. 

“Our whole-health and wellness centers include primary care and psychiatry in the same 
medical suite; a shared record and standing consultation meetings between providers; 
weekly integration meetings with providers, PCP and care coordinators, 24-7-365 response; 
and wellness as an engagement strategy. At the end of the day, we’ve created a treatment 
environment that makes people feel very comfortable and gives them hope,” she added.


