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BEGIN TRANSCRIPT:
JEFF CAPOBIANCO: Welcome everyone and welcome to the Center for Integrated Health Solutions webinar on coordinating primary care and behavioral health services among people who are homeless. My name is Jeff Capobianco, I work with The National Council, and before I introduce our speakers, I’d like to draw your attention to some important webinar logistics. Today’s webinar is being recorded and you’re currently in listen only mode, so if you speak we can’t hear you. We’ll have to open the line in order for you to speak. So if you’re listening on your phone, please enter, on the telephone keypad, the audio pin number from the control panel on the right of your screen. That will allow us to connect with you. You may also send questions for the speaker at any time during the webinar. Just simply type your question into the dialogue box to the right of your screen, you’ll see a dialogue box there, and it will be sent to the organizer, Thea Browning, who will make sure that that information gets to the speakers. [0:01:02.9]
If you dialed into the webinar using your phone, simply click the hand icon on your webinar screen and you’ll be placed in a line where your phone can be opened up and you can ask your question. I’ll go through these instructions again at the end of the webinar, when we open up the lines for people to ask questions. So hold on to your questions until the end of the webinar. We have several speakers today. And try to remember your questions, either by writing them down or typing them into the screen and we’ll get to those at the end of the webinar.
The webinar is going to be archived, both in audio format, and then there will be a PDF available of the presentation slides. To get that information, simply go to www.thecenterforintegratedhealthsolutions.org, and that information will be posted there within 48 hours. If during the webinar you’re experiencing any technical difficulties with your computer, your phone, please call Centrix technical support, and the number is 888-259-8414. [0:02:12.9]
Now to introduce our first speaker, we’re happy to have Barbara DiPietro, who is the Director of Policy at the National Health Care for the Homeless Council. Barbara has a bunch of responsibilities there, where she directs policy and advocacy activities for the center and conducts policy analysis, coordinates staff assistance to the Policy Committee, the Respite Care Providers’ Network, the SSI Taskforce, Permanent Support of Housing Workgroup, and the Treatment for Homeless Persons Workgroup. And at this point, I’d like to introduce Barbara. Welcome Barbara.
BARBARA DIPIETRO: Thanks Jeff, appreciate it. This is Barbara DiPietro and again, as Jeff had said, I’m with the National Health Care for the Homeless Council. It’s a pleasure to be here today and I’m just going to take a few minutes before the real meat of the presentation, to talk about who healthcare for homeless grantees are. A lot of times there’s a little bit of confusion between Federally Qualified Health Centers and a lot of different acronyms that get thrown around. So to be clear, Health Care for the Homeless grantees are all Federally Qualified Health Centers, or they might be what’s called the FQHC look-alikes, but for the most part all meet the same criteria as set forth in the Public Health Service Act, which outlines all of our requirements. We are part of that health center program and what makes Health Care for the Homeless unique is that we are one of three special populations grantees, or special population types of health centers. The other two are those serving migrant and farm workers, and those serving health centers that are located in public housing complexes. [0:04:03.3]
So, between the three of us, then what’s also called community health centers or CHCs, which are sometimes referred to as regular health centers, those are health centers, FQHCs, that serve the broader community, without focusing on any particular special aspect. As you might guess, Health Care for the Homeless has focused its services on people who are without housing. We focus on the stability of housing and in a moment we’ll talk a little bit about the definition that we use. Health centers, all of us, we accept patients without regard to the ability to pay or your insurance status, and for the most part it’s on a sliding fee scale. For those at the very bottom of the federal poverty guideline, that sliding fee scale goes to zero. So most of our patients do not pay to use the services at our organization, but for those who are higher income, there is a provision for that fee. Next slide please. [0:05:03.4]
As required by the Public Health Service Act, we are largely comprehensive outpatient primary care, and this is a list of services that we are all required to provide as part of being an FQHC. Health Care for the Homeless has an additional required service, and that is that we have to offer substance abuse services. One point here, the enabling services. If you’re not familiar with that term, it means health education, translation services, transportation, some of those enabling support services that help make the primary care work better. Next slide.
There are additional services that the Public Health Service Act outlines as optional. Many Health Care for the Homeless grantees choose to offer these because of the more robust needs that our patients have, to include of course mental health services and substance abuse services for those who are not HCH grantees. Recuperative care, again another term that folks may not be familiar with. Folks coming out of the hospital who need post acute care, sometimes wound packing or postoperative care. Sometimes this is delivered in medical respite programs and if that’s an unfamiliar term, there’s a lot about that at our website. And then environmental health services. So these are additional things that health centers may or may not offer and particularly, given the needs of their individual community. Next slide. [0:06:32.6]
The grantees. There are 219 Health Care for the Homeless grantees. There’s at least one in every state. We represent 19 percent of all health center grantees, and with those 219 there are nearly 3,000 locations that you can find a Health Care for the Homeless location. For the most part again, we’ll get into some different structural ways, because all communities are different, all grantees look different. About half of the Health Care for the Homeless projects are located together, with sister community health center, meaning that one project would serve both the community at large, to include people who are experiencing homelessness, and those are just different funding streams and maybe the projects within those have got some different levels of services, again that are tailored to specific populations. [0:07:34.1] 
Other Health Care for the Homeless grantees, they might be large freestanding, meaning they are only focused on people experiencing homelessness. They may be what’s called a public entity, so they might be located within a local health department, or they might be combined with other special populations grantees, such as those who are serving migrants or those in public housing. So they can look a lot of different ways. Sometimes they’re a fixed site, an actual bricks and mortar place that you would go and access care like anyone would, for their physician or primary care provider. Sometimes though, they are mobile units, so it’s traveling to meet people where they are. Sometimes this is located in shelters or in other high utilization service sites. And then sometimes a grantee might be an outreach team that is located within a community health center that helps really go out and try to engage people on the street and bring them back to a physical location. Sometimes the grantees can be very small, a handful of people, an outreach team for example, and other grantees have hundreds of FTEs with a full staff to include medical doctors, psychiatrists and all of the other healthcare professions that you would expect to find in a comprehensive outpatient primary care setting. Next please. [0:08:55.1]
When we think about our patients, it’s important to remember that there are specific challenges that come with treating people who are experiencing homelessness. Last year, in 2010, we served just over 800,000 patients amongst those two hundred and some HCHs, but that represented four million patient visits. For the most part, as you would imagine, overwhelmingly, our clients are below the poverty line, and for the most part, about two thirds of them are uninsured. Because of the propensity of childless adults to be amongst the homeless population, you see a historic uninsurance rate because of ineligibility for Medicaid. Now that will be changing with health reform and we’re excited about that opportunity, but for right now what we’re seeing is largely uninsured. About a quarter of our patients are eligible for Medicaid or CHIP, and then we have a handful of those who are qualified for Medicare. [0:09:55.7]
Our patients come from a variety of places where they’re staying, and this isn’t always one place, it can be a mix. So our patients are staying in shelters and/or on the streets. They’re also either doubled or tripled up, perhaps that’s a term people are familiar with, staying with friends and relatives because they’re not able to afford independent housing, or are in transitional housing programs that are a little bit more structured. 

As you can imagine, particularly for people who have treated this population in the past, extraordinarily high rates of acute and chronic disease. For the most part, people experiencing homelessness have the same chronic health conditions that everyone else in America has; high blood pressure, cholesterol, diabetes, asthma, but what you see is an intensity of that, because homelessness itself, being on the street, exposed to the elements, high rates of stress, and particular conditions that make homelessness obviously very difficult, you see either an exacerbation of existing health conditions and/or the creation of new ones. This is particularly relevant for behavioral health providers, where if substance abuse or mental health was a contributing factor to the homelessness to begin with, being homeless is actually going to make those conditions worse. So that’s something that as providers, we’re very attuned to. Next. [0:11:17.0]
A lot of times there is a lot of discussion about what constitutes homelessness, and so we follow definitions that are set forward for HCH grantees, under two different regulatory structures. One is in the Public Health Service Act, which as you imagine, people who are staying on the street, living in their cars, living in abandoned buildings, staying in a homeless service structure such as shelters, transitional housing and such, single room occupancies. All of those folks qualify or are counted as homeless by the Public Health Service Act. In addition to that, PHSA also has guidance to HCH grantees, that those who are doubled up, and like I said those who are staying with friends and family for economic reasons, or those who are just coming out of prisons and hospitals, are also considered homeless for health center grantees. And really, it’s important to look at how stable or unstable the person’s housing is. That’s really critical to making a determination. Particularly when circumstances can be either very changing or very vague, it’s up to the provider to really kind of get a sense of whether this person has stable housing or not. Next please. [0:12:33.1]
I had mentioned health reform. The Affordable Care Act is really an incredible opportunity for HCH grantees in particular, because of the Medicaid expansion that comes with health reform. So we’re hoping that that two thirds of folks who are currently uninsured will become insured. But the ACA also makes significant investments in health centers; $11 billion over five years, it started last year with the first installment, and to go through 2015. The idea was that we are going to double the number of patients who are seen in health centers nationally. Now all health centers, and there’s over 1,100 of those grantees, saw about 20 million patients last year, and so the goal is to double that to 40 million in five years, and again this reflects the increased demand for services that all communities are seeing. It’s a loss of employer sponsored insurance that’s been coupled with kind of a surge in capacity. So these are really investments, they’re expanding that capacity. So we want to see additional locations where people can be served, additional services that are available for folks when they present, and we’re hoping that this investment will help grow the capacity of all communities, to be able to meet the healthcare needs of people coming into the system. Next please. [0:13:56.3]
I think it’s important to talk about the challenges that we’re currently under, and when we talk about integrated care, it’s important to kind of take the context that we’re all working in right now into consideration. One of the things is that while the ACA makes those investments in health centers, it’s important to know that the goals that have been set for the expanded locations and the services and increased numbers of people to be served, can only be met if those investments are allowed to go forward. Last year in 2011, there was a reduction in the annual appropriations that health centers saw, of $600 million, which constituted just over a quarter of the discretionary funding. And so that ended up being difficult for us to make those immediate goals, but we’re continuing to work on that and hope that the next several years, that we’ll see a continued investment in health centers. So that’s exciting but still a concern, so we’re hoping that those investments end up being realized. [0:14:59.0]
We’re seeing, on many different levels, safety net services in general being scrutinized, and reductions are being made across local, state and federal budgets. And so that’s something to really consider, especially when we’re thinking about the stability of our patients. Even for providers who are serving a traditionally stable population, where homelessness may not have been one of the primary issues or even a secondary issues. We’re seeing with the poor economy, high housing costs still. We’re seeing previously stable folks slipping into homelessness or other unstable situations. So being mindful of the changing circumstances for patients, is something to keep in mind. And then again, we just really need a broad range of intense coordinated services that are culturally competent. And when we say culturally competent, often that gets interpreted as being racially or ethnically sensitive, but we also want to be sensitive to the culture of homelessness, meaning how is it that we’re mindful as healthcare providers, on the instructions that we’re giving our patients? Are they able to maintain a diet, are they able to keep pills, are they able to keep needles, for our diabetic patients. Are the medical instructions and the care plan we put together, able to be adhered to in a homeless shelter or living on the streets? So being mindful of those competencies, I think is a hallmark of the Health Care for the Homeless approach to care, is we take that into consideration. Next please. [0:16:31.4]
A little bit about the National Health Care for the Homeless Council, or perhaps the other national council. We’re a membership organization, we’re largely funded through a cooperative agreement from HRSA. Health Care for the Homeless grantees has been around for 25 years, so a little bit shorter than health centers in general, which I think just celebrated 45 years. And so we provide training and technical assistance to HCH grantees around the country. We are trying to envision a life without homelessness, so we’re working towards broader solutions in terms of universal access to healthcare, housing and livable incomes, as ways to prevent and end homelessness. But we’re also, in the meantime, trying to improve the health of the homeless population by a culturally competent, inclusive, integrated model of care. The council also conducts research and policy analysis on key topics for the field, so we’re trying to make sure that health reform works for us, just like everyone else is taking a look at how that’s going to go. [0:17:37.7]
So that gives an orientation to who Health Care for the Homeless grantees are, who our patients are, what the council does. Just hoping to take a few minutes to talk about that before turning it over to one of our organizational members, Marianne Savarese, who is in Manchester, New Hampshire.
MARIANNE SAVARESE: Thanks Barbara. Hi everyone. Before I begin, I want to say that our slides are very busy and dense, and the reason why they’re that way is so that you can download them later on and read them, and they in fact probably include everything I wanted to say but wasn’t allowed to say on this telecast. I apologize for that. Anyway, I’m here from Manchester, New Hampshire. I’m the director of the Health Care for the Homeless program here. I’m with my friend and colleague, Bill Rider, who is the executive vice president and COO of the Mental Health Center of Greater Manchester, and I can say that our two agencies have had a terrific partnership for over 20 years. [0:18:44.8]
Today, Bill and I are going to cover the collaboration that we have with our PATH Program and our street outreach effort. And the other collaboration whereby the Health Care for the Homeless Program, has put together a behavioral health team, with a provider on site, at the primary care clinic, shelter based clinic that we run here in town, at the largest shelter, the New Horizons Shelter.
Just to give you a little sense of place and program, I’m going to talk to you about the city of Manchester. It’s an old mill town with a population of about 100,000, and believe it or not, it’s the largest city north of Boston, and it’s a quite an area. Thirty percent of its residents have incomes below 200 percent poverty. It’s also a refugee resettlement area, so the population is relatively diverse as compared with other towns in Northern New England. In a given year, there are about 2,000 homeless people here in the city of Manchester. Next slide. [0:19:54.3]
Our program, the HCH Program of Manchester, was opened in 1988, and we were one of the original programs funded by the Stewart B. McKinney Homeless Assistance Act. HCH Manchester is very much involved with the local HUD Continuum of Care, the state’s Interagency Council on Homelessness, the Bi-State Primary Care Association, whereby we sort of work together with the other federally qualified health centers in the state, and we are a member of the National Health Care for the Homeless Council. The grantee is Manchester Health Department, and they contract with Catholic Medical Center, whereby this program is run as a department of the hospital. There are two other programs in New Hampshire, one in Portsmouth which opened in 2002, and one in Nashua which opened in 2009. [0:20:54.8]
The HCH Manchester has three main program components. We have shelter based primary care clinics, two of them. We have nursing street outreach and we have a pretty well developed health education component, and behavioral health is integrated throughout all those three components. Next slide.
We’re one of those small programs that Barbara mentioned. We have a handful of staff members. There’s seven FTEs among us in total. In 2010, we cared for about 1,200 patients through 7,000 encounters. Eighty-three percent of our patients are uninsured, that’s pretty high as it goes nationwide. In New Hampshire, it’s really tough to get onto Medicaid. Ninety-seven percent of our patients are below 200 percent poverty. Two thirds report a history or current problems with mental illness. More than half of our patients admit to substance abuse. The other half compliment to that, we think they’re in the realm of addiction with their families and significant others, so they’re also touched by substance abuse. Half of our patients do have co-occurring mental health and substance abuse disorders. At our program we are constantly vigilant for medical problems, mental health problems, addiction problems, along with the poverty and homelessness that we find among our patients. So you know, we’re constantly hyper-vigilant for all of those tri-morbidities and socioeconomic problems. [0:22:37.3]
Right now, I’m going to turn the slides over to Bill Rider, who will talk about our past collaboration.
BILL RIDER: Thanks Marianne. It’s indeed my pleasure to be with Marianne and all of you today, to talk about our collaboration. The Mental Health Center of Greater Manchester is a 50 year-old, private, nonprofit, comprehensive community mental health center. We serve the citizens of the greater Manchester area who experience problems with mental illness and co-occurring disorders. We have a staff of more than 300 individuals and operate over 30 programs here in the city. We are the largest provider of outpatient behavioral health services in New Hampshire. We operate the center under a set of guiding values and principles. The principles guide us to pursue partnerships that promote wellness and create a healthy community, and to that end, we have behavioral health integration projects with over a dozen healthcare providers, including the city of Manchester, Health Care for the Homeless program. [0:23:43.6]
Last year, we served over 11,000 individuals, including 800 seniors and 2,000 children and adolescents. We provide a broad range of services to over 4,000 individuals who have a serious and persistent mental illness, and provide 24-7 emergency services. We need to be on the next slide please. There we go, there we go. We perform the emergency services at our two city hospitals, and in addition, we operate our emergency services out of one of our clinical sites, which operates Monday through Friday, 8:00 a.m. to 5:00 p.m. We’ve developed an international reputation as a center of excellence and have provided consultation to numerous providers from both within the United States and abroad, and they’ve come here to learn about the Manchester model, which is essentially based on the effective use of evidence based practices. The evidence based practices that we use here at the center include illness management and recovery, assertive community treatment, integrated dual disorder treatment, individual placement and support or evidence based supported employment, dialectical behavioral therapy and family psychoeducation. All of this is done within a culturally competent framework. [0:25:10.3]
We have a research department that’s involved in numerous ongoing studies, many of which are published, and we are a training site for the Department of Psychiatry at Dartmouth Medical School. We also operate a 16-bed acute psychiatric residential treatment program that serves as one of the three designated receiving facilities in the state of New Hampshire. Next slide please.
Our PATH Program, which Pass is Projects to Assistant Transition from Homelessness, is a program that we fund through a grant, from the New Hampshire Bureau of Homeless and Housing. Our project began in 1994, about six years after Marianne’s program began. At first, the PATH position that we had was half-time, and attached to our assertive community treatment team. This was done because the assertive community treatment approach was best matched with the approach that we wanted for the homeless outreach project. However, once established, we moved the now full-time PATH clinician to be a member of our emergency services team. This is because this situation affords a more rapid and robust front end mobilization of our psychiatric resources. [0:26:38.8]
When you start this project, you always have to do first things first, and that is we needed to understand the homeless community; where they are, how to engage them, what the culture is all about. From the very start and ongoingly, you must have what I call beginner’s eyes. As the mental health organization, you do not have all the answers. You really, really must listen and learn, and you must exhibit a willingness to adapt your usual practices into a set of practices that will best fit the individuals who find themselves in a homeless situation. It’s imperative to understand what resources are available for the homeless, and particularly what resources are available for individuals with mental illness who are homeless. Next, when engaging people directly who are experiencing homelessness, it’s extremely important to emphasize the stage of change model of intervention. And in addition to that, to utilize a motivational interviewing approach. It’s very important to adapt the services to the point at which the individual is ready to engage. So engagement is incredibly important. [0:27:56.5]
Next, it’s very, very important to build relationships with all of the providers who can assist a person who is in their homeless situation. That includes the shelter and the Health Care for the Homeless program. Next, the learning always goes two ways, and you have to find opportunities to educate others about what mental illness is in general, what laws in the state apply to mental illness and its treatment, and what methodologies and strategies work best with individuals who are mentally ill. Next slide please.
Our successful collaboration between our center and the city of Manchester’s Health care for the Homeless program, has really been based on the notion that we need to work together and we need to do whatever we can to make each of our skill sets more effective in assisting individuals who are homeless. In addition to that, it was very important that we get out of our house and get into the locations where the homeless are, and to set up standard hours of operation at the shelter and with the Health Care for the Homeless program. It was very, very important in the beginning and it still is, that we do outreach together, and that we watch and learn from each others skill sets. In addition to that, our programs are connected with the HUD Continuum of Care here in the city, which puts us in touch with many housing providers. Lastly, one of our successful collaborations, which Marianne will speak more to, is the fact that we now have a nurse practitioner who works for our agency but spends part of her week located in the Manchester Health Care for the Homeless program. [0:30:01.1]
Our challenges I’m sure, are the ones that all of us face, but it’s the continuous funding of our project and the ability to find qualified staff and individuals who are willing to learn and adapt their practice to fit this population. Marianne?
MARIANNE SAVARESE: Thanks Bill. Next slide. As Barbara mentioned earlier, we really can’t do Health Care for the Homeless without addiction care and access to mental health services. As I said earlier, we’ve had a really terrific relationship with the mental health center in terms of referrals and getting patients into care, and there is always an openness to coordinate care, and that collaboration has always been great. But as Bill knows and the president of the mental health center knows, for the past 20 years, I’ve been hot to trot about getting a behavioral health provider embedded with us at the shelter clinic, on the frontlines. Finally, in 2008, I managed to get some state funding to see this little effort and purchase the labor of a psychiatric nurse practitioner, directly from the mental health center, and embed that person right in with our team at the New Horizons Clinic. Next slide. [0:31:36.1]
Our behavioral health team is real small and it uses up about 13 percent of our overall budget. We have a behavioral health provider session, four hours each week. The social worker and substance abuse counselor from the HCH program is part of that team, and what’s good about that is that they sort of bridge the behavioral healthcare over to the rest of the primary care sessions that happen during the rest of the week. So they’re the continuity agents for the behavioral health that happens in that weekly session. As we go, there are important things we have to learn. Doing this, it was innovative for the city of Manchester. We’re the first place to do this I think. We had to learn about behavioral health codes and billing. So I admonish all of you who are planning to do this, to get right in there and learn about these behavioral health codes. Next slide. [0:32:38.4]
We need to learn about records and security. There are HIPAA, SAMHSA, state specific laws and regulations that are very rigorous and serious. We have to learn about keeping behavioral health records separate, how to scrutinize them before we send them out. We have to understand about psychotherapy notes and how they actually command a higher level of security. So we’re very strict about our policy of nondisclosure and about written consents. Next slide.
We have to create a quality assurance performance outcome and fold it into our quality plan for the program. We also track some relevant, pertinent, clinical data such as IV drug use, the age at which a person picks up his or her first drink or drug, that seems very important. In fact, 47 percent of our patients picked up prior to the age of 14, half of them. We also track head injury and all the usual UDS Table 6 stuff, for those federally funded health centers listening in. Next slide. [0:33:53.4]
So, strategies. So how does this work? I think Bill mentioned earlier, you know what, we share a philosophy in that patients are central. The mental health center and we share commitment to a certain design. We want a co-location of the behavioral health provider and the PATH person. We are committed to communication. We have regularly scheduled meetings where the full team is present, including the PATH clinician. We address behavioral health needs of our patients and we’re cognizant of the need for consent for all angles, to make sure that this extended team concept is accepted by the patients and they understand that we are working together on their behalf. Next slide. [0:34:53.5]
We also have this honest realization about the barriers. You know Bill outlined the wonderful programs at the mental health center. You know what? We had to face the fact that you know, some of our patients, they just won’t go. We need to bring the behavioral health out into the streets where our patients are at, and it’s working very well. We also had some practice choices, you know we had to commit and agree to be very open. We have an open access system of care, a no wrong door system of care, whereby a patient can enter the Health Care for the Homeless program through any of those three components; the clinic, the health education or the outreach, and then if they present with behavioral health needs, we’ll address those and eventually get them primary medical care. Or, if they present with medical care, we eventually get to the behavioral health needs. We do the whole package, the whole nine yards, as we say. And so what’s so good about this? Next slide. [0:35:54.3]
I asked each one of our staff members to give me some feedback. I always ask them and they always do, and I appreciate that. The outreach nurse appreciates the way his medical skills compliment the mental health skills of the PATH outreach clinician, and so they’re a perfect outreach team, offering the street homeless person whatever they might need, and being ready to accept whatever they present, whether it be a medical need or a behavioral health need. Next slide.
Our physicians and medical nurse practitioners appreciate the on the spot consults and the ability to collaborate. They appreciate the cross training and the two-way learning that Bill mentioned, and they appreciate something called, we heard, heart-sync, or the therapeutic use of self. It’s something that a medical provider doesn’t always remember or learn. Next slide. [0:36:54.3]
The health educators and the nurse clinical specialists, appreciate there’s some sort of cognitive reframing going on. Our patients are a little more aware of their mental health needs, a little more aware of stress, and they are able to link physical fitness and wellness to their mental wellness, and it just makes the health education more holistic. Next slide.
The social workers and the substance abuse counselor feel complete now. They have the psychiatric nurse practitioner, their missing link, and now they’re really a team, the three of them. They appreciate the fact that patients can get their medications, especially those with co-occurring disorders. They appreciate the fact that patients can get their mental health evaluation, so that they can get into an addiction treatment program or to submit with a disability application. Next slide. [0:37:54.2]
Even the program assistant and the front desk person appreciates this understanding. He attends all of our meetings and he’s got this new understanding of mental illness, which helps him to better understand our patients’ behavior. He told me the story that even he, since then, was able to avert a psychiatric emergency over the phone, with a person who really needed emergency psychiatric care, and he helped arrange for it, and it’s just a wonderful thing. You know, this really was just a wonderful thing. Most of all, you know I think this model, it just helps our patients. I got a phone call this morning from a grandfather with a granddaughter who is homeless in Manchester and bouncing around, on and off drugs, and she’s mentally ill, and he’s so worried about her. And with confidence, you know I could say to him you know what? Tell her to come see us down in the shelter clinic, because I knew we are equipped to take care of anything that she presented, and that’s such a wonderful feeling for a program director. Next slide. [0:39:04.3]
We’re done. These are suggested readings, authors that write about integrated care. Thank you for having us.
JEFF CAPOBIANCO: Well thank you, thank you very much Marianne, we appreciate it. And we’d now like to introduce Jeff Smith. He’s coming to us from the other side of the country, in Fresno, where he’s the clinical supervisor for the Department of Behavioral Health. Welcome Jeff.
JEFF SMITH: Thank you. My name is Jeff Smith and as was stated, I’m a clinical supervisor for Fresno County. I work at the Urgent Care Wellness Center, where individuals who are coming for mental health treatment get started, they come to our clinic. I am a licensed marriage and family therapist. Next slide please.
I wanted to give you an idea of what the background demographics of Fresno County are, so you have an idea of who we are. The recent population showed that our county was 930,000 people. A little more than half of those live in the Fresno/Clovis area that is more the city, and most of the rest of that is the smaller rural areas. The ethic and racial makeup of Fresno County is 50 percent Hispanic or Latino, 33 percent white, non-Hispanic, 10 percent Asian. We have quite a few Asians from Southeast Asia, refugees or people that lived in camps for some time, people that have been coming over for the last ten, twenty years. Five percent African American and two percent other. The most recent data I could find for people below the poverty line, the percentage in Fresno County, was 21.5 percent. And as you all know, the last couple years have been pretty bad, so I’m sure that number has increased quite a bit. [0:41:26.6]
Fresno County is primarily rural and primarily agriculture. The most recent statistics I found were that we brought in $5.3 billion in agriculture money in 2007. Usually we’re number one in the country for agriculture. So that is our primary economy and so we have a lot of people here that are seasonal workers, undocumented, that don’t have insurance. Throughout the central valley there’s a big problem with poverty and homelessness. Next slide please.
JEFF CAPOBIANCO: And Jeff, could you speak up a little or closer to the microphone?
JEFF SMITH: Sure, sure. Is that better?
JEFF CAPOBIANCO: A little bit, yeah. If you’re on a speaker phone, it might be better just to pick up the phone. [0:42:28.6]
JEFF SMITH: I have the phone I have, so I’ll do the best I can.
JEFF CAPOBIANCO: Great, sounds good.
JEFF SMITH: Okay, thank you. I’m sure all of you know how funding difficulties have been for homeless in general, for mental health, especially in the last couple of years. We are fortunate in California, to a few years ago have passed the Mental Health Services Act. Because that’s where we get most of our funding, I wanted to let you know a little bit about that and how it works. This was a tax passed by the California voters in 2004. It is a 1 percent tax on any income over $1 million per year. So to get an idea of how that tax works, anyone that makes a million and one dollars in a year, their tax for the year would be 1 percent of the one dollar, so it would be a one cent tax. Someone who made $2 million, it would be a $10,000 tax for the year. So I’m assuming in California, we have some people making a lot of money, because the MHSA tax has brought in hundreds of millions of dollars in new revenues statewide, that’s gone specifically towards mental health services. MHSA funding had been supplementing other mental health funding, but with the ongoing budget crisis it’s pretty much been used to cover other losses in funding. So right now it’s the primary funding that we have for mental health services. Next slide please. [0:44:14.8]
I wanted to talk specifically about some of the ways that MHSA funding helps with housing. We have what are called full service partnerships that provide assertive community treatment model, and part of their funds help clients with housing. There’s not unlimited funds, but they can help get people into housing right away and then help connect them to disability or SSI, and other funds that can help them with housing. There is specific housing projects for severely mental ill consumers, that are being provided here in Fresno County. Multiunit integrated housing complexes are being built or under construction. There’s new projects and new renovations. Next slide please. [0:45:14.3]
So that’s the background on Fresno County and some of our funding. Unlike the other presenters that went earlier, in Fresno County we have separate agencies, so we wanted to talk a little bit about how we do the collaborations amongst agencies. I work for Fresno County Department of Behavioral Health. We focus on behavioral health. Kevin is going to speak after me, he’s with the community healthcare organization, so it’s primarily health, but they do some mental health and we work together on some things. And other agencies throughout the county are also separate, so a lot of collaboration needs to happen to make things work well.
One of the silver linings of budget difficulties is that it actually has made us all have to work together more closely, so that we could be more effective. To be effective in the collaboration, I wrote down some of the important things that we found that we need. We definitely need support from the management of various agencies. They need to be able to support the line staff and give direction about what’s needed and what needs to happen. Clear agreements about how the collaboration will happen, who does what at what time, and as there’s problems, you work on the kinks and work out the bugs. Also, you have to be very intentional about building positive relationships between agencies. One of the ways we’ve been doing that is a monthly meeting that we have at the local housing shelter, and Clinica Sierra Vista comes to that, the local housing shelter, the Poverello House, and several groups come to that, and that’s really helped out with the collaboration, working together and ironing things out, how we can best help the homeless population. Next slide please. [0:47:19.7]
Another good thing about the MHSA funding is it really encourages comprehensive treatment, and it encourages collaborations. So here at DBH, besides collaborations that we’ve been building with Clinica Sierra Vista, we have several other collaborations we’ve been working on and which continue to get better, and I think are really helping all of our consumers and the homeless consumers that we work with. Some examples of those that we’ve worked with are community health providers like Clinica Sierra Vista, also our local hospital, the inpatient mental health facilities. I don’t know how it is in other parts of the country, but here if we have someone that needs to go inpatient, we have some local beds that could handle about a third of our consumers, but two thirds of them are sent an hour or two hours away. So that’s another area where you have to be very intentional about collaboration, since there’s a problem with distance and transportation. We’ve had collaboration with law enforcement, where we now send clinicians out on mental health calls, where we do potential 5150s, which are involuntary holds. The collaboration with the homeless shelters that I talked about, substance abuse services, collaborations with NAMI and Mental Health America. Also, we’ve had some very positive collaborations that we’ve been able to form with local faith communities and doing trainings for them on mental health first aid. Next slide please. [0:49:08.6]
On the last slide, I forgot to mention one thing. We started too, which is a behavioral health corps, which some of you may have in your communities, but we’ve also found that to be a really helpful thing, where we can work together with probation and the court and mental health, to help people stay out of jail, staff off the streets and get good mental health treatment.
So I want to talk about some of the specific efforts that have been done. That was a larger picture of collaborative efforts. I wanted to talk specifically about things that we’ve done with and for the homeless. We have placed a case manager from our substance abuse program full-time at the local homeless shelter. You know, I see I’ve hit my time, so if you could take the time to look at those things and some of the specific things we’ve done, and if there’s time for questions later, I’d be glad to talk about that. I’m going to pass my time to Kevin, who will talk to you about our collaborations and specifically what Clinica does. Thank you very much. [0:50:31.2]
JEFF CAPOBIANCO: Thank you.
KEVIN HAMILTON: Hi. My name is Kevin Hamilton. I’m the Deputy Chief of Programs at Clinica Sierra Vista here in Fresno and Bakersfield, California. We are a three-county community health center system with 26 sites delivering primary care spread across three counties and almost 260 miles of geography. Fresno County is one of those counties. We have been a migrant health center since 1972. We’re celebrating our 40th anniversary this year, and we were one of the early McKinney HCH grantees back in 1987, opening our program in 1988. We have a lot of experience in serving the homeless, as you might imagine, and I’ve had some time to develop some philosophies and service methodologies that we think are pretty effective for our community. [0:51:36.6]
Our axiom is that all individuals are unique and their needs are unique. What we are doing at this point, because of the many years of service, is generational service. Somebody earlier had a slide up showing the age differences in our homeless population. It is just as likely, on any given day when our teams are out, that we will be working with a family with small children, as that we will be working with some extremely old, geriatric patients with multiple healthcare problems, and the whole span in between. And as far as ethnicity, we’re one of the most diverse communities in the United States. There’s over 123 languages spoken in the Fresno Unified School District, which is the largest school district in the San Joaquin Valley and the fourth largest in California, with 90,000 students. And this presents a lot of cultural and language barrier problems for us, that we are constantly updating our resources and our cultural competency. Next slide please. [0:52:47.1]
So as we look at the challenges and the goals of HCHB rural health systems, we have to think about what it is that we’re doing, so we want to make sure that we have an appropriate delivery system, which means thinking about where you’re providing service as well as how you’re providing it. So we have mobile, fixed and outreach services. Some clients prefer us to come to them, some need us to find them, and others are happy to come to our local sites. Some prefer to have a very small level of service integration; a bottle of water, a blanket. If we’re lucky, we can give them a flu shot while they’re standing on the sidewalk and have a conversation. Others we’re able to talk into coming into our actual four walls facilities and get them into more aggressive and coordinated services. [0:53:49.8]
We need a comprehensive referral services. As Jeff mentioned, in Fresno County, we don’t have an elaborate setup where we’re attached to a local hospital and have sort of that background and that folio of services readily available to us, at least accessible to us. We are a separate, standalone community health center system, and so we have to work through collaborative relationships. And an example of some of those are local community based organizations that are very specific to serving certain populations. We have a large community of indigenous folks from Central America and Mexico, and so we have organizations that work specifically with them. They speak neither English nor Spanish, and often their dialects are village specific, so they can be very challenging to work with, and we find them in the homeless population on a regular basis. We have a large number of migrant homeless folks who come here for migrant work but are unable to find it, and they actually have built their own homeless camp in the downtown area. [0:55:03.7]
It’s important to remember, while Jeff talked about the agricultural focus of the county, the city of Fresno is the 29th largest city in the United States, with a population of around 500,000 people. It’s a significant urban area placed in the center of a huge agricultural region, not unlike Indianapolis or one of those cities in the mid east, with all of the attended problems. People who live out in the rural communities are very challenged to receive services, because we don’t have good transportation networks linking the urban area into the rural areas. We have to develop relationships with residential substance abuse treatment contractors. The relationship that we have with the substance abuse treatment facility downtown, relationships with local shelters, in order to continue operations like our respite care facility, and we of course work aggressively through the local Continuum of Care, to make sure that all of our services are integrated well with all the Continuum of Care members. So we really need to be effective about our service integration and it needs to really be able to move across our entire city and in fact our region. Next slide please. [0:56:21.3]
We use a case manager driven service model. Our case managers are probably the most important people in our Health Care for the Homeless delivery system. They are the master coordinators. They are the ones who know what’s going on in the system, what the needs are for any given group of patients or individual patient at any time. We are very lucky in that our funding has been able to support a fairly significant case management team that allows us to perform different levels, from soft case management on the street with the street outreach team, to fairly intensive medical and behavioral health case management in the clinic itself. You can see the list of all the different things that our case managers do. We feel very strongly that it’s necessary for case managers to be available to Health Care for the Homeless patients in order facilitate their success in integrating with the healthcare and behavioral health system. Next slide please. [0:57:28.0]
So as you can see, our case manager serves in both a therapeutic capacity and as a broker for services. Our therapy options are - we have a psychiatrist, we have a psychologist, and we have LCSWs, licensed certified social workers, within our system. For FQHCs, it’s very difficult to employ LMFTs in California or nationally, as the Federal Government doesn’t recognize them as part of PPS reimbursement system. So that’s a law that we’ve worked on for a number of years and we’d like to see changed but unfortunately, it has to change at the federal level.
One thing that I didn’t mention is we are a fully integrated FQHC in that our Health Care for the Homeless services are not available at a single clinic but integrated throughout our entire clinic. When I designed the system, the idea was that there would be no closed door for any homeless person anywhere in our 26 clinic system. So while core services such as behavioral health, are located at a limited number of sites, medical healthcare is available for free at all of our sites. As was mentioned earlier, for the Health Care for the Homeless patient, we slide the scale all the way to zero, and they receive their labs, x-rays and medical care for free. [0:58:57.1]
So you can again, read the slide for yourself. We need the therapy options that I’ve mentioned for our patients, including being able to do soft substance abuse within the clinic, but many of our patients exceed that need and require extensive substance abuse treatment and need to be placed in residential care which again, requires that we develop those relationships and make sure we can have that happen for the patient in a timely fashion, normally the same day. Again, I mentioned our service delivery options. Outreach engagement for us is again, probably next to case management, the second most important thing that happens for us. We do have winter here, not as severe as the east, in that the temperature only drops down into the mid-twenties, but the mid-twenties is pretty cold if you’re on the street wearing a blanket. We have our outreach team on the street four to five days a week. In the summertime here, the temperature - and I believe today we’ll hit 101 and you’ll notice we’re near the end of September. It’s not uncommon in July or August here, to see temperatures of 109 to 111. So again at that point, we’ll be taking water out to the streets, t-shirts and hats for people to wear. Those are just some of the sort of soft support systems that we have for the community. [1:00:24.1] 
Another function for our outreach team is actually networking with other groups in the community, so that we can participate in their outreach events and raise awareness about homelessness with the rest of the community at large. Next slide please.
So, that leads me to my last slide, which briefly discusses what are the challenges and benefits to working in a split services community. It’s obvious what the benefits are to working in a community where all of your services are able to be located in one structure or within one organization. It certainly simplifies the control issue, though I have discovered from having worked in a system like that, that it can push you towards siloing a bit and you have to be very cautious all the time, to make sure that you don’t get overly insular and forget that there are other service providers in the community and the need to bring them into your decision making process and your care model at all times. But the lack of local control is a huge problem. When I work with Jeff or any of the other organizations or agencies in the community, I have to remember, I am not the boss of them if you will. They need to be themselves, they need to have their own identify, and I need to recognize that and respect that, and we need to develop a relationship over time that’s successful for both of us, and we do that through communication. [1:01:57.9]
Another challenge is the agency realignment. As Jeff would tell you, he has seen an ever changing environment in his own agency county behavioral health, that has undergone significant changes as state budgets have pushed funding aside for certain core services that have been here for a long time. As those dropped down and disappeared, we had to find what was surfacing out there that might replace some of those services. Simple things like phone numbers changing and all of those kinds of things happening, make a huge difference in your day-to-day life with taking care of patients. There are many doorways when the needs exceed the FQHC capacity, consumer disconnection where consumers don’t know quite where to go, there’s where the case managers really come in handy. Some of the benefits though, when we have an integrated behavioral health, physical health, no wrong door site within our center. Because we’re able to provide some behavioral health services and it’s in the physical healthcare setting, our patients aren’t afflicted with stigma. They don’t have to come to a site that says behavioral health or mental health center, and that means a lot to many of our patients. We’re able to complete a lot of care coordination internally and we have complete case documentation, which you really need to be able to be successful with your SSI claims for most of your patients and your emergency Medicaid claims. [1:03:30.4]
And then, we believe that these multiple partners bring us strength in numbers, and of course internally we’re able to do a lot of really great outcome tracking and talk about what we’ve done. That’s about it. So I thank you very much for your time and for letting me speak to you today.
JEFF CAPOBIANCO: Thank you very much. And then finally, we want to move on to Dr. Florence and John Loring, who are going to be speaking to us from Ann Arbor, Michigan.
JOHN LORING: Thanks Jeff. This is John Loring. I am a licensed masters degree of social work. I am the supervisor for the HPORT program, which stands for the Home Project Outreach Team, and we’ll talk about that in a minute. And then with me is Dr. Tim Florence. Do you want to say hi?
TIM FLORENCE: Hi everyone, Tim Florence here, psychiatrist. Interim Medical Director at the Washtenaw Community Health Organization and a psychiatrist on our homeless outreach team.
JOHN LORING: So we’re going to go from the 30,000 foot view to the street view and look at this, and focus in on street outreach and implementation of psychiatric engagement and outreach as well. I have a slide that we start off making a joke here, and never ever think outside the box. I can easily say the fact that street outreach and active engagement requires you not only to think outside the box, but to act outside the box at times, and the recognition that sometimes that can be quite - get a bit messy at times, so. Next slide please. [1:04:57.2]
On this slide here, we just want to point out the last two bullet points. The majority of the people that we know about in the homeless population have been lost in the mental health follow-up system before. They’ve either fallen through the cracks, missed appointments, which is a result of their cases being closed within the community mental health system. And so those individuals are not people that are kind of transient or new. Some of them are - we do have a lot of traffic coming through Ann Arbor for different events that are here, especially during the summertime, but the majority of people are typically long-term citizens in our community here in Ann Arbor, where they’ve first experience homelessness. Next slide.
So homelessness in Washtenaw County. Approximately 4,000 individuals annually, anywhere between six and seven hundred on a given night, closer to seven hundred. The last time we did a point in time count, surveys reported that 42 percent indicated a mental health condition, 44 percent indicated substance abuse disorder and 34 percent are actually employed but due to the cost of living, couldn’t actually afford a place to live, even to rent a room or a one bedroom apartment in Ann Arbor. Just to give you a perspective, Washtenaw County’s population is 323,000, and then within the city of Ann Arbor there’s 110,000. Next slide please. [1:06:24.4]
What we do know about people, that a lot of things, the mortalities increase by lack of adequate housing, obviously poor social cohesion. Most people have multiple morbidity issues, when they have a both a physical related illness as well as a psychiatric related illness, as well as a substance addiction disorder. The primary thing here to point out is that housing, income and social relatedness, the connection to other people, and then housing, the Housing First model, are really where treatment really can begin. And sometimes that’s the place in which we see success in working with integrating psychiatric care with people, that’s often the place we begin. When we identify that sometimes what we call the four legged stool, which we’ll get to in a minute. Next slide please.
So based off those ideas, there was a team which created the behavioral health program, started in January of 2000. We’re coming up to our 12-year anniversary as a team to serve homeless individuals in Washtenaw County and really provide a gap filling service. It was also an effort to do case finding, in which we find people who have been in the community mental health system before but then were lost to follow-up and that need to be reengaged or reconnected with. Or, people that were brand new to our community. Next slide please. [1:07:49.3]
With that, we have our mission vision and values. I wanted to just point out that our mission obviously is to engage and serve homeless individuals where they are, through assertive outreach, and I think the key thing there is where they are, meaning the fact that where they but figuratively, emotionally, mentally, where they can be found, even if it’s tent sites, if it was on the street, if it’s in an abandoned building, if it’s in jail, wherever they might be. Next slide please.
Our clinical mission was to engage untreated homeless mentally ill adults in shelters and public spaces, and advocate on their behalf, and provide them treatment using best practice models, which we’ll talk about in a minute, and then transition them into the public mental health system once they’re housing stable. This is really the application of our technology that’s developed over the last twelve years. I would say that the fact that early on in the development of our program, there was a real effort on learning how to engage with people. We’ve gotten really well at doing that, and then they’re moved more into treatment services. The treatment services now are providing everything from trauma services, jail diversion services. We are providing integrated psychiatric services, integrated care when it comes to dual disorders, supportive employment services. So our treatment modalities really developed and now, what we found as a transitioning component, is that we’re moving people from our PATH program and then providing them the same local service in the office where everything is kind of based out of, so that the experience for the client really kind of stays the same. They’ve gone from getting the street outreach with some folks, they’ve been getting housed, and then just kind of staying at home within the program. Next slide please. [1:09:43.8]
So this is really kind of a CMH without walls. You can just keep clicking the slide, it will keep developing. We have an outreach as our basis stuff. From there you’ll see we have different overlaying supports that come through it, one of which is the medication clinic, dual disorders program, our supportive employment, medical home integrated care, our jail diversion component, and then everybody can get a bit of everything. A bit of everything, what we like to call the full court press on stuff. So we’re really going to focus in now, with Dr. Florence here a little bit, is really talking about how do we use outreach and engagement in working with people who need ongoing psychiatric care, and really looking at the integration between our medication clinic, our outreach, and our medical home integrated care as well. So if we can go to the next slide please.
The basis of everything is outreach and engagement. So I’m just going to take a few minutes and just talk about some guiding principles, strategies and techniques of looking at outreach and engagement. So outreach and engagement really client centered approach, working with people where they are, rather than where we think they should be, as directed by certain providers. I think this is a great quote for us to think about, it’s more about where they are, what their hopes and dreams are, than what we think, then where we think they should be. Go to the next slide please. [1:11:11.9]
This is a definition that was written by one of our nurses, Alan Pickett, who now is working in Washington, D.C. He wrote this quote and simply said, “Outreach is a profound manifestation of unconditional positive regard offered towards a stranger.” And I think that’s really a great definition of how to define outreach, as the profound manifestation of unconditional positive regard toward towards somebody else. Go to the next slide please.
Some different strategies on outreach, so starting where the client is. Service needs must meet perceived needs, the client must know how much you care. They don’t care how much you know, it’s how much they actually care. The services need to be concrete and then the use of engagement tools. Just real quick on perceived needs. We all know that people have treatment needs, people have basic needs and people have perceived needs. We often tell our staff, when they’re doing outreach at the bridges and at the campsites, is that when you go under the bridge, you can see somebody who can easily think this person could really benefit from getting in and seeing the psychiatrist, they could benefit from seeing Dr. Florence, they could probably benefit from going to one of our phase one groups, they could probably benefit from going to - maybe even getting into detox and things like that. Those are treatment needs that we can easily identify as being our clinical skills, but if we lead with the conversation saying that, when we’re meeting somebody the first time, then the relationship doesn’t have an opportunity to really bring forth the - to really bear fruit long-term for that person. So we really strive to really looking at addressing somebody’s basic needs than their perceived needs. What do they perceive the need to be? And maybe an engagement tool could be everything from bug spray to a sleeping bag, Ziploc bags, dry socks, things like that. [1:13:14.6]
The population, we also know, avoids seeking services, so we really don’t want to talk about bringing - expecting them to come to the door as much as bring the door to them, and then really providing a real low threshold of service where it’s easy to access services. We can do an outreach at the bridge, there might be eight people down at the bridge we’re outreaching to; out of the eight, two might really meet criteria, but that doesn’t mean we’re going to ignore the other six. The other six then would get some kind of contact outreach force. What we found in that process, that’s really created what we call almost like a street credibility for the services that we provide, that we have other clients that are coming in and they’re saying, hey you should get together with the support team, the support team can help you with this, they can help you with that, which is really an asset, a strength to our program, but also sometimes… 

JEFF CAPOBIANCO: John are you there? We might have lost John there for a second. John if you can hear us, if you could put your phone back on if you’ve got it on mute, or dial back in. And then Thea, I don’t know if you’re able to put up asking - how to ask a question slide. I can go through that with folks with that while we’re waiting. [1:14:48.0]
THEA BROWNING: Sure, I can do that.
JEFF CAPOBIANCO: Hello?
JOHN LORING: Yeah, can you hear me?
JEFF CAPOBIANCO: Oh, John is back.
JOHN LORING: Okay, there we go. I don’t know what happened. We lost everybody for a moment. Is everybody hearing me okay?
JEFF CAPOBIANCO: Yes.
THEA BROWNING: Yes, we can hear you now.
JOHN LORING: I’m sorry. So the next slide please, to engagement. There you go, thank you. Again, so this is another definition that was written by one of our nurses, Alan. “Engagement is a process, a relational discovery between two people, characterized by mutual support, shared responsibility, and a commitment towards positive change.” Again, I stress the issue of shared responsibility in this definition, because I do think we’re talking about really doing things with people. Go to the next slide please.
So you’ll see that when we talk about engagement, a lot of people have had things done to them and for them, and we really value the idea of really doing things with people; really coming alongside somebody in their journey of life and working with them through their goals and recovery. And also, the appreciation for our client strength. I mean it is in Michigan, we do live here, we do get very cold winters. We do have people that camp all year round in the state of Michigan, that are homeless, outside all year round in the state of Michigan, and that I think has an inherent strength. I mean I like to camp, but I would not camp during the dead of winter. But there’s a strength that people have, that I think is there. There’s a resiliency that I think just needs to be nurtured and nourished, and then help them move towards looking at identifying what their goals are and their recovery, and cultivating that change together. When we define recovery, it’s not about somebody just being sober or being mentally stable or on their medication, but more about their hopes, dreams and ambitions. [1:16:35.3]
I always say to people, the fact that when somebody was growing up as a child and they’re in kindergarten, they raise their hand when the teacher asked them what do you want to be. They didn’t raise their hand and say when I’m 35 years old, I want to be chronically homeless living in Ann Arbor, and addicted to alcohol with a serious mental illness. Something else went wrong, something else happened during the course of their life, and our journey with our clients is to come along with them and figure out the movement towards those hopes, dreams and ambitions they have for themselves. Next slide please.
So this is the four legged stool. A lot of people have heard this before. We call it the four legged stool, but the idea is safe, stable housing. We use a Housing First model, identifying housing as treatment. We also use a lot - we do a lot of social security applications and are critically involved in the SOAR model here, with our PORT program and the PATH program that we have here, and we do a lot of social security applications with our staff, with our outreach workers working with clients on that. We do meaningful daytime activities, a key thing. We have a street soccer program. I think some people have heard about the street soccer program that’s run out of New York now. We have our team called the SS Port. Then we have the sober support network, is also key as another leg to that stool, again looking at skill building, process, trauma in co-occurring groups. And then the last thing - and these are not listed in order of importance - as they come, as they develop, is the positive alliance with the treatment provider. That can be with a peer, it can be with an outreach worker, it can be with a case manager, and also directly involving the psychiatrist with that process and having that relationship build with Dr. Florence and the work that he does with the clients as well, and then providing integrated, community based psychiatric treatment. So with that, I hand it over to Tim Florence, to fill us in with the rest of the stuff. [1:18:32.6]
TIM FLORENCE: Okay, thanks John. So when we think about - you know, we come to this work as originally a behavioral health center, then worked towards becoming an integrated care site. And I know for many of you it’s kind of the opposite. As a Health Care for the Homeless site, you are a primary care, FQHC center, but then had an opportunity to add behavioral health services. So for us, we’re still working towards ensuring that although we come to things from a behavioral health perspective, we’re not missing all of the other health conditions that people come with as well. So health problems, including mental health problems, can contribute to homelessness, and at the same time once you’re homeless, it’s very difficult to be emotionally healthy. We know that things like environment, where there’s a lot of stress, a lot of high expressed emotions, triggers relapse for people with psychotic disorders like schizophrenia, whether you’re on your medicines or not. We know that stressful circumstances, including homelessness and cumulative social advantage, can trigger major mood episodes for people with major depression. Sleeplessness, cellulitis, other infections, other stresses, can cause mania in people with bipolar disorders. And unfortunately, a number of individuals who become homeless, become victims of trauma, and we see a lot of kind of secondary development of post traumatic stress disorder in the context of homelessness. [1:20:09.6]
So for us, the chicken and the egg question is certainly a both and, and not an either/or, and that’s not real homeless or homeless (inaudible). Service, as you all know is complicated by the fact that individuals are homeless, and these are folks that we see, who we can’t necessarily call to remind them of their appointment if they don’t have a phone, or send a reminder letter to if they have no address. So really the backbone of our integration, even though we now have static sites, is outreach. Next slide please.
For individuals who are served by the public mental health system, we know that this population of individuals is less likely to receive care for chronic medical conditions, and there is increased morbidity and mortality associated with those conditions. Next slide please.
As a matter of fact, the majority of the life lost for the people that we see with serious mental illness, comes from sub-optimally managed chronic medical conditions, many of which you see listed on the screen in front of you. And for a variety of reasons, it’s increasingly difficult to modify modifiable risk factors. When you’re homeless, you don’t necessarily get to pick your own diet for instance, to work towards heart health and the like. Next slide please. [1:21:32.3]
One driver for us is that we know the people who are served by the public mental health system do die on average, 25 years earlier than the general population, so this is really the curb that we wanted that. Next slide.
So for us, integration has taken many forms. We now do what we call in-reach and outreach. In-reach is provided at shelters, so our mental health team goes there, provides services there, psychiatric services are there. In our particular shelter, there is a primary care clinic. We become the behavioral health providers for that clinic and can integrate services truly onsite. Ideally, and as much as we can with a unified treatment plan, and there’s overlap even, with some of our electronic medical record fields, so that we can each know what the other is doing. After - as John mentioned - the street credibility was built up, people came seeking us out. So now that we have a static site, our waiting room has kind of become a drop-in center. So we now have moved all of our mental health services, as well as onsite primary care services. We have a primary care nurse practitioner onsite in our behavioral health building and plus, integration also goes the other way. Since we are sometimes the hub, we have to use spokes from the hub to truly optimize medical care, so we use our psychiatric nurses as kind of quarterback, to take people to and coordinate with primary care sites, with specialty care services, with getting labs, with health screening and monitoring and the like. Next slide. [1:23:19.0]
So psychiatry for us is fully integrated into our outreach team. We are big fans of putting psychiatry, as well as other mental health providers, where people are. There is wonderful teaching and training opportunities within those kinds of locations, so we are big fans of having trainees along for the ride. Next slide.
With our psychiatrists and our psychiatry trainees, we have to sometimes undo what is learned in the book learning lectures, which focuses on not sharing your personal selves and really focusing on that professional distance. We kind of turn that on its head a little bit. Boundaries remain critically important, but we focus on things like be safe, be real, meet people where they are literally and figuratively. You’ve got to be flexible, start where people are, roll with resistance, support efficacy, avoid those power struggles, and if you get to know someone as a person, you can always work backwards to figure out where some of those functional problems may have been triggered by untreated mental illness. Next slide. [1:24:31.8]
So just to summarize some of the things that we’ve learned along the way. Round pegs don’t fit into square holes, is our way of saying you know what, everyone we see truly is an individual and truly needs an individualized plan of service. So being as flexible as possible is what we hold as a core value towards helping people to truly make positive change and meet their goals. We do identify that systems of care matter. We can’t do it all ourselves and nor would we want to, but as much as we can partner with other agencies, other providers, other people who can help with perceived needs, basic needs and treatment needs, all the better for us and for the people we serve. Next slide.
So we have a vast network of people that we work with and supports that have come from a variety of places, recently including the United Way and our state, local, county, city partners, as well as the private foundations. And with that, we’ll wrap up for now and turn it back over to Jeff for questions and comments. [1:25:52.1]
JEFF CAPOBIANCO: Thank you Tim and thank you to all the presenters. I just want to quickly go through, if you have a question that you would like to ask, as you see on your screen, on the left-hand side, you can raise your hand and we will open your line, or on the right-hand side of your screen, you can also see an area where you can type in a question. Several people have already typed in questions. You can type in a question there and that will go to Thea, who is going to coordinate our question and answer session. We’ve got just a couple minutes left, and I appreciate all the presenters being so good with time, so we’ve got a couple questions that we can take. Thea, do you want to…?
THEA BROWNING: Sure, I’ll go ahead. I have a question from Manchester. You mentioned partnering with psyche residencies. How are psyche residents included in your model and are you accredited as a teaching health center?
BILL RIDER: We have psychiatric residents that come down and they work out of our assertive community treatment teams. So they’re really coming down to learn that model. [1:26:58.5]
THEA BROWNING: Okay great, thank you. I have a question from Stephanie Lewis (sp?) and I believe it was for the Fresno site. She asks, are clients served regardless of immigration status?
KEVIN HAMILTON: Yes we serve - this is Kevin Hamilton. We serve everybody regardless of their immigration status. The only barrier that presents is especially with children, we can’t get them enrolled in the Medicaid program, but we take all comers.
THEA BROWNING: Great, thank you. And another question for the Fresno site. What are typical caseloads for these various programs?
KEVIN HAMILTON: The caseload numbers are transient, from day-to-day. Working with the homeless requires that you accept that you aren’t going to have this sort of standard approach that I’ve got an office. People are going to come to my office, I’m going to have a certain caseload that I can handle, 60, 80, whatever it happens to be. In the homeless work, you find your patients come and go. You may see this patient on the street. We do walking therapy, where we’re walking through tent city and we accumulate a group, and that group shifts over time. So it really requires a lot of versatility and flexibility on the part of our behavioral health providers. They are a very special group of folks. [1:28:25.7]
THEA BROWNING: Wonderful, thank you. And we have actually more questions than we’re going to be able to have time for. I’m going to ask one more question and then we’ll go ahead and try and - if you have additional questions and you want to either e-mail us, we can try and accommodate your extra questions. Gary asks, how do you keep the medical and behavioral health records together but separate? And John and Tim, if you want to go ahead and address that question.
MARIANNE SAVARESE: Do you want me to answer that in Manchester?
THEA BROWNING: Sure, go ahead. We just need somebody to answer it.
JEFF CAPOBIANCO: Go ahead Tim.
TIM FLORENCE: Sure. So in our electronic medical record, which starts as a behavioral health record, where we have our primary care providers onsite, we have them, since they’re on contract with us, we just truly document in the same record. We have created some specific templates of forms and notes for our primary care providers to document on. Everything feeds into the same individualized plan of service. At our homeless shelter, where we are there, their medical electronic record is built on the same framework as our county based mental health record. Actually, I’ll go back and forth and share information by linking those records. [1:30:17.6]
KEVIN HAMILTON: In Fresno, we have a separate section in our electronic health records that’s confidential. All the primary care providers can see the care plan. They are unable to see therapy notes and visit notes, things like that, and that’s the same model we had before with our hard charts.
JEFF CAPOBIANCO: Great. Well thank you. I want to thank all the presenters and remind folks that there’s going to be a survey that’s going to come to you through the computer just after this webinar. We really appreciate you filling that out and want to remind folks also, that if you go to www.thecenterforintegratedhealthsolutions.org, this presentation will be archived and the contact information for our presenters is there also, so that you can follow up with them with questions that you have. Again, thank you to all the presenters and everyone have a good day. That ends our webinar.
END TRANSCRIPT
______________________________________________________________________________________
2011-09-22 12-01 Coordinated Care for the Homeless Population 
Page 21 of 23


