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BEGIN TRANSCRIPT:
LAURA GALBREATH: Good day everyone, and welcome to the SAMHSA-HRSA Center for Integrated Health Solutions Webinar on Integrating Behavioral Health in Community and Migrant Health Centers. My name is Laura Galbreath, Director for the Center for Integrated Health Solutions here at the National Council and I will be your co-moderator for today’s webinar. We are very proud to be partnering with the National Association of Community Health Centers on today’s webinar and this series. 
A couple of housekeeping remarks before I turn this over to Bill Reedy from NAC to give us the welcome of our speakers. I just wanted to let everyone know that today’s webinar is being recorded and that all participants are in a listen-only mode. You can find the call-in number for the webinar on the right-hand side of the screen, and you can also type in your questions by typing in the dialog box to the right and we’ll be getting those to you later today. Also the slides, the webinar recording and a transcript will all be posted on the web site for the HRSA Center for Integrated Health Solutions coming up. [1:00] And lastly, at the end of today’s webinar we’d like for you to provide feedback by completing the short survey that you’ll see at the end of the webinar. We’ll use that survey to inform future webinars and other topics that help you as you try to integrate behavioral health into your community health center. With that I’ll turn this over to Bill Reedy.
BILL REEDY: Thank you, Laura. I’d like to join with Laura on welcoming everyone to this very important webinar. It’s part of the series on promoting the integration of behavioral health primary care services. I’m delighted to introduce our two presenters today who are also experienced health center doctors. Our first presenter is Dr. Jenny McCorin, who is a physician with the Migrant Clinicians Network. Dr. McCorin has 30 years of experience working with migrant farm worker populations. [2:00] She’s a pediatrician with a degree in maternal and child health and has worked on many local, state and national efforts developing programs, policies and publications for migration health, cultural proficiency, child health and bioethics. Her past experience includes work with the Centers for Disease Control around improving immunization coverage for migrant families, and she served as faculty member for the HRSA Health Disparities Collaborative. Dr. McCorin received her B.S. in Chemistry from Salem College and M.D. from Wake Forest University, and holds a Master’s in Public Health and Maternal and Child Health from UNC Chapel Hill, and has done special work in bioethics.
Along with Dr. McCorin I am pleased to introduce Dr. Tillman Farley who will join her in presenting. [3:00] Dr. Farley is currently the Executive Vice President for Medical Affairs with Salud Family Health Centers, which is a migrant community health center with clinics across north and northeast Colorado. Dr. Farley moved to Colorado from West Texas where he spent three years directing a Federally-Qualified Rural Health Clinic, and prior to that he was in private practice in upstate New York. Dr. Farley did his residency in Family Medicine in Rochester, New York after graduating from the University of Colorado School of Medicine. Dr. Farley has implemented a variety of integrated care models in practices in New York, Texas and Colorado, and he has lectured widely on integrated primary care. He also served as a public member of the Commission for Accreditation for Marriage and Family Therapy Education and as Chairman of the Annual Families and Health Conference sponsored by the Society of Teachers of Family Medicine. So it’s my distinct pleasure to turn the program over to Dr. Jenny McCorin. [4:00] 

DR. MCCORIN: Thank you, Bill. That was such a nice introduction, and good morning from the West Coast, good mid-morning from Tilman’s neck of the wood, and happy lunch hour on the East Coast. Tilman and I are really glad to be able to do this together. We had the opportunity to be conferencing about this quite a bit and we hope that it’ll be a mutually-beneficial collaborative sort of webinar. Starting out we need to just define who we’re speaking about today, and we are primarily speaking about folks who are served in community and migrant health centers but there’s certainly application to other centers as well: anybody who serves the mobile poor recent-immigrant, particularly the poor immigrant who is a laborer from job to job. [5:00] The population portrait for which we have a fair amount of evidence related to behavioral health concerns and the issues in behavioral health integration is a portrait of first of all migrant farm workers who are agricultural day laborers who go from point to point throughout our nation, typically in a pattern of two to three locations during the course of a year, sometimes more, sometimes less. Also in general our conversation will apply to recent Hispanic immigrant laborers of any kind, more generally to other recent immigrants, and to those who are really unfamiliar with our U.S. health system, which is unique in the world as we know. And also a lot of these people that we’re speaking about today may not use words like “mental health,” “behavioral health,” or certainly not “integrated health,” and so our terminology may be new. [6:00] 

The other issue that we’re going to speak at length about is the idea of cultural factors in care and how our American and to some extent Western European idea of cultural-appropriate care is oriented around something called the “individual vertical access.” Which means I as an individual make my most important health decisions, it really comes down to me and my wants, and I’m vertically integrated with the care practitioner and the health center system. That’s quite different, that sense of autonomy that’s so individual, from many other cultures, including the ones that we’re most centered on today, around a collectivist culture, where it’s really a family and village sort of decision making, not so individual oriented, and more horizontal where it’s collaborative. [7:00] The vertical can either be that you have a paternalistic or maternalistic way of making decisions, or it can just be limited to the individual. So we’re going to talk a bit about that, whose needs are met and how are they met, and how do we appeal to folks where as practitioners we believe we have some beneficial services to offer but we need to pose it in a language that makes sense to those on the receiving end.
So just a quick poll question. We’re going to do several of these, since we don’t know all several hundred of you on the phone right now. What percentage of your practice would you describe as immigrant? If you can just quickly do that and Laura will let us know when we’ve received your answer. [8:00] 

LAURA GALBREATH: Yes, thank you. The poll is open and we have about 50 percent of you who have voted. We’ll leave it open for a few more seconds for the others to complete their response.
DR. MCCORIN: And if you’re unfamiliar with this practice, we have several of these questions through the webinar and it really helps us respond to you. 

LAURA GALBREATH: Great. Well, with about 70 percent responding we’ll go ahead and close that and then share it for everyone to take a look at. And the results are about 58 percent say that it’s between zero and 10 percent. So over half of the folks said that it’s in zero to 10 percent category. Twenty-eight percent say it’s between the 11 percent and 30 percent category. [9:00] Just 9 percent of you said that you serve immigrants in the 31 percent to 60 percent, and just 5 percent are over 60 percent.
DR. MCCORIN: Just 5 percent. Okay. And then what was the 11 percent to 30 percent again?
LAURA GALBREATH: Twenty-eight percent of the respondents.
DR. MCCORIN: Okay. 

LAURA GALBREATH: So about a quarter of the webinar participants.
DR. MCCORIN: Thank you. So we have some variation here, and that’s good. Hopefully we’ll pay attention to all of you. I’m assuming that those who have the highest number, about 5 percent, are probably pretty well versed on much of what we’re going to say and can contribute hopefully with some ideas for us. There is some writing on migration and mental health, a lot of it’s done outside of the U.S., some of the studies, but when we look at global studies of migration and mental health there is some evidence of increased schizophrenia. [10:00] But that hasn’t been validated in the U.S. per se, and the understanding for that is not clear. Certainly there is well-documented increase in environmental stressors and those have been linked to episodes of psychosis. In our population in the U.S. we tend to see decreased triggers such as substance abuse in our more recent immigrants. The longer somebody’s in the U.S. the higher the likelihood is that they will be a substance abuser, so it’s really more of a long-term problem in the U.S. than it is with our recent immigrants. And interestingly, perhaps because of their cultural resiliency that they bring from their own understanding of how to deal with stress, in some studies of Hispanic male migrants, just single male migrants, there was decreased anxiety and depression compared to the more general studies of the Hispanic immigrant population. [11:00] So it’s not that it’s decreased in general, but it’s less than is anticipated as compared to other immigrant populations and actually other adult male U.S. populations.
So another poll question. We want to know whether you’re primarily a medical practice clinician where you would be in what until very recently hasn’t included behavioral health, whether you’re primarily a behavioral health clinician, whether you describe yourself as a nurse—and you may be several of those things, so just pick the one that makes sense to you—or an administrator. And if you’re none of those you can just choose to not answer. [12:00] 

LAURA GALBREATH: Thank you. Our poll is open and we have about 50 percent response. We’ll give folks a few more seconds to vote if one of these apply to you. Okay, we’re about to close the poll. And we’ll share these results. And we see that 47 percent have identified as behavioral health clinicians, 45 percent as administrators, and then just 5 percent for clinical nurse and 3 percent as medical clinicians.
DR. MCCORIN: Okay, that’s great to know. So we’re basically talking to the behaviorists as well as to those who are trying to manage and implement this kind of care, and that’s great to know. Interestingly, Tilman and I both would identify as medical practice clinicians, so interesting perspectives here. [13:00] So the stages that we want to consider as we look at folks and the impact behavioral manifestations on their health are stages of pre-migration, migration and post-migration. And often I know, in medical practices which don’t have 45-minute, 50-minute-long periods to engage with somebody—and certainly when you’re in behavioral health that’s in an integrated mode you don’t have that either—we don’t often get to the issues that precede in time the present. So we talk to folks about what’s happening now, and their labor issues at work, what might their occupational environmental health factors be, what’s their present family household composition, what are their present stresses. [14:00] If they have a chronic disease we’re aware of that and we’re aware of the stresses and triggers that can go with that. But we’re not so aware of whether in pre-migration they were victims of violence: civil war, sexual assault, awful poverty, getting evicted, losing family members, that sort of thing. And we often, and in fact I know I didn’t, as much as I thought I did a good job in my migrant health care, really investigate the issues of individual migration and the problems that may have been associated with that. And I’ve learned in speaking to quite a number of folks who are now adults who went through the migrant experience of just how terrifying—when they were children how terrifying it was to migrate and to be into such unusual situation, even if there was nothing overtly traumatic that happened. [15:00] So those are stages that we need to consider as we look at integrating behavioral healthcare. 

So again, going back to sort of our overview of what are some of the possibilities that these experience, there isn’t an easy algorithm. This was a nice article, “Migration and Mental Illness,” and even though there isn’t an easy algorithm there are things that we can consider. Some of those we consider for anybody: somebody’s personality and social support sort of structures. But also as we go to the changes, again looking at their pre-migration/migration experience, what were their aspirations in pre-migration and migration, and then post-migration. And we know that a large portion of the adult migrant community has been—and now I’m talking about all the folks in the U.S. immigrant community—have been highly trained in something in their home country for which they cannot get credit in this country. [16:00] And I know many physicians in that boat, who are physicians trained in other countries and now they’re working as health educators or front desk staff or something like that in our centers. And so investigating some of that background certainly contributes to issues such as depression and anxiety.
And considering the explanatory model of illness, I’m assuming that most of you behavioral health folks know what that is. For the administers and the other clinicians, the nurses, Kleinman has a wonderful model called the explanatory model, and it’s simply asking good questions and getting an explanation. And you can do that in the same amount of time that you can interrogate somebody with yes or no questions. [17:00] So I call it the interrogative model, which is what I learned: “Do you have this?” – “Yes.” – “Do you have that?” – “Yes.” – “Do you have this?” – “No.” Rather than the explanatory: “What would you say is the cause of your not being able to sleep right now? How would your family at home have treated this time of sadness?” That’s the explanatory model.
Cultural bereavement is another condition that’s been described in immigrant migrant populations, and that’s the idea that, not only are you new with a new social structure and all of that, but you also grieve the loss of your cultural identity. And that grief process can be helpful in working through the stages, but you also can be thrown back into it in powerful ways when you have another sort of bereavement such as death. [18:00] And that will often compound the cultural bereavement around traditions and ceremonies that happened with death, or with separation, or when children leave the home, that sort of thing. Cultural bereavement is a normal process and can be confused with frank depression or some sort of mental illness that’s considered a disorder. Cultural bereavement’s not considered a disorder, it’s only abnormal if somebody actually feels like they can’t move beyond the past, and so that because let’s say their partner has died here and they—or particularly their parents have died in another country and they can’t fulfill their obligations to the deceased, that they cannot continue to function here in this country. So those need to be investigated. [19:00] 

Interestingly, around the cultural bereavement, we’ve seen studies that show that a lot of migrant women really do have this hope and idea that they’re going to go back, and that they’re going to hang on to their culture, and that their children are. And so the cultural bereavement gets more compounded when they’re hit up against that and they don’t reconcile with the fact that, no, that is—that there is closure to that and they’re not going back and they need to really grieve that.
Migration and suicide. Again, as I said, substance abuse is mostly in people who have been here for a longer time, and the same with suicides. The suicide rate is higher for U.S.-born Mexican-Americans than for Mexican-born, and it’s higher for those who immigrated at an early age rather than at an older age. [20:00] So suicide is not the response that most of the recent immigrants get to despair, it will manifest itself in other ways. It’s not that we shouldn’t pay attention, but the prevalence is lower. 

There was a University of North Carolina Chapel Hill study that looked at the relationship of culture and cultural bereavement and anxiety and depression in caregivers and adolescents. The caregivers were primarily parents but not exclusively. And they wanted to look at how the adolescents adjusted to being in the U.S. and what factors immigration, discrimination and a new identity had on their mental health of the adolescents. And they found an overall rate of depression of 5 percent in the males, 10 percent in the females of these recent immigrants, Hispanic kids, and you can see the suicidal ideation that went along with that. [26:00] A much higher rate of what would be described as post-traumatic stress disorder than they imagined: 10 percent in the males, 8 percent in the females. And a really large amount of anxiety, pretty much equal in the males and females. Despite that, the overall feeling of both the caregivers and the adolescents was that migration was a positive experience and they were overall glad that they had migrated. The caregivers had much more stress around how the migration was going to affect their adolescent than the adolescent did, and the caregiver had more stress on themselves than the adolescent did on themselves. So the caregiver stress went in both directions.
Susto and nervios are some culturally described syndromes, we call them culture-bound syndromes. [22:00] And when I was in practice in North Carolina I had many a person come in and say they were suffering from nervios, and I thought that was just nerves and that they were sort of anxious. But they’re actually syndromes that don’t map perfectly to depression or anxiety but there is some pretty strong relationship to them. Susto has more understanding of an acute event that happened, an acute trauma typically—watching somebody get injured, watching somebody die, having a extreme fright in the process of migration or pre-migration—and it can create prolonged suffering afterwards that manifest in kind of ways of [traumatic/semantic? 22:45] relations. So it may be GI distress, it may be chronic migraines, it may be their heart, they may say their heart has problems. [23:00] And this is important for behavioral health folks because much of the behavioral/mental health conditions in this population are manifested as what we classically consider to be medical-clinical conditions, and there’s just not really that separation; it’s a whole body experience with this population. 

Nervios is more of a long-term anxiety and can be also—go into depression. Nervios is more strongly related with overall poor health, sadness, not having energy, not being able to sleep, not being able to eat, that sort of thing. In a study of the Mexican population, in all of Mexico there was a 15 percent prevalence rate with a higher rate in women. [24:00] And then in a farm worker study in Oregon they found that of the farm workers, more of whom were men than women, in a sample of 179 that about a third of them had at least one of these culture-bound syndromes. 

Coraje is more associated as anger or rage. It’s more of let’s say an angry nervousness where you’re just edgy and easily set off and can’t relax. Interestingly, in that study there wasn’t any difference between the indigenous Mexicans and the other Mexicans. There is a lot of discrimination of the indigenous Mexicans who are the newest in the new wave of poor immigrants, and they are discriminated against by a lot of Mexicans, and they don’t speak Spanish [English?] often, and so they have the hardest time being integrated into our communities of that immigrant group. [25:00] 

When they did the PHQ-9 scores on this population the impressive scores were correlated with coraje and nervios, not with sustro, and you can see that the things I’ve already mentioned were associated. The legal stress, it’s something we’re concerned about all the time with this population and the effect on their mental health. And coraje was more associated with the legal stress than the others, the other two really weren’t. I don’t understand why, but that’s how it came out. I saw a nice study that a Stanford undergrad did and presented at a migrant health presentation, and then also I’ve seen some paper on azúcar and nervios, and azúcar is how diabetes described, just sugar basically. [26:00] And as we know, in all people of chronic medical disease they often have some depression or anxiety or depressed mood that can go with that, and there’s quite a high correlation with azúcar. 

And if a patient says that they have ataque, I was taught that that was seizures, but it’s not necessarily. Nervios can have ataques, which is basically strong attacks, and that’s not judged ongoing lingering depressive symptoms but it’s really an overwhelming sort of grip that folks have. And people can get labeled as psychotic inappropriately sometimes when they are presenting with nervios and ataque, and that’s because the person might describe something that we would say isn’t there but it may be part of their spiritual understanding of life. [27:00] There is a lot of going back to ancestors, going back to folks who are deceased, and understanding an interplay between the deceased or the years in the past and the present context.
So for instance, we had a young girl with persistent migraines who thought that her grandmother was angry with her and was visiting her and that she hadn’t been obeying her parents as her grandmother would have wished. Once she went to confession and worked through it with a priest, some of the issues with her grandmother, her migraines actually improved along with her ongoing medical therapy. [28:00] So we need to keep that in mind with the non-Western thought that we’re not used to sometimes, and that’s both in Asian and in the Latino cultures, and many cultures around the world. There is more of a holistic mind-body paradigm and not such a separation between the metaphysical and the physical. And that would not only go along with causes but also with remedies. So, as I mentioned with the girl who went to confession, the remedy sometimes is a religious remedy or a practice, a cultural tradition. 

Also, particularly in the Asian culture, there is a tremendous amount of stigma and shame associated with some of this mental illness. The terms “mental illness” or “behavioral” are terms that people view as shameful and stigmatizing. Certainly that’s true in my own culture as well as a physician and as a member of my community. [29:00] And also just seeing that the physician or the clinician, the behavioral health person is an expert, not just a talk partner. So you’re supposed to give them—tell them what to do, not ask them what they think would help or what they want to do. And so getting around that sort of discussion is important in being able to reframe things on their behalf and explain how it works. That you are essentially going to help them with your expertise but it may come about through some questions that are unfamiliar.
So quickly, how well do you think your integrated behavioral health model incorporates cultural issues into your care model right now, you behavioral health folks? There’s 45 percent of you on the phone, and perhaps the administrators who are running the integrated behavioral health right now, how well are you doing with that?
LAURA GALBREATH: Thank you, our poll is open. And 30 percent of you have voted, and we’ll keep it open for a little while longer. [30:00] While people are voting, I’ll remind them at any time feel free to type in a question and we’ll have those in queue for when we get to the Q&A portion later. So again, you can do that at any time.
DR. MCCORIN: So do you have some answers, Laura?
LAURA GALBREATH: We do. We’ll go ahead and share these. What we see is that the majority of them at 53 percent say, “Okay. Are making some adjustments based on culture.” Next at 28 percent we have, “Not much, but we do have language services.” And then at 12 percent we have, “Need a lot of help here.” And 7 percent of them think that they’re doing it “very well, we have models to share with you.”

DR. MCCORIN: Thank you. So, you very well folks, we would love to get your feedback. [31:00] Laura can tell you at the end how maybe we can get that from you and get some of your models. In terms of language services, it’s just to point out quickly that a lot of words don’t translate well or interpret well. — Translation is written, interpretation is oral. — And so the words that we use, particularly in behavioral health, are very culturally-specific, how we might describe something, right. So if I say “stress,” I have sort of an idea that may be really different for somebody else in another culture. We see that with nervios, it doesn’t translate. So we need to be careful that we are using descriptive interpretation, and so we ask for descriptions rather than just single words, like with depression and anxiety. [32:00] And also when we use interpretation to recognize that even people who speak English really well, when we get to behavioral and mental health concerns they tend to not be able to communicate well because of the high emotional load that these discussions have. So when people get into things, whether it’s around child abuse, or violence, or mental health, typically it needs to be conducted in their first language no matter how well-versed they are in a second language. So that’s something to remember with your patients.
Okay, I am going to go really quickly through the violence section. I think the slides are archived for you, and I want to give Tilman plenty of time and we do have a good amount of time for question and answer at the end. So we can come back to those if we need to, but just remembering that violence as I mentioned can be a large part of both the workplace experience of immigrants as well as the migration experience. And intimate partner violence is something that’s not just an immigrant experience, it’s a large experience across the board and certainly leads to medical illnesses. [33:00] But immigrants and migrants, particularly poor migrants, particularly undocumented migrants who have used people called coyotes or others to get across the border have increased exposure to violence, and so there’s co-occurring trauma. It’s an estimate of 60 percent of women who arrive undocumented have experienced sexual assault either pre-migration or migration. And you can read some of these on your own, but unfortunately there’s also plenty of workplace violence that happens, particularly to women who are undocumented workers because they’re fearful of reporting. And what all of us should know is that people are protected, their immigrant status is protected. If they report workplace assault or workplace violence they cannot be reprimanded or taken hostage because of their immigrant status. [34:00] Core competencies for violence and injury prevention is something that you can look up, but this is a slide to go back to and make sure that we’re competent as both medical providers and behavioral health providers around violence prevention. 

So this is where I end and Tilman starts, and I will come back to practice models after Dr. Farley.
DR. FARLEY: Okay. Thank you, Jenny, that was great. That was an excellent discussion of some of the culture issues. And quick, just to reinforce one point you made about the culture-bound syndromes, a lot of folks think of them as sort of a fringe concept, but you did a good job of really talking about how common they are and how we do see those every single day. [35:00] 

So I’m going to change gears a little bit here and talk a little bit more about how models work, or at least how our model of integration works. So what’s the purpose of integrating? There’s a lot of things we know about primary care. One is that the majority of visitors to primary care offices have a mental health, behavioral health or psychosocial component. We know that these issues tend to be under-recognized in primary care, and we know the treatment outcomes improve if mental, behavioral and psychosocial issues are addressed. But we also know that even if they are able to get an appointment, most people won’t go to a mental health center for some of the reasons that Jenny described. 

Furthermore, traditional approaches to mental health aren’t sufficient. If everybody gets a 50-minute hour very few people are going to gain access to services. There are all sorts of payments issues around mental health services, and they are tremendously under-funded and tend to be some of the first services that states cut back when there’s funding problems. [36:00] So access to mental health professionals is very difficult, particularly for these vulnerable mobile populations. And any time you’re talking about vulnerable mobile populations, really every problem, whether it’s a medical health, mental health or dental health, is accentuated.
So what are some of the barriers to mental health services for immigrants? And actually these apply to pretty much everybody, but I think Jenny went over this pretty well. The cost of care, there’s major societal stigma, fragmented organization of services where you have to go here for one thing and there for something else. Clinicians may be unaware of some of the cultural issues around how problems present. That language barrier is really huge. You know, you need an added level of fluency to be able to talk to someone about their mental health issues. [37:00] And then many immigrants fear and mistrust all of our institutions, but particularly mental health institutions.
The goals of integrated care. Really everything’s about the triple aim, right. We want to improve quality, we want to improve patient experience, and we want to reduce costs. Our experience at Salud has included some other goals, including improved provider recruitment and retention, enhanced primary care capacity so we can see more patients, and just improve overall health of our communities. So when you talk about integration though, it’s not always clear what we’re talking about. So I think of this as a continuum. And I’m going to talk about these one at a time. So as I go through these kind of think about where your organization is on this continuum. [38:00] 

The referral model is the traditional way we’ve provided mental health care, which really is sort of in primary care we don’t really ask about it. If it does come up we refer to a mental health provider who is somewhere else. Generally it’s across town, but the same thing applies even if it’s across the hall. If there’s no meaningful sharing of infrastructure, and if most communication is by phone or letter, then I would refer to this as the referral model, and I do believe that is sort of generally how it’s been done. 
The next step that people went to was to locate somebody in their building, but without changing the scheduling, charting, billing and all the other infrastructure issues you still have pretty much a referral model, what I think of as parallel play. It’s sort of like two 18-months’ olds, you know, they play next to each other but they don’t play together. So it really still works as a referral model. [39:00] 

The consultative model again is collocated, there’s more sharing of infrastructure. Generally the behavioral health provider is available to see patients at the request of the medical provider, so it depends on the medical provider identifying a problem and then making a warm handoff to the behavioral health provider as a consultant. And that’s a good model, but in my opinion it’s not a fully-integrated model. 

A fully-integrated model really is behavioral health people and medical people working in the same space on the same patients at the same time with fully-shared resources. The behavioral health provider should have access to all patients. A fully-integrated model doesn’t depend on the behavioral health provider being invited into the room. The care plan for every patient involves assessment by the behavioralist, and there’s constant then ongoing face-to-face communication about all patients. [40:00] In other words, every patient in the center is shared by the behavioralist and the medical provider and they’re working together constantly on all patients.
So requirements for full integration. You absolutely have to be collocated to be fully integrated. You can be collocated and not be integrated at all; you could be collocated and still have a referral model working. But you cannot be fully integrated without being collocated. I really believe you need universal screening, you need some way of identifying patients without depending on the medical provider in his or her very limited amount of time in the exam room uncovering the problem. You need to have shared records, you need to have real-time access, that is really critical. It’s not adequate to say, “I see you have a behavioral, mental health or psychosocial concern. We can see you a week from next Tuesday.” You know, that just doesn’t meet full muster in my opinion as a fully-integrated model. [41:00] 

If you’re going to reach all patients you really have to have brief interventions. You can’t spend an hour with every patient, and you can’t have sort of unlimited therapy sessions for every patient out indefinitely. I believe in order to do that you need to use a solution-focused therapy model, or at least have that as a major part of your toolkit. And for those of you that may be administrators out there, a solution-focused therapy is a resource activation model instead of a problem activation model. Instead of figuring out what bad things happened in your life that got you to this place, instead you spend time figuring out when in your life things were better and how can we bring those resources to bear on now to make things work better. It’s a strength-focused therapy not a problem-focused therapy. [42:00] 

There needs to be cross-training so that the mental health people are comfortable talking about medical issues and the medical providers are comfortable talking about behavioral health issues. And then really in this model the behavioral health provider is a primary care provider, not ancillary staff. Sometimes I joke with the therapist that works in my clinic that, you know, “If you ever find somebody that happens to have a strictly bio-medical problem you should invite me into the room for that.” Because really the behavioral issues and the mental health issues are so prevalent, particularly in clinics that work with a large mobile population.
So this is my first poll question. I’m just curious what kind of model you all feel you’re using at your health center, based on this continuum would you say, how would you rate your health center? Laura, are you there?
LAURA GALBREATH: So our poll is open. [43:00] Yes, our poll is open, folks are voting now. And while we’re giving folks a few more seconds to vote, I just want to let you know that PowerPoint slides, a recording of the webinar and transcripts will all be posted on the CIHS website as well as shared through MAC. All right, we’ll go ahead and close the poll and share those results. What we see is the majority at 38 percent said that they use a referral model. Next at 23 percent we have a consultive model. Then at 17 percent a parallel play, 15 percent are fully integrated, and 7 percent identified as other.
DR. FARLEY: Great, thank you very much. No that’s—yeah, that’s good to hear. [44:00] So I’m going to talk a little bit about our system, how it’s put together, and then some of the obstacles and pitfalls we’ve encountered, and then talk about funding, because that’s always the question, is how do you fund these things. So Salud Family Health Centers is a migrant community health center with nine full-service sites plus a mobile unit across north and northeastern Colorado. We offer an expanded range of primary care services including such things as onsite colonoscopy and stress testing and that sort of thing. We also have a very large dental program. We take care of about 80,000 unduplicated people a year making about 300,000 visits, and we’ve had integrated behavioral health since 1997. This is our integrated mission statement: “To deliver stratified integrated patient-centered population-based services utilizing a diversified team of behavioral health professionals who function as PCPs not ancillary staff and who work shoulder-to-shoulder with the rest of the medical team in the same place at the same time with the same patients.” [45:00] So I have a video here of one of our behavioralists actually doing a walkthrough of our clinic and describing what she does, but that doesn’t come over well on these webinars. So if anybody’s interested in seeing that contact me separately.
Our integrated behavioral health department, we have 32 behavioral health providers across a variety of stripes: psychologists, Licensed Professional Counselors, LCSWs, marriage and family therapists, case managers and psychiatrists. Included in that are the trainees that we use. We have seven post-doctoral Ph.D.s that are doing an extra year in integrated care, we have one intern and we have four [graduate? 45:44] students. And then we also have three part-time psychiatrists. And we use psychiatrists a little bit differently I think, we don’t use them as much for direct patient care as we do as consultants to the PCPs. [46:00] Our feeling is that we could very quickly overwhelm our psychiatry capacity if we had them seeing patients, but a lot of the times really what we need is some education to our medical providers to understand better how to deal with medication adjustments and that sort of thing in some of the more severely mentally ill patients. 

Our model is population-based. We really want every patient to have access to mental health services. We have real-time intervention, so almost always a patient that needs to can see the therapist today. Our therapists are used to getting interrupted even if they’re in a 50-minute hour, but they don’t spend most of their time in that environment. We cast a wide net in determining need for psychosocial intervention. It doesn’t have to be necessarily, you know, a high score on the depression scale, it can be a high average blood glucose. [47:00] The interventions we supply are determined by patient need. We try not to let the particular payer determine what we can do, or whatever paperwork might be involved. We don’t want that to determine what we do, we really try to supply what the patient needs. And then we use broad evaluative measures. So I believe improved diabetes control, or improved blood pressure control, or fewer missed days at work are a really great outcome measure to show that behavioral health services are working for any particular patient.
So our behavioral health providers work and live in the exam room space. All of them have offices right in among the exam rooms and they spend most of their time at the nurses’ station or going room to room to room doing screening and brief interventions and case management and that sort of thing. [48:00] They spend only 30 percent of their time in the more traditional therapy, and even then we emphasize the solution-focused model, so that it tends to be a relatively brief number of sessions, maybe five sessions at a time. And that allows people in and out of the system. Folks that need more intensive therapy, or therapy for some of the more severe and persistent problems, we are happy to refer those to the mental health center specialist. And then there is just ongoing and constant consultations among the docs and the BHPs. I find a lot of times I don’t even read the behavioral health note, because she’s talked to me before I go in to see the patient so I know what’s going on just on a verbal communication basis.
This is our screen. I’m going to zip past this. But basically we screen for depression, anxiety, alcohol, drugs, tobacco, trauma disorder and safety. If any of these come up positive then we drill down with other tools. But you can look at that at your convenience and get back to me if you have questions. [49:00] 

How do patients gain access to the behavioral health provider? Primarily via screening. So nobody has to ask the behavioral health provider to go in, the BHP will just go into the room and say, you know, “I’m here to ask you some questions.” The patients can also make direct appointments. If a provider picks up something, they can make a referral to the behavioral health provider. And that is generally done by warm handoff, so they go get the behavioral health provider right now and bring him into the room to meet the patient. And then oftentimes patients request it at a medical visit, which I think is great because the patients see this as an integrated service as well. Our behavioralists also have other functions: they are co-leaders of our shared medical appointments, they mentor our transitions of care hospital team through some of those difficult issues, and then they help educate the staff for things like motivational interviewing. And then they also serve as liaisons to the mental health centers, which is really a great function. [50:00] 

I think what makes our program different is that we are not primarily consultative, although we do have a consultative aspect. We don’t focus on specialty-level services, we really see this as a primary care mental health level in which we can incorporate preventive mental services. We want every patient at Salud to gain access to this. We want a Salud patient in describing his or her experience to say, “Yeah, when you go there a medical assistant takes your blood pressure, a therapist comes in and asks you how you’re doing emotionally, and then a medical provider comes in and takes care of your medical problem.” We don’t limit it to depression; as you can see from that screen there we looked at a variety of other issues. We don’t depend on the warm handoff, we don’t have—I think that creates a hierarchy that can be problematic, and we really treat our behavioralists as primary care providers.
There is resistance in this model from the behavioral health providers, a lot of times they feel like they can’t just walk in on a patient. [51:00] “I like to spend more time with my patients, I like to get deep into my patients’ psyche. I don’t like all the interruptions and this isn’t the way I was trained.” So there is an adjustment period and a retraining period to get someone into this model. For the medical providers, a lot of them like the captain of the ship model. They don’t want other people seeing their patients, they feel like the behavioral health provider slows them down. I always tell them, “Look, the longer that behavioralist is in the room the easier your job’s going to be, so you want to support them in that. You can go figure out something else you can do right now.” A lot of them feel like they’re really good at the psyche stuff and they don’t need help. And we know that just generally is not true, everybody needs help with these things. And again, this isn’t the way I was trained. There aren’t very many models that train people to work in this model.
How do patients think about it? There’s no resistance at all. It is an accepted part of the total care package and it’s seen as a value-added service. I can count on one hand the number of complaints I’ve gotten across the many years we’ve doing this. [52:00] I can think of fewer than five complaints we received from people who didn’t feel like they needed to see a mental health person over many, many tens of thousands of visits.

Why do we need to integrate behavioral health in the healthcare home? This is the definition of primary care: “The provision of integrative accessible healthcare services by clinicians who are accountable for addressing a large majority of personal healthcare needs, developing a sustained partnership with patients, and practicing in the context of family and community.” So if you look at what is included in a patient’s healthcare needs, this is the results of our screening. Thirty-one percent screened positive for depression, 25 percent for anxiety. You can see the others, but 47 percent screened positive for any condition. So my argument: If we’re supposed to take care of a large majority of personal healthcare needs of our patients we shouldn’t be considered primary healthcare [homes?] if we don’t take care of behavioral health issues. [53:00] 
Okay, so how does this get funded? There’s a lot of funding models, right. We work on a—you know, medical care is right now primarily fee for service. We do something, we produce a widget and we get paid for it. So you could conceivably construct a widget-based model for mental healthcare. The problem is that in a lot of states the primary care providers can’t bill for mental health diagnoses. In many states mental health services and medical services can’t be billed on the same day, at least in Medicaid. Not all states have activated the health behavior codes, and those are potentially billable codes. They only allow certain licenses to bill for those, so that creates another problem. It’s hard to bill for services that the patient didn’t request. You know, we don’t want to spring an additional fee on patients without them knowing about it. And people aren’t widgets, and hopefully our medical care system is moving away from widget-based billing. [54:00] There’s a great discussion though for folks that are interested in this approach on the SAMSA website, which you can get here. It’s a really good discussion on how you can bill for integrated health services, so I encourage you all to look at that.
You can also fund this by just absorbing it as a cost center into your budget. You know, you build mental health services into your budget. If you do that then the mental health services aren’t tied to widgets. And hopefully mental health services allow the medical providers to be more productive, so the medical providers can make more widgets to pay for that. So then the question is, well, how many more patients do I need to see to pay for a mental health provider? You know, if you are—you know, who knows what the correct ratio is, but let’s say you want to a behavioralist-to-medical-provider ratio of one-to-four. [55:00] So you have four providers working 200 days a year. Let’s say your average patient revenue is $80 per visit. At an extra one patient per day per provider you’re going to make $64,000, which could pay for a behavioralist. So this is a little bit of an oversimplification, but the point is that there are ways to build this into your budget so the widgets produced by the medical providers can pay for the behavioralists.
Other funding models. The managed care model. You know, Colorado is I think ahead of the game on the accountable care organization work, and so we use some of our per-member per-month dollars to go to mental health services. If you’re in pay-for-performance models you should be able to get better outcomes with integrated care. I also encourage you to look into internship programs. You can get Ph.D.-level folks at relatively low cost. [56:00] You’d need to pay for supervision of them and the personnel changes every year, so those are the downsides, but I have worked with these folks and they really do a great job and it’s a cost-effective way to go.
Another really important way to make this happen is to collaborate, and particularly with the local mental health centers. Because they are really, at least in Colorado, they have just been great partners in getting folks into the health centers. It’s important to develop a shared plan, because mental health centers have a slightly different approach than community health centers, and you need to set all the ground rules up from the beginning or what the health center thinks is a success the mental health center may think is a failure. So just a quick question about how many of you collaborate with your local mental health centers to get staff onsite in your health center.
LAURA GALBREATH: Great, we’re locked in the question now. It’s a yes/no so it should be a quick vote from everybody. [57:00] About 40 percent of you have voted. Great, we’ll go ahead and close the poll. And I think what we see is that it’s pretty split: 52 percent say yes and 48 percent say no. The 52 percent have staff.
DR. FARLEY: Great, thanks Laura. So that’s fantastic. I think that’s—you know, for the 48 percent that say no, I think that if you have mental health centers in your area that could be your first pretty quick step maybe to start to address this. But again, make sure you get the ground rules set up from the beginning. So how do we fund ours? We have a mental health expansion grant from HRSA. [58:00] In one of our sites we partner with the local health district and they put people onsite in our facility. We partner with four local mental health centers around our area to put staff onsite. We commit some of our general operating funds. We have grants from private foundations. We allocate per-member per-month revenue. And we have a pretty robust training program. So it’s by using all of these mechanisms that we’ve been able to develop a fairly large program. The key of all this though is that we have what we call the rules of engagement that we talk about with folks that want to put people in our clinics. And that is that they have to follow our model, they have to provide services to everybody regardless of ability to pay. We don’t have people coming into our sites that will only see Medicaid, for example, they have to see everybody. [59:00] And they have to work in our model so that the paperwork—the onerous paperwork requirements that a lot of states can’t get in the way of providing the necessary integrated healthcare.
So some caveats to all this. It really does require training. It’s hard to take almost any behavioralist or mental health person and drop them into this system or this model and expect it to work correctly, because I think very, very few people are trained in a model anything like this. And that’s also true for the medical providers. You know, medical providers aren’t used to seeing someone else in their room without having asked them to go in there. Behavioralists are not used to going in to see a patient without being asked. Behavioralists are not really used to the interruptions, they’re not used to seeing people in brief visits. So there’s all sorts of training that needs to be done. [60:00] 

This is a really important point: Costs are incurred and savings are accrued in different places. So as you try to figure out how to fund this, it really helps to get a handle on where the savings are accrued, and then maybe try to approach those folks to try to share in some of those savings. A great example is the pay-for-performance programs or the accountable care programs, where you have a state or a hospital maybe saving significant amounts of money if we do our job. And more and more they are becoming willing to share in those savings. 

This is really a primary care model. We’re not really looking at treating the severely and persistently mentally ill, anymore than I’m interested in doing hip replacements or taking care of people with compound fractures of their leg. We’re a primary clinic and we offer primary care mental health services. [1:01:00] Just like with other parts of the body, with other specialties, it turns out we can take care of probably 90 percent of issues that present to us. But sometimes we need to refer, and we still need those very highly qualified specialty mental health providers that work in mental health service.
Evaluation is really important. You want to evaluate what you do, but you don’t want to make that evaluation so onerous that it interferes with your program. And you also have to be a little bit careful of what you evaluate. Because if you have a lot of hidden mental health need in your population, when you start to provide services for that, all of a sudden your mental health need is going to go way up and your cost could go way up around that, and it can look like a failed program when really it’s because either you were not measuring widely enough for benefit or not carrying it out far enough over time. [1:03:00] 

And then just to conclude, I just want to say go back and look at all Jenny’s slides again, because how we provide care to vulnerable migratory, and specifically to Mexican populations, how well we’re able to provide integrated mental health services to them really depends on a good understanding of the culture-bound syndromes and the cultural differences and all the things that Jenny talked about. So that’s my presentation, I’ll turn it back over to Jenny.
DR. MCCORIN: Thanks Tilman. I really have learned a lot listening to you, and every time I hear you discuss this topic I learn some more. So thanks. [1:03:00] I am going to conclude with just a few practice models that have been culled from various migrant health centers apart from Salud so you can see a couple different ones, and then we’ll have Q&A. 

So I’ve known the CEO at Green County Community Health Services in rural eastern North Carolina for many years, and I had a really wonderful opportunity to go and work there as a primary care practitioner this summer and get to know their integrated behavioral health program from the provider level, and also had a nice hour-long conversation with the two women who run the program. And it’s an example of a wonderfully integrated behavioral health model. They are very rural, and the vast majority of their patients are uninsured and are recently settled or migrant Hispanic population. [1:04:00] They have partnered with East Carolina University, which is about an hour away, with the doctoral program run by two women with Ph.D.s in Marriage and Family Therapy, and they have started a doctoral program specifically in medical behavioral therapy as medical behavioral clinicians. And they set about doing that because they recognized as Dr. Farley said that there are very few training models out there that prepare people to move directly into integrated behavioral care in a primary care setting. So there’s a lot of unlearning that needs to happen, and a lot of unhappiness sometimes. [1:05:00] 

So instead of that they have a small number of doctoral students who are placed for all of their onsite experience into Green County systems, and they do both the separate appointments, but also quick screenings and consults. And so I was at every site. Green County has several sites. So I was able to observe them at multiple sites, and they would—just like Dr. Farley said, there’d be either MA, you know, blood pressure and all that, “Why are you here?” And then the doctoral student would interview the patient and do a quick screening test and have a verbal consult as well as an integrated medical record. And this is important. The EHR is integrated as well, which I think is really rare, and would both verbally and electronically record their screening results and any concerns that they have. [1:06:00] And then the medical practitioner would see the person for whatever reason they were there. I observed that a few times and it was interesting and went well. 

It also works in the other direction, that perhaps the person doesn’t come in with any particular complaint that warrants screening and they’ve been screened in some previous visit and it’s not time for their rescreening, but the practitioner observes that it would be useful to do either a quick intervention appointment or visit or get a consultation. I took care of a little boy with strep throat, and while I was taking care of him his mom said, “Oh, I came down from the other side because all their appointments were full, but I have to say despite having to drive here—” and this was an Anglo local woman. She said, “Despite having to drive here, I can’t say enough about the quality of care here. [1:07:00] Its’ unlike any other place I’ve ever been. I’ve never seen medical practice like this. They are so caring.” I said, “Well, that’s great. I’m a visitor practitioner, so tell me more about what you mean, because it’s good for me to understand it as an outsider.” And so, you know, there was no reason for her to say anything good if she didn’t want to knowing that I was an outsider. And she said, “Well, they just care.” She said, “The other day when I was in, the doctor found out I was upset about something, and I went and talked to another staff member who talked to me for 45 minutes about everything that was going on, and helped me with some stress relievers, and really paid attention, and I’ve never had care like that before.” Well, she wasn’t able to say they have the integrated behavioral healthcare, but that’s exactly what she was describing. And it was really well done and unsolicited. [1:08:00] 
In addition to the doctoral students they do have staff members who are permanent staff members and [two word audio distortion] and I think they have pretty much all the funding models that Dr. Farley just described that Salud had, so very well integrated. They also do trainings for the staff on recognition and treatment of common behavioral medical concerns and really have done a nice job of making it just a part of the way primary care operates. They do the longer appointments as well, although those might be 10 percent of the appointments that they do and 90 percent might be the quicker appointments.
Hombres Unidos is another example of a program, and this is something that MCN, my organization, has got funding for from the CDC. [1:09:00] And we’re actually looking to expand this nationally into at least three other sites, but those would need to have some funding associated with them. And this is a violence prevention, intimate partner and family violence prevention program that is facilitated with men and from a resiliency strength perspective. So that the men involved aren’t necessarily perpetrators, but they learn to reframe the whole cultural understanding of strength in the family and strength as a man and as perhaps a leader of the family or the community. And rather than try to put it into my culture’s understanding, to reframe it within their culture’s understanding of power. And it’s self-reflection, but not self-condemnation, so there’s not a lot of judgment involved, personal judgment, but it’s more of a community-based program to change behavior in the community through leadership through men. [1:10:00] They have five weekly two-hour sessions, they’re run by male promotores, so men from the community that get a certificate when they’re finished. There’s also Train The Trainer programs, and there’s pre- and post- evaluation that’s done and has been shown to be effective in changing behavior as well as knowledge and attitudes. So if you’re interested in learning more about that, my website MCN, my clinicians’ network has more information on that.
And then another program that was wonderful unfortunately didn’t have the robust funding from many different places that Salud has, though it’s not running right now but it certainly could be duplicated somewhere. This was at a migrant health center in eastern Washington, and it was [Maestros de Notivas Salud?] program, and it was run—I would say it was not really parallel play, but not really integrated either. [1:11:00] And the medical care providers at this health center were wanting to do something with patients who were having depression, anger and anxiety. And they talked to the outreach people, the promotores, as well as a fellow who had a Master’s in—I’m not sure whether it was clinical social work or whether it was in family therapy, but it was anyway a Master’s on delivering behavioral healthcare provision. A wonderful guy and from the Hispanic community. And he designed a group process, and he let the people referred for a group therapy to come up with their own name for what they were going to do. [1:12:00] 

So the men and women in this program came up with a name [Maestros de Notivas Salud?], and it was about not calling something mental illness, not calling something behavioral health. They didn’t like those terms, they didn’t like the terms depression, anxiety or anger. They did like the name being masters of emotional health. And so they got a certificate program through joining this eight-session program, and it was free of charge, delivered to patients in the program. It was separated by gender. They found that that worked better. Childcare was very much needed because the people brought their kids whether or not, particularly the women. At first only women came, and then the men would hang out like in the cars and in the parking lot. So then they developed sort of easy access [privilege?] for the men to join, they thought that they joined better that way. 

The men—over time as it had a few iterations—the men were happy to have their own group as well. [1:13:00] But it started out with the women being more receptive. And men needed to know that the women weren’t just saying that they were the cause of their problems and stuff. So there were some times where the men were allowed to listen in and interact as well. At the end of the session each person got her certificate, they got a special name badge they could wear at the clinic which showed that they had successfully completed this course and had the certificate. What that name badge meant is that they could come to future groups and be sort of a special dignitary and could also be asked if they were willing to do some presentations, and so there was a lot of status associated with it rather than stigma. 

The CEO of the—I was there when the CEO came to the graduation ceremony and presented the certificate. Each person got a rose as well and their picture taken, and there was food and festivities. [1:14:00] So very honoring sort of process. And I had a chance to look through their curriculum which went through ways to master stress, anger, sadness, that sort of thing. When to ask for help, how to ask for help, what your primary care provider can do for you, what the behaviorist can do for you, and how to get help in the future. So really wonderful.
So we’re at a poll question, and this is because I have some experience with using alternative therapies in an integrated primary care. And so I’d like to know, in your behavioral health integration, how many of you use either massage, acupuncture, or some other combination of alternative therapies, or no alternative therapies? So Laura will let us know when that poll is completed.
LAURA GALBREATH: Thank you. Yes, the poll is open. [1:15:00] We have about 30 percent of you who have voted. We’ll leave this open and see how the rest of you respond to this question. And I know a lot of questions that we’re getting that people are typing in is, either it’s on financing when it comes to some of the migrant population and undocumented. I’m sure some of these other therapies it’d be great to hear how you’re also funding some of those.
DR. MCCORIN: Yeah, as I said, Green County—
LAURA GALBREATH: Okay, we’ll go ahead and close this and share the results.
DR. MCCORIN: Okay, go for it.
LAURA GALBREATH: So sorry, I know there’s probably a delay there. Eighty-one percent said that they are not using any alternative therapies, 15 percent are using a combination of alternative therapies, just 3 percent acupuncture and 2 percent massage.
DR. MCCORIN: All right, thank you Laura. I ask this question because when I was working in eastern North Carolina—not at Green County but at my former migrant health site—we had a family nurse practitioner who wanted to get a massage degree and so we let her take a sabbatical and get that and come back. [1:16:00] And we had a high number of chronic pain patients among our migrant population, chronic pain from stoop labor and chronic pain from stress and mental health issues. And we decided to allow her to use massage as an option on one afternoon a week. And we couldn’t charge for it at that time. Now I live in Washington state and we could have, but in North Carolina we couldn’t. And we couldn’t charge for it, and all of these people were uninsured and were self-pay, and most of them were not documented. 

But what we found is what Dr. Farley mentioned, is by off-putting some of the chronic pain patients who took a lot of our time, our primary care practice time, and used up a lot of our in-house pharmaceuticals, even if it was Ibuprofen, [1:17:00] that we could schedule massage, a localized therapeutic massage, and had tremendous patient satisfaction, tremendous decrease in missed appointments for their other appointments, shorter appointments for their other appointments, and we got our savings that way. And we all felt that we were doing a better job if we were giving somebody therapeutic massage than if we were giving them pharmaceuticals. 

So that’s how we did that, and I know that there’s other folks who use acupuncture as well, so that’s something that you might just want to investigate. And knowing that you deliver care across cultures, people will use alternative therapies that you’re not aware of and you need to be able to ask in a non-judgmental way, “What other sorts of ways do you try to make yourself better? [1:18:00] Many people use things better, whether it’s medicines they take, or teas that they drink, or therapies that they’ve learned from their home country or their family or community. What sort of things do you use?” That’s an easy to question to ask, you might be surprised.
Also in our population, we found 20 percent of our population used lay injectors, which is somebody from their community who knew how to do a needle injection of something, typically their antibiotics that they would get from Mexico, and they would use those for all sorts of things. Sometimes it was vitamins for stress and anxiety. So ask the question, “Are you getting injections from anybody else outside the clinic? We know that sometimes people use injectors from their home communities.” You might be surprised at what you find out.
One other thing that would be particular to the migrant community, particularly the families who have a combination of undocumented and legal residence in their families, is making plans, [1:19:00] making sure that everybody understands how to make a plan, not just for an emergency like a hurricane but for a plan like an emergency of an immigration emergency where somebody’s going to get deported. And Farm Worker Justice on their website has really nice packets that primary care and behavioral care providers can go over with their patients on naming a guardian for children, having phone numbers in case of an emergency, having packets prepared for overnight shelter, that sort of thing. So you can go to that and really assist with family cohesiveness. I have my [resource of course but?] we need to have time for questions, so I’m going to stop so that we can go ahead and use our questions.
LAURA GALBREATH: Great. Thank you both. A lot of wonderful information and resources. We do have a number of questions, so I’ll jump right in. [1:20:00] “When working with migrant and immigrant individuals how can the move to the professional as a partner in behavior health be used or formed?” To the role of professional—
DR. FARLEY: Say that again?
LAURA GALBREATH: —and kind of a partner and behavior change?
DR. MCCORIN: I’m not sure I understand the question. Dr. Farley, you want to take a stab at it?
DR. FARLEY: I didn’t understand either, so can you read it again?
LAURA GALBREATH: Sure. I think it’s really just talking about the role of professionals in being a partner in behavior change when working with migrant and immigrant populations.
DR. FARLEY: You mean like the whole variety of professionals? I’m not seeing I guess—
DR. MCCORIN: I think it may be referring to the slide where I said that folks are used to an expert, the clinician as expert, and not as talk partner. [1:21:00] And one of the things with the explanatory model is that it is that you say, you know, people have all sorts of health experiences in their own countries and in other places where they’ve gone for care, this is how we do it here. And I know the Othello Clinic in eastern Washington found that when their practice manager was introduced to each new patient the first time they came and explained what it meant to be a patient here, how it was a partnership, it was collaborative, you get this, this and this, and how that’s why they needed people to keep their appointments, because they were in it together, that their missed appointment rate went way down. And he basically helped them understand, this isn’t a hospital, this isn’t the place you go when there’s no other choice, this is a place that you choose to come to. And we work on some things that take time to work on and some things that are quick to work on, and we want to do it with your family and with everybody here at our staff. [1:22:00]
So a quick orientation to your medical system is gold, and lot of us don’t do that and we don’t understand that people aren’t oriented to how we do our business. And I think another thing is saying, you know, “Here’s what I can do with you, and then you can always ask me about things you’re wondering about and I’ll let you know whether I can do those things or whether we need to use somebody else to do those things.” Because there is a great unfamiliarity with what the limitations of primary care are, not just among our immigrants but really among anybody. But I think having more questions and open answers rather than checklists is helpful.
LAURA GALBREATH: Great. Thank you. The next question is for Dr. Farley. “I have one clinic that is in a referral model of doing business and has gotten very accustomed to this model. Are there any suggestions you have for selling the fully-integrated to PCPs who may be resistant at first? [1:23:00] How did you organization accomplish the transformation?”

DR. FARLEY: Yeah, that’s a good question, because docs also have trouble with it. What we found was that once docs work in this system for, you know, really a week or two weeks, once they get some exposure to it and they see how incredibly helpful it is and how it makes their life so much better, that they won’t go back. In fact, we had a budget crisis a few years ago and I must have had half of my docs came to me and said, “Look, take away my productivity incentive, but do not take away our mental health providers.” So I think it’s just a matter of showing them that if they leave that mental health person alone, let them be in the room and talk to the patient, and then talk to the mental health provider before they go in to see the patient, that their job is going to be a lot easier. I think it really is just be a demonstration. [1:24:00] 

LAURA GALBREATH: Great, thank you. I know there were a couple questions about the screening tool that you used. And we do have screening tools like the PHQ-9 on the CIHS website. That was one that you developed as kind of your own, and then if you need to you use the other screening tools, is that correct?
DR. FARLEY: Well, sort of. I mean, we use the PHQ-2 essentially as the screener. You know, “Over the last month have you felt sad more than half the days or have you lost interest in doing things you like to do?” If they answer yes to either of those then we go to the PHQ-9. We ask one anxiety question, if they screen yes to that then we go to the General Anxiety Disorder 7. If they screen at a positive on the PPSD questions we go to a PPSD screener. [1:25:00] So we ask—because we want to get more than one disease, more than just depression, in a pretty quick time, we go to the PHQ-9 only if they score positive on the PHQ-2, and that allows us to put more questions in there. So we put this questionnaire together, but they’re not questions that we invented.
LAURA GALBREATH: Great, thank you. What training or—
DR. MCCORIN: And I’m going to ask Dr. Farley— Sorry.
DR. FARLEY: Go ahead, Jenny.
LAURA GALBREATH: No, please go ahead.
DR. MCCORIN: I was just going to say, I’m going to ask Dr. Farley to send that Salud sample to MCN so we can post it on our website as well under our resources.
DR. FARLEY: Okay. And I did—it’s part of my slide set too, so whoever wants it can access it. But I’ll send it to MCN. And Laura, I can send it to you and you can post it also.
LAURA GALBREATH: Thank you. We do have some questions about training and education for staff, either around surveying this population, a migrant population, or specifically around behavioral health intervention. [1:26:00] “What type of training do you do for your staff?”

DR. FARLEY: Well, at Salud we train all our own staff, and we hire people and train them to be MAs and train them to be PSRs. So we train them in our system and they see from the ground up how it works. We also have integrated care not just in behavioral health, but we have integrated dental care, so that when a patient comes in for whatever reason—any kid that comes in for any reason for medical will be seen by a dentist also without moving, they stay in the exam room. So our sites, our staff are very used to this integrated thing. We also have integrated patient health education where a patient health educator will come into the medical room. So there’s sort of a lot going on. [1:27:00] 

But I think it is really critical as you educate folks to not say, “We provide medical care and our medical providers are the most important people. But kind of hang around here, on the sides we have these other people.” You know, you really don’t want to say anything that conveys that kind of attitude. It really has to be, this is a team and everybody on the team is equally important, and you need to involve people as you think it’s necessary. One quick caveat is that if you have an integrated behavioral health, one thing we found is sometimes the medical providers get too dependent. You know, anybody that shows the slightest bit of emotion they run out and get the mental health person, and that should not be the case. I mean, we still have to take care of people across the full breadth of our training. Anyway, I hope that answered the question.
LAURA GALBREATH: Yeah, thank you very much.
DR. MCCORIN: And then I’ll say that MCN is happy to do any training. That’s what we’re meant to do with our HRSA grant. [1:28:00] So if you’re a HRSA-funded center you can contact MCN and we will try to work with you on training, either virtual or on location.
LAURA GALBREATH: Well, thank you very much to both our presenters for their time today, and to Bill Reedy and the team from the National Association of Community Health Centers on partnering on today’s webinar. It’s been very informative. I just want to remind everyone to please complete the questionnaire that will that will appear on the screen as we conclude this webinar. Your input is important to us and informs the development of future webinars. And that is all the time we have again for today, and just one last reminder that the slides will be posted on the website, the integration.samsa.gov, here shortly by the end of the day, as well as a recording so that you can access that for yourself and your colleagues. And I just want to quickly remind you lastly that we do have some upcoming webinars focus for health centers, one on understanding the disease of addiction, and we also have another series on motivational interviewing that you may have seen in your e-mail box. Again thank you to our presenters and everyone have a wonderful day.
DR. MCCORIN: Thank you.
END OF AUDIO
END TRANSCRIPT
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