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BEGIN TRANSCRIPT:
JENNY CRAWFORD: Good afternoon everyone and welcome to the SAMHSA-HRSA Center for Integrated Health Solutions webinar on improving quality and access to integrated care for racially diverse and limited English proficiency communities. My name is Jenny Crawford; I’m the deputy director of the SAMHSA-HRSA Center for Integrated Health Solutions at the National Council for Behavioral Health and your moderator for today’s webinar. As you may know the SAMHSA-HRSA Center for Integrated Health Solutions or CIHS promotes the development of integrated (inaudible), they hit the health services to better address the needs of individuals with mental health and substance use conditions, what they see in specialty behavioral health or primary care settings. Today’s webinar is sponsored by Health and Human Services Office of Minority Health. Your presenters are Katherine Sanchez, Assistant Professor, school of Social Work at the University of Texas and Teresa Chavez, Senior Policy Advisor of Mental Health at the United States Health and Human Services Office of Minority Health and Dr. Henry Chung, Vice President and Chief Medical Officer of Care Management’s company, CMO, of Montefiore Medical Center. 

In terms of housekeeping today’s webinar is being recorded and all participants will be kept in listen only mode. You can find the call in number for the webinar on the right hand side of your screen. Questions may be submitted throughout the webinar by typing your question in the dialogue box to the right of your screen and sending it to the organizer. [00:01:33] We’ll answer as many of your questions as time allows. If at any point during the webinar you experience technical difficulties please call Citrix tech support at 888-259-8414. The webinar slides will be posted online at www.integration.samhsa.gov under the webinar section. Lastly please take a moment to provide your feedback by completing a short survey at the end of the webinar. 

So if I could have the next slide please? Again this is the location of where you’ll be able to find the slides at the end of the webinar. Next please. These are your presenters today and the next slide? These are our learning objectives and because we have so much information we’re not going to read these but you can certainly go through them so that you’ll understand the focus of our webinar today. Our next slide? These are further directions about how to type in your question in the chat box if you have a question today. [00:02:51] Next slide? Okay so now we’re going to turn you over to Katherine Sanchez who is going to talk to us about the health challenge of health disparities and health equity. Katherine?

KATHERINE SANCHEZ: Thank you Jenny. It’s a pleasure to be with you folks this afternoon. I am so delighted to be here and I appreciate the opportunity to share this important work that we’ve been doing for the last couple of years. I’ve been working with the HOGG foundation for mental health and with the Health and Human Services Office of Minority Health to really begin to flesh out some of the disparities and using integrated care as an opportunity to advance and hopefully close the window on some of those disparities. I have worked as a science for the project for the last two years and this one of a number of activities that we’ve been doing. We’re going to provide you some information at the end of the talk for resources and where you can access some of those reports, in fact one of the learning objectives talks about the recommendations that came out of the consensus meeting and the consensus meeting was held last fall but because again we have such tight time and lots of information to share, rather than discussing the recommendations directly, we’re going to make those available to you. [00:04:17] 

I’m going to start by giving a little bit of a backdrop for the work and really some of the literature and research that has gone on in this area. I had to do as science writer; kind of extensive what we call “combing of the gray literature” and really looking for what we know and what we don’t know about disparities, particular behavioral health disparities for racial and ethnic minority populations. So let’s advance the slide. We’ll start with health disparities and health equities and we know, we all probably know that our current health and behavioral health care system is fraught with barriers. Behavioral health conditions usually occur with other chronic health conditions and conversely people with severe and persistent mental illness often die prematurely, we say as much as 25 years prematurely due to preventable physical conditions. What this really means is that it’s becoming more and more certain that behavioral health conditions and physical health conditions live side by side and dividing them up and treating them separately just no longer makes sense. [00:05:33] Behavioral health issues are among the most expensive to treat. Next slide. When we talk about health disparities we’re really talking about differences in the incidence and prevalence of disease and conditions between groups and what we really hope to attain when we talk about health equity is that people can attain their full health potential such that no one is disadvantaged from good health because of their social position or other kind of socially determined circumstance. You’re going to hear some about cultural and linguistic competence today, generally when we speak about that we’re talking about service delivery and the fact that in services, in health care services and in health care organizations people are respectful and responsive to individual cultural health beliefs and practices, the need for speaking to people in their preferred language at their appropriate literacy level is communicated throughout the entire organization, throughout the entire health care organization if possible but really in order to fully translate culturally competent services everybody’s got to be speaking the same language. [00:06:51] Next slide. 

In 1985 the US department of Health and Human Services described persistent, significant health inequities among racial and ethnic minorities in the United States. These racial and ethnic minority populations are far less likely to receive a variety of medical services from routine procedures, from first line medications and drugs, first line interventions for cardiac disorders such as bypass surgery however on the other hand racial and ethnic minority populations are far more likely to have limb amputations as a result of diabetes and experience a lower quality of health services overall so the poor quality of health care services basically leads to worsening of disease in spite of the fact that it could’ve prevented poor outcomes and all of these findings have held across studies even when we control for insurance status, income, age and education level. So what we’re saying is that race and ethnicity alone predicts lower use and poorer quality of health care in the United States. [00:08:04] Next slide. Delving a little bit deeper and talking about behavioral health disparities what we know for certain is that a lack of access to in-language and culturally appropriate services and disparities from racial and ethnic minority populations. These populations often have little or no knowledge about mental health services that are available in their communities, there is a persistent stigma among racial and ethnic minority populations around issues of mental illness and that lack of access to in language and culturally appropriate services leads to really poor doctor-patient communication. So the accurate screening, diagnosis and treatment of behavioral health disorders are entirely dependent on the linguistically accurate intervention. If we don’t even begin at a linguistically accurate intervention we set up this poor doctor-patient communication early on and therefore the populations are less likely to receive evidence-based psychiatric interventions and state of the art psychotropic medications. Next slide. [00:09:13] 

For the result racial and ethnic minority populations receive delayed treatments, they receive a low rate of evidence-based interventions and they experience poor treatment engagement. Those of us that work in behavioral health and are behavioral health providers just the idea of treatment engagement can be so challenging with any population and when you add in these factors, these barriers, these disparities racial and ethnic minority populations are less likely to follow through with referral to behavioral health specialists, they have a lower use of anti-depressant medication overall and they are far more likely to discontinue their treatment without consulting their physician, again harping back to that idea of poor doctor-patient communication and really kind of a lack of access to good care. Next slide. Some of the factors that contribute to these disparities have been discussed by Smedley and have come to be known as the Social Determinants of Health. Recent public health efforts, particularly in the last decade have identified kind of an array of conditions in which people live and it’s strictly about where people live that can significantly affect their health. [00:10:30] So these have become to be known as the social determinants of health. This list is some of the factors contribute to that, there are other social determinant factors but socioeconomic status, segregation and environmental living conditions, certainly occupational risks and exposures that people experience every day, risky behavior and health seeking behavior are both considered some of the social determinant of health. There’s difference in access to care, difference in health care quality so it’s really kind of the inequitable impact of the environment and the social conditions in which people live that have a significant effect on the persistence and pervasive health disparities that are plaguing racial and ethnic minority populations. Briefly said “place matters.” Next slide. 

A couple years ago Galaya (sp?) basically took some of the mortality data from 2000 and they went and uncovered a whole bunch of death records and they were able to do this very in-depth investigation in kind of the socio-demographic profile of people that had died and they put them through this lens of the social determinants and really were able to give this fascinating description of how the social determinants effect mortality. The social determinants that are attributable to increase death rates include low education level, racial segregation, social support and poverty and the determinants are thought to impact health indirectly through their influence on health-promoting behaviors. [00:12:14] Racial and ethnic minority populations are particularly likely to live in conditions that put their health care at risk. Next slide. Just going to touch on this really briefly because there’s two or three slides about educational attainment, this is the first one that really kind of gives a breakdown of census data that shows educational attainment by race over age 25 and you can see even once you get beyond sort of a Bachelor’s degree, an advanced degree, interestingly in the Asian population will see this in the high school graduation rates as well, do better in terms of educational attainment. Next slide. For high school graduation rates you can see, again Asian population are doing better than whites actually and this data’s a tiny bit old but the biggest difference is that in the last couple of years blacks and Hispanics have flipped and blacks have a slightly higher graduation rate than Hispanics. The point being Hispanics, blacks and American Indians have a significantly lower high school graduation rate than whites and Asians. [00:13:26] So what does that mean? Next slide. Education has come to be known as the greatest predictor of longevity. People with lower education levels are more likely to engage in unhealthy behaviors. People with lower education have a higher death rate, fascinating number; people with less than 12 years of education, people with less than a high school education have an average of 600 deaths per 100,000 adults. With just one year of college education, with just one year beyond high school that death rate drops significantly to around 200 deaths per 100,000 adults. Next slide. 

Let’s start talking about health literacy, kind of again giving the whole framework for all the things that factor into health equity and factor into good health. Health literacy is the degree to which individuals have the capacity to obtain, process and understand basic health information. Basically how we know people can…the skills that people need in order to make informed health choices. Next slide. Again another very interesting study where the authors correlated, they went back and looked at Medicare data from 2007 and were able to define this literacy level, adequate, marginal or inadequate of people and then they were basically able to determine their mortality rate and what they found is that people on the higher end of literacy have the lowest mortality rates and of course conversely people with inadequate or poor literacy had the highest mortality rate. Next slide. So who’s at risk for low health literacy? [00:15:14] Well, the elderly, people over age 65, two-thirds of adults over age 60 have marginal literacy skills, they cannot even understand basic reading materials, even prescription labels and basic health information. Minority populations are certainly at risk for low health literacy. Immigrant and non-English speaking populations, people with low income, approximately half of the Medicare/Medicaid population read below the fifth grade level, people with chronic physical and mental health conditions are at risk for low health literacy although interestingly enough that’s probably one of those chicken and egg things because if you have the low literacy your probably more likely to develop a chronic disorder. We’re back to kind of the educational thing; low educational attainment is the predictor for low health literacy. Next slide. Digging a little bit deeper and talking about English proficiency, lack of English fluency is and independent predictor of a number of things that lead to health disparities. Poor control of chronic disease reduces health care use, poor quality of primary care, people who lack English fluency are not likely to have a regular source of care, they probably don’t get the continuity of care and of course when you factor in the fact that their poor doctor-patient communication this certainly leads to poor quality of health education for the patient, understanding of the disorder and in the end ultimately of course lack of patient satisfaction. [00:16:51] Next slide.

Other factors that affect access and health care access for immigrant and minority populations beyond health literacy there’s geographic inaccessibility, immigrants sometimes don’t live in a place where they can have access to care for them, they also might not have medical insurance and that is often largely effected by citizenship status although sometimes it’s merely effected by the kinds of labor and jobs that people do that they may not have access to medical insurance. Level of acculturation and duration of residence in the US are also factors that affect access to care for minority populations. Next slide please. The relationship between chronic disease and mental health disorders are represented on this slide with depression but certainly holds true for a number of disorders. What happens is people and kind of conversely people with chronic disease are more likely to have increased depression and anxiety which actually leads to or is a set up for poor adherence because of the untreated, underlying mental health disorder. That poor adherence causes their chronic disease to sort of be symptomatic and the perception of the symptoms actually further impairs peoples functioning and their ability to adhere to their medication and take care of themselves which then leads to increased risk of complications and higher medical costs. So we know all of this to be true but some of the more recent information that’s really becoming evident and is really strictly biological in nature is the fact that depression in and of itself can cause early onset of diabetes, heart disease and other physical illness. [00:18:46] These findings are holding even when controlling for smoking, lack of exercise, other poor health behaviors that might be caused by the depression but it’s coming to be understood that depression in and of itself can cause these physical disorders therefore the chronic disease, the worsening of the depression and so on and so forth. So relay in summary there’s a complicated and corresponding relationship between depression and chronic disease. Depression affects the prevalence and severity of chronic medical conditions and vice versa. Next slide. 

Probably quite logically actually primary care has come to be known as the de facto mental health care system. Everything leading up to this slide in terms of disparities and what we know about access and what we know about income and insurance leads us to understand how people certainly end up in primary care for the treatment of their mental health disorders. There’s also persistence stigma surrounding mental illness and there’s a trust of the relationship with the family physician. Conversely people with severe and persistent mental illness often have well established relationships with their behavioral health providers and those behavioral health providers are now beginning to engage into much more of the primary care system or acting as the primary care system for people with severe and persistent mental illness. [00:20:14] Next slide. 

So why integrate? We all have experienced sort of the silos of care. Primary care for the longest time acted in and of itself ordering on all the tests, doing everything, maybe referring out to psychiatry, maybe referring out for counseling, very often with no feedback, no sense of what happened to people when they left. Patients are out in the community engaging, getting social services, getting community based services all these silos are kind of acting independently of themselves and not working together to improve the care of patients. Next slide. Providing health care to the community at the single point of entry is really the key to wellness. In an integrated health care model the patient understands their diagnosis and they choose the treatment and consultation with their provider. Sometimes it’s medications, sometimes and particularly at least initially with racial and ethnic minority populations there’s going to be more of an interest in perhaps counseling or some sort of brief psychotherapy. Really big resistance to sort of the introduction of medication especially first line. The primary care provider is going to initiate that treatment, hopefully be providing that brief counseling or psychotherapy on-site with their care manager or behavioral health person on site, the PCP is also going to prescribe the medication and work collaboratively with this team in order to manage, for everybody to manage together the care of the patient. [00:21:48] Racial and ethnic minority populations and individuals with limited English proficiency are much more likely to seek and receive behavioral health care in primary care settings. A lot of reasons have been cited for this including lack of access and many of the things I have described up to this point but really it’s the trust of the relationship with the family physician, overcoming those language and cultural barriers that can ultimately hinder communication and delivery of services. I’m going to pass it on now to my partner in this, Teresa Chavez, she and I have been working together for the last couple of years, she’s with the Office of Minority Health and she has been a key force behind making much of this happen. 

TERESA CHAVEZ: Hello everybody and welcome, go ahead and give me the next slide please. I just want to thank you everybody for coming and thank you to Dr. Chung and to Dr. Sanchez for working so diligently with our partners here to pull this off. I want to start off first of all to talk a little bit about the Office of Minority Health because I realize that a lot of folks in behavioral health aren’t really aware of our role or what we do to add value to this subject. [00:23:03] If you at our mission here it is to improve the health of racial and ethnic minority populations throughout the development of health policies and programs that will help eliminate disparities and in our language and our lexicon behavioral is a part of overall health so we are not adding it as a different term or word but it is definitely included. If you look at the wheel under all major functions I’d like to say that part of what we do is research, demonstrations and evaluations and this very program or the actual research and the papers and the consensus meetings and meeting with folks throughout the country over the past five years is a part of that particular element. We have the National Partnership for Action that we use to raise awareness but believe you me we’re really in to social marketing these days and you will hear us on events like this but you’ll also see us on our website, Twitter and other mechanisms. [00:24:16] Under data we were in charge of the section 4302 and that under the Affordable Care Act and really adding racial/ethnic minority, gay and lesbian and different categories and sub-categories to data collection which will be a part of a requirement for all federal programs and grantees. Under polices we focus in on...this is just a tiny bit. Minority and underserved workforce development again the Affordable Care Act, we have the secretary’s report on reducing health disparities and we are home to the class standards, hooray. We will talk about briefly a little bit later. Through our partnerships and networks for example we worked very closely with our federal partners but also partners throughout the country that are non-federal both behavioral health partners, integrated care partners and other folks that work in particular health categories other than behavioral health. Next slide please.

So one thing before embarking on any of this was looking at what was the strategy behind eliminating behavioral health disparity and (inaudible) found way back in 2008 and it’s hard to believe that that’s way back but that improvements in meaningful access and quality of behavioral health care alone could potentially eliminate behavioral health disparities. [00:25:55] Well I don’t know if you understand what meaningful access is but meaningful access is part of limited English proficiency and language access and so through promoting best promising and evidence-based practices that are culturally and linguistically appropriate that’s one of our main charges. We encourage the implementation of integrated primary behavioral health care models as you heard from Katherine and we support and build multidisciplinary, diverse, knowledgeable, bilingual and culturally competent workforces. That’s enough but we take that on wholeheartedly. Another thing besides the Affordable Care Act is that we are very much involved in rapid information, improving rapid information and science dissemination strategy. A couple of years ago we sponsored an event that was about building a mental health workforce for Latinos, we worked in integrated care for Asian American Pacific Islanders, we worked with African American communities and we continue working with our various communities for at-stake holders. Next slide please. [00:27:11] This really all began previous to 2004. I put up here 2004 because that’s when we first examined integrated care but in response to New Freedom Commission and actually a barrage of calls from national minority, mental health and substance use leadership down to the secretary and assistant secretary for health asking that we please get involved in looking at some of the gaps. So one of our first assignments was to produce an issue brief and that was titled “Mental Health Services in Primary Care Settings for Racial and Ethnic Minority Pops,” and I’ve heard from our public that that’s part of the gray literature base now and we’re very proud of that. We’re able to provide our secretary at that time and this is back during the previous administration with a briefing and they gave us the green light to really become more infused in working with integrated care by establishing a work group first and foremost here with the feds, our federal partners, actually looking at the various components and what we found really was very much like what Katherine said to some degree and that is that we saw that a lot of racial and ethnic minority populations and individuals with limited English proficiency were getting their behavioral health care in primary care settings so we wanted to start with that. [00:28:43] So we did develop a special focus looking at behavioral and integrated care for diverse communities and we made it very much a part of our special initiative here at the office. Next. Next slide.

So many people wonder what is our role? You heard a little bit about our role overall but we really do work hard to ensure that the issues and concerns and that the voice of racial and ethnic minority populations are heard at all levels. So with regard to integrated care we’re very closely involved with SAMHSA, with HRSA, with the National Council, with the CIHS and also with...we’re present and very active with the NIAC which is the National Integrated care portals through ARC and through a variety of work and partnerships both public and private. Next slide please. Our goal is really to increase knowledge and implementation, promote best promising and evidence-based practices that are culturally and linguistically appropriate. We want to support all those efforts that build multidisciplinary, diverse, knowledgeable, bilingual and culturally competent workforce and leadership and we’ve supported projects that actually are providing the foundation for those efforts currently. [00:30:24] For example you heard about the project with the HOGG foundation and we’ve also worked with the National Association of Dean and Directors for Social Work in looking at other applications for yields and the fields. We’re also looking very closely at how to address those social determinants of health with our various partners and looking at ways to improve dissemination and information across the country through such efforts as learning collaborative. Next slide please. Very important and key to our efforts here is the Affordable Care Act and I think that you, I don’t know if your aware of but we are promoting integrated behavioral health and health care through the patient-centered medical homes and so that there are efforts underway at the federal government and we’re a partner in those efforts. One moment please. I actually lost the screen for a minute. We worked very closely in coordination with care for patients in a timely and personal manner, we’re looking for high quality outcomes to be measured. I don’t know if your aware but not long ago we helped support one of ARC’s EPC reports on evidence and we found very little evidence to address racial and ethnic minority research that could be infused into that report which is why we moved forward in creating different strategies. Let’s move forward because I lost that slide. [00:32:08] 

So the crux of this particular section is culturally and linguistically appropriate services and those services are those that are respectful of and responsive to individual cultural health beliefs and practices, preferred languages, health literacy levels and communication needs and employed by all members of an organization at every point of contact. You heard the premise of this through Katherine’s lecture and you’re going to hear some very specific examples through the following section. Next. Culturally and linguistically appropriate services are recognized for improving quality of services, they increase patient safety by facilitating assessment, diagnosing and hopefully avoiding miscommunication and misdiagnosis. They enhance effectiveness, it underscores patient-centeredness so that people feel that they have a medical home, that they’re part of their treatment and it’s increasingly included in local, state and national, legislative regulatory and accreditation mandates as seen in the Affordable Care Act. [00:33:23] Next please. Some reasons to incorporate CLC as we affectionately call it into behavioral health and integrated care are that one, response occurrence and projected demographic needs, we didn’t go through our demographic needs here because folks know that our populations have grown and continue to grow and so the programs that we’re putting together are really in response to that. They also eliminate long-standing disparities in health status for people from diverse, racial, ethnic and cultural backgrounds, improve quality of services and outcomes and to meet legislative, regulatory and accreditation mandates and to most likely decrease the likelihood of liability and malpractice claims especially when it comes to language. Next. Providing language assistance to persons with limited English proficiency is a part of CLC and language assistance can be provided through the use of competent bilingual staff, staff interpreters, contract or formal arrangements with local organizations providing interpretation or translation services or technology and telephonic interpretation services. [00:34:53] Of course our experience in working with safely net populations or populations who are less likely to seek either health care of behavioral health care is that having competent, bilingual staff and at least staff interpreters is probably more engaging with our communities than technology or telephonic interpretation but we don’t want to go with nothing so we post all possibilities. Next. 

So we put up this little slide here because it helps you put your name, your agency in here and this is what you could put on your policy statement stating for example the Office of Minority Health will take reasonable steps to ensure that persons with limited English proficiency have meaningful access and an equal opportunity to participate in our services, activities, programs and other benefits. That basically is the crux of the language of title six and meaningful access. The policy of for example the Office of Minority Health is to ensure meaningful communication with limited English proficiency patients or clients and their authorized representatives involving their medical conditions and treatment. [00:36:12] We recommend a statement like this in each organization showing a commitment to serving persons with LEP. Next slide. 

So what are the enhanced national class standards? They came out this April of 2012 and are intended to advance health equity, improve quality and help eliminate health care disparities by establishing a blueprint for health and health care organization to implement and provide culturally and linguistically appropriate services. Next. I think you know that the original class standards were formed through consensus back in 1999 and 2000 and released in 2001 so this really has been a work in progress with the public and persons throughout the country looking at the standards, looking at the meaning behind the standards, actually adding to those standards, adding value and showing clear cut examples of that value and how the new standards or even the old standards, all standards can be implemented and made a part of your service, your organization, etc. The enhanced National Class Standards again provides that blueprint for your organization to implement CLC. They’re composed of fifteen standards and three intersecting themes to advance health equity and improve quality and to eliminate health care disparities. For the sake of this presentation we’re not going into the depths of that but there will be a link later in this presentation that will show you where you can go and sign up for the standards. [00:38:00] The standards also recommend implementing all standards, not taking one or two at a time, but implementing all of them together for a more successful and robust outcome. So if you look at them you’ll be able to see that it really does take every standard whether it be services or policy so that you can create a more thorough service. Next slide please. 

This is a slide to show you the reasons we did the enhanced class standards, once again growth in the field, changing demographics, policy and legislation like our Affordable Care Act and it gave us really the green light to move forward with these class standards which improves quality, advocate health equity and helps eliminate disparities and that really is the crux of our business here at the Office of Minority Health. Next slide. [00:39:10] So we offer the class standards to eliminate health disparities because it offers a framework for treating individuals with respect and in accordance to their culture and language, it helps build the rapport, develops a trusting relationship, we were talking earlier about engagement and for those folks who do work in minority communities or underserved communities you know that engagement is key, it’s key for all communities but our community appears to attend to behavioral health services less so engagement is key, rapport is number one, a trusting relationship and engagement, personalized care and through that our hope is better treatment adherence, better patient satisfaction and better health outcomes. Next. This is our page for where you can find the class standards and other modules for training. This is incredibly robust, I suggest that everybody spend time going on here and do register for the cultural health website because you will also receive updates and information as to what’s available. [00:40:29] Next. Poll questions. 

JENNY CRAWFORD: Hi, this is Jenny again, we’re going to have some quick poll questions here. If you’ll just select your answer and then we’ll show you the results. First one is “I know where to obtain more information about the enhanced class standards? Yes, no or unsure.” It will take just a second to get the response back up. (inaudible) above. 61 percent of you have loaded, we’ve got a lot of people on today. (pause) Okay so we’ve got 73 percent of folks said “Yes,” 14 percent of people said “No” and 14 percent of the people are “Unsure.” So if you will go back to the last slide that you just saw that Dr. Chavez had up that will give you the information about how to go and find out more about the class standards. [00:41:47] We’ll go to our second...here we are, this is the slide, minorityheatlh.hhs.gov and then the actual site is thinkculturalhealth.hhs.gov and you can look on the beige tab there “Class and class standards,” for more information. So if we can have the next poll question? Here’s the next poll question. “I think adopting the enhanced class standards will help me or my agency to effectively address health disparities? Yes, no, unsure.” So if you’ll quickly answer those and we’ll show the results. (pause) We’ve got about 60 percent of you here loaded, we’ll wait just a couple more seconds and then I’m going to read off some of the questions that have come in. Okay here’s our results, “I think adopting the enhanced class standards will help me or my agency?” “Yes” is 83 percent of you said, 1 percent said “no” and 16 percent of you were “unsure.” Thank you for that and Jordan I think we have one more poll question don’t we? 

JORDAN: Yes.

JENNY CRAWFORD: Thank you. “Cultural and linguistic competence is an essential ingredient for quality care? Yes, no, unsure.” In your own practices, what you think. And again if you’ll quickly answer that we’ll show you the results. (pause) [00:43:27] 99 percent of you said “yes” so we’re all on the same lines on this. So then we’re going to quickly take a minute to read a couple of the questions that have just come in. This is to either Dr. Sanchez or Dr. Chavez, one of the attendees says “I’m curious to know if there’s any information or research on ethnic and minority cultural values and beliefs in relation to one’s physical and mental health and well-being?” This individual says they agree that access to quality health care is a disparity among different populations but engagement in treatment can also depend on a person’s cultural and ethnic background and beliefs. Can either one of you respond to that?

TERESA CHAVEZ: Yes, hi this is Teresa Chavez. Definitely is a tremendous amount of research on respective cultural belief systems and how that impacts attending health care, how do they approach health care, how people describe certain conditions or that they don’t share the same terms like the term depression doesn’t exist in all cultures believe it or not and how then that we can work respectively. So there is quite a bit of work in that area, in fact one of our goals is to pull that body of work with the type of health care research that we do in quality care and be able to provide information to you about how to work with respective communities and that really was the basic reasoning behind holding our consensus meetings throughout the community and inviting multidisciplinary staffs and persons and community representatives to participate in those meetings so that we could have people that would come in with that respective cultural and historical point of view, a technological point of view, maybe a podiatrist or a dentist or a primary care doc, psychologist, social work, etc. to come together and talk about what was most meaningful in the various cultures. [00:45:55] Thank you.

JENNY CRAWFORD: Thank you. Here’s another question that came in. “Can you speak to how this presentation addresses the unique needs of minority patients with a history of mental illnesses?” (pause)

KATHERINE SANCHEZ: Well I think...

TERESA CHAVEZ: Is somebody answer?

KATHERINE SANCHEZ: It’s Katherine, sorry, I shut myself off. I think that’s a very important question and I think it’s probably the least investigated of all the populations. Ethnic minority populations with serious and persistent mental illness are probably the least under represented, certainly in the research and really in terms of understanding all the influences that goes into this very complicated because the culture of behavioral health around severe and persistent mental illness is kind of one thing and there’s the culture of the person individually as a minority and I think it becomes a very complicated equation. There’s some out there but there’s a huge need in terms of understanding so whether this talk address it I think to a certain extent because cultural and linguistic competence is important across all services but I think that this talk probably best addresses for working probably with family members. I don’t want to go on too long but often in behavioral health, historically we have as behavioral health providers, we have our own culture of sort of not...keeping things very private, not engaging family, sort of isolating the patient in their disease and around issues of privacy and I think when working with minority populations with severe and persistent mental illness, engaging the family and all the kind of members of the immediate community of that person are essential so it kind of goes both ways. [00:48:06] 

TERESA CHAVEZ: I have something to add as well. There is a bit of research that looks at various populations who have serious and persistent mental illness and how do involve the families but our main hope across the board is that when research is conducted that they involve racial and ethnic minority populations in that research and when they do involve our communities in that research that they start displaying the data so that we can tell what various communities look like or populations, for example there are a number of studies that have been conducted and that do involve serious and persistent mental illness and their communities yet we don’t know who’s behind that, does it represent African American constituents? Latino? Asian? Pacific Islanders? Native American? We don’t know so one of our hopes is through the new data collection that persons, that researchers begin to not only start collecting data about our communities but also aggregating that data or dis-aggregating that data so we can see what it looks like in our respective communities. Thanks. 

JENNY CRAWFORD: Thank you. Okay so we’re now going to hear from Dr. Chung and he’s going to share some very practical information with us so that we have some take away lessons learned from his presentation. So Dr. Chung we’ll turn this over to you. [00:49:38]

DR. HENRY CHUNG: Great. Good morning and good afternoon to everyone depending on your time zone. I’m Henry Chung here speaking. Am I coming across loud and clear? 

UNIDENTIFIED FEMALE SPEAKER: Yes.

DR. HENRY CHUNG: Alright, perfect, I needed that positive reinforcement. Let me get the next slide. Great so my general agenda over the next 15-20 minutes is to first review a quick health disparities data point as it relates to behavioral health in various racial and ethnic groups and then I want to take you through a bit of how some of my early work working in an F2HC (ph) evolved over time and where that has gone in the past decade now with new leadership but still going on. The third thing then is to talk a little bit about college health, I think it’s important because this is a much neglected area and some work that I’ve done in this setting I think illustrates a few points about what Katherine mentioned earlier that even when you have good education and perhaps not low FCS, race and ethnicity still comes in to play in behavioral health, engagement, treatment alliance and outcomes. I now want to then talk about safety (inaudible) involved with work here at the Montefiore Medical Center around how to deliver behavioral health integrated services and our ACO and so some of you out there might be thinking and reflecting on this and so this could be of interest to you. I’ll try to infuse throughout my talk some take-aways that illustrate what Teresa Chavez just talked about in terms of the class standards and somewhat put it in action for you so you can see how important these standards are in terms of getting good outcomes. [00:51:31] Next. Okay so first some early work that I did and this was in a low income community in a large primary care center, public setting. We were interested in finding out what the prevalence and recognition of depression was in low-income Asians and Latinos in primary care. In this type of study basically what we asked physicians to do was to tell us whether or not after a particular encounter they thought the patient might have an emotional problem. So they didn’t need to diagnose depression they just needed to tell us whether or not there was an emotional problem and we on the back-end at the CSD which is a depression screener that as many of you know is well-researched. Top line findings is that first of all the prevalence of depressive symptoms is quite high, you can see this almost 42 percent in Asians, 47 percent in Latinos The physicians identification of a problem you can notice that for the Asian patients they were really not identified at all as having emotional problems. The Latinos, many of them were but it turns out when you look at the accurate diagnosis row that these primary care physicians were not very accurate and this is despite pretty good language matching on both sides, in other words it was an Asian American primary care physicians in language, primarily Chinese, talking to Chinese patients and then also Spanish speaking doctors speaking to Latino patients. So we know that there was language match by and large. [00:53:02] I think that is very important because one of the things we found out in talking to the physicians was “Why was the recognition rate so poor?” For the Asian physicians talking to Asian patients what they said was that they felt like these patients who had perhaps some difficulty with employment and other kinds of things that they felt like raising this issue or inquiring about this issue would actually insult the patient. They themselves felt that by bringing it up they would actually insult the patient and they didn’t also have the metaphor, the way to discuss it with these sort of low health literacy Asians that they were treating. For the Latino patients interestingly enough it was kind of whether or not they were emotional in the encounter. If they were emotional in the encounter then they had an emotional problem and they were not using sort of any clinical judgment, not asking...it tells you that culture plays a role in terms of how we look at Asians particularly when we’re not using any form of structured screening instruments. Next. Next slide. Hello? Hello? Dropped off...

UNIDENTIFIED FEMALE SPEAKER: Next slide please. [00:54:22] (pause) Dr. Chung are you still with us? I think we’ve lost him for a minute so we’ll just hold on for a second. Okay...(pause) Dr. Chung you’ve lost your audio, you may have to dial back in...

DR. HENRY CHUNG: I just dialed back in. Hello?

UNIDENTIFIED FEMALE SPEAKER: Great, thank you.

DR. HENRY CHUNG: Can you hear me now? My line just dropped so I’m not sure where I dropped but did I cover the previous slide on the depression Latinos in primary care? Everyone heard that okay?

UNIDENTIFIED FEMALE SPEAKER: We’ll go back one slide but I think so. I think this is the current slide for you.

DR. HENRY CHUNG: Okay let’s go right here to “perceived causes,” I think that’s fine just to make up some time and again I apologize when my line dropped. But now going on to this slide, this is very important just going on to the notion of a metaphor and finding the right words. [00:55:46] This is a study done by a colleague of mine at South Cove Community Health Center in Boston looking at perceived causes of depressive symptoms among Chinese American patients in primary care. Now this is so interesting because 93 percent of patients basically said that depressive symptoms were stress or psychological factors which goes against this whole notion that somehow many Asian patients only somatize and really don’t have a psychological awareness. There actually is it’s just that you may need to emphasize the word stress or in cultural terms sometimes even neuro weakness or neurospinea (sp?) for some Chinese American’s and other Asians to be able to get them to align and understand. Notice also the high prevalence of religious or supernatural factors, this is very interesting. I once treated a patient who attempted suicide and basically said this was a result of spirit possession. Now you can imagine if this person was depressed in my view but she felt that she was possessed by a spirit and that’s what overtook her. We did ultimately end up treating her with an anti-depressant and also with psychotherapy but the way which I had to engage with that patient was to say to her “Look, it may very well be that a spirit possessed you but the way in which I want to help you is to strengthen your defenses against the spirit and so here are some ways we can do that using psychotherapy and medication,” and fortunately she accepted. [00:57:13] It brings up the point that pulling out the explanatory model for many of our racial/ethnic patients and limited English proficiency is very, very important. Let’s go to the next slide.

So the key take away here is behavioral disorders may not be easily understood as biopsychosocial illnesses, it is critically important to ask patients and their families about their own explanatory models and to use those explanatory models to then negotiate, navigate for a treatment plan that they can accept. All health care providers need to examine their own views as in the very first study I mentioned, the Asian physicians basically said they were afraid to bring this up because they were afraid of insulting the patient so working with our own providers and looking at our own views, our own culture, even if we are in-culture and in-language with the patient is critically important. We think universal or targeted condition screening can help mitigate patient stigma and then we’ll see some examples of that later on in terms of depression screening and now anxiety screening as well. Let’s go to the next slide. (pause) Next slide please. There you go. 

Alright so this slide I think is very important. This was a study sponsored by SAMHSA where we essentially tried to develop innovative models for depressed primary care elderly. I won’t go through all the study modeling but the key thing here is that we looked at the prevalence and death ideation among depressed primary care elderly and looking at this you can see the variation that African American’s seem to have less suicide and death ideation. Death ideation by the way means they have passive wishes to die. [00:59:10] They won’t do anything active but they sometimes wish they would just not wake up and a suicidal ideation means that they have an intent or plan. You will notice that Asians and Pacific-Islanders actually have the highest rates of both suicide and death ideation, Hispanic and Latinos also are quite high and whites also quite high. Now in examining on the (inaudible) is a couple things that are interesting. One is that for African Americans and somewhat for Latinos in terms of the low rate of suicide ideation, that is doing something actively, it appears that religiosity was somewhat protective. So that makes sense. If religion is very important to you you might feel it’s a strong cultural prohibition against doing something active. That doesn’t necessarily mean that there’s no risk but it is important understanding the elderly that that seemed to be a protective factor. With the Asians or pacific-Islanders is very interesting. We had to ask this question a particular way to get responses and you can upfront ask about death ideation, we have to use metaphors like “Do you sometimes wish that your life was not on this path?” that’s a very common sort of cultural metaphor for some Chinese and Vietnamese and others that allows you then to probe more deeply for suicide and death ideation so the use of metaphors in the right cultural group to narrow, to pull out these kinds of clinical symptoms is very, very important. [00:60:44] Let’s go to the next slide. So the take-aways again would be first of all to recognize that there’s some pretty compelling data to indicate that patients who complete suicide had often visited a primary care provider one to three months prior so emphasize the point of improving that system of care as it relates to detection. Inquiring about thoughts of death and self-harm are critically important even though it may be uncomfortable for clinicians and from a cultural prospective trying to find the right metaphor for inquiring about suicide is critically important whether you’re a behavioral health clinician or a primary care clinician. Again I re-emphasize this point about the culturally symptonic metaphors and working with the population and trying to understand what are the appropriate metaphors for this type of probing. Next slide. 

Alright now a lot of us assume that a lot of the disparities could be due to problems in access to care. Now a very good study done by Virnig in 2004 subsequently replicated in other types of health plans are that when you look at folks who have equal access under Medicare managed care, with equal access to essentially getting treatment, here you’re looking at patients who are actually receiving anti-depressants for care, for depression and what you see in the second line there effective with acute phase treatment is that for both African American’s and Asians compared to Hispanics here and whites that they actually have less effective acute phase treatment. What that means is that they’re not staying on their anti-depressants as long as whites are. [00:62:39] Same thing with continuation so to get better are you continuing to stay on your medication? You see there’s a very, very significant drop-off so it just again shows the point that Katherine made earlier that simply having equal access to treatment doesn’t guarantee equal treatment, there actually has to be something else and we think that culture and a lot of the evidence-based models related to integrated care are critically important to addressing those disparities. Next slide. Here’s an example of that and many of the listeners on this call are aware of this and that is the use of the collaborative care model or the project impact model, now the team care model, highly evidence-based, team-based care approach for managing patients with depression. All this chart simply says is that when you have a collaborative care model it has a very good chance of getting good outcomes and the reasons is that when you use standard approaches like screening, like using a case manager to follow up on care, like using the physicians support and step care algorithms, all of which are consistent with collaborative care, you have a better shot at trying to get a good outcome. [00:63:58] Concretely it means for example if you’re not getting good outcomes with a particular patient, because you’re measuring the symptomology (sp?) over and over again you can then adjust your treatment plan and when you do that you find that you can mitigate some of these disparities because you’re constantly paying attention to the measurement and trying to find the best, most culturally competent ways of getting good outcomes among the patients. Next slide please. 

Okay so now this is the part about the evolution of some work that we did at one and subsequently two community health centers that have two HC’s. 1998, phase one of our approach was simple co-locations but I shouldn’t say simple because we actually partnered with the local community mental health center to share a resource, in this case the licensed clinical social worker and I was a psychiatrist and also medical director of that particular clinic. In that model we trained the PCP’s and the licensed clinical social worker to detect depression in primary care and make the referrals to the LCSW and the psychiatrist also back up on diagnosis and also provide medications. What was really interesting was you know the LCSW needed to be trained to work differently in a primary care model and many of you who are doing integration recognize that. There’s a much faster pace in primary care, there’s a different culture, learning how to document appropriately in the medical record as opposed to some separate behavioral health chart was a new undertaking but what was nice about it was, and we call this the bridge program, what was nice about it was that the LCSW was a staff member of that CMHC and so for those severe, persistent mental illness patients who really needed something more that LCSW became the human bridge for getting those patients to the right specialty sectors. [00:66:02] Many of you recognize that in public settings or F2HC settings there is a high preponderance, higher preponderance of patients with severe and persistent mental illness so this was a very good start and we demonstrated improved access and engagement rates. Next slide. Now in phase two we were able to work with a sister agency in Boston, South Cove Community Health Center so between New York City and Boston we were able to work on this together and in this step we actually were influenced by the impact model and the impact model or collaborative care model had the innovation of using the care manager in this role of follow up and doing both face to face and telephonic follow up. We also began to use the PH29 much more routinely for measuring outcomes in this phase two and we published a few studies demonstrating that yes in fact you could measure outcomes and get improvement in this approach and also we felt decreased stigma because once we started doing essentially universal screening a patient then did not feel like “Oh you’re doing something different for me than for that other patient.” So folks who then had subsequent follow up because their depression screen was high or positive would feel like this was just integrated into the routine approach in primary care. [0:67:32] So we felt like this also had significant merit. Next slide. 

Phase three, Teddy Chen, who is one of my collaborators here and now, he himself is a director of the program at the Charles B. Wong Community Health Center in New York City, they have obviously expanded significantly, integrating this into a BCMH level for recognition, now on multiple sites, full integration in the EMR with sharing of information and this is essentially now where the field has moved with even meaningful use standards where primary care clinics are being incentivized for quality care in the EMR that depression metrics are actually in the stage two of meaningful use so people can now select looking at depression outcome measures using the PH29 to get rewarded on quality which is a huge step forward in terms of the integration space as it relates to behavioral health and to primary care. Next slide. This slide simply shows the percentage of patients at the F2HC in New York City that have severe and persistent mental illness. Unlike some of the folks that have been cited in literature like Kaiser Permanente and others you see here roughly that there’s about 30 percent of patients that could be considered severe and persistent mental illness including dementia, bipolar disorders and psychotic disorders. [00:69:08] So the reality is that all of us who work with limited English proficient clients, low SCS communities that there has to be a readiness to take on the SMI client even in the primary care setting and figure out ways of providing treatment to them because many of them will be unable to get to a specialty behavioral health setting. Next slide. Some of the key takeaways here I think that integration models need to evolve as new evidence emerges and I tried to demonstrate a bit of that with the experience of the Charles B. Wong Community Health Center. Sustainability issues have to be considered at the outset and certainly everyone is talking about that in terms of how do you demonstrate that you can continue your program and now with the world of ACO’s perhaps that allows more creative arrangements we’ll talk about a few of those. Providers in safety net settings needs to be prepared for managing SMI patients in primary care especially when that community has few bilingual behavioral health clinicians. We think that standardized measurements can reduce stigma and also help LEP populations understand and monitor their symptoms. [00:70:24] Let’s move on. 

Okay now I’m going to talk about my experience in college health. Let’s go to the next slide. This slide indicates in a fairly old but fairly well designed study showing that when you look at help-seeking diverse populations in college health centers looking for counseling, if you look at the third bullet...Using the scale called the O245 that looks at psychological distress what you see is that Asian Americans, Latinos and African American’s essentially come into treatment with much higher levels of distress. Those of you who are providing services for diverse populations recognize this to be true. This is a finding that has been replicated over and over again and when you look at help-seeking, a patient’s coming in to primary care and even in medical settings you find a higher level of distress because most of these patients have generally waited a longer period of time before seeking help and it’s interesting that even at a college what most of you would consider fairly well-educated population, younger population that this is true. Let’s move on. In some national work that I did literally three years ago and the National College Depression Partnership we replicated this finding again and if you look at this slide we use the PH29 for depression severity and again just a quick scan of African American’s, Asian-pacific islanders, Hispanics, Latinos, multiracial and compare that to whites that the PH29 scores fully a point higher for those entering care than for Caucasian or white students. This is very important because what that means is that these folks are waiting longer for services and you have to be prepared then to work a bit harder to get them in to treatment. [00:72:22] At the same time this is somewhat compounded by the fact that we have found that racial and ethnic minority students even are a little less likely to consider anti-depressant medications so there could be a delay to getting a positive outcome for those patients who are very severe. Let me give you an example that works with one African American, a student that I recall who essentially began to respond well to psychotherapy and anti-depressant medication and then basically stopped coming despite getting a good response but she needed to be followed up and needed to be maintained. I called that girl back, brought her back again and really what happened was that she spoke to family members, family members basically said to her that she should not be on any mind altering drugs, that working with an Asian American psychiatrist like myself what did I know about the African American community, what do I understand about those kinds of issues and to not continue treatment...this is a student who is an adult and what I had to do was basically talk to her, use limited self-disclosure, to say to her “Look, I’m a New York City person, I grew up on the lower east side of Manhattan. I remember what it was like in terms of the stresses. I know exactly what it means in terms of coming into a college experience and feeling a little bit disoriented and so on..” Ordinarily if a lot of us were traditionally trained we would say that would be a violation of technical neutrality but it was important to explore this culturally with the patient so that she could understand that we had something in common and it was important for her to re-engage in treatment. I think the discussion sometimes of cultural differences as hard as it is to bring up sometimes you need to proactively explore that if the outcome is not what you are getting or what you are hoping for so that’s an example even in a very highly educated population. Next slide. [00:74:21]

I think for time’s sake I’m going to skip this slide, folks can look at the outcomes themselves in terms of how we did in this project. The key takeaway here is when we emphasize I think that college health centers and counseling centers can benefit from integration strategies using the collaborative care model, outcomes among depressed students...you can tell by some of the data that I’ve shown you that they have more symptoms at baseline and so it’s important for there to be a certain level of intensity when engaging a client like this and I want to remind everyone that high education does not mitigate the need to approach our treatment alliance issues with a sense of cultural humility. Next slide. 

Okay I’d like to now move to the ACO world where many of you are now thinking about either joining with ACO or becoming an ACO. Next slide. So many of you know about Project Impact, the collaborative care model, some of you have now also followed the Diamond Project which is a project in Minnesota that has scaled this collaborative care intervention across many, many primary care health centers, I know that SAMHSA has a tremendous investment. The PVHIC program, some of you are grantees on the phone for that particular program.[00:75:50] I’ll just direct you to the last bar graph which shows essentially diamond-like outcomes. Almost 74 percent of folks who completed treatment or stayed in treatment reduced their PH29 or depression score by 50 percent. When folks get the proper dose of treatment in this model it works and the results are dramatic now at this federally qualified health center fully 60 percent of these patients were either African American or Latino and of the Latino patients about 60 percent of them were Spanish speaking only. So a very, very diverse population. Very, very positive outcomes in that population. Next slide. From an ACO perspective where medical costs are important to evaluate cease we all believe as Katherine indicated that there is a relationship between medical symptoms and psychiatric symptoms. This slide just simply illustrates that those patients who got this project Impact at that federally qualified health center, that if they had hypertension they were more likely to get their hypertension under control while getting this collaborative care intervention despite not having a specific focus on hypertension so just most likely getting improved with the depression and working on adherence basically improved those clients hypertension outcomes and we also have data like this for diabetes as well. So you can see here this intricate relationship and from an ACO perspective where medical costs and psychiatric costs are key to control there is a tremendous advantage to integrating behavioral care. [00:77:35] Next slide. 

Now we have taken this model one step up if you will because at Montefiore we’re managing more patients under a global financial risk arrangement which means that we have the ability to make investments without dollars and do things in a way that doesn’t require a fee for service mentality or fee for service approach so for a significant number of our population where we have a global financial risk I can use the team care variant. The team care model is a collaborative care model but under Wayne Caden’s (sp?) work which is published he basically said “Look if we specifically look for people who have depression and chronic illness like diabetes or coronary vascular disease we can really get both the medical illness and the depression symptoms under control.” In our model at Montefiore which we just published we used essentially more of a phone based approach that didn’t require face to face and even our consulting psychiatrist out of a hundred patients only saw eight patients face to face because the consulting psychiatrist was able to provide a coaching and consultation at a PCP’s using primarily the electronic medical record which was all shared. [00:79:03] So I don’t have time to go over the full model for you and I can refer you at the end a reference which has just been published to explain in all but the bottom line here is that once you move towards more flexible payment arrangements it begins to free you up from the fee for service thinking and you can provide services that provide more choice to patients in terms of the way they want to receive their care. Next slide. I’m going to just simply go to the final slide, next slide. Go one more time here because I’m short on time. I want to just simply indicate that one of the nice things about phone based options if you can get it reimbursed or if it could be supported using more flexible payment approaches is that it actually is more culturally competent believe it or not, right? Many patients value their privacy, some of them would like to engage by phone, to get their telephone psychotherapy done in that way and the evidence base is fairly strong for structured telephone psychotherapy approaches so from a standpoint of cultural competence and of flexibility offering these types of approaches I think are going to become more and more favorable over the next five years as we take on more flexible payment models. [00:80:29] The second issue is that providing choices is totally key because many patients we have found, even in integrated models initially refuse anti-depressant medications although their conditions are quite severe and so you can begin the psychotherapy and then begin to work with them and they monitor their treatment using the PH29 or some other severity measure and if they don’t respond then they’re going to become more amenable to another treatment option so I think that’s important to take away. Finally again I talk about full global capitation we think that that’s an opportunity to become much more patient-centered over the next five years in terms of the kinds of models that will be promoted in integrated care. So I apologize for the phone problem before and let me stop here. 

JENNY CRAWFORD: Thank you Dr. Chung, this is Jenny Crawford again (inaudible). There are probably more questions that come in than we can take time for but I’m going to read off a couple of them to you. One of them, there are several questions and I suppose any of the three of you could answer to this about “What’s being done to help create a more racially and linguistically diverse workforce in our professional schools, both in behavioral health and in primary care?” Can any of you speak to that? [00:81:44] We have a lot of our attendees who are clear that we need more diversity in our workforce. 

DR. HENRY CHUNG: This is Henry, I can only comment from a medical perspective. I think that we are doing a lot more discussions in medical school and also in residency training in primary care infusing behavioral health now into a lot of curriculum. I think there’s a lot of hope there as it relates to say primary care permission and recognizing that including behavioral health integrated models as part of the care delivery system is key and we don’t find much resistance anymore as folks come out of training and recognize this is part and process of what they need to do. I do think though that at least from a psychiatry perspective we still have a tremendous problem in getting enough diverse folks coming into the field of psychiatry. 

TERESA CHAVEZ: This is Teresa Chavez I would thank you Henry. I would say that the same would be for our fields with some exceptions where we see some growth like in social work and so it’s going to take folks from various sectors across the country to make this happen whether it be nursing, social work, psychiatry, primary care, etc., going down the line. HRSA does have some programs, SAMHSA does have some programs but in the large scheme of the needs they may appear small to the community but they are strong efforts so I encourage folks to look up workforce department at our HRSA and SAMHSA websites but also I encourage folks to look at your local and state levels and work with your universities on stem programs, building interest and academic preparedness from very early on, K-16 as we would say and also look at some of our opportunities to be part of a pipeline and I know we have just a few minutes to say that but that could be a whole other topic too. Thank you. [00:83:59] 

JENNY CRAWFORD: Thank you. Another question that came in Dr. Chung, someone said that “Many of our patients with serious mental illness receive intensive case management services for a limited period of time after which they are dis-enrolled because they are stable on medications and they’re functioning well but later struggle with their symptoms of mental illness because they don’t have that support but their still accessing primary care. How do you monitor or track these patients in the safety net world?”

DR. HENRY CHUNG: So in the safety net world the few options in New York state now we have a Medicaid health home and many other states are now following suit. New York state designed the Medicaid health home to be somewhat virtual so if a patient has a severe and persistent mental illness regardless of their acuity or stability they are entitled to have a case manager and that case manager can function within the primary care or behavioral health settings and really follow them throughout their course whether they are doing better or not because we know it’s very costly to let someone sort of decline when they are at a period of stability. The other piece I would say is that from the collaborative care model approach where case management is built into that model and it’s a very specific type of case management which is following patients up telephonically, finding out how they’re doing, reinforcing self-management, that we have found those things help and I know that Charles B. Wong and speaking to Teddy Chen who’s director there that the use of the care manager for the folks who are SMI in primary care setting, it’s actually a fairly high proportion of what the case manager does because just trying to get that patient engaged and perhaps a one day transition into a specialty behavioral health setting is a lot of work but it’s well worth it because you can keep these folks out of the hospital. [00:86:01] 

TERESA CHAVEZ: I might add that our community health workers can also (inaudible) can also become part of that care model and those individuals are within the community and they know the community folks and can be also kind of led in a similar position of support, not as in-depth as some of our patient navigators but they’re in the community to encourage and to assist. 

JENNY CRAWFORD: Thank you, thank you to all of our presenters and all of our attendees for joining us today. This is all the time we have. Once again a recording and transcription of this webinar will be available at the Center for Integrated Health Solutions website. Once you exit the webinar you’ll be asked to complete a short survey. Please be sure to offer your feedback on today’s webinar, your input is important to us and forms the development of the future Center for Integrated Health Solutions webinars. I’d like to thank our presenters for joining us today and all of you. Please stay tuned for future webinars and have a great afternoon. [00:87:06] Thanks so much, bye bye.

UNIDENTIFIED FEMALE SPEAKER: Thank you!

TERESA CHAVEZ: Thank you.
END TRANSCRIPT
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