MIGRANT CLINICIANS NETWORK

Health Network

A Care Coordination Program for
Patients Who Move During Treatment




MIGRANT CLINICIANS NETWORK

“To be a force for health justice
for the mobile poor”

Training &
Technical
Assistance Services

Continuity Environmental Health Justice Violence
of Care and Occupational Advocacy Prevention
Health



MIGRANT CLINICIANS NETWORK

MEN office Locations

Clinton, NY
@ @ Springfield, MA
@ Chico, CA

epoint Reyes, CA Greencastle, PA@ @ Salisbury, MD

@ McAllen, TX

,x San Juan, PR
- P Q



10,000 +
constituents

’hoto by Earl Dotter



Resource
Development

Program Advocacy
Development | and Policy

Information Technical
Dissemination | Assistance




MCN’s Primary
Constituents

Immigrants

¢ Health educators
e Nurses

e Primary care providers

e Dentists
. . : Federally
e Social workers funded
" Migrant &
; Community
e CHWs Health Centers

e Outreach workers

e Medical assistants

State and local
health
departments






Care Management AND
Referral Tracking and Follow-up
Health Network
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MCN’s Health
Network does not
discriminate on the
basis of immigration
status and will not
share personal
patient information
without patient
permission.



Diabetes

General Health

Prenatal
Health Network




General Health

Total Diagnoses

Musculoskeletal

Renal/ Urinary 5%
5%

Gl Diagnoses

6% 7

Mental Health/

Neurological
7%

Developmental
1%

Respiratory
Diagnoses
6%
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2,951 total clinics in U.S.

and over 114 countries




Health Network Enrollment Criteria

Patient is:
I e Mobile / Migrant
e Thinking of leaving area of care

Patient has:

2

Need for clinical follow-up
Working phone number or family
member with phone number
Signed MCN consent form
Clinical base or enrolling clinic



e Confidentiality is critical to all MCN staff and all
Health Network procedures conform to HIPPA
standards

e All patients are asked to sign (or have a witness
sign) a consent form before enrollment in Health
Network



Participant
Benefits

A clinic / doctor / nurse

Is waiting

Updated records are
forwarded to clinic / patient

Toll free number in the
U.S. and Mexico

Better understanding and
diagnosis of condition

Completion results stored
in patient file




Forms Required
for Enrollment

e




Migramt Clingciins Network
PU¥ Box 164285
sustin, Texas THT1G

[ Enrelling Clinl
| E-miail address

Contact person at Clinic

Patient's city of birth?

Patlent's father's first name?

areafs) for which the participant ks

Mease indicate the health
eing enrolled. If the participant's health status changes
during enrallment in the Health Network, additional areas
may be added with the participant’s verbal consent,

iama
Wicknames, Etc

th Metwork oerently helps with continasty of care for people
thoui chrores dineised of other Fedithiare conceden, (1] MON &
At empsny conrdingting my ervodment in ihe Health Setwork
b i (1) MCN may rat b able to clbitain healib care
Fa mre gvaplahle 1o care Tor my oncifion at ma cost 1o me: (i)
ey providen: whio will be providing my Inscment #o
t and not employess of MOK; and (i) MO doss not prowide,
wpomible lar, any Bealth care trestmenl, or e outoames of
W, N ConescTion with any or all of the Heasith Netaok

icipate im the Health Network, snd | iondersiand that ey
tF infinrmaticon and perwnal infarmation will ooy be
o purposes of my medical treatmaent, healthcare
ment, or purisant to my authorization
igw MCN of future health cane providers 1o Fdye aooess
words around issue(s} listed heve

LA TRl page | Arege)

Migramt Chmicians Metwaork

ENROLLMENT IN THE MCN HEALTH NETWORK

CONSENT FOR RELEASE OF MEDICAL INFORMATION
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Migramt Oliniciams Metwork Busimess Phone: (512) 327-2017
PO Box 164205 Confidential Fis: (512} 327614

Austin, Texas THT1S b Confldential Fhone: (S]] B25-H205
Migrant Clinicians Metwork

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

"REQUIRED
| First Name Last Namel.s] '
| Mtother's Malden Name Birth Date [Month / Day / Year] [
| City Gender: a  Female o  Male !
| Place of birth:  State a Single O Divorced a  Other: [

Marital Status: 5 Married 0 Widowed

| Country

i Race/Ethnicity: O White — Non-Hispanic/Latine 1  Black - Non-Hispanic/Latino U HiEpanic/Lating |
| Q2  Asian — Non-Hispanic/Latino < Indigenous Q  Other: |
| Languagsis) o English o Creole Language you prefer to be contacted in: |
| Spoken: Q  Spanish o Other: |
| Occupation{s) G Farmworker o Construction a  Retired |
| lfrom pasttwo O Homemaker o [Factory g Unemployed

| years): a  Student o Child care o Other:

| Current 2 Farmworker Camp Housing o Jail g Homeless

| Residence: O Home 0 ICE Detention Center o Other:

Street / P.O Box City State Zip/Country |
| *PHYSICAL ADDRESS:
| *MAILING ADDRESS; '
| *PHONENLUBBER (uitn Area Cod Is It ok if we talk to people that answer this phone about 0 Yes SINITIALS:
LIME J CELL / WORK: gur personal health information? (if yow do net checkoff O No

(OTHER CONTACT INFORMATION * uR PARTICIPANT (Place you normally move to}:
e Sictee 7D B City State  Zip/Country |

| Mailing ress:
NE NUMBER [with Area Code)

i ok if we talk to people that answer this phone about d  Yes *IMITIALS: |
| HOME J CELL / WORK: yoUlt persanal health information? (f youw donot checkoff 3 No
i bow, or you oo aot it pour answer will be “Mo®)
' | .
al Contact: Plaase | & we can contact if we cannat reach youl at either of the Incations yau prudeJ. In d-:dnzﬂ;ls
| you ghe 0 contact that Family member or friend to assist you in receiving continued health care, which may require
| discussing your health conditionis) with this individual, You dio nat have to provide this additsonal contact informatian,
First Name Last Name Relationship to Participant
| Street / PO Box City State Zip/Country
*PHONERNUMBER (with frea COH Is it ok i/ we talk to people that answer this phone a Yes *|INITIALS:
OIE [ CELL S WORK: bowut your personal health information? (i pow do not a No
[ & off either box, or pou to Aot initial, pour anewer will be “Mo™)
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Optional Information
for Enrollment

PRAPARE

e Protocol

* Responding
e Assessing

e Patients’

e Assets

e Risk

e Experiences




PRAPARE DATA

21 questions
to determine
SDOH
issues

Has Lack of
transportation
kept you from

medical
appointments,
etc.

Are you Hispanic or Latino?

Are you worried
about losing
your housing?

What language are you most
comfortable speaking?



PAVENE
to Enroll




Option 1

We Interview:

1. Simply have us interview the patient, we explain the
program, fill out the forms

2. We will then fax the forms to you to have the patient
sign them™

3. Then fax us the signed forms along with the patient’s
medical records

*Please be ready to have the patient sign the faxed
consent form immediately after an interview.

23



Option 2

You Interview:

1. Fill out the information about the patient

2. Have the patient sign the consent form and provide all
the contact information (must include phone
numbers)

3. Faxthe signed forms and medical records to Health
Network staff

24



Regardless of which option you
pick, we will need...

. The signed consent form
. The contact information
. The medical record or summary

W N -

before we can provide the
navigation for the patient.



Challenges
to Success

Staff turnover at clinics
(#1 Challenge)

No single health center point
of contact
(Close 29)

Patient Cooperation
ldentifying mobile patients
Incorrect patient information

Delay in enrollment




Single Point of Contact

Migrant Clinicians Network

Austin; Texas, 75716 Migrant Clinicians Netwark

ENROLLMENT IN THE MCN HEALTH NETWORK

Business Phone: (512) 327-2017
PO Box 164285 Confidential Fax: (512) 327-6140
Confidential Phone: (300) 825-8205

Enrolling Clinic
E-maibeddress

tact person at Clinic

Clinic phone number(s)

Clinic fax number(s

Security Question #1:

Security Question #2;

—

Patient’s father’s first name?

Please indicate the health area(s) for which the participant is O Tuberculosis Q Hiv

being enrolled. If the participant’s health status changes O Prenatal Care O General Health
during enrollment in the Health Network, additional areas 4 Cancer

may be added with the participant’s verbal consent. Diabetes

—

~————————
CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name Last Name(s)

Alias, Nicknames, Etc Birth Date (Month / Day / Year)

Migrant Clmsciins Netwark
PO Box 164
Awstin, Towss 78716

Business Phone (517)
Confidential Fax (3
Contidential Phone (900)

Mg and Chriciany, Matwort

ENROLLMENT IN THE MCN HEALTH NETWORK

“[.l'ln“_ciﬂl(-

E-mail address.

Contact person at Clinkc

Secarity Question #1: Patient’s city of birth?
e —
Piease indicate the health area(s) for which the participant is
being enrolled. If the participant’s health status changes
during enrollment in the Health Network, additional areas
ann-m-mh the participant’s verbal consent.

Clinic phone nmq.

Clinic fax number(s)
O Tuberculosis d Hiv
O Prenatal Care O General Health
QO Cancer
O Diabetes

CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name
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€3 SUDMIT 3 wrITIen 6QUESE By THRE 0 bedwe The Health Networt o to
St the health e that MCH 5 Suthonized o sadren | abo
underitand That | nree & right 10 recewe 2 copy of my medscal reconds. on
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“REQUIRED

Witness Signature

Wir rrcammend that, whenever possible, o prowde the partcpant wah @ copy of thi (prsent for Reteoss of Wegice! Rrcords g MCN Hepth
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Educating patients (using your trust relationship)

© Ryan K White

e How HN works and how they will benefit from participating
(clinical support)

e How touse HN
e How HN keeps all patient information confidential

e The benefits, responsibilities and expectations



Maintaining a Patient in Care

The Patient’s Role...
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Inform HN of any
phone or address
changes and
contact HN staff
after arriving in a
new area







Notify new clinics
of enrollment in HN




Team-Based Approach

Ca




Health Network Summary of Services
(.

Contacts patients on a scheduled basis

Contacts clinics on a scheduled basis

Assists patients in locating clinics for services
and resources. Transportation/Scheduling

Reports outcome back to enrolling clinic

/' N
= O
i —Ain



Enrolled in Health Network 8/02 "
“Fernando” is a 56 year gld

migrant farmworker, £ 103 7
with diabetes at a
traveled each yea N,

Texas to Minneso

__“wherever | can fi

- 4/09 /7 Over the ten years
~—\ 02 K Fernando was
AR enrolled, Health
Network made 46
clinic contacts, 124
patient contacts,
transferred medical
records 9 times to 6
different clinics. He
was closed out of HN
in 2013 because he
said he was no
™~ longer migrating.




Fernando’s HBAlc While Enrolled in Health Network

r

15.00% -

14.00% -

13.00% -

12.00% -

11.00%

10.00%

9.00% -

8.00%

7.00%

- T102/1/8
- T102/1/¢€
- 0T0Z/1/0T
- 0TOZ/T/S
- 600¢/T/TT
- 6002/1/L
- 6002/1/¢
- 8002/1/6
- 800¢/1/v
- L00T/T/TT
- £002/1/9
- L00T/T/T
- 900¢/1/8
- 900¢/1/¢
- 500¢/T/0T
- S002/1/S
- ¥00T/T/TT
- ¥002/1/L
- ¥002/1/¢
~ €002/1/6
- €00T/T/¥
- 200T/T/11
- 2002/1/9

6.00%



Chart1

		37412

		37499

		37778

		38192

		39156

		40117

		40221

		40334

		40409

		40557

		40645

		40735

		40826



Series 1
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Tools for Maintaining a Patient in Care

Make sure patients have the HN toll free number:

800-825-8205
o]

01-800-681-9508 if calling from Mexico



Enrollment resources at your fingertips:
www.migrantclinician.org/services/network

!Q ""'-E;\Heuﬂletwork - _dhL &

g e :
e 7
;o [—
Informational Download Enroliment
Videos about Packets in English,
Health Network Kreyol, Portuguese

and Spanish



Business Associates Agreements

Required to be compliant with HIPAA



Health Network IMPACT

Bridge between patients and their providers
Fewer patients lost to follow up

Higher % of patients completing or continuing
treatment

Treatment completion reports

Improved patient participation




Contact Us

e Health Network telephone:

800-825-8205 (U.S.)
01-800-681-9508 (from Mexico)

e Health Network fax: 512-327-6140
e MCN website:
If you have additional questions about the program,

you may also contact:

Theressa Lyons-Clampitt: 512-579-4511
or tlyons@migrantclinician.org


http://www.migrantclinician.org/
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