MIGRANT CLINICIANS NETWORK

Strategies for Successful

Continuity of Care through M(QN

Health Network







MCN Office
Locations

—

Portland, OR

Clinton, NY

Chico, CA

Austin, TX



MCN’s primary
constituents

eHealth educators
eNurses

ePrimary care providers
eDentists

eSocial workers

*CHWSs

eQutreach workers
eMedical assistants

Federally
funded Migrant
&
Community
Health Centers

State and local
health
departments
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Changing Patterns

Increasing number of H-2A

More males traveling alone
workers

More established in rural
communities as seasonal
workers

Less trans-border crossing

Engaged in other industries
during the off season
(construction, meat processing,
dairy and others)

) é Increasing number of
== indigenous agricultural workers

Source: Passel, 2006



Barriers to Care and
Healthy Lifestyles

e Constant mobility causing
discontinuity of care

e |Immigration status of patient
and/or family members

e Racism that motivates policies or
actions that frighten members of
particular racial/ethnic groups.

e Confusion about U.S. health
systems




Cultural
adaptations

Mobility
adaptations

Appropriate
service
delivery
models

<

<

<

e Culturally sensitive education
e Appropriate language and literacy levels
e Address cultural health beliefs & values

e Portable medical records & Bridge Case
Management

e EHR transmission to other C/MHCs

e Case Management
e Lay health promoters (Promotores/as)
e Qutreach & enabling services

e Coordination with schools and
worksites

e Mobile Units






Health Network is continuity of care for mobile
Patients around the world



“Mobile-Friendly” Care Management AND
Referral Tracking and Follow-up
Health Network
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*The Health Resources and Services Administration (HRSA) and the Bureau of Primary Health
Care (BPHC) provide an ongoing grant to provide continuity of care serves for mobile populations



Enrolled in Health Network 8/02
“Fernando” isa 56y

" Over the ten years
he was enrolled,
Health Network

made 46 clinic

contacts, 124

patient contacts,
transferred

medical records 9

timesto 6
| different clinics.



Fernando’s HBA1c While Enrolled in Health Network
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Health Diabetes

Health

Network

Prenatal




Health Network Enrollment Criteria

Patient is:
1 * Already mobile/migrant OR

* Likely to move

Patient has:
2  Aneed for clinical follow-up

A working phone number or family
member with a phone number

« Asigned MCN consent form

* Clinical base or enrolling clinic



MCN’s Health
Network does not
discriminate on the
basis of immigration
status and will not
share personal
patient information
without patient
permission



e Confidentialityis 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



Forms Required
for Enrollment




Forms Required for Enroliment
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Migrant Clinicians Network Business Phone: (512) 327-2017
PO Box 164285 Confidential Fax: (512) 327-6140

Austin, Texas 78716 Migrant Clinicians Network Confidential Phone: (800) 825-8205

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

*REQUIRED

First Name Last Name(s)
Mother’s Maiden Name Birth Date (Month / Day / Year)

City Gender: O Female [ Male
Place of birth:  State i S O Single [ Divorced O Other:

arita us: ; i

Country O Married [J Widowed
Race/Ethnicity: [] White — Non-Hispanic/Latino [] Black— Non-Hispanic/Latino O Hispanic/Latino

[0 Asian— Non-Hispanic/Latino  [] Indigenous [ Other:
Language(s) O English O Creole Language you prefer to be contacted in:
Spoken: O Spanish [ Other:
Occupation(s) [J Farmworker [ Construction [ Retired
{from pasttwo [ Homemaker O Factory O Unemployed
years): O Student O child care [0 Other:
Current O Farmworker Camp Housing [ Jail [0 Homeless
Residence: [0 Home [0 ICEDetention Center [ Other:

Street / P.O Box City State Zip/Country
*PHYSICAL ADDRESS:
*MAILING ADDRESS:
*PHONE NUMBER (with Area Code)  Is it ok if we talk to people that answer this phone about [] Yes *INITIALS:
HOME / CELL / WORK: your personal health information? (if you donotcheckoff [] No
either box, or you do not initial, your answer will be “No")
Street / P.O Box City State Zip/Country

Physical Address:

Mailing Address:
*PHONE NUMBER (with Area Code)  Is it ok if we talk to people that answer this phone about [] Yes *INITIALS:

HOME / CELL / WORK: your personal health information? (ifyou dorotcheckoff [] No
either box, or you do not initial, your answer will be “No”)

Additional Contact: Please list someone we can contact if we cannot reach you at either of the locations you provided. In doing this
you give MCN permission to contact that family member or friend to assist you in receiving continued health care, which may require
discussing your health condition(s) with this individual. You do not have to provide this additional contact information.

First Name Last Name Relationship to Participant

Street / P.O Box City State Zip/Country

*PHONE NUMBER (with Area Code) Is it ok if we talk to people that answer this phone O Yes *INITIALS:
HOME / CELL/ WORK: about your personal health information? (ifyou do not O Neo

check off either box, or you do not initial, your answer wilf be “No”)

antclinician.org/network for
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Migrant Clinscians Network
PO Box 164285
Mustin, Texsas 78716

Migramt Climicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

- Enrolling Clinic

E-mail address

Contact person at Clinic
Security Question #2:

Patient's city of birth?

Patient’s father’s first name?
Please indicate the health area(s) for which the participant is
being enrolled. If the participant's health status changes
during enroliment in the Health Network, additional areas

may be added with the participant’s verbal consent,

CONSENT FOR RELEASE OF MEDICAL INFORMATION

| First Name
Alias, Nicknames, Etc

The Mealth Network currently helps with continuty of care for people
with indectious chronic ilinesses or other healthcare conceers. (i) MCN s
a nen-profit company coordinating my envcilment in the Health Netwaork
At no cost to me; (i) MCN may not be able to obtain health care
providers that are available 10 care for my condition st o cost 1o me; (4)
the health care providers who will be providing my treatment are
independent and not emplayees of MON; and (Iv) MON does not provide,
and Is not resporsible for, any health care trestment, or the outcomes of
SUCh treatment, in Connection with arvy or all of the Health Network
projects.

| agree to partiopate in the Health Network, and | understand that my
protected health information and personal information will orly be
releasod for the purposes of my medical treatment, healthcare
operations, payment, or pursuant to my authorization

1 30 NOT authorize MON or future health care providers 10 have access
to my medical records around Issue(s) listed here

[aTtach sadtaral page f neededt)

| HEREBY RELEASE MON, ITS EMPLOYEES, OFFICERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND A

ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES
WHATSOEVER ARISING
N THE MEALTY -

*PARTICIPANT SIGNATURE
(or Sign of Legal Rep )
Relationship of Legal

! Representative to Patient

We recommend that, whenever p
s compieted.

OUT OF MY ENROLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESULT

you provide the participont with o copy of this Consent for Release of Ml

Business Phone: (512) 327-
Confidential Fax: (512) 327
Confidential Phome: (800) 825

IeGI\I/es MCN st f
I8l per Mission ¢
tranSfer o
pa.rtiCipantS,

Clinic phone number(s)
Clinic fax number(s)

Prenatal Care J  General Healt/
Cancer
Diabetes

] Tuberculasis Q Hv and Conta

coeccC

Last Name(s)
Birth Date (Month / Day / Yeor)

1 agree to notify my future health care providers of my enrolimi
1he MON Health Network to help faclate the transfer of my n
records. | understand and corsent to MCN maintaining records
containing serstive health information (examples: MV status a
miormation about mental health isswes] if my health care prowi

being Signed
patient, re

valid for

by
Mains
date

believes ths information is needed for ey treatmant. | author
and future health care providers to have access to those medi
that my health care providers feel are necessary for my medic
treatment and/or continued screening

Authorized individuals from MON may contact me by phone,
penon regarding follow up and referral for my treatment for
conditions. These individuals will adhere 10 federally mancy
confidentiality, privacy and security procedures. This conser

from the
e o et e A mr e meane: S )@

can submet 2 written request any time to leave the Health Netwo - -
St the health issues that MON is authorized to address. | also
understand that | have a right 1o receve a copy of my medical records on
file with MON upon written regues

my partcip

[INCLUDING ATTORNEYS' FEES), AND LIABILIT!

Participants
'énew thejr
= Coqsent after jt
€Xpires jf they stij|
Need assistance

may

Witness Signature
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Migrant Clinicians Network Business Phone: (512) 327-2017
PO Box 164285 Confidential Fax: (512) 327-6140

Austin, Texas 78716 S Confidential Phone: (800) 8258205
Migrant Clinicians Network

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

*REQUIRED

J First Name Last Name(s) |
f Mother’s Maiden Name Birth Date (Month / Day / Year)
‘ City Gender: a Female a Male j
| Place of birth:  State ) 2 Single O Divorced Q3 Other: \
\ Marital Status: 5 Married 0 Widowed \
1 Country ‘

Race/Ethnicity: O White -~ Non-Hispanic/Latino O  Black ~ Non-Hispanic/Latino O Hispanic/Latino |

9 Asian—Non-Hispanic/Latino 9 Indigenous Qo Other: ‘

; Language(s) a  English a Creole Language you prefer to be contacted in: ‘
| Spoken: Q  Spanish Q Other:
§ Occupation{s) Q Farmworker g Construction g Retired
; (frompasttwo O Homemaker 9 Factory 9  Unemployed ‘
| years): a  Student g Child care Q Other: ‘
| Current Q  Farmworker Camp Housing a Jail O Homeless ‘
| Residence: aJ Home 0 ICE Detention Center O Other:

CURRENT CONTACT INFORMATION FOR PARTICIPANT:

Street / P.O Box City State Zip/Country
| *PHYSICAL ADDRESS:
| *“MAILING ADDR ‘
| *PHONENUMBER Area Coawy_ |5 It ok If we talk to people that answer this phone about 1 Yes *INITIALS: ‘
FOME / CELL / WORK: ur personal health information? (ifyoudonctcheckoff @ No

[ ¢ifller box, or you do not initkal, your answer will be “No”) ‘

OTHER CONTACT INFORMATION " UR PARTICIPANT (Place you normally mave to):

Box City State Zip/Country

Physical Address:

i ok if we talk to people that answer this phone about Yes *INITIALS:
personal health information? (ifyoudonot checkoff 2 No
box, or you do not initiol, your answer will be “No”)

C

| you give 0 contact that family member or friend to assist you in receiving continued health care, which may require

| discussing your health condition(s) with this individual, You do not have to provide this additional contact information,

| First Name Last Name Relationship to Participant

| Street / P.O Box City State Zip/Country

| *PHONETUMBER (with Ares CO% Is it ok if we talk to people that answer this phone a Yes *INITIALS:
OWIE / CELL / WORK: bout your personal health information? (¥ you do not a No

[ ] off either bex, or you do not initkal, your answey will be “No®)

Page 20f 2



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.



Option 2

You Interview:

1. Fill out the information about the patient

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

3. Fax the signed forms and medical records to
Health Network staff




Important Things To Do When
Filling Out the Enroliment Forms

Be sure to:

1. Provide accurate phone/e-mail for patient

2. Have the patient sign the consent form and
confirm all the contact information (including
country/area codes) being provided

3. Fax the signed forms and medical records to

Health Network staff within 5 days



Tools for Maintaining
a Patient in Care

Make sure patients have the HN toll free number:

800-825-8205
or
01-800-681-9508 if calling from Mexico



Educating patients

Explain...

 how Health Network keeps all patient
Information confidential

« the benefits of receiving support

 how they will receive an initial call from a Texas

number (512 area code) and they MUST

answer and speak the Health Network

Associate In order to receive assistance




Maximizing Health Network

The Patient’s Role...



Maximizing Health Network

Explain the patient responsibilities and
expectations and how to make the best use
of Health Network support...

e by informing Health Network of any phone or
address changes

e by contacting Health Network staff after
arriving in a new area

e by staying on treatment as long as indicated
e by notifying new clinics of enrollment in HN



Challenges to
Success

Staff turnover at
clinics

Patient
Cooperation
ldentifying migrant
patients

Incorrect patient
iInformation

Delay In enroliment




Things to Consider

* Enrolling a patient in Health Network will
provide you with an outcome report

« Patients will have year-round navigation
services when enrolled in Health Network

« Patients and their families are more willing to
participate Iif they are comfortable with
MCN’s bridge case management




Additional enrollment resources at
your finger tips

\
% HecfNetwork
| Informational Videos about Health Network
What is Health Network?
e— g
How to Set Up Health
m Network in Your Clinic
N What Patients Need to Know
pre— - $ Communicating with Health

— .

Download Enrollment Packets in English, Kreyol,
== Portuguese and Spanish

www.migrantclinician.org




Contact Us

Health Network telephone:
800-825-8205 (U.S.)
01-800-681-9508 (from Mexico)

Health Network fax; 512-327-6140
MCN website:

If you have additional questions about the program
contact Theressa Lyons-Clampitt: 512-579-4511 or
tlyons@migrantclinician.org


http://www.migrantclinician.org/

