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MIGRANT CLUNICIANS NETWORK

MQN Health Network: A Care Coordination Program for
Patients Who Move During Treatment




MIGRANT CLINICIANS NETWORK

Our mission is to create practical solutions at the intersection of
vulnerability, migration, and health.

Cutting Edge  Resources and Advocacy  Researchand Clinical Support

Programming  Dissemination  and Policy Knowledge and Capacity
Mobilization Building



MIGEANT CLMICIANS NETWORK

MEN oOffice Locations

Clinton, NY

@ @ Chico, CA
Point Reyes, CA Greencastle, PA® @ Salisbury, MD

@ McAllen, TX

“x San Juan, PR
- 9




10,000 +
constituents

Health educators
Nurses

Primary care providers
Dentists

Social workers

CHW:s

Outreach workers
Medical assistants
Others

Photo by Earl Dotter



Resource
Development

Program Advocacy
Development | and Policy

Information Technical
Dissemination Assistance
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\ 7 & culturally
1
Health education | @K competent staff
provided to !f b Store & transfer
mobile patients @ 7 medical records
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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

Prenatal
Network |}




General
Health

Renal/ Urinary

5%

Gl Diagnoses
~—_
6%
Mental Health/
Neurological
7%
Developmental
1%

Respiratory
Diagnoses
6%

Total Diagnoses

Musculoskeletal
5%
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Health Network Enrollment Criteria
Patient is:
1 e Mobile / Migrant
e Thinking of leaving area of care

Patient has:
e Need for clinical follow-up

e Working phone number or family member with phone number
e Signed MCN consent form
e C(linical 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 waliting

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 Enroliment




Migramt Chmicians Metwaork

ENROLLMENT IN THE MCN HEALTH NETWORK
[ Enrelling Clinl Clinic phone number(s)
| E-miail address Clinic faw number{s)
Contact person at Clinic

Patient's city of birth?

Patient's father's first name?
PMease Indicate the healih areas) for which the participant ks J Tuberculosis d HV
being enrolled. If the participant's health status changes O Prenatal Care d  General Healy
during enrodlment in the Health Network, additional areas 3 Cancer
Q

may be added with the participant’s verbal consent, Malpetes

lama Last Marmse{s)

CONSENT FOR RELEASE OF MEDICAL INFORMATION VAL'D TS

prn——

ke MO Health Metwork to help facltate the tranifer of my n
[ L] i

y willl by provicheg, my i
e, of MICN; and {iv) M

M THE MEALE

“PARTICIPANT SIGNATURE
jor Sagrature of Legsl Repressntatios)
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| Representative to Patient i omind EXPIQES‘ Ic g7
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PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK
) “REQUIRED
| First Mame Last Nameis) '
| Mtother's Malden Name Birth Date [(Manth / Day / Year]
| City Gender: a  Female o  Male
| Place of birth:  State _ d Single O Divorced a9 Other:
n Marital Status’ 5 Married 0 Widowed
Country
i Race/Ethnicity: 4  White — Nan-Hispanic/Lating Black - Non-Hispanic/Latino U HiEpanic/Lating
Asian — Non-Hispanic/Latino Indigenous Q  Other:

| Languagsis) English o Creole Language you prefer to be contacted in:
| Spoken: Spanish o Other:

| Occupation{s) G Farmworker o Construction a  Retired
Mm ”Ave | from past two Q@ Homemaker o [Factory g Unemployed

| years): a  Student Child care o Other:

T"E WOAKW& iﬁ:::::.c,._ PR AN OIS G e

Zip/Country
| *PHYSICAL ADDRESS:

02 E"MA‘L :-munﬁm

MAE gur personal health information? (f yow do net check off
v how, o pou oo st iairkal, pour anseer will be “Mo=)

I= It ok if we talk to people that answer this phone about

'OTHER CONTACT INFORMATION " JR PARTICIPANT (Place you normally mave to}:
| e Siceee D Box o

Zip/Country

ME NUMBER [with frea Code) i ok if we talk to people that answer this phone about ] *IMITIALS:
HOWAE / CELL / WORK: personal health information? [if yow do net check off
boe, or you do aot butial, pour answer will be “Mo®)
& we can contact if we cannat reach youl at either of the Incations yau pmmde&. In d-:llnzﬂ;ls
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
City State Zip/Country

Is it ok if we talk to people that answer this phone o
bowut your personal health information? (i pow do not a Mo
ok off either bow, o pau o pot initial, pour aneeer will e "o~




Optional Information for Enrollment
PRAPARE

Protocol
Responding

Assessing

Patients’
\— Assets
Risk

Expenences

N

1l



21 questions

to determine
SDOH issues

PRAPARE DATA

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?



2 Ways
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.



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



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

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

W DN -

before we can provide the navigation for
the patient.



Challenges to Success

e Staff turnover at clinics
(#1 Challenge)

 No single health center point of
contact (Close 2")

e Patient Cooperation
e I|dentifying mobile patients
e Incorrect patient information

e Delayin enrollment




Single Point of Contact

Migrant Clinicians Network
PO Box 164285
Austin, Texas 78716

Business Phone: (512) 327-2017
Confidential Fax: (512) 327-6140

WA{gFart Cltilciais Ntacik Confidential Phone: (800) 825-8205

ENROLLMENT IN THE MCN HEALTH NETWO

Envolling Clinic

E-mail address.
Contact person at Clinic

_ﬁmhﬂ ol Patient’s city of birth?

Security Question 82 Patient’s father's first name?
Piease indicate the health srea(s) for which the participant is
being enrolled. If the participant’s health status changes
during enrollment in the Health Network, additional areas
may be added with the participant’s verbal consent.

Enrolling Clinic Clinic phone number({s)

E-mail address Clinic fax number(s)

Patient's city of birth?

Security Question #1:

Security Question #2;

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

Patient's father's first name? e —

uberculosis a Hiv

O Prenatal Care 0 General Hedlth
O Cancer

Diabetes

First Name
Alias, Nicknames. Etc

The Heatts Netwars currentyy heips wih comteuty of Care for peogle
with mtex thoun, chrore dineases o other healthiare concern () MCH
8 0r GroB Company cOrdating my ervilment in 1he Heth Netwark
30 CORE 10 e [4) WICH mary ot be able 1o St heatth Care
Eromdnes that are sumlable 10 Care for my Condbtion ot ro (ot 16 e, (4
The Paalth care prows3ers wh Wil be proving my Ureatment

—

TTTehYe—

CONSENT FOR RELEASE OF MEDICAL INFORMATION

independert and not empiayees of MCN. and (iv) MCN Boe ot provide,
1 maxt rsporibie for, amy health Care trestmen, or (e outcomes of
A Eretimen, i COmracTion il deoy 06 31 ol The HadTh Network
prajects.

agree 10 partiopate i the Meatth Network, and | understand that my

First Name Last Name(s)

85 NOT Juthorize MON of Atuse M
10 frvp il records bround isseds) it .

rowiders 10 e kit

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

ST st e Aeeded)

Wgran Chraciam, Watwort

Business Phone (5
dential Fax: (5
Contidential Phone (900)

ENROLLMENT IN THE MCN HEALTH NETWORK
Clinic phone number(s)
Clinc fax number(s)

a Hv
O General Health

O Tuberculosis
O Prenatal Care
QO Cancer
O Diabetes

CONSENT FOR RELEASE OF MEDICAL INFORMATION
Last Nameds)
Birth Date (Moneh / Day / Year)

1 agree to nouty my kel

el
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cortentakty. privacy 3d secur Ty procecurr This consent form wil
remain in efiect for two years (34 months) trom the date sgned o ol
oy DIt ation i the e ST Netmorh hin ecded for arcther reason |
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ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DANAGES, LOSSES, DXPENSES [ENCLUDING ATTORNEYS' FEES), AND LIABIITIES OF ANY ONO
WHATSOEVER ARISING OUT OF MY ENSOLLMENT I THE MEALTH NETWORK AND MY MEALTH CARE TREATMENT RESULTING FROM MY ENROUMENT
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Educating patients (using your trust relationship)

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

e HowtouseHN
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
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Team-Based Approach

G




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
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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

'M
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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/

The Emergence of a Novel Coronavirus

BACKGROUND: FAMILY OF CORONAVIRUSES (CoV)

ANIMAL

Numerous coronaviruses cause disease in animals

HUMAN

Four types commonly circulate among humans, causing mild to moderate
upper-respiratory-tract illnesses (229E, NL63, OC43, and HKU1)

ZOONQTIC

Three animal coronaviruses have jumped to humans, then been transmitted
from person to person:

SARS-CoV - emerged 2003, caused >8000 cases; no cases since 2004

MERS-CoV - emerged 2012, caused >2400 cases; continues to infect humans
SARS-CoV-2 - emerged 2019, outbreak ongoing




CHARACTERISICS OF HOSPITALIZED CASES IN CHINA (N=138)

* 54% male

* Median age: 56 years (range 22-92)

* Hospital-associated transmission
suspected:

* 40 health care workers
* 17 patients

* Chest computed tomographic (CT) scan
* 100% bilateral ground glass opacities

* Among 36 transferred to ICU:

* Acute respiratory distress syndrome (ARDS):
61%

* Median age: 66 years
* 72% had underlying comorbidities

Signs and symptoms




Number of daily cases
A

Without
protective

i e Healthcare system capacity

With
protective
measures

Days since the first case

SOURCE: CDC




COVID-19 Resources


https://www.diabetes.org/diabetes/treatment-care/planning-sick-days/coronavirus
https://www.google.com/url?q=https://www.migrantclinician.org/blog/2020/mar/covid-19-widens-health-system-inequities-threatening-leave-migrants-and-immigrants-beh&sa=D&source=hangouts&ust=1585151558715000&usg=AFQjCNE-QsHZrMtL8s81FH68POFmPUu9sQ
https://www.google.com/url?q=https://es.hesperian.org/hhg/Coronavirus&sa=D&source=hangouts&ust=1585151558715000&usg=AFQjCNFAn-YBj6kg9RG8lXH9FwkaWHwOnA
https://www.google.com/url?q=https://www.scdhec.gov/infectious-diseases/viruses/coronavirus-disease-2019-covid-19/educational-outreach-materials-2019-ncov&sa=D&source=hangouts&ust=1585151558715000&usg=AFQjCNHMfPW-acEhJXt1iHGFfXlAluCjZA
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