


A force for health justice

Somos una fuerza dedicada a
la justicia en salud

Our mission is to create practical solutions at the intersection of

vulnerability, migration and health.

We envision a world based on health justice and equity, where migration

is never an impediment to well-being.

Nuestra mision es crear soluciones practicas en la interseccion entre la
vulnerabilidad, la migracién y la salud.

Nuestra vision es alcanzar un mundo justo y equitativo en salud, donde la
migracion nunca sea un impedimento para el bienestar.




Simultaneous
Interpretation in Zoom

From your computer’s Zoom toolbar, click on the
Interpretation icon (globe icon). Select your desired
language in the pop-up menu. Your desired language
is the language you want to hear during the
presentation.

_ - Select the language
Click this icon you want to hear

From your cellphone, click the “more options”
and select interpretation to select your desired
language.

Funcidon de interpretacion
simultanea en Zoom

Desde la barra de herramientas de zoom de su
computadora, haga clic en el icono de interpretacién
(el icono se ve como un mundo). Va a aparecer un
menu. Seleccione el idioma de su preferencia. Este
sera el idioma que escuchara durante la presentacion.

Haga clic en Seleccione el idioma
este icono que desea escuchar

Desde su teléfono celular haga clic o pulse en mas
opciones y seleccione interpretaciéon para elegir el
lenguaje que desea escuchar.




Objetivos de Aprendizaje Learning Objectives

Al finalizar esta presentacion, At the conclusion of this presentation,
los participantes podran..... participants will be able to.....
* Comprender qué pacientes son elegibles para la  Understand which patients are eligible for
continuacion de los servicios de atencion continuation of care services provided by
proporcionados por Health Network. Health Network

» Describir los beneficios a los pacientes inscritos en
Health Network para la continuidad de los servicios
de atencion.

e Describe the benefits to patients enrolled in
Health Network for continuity of care services

* Describir los documentos necesarios para inscribir a * Describe the documents needed to enroll a
un paciente en Health Network. patient in Health Network

e Comprender los desafios para mantener un
programa de continuidad de la atencién para los
pacientes moviles.

 Understand the challenges to sustaining a
continuity of care program for mobile patients




DECLARACION SOB
EL CONFLICTO DE INTE

RE

RESES

No tenemos ningun interés real o aparente
relacionado con esta presentacion, ni
tenemos relacion alguna con productos o
companias farmacéuticas, fabricantes de

dispositivos biomédicos y/u

otras

corporaciones cuyos productos o servicios
estén relacionados con las areas
terapéuticas pertinentes.



MIGRANT CLINICIANS NETWORK (MCN) ESTA ACREDITADA COMO PROVEEDOR
AUTORIZADO DE EDUCACION CONTINUA PARA ENFERMERIA POR LA COMISION DEL
CENTRO DE ACREDITACION DE ENFERMERAS ESTADOUNIDENSES

% Para recibir horas de educacién continua por esta capacitacién, los participantes deben completar una evaluacién
una vez que la presentacién termine.

* Una vez que se haya verificado que usted ha finalizado su participacién con éxito, cada participante recibird una
copia electrénica de su certificado que detalla el ndmero de horas de educativas concedidas.

* Los miembros del comité de planificacién, los presentadores, los docentes, los autores y los revisores de contenido
de esta actividad de educacién continua de enfermeria han declarado no tener ninguna relacién profesional,
personal o financiera relevante relacionada con la planificacién o la implementacién de esta actividad de
educacién continua.

% Esta actividad de educacién continua de enfermeria no recibié patrocinio ni apoyo comercial.
% Esta actividad de educacién continua de enfermeria no avala ningin producto.

% Si tiene preguntas o desea informacién adicional, comuniquese con lillian Hopewell en
jhopewell@migrantclinician.org



mailto:jhopewell@migrantclinician.org

Nuestro trabajo

Salud y seguridad Apoyo psicosocial para Redes de
de los trabajadores proveedores de salud Evaluacién proveedores Abogacia

Worker Health Psychosocial Support Evaluation Peer Advocacy

and Safety for Providers Networking
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Where We Are/ Donde estamos

Clinton, NY Greenville, ME

ChiCO, (@Y East Longmeadow, MA

Berkeley, CA Philadelphia, PA

Belmont, CA Salisbury, MD

Los Angeles, CA Fayetteville, NC

Austin, TX

Austin Suburbs
* Hutto
* Dripping Springs
e Buda
e Cedar Park

McAllen, TX Miami, FL

"’\ San Juan, PR

- e



Constituents / Miembros

Clinicians
Proveedores de servicios de salud

Migrant & Community Health Centers

Centros de salud comunitarios y
para migrantes

State and local health departments

Departamentos de salud estatales
y locales

Underserved Migrants and Immigrants
populations

Poblaciones desatendidas de migrantes
e inmigrantes

Primary Care
Providers

Proveedores de
servicios de salud

Nurses

Enfermeras

Social Workers

Trabajadores
sociales




Busca eliminar las
disparidades en salud
ocasionadas por la
movilidad de los
pacientes




Alan Pogue

MCN’s Health Network does not
discriminate on the basis of immigration

status and will not share personal patient

information without patient permission.

La Red de Salud de MCN no discrimina a
nadie por su condicion de inmigrantey

no comparte la informacion personal del

paciente sin su permiso.



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

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

v' La confidencialidad es fundamental para todo el personal de MCN. Todos los procedimientos que la Red de
Salud utiliza cumplen con las normas HIPPA

v" Todos los pacientes deben firmar (o hacer firmar a un testigo) un formulario de consentimiento antes de
inscribirse en la Red de Salud



Migrant Clinicians Networl Mﬁ‘N Business Phone: (512) 327-2017
»

PO Box 164285 Confidential Fax: (512) 327-6140

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

ENROLLMENT IN THE MCN HEALTH NETWORK
Enrolling Clinic Clinic phone number(s})
E-mail address Clinic fax number(s)
Contact person at Clinic
Patient’s city of birth?

Patient’s father’s first name?

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

being enrolled. Ifthe participant’s health status changes O Prenatal Care [0 General Health
during enrollment in the Health Network, additional areas O cancer

may be added with the participant's verbal consent. [0 Diabetes

Forms Required for Enrollment

Formularios necesarios para registrarse

protected health information and personal information will only be conditions. These individuals will adhere to federally mandated
released for the purposes of my medical treatment, healthcare confidentiality, privacy and security procedures. This consent form will
operations, payment, or pursuant to my authorization. remain in effect for two years (24 months) from the date signed or until

my participation in the Health Network has ended for another reason. |
can submita written request any time to leave the Health Metwork or to
limit the health issuesthat MCN isauthorized to address. | also
understand that | have a right to receive a copy of my medical records on
{attach odditionol page If needed) file with MCN upon written request.

I do NOT authorize MCN or future health care providers to have access
to my medical records around issue(s) listed here:

I HEREBY RELEASE MCN, ITS EMPLOYEES, OFFICERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND ASSIGNS FROM AND AGAINST
ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES {INCLUDING ATTORNEYS' FEES), AND LIABILITIES OF ANY KIND
WHATSOEVER ARISING OUT OF MY ENROLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESULTING FROM MY ENROLLMENT
IN THE HEALTH NETWORK

“REQUIRED

*PARTICIPANT SIGNATURE

. . Date
(or Signature of Legal Representative)

Relationship of Legal

. . Witness Signature
Representative to Patient g

We recommend that, whenever possible, you provide the participont with o copy of this Consent for Release of Medical Records and MCH Health
Network Enroliment form when it is completed.




Migrant Clinicians Network "N Business Phone: (512) 327-2017
PO Box 164285 4 Confidential Fax: (512) 327-6140
Austin, Texas 78716 B o Confidential Phone: (800) 825-8205

Migrant Clinicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

Enrolling Clinic Clinic phone number(s)

E-mail address Clinic fax numberis)

Contact person at Clinic el co

7 . n

Patient’s city of birth? Dart,c,-pant e
Patient’s father’s first name?

Please indicate the health area(s) for which the participant is O Tuberculosis O Hw medic

being enrolled. If the participant’s health status changes O Prenatal Care [0 General Health Os

during enrollment in the Health Network, additional areas O cancer —

may be added with the participant’s verbal consent. [0 Diabetes

CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name Last Name(s)

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

The Health Network currently helps with continuity of care for people | agree to notify my future health care providers of my enrollmentin

with infectious chronic illne sse s or other healthcare concerns. (i) MCN is the MCN Health Network to help facilitate the transfer of my medical

a non-profit company coordinating my enrollment in the Health Netvvork records. | understand and consent to MCN maintaining records for me EI

at no cost to me; (i) MCN may not be able to obtain health care containing sensitive health information (example s: HIV statusand/or COnSe
providers that are available to care for my condition at no cost to me; {iii) information about mental health issues) if my health care provider ent

the health care providers who will be providing my treatment are believes thisinformation is needed for my treatment. | authorize MC . ro d
independent and not employees of MCN; and {iv) MCN does not provide, and future health care providers to have access to those medical rec flrma d l
and isnotresponsible for, any health care treatment, or the outcomes of that my health care providersfeel are necessary for my medical aCi
such treatment, in connection with any or all of the Health Ne twork treatment and/or continued screening.

projects. Authorized individuals from MCN may contact me by phone, mail ¢

Iagree to participate in the Health Network, and I understand that my person regarding follow up and referral for my treatment for the se

protected health information and personal information will only be conditions. These individuals will adhere to federally mandated

released for the purposes of my medical treatment, healthcare confidentiality, privacy and security procedures. This consent form will

operations, payment, or pursuant to my authorization. remain in effect for two years (24 months) from the date signedor "

my participation in the Health Network hasended for another reas
can submit a written reque st any time to leave the Health Network

I do NOT authorize MCHN or future health care providers to have access
to my medical records around issue(s)listed here:

limit the health issuesthat MCN isauthorized to address. 1also artiCi
understand that | have a right to receive a copy of my medical rec pants may
fattach additionol page if needed) file with MCN upon written request. after I rene

texpires |
I HEREBY RELEASE MCHN, IT5 EMPLOYEES, OFFICERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND ASSIGNS FROM AND Af €s If

ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES (INCLUDING ATTORNEYS' FEES), AND LIABILITIES OF ANY KIND
WHATSOEVER ARISING OUT OF MY ENROLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESULTING FROM MY ENRO

IN THE HEALTH NETWORK LOS pa thlp
C .
*F onsent’mient
*PARTICIPANT SIGNATURE au .
{or Signature of Legal Representative) Lt UI’) S’guen

Relationship of Legal Witness Signature \\‘I

Representative to Patient

We recommend that, whenever possible, you provide the participant with o copy of this Consent for Releose of Medical Records and MCN Health
Network Enroliment form when it is completed.




M@N fidentis 512) 327-6140
Migrant Clinicians N etwork 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 ) [ Single [ Divorced [ Other:
- Marital Status: [0 Married [] Widowed

White — Non-Hispanic/Latino [ Black — Non-Hispanic/Latino [0 Hispanic/Latino
Asian —Non-Hispanic/Latino [ Indigenous O Other:

Race/Ethnicity:

English [0 Creale Language you prefer to be contacted in:
Spanish [ Other:

Language(s)
Spoken:

Retired
Homemaker Factory Unemployed

a

O
Student Child care [0 Other

O

O

(from past two
years):
Homeless
Other:

Farmworker Camp Housing Jail
Home ICE Detention Center

Current
Residence:

O
O
O
O
Occupation(s) [0 Farmworker Construction
O
O
O
O

Street / P.O Box City 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? (i you do not checkoff [ No
either box, or you do not initicl, your onswer wiil be “io”)

Street / P.O Box i Zip/Country
Physical Address:

Mailing Address:

*PHONE NUMBER (with Area Code)  |s it ok if we talk to people that answer this phone about [ Yes *INITIALS:
HOME / CELL / WORK: your personal health information? (if you donot checkoff  [] No
either box, or you do not initicl, your onswer wiil be “io”)

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 [ Yes *INITIALS:
HOME / CELL / WORK: about your personal health information? (if you do not O No
check off either box, or you do not initicl, your answer will be “No*}




Single Point of Contact at the Health Center

Un solo punto de contacto en el Centro de Salud

Migrant Clinicians Network
PO Box 164285
Austin, Texas 78716

Business Phone: (512) 327-2017
Confidential Fax: (512) 327-6140
Confidential Phone: (8007 825-8205

MGN

Migrant Clinicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

Migrant Clinicians Network
PO Box 164285

Austin, Texas 78716

Migrant Clinicians Network

Business Phone: (512) 327-2017
Confidential Fax: (512) 327-6140
Confidential Phone: (800) 825-8205

ENROLLMENT IN THE MCN HEALTH NETWORK

Enrolling Clinic
E-mail address

Contact person at Clinic

Clinic phone number(s)

Clinic fax number({s)

Security Question #1: Patient’s city of birth?
Security Question #2: 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 enrollment in the Health Network, additional areas
may be added with the participant’s verbal consent.

O Tuberculosis 0O Hiv

O Prenatal Care O General Health
O cancer

[0 Diabetes

Enrolling Clinic Clinic phone numberis)

E-mail address

Clinic fax number(s})

Contact person at Clinic

CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name

Alias, Nicknames, Etc

Last Name(s)

Birth Date (Month / Day / Year)

Security Question #1

Security Question #2: Patient's father's first name?

Tuberculosis O Hiv
Prenatal Care O General Health
Cancer

Diabetes

Please indicate the health area(s) for which the participant
being enrolled. If the participant’s health status changes
during enrollment in the Health Network, additional area
may be added with the participant’s verbal consent.

The Health Network currently helps with continuity of care for people
with infectious chronic illne sses or other healthcare concerns. (i) MCN is
anon-profit company coordinating my enrollment in the Health Network
atno cost to me; (i) MCN may not be able to obtain health care
providers that are available to care for my condition atno cost to me; (i)
the health care providers who will be providing my treatment are
independent and not employees of MCN; and (iv) MCN does not provide,
and isnot responsible for, any health care treatment, or the outcomes of
such treatment, in connection with any or all of the Health Network
projects.

lagree to participate in the Health Network, and | under stand that my
protected health information and per sonal information will only be
released for the purposes of my medical treatment, healthcare
operations, payment, or pursuant to my authorization.

1 do NOT authorize MCN or future health care providers to have access
to my medical records around issue(s) listed here:

(attach odditional page i needed)

| agree to notify my future health care providers of my enrollment in
the MCN Health Network to help facilitate the transfer of my medical
records. | understand and consent to MCN maintaining records for me
containing sensitive health information (examples: HIV statusand/or
information about mental health issues) if my health care provider
believes thisinformation is needed for my treatment. | authorize MCN
and future health care providers to have access to those medical records
that my health care providers feel are nece ssary for my medical
treatment and/or continued screening.

Authorized individual s from MCN may contact me by phone, mail or in
person regarding follow up and referral for my treatment for these
conditions. These individuals will adhere to federally mandated
confidentiality, privacy and security procedures. This consent form will
remain in effect for two years (24 months) from the date signed or until
my participation in the Health Network has ended for another reason. |
can submita waritten request any time to leave the Health Network or to
limit the health issuesthat MCN isauthorized to address. lalso
understand that I have a right to receive a copy of my medical records on
file with MCN upon written request.

I HEREBY RELEASE MCN, ITS EMPLOYEES, OFFICERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND ASSIGNS FROM AND AGAINST
ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES (INCLUDING ATTORNEYS' FEES), AND LIABILITIES OF ANY KIND
WHATSOEVER ARISING OUT OF MY ENROLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESULTING FROM MY ENROLLMENT

IN THE HEALTH NETWORK.

#*REQUIRED

*PARTICIPANT SIGNATURE

(or Signature of Legal Representative)
Relationship of Legal
Representative to Patient

Date

Witness Signature

We recommend that, whenever possible, you provide the participont with o copy of this Consent for Release of Medical Records and MCIN Heaith

Network Enroflment form when it is completed.

Please contact us at 512-327-2017 or wawwe.migrantdlinician.org/network for more information on the MCN Health Network
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These enrollment resources are available:

Estos recursos para el registro estan disponibles en:

Informational Videos about Download Enrollment Packets in
Health Network English, Haitian Creole, Portuguese
and Spanish

Videos informativos sobre
la Red de Salud

Descargue los paquetes para
registrarse en inglés, criollo haitiano,
portugués y espaiol




HIPAA BUSIMESS ASSOCIATE AGREEMENT

[date] (the “Effective Date”), by and between Migr: etwark [TMICNT,
or “Party”] and <<organization=> (the "C =d Entity" or "Party™) [collect

ed entity have = business relationship |t “Relationship”
ociate may perform functions or activiti n behalf of covered
sure of protected heszlth i
sociate on behalf of ered entity. Thersfore, if business asso
functioning = t iate to covered entity, b ssociate agrees to the following terms
and conditions st forth in t IPAA Busines: iate Agreement.

Definitions
Catch-zll definition:

The falloy

Rules: Breac El

Minimum b ) ivacy Practices, Protected Health Information, Reguired by
Zecretary, Security Incident, Subcontractor, Unsecured Protected Health Information, and Use.

zacizte” shall generally have the same meaning as the term
ociate” at 45 CFR 160.103, and in reference to the party to th esment, shall mean

entity” at 45 CFR 160.103, and in reference ta the party to this
of Covered Entity].

(b) Covered Entity. ity” shzll generzlly haw ne meaning as the term “coversd

, shall mezn [insert Nome
IPAA Rules. "HIPAA Rule hall mean the Pri ecurity, Breach Matification, and
Enforcernent Rules at 45 CFR Part 160 and Part 154,
Obligations and Activities of Business Associate
iate sgrees to:

{a) Mot use or disclose protected hezlth information other than a5 permitted or required by the
Agreement or as required by law;

Business
Associates
Agreements

Required
to be
compliant
with HIPAA

Acuerdos
de asociacion

Se requiere
para cumplir
con las

regulaciones
de HIPAA



Recap of Health Network
Enrollment Criteria

Resumen de los criterios

utilizados para el
registro de pacientes a la
Red de Salud

1 Patient is:

‘/Mobile / Migrant

‘/Thinking of leaving area of care
1 El paciente es:

‘/Mévil / Migrante

‘/Piensa dejar el area en la que recibe cuidados de salud

2 Patient has:

‘/Need for clinical follow-up

‘/Working phone number or family
member with phone number

‘/Signed MCN consent form

‘/Clinical base or enrolling clinic

2 El paciente tiene:
‘/necesidad de que se le haga seguimiento a los cuidados de salud
‘/un numero de teléfono del trabajo o de un familiar
‘/un formulario de consentimiento de MCN firmado

‘/una clinica base o clinica en la que se registré como paciente



Steps to Maintaining
a Patient in Care

Pasos para mantener
al paciente bajo los
cuidados de la salud



MCN'’s Health Network Associate:

Asociado de la Red de Salud de MCN:

v’ Contacts patients on a scheduled basis

v’ Contacta a los pacientes de forma programada

v’ Contacts clinics monthly, other healthcare clinics receive updates as
requested, and when treatment has completed.

v Contacta a las clinicas mensualmente. Ofrece actualizaciones a otras
clinicas cuando lo solicitan y cuando se ha terminado el tratamiento.

v’ Assists patients in locating clinics for services and resources

v Ayuda a los pacientes a localizar clinicas para obtener servicios y recursos

v Reports back to the enrolling clinic and notifies them of final outcomes

v’ Informa a la clinica base o de registro y les notifica de los resultados de las gestiones.



The Patient’s Role...

El papel del paciente...



HHUH-HHH-HiHi
HHH-HHH-HHHH

HHi-HHH-HHH#



Inform Health Network (HN) Associates of any
phone or address changes and contact HN staff
after arriving in a new area

Informar a los asociados de la Red de Salud (HN)
de cualquier cambio del numero de teléfono o
de la direccidn y ponerse en contacto con el
personal de HN al llegar al nuevo lugar de
destino



Continue treatment as
long as indicated by
their physician

Continuar con el
tratamiento por el tiempo
que el doctor

se lo pida



Over 15,100 totdal
HN enrollments

Mas de 15.100

participantes (pacientes)
registrados en

el programa de HN



Over 3,000 total clinics in U.S. and over 114 countries engaged to eliminate
mobility as an obstacle to continuity of care

Mas de 3.000 clinicas en E.E. U.U. y mas de 114 paises se han comprometido a
eliminar la movilidad como obstaculo en la continuidad de |la atencion en salud




El programa de la Red de Salud de MCN comenzé inicialmente como
una red para prestar apoyo a los pacientes con tuberculosis
Se han recomendado 2,125 tratamientos
(26 casos de TB resistente a multiples medicamentos; 65 casos de TB
resistentes a al menos un medicamento)
37 fallecidos

MCN’s Health Network program began initially as TB NET
2,125 Treatment Recommended
(26 MDR; 65 resistant to at least one drug)
37 deceased



Se les hizo seguimiento a 2.088 pacientes por TB activa
211 pacientes desaparecieron sin continuar con
la labor de seguimiento
106 pacientes rechazaron el tratamiento

2,088 Followed for Active TB
211 lost to follow up
106 refused treatment
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¢Como puede la Red de Salud de MCN tener
una tasa de éxito tan alta en 114 paises?

e Los navegadores de casos multilinglies/multiculturales
gue utilizan multiples técnicas de comunicacion.

e Los navegadores de casos de MCN hablan varios idiomas
(inglés, espafol, criollo haitiano, francés y portugués, y
utilizan Language Line para todos los demas)

How Can MCN'’s Health Network Have such a
high completion rate to 114 countries?

e Multilingual/multicultural case managers who use
multiple communication techniques.

e MCNs’ Case managers speak multiple languages
(English, Spanish, Haitian Creole, French and
Portuguese and use Language Line for all others)




La Red de Salud de MCN / MCN Health Network

Porcentaje de inscripciones en la Red de Salud segun el primer diagndstico

13%

17%

Percent of Health Network Enrollments by Primary Diagnosis

4%3% 2% 1%

28%

32%

B General Health / Salud general

M Prenatal / Cuidados prenatales

. Infant Program / Programa infantil

. TB / Tuberculosis

M Diabetes

W COVID Vaccine / Vacuna contra COVID-19
B Cancer Screening / Deteccion de cancer
B HIV / VIH



é¢Queé es el programa SCAN?

What is the SCAN Program?

» SCAN es la abreviatura en inglés de Red de acceso a
la atencidn especializada

El objetivo principal de SCAN es asistir en la coordinacién
de servicios de salud para pacientes menores de 18 anos
en areas de subespecialidades pediatricas.

» SCAN stands for the Specialty Care Access Network

SCAN’s primary goal is to assist with the coordination of
pediatric patients into sub-specialty care.



Referencia al programa SCAN

Referral into the SCAN program

v Una clinica, un programa,
una organizacion o un
miembro del equipo de SCAN
puede darse cuenta de que el
paciente necesita ser
atendido por un
subespecialista pediatrico.

v A clinic, program,
organization or SCAN
member identifies a
patient with
sub-specialty need

v Health Network helps to
guide and instruct on how
to complete the
enrollment packet.

v’ La Red de Salud orienta 'y
les dice a los pacientes como
completar el paquete de
inscripcion.



Referencia al programa SCAN

Referral into the SCAN program

El objetivo de SCAN es tener
preparada con antelacion la
informacion necesaria para que haya
continuidad en los cuidados de salud
y coordinar dichos cuidados con un
miembro del equipo de SCAN:

Informacion del paciente

Formulario de consentimiento
firmado

Resumen de la visita del
paciente (si el paciente ha sido
anteriormente atendido por un
proveedor de salud)

Proximos pasos

SCAN’s goal is to have the
following information prepared
to help with the continuation of
care and coordination with the
SCAN Team Member:

— Patient's information
— Signed consent form

— Patient Care Summary
(if the patient has already
been seen by
a previous provider)

— Next Steps



Referencia al programa SCAN

Referral into the SCAN program

v Si es necesario, el coordinador

de atencion del paciente de
SCAN se pondra en contacto
con la familia para hacerles una
presentacion del programay
completar la inscripcion del
paciente.

El coordinador de atencidn del
paciente informara a la familia
quien es el miembro apropiado
de SCAN a contactar y esta
persona de contacto se
encargara de solicitar al
proveedor de salud el resumen
de la visita del paciente.

v" The SCAN Patient care

coordinator will contact
the family to introduce
the program and
complete patient
enrollment if needed.

Patient care coordinator
will identify the
appropriate SCAN
Member to contact and
send out a request for
assistance with the
patient’s summary.



ABCD es una nina de 5 anos nacida en Guatemala con un retraso en el
desarrollo que incluye el habla e independencia para ir al bano.

Ejemplo del
resumen de

La nina llegé a Welcome Center en Tucson el 01/01/2021.

i Su madre habla espanol con fluidez y sabe leer y escribir. Hablé con Ia
INSCripcion del madre para referir a la paciente y ella estuvo de acuerdo. La madre

paciente.

también me dijo que en el pasado le dijeron que la nifa podria tener
microcefalia. La mandaron a hacerle unas pruebas a la nifa, pero la
madre nunca la llevod.

ABCD is a 5-year-old girl born in Guatemala with Developmental Delay
Example to include Speech and Toileting.

Of Patient The child arrived at Welcome Center in Tucson on 01/01/2021.

Enroliment Her mother speaks the Spanish language fluently and is literate. | talked
Summary with the mother about the referral and mom agreed: Mom also told me
that in the past she was told that the child might have microcephaly, and

was sent for tests, but mom never took her.




Ejemplo del
resumen de
inscripcion del
paciente.

Example
of Patient
Enrolilment
Summary

La madre dice que basicamente la nifa no ha recibido ningun
cuidado de salud. Hoy le he hecho a la nifia una evaluacién EPSDT
(por sus siglas en inglés) o control de la nifla sano completo.

El examen fisico es normal: la altura esta en el percentil 50, el peso
en el percentil 25. Incluiré el formulario EPSDT vy la tabla de
crecimiento cuando envie el historial que tengo. La nina no hablay
usa panales, no puede ir al bano sola en lo absoluto.

Mom says the child has had, essentially, no health care. Today |
accomplished a complete EPSDT (Well Child Evaluation) on
the child.

The physical exam is normal: height in 50%ile, weight in 25%ile:
| will include the EPSDT form and growth chart when | send the
records | have. The child has essentially no speech and uses
diapers — does not toilet at all.



La familia viaja hoy mismo a California. Tengo la direccion y el nUmero de

Ejemp|o del teléfono de su familia patrocinante. La madre ha firmado la referencia a MCN.
Seguiré las instrucciones de Luis y veré si puedo enviarle los documentos por
resumen de un correo electrénico seguro. Si no, utilizaremos un fax seguro para enviarlos.
iﬂSCfipCi()n de| Las posibles necesidades de seguimiento que he identificado son:
O Pediatra

paciente.

O Neurdlogo Pediatrico
O Terapia de lenguaje
O Terapia ocupacional

The family is traveling to California later today.
| have the address and telephone number of their sponsoring family. Mom signed

Example the referral to the MCN. | will follow Luis’ instructions and see if | can get the
. documents to you in a secure email. If not, we will use a secure fax to send them.
Of Patient The possible follow-up needs that | have identified are:
Enrollment — Pediatrician
— Peds Neurology
Summa ry — Speech Therapy

— Occupational Therapy




¢A quién se le envia la referencia en SCAN?

Who do you send the referral to for SCAN?

Coordinadora de atencion al paciente de SCAN - Camila Velasquez
e Completara la referencia
e |dentificara al miembro apropiado de SCAN a quien puede contactar

e Continuara la coordinacion de la atencion al paciente con el miembro del equipo de SCAN

Patient care coordinator for SCAN — Camila Velasquez
e Will complete the referral
e |dentify the appropriate SCAN team member to contact

e Continue patient care coordination with SCAN Team member



Connect with

Access our latest
resources

| iConéectese con

Get updates
from the field

Attend our variety
of trainings

Revise nuestros
ultimos recursos

Obtenga actualizaciones

desde el campo

Asista a nuestra gran
variedad de
capacitaciones

and a lot more at /y mucho mds en www.migra ntclinician.org

YW @tweetMCN

K3 @migrantclinician

[} @migrantcliniciansnetwork


https://www.migrantclinician.org/tools-and-resources.html
https://www.migrantclinician.org/community/blog.html
https://www.migrantclinician.org/trainings.html
https://www.migrantclinician.org/tools-and-resources.html
https://www.migrantclinician.org/community/blog.html

Contactenos

e Teléfono de la Red de Salud :
800-825-8205 (U.S.)

e Faxde la Red de Salud:
512-327-6140

e Pagina de Internet de MCN:
http://www.migrantclinician.org/

Si tiene mas preguntas sobre el programa o tiene
necesidades adicionales sobre la capacitacion y
asistencia técnica, también puede ponerse en
contacto con:

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


http://www.migrantclinician.org/

Por favor, recuerde enviar la evaluacion. Es necesario someter la
evaluacion si desea recibir un certificado de asistencia o un certificado
de educacidon continua en enfermeria.

Usted puede tener acceso a la evaluacion al escanear el codigo QR, al
hacer clic en el enlace que aparece en el chat, o espere a que se cierre
la sesion y la evaluacion se abrira automaticamente en una nueva
ventana. jGracias!

Please remember to submit the evaluation. Submission is
required if you would like to receive a Certificate of Attendance or
a Certificate of Continuing Nursing Education.

You can access the evaluation by scanning the QR code, clicking on
the link provided in the chat, or wait until the session is closed and
the evaluation will automatically open in a new window.

Thank you!

En la esquina superior derecha de la
evaluacion, puede seleccionar el idioma en
el que le gustaria completarla.

On the top right-hand corner of the
evaluation, you can select the language
you would like to complete it in.
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