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Mental health is not just the absence of
mental disorder, but a state of well-being
In which every individual realizes his or her
own potential, can cope with the normal
stresses of life, can work productively and
fruitfully, and is able to make a
contribution to her or his community.

World Health Organization



Quality Improvement Can Address
Depression Disparities (PIC)
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Yet Disparities in Care Persist

* Minorities are less likely to get any or
appropriate mental health care when
needed

e Disparities In care remain or are
worsening over time

e Barriers to implementation of collaborative
care for depression in primary care exist,
especially for under-resourced
communities and public sector clinics



Disparities in the Clinical
Workforce Exist (2006)

White Americans: 65% of the population but 79% of psychiatrists
and 92% of clinical psychologists

Latinos: 15% of the population and 5% of psychiatrists and 3% of
clinical psychologists

African Americans: 13% of the population and 3% of psychiatrists
and 3% of clinical psychologists

Asians: 5% of the population and 10% of psychiatrists and 2% of
clinical psychologists

American Indians/Alaskan Natives: 1.5% of the population and
4% of psychiatrists and .4% of clinical psychologists

Many other services sectors support under-resourced
communities and communities of color, but are seldom included in
clinical goals and improvement efforts



The Promise of Community
Engagement to Address Disparities

e Trains a broader network of providers that
are ethnically diverse and trusted in the
community—addressing manpower ISsues

* Exposure diverse populations to key
components of collaborative care In
familiar settings—addressing access

* Improves client quality of life and social
determinants of mental health—
addressing multiple sources of disparities



How can we translate the benefits of
high-quality depression care
into better lives
for under-resourced,
communities of color today?

“Little is known about the independent contribution
of community linkages to improving health and
behavioral health outcomes.”—SAMSHA 2012



H.R. 3590: The Patient Protection
and Affordable Care Act
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CPIC Research Questions

How can we best build community capacity
to address depression?

— By training individual programs in best
practices?

— By bringing programs together to plan how to
Implement best practices as a community?

Are both models feasible?
Which builds provider capacity the most?

Which improves client outcomes the most?
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CPIC’s CPPR Design Framework
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Circle of Influence Model for
Collaborative Research ©2002
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L. Jones, M.A., D.S. Martins, M.D., Y. Pardo, R. Baker & K. C. Norris, M.D. MO158.KW.06/2015 15
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Collaborative Care Tools, CEP and RS

Team management (IMPACT)

Clinical assessment and medication

management and alternative health practices
(PIC)

Cognitive behavioral therapy for depression (We
Care)

Care management/case management/health
workers (MHIT/New Orleans, PIC)

Patient education resources (PIC)
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CPIC’s Diverse Clients

(N = 4,440, mean age 47 years)

Family income from work <$10K I N R, > /0
African American or Latino R 50
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Client Depression

Common Across Program Types
(N=4,440)
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Most Services for Depression in

Community-based Agencies
SPA 4, Metro SPA 6, South

Total contacts= 13,062, n=374 Total contacts=15,390, n=425
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One Homeless Participant’s
Quest for Services

‘- "'1:1 T Sant H Il C & P"ll'l " ':'.' Fd.'lw b k}““-\\_\!
W'B’I-tl"l‘d i s i Wlomica z ] - (R -
w'idﬁn;uwl k * Hn";"n'-"?*":'f' Halywood . s O e
[Getry — ' Heights
“??il‘-’ " t West Hakywood Fountan fwe ’ G
' Hollywood g
Mandevile \ gt @ () sty Wy Sibver Lok
Caryon Park | Bel Ak ‘t‘-ﬁl‘“" Y § U B }
Be Hills  Beye ijome
.-.%mma*:;; o, SIS 4 ) 3HOMGleSs Housingy
\ e { Hancock Park EE ggring 5“&
W ?!-n-[il-:r;'f:ln -u# 3 ; & Sanford 4
L, WEmm*-d Cantury City gl uj? r.
g Brentemad ":!.,w 10 miles: 70 min. via bus @ Lochveurhes Lﬂgﬁnﬂ
ffﬂ' -dk Country Chub % 24 min. via car nc:lwimﬁ'c g e "‘,::ﬂ:‘
FRific i ¥
Paisades? e  Mental Health Services P I b e SIS K
14 milas: 55 mmin. ¥vig bul MH wlm 3 b, ¥, v Mrl'..l-..m._ru =W JoMerman h o ﬁﬁ
Hoden B w
e Fﬂmw :'ﬂ"‘ & 9 miles: 55 min. via bus  pestion bivd é
7 Mnntul Health Services 22 min. via cor no fraffic
3

_ | PC Visits: 2 R §

‘ et " MH Visits: 3 'y w %
7 Laders .7 View Park I r

h"ﬂl:- ) Heighis I
Social Services &, % = W S 51 i e

e Park-Windsor W Siauscn Ave i

s 7 & Hilts - p !
14 miles: BO min. via bus el Rey- e W) o 45 Dageave ( g H
25 min. via car no traffic & Alsace e Eanfingig i o
Playa \iata R“‘H“-h_t\_ J Soitn E g Fl

% ¥ Contral LA | 3 I s

€ 2 4

A10158-KW-06/2013 21



Summary of 6-Month Outcomes

CEP relative to RS
— Increased staff participation in trainings
— improved mental health quality of life and physical activity
— reduced homelessness risk factors
— reduced behavioral health hospitalizations

— shifted outpatient depression services
e away from specialty medication visits

e toward primary care, faith-based and park services for
depression

BUT: No significant difference in depressive symptoms,
use of antidepressants or healthcare counseling for
depression

--So0 mechanism is not more “formal” treatment
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CEP Increased Staff Participation

In Evidence-based Trainings
(N=1,622)

Any Training
CBT Training

BCEP ERS

Care Management Training

Med Training

*p<.05
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CEP Improved Client Mental Health
Quality of Life n=101s)
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CEP Improved Physical Health and
Reduced Homelessness Risk Factors

(N=1,018)
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CEP Reduced ADM Hospitalizations

(N=1,018)
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CEP Increased Primary Care and
Public Health Visits for Depression

(N=1,018)
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Percent

CEP Increased
Faith-Based Visits for Depression

(N=1,018)
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How? Some ldeas 3@-

 Case management/counseling delivered n
community-trusted locations

e Social service programs learned to engage
depressed clients in usual social services
(addressing social determinants)

* Networks bridged gaps in services

— Potential model for neighborhood behavioral
health homes in under-resourced communities
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Using Community Engagement
to Address Disparities

e Train a broader network of providers that
are ethnically diverse and trusted in the
community

* Exposure diverse populations to key
components of collaborative care In
familiar settings

* Improve client quality of life and social
determinants of mental health
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Implications for Affordable Care Act

Co
Im
PO

Implementation

laborative care programs for behavioral disorders
orove quality and outcomes of care for diverse

oulations

Many services for depressed people are outside of
healthcare settings already

By

partnering around a common model, health and

social disparities may be jointly addressed

Co-leadership by healthcare and community
providers to deliver evidence-based care is key

Requires a model of community engagement to
engender trust while expanding capacity for services
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Thank you to Partners & Funders!

Funders: National Institute of Mental Health; National Library of Medicine;
Robert Wood Johnson Foundation; California Community Foundation;
UCLA Clinical and Translational Science Institute
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Thank you for joining our call today!

For more information about the California

Improvement Network, go to
www.chcf.org/cin

Today’s webinar slides and recording will be available
at that site within a week.

California
Improvement
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