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BACKGROUND 

In 2010, major provisions for changing the current health care delivery system were addressed during the healthcare reform debate.  The Patient Protection and Affordable Care Act (PPACA, H.R.3590) was signed into law on March 23, 2010 by President Obama and the Health Care and Education Reconciliation Act, signed on March 30, was designed to amend certain provision in the PPACA.  Together they are known as the Affordable Care Act (ACA).   Healthcare reform is designed to increase access, provide affordable care, expand coverage and increase public health programs designed to eliminate barriers to receiving quality care.  New models of care must be designed and researched to assess their appropriateness for all communities.  Improving research that identifies best practices models for Asian Americans, Native Hawaiians and Pacific Islanders is particularly critical because of the lack of good data on AANHPIs.  Relying on outcomes for other populations may or may not be appropriate for AANHPIs because of strong impact of culture and language in the provision of services.  
Uninsured rates. The US spends more than $2 trillion annually on health care, the highest in the world, but tens of millions of Americans continue to have poor quality of health due to chronic diseases like cancer, diabetes, Alzheimer’s  and mental health disorders.  47 million Americans do not have health insurance and one in five people have trouble paying medical bills1,2.  
One in six Asian Americans and one in four Native Hawaiians and Pacific Islanders are uninsured.  Persons of Korean heritage have the highest overall uninsured rate (29.8 %) followed by Native Hawaiians ( 24%) Vietnamese (21.5%)  South Asians (17%) and Chinese (16. 8%3.   Individuals without insurance are less likely to have access to care.  This includes preventive services and receiving care in a timely fashion that can stave off costly expenses as symptoms increase in severity.  Access is a major factor in eliminating disparities but unfortunately for many Asian Americans, Native Hawaiians and Pacific Islanders, there is little for them to access4. 

There are AANHPI serving agencies that have been providing excellent care for decades but even they struggle to find resources to meet the needs of their communities.  Cities like San Francisco, Los Angeles, Boston, New York and Seattle, that have high concentrations of AANHPIs, are fortunate to have culturally competent, bi-lingual providers but are overwhelmed because of the increased demand for services.  Other regions of the country struggle to find providers who have both the language and clinical capabilities.  An improperly trained workforce adds to mounting costs by failing to provide competent services.  The result is poor assessments leading to misdiagnosis, inadequate treatment, and increased severity of symptoms for both physical and mental problems that may result unnecessary treatment costs.    Finding effective models are not only clinically appropriate but also cost effective.   
Prevalence of health/behavioral health problems in AANHPIs.  Public opinion surveys of Southeast Asian indicate that despite low utilization rates, they are very concerned with health care.  The low utilization rates may be indicative of barriers they face when attempting to receive care rather than them not seeking or needing care.  According to the California Endowment report, more than ninety percent of the Vietnamese, eighty percent of the Hmong, and sixty percent of the Cambodians interviewed stated that health care was very important to them. Medical care was rated the number one concern for Vietnamese Americans interviewed, in contrast to the general population.  The report also stated that nearly thirty percent of Hmong and Vietnamese and twenty-three percent of Cambodian experienced problems getting medical care when it was needed5.  

According to the Intercultural Cancer Council (ICC), Asian-Americans are dying of cancer at a faster growing rate than for any other ethnic group. Cancer is also the leading cause of death in Asian-American women, the only population group in the US for which this is true6.   Cervical cancer rates among Vietnamese women are five times higher than among white women.7 Southeast Asian women are more likely to have late diagnosis of cervical cancer that could have been mitigated by routine Pap smear testing.8  

Post traumatic stress disorder represents the most common psychiatric disorder, affecting perhaps 50% to 70% of the refugees9.  40% of Southeast Asian refugees suffer from depression and 35% from anxiety10.  In one study in Boston, 54% of Cambodian, 11% of Vietnamese, and 92% of Hmong outpatient clients met the criteria for PTSD11, and in a study of Cambodian refugees, the prevalence rates of acute levels of depression and post-traumatic stress disorder (PTSD) were 68 per cent and 37 per cent, respectively12.   
Significance:  AANHPIs experience serious health and behavioral health problems but fail to receive the quality of care they need.  Integrated care and medical homes hold much promise and are receiving much attention in the current healthcare reform discussions but little is known about what this should look like for AANHPIs.  Gaining clarity on what this should encompass is critical as federal policies and allocation of resources are being decided.  This proposal will therefore design a series conferences that will highlight research addressing disparities in care, best practices models, the need for integrated models and medical homes, cost containment and other key issues that impact health outcomes for AANHPIs who are at risk for increased health/behavioral health problems.  

Usually the provision of services, writing policies, training programs, reimbursement schedules, research design and allocation of resources focuses on either physical health, mental health, substance abuse or disabilities.   Sometimes two of the four are discussed together but rarely, if ever, are all four studied at the same time.  The outcome is the continued separation of efforts that results in poorer quality of care.  Even the recent interest in integrated care and medical homes have not figured out a way to address all the salient issues for diverse populations.  

Bringing together researchers, service providers, consumers/patients, and policy makers across all disciplines over the a three year period will have tremendous impact on improving our understanding of how to deliver effective care for Asian Americans, Native Hawaiians and Pacific Islanders.   

Disparities in care and need for improved research for AANHPIs
Disparities in quality care for diverse populations including AANHPIs, is well documented.  The Institute of Medicine’s (IOM) landmark report Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care confirmed that health care disparities exist and that communities of color generally receive poorer quality of care than whites, even after controlling for income and insurance status13.   The US Department of Health and Human Services Advisory Committee on Minority Health emphasized in its report Ensuring that Health Care Reform Will Meet the Health Care Needs of Minority Communities and Eliminate Health Disparities:  A Statement of Principles and Recommendations14 , the importance of eliminating disparities in health and healthcare and evaluating whether healthcare reform can meet this challenge.  

The Agency for Healthcare Research and Quality was directed by the Healthcare Research and Quality Act of 1999 to develop two annual reports15.  One is the National Healthcare Quality Report and the other is the National Healthcare Disparities Report.  The Disparities report is responsible for tracking disparities in the delivery of healthcare as it relates to racial and socioeconomic factors in priority populations.   Priority populations are defined as women, children, the elderly, minority groups, low income groups, residents of rural areas, and individuals with special health care needs.   One of the findings of the Disparities Report was the fact that people of lower social economic status, Asian Americans, and Hispanics report greater difficulty understanding health care information from their doctor’s office16.  AANHPIs were also less satisfied than any other racial/ethnic group with the quality of primary care that they received17.  

The need to improve research that addresses language and cultural barriers for AANHPIs was  highlighted in the Surgeon General’s Report on Mental health: Culture, race, and ethnicity – a supplement to mental health: A report of the Surgeon General18  as well as the President’s New Freedom Commission on Mental Health19 that came to the conclusion that the “current mental health system has neglected to incorporate, respect or understand the histories, traditions, beliefs, languages and value systems of culturally diverse groups”.   The White House Initiative on Asian Americans and Pacific Islanders made the recommendation to “develop and implement ongoing mechanisms for identifying…funding researchers working with the Asian American and Pacific Islander communities, including researchers at non-academic institutions”20.   

 It is difficult to find disaggregated data for AANHPIs.  They are either missing from research samples altogether or, when included, they are frequently identified only as Asian Americans or Pacific Islanders, which masks major health/behavioral health differences between groups. Only 0.01% of all published researched in the MEDLINE database from 1966 - 2000 directly involved Asian American/Pacific Islander health21.  This has led some to the erroneous conclusion that AANHPIs have few if any problems.  In response to longstanding concern, the IOM’s report Race, Ethnicity, and Language Data: Standardization for Health Care Quality Improvement summarized current practices in the collection and coding of race, ethnicity and language data and made the recommendation to standardize the collection of national (Office of Management and Budget or OMB) categories for race plus granular ethnicities which would disaggregate data for ANHPIs22.  
And finally, research that focuses on improving quality of care for AANHPIs must use a community based participatory approach that brings together researchers, providers, policy makers and consumers/clients/patients to design research questions, identify culturally appropriate outcome measures and identify appropriate data collecting methods that will insure accurate and useful data.   The proposed conferences will target diverse stakeholders and address the research challenges raised in this and the following sections.  

Integrating physical and behavioral health

Integrating primary health and behavioral health is essential to improved quality of care.  There is not only a direct correlation between one’s physical health and mental health23,24,25,26,27, failure to address mental health conditions can have dire consequences for a person’s overall health and well being.  Research shows that people with serious mental health problems die on average twenty five years earlier than the general population28.  This is due primarily to preventable health conditions such as diabetes, obesity, and cardiovascular disease that could have been treated had the person received proper mental health care.  Failure to treat serious mental health conditions makes it difficult for a person to take appropriate care of their health, to eat properly, exercise, and follow doctor’s orders that include taking medication if they have a co-existing medical condition.   Conversely, having a serious medical problem can greatly impact the emotional wellbeing of a person and can trigger major depression and other mental health problems.  

It is imperative then, that developing best practices models have at its core an integrated approach.   In addition to its clinical appropriateness, it has major implications for cost reduction.  The burden of disease from mental disorders for countries like the U.S. exceeds that of any other health condition29 and mental illness represents four of the top six sources of disability from medical causes for Americans ages 15-4430.  The Global Burden of Disease study indicates that the burden of disease from mental disorders for countries like the U.S. exceeds that of any other health condition.   Mental illnesses and substance use disorders resulted in $193 billion in lost productivity in 2002.   By 2013 this loss is estimated to rise to more than $300 billion31.

Integrated care can streamline services, reduce unnecessary duplication of efforts, reduce costs and improve communication between primary care and other providers which results in improved treatment adherence32.  Integrated care produced better outcomes due to earlier diagnosis and treatment and resulted in higher satisfaction for both the patient and provider33,34,35, which would be particularly important for AANHPIs who have been the least satisfied with the quality of services of any ethnic group.  Integrated care has also been shown to help contain costs which is essential to sustaining program services35,36.   

There are several best practices models of integrated care for AANHPIs, including the Bridge Program at the Charles B. Wang Health Clinic in New York City’s Chinatown, the South Cove Community Health Center in Boston, the Asian Counseling and Referral Services in Seattle Washington, and the Waianae Coast Comprehensive Health Center on Oahu.  Research conducted at Charles B. Wang showed significant improvement in decreasing the severity of psychiatric symptoms upon intake after they implemented the Bridge Program37.  Their research examined whether older primary care patients were satisfied with two intervention models designed to ameliorate their behavioral health problems.  A total of 1,052 primary care patients aged 65 and older with depression, anxiety, or at-risk drinking were randomly assigned to and participated in either integrated care (IC) or enhanced specialty referral (ESR) model and completed the Client Satisfaction Questionnaire (CSQ) administered at three-month follow-up assessment.  Older patients indicated greater satisfaction and were twice as likely to attend treatment or show clinical improvement when utilizing an integrated model vs. being referred to specialty mental health and substance abuse clinics.  

Patient Centered Medical Homes  

President Obama set aside $634 billion for health reform that was passed by Congress this past Spring.  The need to contain costs while expanding services will be one of the greatest challenges facing policy makers, providers, consumers and researchers.  The patient centered medical home holds great promise for helping eliminate disparities in care for AANHPIs and other difficult to serve populations.  First implemented by the American Academy of Pediatrics, the medical home is broadly defined as primary care that is "accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective38.”  

The  American Academy of Family Physicians (AAFP), the American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association collectively issued the “Joint Principles of the Patient-Centered Medical Home” that include: quality and safety through evidence-based medicine and accountability; enhanced access to care and payment that fairly compensates providers for services, including coordination of care. 

Medical homes are based on developing a patient centered and continuous relationship with an individual’s personal physician who will be responsible for coordinating the person’s health care.  Improved communication and coordination of care is expected to reduce preventable hospitalizations, hospital readmissions, and emergency room visits while, at the same time, improving health outcomes and reducing the cost of health care services.   The Affordable Care Act presents a payment method that supports a “blended model of payment paid directly to each patient’s designated medical home would enable family physicians to redesign their offices to deliver high-quality preventive and chronic care with improved outcomes for Medicare beneficiaries.”    

With the growing support from federal and state governments for medical homes, the National Council for Community Behavioral Healthcare is concerned about the impact this will may on persons with serious mental health problems.  NCCBH is the largest and oldest national advocacy group for behavioral health in the country and while in favor of integrated care, it reflects the concern expressed by many including AANHPI serving community based organizations, that there will be a disproportionate emphasis placed on the physical aspect of care to the detriment of behavioral health.  The $2 billion cut in public mental health services has created major gaps in the availability of behavioral health services and many community based organizations who have provided quality services for decades are now afraid of losing even more resources as the focus shifts to providing behavioral health services in primary care settings.  The challenge facing the community is to not reduce funds going towards health clinics but to expand resources to insure the sustainability of behavioral health organizations.  

Legislation to balance this situation has been introduced with HR 5636 which proposes to strengthen the behavioral health centers and offers new definitions for Federally Qualified Behavioral Health Centers, bringing it in line with Federally Qualified Health Centers;  it identifies core services, creates nationwide cost based reimbursement and establishes accountability guidelines; provides for Medicaid Health Home State Option requiring mandatory subcontract with behavioral health organizations to serve as medical homes for those with serious mental health conditions; and helps insure parity for mental health and substance use services
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