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Ø  The	  Hepa33s	  Educa3on	  &	  Preven3on	  
Program	  (HEPP)	  describes	  the	  
effec3veness	  of	  hepa33s	  B	  educa3on,	  
outreach	  and	  pathways	  to	  screening	  
through	  the	  forma3on	  of	  strategic	  
partnerships	  with	  community	  and	  faith-‐
based	  organiza3ons;	  use	  of	  bilingual	  
community	  health	  workers,	  and	  medical	  
providers.	  

Ø  Community-‐based	  hepa33s	  B	  screening	  
programs	  are	  generally	  effec3ve	  in	  
iden3fying	  and	  screening	  pa3ents	  at	  risk	  
of	  HBV.	  

Ø  Few	  programs	  are	  able	  to	  track	  
effec3veness	  of	  linkage-‐to-‐care	  of	  those	  
chronically	  infected	  clients.	  



Educa3on	  and	  
Counseling	   Health	  Screening	   Diagnos3c	  Process	   Treatment	  and	  

Management	   Maintenance	  

AHC	  Community	  Health	  Worker	  
Training	  Program	  	   Missing	  -‐-‐-‐-‐-‐-‐-‐-‐-‐	  Pa3ent	  Navigator	  Training	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  Missing	  -‐-‐-‐-‐-‐-‐-‐-‐-‐	  Pa3ent	  Naviga3on	  

Pa3ent	  
Process	  

Service	  
Roles	  

Training	  

Community	  Health	  Worker	  

Ac3vi3es	  

Provide	  Health	  Educa3on	  
	  
Provide	  Health	  Screening	  
Referrals	  	  
	  
Provide	  Preven3on	  
Counseling	  

Link	  to	  Healthcare	  System	  
	  
Assistance	  with	  Insurance	  
Coverage	  
	  
Link	  to	  Financial	  and	  
Transporta3on	  Assistance	  

Link	  to	  Diagnos3c	  
Tests	  and	  Follow	  
Up	  
	  
Link	  to	  Medical	  
Home	  
	  

Link	  to	  Healthcare	  
System	  
	  
Assistance	  with	  
Insurance	  
Coverage	  
	  

Iden3fy	  and	  
Reduce	  Barriers	  
to	  Care	  
	  
Tailor	  Care	  to	  
Pa3ent	  Needs	  
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Foreign-‐born	  Individuals	  from	  Asia	  and	  Africa	  at	  high	  risk	  for	  subop3mal	  health	  care	  
outcomes:	  
Ø  Newly	  tested	  and	  diagnosed	  for	  chronic	  hepa33s	  B	  
Ø  Previously	  tested	  and	  diagnosed	  for	  chronic	  hepa33s	  B	  and	  lost	  to	  care/never	  in	  care	  
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Engagement	  and	  Outreach	  

Services 
Coordination Navigation 

Health 
Promotion 

Treatment 
Adherence 
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1507	  
Individuals	  
Tested	  for	  
Hepa33s	  B	  

90	  
Individuals	  
Tested	  

Posi3ve	  for	  
Hepa33s	  B	  

84	  
Individuals	  
Received	  
Pa3ent	  

Navigator	  
Assistance	  

70	  
Individuals	  
Afended	  
Scheduled	  
Physician	  

Appointment	  

78%	  Naviga3on	  
Success	  

6%	  Posi3vity	  

93%	  Referral	  
Success	  

*	  Project	  is	  scheduled	  to	  con3nue	  though	  Sept	  2016	  	  



•  The	  Hepa33s	  Pa3ent	  Navigator	  (HPN)	  is	  a	  person	  who	  guides	  pa3ents	  
through	  and	  around	  barriers	  in	  our	  complex	  health	  care	  system	  to	  help	  
ensure	  3mely	  diagnosis	  and	  treatment	  for	  chronic	  hepa33s	  B.	  	  

•  Barriers	  to	  quality	  care	  fall	  into	  a	  number	  of	  categories:	  
–  Financial	  and	  economic	  
–  Language	  and	  cultural	  
–  Communica3on	  
–  Health	  care	  system	  
–  Transporta3on	  
–  Bias	  based	  on	  culture/race/age	  
–  S3gma	  

Pa3ent	  Navigators	  Serve	  as	  Key	  Players	  in	  the	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Hepa33s	  Con3nuum	  of	  Care	  to	  Bridge	  the	  Gap	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

between	  the	  Clinic	  and	  Community	  
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   Patients 

   Patient 
Navigators 

      
Providers 

Linkage	  	  
To	  
Care	  

Maintain	  a	  
Stable	  Health	  

Status	  

Treatment	  
Adherence	  

Linkage-‐to-‐
Care	  

Self	  
Sufficiency	  

Maintain	  a	  
Stable	  
Health	  
Status	  	  
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Coordina3on	  
of	  Medical	  
Services	  

Community	  
Coordina3on	  
of	  Social	  
Services	  

Support	  and	  
Coaching	  



Ini$al	  trainings	  
Ø  2	  full	  day	  community	  health	  

worker	  training	  workshops	  
Ø  2	  full	  day	  pa$ent	  navigator	  

training	  	  workshops	  	  
Ø  1	  half-‐day	  bi-‐direc$onal	  

joint	  training	  for	  community	  
health	  workers	  and	  pa$ent	  
navigators	  

	  
Ongoing	  support	  
Ø  Refresher	  HPN	  trainings	  
Ø Minimum	  bimonthly	  site	  

visits	  
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1.   Document	  the	  current	  clinic	  screening,	  referral	  and	  linkage-‐
to-‐care	  protocols	  and	  processes	  to	  help	  iden3fy	  gaps/
opportuni3es	  for	  improvement.	  

15	  Pre-‐Navigator	  Implementa3on	   Post-‐Navigator	  Implementa3on	  



1.   Clinical	  Grand	  Rounds	  and	  Presenta3ons	  with	  Community	  
Physicians	  at	  Monthly	  Mee3ngs	  	  

2.   Separate	  Presenta3ons	  to	  Anchor	  Staff	  i.e.	  Nurses,	  Medical	  
Assistants,	  Front	  Desk	  Staff	  

3.  Medical	  Advisory	  Board	  Mee3ngs	  	  
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