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BACKGROUND RESULTS RESULTS CONT'D
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_ o Status of Depression
impacts communities color and FAC”_ITATORS TO CARE In remission 12 35.2
lower SES,' making community n Ge':"zteir” remission 22 o4.7
clinics ideal for identitying and Female 28 82.4
. . . Male 6 17.6
addressing this condition. Race/Ethnicity
White 10 29.4
- . . African American 11 32.4
Understanding factors influencing Hispanic/Latinx o o
mental healthcare uptake can Other (incl. Asian, AI/AN) 5 14.7
inform change efforts.2 Laré?]jg: 27 79.4
Spanish 7 20.6
OBJECTIVE: Explore barriers /facilitators to mental insrance Iype
ommercial 3 8.8
healthcare among patients of a Minneapolis, MN FQHC. Public (incl. Medicaid/Medicare) 21 61.8
Self-Pay or Sliding Fee Scale 11 32.4
Total 34 100.0
METHODS Telehealth
Existing relationship with
Consideration of patient provider for physical health DISCUSSION
906 patients w/ depression (based on Minnesota financial situation
Community Measurement definition) eligible; 118 Address dorlovel disrmissal of
sampled for ethnic, social, and functional diversity. Other facilitators: Clinic organization (internal/external), Staff friendliness and warmth, ressing provider-ieve (e.g., dismissal o
%) interview Language concordance, Social mission concerns) and organization level (e.g.,
e 34 (29%) interviewed; 12 had care needs met. quag : continuity of care) barriers may improve
access to mental healthcare at FQHCs.
Qualitative interview & analysis informed by Behavioral BARRIERS TO CARE
Model for Vulnerable Populations.? Narrowing behavioral health disparities in

outpatient settings likely requires a

Call pt and state multipronged approach.
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concerneyd is when | say meds, yes, | like talking to I 'think in the Black Findings shared with FQHC quality/behavioral
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| have, but sometimes | now another p roviger Call country...We all have
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end call SKIf COIOF depression treatment cascade in primary care: a public health
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