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Conclusions and Next Steps

Background Curriculum and Outcomes

Figure 2. Example Health ACT presentation materials. (a) Workshop 1
(CM): The 8 dimensions of wellness (samhsa.gov) were used to broaden
definitions of health, using the example of joblessness to discuss
connections among domains. (b) Workshops 1, 2 (CM): Example cases
were used to discuss wellness and encourage participation. (c) Workshop 2
(P): Review of screening tools discussed in workshop 1. (d, e) Workshop 2
(P): Participants developed competence with tools (e.g.,5) to facilitate
communication about BH issues with patients (d) and other providers (e).
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Figure 1. Design of the Health ACT program. Workshops 1 and 2 are
conducted separately for community members (CM) and providers (P);
workshop 3 brings the two groups together [combined, ‘C’] at the
community agency. Workshop 1 focuses on general psychoeducation,
workshop 2 on communication skills, and workshop 3 on the intersections
of these themes, bringing providers and community members together to
share values, expectations, and perspectives.

Figure 3. Scribed responses from workshops at IRIS (a)
and Junta (b, c) demonstrate participation and
perspective change. (a) Providers and patients were
asked to discuss their expectations for a primary care visit,
revealing several critical differences in expectations
between the groups. (b) Junta participants’ responses to
the question “What does health mean to you?” before
program delivery. (c) Junta participants’ responses to the
same question after program delivery.

Primary care providers are often patients’ only
points of contact with the healthcare system, and
patients can benefit greatly from management of
behavioral health (BH) issues in the primary care
setting1,2. However, opportunities for intervention
are often missed due to mismatched expectations
and ineffective communication2,3, and this trend is
amplified in underserved populations1,3,4.
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1. To increase knowledge about wellness and BH
concerns among patients and providers.

2. To develop communication skills and facilitate
effective conversations about BH concerns.

3. To promote awareness of unique BH
considerations among immigrant/refugee
communities.

4. To expose health professions students to best
practices in medical communication and
integrated care.

Curriculum design. A key informant survey of local primary care
providers was conducted to identify learning opportunities, as
well as barriers to and benefits of care integration. Responses
guided development of curriculum themes and corresponding
materials (Fig. 1). Community partners (IRIS and Junta, Inc.)
were identified and consulted for population-specific adaptations.
Curriculum evaluation. Qualitative data (e.g., discussion
responses; Fig. 3), pre- and post-test scores (Fig. 4), insights
from focus groups, and guidance from the Yale Center for
Teaching and Learning were used to revise the curriculum.
Program dissemination. The program is designed to be broadly
relevant; curriculum materials and guidelines will be described in
a manuscript (in preparation) and distributed upon request.
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Figure 4. Pre- and post-
test scores demonstrate
curriculum efficacy. For
both students and
community members,
assessment scores
significantly (P<0.05)
increased after session
delivery.

1. Health ACT effectively increases knowledge
of common BH concerns, promotes
collaboration between providers and patients,
and is well received by participants.

2. Health ACT represents an important training
opportunity for future primary care and BH
providers, and a tool for patient
empowerment.

3. Health ACT is intentionally general, making it
relevant to any community. Next steps include
curriculum finalization, publication and
dissemination.
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