ACTIVITY / MECHANISM BUDGET SUMMARY

Department of Health and Human Services

Indian Health Services -075-0390-0-1-551

PUBLIC HEALTH NURSING
Program Authorization:  Program authorized by 25 U.S.C. 13, Snyder Act, and
P.L. 83-568, Transfer Act 42 U.S.C. 2001.
	
	2003

Actual
	2004

Enacted
	2005

Estimate
	Increase

or Decrease

	BA
	$39,616,000
	$42,581,000
	$45,576,000
	+ $2,995,000

	FTE
	261
	305
	317
	+ 12

	
	
	
	
	

	# of Patient Visits
	380,965
	376,393
	362,843
	-13,550

	# of Home Visits
	152,000
	150,176
	144,770
	-5,406


PURPOSE AND METHOD OF OPERATION
 
Because of the increasing user population, the Indian Health Service (IHS) Public Health Nursing (PHN) Program faces unique challenges in providing services to a diverse population whose health care needs range from simple to complex nursing care in the home or other community settings.  The PHN is a major link to access health care for many American Indians and Alaska Natives (AI/AN) who live in rural and isolated communities.  
 
The threat of bioterrorism has also brought additional responsibilities for PHN Programs across the country.  As a community-based program, PHN is integral to the emergency preparedness arena, through disease/health surveillance/education, and through collaboration with service unit, county, and state emergency preparedness programs.
 
Program Mission/Responsibilities
 
IHS PHN Programs integrate nursing practice and public health practices to individual families and groups thereby impacting the health of the community.  PHN outreach activities include:  home visits, well child examinations, immunizations, prenatal care, patient education/counseling and follow up visits for skilled nursing services for those clients who require those services.
 
The majority of AI/ANs who live on reservations; live in rural and isolated communities, where access to modern conveniences, such as telephone and transportation, may not be available to access medical care.  Access to medical care is also a challenge for AI/ANs who live in urban areas, and often the PHN is the only link to health care in urban communities.  PHN Programs collaborate with members of the health care team, linking clients to needed health care services within the community.  Tribal Health Programs operate approximately one third of the PHN programs through self determination compacts or contracts.
 
 
ACCOMPLISHMENTS
 
The PHN Program collaborates with IHS/Tribal/Urban (I/T/U) health programs.  Home visits continue to be a mainstay of the PHN activities along with other community-based activities such as: disease surveillance; direct observed therapy; and group education which, together accounts for over 40 percent of the public health nurses time.  Another 50 percent of the PHN time is spent in activities for children and adolescents under the age of 18, complementing the collaborative effort with the Maternal & Child Health (MCH) team.

 
PHNs is community-based: care includes health counseling; client education for a variety of health conditions; conducting community assessments; and developing a population-based plan of care.  I/T/U PHNs collaborate with State and County agencies to plan appropriate programs to meet the needs of the AI/AN communities.
 
Within AI/AN communities, the PHNs have contributed to the overall success of a national immunization rate of over 80 percent for all children between the ages of birth to 27 months.  This success demonstrates one of many best practice models that the PHN programs use to collaborate in an effective manner with many community based organizations such as Women, Infant & Children (WIC), Tribal Social Services, Well Child Clinic, etc.
 
Understanding the importance of data surveillance, PHNs have been very successful and instrumental in developing a PHN Software Package.  This project began in 2001 and has since developed into the creation of a RPMS PHN Software Package.  With this system, PHNs will be able to electronically document patient encounters in the field; connect to the local area network and upload patient visit data into a PHN Package within RPMS.  Similarly, patient data can be downloaded to the laptop (labs, purpose of visit, health history) for more efficient continuity of care.  Beta Testing is in progress as of December 2003 with eight PHNs testing the software in the field.  Beta Testing will continue until the package is utilized for thirty days without changes to the software.  Future plans involve rollout within IHS.  In addition to standardized data collection, the data will enhance the ability for PHN to directly evaluate services provided and accurately track patient education.  This information will provide direction for enhanced program management.

 
The PHN Program Competitive Awards are derived from congressionally appropriated funding; designed to select a limited number of projects to enhance the PHN program mission.  A total of 30 projects were selected.  These projects were implemented in various communities to increase the availability of PHN services within the home and community setting.  This mandatory criteria element successfully provides PHN services to communities that would not otherwise have the resources or manpower to conduct various PHN activities.  For example, in one Indian community, the end stage renal disease is over 19 times the all-race U.S. rate; this project funded a PHN Renal Case Management project.  The successful outcome of this project improved the case management of these high risk patients and increased PHN services in the home.
Findings Influencing FY 2005 Request
 
Health Prevention services provided by PHN include: prenatal/postpartum care and health education; immunizations; follow-up for post hospitalization; skilled and unskilled nursing visits.  These interventions may prevent hospital admissions &/or re-admissions.  Further research is needed regarding this hypothesis.  
 
The IHS service population is increasing at a rate of about 1.8% per year.  The fasted growing segments of this population are the very young and elderly; both of which carry the highest burden of disease.  The elder population’s health care is characterized by chronic disease processes which are more complex, and require more intensive interventions and health education.  Currently, the health needs of the growing elder population require 20 percent of the PHNs home visits, which will increase as this segment of the population grows.  There is increasing emphasis to address the AI/AN health disparities, for example, certain AI/AN women have higher rates of cervical cancer.  PHNs make home visits to educate at risk women and encourage early screening and follow up to missed appointments.  Additionally, the AI/AN population has a higher incidence and prevalence of diabetes mellitus and its complications.  Based upon collaborative health care plans, PHNs conduct home visits to educate patients on the importance of glycemic control to delay the onset of complications such as neuropathy and peripheral vascular disease; and on co morbidities such as hypertension and cardiovascular disease, often associated with diabetes.
PHNs collaborate with other health care providers on the Maternal and Child Health care team to improve health outcomes for the mother and child.  The American Indian and Alaska Native population is a young population with greater than 50 percent in the childbearing years.  PHNs make prenatal home visits to educate and facilitate compliance with care; and identify high-risk prenatal patients who smoke, drink alcohol, or have history of drug use.  Such risk factors are correlated with poor outcomes for the baby.  There is documentation that mothers and their children who receive PHN home visits have better outcomes (Olds et. al, 1998).  In FY 2001, 45 percent of the PHNs services were to maternal and child health promotion.  The Aberdeen Area Infant Mortality Study, found that infants in homes where a public health nurse had visited before or after birth were 80 percent less likely to die from SIDS than babies in homes that never had such visits (Randall, L.L., Welty, T.K, et. al, 2003).
PHN Programs are also involved in the surveillance and detection of infectious disease outbreaks in various AI/AN communities.  Such outbreaks include: Tuberculosis, Equine West Nile Virus and Syphilis; and require stringent investigation of the environment and education regarding prevention to the individual, families, and the public.
Future & On-going Projects
 
Understanding the importance of data surveillance, the PHN Software Package will be instrumental in tracking PHN clinical caseload, as well as administrative activities such as meetings, staff training provided/received, program planning, presentations, community assessments, etc.  The outcome of the PHN Software Package, in addition to data improvement, will provide concrete data for the PHN program to directly evaluate their interventions and provide direction for program management and reimbursement of PHN services.  Continuity of care will directly be affected by the improved documentation of PHN home visits in the health care record which provides physician and other health care providers knowledge of the PHN observation and treatment provided.
PHNs will focus on educating AI/AN women on breast cancer screening with emphasis on early detection and treatment, which has been shown to decrease mortality rates. AI/AN women meeting American Cancer Society  criteria for breast cancer screening or women at high risk for breast cancer will be encouraged and/or scheduled for mammography and will receive instruction on self breast examination procedures.  The PHN Software Package will interface the Womens Health Database.  The Womens Health Database automatically tracks women who meet preset ACOG criteria for follow-up breast cancer screening.  This tracking mechanism gives the health care provider a means to initiate follow-up screening and reduces the chance that the patient will miss crucial preventative health care appointments.   

PHNs will introduce a culturally sensitive and age specific media campaign for women and their daughters entitled “Body Works Tool Kit for Healthy Girls and Strong Women.”  The Body Works Tool Kit was developed by the Office of Womens Health with a version specifically designed for AI/AN care givers to address obesity prevention for mothers and daughters.  Pilot projects among AI/AN participants found the name of the kit, “Body Works,” appealing and effective because it implied “strength” and “respect for life.”  The goal of the kit and the emphasis on “healthy” girls as opposed to qualities relating to their appearance or weight was identified as an initial factor in the acceptance of the tool kit and success among AI/AN participants.  Participants regretted that this was only a pilot project and would have preferred to have access to the Body Tool Kit for six months, primarily because the kit identified that it takes six months to change behaviors.

Healthy exercise programs that are age and ability specific are being investigated for pilot projects that will measure the efficacy of having this type of facility available for the community and the development of evaluation criteria that will identify the efficacy of the program in weight loss, diabetes reduction and Cardiovascular Disease (CVD) incident reductions.  Attempts to identify resources and sources for exercise equipment as well as facility locations are being investigated.  Funding and support opportunities are being sought to support this initiative.  When the equipment and facilities are located, funding opportunities will be sought to fund this type of operation until the community is able to support the program.

The goal of the Cardiovascular project is to educate the women that have had a heart attack or have a cardiac disorder, and see the rate for CVD either remains the same or lowers by the year 2005 and decreases each year thereafter.

PHNs will also be addressing cardiovascular health disparities in the AI/AN population with collaborative inter-agency efforts in training the AI/AN community about cardiovascular disease prevention that will include healthy exercise programs as well as healthy weight.  In collaboration with local dietary/nutrition entities, programs will be developed, as funding permits, to educating the AI/AN population to use food program commodities in their diet and still meet the goal of AI/ANs eating a heart smart diet.  The primary goal is to decrease deaths and disability from heart disease in the AI/AN population and to extend years of healthy life.  The target audience will be AI/ANs with identified CVD risk factors and with heart disease.
 
PERFORMANCE PLAN
 
The Public Health Nursing budget contributes to the accomplishment of the following FY 2005 performance measures:
 
Indicator 7:  During FY 2005, maintain the proportion of eligible women who have had a Pap screen within the previous three years at the FY 2004 levels.
 

Indicator 8:  During FY 2005, maintain the proportion of eligible women who have had mammography screening at the FY 2004 rate.
 

Indicator 22:  During FY 2005, maintain the total number of public health nursing services (primary and secondary treatment and preventive services) provided to neonates, infants, and elders in all settings at the FY 2004 workload levels.

 
Indicator 23:  During FY 2005:  maintain baseline rates for recommended immunizations for American Indian and Alaska Native children 19‑35 months compared to FY 2004.
  

Indicator 24:  In FY 2005, maintain the FY 2004 rate for influenza vaccination levels among non-institutionalized adult patients age 65 years and older. 
 

Indicator 25:  In FY 2005, maintain the FY 2004 rate for pneumococcal vaccination levels among non-institutionalized adult patients age 65 years and older.

Following are the funding levels for the last 5 fiscal years:

	Year
	Funding
	FTE

	2000
	$34,452,000
	287

	2001
	$36,114,000
	274

	2002
	$37,781,000
	278

	2003
	$39,616,000
	261

	2004
	$42,581,000
	305     Enacted


 
RATIONALE FOR BUDGET REQUEST
 

TOTAL REQUEST -- The request of $45,576,000 and 317 FTE is an increase of $2,995,000 and 12 FTE over the FY 2004 Enacted of $42,581,000 and 305 FTE.
 

Pay Cost Increases:    +$836,000
 

The request of $836,000 will fund federal and tribal pay costs which will assist the IHS in maintaining access to services for the IHS patient population.  Provision of these funds is necessary to maintain the current I/T/U health system which works to eliminate disparities in health status between the American Indian and Alaska Native population and the rest of the U.S.

 

Phasing-In of Staff for New Facilities:  +$2,159,000 and 12 FTE
 

The request of $2,159,000 and 12 FTE provides for the phasing-in of staff and related costs for new facilities allowing IHS to expand services in areas where existing capacity is most extended.  The staffing of new facilities also contributes to the recruitment and retention of medical staff and promotes self-determination activities.  The following table displays the requested increase.
	Facilities
	Dollars
	FTE
	Tribal

	Westside, AZ Health Center

Dulce, NM Health Center

Metlakatla, AK Health Center

Pinon, AZ Health Center

Idabel, OK Health Center

Total
	$294,000
490,000

197,000

392,000

786,000

$2,159,000
	3

5

0

4

0

12
	0

0

2

0

8

10
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Why was the pilot program performed on AN/AI for less than the required time?
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