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Results of the Alaska Native Tribal Health Consortium Think-Tank Process on Integration of Behavioral Health – Health Promotion/Disease Prevention – Chronic Disease Management

Note: The term client has been used for client, patient, or client/patient.

Background:

Based on significant health disparities in Indian Country, Dr. Grim, Director of the Indian Health Service within these past few months has put forth 3 major health initiatives – Behavioral Health, Chronic Disease Management and Health Promotion/Disease Prevention.   These health disparities cannot be addressed solely through the provision of traditional facility-based health care services, but rather more effectively within a broader context that incorporates community-based approaches.

Changing behavior and lifestyles, promoting good health - self-directed care management, and healthy environments are critical in preventing disease and improving the health status of American Indian and Alaska Natives.   The 3 initiatives have areas of overlap and have the potential to work synergistically, especially within the context of community-based prevention, early intervention, primary care, and case management.  

There are a number of differing views and notions about what can or might be accomplished, if anything, by moving from separate, mostly discipline driven service systems, behavioral health – chronic disease management – health promotion/disease prevention, into a broader comprehensive client and community oriented health promotion and care approach.  An obvious question to ask is: what has necessitated looking at making a shift from totally separate systems to a more integrated approach?  Many of the answers will relate to the increases in the cost of the current care system, increasing rates of disease and disabilities, understanding that a number of disorders/conditions can be prevented, or in some instances the onset can be significantly delayed into later life.

It is also appropriate to bring forth some of the thoughts and concerns that may be voiced about why change may not be needed and that the status quo may be more appropriate.
1. For some, the thinking may be that what is currently being done, is being done well and that there is no real compelling rationale to change.  The view that “what we do, we do well” and precludes making any significant change in current practice or service.

2. Others may be concerned about loosing out to another discipline in such areas as status, funding and/or programmatic control.  The historical turf issues related to control of service delivery, whose in charge, and money.
3. Some may voice an opinion that there are those in some areas of the health care field, who have come to their field of practice not through professional school training, but with life experiences and focused training or degrees who are not specifically trained in medicine or nursing.  Another historically biased view that the “non-professionally schooled” is less capable and contribute the least.
4. Others may be concerned about change and what that might entail, as the need for individual providers to gain more knowledge and develop new skills becomes more critical to improving service ability and capacity.  There can be a fear of change or wanting to maintain the status quo, without regard for a need for continual improvement in the quality and scope of client care.
These differing views of the practice and practitioner have been central to the various discussions engaged in by health providers in Indian Country over the recent months.  Needless to say none of these above views necessarily included quality care as a cornerstone of services, and nor do they take into account the increase in the known body of treatment knowledge or new and developing technology.

Twenty to thirty years ago, health care  services which met some of an individual client’s needs was attainable and most of those services would likely address one or two issues and the client was usually only seen within a one dimensional context.  All the while there would be an acknowledgment of the need to treat the whole person, a dynamic multi-dimensional approach.  Also at that time, if a client presented with multiple health issues/disorders, they would likely be considered to have extensive and complicated health issues and that there would be limited opportunity for their success or recovery.
The inclusion of multiple disorders, multiple dimensions within the client’s life, and other related client issues were for the most part beyond practice capability of the time.  A client not doing well in treatment/services was likely a sign of their non-compliance and not a lack of provider treatment/service sophistication.

Prevent efforts have historically focused on one issue at a time such as alcohol, cancer, drugs, heart disease, or suicide.  Many times the prevention messages have been intended to scare and not necessarily provide usable information.  Also, within prevention the inter-related connections of a number of health issues have not been well described for client understanding.

This was complicated further when the traditionally provided treatment/services came face-to-face with individual client and cultural identity and needs.  The “one shoe size fits all” form of treatment/services was common and excluded or essentially disenfranchised many.  Such approaches caused misunderstanding and mistrust between many a client and provider who did not work to adapt their care to meet the client where they live.

Research has been providing us all with newer technology and insights.  It is acknowledged that the client should be empowered and engaged within their particular care.  Also, today’s consumer is better educated and has greater expectations for positive treatment/services outcomes.  In all of this, whether serendipitously or knowingly, the movement is toward more integrated health services.

In most respects the essential pieces for a more integrated service system already exists.  The task-at-hand is how to assemble them into a system that is accessible and provides meaningful quality care for all clients served.

Show Case & Think-Tank:
As it was known that $5,000 was available from IHS Head Quarters, Alaska Native Tribal Health Consortium formed a planning work group in May 2006.  The focus was to look at what might or could been done related to Dr. Grim’s  3 health initiatives – Behavioral Health, Chronic Disease Management and Health Promotion/Disease Prevention.  The outcome was the planning and facilitation of a show case and think-tank meeting.
August 29 – 31, 2006 an invited gathering of Alaska Tribal Health System (ATHS) Leadership and services providers was held in Anchorage, Alaska.  The meeting provided: 

· An update and/or orientation to the Indian Health Service (IHS) Director’s three health initiatives (Behavioral Health, Chronic Disease and Health Promotion/Disease Prevention) with a special add-on of the Tobacco Program. 

· An update of the Alaska Native Tribal Health Consortium Behavioral Health Aide Project, HP/DP Program, and Chronic Disease Care and Management Program. 

· An opportunity to present and/or listen to ATHS accomplishments related to Behavioral Health, Chronic Disease and Health Promotion/Disease Prevention efforts. 

· An opportunity to participate in a “Think-Tank” process to discuss how integration of Behavioral Health, Chronic Disease and Health Promotion/Disease Prevention can be accomplished.

The show case and think-tank meeting generated interest through-out the ATHS and 70-plus Tribal health leaders and direct services providers attended and participated.  From the think-tank discussions, it was felt that the essential pieces for a service system already exist.  The task-at-hand is to assemble them into a system of care that is accessible and provides meaningful quality care for all clients, their families, and within the communities/villages where they live.

The think-tank process had 3 questions which were posed to the attendees and were the basis of the resulting discussion.

Question One: Benefits?
Top Four Answers:
1. Team Approach

2. Resources

3. Quality of Care

4. Synergy/Holistic

Summary List of Answers:

1. Lack of funding makes integrating more effective

2. Benefits consumer

3. More holistic approach

4. Reduces overlapping/duplications

5. Recognizes physical and mental health

6. Sharing of ideas among disciplines

7. Team approach

8. Less burnout and turnover

9. Synergy

10. Helps define best practices

11. Increases level of knowledge and quality of care

12. Better informed and educated patients

13. Pools resources

14. Tag teaming with providers

15. Shared resources

16. Everyone is contributing and has receivers and users

17. Integrating paperwork

18. No wrong door

19. More clout when seeking funding 

20. Integration may cause support of weaker programs

21. Better coverage of services with more personnel

22. Able to apply for more diverse grants

23. Better understanding of customer – more than one point of view

Question 2: Barriers?
Top Three Answers

1. Turf Issues

2. Time

3. Strategy

Summary List of Answers:
1. Programs protection restrictions

2. Cost of travel and weather restricting

3. How to work together when you are not close

4. How to keep connections 

5. Money for community

6. Teleconference systems/quality of systems

7. Turnover rates

8. Can’t get providers – position hard to fill

9. Turf issues – politics

10. Technology systems

11. How are people prepared to do the work

12. Greater disciplines/education

13. Need a panoramic point of view

14. Lack of understanding of one another

15. How to make the best use of one another

16. Will these ideas be added to the Alaska Plan cones a few years ago?

17. Constant changes (can affect the rest of the programs) example: food guide pyramid 

18. Cost and quality of fresh foods

19. Client willingness to change behavior

20. Different level of care

21. High maintenance patient

22. Complicated health care

23. Takes people away from home for long periods of time or permanently

24. Too much paperwork

25. Takes more work to be multidiscipline

26. Danger of becoming to centralized

27. Confusion about how to integrate all services

28. Time

29. Missing consumer education

30. Whole personal lifestyles

31. Adequate preplanning for service delivery-village specific

32. Much discussion on these topics – little action

33. No plan

34. Lack of consistency – working with client and families, time and resources.

Question 3: Community Based Priorities?
Top Five Answers:
1. Sustainable Infrastructure

2. Programs and Services

3. Culture

4. Leadership

5. Accountability

Summary List of Answers:

1. Running water/sewer

2. Lack of experience in reporting etc.

3. Administration training

4. Youth recreation facility

5. Elder and youth care

6. Growing our own providers

7. Alcohol, medical, dental

8. Law enforcement, injury prevention education

9. Economic development

10. Poverty

11. Sustainable economics

12. Office space for workers

13. Cultural activities

14. Moral and ethical leadership

15. Increase mental health

16. Preventative dental care

17. Hospice and respite care

18. Libraries

19. Recreation facilities

20. Technology – internet

21. Home grown professionals

22. Health care providers

23. Counselors

24. Sustainability for community

25. Sustainable infrastructure

26. Facilities

27. Health clinics

28. Agency collaboration

29. Accountability

30. Retaining our language

31. Traditional hunting, fishing, and food gathering

32. Food bank

33. Senior meals 

34. Schools

35. Self help groups

36. Smoking cessation groups

37. Strong churches

38. Less gambling

39. Stronger role models/mentors

40. Safe houses/shelters example: covenant house

41. More housing

42.  Crisis support

43. Youth development

44. State revenue sharing

45. Reasonable energy costs

46. Parenting issues

47. Access to health care

48. Community resources guidebook

49. Advanced education for graduating students

50. Community status provided to each community and region example: STD rates, diabetes, diseases
Conclusions/Outcomes:
Benefits: Regarding some functional level of integration between behavioral health, chronic disease management, and health promotion/disease prevention within ATHS the think-tank participants generally felt that there would be benefit in the following areas:
1. Expanding team approaches that would better use team member ideas and knowledge to the greater benefit for the consumer, and help to reduce provider burnout;
2. Maximize and share resources (personnel & financial) to support greater access to care and increase the knowledge base and understanding for the consumer;

3. Consistent focus on “best practice” and improving quality of care; and
4. Having and providing services and care that are available and meet the client where they live that are culturally appropriate and intended to acknowledge and/or address issues/needs within all or most dimensions of the client’s life.

Barriers: The participants concluded that there were a number of barriers to integration that will need to be addressed within either the work to be done, or prior to initiation of a major effort.  The three primary areas appear to be:
1. Turf issues that will need to be addressed on an ongoing basis at several different levels of the ATHS to reduce or minimize fear of change, disruptive politics, misinformation, power/control loss, and personal agendas;
2. Time needed to educate (clients & providers), to plan on a multidisciplinary basis, to bring together necessary resources/technology, and to include villages within the entire process; and

3. Linked strategies across the ATHS that will facilitate development of needed infrastructure related to tele-health capacity, multidisciplinary clinical support and supervision, proactive planning/action, and gaining needed resources.
Village-based Priorities: The participants were also asked about the priorities of the communities they represented and/or served.   They responses focused mostly on the following areas:
1. Sustainable infrastructure (behavioral health, law enforcement, preventive services, primary health care, and safe water & sewer) within each and every village;
2. Having health and other programs/services that are village-based focused on the unique needs of the residents, 

3. Having and maintaining culturally oriented activities that will promote health and well being for all residents;
4. Leaders that is accountable, ethical, informed/educated, and morally based; and
5. Personal accountability with individual community members, leadership and service providers.
Planning Work Group - Showcase & Think-tank
Alaska Native Tribal Health Consortium 09/11/06
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