
[image: image1.png]T, SAT
(g
< B






Innovations in Planned Care for the Indian Health System II (IPC II)

Request for Participation
Request Deadline:  June 19, 2008 
TABLES OF CONTENTS
Part I:  Innovations in Planned Care for the Indian Health System II
1
A. Introduction
1
B. Background
2
C. Program Description
3
Pre-work
3
The Improvement Team
3
The Sponsor
4
The Innovation Collaborative
6
Improvement Ideas and Methodology
6
Measurement and Reporting
7
Timeline for IPC II
7
D. Participant Requirements and Expectations
8
E. Participant Instructions and Review Information
10
Part II:  Request for Participation
12
Part III:  Appendix
33
The Care Model
34
Model for Improvement
36
Clinical Areas of Focus and Measurement
38
What is the Innovations in Planned Care for the Indian Health System?
39



Part I:  Innovations in Planned Care for the Indian Health System II 

A. Introduction

The Indian Health Service (IHS) announces the opportunity to participate in the Innovations in Planned Care for the Indian Health System II (IPC II).  

The IPC II participants will work together to:

· Reduce the impact and prevalence of chronic conditions on American Indian and Alaska Native families and communities with patient-driven care that draws on the resources and strengths of the Tribe and community to support health and wellness.

· Continue the improvement and prototype development work of the initial IPC-IHS pilots, refining and sequencing the package of changes that will improve prevention and management of chronic conditions.

· Build a sustainable infrastructure for the spread of innovation and improvement throughout the Indian Health System. 

IPC II participants will receive extensive support, training, and technical assistance by national experts in the Care Model and in the Model for Improvement through our cooperative agreement with the Institute for Healthcare Improvement (IHI). Sites will receive financial support for team travel for face-to-face Learning Sessions and will work together through a series of web-based teleconferences.  

Feedback from some of our current pilot site teams: 

“I’ve worked here for 2 years and this is the first time I feel like I’m part of something…  I’m part of a team, and we’re working to make things better.”

                              

 - Information Resource Management 

“I have been in Indian Health for 28 years, and this is the first time that I have real hope that things can be better.”

                                                          

- C.S., Nurse
“As a result of this initiative, we now feel that we can have a dream for something better.”  

- MJZ, Pharmacist

“What excites me about the work is the excitement that I see in the front line staff about their ability to make a difference.”

                                               


 -G.A., Nurse
“My excitement comes from seeing value in the changes and tools that we have developed while creating and functioning as a real team.  Everyone is working to the maximum of their ability, which is rewarding and effective.”

                                               


 -DJ, Physician

“Leadership needs to know the models like the back of their hand, with the Model for Improvement becoming the common everyday language throughout the organization.  Innovations in Planned Care has become our PI Plan and our future.”

                                               


 -M.R., CEO
B. Background 

American Indian and Alaska Native people continue to face unacceptably high rates of illness, disability, and death from chronic conditions, injury, and suicide.  The IHS Initiatives in Health Promotion and Disease Prevention, Behavioral Health, and Chronic Care provide a framework and strategy for addressing these health disparities and for improving the health status of all those cared for in the Indian Health System (IHS, Tribal, and Urban Indian health programs). 

The Chronic Care Initiative (CCI) aims to reduce the impact and prevalence of chronic conditions such as diabetes, depression, asthma, heart disease, and cancer. The IHS has developed a partnership with the Institute for Healthcare Improvement (IHI) to use modern improvement methodologies to fundamentally transform our system of care for clinical prevention and for the management of chronic conditions.  The ideas that guide this transformation come from the Chronic Care Model (Care Model), developed at the MacColl Institute for Healthcare Innovation, adopted by the World Health Organization and tested and implemented widely in the U.S. and abroad.

The Care Model captures and defines the essential features of a system of care that focuses on the relationship between an informed and activated patient, family, and community and their prepared and proactive health care team (see page 34).  The Indian Health System has extensive experience with the Care Model in diabetes care.  Over the past year we have been working with the IHI to support 14 pilot sites that represent a slice of the Indian Health System.  These sites have participated in an innovation collaborative that is adapting the Care Model and developing strategies that will improve care across conditions.  The IHS, Tribal, and Urban programs (I/T/U) participating in the Innovations in Planned Care for the Indian Health System are building improvement capacity into their systems of care and are using rigorous, ongoing measurement to guide improvement efforts. They have learned how to use the Model for Improvement (see page 36) to accelerate improvement and are testing strategies that use the robust Indian health information system to its fullest capacity.  They use the structured learning community to support and learn from each other.

The scope of IPC covers a large set of chronic conditions and clinical prevention activities.  The only way that IPC sites can succeed in meeting their aims is to test and implement changes that improve care across conditions.  The measurement plan is equally broad and comprehensive, aimed at supporting improvement across conditions (see page 38).
Many of the IPC pilot sites have already begun to show remarkable increases in rates of screening for cancer, domestic violence, and alcohol misuse in the provision of comprehensive diabetes care, blood pressure control, and in the management of other chronic conditions.  Just as importantly, they are showing reductions in wait time, improved access and continuity of care, and the development of a truly functional, proactive and prepared care team. 

It is clear that the IPC sites that have had the greatest success in meeting their aims have had strong, involved, knowledgeable leadership that sees this work as critical to the mission of the organization and have had community engagement and guidance in their efforts.  In the coming year the CCI will harvest and document the learning from these path-breaking programs and expand the innovation collaborative to approximately 40 Indian health facilities (IPC II).  The work of IPC II will be based on the content and sequencing of changes that IPC has shown to accelerate improvement in clinical prevention and in the management of chronic conditions.  IPC II will test and refine this package of changes and prepare it for use throughout the I/T/U programs to support improvement in care.  

This effort requires that we think differently about how we provide care for patients, families, and communities, and about how we support the spread of improvement and innovation in our health system.  It requires us to strategize how to position the patient and family at the center of care and forces us to think about how to create an Indian Health System that is characterized by pervasive and reliable quality; everywhere, every time, for every person.  Foundational to this work is reliance on integrating the vision and guidance of Tribal and IHS leadership, Tribal and Urban communities and the expertise of the Institute for Healthcare Improvement.

C. Program Description

IPC II will be a continuation of the IPC innovation collaborative and will remain an innovation collaborative, aimed at testing and refining the package of changes that will drive improvement in clinical prevention and in care across conditions.  

The original 14 sites of the IPC innovation collaborative are invited to continue participating in IPC II.  Their experience with the change package and the innovation collaborative will allow them the opportunity to mentor sites that are new to the process.  At the same time, the sites newly joining IPC II will have strengths and experiences of their own to bring to the learning community.

Pre-work

IPC II will start with a 10 week pre-work period that will prepare sites for the more intense and accelerated process of the innovation collaborative.  Weekly teleconferences and assignments will occur during this period.  Pre-work will be aimed at developing each site’s improvement team, assessing processes and experience of care, identifying the care team and panel of patients with which to test the Care Model change ideas on a small scale, and developing the capacity to use frequent measurement to guide improvement.

The Improvement Team

The team is central to the structured improvement process of IPC II.  Including the right people on a process improvement team was critical to the success of sites in IPC.  Teams vary in size and composition and each organization builds teams to suit its own needs and circumstances.   Ideally, the improvement team includes persons who are familiar with all the different parts of the outpatient process — managers and administrators as well as those who work in the process, including physicians, pharmacists, nurses, and front-line workers.  Our experience in IPC showed that community engagement in the improvement team energizes and informs the improvement work.  Some IPC sites found it valuable to include a patient or community member who is not an employee on the improvement team.  Other teams shared the work on an ongoing basis through posters and displays in the waiting rooms and formal presentations. 

Usually the leader or coordinator of the improvement team is a manager or a proactive clinician.  Our IPC experience suggests that the coordinator should expect to spend between 50-75 percent of their time.  There is no question that participation in IPC II will involve dedicated time, effort and energy by improvement team members.  The IPC sites have found that doing this work is exciting and empowering.

Several factors have proven to be associated with a successful improvement team.  A team is more likely to be successful if:

· Their aim is an organization priority that is connected to their strategic plan.

· Team members are formally allocated time to work on the improvement effort. (The team’s day-to-day team leader should have at least one-half time dedicated to the team’s work).

· The team’s monthly narrative and data reporting (which includes narrative of changes tested and implemented and data for all measures) is reviewed by Senior Leaders at least once a month.

· The team maintains consistent participants.   

The Sponsor

The work of the improvement team must be connected to the strategies of the organization.  The team sponsor orchestrates this function.  The “Sponsor” is the leader who is responsible and accountable to their organization for the performance and results of the improvement team.  This person is sometimes a formal member of the improvement team, and is responsible for securing needed resources for the team to accomplish their aim and for communicating their progress to other leaders in the organization.  Most often in the IPC the Sponsor has been the CEO or COO of the organization.  It must be someone who can bridge the gap between the clinical and operational chasm that often exists in health care organizations.

The sponsor must have a basic knowledge of improvement, the authority to muster resources and to remove system barriers in the organization, and a direct connection to the rest of the senior leadership team.  The sponsor understands that he or she is accountable for the success of the improvement team.  The typical sponsor responsibilities followed by some examples from IPC I participating organizations include:

· Building will for the improvement initiative  
· Assess Your Patients, People, Processes and Patterns using the worksheets in the “Greenbook.” 
· Share information openly with all departments.

· Make the initiative a part of every agenda for all staff and the Board.
· Helping select team members
· Identify key members for the improvement team who are open to change and eager to learn about improvement methodologies.
· Ensure that the team has a multidisciplinary constituency and approach to improvement.
· Assisting the team leader in connecting the team’s work to organizational priorities
· Coordinate this plan with the organization’s strategic and business planning and budgeting activities.
· Integrate the organizational vision and mission and goals into the initiative aim.
· Reaching agreement on the aim for the team’s work
· Provide the time to review and provide input on the initial aim statement.
· Make sure that there is alignment with the organizational goals, mission

· Use the aim as a starting point for each meeting that you have with the improvement team.
· Working with the team to get the resources it needs (especially support from IT, HR, Finance, etc.)
· Allot Time: for meetings and calls, to plan and test changes, manage data and reporting.

· Provide needed equipment:  Computer access and training, tools for screening, etc.

· Create accessibility to data:  Microsystem level data, specific provider or care team data, and information about costs.

· Offer training

· Removing barriers to improvement 
· Adjust productivity demands and expectations

· Revise expectations and demands of specific committees (i.e.; “Forms Committee”).
· Build workforce understanding and capacity for improvement.

· Ensure interdepartmental coordination and collaboration

· Address resistance and “push back” issues in a timely and focused manner.

· Keeping abreast of the progress of the team
· Budget time in your schedule to channel attention to review of the project regularly.  
· Get access to and training on how to use the Extranet.
· Attend team and leadership calls as well as Learning Sessions.
· Communicating the team’s progress to the management team
· Place the improvement initiative on the management and Board agenda monthly.

· Create a newsletter.
· Developing a strategy to spread the work of the improvement team
· Building capacity in the organization/system for change

· Identify and involve opinion leaders that can help spread changes.

· Name a “spread champion” and provide him or her with resources and authority to implement the ideas.
· Ensuring that the voice of the community is part of the improvement process. 
· Have a community representative on the improvement team.

· Reach out to the community leaders to develop forums, work groups, 

· Develop a system to gather information about patients’ needs, satisfaction, and loyalty in each segment and use that information to guide planning and improvement efforts

The Innovation Collaborative 
The innovation collaborative is central to the IHI improvement methodology and accelerates learning for all participating sites.  We create a learning community through face to face meetings of the improvement teams, regular web-based teleconferences and ongoing listserv dialogue for sharing questions, ideas, experience, and information.  The educational foundation of the innovation collaborative is that “all teach and all learn”.  Trust is an essential factor in the collaborative process; we learn from what doesn’t work as well as what does work and teams will share openly with each other within the secure relationship of the learning community.

The work of the innovation collaborative is structured around Action Periods during which the teams are actively testing changes.  The Action Periods are anchored by one hour web-based teleconferences held every two weeks during which topics critical to the improvement work are discussed.  The improvement team coordinator and as many team members as possible will join these web-based calls.

Learning Sessions are intensive two day meetings that are scheduled every 2-3 months, bringing together improvement teams from each organization and the expert faculty to exchange ideas.  The first two Learning sessions will be in-person and the second learning session includes a site visit to a health care organization that is well along on its improvement journey.  Three to five team members, including the Senior Sponsor are expected to attend these in-person Learning Sessions.  Subsequent Learning Sessions will be two day web-based teleconferences that offer the opportunity for many more team members to attend, including community members.

At the end of the innovation collaborative, the Harvest Session will be an in-person meeting that captures and documents the learning of the innovation collaborative.
Improvement Ideas and Methodology

The ideas for change in IPC II will come from the Care Model.  The optimal sequencing of these changes will be guided by the experience of the initial IPC teams over the past year.  

The core methodology for IPC II is the Model for Improvement.  Teams will learn to use the rapid cycle PDSA to test changes on a small scale in a small population (the microsystem) of their facility to learn what changes result in improvement and gain confidence in these changes before spreading to the entire system.   

Measurement and Reporting
In the Model for Improvement we ask how we know that the changes we are making in our health system result in an improvement.  We measure the processes or outcomes (or both) that we are trying to improve and we use the results of those measurements to help guide our work.  
This process is analogous to the way we use testing in our clinical work to guide improvement in health.  As clinicians, we advise patients to have their glycosylated hemoglobin (hemoglobin AIC) tested because the result informs them and helps guide the actions they can take to be healthy.  We discuss the results together and we document the actions they have decided to take.  Later, we measure again to see what effect those actions had.  In the same way the IPC II participants will use frequent (monthly) measurement and reporting to guide improvement in the health care system.  We will share and discuss these results and together we will learn what actions help improve clinical prevention and the care of chronic conditions.

Participating sites will be asked to measure and report on a common set of measures that are designed to guide improvement across conditions and in preventive care.  Most measures are obtained directly from RPMS using CRS, iCare, or various search methods (QMAN, VGEN or PGEN).  When the measures address outcomes that are also part of the GPRA Report, the measures will use Clinical Reporting System logic and will help facilities improve their quarterly/annual GPRA results.  Teams will also be able to customize additional measures that support local improvement priorities.

Timeline for IPC II 
Technical Assistance web-based calls: 
April 28, 2008












May 22, 2008

Letter of Interest due:  




May 15, 2008

Request for Participation proposal due: 
June 19, 2008 

Notification of Participation: 



August 4, 2008  

Pre-work: 








October thru December 2008

First Action Period Call: 




January 27, 2009  

(Subsequent Action Period calls will be every two weeks)

Learning Session 1 (in-person):  


January 20-22, 2009   

Learning Session 2 (in person):  


March 31- April 3, 2009   

Learning Session 3 (web-based):  

July 8-9, 2009    

Learning Session 4 (web-based):  

October 7-8, 2009    

Learning Session 5 (web-based):


January 20-21, 2010 

Harvest Session (in-person):  



March 2010

D. Participant Requirements and Expectations 

We will ask for information and endorsements from you that will help us to understand your organization’s readiness to participate in IPC II and the level of support for this activity from your organizational, Tribal, and Area leadership.  These elements are based on lessons learned from IPC about the factors that influenced sites’ success in meeting their aims.  We will also use this information to help us select sites for IPC II sites that represent the full range of variation within the Indian Health System. 

1. Population and the Health System.  This initiative aims to reach to the entire Indian Health System over the next several years.  Sites for the IPC II will be selected from I/T/U programs.  

· The request for participation includes a number of questions which provide a picture of your health care organization.  

2. 
Leadership.  IPC sites that have had the greatest success in meeting their aims for participation in the innovation collaborative have had strong, involved, knowledgeable leadership that sees this work as critical to the mission of the organization.  They have also had community engagement and guidance in their efforts.

· The CEO completes part of the application, identifies a Leadership Sponsor for the improvement team, and commits the organizational leadership to support the improvement effort and evaluation of the IPC II.  
· The organization obtains endorsement of participation in IPC II from the appropriate Tribal body or Health Board leadership. This endorsement should reflect the participation of Tribal or Health Board leadership in the decision to participate in IPC II.  This can be in the form of a letter of endorsement and need not be a Tribal Resolution.

· The organization obtains concurrence from your Area Director for participation in IPC II. 

3.   Community Engagement and Partnership.  Community engagement is absolutely necessary in improvement work that is aimed at building a health producing relationship between the care team and the patient, family, and community.  You will be asked to:
· Tell us how you currently listen to the community and what you have learned. 

4.  Clinical Information Systems.  The ability to use clinical information systems to maximum capability is a critical driver in the development of a planned proactive system of care.  The measurement system for IPC II has been designed around the capacity of RPMS and its applications.  Sites not on RPMS can participate; the information systems these programs use must have the capacity to provide the functions that are identified below.  You will be asked to:
· Tell us how you use your clinical information system to:  

· Collect and report on measures for improvement.
· Use your health information system proactively to manage individual patients and populations.

5.  
Quality Improvement and Assurance.   IPC uses the Model for Improvement and the learning community to accelerate improvement in clinical prevention and in the management of chronic conditions.  You will be asked to: 
· Tell us about your quality improvement program infrastructure, capacity and outcomes.  
6. 
The Innovation Collaborative.  The learning community accelerates improvement.  A guiding principle of IPC II is that we all teach and we all learn.

· We ask that your organization commit to:  

· identify an improvement team

· attend the in-person and web-based innovation collaborative learning sessions. 

· participate in bi-weekly action period conference calls. 

· maintain frequent communication with the learning community via email, listservs.

· share improvement data freely with collaborative partners in order to accelerate learning for all. 

· report monthly. 

7.   Vision.  IPC sites tell us this is hard work, but worth it.  Tell us about what drives your interest to participate in the IPC II.  

· Describe your readiness to be part of IPC II and your vision for participating in this work. 
E. Participant Instructions and Review Information 
Letter of interest:  Due May 15, 2008

We ask that you send us a letter of interest for participation in IPC II by May 15, 2008.  Please send the letter of interest to: 

Pat Lundgren


Chronic Care Initiative Team


Whiteriver Service Unit

200 West Hospital Way 

Whiteriver, AZ  85941
(928) 338-3705

Pat.Lundgren@ihs.gov 

Technical Assistance Conference Calls: April 28 and May 22, 2008

Two technical assistance conference calls will be offered to discuss the request to participate in IPC II.  These calls will be held for 1.5 hours on April 28 at 1:00 pm EDT and May 22 at 1:00 pm EDT.  To connect to the WebEx TA session, please go to: 

GO to URL https://ihs-hhs.webex.com
Click on Training Center

Click JOIN the IPC II Request for Participation Technical Assistance
Type in your name, email and the Password: IMPROVE

The call in information will pop up but in case you are not on the internet,
Call: 866-699-3239 Participant access code: 12857821#
Request for Participation Deadline: June 19, 2009 

We ask that you complete the request for participation and include the following items:

- 
Section II Request for Participation 

- 
Completed assessment tools – Assessing Chronic Illness Care Tool 
- 
 “Through the Eyes of your Patients” from the Green Book – Assessing your Practice
 
- 
Letters of support from your CEO, Tribal body or representative or Community Advisory Board or representative, and Area Director. 

Please send packet to: 


Pat Lundgren


Chronic Care Initiative Team


Whiteriver Service Unit 


200 West Hospital Way
Whiteriver, AZ  85941 

(928) 338-3705

Pat.Lundgren@ihs.gov 
Questions regarding the request to participate in IPC II can be directed to:

	Ty Reidhead

Charles.Reidhead@ihs.gov 

928-338-3755

	Bruce Finke

Bruce.finke@ihs.gov
413-584-0790

	Candace Jones

Candace.jones@ihs.gov
505-248-4961

	Lisa Dolan-Branton

Lisa.dolan@ihs.gov
301-443-8680

	Pat Lundgren 

Pat.Lundgren@ihs.gov
928- 338-3705
	


The Review Process

A work group will review all proposals.  The workgroup will include 2 current pilot site CEOs or IPC Coordinators as well as members of the Chronic Care Initiative and IHI teams.  Readiness to participate will be assessed based on the seven elements of: 

· Population and Health System

· Leadership 

· Community Engagement and Partnership 

· Clinical Information Systems

· Quality Improvement and Assurance 

· Innovation Collaborative 
· Vision 

We will review the requests for participation to identify those sites most ready to join the IPC II.  Because IPC II is an innovation collaborative with the task of further refining and sequencing the initial IPC change package, participation will be limited to 40 total sites.   Sites will be notified of their participation in IPC II by August 4, 2008.  
Sites that are not in the IPC II can still participate in the Chronic Care Initiative.  The CCI will offer a robust readiness curriculum through web and phone teleconferences that addresses critical topics in planned care and improvement methodology.  This curriculum is aimed at preparing organizations for the large national collaborative that will follow 
IPC II. 

Part II:  Request for Participation 
The assessment process is designed to help you and the group that will review proposals understand your organization’s readiness for participation in IPC II.     
	1.Population and Health System 

Describe Your Facility:

	Name and Location of your Service Unit or Facility:

Is your program managed by:

IHS Direct

Tribal

Urban



	Is your organization a Section 330 Community Health Center?



	What Tribe(s) do you provide health services for?



	What is your user population?

How many active clinical patients does you facility serve?



	What strategies does your facility use to create continuity of care between a care team or provider and patients?



	What is the approximate # of patients seen in clinic each day by a full-time Primary Care Provider (PCP) in clinic?



	What is the approximate # of encounters per PCP per year?



	What are the 10 most frequent diagnoses seen in your facility?



	Are you a referral center for specialty services (or subspecialty services)?  What specialty services do you provide? 



	How many Primary Care Providers (MD, NP, PAs) provide health care at your facility? 



	PCP Type
	Total #
	Total FTE

	Physician
	
	

	Nurse Practitioner
	
	

	Physicians Assistant
	
	

	Certified Nurse Midwife
	
	

	Specialists 
	
	


	"Through the Eyes of Your Patients"  - the Green Book 
 
Gain insight into how your patients experience your practice. One simple way to understand both patient flow and patient experience through a practice is to experience the care through the eyes of a patient. Members of your staff should do a "walk through" of your practice. Try to make this experience as real as possible; this form can be used to document the experience.  You can also “Narrate the Walk” by making an audio or videotape to capture your comments and observations about the walk.

Tips for making the "walk through" most productive:

1. Determine with your staff where the starting point and ending points should be, taking into consideration issues of appointment making, the actual office visit process, follow-up, and other issues you may suspect are problems.

2. Two members of the staff should do the walk through together if at all possible, with each playing a role: patient and partner or parent and child.

3. Set aside a reasonable amount of time to do this.  Consider the usual amount of time patients spend in your clinic.

4. Make it real. Have a real appointment with a real clinician. Include time with lab tests and arranging for reports to be available. Sit where the patients sit.  Wear what patients wear. Make a realistic paper trail of medical notes, lab reports, referrals, payment arrangements, etc.

5. During the walk through, note both positive and negative experiences, as well as any surprises.  What was frustrating? What was gratifying? What was confusing? Again, an audio or video tape can be helpful.

6. Debrief with your staff on what you did and what you learned.

Date: 






                      Staff Members:

Walk Through Begins When: 


Ends When:



	Positives
	Negatives
	Surprises
	Frustrating/

Confusing
	Gratifying

	
	
	
	
	


Assessment of Chronic Illness Care

The MacColl Institute for Healthcare Improvement developed the following survey to help health care organizations and providers move toward “state-of-the-art” chronic disease management.  Completing this survey will help you better understand some of the questions and criteria discussed in the request for participation.  Completing this survey will also help your team identify areas for improvement.  

If you choose to complete this survey, you do not need to submit it to the IHS with your request for participation.  We have included it to help and assist you.  Here are the instructions for the survey:

1. Answer each question from the perspective of one physical site (e.g., a practice, clinic, hospital, health plan) that supports care for chronic disease. 

Please provide name and type of site (e.g., Group Health Cooperative/Plan) ________________________________

2. In addition, answer each question from the perspective of how your organization is doing providing care for one specific disease or condition.
Please specify condition ________________________________

3. For each row, circle the point value that best describes the level of care that currently exists in the site and condition you chose.  The rows in this survey identify key aspects of chronic disease care.  Each aspect is divided into levels showing various stages in improving chronic disease care.  The stages are represented by points that range from 0 to 11.  The higher point values indicate that the actions described in that box are more fully implemented. 

Calculate the sum of the points in each section (e.g., total part 1 score), calculate the average score (e.g., total part 1 score / # of questions) for each section, and enter these scores in the space provided at the end of the section.
Assessment of Chronic Illness Care, Version 3.5
Part 1: Organization of the Healthcare Delivery System.  Chronic illness management programs can be more effective if the overall system (organization) in which care is provided is oriented and led in a manner that allows for a focus on chronic illness care.  

	Components
	Level D 
	Level C
	Level B 
	Level A 

	Overall Organizational Leadership in Chronic Illness Care

Score
	…does not exist or there is a little interest.

0                         1                       2
	…is reflected in vision statements and business plans, but no resources are specifically earmarked to execute the work.

3                        4                        5
	…is reflected by senior leadership and specific dedicated resources (dollars and personnel).

6                        7                        8
	…is part of the system’s long term planning strategy, receive necessary resources, and specific people are held accountable.

9                     10                       11

	Organizational Goals for Chronic Care

Score
	…do not exist or are limited to one condition.

0                         1                       2
	…exist but are not actively reviewed.

3                        4                        5
	…are measurable and reviewed.

6                        7                        8
	…are measurable, reviewed routinely, and are incorporated into plans for improvement.

9                     10                       11

	Improvement Strategy for Chronic Illness Care

Score
	…is ad hoc and not organized or supported consistently.

0                         1                       2
	…utilizes ad hoc approaches for targeted problems as they emerge.

3                        4                        5
	…utilizes a proven improvement strategy for targeted problems.

6                        7                        8
	…includes a proven improvement strategy and uses it proactively in meeting organizational goals.

9                     10                       11

	Incentives and Regulations for Chronic Illness Care

Score
	…are not used to influence clinical performance goals.

0                         1                       2
	…are used to influence utilization and costs of chronic illness care.

3                        4                        5
	…are used to support patient care goals.

6                        7                        8
	…are used to motivate and empower providers to support patient care goals.

9                     10                       11

	Senior Leaders

Score
	…discourage enrollment of the chronically ill.

0                         1                       2
	…do not make improvements to chronic illness care a priority.

3                        4                        5
	…encourage improvement efforts in chronic care.

6                        7                        8
	…visibly participate in improvement efforts in chronic care.

9                      10                      11

	Benefits

Score
	…discourage patient self-management or system changes.

0                         1                       2
	…neither encourage nor discourage patient self-management or system changes.

3                        4                        5
	…encourage patient self-management or system changes.

6                        7                        8
	…are specifically designed to promote better chronic illness care.

9                     10                       11


Total Health Care Organization Score ________    
Average Score (Health Care Org. Score / 6) _________

Part 2:  Community Linkages.  Linkages between the health delivery system (or provider practice) and community resources play important roles in the management of chronic illness.

	Components
	Level D 
	Level C
	Level B
	Level A

	Linking Patients to Outside Resources

Score
	…is not done systematically.

0                         1                       2
	…is limited to a list of identified community resources in an accessible format.

3                        4                        5
	…is accomplished through a designated staff person or resource responsible for ensuring providers and patients make maximum use of community resources.

6                        7                        8
	… is accomplished through active coordination between the health system, community service agencies and patients.

9                     10                       11

	Partnerships with Community Organizations

Score
	…do not exist.

0                         1                       2
	…are being considered but have not yet been implemented.

3                        4                        5
	…are formed to develop supportive programs and policies.

6                        7                        8
	…are actively sought to develop formal supportive programs and policies across the entire system.

9                     10                       11

	Regional Health Plans

Score
	…do not coordinate chronic illness guidelines, measures or care resources at the practice level.

0                         1                       2
	…would consider some degree of coordination of guidelines, measures or care resources at the practice level but have not yet implemented changes.

3                        4                        5
	…currently coordinate guidelines, measures or care resources in one or two chronic illness areas.

6                        7                        8
	…currently coordinate chronic illness guidelines, measures and resources at the practice level for most chronic illnesses.

9                     10                       11


Total Community Linkages Score ___________ 

Average Score (Community Linkages Score / 3) _________

Part 3: Practice Level.  Several components that manifest themselves at the level of the individual provider practice (e.g. individual clinic) have been shown to improve chronic illness care.  These characteristics fall into general areas of self-management support, delivery system design issues that directly affect the practice, decision support, and clinical information systems.

Part 3a: Self-Management Support.  Effective self-management support can help patients and families cope with the challenges of living with and treating chronic illness and reduce complications and symptoms. 

	Components
	Level D 
	Level C
	Level B
	Level A

	Assessment and Documentation of Self-Management Needs and Activities

Score
	…are not done.

0                         1                       2
	…are expected.

3                        4                        5
	…are completed in a standardized manner.

6                        7                        8
	…are regularly assessed and recorded in standardized form linked to a treatment plan available to practice and patients.

9                     10                       11

	Components
	Level D 
	Level C
	Level B
	Level A

	Self-Management Support

Score
	…is limited to the distribution of information (pamphlets, booklets).

0                         1                       2
	…is available by referral to self-management classes or educators.

3                        4                        5
	…is provided by trained clinical educators who are designated to do self-management support, affiliated with each practice, and see patients on referral.

6                        7                        8
	…is provided by clinical educators affiliated with each practice, trained in patient empowerment and problem-solving methodologies, and see most patients with chronic illness.

9                     10                       11

	Addressing Concerns of Patients and Families

Score
	…is not consistently done.

0                         1                       2
	…is provided for specific patients and families through referral.

3                        4                        5
	…is encouraged, and peer support, groups, and mentoring programs are available.

6                        7                        8
	…is an integral part of care and includes systematic assessment and routine involvement in peer support, groups or mentoring programs.

9                     10                       11

	Effective Behavior Change Interventions and Peer Support

Score
	…are not available.

0                         1                       2
	…are limited to the distribution of pamphlets, booklets or other written information.

3                        4                        5
	…are available only by referral to specialized centers staffed by trained personnel.

6                        7                        8
	…are readily available and an integral part of routine care.

9                     10                       11


Total Self-Management Score_______

Average Score (Self Management Score / 4) _______

Part 3b:  Decision Support.  Effective chronic illness management programs assure that providers have access to evidence-based information necessary to care for patients--decision support.  This includes evidence-based practice guidelines or protocols, specialty consultation, provider education, and activating patients to make provider teams aware of effective therapies. 

	Components
	Level D 
	Level C
	Level B
	Level A

	Evidence-Based Guidelines

Score
	…are not available.

0                         1                       2
	…are available but are not integrated into care delivery.

3                        4                        5
	…are available and supported by provider education.

6                        7                        8
	…are available, supported by provider education and integrated into care through reminders and other proven provider behavior change methods.

9                     10                       11

	Involvement of Specialists in Improving Primary Care

Score
	…is primarily through traditional referral.

0                         1                       2
	…is achieved through specialist leadership to enhance the capacity of the overall system to routinely implement guidelines.

3                        4                        5
	…includes specialist leadership and designated specialists who provide primary care team training.

6                        7                        8
	…includes specialist leadership and specialist involvement in improving the care of primary care patients.

9                     10                       11


	Provider Education for Chronic Illness Care

Score
	…is provided sporadically.

0                         1                       2
	…is provided systematically through traditional methods.

3                        4                        5
	…is provided using optimal methods (e.g. academic detailing).

6                        7                        8
	…includes training all practice teams in chronic illness care methods such as population-based management, and self-management support.

9                     10                       11

	Informing Patients about Guidelines

Score
	…is not done.

0                         1                       2
	…happens on request or through system publications.

3                        4                        5
	…is done through specific patient education materials for each guideline.

6                        7                        8
	…includes specific materials developed for patients which describe their role in achieving guideline adherence.

9                     10                       11


Total Decision Support Score_______

Average Score (Decision Support Score / 4) _______


Part 3c:  Delivery System Design.  Evidence suggests that effective chronic illness management involves more than simply adding additional interventions to a current system focused on acute care. It may necessitate changes to the organization of practice that impact provision of care.   

	Components
	Level D 
	Level C
	Level B
	Level A

	Practice Team Functioning

Score
	…is not addressed.

0                         1                       2
	…is addressed by assuring the availability of individuals with appropriate training in key elements of chronic illness care.

3                        4                        5
	…is assured by regular team meetings to address guidelines, roles and accountability, and problems in chronic illness care.

6                        7                        8
	…is assured by teams who meet regularly and have clearly defined roles including patient self-management education, proactive follow-up, and resource coordination and other skills in chronic illness care.

9                     10                       11

	Practice Team Leadership

Score
	…is not recognized locally or by the system. 

0                         1                       2
	…is assumed by the organization to reside in specific organizational roles.

3                        4                        5
	…is assured by the appointment of a team leader but the role in chronic illness is not defined.

6                        7                        8
	…is guaranteed by the appointment of a team leader who assures that roles and responsibilities for chronic illness care are clearly defined.

9                     10                       11

	Appointment System

Score
	…can be used to schedule acute care visits, follow-up and preventive visits.

0                         1                       2
	…assures scheduled follow-up with chronically ill patients.

3                        4                        5
	…are flexible and can accommodate innovations such as customized visit length or group visits.

6                        7                        8
	…includes organization of care that facilitates the patient seeing multiple providers in a single visit.

9                     10                       11

	Follow-up

Score
	…is scheduled by patients or providers in an ad hoc fashion.

0                         1                       2
	…is scheduled by the practice in accordance with guidelines.

3                        4                        5
	…is assured by the practice team by monitoring patient utilization.

6                        7                        8
	…is customized to patient needs, varies in intensity and methodology (phone, in person, email) and assures guideline follow-up.

9                     10                       11

	Planned Visits for Chronic Illness Care

Score
	…are not used.

0                         1                       2
	…are occasionally used for complicated patients.

3                        4                        5
	…are an option for interested patients.

6                        7                        8
	…are used for all patients and include regular assessment, preventive interventions and attention to self-management support.

9                     10                       11

	Components
	Level D 
	Level C
	Level B
	Level A

	Continuity of Care

Score
	…is not a priority.

0                         1                       2
	…depends on written communication between primary care providers and specialists, case managers or disease management companies.

3                        4                        5
	…between primary care providers and specialists and other relevant providers is a priority but not implemented systematically.

6                        7                        8
	…is a high priority and all chronic disease interventions include active coordination between primary care, specialists and other relevant groups.

9                     10                       11


Total Delivery System Design Score_______

Average Score (Delivery System Design Score / 6) _______

Part 3d:  Clinical Information Systems.  Timely, useful information about individual patients and populations of patients with chronic conditions is a critical feature of effective programs, especially those that employ population-based approaches. 

	Components
	Level D 
	Level C
	Level B
	Level A

	Registry (list of patients with specific conditions)

Score
	…is not available.

0                         1                       2
	…includes name, diagnosis, contact information and date of last contact either on paper or in a computer database.

3                        4                        5
	…allows queries to sort sub-populations by clinical priorities.

6                        7                        8
	…is tied to guidelines which provide prompts and reminders about needed services.

9                     10                       11

	Reminders to Providers

Score
	…are not available.

0                         1                       2
	… include general notification of the existence of a chronic illness, but does not describe needed services at time of encounter.

3                        4                        5
	…includes indications of needed service for populations of patients through periodic reporting.

6                        7                        8
	…includes specific information for the team about guideline adherence at the time of individual patient encounters.

9                     10                       11

	Feedback

Score
	…is not available or is non-specific to the team.

0                         1                       2
	…is provided at infrequent intervals and is delivered impersonally.

3                        4                        5
	…occurs at frequent enough intervals to monitor performance and is specific to the team’s population.

6                        7                        8
	…is timely, specific to the team, routine and personally delivered by a respected opinion leader to improve team performance.

9                     10                       11

	Information about Relevant Subgroups of Patients Needing Services

Score
	…is not available.

0                         1                       2
	…can only be obtained with special efforts or additional programming.

3                        4                        5
	…can be obtained upon request but is not routinely available.

6                        7                        8
	…is provided routinely to providers to help them deliver planned care.

9                     10                       11

	Patient Treatment Plans

Score
	…are not expected.

0                         1                       2
	…are achieved through a standardized approach.

3                        4                        5
	…are established collaboratively and include self management as well as clinical goals.

6                        7                        8
	…are established collaborative and include self management as well as clinical management.  Follow-up occurs and guides care at every point of service.

9                     10                       11


Total Clinical Information System Score______ Average Score (Clinical Information System Score / 5) ________
Integration of Chronic Care Model Components.  Effective systems of care integrate and combine all elements of the Chronic Care Model; e.g., linking patients’ self-management goals to information systems/registries.

	Components
	Little support 
	Basic support
	Good support
	Full support

	Informing Patients about Guidelines

Score
	…is not done.

0                         1                       2
	…happens on request or through system publications.

3                        4                        5
	…is done through specific patient education materials for each guideline.

6                        7                        8
	…includes specific materials developed for patients which describe their role in achieving guideline adherence.

9                     10                       11

	Information Systems/Registries 

Score
	…do not include patient self-management goals.

0                         1                       2
	…include results of patient assessments (e.g., functional status rating; readiness to engage in self-management activities), but no goals. 

3                        4                        5
	…include results of patient assessments, as well as self-management goals that are developed using input from the practice team/provider and patient.

6                        7                        8
	…include results of patient assessments, as well as self-management goals that are developed using input from the practice team and patient; and prompt reminders to the patient and/or provider about follow-up and periodic re-evaluation of goals.

9                     10                       11

	Community Programs

Score
	…do not provide feedback to the health care system/clinic about patients’ progress in their programs.

0                         1                       2
	…provide sporadic feedback at joint meetings between the community and health care system about patients’ progress in their programs.

3                        4                        5
	…provide regular feedback to the health care system/clinic using formal mechanisms (e.g., Internet progress report) about patients’ progress.

6                        7                        8
	…provide regular feedback to the health care system about patients’ progress that requires input from patients that is then used to modify programs to better meet the needs of patients.

9                     10                       11

	Organizational Planning for Chronic Illness Care

Score
	…does not involve a population-based approach.

0                         1                       2
	…uses data from information systems to plan care.

3                        4                        5
	…uses data from information systems to proactively plan population-based care, including the development of self-management programs and partnerships with community resources.

6                        7                        8
	…uses systematic data and input from practice teams to proactively plan population-based care, including the development of self-management programs and community partnerships that include a built-in evaluation plan to determine success over time.

9                     10                       11

	Components
	Little support 
	Basic support
	Good support
	Full support

	Routine follow-up for appointments, patient assessments and goal planning
Score
	…is not ensured.

0                         1                        2
	is sporadically done, usually for appointments only.

3                        4                         5
	is ensured by assigning responsibilities to specific staff (e.g., nurse case manager).

6                        7                          8
	is ensured by assigning responsibilities to specific staff (e.g., nurse case manager) who uses the registry and other prompts to coordinate with patients and the entire practice team.

9                       10                    11

	Guidelines for chronic illness care
Score
	…are not shared with patients.

0                        1                         2
	…are given to patients who express a specific interest in self-management of their condition.  

3                        4                         5
	…are provided for all patients to help them develop effective self-management or behavior modification programs, and identify when they should see a provider.

6                        7                          8
	…are reviewed by the practice team with the patient to devise a self-management or behavior modification program consistent with the guidelines that takes into account patient’s goals and readiness to change.

9                       10                     11


Total Integration Score (SUM items): __________                 Average Score (Integration Score/6) =    _________
Briefly describe the process you used to fill out the form (e.g., reached consensus in a face-to-face meeting; filled out by the team leader in consultation with other team members as needed; each team member filled out a separate form and the responses were averaged): 
Scoring Summary:

(Bring forward the scores at the end of each section to this page)

Total Organization of Health Care System Score
_______


Total Community Linkages Score
_______


Total Self-Management Score
_______


Total Decision Support Score
_______


Total Delivery System Design Score
_______


Total Clinical Information System Score
_______

Total Integration Score   _______


Overall Total Program Score (Sum of all scores)
_______
        


Average Program Score (Total Program / 7)
_______

What does it mean?

The Assessment of Chronic Illness Care (ACIC) is organized such that the highest “score” (an “11”) on any individual item, subscale, or the overall score (an average of the six ACIC subscale scores) indicates optimal support for chronic illness.  The lowest possible score on any given item or subscale is a “0”, which corresponds to limited support for chronic illness care.  The interpretation guidelines are as follows:

Between “0” and “2” = limited support for chronic illness care

Between “3” and “5” = basic support for chronic illness care

Between “6” and “8” = reasonably good support for chronic illness care

Between “9” and “11” = fully developed chronic illness care 

It is fairly typical for teams to begin a collaborative with average scores below “5” on some (or all) areas of the ACIC.  After all, if everyone was providing optimal care for chronic illness, there would be no need for a chronic illness collaborative or other quality improvement programs.  It is also common for teams to initially believe they are providing better care for chronic illness than they actually are.  As you progress in the Collaborative, you will become more familiar with what an effective system of care involves.  You may even notice your ACIC scores “declining” even though you have made improvements; this is most likely the result of your better understanding of what a good system of care looks like.  Over time, as your understanding of good care increases and you continue to implement effective practice changes, you should see overall improvement on your ACIC scores.
	2. Leadership—This portion to be completed by the CEO or Health Director

	1. How does participation in IPC II align with your organization’s strategic aims or plan?



	2. Who will serve as the Executive Sponsor for the Improvement Team and what is her / his role in leadership?



	3. What is the Executive Leadership structure of your clinic, health center or hospital and how often does it meet?



	4. What is the Governing Board structure for your clinic, health center or hospital and how often does it meet?



	5. What are the top concerns (up to five) of the Tribe(s) or Community(s) you serve regarding improvement in health care delivery? What are your current ways of learning this information (e.g. survey, focus group, community meetings, complaints, or guidance from Health Board, Governing Board, Tribal Council, or other advisory board)?




	2. Leadership—This portion to be completed by the CEO or Health Director (con’t)

	I will ensure that:

1. The work of IPC II will align with the strategic priorities of our organization.

2. The Improvement Team’s day-to-day leaders will be given at least 0.5 FTE to complete his or her duties related IPC II.

3. Team members will be formally allocated time to work on the improvement effort.

4. The team’s project report (which includes a narrative summary and data for all measures) will be submitted by the organization and reviewed by Senior Leaders at least once a month.
5. The improvement team’s members participate for the duration of the project.  
6. The team has a Leadership Sponsor who can remove barriers to improvement and who will assist the team to get needed support from IT, HR, and the business office to make improvements in care.
7. The Leadership Sponsor will attend monthly leadership web-based meetings and all learning sessions; Learning Session 1 and 2 will be in-person and Learning Sessions 3, 4, 5 will be web-based sessions and the harvest session will be in-person.

8. Our site will participate in the multi-site evaluation of this national improvement effort.
___________________________________
  __________________

CEO Signature





                                               Date


Please submit 2 additional documents with the application:

A. Area Director’s letter of concurrence; 
B. Tribal or Health Board leadership letter of endorsement.  A one-page IPC-II Fact Sheet has been developed to provide background information for Tribal Leadership – see page 38.  This endorsement should reflect the participation of Tribal or Health Board leadership in the decision to participate in IPC II.  This can be in the form of a letter of endorsement and need not be a Tribal Resolution.

	3. Community Engagement and Partnership

	Are community members (non-employees) involved in the improvement efforts at your facility?


	Yes


	No



	How are they involved?



	Are these community based health program staff involved with the clinical care team and/or the improvement work at your facility?


	Clinical care team
	Improvement work

	Diabetes grant program
	
	

	Public health nurses
	
	

	Health educators
	
	

	Community health representatives                                                             
	
	

	Others?
	
	

	Are there formal or informal mechanisms in place for communications
between your organization and community-based health and wellness programs?


	Yes
	No

	If yes, please list a few mechanisms or events:   



	Are there established mechanisms (e.g., newsletter, radio, local paper, community meetings) to communicate with the community at large. 


	Yes
	No

	If yes, please list a few mechanisms or events:



	Are there established referral pathways with community-based health and wellness programs and organizations (e.g., senior programs, wellness/fitness center)?


	Yes
	No

	If yes, list these programs:



	Are there outreach services for testing and screening or treatment in the community? 


	Yes
	No

	Identify some of these services:



	Does your facility carry out or participate in community health needs assessments?  


	Yes
	No

	How often?  




	4. Clinical Information Systems (not to exceed 2 pages)

	When was one last completed?



	After the last survey, was a plan developed to address identified issues?


	Yes
	No

	Is the community involved in your organization’s strategic planning process?
	Yes
	No

	Does your organization currently use RPMS? If not what other health information system(s) do you use for care delivery? 

Tell us how you use RPMS, PCC+, EHR in your facility:



	Use this chart below to describe your organization’s capability in the use of quality measures and query engine systems. 

	RPMS Application
	Used at your facility
	Number of staff with proficient skills

	Clinical Reporting System
	YES                        NO
	

	iCare Population Mgt GUI
	YES                        NO
	

	Diabetes Audit
	YES                        NO
	

	QMAN
	YES                        NO
	

	VGEN
	YES                        NO
	

	PGEN
	YES                        NO
	

	PCC Management reports
	YES                        NO
	


	4. Clinical Information Systems (not to exceed 2 pages) (con’t)

	Does your organization routinely use any of the RPMS care management applications and registers that are noted below for your panels of patients or for the communities you serve? 

	RPMS Care Management Applications
	In use at 

your facility
	If yes, please indicate which activities this application is used for

	iCare
	YES                  NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:

	Diabetes Mgt System
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:

	Asthma Register
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:

	Behavioral Health
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:


	4. Clinical Information Systems (not to exceed 2 pages) (con’t)

	HIV
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:

	Women’s Health
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:

	Other
	YES

NO
	__ Individual patient visit planning

__ Identify patients who need preventive services or chronic illness follow up 

__ Track and follow up abnormal test results 

__ QA/QI reports

Other:


	5. Quality Improvement and Assurance (not to exceed 1 page)

	Does your facility report quarterly and annually on the IHS National GPRA measures? 


	Do you have improvement projects aimed at specific GPRA measures?

If so, tell us about 1-2 projects related to these measures: 




	5. Quality Improvement and Assurance (not to exceed 1 page) (con’t)

	Describe your facility’s quality improvement program and outcomes:

What staff are responsible for QI?

What indicators do you track as part of your QI program?

Tell us about 1-2 projects related to these indicators:



	What organizations are you accredited by or seeking accreditation from?

What quality of care issues has accreditation raised for you?




	6. Innovation Collaborative

	Proposed Improvement Team lead:
a. Name and title:

b. FTE allocated to working on the pilot project:



	Other members of your proposed improvement team: 

	Name:
	Role in the Facility:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Will you include a community member on the improvement team?



	Weekly Improvement Team meeting tentative day/time:




	7. Vision (limit narrative to 1 page)

	Share your vision as to why your organization is interested in participating in IPC II.  



Part III:  Appendix  
The Care Model 

Model for Improvement 

Clinical Areas of Focus and Measurement 

Innovations in Planned Care for the Indian Health System Fact Sheet 

The Care Model
The Chronic Care Model (Care Model), developed by Dr. Ed Wagner and his colleagues at the MacColl Institute for Healthcare Innovation and extensively validated by Dr. Wagner and others, captures and defines the essential features of healthcare designed for effectiveness in the prevention and management of chronic conditions.   

These ideas guide improvement in the way care is provided but also, importantly, redefine the nature of the relationship between the health care system and those it is designed to serve.  
The basis for this relationship is in the interaction between the prepared, proactive care team and the activated, empowered individual, family, and community, forging a relationship aimed at meeting the health goals of the individual, family, and community. 
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Self-Management: Effective self-management is different from telling a person living with a chronic condition what to do. Patients have a central role in determining their care in a partnership that promotes wellness, strength, and good health. 

Decision Support: Treatment decisions need to be based on explicit, proven guidelines and this information has to be available to the care team and to the patient and family.

Clinical Information System:  An information system that can track individual patients as well as populations of patients is a powerful and necessary tool when managing chronic illness or preventive care. 

Delivery System Design: The delivery of care requires not only determining what care is needed, but also clarifying roles and tasks to ensure the patient gets the care; making optimal use of the entire care team and making follow-up a part of standard procedure. 

Organization of Health Care: The effort to improve care should be woven into the fabric of the organization; a commitment to quality in care for every individual and for the community.

Community: The Tribe or community informs, guides, and supports the health system and the health system draws on community and cultural strengths and assets to build the relationships that lead to health and wellness. 
The experience of diabetes care in the Indian Health System influenced the design of the Care Model; the model captures essential elements of Indian health diabetes care.  The Care Model has provided the framework for improved care in clinical prevention and chronic conditions at several Indian Health System facilities.  One of these is the Tribally-managed South Central Foundation in Anchorage, Alaska; other examples include Community Health Centers and the Veterans Health Administration. 

Model for Improvement
The Model for Improvement,* developed by Associates in Process Improvement, is a simple yet powerful tool for accelerating improvement. The model is not meant to replace change models that organizations may already be using, but rather to accelerate improvement.  This model has been used very successfully by hundreds of health care organizations in many countries to improve many different health care processes and outcomes. 

The model has two parts:

· Three fundamental questions, which can be addressed in any order. 

· The Plan-Do-Study-Act (PDSA) cycle** to test and implement changes in real work settings. The PDSA cycle guides the test of a change to determine if the change is an improvement. 
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	Setting Aims 
Improvement requires setting aims. The aim should be time-specific and measurable; it should also define the specific population of patients that will be affected.
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	Establishing Measures
Teams use quantitative measures to determine if a specific change actually leads to an improvement. 
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	Selecting Changes
All improvement requires making changes, but not all changes result in improvement. Organizations therefore must identify the changes that are most likely to result in improvement.
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	Testing Changes
The Plan-Do-Study-Act (PDSA) cycle is shorthand for testing a change in the real work setting — by planning it, trying it, observing the results, and acting on what is learned. This is the scientific method used for action-oriented learning.
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Implementing Changes
After testing a change on a small scale, learning from each test, and refining the change through several PDSA cycles, the team can implement the change on a broader scale — for example, for an entire pilot population or on an entire unit. 
Spreading Changes
After successful implementation of a change or package of changes for a pilot population or an entire unit, the team can spread the changes to other parts of the organization or in other organizations.

*Langley GL, Nolan KM, Nolan TW, Norman CL, Provost LP. The Improvement Guide: A Practical Approach to Enhancing Organizational Performance.
**The Plan-Do-Study-Act cycle was developed by W. Edwards Deming (Deming WE. The New Economics for Industry, Government, Education.).

Clinical Areas of Focus and Measurement
Management of Chronic Conditions to include:
· Diabetes, Type 1 and 2

· Obesity 

· Lifestyle intervention

· Cardiovascular Disease (CVD) 

· Ischemic heart disease / CAD

· Hypertension (2° prevention)

· Dyslipidemia (2° prevention)

· Diet and Behavioral Counseling (2° prevention in adults with CVD/DM/obesity)

· Uncomplicated Depression 

· Asthma

Clinical Prevention to include:

	Screening

· Depression

· Domestic Violence / IPV

· Obesity (BMI)

· Tobacco use 

· Hypertension (1° prevention)

· Alcohol misuse

· Fall Risk 

· Dyslipidemia (1° prevention)

· Breast Cancer 

· Cervical Cancer 

· Colorectal Cancer

· Diabetes
	Preventive Services 

· Tobacco cessation

· Immunizations

· Childhood

· Adolescent

· Adult

· Dental fluoride

· Dental sealants




IPC Measurement Plan

	Measurement Domain
	Areas of Focus/Coverage

	Clinical Prevention


	Keeping current on intake screenings

	
	Keeping current on cancer related screenings

	
	Keeping current on Immunizations

	Management and Prevention of Chronic Conditions
	Control of Blood Pressure (Cardiovascular Disease)

	
	Control of Lipids (Cardiovascular Disease)

	
	Diabetes Care

	
	Obesity

	
	Asthma

	Costs
	Dollars spent outside primary care

	Patient Experience
	Experience and Efficiency

	
	Activation

	
	Satisfaction

	
	Building relationships for care

	
	Access


What is the Innovations in Planned Care for the Indian Health System?
Innovations in Planned Care for the Indian Health System (IPC II) is a learning community made up of Tribal, IHS, and Urban Indian health programs working together to improve care for their Tribes and communities.  The focus of the IPC II is on the way care is provided in our clinics, hospitals, and communities.  The aim of programs that participate in the IPC innovation collaborative is to build strong care teams that work with patients, families, and communities to improve the prevention and care of chronic conditions like diabetes, cancer, arthritis, and asthma.

The IPC innovation collaborative is one of the IHS Director’s Initiatives that include Health Promotion and Disease Prevention, Behavioral Health, and Chronic Care.  The Director has made a commitment to support Tribal, IHS, and Urban programs to provide high quality care to every person, every time, everywhere.

The first 14 Tribal, IHS, and urban pilot sites of the IPC have been working for over a year with support from national faculty and our partners at the Institute for Healthcare Improvement (IHI).  The IHI is a non-profit organization that is working nationally and internationally to improve health care.  Initial pilot sites have already begun to show improvement in screening for cancer, domestic violence, and alcohol misuse as well as care of diabetes and other chronic medical problems.  They have also begun to reduce wait times, improve access to care, and make sure that patients have a care team and provider who they know and who knows them.

These pilot sites are teaching the important changes that can be made to improve care in the Indian Health System and how to implement these changes.  The National Chronic Care Team is preparing to expand the IPC innovation collaborative from 14 to 40 teams.  This expansion will enhance knowledge of the contents and sequence of an effective package of health system changes for Indian Country.  

We invite Tribal, IHS, and urban programs to apply to participate in the expanded IPC II scheduled to begin in October of 2008 and continue through March of 2010.  The clinics and hospitals that participate in IPC II will work together with support from IHI and national faculty to improve care in their communities.  They will also participate in an evaluation process that will reveal how well IPC is working and how to do it better.

The IPC innovation collaborative is changing how we think about the way we provide care in our communities and how IHS, Tribal, and urban health programs can work together, as an Indian Health System to improve the health of American Indian and Alaska Native people. We have learned from the work of the 14 initial pilot sites that the IHS must have Tribal and community engagement and guidance in this work.  The heart of the Chronic Care Initiative is building health care relationships in order to achieve optimal health for individuals, families, Tribes, and communities.

We ask the IHS, Tribal, and urban programs that want to participate in the IPC II innovation collaborative to talk with their Tribal body or community advisory board or their community representatives about IPC II and ask that they endorse their participation in this work.  It is vitally important to have Tribal and community support for this innovative and exciting.
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