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IHS PrioritiesIHS PrioritiesIHS PrioritiesIHS Priorities

 TToo r reenenew and strw and streengthen ngthen the parthe parttnership nership 
with Tribes and improve the tribal 
consultation pprocess. 

 To bring reform to the IHS in the context 
of national health insurance reform.

 To improve the   quality  of and  f access  to  
care. 

 TToo ha havvee e evvererything wything wee do be as  do be as 
transparent, accountable, fair and inclusive 
as ppossible. 



OutlineOutlineOutlineOutline

 Brief history of IHS collaborative
 Reasons fReasons foor r changechange
 Re-tooled model/ areas of emphasis
 EffEffectiive rel latiionshihips
 Patient-centeredness
 Changing the healthcare organization



HistorHistorHistorHistoryyyy

 In 2004, then IHS Director, Dr. Grim 
aannoouuncceed t threeee c cliniccal a  initit aatit vveess

 One of these One of these was the Chrwas the Chroonic Carnic Caree  
Initiative (CCI)



HistorHistorHistorHistoryyyy

 Rationale for CCI Implementation:
◦ Recognition that most of the disease burden in the 

IHS has shifted to chronic diseases such as diabetes, 
cardiovascular disease, cancer, COPD, etc
◦ IHS had made significant prIHS had made significant progrogress in diabetes caress in diabetes caree, a  a 

prototype for CCM
◦ Build on strenghts of existing population health 

approach, robust health IT system and metrics



HistorHistorHistorHistoryyyy

 In 2006, the IHS entered into a business 
reelaattioonsshipp w witth t thee  Inststitute tute foor  
Healthcare Improvement

 The aim of which was to guide the IHS 
thrthroough majorugh major, compr compreehensivhensive e healthcarhealthcaree  
improvement



PurPurppose:ose: The T The Trriipple Aim le Aim of of p pp p IPCIPC

• Impprove the health of the popp pulation;;

• EnhanceEnhance thethe papatientientt exexppeerriieennccee ofof cacarere 
(including quality, access, and reliability); 
and

• RReeduce,duce, oror atat leasleastt cocontntrrooll,, thethe perper cacappiitata 
cost of care. 





Reasons fReasons fReasons fReasons foooor changer changer changer change

 Desire to build on existing strengths of 
IHS, and recognize other efforts

 Vocabulary of previous collaborative 
difficult

 Need to make collaborative “our own” 
after expiration of contract with IHI



ImprImprImprImproooovvvving Patient ing Patient ing Patient ing Patient CarCarCarCareeee

 ClClarififyiing th the  purpose
 Simplifying the language
 Develop a plan to create internal I.H.S. 

capacity to lead and conduct (and 
institutionalize) this initiative

 Examining the impg pact to date
 Strengthening the evaluation based on a 

clear logic model.clear logic model.
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Indian Health Indian Health Indian Health Indian Health HomeHomeHomeHome
 Access and Continuity
 Care Centered on the Patient and 

FamilFamily y 
 Care Team 
 Community FC i ocus F
 Quality and Transparencyy p y

Meaningfgful Use off the IHS Clinical Infformation Syystem ((or similar 
capabilities) is essential for making the changes of IPC.



Indian Health Indian Health Indian Health Indian Health HomeHomeHomeHome
 Access and Continuity
◦ EEvery pati ient hh as a  rell atiionshihip wii thh a  pr ovidider an d card e  team, an d hhd as  

consistent and reliable access to that provider and care team.

 Care Centered on the Patient and Family
◦◦ Health prHealth programs ograms design their design their serservvices to put ices to put the patient and familthe patient and familyy  at at 

the center of care, to provide great customer service and to support 
them as they strive toward wellness.

 Care Team
◦ Everyone works in a coordinated way as members of highly functioning 

teams meeting the needs of the patient.

 Community Focus
◦◦ ReneRenew and strw and streengthen parngthen parttnerships with nerships with TTrribes ibes and command communityunity-based based 

services, and the culture or cultures of the Tribe(s) are integrated into 
the organization & delivery of care.

 Quality and Transparency
◦ Everyone in the system has the skills and tools for making improvement, 

and uses measurement and data to build better care.



IPC changes comparIPC changes compared with other models of cared with other models of caree  
rereffererrreed td too    f df d asas t t     aa   “M “Mee““ didiMM caca   ddii l Hl Hooll mmHH ee””mm ””

Improving Patient Care
NCQA Patient Centered 

Medical Home
AHRQ Transforming 

Primary CareImproving Patient Care Medical Home Primary Care
Access and Continuity  Access and Communication (1) Continuous Access 

Care Team

Patient Tracking and Registry 
Functions (2) 

Care Management (3) Care CoordinationCare Team Care Management (3) 
Test Tracking (6) 
Referral Tracking (7) 

Team-Based Care 

Centered on the Patient and 
Family

Patient Self-Management 
Support (4) Whole Person Orientation Family  Support (4)

Empowerment for 
Improvement 

Performance Reporting and 
Improvement (8) 

System-Based Commitment 
to Quality and Safety 

Community Focused  Not addressed Not addressed 
Meaningful use of the IHSMeaningful use of the IHS 

Clinical Information 
System or similar 
capabilities is essential for 
making the changes of 

Electronic Prescribing (5) 
Advanced Electronic 

Communications (9) 

Collection/exchange of 
information is critical, 
with health IT an 
essential tool for 
achieving these principlesIPC. achieving these principles

  



ImImpprorovviinnggp gp g Patient  Patient CarCaree

Quality and Innovation Learning Network

Design to meet interested IPC2 Teams’ needs

Q y g

IPC2 
Facilities

Begin July 2010

Indian Health Home
Foundational Work

Indian Health Home
(IPC3 Collaborative)

Lessons learned from IPC2 to lay the foundation 
for the Indian Health Home

I/T/U 
Facilities

February 
2012

October 
2010

f

Foundations Series
A system‐wide forum for web‐based sharing of Best Practices
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GoalGoalGoalGoal

 Improved  health and wellness for American Indian and Alaska 
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EffEffEffEffeeeectivctivctivctive Relationshipse Relationshipse Relationshipse Relationships

 Overlap with the other elements of the 
CaCare Me oodeel

 What arWhat are the elements e the elements of effof effeectivctive e 
relationships?



Respect fRespect fRespect fRespect foooor patientr patientr patientr patient

 Ways to show respect
◦ ListenListen
◦ Reflection
◦ VVaalidation of flidation of feelingseelings
◦ Elicitation of wellness goals- it’s their life
◦◦ Willingness to Willingness to corcorrrect ect mispermisperceptions ceptions 

(respectfully)



Respect fRespect fRespect fRespect foooor cor cor cor cowwwwoooorkrkrkrkersersersers

 Recognition of common goal of patient 
wweellness,ess,  eevveeryyoonee  has a paas a partt

 Patients Patients pick up on tensionpick up on tension, mistrust  mistrust 
between staff



CommCommCommCommunication with patientunication with patientunication with patientunication with patient

 Limitation of verbal instruction (% 
retained)

 Non-verbal communication

 Barriers:   anxiety,y, angger

 ReleRelevance vance 



CommCommCommCommunication with counication with counication with counication with cowwwwoooorkrkrkrkersersersers

 Forming a healthcare team helps to keep the mission of 
healthcare delivery front and center

 It communicates to the team that each team member is 
important

 Fosters openness and timely problem solving

 A brief meeting on a frequent basis (daily preferably) 
can help to anticipate and pre-empt service delivery 
pror bleblemsms



Medical Home/ EmpanelmentMedical Home/ EmpanelmentMedical Home/ EmpanelmentMedical Home/ Empanelment

 Way to optimize the effective relationship



ChrChroonic Carnic Caree  ManaManaggggementement

ThThe P Patiient’’s  PPerspectiive
Helen Maldonado, PA-C, CDE
JJune 8une 8, 2010 2010



CommunityCommunity
Health Care Organization

Delivery System
Design

Decision
S t

Clinical
Information
Systems

Self‐
Management 

Support
Design Support 

Prepared

EfficientSafe Effective
Equitable

TimelyPatient‐Centered

Activated Family
and Community

P d

Prepared,
Proactive

Community Partners
EFFECTIVE RELATIONSHIPS

Informed
Activated
Patient

Prepared
Proactive
Care Team

Improved  health and wellness for 
American Indian and Alaska Native 

individuals, families, and communities

Care Model for the Indian Health System



SafeSafe EfficientEfficient PPatatatatiieeeenntttt--CeCeCeCennteteteterredededed EffEffectectectectiviveeee TiTimmeellyye ye y

EquitableEquitable



American Health CarAmerican Health CarAmerican Health CarAmerican Health Careeee
 Inconsistency in delivery of high-quality care

 Two studies byy RAND Health: “Americans 
with common health problems receive only 
about 50 ppercent of recommended care

Nolan, T., et.al. Improving the Reliability of Health Care, Institute of Healthcare 
Improvement, Cambridge, Mass. 2004



Institute Of Medicine (IOM)Institute Of Medicine (IOM)Institute Of Medicine (IOM)Institute Of Medicine (IOM)

 2001 published the report: Crossinggp p  the 
Quality Chasm: A New Health System for the 
21st Centuryy

 Calls for fundamental change
 Organized arOrganized around ound six aims fsix aims foor r 

improvement

Nolan, T., et.al. Improving the Reliability of Health Care, Intstute of Healthcare 
Improvement, Cambridge, Mass. 2004



All Health CarAll Health CarAll Health CarAll Health Careeee Should Be Should Be Should Be Should Be….….

 Safe
 Efficient
 Patient CenterPatient Centereded
 Effective
 TiTimelly
 Equitable



SafSafSafSafeeee

 Patients should not be harmed bPatients should not be harmed byy the  the 
care that is intended to help them



EfficientEfficientEfficientEfficient

 CarCaree should be giv should be giveen without wasting n without wasting 
equipment, supplies, ideas, and energy



Patient CenterPatient CenterPatient CenterPatient Centeredededed

 Care should be resppectful of and 
responsive to individual patient 
ppreferences, needs, and values

 SelfSelf--management suppormanagement supportt,  Health LiteracyHealth Literacy,  
and Cultural humility



EffEffEffEffeeeectivctivctivctiveeee

 Care should be based on scientific 
knoowlw ede g  ege aand off o ere ede  t to o all a  wh w o co couould  
benefit, and not to those not likely to 
benefit



TimelTimelTimelTimelyyyy

 Waits and sometimes-harmful delays in 
cacare se shoouuld be  be reeduceuced bot both  foor t thoose se 
who receive care and those who give care



EquitableEquitableEquitableEquitable

 Care should not vary in quality because of 
pepersosonaal c chaaracteacteriststics cs sucsuch as ge as gendeer,,  
ethnicity, geographic location, and socio-
economic status



 

PatientPatientPatientPatient--CenterCenterCenterCentered Cared Cared Cared Careeee Model  Model  Model  Model 
 As providers, we are with a patient 20 

minutes every 3 months on average for 
chronic illness care

 The patient is the major care giver for 
themselves

 ThThe patient will ddo   whhll at t hhey t hhinkk  is  
right for themselves based on their 
rreelationship with their prlationship with their proovvider/team and ider/team and 
understanding the need for lifestyle 
changeschanges



Health LiteracyHealth LiteracyHealth LiteracyHealth Literacy

 The responsibilityp y is ours to help pp patients  
understand instructions on how to take 
medications or follow a treatment pplan 

 We must be sure we have communicated 
in a way theyy y understand what we are 
saying

 80% of patients lea80% of patients leavving ying yoour exam rur exam room oom 
don’t understand what was just said



,

y y

ChallengeChallengeChallengeChallenge

 Go back to yyour clinical site and create a 
survey for your patients to fill out as they 
leave

 Ask basic questions about their 
understandingg of what was discussed, 
“Did your provider explain how to take 
your medicines y in a way you can 
understand?”



Cultural HumilityCultural HumilityCultural HumilityCultural Humility

 Very impory p tant to understand and 
embrace the differences between your 
own culture and the culture of those yyou 
serve

 Resppect the differences
 Be humble in your approach
 Be aBe awwarare of ye of yoour our owwn culturn culturee



g

Self Management SupporSelf Management SupporSelf Management SupporSelf Management Supportttt

 Ask the ppatient what their goal for 
wellness is first

 Quality educational time 

 Effective communication 

 Support by staff



ChrChroonic Carnic Caree  ManaManaggggementement

WendyW d  Bl Blockerk  M MSNSN
National GPRA Support Team
JJune une 88, 2010 2010



ImporImporttance of Chrance of Chroonic Carnic Caree  
ManagementManagement

 Certain C i probl b emsl  rel atel d to d ch ronih c i  
illness are not specifically medical
◦ Families
◦ Workplaces
◦ Lifestyle Changes
◦ Education
◦ Motivation

• No ‘cure’ for chronic illness 



ChrChrChrChroooonic Carnic Carnic Carnic Careeee Management Pr Management Pr Management Pr Management Premiseemiseemiseemise

Right thing
Right patient
Right timeRight time



 

Fundamentals of change:Fundamentals of change:Fundamentals of change:Fundamentals of change:

 Will- To do what it takes to changge

 IdeasIdeas-- NeNew waw ways to makys to makee impr improovvementsements

 Execution-E ti GettingG i  started w d ith i ch hh ange 
ideas 
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Health Care OrganizationHealth Care OrganizationHealth Care OrganizationHealth Care Organization
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Health CarHealth CarHealth CarHealth Careeee Organization Organization Organization Organization

Self Management SupporSelf Management Supportt
Delivery System Design
Decision Support
Clinical InfClinical Infoormation rmation SystemsSystems



DelivDelivDelivDeliverererery System Designy System Designy System Designy System Design
 Define roles and distribute task
 Planned interactions for evidence-based 

care
 Clinical case management services for 

complex patients
 Regular care team initiated follow-up
 Cultural sensitive care



Decision SupporDecision SupporDecision SupporDecision Supportttt

 Daily py practice of evidence-based care
 Share clinical guidelines and information 

witw th pa patiet enttss
 Provide professional education 
 Integrate specialty and primarIntegrate specialty and primary y carcaree



Clinical InfClinical InfClinical InfClinical Infoooormation Systemsrmation Systemsrmation Systemsrmation Systems

 Timely reminders for providers and y p
patients

 Ideenttify subpopuy subpopulatatioons s foor p proactoactivve cae caree
 Facilitate individual patient care planning
 SharShare infe infoormationrmation
 Monitor outcomes 



Self Management SupporSelf Management SupporSelf Management SupporSelf Management Supportttt

 Patient has a central rPatient has a central roole in managing le in managing healthhealth
 Self-management support strategies
◦ Assessment,Assessment, g goaloal-setting,setting, action planning, action planning, pr problem oblem 

solving, and follow-up
 Community resources to support self-

management



d

ResourResourResourResources:ces:ces:ces:

 http://www.ihs.gov/ipcp g p
 www.guidelines.gov
 http://wwwhttp://www.endabuseendabuse.org/org/
 http://www.lungusa.org/
 http://h //www.cancer.org/d/ ocrd oot/h/home/ind/i e

x.asp
 http://www.aa.org/?Media=PlayFlash
 http://www.ihs.gov/MedicalPrograms/Diab

etes/



Assessment of yAssessment of yoour Health Carur Health Caree  
OrganizationOrganization



Contact:Contact:Contact:Contact:
 David Sprenger, MD

- Area Chief Medical Officer/Behavioral Health Consultant

- David.sprenger@ihs.gov

 Helen MaldonadoHelen Maldonado, P PAA--C,C  CD CDEE
◦ Area Diabetes Consultant/Improvement Advisor

◦ Helen.maldonado@ihs.gov

◦ 916-930-3981 ext 332

 Wendy Blocker, NP
◦◦ NGST/ImprNGST/Improovveement Supporment Supportt  TTeeam am CoorCoordinatordinator

◦ Wendy.blocker@ihs.gov

◦ 916-930-3981 ext 308


