ACTIVITY / MECHANISM BUDGET SUMMARY

Department of Health and Human Services

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

HOSPITALS and HEALTH CLINICS
Program Authorization:  Program authorized by 25 U.S.C. 13, Snyder Act, and
P.L. 83-568, Transfer Act 42 U.S.C. 2001.
	
	2003
Actual
	2004
Enacted
	2005 Estimate
	Increase

or Decrease

	BA
	$1,211,988,000
	$1,249,781,000
	$1,295,353,000
	+$45,572,000

	FTE
	6,367
	7,123
	7,175
	+52

	
	
	
	
	

	HIV-AIDS ($)
	 ($2,575,000
	($2,628,000)
	($2,700,000)
	+$72,000

	HIV-AIDS (FTE)
	(14)
	(14)
	(14)
	0

	Activity:
# Inpatient Admissions: 1/
	
	
	
	

	IHS Direct
	42,730
	43,004
	43,004
	0

	Tribal Direct
	15,052
	14,457
	14,457
	0

	Total Admissions
	57,782
	57,462
	57,462
	0

	# Outpatient Visits: 2/
	
	
	
	

	IHS Direct
	4,506,000
	4,492,783
	4,492,783
	0

	Tribal Direct 
	3,813,845
	3,802,629
	3,802,629
	0

	Total Visits
	8,319,845
	8,295,102
	8,295,412
	0


1/ Inpatient Admissions based on data trend from FY 2002.

2/ Outpatient Visits based on estimated cost of current services compared to the budget request.

PURPOSE AND METHOD OF OPERATION

In FY 2005 the discretionary base funding of this Hospital and Health Clinics budget is $1.29 billion and 7,175 FTE.  These funds are provided to 12 Area (regional) Offices which in turn provide resource distribution, program monitoring and evaluation activities, and technical support to over 240 federal and tribal Operating Units (local level) for nearly 600 health care facilities providing care to 1.6 million American Indians and Alaska Natives.  The Hospitals and Health Clinics budget supports essential personal health services including in-patient care, routine and emergency ambulatory care, and medical support services including laboratory, pharmacy, nutrition, diagnostic imaging, medical records, physical therapy, etc.  In addition, the program includes public health initiatives targeting health conditions disproportionately affecting American Indians and Alaska Natives such as specialized programs for diabetes, maternal and child health, youth services, communicable diseases including AIDS, tuberculosis, and hepatitis, and a continuing emphasis on women's and elder health and disease surveillance.  
Performance Measures Demonstrate Effectiveness

Staffs of the health facilities establish performance indicators and routinely monitor, analyze, and intervene if the desired outcome is not achieved.  Process and outcome measures monitor programs such as obstetrics and childcare, management of acute cardiac events, and emergency situation response.  The level and quality of services provided to over 100,000 diabetics throughout the IHS are audited annually to improve standardized care and patient outcomes.  Reviewing a wide range of performance measures including foot care, eye care, end organ status, and adequacy of blood sugar control, these IHS developed audit measures have been incorporated into the National Committee for Quality Assurance/American Diabetes Association national performance diabetes care benchmarks.  Supplemental funding, key tribal involvement, collaboration with other federal agencies and community emphasis have all contributed to the IHS achieving or exceeding the proposed goals for each diabetes GPRA element.  

Continuing success from accrediting bodies Joint Commission on Accreditation of Healthcare Organizations (JCAHO), Accreditation Association for Ambulatory Health Care (AAAHC), and the Centers for Medicare and Medicaid Services (CMS) on in-depth quality reviews conducted regularly show average IHS and tribal hospital accreditation grid scores consistently at or above the average score for all U.S. hospitals.  The most frequently cited area for improvement is the physical plant safety and efficiency which is due to old, undersized facilities.  The average age of IHS facilities is greater than 30 years.  Limited increases in funding will make it difficult to maintain this high standard.
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The Hospitals and Health Clinics budget activity supports continuing education for a wide variety of the health professionals employed by the IHS and tribes including specialized training in quality management and case management in addition to discipline-specific training.  The FY 2004 budget provides for some advanced and specialized training for nurses in intensive care and operating room skills, and in nursing management, and for the upgrading of Indian individuals from licensed practical nursing to registered nursing.  The budget enables IHS to support residency training for IHS physicians, residency training for pharmacists, and continuing education of mid-level providers (physician assistants, nurse practitioners, and pharmacy practitioners).  These activities will be continued in FY 2005.
Emergency Preparedness

The IHS’ emergency preparedness arenas:
(1) planning and testing its continuity of operations plan (COOP) so that the agency can carry out its critical functions in any situation;
(2) building capacity in its public health infrastructure through linkages among its hospitals and clinics with local, county and State agencies throughout the country;
(3) enhancing its ability to deploy Commissioned Officers for national emergencies; and
(4) preparing its hospitals and clinics to diagnose and treat victims of a bioterrorism or other mass casualty situation.
The Indian health system has participated in numerous local, regional, and national exercises to test its response capabilities and to enhance linkages with public safety elements at all levels.  State programs have also supported the development of greater response capacity particularly in Alaska, New Mexico, and Maine.  IHS continues efforts to assure that the needs of AI/AN communities are addressed by States which have received additional targeted funding for preparedness and response.
Managed Care at Work

The IHS provides comprehensive services with $1,600 per person per year, a cost roughly 50 percent below that of common public and private health insurance plans.  While the agency continues to increase collections from third party payors, the agency minimizes and avoids costs through negotiated rates for purchased services, medical products, and pharmaceuticals to squeeze value from limited resources.  To further manage growing pharmaceutical costs that grow between 8-15 percent per year, the IHS uses limited formularies at the service sites, bulk purchasing agreements, and other cost containment approaches.  In addition, IHS explicitly rations care, deferring and denying payment for medical services that are thought to be of lower priority.
Community Oriented Primary Care Attacks Changing Disease

The IHS program continues to focus on increasing access to preventive and curative services for the underserved in Indian communities through a strategy targeting health programs reflecting community health status to provide the most useful services to the most people.  
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In recent years the diseases affecting American Indians and Alaska Natives have changed and required a change in service focus as the disease burden due to acute illness decreases and the chronic disease burden increases.  Significant behavioral determinants often accompany chronic disease.  Of particular concern are disease patterns that disrupt families and communities including accidents, suicides, homicides, family violence and chemical dependency.  Prevention of these conditions requires a different set of precepts and disciplines, as they are less susceptible to traditional medical model interventions.  These prevention strategies are often difficult to maintain since the impact of the programs is often distant in time and community attention to these efforts may wane in the face of more immediate concerns (such as treatment for trauma associated with family violence).  
ACCOMPLISHMENTS

The agency continues to make significant progress in addressing chronic diseases.  A primary focus has been in the treatment and prevention of diabetes and its complications.  The increases provided have allowed greater access to more sophisticated interventions.  This includes more effective pharmaceuticals, more aggressive screening for the secondary effects of diabetes, earlier intervention when complications are identified, and greater patient compliance with care regimens.

Additional funding has been provided for podiatric services thereby increasing the number of podiatrists to provide services at the community level.  However, the most important impact of these funds was to raise the awareness of all providers of the importance of screening, prevention, and early intervention in neuropathic and circulatory changes in the legs and feet of patients with diabetes.  IHS staff has published material documenting the effectiveness of these strategies in reducing amputations in AI/AN populations.  They are being actively disseminated as standards of care for prevention and treatment of diabetic complications.

The IHS/Joslin diabetic retinopathy telemedicine collaborative program is annually adding new imaging sites and reading stations. This collaborative program was developed in concert with the Veterans Administration and the Department of Defense to address the growing unmet need for retinal evaluations for diabetics. These examinations identify those in need of laser surgery to prevent blindness from diabetic retinopathy.  Timely diagnosis and laser surgery is the only method available to prevent the blinding complications of this disease, but inadequate patient access has prevented this opportunity for one half of all AI/AN with diabetes.  This telemedicine modality, developed by the Joslin Diabetes Center, was designed to increase timely access to diabetic retinopathy examinations.  At sites where this system has been deployed, diabetic eye examination rates have increased significantly, in the range of 25 percent.

The agency has examined the underlying causes and risk factors contributing to the development of diabetes and heart disease.  Of particular interest is a report provided to Congress exploring the scope and impact of obesity as a risk factor in the development of chronic diseases.  This report noted that obesity is three times more frequent among AI/AN children and this disparity persists into adult life.  This high rate of obesity contributes to the development of diabetes and heart disease.  The report also provided information on promising interventions that may reduce this risk.  Some are as simple as the promotion of breast-feeding in infancy and others involve wider community commitment to dietary and exercise interventions.  The agency is examining means to disseminate these interventions on a wider basis.  The agency has also entered into a partnership with the National Heart, Lung, and Blood Institute in three communities to demonstrate the efficacy of community-based interventions to reduce risk factors of cardiovascular disease, the leading cause of death for AI/AN.  Together the two agencies will provide training for many more Indian communities beginning early in FY 2004 to disseminate materials and intervention strategies learned from these pilot sites.

Other promising partnerships with the National Institutes of Health have emerged.  Of significance is the funding of Native American Research Centers in Health (NARCH).  This program, developed in partnership with the National Institute of General Medical Sciences (NIGMS), provides support for tribally controlled research centers to focus on the diseases disparately affecting AI/AN people.  It has the added advantage of developing AI/AN researchers who will focus on their own communities.  This program will help assure that the impact of disease in this unique population is explored scientifically and that new treatments and interventions are disseminated.

Important partnerships also exist with the Centers for Disease Control and Prevention (CDC).  Of particular significance is the enhancement of a variety of public health capabilities serving AI/AN communities.  For example, a strong partnership with the CDC diabetes activities is designed to assure that best practices in diabetes management are identified and disseminated using the joint resources of the CDC Diabetes Translation and Dissemination Program and the IHS Diabetes Program.  Another example is the partnership aimed at surveillance and prevention of Hepatitis C.  This critical effort is needed since the rates of Hepatitis C appear to be higher in AI/AN populations, and it is a preventable disease.  Another of the collaborative activities between CDC and IHS is support for the Tribal epidemiology centers.  This public health capacity is vital to informing tribal leadership and other policy makers about the specifics of health needs and efficacious interventions.  These epidemiology centers have increased the Tribal capacity to exercise their governmental public health functions.

The agency has also taken great strides in addressing pharmaceutical services such as the analysis of factors leading to the steep rise in pharmaceutical costs and the implementation of interventions to assume greater control of these costs.  The interventions initiated or enhanced to control costs include greater use of bulk purchasing methods through the Veteran Administration’s prime vendor, increased use of a limited but more efficacious formulary, and education of providers about specific pharmacoeconomic strategies.  This effort was enhanced by the provision of resources to expand IHS pharmacy residency activities.  The residency programs now operate in 11 communities and stimulate innovative thinking about the control of pharmaceutical costs and less expensive, but more effective approaches to patient care.  Of particular significance is the increase in pharmacist care programs for anti-coagulation and cancer chemotherapy management.  This provides more in-depth care (under physician supervision) that capitalizes on the unique skills of pharmacists with specialized technical training in these areas.

The agency has explored and resolved a number of policy issues with the Centers for Medicare and Medicaid Services (CMS).  CMS and IHS are also collaborating in educating Tribes on assessing long term care (LTC) needs and on the availability of resources for LTC services which are greatly needed in Indian communities.
The IHS pilot tested in 2 IHS Areas the MedMarx Medication Error Reporting System, an internet accessible reporting program and quality improvement tool.   Medication errors are monitored so that system problems can be recognized and changed, reducing the potential for patient harm.  The IHS is now implementing MedMarx or similar systems in 2 additional Areas and would like to do so throughout the Indian health system as a part of a broader array of patient safety processes and systems to reduce medical errors.
In 2004, an electronic medical record system is being implemented in up to 20 sites, which is a necessary base for an enhanced patient safety system.  This will include provider order entry for medications as well as lab and diagnostic imaging procedures, clinical reminders, and abnormal test notification to providers, all of which will decrease medical errors and improve patient safety.
Lastly, in FY 2003 a major initiative on Health Promotion and Disease Prevention (HP/DP) was launched in order to reduce health disparities.  Although the IHS is the model health system in integrating individual and community health, increased emphasis is being focused on both clinical and community-based health promotion and disease prevention efforts.  The main focus will be in our collective ability to develop and implement programs that will prevent disease, not focusing exclusively on treatment of disease.  Some of these strategies include: 
· Traditional practices and values have a very strong role in promoting wellness.
· Models of effective implementation of such programs (e.g., promotion of breast feeding, and language and cultural training in early childhood and elementary settings) are being identified.
· Best practices in clinical and community-based Health Promotion/Disease Prevention (HP/DP) interventions are being identified and disseminated.
· Engaging youth and families to address the burden of disease will strengthen our efforts. The agency is working closely with the national youth organizations to promote healthy lifestyles for AI/AN children and youth.
· The IHS Health Promotion Initiative will work with the Secretary’s “Steps to HealthierUS Initiative” and Tribes will be participating in both initiatives.
· Professional health experts, Federal leaders, Tribal leaders, and community leaders are engaged through the Health Promotion Task Force and Policy Advisory Committee to guide this initiative to eliminate health disparities.

PERFORMANCE MEASURES 
The Hospitals and Health Clinics budget contributes to the accomplishment of the following FY 2005 performance measures:

Indicator 1:  During FY 2005, assure that the proportion of patients with diagnosed diabetes that have poor glycemic control does not increase over FY 2004 level. 
Indicator 2:  During FY 2005, maintain the proportion of patients with diagnosed diabetes that have demonstrated improved glycemic control at the FY 2004 level.
Indicator 3:  During FY 2005, maintain the proportion of patients with diagnosed diabetes who have achieved blood pressure control at the FY 2004 level.
Indicator 4:  During FY 2005, maintain the proportion of patients with diagnosed diabetes assessed for dyslipidemia (i.e., LDL cholesterol) at the FY 2004 level.
Indicator 5:  During FY 2005, maintain the proportion of patients with diagnosed diabetes assessed for nephropathy at the FY 2004 level.
Indicator 6:  During FY 2005, maintain the proportion of patients with diabetes who receive an annual diabetic retinal examination at designated sites at the FY 2004 rate.

Indicator 7:  During FY 2005, maintain the proportion of eligible women who have had a Pap screen within the previous three years at the FY 2004 levels.
Indicator 8:  During FY 2005, maintain the proportion of eligible women who have had mammography screening at the FY 2004 rate.


Indicator 15:  During FY 2005 the IHS will ensure that 15% of women between the ages of 15 and 40 are screened for domestic violence. 
Indicator 16:  During FY 2005, implement a national program to improve the quality, accuracy and timeliness of Resource Patient Management System (RPMS) Patient Care Component (PCC) clinical data to support the Agency’s GPRA clinical measures by expanding the current automated data quality assessment “package” to include two new additional clinical measures.

Indicator 19:  During FY 2005, maintain 100% accreditation of all IHS hospitals and outpatient clinics.

Indicator 20:  During FY 2005, all direct care facilities shall be using the NCCMERP nationally recognized medication error definition, and shall have a non-punitive multi-disciplinary medication error reporting system in place.


Indicator 21:  By the end of FY 2005, maintain consumer satisfaction rates at the FY 2004 level.
Indicator 23:  During FY 2005, maintain baseline rates for recommended immunizations for American Indian and Alaska Native children 19‑35 months compared to FY 2004.

Indicator 24:  In FY 2005, maintain the FY 2004 rate for influenza vaccination levels among non-institutionalized adult patients age 65 years and older.
Indicator 25:  In FY 2005, maintain the FY 2004 rate for pneumococcal vaccination levels among non-institutionalized adult patients age 65 years and older.

Indicator 29:  During FY 2005, establish the number of adult patients that receive appropriate screening for blood lipids.

Indicator 30:  During FY 2005, each Area will increase the number of patients for whom BMI data can be measured by 5% percent.   
Indicator 31: By the end of 2005, rates of screening for tobacco use will be maintained with FY 2004 rates.  
Following are the funding levels for the last 5 fiscal years:
	Year
	Funding
	FTE
	

	2000
	$1,005,412,000
	6,877
	

	2001
	$1,084,173,000
	6,667
	

	2002
	$1,153,206,000
	6,634
	

	2003
	$1,211,988,000
	6,367
	

	2004
	$1,249,781,000
	7,123  
	


RATIONALE FOR BUDGET REQUEST 

TOTAL REQUEST -- The request of $1,295,353,000 and 7,175 FTE is a net increase of $45,572,000 and 52 FTE over the FY 2004 Enacted level of $1,249,781,000 and 7,123 FTE.
Pay Cost Increase:  +$22,871,000
The request of $22,871,000 will fund federal and tribal pay costs which will assist the IHS in maintaining access to services for the IHS patient population.  Provision of these funds is necessary to maintain the current I/T/U health system which works to eliminate disparities in health status between the American Indian and Alaska Native population and the rest of the U.S.
Phasing-In of Staff for New Facilities:  +$11,569,000

The request for phasing-in of staff and related costs for new facilities will allow IHS to expand provision of health care in those areas where existing capacity is most overextended.  Funds are requested to staff the five facilities which will open in FY 2004.  The Piñon and Westside facilities serve the Navajo and Tohono O'odam Nations in Arizona, the Dulce facility serves the Jicarilla Apache Tribe of New Mexico, the Idabel facility serves the Choctaw Nation in Oklahoma and the Annette Island facility serves the Metlakatla Indian Community in Alaska.  The following table displays the requested increase.

	
	
	FTE

	Facilities
	Dollars
	Federal
	Tribal

	Westside, AZ Health Center

Dulce, NM Health Center

Metlakatla, AK Health Center

Pinon, AZ Health Center

Idabel, OK Health Center

Total
	$2,136,000

1,157,000

1,602,000
  1,335,000

5,339,000

$11,569,000
	24

13
0

15

0

52
	0

0

18
0

60

78


Health Promotion/Disease Prevention:  +$2,074,000 – In November 2002, the Indian Health Service launched the Director’s Health Promotion/Disease Prevention (HP/DP) Initiative linking to the President’s HealthierUS and the Secretary’s Steps to a HealthierUS.  In partnership with other Federal agencies and non-Federal organizations (e.g., Boys and Girls Clubs of America), the Indian Health Service and the Tribes are taking actions to lessen significant health disparities, such as heart disease and diabetes, in American Indian and Alaska Native people, which is identified through data collection and analysis.  

In FY 2003, the Indian Health Service spent approximately $500,000 on the initial development and support of the HP/DP initiative.  These resources were used to support program infrastructure, and planning for a national health fellowship and community forums.  A website was also developed in support of the initiative.  (See www.ihs.gov/hpdp )
These additional funds for HP/DP will allow expansion of the Director’s HP/DP Initiative to over 50 community and clinic-based prevention projects.  Currently there are approximately 25 community and clinic-based prevention projects.  The increase will also disseminate best practice information, provide fellowships to train individuals in community-based efforts for HP/DP, which is modeled after the successful Indian Health Service Injury Prevention Fellowship Program, and provide the promotion and marketing of the benefits of prevention as an alternative to the more costly treatment of disease.

Epidemiology Centers:  +$2,500,000 – The Tribal Epidemiology Centers have been successful in providing data collection and analyses useful for health promotion and disease prevention activities for many tribes.  The request would be used to ensure broader coverage of epidemiology services by enhancing the funding support for 7 existing centers to expand their focus on health promotion and disease prevention activities and by funding 3 or 4 new centers in Areas currently in need of epidemiology services. (See Epidemiology Centers full narrative on page 49)
CHA/P AK:  +$2,000,000 – Community Health Aides (CHAs) and Community Health Practitioners (CHPs) are referred to collectively as CHA/Ps.  Individually a person is a CHA or CHP depending upon the level of their education and experience.  CHA/Ps staff over 200 village clinics in Alaska.  Many of these villages have no access to IHS hospitals and clinics except by air.  The request would increase access to health care for Alaska Natives by increasing the capacity of the CHA/P programs to function in these remote areas through the hiring of  30 CHA/Ps for a total of 516.  Currently there are 486 CHA/Ps.   

Unified Financial Management System:  +$4,558,000 -- The Unified Financial Management System (UFMS) is being implemented to replace 5 legacy accounting systems currently used across the HHS agencies.  The UFMS will integrate the Department’s financial management structure and provide HHS leaders with a more timely and coordinated view of critical financial management information.  The system will also facilitate shared services among the agencies and thereby help management reduce substantially the cost of providing accounting service throughout HHS.  Similarly, UFMS, by generating timely, reliable and consistent financial information, will enable the component agencies and program administrators to make more timely and informed decisions regarding their operations.  The IHS requests $4,588,000 to support this effort in FY 2005.  (Also, see SUP-77 for breakout of total costs from FY 2001 – 2007).
All 49 of the IHS and tribal funded hospitals are JCAHO accredited and 85 percent of the health centers and clinics have achieved accreditation (some are too small to qualify for accreditation).  By comparison, less than 50 percent of non-IHS rural hospitals are JCAHO accredited.





The neonatal mortality rate among American Indian and Alaska Native children is greater than the general U.S. population by 10 percent.
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