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IHS Priorities

* To renew and strengthen the partnership
with Tribes and improve the tribal
consultation process.

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

* To improve the quality of and access to
care.

* To have everything we do be as
transparent, accountable, fair and inclusive
as possible.



Outline

* Brief history of IHS collaborative

* Reasons for change

* Re-tooled model/ areas of emphasis
* Effective relationships
 Patient-centeredness

» Changing the healthcare organization



History

e In 2004, then IHS Director, Dr. Grim
announced three clinical initiatives

e One of these was the Chronic Care
Initiative (CCl)



History

» Rationale for CC| 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 progress in diabetes care, a
prototype for CCM

° Build on strenghts of existing population health
approach, robust health IT system and metrics



History

* In 2006, the IHS entered into a business
relationship with the Institute for
Healthcare Improvement

* The aim of which was to guide the IHS
through major, comprehensive healthcare
iImprovement



Purpose: The Triple Aim of IPC

~ » |mprove the health of the population;

 Enhance the patient experience of care
(including quality, access, and reliability);
and

 Reduce, or at least control, the per capita
cost of care.






Reasons for 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



Improving Patient Care

e Clarifying the purpose
e Simplifying the language
* Develop a plan to create internal [.H.S.

capacity to lead and conduct (and
institutionalize) this initiative

e Examining the impact to date

 Strengthening the evaluation based on a
clear logic model.
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Meaningful Use of the IHS Clinical Information System (or similar
capabilities) is essential for making the changes of IPC.
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Indian Health Home

Access and Continuity

Care Centered on the Patient and
Family

Care Team
Community Focus

Quality and Transparency

Meaningful Use of the IHS Clinical Information System (or similar
capabilities) is essential for making the changes of IPC.




Indian Health Home

Access and Continuity

> Every patient has a relationship with a provider and care team, and has
consistent and reliable access to that provider and care team.

Care Centered on the Patient and Family

> Health programs design their services to put the patient and family 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

> Renew and strengthen partnerships with Tribes and community-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 compared with other models of care
referred to as a “Medical Home”

Improving Patient Care

NCQA Patient Centered
Medical Home

AHRQ Transforming
Primary Care

Access and Continuity

Access and Communication (1)

Continuous Access

Care Team

Patient Tracking and Registry
Functions (2)

Care Management (3)

Test Tracking (6)

Referral Tracking (7)

Care Coordination
Team-Based Care

Centered on the Patient and
Family

Patient Self-Management
Support (4)

Whole Person Orientation

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

Electronic Prescribing (5)
Advanced Electronic
Communications (9)

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




Improving Patient Care

Quality and Innovation Learning Network

IPC2
Cless Design to meet interested IPC2 Teams’ needs
Facilities
Yegin July 2010
Foundational Work .
Indian Health Home
\ (IPC3 Collaborative)
|/ T/ U Lessons learned from IPC2 to lay the foundation February
Facilities for the Indian Health Home 2012
October
2010

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




Care Model for the Indian Health System
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Effective Relationships

* Overlap with the other elements of the
Care Model

* What are the elements of effective
relationships!?



Respect for patient

* Ways to show respect
o Listen
> Reflection
> Validation of feelings
> Elicitation of wellness goals- it’s their life

> Willingness to correct misperceptions
(respectfully)



Respect for coworkers

* Recognition of common goal of patient
wellness, everyone has a part

* Patients pick up on tension, mistrust
between staff



Communication with patient

» Limitation of verbal instruction (%
retained)

* Non-verbal communication
» Barriers: anxiety, anger

e Relevance



Communication with coworkers

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

e |t communicates to the team that each team member is
important

* Fosters openness and timely problem solving

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



Medical Home/ Empanelment

* Way to optimize the effective relationship



Chronic Care Management

The Patient’s Perspective
Helen Maldonado, PA-C, CDE
June 8,2010
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American Health Care

* Inconsistency in delivery of high-quality care

e Two studies by RAND Health:“Americans
with common health problems receive only
about 50 percent of recommended care

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



Institute Of Medicine (IOM)

* 200| published the report: Crossing the
Quality Chasm:A New Health System for the
2 |t Century

 Calls for fundamental change

* Organized around six aims for
Improvement

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



All Health Care Should Be....

 Safe

o Efficient

» Patient Centered
o Effective

e Timely

* Equitable



Safe

» Patients should not be harmed by the
care that is intended to help them



Efficient

» Care should be given without wasting
equipment, supplies, ideas, and energy



Patient Centered

e Care should be respectful of and
responsive to individual patient
preferences, needs, and values

* Self-management support, Health Literacy,
and Cultural humility



Effective

» Care should be based on scientific
<nowledge and offered to all who could
benefit, and not to those not likely to
benefit




Timely

* Waits and sometimes-harmful delays in
care should be reduced both for those
who receive care and those who give care



Equitable

e Care should not vary in quality because of
personal characteristics such as gender,
ethnicity, geographic location, and socio-
economic status



Patient-Centered Care 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

e The patient will do what they think is
right for themselves based on their
relationship with their provider/team and
understanding the need for lifestyle
changes



Health Literacy

* The responsibility is ours to help patients
understand instructions on how to take
medications or follow a treatment plan

* We must be sure we have communicated
in a2 way they understand what we are
saying

» 80% of patients leaving your exam room
don’t understand what was just said



Challenge

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

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




Cultural Humility

* Very important to understand and
embrace the differences between your
own culture and the culture of those you
serve

* Respect the differences
* Be humble in your approach
* Be aware of your own culture



Self Management Support

* Ask the patient what their goal for
wellness is first

e Quality educational time
» Effective communication

* Support by staff



Chronic Care Management

Wendy Blocker MSN
National GPRA Support Team
June 8,2010



Importance of Chronic Care
Management

e Certain problems related to chronic
iliness are not specifically medical
> Families
> Workplaces
o Lifestyle Changes
° Education

> Motivation

* No ‘cure’ for chronic illness



Chronic Care Management Premise

* Right thing
» Right patient
* Right time



Fundamentals of change:

* Will- To do what it takes to change
* ldeas- New ways to make improvements

* Execution- Getting started with change
ideas
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Health Care Organization




Health Care Organization

* Self Management Support

* Delivery System Design

* Decision Support

e Clinical Information Systems



Delivery System Design

e Define roles and distribute task

e Planned interactions for evidence-based
care

 Clinical case management services for
complex patients

* Regular care team initiated follow-up
 Cultural sensitive care



Decision Support

e Daily practice of evidence-based care

e Share clinical guidelines and information
with patients

* Provide professional education
* Integrate specialty and primary care



Clinical Information Systems

e Timely reminders for providers and
patients

¢ |[dentify subpopulations for proactive care
* Facilitate individual patient care planning
 Share information

e Monitor outcomes



Self Management Support

 Patient has a central role in managing health

* Self-management support strategies

> Assessment, goal-setting, action planning, problem
solving, and follow-up

e Community resources to support self-
management



Resources:

C e http://www.ihs.gov/ipc

e www.guidelines.gov

e http://www.endabuse.org/

e http://www.lungusa.org/

e http://www.cancer.org/docroot/home/inde

X.asp
e http://www.aa.org/?!Media=PlayFlash

e http://www.ihs.gov/MedicalPrograms/Diab
etes/




Assessment of your Health Care
Organization

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 Lewel A
Orverall - does mot exist or there is a litle .15 reflected in vision statements ...is reflected by senmior leadership | ...is part of the system's long term
Orzanirational imperest. and business plans bt no and specific dedicated resources planning strategy, receive
Leadership im Chronic resources are specifically (dollars and personnel). necessary respurces, and specific
Dimess Care earmarked to execute the work: people are held accoumtabls.
Score | 0 1 2 3 4 5 1] 7 b 9 10 11
Organizational Goals -..do ot exist or are limited to one ..enzist bart are not actively ...aTe measurable and reviewnad. ...are measurable reviewsd
for Chromic Care condition. reviewed. routinely, and are incorporated into
plans for improvement.
Score | 0 1 2 3 4 5 1] 7 8 9 10 11
Improvement -..15 ad hoc snd not organized or _..ufilizes ad bor approaches for ..-mfilizes A proven improvement ...inchdes a proven improvement
Stratezy for Chromic supported consistenthy. targeted problems as they emerge. strategy for targeted problems. strategy and wses it proactively in
Dimess Care mesting organizational goals.
Score | O 1 2 3 4 5 ] ) 8 9 10 11

Total Health Care Organization Score

Average Score (Health Care Org. Score [ 3)




Contact:

e David Sprenger, MD
- Area Chief Medical Officer/Behavioral Health Consultant

e Helen Maldonado, PA-C, CDE

> Area Diabetes Consultant/Improvement Advisor

(o]

> 916-930-3981 ext 332
* Wendy Blocker, NP

> NGST/Improvement Support Team Coordinator

(o]

° 916-930-3981 ext 308




