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Access to Services

In the 1993 publication, Access to Health Care in America, the Institute of Medicine (IOM) defined “access” as “the timely use of personal health services to achieve the best possible health outcomes.” It is important to note that two components must be present for “access” to occur: utilization of services and desirable health outcomes. This suggests that providers must identify and maximize access to those health care services that can be shown to influence health status.
Managing access to care represents perhaps the most complex, demanding, and frustrating of all processes which the Indian Health Service (IHS) continually faces. Programs are forced to ration or limit access to care because the programs are funded well below the level of need. A similar situation exists for other healthcare programs across the nation, but for most Indian health programs the limitations on access are especially significant, and patients either are turned away or limited to certain services on a daily basis. In the current political environment, increased federal resources to address this problem are not likely. This is the reality that Indian health programs must face.  
In the attempt to provide the most good for the most people, decisions about access to care should be addressed at the program level, with input from Tribal or health board members, patients, and other community members. The access policies should be made public information and posted in clinics. Programs should strive to provide access to services that are adequate, acceptable, efficient, and effective, which can be defined as follows:
· Adequate Access to Services: 

· For the Individual: Providing services that patients need and want, without excessive barriers.
· For the Community: Providing coverage of the most important health problems in the population.
· Acceptable Services:

· For the Individual: Providing services that meet the patient’s needs in terms of the interpersonal relationship between the practitioner and the patient.
· For the Community: Addressing problems that the community feels are the most important.
· Efficient Services:

· For the Individual: Providing services in a manner that treats the patient’s time as though it were of value and not wasted.
· For the Community: Providing a large volume of services and health benefits for the population, relative to the resources expended.
· Effective Services:
· For the Individual: Getting desirable results (health benefits) for each patient from the services that the patient receives.

· For the Community: Reducing a large proportion of the health problem or problems that a program was designed to reduce.
The effectiveness of prevention programs can be celebrated more easily at the community level than the individual level.  Individuals are not likely to take note of a condition that they never had, but the realization that a large proportion of people in a community were saved from a disease or condition can be motivating and empowering to the community.
Patient/Practitioner Relationship

Patients are astute in determining the quality of their interpersonal relationships with health care providers. The very best technical and scientifically-based healthcare can be perceived by the patient as worthless or inappropriate if they perceive the provider as rude, insensitive, uncaring, patronizing, or arrogant. Even though the technical quality of the treatment rendered to people is important, the quality of the patient/provider relationship, as perceived by the patient, can sometimes have greater effects on the patient’s long-term health status.
Because health care personnel often are from different cultures than their patients, they may not be aware of or may not understand local cultural norms. Following are three strategies that can help to improve the patient/provider relationship: 
1. Recruit and train local American Indians and Alaska Natives (AI/ANs) in the health professions so more providers are from the culture they serve.

2. Provide a cultural orientation for healthcare providers who are not familiar with the local community or traditional healing practices.

3. Adopt the integrated perspective advocated by the IHS, wherein a negotiated approach to serving patients is combined with specific provider behaviors.  
The guidelines which follow represent critical elements for establishing a desirable one-on-one relationship with patients. Ideally, this relationship will result in an atmosphere of trust, where the patient will share openly with the practitioner about any requests, concerns, or interests.
Patient Care Checklist
4. Greet and Acknowledge the Patient by Name

Begin with a respectful greeting using the patient’s name, and include “hello,” “good morning,” or similar expressions in the native language, if appropriate. Local norms should determine if the first name is used or Mr., Mrs., or some other culturally-appropriate expression.  
5. Introduce Yourself

Providers should introduce themselves at the first meeting and when it has been a long time since they have seen each other. Provider name badges help patients remember names, but they should not replace introductions.
6. Provide Support and Reassurance
Recognize the patient’s nonverbal cues to pain or fear and respond to those cues through attentiveness, nonverbal expression, and reassurance. Culturally-acceptable norms should be followed regarding touch, eye contact, etc.
7. Facilitate a Dialogue

This sets the stage for developing a “negotiated relationship” between the provider and consumer.  Issues that relate to patient choices of care or willingness to comply with recommendations should be negotiated with the patient. Ask carefully-considered, nonjudgmental questions and listen attentively to determine the patient’s needs and expectations. Specific kinds of questions to consider include the following:

· Why is the patient presenting for treatment, i.e., what is the patient’s request or problem?

· What does the patient think is wrong or needed? Does the patient have alternative or traditional beliefs about his/her needs? Is the patient seeking assistance from available traditional healing methods?

· What does the patient expect from treatment? What level of responsibility is the patient assuming for his/her condition and/or follow-up care?
8. Respond and Teach

Based on what has been learned through the dialogue and clinical assessment, clarify the options for treatment, being careful not to talk down to the patient or to use jargon and unfamiliar concepts. The intent is to respectfully respond to the patient’s perspective and:
· Acknowledge and clarify the similarities and differences in his perspective and what is clinically evident. Inform the patient as to what you are able to provide for him or her, considering alternatives of traditional medicine, if available and desired.

· Actively teach the patient with the intent of informing and empowering the patient to assume appropriate responsibility for his/her health (or his/her child’s health).  
· Negotiate with the patient and/or family to involve them in decisions that are appropriate and important in the care delivered and follow-up required.

· Tailor treatment and follow-up, as much as possible, to the individual’s or family’s existing routines, and provide all important instructions in writing.
9. Express a Warm Goodbye

Answer any final questions and close with a gesture of goodbye.  
Patient Satisfaction Assessment

Healthcare facilities should conduct regular patient satisfaction surveys in order to determine that the needs of the community are being met. A regularly-collected, reliable, and valid consumer satisfaction assessment mechanism is not simply a matter of good public relations, but is an essential element of good public health practice. Without a satisfaction assessment mechanism, very few dissatisfied customers actually complain. This unspoken discontent can be the source of additional problems in the health care facility. Frequent patient satisfaction surveys help the program to identify problems and make necessary improvements quickly, in order to minimize discontent and increase satisfaction among patients. Information on how to develop and administer a patient satisfaction survey is included in Chapter 7 of this manual.

Access to Care
General Considerations
Implicit in the IOM’s definition of access is acceptance of the importance of and interrelationship between the use of health services and desirable health outcomes. This view of access applied to dental care is particularly valid because, unlike many illnesses addressed in the medical clinic, the vast majority of disease treated by a dental program is not self-limiting. Dentistry treats primarily dental caries, periodontal disease, oral trauma, and the prevention of these conditions. In most cases, unmanaged dental conditions get worse, requiring a greater expenditure of resources, time, and effort when treatment is provided. The IOM report suggests that, by accepting this definition, we are compelled to identify and maximize access to those healthcare services that can be shown to influence health status, and then determine if the differences in health status across populations can be explained in terms of problems or barriers to access.
When viewed from this perspective, managing access to care represents perhaps the most complex, demanding, and frustrating of all processes with which IHS, Tribal, and Urban Indian (I/T/U) programs are continually faced. But as several AI/AN patient/consumer surveys have shown, it is probably the most important process. As providers and policy makers, we try to find less offensive ways to describe this process, such as “managed care,” but the reality is that we are continually forced to ration or limit access to care because we are funded well below the level of need. This situation is not unique to Indian health settings. A great majority of health care programs ration care, in that they do not provide their patients every service they want, anytime they want it. But the reality of most I/T/U programs is that limitations on access are significant; every day patients are either turned away or limited to certain services. Based on the current political environment, increased federal resources to address this problem are not likely. This is the painful reality facing I/T/Us in the foreseeable future.
Managing access is much like managing chronic diseases; the problems are never really solved. It lies at the foundation of the recognized public health goal of “doing the most good, for the most people, at the lowest possible cost, and in a manner that is acceptable to those served and those serving.” Such a demanding task should keep us from ever being completely satisfied with how we are managing access and inspire us to continually look for more effective strategies.  
Unfortunately, access policies are sometimes the sole creation of a clinic or program staff. Policies made in such a vacuum are not likely to be understood by consumers, compromise self-determination and community empowerment, and ultimately compromise program goals. Healthcare resources represent community resources, thus communities must have a major stake in determining how they are used. This is even more critical when the resources are few and community health problems are many. Potentially useful collaborators in developing access policies should include Tribal and/or health board members, patients/customers, and other community members. To support informed decision making, these people should be provided training about public health principles, local disease patterns, and the opportunity costs versus the benefits of enhancing access to a particular group or condition over others. The access policies made with such understanding should then be made public information and posted in clinics.
Practical Considerations of Managing Access to Dental Care

Unlike other health problems, regular utilization of dental services is strongly associated with better dental health status. Thus, the IOM’s “timely use of personal health services...” relative to dental care, is regular periodic care for all beneficiaries. Therefore a dental program’s ultimate goal should be to provide access to basic care for all beneficiaries. In practical terms this means maintaining access for routine users, while encouraging “emergency” or “episodic” users to become routine users. As access to dental care improves, a greater percentage of the population can reach a maintenance level of care. Users on a maintenance level have lower treatment needs than episodic users. New disease in those on a maintenance level is generally easier and less time-consuming to treat. Ultimately, as more beneficiaries become routine users and reach maintenance level, the yearly need for services (i.e., workload) for a given population is reduced. As preventive technologies continue to improve, this effect is likely to be even more pronounced.  
Extending access to dental care in a program that is under-funded is indeed a challenge, but it is possible in most situations through effective program management. Clear adherence to public health principles is required, along with the most efficient use of available resources. Strategies to increase access can be broken down into the following areas:
· Integration of Dental Program with Other Health Care Disciplines and Resources

It is not necessary for dental staff to do everything. Health educators, community health representatives, water system operators, public health nurses, medical clinical staff, system administrators, volunteers, and other agencies (state, federal, local, institutional, educational) should be sought out and utilized. Integration of oral health messages with other programs is achieved, and additional dental staff time becomes available to do those things that only trained dental staff can do. This increases access to clinical care without compromising access to community care.

· Efficient and Effective Use of Program Resources 
An ongoing process of program evaluation should be in place to maximize opportunities for improving access to care. This would include scheduling of staff and patients, evaluation of adequacy of existing staff and facility, development of accurate projections of program needs, impact of episodic users, and use patterns of existing facility and staff. Detailed information on these and other aspects of efficiency and effectiveness can be found in the Dental Clinic Efficiency and Effectiveness Manual, included in Chapter 7 of this manual.

· Development of Conservative Strategies of Treatment 
The majority of a dental clinic’s time is generally devoted to restorative dentistry. Half the restorative dentistry provided in this country is the replacement of existing restorations. The initial placement of a restoration statistically dooms the tooth to a future of repeated replacements with ever larger and more invasive restorations. Restorative dentistry is a destructive process, in that irreplaceable natural structure is lost to restorative materials that are poor substitutes for the natural tooth structure. When considering doing restorative dentistry, the risk of not doing it (the status of the existing disease and the destruction it is causing) clearly must be greater than the risk of placing restorations. For more information on this subject, see the “Dental Caries Risk Assessment” guidelines, which can be found in Chapter 4 of this manual.  
A more conservative and cautious approach to clinical treatment will lead to fewer treatment needs (as identified by the dentist), thus freeing up additional clinic and staff time. The availability of bonding agents, glass ionomers, sealants, and a wide variety of other preventive and restorative materials allows a dentist to more confidently take a less aggressive view of treatment. An appropriate level of recall for the individual patient also should be sought, to prevent the overuse of unneeded evaluation and treatment by some patients at the expense of under-utilization of these services by others. All patients do not need to see their dentist every six months. Patients should be recalled based on their individual oral health care needs. Many patients are at a sufficient level of oral health to be placed on a recall interval of one year or longer.  
In summary, maximizing access to preventive and corrective dental services should be a primary goal of a dental program. How access is managed sends important messages to a community, which is another reason for involving the community in the process. The outline that follows is offered as a means to present some of the many factors that are important to consider and to have ongoing dialogue with stakeholders in designing access policies. As suggested in this discussion, resolving all the issues listed in this outline (and others you may identify) is clearly a “mission impossible,” given the current level of dental resources. Nevertheless, these factors should be periodically examined in light of the unique characteristics of each community, with the goal of maximizing access and achieving the highest possible levels of oral health.
Considerations for Managing Access to Healthcare in Indian Health Settings
	I.  Equitability Considerations

	Are there significant barriers to access for those who work? (e.g., for what hours are appointments available?)

	Are there significant barriers to access for those without telephones? (e.g., must appointments be made by phone?)

	Are there significant barriers to access for those who live farther away? (e.g., must appointments be made in person before 8:00 a.m.?)

	Are there significant barriers to access to families receiving care? (e.g., are appointments unavailable for more than one family member?)

	Are there significant barriers to access to the elderly and institutionalized? If so, are there potential mechanisms available to address access barriers to these groups?

	II.  Behavioral Considerations

	Are undesirable health behaviors being rewarded or ignored by the access policies? (e.g., no consequences for broken appointments or providing prosthetics to people with poor periodontal control)

	Are desirable health behaviors being punished by the access policies? (e.g., it is much harder to obtain routine or preventive care than emergency care)

	III.  Other Considerations

	Individual patient factors, age, overall health status, probability of compliance, the provider’s ability to improve the patient’s condition, role model considerations

	Political pressures:

	–
Pressure to generate income from insurance

	–
Pressure to treat political leaders, health workers, and their families

	–
Pressure from Area Office to follow public health principles

	–
Pressure from the community to provide expensive specialty services

	Health staff morale (e.g., “burning out” staff with lack of variety, lack of challenge, or overwork)

	Maintaining professional competence (e.g., improving skills by providing more sophisticated procedures or services)

	Using community health status data to identify target groups for care

	Monitoring satisfaction with access policies to determine need for changes
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