2004 GPRA RESULTS

SAMPLE AREA
INDIAN HEALTH SERVICE




GPRA+ results

. Aggregate CLINICAL data:
RPMS - GPRA+ package

- Participants:
- 17 Tribal programs
. 2 Federal Service Units

- Report years include:

2000, 2003, 2004
. Reporting period:
July 1 - June 30
- Submitted for IHS GPRA report




2004 Proportion of ‘User Population
Represented by Area

2003 2004 GPRA / ACTVE

Aberdeen Area 4% 99% 114,558 / 115,335
R Alaska Area 61%  61% 116,093 /120,465
Portland: BINgs A L4l Albuquerque Area100%  100% 88,014 / 85,481

GETTIE]
Bemid[i Area 68% 73% 62,974 / 85,971

. Aberdeen : "
' Phoenix Billings Area 87% 87% 55,685 / 68,743

California Area  96% 99% 68,246 / 69,238
Nashville Area  72% 81% 30,801/ 37,992
Navajo Area 99% 100% 226,257 / 225,534
Oklshoma Area  61% 71% 206,807 / 290,832
Phoenix Area 99% 99% 140,730 / 142,156
Portland Area  37% 74% 69,591 / 94,040

Albuguerque
Tucson Area 76% 76% 18,318 / 24,016




Sample Area Prevalence of Diabetes

Prevalence of Diabetes 2001-2003

100.0%

== # with
Diabetes
(prevalence)

—o— % of
Population with
Diabetes

FY 2000 FY 2003 FY 2004

The Sample Area Active User Population increased from XXXXX (FY 2000) to
XXXXX (FY 2004)in the GPRA report, an increase of 8.3 % while the prevalence of
diabetes increased from 9.0% to 11.3% during the time period.




DM Patients with HbA1C 7.0 & > 9.5

Glycemic Control Indicators
(All Patients with a Diagnosis Ever)

o FY 2000
mFY 2003

OFY 2004

w/HgbAlc >9.5 W/HgbAlc <7 w/ HgbAlc done with or without
result

During FY 2004, establish the baseline of patients with diagnosed diabetes
that have poor glycemic control and increase the proportion of the same

population that have demonstrated improved glyemic control by 1% over
2003 level.

THS: Met/Exceeded AO: Met/Exceeded




Diabetes Patients with Ideal BP Control *

Blood Pressure Control FY 2000, 2003, 2004
100.0%

80.0% .
1 % with BP < 130/80

(Controlled)

@ % with BP documented

FY 2000 FY 2003 FY 2004

During FY2004 increase the proportion of patients diagnosed with diabetes that
have achieved blood pressure control (<130/90) by 1% over FY 03 level.

IHS: Exceeded AO: Exceeded




DM Patients Assessed for Dyslipidemia *

B % with LDL results

0 % of Patients with
LDL results < 100

During FY2004 increase the proportion of patients with diagnosed diabetes
assessed for dyslipidemia by 1% over FY 03 level.

THS: Exceeded AO: Exceeded




DM Patients Assessed for Nephropathy

During FY 2004 increase the proportion of patients with diagnosed diabetes
assessed for nephropathy.

THS : Exceeded AQ: Exceeded




DM Patients with Retinal Exam

Diabetic Retinopathy Assessment

100.0%
90.0%

™ Pts with

FY 2000 FY 2003 FY 2004

Increase the proportion of diabetes patients who receive an annual
diabetic retinal exam by 3 % over FY 2003 level

THS: Not met AO: NA Is indicator for FYos




Diabetes Patients &
Mental Health - New indicator

Diabetes & Mental Health
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Increase the proportion of diabetic patients screened for depressive,
anxiety, and /or adjustment disorders.




DM Patients with Annual
Dental Visit

C—# Active
Diabetic

P S
—— S with
s with

ADA Codes
Documented

Increase 1 % over FY03 level the proportion of patients with diabetes who
obtain access to dental services.

THS: Not Met AQ: Met




Access to
Dental Services - all patients

—e— With ADA Code
0000

1 — Active Users

FY 2003 FY 2004

During FY 2004 maintain the proportion of patients that access dental
services at the FY2003 level .

JHS : Not Met AQO: Exceeded




Adult Immunizations *

FY 2000 FY 2003 FY 2004
—o— % Users with Pnuemococcal 46.8% 50.9% 52.6%
vaccine documented 65+

Maintain the FY 2003 rate of influenza and pneumoccoccal
vaccination rate among non-institutionalized adults age 65 and over.

IHS: Exceeded AQO: Met




Pap Smear Screening

[ L

—eo— % with P
Docume

Maintain the FY 03 rate of women who had pap smear screening in the
past 3 years.

THS: Not Met AO: Met




Mammogram Screening Rates

100.0%

80.0%

60.0%

40.0% Mammaography
Documented

20.0%

0.0%

Maintain the proportion of women age 52 - 64 who have had a
mammogram within the last 2 at the FY 2003 rate

JHS: Not met AO: Not met




Childhood Immunization Rates

19 - 35 Month Old Immunization rates
FY 04

In FY 2004 establish rates for recommended immunizations for AI/AN
children 19-35 months.




Childhood Jmmunization Rates

1 # children
appropriately i

% children

Secondary, increase 3 -27 months rates by 2% over FY 2003..

IHS: Not Met AQ: Met




FAS Screening

eEmm Female
Active
clinical age
15 -44

—e—# W/ any
alcohol

screening

In FY 2004 establish screening rate for alcohol use in women
of childbearing age.

THS: Met AO: Met




Domestic Violence Screening

I # active female
clinical ages

oty
—o—%

screening

For FY 2004 ensure that 15 % of eligible women patients between
the ages of 16 and 24 are screened for domestic violence

THS: Not met AO0: Not met




Prenatal HIV testing

Prenatal HIV Scre

1 # pregnant active
clinical users
w/no HIV

—o— % W/ HIV test

950

FY 2004

Increase the proportion of pregnant women screened for HIV
during prenatal health care visits

IHS: Not met AO: Met




Body Mass Index Measure *

BMI Assessment 2004

m Percent
overweight

s

o

O Percent w/
BMI

FY 2000 FY 2003 FY 2004

For FY 2004 establish a baseline rate for BMI available for
children and adults.




TJobacco Use Assessment *

obacco Use Assessment
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FY 2000 FY 2003 FY 2004

During FY2004 establish baseline rate for tobacco screening.

THS: Met AO: Met




CVD: Blood Pressure Control *

documente

—0—-.h BP

< 120/80

Increase the proportion of patients age 18 and over who have been
assessed for hypertension in the past two years.

THS: MET AO: Met




PHN Visits

PHN Visits - Any Setting

FY 2000 FY 2003 FY 2004

Maintain at FY 2003 level of the total number of PHN services (both primary and
secondary treatment and preventive services) provided to individuals in all settings and
the total number of home visits.

THS: Met AO: Not Met




Sample Area GRPA Contact Person
Name
Telephone
email:

Resources available at IHS website —

CRS Clinical Reporting System
http://www.ihs.gov/cio/cts




