Part | - AGENCY CONTEXT FOR
PERFORMANCE MEASUREMENT

Tomorrow
We have wept the blood of countless ages as each of us raised high the lance of hate.
Now let us dry our tears and learn the dance and chant of the life cycle.
Tomorrow dances behind the sun in sacred promise of things to come for children not yet born,
for oursisthe potential of truly lasting beauty, born of hope and shaped by deed.
Peter Blue Cloud

Overview of the Context of GPRA inthelHS

The Indian Hedlth Service (IHS) has embraced the Government Performance and Results Act
(GPRA) and its requirements as an extension of the public hedlth gpproach that we have used for
admog ahdf of acentury. Inthisdocumert the fina FY 2001 and revised find FY 2000
Performance Plans have been merged with the FY 1999 Performance Report consistent with the
required format developed within the Department of Health and Human Services (HHS). This
plan is submitted as an incrementa step in complying with the Secretary’ s Initiative to diminate
racid and ethnic hedth disparities and the President’ s Initiative to Eliminate Disparitiesin

Hedth Status Among Americans. Congstent with the proposed Healthy People 2010 god of
achieving equivaent and improved health status for al Americans over the next decade, this plan
outlines a drategic set of performance indicators to address the significant hedlth problems of the
American Indian and Alaska Native (AI/AN) population.

I ndeed the digparity in hedth status that the IHS must address is formidable, particularly in terms
of death rates. Comparing the 1994-1996 Indian (IHS service area) age-adjusted desth rates with
the U.S. dl races population in 1995 revedls greater death ratesin the AI/AN population for:

1) dcoholism - 627% grester, 6) pneumonia and influenza- 71% gresater,
2) tuberculosis - 533% greater, 7) homicide - 63 % greater,

3) didbetes mdlitus- 249% greater, 8) gadrointestingl disease- 42% grester,
4) unintentiond injuries - 204% grester, 9) infant mortaity - 22% greater, and

5) suicide- 72% greater, 10) heart disease, 13% grester.

It was not surprising that arecent Harvard School of Public Health/Centers for Disease Control
and Prevention (CDC) study found that the lowest life expectancies in the country (including
inner city ghettos) for both men and women exigts in Indian communities. These rates are Smilar
to ones seen in sub- Saharan Africa and are the lowest of any nation in this hemisphere except
Haiti. Itisaso not surprising that these Indian people have dso been identified asliving in the
poorest countiesin the country. Even more darming, the most recent data (provided in Section
1.2 of this plan) documents that the mortality disparitiesfor AI/AN people are actualy
worsening.

Despite these formidable challenges, the IHS in partnership with its stakeholders, view the

GPRA as part of the process for assuring the capacity to serve AI/AN people. We are optimigtic
about the future and encouraged and appreciative of the support of the Department, OMB, and
Congress in the development of this and last year's budgets and of the improved level and qudity
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of consultation that has occurred with tribes. In particular, the regiond meetingd lisening

ons convened by the Department's leadership provided a vauable dialogue process that was
informative and empowering to the Al/AN people and should contribute to enhanced
collaborative activities within and outside the Department.

The performance indicators and requested funding increases supporting this plan are
predominately directed at improving access to health servicesfor AlI/AN people. However, it is
important to acknowledge that due to the nature of many of the diseases and conditions &flicting
Al/AN people, they are not likely to respond immediately to increased accessto services. Like
an ocean liner or large freight train which continues to move forward for a consderable time
even after the engines are reversed, so will some chronic and/or life-style related conditions
continue to afflict the AlI/AN population. For these conditions, improved hedlth outcomes are
likely to take saverd or many years before they areredized. Thus, initidly it will bea

sgnificant chalenge to stop the escdation of disease mortality and morbidity evident from the
most recent data presented in Section 1.2 of this document.

This plan and its FY 1999 and 2000 predecessors represents significant efforts over the past three
years by the IHS and its diverse stakeholders in which a™ bottom-up” approach to budget
formulation and GPRA performance planning has been used. This approach was adopted to
support the Indian self-determination process and honor the government to government
relationship that existis with tribes. Beginning with the development of the FY 1999 budget and
Performance Plan, regional meetings were held to outline the GPRA and budget formulation
process for dl IHS Area Formulation Teams.

These Areateams then provided representatives of their loca programs the opportunity for input
and review of the Area recommendations, which were then compiled. For the past two years
Area Formulation Team representatives then came together along with triba leaders and
representatives from severa Indian organizations to merge and reconcile the Area
recommendationsinto asingle IHS set of budget priorities.

Using these identified budget priorities, amultidisciplinary team of stakeholders that included
hedlth program, budget, and information technology experts, epidemiologists, and IHS and triba
managers developed thisplan.  In addition to the identified budget priorities this plan reflects the
context of both the Department of Health and Human Services (HHS) Strategic Plan, the
President's and Secretary'sinitiatives, and the Healthy People 2000/2010 goals and objectives.

This performance plan and the requested budget that underpinsit, represent a cost- effective
public health approach to reduce the hedlth disparities that prevail for AlI/AN people. By most
objective measures of efficiency and effectivenessin addressing health problems, we have been
and are frugd and have aproud history of accomplishments that document the achievement of
ggnificant results long before it was required by law. With reasonable support over the next
decade, in partnership with our stakeholders, we will accomplish even more.



1.1 Agency Mission and Long-Term Goals

The Indian Hedth Service (IHS) has the responsihility for the delivery of hedth servicesto
Federaly-recognized American Indians and Alaska Natives (Al/AN) through a system of IHS,
tribal, and urban (1/T/U) operated facilities and programs based on tregties, judicia
determinations, and Acts of Congress. 1n 1995 a group of stakeholders charged by the IHS
Director to reorganize the IHS, revised the mission and god and added a foundation as follows:

MISSION:
The mission of the Indian Health Service, in partnership with American Indian and Alaska
Native people, isto raise their physical, mental, social, and spiritual health to the highest level.

GOAL:
To assure that comprehensive, culturally acceptable personal and public health servicesare
available and accessible to American Indian and Alaska Native people.

FOUNDATION:

To uphold the Federal Government’ s obligation to promote healthy American Indian and
Alaska Native people, communities, and cultures and to honor and protect the inherent
sovereign rights of Tribes.

These three respongbilities have been integrated into the evolving IHS component of the
Department of Health and Human Services (HHS) Strategic Plan for the GPRA to yidd four

broad IHS Strategic Objectives to guide the Agency into the next millennium.  Thefirgt is
essentidly arestatement of the HHS Strategic Plan Objective 3.6 |mprove the health status of
American Indian and Alaska Natives, while the remaining three strategic objectives represent the
means to achieve the firdt:

Strategic Objective 1. Improve Health Status
To reduce mortality and morbidity rates and enhance the quality of life for the eligible
American Indian and Alaska Native population.

Strategic Objective 2: Provide Health Services

To assure access to high quality comprehensive public health services (i.e., clinical,
preventive, community-based, educational, etc.) provided by qualified and culturally sensitive
health professionals with adequate support infrastructure (i.e., facilities, support staff,
equipment, supplies, training, etc.)

Strategic Objective 3: Assure Partnerships and Consultation with I/T/Us
To assurethat I/T/Us, and IHS Area Offices and Headquarters achieve a mutually acceptable
partnershlp in addressing health problems:
providing adequate opportunities for I/T/Usand American I ndian and Alaska Native
organizationsto participate in critical functions such as policy development and budget
formulation, and
assuring that 1/T/Us have adequate information to make informed decisions regarding
optionsfor receiving health services.



Strategic Objective 4. Perform Core Functions and Advocacy

Consistent with the IHS Mission, Goal and Foundation, to effectively and efficiently:
advocate for the health care needs of the American I ndian and Alaska Native people, and
execute the core public health and inherent Federal functions.

These Strategic Objectives are essentid for the redlization of our Mission, Goal, and Foundetion
over the next five to 10 years by setting the programmetic, policy, and management course for
the IHS. They are dso consstent with the most recognized approach to evauating hedth care
organizations in that they address the structure, process, and outcomes of hedth care ddivery
and provide the conceptua and philosophical framework for the performance indicators outlined
in this annua performance plan.

During FY 2000, the IHS and it stakeholders will identify specific long-term quantifiable hedth
gtatus and hedlth care measures that will serve to provide benchmarks for focusing improvement
effortsfor the future. 1n essence, this effort will establish quantified targets for Strategic
Objectives 1 and 2. Whilethe IHSiswaiting to review and consder the find recommendations
from the Hedlthy People 2010 efforts, preliminary work with stakeholders has identified severa
likely hedth measures to set long-term improvement targets for the AI/AN population that
indude:

years of potentid life lost

accident/injury degth rate

diabetes prevalence and degath rates

infant deeth rate

immunization rates for children and adults

Qudlity of Life Index

cancer survivd rate

obegty prevaence rate

suiciderate

rate of children free of dental decay and adults with 20 or more functiona teeth
prevalence of substance abuse (i.e., acohol, drugs, and tobacco)
percent of homes with adequate water and sewage facilities

Clearly making measurable improvements in these health measures is mission critica because
they represent many of the areas of greatest digparities between the AI/AN people and the U.S.
generd population. Eliminating only these disparities within even 20 years would represent a
public hedlth accomplishment of unparaleed magnitude in recent history.



1.2 Organization, Programs, Operations, Strategies and Resour ces

The IHS isthe Operating Divison (OPDIV) within HHS charged with adminigtering the
principa hedlth program for the digible AI/AN population. The IHS provides comprehensive
hedlth services through its I/T/U system of facilities and programs. Many of the people served
by the IHS live in some of the most remote and poverty stricken areas of the country, and these
hedlth services represent their only source of hedlth care. In terms of magnitude, the I/T/Us
provide health services to over 1.3 million people through 151 service units composed of 554
hedth care ddivery fadilities, including 49 hospitals, 218 health centers, 7 school hedlth centers,
and 280 hedth gations, satdlite clinics, and Alaskavillage clinics.

Within this system, Indian tribes ddliver IHS-funded services to their own communitieswith

about 42 percent of the IHS direct services budget in 13 hospitals, 160 hedlth centers, 3 school
hedlth centers, and 236 hedlth Sations, satellite clinics, and Alaskavillage clinics. Tribes who
have elected to retain the Federd adminigtration of their health services at the present time
receive services with about 58 percent of the IHS direct services budget in 36 hospitals, 58 hedth
centers, 4 school hedth centers, and 44 hedth stations and satellite clinics. The range of services
includes inpatient and ambulatory care, extensve preventive care, and adiversity of hedlth
promotion and disease prevention activities.

In addition, various health care and referrd services are provided to Indian people avay from the
reservation settings through 34 urban Indian hedth programs. It is estimated that dmost 60
percent of al AI/ANsnow reside in or near urban centers rather than reservations and available
evidence suggests they have consderable hedlth care needs. The Contract Health Services
program is an integra part of the IHS system for purchasing services from non-1HS providersto
support, or in some casesin lieu of, direct care services. Contract Health Services represents
about 18 percent of the IHS Budget and is distributed to IHS and Triba programs at the same
relative percentage as direct services funding (i.e., IHS = 59%, Triba = 41%). In FY 1998, the
IHS Fisca Intermediary processed gpproximately 350,000 payment claims.

Sinceitsinception in 1955, the IHS has demongtrated the ability to effectively utilize available
resources to improve the health status of the AI/AN people. This contention is supported by
dramatic improvements in mortality rates between 1972-74 and 1994-96, indluding:

maternal mortality reduced 78% (27.7 to 6.1 per 100,000)

tuberculoss mortality reduced 82% (10.5 to 1.9 per 100,000)
gastrointestina disease mortality reduced 76% (6.2 to 1.5 per 100,000)
infant mortality reduced 66% (22.2 to 7.6 per 100,000)

accident mortality reduced 57% (188.0 to 80.6 per 100,000)
pneumonia and influenza mortality reduced 50% (40.8 to 20.2 per 100,000)

When compared with the U.S. genera population, the IHS achieved these improved outcomesin
the face severad complicating factorsincluding:

insufficient per capita expenditures for hedlth care
limited availability of providers (e.g., haf the physicians and nurses per capita)
higher costs for providing health carein isolated rura settings (loss of economies of scale)



lack of facilities in numerous locations and many outdated existing facilities (i.e,, average
age of IHS facilitiesis 32 yearsin comparison to 9 years for the private sector)

lower utilization of hedlth care services (eg., 25% annua utilization of dentd service

for AI/ANs compared to about 60% for US population overal)

sgnificantly higher hedth care needs because of poor hedlth status (Sgnificantly higher
rates of diabetes, alcoholism, injuries, ora diseases, and overall desth rate)

high unemployment, poverty, substandard housing, and other recognized contributing
factorsto reduced hedlth status

While overdl outpatient vists have steadily increased with the AlI/AN population growth of over
two percent annually, decreases have occurred in access to nonurgent primary serviceswhich
indude:

20% declinein wdl child services between FY 1992 -96

14% decline in physica exams between FY 1994 -96

18% reduction in people recelving denta services between FY 1994 -96

28% reduction in water fluoridation compliance between FY 1994 -96

7% increase in denids of dams from hedth care contractors between FY 1993- 96

In this context, the increasing demand for urgent care has reduced the capacity of the IHS to
provide the primary services that are critica to long-term hedth maintenance and improvemen.

Of greatest concern are the most recent mortdity data (FY 1996) available from the Nationd
Center for Hedlth Statistics adjusted for miscoding of AI/ANs. These data document an upward
trend in deaths of AI/AN people for the period of 1994-96 compared to the period 1992-94 from
cancer, diabetes, cerebrovascular disease, suicide, alcohol, and HIV/AIDS. The net result of
these categorical increasesis an overdl increase in death rate for AI/AN people from 690 per
100,000 population for the period 1992-94 to 699 per 100,000 population for the period 1994-96.
Given that the U.S. genera population mortality rate declined during these comparable time
periods from 513 per 100,000 population to 503 per 100,000 population, it is clear the health
disparity gep relative to AI/AN mortdity isworsening.

Given these trends and chdlenges, the IHS and its diverse stakehol ders have been reorganizing
the IHS and are continually developing aternative methods to assure more efficient hedth
programs and adminigtrative support to Indian communities. The redesign efforts emphasize
patient care; strengthening government to government relations; streamlining administration and
management; quality support services to field- based hedth care activities; diversfication of
operaions, facilities gaffing expansgon; and fair treetment of employees. This performance plan
supports and provides quantifiable measures for each of these priorities.

The budget supporting this performance plan proposes amultidisciplinary gpproach that
crosscuts programs key to improving hedth status and addressing complex hedlth problems
caused by chronic diseases and harmful behaviord hedth practices (see Executive Summary on
page 14 to enhance the integration of clinical expertise from medica, behaviora hedth, and
community hedlth gaff in order to address the top hedth problems identified by the I/T/Us. The
community-based public health modd is strengthened by emphasizing prevention strategies
throughout the clinica service activities as well as expanding the community health programs
and supporting partnerships with community resources such as public safety programs, schoals,
and other community based organizations.



The firgt priority in the budget request isto improve access to basic hedth services for AI/AN
people. In this context, the request addresses the multiple hedth issues affecting the AI/AN
population and is the beginning of along-term plan to assure improvements in the heslth of the
Al/AN population. The proposd targets the hedlth problems identified as highest priorities by
the I/T/Us and responsible for much of the disparity in hedth status for the AI/AN population.
These include acoholism and substance abuse, diabetes, cancer, mental hedlth, elder hedlth,
heart disease, injuries, denta headth, materna and child hedth, domestic violence, infectious
diseases, and sanitation.

The support for public hedth infrastructure is dso fundamentd to these initiatives. These
investments will support surveillance, prevention and trestment services and are based on “best
practices’ defined in hedlth literature. This approach is conagtent with the Presidentia
Executive Order directing Federa entities to employ such industry standards. Many of the IHS
performance indicators for "trestment” and "prevention” represent our commitment to this
process.

An essentid component of supporting access to services and improving hedth statusin the long
run is to assure that there are adequate facilities and equipment for the provision of hedth
sarvices. With average age of IHS facilities being 32 years, the IHS must assure an efficient,
safe, and pleasant environment for the provision of services by ongoing maintenance, repair,
renovation, and replacement of hedth care facilities. The funding request for these functionsis
underpinned by performance measures in the section addressing Capita
Programming/Infrastiructure.

Also critica isthe provison of adequate contract support servicesto the triba hedth ddivery
system. These requested funds will provide for tribal communities to assure that there are
utilities, training, derica aff, adminigrative and financid services needed to operate hedth
programs. Thisinvestment is congstent with the Adminigtration’s commitment to expanding
tribal participation in the management of the programs and the principles of the Indian Sdf-
Determination Act.

Another target of the FY 2001 funding request is water and sewer systems for new and existing
homes at the community level to support further progress to be made in preventing infectious
diseases and improving the qudity of life and is thus specificaly addressed in thisplan. This
performance plan backs this request with a specific performance measure as part of the Capita
Programming/Infrastructure section of this documen.

In summary this performance plan and budget request represents an initia increment required to
move forward to make improvements in the hedth status of AI/AN people and ultimately reduce
the sgnificant hedlth disparities they face.



1.3 Partnershipsand Coordination

Given the magnitude of AlI/AN hedlth disparities and recent trendsin IHS funding, it is critica
that the IHS identify and collaborate with al available outside organi zations with the capacity,
cgpability, and interest to assst in addressing these diverse hedlth problems.  Our resolve to
develop this cross-cutting network is evident by IHS Performance Indicator 35 that commitsto
expanding our collaborative network.

It isimportant to acknowledge that in most cases this assistance will not consst of providing
hedlth care personnel or resources to provide basic health servicesto AlI/AN people. The
exception to this pattern has been agreements made with military hedth units or medica and
other health profession schools who make available health care providers for short periods of
time. Thus itisunlikey that the IHS will make sgnificant gains in expanding access to services
by expanding the collaborative network that result in adding significant numbers of providersto
I/T/U system. However, the sgnificant benefits that have been redized through these
collaborations warrant further efforts to expand this network.

Most agreements and collaborative partnerships the IHS has negotiated relate to gaining
assistance in developing or disseminating new health care and/or surveillance technologies or
securing a variety of training and technica assstance support for 1/T/U providers. In addition,
IHS has been collaborating with HCFA to improve the annud rate setting process for Medicare
and Medicaid. Over the last few years, HCFA has asssted IHS in the development of annua
Medicare Cost Reports and this has served to improve the annua rate setting. Furthermore,
improved rate setting has resulted in increased Medicare and Medicaid collections.

The following examples of recent and developing collaborative activities met one or more of the
following criteria

clearly presents the true influence that the Federa agency and its programswield
shows program coordination as key eements of interest with GPRA implementation to
achieve performance gods

clarifies roles of the agency, reated Federa agencies, and performance partners
demonstrates agency strategy to coordinate efforts of crosscutting programs-activities,
complementary and common

documents uniqueness of the agency and its distinguishable contributions,
complementary and common

presents agency plans for eiminating duplication and overlap

PROGRAM COORDINATION BY PARTNER
WITHIN DHHS:

ACF/Head Start Bureau
agreements for IHS to provide hedth related training and technica assistance to AlI/AN Head
Start programs
collaboration in joint Head Start- IHS Obesity Prevention Initiative( see Indicator 25 on page
62)
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AHRQ (FORMERLY AHCPR)
collaborated to develop a Quality Measurement and Improvement fellowship pogtionin
AHRQ
collaborating on incorporating IHS inpatient datain AHRQ's Hedthcare Cost and Utilization
Project database
collaborated in supporting the December 1999 " Crafting the Future of American Indian
Hedth" conference in San Diego to assit tribe in developing collaborations and partnerships
with medicd and univergty communities
collaborating on working together to provide support as IHS restructures its research program
collaborating on the development of aMedica Expenditure Pand Survey with the Nationd
Center for Hedlth Statistics (NCHS)

ASSISTANT SECRETARY FOR PLANNING AND EVALUATION (ASPE)
supported the role of HHS with the White House Menta Hedlth Conference to meet the
mandate of the 1999 State of the Union address of President Clinton

CDC

The IHS and CDC have collaborated in addressing a diversity of hedth issues over the past
decade. Asareault, the IHS and CDC now annually develop an umbrella agreement and work
plan that currertly addresses:

cancer and cancer surveillance

smoking and tobacco control

diabetes and the Diabetes Prevention Center in Galup, NM, which isajointly sponsored
initiative contracted to the University of New Mexico

reproductive hedlth/sexualy tranamitted diseases

immunizations'vaccines

injury prevention

hantavirus surveillance and study

Other agreements with CDC address:
chronic disease prevention and hedth promotion activities
hepatitis prevention and control
nutrient database for AI/AN foods as a component of the National Food and Nutrient
Analysis program
assignment of a public hedth advisor for vaccine- preventable disease control

In addition, the IHS and CDC are in the process of formalizing new agreements for FY 2000
addressing support for water fluoridation and exerciseffitness demongtration projects that are
represented in the IHS FY 2000 and FY 2001 Performance Plans.

FDA
assistance and cooperation in reducing radiation exposures, andysis of radiation usein
diagnostic radiation operations; education and training on radiation health and safety and
exchange of information on medica devices
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HCFA

establish aLiaison to advise HCFA managers on policy information respective to hedth care
program's administered by the IHS and Triba Governments

established IHS representative on National Medicare Education Program Task Force
established HFCA personnd assgnmentsto Indian Hedlth Care issues a dl Regiond Offices
and at the Bdtimore Office

negotiated new Medicare/Medicaid rates for IHS

collaborated on a number of legidative initiatives

collaborated on IHSHCFA digibility listings of beneficiaries through Beneficiary

Eligibility Workgroup

collaborated on Home Hedlth Care through workgroup

collaborated through HCFA/IHS Steering Committee to discuss maor issues affecting the
agencies

Collaborated with HSRA and IHS on "Dear State Hedlth Officid " letter announcing
Department policy to exempt AlI/AN children from cost sharing provisions under the SCHIP
IHS representative on HCFA APC Workgroup

collaborated on Business Office conferences and TECH Fair

collaborated on reimbursement issues across state lines with our Regional Treatment
fadlities

HRSA

provide support for PHS Primary Care Policy Fellowship program to bring 30 Federd and
private sector primary care leaders to enhance their capabilities to advance the primary care
agenda at the local, date, and nationd level. 1t dso sponsors a mid-year Primary Care
Networking Conference for collaborations.

IH

NIH/NCI for research into etiology of cancer, incidence and prevalence among Northwest
American Indians and Alaska Natives

Nationd Ingtitute for Dental and Craniofacid Research - trestment of Native Americans with
Nort+Insulin Dependent Diabetes Mdlitus and Periodonta Disease

Nationd Institute of Diabetes & Digestive Kidney Diseases - comprehensive eva uations of
diabetic rena disease in the Pima Indian population and to provide for training in diabetes
care

provide engineering services to Rocky Mountain Laboratory Upgrade Project

Nationa Inditute of Genera Medica Sciences -support various IHS grant projects

OMH

support Triba Colleges and UniverstiesHHS Annua Conference

OWH

workshops for women's hedlth issues

SAMHSA

co-sponsor SAMHSA's Second Nationa Conference on Woman, Life Pathways. WWoman
Hedling, Thriving, and Ceebrating
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OTHER FEDERAL AGENCIES

DOI/BUREAU OF INDIAN AFFAIRS
provide technica assstance and training for background checks of employees of tribal hedth
programs
addressed ongoing adolescent suicide problems among AlI/AN youth
co-sponsored June 1999 Nationa Y outh Conference with BIA and ANA.

DOJ
develop capability to photographically document and eectronically transmit photographs of
injuries sustained by crime victims,

EPA

coordinate activities of both agenciesin amanner that promote the mutual interests, codt-
efficiency, and overlgpping responsihilities to design and condtruct wastewater trestment
projects on American Indian reservations using cross- cutting services and resources.
Tribes are provided the opportunity for consultation on projects and may choose to
adminiger their project through grant applications with IHS and EPA providing the technica
guidance and support.

U.S.ARMY MEDICAL COMMAND
assg the IHS in obtaining professiond services from dentists and dentd hygienists

USDA
agreement for WIC services for Head Start Indian children to provide basic nutrition food
items to ensure hedlth physical development of children between ages 1-5 years old

VA
Nationdly, IHS is collaborating with VA on targeted data systems and credentiading.
Native American veterans registered with VA will be targeted for VHA services as aresult of
identification of under-served areas of Indian country where Native Americans reside
Many loca 1HS facilities have care agreements and pharmaceutical supply agreements with

nearby VA fadlities.

OTHER PROGRAM COORDINATION BY SUBJECT

IHS Director's Children and Youth Initiative

The IHS Director is currently spearheading a Domestic Policy Council multi-departmental
initiative for AlI/AN children and youth around two themes:

1. Ensuring a safe and hedlthy home and community

2. Enauring persond development within the context of developing communities
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Response thus far has encouraging with active participation from HUD, DOI, DOA, DOT, and
severd HHS OPDIVs. The ultimate god for the initiative isto improve the satus of AI/AN
children and youth relative to indicators reflecting the two themes. The gpproach isto
collaborate with agencies that serve AI/AN people to improve coordination of services and
increase access to sarvices for AI/AN communities (including urban areas). Included in this

effort isthe drafting of an Executive Order to redirect policy and support needed legidative
changes. In addition, theinitial workgroup of thisinitiative embraced the importance of agencies
documenting their commitment to the initiative through identifying appropriate specific GPRA
performance indicators.

Obstetrics and Gynecology Training and Technical Assstance from the American College
of Obstetrics and Gynecology (ACOG)
ACOG Fdlowsin Service Program recruits college ob/gyn doctors for short term
assgnmentsin IHS fadlities to fill in while our IHS physicians are on leave, maternity leave,
educationd training, efc. There are gpproximately 12-15 assgnments that occur during each
year
The ACOG Committee on American Indian Affairs conducts OB/GY N Quality Assurance
gtevigtsto 2-3 IHSfacilities each year
ACOG Post-Graduate Courses on Neonatd and Gynocologic Care course is built around and
focuses the training to the environment/setting of IHS facilities and services. Approximately
100 doctors, nurses, physician assstants, and others attend annually to keep updated with
OB/GY N standards.

Injury Prevention

The misson of the IHS Injury Prevention Program isto decrease the incidence of severe injuries
and death to the lowest possible level and increase the ability of tribes to address their injury
problems. The IHS has initiated an aggressive public hedth attack to prevent traumatic injury.
Primary emphasis is directed to the greatest cause, motor vehicle crashes, and to the most
common risk factors, lack of use of safety restraints, abuse of acohol, and poor road conditions
inrura areas. Other projects are focusing on preventing injuries to the derly as aresult of
fdling, the prevention of burn and fire injuries that occur in the home, the use of motorcycle and
bicycle hdmets to reduce traumatic brain injury, and drowning prevention.

To accomplishtheir mission, the IHS Injury Prevention Program has formed partnerships with
many government and non-government agencies. Forma Interagency Agreements exist between
IHS and the Nationa Center for Injury Prevention and Control, the U.S. Fire Adminisiration, and
Nationa Highway Traffic Safety Adminidration. Program staff work with many other agencies
and groups including the following; the Nationd Safe Kids Campaign, the Consumer Product
Safety Commission; Nationa Safety Council's Air Bag Safety Campaign; Bureau of Indian
Affars Law Enforcement Services and Division of Highway Safety; American Academy of
Pediatrics, Committee on American Indian & Alaska Native Child Hedth; Federa Highway
Adminigration; HRSA's Divison of Maternad & Child Hedth; The Johns Hopkins University;
Harborview Injury Prevention Research Center; and private foundations.
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1.4 Summary FY 1999 Perfor mance Report:
Accountability through Perfor mance M easur ement

A History of Commitment to Perfor mance

The IHS has practiced performance management and performance messurement for dmost a half
of acentury. We have demondrated this commitment by being pioneersin quality assurancein
hedth care, hedth services resource planning, the gpplication of information technology to

health care, and the use of dternative providers and the gpplication of the Community Oriented
Primary Care gpproaches to hedlth care ddivery. These efforts and many others were essentia
to achieving the mostly unspoken and unwritten commitment adopted by most I/T/U geff to
accomplish the most good (i.e., improved hedlth), for the largest number of people, at the lowest
possible cost, and in a manner that is acceptable to the consumer and the provider. As presented
in Section 1.2, between 1972 and 1994, these efforts resulted in dramatic improvementsin
mortdity ratesfor AI/AN population.

During our early years the results of our efforts were published as reports and journd articles

from across the hedthcare disciplines, often in collaboration with outside researchers and

evauators. While this collaborative approach is till used today, snce 1984 the results of these
effortsin terms of the health services provided, hedth outcomes, and other relevant

demographics of Al/AN people have been annually reported in the publication Trendsin Indian
Health. 1n 1990 a second annual report, Regional Differencesin Indian Health, was added to
provide smilar information specific to each of the 12 IHS Aress.

More recently the IHS has prepared the IHS Accountability Report for each fiscd year snce FY
1996, which overviews hedth program accomplishments and management accountability and
includes the annua report on the financid statement audit. While performance management and
performance measurement have come along way with the implementation of GPRA, it

represents a new challenge but afamiliar concept for the IHS.

FY 1999 Performance Summary

The FY 1999 performance report is included with each indicator in Part 11 of this document. The
data are summarized in tables that precede each set of performance indicators and are eaborated
in greater detail under the description of each individud indicator. The Y 2K efforts over the past
year and recent conversion to new hardware and software at our data center diverted
condderable atention away from norma hedth care data managing activities. As aresult, when
preliminary data runs were recently made, some of the new conversions routines were not
completely functiond and a sgnificant volume of data were missing from many fidd Stes.

Despite these difficulties, with consderable effort the IHS is @ble to report on 20 of the 27
indicators. Of these 20 indicators, 16 were attained completely, four were partidly attained, and
one was not met.

Whiledl of the IHS process indicators were met to at least some degree, the most challenging
and most important measures in terms of our mission are the indicators that address access to
critical hedlth services. Inthislight, it is of great concern that the indicator addressing the
immunization of children was not met for FY 1999. Similarly, while the dentd indicators
addressing accessto care (Indicator 12, page 45) and dentd sedlant coverage in children
(Indicator 13, page 46) were met, they do not represent increasesin services for AlI/AN people.

15



Furthermore, while data or analyses of data are not yet available for the indicators that address
four indicators relating to services for diabetic patients (available by August 2000), it is uncertain
whether these will be achieved.

This projection islargdy based on growing difficulties in the recruitment and retention of hedlth
professonds, particularly dentists, pharmacists, and nurses, which have approached 20%
vacancy during FY 1999 and are continuing in FY 2000; the highest rates in our history. Indeed,
vacancies of this magnitude will continue to make the achievement of access-related

performance measures very difficult. A detailed andlysis of this problem is presented in the
section that follows addressing externd factors influencing success.

Despite these chdlenges, the implementation of GPRA in the IHS has resulted in some
unanticipated benefits that are likely to contribute to future success. Firgt, the GPRA/Budget
Formulation process has increased collaboration and understanding of public hedlth and
budgeting across the diverse IHS stakeholders. The process of addressing these issues beginning
a thelocd level and moving up has digned and mobilized tribal leaders and consumers about
funding issues that address significant public hedth problems. In this process hedth program

gaff have learned more about the IHS budget process and budget/finance staff have learned more
about public hedth. But probably of most importance, tribal |eaders and consumers have had the
opportunity to have diaogue about the "big picture’ of Indian hedth and learn more about both
public hedlth and budgeting.

This new knowledge appears to have resulted in improved cooperation across the diverse I/T/U
network. Asareault, I/T/U leaders are using this knowledge within the political system to spesk
in less parochia and more unified voices supported by data, to justify funding requests.
Furthermore, a growing number of tribaly managed programs that legaly do not have to
participate in GPRA are not only participating, but encouraging other tribal programsto do
likewise. We are hopeful that the collaborative reflection on our successes and chalenges from
the FY 1999 GPRA process will serve to improve our performance in the future,

External Factors Influencing Success

A variety of externd factors have functioned as powerful determinantsin the level of attainment
of the FY 1999 Performance Report and will continue to influence our successin future
performance reports. It isimportant to acknowledge that for many of these factors the distinction
between what is externd versusinternd is often blurred. However, making thisdigtinctionisa
critical dement in successfully addressing them.

Recruitment and Retention of Health Care Providers

As acknowledged in the previous section, vacancy rates for some hedlth care providers are at the
highest level in IHS higtory and are directly related to difficulties in both the recruitment and
retention of these providers. The reasons for these recruitment and retention difficulties are
complex and include both externd factors aswell as factors within the I/T/U settings. The
broader externd factors are the growing debt levels for hedlth professionals leaving school,
coupled with increasing earning potentia in the private sector as aresult of a healthy economy

and relative shortages of these hedth professionas. The factors within the IHS context include
relatively poor sdary parity between the Federd systems and the private sector, isolation and a
lack of urban amenitiesin many reservation settings. Furthermore, limited spousa employment
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opportunities, ancillary support, and clinica space to address an ever-increasing patient load,
have a so contributed to recruitment and retention difficulties.

These locd factors coupled with diminished professiond support from downsized Areas and
Headquarters, which includes reduced career development and training opportunities, have
resulted in an adecreasein morae of I/T/U providers. Objective indicators for thistrend include
the relatively low score of the IHS in the 1998 and 1999 HHS surveys which define the Human
Resource Management Index from the Department as awhole and for each OPDIV. This annua
process is based on a survey of asample of employees from each HHS agency and has been
designed to assess severd recognized components of the "qudity of work life"” In addition to
this measure, there has been a significant increase in EEO filed complaints over the past few
years within the IHS.

Thus, the net effect of these trends is to compound the retention problem because the staff are
affected by diminished support and overwhelmed by the patient load. For consumers, the
waliting times for gopointments increase and complaint ratesincrease. This can result in staff
becoming discouraged and resigning, patients giving up trying to access the systlem for hedth
care needs except emergencies, and access to services such as well-baby, cancer screening,
dentdl care, or diabetes control in effect become reduced.

ThelHS is committed to improving its performance in the recruitment and retention of well
qudified hedlth care providers and the FY 2000 and 2001 Budget Requests and Performance
Plans strategicdly address this problem.  Activities directed towards this end include:

expand web-based recruiting efforts

expand use of dternative Federd pay structuresto address pay parity issues

expand the loan repayment program and make it more flexible for 1/T/U use

devel op dternative mechanisms to support hedth disciplinesin partnership with tribes and
triba organizations

= enhance qudity of work life (QWL) through greater adoption of HHS QWL policiesand
enhanced leadership training

TheRole of Poverty

The relaionship between poverty and higher levels of morbidity and mortality for both acute and
chronic diseases and conditions has been documented worldwide. In fact, many of theracia and
ethnic digparities in hedth status disappear when anayses control for education and
socioeconomic datus. Across Indian Country, mortaity and morbidity rates generdly follow the
generd economic indicators such a socioeconomic status, employment rate, and aso educationa
levdl. Asnoted in theintroduction of this document, the IHS serves several of the poorest
communities in the country that also have the lowest life expectancy rates.

While increasing access to comprehensive health services over time will reduce both mortdity
and morbidity to some degree in these Situetions, hedth services done are not likely to diminate
the huge health disparity gap that now exigts, unless the other complex factors contributing to
poverty are dso addressed. However, it must be acknowledged that the current limitations on
access to many essentiad services are contributing not only to poor health but aso to poor
economic conditions. Indeed, poor hedth status should be viewed as both a cause and an effect

of poverty.
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We offer an example of how powerful even relatively mundane and non life-threatening hedth
problems can be when they are extreme. Between 1988 and 1991 the IHS Dental Program
participated in the World Health Organization sponsored Internationa Collaborative Study of
Ord Hedlth Outcomes. Data were collected on the Lakota Soux Indian people on the Pine
Ridge and Rosebud Reservations in South Dakota and on Navg o people in the northeast corner
of the Navgo reservation in Arizona and New Mexico. Other sudy stesinclude Bdtimore and
San Antonio in the United States and L atvia, France, New Zedand, and Japan. The study
included calibrated and standardized ora examinations with assessments of disease rates and
treatment needs and a detailed patient interview that included a history of denta experiences and
problems.

The ord hedlth examination corroborated findings from IHS surveys that the ord conditions
of Navgo and Lakota Indian people were very poor with disease rates two to four times that
of al other sudy stes. Findings from the studies patient interview that assessed the impact of
ord hedth on avariety of qudity of life measures reveded the following darming findings

one third of school children report missing school because of denta pain.

25% of schoal children avoid laughing or smiling and 20% avoid meseting other people
because of the way their teeth look.

as a consequence of dental pain, dmost a quarter of the adults are unable to chew hard foods,
amost 20% report difficulty deeping, and 15% limit their activities (i.e., work and leisure).
three quarters of the elderly experience denta symptoms, and haf perceive their dentd

hedlth is poor, or very poor and are unable to chew hard food.

amog hdf of the adults avoid laughing, smiling, and conversations with others because of

the way their teeth look.

These "qudity of life measures' were 200 to 400 % more severe for the Indian study respondents
than those from any other Stesincluding Batimore and San Antonio. Clearly, conditions of this
magnitude represent significant disparitiesin hedth status and are not just denta problems, but
have sgnificant socid, psychologica, and economic consequences on peoples self-esteem and
their ability to learn, secure employment, and reach their full potentid. When such denta
conditions are superimposed on top of other prevaent conditions normally considered far more
severe such as diabetes, acoholism, and family violence, a person's capability to achieve sdf-
aufficiency is serioudy compromised.

Thereislittle doubt that in many AlI/AN communities hedlth status is contributing to the
economic hardship they experience. It isaso true that improved hedlth care done cannot make
up for the lack of opportunities for economic development.  Some tribes are making significant
progress in this process and many of these are the ones who have exercised their option under the
Indian Sdf-Determination legidation to manage their own hedth programs. Whilethe IHS s
not an economic development organization, we are committed to assuring that our available
resources are used effectively to minimize the negative effects of poor hedth status on the
generd socioeconomic well-being of AI/AN communities.  Furthermore we are working to
collaborate with the BIA, the Agency for Native Americans, and with other organizations with
the capacity to assst in economic development.  Our success in improving health statusin FY
1999 and many yearsto come will be strongly influenced by the overadl successin addressing
poverty in Indian Country.
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A L ack of Cost-Effective I nterventionsfor Chronic Diseases

A mgor chdlenge the IHS must address is how to provide hedth care in the face of increasing
mortality and morbidity rates for diseases such as acoholism, diabetes, and cancer that represent
extremely costly conditionsto treat. Of these problems, perhaps diabetes represents the greatest
economic threet to the IHS.  Within the I/T/U system are communities with the highest diabetes
prevaence in the world with many other communities showing acceerating increases annualy.
Although we are collaborating with CDC and the University of New Mexico to develop
preventive gpproaches, a this point in time, there are no proven large-scale educationd or
medica interventions known to reduce the prevaence of this condition in populations.

Until a preventive technology is developed, we are faced with the costly medical management of
diabeticsthat is currently estimated in the diabetes literature at $5000 to $9000 per patient per
year. ThelHSisfunded at approximately $1350 per person per year with Medicare/Medicaid,
private insurance collections and out of pocket expenditures adding an estimated $500- 700 more.
Thus, AI/AN people are funded at approximately $2000 per person annually compared to with
almost $4000 for the U.S. genera population. In communities where the diabetes prevaenceis
approaching 40-50 percent, the entire available per capita funding could be completely

consumed in treeting diabetes, leaving nothing for acoholism, cancer, injuries, ord hedth,

prenata care, and well-baby/immunizations to name only afew.

Given these economic redlities, the I/T/Us are faced with difficult choices in assuring access to
essentia hedlth care. While there are dways ways to improve efficiency and effectiveness and
"do morewith less," @ least in this country, there are no private or public hedth systems that
have set benchmarks for effectively addressing diseases problems of this magnitude with the
resources the IHS has had available. It appears decidedly easier to show a profit in the health
care industry than to improve the hedlth of the poorer segments of the population. We contend
that snce our inception in 1955 to the early 1990s, the IHS has set the benchmarks for rura
hedlth care efficiency and effectiveness.

Clearly our long-term success in improving the hedlth of the AlI/AN population will be strongly
influenced by the development of mgor cost-effective trestment and/or preventive technologies
for addressing the many health conditions AI/AN people experience at high rates.

Third Party Collections

The IHS has established a priority to fully maximize third party collectionsfor ddlivery of hedth
care sarvices. This priority was established in recognition that increasing collectionsisacritica
element to maintaining and improving the delivery of hedlth servicesto the IHS sarvice
population. Over the last few years, IHS has sgnificantly increased its third party collections,
which, have served to significantly boost the I/T/U's ability to improve the quantity and quality
of its hedth care services being provided to its population. However, changesin legidation and

HCFA policy at the nationd or a the state level could affect current reimbursement collection
levelsand IHS ability to maintain current service levels. For example, we have been working
with HCFA to resolve saverd reimbursement issues regarding the States implementation of the
Children's Health Insurance Program. One state has refused to reimburse IHS for inpatient
physician sarvices for CHIP digible children.
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Trangtionsto Tribal M anagement

The rate of trangition to triba management of hedth programs has and will continue to represent
adggnificant chalengeto the IHS.  Thistrangtion toward triba management of hedlth programs
superimposed on recent funding congtraints has required Area Offices and Headquarters to
downsize sgnificantly. An unfortunate Sde- effect of this downsizing has been the loss
economies of scale and reductions in the IHS public hedth infrastructure.

Furthermore, the Agency’ s ability to meet inherent federd functions including the GPRA has
been reduced. However, thereis also evidence that the transfer of resources and management
control to tribes has freed them to innovate, develop dternative resources, find new mechanisms
for building fadilities, and enhance patient care, which ultimately will improve outcomes. The
level of successtribes are achieving is clearly linked to IHS funding and particularly contract
supports funds. What is gill not completely clear at thistime is at whet leve triba programs
will participate in GPRA performance measurement, given that it is voluntary based on current
regulations. While agrowing number of tribal programs have expressed a commitment to
submit datafor GPRA in response to our active marketing of itsimportance, some have
expressed resstance based on abdief that it represents an unfunded and not required activity
that diverts resources away from patient care.

Indeed the IHS isin a chdlenging postion with the respongbility of including triba programsin
performance reporting, but lacking the authority to require tribes to submit their data. Despite
these challenges the IHS remains committed to triba seif-determination and to performance
management and views both as essentid to the redization of our Mission and God.
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