PART Il - PROGRAM PLANNING AND ASSESMENT

It must be borne in mind that the tragedy of life doesn't lie in not reaching your goal. The
tragedy liesin having no goal to reach. Itisn't calamity to die with dreams unfulfilled,
but it isa calamity not to dream. It isnot a disaster to be unable to capture your ideal,

but it is a disaster to have no ideal to capture. It isnot a disgrace not to reach the stars,

but it is a disgrace to have no star to reach for. Not failure, but low aimissin.

Benjamin Mays

I ntroduction and Rationale

The diagram that follows has been used the past three years to explain the GPRA process and
shows that it is essentialy the same as the public hedth gpproach the IHS has long followed in
hedth planning and evduation. Thelogic of thismodd links resources to activities or “process’
(both support and direct hedlth services) which leads to reductionsin risk factors for diseases and
conditions (i.e., impact) and over an extended period of time resultsin improved hedlth

outcomes. The modd aso depicts how externd influences such as economic status (see Section
1.4, The Role of Poverty) isolation, or socia norms can have powerful effects on the success of
interventions, particularly in addressing lifestyle related hedlth outcomes.

The Public Health/GPRA Approach

External Influences Qa % Q’\

1\

Activities HeaI'Fh Patient Health
Services Impact Outcome
Why? ==
g How?

In light of this conceptua modd, three broad categories of indicators are of relevance.
Process I ndicators:

Indicators that assess the quantity or quaity of activities that have the potentia to
contribute, at least indirectly, to reduced mortdity or morbidity in the population over time.
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Process indicators include activities such as the condruction of dlinics, identification of the
prevdence of a disease or condition, implementation of consumer saisfaction surveys, and
the provison of some hedth services (i.e, sarvices for which the link to improved hedth
outcomes has not been conssently demondrated). These are important activities that may
be essentid to running an effective hedth care program, but do not in and of themsdves
result in improved hedth outcomes. The GPRA represents a process requirement, and
committing to comply with these requirements represent a process indicator. (See Activities
and Hedlth Services boxesin diagram)

Impact Indicators:

Indicators that assess the quantity or qudity of activities that have a scientific evidenced-
based link to improved hedth outcomes usudly by a demondrated reduction in a recognized
risk factor of mortaity or morbidity in a population. These indicators are referred to as
“interim outcomes’ in much of the GPRA literature.  They include activities such as
immunizaions, denta sedants, assuring safe drinking water, and cancer screenings.  Over
time these activities result in improved morbidity and/or mortdity. Impact indicators are
usudly the most appropriate type of indicator for annua performance plans because they
provide the most measurable link between funding and results. (see Patient Impact box in
diagram)

Outcome Indicators:
Indicatorsthet rdate to ng changes in mortality or morbidity relaive to a disease or
condition that program(s) address. While theseindicators are the ultimate goa of hedlth
care, for many hedlth conditions it is often years before outcome benefits are redlized.
Furthermore, identifying the cost of an observed outcome is often difficult our impossiblein
the cases of conditions that multiple providers many be addressing smultaneoudy while
addressing other health conditions. Thus, outcome indicators are usudly not the most
appropriate choice for annua performance plans, but are essentid to identify for long-term
goassuch asin the GPRA Strategic Plan. Examples include reducing the prevaence of
obesity, diabetic complications or reducing the unintentiond injury mortaity rate (see
Hedlth Outcome box in diagram).

It is appropriate to note that general workload types of indicators such astotal outpatient vists
and inpatient days are not included in this performance plan because any meaningful link to
hedlth outcomesisindirect or circuitous, at best. Asnoted earlier, outpatient visits have grown
with population growth rather than varied with level of funding. Inpatient days have been
declining across the country aswell asin the I/T/U care systems to control costs and neither of
these measures corrdate in an interpretable way with improved hedth satus. However, these
datawill continue to be monitored and presented to the Department as part of the IHS annua
accountability report because they are of significance in the context of expenditures and demands
on thel/T/U system.

The IHS performance indicators represent sentingl indicators which are specificaly focused on
the most significant health problems affecting AI/ANs and/or the essentid services that address
them and identified by loca 1/T/Us. These problemsinclude: diabetes, dcohol and substance
abuse, cancer, dentd diseases, mentd health, heart disease, family abuse and violence, injuries,
poor living environment, mental health, tobacco use, obesity, environmenta hazards, and the
unique hedlth problems of dders, women and children. They dl represent important links in the
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GPRA/public hedlth process directed towards outcomes. Some represent primary prevention that
attempts to prevent a disease or condition before it occurs (e.g., immunizations or controlling
weight to prevent heart disease or diabetes). Others are “secondary preventive’ in nature in that
they attempt to reduce the morbidity and mortality associated with a disease or condition after it
has occurred (e.g., access to dental care or breast cancer screening). Given that there will dways
be ten leading causes of death, our focusis to intervene early in the processes that contribute
ggnificantly to mortality and morbidity, rather than to target end point problems such as heart
attacks and stroke. Thisis the essence of the cost- effective public health approach that has
resulted in the improvements in hedlth status of AI/AN people over the last three decades.

We have dso included indicators for improving how our consumers perceive the qudity of and
access to services, how employees perceive the qudity of their work-life, and how our
stakeholders perceive our performance in assuring adequate consultation and advocating for their
needs. In addition, we have developed indicators addressing our effectivenessin building
collaborative relaionships with other organizations in regards to cross-cutting issues and

meeting our obligations as an Agency in the Department.

These indicators do not represent the complete spectrum of activities and challenges the Agency
and the I/T/Us address as part of a comprehensive public health organization. To do so would
probably require several hundred indicators and require significant increases in resources just to
collect the data. Congstent with the proposed GAO guidance, these indicators are limited to a
vita few, represent multiple priorities, are linked to the responsible programs, and in many cases
are measures we have used for many yearsfor program evauation. Severd are focused primarily
on better defining the magnitude of certain problems and improving our evaluation capability.

A mgor chalenge in sdlecting indicators for aone-year plan is that many of the processes
necessary for intervening in complex chronic diseases require years or decades of focused efforts
to redize Sgnificant progress, even with sgnificant resource enhancements. Therefore, only a
few of these indicators directly address health outcomes, while most are incrementd activities
that will lead to such outcomes over time.  In addition, severd indicators directly embrace the
principles and intent of the Nationd Partnership for Reinventing Government and link directly
with the Secretary’s Initiatives. Findly, dl of the hedth problem related indicators support the
HP 2010 goalsfor AlI/AN, the draft HP 2010 goas, while dl support the Department’ s Strategic
Pan.

However, it isimportant to acknowledge that these indicators were developed in partnership with
Areaand I/T/U gaff and Al/AN triba leaders with the firgt priority being the need to reflect the
problems and drategic activities of the I/T/Us collectively. We believe this gpproach is essentid
to secure the high leve of collective support we will need with our diverse and decentrdized
programs. Because of the diversity across I/T/Us and the freedom of tribal programsto
participate in GPRA activities & their discretion, not dl indicators will be of priority to dl

I/T/Us. Furthermore, there are activities that are not included in these indicators that will

continue to be priorities, particularly hedth issues uniqueto locd I/T/Us.
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Budget and Program Aggregation

Because of the number and diversity of IHS hedlth programs, these activities can be organized in
many different ways. Our god in presenting our performance measuresis to the best of our
ability relate performance to our budget. Thisisaserious chdlengeto the IHS for severd
reasons we will articulate. We have sdected an aggregation approach largely based on the way
our programs are managed and have selected four functiona areas for the aggregation of the 24
budget categoriesidentified in the IHS “ Detail of Change Tabl€e’: 1.) Trestment, 2.) Prevention,
3.) Capitd Programming/Infrastructure, and 4.) Consultation, Partnerships, Core Functions, and
Advocacy. While this approach may appear to be an overly smplistic "lumping” of categories, it
isimportant to redlize that there is no aggregation or disaggregation that alows mutualy
exclusve activities linked to mutudly excusive hedth problems.

This conundrum exists because addressing most chronic diseases and problems such as diabetes,
injuries, and family violence, require multidisciplinary interventions to successfully address. In
such cases, there may be severd health programs (and thus funding categories) smultaneoudy
addressing a hedth problem such as diabetes. Confounding the issue further, these same diverse
providers may be addressing other health issues such as tobacco use, blood pressure control, or
menta hedth during the same encounter. Lagtly, triba programs, which now manage over 40%
of the total IHS budget, have the legd flexibility to reprogram funding categories to meet their
identified hedlth priorities and likewise use an accounting tailored to their needs and preferences.
As aresult, with the exception of the facilities congtruction category, tribes tend to use resources
based on individud tribd priorities and the link between named categories in the IHS budget and
how the funds are actualy used in tribal programs may not be highly correl ated.

Thus, for triba programs the aggregation issueis probably moot. For IHS managed programs,
aggregation of budget categories that not only splits out activities and funding sources but also
dlowsavalid cost accounting link to health outcomes can not be provided. In such cases, the
accounting link can go no farther than services. A manufacturing type of accounting mindset
taken to an extreme smply does not fit well in the context of a comprehensive public hedlth
program. Therefore, the aggregation approach we have sdlected seems reasonable given the
limitations of any approach and that we do have the option to disaggregate these inputs if desired
for amore narrowly focused look at well circumscribed programs such as dental services and
public health nurang. Thereisno priority order to these categories and dl areimportant in
accomplishing the misson of the IHS. Table | that follows shows the relationship between the
funding categoriesin IHS Detall of Change Table and the gppendix of the “Budget of the United
States’ and our GPRA aggregation. A brief explanation of the components of each aggregation
category precedes each set of performance indicators.
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INDIAN HEALTH
SERVICE

Detail of Change Table

Table|

Budget Category Aggregation

APPENDI X
Budget of the United States
items from left column

GPRA AGGREGATION

items from left column

SERVICES:

1

2
3
4
5

10
11
12

13
14
15

Hospitals & Health Clinics
Dental Services

Mental Health

Alcohol & Substance Abuse
Contract Health Services

Total, Clinical Services

Public Health Nursing
Health Education

Comm. Health Reps

Immunization AK

Total, Prev Hith

Urban Health
Indian Health Professions

Tribal Management

Direct Operations
Self Governance

Contract Support Costs

Total, Services

EACILITIES

16
17
18
19

19a
19b
19c

20

Maint. & Improvement
Sanit. Facil. Constr.
HlIth Care Facs. Constr.
Facil. & Envir. HIth Sup

Fac. Support

Env. Health Support

OEHE Support
Equipment

Total, Facilities

(20) Total, IHS

SERVICES:

1 Clinical Services (1-5)

2 Preventive Health (6-9)
Urban Health (10)

4 Indian Health Professions (11)
Tribal Management (12)

6 Direct Operations (13)
7 Self Governance (14)

8 Contract Support Costs (15)

Total, Services

EACILITIES
9 Maint. & Improvement (16)

10 HIth CareFacs. Constr. (17-18)

11 Facil. & Envir. Hith Sup (19a-
0)

12 Equipment (20)

Total, Facilities

(12) Total, IHS

Treatment (1,2,3/4,5,10,11,12,14,15)

Prevention (6,7,8,9,19b)*

Capital Programming/
Infragtructure (16-20)**

Partner ships, Consultation,
CoreFunctions, and Advocacy
(13,19a-c)***

*The Prevention category includes 35% of
Environmental Health Support (19b) adivities

**The Capital Programming/Infrastructure
category includes 80% of Facilities Support
(19a), 60% of Environmental Health Support
(19b), and 20% of OEHE Support (19c)
activities.

***The Partnerships, Consultation, Core
Functions, and Advocacy category includes
20% of Facilities Support (19a), 5% of
Environmental Health Support (19b), and 80%
of OEHE Support (19c) activities.

(4) Total, IHS
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2.1.1 Treatment and Prevention Categories. Program Description,
Context and Summary of Performance

Program Description and Context
Treatment and Prevention indicators have been combined in this section for severd reasons
induding:

the digtinction between trestment and prevention is often blurred

many health care programs provide both kinds of services

approximately 90% of |HS resources are directed towards these activities

monitoring for both is usudly accomplished from the same data systems

In essence, prevention and trestment are our business and virtualy al other activitiesare
supportive to them. Combined they are the essence of IHS Strategic Objective 2: Provide Hedlth
Services and the means to accomplishing our Misson and God and IHS Strategic Objective 1:
Improve Hedth Status. The indicators directly address the structure, process, and outcome of
treatment and preventive services. While some of these measures such as the dentd indicators

12 and 13 and public hedlth nuraing indicator 19 can be closdly linked to the funding request,

most are less directly evident in their linkage to funding because they represent activities
performed by staff from multiple disciplines who address multiple hedlth problems. For amore
detailed discussion of the limitations in funding linkages with indicators, see Budget and

Program Aggregation on page 21 and Section A.4 on page 90 in the appendix of this document.

Ultimately, our performance in trestment and prevention activities will determine our leve of
success in reeching our misson. While we are on track to accomplish many of the treatment and
prevention targets for FY 1999, saverd remain in question because of the growing difficultiesin
recruitment and retention of critical health care providers. It isimportant to keep in mindin
reviewing performance indicators and performance results that with the AI/AN population
increasing over two percent annually, each indicator that sets atarget for the percent of the
population covered, service capacity must be increased over two percent just to remain at the
same level of coverage. For amore detailed discussion of the issues influencing performance
accomplishment see the FY 1999 Performance Summary section beginning on page 14. In
addition, a performance summary table precedes each section of indicators and the description of
eaech individud indicator includes an assessment of estimated performance achievement for FY
1999.

The budget category/programs that make up the Treatment and Prevention categories, along with
their page reference in the budget are presented bel ow:

Treatment Aggregation

Hospitals and Clinics - supports inpatient and ambulatory care and support services such as
nursing, pharmacy, laboratory, nutrition, medica records, etc (see page IHS-28 in FY 2001
budget document).

Dental Services- supports the provision of dental care through clinical based trestment and

prevention services and community oral health promotion and disease prevention activities
including water fluoridation and dental sedants (see page IHS-42 in FY 2001 budget document).
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Mental Health - supports community oriented clinical and preventive mental hedlth and socid
services programs (see page IHS-48 in FY 2001 budget document).

Alcohol and Substance Abuse- supports the efforts of tribesin the provison of holigtic
acoholism and other drug dependency treatment, rehabilitation, and preventive services for
individuds and families (see page IHS-54 in FY 2001 budget document).

Urban Indian Health - supports contracts and grants to 34 urban health programs funded under
Title V of the Indian Hedth Care improvement Act (see page IHS-94 in FY 2001 budget
document).

Indian Health Professions- supports saf-determination and access to hedlth care through
effortsto dlow AI/AN to enter hedlth professions, and effective recruitment of hedth staff by
providing scholarships, loan repayment, temporary employment, and heglth professons
recruitment (see page IHS-100 in FY 2001 budget document).

Self-Gover nance- provides short-fdl funding of tribd sdif-governance compactsto avoid
adverse impact to non-compacting tribes as well as supporting the Office of Triba Sdf-
Governance and Sdlf-Governance Planning grants (see page IHS-116 in FY 2001 budget
document).

Contract Support - provides start-up, direct, and indirect costs that occur for tribal managed
programs in addition to what would have been provided under the direct provison of the
program as authorized under Section 106(a) (2) of P.L. 93-638, the Indian Sdf-Determination
Act, as amended (see page IHS-126 in FY 2001 budget document).

Prevention Aggregation

Public Health Nursing - supports the community-based Public Health Nursing program which
provides treetment, counseling, hedth education, and referrd activities carried out in such setting
as homes, schodls, jals, bars, and community centersin conjunction with adiversity of other
hedlth care providers (see page IHS-76 in FY 2001 budget document).

Health Education - supports activities directed towards promoting healthy lifestyles,
community capacity building, and the gppropriate use of heglth services through public hedth
education targeted at school hedlth, employee health promotion, community hedlth, and patient
education (see page IHS-80 in FY 2001 budget document).

Community Health Representative - supports the tribaly administered program of training
Al/AN community members in basic disease control and prevention. These activitiesinclude
sarving as outreach workers with the knowledge and cultural sengtivity to effect change in
community acceptance and utilization of health care resources and use community-based
networks to enhance health promotion/disease prevention activities (see page IHS-84 in FY 2001
budget document).
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Alaska Immunization Program - supports the Alaska immunizations program to address
hepdtitis and haemophilous influenzae through collaboration with the CDC (see page IHS-88in
FY 2001 budget document).

Environmental Health Support - supports the IHS injury prevention program that coordinates
and provides grants for primary preventive community-based collaborative programs using
epidemiologicaly defined problem identification and evauation methods (see page IHF-411in

FY 2001 budget document).

2.1.2 Treatment and Prevention: Performance | ndicators

The choice of these indicators was made after consderable ddliberation and "trid and error” over
the past three years that has resulted in the acceptance of severd sdection criteria:
they address mgjor functiona areas of our budget structure (i.e., mgor hedth programs)
they represent 1/T/U priority areas in terms of addressing hedlth problems
they are rdatively passveto I/T/U providersin that they are extracted from existing data
systems and do not add to their workload
they do not reward under reporting of conditions (i.e., reducing complication of digbetes
was dropped for this reason)
they are evidenced- based and support recognized standards of care

While not dl trestment and prevention indicators measure up to al these criteria, most come
close. To make clear the ultimate intent or outcome of each process or impact indicator, each
begin with a satement of intent followed by the intervention and target that will contribute to
thisintent. However, it isimportant to acknowledge that for many indicators a measurable
change in the ultimate outcome is not likely to be seen in the one year time span of the
performance plan.

The data that support the trestment and prevention indicators comes from several sources but the
largest number are extracted from the IHS automated information system which collects data on
the services provided by IHS and triba direct and contract programs. In addition, the diabetes
treatment indicators 2-5 are extracted from the IHS Diabetes Audit that is an annual systemétic
audit of amost 10,000 charts. Beginning in FY 2001, these indicators will be based on three-year
running averages from this audit.

The software used by IHS facilities and most triba facilities is the Resource and Petient
Management System (RPMYS). Dataare collected for each inpatient discharge, ambulatory
medicd vist, and dentd vist (dl patient goecific) and for community hedth service programs
including health education, community hedlth representatives, environmenta hedlth, nutrition,
public health nursing, menta hedth and socid services, and substance abuse (dl activities
reporting systems). The patient- specific data are collected through the Patient Care Component
(PCC) of the RPMS. For adiscussion of data validation processes relative to this system and the
diabetes audit, see Appendix A.1.

Lagtly, these indicators directly address the Secretary’ s Initiative to Eliminate Racid and Ethnic
Hedlth Disparities and the Presdent’ s Initiative to Eliminate Disparitiesin Hedlth Status Among
Americans. Further connections with other initiatives and the HHS Strategic Plan will be
identified in the "Linkages' section of each indicator.

28



Performance Summary Table 1.
Treatment Indicators

Performance I ndicator FY Targets Actual Reference
Performance
ndicator 1: Maintain Area age- FY 0L: Maintain Data-base FY OL P. p.32
specific diabetes prevalence rates FY 00: Maintain Data-base FY Q0 B: p. IHS34
(as asurrogate marker for diabetes FY 99: Establish baseline FY 99: baseline established p. IHS-130
incidence) for the AI/AN
population.
Indicator 2: Increase the proportion | FY OL 3-year averageimproved FY OL: P:p.33
of 1/T/U clients with diagnosed FY 00: 3-year average improved* FY Q. B: p. IHS-34
Diabetes that have improved their FY 99: 38% FY 99: 9/00
glycemic control. FY 98: 35% (basdline) p. IHS-130
Indicator 3: Increase the proportion | FY OL 3-year average improved FY OL P.p.34
of 1/T/U clients with diagnosed FY 00: 3-year average improved* FY 00: B: p. IHS34
diabetes and hypertension that have | FY 99: 30% FY 99: 9/00 p. IHS-130
achieved diabetic blood pressure FY 98 27% (baseline)
control standards.
Indicator 4: Increase the FY 0L 3-year average improved FY OL P.p.35
proportion of I/T/U clients with FY 00: 3-year average improved* FY 00 B: p.IHS34
diagnosed diabetes who have been | FY 99: 81% FY 99: 9/00 p. IHS-130
assessed for dyslipidemia. FY 98: 79% (baseline)
Indicator 5: Increase the proportion | FY OL 3-year averageimproved FY OL: P: p. 36
of 1/T/U clients with diagnosed FY 00: 3-year average improved* FY 00: B: p. IHS-35
diabeteswho have been assessed for | FY 99: 36% FY 99: 9/00 p. IHS-130
nephropathy. FY 98: 33% (baseline)
Indicator 6: Increase the Pab Screenin P: p. 37
proportion of women who receive _ap—g. 0 . B: p. IHS-35
Pap screening. FY 01: +3% over FY 00 level FY 01: 0. IHS136
FY 00: +3% over FY 99 level* FY 00

Cervical Cancer
FY 99: determine incidence of

cervical cancer

FY 99: baseline 4/00

FY 99: 8-10 per 100,000 based
on 40% of AI/AN
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Perfor mance Indicator FY Targets Actual Reference
Performance
Indicator 7: Increase proportion of ] ) P.p.38
the AI/AN female population over 40 FY 01: 3% over FY Q0 level . FY oL B: p. IHS-35
years of age who receive screening FY OO'_ +3% over FY 9.9 baseline* FY 00 p. IHS-136
mammography. FY 99: establish baseline FY 99: 4/00
Indicator 8 Increase the proportion FY 01: +3% over FY 00 FY OL: P: p. 40
of AI/AN children receiving a FY 00: +3% over FY 99 FY Q0 B: p.-IHS-37
minimum of four Well Child Visits FY 99: establish baseline FY 99: 38.5% provisiona
by 27 months of age and expand
coverage.
Indicator 9: Maintain the rates and Abgtinence P.p.41
intensity of follow-up for adolescents | FY 01: +5% over FY 00 Fy o1 B: p. IHS54
discharged from IHS supported FY 00: establish baseline FY 00:
Regional Treatment Centers (RTC) Follow-up Rates
and assure abstinence. FY 01 FY 00 level or higher Fy o1
FY 00: +10% over FY 99 FY 00:
FY 99: establish baseline for 30 FY 99: 64.5% at 30 days
days, 6 months, and 12 months 55.2% at 6 months
follow-up rates 40.9% at 12 months
Indicator 10: Expand the percentage FY 01: + 10% over FY 00 FY oL P.p. 43
of I/T/U prenatal clinics utilizing FY 00: +5% over FY 99 level FY 00 B: p. IHS54
screening and case management FY 99: establish baseline FY 99: 3/00
protocols for pregnant substance
abusing women and advocate to
expand usage.
Indicator 11: Improve water FY 01: 10% over FY 00 FY OL: P:p. 44
fluoridation compliance for Areas FY 00: 15% over FY 99 FY 00 B: p. IHS42
participating in IHS/CDC FY 99: noindicator FY 99: baseline 6/00
Fluoridation Surveillance
Demonstration Project.
Indicator 12: Increase annual FY 0L 25% FY oL P: p. 45
access to dental servicesfor the FY 00: 23% FY 00 B: p. IHS42
Al/AN population. FY 99: 21% FY 99: 23% preliminary
FY 98: 24.5% (baseline)
Indicator 13: Increasethe 6-8yrs P. p. 46
percentage of AI/AN children 6-8 FY 0L +3% over FY 00 FY OL B: p. IHS42
and 14-15 years who have received FY 00: +3% over FY 99* FY 00:
protective dental sealants on FY 99: 50% FY 99: 38.8%
permanent molar teeth. FY 91: 40.1% baseline
14-15yrs
FY 0L:+3% over FY 00 FY OL
FY 00:+3% over FY 99* FY 00:
FY 99:58% FY 99: 66.8%

FY 91: 66.5% baseline
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Performance I ndicator FY Targets Actual Reference
Performance

Indicator 14: Increase the % of FY 01: 80% FY OL: P: p. 47

I/T/U medical facilities with Urgent FY 00: 70% FY 00: B: p. IHS48

Care or Emergency departments or FY 99: 60% FY 99: 64%

services that have written policies FY 98: 47% (baseline)

and procedures for routinely

identifying, treating and/or referring

victims of family violence, abuse or

neglect (i.e., child, spouse, elderly).

Indicator 15: Expand the FY 0L +10 over FY 00 level FY OL P. p. 48

percentage of I/T/U programs that FY 00: +10 over FY 99 level FY 00: B: p. IHS48

have implemented the use of the FY 99: 50% FY 99: 51%

Mental Health/Social Services FY 98: est. 40-45% baseline

(MH/SS) data reporting system.

Indicator 16: Develop the FY 0L implemented in 30% of FY OL P. p. 49

specifications and implementation urban programs B: p. IHS %4

plan for an automated mutually FY 00: test in at |east one site* FY 00:

compatible information system FY 99: develop specs and plan FY 99: accomplished 8/99

which captures health status and

patient care data for Indian Urban

health care programs and implement

at field urban sites.

Indicator 17: Maintain 100% FY 0L 100% FY OL P: p. 50

accreditation of all IHS hospitalsand | FY 00: 100% FY 00 B: p. IHS-28

outpatient clinics. FY 99: 100% FY 99: 100%

FY 98: 100% (baseline)

Indicator 18: Improve AI/AN FY 01 +5% over FY 00 baseline Fy o1 P p.51

consumer satisfaction with the FY Q0: establish baseline* FY Q0 B: p. IHS-28

acceptability and accessibility of FY 99: develop instrument and FY 99: instrument and protocol

health care as measured by IHS protocol complete

consumer satisfaction survey.

Total Treatment Funding: FY 0L $2,113572,000 P. page# in
FY 00: $1,931,326,000 perform. plan
FY 99: $1,811,951,000 B: page#in
FY 98 $1,711,018,000 budget justif.

* indicatesrevised FY 2000
measure, see Summary of Changes
Table on pages 87-90
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A. FY 2001 Treatment | ndicators:

Indicator 1: To support planning for the treatment and prevention of diabetes
during FY 2001, maintain Area age-specific diabetes prevalencerates and identify

trendsin the age-specific prevalence of diabetes (asa surrogate marker for diabetes

incidence) for the AI/AN population.

Rationale: Diabetes continues to be a growing problem in many AI/AN communities with rates
increasing rapidly in severa Aress, age a diagnosis occurring at younger ages, and no signs of
declinein any Area. Theimpact of this diseasein terms of individua and family suffering is
immense, as are the treatment cogts to the Indian hedth delivery systems. Though incidence
rates of diabetes (occurrence of new cases within a certain time period) are very difficult and
expendve to collect, and are only done reliably in large, population-based studies, trends in age-
specific prevaence rates of diabetes can provide evidence of an increase or decrease in diabetes
for a certain age group and may suggest achangein trueincidence. Andyss of these trends will
dlow the program and I/T/U’ s to target prevention efforts to specific age groups in ongoing and
future interventions

Approach: The IHS Office of Public Hedlth is respongble for overdl coordination of effortsto
achievethisindicator. The IHS Diabetes Program estimates diabetes prevaence of diagnosed
diabetesin Native Americans seeking care in I/T/U facilities. Rates are caculated using the IHS
automated record system (i.e., PCC/RPM S data), and are reported by geographic Area, gender,
and age groups for adults. Three-year rates will be caculated to reduce variability. Three-year
running rates (i.e., add the most recent year of data and drop the oldest year of data) will be used
in trend andyss. Longitudinal studies of diabetes conducted in Pima Indians since 1965 have
provided extensive information on the prevalence and incidence of digbetesin thistriba
community. While there are severd other tribal-specific diabetes epidemiologicd studies, none
are to the depth of the Pima studies and they cover fewer than 10% of dl tribes. Furthermore,
there are no published studies on the growing problem of type Il diabetesin American Indian
youth, though there is extensive recognition by 1/T/U providers that the age of diabetes onset is
declining to younger adults and children.

Loca/tribd facilities can assess diabetes prevalence by using PCC registries and /or diabetes
case regidries, deriving basdline measures for their triba communities. The IHS Diabetes
Program and the IHS Chronic Disease Epidemiology Program can assst I/T/U facilitiesto
enhance their PCC regidtries and/or other digbetes registries, aswell as establish and organize
systematic screening and data entry in order to better ascertain diabetes prevalence. Emphasis
will be placed upon the specific age groups identified for this measure.

Diabetes prevaence information will be collected, transformed into smilar formats, and
transferred to the CDC Divison of Diabetes epidemiologist (interagency agreement between
CDC and IHS) for andyss and adjusting. Reportswill be created and disseminated to I/T/U's,
other DHHS agencies, universities, and private foundations for use in identifying prevention
strategies and resources.

Data Source: RPMS/PCC reports, Diabetes Registries

Baseline: These indicators commit to establishing and maintaining diabetes prevdence
basdines using the IHS PCC and local diabetes registries that are used now in al areas. These
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rates will serve as the basdine for triba- specific prevaence studies in selected tribes and will be
determined annually.

Type of Indicator: Process

Linkages: Thisindicator supports the Presdent's initiative for diabetes, the DHHS Strategic

Pan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 5.1 Improve Public Health
Systems' Capacity to Monitor the Health Status and Identify Threats to the Health of the
Nation's Population. It is supported by IHSCDC agreements, and supports several HP 2010
objectives in Focus Area 5: Diabetes.

Program Performance FY 1999: The FY 1999 performance measure was to establish the
initid Area age-specific prevalence rates for diabetes and has been accomplished. Area age-
specific diabetes prevalence rates have been prepared for the AlI/AN population based on patients
diagnosed with and treated for diabetes and having at least one outpatient visit during FY 1997.
Rates are available by IHS Areaand sex for 4 age groups (0-19, 20-44, 45-64, and 65+).
Among the IHS adult population (age 20 and over) 9.6 % have diagnosed diabetes. Alaska Area
has the lowest rate (2.9%); Nashville and Tucson Areas have the highest rates (16.1 and 17.9%,

respectively).

Indicator 2 : Reduce diabetic complications by demonstrating a continued trend in
improved glycemic control in the proportion of 1/T/U clientswith diagnosed
diabetesin FY 2001.

Rationale: Largedinica sudies have demondrated that glycemic control significantly reduces
the incidence of complications related to diabetes. In addition, achieving better blood sugar
control has been shown to significantly reduce the costs associated with caring for people with
diabetes. Usng Staged Diabetes Management trestment guiddlines for diabetes clinical
management has sgnificantly improved glucose control in severd Indian communities.

Approach: The IHS Diabetes Program conducts a yearly medical record review of arandom
sample of nearly 10,000 chartsin I/T/U facilitiesin order to assess compliance with the IHS
Standards of Carefor Diabetes. These standards are a set of clinica parameters of care and
patient management that have a recognized evidence-based correlation with improved digbetic
patient outcomes. This record review is known as the Diabetes Audit and uses a drict protocol to
assure satigticd integrity and comparability of both process and outcome measures over time.
Each year, facility-specific vaues are reported for each indicator, aswell as values for each Area
and IHS-wide. Trends over timefor I/T/U facilities, service units, Areas and IHS-wide are dso
constructed for selected indicators. Three-year running rates (i.e., add the most recent year of
data and drop the oldest year of data) will be used to reduce variability and provide trend
andyss.

Glycemic control refers to how well the blood sugars are controlled in a person with diabetes. It
is measured with ablood test called the Hemoglobin Alc that measures the average blood sugar
for a 2-3 month period. The IHS Diabetes Audit process divides these levels of control into
“Acceptable’, “Fair’ and “Poor” categories based on national diabetes care standards. These
categories will be used in the GPRA process to determine improvements in glycemic control.
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The benefits of aggressve interventions to lower blood sugar in diabetics have been well

described in the literature and numerous practice guidelines and standards exist. Locd effortsto
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pertinent audit datawill be provided to each site through the IHS
Diabetes Program.

Data Source: Diabetesregidtries, yearly IHS Diabetes Program Chart Audit

Basdline: The 1998 Digbetes Audit revedsthat 35% of al IHS clients were in the "good
control" category; 36% of al IHS clients werein the "fair control" category; 17% of al IHS
clientswere in the "poor control" category; 7% of al IHS clientswere in the "very poor control”
category; and vaues were missing for 5% of clients. The proportion of adl 1/T/U petients with
diabetesin “good” glycemic control for FY 1997-99 will serve asthe basdine vaue and will be
available by August, 2000.

Type of Indicator: Impact

Linkages: Thisindicator supports the President'sinitiative for diabetes, the DHHS Strategic

Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services. It issupported by IHSCDC agreements and addresses
Y ear 2010 objective 5-6 (Diabetes: diabetes-related deaths).

Program Performance FY 1999: Datafor thisindicator will be reported by August 2000
following andyses of the FY 1999 Diabetes Audit.

Indicator 3: Reduce diabetic complications by demonstrating a continued trend in
improved blood pressure control in the proportion of 1/T/U clientswith diagnosed

diabetes and hypertension who have achieved blood pressure control sandardsin
FY 2001.

Rationale: Largeclinicd studies have demongrated that blood pressure control sgnificantly
reduces the incidence of complications related to diabetes. In addition, achieving better blood
pressure control has been shown to significantly reduce the costs associated with caring for
people with digbetes. Using Staged Diabetes Management treatment guidelines for diabetes
dinical management has significantly improved blood pressure control in severa Indian
communities.

Approach: The IHS Diabetes Program conducts a yearly medical record review of arandom
sample of nearly 10,000 chartsin I/T/U facilities in order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinica parameters of care and
patient management that have a recognized evidence-based correlation with improved diabetic
patient outcomes. Thisrecord review is known as the Diabetes Audit and uses a strict protocol to
assure datistical integrity and comparability of both process and outcome measures over time.
Each year, facility- specific vaues are reported for each indicator, as well as vaues for each Area
and IHS-wide. Trends over timefor I/T/U facilities, service units, Areas and IHS-wide are dso
constructed for selected indicators. Three-year running rates (i.e., add the most recent year of
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data and drop the oldest year of data) will be used to reduce variability and provide trend
andydss.

Blood pressure control is usualy defined in the non-diabetic person as a blood pressure leve less
than 140/90 mm Hg. However, because a person with diabetesis a greater risk for
complications related to blood pressure, netiond standards recommend that the ided god of
diabetic blood pressure control should be 130/85 mm Hg. For the GPRA process, “ acceptable”
control will be defined as 140/90 mm Hg and “ided” control will be defined as 130/85 mm Hg.
and both levels will be reported.

The benefits of aggressive interventions to lower blood pressure in digbetics have been well
described in the literature and numerous practice guidelines and standards exist. Locd effortsto
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pertinent audit datawill be provided to each site through the IHS
Diabetes Program.

Data Source: Diabetes regidiries, yearly IHS Diabetes Program Chart Audit

Baseline: The 1998 Diabetes Audit reved s that 34% of dl IHS clients were in the "norma blood
pressure’ category; 27% of al IHS clients were in the "controlled blood pressure” category; 27%
of al IHS clients were in the "uncontrolled blood pressure’ category; 8% of al IHS dients were
in the "severdly uncontrolled blood pressure’ category; and vaues were missing for 4% of

clients. The proportion of dl 1/T/U patients with diabetes in the “controlled” category for blood
pressure control for FY 1997-99 will serve as the basdine vaue and will be available by Augus,
2000.

Typeof Indicator:  Impact

Linkages: This supportsthe President'sinitiative for diabetes, the DHHS Strategic Plan,

Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve the
Health Satus of American Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt
of Quality Health Care Services. It issupported by IHS/CDC agreements and addresses Y ear
2010 objectives 5-6 (Diabetes: diabetes-related deaths) and 5-7 (Diabetes. cardiovascular

degths).

Program Performance FY 1999: Daafor thisindicator will be reported by August 2000
following anadyses of the FY 1999 Diabetes Audit.

Indicator 4 : Reduce diabetic complications by demonstrating a continued trend of
improvement in assessing the proportion of 1/T/U clientswith diagnosed diabetes for
dydipidemia (i. e., cholesterol and triglyceride) in FY 2001.

Rationale: Largedlinicd studies have demondtrated that lowering of serum cholesterol
sgnificantly reduces the cardiovascular (CVD) morbidity and mortdity associated with digbetes.
In addition, achieving better control of lipid parameters has been shown to sgnificantly reduce
the CVD costs associated with caring for people with diabetes. Using Staged Diabetes
Management treetment guidelines for lipid management has significantly improved lipid control
in-patients with diabetes.
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Approach: The IHS Diabetes Program conducts a yearly medical record review of arandom
sample of nearly 10,000 chartsin I/T/U facilitiesin order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a recognized evidence-based correation with improved diabetic
patient outcomes. This record review is known as the Diabetes Audit and uses a gtrict protocol to
assure satistical integrity and comparability of both process and outcome measures over time.
Each year, facility-specific values are reported for each indicator, aswell as values for each Area
and IHS-wide. Trends over timefor I/T/U facilities, service units, Areas and IHS-wide are dso
constructed for selected indicators. Three-year running rates (i.e., add the most recent year of
data and drop the oldest year of data) will be used to reduce variability and provide trend
andyss.

The benefits of aggressive interventions to lower cholesterol levels in digbetics have been well
described in the literature and numerous practice guideines and standards exist. Loca effortsto
improve these parameters through lifestyle intervention and gppropriate medication use will be
encouraged. Local feedback of pertinent audit datawill be provided to each site through the IHS
Diabetes Program.

Data Sour ce: Diabetes regigtries, yearly IHS Diabetes Program Chart Audit

Baseline: The 1998 Diabetes Audit reved s that 79% of dl IHS clients had serum cholesterol
vauesin ther chart, 74% had serum triglyceride levels, and 29% had LDL cholesterol vaues
recorded. The proportion of dl 1/T/U patients with diabetes who have had a cholesterol
assessment donein FY 1997-99 will serve as the basdline vaues and will be available by
August, 2000.

Type of Indicator: Impact

Linkages: Thisindicator supports the Secretary's initiative for diabetes, the DHHS Strategic

Pan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services. It is supported by IHS/CDC agreements and
addresses Y ear 2010 objectives 5-6 (Diabetes. diabetes-related deaths) and 5-7 (Diabetes:
cardiovascular degths).

Program Performance FY 1999: Datafor thisindicator will be reported by August 2000
following andyses of the FY 1999 Diabetes Audit.

Indicator 5: Reduce diabetic complications by demonstrating a continued trend of
improvement in the proportion of I/T/U clientswith diagnosed diabetes who have
been assessed for nephropathy in FY 2001.

Rationale: End stage rend disease (ESRD), or diabetic kidney disease, isasignificant and
growing problem in Indian communities. Large clinicd studies have demondrated that certain
measurements can identify those patients a high risk for ESRD and that interventions aimed at
reducing risk (blood pressure control, and other "state of the science’ medications) may delay the
onset of ESRD. Using the Kidney Hedlth Profile of the diabetes audit and the Staged Diabetes
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Management trestment guidelines for diabetes clinicd management may significantly improve
the gpproach to kidney hedth in Indian communities.

Approach: TheIHS Diabetes Program conducts ayearly medical record review of arandom
sample of nearly 10,000 chartsin I/T/U facilitiesin order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a recognized evidence-based corrdation with improved diabetic
patient outcomes. This record review is known as the Diabetes Audit and uses a gtrict protocol to
assure satistica integrity and comparability of both process and outcome measures over time.
Each year, facility- specific vaues are reported for each indicator, as well as vaues for each Area
and IHS-wide. A specid sub-report of the audit, called the Kidney Health Profile, is generated
which assesses screening and trestment for kidney health in acommunity. Three-year running
rates (i.e., add the most recent year of data and drop the oldest year of data) will be used to
reduce variability and provide trend anayss.

The benefits of aggressve interventions to lower blood pressure in diabetics have been well
described in the literature and numerous practice guiddines and standards exist. Local effortsto
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pertinent audit datawill be provided to each ste through the IHS
Diabetes Program.

Data Source: Diabetes regdries, yearly IHS Diabetes Program Chart Audit

Baseline: The 1998 Diabetes Audit reveals that 89% of dl IHS clients had a serum
cregtinine on the chart and 81% had a urindysis on the chart. Of these urindyses, 29% showed
positive proteinuria (i.e., protein in uring). Of those with no proteinuria, 33% had atest for
microa buminuria recorded in the chart. Because microabuminuriais the most senstive
assessment for early diagnosis of diabetes, it will serve asthe target measure. The proportion of
al I/T/U patients with diagnosed diabetes screened for "kidney health” based on screening for
microdbuminuriain FY 1997-99 will serve as the basdline and available by August, 2000.

Type of Indicator: Impact

Linkages.  Thisindicators supports the Secretary's initiative for diabetes, the DHHS Strategic
Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services. It issupported by IHSCDC agreements and addresses
Y ear 2010 objective 5-11 (Diagbetes. proteinuria).

Program Performance FY 1999: Datafor thisindicator will be reported by August 2000
following analyses of the FY 1999 Diabetes Audit.

Indicator 6: Reduce cervical cancer mortality and mor bidity by increasing the
proportion of women in FY 2001 who have had a Pap screen in the previous year by
3% over the FY 2000 level.

Rationale: Thisindicator is sdlected because cervica cancer occurs at higher rates among
Al/AN women than in the general U. S. population. The deeth rate for AI/AN women is 4.1 per
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100,000 compared with 2.5 per 100,000 for the U.S. All Racesrate. Furthermore, this cancer is
the cause of ggnificant premature mortdity, and isamost entirely preventable by thorough Pap
screening and early treatment of pre-cancerous conditions. The long-range god isto reduce both
cervica cancer incidence and degth rates to achieve parity with the U. S. dl-racesrate. Thismay
be attainable within 10 years. Thisindicator supports a nationdly recognized standard of care.

Approach: The IHS Office of Public Hedth is responsible for overall coordination of effortsto
achieve these indicators. All Pgpanicolau screening tests (cervical cytology or Pap smear)) for
cancer of the uterine cervix, performed during the previous year will serve as the numerator for
this caculaion. The denominator for this assessment will be dl AlI/AN women over age 18 who
reside in countiesinduded in the IHS Service Area, from the U. S. census. In addition, public
educetion, training providers to perform colposcopy, added funding for screening and treatment,
and aggressive follow-up of abnormal Paps will dl be part of the Srategy.

Data Source: Thetota number of Pap screens performed will be a composite of IHS
Laboratory reports and PCC eectronic records.

Baseline: Based for FY 1999 to be available by 4-1-00.

Typeof Indicator:  Impact

Linkages: Thisindicator supports the President's Initiative on Cancer Screening and
Management, the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availability of

Primary Health Services, 3.6 Improve the Health Satus of American Indians and Alaska Natives,
4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services. It issupported by IHS/CDC agreements (National

Breast and Cervical Cancer Early Detection Program). Thisindicator also, directly supports the

HP 2010 objective 3-4 (Cancer: cervica cancer deaths).

Program Performance FY 1999: The FY 1999 performance measure was to identify the
incidence of cancer of the uterine cervix for AI/AN women. Thisindicator was partialy
accomplished. After anumerous analyses, the only reliable sources of datafor this measure
were determined to be: New Mexico Tumor Registry (a SEER site); Arizona Centra Cancer
Regidry; Alaska Native Tumor Registry. These three regidtries include approximately 40% of
the IHS user population and the rates vary between 8 and 10 cases per 100,000 women per year.
The U.S. White rate during this same time was 8.5. Other state cancer registries were considered
to be inaccurate because of high rates of racia misclassfication, and because they often did not
include Federd facilities (such as IHS and VA) in their database. Since complete accurate
assessment of this measure is not currently available for the entire AI/AN population, the
indicator was changed to address Pap screening for FY 2000 and FY 2001.

Indicator 7: Reduce breast cancer mortality and mor bidity by increasing the
proportion of the AI/AN female population over 40years of age during FY 2001 who
have had screening mammaogr aphy in the previousyear by 3% over the FY 2000
levels.
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Rationale: Breast cancer has long been considered to be rare among AI/AN women. Incidence
and mortality rates have been documented in some AI/AN populationsto be 1/3 to 1/2 of the
White rates. This picture seemsto be changing, however, with breast cancer incidence in the
northern plains and Alaska now gpproaching the rates of the White population. Screening
mammography was seldom performed by IHS before 1991, when the CDC Nationd Breast and
Cervicd Cancer Early Detection Program was initiated. The CDC funded programs have been
successful in reaching AlI/AN women in many states, and not so successful in others.

Mammography is a nationaly recognized standard of care based on its association with both
reduced mortality and morbidity because breast cancer isidentified at earlier ages. Early
identification dlows for early clinica intervention and secondary prevention of morbidity and
mortality. For thisindicator, the numerator will be the number of AlI/AN women age 40 and
older, registered for care with IHS, who have had a mammogram during the previous year and
the denominator isal Al/AN women age 40 and older, who are registered for care with IHS
(user population).

Approach: Locd I/T/U service Sites are responsible for ddlivering the screening. Regiond
coordination and assistance is the responsibility of the IHS Area offices. The IHS Office of
Public Health performs the overall coordination of this effort. Linkages with NIH, CDC, and the
American College of OB/GY N are critica to success.

The dtrategic gpproach includes outreach to improve patient access and the availability of
specidized gaff and equipment to perform the screening. The staff required are public hedlth
nurses, Community Hedlth Representatives, and hedlth educators to improve outreach, and
specidized dinicd providers (nursing, physician, and imaging staff) to provide the actud
clinicd breast exams and mammograms. The avallability of screening must dso be associated
with the capabiility to provide diagnostic studies such as ultrasound, biopsy, and fine needle
aspiration, as well as treatment such as surgery and chemotherapy.

The successful reduction of premature deaths and morbidity among AlI/AN women will depend
on full implementation of effective screening and follow-up clinica services. Thisindicator is
linked to successin meeting Strategic Objectives one, two, and four of the Agency’s component
of the DHHS Strategic Plan.

Data Source: Three data sources will be combined for the total number of mammograms. First,
the IHS Medica Imaging Program collects data on mammograms performed by IHS. These data
will be supplemented with data from the CDC Bresast and Cervica Cancer Early Detection
Program, which serves AI/AN women in dl states and 15 directly funded Tribes. The last source
of datawill be mammograms paid for by IHS but performed at non-IHS facilities, are captured
by the IHS Fiscd Intermediary. Collectively these sources effectively serve asardiable

estimate of mammogram coverage for AI/AN women.

Basdline: Estimatesfrom FY 1999 ranged from 27%-73% and are of limited ussfulness. Using
the methodology described above, abasdine for FY 1999 will be established by April 2000.
This gpproach utilized for FY 1999, as described in the Program Performance FY 1999 section
below, has not proven useful.

Typeof Indicator:  Impact
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Linkages. Thisindicator supports the Presdent's initiative on Cancer Screening and

Management, the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availability of
Primary Health Services, 3.6 Improve the Health Satus of American Indians and Alaska Natives,
4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services. It is supported by IHS/CDC agreements (National

Breast and Cervicd Cancer Early Detection Program). Thisindicator directly supports HP 2010
objective 3-3 (Cancer: breast cancer deaths).

Program Performance FY 1999: The FY 1999 performance measure was to determine the
proportion of AI/AN female population 50-69 years of age who had received annua
mammography. Despite considerable effort, the data approaches used did not adequately meet
this performance measure. Thus an dternative gpproach as describe above will be used and
available by April of 2000.

For theinitia approach to thisindicator, data were collected from two sources. the CDC
Behaviord Risk Factor Surveillance System (BRFSS), and the Indian Hedlth Service annua
Assessment of Diabetes Care. Based on the 1997 BRFSS, 73% of AI/AN women over age 50
responded that they had a mammogram within the past two years. The latest IHS Diabetes Audit
to collect mammography data (1997) identified that 54% of diabetic women over age 40 had a
mammogram documented in the medical record at any timein the past. By IHS Area, this
ranged from 36% to 80%. For the same year, 27% of diabetic women over age 40 werein
compliance with American Cancer Society recommendations (mammogram in past two years for
age 40-49, in past year age 50 and up). By IHS Aresa, this ranged from 4% to 56%.

The BRFSS only reaches women with telephones, and so misses at least 20% of the AI/AN
population. Probably those women without phones have lower socioeconomic status and are less
likely to seek preventive services, so the BRFSSfigure of 73% isadmost undoubtedly ahigh
edimate of mammography coverage. Another problem with BRFSisthat relatively few AlI/AN
women are sampled, o this estimate is based on small numbers and may not be reliable.

The IHS Diabetes Audit is desgned to be a scientificaly valid sample of people with didbetesin
IHS. In one recent study, diabetic women were found to have pap screening rates that were
identical to women without diabetes, so we fed that it is reasonable to gpply this survey for this
purpose. The Diabetes Audit methodology requires documentation on the chart of the
mammogram, so will probably not include mammograms that were performed a hedth fairsand
other non-IHS sources that were not paid for by IHS. Therefore thisrate of 27% should be
consdered an underestimate.

Probably the true figure for mammography coverage in IHS lies closer to 27% than 73%.
Because the cong derable expense necessary to resolve the problems with obtaining adequate
data for this measure, the IHS has changed the assessment approach for thisindicator for future
years as described above. The age range has been aso been changed to comply with the latest
CDC recommendations.

Indicator 8 Improve child and family health by increasing the proportion of
Al/AN children served by IHSreceiving a minimum of four well child visits by 27
months of age during FY 2001 by 3% over the FY 2000 level.
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Rationale: Wl child visits have been associated with improved post-neonatal mortality and
opportunities to improve family heglth and safety in the longer term and is arecognized nationa
gandard of care. Of particular importance are the anticipatory educationd interventions given to
parents concerning diet and nutrition, injury prevention, and prevention of family violence. The
current minimum standard for Well Child Vidtsis six for firgt born children and five after first
born. Accepting four vidts as an acceptable minimum is based on the high percentage of
children who receive Well Child services in conjunction with urgent care vigits and thus are not
coded as Well Child Vidts.

Approach: Therespongble parties are the local 1/T/U service sites. The IHS Areaoffices can
provide ass stance in development and coordination of media campaigns and anays's of
information and they are responsible for regiona coordination of this effort. The IHS Office of
Public Hedlth is responsible for overal coordination of the effort. Linkages with the USDA-WIC
program and the DHHS Head Start program are o critical.

The strategies for success are rooted in effective outreach and management of clinic scheduling
for service provison. The outreach activity is dependent upon parent education to assure their
awareness of the importance of routine and periodic assessment of well children. Secondly, the
effective identification of children in the targeted age groups isimportant. Public hedth nuraing,
Community Health Representatives, Head Start programs, and parent groups have important
rolesin identifying children and families who are the target of thisintervention.

Clinicd care is dependent upon the availability of trained nurang and physcian saff with the
time to address this objective. Scheduling and follow up of these children and their familiesis
critical. The cooperation of medica records saff and othersin the clinical environment is
essentid. Achievement of effective well-child hedth careis criticd to the prevention of
childhood obesity, injuries, and family dysfunction. This objective is dso consstent with the
Secretary’ s Initiative on Improving the Hedlth of Children.

Data Sour ce: RPMS/PCC
Baseline: Determined by the FY 1999 Indicator and reported below

Type of Indicator: Process

Linkages: Thisindicator supports the Secretary’ s Children’s Hedth Initiative, the DHHS
Strategic Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, and
3.6 Improve the Health Status of American Indians and Alaska Natives and 4.2 Reduce
Disparitiesin the Receipt of Quality Health Care Services and broadly addresses the HP 2010
objectives addressng Focus Areal6: Maternd, Infant, and Child Hedlth.

Program Performance FY 1999: The FY 1999 performance measure was to determine the
proportion of the AI/AN children served by the IHS recelving a minimum of four well-child

vigts by 27 months of age. An automated extraction routine has been developed and run on FY
1999 service data that identified al children 3-3.5 years and then looked back four yearsto
identify specified vidts. Based on thisinitid run, out of 9,873 children, 3,799 or 38.5% of the
children met the criteria These findings should be considered provisond pending gpprova of

the extraction gpproach by the Areas and fina data verification.
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Indicator 9: Toreducedrug and/or alcohol use relapse of youths discharged from
Regional Treatment Centers (RTC) during FY 2001:
a. follow-up will be equal to or greater than the FY 2000 level
b. increase by at least 5% over FY 2000, the youths who have documented 6
months of less alcohol and drug use than befor e treatment

Rationale: Sudiesindicate thet the longer individuds are engaged in trestment (including
aftercare/continuing care) the better the prognosis (Hoffmann, DeHart, & Gogineni, 1998;
Zywiak, Hoffmann, & Floyd, 1999). One RTC evauation concluded, "aftercare is the biggest
problem™ with limited coordination anong RTC, service units and local aftercare programs
retarding the effective and efficient ddivery of treatment services at thelocd levd following

RTC rdease. Thisindicator isfocused on assuring adequate follow-up care including an
assessment of short-term relapse. A follow-up congsts of a structured case management activity
whereby continuity of care, trestment modalities and treatment services are assessed. This
ass=essment of integrated aftercare activities is desgned so that an individud's changing needs
will be met as that individua moves through the recovery process thereby decreasing relapse.

Approach: The Divison of Clinical and Preventive Services, Office of Public Hedlth will be
responsible for coordinating data collection from the Adolescent Regiond Trestment Centers

who are the responsible parties. The Alcoholism and Substance Abuse Program has developed an
ongoing evauation ingrument in consultation with the RTC. The evauation process began
implementation in FY 1998 and includes follow- up information that will be reported to program
gaff and compiled for tracking thisindicator. In addition, those RTC utilizing the RPMS
Chemica Dependency Management Information System (CDMIS) and the RPMS Mentd
Hedth/Socid Service (MH/SS) packages, routindy collect follow up information which can be
exported for nationa reporting purposes. Aftercare services (for those utilizing CDMIS)
occurring & loca siteswill aso provide additiona data to support tracking of thisindicator.

Findings from the Comprehensive Assessment & Treatment Outcome Research adolescent study
indicate that youth engaged in aftercare/follow up activities had better sobriety rates than those
who did not, but for optimal benefit, contact frequency of at least twice per week was required
(Hoffmann, Mee-Lee, & Arrowood, 1993). Although one-year follow-up information was
limited in the IHS RTC Evaduation completed in FY 1997, data did suggest that youth that
completed treetment and were involved in continuing care and follow up services maintained
higher sobriety rates.

Data Sour ce: CDMIS (IHS Alcoholism and Substance Abuse component of RPMS) and RTC
Evduation System.

Baseline: RTC Evauation completed in 1997 only 50% of youth admitted between January
1993 and May 1995 received any follow-up care. Actua basdline was determined by FY 1999
Indicator 9 and reported below. A basdline assessment for abstinence rates following discharge
will be collected during FY 2000 for comparison in FY 2001.

Typeof Indicator: Process/Impact

Linkages: Thisindicator supports the Secretary’ sinitiative to Prevent Y outh Substance
Abuse, the DHHS Strategic Plan, Strategic Objectives 1.4 Curb Alcohol Abuse, 1.5 Reduce the
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llicit Use of Drugs, 3.2 Increase the Availability of Primary Health Services, 3.6 Improve the
Health Satus of American Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt
of Quality Health Care Services. Thisindicator also directly supports HP 2010 objective 26-10
(Substance Abuse: reduce youth use of illicit substances).

Program Performance FY 1999: The FY 1999 performance measure was to determine the
rates and intengty of follow-up care for adolescent discharged from IHS supported RTCs. This
was accomplished and is continuoudy being updated through the ongoing use of the evauation
ingrument that has been implemented. Based on this approach, the overal follow-up rate within
the criticd first 30 days was 64.5% for the 815 youths discharged from the 12 RTC in FY 1999.
This rate drops to 55.2% for those who receive follow-up at 30 days and at least a second follow-
up by 6 months, and down to 40.9% for those who receive follow-up contacts at 30 days, at least
a second follow-up by 6 months, and at least athird at 12 months after discharge.

Indicator 10: Reducetheincidence of Fetal Alcohol Syndrome by increasing the
proportion of I/T/U prenatal clinics utilizing a recognized screening and case
management protocol(s) for pregnant substance abusing women by 10% over the
FY 2000 level.

Rationale: Surveillance conducted at 2 IHS Areasindicated Fetal Alcohol Syndrome (FAS)
rates exceeds generd population rates (2.3 and 2.7/1000 live births vs. 0.6/1000 live births
approximately). The Ingtitute of Medicine 1996 report on FAS includes case identification and
appropriate intervention and trestment of a maternal acohol abuse asa critica part of FAS
prevention. Thus, the purpose of thisindicator isto assure that providers consstently screen and
make gppropriate referrds for women at risk. The written protocol makes this more likely
because these efforts become part of the local quality assurance process. However, successtul
implementation of such a process requires staff training as well as cooperation from tribes and
local governing bodies and thus requires resources and time.

Approach: Thel/T/Uswill be responsible for reporting via survey to be conducted by the
Divison of Clinica and Prevention Services, Office of Public Hedth relative to the
implementation of protocols. Resources for anadlyss may be required from other divisons within
the Office of Public Hedlth. The Prenatal Health Assessment (PHA) screening insirument was
developed in the Aberdeen IHS Areawith the Centers for Disease Control and Prevention. A
curriculum for utilizing the instrument in prenata clinics and deve oping case management
systems has been piloted in that Areain FY 1998. In the Aberdeen Ares, there are numerous
clinics and hospitals that are currently using the protocols. In FY 1999 the protocols will be
piloted in two new Areas. This screening instrument is one of severd recognized protocols
which are being encouraged for usein I/T/U programs to assure the routine prenatd substance
abuse screening and case management tailored to the resources of each site. The PHA is
currently being reviewed by the Medica Records and will be provided for use nationdly by the
IHSend of FY 1999. A basdinewill be established viathe survey in 1999 and repeated in 2000.

Data Source: Survey and possbly RPMS
Baseline: Determined by FY 1999 Performance Indicator and reported by March 2000

Type of Indicator: Process
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Linkages: Thisindicator supportsthe DHHS Strategic Plan, Strategic Objectives 1.4 Curb

Alcohol Abuse, 1.5 Reduce the Illicit Use of Drugs, 3.2 Increase the Availability of Primary
Health Services, 3.6 Improve the Health Satus of American Indians and Alaska Natives, and 4.2
Reduce Disparitiesin the Receipt of Quality Health Care Services. Thisindicator dso directly
supports severa HP 2010 objective 16-16 (Maternd, Infant, and Child Hedlth: Fetd Alcohol
Syndrome).

Program Performance FY 1999: The FY 1999 performance measure was to determine the
percentage of prenatd dlinics utilizing screening and case management protocol for pregnant
substance abusing women.  Areareports will be compiled by March 2000.

Indicator 11: Reduce dental decay rates by improving water fluoridation
compliancein FY 2001 by 10 % over FY 2000 levelsfor Areasparticipating in
IHSCDC Fluoridation Survelllance Demonstration Project.

Rationale: Fluoridation is one of the most cost effective public heath measures for reducing
the prevaence of dental decay in al age groups. Cogts range from a mean of 31 cents per person
per year to $2.12 per person in communities with less than 10,000 people. For many Indian
communities, the cost may be up to $5 per person per year since most of the water systemsin
Indian country serve less than 1,000 people. It has been estimated that for every dollar spent on
fluoridetion, thereis a$50 savingsin denta trestment. Fluoridation of community drinking

water isamgor factor responsible for the decline in dental caries (tooth decay) during the
second hdlf of the 20™ century. 1na1991 oral hedlth survey conducted by the Indian Hedlth
Service, there was a 31% decline in caries rates in adolescent children in those communities with
accessto fluoridated water. However, despite the known benefits of fluoridation, the number of
fluoridated water sysemsin Indian country has declined by 200% over the last five years. This
decline in systems has had an adverse impact in the percent of the population that needs the
benefits most and are now recalving the least benefits from this proven public health measure.

Approach: The IHS Dental Program, Office of Environmental Hedlth and Engineering Branch,
and the Centers for Disease Control and Prevention's Division of Oral Hedlth will enter into a
cooperative agreement to support a demondtration fluoridation project in the southwest region.
A fluoridation specidist will provide training and technica assstance to those tribes who want to
fluoridate their community water sysems. The concept of having an individud available to
travel ongte and trouble-shoot problems and solve them with the water operator present has
tremendous potentid for learning and support of these individuals working in very isolated aress.
The circuit rider will dso monitor the monthly results and report them to a central data source.
Thiswill dlow abetter process for survelllance. The circuit rider will o train the operatorsin
repair and maintenance of the equipment and help identify resources for needed equipment
replacement. The circuit rider concept will dso help demongtrate amoded for small systems that
can be applied to other rura areas as a cost-€effective method for assuring the benefits of
optimally fluoridated weter to less populated communities.

Data Sour ce: IHS Fuoridation Surveillance System and database are maintained at HQW.



Baseline: In FY 1997, 28 percent (96/340) of the tribally managed fluoridated water
sysemswerein compliance. FY 1997, 39 percent (40/103) of the systemsin the Phoenix,
Albuquerque, Navg o, Albuquerque and Tucson Areas (southwest region) were in compliance.
Typeof Indicator: Impact

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase

the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives, 4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce
Disparitiesin the Receipt of Quality Health Care Services. It aso addresses HP 2010 objective
21-9 (Ord Hedth: community water fluoridation).

Program Performance FY 1999: No FY 1999 indicator.

Indicator 12: Improve oral health status by assuring that at least 25% of the AI/AN
population obtain accessto dental servicesduring FY 2001.

Rationale: Available evidence supports that people who utilize dental services annudly have
improved ord hedth status compared to those who do not. The growing Al/AN population has
resulted in higher demands for dental care and this problem has been compounded by increasing
difficultiesin recruiting dentists. As aresult, there has been dmost a 10% reduction in the

percent of the AI/AN population annudly receiving dental servicesin recent years. Restoring
access to both primary and secondary treatment and preventive services can lessen the disease
progresson. Improving access and thus increading utilization of dental services can aso resultin
less codtly care, improved ord hedth status, and qudity of life. The IHS will be conducting a
program-wide oral health survey in FY 1999 and FY 2000 to determine current ord hedlth status
of the AlI/AN population, in light of reductionsin accessto care,

Approach: Providing accessto careis directly dependent upon the denta care resourcesin a
community which include adequate numbers of dental providers and facilities, and their
efficiency in providing services. The requested denta funding enhancements for FY 2001 will
be used to increase access to dental services through a combination of drategies that include:

= increasethe I/T/U dental workforce by increased effectiveness in the recruitment of staff to
fill vacant and newly funded denta positions using advance communications technologies,
greater use of dternative pay systems, and expanded loan repayment opportunities.

increase retention and productivity of denta providers through the expans on/enhancement of
support centers to provide training and technica assstance to enhance efficiency and
effectiveness of preventive and clinical care, and restoration of short and long-term staff
training opportunities.

update and smplify the automated denta record keep system to enhance clinicd efficiency
and planning and eva uation capaility.

expand essentia dental specidty services through contracts with the private sector.
target specific populations, (i.e., school-age children, digbetics or other specid target

groups), utilizing third party payers, and identifying Medicaid-€digible families which would
result in increased resources to hire additional staff.
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For the numerator of this caculation, the dental program will count the number of patients who
access |/T/U and contract systems through the dental exam and firgt visit procedure codes within
the Dental component of the PM S patient data record as avaid proxy measure of annual dental
care utilization. The denominator will be the IHS three-year user population.

Data Source:  IHS Dentd Data System component of the RPMS.
Baseline: FY 1998 = 24.5%

Type of Indicator: Process

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase

the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services,,
Thisindicator also reates to the HP 2010 objectives 13.12 (Oral Hedlth: referral and follow-up:
children) and 21-10 (Ora Hedlth: use of ord hedth care system).

Program Performance FY 1999: The FY 1999 indicator committed to achieving the target
levd of 21% of the AlI/AN population receiving dentd services. This performance measure has
been achieved, but the god was selected when preliminary data analyses for FY 1998 indicated
that dental access had fallen to under 20%. Follow-up effortsto identify missng data through

the verification of Area data submissions resulted in arevised accessrate for FY 1998 of 24.5%.
However, because vacancy rates for dental positions had increased dramatically in FY 1999 to
the highest levelsin history and approaching 20%, the target of 21 % was consdered appropriate
(see Section 1.4 Recruitment and Retention of Health Care Providers on page 15 in this
document for a discusson of factors contributing to this problem).

Preliminary anadyses of FY 1999 data show that access to dentd care was 23%, and the number
islikdy to grow dightly when find missng data are secured.

Indicator 13: Reduce children's dental decay by assuring that the per centage of
AI/AN children 6-8 and 14-15 year swho have received protective dental sealants on
permanent molar teeth in FY 2001 isincreased by 3% over the FY 2000 level.

Rationale: Denta sedants, arecognized standard of dental care, are an effective measure for
reducing denta decay rates in children and can be effectively applied by dental auxiliaries at
relaively low cogt. Sedants and fluorides can prevent dmost al tooth decay and play arole
amilar to vaccinations. Because surveys of AI/AN children’s ord hedlth satus have consstently
identified sgnificantly higher decay rates than the U. S. genera population, sedlants are essentidl
to reducing the ravages and codsts of treating denta decay. The IHS Dentadl Program was one of
the few dentd programs in the nation to have achieved the HP 1990 and 2000 dental sedlant
objectives. However, based on FY 1999 IHS Oral Health Survey, no significant progress has
been achieved since the FY 1991 IHS Ora Hedth Survey and coverage actually declined for the
younger age group, probably driven by an increasing difficultiesin the recruitment and retention
of dentigts.

Approach: Locd dentd clinics are respongble for implementing/maintaining effective and
efficient sedant programsthat are either school-based or school-linked and targeted for children
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ages 6-14 years (to coincide with the eruption of first and second permanent molar teeth). Use of
aspecialized procedure code, which was created specificaly to measure use of sedantsin
school-age children, will engble local programs to track progressin meeting this objective. The
Dentd Data Software package in the RPM S environment can capture the number of children
examined and the number of children who receive dental sedlants on a quarterly and annua basis
and thus document trends.

Data Source: IHS Dentd Data System component of the RPMS.

Baseline: Based on FY 1999 IHS Ord Hedth Survey: 38.8% for 6-8 age group and 66.8% for
14-15 age group.

Typeof Indicator: Impact

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.2
Increase the Availability of Primary Health Services, 3.6 Improve the Health Status of American
Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care
Services. Theindicator aso addresses the HP 2010 objective 21-8 (Ord hedth: dentd sedants).

Program Performance FY 1999: The FY 1999 performance measure was to assure that the
percentage of children 6-8 and 14- 15 years who have received protective denta sedants on
permanent molar teeth was restored to at least 90% of the FY 1991 IHS Oral Health Survey
levd. This performance measure has been achieved for both age groups, dthough in terms of the
origind proposed target levelsfor the 6-8 age group. not based. The rates from the FY 1991
survey had originaly been reported to be 57% for the 6-8 age group and 64% for the 14-15 age
group. However, the gatistician who andyzed both surveys identified one sgnificant error in

the 1991 analysis for the 6-8 age group and alesser error in the 14-15 age group in the process of
running comparison analyses. The data presented for the 6-8 age group from FY 1991 was
actudly only for the 7 and 8 year olds and had been printed in the monogram in error for 6-8

year olds. The finding for the older age group dso changed dightly because the origind

cdculation presented in the monograph had some missing data.

When the analyses for sedlant assessment between the FY 1991 survey and the FY 1999 survey
were standardized for valid comparisons, the rates for the FY 1991 survey were 40.1% for the 6-
8 year olds and 65.5% for the children 14-15 years. Based on the FY 1999 IHS Oral Hedlth
Survey, of the 1479 children 6-8 yearsin the survey, 38.8% had sedants and of the 831
adolescents 14-15 yearsin the survey, 66.8% had sedlants. Thus, both age groups exceeded the
god of 90% of the FY 1991 level with the 6-8 year olds at 97% and the 14-15 year age group at
102 %.

Indicator 14. Reducetheincidence and consequences of family violence, abuse,
and neglect by assuring that in FY 2001 at least 80% of 1/T/U medical facilitieswith
Urgent Care or Emergency departmentsor serviceswill have written policies

and proceduresfor routingy identifying, treating and/or referring victims of family
violence, abuse or neglect (i.e, child, spouse, and/or elderly).

Rationale: Family violence victims come to the hedth care sysem with avariety of physicd
injuries, illnesses or medica conditions directly related to abuse. The umbrella of family
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violence includes child, spouse or elder abuse and/or neglect. Expertsin the field of family
violence have identified an important link between violence againg women and the abuse of
ther children. Research indicates that children who witness violence in the family are affected
in the same way as children who are physically and sexudly abused (Goodman and Rosenberg,
1987). The propengty for family violence can extend to older members of the family (parents,
grandparents, aunts, uncles) living in the home. The consequences of family violence can be
seen in physical, psychological and cognitive results such as intentional and unintentional
injuries, detachment, avoidance, depression, and suicida ideation.

Thus, the purpose of thisindicator isto assure that providers consstently screen for indications
of violence, abuse or neglect and making appropriate referras. The written protocol makes this
more likely because these efforts become part of the loca quality assurance process. However,
successful implementation of such a process requires saff training as well as cooperation from
tribes and local governing bodies and thus requires resources and time.

Approach: The Menta Health and Socid Service program will work with IHS Area Offices to
assure that staff are appropriately trained and local policies and procedures are established for
these hedlth concerns. Triba and urban programs will aso be encouraged to address these areas
and IHS will respond to requests for assistance. Exiding funds and staff will be utilized.
Achievement of the indicator will assure locd identification of family violence and those
appropriate services for prevention and treetment of family violence, including the perpetrators,
the individua victims, as well as the families and communities which suffer the consequences.

Data Source:  Annud survey and/or progress review by IHS Area and Headquarters staff.

Baseline: Determined in FY 1998 to be at 47%. At that time 31 of 66 IHS Service Units had
Policies and Proceduresin place to address this indicator.

Type of Indicator: Process

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 2.4 Improve

the Safety and Security of Children and Youth, 3.2 Increase the Availability of Primary Health
Services, 3.6 Improve the Health Status of American Indians and Alaska Natives, and 4.2 Reduce
Disparities in the Receipt of Quality Health Care Services. Thisindicator also addresses severa

HP 2010 objectivesin Focus Area 15: Injury and Violence Prevention.

Program Performance FY 1999: The FY 1999 performance measure was to assure that at
least 50% of I/T/U with urgent care or emergency departments would have written policies and
procedures for routingly identifying, treating and/or referring victims of family violence, abuse

or neglect. This performance measure was achieved as documented in a survey of 223 clinics
and hospitas that showed that 64% had written policies and procedures for domestic violence.

In addition, this survey demongtrated that clinics with policies and procedures in place were 2.36
times more likely to regularly screen patients for violence, abuse, and neglect.

Indicator 15: Toimprove mental health planning and evaluation, increasethe
number of I/T/U programs utilizing the Mental Health/Social Services (MH/SS) data
reporting system during FY 2001 by 10% over the FY 2000 rate.
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Rationale: Theimplementation of the MH/SS data reporting system will provide the vehicle for
collection of basdine morbidity, mortdity, services and workload data for IHS. Audits of the
exigting I/T/U data systems have documented both under-reporting and lack of specificity of
mental hedlth related conditions reported and services provided. Thus, the continued
implementation of this management information system tool will provide a plethora of basdine
formation that will enhance and complement nationa private and public outcomes monitoring
efforts and allow congstent reporting, data aggregeation for planning, managed care, and more
effective billing and collection for services. This objective is aso essentia for monitoring many
of the HP 2010 objectives addressing “Mental Health and Mental Disorders.” The proposed
implementation level of an addition 10 percent of 1/T/U Stesis based on the resources available
to provide the incremental hardware and software upgrades, as well as staff training.

Approach: Accomplishment of thisindicator is contingent on severd factors. The
implementation of the RPM S data system should be mandatory and a priority within the IHS
service system. Responsibility for the maintenance of the data system will be shared by the
MH/SS program and Divison of Information Resources, to assure clinicd, technica and
adminidrative vighility.

Data Source: MH/SS component of RPMS.

Baseline: FY 1998 estimate of IHS program usage of MH/SS system is 40-45 % of the I/T/Us.

Type of Indicator: Process

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 2.4 Improve
the Safety and Security of Children and Youth, 3.6 Improve the Health Status of American
Indians and Alaska Natives, and 5.1 Improve Public Health Systems Capacity to Monitor the
Health Satus and Identify Threats to the Health of the Nation's Population. Thisindicator dso
supports several HP 2010 objectives in Focus Area 18: Mentd health and Mental Disorders.

Program Performance FY 1999: The FY 1999 performance measure was to assure that at
least 50 percent of 1/T/Uswould have implemented the use of the MH/SS data reporting system.
This measure has been achieved, with 115 of 227 1/T/U programs or 51% having implemented
this system according to Area Information Systems Coordinators (ISCs). The breakdown by
type of program is 85% for IHS run programs, 35% for triba programs, and 60% for Indian
urban programs. Expanding the use of this system continuesto be a crucid component of the
overd| Behaviord Hedlth efforts throughout the IHS, including triba and urban programs.

Indicator 16: Toimprove planning and better definethe needsand health
conditions of urban Indian people, at least 30% of the Urban Indian health care
programswill have implemented mutually compatible automated information
systems which capture health status and patient care data by the end of FY 2001.

Rationale: Adeguate hedlth status and hedlth services data are essentid for the effective
planning and management of any hedth care ddivery sysem. Currently Urban Indian hedth
programs capture data under the Urban Common Reporting Requirements (UCRR). These data
are not currently compatible with other IHS hedlth services data sets and only of limited use for
the purpose of hedth systems management. Thus, the large urban AI/AN population has been
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minimally represented in AI/AN datasets. The proposed implementation level of 30 percent is
based on a schedule to provide the incrementd hardware and software upgrades as well as urban
program geff training.

Approach: A workgroup has been formed, comprised of Urban Programs health directors to
review and revise the UCRR. The revised UCRR will capture an expanded set of datathat are
compatible with the IHS RPM S System, as well as provide loca urban program managers better
information about the health status and hedlth services provided to ther clients. Until a
comprehensive needs assessment is completed it is difficult to estimate the resource requirements
of this project; however, atemptswill be made to, where feasible, avail the IHS RPM S system to
urban programs so that systems are not duplicated. These indicators were developed to help
monitor successful development of then updated urban data reporting system.

Data Source: Sdf-report of Urban health programs.
Baseline: No Urban Indian Hedth Programs with compatible information systemsin FY 1998.

Type of Indicator: Process

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.6 Improve

the Health Status of American Indians and Alaska Natives, and 5.1 Improve Public Health
Systems' Capacity to Monitor the Health Satus and Identify Threats to the Health of the Nation's
Population and directly addresses the HP 2010 objective 23-4 (Public Hedth Infrastructure: data

for select populations).

Program Performance FY 1999: The FY 1999 performance measure was to develop the
Specification and implementation plan for an automated mutualy competible information system
which captures hedlth status and patient care data for Indian Urban hedlth care programs. This
measure was accomplished by the writing of the Indian Urban Program Data Plan that was
developed by an Indian Urban workgroup with the ass stance from an informeation technology
consultant. The plan includes full specifications for hardware and software to support a mutualy
compatible automated information system that captures hedlth satus and patient care data.

Indicator 17: To assure high quality health care, maintain 100% accreditation of all
IHS hospitals and outpatient clinicsduring FY 2001.

Rationale: The accreditation of IHS hospitas and clinics represents perhaps the most objective
and respected measure of hedth care qudity. In addition, accreditation is essentia for
maximizing third-party collections, and contributes directly and indirectly to many other
indicators presented in this plan.

Approach: Thelocd I/T/U multidisciplinary team gpproach to accreditation and ongoing
quality management has been the maingtay of successin thisimportant activity. Additiond
support and guidance from Areas and Headquarters staff will continue to support this indicator.
Thiswill be one of the most demanding indicators to meet given the proposed funding levels
available to support the backlog of hedlth facilities maintenance, improvement, and renovation
that is critica to accreditation. The accrediting body most frequently used is the Joint
Commission on the Accreditation of Hedlth Care Organizations (JCAHO).
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Data Source: 1HS compiled database generated from accreditation reports.
Baseline: 100% accreditation of IHS hospita's and outpatient clinics for FY 1997-98.

Type of Indicator: Process

Linkages: Thisindicator supports the Secretary's initietive to improve health care quality and

the DHHS Strategic Plan, God 4, Improve the Quality of Health Care and Human Services, and
Strategic Objective 3.6 Improve the Health Satus of American Indians and Alaska Natives and
broadly supports severa HP 2010 objectivesin Focus Area 1: Access to Quality Hedlth Services.

Program Performance FY 1999: Thisindicator has been met as stated for IHS managed
programs. A small isolated triba program in the Phoenix Area, however, did not receive
JCAHO accreditation as part of the Area-wide accreditation review in June 1999. The IHS
accreditation level would be 98,7% for FY 1999 if tribd programs were included in the
cdculation. Furthermore, despite this one deficiency, the overdl review of the Phoenix Area
was very affirming for the IHS. At the closeout session the JCAHO review team leader stated
that from his experience and the team'’s experience, the IHS program of the Phoenix Areawas the
best rurd hedth care system in the United States that they had ever been involved with.

Indicator 18. By theend of FY 2001, improve |HS-wide consumer satisfaction by
5% over the FY 2000 baseline level.

Rationale: Assessing consumer satisfaction is fundamentd to qudity management and
required for accreditation of hospitalsand clinics.  Furthermore, it is essential to meseting the
President’ s Executive Order on “ Setting Customer Service Standards’ and the Secretary’s
initiative on improving the qudity of hedth services.

Approach: InFY 1999 the IHS submitted a comprehensive culturally sensitive consumer
satisfaction survey ingrument for OMB clearance. In FY 2000 the instrument will be used to
identify basdline scores for IHS hospitas and clinics. The strategy will be to survey patients
(clients) in asampling format to assess their views on various aspects of the services delivered,
the manner in which the services are delivered, and provide the opportunity for offering
suggestions for change or improvement. The information gathered will be analyzed and various
local, Area-wide, or nationd palicies or procedures will be consdered for revision based on the
findings. InFY 2001 the survey will be repeated to assess whether improvements have been
redized.

The responsible parties for implementation are the loca 1/T/U service Steswith assstance from
the IHS Area office Saff. The loca staff will be part of theloca qudity assurance program and
the aggregate staff will be part of the IHS epidemiology centers/program. Continued
responsiveness to the patients and the AI/AN communities will be dependent (in part) on the
achievement of thistarget.

Data Source: IHS Consumer Setisfaction Survey

Baseline: To be determined with initid FY 2000 survey
51



Type of Indicator: Process

Linkages: These indicators support the Secretary'sinitiative to improve hedth care quaity
and the DHHS Strategic Plan, God 4, Improve the Quality of Health Care and Human Services,
and Strategic Objective 3.6 Improve the Health Satus of American Indians and Alaska Natives.

Program Performance FY 1999: The FY 1999 indicator was to develop and submit apre-
tested culturally sensitive consumer satisfaction instrument to OMB for clearance by the end of
FY 1999. The Survey insrument has been developed, revised through the use of focus groups,
and additionally pre-tested. The agency adminidrative staff is currently in the end stages of
refining the overal clearance package for fina submission to the Office of Management and
Budget for authorization for actua implementation the latter part of this FY 2000.

In anticipation of a successful clearance and gpprova of the survey insrument, the agency has
initiated program plans to enable the use of the survey ingrument in each of the Indian Hedth
Service clinics and facilities over atwo year period. A nationd steering committee has been
formed with five (5) members and two (2) saff. Feld liaisons from each of the Areasin the
Indian Hedlth Services where IHS hedlth facilities are located have been identified. A draft plan
isbeing formulated for use in August 2000. Discussions regarding the cost have been ongoing
and will be formdized whenthe draft plans are approved.

The ingruments was developed and pre-tested but difficulties in preparing the OMB clearance
package have delayed the submission process. However, the IHS will soon submit the package
to OMB and may ill be able to meet the FY 2000 measure of collecting a basdine assessment
in late FY 2000, after OMB clearance has been obtained.

52



FY 1999 Performance Summary Table 2:
Prevention Indicators

Performance I ndicator FY Targets Actual Reference
Performance
Indicator 19: Increase the total Total Visits P: p.55
number of public health nursing FY 0L +7% increase over FY 00 FY oL B: p. IHS-76
services (primary and secondary FY 00: +7% over FY 97* FY 00
treatment and preventive services) FY 99: no indicator FY 99
provided to individualsin all FY 97: total visits 339,283
settings and the total number of baseline
home visits. Home Vidts
FY 0L +7% increase over FY 00 FY oL
FY 00: +7% over FY* FY 00:
FY 99: no indicator FY 99
FY 97: home visits 119,482
baseline
Indicator 20: Increase the FY 0L +2% over FY 00 level FY 0L P: p. 56
proportion of AI/AN children who FY 00: +2% over FY 99 level* FY 00 B: p. IHS-76
have completed all recommended FY 99: 91% FY 99: 87% p. IHS-37
immunizations by the age two. FY 98: 88% (baseline)
Indicator 21: Increase overall FY 0L +2% over FY 00 level FY oL P. p. 57
pneumococcal and influenza FY 00: 65%* FY 00: B: p. IHS-76
vaccination levels among diabetics | FY 99: noindicator FY 99: 3/00 p. IHS-36
and adults aged 65 years and older. FY 98 63% baseline
Indicator 22: Reduce the number Hospitalizations P: p. 58
of unintentional injuriesfor AI/AN FY 01: 70 per 10,000 FY OL: B: p. IHF-52
people. FY 00: 71.5 per 10,000* FY Q00
FY 98: 72.5 /10,000 hosp.
FY 96: 74.7/10,000 hosp.
Deaths
FY 99: 93/100,000 FY 99: 12/02
FY 94-96: 92.6/100,000 deaths
Indicator 23: Increase percentage FY 0L: 50% of I/T/Usimplem. FY 0L P: p. 60
of I/T/Usthat have implemented a FY 00: no indicator FY 00: B: p. IHS48
suicide surveillance system to FY 99: no indicator FY 99
monitor the incidence and FY 98: estimated 25%
prevalence rates of suicidal acts
(ideation, attempts, and
completions) which assures those at
risk receive services, and that
appropriate popul ation-based
prevention interventions are
implemented.
Indicator 24: Establish model FY 0L 5 sites established FY 0oL P: p. 61
fitness programs at either IHS Area | FY 00: no indicator FY 00: B: p. IHS-110
Officesor the I/T/U level. FY 99: no indicator FY 99

FY 98. one site established
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Performance I ndicator FY Targets Actual Reference
Performance
Indicator 25: Maintain ongoing FY 0L implement program and FY 0L P: p. 62
body massindex (BMI) assessments monitor pilots and B: p. IHS34
in AlI/AN children 3-5 years old comparisons sites p. IHS-37
and/or 8-10 years old, for both FY 00: develop five pilot sites* FY 00: p. IHS-130
intervention pilot sites and non- FY 99: devel op approach and FY 99: approach and baseline
intervention comparison sites, as baselines accomplished
part of an overall assessment of the
ongoing childhood obesity
prevention project's effectiveness.
Indicator 26: Develop at least five FY 0L establish five tobacco FY oL P. p.64
regional tobacco control centersto control centers B: p. IHS-35
assist AI/AN health facilities and FY 00: establish baselineratesfor | FY 00: baseline p. IHS-136
organizations with tobacco tobacco usage
prevention and cessation activities. | FY 99: no indicator FY 99
Indicator 27: Implement local FY 0L: 50% implement needs FY 0L P. p. 65
needs assessment to address assessment in 50% of B: p. IHS-68
HIV/AIDSinfectionin AI/AN I/T/Us
communities. FY 00: establish baseline rates FY 00: baseline
FY 99: no indicator FY 99
Indicator 28: Develop FY 0L 90% of communities FY 0L P: p. 66
environmental health surveillance assessed B: p. IHF-51
system. And complete community FY 00: develop surveillance FY 00:
environmental assessmentsin 90% protocol and plan*
Al/AN communities. FY 99: no indicator FY 99: no reliable baseline & no
surveillance system in place
Total Prevention Funding : FY O1: $123,243,000 P: page# in
FY 00: $109,216,000 perform. plan
FY 99: $102,712,000 B: page#in
FY 98 $99,647,000 budget justif.

* indicatesrevised FY 2000
measure, see Summary of
Changes Table on pages 87-70




B. FY 2001 Prevention | ndicators:

Indicator 19: Improvethe health status of American Indian and Alaska Native
people by assuring that during FY 2001, the total number of public health nursing
services (primary and secondary treatment and preventive services) provided to
individualsin all settings and the total number of home visitsareincreased by 7%
over the FY 2000 workload levels.

Rationale: Public Hedth Nurang (PHN) isthe integration of nursaing practice and public hedth
practice applied to the prevention of disease and the promotion and preservation of the health of
Indian population. The nature of this practice is continuous and comprehensve, induding dll
program areas and diagnogtic groups. This includes primary and secondary trestment and
preventive services, counsding, education, community development and referra follow-up.
Many of the successes in Indian health such as decrease in infant mortality, high immunization
rates, and increased prenatal care are attributed to the efforts of public hedlth nursing.

The unique qudity of PHN serviceisthat care can be provided in any setting where the patient is
accessble. Thisisespecidly effective for high-risk patients and families (e.g., substance

abusing prenatd patients, infectious communicable disease cases, families with dysfunctiond

life gyles, etc.). Settings include homes, schools, jalls, bars, and other community locationsin
addition to the hedth clinic. The ability to meet the patient in their own environment alowsthe
PHN to fully assess socioeconomic and qudlity of life varigbles that affect hedth status and
facilitates rapport with patients who often distrust the formal heslth care system.

Approach: The population base for public health nurang servicesisthe IHS census population
resding within the officid boundaries of the Area. The PHN/RRM standard indicates that PHN
program addresses the needs of the community and therefore the gppropriate target population is
census population. However in some service units, the user population is greeter than the
reported census population, in these cases, the Indian user population is used as an estimate of
the service population to reflect PHN service to both stable community and transient populations.

Providing access to PHN servicesis directly dependent upon the community based resourcesin a
community that includes adequate numbers of PHN providers. Strategies for increasing care and
its effectiveness includes targeting high-risk patients based on community epidemiologica data
and improving access for these targeted populations, (i.e., children, pregnant women, elders,

etc.).

The percentage of population served by PHNsin any setting will be calculated by using tota
individuals served by the PHN in any location for the numerator and the greater of IHS Service
Areaor IHS user population for the denominator. The percentage of population served by PHNs
in the home setting will be calculated by using totd individuds served by the PHN in the home
location for the numerator and the greeter of IHS service areaor IHS user population for the
denominator.

It isanticipated that with the requested FY 2001 funding at least 25 additiond public hedth
nurse pogtions will be placein thefied. This projected increase in staff reflects direct sdary
and benefit costs in addition to supporting services of secretaries, supplies, trangportation, and
conaultation support centers. The projected increase in workload is at least 32,500 additional
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patient services with at least 9,000 being in the home setting. PHN expert opinion and anecdotal
higtorica performance standards reflect 1000 total visits per PHN as aminimaly acceptable
dandard. A sgnificant percent of these totals should be outside the hedlth care facility.

Baseline: FY 1998 and 1999 workload will be reviewed and analyzed to define the baseline for
the objective. Totad nationd patient workload for FY 1997 is 339,283 and home visit workload
15119,482. Preliminary data analyss shows 26% of the Indian user population received PHN
service in any setting and 9% of the Indian user population received PHN service in the home
setting. This, however, was based on totd visits rather than individuas served and, thus, would
include duplicate patient counts. Because many triba programs do not report PHN staffing or
workload, this data too is considered estimated.

Specific data from one Area specific to individuals served in FY 98 shows 30% of user
population receiving PHN sarvice in dl setting and 4% of user population receiving PHN service
in the home setting. These are unduplicated counts. 1t dso shows an average of 1510 totd vidits
per PHN, 304 home vidts per PHN, and 833 totd individuals served per PHN.

Data Sour ces. IHS PCC, IHS service population and user population estimates, IHS Program
Statigtics Team.

Typeof Indicator: Process/Impact

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase

the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care Services.
It also broadly supports a multitude of HP 2010 objectives.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 20: Reduce the incidence of preventable diseases by increasing the
proportion of AI/AN children who have completed all recommended immunizations
for ages 0-27 months (asrecommended by Advisory Committee on Immunization
Practices) during FY 2001 by 2% over the FY 2000 rate.

Rationale: Immunizations are one of the most cost- effective public hedth measures avalable
for improving hedth outcomesin children and are a recognized standard of care and
immunization rates are a recognized standard of public hedth. Thus, vaccination coverage rates
are a sengtive measure of the status of public health services and are essentid in supporting the
Secretary’s Children’sInitidive.

Approach: Percent of children vaccinated appropriately for age will be calculated for a
representative sample of IHS service population children from each Area Vaccines evauated
include polio (IPV),Diphtherial Tetanusg/Pertusss (DTAP), MeadessMumps/Rubdla (MMR),
Haemophilusinfluenzae type b (HIB), Hepdtitis B (HBV), and HepatitisA (HAV). IHS
completes these surveys on a quarterly basis. IHS will be primarily responsible for completing
the surveys.

Data Source: IHS patient care records and public hedth nursing records.
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Baseline: 87% based analyses of FY 1999 data.

Typeof Indicator: Impact

Linkages: Thisindicator supports the Presdent'sinitiative on childhood and adult
immunizations and the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availability
of Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska
Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care Services. It dso
directly addresses the HP 2010 objectivesin Focus Area 14: Immunizations and Infectious
Disesses.

Program Performance FY 1999: The FY 1999 performance measure was to increase the
proportion of AlI/AN children who have completed al recommended immunizations by the age

of two by 3% over the FY 1998 level which was 88%. When cdculated asit wasin FY 1998, the
FY 1999 immunization rate for children is 89% or 2% under the god. When calculated to

include an Areathat did not submit for last year's caculation the rate drops to 87%.

The reasons contributing to not meeting this performance measure include:

= high vacancy rates for hedth care providers, particularly nurses and public hedth nurses

= continued growth of new recommended vaccines make expanding coverage increasingly
difficult

= ggnificant turnover of Areaimmunization coordinators has resulted in disruption in attention
to immunizations

The turnover of Areaimmunization coordinators has a least temporarily been resolved and the
IHS isworking to address the recruitment and retention problems. For amore detailed
discussion of thisissue, see the section titled Recruitment and Retention of Health Care
Providers on page 15 of this report.

Indicator 21: Reducetheincidence of preventable diseases, by increasing
pneumococcal and influenza vaccination levels among adult diabetics and adults
aged 65 yearsand older by 2% over the FY 2000 rates.

Rationale: Immunizations are one of the most codt- effective public health measures available
for improving hedth outcomes. In addition, adult vaccination coverage rates are a sendtive
measure of the status of clinica preventive services and are essentid in supporting the
Secretary’ sand IHS Director’ s der hedth initiatives. Thisindicator aso directly supports the
HP 2010 “Immunizations and Infectious Diseasg’ objectives.

Approach: Pneumococca and influenza vaccination coverage rates will be calculated for a
sample of IHS service population diabetic adults aged 65 years and older in each Area. These
rates are to be collected and caculated by the Service Unit, Area, and Headquarters by diabetes
personnd as part of the routine diabetes audit.

Data Source: IHS patient care records and public heath nursing records.

Baseline: FY 1998 rate for adults receiving both influenza and pneumococcal vaccines was 63%.
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Typeof Indicator: Impact

Linkages: Thisindicator supports the Presdent's initiative on childhood and adult

immunizations and the DHHS Strategic Plan, Strategic Objectives 2.5 Increasing Opportunities

for Seniorsto Have an Active and Health Aging Experience, 3.2 Increase the Availability of
Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska Natives,
and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services. It dsodirectly
addresses the HP 2010 objectives in Focus Area 14: Immunizations and Infectious Diseases.

Program Performance FY 1999: No FY 1999 Indicator

Indicator 22: Reduceinjury-related hospitalizationsfor AI/AN peopleto no
mor e than 70 per 10,000 peoplefor FY 2001.

Rationale:  Injuries are aleading cause of hospitdization for AI/AN people rdative to morbid
events. Annudly, forty Six percent (46%) of the Years of Potentia Life Lost (YPLL) for AI/AN
people are the result of injuries. Furthermore, injuries are the number one cause of mortaity for
AN/AN people for ages 1-44 years and second for overall death rates. The IHS spends more
than $150,000,000 annudly for the treatment of non-fatd injuries. The single largest

expenditure of contract medica care funds are for the trestment of injuries. However, the
systematic implementation of safety protocols through partnerships with tribes and outside
agencies has demondrated significant improvementsin injury rates across AI/AN communities
and will serve as mode s for further diffusion of these technologies.

Approach: The IHS has assigned a Principd Injury Prevention Consultant, in the Office of
Public Hedlth, at Headquarters who coordinates activities and resources with specidly trained
Injury Prevention Specidigts at the Area, Didtrict, Service Unit and tribal levels. This program
employs acommunity empowerment model based upon Dr. John Farquar’ swork at Stanford
Universty (1985). Primary program emphassis directed to building the capacity of tribesto
recognize severe injury problems and employ evidence-based strategies to prevent or otherwise
control injury outcomes. The Complete Injury Prevention Program mode developed by IHS is
the cornerstone of community-based intervention measures.

The IHS Five-Y ear Injury Prevention Strategic Plan identified the need for basic capacity
building and invesments in triba and Federd infrastructures for the development of effective
injury prevention programs. Since 1990, Congress has gppropriated over $3.5 million to injury
prevention programs and competitively based intervention projects. 1n 1997 the Director, IHS,
supported a nationa demondration grant announcement for basic public hedth infrastructure
projects within tribes. Approximately $300,000 is awarded for the 13 triba project sites. In
addition to these projects, literdly hundreds of Indian communities and Alaska Nétive villages
are implementing proven injury prevention strategies associated with safe home and
communities.

Mogt of the unintentiond injury problem isrelated to motor vehicle crashes. Significant
improvements can be made in these gatistics with increases in use of occupant protection [safety
belts and child safety seats], reducing pedestrian/motor vehicle collisons and reductionsin
acohol-rdated injuries through multiple strategies including correctionsin the physicd
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environments, changesin triba policies and health promotion/education. These injury measures
areidentified in the Y ear 2000 Objectives and are relatively easy to measure.

In FY 2000 IHS will be implementing a$1 million dollar cooperative agreement program with
tribes to establish loca injury prevention programs to addressinjuries. Other new initiatives are
targeting childhood fire-related desths through the Seep Safe program in conjunction with Heed
Start schools, and continued work with our partners such as the Centers for Disease Control, the
Nationd Highway Traffic Safety Adminidration, and the US Fire Administration.

Data Source: Initsorigina form from the FY 1999 performance plan, thisindicator targeted
injury mortdity as the performance measure. However due to thetimelag of 2-3 yearsin the
release of officid injury mortdity data from the Nationa Center for Hedth Statistics (NCHS),
IHS has determined that injury-related hospitaization rates are a more gppropriate measure for
the rate of unintentiond injuries and will use this measure for the FY 2000 and FY 2001
indicators.

By using this gpproach the lag time in obtaining data can be shortened to less than one year as
compared the NCHS mortdity data. I1n addition, these data include hospital discharges for IHS
tribal and contract hedth care facilities and thus are consdered inclusve. Findly, itislikdy that
the injury hospitdization rate may actualy be more sengtive to the actua injury rates than
mortaity because improvements in emergency medica services could improve injury mortdity
without reducing the actud injury rate or morbidity.

Baseline: Estimated to be 72.5 per 10,000 in FY 1998 for AlI/AN population on or near
reservations.

Type of Indicator: Outcome

Linkages: These indicators support the DHHS Strategic Plan, Strategic Objectives 1.2
Reduce the Number and Impact of Injuries, and 3.6 Improve the Health Status of American
Indians and Alaska Natives. It aso directly addresses the HP 2010 objectivesin Focus Area 15:
Injury and Violence Prevention that relate to unintentiona injury prevention.

Program Performance FY 1999: The FY 1999 measure for this indicator was to assure that
the injury death rate was no greater than 93 per 100,000 deaths in the AI/AN population. While

the data that is currently available isincomplete, it ishighly likely that this measure has been met

and possibly/probably exceeded. When the measure was initidly set in FY 1998, the most recent
rate available was 95 per 100,000 based on 1992-94 NCHS data. However, the FY 1994-96 data
that became available |last year showed that the rate had dropped to 92.6 per 100,000. Because of
difficulties and delays in getting mortdity data that we initidly had hoped to overcome, we

changed the indicator for FY 2001 and FY 2001, as described above, to focus on hospitaizations
and the FY 1999 indicator was not revised.

Regardless of how injuries are measured, the community-based joint partnership approach that
has been used has proven successful, asinjuries (unintentiona and intentiona) have dropped
from the leading cause of death for Indian people of dl agesin the early part of the decade to the
2" |eading cause of death currently (heart disease is now the leading cause for al ages). And
while seven IHS Areas il have rates that are above the FY 1999 mortality target, most of these
areas are in the rurd west, such asthe Navgjo and Aberdeen Areas, where travel distances are
long and residents are a high risk for motor vehicle-related injury. However, these Arearates
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have been trending downward over time, due to efforts in reducing impaired driving, tribes
passing tougher drunk driving and occupant restraint laws, and stricter enforcement of these
laws.

Indicator 23: Reduce suiciderates by assuring that by theend of FY 2001, at least
50% of the I/T/Uswill have implemented a suicide surveillance system to monitor
the incidence and prevalencerates of suicidal acts (ideation, attempts, and
completions) which assuresthose at risk receive services, and that appropriate
population-based prevention interventions are implemented.

Rationalee  Thesuicide death rate for the AlI/AN population has actualy increased in the
1990s and is currently 72% greater than the nationa average. This problem has been particularly
devadtating for anumber of AI/AN communities that have experienced dramatic increasesin
adolescent suicides in recent years and represents one of the greatest tragedies the IHS must
address. The implementation of locd suicide survelllance and prevention initiatives has been
successful in reducing suicide actsin severd Indian communities. The obviousgod of diffusng
intervention gpproaches and learning from successful programs to other AI/AN settingsisto
reduce suicide actsin the AI/AN population as quickly as possible.

Approach: Thel/T/Uswill be reponsible for reporting the implementation of protocols via
survey to be conducted by the Division of Clinical and Preventive Services, Office of Public
Hedth. Resources for andysis may be required from other divisons within the Office of Public
Hedlth. A suicide surveillance and prevention system was developed in the Albuquerque IHS
Area (Nationd Suicide Prevention Project with the Center for Disease Control and Prevention).
A suicide survelllance ingtrument which identifies potentid high risk individuas has been
developed and is currently being used in clinics and case management systems have been
piloted. Numerous clinics, hospitas and behaviord hedth programs are currently using suicide
surveillance protocols and now smply need to be identified and counted. A suicide survelllance
and prevention system is being encouraged for use in I/T/Us to assure the routine suicide
screening and case management are tailored to the resources of each site. A basdine will be
established via survey in 2000 and repeated in 2001.

Data Source: Loca annud survey and database linked with RPM S as appropriate.
Baseline: To be determined with developed survelllance system

Typeof Indicator:  Impact

Linkages: Theseindicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase
the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care Services.
Thisindicator aso directly supports several HP 2010 objectives in Focus Area 18: Mentd Hedlth

and mental Disorders which address the incidence of suicide.

Program Performance FY 1999: No FY 1999 Indicator
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Indicator 24: Improve physical fitness and modd fitness behavior by assuring that
by theend of FY 2001, at least five model Take Charge Challenge fitness programs
will be organized and functioning at either IHS Area Officesor the I/T/U leve.

Rationale: The benefits of exercise and physica fitnessin reducing the risk of obesity, digbetes,
and cardiovascular disease have become increasingly clear over the past two decades. Within
segments of the AI/AN population the prevaence of diabetesis the highest in the world while
other ssgments with historically low diabetes rates are now experiencing dramatic increases.
Furthermore, the diabetes death rate for AI/AN increased by dmost 13 percent between the
period of 1992-94 and 1994-96, and there is no evidence from any subgroup that the problem is
lessening anywhere. The gpproaches currently available to prevent the onset of diabetes, and in
some cases reverse its early stages, isthe control of diet and exercise.

Thus the intent of thisindicator isto develop a sufficient number of organizationd Stes
modeling fitness behavior which can serve as successful modelsfor othersto follow aong with
the communitiesthey serve. Thereis aso evidence that the development of such programs at
work-gtes can serve to disspate stress and improve the qudity of work life which could
ultimately contribute to achieving indicator 37 which addresses the qudity of work life. The
minimum number of 5 Sitesis based on an estimated threshold, or seed level, needed to assure
some successful models to build organi zationd acceptance and diffusion to other work stes and
communities.

Approach: 1n 1983 Mr. Bruce Leonard, an IHS health educator working at the Zuni Indian
Reservation in New Mexico, developed a community-based exercise program that became well
integrated into the Zuni community and continuestoday. In 1992 Mr. Leonard transferred to the
CDC to work with states addressing a variety of issues including fitness and exercise. Working
in this context, he revised, updated and expanded the fitness program for use in avariety of
settings including work sites and communities. The gpproach has been piloted in 51 work sitesin
21 gtates since 1995 (including the IHS Tuba City Service Unit) and was successtully
implemented within CDC in 1996 as part of it 50" anniversary activities sanctioned by the then
CDC Director, Dr. David Satcher. 1t is underpinned with the most recognized theoretical
gpproaches to behavior change including stages of change, socid learning theory, the diffusion

of hedth innovations, and socid marketing. The program is now cdled the " Take Charge
Chalenge" and is packaged such that it requires minimal resources and has data collection,
evaudion, and cultura sengtivity built into it implementation process.

The IHS isworking with CDC to formalize an agreement to utilize this successful approachin
each IHS Area and then incrementally attempting to stimulate the diffusion of the intervention to
agrowing number of I/T/U sites.

Data Source: The Take Charge Chalenge Data set

Baseline:  One known program currently functioning in I/T/U sttings.

Typeof Indicator:  Impact

Linkages:  Thisindicator supports the Presdent's digbetes initiative, the Secretary's chronic
disease prevention initiative, the DHHS Strategic Plan, Strategic Objectives 1.3 Improve the Diet
and the Level of Physical Activity of Americans, 3.6 Improve the Health Status of American
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Indians and Alaska Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care
Services. Thisobjective aso directly supports several HP 2010 objectives addressing Focus
Area 22: Physca Activity and Fitness, and will require sgnificant collaboration between IHS,
CDC, and tribes.

Program Performance FY 1999: No FY 1999 Indicator

Indicator 25: Reduce childhood obesity rates by maintaining ongoing body mass
index (BM1) assessmentsin Al/AN children 3-5 yearsold and/or 8-10 yearsold, for
both intervention pilot sites and non-intervention comparison sites, aspart of an
overall assessment of the ongoing childhood obesity prevention project's
effectiveness.

Rationale: Obesity is prevaent among Al/AN people of dl ages and isincreasing sgnificantly
inagrowing number of communities. Obesty isan important risk factor for cardiovascular
disease and diabetes, which are perhaps the greatest single hedlth problems for the AI/AN
population. Unfortunately, success in reducing the prevalence of obesity and diabeteson a
population basis has not been consistently documented.  Evidence supports thet children who are
obese beyond infancy are at risk for devated circulating serum insulin, which may be a precursor
to the development of type Il diabetes |ater in life.

Infant nutrition is emerging as another important factor in childhood obesity. Recently published
studies of Pima Indians and aso of Bavarian children show that breastfeeding for at least two
months provides satisticaly sgnificant protection from obesity in early childhood. It has aso
been demonsgtrated that obese older children are more likely to become obese adults.  Fitness
promotion and obesity prevention in childhood are expected to be more effective at preventing
adult obesity and its complications, including type 11 diabetes, than weight reduction programs
for adults.

It isthe intent of this objective to pilot a series of a least five multidisciplinary/multidimensiond
community projects to address nutrition and fitness in early childhood. Ongoing periodic
survelllance of school aged heights and weights will continue to monitor overweight prevalence
in older children. Ingghts gained from the 6-year NIH-sponsored Pathways obesity prevention
intervention in third, fourth, and fifth grade students, which began in FY 1997, provides larger-
scde interventions for school children. The recently released Surgeon Generd’ s Report on
Physica Fitness outlines additiond intervention strategies for reducing obesity. This objective
directly supports the HP 2010 objectives addressing “Nutrition” and “Physical Activity and
Fitness.”

Approach: The responsible parties are the loca 1/T/U, Head Start, and WIC service sites. The
IHS Areaand USDA Regiona offices can provide ass stance in development and coordination
of mediacampaigns. The IHS Office of Public Hedlth isresponsible for overdl coordination of
the effort. The linkages with the USDA-WIC program, the USDA, the DHHS Head Start
Program, CDC Nutrition and Physica Activity Divison, and the Nationa Diabetes Prevention
Center in Gdlup, NM are criticdl. Thisobjectiveislinked in part to Indicator 8, assurance of
wel child vists
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The Strategies for success require effective multidisciplinary outreach and management of dinic
and community programs, coordination of WIC, well child care, and education programs such as
Head Start and Early Head Start. This activity is dependent upon parent education to assure they
are aware of the importance of routine and periodic assessment of well children. Secondly, the
effective identification of children in the intervention age groupsisimportant. Public hedth
nutrition, public hedth nurang, Community Hedth Representatives, WIC, and

Head Start programs, and parent groups are important components in identifying children and
families who are to benefit from thisintervention.

Coordination of materna and child hedth dinicd care, community activities, and community
involvement are dso critica to prevent childhood obesity. Interventions will be piloted and
evauated initidly at sdlected, interested demongtration Sites, and then successful dtrategies and
ideas will be disseminated to dl programs. Data will be collected through the IHS RPM S
computerized hedlth record system using the PCC BMI reports developed to measure prevaence
of obesity in the clinic population. Coordination between the Pediatric Surveillance System
managers a the CDC Nutrition and Physica Activity Divison and the IHS Office of Public
Hedlth is critical for data access and andysis of the IHS Service Areadata subset. This objective
is dso congstent with the Secretary’ s Initiative on Improving the Hedlth of Children.

Data Sour ce: CDC Pediatric Nutrition Surveillance System (PDNSS), and IHS RPM S system
Baseline: Determined by FY 1999 indicator and reported below.

Type of Indicator: Impact/Outcome

Linkages: Thisindicator commits to hating the acceerating rates of childhood obesity and

thus supports the President's diabetes initiative, the Secretary's chronic disease prevention

initiative, the DHHS Strategic Plan, Strategic Objectives 1.3 Improve the Diet and the Level of
Physical Activity of Americans, 3.6 Improve the Health Satus of American Indians and Alaska
Natives, and 4.2 Reduce Disparitiesin the Receipt of Quality Health Care Services. This
objective also directly supports the HP 2010 objectives addressing Focus Area 22: Physical

Activity and Fitness and Focus Area 19: Nutrition and Overweight and will require sgnificant
collaboration between IHS, CDC, WIC, and Head Start.

Program Performance FY 1999: The FY 1999 performance measure was to establish Area-
specific prevaence rates for obesty in children ages 3-5 and 8-10 and develop a

multidisciplinary and multidimensond intervention plan to address this problem. This measure

has been accomplished. A data extraction process has been devel oped and successfully run that
captures obesity rates from the RPM S patient record system. The use of this extraction routine

will be expanded during FY 2000.

Findings from thisinitia run show expected high rates of childhood obesity in dl age ranges
determined by the criteria of being in the 95 percentile, or gresater, of the Body Mass Index
(BMI) based on the Nationd Hedlth and Nutrition Examination Survey I1 (NHANESII). For
children in the 3-5 age group rate of obesity is about 20% and increases to about 25% for the
children 8-10 years. While this method of assessing obesity may not provide research qudity
data, it is more than adequate for itsintend of monitoring long-term trends.
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Theintervention plans for both age groups have come together as collaboretive efforts with other
HHS agencies. For the 3-5 year age group, the IHS has collaborated with Head Start in
developing a Head Start- IHS Obesity Prevention Initiative entitled "Heelthy Children, Hedthy
Families, Hedthy Communities’ that began in early 1999 with a"Future Search Conference” of
stakeholders to begin planning the program with the broadest input. This program seeksto
deveop partnerships with AI/AN Head Start grantee programs, IHS and tribal hedlth programs,
and outsde organizations. Interventions for this four-year initiative involve Head Start children,
daff, families and AI/AN communities and address both nutrition and physicd activity.

For the second age group, the IHS is asssting the Pethways intervention that is alarge-scdetrid
for the primary prevention of obesity in 3%-5'" grade children. This project is funded by the
Nationa Indtitute of Healthr National Heart, Lung, and Blood Ingtitute and targets classroom
curricula, physicd activity, school food service, and family involvement.

Indicator 26. Reduce tobacco use by assuring that at least five regional tobacco
control centersareavailableto assst AI/AN health facilities and organizations with
tobacco prevention and cessation activities by the end of FY 2001.

Rationale: The use of tobacco represents a sgnificant cause of preventable deaths in many
AIl/AN groups. Over 15 percent of al deathsin AI/ANs are related to cigarette smoking or use
of other tobacco products and over $370 million is spent annually for care of smoking-related
illnesses. Experience has shown that tobacco control is best pursued at theloca level. Thisis
especidly true when religious and culturd belief sysems are involved, asisthe case with

tobacco and American Indians. To achieve meaningful progress in tobacco control, we need to
empower and support AI/AN triba organizations to work with their loca communities. To this
end we propose to establish regiond tobacco control centers, located within existing tribal
organizations, to encourage and provide technica support for locd efforts.

The god of five regiona support centersto assst in tobacco control is based on current resources
and program capability coupled with regionad needs and anticipated growth and development.
While more centers may eventually be needed, significant benefit can be anticipated with five,

Approach: Using funds dready identified from CDC, issue arequest for applications (RFA)
for tribal organizations to develop regiond support centers. Program direction will come from
IHS Cancer Prevention and Control Program and CDC Office on Smoking and Hedlth. The
regiona centers will become part of anationa network for tobacco control anong Al/AN.

Data Source: IHS Program records.

Baseline: Currently four AlI/AN organizations are active in Tobacco control: Great Lakes
Inter-Tribal Council, (Wisconsin); Northwest Portland Area Indian Hedlth Board (Oregon);
Alaska Native Hedlth Board (Alaska); and the Cdifornia Rura Indian Hedlth Board (Cdlifornia).
These centers dl have alimited scope of activities and do not have resources to serve their entire
region. Through this new RFA, we plan to increase the capacity of these centers and add new
ones to serve multi-state and multi-tribe aress.

Type of Indicator: Process




Linkages: Thisindicator isnew for FY 2001 and supports the Secretary's initiative to reduce
tobacco use, and the DHHS Strategic Plan, Strategic Objectives 1.1 Reduce Tobacco Use,
Especially among Youth 3.6 Improve the Health Status of American Indians and Alaska Natives,
and 5.1 Improve Public Health Systems Capacity to Monitor the Health Status and I dentify
Threats to the Health of the Nation's Population. It is supported by an IHS/CDC agreement, and
supports several HP 2010 objectivesin Focus Area 27: Tobacco Use.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 27: Reduce high risk HIV/AIDS behavior s by assuring that at least 50%
of thel/T/Uswill have implemented an HIV/AIDS Needs Assessment to monitor and
assessrisks by individualsand tribal communities and develop appropriate
interventions.

Rationale: The HIV/AIDS rate of infection is 0.3% of the two million American Indianv/Alaska
Native (AI/AN) population. HIVV/AIDS survelllance data collected in FY' 2000 will provide
information on the infection rate on and off the reservation. A clear assessment of the current
extent, patterns and trends of HIV infection among Al/ANs s necessary for public hedth
planning, to ensure adequate prevention activities and access to hedth care. The IHS prevention
effort isto target AI/AN youth. With average age a infection faling, and with haf of the new
infections occurring in individuals under the age of 25, interventions will target HIV prevention
efforts a young people.

On anaiond survey of two groups, young gay men and young women infected through
heterosexud sex, the infection rate accounted for roughly 75% of the adolescent epidemic. The
epidemic in Al/AN isamicrocosm, generdly, of what is hgppening nationaly. The incidence of
HIV infection is growing in young people who are particularly vulnerable in society. The
individud's ability to insst on safe sex or abgtinenceis likely to be affected by any socid
condition that damages sdlf-esteem and a sense of control, limits resources, diminates choices,
or reduces access to information and tools of prevention. Y oung people at risk need far more
than information about the biology and transmission routes of HIV. Prevention providers build
on the foundetions of traditiond HIV prevention efforts-providing information and skillstraining
to address the myriad of externd forces chalenging our AI/AN youth.

Approach: Utilization of the IHS RPM S data.on HIV/AIDS within the Indian Health Service,
CDC HIV/AIDS Semi-Annua Survelllance Report that gives information on American
Indiar/Alaska Natives. The standardized survey will be evauated and monitored during the
year. Information from this survey will identify deficienciesin HIV prevention and dlow
gppropriate intervention by each of the I/T/U aress.

Data Source: Loca annua survey and database linked with RPM S as appropriate; CDC
HIV/AIDS Semi-Annua Surveillance Report.

Baseline: To bedetermined in FY 2000.

Type of Indicator : Process

65



Linkages: This supportsthe Presdent's HIV/AIDS initiative and the DHHS Strategic Plan,

Strategic Objectives 3.6 Improve the Health Satus of American Indians and Alaska Natives, and
5.1 Improve Public Health Systems' Capacity to Monitor the Health Satus and Identify Threats
to the Health of the Nation's Population. It is supported by IHSCDC agreements, and supports
several HP 2010 objectivesin Focus Area 13: HIV.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 28: Reduce environmental threatsto health by completing community
environmental assessments of 90% of American Indian and Alaska Native
communitiesin FY 2001 by the implementation of the environmental health
surveillance system.

Rationale: Community environmenta hedlth status has traditionaly been determined by
completing environmenta hedlth surveys of individud facilities listed on the Facility Data
System (FDS) inventory. However the overdl environmenta health status of acommunity is
more than asmple sum of inter-related parts. An accurate determination of acommunity’ s
environmenta hedlth status must be based on a comprehensive andysis of how those parts
collectively affect the overdl environmentd hedth and quality of life of the resdents of the
community. Overadl community environmenta hedth status will be continuoudy assessed
through the use of the environmentad hedlth survelllance system that will be developed during
FY 2000. However to effectively measure improvement in the environmentd hedth status of a
community, basdine environmental hedlth status must be determined by conducting initia
comprehensive community environmenta hedlth assessments.

Approach: The Environmenta Health Services program will work with the Nationa Center for
Environmental Health (NCEH), the National Association of City and County Hedth Officids
(NACCHO), and Triba partners to establish a surveillance protocol and implementation during
FY 2000. This protocol will be employed in conducting the initid community assessment and
for ongoing surveillance. At the regiond leve, this project will be coordinated with the IHS
Area Environmental Hedlth Officersin partnership with the tribes and loca IHS environmentd
hedlth services programs.

The collection, organization, and implementation of environmental health and epidemiologica
datamay redesign the services and activities currently provided by and recommended by the
Environmenta Health Services program. We are not certain that the assumptions used to build
the current system are il vaid (FDS vs. risk-based decision making). Dataandyssis
necessary to establish basdine levels of community environmenta hedth, evauate the
effectiveness of exigting programs and to plan future programs to insure that resources and
activities are best targeted to most effectively reduce environmentaly related disease and injury
a thelocd levd.

Data Source: IHS Environmenta Health Survelllance System developed in FY 2000.
Baseline: To be established by the end of FY 2001.

Type of Indicator: Process
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Linkages: Thisindicator is an extenson of FY 2000 Indicator 26. It supportsthe DHHS
Strategic Plan, Strategic Objectives 3.6 Improve the Health Status of American Indians and
Alaska Natives, and 5.1 Improve Public Health Systems Capacity to Monitor the Health Satus
and Identify Threats to the Health of the Nation’s Population. It aso broadly supports many of
the HP 2010 objectives in Focus Area 8. Environmental Hedlth.

Program Performance FY 1999: No FY 1999 Indicator.
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2.2.1 Capital Programming/Infrastructure Category: Program
Description, Context and Summary of Performance

Program Description and Context

Capital Programming/Infrasiructure indicators represent the physical infrastructure thet
contributes to a healthy environment by assuring safe water and sewage facilities, medica
facilities where hedth services can be adequately provided, and the ability to maintain the
medicd facilities which are critical to our misson.

Sanitation Facilities Construction — supports the construction of water, sewage, and solid
waste systems (see page IHF-14 in FY 2001 budget document).

Health Car e Facilities Construction — supports the congtruction of new or replacement hedlth
carefadilities (see page IHF-20 in FY 2001 budget document).

Maintenance and I mprovement — supports ongoing hedth care facility maintenance,
dteration, and repair (see page IHF-10 in FY 2001 budget document).

2.2.2 Capital Programming/Infrastructure: Performance
Indicators

These indicators were sdected and based on the following criteria:

supports components of the Indian Hedlth Facilities Appropriation and funding priorities of
I/T/Us identified in the budget formulation process

are supported by existing data systems that record the need for physicd infrastructure or
improvements to the existing infrastructure

follows the formula- based prioritization of each project's relative need

has demongtrable link to improved access to hedlth services or hedlthier living environments

The data that support these indicators are recorded at the local level where projects are
conceptualized based in grict protocols and formulas. These data are compiled at the Areaand
Headquarters level and reviewed for accuracy and they compare againgt smilar projects. The
vaidation of thisinformation is essentid to the facilities programs snceit is used to digtribute
resources as well as measure performance. The link between funding levels and our &bility to
accomplish these indicatorsis relatively direct and supported by well-quantified and validated
planning formulas.

These indicators support al of the Presidentia, Departmentd, and IHS initiatives by providing a
foundation where health services can be effectively delivered and objectives reached. Without a
hedthy living environment, access to adequate medicd facilities, and proper maintenance most
of the objectives could not be met.
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FY 1999 Performance Summary Table 3:
Capital Programming/Infrastructure

Performance I ndicator FY Targets Actual Reference
Performance
Indicator 29: Address the net FY 01: address $12 million of FY OL P: p. 70
backlog of essential maintenance, FY 2000 BEMAR B: p. IHF-10
improvement, and renovation FY 00: address $12 million of FY 00:
(BEMAR) needsfor health care FY 1999 BEMAR*
facilities. FY 99: maintain backlog at FY 99: backlog maintained at
$243 million $243 based on FY 1998
formula
FY 98: $243 million basdline
Indicator 30: Provide sanitation FY 01: 3,800 New/L. New FY OL P.p. 71
facilitiesto new or like-new homes 10,930 Existing B: p. IHF-14
and existing Indian homes.
FY 00: 3,740 New/L. New FY 00:
11,035 Existing*
FY 99: 5,900 New/L. New FY 99: 3,557 New/L. New
9,330 Existing 13,014 Existing
Total 15,230 Total 16,571
Indicator 31: Improve access to FY 0L: complete scheduled FY OL P.p. 72
health care by construction of the phase of construction of B: p. IHF-20
approved new health care facilities. | appropriated facilities
FY 00: complete scheduled FY 00
phase of construction of
appropriated facilities*
FY 99: complete scheduled FY 99: projects completed on
phase of construction of schedule
appropriated facilities
Total Capital Programming/ FY 01: $305,530,000 P. page#
Infrastructure Funding: FY 00: $277,303,000 in perform.
FY 99: $255,953,000 plan
FY 98: $221,009,000 B: page#
in budget
* indicatesrevised FY 2000 justif.

measure, see Summary of
Changes Table on pages 87-90
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FY 2001 I ndicators

Indicator 29: Toimprove accessto health care services, during FY 2001 the IHS will
address $12 million of the FY 2000 Backlog of Essential Maintenance, Alteration, and
Repair (BEMAR) for health carefacilities.

Rationalee  The provison of qudity hedth services requires effective and efficient space,
including reliable supporting building sysems. Thisindicator represents a commitment to this
activity that is aso fundamenta to maintaining hospital and clinic accreditation (see Indicator 17
on page 50).

Approach:  Thisinitigtive is part of an IHS effort to more accurately determine the resources
and processes required to sustain physica surroundings which enhance the delivery of hedth
caesavices. Thisindudes maintaining both IHS and triba hedlth facilitiesin good working
order, diminating environmental and safety hazards, and modifying Space as needed to fecilitate
changing service ddivery practices. To achieve thisindicator, the IHS will complete an
evauation of the current listing of the BEMAR and initiate mgor maintenance and improvement
projects that will result in the gross reduction to the 2000 BEMAR. It isimportant to note that
the BEMAR continues to grow with additions in space, associated operating costs, aging of
facilities, and improved data gathering.

The physicd condition of IHS-operated, federally-owned and tribaly owned hedth care facilities
is evauated continuoudy by locd facility personnd and through annua generd surveys
conducted by locd facility personnd and IHS Area Office engineers. In addition,
comprehensive “Deep Look” surveys are conducted every five years by ateam of specididts,
which may include IHS and tribal engineers, architects, and operations experts, and occasiondly
technica specidigts from private sector architectura/engineering firms.

A mgor facet of thisinitiative is an improvement of the data syslem in which identified facilities
deficiencies are listed. The revised system will move input and querying of datato alower levd,
Area Office and/or field Sites, so the information may be used to support and improve decison
making at those levels and the capturing of expenditures for capita improvements for buildings,
as promulgated by the Federal Accounting Standards Advisory Board will be enhanced.

Data Sour ce: Identified deficiencies recorded in the Facilities Engineering Data System.
Baseline: The 2000 backlog of identified deficiencies totaling $446 million

Typeof Indicator:  Process/|mpact

Linkages: These indicators support the DHHS Strategic Plan, Strategic Objectives 3.6

Improve the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparitiesin

the Receipt of Quality Health Care Services and generdly, many of the HP 2010 objectives.

Program Performance FY 1999: The FY 1999 performance measure was to maintain the net
backlog of maintenance, improvement, and renovation needs for hedth care facilities a the FY
1997 levd. For the two-year period, FY 1997 to FY 1999, approximately one third of the
annudly appropristed maintenance and improvement funding ($25 million) were utilized for
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projects to reduce the BEMAR. This enadbled the IHS to meet the god of maintaining the net
BEMAR deficiency leve, as defined in FY 1997, with the available funding.

However, the BEMAR was gregter a the end of FY 1999, increasing from $243 million in FY
1997 to $446 million in FY 1999. Thisincrease occurred in part because two new data tracking
elements were added to the BEMAR during the period. Seismic deficiencies identified in
compliance with Executive Order 12941, "Seismic Safety of Existing Federaly Owned or
Leased Buildings," were added during FY 1998 in the amount of $149 million. Also, the
facilities environmental database was added in FY 1999 in the amount of $8 million. Severa
other factors contributed to the remaining increase in the BEMAR: 1) Increase in space - IHS has
seen a continued trend in added space being provided for health care services. During the
reporting period 522,000 square feet of space were added. The impact of the added space was
not factored into the original GPRA god. 2) Improved reporting - asthe IHS improvesits
facilities data system, accessibility and usability of the system increases improved data gathering
and updating; and 3) inflation factors were applied to portions of the cost data.

Indicator 30: Improve home environmental health by providing sanitation facilities
projectsto serve 3,800 new or like-new homes and 11,455 existing Indian homes.

Rationalee  ThelHS Sanitation Facilities Congtruction Program, an integral component of the
IHS disease prevention activity, has carried out those authorities since 1960 using funds
appropriated for Sanitation Facilities Congtruction to provide potable water and waste disposa
fadlitiesfor American Indian and Alaska Native (AlI/AN) people. Asaresult, the rates for infant
mortality, gastroenteritis morbidity, and other environmentally related diseases have been
dramatically reduced, as much as 80 percent since 1973. Compelling evidence supports that
many of these hedlth status improvements are attributable to IHS provision of water supplies,
sewage disposd facilities, development of solid waste Sites, and provision of technica assistance
to Indian water and sewer utility organizations. Satisfactory environmental conditions (e.g., safe
piped water and adequate sewage disposa) place fewer demands on IHS' primary hedlth care
delivery sysem. However, Al/AN homes are il seven times more likely to be without clean
water than homes in the broader U.S. The current need for sanitation deficiencies as of the end
of FY 1999 was $1.753 hillion. Of thistota, $770 million was considered to be technicaly and
economicaly feasble projects.

Approach: The Indian Hedth Care Amendments (Title 111, Section 302(g) 1 and 2 of P.L.
100-713) directed the IHS to identify the universe of Indian sanitation facilities deficiencies.
From this process, a backlog of needed sanitation facilities was identified and regularly updated.
It isfeasible to provide sanitation facilities for between 95 and 98 percent of dl exiging Indian
homes. Alsoincluded in the backlog are projects intended to upgrade existing water supply and
wadte disposd facilities and projects to improve sanitation facilities operation and maintenance
cgpabilitiesin Indian country. Maximum hedth benefits will be redized by addressing needs
identified and providing facilities for new/like-new homes when they are constructed.

Data Source: The Sanitation Facilities Deficiency System.
Baseline: Not Applicable

Typeof Indicator: Impact
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Linkages: Theseindicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparitiesin the
Receipt of Quality Health Care Services and severd of the HP 2010 objectivesin Focus Area 8:
Environmenta Hedth.

Program Performance FY 1999: The FY 1999 performance measure was to provide
sanitation facilities to 5,900 new and like-new homes and 9,330 existing homes by the end of FY
1999. InFY 1999 the IHS provided sanitation facilities to 3,557 new and like-new homes and
13,014 exigting homes for atotal of 16,571. These exceeded the total goal of providing
sanitation facilities for 15,230 homes.

The number of new and like-new homes served was less than the performance god. The most
sgnificant reason was the large decrease in newly congtructed HUD funded homes served in FY
1999. Only 461 HUD funded homes were served instead of the projected 1300 HUD homes.
This decrease was due to the changes in the HUD Indian Housing programs authorized under the
Native American Housing Assstance and Sdf-Determination Act of 1996 (NAHASDA). The
NAHASDA increased the flexibility of tribally managed housing programs to independently

meet triba housing needs with programs beyond the traditional new HUD funded housing
congruction programs. Asaresult of NAHASDA, tribally managed housing programs are
congructing new HUD funded homes, including associated sanitetion facilities infrastructure,
without requesting IHS assistance.

Sanitation facilities were provided for 13,014 existing homesin FY 1999, which exceeded the
performance god. This increase was the result of more projects to upgrade existing community
sanitation fadlities infrastructure. In spite of exceeding the god for provision of sanitation
facilities to existing homes, the backlog continues to grow. The current need for sanitation
deficiencies as of the end of FY 1999 was $1.753 hillion. Of this amount, $770 million was
considered to be technicaly and economicaly feasible projects.

Indicator 31: Improve critically needed access to health care services by providing the
following physical infrastructure:

Ft. Defiance, AZ Hospital Continue construction of the replacement hospital and
start design of part of the staff quarters.

Winnebago, NE Hospital Continue construction of the replacement hospital.

Parker, AZ Health Center Continue construction of the replacement health center.

Pawnee, OK Health Center Start design of thereplacement health center.

Small Ambulatory Provide construction grantsto tribes/tribal organizations.

Congruction Grants

Dental Units Provide dental unitsbased on priority needs.

The progress on these projects at the end of FY 2001 will be reported.

Rationalee  Congructing replacement health care facilities increases access to persond
medical services supported by the IHS. These medica services can be compared to medical
services available to the generd population (appointments to see primary care physicians, nurses,
dentigts, etc.). Efficient space for hedth care delivery dlows for more appointments and for
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patients to see more health care providersin onetrip. People are aso reluctant to use old run-
down facilities but are more likely to seek needed hedlth care when provided in modern facilities.

Likewise, modern facilities help recruit and retain health care providersthat can result in
improved access and continuity of hedth care. Once areplacement facility has been completed
and fully staffed, IHS has experienced an average increase in patient vidts of gpproximately 60%
over the old facility (see page IHF-27 of budget for individud facility specifications). The
designing of additiond facilitiesis the first sep in improving access for identified locations.

Also, dternative methods of providing hedth care facilities are included (joint venture projects,
gmall ambulatory grants, and non-IHS funds renovation projects).

Approach:  TheIHS developed the Health Facilities Congtruction Priority System (HFCPS)
methodology in response to congressond directive to identify planning, design, congtruction,

and renovation needs for the 10 top-priority inpatient care facilities and the 10 top-priority
outpatient care facilities and to submit those needs through the President to the Congress. Under
the three- phase HFCPS process, the IHS Headquarters solicits proposas for hedth facility
congtruction from the Area Offices and ranks them according to their relative need for
congtruction. Factors used to determine relative need are workload, age, isolation or dternatives
to congtruction, and exigting space data. The highest-ranking proposals are added to the Priority
Ligs.

When new projects are to be added to the Priority Lists, IHS Headquarters asks each IHS Area
Office to submit proposas for Phase | consderation. The IHS uses the HFCPS methodol ogy to
review these proposals and to determine which will be considered during the more intensive
Phase Il review. A limited number of proposals that successfully complete Phase | are
congdered further during Phase |1. The IHS examines these proposasin greater detail and
applies the methodol ogy to determine those proposals that will be considered during Phase l11.

During Phase |11, appropriate IHS Area Offices prepare a Program Justification Document (PJD)
for each proposed project ill being consdered. IHS Headquarters reviews each PID. If the PID
judtifies congtruction, it is gpproved and the project is placed on the appropriate priority list
bel ow those dready on the list. Proposed projects that have been approved and placed on a
priority list remain on the list until they have been fully funded by congressond gpproprietions

or other funding mechaniam.

After projects are placed on the Priority Lists, IHS updates its 5-year planned construction
budget. That budget is updated yearly and used as the basis for funding requests. The HFCPS is
generdly applied using exigting IHS resources (staff and equipment); however, some Area
Offices have procured assstance in developing the PID and POR.

Data Source: Hedth Care Facilities Priority System and Hedlth Care Facilities Planned
Congtruction Budget (5-Y ear Plan).

Baseline: Not Applicable, the IHS Inpatient and Outpatient Facilities Priority List is used to
determine needed congtruction priorities.

Typeof Indicator:  Process/|mpact

Linkages: These indicators supports the DHHS Strategic Plan, Strategic Objectives 3.6
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Improve the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparitiesin
the Receipt of Quality Health Care Services and generaly, many of the HP 2010 objectivesin
Focus Area 1. Accessto Quality Hedth Services.

Program Performance FY 1999: The FY 1999 performance measure was to reach the
completion phase of congtruction for the Hopi (Polacca), Arizona Hedth Center, and sarting
congtruction of the Ft. Defiance, Arizona Hospital and the Parker, Arizona Health Center by the
end of FY 1999. This measure has been accomplished and can be summarized asfollows:

New Hopi Hedth Center, Polacca, Arizona: The FY 1999 gppropriation fully funded the
project and dlowed the tribe, under a P.L. 93-638 contract, to obligate funds for
completion of the project. The condruction is on schedule to be completed in the third
quarter of FY 2000.

Replacement Hospital, Fort Defiance, Arizona: Using the FY 1999 appropriation, the
previoudy completed desgn for the replacement hospital portion of the project was
updated and construction was started in September 1999.

Replacement Hedth Center, Parker, Arizona: Using the funds appropriated in FY 1999,
congtruction began in June 1999, pursuant to aP.L. 93-638 contract.
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2.3.1 Partner ships, Consultation, Cor e Functions, and
Advocacy Category: Program Description, Context and
Summary Performance

Program Description and Context

The Partnerships, Consultation, Core Functions, and Advocacy aggregation encompasses the
IHS adminigrative and management functions, rel ationships with stakeholders and consumers,
and drategies for collaboration in pursuit of the IHS misson. Datafor these indicators come
from recognized sources including budget reports and audits, a HHS survey, and a survey of the
universe of stakeholders using recognized socid survey methods. The two components of this
aggregation are:

Partnerships, Consultation, Core Functions,
and Advocacy Category Aggregation
Direct Oper ations - supports management and adminigtrative functions for Areaand

Headquarters staff including policy development, budget formulation, hedth program support,
and accountability requirements (see page IHS-110 in FY 2001 budget document).

Facilitiesand Environmental Health Support - provides adminigtrative and
management support for the congtruction, maintenance, and operation of hedth care facilities,
daff housing, and sanitation facilities (see page IHF-41 in FY 2001 budget document).

2.3.2 Partner ships, Consultation, Core Functions, and Advocacy
Category: Performancelndicators

The choice of indicators for this aggregation category are based on the following criteria:

- supports and encourages triba sovereignty, the government to government relationship
between tribes and the Federd government, and triba self-determination
supports and encourages collaboration with stakeholders, agencies, and organizations
directed toward improving the hedlth of AlI/AN people
supports and encourages sound management practices

Achieving these performance indicators, as well as the overal coordination of the GPRA and
other Federa accountability requirements represent a significant chalenge for the IHS and its
reduce management and public hedlth infrastructure. The reorganization of Headquarters and
many Area offices has resulted in flaiter organizationa Structures, less specidization in function,
and greater use of sdlf-directed teamsin order to increase efficiency. However, it has become
increasingly clear that coupled with improved data management capacity, two functions must
adequately supported to assure overadl program success and these are:
- assuring that continued and expanded opportunities for tribal consultation and participation
in IHS endeavorsis supported
assuring effective recruitment of needed hedlth discipline is achieved and thet orientation,
training, and support are available to enhance the retention these staff.
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FY 1999 Performance Summary Table 4:
Consultation, Partner ships, Core Functions, and Advocacy Indicators

Performance I ndicator FY Targets Actual Reference
Performance

Indicator 32: Improvethe level of FY 01: secure OMB clearance Fy 01 P:p. 77
I/T/U satisfaction with the processes for instrument B: p. IHS-110
for consultation and participation FY 00: revise policy and Fy 00:
provided by the IHS, as measured instrument *
by asurvey of I/T/Us. FY 99: establish policy and FY 99: policy established but

collect baseline baseline delayed

Indicator 33: Improvethe level of FY 0L 88% FY OL P:p. 78
Contract Health Service (CHS) FY 00: no indicator FY 00: B: P.IHS-62
procurement of inpatient and FY 99: no indicator FY 99: NA
outpatient hospital services for FY 97: 85.4% basdine
routinely used providers under
contracts or rate quote agreements
at the IHS-wide reporting level.

Indicator 34: Maintain FY 0L: 1876 FTE or less FY OL P:p. 79
administrative infrastructure (Area FY 00: 1876 FTE or less* FY Q0 B: p. IHS110
and Headquarters) no higher than FY 99: at least 10% under FY FY 99: -22% (1,619 FTE)

FY 1999 target level while 97 level or 1876 FTE

maintaining full compliance with : .
major Federal requirements (i.e., FY 97: 2085 FTE basdline
GPRA, GMRA, ITMRA, etc.).

Indicator 35: Increase the number FY 0L increase over FY 00 FY OL P: p. 80
of interagency agreements and FY 00: increase over FY 99* FY 00: B: P.IHS-110
cooperative agreements with FY 99: increase by 10% over FY 99=86 total agreements
agencies and organizationsthat are | FY97or 73 agreements
directly linked to performance plan
indica%/ors. P P FY 97: 66 agreements

baseline

Indicator 36: Continue FY 0L secure I T capability FY OL P:p.81
implementation of Managerial Cost | FY 00: develop pilot sites* FY 00 B: P.IHS-110
Accounting systemsacross|IHS FY 99: begin implementation FY 99: " cost centers”
setting. implemented in FY 1999
Indicator 37: The IHSwill FY 01 at least 95 points FY OL P: p. 82
improve its overall Human FY QO: at least 94 points* FY Q0 B: P.IHS-110
Resource Management (HRM) FY 99: no indicator FY 99: 93 points
Index score as measured by the FY 98: 93 points baseline
DHHS annual HRM survey.

Total Consultation, Partner ships, FY 01 $78,084,000 P. page# in
CoreFunctions, and Advocacy FY 00: $72,884,000 perform. plan
Funding: FY 99 $69,729,000 B: page#in

FY 98: $67,038,000 budget justif.

* indicates revised FY 2000
measure, see Summary of

Changes Table on pages 87-90
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FY 2001 Partnerships, Consultation,
Core Functions, and Advocacy | ndicators

Indicator 32: To improvethe IHS consultation process with its|/T/U stakeholders,
during FY 2001 the IHS will implement therevised consultation policy and secure
OMB clearancefor theinstrument to assess |/T/U stakeholder satisfaction with the
consultation process.

Rationale: It isfundamentd to the intent of the NPR and the redlization of the IHS Misson
and God that 1/T/Usincreasingly become participating partners in the important processes which
will guide the Agency into the next century. Given the number and diversty of I/T/Us, formd
policies are essentiad to assure broad input, arationa and equitable approach to making timely
decisons, and the highest possible buy-in across I/T/Us. Equaly important is securing the data
to assess how well the processes are actudly working, and then improving them. In addition,
thisindicator serves as a proxy measure of the effectiveness of the IHS Triba Management
program. Findly, during the initid reorganization of the IHS in 1995-96, the IHS was
encouraged by its stakeholders to assure opportunities for loca 1/T/Usto evauate the agency's
progress in enhancing the consultation process and supporting recommended changes.

Approach: Itiscritica that the IHS form a strong and effective partnership with its I/T/U
congtituents in addressing the hedlth disparities. This partnership is essentia to ensure that
resources are effectively and efficiently utilized to maximize the postive impact hedth programs
have on the target 1/T/U populations. Partnerships dready exist with such tribal entities asthe
Nationa Indian Hedlth Board (NIHB), Regiond Indian Health Boards, the Triba Sdf-
Governance Advisory Committee (TSGAC) and the National Congress of American Indians
(NCAI).

The gtarting point for thisinitiative was with the development and implementation of the IHS
consultation policy and was to be followed by the development of a survey insrument to assess
I/T/U satisfaction with the consultation process. This policy was actudly developed ahead of
schedule and was in effect at the start of FY 1999. In addition, a survey instrument was
developed and tested in the spring of FY 1999. This survey instrument wasto be used in FY
1999 to establish a basdline and was to be accomplished by severa tribal and AI/AN
organizations. However, concerns about the how the consultation process was being
implemented refocused the attention of the I/T/U stakeholders on revising the policy to address
specific consultation processes. Asaresult the collection of datawas delayed pending the
revison of the policy by ateam that includes the I/T/U stakeholders.

The IHS has elected to honor our stakeholders preferences and will support the revision of the
consultation policy/process for FY 2000 and concurrently revise the survey instrument to reflect
changesin the policy. For FY 2001 the IHS will implement the revised policy and submit the
revised instrument to OMB for clearance.

Data Sour ce: I/T/U survey instrument and protocol

Baseline: From basdine survey completed in FY 1999,
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Type of Indicator: Process

Linkages: Thisindicator supports the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives and 4.3 Increase Consumer's
Understanding of their Health Care Options. It aso underpinsthe IHS commitment supporting
the Sdf- Determination process and AI/AN community empowerment.

Program Performance FY 1999: The FY 1999 indicator committed to establishing the
consultation policy, developing a satisfaction survey, and securing the basdine leve of
satisfaction. This performance measure has been partially completed. The policy was developed
and implemented well ahead of schedule and the survey instrument was developed and tested in
the spring of FY 1999. However, as described in the "Approach " section, data collection with a
survey ingrument has been delayed to coincide with the revised policy and the need for OMB
clearance. The IHS has elected to prioritize stakeholder participation and preferences over a
predetermined schedule.

Indicator 33: Duringthe FY 2001 reporting period, the IHS will have improved the

level of Contract Health Service (CHS) procurement of inpatient and outpatient
hospital servicesfor routinely used providersunder contractsor rate quote agreements
toat least 88% at the IHS-widereporting level.

Rationale: It isimportant that IHS optimize its use of CHS resources. CHS regulations require
the use of medica priorities to assure that persons with the most urgent need receive services and
that aternate resources pay prior to IHS expending funds. Beyond these built-in requirements,
IHS is making efforts to assure that we receive the best price available from our routine

providers of care. To that end, we are seeking to ensure that contracts or rate quote agreements
arein place that provide reduced ratesto IHS and its patients with routinely used hospitas.
While not every routindy used hospita will agree to some reduced rate schedule with IHS, many
will, and it isto our advantage to continue to aggressively pursue cost-effective arrangements.

Approach: Itisnot feasble to pursue contracts or agreements with every hospital that provides
sarvicesto IHS patients. Some hospitals are utilized on a one-time emergency basswhen it is
impossible for the patient to be moved to a contract facility, or when there is no contract fadlity
inthevicinity. In other cases, the utilization of the facility is so infrequent thet it isimpractica

to contract with that facility for asmall number of petient vists per year. Therefore, IHSisonly
interested in obtaining contracts or rate quote agreements with frequently used providers.

Frequently used hospitals are defined as those facilities to which IHS paid more than $50,000 for
inpatient services per year and/or more than $10,000 in outpatient services per year. Not al
hospitals meet both criteria, and inpatient and outpatient service contracts and rate quotes will be
tracked separately.

To cdculate the percentage rate we divide the amount paid to frequently used hospita providers
with contracts or rate quote agreements, by the amount paid to al frequently used hospitd
providers. The IHS fiscd intermediary (FI1) , who makes IHS CHS payments, will provide these
amounts. The FI dso maintains information on contract and rate quote agreements and applies
the contract or agreement rate to the payment. Records are maintained by individua provider
and composite data can be provided by the FI.
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Data Source: ThelHSFisca Intermediary — Blue Cross and Blue Shidd of New Mexico.
The IHS will use FY 1997 clams paid data as the basdline. For this year the cdculated rateis
84.4 percent. The reason why the basdline of FY 1997 is chosen isthat the data are 99 percent
complete,

Type of Indicator: Process

Linkages: Theseindicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Satus of American Indians and Alaska Natives the accountability requirements of a
DHHS OPDIV, and support H P 2010 objectivesin Focus Area 1. Accessto Quality Headth
Services.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 34: During FY 2001, the IHS Headquartersand Areaswill maintain full
compliance with major Federal requirements (i.e, GPRA, GMRA, ITMRA, etc.),
without expanding the administrative staff abovethe FY 1999 FTE target level.

Rationale: A mgor recommendation in the IHS reorganization plan was to downsize and
greamline the IHS Headquarters and Area Offices and move from controlling and directing to
providing consultation and support to I/T/Us. This recommendation supports the continued
trangtion to locd control, and the intent of the NPR, but represents a Sgnificant chadlenge
because of the loss of economies of scale in the decentraization process. In the FY 1999
performance plan the IHS committed to reducing the number of FTE sin IHS Headquarters and
Areas by 10 percent over the FY 1997 levd.

For FY 2001 the IHS is committing to maintaining the reduced Area and Headquarters
adminigrative FTE levd at the target FY 1999 levd (i.e., 10% below the FY 1997 level) and to
focus resources at providing access to services. Further reductions in adminigtrative positions
will be congdered with caution given the increasing accountability requirements for which the
Agency must be responsive and the importance of field support.

Approach: To accomplish thisindicator the IHS continues the process of reorganizing
Headquarters to aflatter and smpler structure and integrating the use of multi-disciplinary teams
to addressimportant functions, including the GPRA. Many Areas are S0 reorganizing to more
efficient Sructures. Likewise, the IHS iswdll dong inits Y 2K converson plan addressng five
mission-critical information systems and will meet the necessary requirements associated with
this activity.

As described in Performance Indicator 35, we are attempting to expand the development of
partnerships with outside organizations to bolster our capacity to serve the needs of AI/AN
people. Doing more of what isimportant without expanding administrative overhead will
require consderable training and improved technologies, aswell as ceasing to expend resources
on low vaue work.

The evauation of our success in this attempt a achieving more will come from the surveys of
|/T/Us described in Performance Indicator 32. Feedback will come from the Department, OMB,
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and Congressrelative to our level of compliance with the growing number of Federd
requirements, particularly the GPRA, GMRA, ITMRA, and audits of the resources expended.
In the long run, our success in this efforts will be reflected to a consderable degreein the leve
of redlization of our component of the DHHS Strategic Plan and the IHS Mission and God.

Data Sour ce: Audits of Areaand Headquarters, I/T/U Survey, and feedback from HHS, OMB,
and Congress.

Basdline: FY 1997 Areaand Headquarters FTES = 2085

Type of I ndicator: Process

Linkages: Theseindicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives and the accountability requirements of
aDHHS OPDIV.

Program Performance FY 1999: FY 1999 Indicator 25 committed to reducing Areaand
Headquarters staff by 10% below the FY 1997 level of 2085 FTEs (i.e., 1876 FTES) and
maintaining compliance with Federd requirements. Thisindicator has been achieved with FY
1999 tota Areaand Headquarters FTEsleve of 1,619 or a 22 % decrease while meeting
compliance standards. However, the large reduction in FTEs that has occurred with
reorganizetion is greater than anticipated and has left "function holes' in the IHS infrastructure
that are essentid to replace to assure that the IHS can meet its accountability requirements.
Thus, the IHS is committing to maintaining the target level (i.e., 1876FTES) rather than the

actua FY 1999 levelsfor this performance measure for FY 2000 and FY 2001 (see summary of
changes to FY 2000 plan on pages 87-90 of appendix).

Indicator 35:. Toincrease collaborative support for improved health status of
Al/AN people, the IHS will have increased the number of interagency agreements
and cooper ative agreements with agencies and organizationsthat aredirectly linked
to performance plan indicatorsover the FY 2000 level.

Rationale: Given the demandsin hedlth care that the IHS continues to face, it has become
increasingly important to the IHS s advocacy role to seek collaborative partnerships with other
organizations which can asss in efforts to achieve the IHS Misson and God. While the
number of agreements was initidly identified as the most gppropriate indicator, it has become
clear that number isless Sgnificant than the area of focus and level of commitment spelled out in
the agreement. Thus, this indicator was revised to address increasing the number of agreements
specificaly directed at performance indicators.

Approach: For many years the IHS has worked collaboratively with other organizations,
particularly other HHS agencies (eg., NIH, CDC, AHCPR), in efforts to improve the quantity
and quality of serviceswe provide. The IHS s currently in the process of proactively seeking
additiona and broader partnerships with organizations directed at setting in place long-term
drategic approaches to addressing the interactive effects of hedth and socid services,
community empowerment, and economic development directed towards improved qudity of life
for AI/AN people.
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Clearly opportunities exist for expanding agreements with existing organizations aswell as
developing new ones with other Federd, State and local agencies, as well as private sector
organizations. In thislight, our 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 hedthy home and community
2. Ensuring persona development within the context of developing communities

Response thus far has been encouraging with active participation from HUD, DOI, DOA, DOT,
and saverd HHS OPDIVs. The ultimate god for the initiative is to improve the status of AI/AN
children and youth relive to indicators reflecting the two themes. The approachisto
collaborate with agencies that serve AlI/AN people to improve coordination of services and
increase access to services for AI/AN communities (including urban areas). In addition, the
iniid workgroup of this initiative embraced the importance of agencies documenting their
commitment to the initiative through identifying appropriate specific GPRA performance
indicators.

Many additiona opportunities exist to address mgor health problems through collaboration.
These will be pursued with intent to include joint performance indicators as part of the
collaborative process (e.g., see Indicator 11 on page 44).

Data Sour ce: Audit of existing agreements.

Baseline: The FY 1999 totd number of agreements was 86. The basdline for those FY 1999
agreements linked to performance measures will be determined by February 2000.

Type of Indicator: Process

Linkages: Thisindicator broadly supports the DHHS Strategic Plan, Strategic Objective 3.6
I mprovethe Health Status of American Indians and Alaska Natives.

Program Performance FY 1999: The FY 1999 indicator committed to increasing the total
number of agreements with other agencies and organizations by 10% over the FY 1997 level that
was origindly reported a 71. Review of the documentation of FY 1997 reveded that only 66
were actudly in effect. Thisindicator has been accomplished with 86 agreements for FY 1999
for atotal of $12.9 million compared to the 66 agreementsin FY 1997 for atotd of $11.6
million. This represents a 30% increase in the number of agreements.

Indicator 36: During FY 2001, the IHS will expand Managerial Cost Accounting
(MCA) capacity through theinvestment in necessary information technology in accord
with DHHS and OM B guidance.

Rationale: The Federd Financid Management Improvement Act of 1996 (The Brown Bill)
requires IHS to achieve the linkage of resources to results through MCA. This

legidation requires each agency to maintain financid management systems that comply with
Federd financiad management systems requirements, applicable Federal accounting standards,
and the U. S. Standard Generd Ledger a the transaction level. As mentioned in the Program
Aggregation section on page 24, caution must be exercised in goplying manufacturing
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accounting gpproaches to a comprehensive public hedth program. Attempting to cost account
for outcomes for complex chronic disease processes (i.e., diabetes) addressed by many hedth
disciplinesin diverse sttings, with long time lags in effect, is plagued with thrests to vaidity,
and would probably represent an exercise in futility.

Approach: The IHS has contracted with the Mitretek Systems to analyze technical dternatives
for IHS cost reporting/cost accounting. Thiswill be a detalled analyss of technica dternatives
and include a cost benefit and trade off andysis of dternatives. The results will be provided to a
steering committee to support strategic decison making regarding the implementation of cost
reporting and cost accounting a IHS. This system is necessary to assst IHS leadership to
maximize the effective use of available resources and ensure that patient care can be provided to
its customers. Perhaps the most significant benefit or goa for establising MCA isto increase
collections from private insurance, Medicare, and Medicad.

Type of Indicator: Process

Linkages: Thisindicator supports the management and accountability requirements of
GPRA, GMRA, Clinger-Cohen and aDHHS OPDIV.

Program Performance FY 1999: The FY 1999 indicator committed to begin implementation
of cost accounting during FY 1999. This measure was accomplished with the implementation of
"cogt center” accounting practices which began operating a IHS hedth facilities, Area Offices,
and Headquarters and have contributed to improved management particularly a hospitals and
clinics.

Indicator 37: Toimprovejob satisfaction and the quality of work lifefor IHS
employees, the IHS will improve its overall Human Resour ce Management (HRM)
Index scoreto at least 95 as measured by the DHHS annual HRM survey.

Rationale: The DHHS Qudity of Work Life Initiative is based on socid-psychological
principles which are associated with both organizationd effectiveness and improved quality of
lifefor members. As part of thisinitiative, the Department has developed and refined a HRM
Index employee survey as avaid messure of management practices that are important to
organizationd performance. These practicesinclude Morde, Climate for Innovation, Planning
and Organization, Communication, and Operationd Efficiency. Since the DHHS dsarted
conducting the HRM Index surveysin 1991, the IHS sample scores have consistently averaged
below the overdl average DHHS score.  Given that the eements assessed in this survey are
fundamenta to achieving the IHS Misson and God, the Agency is committed to improving this
trend.

Approach: TheIHSisnow in the process of actively tailoring the implementation of the
Department's Quality of Work Life Initiative to its unique and diverse setting. Furthermore, some
of the additiona resourcesin the requested FY 2001 IHS Budget will be used to improve
supporting functions such as training, equipment and supplies, and improved communications
networks. The Agency beieves these enhancements, coupled with the Qudity of Work Life
Initiative, will improve morde, communications, job satisfaction, and other factors sufficiently

to be reflected in an improved HRM Index score for the IHS in FY 2001.
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Data Source: FY 2000 DHHS HRM Survey
Baseline: FY 1998 and FY 1999 DHHS HRM Survey Scores were 93 for the IHS

Typeof Indicator: Process/Impact

Linkages: Thisisanew indicator for FY 2000 which directly supports the Secretary's Qudity
of Work Life Initiative and generaly supports the DHHS Strategic Plan, Strategic Objective 3.6
Improve the Health Satus of American Indians and Alaska Natives.

Program Performance FY 1999: No FY 1999 indicator
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