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Improving Patient Care  

Access at: https://www.ihs.gov/office-of-quality/ipc/about/  

About IPC 

American Indians and Alaska Natives face high rates of illness, disability and death from chronic and 
preventable diseases. The Improving Patient Care (IPC) program supports IHS, Tribal and Urban Indian 
(I/T/U) programs in reducing these health disparities. 

The purpose of the IPC program, which is part of the IHS Quality Health Care Program (QHCP), is to assist 
outpatient primary care teams in their efforts to achieve a Patient Centered Medical Home (PCMH) 
standard of care and to support the pursuit of formal PCMH recognition. The IPC program is promoting 
the PCMH model of care throughout the Indian health system. Since 2008, this patient care model has 
improved the quality of health care, provided greater access to care and strengthened the positive 
relationships between care teams, patients, their families, communities and Tribes. 

By using IPC program tools and resources, Indian health facilities will engage patients more fully in 
decision making, emphasizing prevention and wellness. To be successful, this will require the efforts of 
the entire care team and facility management. 

The IPC program assists and supports Indian health facilities in: 

• Focusing on patient- and family-centered care. 
• Ensuring access to primary care for all American Indians and Alaska Natives. 
• Providing consistent, high-quality care by Indian health care teams. 
• Delivering care in concert with community and Tribal leadership aims. 
• Making positive, sustainable and measurable improvements in care. 

IHS senior leadership recognizes that fundamental changes in our system of care are required in order to 
achieve new standards of care. These changes include incorporating evidence-based medicine 
principles, providing point-of-care decision support, making care available to meet patient needs and 
integrating/coordinating care across the medical neighborhood. Please contact your local Indian health 
facility to learn more. 

 

https://www.ihs.gov/office-of-quality/ipc/about/
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Goals and Progress 

Through discovering, learning and applying quality improvement (QI) processes, the IPC program goals 
are to increase QI capacity and provide technical assistance to support the implementation of the 
Patient Centered Medical Home (PCMH) model of care to continuously improve the health and wellness 
of American Indians and Alaska Natives. 

IPC Program Objectives 

To assist Indian health facilities in: 

• Discovering the benefits of learning and applying QI science and IPC QI initiatives. 
• Learning the Model for Improvement, data-driven improvement, evidence-based medical care, 

process improvements and innovations and team-based care principles. 
• Applying QI concepts for transformational change into Patient Centered Medical Homes (PCMHs). 

IPC Program Strategies 

• Promote PCMH recognition and designation through national communication mediums. 
• Provide the technical assistance, training and support needed by IHS ambulatory care facilities to 

achieve PCMH recognition and designation. 
• Build capacity in QI skills to develop high-performing, innovative health care teams to improve the 

quality of care and access to care. 
• Promote or support the application (and effectiveness) of QI skills in health care settings beyond 

ambulatory care. 

IPC led the charge to apply QI concepts for transformational change into PCMH recognition. In the 10 
years since the IPC Program was launched, significant QI milestones have been reached, particularly 
over the last year. 

Progress Continues Toward PCMH Implementation 

• A Special General Memorandum requiring PCMH designation for IHS ambulatory care facilities by 
2021 was signed and became effective on May 1, 2017. Congratulations to the all the facilities that 
have obtained PCMH designation already. IPC has developed outreach and QI strategies to 
promote the PCMH model of care to support facilities’ journeys toward PCMH recognition. 

• Care teams in nine of the 12 IHS Areas completed on-site IPC—MS curriculum trainings through 
the IPC program from 2015–2017. More than 400 clinicians and staff attended. 

• IPC provided 1,000 subscriptions to the Institute for Healthcare Improvement (IHI) Open School to 
support I/T/U facility staff in their QI efforts. More than 400 staff members have enrolled. 

• Area Quality Managers (AQMs) — previously known as the Improvement Support Team (IST) — 
completed a 12-week IHI coaching program. 

• IPC awarded a contract for QI training and technical assistance for PCMH implementation and 
designation. 

• A new Quality Portal has been created to provide a collaborative learning environment to support 
QI and PCMH education and resource sharing. 
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• The IPC Program develops, publishes and disseminates three quarterly eNewsletters: Elements for 
IHS staff and Insights eNewsletter for I/T/U facility leadership. Snapshots of Hospital Quality 
focuses on QI support and creating a culture of quality at hospitals, Critical Access Hospitals and 
nonhospital-based Emergency Departments (EDs). 

• Key QI personnel from I/T/U facilities across the 12 Areas met with IPC program staff to engage in 
successful focus groups at IHS Headquarters. 

• IPC leadership approved a set of 21 measures developed by the IPC Measures Workgroup to 
support the tracking of progress toward adoption of the PCMH model of care. 

• IPC collaborated with the National Data Warehouse (NDW) to create and maintain a reporting 
system for the PCMH measures set for system-level reporting. 

Measures 

Measurement is a critical part of testing and implementing change; measures tell a team whether the 
changes they are making actually lead to improvement. Measurement for process improvement involves 
many sequential, observable tests. Conducting small tests of observable changes helps accelerate the 
rate of improvement. 

As our national health care system shifts from fee-for-service to value-based care, it is increasingly 
important to be able to document the quality of care and track improvements. The Centers for Medicare 
& Medicaid Services (CMS) uses quality measures as tools to help quantify health care processes, 
outcomes, patient perceptions and organizational systems that are associated with the ability to provide 
high-quality health care or that relate to goals of providing effective, safe, efficient, patient-centered, 
equitable and timely care. 

The IPC program worked with IHS officials to designate 21 Improving Patient Care Medical Home 
(PCMH) measures to track and assess the level of care in all IHS facilities. The measures will help 
document ongoing improvements as facilities achieve PCMH standards, now required by all ambulatory 
care facilities by Dec. 31, 2021. 

For Patients 

About the Patient Centered Medical Home (PCMH) 

The Patient Centered Medical Home (PCMH) model offers many benefits. Many U.S. health care 
providers are moving to this model of primary care — including IHS ambulatory care facilities. All IHS, 
Tribal and Urban Indian (I/T/U) facilities are working toward becoming PCMH accredited by Dec. 31, 
2021. Please check with your primary care facility regarding its current status. 

The PCMH model of primary care encourages patients and their provider teams to work closely to 
ensure that care is more comprehensive, coordinated and consistent. This approach has been shown to 
result in more efficient and personalized care — as well as improved access to medical services and, 
most importantly, better outcomes — especially for patients with chronic conditions such as diabetes, 
high blood pressure or heart disease. 

https://www.ihs.gov/office-of-quality/ipc/for-patients/benefits-of-the-pcmh-model-of-care/
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The PCMH model puts patients first by supporting their health goals, making sure they are actively 
engaged in care decisions and get all questions answered. Prevention is key. Providers remind patients 
when it’s time for important screening and immunizations. They also work to ensure that patients see 
the same provider whenever possible — and offer expanded scheduling options so care is accessible to 
all patients, whatever their work schedule or family responsibilities. 

 


