
Update on Documentation, and 
Self-Management

Mary Wachacha
Mary.Wachacha@ihs.gov

828-292-1175

mailto:Mary.Wachacha@ihs.gov


HIM and BO Role 
in IHS Self Management Initiative

1. Participants will understand the difference between the 
Medical Model and the Chronic Care 
Initiative/Innovations in Planned Care (IPC) 

2. Participants will gain an understanding of the new Self- 
Management initiatives being introduced by IHS.

3. Participants will learn about the new IHS initiatives that 
support Self-Management and Chronic Care: 
– Patient Education
– PWH
– iCare
– Internet access
– Family Health History
– Personal Health Records
– Community Alerts
– Quality of Care



Where does the data come from?

From provider documentation



JCAHO and Information 
Management (IM)

• Each episode of care generates health 
information that must be managed 
systematically by the hospital.

• All data and information used by the 
hospital is categorized, filed, and 
maintained.



Standard IM 01.01.01

• The hospital identifies the internal and 
external information needed to provide 
safe, quality care.

• The hospital identifies how data and 
information enter, flow within, and leave 
organization

• The hospital uses the identified 
information to guide  development of 
processes to manage information.



IM Standard 02.01.01

• The hospital protects the privacy of health 
information.



Internet Access



Patient Registration 
Internet Access

• Do you have access to the Internet? 
– Yes
– No

• Where is that access?
– Home, work, library, community

• What is your email address?

1. How will your facility safe-guard this information?

2. How will your providers use this information?



Use of Email address

• Providers can use it only to send out 
“generic” patient information (i.e., to the 
patient with high blood pressure, can only 
send generic info about high blood 
pressure)

• Providers are not supposed to use the 
email to contact patient concerning 
personal health information from RPMS



Internet access by area 2007

• 18.7% of patients screened for access
• 20.9% state that they have access
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Record of Care, Treatment and 
Services (RC) JCAHO

• RC 02.01.01
• The medical record contains the following 

demographic information:
• ….name, address, DOB, sex, ….
• The patient’s language and communication 

needs
• Use of restraints or seclusion
• Care, treatment and services
• Information provided to patient and family



Rights and Responsibilities of the 
Individual (RI)

• RI 01.01.01
• The right to effective communication
• The right to participate in care decisions
• The right to informed consent
• The right to know care providers
• The right to participate in end-of-life 

decisions
• To understand the patient’s responsibilities



RI 01.01.03
• The patient’s right to and need for effective 

communication
• The patient’s cultural and personal values, 

beliefs and preferences
• The right to pain management
• Information is tailored to the patient’s language 

and ability to understand
• The right to interpreting and translation services
• The right to communication if patient  has 

impairments to vision, speech, hearing or 
cognitive needs



Patient  has impairments to vision, 
speech, hearing or cognitive needs
RL - Readiness to Learn             
Mnemonics
-Distraction      RL-DSTR 
-Eager RL-EAGR
-Receptive       RL-RCPT   
-Pain RL-PAIN    
-Severity of Illness

RL-SVIL
-Not Ready      RL-NOTR
-Unreceptive    RL-UNRC    
-Intoxication     RL=ETOH

BAR - Barriers to Learning Mnemonics
-Blind BAR-BLND
-Cognitive Impairment BAR-COGI
-Childhood Development BAR-PEDI
-Deaf BAR-DEAF
-Dementia BAR-DEMN
-Developmental Delay BAR-DEVD
-Does Not Read English BAR-DNRE
-Doesn’t Speak English/ BAR-INTN

Interpreter Needed BAR-INTN
-Emotional Stressors BAR-EMOT
-Fine Motor Skills Deficit BAR-FIMS
-Learning Disability BAR-LDIS
-Speaks English As a BAR-ESLA

Second Language
-Hard of Hearing BAR-HEAR
-No Barriers BAR-NONE
-Pediatric/Developmental BAR-PEDI
-Social Stressors BAR-STRS
-Values/Belief BAR-VALU
-Visually Impaired BAR-VISI

LP - Learning Preference Mnemonics
-Small Group LP-GP
-Read LP-READ
-Media LP-MEDIA
-Talk LP-TALK
-Do/Practice LP-DOIT



Documenting Health Factors on the PCC





Business Office: 
Health Education, 
Patient Education 

and Counseling

Reimbursement for Education and Counseling?
Evaluation and Management (E&M) Coding



Evaluation and Management 
(E & M) Coding

• The most common and most important time 
when time becomes a factor is when counseling 
dominates the visit (i.e. patient education).

• In the case where counseling and/or 
coordination of care dominates (more than 50% 
of the visit time) of the physician/patient and/or 
family encounter (fact-to-face time in the office 
or other outpatient setting, floor/unit time in the 
hospital or nursing facility), time is considered 
the key or controlling factor to qualify for a 
particular level of E/M services.



Evaluation and Management 
(E & M) Coding

• If the physician elects to report the level of 
service based on counseling and/or coordination 
of care, the total length of time of the encounter 
(face-to-face) should be documented and the 
record should describe the counseling and/or 
activities to coordinate care.

• In practice, this means that if you document 
spending >50% of a 15 minute visit in 
counseling (education), you get a 99213 code 
even if you don't ask a single question or touch 
the patient.  Similarly, >50% of a 25 minute 
encounter gets you 99214.



E & M Reimbursement and 
Collections

• IHS providers document the content of the 
education, the level of understanding, and the 
time. We don't collect for it because we don't 
pursue the collection/reimbursement, however, 
private physicians do.

• We have developed a simple way of provider 
documentation and many providers use the 
PEPCs (Patient Education Protocols and 
Codes), however, we still don’t pursue the 
reimbursement and collections of 
education/counseling.



Documentation of E/M Services

• Three Key Components:
– history
– examination
– medical decision making

• Other Components:
– Counseling
– Time (may use to determine if OV level - if > 

50% of time is spent in face-to-face 
counseling)



“Incident-To” Billing
• The physician must be “actively” 

involved in at least 1 out of every 3 
visits.

• The progress note should clearly 
identify that this is an “incident-to” 
service (e.g. note should be signed 
“_______ incident to Dr. __________.”

• Service must be within “scope of 
practice”

• Considered to be “established patients”



“Incident-To” Billing

• An “integral” part of a doctor’s diagnosis 
or treatment:
– provided under “direct supervision” of a 

physician
– performed by an employee of that doctor
– something ordinarily done in a doctor’s 

office or clinic



Office Visits, Established Patients

Table 1: Office Visits with Estabilshed Patients

Codes 99211 99212 99213 99214 99215 

History Not 
required 

Problem 
focused 

Expanded 
Problem 
Focused 

Detailed Comp. 

Exam Not 
required 

Problem 
focused 

Expanded 
Problem 
Focused 

Detailed Comp. 

Decision 
Making 

Not 
required 

Straightfo
rward 

Low Moderate High 

Time* 5 mins 10 mins 15 mins 25 mins 40 mins 



Reimbursement

• Documentation is the key. What you 
charge MUST be substantiated by what 
the documents!!

• Must be familiar with ICD 9 codes as well 
as CPT codes.

• Must substantiate medical necessity. 
Develop a paper trail for physician referral.



Documentation of Education?

Are you understanding the 
importance of what the provider 

documents?



ABNG – Abuse and Neglect 
(child or elder)

ABNG-CM   Case Management
ABNG-C Complications
ABNG-CUL Cultural/Spiritual

Aspects of Health
ABNG-FU    Follow-up
ABNG-IR Information & 

Referral
ABNG-L Literature
ABNG-P Prevention
ABNG-PSY Psychotherapy
ABNG-RI Patient Rights and 

Responsibilities
ABNG-RP Mandatory Reporting
ABNG-S Safety

The Hospital assesses the patient who may be a victim of:
• Abuse and Neglect
• Sexual Abuse

DVV – DOMESTIC 
VIOLENCE VICTIM

DVV-C       Complications
DVV-CUL Cultural/Spiritual

Aspects of Health
DVV-DP Disease Process
DVV-FU Follow-up
DVV-IR Information & 

Referral
DVV-L Literature
DVV-P Prevention
DVV-PSY Psychotherapy
DVV-S Safety
DVV-SCR Screening
DVV-SM Stress 

Management
DVV-TX Treatment

DVP – DOMESTIC 
VIOLENCE 

PERPETRATOR
DVP-CUL Cultural/ 

Spiritual 
Aspects of   
Health

DVP-DP Disease
Process

DVP-FU Follow-up
DVP-IR Information &    

Referral
DVP-L Literature
DVP-P Prevention
DVP-PSY Psychotherapy
DVP-S Safety
DVP-SCR Screening
DVP-SM Stress

Management
DVP-TX Treatment

JCAHO



Breastfeeding/Bottle Feeding
FEEDING CHOICE (today) X One time data Fields

BREAST ONLY Birth (kg) Birth 
Weight Order

Mostly BREASTFEEDING Weeks/Months

½ Breastfeeding AGE – Started Formula

½ Formula

Mostly FORMULA AGE – Stopped Breast

FORMULA ONLY AGE – Started Solid 
Foods



IHS Current Model of Care

• Primarily most sites provide care patterned 
after the Medical Model



Medical Model

• Participants will understand the 
difference between the Medical Model 
and the Chronic Care 
Initiative/Innovations in Planned Care 
(IPC)



Medical Model
Designed to 
treat acute 

medical 
problems

Health 
Professional 

is the 
authority and 
is responsible 

for the 
patient’s 

diagnosis, 
treatment and 

outcome

Patient defers 
to the 

expertise of 
the 

professional



Medical Model
• Without a doubt, the medical model is the 

most preferred model of care in acute 
patients:
– Heart attack
– Delivering a baby
– Stroke
– Broken leg

• We expect our providers to be responsible 
for the patient’s diagnosis, treatment and 
outcome



But…
• Most of our I/T/U facilities don’t focus 

solely on acute medical problems in 
our daily services

• Most of our I/T/U facilities provide 
services to patients suffering from 
chronic conditions:
– Diabetes
– Asthma, allergies
– High blood pressure
– Obesity



Yet, many of our I/T/U facilities 
continue to practice the Medical 
Model – whose focus is acute 
care - rather than focusing on 
the chronic conditions that are 
the basis of most of our patient’s 
illnesses.



We’d like our I/T/U facilities to 
recognize the need to provide 
health care that will better impact 
the chronic conditions that our 
patients have.



Focusing on Chronic Care

• Results in Patient-Centered Care



Networking/Communication

Standardized Outputs/Pop Mgt (iCARE/CRS)

Standardized RPMS Data

Implement Chronic Care Initiative

Transition From the Medical Model

Person Centered Care

Steps to Person Centered Care



Moving to Patient Centered Care 
means to stop practicing the 

Medical Model by providing acute 
care when…what our patients need 

is chronic care management



For patients to better manage 
their chronic conditions, they 
must better understand about 

their chronic conditions



To better manage their chronic 
conditions, patients must:

• Be educated about their health
• Be encouraged to take ownership 

of their health
• Shown how to take ownership of 

their health



The provider must begin to help 
patients to understand how to 

improve their health
• This is a huge paradigm shift for many of 

our I/T/U providers because they are 
applying the Medical Model to all phases 
of health care to Native Americans

• When, in reality, Native Americans need to 
be provided with information and health 
care to manage chronic conditions



The cornerstone of Chronic Care 
is self-management of the 

chronic condition by the patient



Transition From the Medical Model



HIM
• Manages personal health information
• “HIM - principles and practices of acquiring, 

analyzing, and protecting digital and traditional 
medical information vital to provide quality care”

• “the link to clinicians and information technology”
• The “bridge” between patients’ health 

information and payers, government and 
regulating agencies.

• Enabling the delivery of quality care in the IHS



IHS is developing or is in the process of 
developing Self-Management Tools that providers 
can use to transition away from the Medical Model:

• Patient Education
• PWH
• iCare
• Trying to determine how many of our 

patients have internet access?
• Family Health History
• Community Alerts
• Quality of Care



Quality of Care

Community Alerts

iCare, PWH, PHR
iCare, Personal Wellness Handout, Personal 

Health Records

Increase communication with patient:
• Patient Education
• Patient-provider communication
• Health Literacy
• Internet Access

Transition From the Medical Model

Person Centered Care

Self-Management



Patient Education



Steps for Documenting Patient 
Education

1. Readiness to learn 
2. Disease state, illness, condition or system being addressed
3. Specific education topic
4. Level of patient/family understanding of the material
5. Time spent by the provider who did the education
6. Initials of the provider who did the education
7. Goal setting
8. Comments

5 Mandatory steps and 3 Optional steps



Education String

This string tells us:

• the patient received asthma education on using 
the Metered Dose inhaler;

• had a good understanding;

• the education took 8 minutes

• Chris Lamer provided the education

• The patient set a goal to use the metered dose 
inhaler daily

ASM – M-MDI – Good – 8 min – CL – GS: Use MDI daily



Documenting 
patient 
education 
on the PCC



Needed:

iCare

Improved Goal 
Setting





Look for Health Education Program





You’re 
Looking for 
Patient and 
Family 
Education 
Protocols 
and Codes



2008 
PEPC 
Manuals



Click Here 
for “How to 
use the 
PEPCs”

Click Here for the 
actual Protocols 
and Codes

Click here for a 
specific topic



Volume 1



New 
in 

2008





Volume II



New 
in 

2008





Clicking on one of these 
links will open up to 
individual booklets that 
you can download





Enhances to RPMS
• Patient goal setting is a crucial element of 

patient education and self-management.
• Self-management is a crucial element to 

caring for chronic diseases.
• The current version of EHR does not allow 

for patient goal tracking. A fix to patient 
goal setting should prioritized.





IPC and Chronic Care Sites

• Develop “a package” of Self Management 
System tools that can be made available 
to Innovations in Planned Care (IPC) 
Chronic teams for testing, adaptation and 
implementation.
– clarify patients’ active role in health care



IPC1 IHS (8)
IPC1 Tribal (5)
IPC1 Urban (1)
IPC2 IHS (16)
IPC2 Tribal (8)
IPC2 Urban (2)

IPC1 IHS (8)
IPC1 Tribal (5)
IPC1 Urban (1)
IPC2 IHS (16)
IPC2 Tribal (8)
IPC2 Urban (2)

IPC1 IHS (8)
IPC1 Tribal (5)
IPC1 Urban (1)
IPC2 IHS (16)
IPC2 Tribal (8)
IPC2 Urban (2)

IPC and Chronic Care Sites



Federal Sites: Tribal Sites:

•Gallup Indian Medical Center     
•Albuquerque Service Unit  
•Warm Springs Service Unit 
•Chinle Comprehensive Health Care 
Center
•Wind River Service Unit 
•Sells Service Unit  
•Whiteriver Service Unit  
•Rapid City Service Unit
•Clinton Indian Health Center
•Colville Indian Health Center
•Fort Defiance Service Unit
•Fort Peck Service Unit
•Fort Yuma Health Center
•Kayenta Health Center
•Northern Cheyenne Service Unit
•Phoenix Indian Medical Center
•Pine Ridge Service Unit
•Red Lake Hospital
•Ute Mountain Ute Health Center
•Wagner IHS Healthcare Facility
•Wewoka Service Unit
•White Earth Health Center
•Yakama Indian Health Service

•Indian Health Council, Inc.
•Cherokee Nation Health Services 
•Choctaw Health Center
•Eastern Aleutian Tribe
•Forest County Potawatomi Health & 
Wellness Center  
•Cherokee Indian Hospital (Eastern
•Chickasaw Nation Health System
•Chugachmiut
•Fort Mojave Indian Health Center
•Oneida Indian Health Service
•South East Alaska Regional Health 
Center
•Swinomish Health Clinic
•Chief Andrew Isaac Health Center
•Tule River Indian Health Center

Urban Sites:

•Gerald L. Ignace Indian Health 
Center
•Oklahoma City Indian Clinic
•South Dakota Indian Health Center



Patient 
Education

Health 
Literacy

Patient-
Provider 
Communication

Internet 
Access

Educational 
Assessments

PHR

PWH

iCare

JCAHO

GPRA

Patient Education 
Protocols and 

Codes

Improved Self-Management



What is Health Literacy?

Health literacy is the “degree to which 
individuals have the capacity to obtain, 
process, and understand basic health 
information and services needed to 
make appropriate health decisions.”



Health Literacy and AI/AN patients

• 14% have below Basic Health Literacy
• 22% have Basic Health Literacy
• 14% + 22% = 36% have either below 

Basic or Basic Health Literacy
• 53% have intermediate Health Literacy
• Many Native Americans will fall in the 36% 

category
• 4 out of every 10 patients will not 

understand what the provider is explaining



Native American Health Literacy

• Other factors that impact AI/AN Adult 
literacy:
– AI/AN have lower adult literacy
– Have lower incomes
– Are in poorer health
– Have limited English proficiency
– Are over 65 years of age



Health Literacy Health Factor

• We are eventually going to add a new 
Health Factor that providers will use

• This new Health Literacy Health Factor will 
help the provider to determine the reading 
level of our clients

• The information obtained by the provider 
will be entered into RPMS



New 
Posters 
are 
available



Patient Wellness Handout 
PWH



PWH version 2.0

• New components
• Ability to select which components appear 

on the PWH
– Can save different kinds of PWHs

• Ex: Medication reconciliation: allergies & meds

• Wording changes based on:
– Health literacy review
– Patient feedback from focus groups



New Components

• Demographics
• Ht/Wt/BMI
• Blood Pressure
• Allergies
• New Medication Display
• Immunizations DUE
• Immunizations received
• Patient Goals
• HIV Screening

• Cholesterol
• Diabetes Care
• Mammogram, PAP, 

colorectal cancer 
screening

• Quality of Care 
measures

• Physical Activity
• AskMe3



Medication List

Active Medications

Meds requiring new Rx

Recently discontinued 
Meds



Ht/Wt/BMI

• Some change in wording

HEIGHT/WEIGHT/BMI - Weight and Body Mass 
Index are good measures of your health.  
Determining a health weight and Body Mass Index 
also depends on how tall you are.

You are 6 feet and  1 inches tall.
Your last weight was 178 on Nov 17, 2006.
You should have your weight rechecked at your 
next visit.



Immunizations Received
IMMUNIZATON (shot) RECORD - It is 
important to keep track of your 
immunizations.

You received the following immunization(s):
DTP on 01-Feb-1979
DT-PEDS on 22-Mar-1990

Td-ADULT on 23-Dec-1999

FLU,NOS on 27-Dec-2001
FLU,NOS on 20-Dec-2002
FLU-SPLIT on 17-Nov-2006

PNEUMO-PS on 01-Mar-1988



Cholesterol
CHOLESTEROL
Controlling your cholesterol can keep your heart and blood 
vessels healthy.

Your total cholesterol result was 162 MG/DL on Apr 20, 2006.
Your last LDL (bad cholesterol) result was 97 on Apr 20, 2006.
Your last HDL (good cholesterol) result was 48 on Apr 20, 
2006.
Your last triglyceride result was 86 on Apr 20, 2006.

LDL (bad cholesterol) should be under 100 mg/dL.  Your LDL 
cholesterol is good!  You should have your cholesterol checked 
every year.

No recent cholesterol is on file.  You should have your 
cholesterol rechecked at your next visit.



Diabetes Care
HEMOGLOBIN A1c
Hemoglobin A1c is a test that measures your blood sugar control 
over a 3-month period.  You should have this test done every 3-6 
months. Your last A1c test on file was done on Nov 17, 2006.

You are due to have your A1c tested. Ask your health care 
provider to order an A1c test for you.

An A1c value that is less than 9% shows that you have good 
control of your blood sugar. Ask your health care provider how 
you can keep lowering your A1c!

DIABETES KIDNEY ASSESSMENT
Diabetes can cause kidney damage. There are tests that can see 
how well your kidneys are working. Getting these tests at least 
once a year can help your health care provider protect your 
kidneys and lower your risk of getting kidney damage and 
dialysis.



You should have your kidneys tested to see how well they are 
working every year. Ask your health care provider to order a 
kidney function test for you.

DIABETES EYE EXAM
Diabetes can affect your eyes and vision. Early detection of eye 
problems can help you to get the treatment you need to lower your 
chances of having problems such as blurred vision or blindness.

You should have at least one diabetes eye exam every year. Ask 
your health care provider to order a diabetes eye exam for you.

DIABETES FOOT EXAM
Diabetes can make your feet hurt or feel numb. Having a diabetes 
foot exam every year can help to lower the chance of losing 
feeling in your feet, getting an infection, or having an 
amputation.
You should have at least one diabetes foot exam every year. Ask 
your health care provider to order a diabetes foot exam for you.



New

Posters

Available



iCare







iCare - Panel Outcomes



iCare - Panel Outcomes



iCare - Forecasting



Patient Provider Communication





Family Health History
• Family Heath History is a website where you can 

create a family health history.
• IHS is adding data elements that are from this 

site into the RPMS family history file. 
• Plan is to encourage patients to create their 

family health history and share with providers. 
• Future plans to enable patients to enter family 

health history directly into RPMS as a patient file 
which can be viewed, evaluated, and edited by 
the provider to dump into RPMS fields



Family Health History Website

https://familyhistory.hhs.gov/





Quality of Care 



Quality of Care Website

http://www.ihs.gov/NonMedicalPrograms/quality/





Patient Websites

• Family Health History Website
• Patient Education Handout Website
• Quality of Care Website
• Consumer Health Information Website

Improve patient’s access to health 
materials and Information



Patient Handouts



Consumer Health Information

http://www.ihs.gov/MedicalPrograms/consumer-health/





Conclusion

• Patient’s won’t make a change if they are 
not asked to change their lifestyles

• They won’t change unless they 
understand why they need to change their 
lifestyles

• They won’t change unless they 
understand how to make changes in their 
lives



I’ve presented some tools to 
assist our providers to assist 

patients in making these 
changes but providers also 
have to change their way of 

providing health care.



Steps to Person Centered Care

Networking/Communication

Standardized Outputs/Pop Mgt (iCARE/CRS)

Standardized RPMS Data

Implement Chronic Care Initiative

Transition From the Medical Model

Person Centered Care



Questions?
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