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CIH sites work with patients according to community need but also recruit patients with diabetes, hypertension, hyperlipidemia, and asthma in a PublicHealth

o . . . . . IN THE
regular assessment and education process to help them improve their personal control of their chronic diseases (CD). 05
Number of CIH Sites Prioritizing High-Needs Populations of Concern
Throughout the Project
@ Fort Benton
eiderly -
Emergency service high utilizers — 4
@ Helena
Post-hospital discharge — 4
e Patients w/ hypertension — 3 Of the chronic conditions of concern for this
o Ennis High-risk & und d - 3 project,
Y s .un ers.erve had higher CIH engagement than
Other chronic conditions — 3 asthma (ZERO sites focused on these conditions).
Patients w/ diabetes 2 Elderly patients were universally served.
a Patients w/ mental health disorders — 2
& Patients w/ high cholesterol — 1
® 0
24 (38 total in MT) Number of Sites Making Patient Referrals to Healthcare,
CIH Pilot Sites Endorsed CIH Staff at Pilot Sites Patient Demographics Prevention and SeIf—Management Serwces. for Chronic
a Disease, and Community Supports
& o 74
Average Patient Age
1,942 5 4
Unique Patients Seen (All Reasons)  Total Patient Visits (All Reasons) 3
59%/40% 1
H | | [ |
5 o @ SRl AR Healthcare Other Dietitians DSMES*, National
4 Provider Community Tobacco DPP*, Fall
Supports QuitLine Prevention
94%/3%/2%
Patient Visits Associated with Follow-Up Visits (Patients Receive . . .
Cardiovascular Health, Diabetes, or More Than One Visit) White/Other/American ZERO sites referred to asthma supportive services, Health Coaches for
Asthma Indian Hypertension Control, Walk with Ease (arthritis). *DSMES: Diabetes Self-

Management Education and Support. National DPP: National Diabetes Prevention Program

DPHHS complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicin servicios gratuitos de asistencia lingiiistica. Llame al 1-406-444-1386 (TTY: 1-800-833-8503).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstlei jen zur Verfligung. 1 1-406-444-1386 (TTY: 1-800-833-8503).

This publication was supported by the Cooperative Agreement Number CDC-RFA-DP18-1817 from the Centers for Disease Control and Prevention. Its contents are solely the responsibility of the authors and do not necessarily represent the official views of the Centers for Disease Control and Prevention.
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Average Self-Ratings (scale of 1 to 5) by CIH Sites on How Well They

Achieved Five Project Goals  (p average, sites felt they best met the goal to

use ImageTrend to record chronic disease visits.

Using ImageTrend to record chronic

disease visits 4

Adding longitudinal patient |

. ) 3.7
wellness visits to practice

Establishing referral connections — 3.5

Tracking the impact of CIH on _|
patient outcomes

Tracking the impact of CIH on _|

healthcare system outcomes 2.8

All sites have plans for sustaining community support and referral
relationships. Only a few sites have financial sustainability plans.

CIH Final Report Summary, Year 5, October 2022 to September 2023, P2

Y5 Barriers
e Maintaining consistent communication with relevant stakeholders about CIH
17777 benefits, purpose and capabilities (3).
774, * Concisely defining an expansive and locally malleable program (3).
e Provider and staff turnover and the need to re-educate re: CIH (2).
e Lack of consistent referrals from partners.

Y5 Facilitators _ , - - ,
 Strong and supportive medical direction providing program guidance,

administrative advocacy, and primary care provider communication (2)
@ * Strong personal relationships with referral partners (2).

» Data available through ImageTrend (2).

 Attending class with other CIH staff for peer-to-peer connection.

Healthcare systems were the most commonly identified CIH
stakeholders, but all sites identified at least one other key partner
invested in CIH in their communities.
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patients, 'l do not know what I

would do without you and this

service, you have to keep it Site 5
going.' Thank you!"
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