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To date, HELP has trained a total of 23 health coaches during 3 training sessions.  These health coaches represent IHN members (Family Care Community Health Centers, Grace Hill Health Centers, and People’s Health Centers) as well as the 8 health coaches employed directly by IHN.  A fourth training session is scheduled for mid to late February.  Health coaches conduct one-on-one sessions with patients regarding their goals and progress in disease management.  These sessions increase patient knowledge about preventive care and disease management, the causes or consequences of health problems, and services available to low-income patients.  Health coaches also facilitate “cluster sessions” in which a group of patients with the same chronic disease have the opportunity to participate in group educational session regarding disease management and individually visit their primary care physician and key specialists all in the same day.  (For example, a diabetes cluster session could enable patients to see their primary care physician, a podiatrist, an optician, a dentist and a social worker in one visit.)

The HELP program was presented to the staffs of Family Care Community Health Centers, People’s Health Centers, Myrtle Hilliard Davis Comprehensive Care Centers, and South County Health Department Clinic for a total attendance of 320 health care providers.  The HELP program includes curriculum to support the increased training of clinicians/staff in strengthening patient health literacy in a culturally competent manner.  Special focus is placed on chronic care education and self-management concepts for the target patient populations.  This will be accomplished in two dimensions, through the Care Model Training and Trans-cultural Communication Training.

Conducted 8 community outreach presentations by IHN health coaches (1 to the African American community, 2 to the Hispanic/Latino community, 4 to the Bosnian community, and 1 to the Vietnamese community) for a total attendance of 325 individuals.  These outreach efforts resulted in the enrollment of 51 new patients.  Outreach has become an important aspect of HELP.  Meeting with groups and organizations from within each of their own communities to introduce the HELP program and its benefits to their members becomes another tool for IHN health coaches to increase health literacy among these populations.

Served an approximate total of 400 patients to date through a total of 825 encounters.

The first Care Model Training session for health care providers is to be scheduled in early April.  The IHN links its programs to the Care Model, a patient-centered model for chronic disease management developed under the leadership of Edward Wagner at Group Health Cooperative at Puget Sound, and promoted by the Bureau of Primary Health Care and the Robert Wood Johnson Foundation.  Under the Care Model, patients diagnosed with chronic disease participate in a comprehensive disease management program.  The Care Model emphasizes support for patient goal-setting and self-management, regularly scheduled appointments with a patient’s primary care physician and key specialists, and close/monitoring/tracking of health outcomes.  

