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The American Indian Health Commission (AIHC) for Washington State is a tribally-driven non-

profit organization, established by Tribal and Urban Indian Leaders in 1994.  Its mission is to 

improve the health of American Indians and Alaska Natives (AI/AN) through tribal-state 

collaboration on health policies and programs to eliminate health disparities at the state level. 

AIHC works on behalf of the 29 federally recognized Indian Tribes and three Urban Indian Health 

Programs (UIHPs).  Delegates are appointed by tribal council resolution to represent their tribes 

on the commission; UIHP representatives are appointed by their boards.   

Member Tribes  

Chehalis  

Colville  

Cowlitz  

Jamestown S’Klallam  

Kalispel  

Lower Elwha Klallam  

Lummi  

Makah  

Muckleshoot  

Nisqually  

Nooksack  

Port Gamble S’Klallam  

Puyallup  

Quileute  

Quinault  

Samish  

Sauk-Suiattle  

Shoalwater Bay  

Skokomish  

Snoqualmie  

Spokane  

Squaxin Island  

Stillaguamish  

Suquamish  

Swinomish  

Tulalip  
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Yakama  

 

Member Organizations  

Seattle Indian Health Board  

NATIVE Project of Spokane 

American Indian Community Center of 

Spokane 
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Introductions 

American Indian Health Commission - A Unique Model 

The AIHC is unique within the state and across the nation. It is considered a best practice model 

by tribal, urban Indian, and state leaders.  The AIHC serves as a forum where a collective voice 

is shaped on shared equity issues and health disparity priorities.  Tribes and UIHPs then work 

collaboratively with Washington State health leaders, the governor’s office, the legislature, and 

other organizations to address these priorities.  Tribes and agency officials from other states 

frequently contact AIHC to learn more about its distinct model to improve collaboration in their 

state-tribal health policy and coordination. The creation of AIHC has resulted in improved 

coordination, however, the coordination does not take the place and should not be confused with 

the requirements of Washington State Law.  AIHC does not speak on behalf of tribes or represent 

tribes in government-to-government consultation with state agencies or any other governmental 

entity.  RCW 43.376 clearly defines government-to-government relationships to be between state 

agencies and Indian tribes.  Tribal Sovereignty is established in federal law and polices.    

Urban Indian Health Providers are not sovereign; therefore, they do not have the same unique 

status as federally recognized tribes.  However, in the Indian Health Improvement Act P.L. 94-

437, there is a requirement to confer with UIHPs. This is a standard set with the passage of the 

Indian Health Improvement Act. 
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American Indian Health Commission Staff and Consultants 

Vicki Lowe, Executive Director, American Indian Health Commission (AIHC), a descendant 
of the Jamestown S’Klallam and Bella Coola First Nations, began working in the Jamestown 
Tribes Health Program and has seen this program through many changes in the world of 
healthcare. In July of 2015, Ms. Lowe became the Executive Director of the AIHC. Working 
with the AIHC, she has utilized her vast knowledge of the Indian Health Care Delivery 
System, as well as state and federal regulations that govern Indian Health to implement 
statewide strategies supporting Tribal and Urban Indian health programs. Some of these 
efforts include: 

• Developed Tribal Assister Project and Indian Health Care Reform Manual for Washington State 
• Ensure Tribal engagement and inclusion in Medicaid Transformation 
• Helped draft and facilitate the passage of the Washington Indian Health Improvement Act (2019) and the 

Washington Indian Behavioral Health Act (2020) 
Ms. Lowe is also very involved in the Jamestown S’Klallam Tribal Community. She has been part of the 
Jamestown Canoe Family since 2009, pulling in the Tribe’s canoe since 2012. She supports singing and 
drumming, language, weaving classes, and other cultural programs.  In 2012, she was honored as the 
Jamestown S’Klallam Tribe’s Volunteer of the Year. She has five children and seven grandchildren. 
 

Cindy Gamble, MPH, CLC. Cindy is Tlingit and of the Kaax’oos.hittaan (Man’s Foot Clan.) 
As a Tribal Community Health Consultant, she is the project lead for the American Indian 
Health Commission’s WIC Nutrition and Maternal and Infant Health projects. She also works 
collaboratively on other AIHC projects. Cindy has worked with Tribal Health Organizations 
and Tribal Communities in Alaska and Washington State for over 30 years as a Tribal Health 
Director, a Community Health Educator, and a UW/WSU Tribal Liaison. Cindy has served 
as an elected official for the Craig City Schools Board, the Craig Schools Indian Education 
Committee, Alaska Native Sisterhood, Camp #19 and Nutrition First. She has served on 
state, regional, and local boards/committees in professional and volunteer capacities. Cindy 

is currently the Board President of Nutrition First and a volunteer with the Canoe Journey Herbalists. Cindy has 
been the recipient of an Indian Health Service National Health Promotion/Disease Prevention “Outstanding 
Leadership Award” and a “Distinction in Public Service Award” from the Prince of Wales Island Chamber of 
Commerce. In 2020 Cindy received her Certified Lactation Consultant certification and enrolled in an 
Indigenous Herbalist Apprenticeship Program. Cindy and husband Jerry have 3 adult children and 4 
grandchildren.  
 

Jan Ward Olmstead, Chumash, MPA, serves as Senior Public Health Policy and Project 
Advisor to the American Indian Health Commission. In partnership with Tribal Leadership, 
Tribal Health programs, and community members, Jan helps create Native approaches that 
draw on unique cultural resources, community vision, and the engagement of Tribal elected 
officials. She brings an understanding of evidence-based public health knowledge from 
working with tribal communities. Jan has over 40 years of experience in health policy, public 
administration, and Tribal and intergovernmental affairs. Jan’s experience includes 
development of models and curriculum to support culturally grounded strategic thinking and 

program development. She served as adjunct faculty in the MPA Tribal Governance and General Cohorts at 
The Evergreen State College. Jan is a certified master trainer in the Neuroscience, Epigenetics, Adverse 
Childhood Experience and Resilience. She applies a historical and cultural context in trauma informed 
approaches as a path to healing through Seven Generation Strategies, acknowledgement of intergenerational 
core strengths, and self-determination. Jan serves on multiple boards and committees to address systemic 
racism, support equity, and community-driven capacity building in American Indian and Alaska Native health 
and wellness.  Together, Jan and her husband Roger, have four grown sons, their partners, and a 
granddaughter. 
 



    

4 | P a g e  
AIHC REPORT AND RECOMMENDATIONS|FINAL 

 
UPSTREAM STAFF 
 
Administration 
 Chelsea Waliser, Executive Director, Washington 
 Allison Weaver, Deputy Direction, Washington 
 
Coordination  
Erin Reeh, CHES, Implementation Coach, Washington  
 
Monitoring, Evaluation and Learning (MEL) 

Heidi Berthoud, State Impact Officer 
 
Partnerships 

Breanne Laughery, State Director of Partnerships 
 
Quality Improvement Session 

Adrianne Moore, WA Deputy Director of Quality Improvement 
Hannah Marshall, Implementation Coach 
Livia Romero, Quality Improvement Coordinator 
Noemi LaChapelle, Quality Improvement Advisor 
Rachel Linstead, National Quality Improvement Specialist 
Jordan Kim, National Director of Quality Improvement 

 
Training Session 

Carolina Aparicio, National Training Content Manager 
Danielle Samuel, Lead Training Event Coordinator 
Leann Blanco, WA Training Manager 
Richard Lamanna, Lead Trainer 
Shanell Robertson, Training Event Coordinator 
Amy Yoxthimer, Lead Clinician  
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AIHC and Upstream USA Partnership 
 
Upstream Washington engaged in a multiple year partnership with the State of Washington to 
increase access to the full range of birth control methods in a single visit by providing training and 
technical assistance to health centers, including Tribal and Urban Indian clinics.  
https://upstream.org/about/.   
 
Upstream USA engaged American Indian Health Commission of Washington State in a project to 
help achieve their goal to improve access to contraception to American Indian and Alaska Native 
(AI/AN) populations.  
 
The following is the Report and Recommendations as a result of the project.  The purpose of the joint 
project was to deepen Upstream’s organizational understanding and competencies in the 
commonalities and differences among tribal communities in regard to health care access and 
contraception.   
 
The benefit to Tribes and Urban Indian Health Programs is to increase health care access to 
contraception to AI/AN patients with cultural humility and respect for tribal sovereignty. 
 
The project activities included review, analysis, and recommendations of Upstream’s approach and 
model intended to empower patients in Indian Health Service, Tribal, and Urban Indian Health 
System (ITU) settings to decide when, and if, they want to become pregnant. 
 
Project Scope and Timeline 
The project began with an orientation meeting and two trainings for Upstream Staff.  Those events 
were followed by a series of sessions from August 2019 through February 2020 and were conducted 
between AIHC consultants and Upstream staff. The goal of the sessions was to inform the consultants 
and allow for discovery, review, analysis, and discussion of Upstream’s approach and model intended 
to empower patients in Tribal and Urban Indian Health Program settings to decide when, and if, 
they want to become pregnant.  
 

  PROJECT TIMELINE 

https://upstream.org/about/
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Project Objectives 
 Enhance organizational capacity and competency to ensure the ability to develop meaningful 

relationships with Tribes, Urban Indian Health Programs, and AI/AN communities. 
 Deepen Upstream staff’s knowledge and competencies through specific training objectives 

aligned with the project purpose. 
 Analyze information and materials presented in discovery sessions to inform and align 

recommendations with the project purpose with the intent of increasing effectiveness in ITU 
settings. 

 
Project Activities 
A series of trainings and meetings between AIHC consultants/staff and Upstream staff informed the 
analysis and recommendations: 
 

A. Staff Trainings  
August 2 - Training One - Learning Objectives 
• Tribal Sovereignty, Treaty Rights, and Self-Determination 
• The ITU System: Indian Health Services, Tribal Health, and Urban Indian Health System 
• Introduction to cultural humility and awareness of cultural values in Tribal and AI/AN 

communities 
August 8 – Training Two – Learning Objectives 
• Introduction of the American Indian/Alaska Native Experience 
• AI/AN Population Data and Root Causes of Health Disparities 
• AI/AN Complex Story of Contraception, Sterilization and Reproductive Rights  
• Tribal Sovereignty, Treaty Rights, and Self-Determination 
• ITU System: Indian Health Services, Tribal Health Services, and Urban Indian Health 

Services 
• Importance of Quality of Care, Access, and Culturally Appropriate Care 
• Native American Values and Traditions related to Pregnancy and Children 
• Maternal and Infant Health and Protection of Future Generations 
• Maintaining Good Relations in Indian Country 

 
B. Discovery Sessions 

Discovery sessions took place from August through January to gain a better understanding 
of Upstreams’ processes and programs to inform analysis and considerations for potential 
recommendations and/or changes or enhancements to Upstream’s training, approach, and 
technical assistance model in the following areas:  
1. Training Curriculum (curriculum recommendations)  
2. Quality Improvement Model (quality improvement material recommendations)  
3. Measurement, Evaluation & Learning  (survey, evaluation question recommendations) 
4. Health Center Recruitment (recruitment material & package recommendations)  
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C. Meetings Dates, Locations, and Topics 

August 23, Olympia - Upstream Data overview- Patient Survey and Evaluation 
September 23, Zoom - Recruitment Discovery session 
November 8, Olympia - Q.I. Discovery Session 1 
November 21, Seattle - Q.I. Discovery Session 2 
November 26, Seattle - Training Discovery Session 
January 31, Seattle - Initial Findings and Feedback 
May 18, Online – Final Recommendations 
 

D. Presentation to Tribes/UIHPs and Partners 
March 25, 2020 – Recommendations presented to AIHC’s Maternal Infant Health 

Workgroup 
May 13, 2020 – Recommendations presented to AIHC Delegates - Recorded  

 
RECOMMENDATIONS 

 
HISTORICAL AND CULTURAL CONSIDERATIONS 
 
The AIHC recommendations were developed based upon the complex story of AI/AN peoples’ 
historical and present-day experience related to access to health care, contraception, and 
reproductive rights. Understanding the root causes of disparate maternal and infant health status of 
AI/AN mothers and babies is crucial to the topics of childbirth, contraception, and reproductive health.  
The AIHC provided a training/workshop at the initiation of this project which emphasized the 
importance of understanding the impact of the historical experience and attempted elimination of 
American Indian/Alaska Native peoples. This was exacerbated by the unauthorized forced 
sterilization of Indigenous women by Indian Health Services the 1960’s and 70s. 

To achieve health equity for American Indian and Alaska Native people, it is paramount to 
acknowledge the diversity of belief systems--principles that help to interpret everyday life. We 
acknowledge that discrimination and oppression have led to the uneven distribution of benefits and 
burdens in our communities and among our people. 1  Not all peoples have the same historic and 
cultural backgrounds. We honor that there is more than one belief system and accept that the values, 
knowledge, and behavior of a people must be understood within their own story and cultural context.  
 
  

 
1 Equity definition:  Developing, strengthening, and supporting policies and procedures that distribute and prioritize 
resources to those who have been historically and currently marginalized, including tribes.  It requires the 
elimination of systemic barriers that have been deeply entrenched in systems of inequity and oppression.  Equity 
achieves procedural and outcome fairness, promoting dignity, honor, and respect for all people.  WA State Equity 
Task Force Preliminary, Report, 2020 
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Five Broad Principles Identified to Enhance Capacity, Competencies, and Abilities: 
1. Knowledge of ITU system to better meet the needs of Tribal and AI/AN Communities in 

Washington State.   
2. Knowledge of Tribal Sovereignty, structures, and systems with an emphasis on the history of 

American Indian/Alaska Native reproductive health.   
3. Acknowledgement that Tribes and AI/AN communities have diverse cultural and historical 

backgrounds, varied relationships and experiences with surrounding systems and 
governmental entities.   

4. Scope is specific to Tribes and AI/AN communities in Washington State and should only be 
used as a starting point to open conversations with the ITU system within other regions of 
Indian Country. 

5. Integration of Tribally developed and vetted frameworks, tools, trainings, and programs are 
critical to implementing effective initiatives, however, assumptions should not be made. 
Tribes are unique in that their governance and program structures vary in scope, services, 
and administration. 

 
Sixteen Recommendations (Attachment A-List of Recommendations):  
 
Recommendation 1:  Establish a Tribal Liaison position(s). 
Establish a Tribal Liaison position to work with Tribes and AI/AN Communities in the recruitment 
and partnership development process to build a reputation as a trusted organization and 
increase program sustainability.   

• The position could be a national liaison and/or regional liaisons and should be considered 
a leadership position(s).  

• The position should be filled by AI/AN person, with connections and substantial 
experience, knowledge, skills, and demonstrated ability in building and maintaining good 
working relations in Indian Country.  

• The Tribal Liaison should create a plan for relationship/partnership development and 
sustainability to support ITU program success.  

 
Recommendation 2: Include tribal representation on Upstream’s steering and advisory 
committees, including tribal leaders or tribal health experts.    

• Tribal representation should be included on the steering and advisory committees to 
enhance Upstream’s decision-making by the inclusion of Tribal and AI/AN community 
perspectives in key leadership decisions.   

• Tribal representation in leadership roles enhances an organization’s reputation as a 
trusted organization.   
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Recommendation 3:  Offer annual staff training (from August 8 AIHC’s training session presented 
to Upstream Staff).  This could be as a refresher for some and should include new staff.    
Learning objectives from the August 8th training session, included: 

• Introduction of the American Indian/Alaska Native Historical Experience  

• AI/AN Population Data and Root Causes of Health Disparities 
• AI/AN Complex Story of Contraception, Sterilization and Reproductive Rights  

• Tribal Sovereignty, Treaty Rights, and Self-Determination 

• ITU System: Indian Health Services, Tribal Health Services, and Urban Indian Health 
Services 

• Importance of Quality of Care, Access, and Culturally Appropriate Care 

• Native American Values and Traditions related to Pregnancy and Children 

• Maternal and Infant Health and Protection of Future Generations 

• Maintaining Good Relations in Indian Country 
 
Recommendation 4: Include Generational Clarity training (Trauma Informed Strategies)—A 
Native Perspective to the site training offered before implementation.   
Build understanding of the relevance of the history of AI/AN genocide, which has resulted in the 
historical losses of people and children, land, family, and culture through training that takes place 
prior to implementation. 
Learning objectives that include:  

• Understanding the impact of historical trauma and Adverse Childhood Experiences (ACE) 
and current trauma experiences. 

• The disruption of family structures and culture in combination with the effects of historical 
anti-Indian federal and state policies. 

• The way in which underfunded governmental systems have impacted AI/AN access to 
quality of care and overall perceptions about health care. 

 
Recommendation 5: Upstream site training should include a healthy relationships and intimate 
partner violence prevention curriculum and discussion.   

• Seek recommendations from the WomanSpirit Coalition (https://www.womenspirit.net) 
for culturally appropriate healthy relationships and intimate partner violence prevention 
curriculum.  (AIHC will facilitate the connection with WomanSpirit Coalition) 

• Include a discussion during the training about the clinic handles referrals for those 
experiencing domestic violence.   
 

Recommendation 6: Add Tribal/community members to Upstream project site teams, including 
in the needs assessment interviews.   
Tribal/community cultural practices, beliefs and values should be considered in the development 
of guidance or protocols, assessments, as well as any product that the site team produces. If 
there is not a community member serving as a champion, executive sponsor or agency sponsor, 
there should be the addition of a cultural representative or opportunity to seek guidance from the 
appropriate cultural advisor. 

https://www.womenspirit.net)/
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Recommendation 7:  Use of adaptative approaches to ensure cultural relevance. Integrate 
Tribally developed and vetted frameworks, tools, and trainings. 
Culturally grounded frameworks and trainings should be used to guide the work products.  
Specifically, the Pulling Together for Wellness Framework and the AIHC Generational Clarity 
Training referenced in Recommendation 4, 5 & 6. 
 
Recommendation 8:  Develop the context of the term coercion through understanding the 
complex history and relations with AI/AN people and the health care system; specifically issues 
relevant to the context of “choice”. The perspective and experience of AI/AN women is unique 
from other racial/ethnic groups, and particularly distinct from white women.   
This is based on the history of genocide and the attempted erasure of Indigenous people in this 
country. The history of unauthorized forced sterilization of Indigenous women by Indian Health 
Services during the 1960’s and 1970’s is one poignant example.  We recommend that providers 
explicitly communicate their respect and value of the protection of personal and voluntary – coercion 
free – choice and support for patient’s decision on chosen method of contraception based on 
patient’s health, lifestyle, and needs. 

• The relationships and communications between the provider and the patient are essential to 
ensure the correct balance of tiered effectiveness counseling and an emphasis on patient-
centered informed-decision making to ensure the protection of individual reproductive rights.  

• It is important to be completely transparent about any intention to promote methods based 
on the highest efficacy—IUDs and Implants. 

 
It is important to be completely transparent about any intention to promote methods based on 
the highest efficacy—IUS and Implants.  Consider cultural and historical experience: 

• The history of American Indian genocide and children being taken away from their families 
and tribes 

• Concerns about survival due to the federal policy and colonization 
• Beliefs about children – sacred blessings from the Creator 

• Concern about high rates of poor pregnancy outcomes 

• Religious beliefs play a role in perception of about contraception and teen pregnancy 

• Divergent beliefs about teen pregnancy; it is not necessarily thought to be a detriment or 
a problem issue 

• Concern about the lack of knowledge about AI/ANs; history, experience.  This is a 
concern for both Upstream and clinic staff. 

• Self-determination is a high value in Tribal/Native communities 
 
Recommendation 9: Use Strength-based language terminology and thinking are important in 
AI/AN Prevention work.   
The preferred language is about being prepared. When a decision is made to get pregnant, the 
intention is to create the best environment for the baby, which protects our future generations.  
Planned pregnancies ensure healthier birth outcomes for babies and moms and prevent 
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disruption in completion of personal goals of education and career. Suggested language 
changes: 

• Recommend use of the term “unplanned pregnancy” verses “unintentional pregnancy”. 

• “Supporting women” verses “empowering women” 

• Caution about how and when the term “sterilization” is used, especially in promotional 
materials, training, and surveys.  The history of forced sterilization amongst Indigenous 
women needs to be considered in the development of materials.   

• When using data to show pregnancy and birth outcomes related information, use data 
specific to AI/AN population in WA state. It is important to cleared indicate where relevant 
disparities exist. 
 

Recommendation 10:  Recruitment and partnership need to be supported by development of 
internal skills and knowledge to build long-term trusting relationships in Tribal and AI/AN 
community settings; mainstream community engagement models do not address the 
complexities of effectively reaching AI/AN populations.  
The purpose of Upstream’s efforts must be to benefit the Tribe or community.  Included 
principles: 

• First, do no harm   

• Listening is highly valued in tribal/community settings, especially, if Elders are providing 
their insights 

• Engage and educate community through a community dinner and presentation 

• Make distinction between “community engagement” and “stakeholder management”.  Do 
not refer to Tribes as “stakeholders”      

• Supporting the local economy is important and appreciated 
• Engaging Tribes and UIHPs early in the planning and decision-making processes creates 

an avenue for Tribes and UIHPs to receive timely and relevant information for planning 
purposes in transformation activities. This includes policy and systems changes 

• Develop skills and maintain cultural humility – listening meaningfully to understand 
• Generally, as mentioned above, listening is highly valued in Native American settings 
• Plan to spend time building trusting relationships based in authenticity is a key to 

sustainability 
 

Recommendation 11:  Recruitment and Partnership - ensure there is community and local 
leadership representation and engagement.   
Recruit community members to be on the governance committee/advisory committee.  The 
Health Councils, Elder’s Council, and Women’s Council may be a good place to begin 
discussions about identifying interests.   
Other considerations: 

• Director positions are filled by both Tribal and non-Tribal staff.  The individuals that fulfill 
these roles have varying levels of experience and connections to the communities.  Some 
are well established within the communities and hold a strong reputation within the Tribe; 
some do not.     
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• There is a mix of Tribal members, Tribal members from other Tribes, and non-Native folks 
(also could be members of the community – spouses and connected community).  You 
might want to ask for the make-up of the group prior to the event. (i.e., Elders, Tribal, 
Community, non-Natives, etc.) 

• If something needs to be reviewed due its sensitivity, ask the Health Director who they 
would recommend review it from within the Tribe/Community 

• Engaging both leadership and community is a stronger model 

• There are different levels of understanding based on staff vs. community input 
• Sustainability and continued supportive relationships are important 

• A way to be more inclusive 

• Cannot assume health clinic staff is trauma-informed or understand broader issues of 
working with AI/ANs 

• Needs to have relationship and interaction with Tribal Council to maintain or be 
sustainable 

• Important to make the distinction between the Executive sponsor/Agency Sponsor and 
Tribal Leadership and Community member involvement and decision making 

• Do not make assumptions about values-rely on those knowledgeable in the 
Tribe/community 

•  Working with Women Elders or Elder Councils for developing important historical and 
cultural understanding prior to working with the Tribe/community to increase 
understanding of values and beliefs about pregnancy, value of children and history 

• High turnover of administrative staff, continuity  

• Understood and endorsed by the Tribal Leadership 
• Due diligence if something happens, and if there is a complaint, action is to resolve the 

situation  
 

Recommendation 12:  Upstream Promotional Materials-Develop Tribal/AI/AN specific material.   
Develop culturally appropriate promotional materials, not just superficial, but language and 
content need to be relevant to AI/AN population. Development process should allow for testing 
materials to ensure content resonates with Tribal and AI/AN communities. 

• Develop a Native media campaign 

• Develop a video with young AI/AN women talking about pregnancy intention; ensure 
AI/AN issues are captured 

• Create a Native specific case study 
 
Recommendation 13:  Becoming a Trusted Organization. 
Initial engagement strategy is revealing.  Maintaining a relationship and become a trusted 
organization depends how you initiate the relationship 

• Showing up and continuing the relationship throughout the process is important 

• Gain community trust; gain Elder’s support 

• Engage staff and/or community (A weekly check in/visit is part of your process; does this 
meet the Tribes/UIHOs needs?) 
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• Establishing a continuous supportive relationship is important to sustainability of the 
program 

 
Recommendation 14: Data and Surveys. 
Questions for patient survey:   

• The question about voluntarism should be on a Likert scale. 
Additional Questions 

• Did your provider show respect for your contraception method decision based on your 
cultural traditions? 

• A question on a scale about providing pros and cons of each method (i.e., the provider 
gave me enough information about the pros and cons of each method to make the best 
choice based on my needs) 

• During your visit, did your HC provider recommend a method for you? Yes/No 

• Did you ask your provider for a recommendation? Yes/No 

• A question in the demographics about access to contraception counseling and health 
care. 

• Questions for site survey: 

• Is the Tribal Council engaged in the Upstream initiative?  

• Has there been involvement from a Women’s Council, Elder’s Council or Health Advisory 
Committee? 

• Are providers ready to provide contraceptive methods and how do they feel?  This 
question should be separated into two questions: 
o Are they trained (with knowledge, skills, and abilities (KSA))? 
o Are they mentally, emotionally, and spiritually prepared? 

 
Recommendation 15:  Program Evaluation. 
Should include questions related to the effectiveness in Indian Country and becoming a trusted 
organization based on training and recommendations. 
 
Recommendation 16:  Include responses to questions in training and on-site information. 

• Who provides funding to Upstream? 
• Are there eligibility limitations to the approval process?  Example: requiring women of 

reproductive age (WRA) patient population per site? 
• Does Upstream provide funding or financial support for contraception methods?  
• Availability of mixed end methods: What is required to be in contraception methods stock?  

How is it possible for a small tribal clinic to have all contraception methods available 
considering issues with funding, storage, refrigeration, etc.? 

• Data, Assessment, and Evaluation.  Example: does the Azara platform interface with 
RPMS? 
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COMMENDATIONS 
AIHC consultant staff noted and share the following commendations on the Upstream model 
during the review of the initial findings: 

• Pre and Post survey training surveys and end method data 

• QI process and allowing time to develop strong connection with staff, on site role-play and 
observations all help develop experience and establish trusting relationships. 

• Training:   
o Family Feud is fun idea! 
o Role plays for support staff great. 
o Good to discuss on adolescent brain. 
 

Description of Attachments 

Attachment A – Recommendation Table 

See attached. 

Attachment B – Additional Questions Follow up for American Indian Health Commission   

1. Eligibility: What is your process of approval? 
2. Availability of mixed end methods: What is required to be in Methods stock? 
3. Is there evidence of side effects that excludes groups? As can be construed from question, 

“Do clinicians provide IUDs to adolescents, Nulliparous women, and women seeking 
Emergency contraception?” 

Data Assessment, and Evaluation: 

1. Patient Survey: Do respondents have the option to skip specific questions and otherwise 
continue the survey? 

2. Why are questions 28 and 29 not required?  
3. Azara DRVS works with nearly all EHR- who is left out?  
4. Azara DRVS platform is used in over 250 community health centers. What about IHS-RPMS? 

Is it compatible? 
5. Complimentary Azara subscription for five years. What happens after 5 years? How does this 

affect sustainability?  
 
*During the discovery sessions, a need for assistance with billing and coding was stated. Is this 
a need that AIHC could assist with? 
 
Additionally, Upstream requested clarification on several key points made in the initial findings 
meeting.  The specific requests are also included in Attachment B. 
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ATTACHMENT A 

Recommendation Table:  The first column identifies the alignment of the project 
strategies to the recommendations. The second column lists the recommendations. The 
third set of columns indicates the operational areas impacted by the recommendations:  
  

Column 1 Column 2 Column 3 
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RECOMMENDATIONS 
Project Objectives: 
1. Enhance organizational capacity and 

competency to ensure ability to develop 
meaningful relationships with Tribes, Urban 
Indian Health Programs, and AI/AN communities. 

2. Deepen knowledge and competencies of staff 
through specific training objectives aligned with 
the project purpose. 

3. Analysis of information and materials presented 
in discovery sessions to provide understanding of 
the approach and model to inform 
recommendations to Upstream aligned with the 
project purpose with the intent of effectiveness in 
ITU settings.  
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1,2 Recommendation 1:  Establish a Tribal Liaison 
position(s).  Establish a Tribal Liaison position to work 
with Tribes and AI/AN Communities in the recruitment 
and partnership development process to build a 
reputation as a trusted organization and increase 
program sustainability.   

X    X X X 

1 Recommendation 2: Include Tribal representation on 
Upstream’s steering and advisory committees, 
including Tribal Leaders or Tribal Health Experts.    

X    X  X 

1,2 Recommendation 3:  Offer annual staff training (from 
August 8 AIHC’s training session presented to 
Upstream Staff).  This could be as a refresher for 
some and should include new staff.    

X X X X  X X 

1,2 Recommendation 4: Include Generational Clarity 
training (Trauma Informed Strategies)—A Native 
Perspective to the site training offered before 
implementation.   

 X X X  X X 

2,3 Recommendation 5: Upstream site training should 
include healthy relationships and intimate partner 
violence prevention curriculum and discussion.   

 X X X  X  

3 Recommendation 6: Add Tribal/Community members 
to Upstream project site teams.  Include the needs 
assessment interviews.   

 X X X   X 

1,2 Recommendation 7:  Use of adaptative approaches 
to ensure cultural relevance. Integrate tribally  

X X X X  X X 
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developed and vetted frameworks, tools, and 
trainings. 

1,2,3 Recommendation 8:  Develop the context of the term 
coercion through an understanding the complex 
history and relations with AI/AN people and the health 
care system, specifically issues relevant to the 
context of “choice” from the perspective and 
experience of AI/AN women is unique from other 
racial/ethnic groups, particularly distinct from white 
women.   

X X X X X X X 

1,2,3 Recommendation 9: Use of Strength-based language 
terminology and thinking are important in AI/AN 
Prevention work.   

X X X X X X X 

1,2 Recommendation 10:  Recruitment and partnership 
need to be supported by development of internal 
skills and knowledge to build long-term trusting 
relationships in Tribal and AI/AN community settings; 
mainstream community engagement models do not 
address the complexities of effectively reaching AI/AN 
populations.   

X X X X X X X 

1,2 Recommendation 11:  Recruitment and Partnership - 
ensure there is community and local leadership 
representation and engagement.   

X     X  

1,2 Recommendation 12: Upstream Promotional 
Materials-Develop Tribal/AI/AN specific material. 

X X   X X X 

1 Recommendation 13:  Becoming a Trusted 
Organization.  Initial engagement strategy is 
revealing.  Maintaining a relationship and become a 
trusted organization depends how you initiate the 
relationship. 

 X X X X   

1,2,3 Recommendation 14: Data and Surveys.  Revisions 
and additional questions. 

X  X X X X  

1,2,3 Recommendation 15:  Program Evaluation. 
Should include effectiveness in Indian Country and 
becoming a trusted organization based on training 
and recommendations. 

X     X  

1,2,3 Recommendation 16:  Include responses to questions 
in training and on-site information content in 
Attachment B. 

  X   X  
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ATTACHMENT B 

Additional Questions Follow Up for American Indian Health Commission 
Provided by Upstream: Carolina Aparicio, Danielle Thomas, Jordan Kim, Chelsea Waliser, 
Allison Weaver, Breanne Laughery, Frances Placide, Heidi Berthoud, Richard Lamanna, 
Leann Blanco, Adrianne Moore 

February 7, 2020 
 

1. Eligibility: What is your process of approval? 
a. 300 to 500 hundred WRA per site, does this disqualify small tribes? No, we do not 

have a WRA threshold for partnerships. We welcome the opportunity to work with 
small Tribal health clinics and would not turn away a tribal health care provider. 
We have considered the size of an agency, as well as patient population and 
other health care access within the geography, when considering whether to work 
with for-profit institutions, to ensure our resources are improving health equity of 
patients (versus supporting for-profit institutions seeking free resources). 

b. Does Upstream provide funding or financial support for Contraception 
Methods? Yes we do. 

2. Availability of mixed end methods: What is required to be in Methods stock? 
Broadly speaking, agencies are not required by Upstream to stock specific methods of 
contraception as part of our intervention though we do include it as a goal that we monitor 
and incentivize to indicate progress towards full contraceptive access, same day. To 
expand, we think about stocking from the standpoint of both same-day access and access 
to the full range. Our technical assistance work in this area is prioritized in order of 
breaking down barriers when it comes to stocking. Historically, stocking IUDs and 
implants have higher barriers to same-day access without “in-house” stocking because 
they are provider-dependent (i.e. cannot be picked up by the patient for use from a 
pharmacy). At minimum, we would want partner agencies to be able to agree to stocking 
a base range of IUDs and implants. Beyond that, we also recommend stocking Depo 
Provera (“the shot”) because it is another Provider dependent method. For all other 
methods, while stocking in-house is not necessary for same-day access, it is beneficial to 
carry a small stock of such methods, e.g., the pill, patch, ring, and condoms, to support 
patient access and convenience, same day. 

a. How is it possible for a small tribal clinic to have all methods available? 
Issues with funding, storage, refrigeration, etc. We provide funding grants to 
help agencies purchase a base range of implants and IUDs. During the early 
Needs Assessment, our QI teams learn from agency leadership and staff 
responsible for stocking contraception, current practices and pricing. Our team 
reviews various best practices for negotiating pricing and joining discount programs 
to help agencies achieve these goals of offering easier access to all methods, same 
day, for all patients. In some cases, we can provide funding to support IUD, 
Implant, and Depo Provera (if needed) stocking and refrigeration through a funding 
program called Prime The Pump. We determine if such funding may be helpful 
through the Needs Assessment. The Needs Assessment may also uncover gaps in 
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the agency’s ability to support a base range of contraceptive methods available for 
the under-insured or un-insured. There are also funding opportunities that can be 
assessed here as well. As contraceptive education and counseling are offered and 
patients discuss their options with their providers, the QI team and the agency can 
closely monitor opportunities for continuous quality improvement in the areas of 
stocking, pricing, reimbursement, etc. to enable the agency to achieve a 
sustainable steady state for contraceptive stocking that achieves patient 
satisfaction goals. 

3.  Is there evidence of side effects that exclude certain groups? As can be construed 
from the question, “Do clinicians provide IUDs to adolescents, to Nulliparous 
women, and to women seeking emergency contraception?” While clinical 
examination by a trained clinical provider is necessary before IUD insertion, they can be 
used by anyone who can become pregnant and at all ages, including adolescents, parous 
and nulliparous persons and those seeking emergency contraception. Oftentimes, 
clinicians will overlook these specific patient populations out of bias and outdated 
information, and so we ask this question in the interest of ensuring they are offering all 
methods to all eligible patients. 

 

Data, Assessment, and Evaluation 
1.  Patient Survey: Do respondents have the option to skip specific questions 

and otherwise continue the survey? No, at this time they do not have that option in 
the programming. However, they can always end the survey at any time. We have 
made every effort to make sure that each question is essential and that we are not 
overburdening the participant, though we do need responses to each question. Many 
questions have skip logic, which means that some patients would not be asked every 
question in the survey, depending on their earlier responses. And finally, because we 
want to compare data across states, asking patients to record a response for every 
question allows for the most consistent cross state data collection and analysis. 

2. Why are questions 28 and 29 not required? We have made some adjustments from 
earlier versions, and at this point, all questions are required in order to receive the $10 
gift card. 

3. Azara DRVS works with nearly all EHR, so who is left out? At this point almost no 
one is left out. It just takes longer for some EHRs to connect.  

4. Azara DRVS platform is used in over 250 community health centers. What about 
IHS-RPMS? Is it compatible? Yes! We have worked very hard over the past year to 
connect to RPMS. The launch meeting for connection with the Chehalis EHR is 2/12/20. 
Azara has worked with a Tribal Health Center in Alaska prior to the Upstream 
engagement in Washington, though they were not on RPMS, so Washington State is 
their first RPMS engagement. 

5. Complimentary Azara subscription for five years. What happens after 5 years? 
How does this affect sustainability? This is an important and currently outstanding 
question for our MEL team, and I think it is pertinent that you raised this here. The initial 
cost of connecting to Azara for 5 years that is covered by Upstream is quite high, but the 
long-term subscription beyond the initial 5-year period is much lower, depending on 
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agency size and data requirements. Currently our hope is that agencies who can 
financially afford it will see the benefits of assessing population health data by staying 
connected to Azara and continue that business relationship on their own. However, we 
are also beginning to explore the possibilities of having our own Upstream data 
warehouse that might be able to solve some of these sustainability issues related to a 
time limited Azara connection. 

 

*During the discovery sessions, a need for assistance with billing and coding was 
stated. Is this a need that AIHC could assist with? We provide a base billing and coding 
needs assessment and technical assistance. There are options for external ad hoc consulting. 
If the AIHC, in particular, has specific expertise on reimbursement as it pertains to IHS and 
Tribal Health Agencies, then that could be something to explore. To date, billing and coding for 
contraceptive care has not been a challenge identified in our Tribal Health Center partners 
(Chehalis and Jamestown) but we will continue to evaluate this need in all future Tribal Health 
partnerships. 

UUpstream Requests for Edits/Clarifications 
There were a couple very helpful ideas and recommendations shared in our discussion that 
were not documented in the recommendations draft, so we wanted to request that they be 
added to the final recommendations so as not to lose track of those helpful recommendations.  
Additional ideas and recommendations below: 

● Can you please address discussions about having a Tribal Representative on 
Upstream’s Steering Committee/Advisory Committees? The Tribal Liaison staff 
position is a great recommendation for Upstream going out to communities and 
building relationships. What about including and welcoming Tribal Leaders or Tribal 
Health Experts IN to Upstream via our formal Steering and Advisory Committee 
structures? 

● Please document the cautions shared about the term “shared decision-making”, 
and the preference for “informed decision making” instead 

● Please add recommendations related to use of the “tiered effectiveness” terminology 
and approaches that were discussed in the recommendations meeting 

● Please add the recommendation to include community and Tribal Members in the 
health center Upstream project team, and including them in the Needs Assessment 
interviews 

● Please add curriculum recommendations around enhanced domestic violence 
content for Tribal Health center trainings 

● Please expand on discussion that asking about pregnancy intention may not be 
comfortable in a patient’s first interaction with a new provider in the context of the 
patient-provider relationship in a Tribal health setting 
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