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HIGH PLAINS COMMUNITY HEALTH

Monette Sutphin, Operations Officer

Emily Montoya, Registered Dietician



HIGH PLAINS COMMUNITY HEALTH

 Rural, agriculture area in 
SE Colorado

 In 2009, served 7,814 
patients / 27,878 visits

 3 MD’s, 4 mid-levels, 2 
dentists, 2 hygienists

 Have been involved in HD 
Collaboratives since 
1999

 Office redesign 2002
 Patient facilitators & 

cross-training



WHY HEALTH COACHES?
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Percent DM patients with BP < 130/80 (12 months)
Total
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FUNDING, RECRUITMENT, & TRAINING

 2 funding sources:
 Federal: HRSA Outreach grant
 State: Office of Health Disparities grant

 Recruitment: growing our own experts
 Training:

 Motivational Interviewing
 Consistent messaging



ROLE OF A HEALTH COACH

 Health coach interaction initiated by provider
 Provider communicates with HC—provides some 

focus for the interaction.
 Patient Centered:

 What is the one thing you would really like to work 
on right now to improve your health?

 What is the hardest part about taking care of your 
diabetes right now?



ROLE OF A HEALTH COACH

 Collaborate to set Self-Management Goal
 Create action plan
 Assess barriers
 Connect to clinic and community resources
 Support change: follow-up
 Provide patient education and skill building



CONNECTIONS TO RESOURCES
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