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Abstract
Medical information technology continues to expand at a

lightning pace. This article will look briefly at current infor-
mation technology within Indian health care systems. It
proposes a comprehensive strategy for providers to use when
evaluating and planning for their local information needs and
visions. With increased reliance on computer systems and their
infrastructure, it is vital that local planning efforts use proven
strategies to achieve their information technology goals.

Current Status of Medical Informatics Within the Indian
Health Care System

The information technology (IT) system used by the
majority of the direct Indian health care facilities includes a
reliance on the Indian Health Service (IHS) computerized
patient record, the Resource and Patient Management System
(RPMS) and its physician interface, the Patient Care
Component (PCC). The RPMS consists of multiple applica-
tions that have historically been clinically driven.
Additionally, the RPMS was also designed to ensure that
population health statistics could be easily obtained by
providers as well as administrators.

Historically, the focus of IT throughout IHS has been the
delivery of health care and assessment of clinical perfor-
mance, although recently there has been increasing attention
to fiscal concerns. The “heart” of the local RPMS system
continues to be the PCC that is completed at each clinical
patient encounter as a record of the visit, and which permits
the various components of the health summary to be fully
utilized by clinical staff. The health summary, generated from
data accumulated from PCC encounter forms, supports an
organized approach to individual health care by the clinical
staff. Clinical charting, the capability to evaluate clinical
process, provider profiling, and ongoing, computerized
outcome measurements are all potential uses of full imple-
mentation of the PCC and RPMS.

In addition, the RPMS system supports a comprehensive
clinical data repository, both within the local systems, and

system-wide as a national Indian health database. These repos-
itories include both demographic and visit data. Applications
such as Fileman and Q-man can be used locally to perform
data searches and to generate reports. However, the lack of a
single master patient index throughout IHS makes national
data searches more difficult. As the system was historically
driven by clinicians, there has been and continues to be an
ongoing emphasis on patient care, as well as the implementa-
tion of disease management reminders and guidelines. More
recently, software applications development has focused on
Year 2000 problems and billing issues.

Local staffing for on-site IT support has been a recurrent
problem in the direct IHS, tribal and urban (I/T/U) sites.
Ongoing difficulties with recruitment of talented and qualified
people into rural areas remains a great concern. In addition,
limited fiscal resources to pay competitive wages has
hampered many facilities.

The majority of sites that do not currently use RPMS nev-
ertheless rely on some form of computerized patient record for
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data aggregation. The following suggestions are pertinent to
any organization, independent of their current information
technology solution.

How to Move Forward 
Most I/T/U sites are looking at their future IT needs, and

are attempting to develop plans that will address these needs.
The following strategy includes specific recommendations for
individual sites to consider when evaluating their IT needs and
goals. These specific recommendations are considered integral
to the achievement of improved local IT and its infrastructure.
Local IT plans can and should be evaluated using the following
strategic elements:

1. Formulation of an IT mission statement, or 
incorporation of the IT mission into the larger 
mission statement of the organization

2. Development of a multidisciplinary IT committee
3. Provision of computer access throughout the health 

care facility, including clinical areas (to allow use of 
new RPMS and training tools) 

4. Enhancement of computerized billing applications 
and processes

5. Provision of adequate access to training and technical
support

6. Provision of access to the Internet for medical staff 
and patients

7. Health library service availability
8. Digital telemedicine capability when appropriate
9. Dial-in access for remote clinic sites

10. Support for at least one medical staff member to 
become actively involved in IT issues at the facility

11. Adequate funding

Formulation of an IT Mission Statement
Most health care organizations, both public and private,

lack an IT mission statement. However, health care
organizations that are leaders in the IT arena are driven by their
mission statement. The mission statement should embody the
future. This statement could be as simple as this one:

Access to the right data at the right time in the right place

Multidisciplinary IT Committee
It is essential to include ongoing planning for IT and

information systems within the strategic planning of any
organization. This process should be done in a similar manner
to other ongoing quality improvement efforts, and should
utilize a performance improvement model, including ongoing
evaluation, assessment, and change. The use of this model
results in an iterative process that can be continuously
evaluated. 

In addition, a multidisciplinary team is essential to ensure
that information technology/information system decisions
appropriately reflect the interests of all the stakeholders,
including the patients. This team should be formulated under
the direction of the CEO, and should report directly to the
hospital or ambulatory care site decision-making body (e.g.,
the Executive Committee). In addition, tribal as well as patient
involvement and representation would be critical to the success

of this committee. Ideally, this committee would use a public
health approach, and rely on outcome measures of improved
health status of both individuals and the population as a whole
as indicators of success. This encompassing approach would
help ensure that health information technology would not be
created in a vacuum, but would be integrated with other tribal
needs and desires, as well as health care goals.

Computer Access Throughout the Health Care Facility
There should be adequate computer access throughout the

facility. For some sites, this might mean access in each
examination room. Terminals should be configured to provide
RPMS, Internet and Medline, and regional medical library
access. National and local training materials, facility policies
and procedures, directories, and practice guidelines could be
available on a local intranet server.

Enhanced Computerized Billing Applications
Billing is a critical issue for every health care facility.

Ideally, any billing package would be an integral part of the
patient care computerized patient record. Smaller facilities
could consider use of a billing service rather than building their
own business office infrastructure.

Improved Access to Training and Technical Support
There are many explanations for existing data access and

integrity problems within the I/T/U setting. However,
necessary for accurate data input is familiarity with and ease of
use of the data collection tools. Most computerized patient
records use the encounter record as the data collection tool.
Effective use of any computerized patient record system
requires initial orientation and ongoing training for users.
Without this, providers cannot be expected to use any system
effectively. 

The providers should receive a mandatory orientation
session on the computerized patient record system (e.g.,
RPMS) within their first two weeks at the facility; all providers
should receive regular updates and retraining, either by another
provider or by a designated IT person. There are distinct
advantages to having another provider be involved in this
training; such a provider can become a “superuser” or “clinical
champion” (see below). This would also establish an on-site
resource and allow continuous feedback for the providers and
data entry and support staff. 

Ongoing development of “Windows-like” graphical user
interface screens for RPMS might significantly decrease the
training requirements. Additionally, on-line tutorials and
improved user manuals will allow for training at the provider's
convenience.

Improved Access to the Internet for Medical Staff
and Patients

Internet access has become a critical necessity for
providers. As our medical knowledge base grows exponential-
ly, there is an increasing concern among medical providers
about how to “keep up.” These needs are driven by the
problems of delivering high quality health care in rural or
urban sites that may be a underfunded and understaffed, to say
nothing of the incredibly rapid growth of medical knowledge.
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The Internet, when used appropriately, can be an effective tool
that fosters appropriate and timely care.

Patient access to the Internet would be an added service to
our population. National estimates suggest that the American
Indian population accesses the Internet at a dramatically lower
rate than the general population. One of the goals of the IHS is
to improve the health status of our service population.
Establishing Internet availability within our facilities could
potentially contribute to this goal, and could have additional
benefits. The concept of information “kiosks” has been tested
in certain settings and has been found to be useful. Similar
projects within our facilities, with appropriate instructions and
“people” support, could lead to increased familiarity with this
technology, as well as increased access to patient information
and resources. Well respected sites could be bookmarked to
increase ease of patient use. This idea, like most of these
strategies, would need to be evaluated once it is implemented.

Telemedicine Capability
Establishing the capability to deliver health care (teleradi-

ology, for example) via telemedicine could be one fiscally
prudent way to improve direct health care access. The issues of
telemedicine are site-dependent, and require site-specific
evaluation of needs, goals and resources. More information is
available at the telemedicine site at http://telehealth.hrsa.gov/.

Telecommunications Access for Remote Clinic Sites
This is an issue that is dependent upon tribal involvement.

Needs for access from remote sites must be evaluated and
discussed with all participants. It would be imperative to build
on existing tribal relationships to ensure that plans for modem
and phone line access to remote sites were established.

Superuser Development
One common factor emerges at the IHS sites that have

developed and implemented successful, long-term IT
strategies: identification of and support for a superuser. This
concept intuitively makes sense, as providers tend to look
initially at IT as something foreign and of little obvious benefit
to either themselves or their patients. A staff superuser is able
to demonstrate the uses and advantages of an IT system. 

The creation of a superuser begins by cultivating the
interest of a provider (not necessarily a physician) and working
to ensure that this individual receives adequate support and
training for the current IT system. In addition, ideally this
individual would be involved in recommending IT decisions
(in conjunction with the medical staff), and in developing and
providing IT education. This education would be targeted to
current IT needs and to ongoing exposure to new and innovative
techniques. Part of the increased national IHS involvement in the
Government Computerized Patient Record Project requires
ongoing clinical input. This cooperative venture between the
IHS, the DOD, and the VA can be expected to yield both local
and national advantages for our Agency. Local superusers would
have a unique opportunity to be involved in this national project. 

Adequate Funding
The current level of funding for IT within commercial

health care organizations and health maintenance organizations

is estimated to be between 3% and 8% of the annual budget.
Adequate IT funding is essential to the success of any proposal.
At present, most sites within the I/T/U setting do not designate
this amount of funding for IT needs at their facilities.

It is difficult to project the financial return that would
result from this level of funding. In addition, there are other
measurable benefits that our organization could use to evaluate
their return on investment for this spending strategy. In the
past, the IHS has evaluated patient satisfaction, access to care,
and improved population-based health statistics, among other
things. These parameters should be positively impacted by the
above plan. Consequently, the return on investment would
need to consider these outcomes, as well as enhanced provider
satisfaction and tribal perspectives.

Why Do This? Does It Matter? 
With patients having more choices for their health care

provider, we must ensure that our health care delivery system
is culturally appropriate, responsive, friendly, and caring, in
order to maintain our subscriber base. Our mission reflects the
IHS commitment to continually improve the health status of
the population that we serve. Improved technological abilities,
as well as increased access to services, can have an impacts on
the community far beyond simple measurements of health
status. These improved technological capabilities are essential
to our mission. ■■
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Robert Sandstrom PhD, PT, Associate Professor, Department
of Physical Therapy, Creighton University, Omaha, Nebraska;
and Collette Livingston RN, Director of Nursing, and Wayne
Tyndall, Health Planner, both from the Carl T. Curtis Health
Education Center, Macy, Nebraska

Abstract
Decline in functional status is a common problem in

nursing homes. In this paper we describe the change in
functional status and the impact of physical therapy and
restorative care for nine Native American elders residing in a
nursing home. The Institute of Medicine model of the
“disabling-enabling” process is introduced and discussed.
Multiple biologic impairments were present in the study group.
Resident cognitive status, social support, and motivation to
preserve walking function decreased behavioral risk factors
for further disablement. The cases described in this paper
reinforce the theory that preservation of ambulation function is
important to prevent serious decline in resident functional
status and increasing demands on external caregiving. 

Introduction
The aging of the Native American population raises new

issues for health care providers working in American
Indian/Alaska Native communities. The abilities to move
about in one’s environment and to perform routine activities of
daily living are commonly impaired in an elderly population.
Within institutional environments, regression in the ability to
perform these functional tasks limits independence and quality
of life, while increasing the demands on caregivers.

We previously reported on the status of impairments and
functional limitations in a sample of residents of the Carl T.
Curtis Health Education Center nursing home owned and
operated by the Omaha Tribe of Nebraska.1 We described a
wide variety of conditions in this population, including
cognitive dysfunction, joint range of motion limitations,
muscle weakness, and balance dysfunction. In spite of these
impairments, a majority (9/15) of the residents retained an
ability to ambulate in their environment.

We believe that maintenance of and improvement in
ambulation function are high priorities in a long term care
facility population, and that loss of ambulation will lead to
further decline in function and mobility. We theorize that many
residents of long term care facilities have poor rehabilitation
potential to regain lost functional ability due to multiple
impairments and comorbidities. In this paper, we update the
status of the nine residents who were ambulatory at the time of

our initial assessment and present case studies of three
residents who we believe are representative of the problems
faced by therapists and restorative care workers in nursing
homes. Finally, we will explain the changes seen in this
population, by applying a theoretical framework on disable-
ment developed by the Institute of Medicine of the National
Academy of Sciences.

Results
In our first report we identified two patients who we

believed were at significant risk for loss of ambulation
function. One of those patients died within three months of our
initial evaluation. The second patient’s case is presented here.

Case #1 A.B. is an 89-year-old female elder who has
resided in the nursing facility for about four years. The primary
medical problems experienced by A. B. are congestive heart
failure and a prior right cerebrovascular accident.
Comorbidities include diabetes mellitus and a past history of a
mastectomy for breast cancer.

At the time of our first evaluation, A.B. could ambulate a
distance of ten feet with a wheeled walker and moderate assist
of one person. She required moderate assistance with a pivot
transfer and maximal assistance with bed mobility tasks. She
was able to sit independently for 30 seconds and reach across
the midline without falling. She could not maintain a stable,
independent standing position without support. She displayed
a spastic, flexed left upper limb with decreased range of motion
at the shoulder and elbow. Her strength was decreased in all
limbs from normal expectations (fair to fair plus). She was alert
and scored a 19/30 on the Folstein Mini-Mental State
Examination (MMSE). She was not motivated to ambulate
(“I got stroke and I quit walker.”) and was fearful of falling
(“I don’t want to fall.”) or of an episode of incontinence when
walking.

During the initial phase of the study period, A.B. would
ambulate on average once per week. She required much
external motivation to participate, would often refuse to walk,
and a conflict situation would sometimes develop with staff
over walking. Within six months, she ceased all attempts to
ambulate and this goal was eliminated from her restorative care
plan. She had one four day stay in the hospital for a urinary
tract infection and hematuria. Medical evaluation noted
increasing anxiety and dementia.

For this report, A. B. was reevaluated 15 months after the
first evaluation. At this time, she is non-ambulatory and can
propel her wheelchair only for short distances using the hall
rail. She is fully dependent for bed mobility and transfer tasks.

Case Studies of American Indian Elders
Residing in a Nursing Home: Impact of
Physical Therapy and Restorative Care



She spends most of her day sitting in her wheelchair in the
hallway and frequently requests the nursing aides to put her to
bed in the afternoon.

On evaluation, she is able to sit unsupported for 30
seconds but can not reach across the midline without falling.
She exhibits bilateral 20o hip flexion contractures, limited hip
abduction range of motion, and persistent range of motion
deficits in the left upper limb. Muscle strength has declined to
less than anti-gravity strength in all limbs. She is drowsy and
unable to participate in the MMSE.

Two of the original cases were described as having
moderate risk for loss of ambulation function. One of these
individuals, who had chronic renal failure, died during the
study period. The second individual is described here.

Case #2 C. D. is a 79-year-old male elder who has resided
in the facility for about three years. His primary medical
problem is Parkinson’s disease. Concomitant medical
diagnoses include degenerative joint disease in the knees,
congestive heart failure, status post aortic valve replacement
and pacemaker insertion, and diabetes mellitus. His wife
resides in a senior citizen housing area nearby or with him in
the Center during the winter. She often encourages him to
ambulate when asked to by the restorative aide. He complains
of pain in his knees.

At the time of our first evaluation, C. D. could ambulate
the 150 foot test distance in three minutes and twenty five
seconds using an EVA walker and one person assistance. His
gait demonstrated the characteristic Parkinsonian flexed,
shuffling pattern. He was independent in his bed mobility skills
and required minimal assistance with a pivot transfer. He was
able to sit independently for 30 seconds, reach across the
midline and touch the ipsilateral foot without falling. He could
stand independently with eyes open and closed for thirty
seconds, step forward, step back, and perform a 360o turn. His
joint range of motion was within normal limits. Muscle
strength was fair grade in all limbs. He was drowsy and scored
a 13/30 on the MMSE.  

C. D. ambulated on a near daily basis with the restorative
aide during the study period. His usual route would be from his
room around the hall to the day area (150 feet) or to a meal in
the Center dining area. C. D. has not had any new, serious
medical events.  

For this report, C. D. was evaluated 15 months after the
first evaluation. C. D. is ambulating the 150 foot test distance
in two minutes and ten seconds using the EVA walker and one
person assist. He continues to ambulate with a flexed posture
and shuffling gait pattern. He is independent in bed mobility
tasks and needs minimal assist with transfer tasks. Balance
function is unchanged since the first evaluation. Range of
motion is within normal limits.  Strength is fair to fair plus in
all limbs. C. D. is alert and scored a 10/30 on the MMSE. C. D.
says that walking is important to him and that he will continue
to ambulate with the restorative aide.

The final five cases were those of individuals who we

believed were at minimal risk for losing ambulation function.
All of these patients have retained ambulation and mobility
function during the study period. One (#13) has been recently
admitted to the hospital for toe amputation of the right foot.
She will require restorative care to regain ambulation function
when the healing is complete. Unlike for those individuals in
the previous two categories, restorative treatment was not
utilized. Instead, these persons were encouraged to continue
ambulation in the Center, to participate in recreational
activities, and to avoid use of a wheelchair. 

Case #3 E. F. is a 64-year-old male elder who has been a
resident of the Center since September 1997. His primary
medical problems are chronic renal failure and diabetes
mellitus. He had a left cerebrovascular accident in 1984, which
resulted in a residual right hemiparesis.

At the time of our first evaluation, E. F. ambulated the 150
foot test distance in one minute forty-five seconds. He was
independent in all bed mobility and transfer tasks. He was able
to sit independently for thirty seconds and to safely reach
across the midline and to the ipsilateral foot when sitting.
When standing, he could step forward, reach to the floor,
perform a 360o turn, and maintain standing for thirty seconds
with eyes open or closed. His right upper limb exhibited a
flexed and adducted spastic posturing with only limited
shoulder abduction/adduction movement present. The right
lower limb had poor to fair strength on examination, but when
standing, extensor muscle tone enabled him to support his
body weight for ambulation. He walked with decreased right
lower limb flexion and a Trendelenburg shift to the right to
swing his limb forward. He was alert and scored 21/30 on the
MMSE. 

During the study period, E. F. regularly used the
equipment in the Physical Therapy area for exercising his right
arm. He frequently asked if new equipment would be available
and said he missed the stationary bicycle that had been
removed. He walked to meals and Center activities. He liked to
listen to traditional music and read the newspaper daily.

E. F. was reevaluated for this report 15 months after the
first evaluation.  He can ambulate the 150 foot test distance in
two minutes, occasionally using the hall rail. He is independent
in bed mobility and transfer tasks. Balance function is
unchanged except he cannot perform the standing floor reach
task. Limb strength and range of motion are unchanged. He is
alert and scored 26/30 on the MMSE.

Discussion
Impairment, functional limitation, and disability, i.e., the

disablement process, are common to individuals who are
elderly, as well as to residents of long term care facilities.
Impairment is the loss of normal mental, emotional,
physiological, or anatomical structure or function. Functional
limitation is the inability to perform an activity (e.g., walking
or dressing) due to an impairment. Disability is the limitation
in performing a socially defined activity within an environment
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(e.g., recreation or employment).2 Rehabilitation “strives to
reverse what has been called the disabling process, and may
therefore be called the enabling process.”3 These case studies
illustrate what has been termed the “enabling-disabling
process” at work in a nursing home. Treatment focuses on
restorative care to maintain and if possible, improve
ambulation. 

Disability is the result of an interaction between the
individual and his or her environment. The Institute of
Medicine model outlines a set of biological, behavioral, and
environmental factors that predispose an individual to the onset
of the disablement process, usually precipitated by a new
medical or social event. A. B., who was theorized to be at high
risk of functional loss at the study outset, experienced signifi-
cant further disablement during the study period. She had
multiple biological pathologies, impairments, and functional
limitations, and can be classified as “very old” (89 years of
age). She had one discrete, new event (a hospital stay) and
perhaps a number of smaller disabling events (progressive
cognitive decline) during the study period. A. B. had low
motivation for ambulation. She had conflicts with staff about
walking and, ultimately, refused treatment. When this
occurred, the restorative care plan changed to support the need
for regular range of motion and positioning activities to
prevent further physical decline. While this has been generally
effective, A. B. has experienced serious decline in functional
ability, producing increased demands on the caregivers. 

The other two cases describe optimal results of an
enabling process achieved through restorative care and
physical therapy intervention. C. D. has had no significant loss
of function in the fifteen month study period. While significant
biological risk factors are present, the risk of functional loss
has been averted through regular restorative care services and
strong resident motivation to walk. E. F. illustrates an approach
to care that provides only encouragement, consultation, and
occasional follow-up. This approach reinforces resident
decision-making and self motivation, and avoids dependence
on Center staff to initiate resident activity. Both C. D. and E. F.
have not had a significant new medical event that would
initiate a new set of impairments, functional limitations, and
disabilities to contend with. 

Conclusions
In this paper, we describe the results of physical therapy

and restorative care in preventing and improving impaired
functional mobility in a nursing home population of Native
American/ Alaska Native elders. The cases in this study
support the premise that intervention to maintain and improve
ambulation ability in this population is effective. Loss of
ambulation ability in the one observed case was associated
with a serious decline in mobility and resident independence.
Alternatively, the maintenance of ambulation function has
been found to prevent decline in function for residents at risk
of generalized decline in mobility status. 
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Who’s Mid-Level?
Lonna Fullerton, RN, FNP, Phoenix Indian Medical Center,
Phoenix, Arizona

Nurse practitioners and physician assistants in Indian
health are sometimes referred to as “mid-level providers” or
“physician extenders.” Usually the term is simply used
unknowingly, as a shortcut method to describe different
categories of nonphysician providers. Many individuals using
this terminology are unaware of the implications of the
language and its political and ethical ramifications.
Nevertheless, use of the mid-level or extender terminology
when referring to advanced practice nurses (APNs) poses
problems for registered nurses and APNs, as well as the
facilities in which they work.

In nursing documents and policy manuals, IHS nomencla-
ture for nurse practitioners is “advanced practice nurses.”
APNs include certified registered nurse anesthetists (CRNAs),
certified nurse midwives (CNMs), and certified registered
nurse practitioners, such as family nurse practitioners (FNPs),
pediatric nurse practitioners (PNPs), geriatric nurse practition-
ers (GNPs), adult nurse practitioners (ANPs), and so on.

In June 1997, APN delegates were selected from service
units from across the nation to meet and discuss issues
impacting APNs in IHS. Five position statements were drafted
by the group. They recommended that the nomenclature “mid-
level provider” and “physician extender” be retired from use.
The terms can be offensive in their implications. When the
term “mid-level” is used, it is offensive to our RN colleagues
who feel that, by definition, this makes them “low-level”

providers. 
Further, patients sometimes hear this terminology and feel

shortchanged that they did not get the “high-level” provider. It
is difficult to explain to these patients that we are not at the
“mid-level” of our profession, but at the top of it. Moreover,
depending on the circumstances, patients often will receive the
best care from an APN using the nursing model of care and
treatment with its focus on wellness, prevention, and the whole
person. An ample body of nursing research supports this point.

In January, Robert A. Hall, RN, APN, former five-time
Senator from Massachusetts, and the executive director of the
National Association of Pediatric Nurse Associates and
Practitioners (NAPNAP) called for national action on the part
of APNs to end the “mid-level” terminology. Mr. Hall went on
to state, “the term ‘mid-level practitioner’ is often used by
groups with a financial interest in limiting patient choices and
keeping RNs from practicing to the full extent of their
education and experience. As such, it is a political term,
designed to imply that the patients seen by the APNs are
somehow not getting the best care.”

In view of these observations, do we really want IHS
patients to feel somehow duped or shortchanged? APNs and
RNs deserve much more credit and respect than they often get.
Further, patients need to know that they are getting quality care
from providers at the top of their profession. As Dr. Loretta
Ford stated in 1980, “Nursing is not second class medicine, but
first class health care.” ■■

The May 2000 issue of THE IHS PROVIDER, published on the occasion of National Older Americans Month, will be the fourth
annual issue dedicated to our elders.  Indian Health Service, tribal, and Urban Program professionals are encouraged to submit
articles for this issue on elders and their health and health care.  We are also interested in articles written by Indian elders
themselves giving their perspective on health care issues.  Inquiries can be addressed to the attention of the editor at the address
on the back page of this issue. ■■

The Annual Elders Issue
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David B. Jones, DDS, MPH, IHS Geriatric Dental Consultant,
Rockville, MD

IHS dental clinics can provide the most efficient and
effective dental services for American Indian and Alaska native
elders. The following reminders about the goals of treating
elders are offered for your consideration.

Provide easily accessible emergency services. Make the
dental visit as pleasant an experience as possible. When elders
present with emergent dental needs, try to accommodate them
so that they don’t have to sit and wait for extended periods of
time. Spend enough time with the elder patient so that they
understand the need for a procedure to eliminate their pain or
solve their problem.  After treating the emergency, encourage
the elder to return for a routine examination and preventive
services.

Encourage elders to come in for dental preventive
services. Remember that demographics are changing, and more
elders will be living longer and retaining more teeth. Dental
prophylaxis (cleaning of the teeth) and the application of
fluoride in gel or varnish forms is as important for this age
group as it is for children. Root caries, which occurs because

of receding gums, can be prevented very effectively with
regular fluoride varnish applications.

Provide routine restorative (fillings) services of dental
amalgams and aesthetic (composite) restorations.

Reward those elders who take care of their teeth and
return for regular check-ups with replacement, removable
denture services. Partial and full dentures can be provided on a
limited basis in a time-efficient manner if the clinic devotes
one clinician and one day per month exclusively to these
services. The clinician can work more efficiently if he/she
provides the same type of services for the entire day.
Remember to place these patients with removable dentures on
a yearly recall list. The appliances should be checked, and the
elder should receive a thorough oral cancer examination.

In an upcoming article we will discuss the role of other
health disciplines in helping to maintain the oral health of
American Indian and Alaska Native elders. ■■

FOCUS ON ELDERS ■■

Dental Services for American Indian and
Alaska Native Elders

POSITION VACANCIES  ■■

Editor's note: As a service to our readers, THE IHS PROVIDER

will publish notices of clinical positions available. Indian
health program employers should send brief announcements
on an organizational letterhead to: Editor, THE IHS PROVIDER,
The IHS Clinical Support Center, Two Renaissance Square,
Suite 780, 40 North Central Avenue, Phoenix, Arizona 85004.
Submissions will be run for two months, but may be renewed as
many times as necessary. Tribal organizations that have taken
their tribal “shares” of the CSC budget will need to reimburse
CSC for the expense of this service. The Indian Health Service
assumes no responsibility for the accuracy of the information
in such announcements.

Dental Officer
Mcloud (Kickapoo), Oklahoma

The Kickapoo Tribal Ambulatory Health Center has an
immediate opening for a Dental Officer to join a team of health
care professionals, providing the full scope of dental care to
our patients. This is a new facility constructed in March 1999,
serving a population of approximately 5200 Native Americans

who reside in the vicinity of the Kickapoo and Iowa reserva-
tion boundaries in Oklahoma. The facility is a designated
federally qualified health center and is an approved IHS loan
repayment program site. The clinic is only 30 miles from the
Oklahoma City metropolitan area, one of heartland America’s
friendliest cities. No call coverage is required of this position.
Comprehensive benefits include paid health insurance, and
annual and sick leave. The salary is $75,000 to $85,000 per
annum, depending on experience. Send CVs to Gary
Wabaunsee, Health Director, Kickapoo Tribe of Oklahoma,
P.O. Box 1360, Mcloud, Oklahoma 74851; telephone (405)
964-2081.

Project Assistant
Northwest Portland Area Indian Health Board, Portland, Oregon

The NPAIHB has an opening for a project assistant with the
NW Tribal Epidemiology Center. This position will provide
support for the California Area Diabetes Surveillance Project.
It requires a high school diploma with a minimum two years
experience in administrative support, use of Microsoft Office
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computer program, and web page design. Salary 22-28K,
DOE. Open until filled. Position is based in Portland, Oregon.
Indian preference applies. Please call (503) 228-4185 for appli-
cation and full position description.

Southern Regional Project Specialist 
Northwest Portland Area Indian Health Board, Portland, Oregon

The NPAIHB has an opening for a southern regional
Project Specialist working with the NW Tribal Epidemiology
Center and the California Area Diabetes Surveillance Project.
The position requires an MPH or degree in a health field, with
a minimum of two years experience working with Indian
tribes. Experience with diabetes projects and the design of
epidemiological investigations and analysis highly desirable.
Salary 42-50K, DOE. Open until filled. California residence
preferred. Project is based in California and location will
be determined upon hiring. Indian preference will apply.
Please call (503) 228-4185 for application and full position
description.

Northern Regional Project Specialist
Northwest Portland Area Indian Health Board, Portland, Oregon

The NPAIHB has an opening for a northern regional
Project Specialist working with the NW Tribal Epidemiology
Center and the California Area Diabetes Surveillance Project.
The position requires an MPH or degree in a health field, with
a minimum five years experience working with Indian tribes.
Experience with diabetes projects and the design of
epidemiological investigations and analysis highly desirable.
Salary 44-50K, DOE. Open until filled. California residence
preferred. Project is based in California and location will be
determined upon hiring. Indian preference will apply. Please
call (503) 228-4185 for application and full position
description.

Central Regional Project Specialist
Northwest Portland Area Indian Health Board, Portland, Oregon

The NPAIHB has an opening for a central regional Project
Specialist working with the NW Tribal Epidemiology Center
and the California Area Diabetes Surveillance Project. The
position requires an MPH or degree in a health field, with a
minimum two years experience working with Indian tribes.
Experience with diabetes and the design of epidemiological
investigations and analysis highly desirable. Salary 42-50K,
DOE. Open until filled. California residence preferred.
Position is based in Sacramento, California. Indian preference
will apply. Please call (503) 228-4185 for application and full
position description.

Family Practice Physicians
Sisseton, South Dakota

The Sisseton Indian Health Service Hospital has immediate
openings for two family practice physicians to practice the full
scope of family medicine, to include obstetrics. Competitive
salary and career benefits as a Federal employee are offered. To
discuss this opportunity, please contact Audrey German at
(800) 553-2145; e-mail agerman@tnics.com; or mail your CV
to the Sisseton IHS, P.O. Box 189, Sisseton, SD 57262, attn:
Service Unit Director.

Certified Nurse Midwife
Pine Ridge, South Dakota

Pine Ridge is located in the southwest corner of South
Dakota. We have two Certified Nurse Midwife (CNM)
openings. We run a full scope practice with six midwives and
one obstetric physician. For more information, contact Terry
Friend, CNM, Pine Ridge Hospital, Box 1201 East Highway
18, Pine Ridge, South Dakota, 57770; phone (605) 867-3128;
e-mail tfriend@pineridge.aberdeen.ihs.gov.

Operating Room Nurses and Emergency Room Health Technicians
Phoenix Indian Medical Center, Phoenix, Arizona

If you are interested in a career that is challenging, and you
want to add a new dimension to your nursing experience, then
we would like you to join our team. Phoenix Indian Medical
Center (PIMC) is looking for qualified, experienced, and
competent nurses for our operating room. We are looking for
nurses who are experienced in all aspects of perioperative care
to work eight hour shifts on days and evenings, and to take call
after hours and on weekends and holidays.

We also have positions available in our Emergency
Department for experienced health technicians. As a Federal
facility, we offer excellent employment benefits. Salary is
based on experience and education. For more information,
please contact Jeanette Yazzie, RN, Nurse Management and
Program Analyst at (602) 263-1582, or Lourde Botone,
Staffing Specialist, at (602) 640-2882, ext. 137.



Family Practice Physicians
Kayenta Health Center, Kayenta, Arizona

We have two openings for Family Practice physicians at the
Kayenta Health Center (KHC) on the Navajo reservation. KHC
is an all ambulatory care facility with an busy 24 hour
emergency room located 20 miles south of Monument Valley.
Our staff is made up of 12 physicians including two internists,
seven family practice doctors, two pediatricians, and one psy-
chiatrist. Call is rotated among the 11 primary care doctors. We
offer continuity clinics with opportunities to see all age ranges
with a host of diagnoses. In addition, our emergency room

offers the opportunity to treat a wide range of conditions while
allowing the physician to perform many procedures in-house
(e.g., casting, joint injections, and managing seriously ill
patients). KHC is in a beautiful area in the middle of the
Navajo Reservation with many outdoor activities available.
For information, please call Dr. Lori Loschert at (520) 697-
4232;  e-mail lori.loschert@kayenta.ihs.gov ■■

Health care professionals employed by Indian health
programs may borrow videotapes produced by the Network for
Continuing Medical Education (NCME) by contacting the IHS
Clinical Support Center, Two Renaissance Square, Suite 780,
40 North Central Avenue, Phoenix, Arizona 85004.

These tapes offer Category 1 or Category 2 credit towards
the AMA Physician's Recognition Award. These CME credits
can be earned by viewing the tape(s) and submitting the appro-
priate documentation directly to the NCME.

To increase awareness of this service, new tapes are listed
in THE IHS PROVIDER on a regular basis.

NCME #763
Food as Medicine: Using Functional Foods in the
Treatment of Patients (60 minutes) 

Lycopene. Probiotics. Phytochemicals. Soy. Isoflavone.
Are these strange words to you? Chances are, your patients
already know many of them. Manufacturers are already
marketing “functional foods” using these buzzwords. Such
foods provide health benefits beyond basic nutrition. In this
highly informative program, Dr. Kolasa uses several case
studies to illustrate how clinicians can use these foods to treat
disease and promote wellness in their patients. From treating
high cholesterol with margarine to preventing cancer with soy,
you can change what patients put in their shopping carts.

NCME #764
Chronic Diarrhea: Efficient Evaluation and Management
(60 minutes)

In the United States, every individual experiences 1.5
episodes of diarrhea each year. Diarrhea, as reported by
patients, is often not an accurate measure of clinical diarrhea
from a physician’s standpoint. Chronic diarrhea, considered
diarrhea of greater than four weeks duration, may have a
number of etiologies. Differential diagnosis can be lengthy and
costly in some cases. A detailed history and a 24-hour stool
collection for volume and electrolytes can offer vital informa-

tion that allows for a more cost-efficient approach. Using six
illustrative case studies, Dr. Brown discusses the categories of
chronic diarrhea, efficient diagnostic workup strategies, and
effective treatment options.

NCME #765
Staving Off the Attack: Clinical Strategies for Preventing
Migraine (60 minutes)

As far back as 3000 BC, references to headaches can be
found in ancient texts. Today, as we enter a new millennium
5,000 years later, migraine headaches continue to impact
society. The good news is that there are now effective
prevention strategies that can reduce the frequency and
severity of attacks. In this video featuring illustrated case
studies, three experts in migraine headaches explore the
epidemiology, pathophysiology, and classification of
headaches, as well as management strategies that capitalize on
the use of successful prophylaxis for migraine.

NCME VIDEOTAPES AVAILABLE  ■■
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Call For Abstracts
Type 2 Diabetes in American Indian Youth: An Emerging Epidemic

We invite you to submit an abstract for presentation, workshop, and/or poster session at the conference, “Type 2 Diabetes In
American Indian Youth: An Emerging Epidemic,” to be held August 28–31, 2000, in Gallup, New Mexico.
The goals of the conference are as follows:

• Present current data on the epidemiology of type 2 diabetes in American Indian and Alaska Native youth in order to understand
the extent of the problem

• Present current research on the cause(s) of type 2 diabetes in American Indian and Alaska Native youth
• Discuss diagnostic criteria for type 2 diabetes in American Indian and Alaska Native youth
• Present standards of care for the treatment of type 2 diabetes in American Indian and Alaska Native youth
• Present secondary prevention programs that target American Indian and Alaska Native youth diagnosed with type 2 diabetes
• Showcase school-based and other primary prevention programs that target American Indian and Alaska Native youth at risk 

for type 2 diabetes
• Provide training assistance and mini-courses for health care workers providing care to youth with type 2 diabetes

The conference will accomplish these goals by bringing together health care providers, including physicians, nurses, CHRs,
PAs, pharmacists, and nutritionists, as well as tribal officials and community leaders who are concerned about the problem of type
2 diabetes in American Indian youth.

Topics to be presented will include research on the epidemiology, cause, and treatment of type 2 diabetes in American Indian
and Alaska Native youth, and primary and secondary prevention programs being conducted for American Indian and Alaska Native
youth at risk for or who have been diagnosed with type 2 diabetes. The conference will also include mini-courses and technical
assistance panels for health care workers providing care to youth with type 2 diabetes. 

Featured will be presenters from reservation communities and hospitals from throughout the United States who are providing
care to Native American youth with type 2 diabetes. Conferees will discuss the state of current research and prevention
programs – what’s been done, what works, why it’s successful, and how to implement it in other communities. Standards of care
for youth with type 2 diabetes and school-based primary prevention health education programs will also be highlighted at the
conference. Speakers will include American Indian and non-American Indian experts. 

The conference is sponsored by the National Diabetes Prevention Center (NDPC), the Native American Research and Training
Center (NARTC), the Centers for Disease Control and Prevention (CDC), the Indian Health Service (IHS), the Pueblo of Zuni,
Diné College, the Navajo Nation, and the IHS Clinical Support Center (the accredited sponsor).

Instructions for Preparing and Submitting an Abstract
Because the abstracts will be published as part of a conference report to be distributed to all conference participants, we request

that you use the abstract form included on the following page. The abstract should be typed, single spaced, in 12 pt font, and
organized as follows:

• Topic: the specific problem you are addressing
• Title of paper 
• Authors and addresses (Place an asterisk * before the name(s) of the presenting author(s))
• Purpose/Background: describes the history of the problem (1-2 sentences), the purpose of the study or program, and identify

the study population (1 sentence)
• Methods: a brief description (1–3 sentences) of how the study was conducted or implemented and who the sample population was
• Results: a brief description (1–3 sentences) of the data collected or the results of your program evaluation
• Discussion: (1-3 sentences) describing the implications of the study, the key findings, and if applicable, recommendations for

further research.

Please bold the five headings: Title, Purpose/Background, Methods, Results, and Discussion. Please also check in the designated
box in the biosketch on the next page the desired form of the presentation: plenary session, workshop, poster session.

Send the abstracts no later than May 15, 2000 to:

Gallup Conference
c/o Robert Young, PhD

1642 E. Helen St.
Tucson, Arizona 85719

For questions about the abstract, please contact Rob Young at (520) 621-5075 or e-mail at rsy@U.Arizona.edu.
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Call For Abstracts
Type 2 Diabetes in American Indian Youth: An Emerging Epicemic

ABSTRACT FORM

Biosketch of the Presenter(s)

Primary Author/Presenter: ___________________________________________________________________________________

Mailing Address: __________________________________________________________________________________________

________________________________________________________________________________________________________

City/State/Zip ____________________________________________________________________________________________

Telephone Numbers: Work: (          )________________FAX: (          )________________Home: (          )__________________

E-Mail Address: ___________________________ Position/Title: ___________________________________________________

Place of Employment: ______________________________________________________________________________________

Abstract submitted for:  ❏ Plenary session ❏ Workshop ❏ Poster session
If this abstract is not accepted for a plenary session or a workshop, would you consider a poster? ❏ Yes ❏ No

For further information, contact Pandora Hughes, Rob Young, PhD, or Jennie Joe, PhD, at (520) 621-5075.
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TARGET AUDIENCE
This course is directed to primary care providers, including

physicians, clinical nurses, nurse practitioners, nurse midwives, and
physician assistants caring for women and infants in Indian Health
Service settings and tribally-operated health care facilities.

COURSE DESCRIPTION
The curriculum is designed to encourage a team approach to the

care of women and their newborns, with a strong emphasis on the
realities and limitations of care in the rural, isolated settings that are
common to many Indian health facilities.  The text gives a clinically-
oriented approach to care in facilities where the nearest specialist
may be 50 to 800 miles away.  Like the course focus and text, the
faculty for the course is experienced with care in the Indian health
setting.

CONTINUING EDUCATION CREDIT
The sponsors include the American College of Obstetricians and

Gynecologists (ACOG), the Indian Health Service (IHS), and the
IHS Clinical Support Center.  The ACOG is accredited by the
Accreditation Council for Continuing Medical Education (ACCME)
to sponsor continuing medical education for physicians.  The IHS
Clinical Support Center is accredited as a provider of continuing
education for nurses by the American Nurses Credentialing Center's
(ANCC) Commission on Accreditation.  This course has been
designed in accordance with the standards of the ACCME and the
ANCC.

REGISTRATION
The number of participants for the course is limited.  Tuition, travel, and per diem expenses are the responsibility of the attendee

or the sponsoring Indian health program.  Send your completed registration form to Sandra Dodge, CNP, IHS Division of Clinical
& Preventative Services, Parklawn Building Room 6A-44, 5600 Fishers Lane, Rockville, MD 20857 (phone: 301-443-1840; fax:
301-594-6213 or 6135).

POSTGRADUATE COURSE ON OBSTETRIC, NEONATAL, AND GYNECOLOGIC CARE

(Please type or print) ❏ PA ❏ CNM
❏ MD/DO ❏ RN

Name ❏ NP ❏ Other 
Last First Type Specify

Work Address

Home Address

Telephone (Work)                                              (Home)                                             (Fax) 

Service unit/health facility name                                                             Social Security Number 

Please register me for the postgraduate course to be held September 10-14, 2000.  I have checked the appropriate registration
boxes below:*

❏ IHS employee: ❏ Physician $200 ❏ Other health professional $150

❏ I am not employed by IHS:     
❏ Tribally-employed physician $350   ❏ Other health professional employed by tribe $250
❏ Physician not employed by IHS or tribe $450 ❏ Other professional not employed by IHS/tribe $350
❏ Resident $350

* Employees of tribes that have not withdrawn their tribal shares should use the IHS scale.  If you are uncertain of share status, verify with Sandra Dodge.

Space is limited.  Applications received after session is filled will be placed on alternate list.
Do NOT send fee payment until notified of placement in course.
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MEETINGS OF INTEREST ■■
CDC - Diabetes Translation Conference 2000
April 17-20, 2000; New Orleans, Louisiana

The CDC - Diabetes Translation Conference 2000 will
bring together a wide constituency of local, state, Federal,
territorial, and private sector diabetes partners to explore
science, policy, education, and planning issues as they relate to
reducing the burden of diabetes. The main constituents are the
Diabetes Control Programs and their various partners. The
target audience includes Federal, state, and local public health
professionals; managers, directors, and executives from the
affiliated health professional associations; health professional
association and consultant partners in prevention and control
activities and programs; managers, directors, and executives
from health management organizations; physicians, nurses,
nutritionists, and health educators; other non-government
health professionals; representatives from special interest
groups; and academic and research staff from educational
institutions. Submission of papers in the following categories
is encouraged: Health Systems; Surveillance Activities;
Evaluation; Early Detection; Health Communication;
Community Intervention; and Coordination.

For more information, contact Norma Loner at (770) 488-
5376 or by mail at CDC/DDT, 3005 Chamblee-Tucker Road,
Atlanta, Georgia 30341-4133.

Ninth National Triennial Community Health
Representative Education Conference
April 23-28, 2000; Albuquerque, New Mexico

You are invited to attend the ninth national Community
Health Representative and community health workers
conference entitled “CHR: A Partnership for Community
Wellness in the New Millennium.” During this meeting,
community workers and indigenous communities from across
the nation will come together to share knowledge. The training
will focus on field based approaches to caring for the
community. A special leadership track will be offered for CHR
Directors, health service supervisors, and administrators.
Preconference workshops start on April 24th at 8:30 am and
will focus on Breast Health Education Certification,
Leadership Training, “CHR Talking Circle: Healing the
Provider,” Indian Country Justice Program, and New
Approaches to Community Based Walking Programs. Service
year awards will be provided for 5, 10, 15, 20, and 25 years of
service, with a special 30 year award. The meeting will be held
at the Albuquerque Convention Center. The registration fee
before April 1 is $200; after that it is $250. For registration
information, call (505) 759-3522. For hotel information, call
the Hyatt at (800) 233-1234, or the Doubletree at (800) 222-
8733. Visit our website at www.jade2.tec.nm.us and click on
the CHR icon. 

Twelfth Annual IHS Research Conference
April 24-26, 2000; Albuquerque, New Mexico

The 12th Annual Indian Health Service Research
Conference will be held in Albuquerque, New Mexico. This is
an opportunity for people who have seldom or never presented
research results in a national meeting to do so in a friendly,
supportive environment; it is also an opportunity for all of us
to learn from each other.

Blending Traditional and Modern Methods of Care
April 27-28, 2000; Albuquerque, New Mexico

The 13th Annual New Mexico Indian Nurses Association
National Symposium will be held at the Albuquerque Marriott
Hotel in Albuquerque, New Mexico. To obtain more informa-
tion or a registration form, contact Erma Marbut, RN at
Crownpoint, NM at (505) 786-6262 or Rose Mason, RN, in
Albuquerque at (505) 248-4047.

Advances in Indian Health
May 3-5, 2000; Albuquerque, New Mexico

“Advances in Indian Health” is a conference offered for
primary care physicians and physicians assistants who work
with American Indian and Alaska Native populations at
Federal, tribal, and urban sites. Medical students and residents
who are interested in serving these populations are also
welcome. The conference is presented by the Indian Health
Service and the University of New Mexico Health Sciences
Center School of Medicine, Office of Continuing Medical
Education.

Both new and experienced attendees will learn about
advances in clinical care specifically relevant to American
Indian populations, with an emphasis on southwestern tribes.
Opportunities to learn from experienced, career clinicians who
are experts with regard to Indian health will be emphasized.
Indian Health Service Chief clinical consultants and disease
control program directors will be available for consultation and
program development.

The meeting will be held at the La Posada de Albuquerque
Hotel, 125 Second Street, NW, Albuquerque, NM 87102;
telephone (505) 242-9090; fax (505) 242-8664. The special
conference room rates are $60 single and $75 double
occupancy; the deadline for reservations is April 13, 2000.

For Registration Information please contact Kathy
Breckenridge, UNM Continuing Education, at (505) 272-3942,
or Julie Lucero, Albuquerque Area Indian Health Service at
(505) 248-4016.

American Indian Kidney Conference
May 8-10, 2000; Oklahoma City, Oklahoma

This two and a half day conference will provide informa-
tion on prevention of kidney disease and coping with kidney
disease. The target audience is patients and families,
community health providers, medical professionals, and tribal
leaders. For more information, contact Jo Ann Holland, RD,
CDE, Lawton IHS Hospital, Lawton, OK; phone (580) 353-
0350, ext. 560.

Project Making Medicine
May 2000; Oklahoma City, Oklahoma

Project Making Medicine is recruiting Indian Health
Service and tribal mental health providers and substance abuse
counselors from the Alaska, Nashville, Navajo, and Billings
IHS Areas to attend specialized training in the treatment of
physically and sexually abused Native American children.

The Center on Child Abuse and Neglect at the University
of Oklahoma Health Sciences Center, through funding from
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the National Center on Child Abuse and Neglect and the Indian
Health Service, Mental Health Division, has established a
training program to provide specialized training to IHS and
tribal mental health professionals in the treatment of child
physical and sexual abuse. The purpose of Project Making
Medicine is to increase the number of mental health providers
available to serve child victims, using a “train the trainer”
model. Upon acceptance into the training program, each
enrollee will receive forty hours of training in treatment of
child physical and sexual abuse, forty hours of training in
clinical supervision and consultation, ongoing follow-up phone
consultation, and one on-site visit. The program requires at a
minimum a 12-month training obligation, and each person
selected must make a commitment to implement a similar
program at their site that will offer training, specialized
treatment, and consultation.

The training is specific to Native American populations
and the unique characteristics of tribal communities. Core and
Consulting Faculty include traditional native healers and
clinical and counseling child psychologists who have expertise
in treatment and prevention of child maltreatment in Native
American communities.

Funding was established for approximately sixty mental
health professionals from the twelve IHS Areas to be trained
over the three year period of the project (1998-2000). Each
year the IHS will select twenty professionals from four IHS
Areas to participate in the training. Licensed tribal and IHS
mental health professionals (PhD, LMSW, LPC) are
encouraged to contact their respective IHS Mental Health
Branch Chief to be considered as a nominee. Certified alcohol
and drug abuse counselors who work with adolescents may
also be considered.
The initial application consists of 1) a letter of intent from the
applicant that includes the commitment to provide specialized
services to Native American children for at least two years
following completion of training; 2) a letter of commitment
from their immediate supervisor stating that the applicant will
be allowed to participate in the training for the duration of the
program and will be supported in the requirements as outlined
above; 3) a letter of support from the tribe or IHS agency
stating the applicant will be allowed to participate in the
training for the duration of project, that the agency supports the
requirements as outlined above, and the agency will sponsor a
Project Making Medicine on-site visit; 4) a copy of the
applicant’s current license; and 5) a curriculum vitae.

The initial training for the next cycle will be held in May
and October of 2000 in Oklahoma City, OK. The deadline for
applications is March 1, 2000.

For additional information regarding Project Making
Medicine, please contact Dolores Subia BigFoot, PhD, or
Sonja Atetewuthtakewa at 405-271-8858; or e-mail: dee-
bigfoot@ouhsc.edu.

2000 IHS Southwest Regional Pharmacy Continuing
Education Seminar
June 9-11, 2000; Scottsdale, Arizona

The largest annual meeting of Public Health Service phar-
macists in the country, this continuing education seminar

provides up to 14 hours of ACPE-approved pharmacy
continuing education credit in a variety of areas. The agenda
for the 2000 meeting will include sessions on nephrology,
endocrinology, cardiology, pharmacy law, and administration,
as well as sessions designed specifically for pharmacy techni-
cians. An excellent venue for clinical and pharmacy adminis-
tration updates, the seminar also provides the best networking
opportunities for field pharmacists and their colleagues. It will
be held at the Chaparral Suites Hotel, 5001 North Scottsdale
Road, Scottsdale, Arizona 85250. For additional information,
contact the IHS Clinical Support Center, Two Renaissance
Square, Suite 780, 40 North Central Avenue, Phoenix, Arizona
85004; phone (602) 364-7777; fax (602) 364-7788; or e-mail:
edward.stein@mail.ihs.gov.

Addressing Critical Concerns of Health Care Systems
Serving American Indians/Alaska Natives
June 12-14, 2000; Albuquerque, New Mexico

This two and a half day workshop is designed to assist
administrators, clinic directors, and others responsible for
health care delivery systems serving American Indians and
Alaska Natives in both rural and urban settings by presenting
current research and best-practices information for enhancing
these systems. Discussions will focus on changing workforce
needs due to the evolving health care environment, strengthen-
ing system infrastructure, long-term care, improving system
quality through performance measurement, administrative
strategies for effective disease management and prevention,
expanding system capacity through partnering, and finding
resources in both the public and private sectors. 

This workshop is sponsored by the User Liaison Program
(ULP) within the Agency for Healthcare Research and Quality
(AHRQ), part of the US Department of Health and Human
Services. For more information, contact Steve Seitz, User
Liaison Program, AHRQ, 2101 East Jefferson Street, Suite
500, Rockville, MD 20852; phone (301) 594-2066; e-mail
sseitz@ahrq.gov.

Continuing Education for IHS/Tribal Nurse Educators and
Nurse Executives
June 12-16, 2000; Albuquerque, NM

This conference includes continuing education, as well as
business meetings, for nursing leadership and nurse educators
who work for the IHS or for the tribes. Topics will include
leadership, PHN issues, budget and finance for nurse
executives, negotiation communication styles, nursing
informatics, motivation, and teaching critical thinking skills.
The theme is “Rise to the Challenge: Feel Your Power!” The
conference is presented by the IHS National Council of Nurse
Administrators, IHS Navajo and Albuquerque Association of
Staff Educators, the New Mexico Indian Nurses Association,
Inc., and the IHS Clinical Support Center (the accredited
sponsor).

For more information, contact Lola Atkins, DON,
Albuquerque Service Unit, telephone (505) 248-4032; Leslie
Dye, DON, Santa Fe Service Unit, telephone (505) 988-9821;
Fern Detsoi, DON, Winslow Service Unit, telephone (520)
289-6164; or Olivia Still, Staff Development Specialist,



Shiprock Service Unit, telephone (505) 368-6462.

Physician Assistant and Advanced Practice Nurse Meeting
June 13-16, 2000; Phoenix, Arizona

This conference for physician assistants, nurse practition-
ers, certified nurse midwives, and pharmacist practitioners
employed by the Indian Health Service or Indian health
programs will offer 20 hours of discipline-specific continuing
education designed to meet the needs of those providing
primary care to American Indians and Alaska Natives. An
agenda will be available in April. This year there will be a
business meeting June 12-13 open to all advanced practice
nurses, before the beginning of the continuing education
portion of the meeting, which will start at 1 pm on Tuesday,
June 13. There will be a registration fee of $200 of those
employed by compacting tribes that have not retained CSC
services, or those in the private sector. For additional informa-
tion, contact the IHS Clinical Support Center, Two
Renaissance Square, Suite 780, 40 North Central Avenue,
Phoenix, Arizona 85004; phone (602) 364-7777; fax (602)
364-7788; or e-mail edwards.hooper@mail.ihs.gov.

The Pharmacy Practice Training Program (PPTP):
A Certificate Program in Patient-Oriented Practice June
19-22; July 17-20; or August 7-10, 2000; Phoenix, Arizona

The goal of this four-day training program for pharmacists
employed by the Indian Health Service or Indian health
programs is to improve the participant's ability to deliver direct
patient care. This program encompasses the management of
patient care functions in the areas of consultation, communica-
tion, interviewing techniques, laboratory test interpretation,
conflict resolution, physical assessment, and disease state
management. These techniques are taught utilizing case
studies, which include role-playing and discussion. The same
course is offered three times. For additional information,
contact the IHS Clinical Support Center, Two Renaissance
Square, Suite 780, 40 North Central Avenue, Phoenix, Arizona
85004; phone (602) 364-7777; or e-mail:
edward.stein@mail.ihs.gov.

Summer 2000 Geriatric Institute
June 29 - July 1; Albuquerque, New Mexico

The New Mexico Geriatric Education Center will offer a
summer institute featuring cutting edge geriatrics presented in
an interdisciplinary workshop format with emphasis on health
care for American Indian Elders. Topics and presenters will
reflect this emphasis on culturally appropriate geriatric care.
Workshops on the following topics will be included: Geriatric
Assessment, Case Management, Long Term Care, Oral Health,
Rehabilitation, Disease Prevention, Health Promotion,
Nutrition, Geriatric Syndromes, Palliative Care, and End-of-
Life Issues. Four hands-on workshops will provide a
clinical/applied learning opportunity on the following topics:
Incontinence, Pressure Ulcers, Diabetic Foot Care, and Falls in
the Elderly. To enhance cultural significance, an evening
program at the Indian Pueblo Cultural Center with traditional
food and music will feature Traditional Healers and Medicine
People sharing their experience with keeping the balance of

life for Indian people. Scholarships are available for IHS,
tribal, and urban program health care providers.

For more information, contact Darlene A. Franklin,
Program Manager, NM Geriatric Education Center, University
of New Mexico, 1836 Lomas Blvd NE, Albuquerque, NM
87131; telephone (505) 277-0911; fax: (505) 277-9897; or
e-mail: dfranklin@salud.unm.edu.

Improving the Quality of Health Care for American
Indians and Alaska Natives
August 3-8, 2000; Tucson, Arizona

The 29th Annual Meeting of the American Association of
Indian Physicians (AAIP) will offer a number of activities
including the ever popular Women’s Retreat, Medical Student
Program, Gourd Dance/Pow Wow, and Plenary Sessions
focusing on the annual meeting theme: “Improving the Quality
of Health Care for American Indians and Alaska Natives.” We
also will offer a high quality CME program that will include
subspecialty updates for primary care physicians. This year's
annual meeting will be held at the Westin La Paloma Hotel
located at 3800 East Sunrise Drive, Tucson, Arizona. This
invitation is extended to all Indian and non-Indian physicians,
physician assistants, medical students, nurses, tribal leaders,
Indian organizations and other individuals interested in Indian
health. For more information please contact AAIP at (405)
946-7072; e-mail aaip@ionet.net; or see our banner on our
website at www.aaip.com.

Innovations in Elder Care: A Participatory Conference
August 19-22, 2000; Duluth, Minnesota

Planned to run concurrently with the National Indian
Council on Aging (NICOA) 2000 conference, this meeting is
intended to bring together those who from throughout the
Indian health care system who provide care to elders to share
experiences in the development and implementation of
programs to enhance care of elders. See the “Call for Papers”
elsewhere in this issue for more information.

Second Annual Cancer Training for Physicians, Nurses,
Nurse Practitioners, Pharmacists, and Other Clinicians
October 4, 2000; Seattle, Washington

Leading experts will present their views on current issues
for several cancer sites, new technology, and other topics
specified in an upcoming survey of clinicians. The first Annual
Cancer Training covered the areas of breast, prostate, cervix,
colorectal, and lung cancers.  Behavioral aspects of smoking,
and palliation and pain management were also covered. This
training is interactive between the presenters and participants.
The IHS Clinical Support Center is the accredited sponsor.
There is no course registration fee for member tribes or
clinicians serving the American Indian/Alaska Native
population. Pre-registration is required. Please contact Alicia
Carson, Regional Training Specialist, Northwest Tribal Cancer
Control Project, Northwest Portland Area Indian Health Board,
527 SW Hall, Suite 300 Portland, Oregon 97201; phone (503)
228-4185 ext. 27 for more information. Current NTCCP
activities can also be accessed at
http://www.npaihb.org/cancer/ntccp.html.
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The following is an updated MEDLINE search on Native
American medical literature. This computer search is
published regularly as a service to our readers, so that you can
be aware of what is being published about the health and
health care of American Indians and Alaska Natives. 

The Clinical Support Center cannot furnish the articles
listed in this section of THE PROVIDER. For those of you who
may wish to obtain a copy of a specific article, this can be
facilitated by giving the librarian nearest you the unique
identifying number (UI number), found at the end of each cited
article. 

If your facility lacks a library or librarian, try calling
your nearest university library, the nearest state medical
association, or the National Library of Medicine (1-800-272-
47887) to obtain information on how to access journal
literature within your region. Bear in mind that most local
library networks function on the basis of reciprocity and, if you
do not have a library at your facility, you may be charged for
services provided. 

Tan FK, Stivers DN, Arnett FC, Chakraborty R, Howard R,
Reveille JD.  HLA haplotypes and  microsatellite polymor-
phisms in and around the major histocompatibility complex
region in a Native  American population with a high prevalence
of scleroderma (systemic sclerosis). Tissue Antigens. 53(1):74-
80, 1999 Jan. 99180470  

Permana PA, Luczy-Bachman G, Bogardus C. Protein
targeting to glycogen/PPP1R5: screening  of coding and
flanking genomic regions for polymorphisms and association
analysis with insulin  action in Pima Indians. Biochemical &
Biophysical Research Communications. 258(1):184-6, 1999
Apr 29. 99240523  

Adams-Cameron M, Gilliland FD, Hunt WC, Key CR. Trends
in incidence and treatment for  ductal carcinoma in situ in
Hispanic, American Indian, and non-Hispanic white women in
New  Mexico. 1973-1994. Cancer. 85(5):1084-90, 1999 Mar
1. 99190213  

Kuwana M, Kaburaki J, Arnett FC, Howard RF, Medsger TA
Jr, Wright TM. Influence of ethnic  background on clinical and
serologic features in patients with systemic sclerosis and anti-
DNA topoisomerase I antibody. Arthritis & Rheumatism.
42(3):465-74, 1999 Mar. 99186630  

Tyson H, Higgins RD, Tyson I. Family dysfunction and Native
Americwomen who do not seek  prenatal care. Archives of
Family Medicine. 8(2):111-7, 1999 Mar-Apr. 99202208  

Hwang SA, Fitzgerald EF, Cayo M, Yang BZ, Tarbell A,
Jacobs A. Assessing environmental  exposure to PCBs among
Mohawks at Akwesasne through the use of geostatistical

methods. Environmental Research. 80(2 Pt 2):S189-S199,
1999 Feb. 99194674  

Ch HM, Trifonopoulos M, Ing A, Receveur O. Johnson E.
Consumption of freshwater fish in  Kahnawake: risks and
benefits. Environmental Research. 80(2 Pt 2):S213-S222, 1999
Feb. 99194677  

Fitzgerald EF, Deres DA, Hwang SA, Bush B, Yang BZ,
Tarbell A, Jacobs A. Local fish consumption and serum PCB
concentrations among Mohawk men at Akwesasne.
Environmental  Research. 80(2 Pt 2):S97-S103, 1999 Feb.
99194664  

Sievers ML, Bennett PH, Nelson RG. Effect of glycemia on
mortality in Pima Indians with type  2 diabetes. Diabetes.
48(4):896-902, 1999 Apr.99200854  

Hegele RA, Cao H, Harris SB, Hanley AJ, Zinman B. The
hepatic nuclear factor-1alpha G319S  variant is associated with
early-onset type 2 diabetes in Canadian Ojibwe-Cree. Journal
of Clinical  Endocrinology & Metabolism. 84(3):1077-82,
1999 Mar. 99182089  

Pfefferbaum B, Pfefferbaum RL, Strickland RJ, Brandt EN Jr.
Juvenile delinquency in American  Indiam youths: historical
and cultural factors. Journal - Oklahoma State Medical
Association. 92(3):121-5, 1999 Mar. 
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Tataranni PA, Cizza G, Snitker S, Gucciardo F, Lotsikas A,
Chrousos GP, Ravussin E. Hypothalamic-pituitary-adrenal axis
and sympathetic nervous system activities in Pima Indians and
Caucasians. Metabolism: Clinical & Experimental.  48(3):395-
9, 1999 Mar.  99191908

Hutardo de Mendoza F, Braginski R.  Y chromosomes point to
Native American Adam [news] [see comments]. Science.
283(5407):1439-40, 1999 Mar 5.  99217404

Waiters B, Godel JC, Basu TK. Perinatal vitamin D and
calcium status of northern Canadian mothers and their
newborn infants. Journal of the American College of Nutrition.
18(2):122-6, 1999 Apr.  99219521

Pena SD.  Origin of the American Indians [letter; comment].
Science.  283(5410):2017, 1999 Mar 26.  99220865

Anonymous. Decrease in infant mortality and sudden infant
death syndrome among Northwest American Indians and
Alaskan Natives--Pacific Northwest, 1985-1996. MMWR -
Morbidity & Mortality Weekly Report. 48(9):181-4, 1999 Mar
12.  99222803

Hegele RA, Harris SB, Zinman B, Hanley AJ, Connelly PW.
Increased plasma apolipoprotein B-containing lipoproteins
associated with increased urinary albumin within the icroalbu-
minuria range in type 2 diabetes. Clinical Biochemistry.
32(2):143-8, 1999 Mar. 99226614

Anonymous. From the Centers for Disease Control and
Prevention. Decrease in infant  mortality and sudden infant
death syndrome among Northwest American Indians and
Alaskan Natives--Pacific Northwest, 1985-1996. JAMA.
281(15):1369-70, 1999 Apr 21.  99231391  

Blair L. Beaver kidneys at your bedside. Oldest hospital in
Canada has seen it all. Canadian Family Physician. 45:881-4,
888-92, 1999 Apr.  99232428

Bernstein CN, McKeown I, Embil JM, Blanchard JF, Dawood
M, Kabani A, Kliewer E, Smart G, Coghl G, MacDonald S,
Cook C, Orr P.  Seroprevalence of Helicobacter pylori,
incidence of gastric cancer, and peptic ulcer-associated
hospitalizations in a Canadian Indian population. Digestive
Diseases & Sciences. 44(4):668-74, 1999 Apr.  99235226

Permana PA, Luczy-Bachman G, Bogardus C. Protein
targeting to glycogen/PPP1R5: screening of coding and
flanking genomic regions for polymorphisms and association
analysis with insulin action in Pima Indians.  Biochemical &
Biophysical Research Communications. 258(1):184-6, 1999
Apr 29.  99240523

Segal B.  ADH and ALDH polymorphisms among Alaska
Natives entering treatment for alcoholism. Alaska Medicine.
41(1):9-12, 23, 1999 Jan-Mar.  99241189

Howard BV, Lee ET, Cowan LD, Devereux RB, Galloway JM,
Go OT, Howard WJ, Rhoades ER, Robbins DC, Sievers ML,
Welty TK.  Rising tide of cardiovascular disease in American
Indians. The Strong Heart Study. Circulation. 99(18):2389-95,
1999 May 11. 99252120

Weaver HN. Indigenous people and the social work profession:
defining culturally competent services. Social Work.
44(3):217-25, 1999 May.  99254435

Moffat T, Herring A. The historical roots of high rates of infant
death in Aboriginal communities in Canada in the early
twentieth century: the case of Fisher River, Manitoba. Social
Science & Medicine. 48(12):1821-32, 1999 Jun.  99331905
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Fisher PA, Storck M, Bacon JG.  In the eye of the beholder:
risk and protective factors in rural American Indians and
Caucasian adolescents.  American Journal of Orthopsychiatry.
69(3):294-304, 1999 Jul.  99368717

Johanneson B, Steinsson K, Lindqvist AK, Kristjansdottir H,
Grondal G, Sandino S, Tjernstrom F, Sturfelt G, Granados-
Arriola J, Alcocer-Varela J, Lundberg I, Jonasson I, Truedsson
L, Svenungsson E, Klareskog L, Alarcon-Segovia D,
Gyllensten UB, Alarcon-Riquelme ME.  A comparison of
genome-scans performed in multicase families with systemic
lupus erythematosus from different population groups.
Journal of Autoimmunity.  13(1):137-41, 1999 Aug.  99371735

Eyler AA, Brownson RC, Donatelle RJ, King AC, Brown D,
Sallis JF.  Physical activity, social support and middle- and
older-aged minority women: results from a US survey.  Social
Science & Medicine.  49(6):781-9, 1999 Sep.  99387645

Hegele RA, Harris SB, Brunt JH, Young TK, Hanley AJ,
Zinman B, Connelly PW. Absence of association between
genetic variation in the LIPC gene promoter and plasma
lipoproteins in three Canadian populations. Atherosclerosis.
146(1):153-60, 1999 Sep.  99415439

Ainsworth BE, Irwin ML, Addy CL, Whitt MC, Stolarczyk
LM.  Moderate physical activity patterns of minority women:
the Cross-Cultural Activity Participation Study. Journal of
Womens Health & Gender-Based Medicine. 8(6):805-13, 1999
Jul-Aug.  99416248

Crowe TK, McClain C, Provost B.  Motor development of
Native American children on the Peabody Developmental
Motor Scales. American Journal of Occupational Therapy.
53(5):514-8, 1999 Sep-Oct.  99430647

Weyer C, Pratley RE.  Fasting and postprandial plasma
concentrations of acylation-stimulation protein (ASP) in lean
and obese Pima Indians compared to Caucasians [see
comments].  Obesity Research. 7(5):444-52, 1999
Sep.99437300

Sniderman AD.  Acylation stimulating protein: myth, magic, or
major metabolic player [editorial; comment]. Obesity
Research.  7(5):515-8, 1999 Sep.  99437309  

Wescott DJ, Jantz RL. Anthropometric variation among the
Sioux and the Assiniboine. Human Biology. 71(5):847-58,
1999 Oct. 99440269 

Grant RE, Banks WJ Jr, Alleyne KR. A survey of the ethnic and

racial distribution in orthopedic residency programs in the
United States. Journal of the National Medical Association.
91(9):509-12, 1999 Sep.  99446268

Smith DG, Malhi RS, Eshleman J, Lorenz JG, Kaestle FA.
Distribution of mtDNA haplogroup X among Native North
Americans. American Journal of Physical Anthropology.
110(3):271-84, 1999 Nov.  99447196

Holve S, Hu D, Shub M, Tyson RW, Sokol RJ.  Liver disease
in Navajo neuropathy. Journal of Pediatrics. 135(4):482-93,
1999 Oct.  99447789

Sosenko JM, Sparling YH, Hu D, Welty T, Howard BV, Lee E,
Robbins DC. Use of the Semmes-Weinstein monofilament in
the strong heart study. Risk factors for clinical neuropathy.
Diabetes Care. 22(10):1715-21, 1999 Oct. 99455661



PRESORTED STANDARD
POSTAGE AND FEES PAID

U.S. DEPT. OF HEALTH & HUMAN
SERVICES 

PERMIT NO. G-290

THE PROVIDER is published monthly by the Indian Health Service Clinical
Support Center (CSC). Telephone: (602) 364-7777; Fax: (602) 364-7788;
e-mail: the.provider@phx.ihs.gov. Previous issues of THE PROVIDER

(beginning with the February 1994 issue) can be found at the CSC home
page, www.csc.ihs.gov.

Wesley J. Picciotti, MPA . . . . . . . . . . . . . . . . . . . . . . .Director, CSC
John F. Saari, MD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Editor
Thomas J. Ambrose, RPh
E.Y. Hooper, MD, MPH . . . . . . . . . . . . . . . . . . .Contributing Editors
Cheryl Begay  . . . . . . . . . . . . . . . . . . . . . . . . . .Production Assistant
Elaine Alexander, RN . . . . .Exec. Leadership Dev. Prog. Coordinator
Erma J. Casuse, CDA  . . . . . . . . . . .Dental Assisting Training Coord.
Mary Beth Kinney, MPH, EdD  . . . . . . . . . . . . . . . .Dental Ed. Spec.
M. Kitty Rogers, MS, RN-C  . . . . . . . . . . . . . . . .Nursing Consultant
Edward J. Stein, Pharm D  . . . . . . . . . . . . . . . .Pharmacy Consultant

Opinions expressed in articles are those of the authors and do not
necessarily reflect those of the Indian Health Service or the Editors.

Circulation: THE PROVIDER (ISSN 1063-4398) is distributed to more
than 6,000 health care providers working for the IHS and tribal
health programs, to medical and nursing schools throughout the
country, and to health professionals working with or interested in
American Indian and Alaska Native health care. If you would like to
receive a copy, send your name, address, professional title, and
place of employment to the address listed below.
Publication of articles: Manuscripts, comments, and letters to the
editor are welcome. Items submitted for publication should be no
longer than 3000 words in length, typed, double-spaced, and
conform to manuscript standards. PC-compatible word processor
files are preferred. Manuscripts may be received via e-mail.

Authors should submit at least one hard copy with each
electronic copy. References should be included. All manuscripts are
subject to editorial and peer review. Responsibility for obtaining
permission from appropriate tribal authorities and Area Publications
Committees to publish manuscripts rests with the author. For those
who would like more information, a packet entitled “Information for
Authors” is available by contacting the CSC at the address below or
on our website at www.csc.ihs.gov

THE IHS PRIMARY

CARE PROVIDER

Dept. of Health and Human Services
Indian Health Service
Clinical Support Center
Two Renaissance Square, Suite 780
40 North Central Avenue
Phoenix, Arizona 85004

CHANGE SERVICE REQUESTED

OFFICIAL BUSINESS
PENALTY FOR PRIVATE USE $300

Change of Address or Request for
New Subscription Form

Name ___________________________________________________ Job Title_________________________________

Address __________________________________________________________________________________________

City/State/Zip _____________________________________________________________________________________

Worksite: ■■   IHS ■■   Tribal ■■   Urban Indian ■■   Other

Service Unit (if applicable) _________________________Social Security Number ___________________________

Check one: ■■   New Subscription ■■   Change of address

If change of address, please include old address, below, or attach address label.

Old Address_______________________________________________________________________________________


