
Michael H. Trujillo, MD, MPH, MS, Assistant Surgeon
General, Director, Indian Health Service, Rockville, Maryland

The foundation of the Federal government’s
responsibility for meeting the health needs of American
Indians and Alaska Natives is found in two major pieces of leg-
islation: The Snyder Act of 1921 and the Indian Health Care
Improvement Act, Public Law 94-437, of 1976. 

The Snyder Act authorized regular appropriations of funds
for “the relief of distress and conservation of health” of
American Indians and Alaska Natives. This act helped to
ensure the continuation of improvements in health status that
had been made over the previous 75 years, after the Army first
treated the Indians for smallpox. The Indian Health Care
Improvement Act, like the Snyder Act, was enacted to provide
additional guidance and authority for the programs of the
Federal government that deliver health services to the Indian
population. The PL 94-437 legislation was passed to address
long-standing deficiencies in Indian health care related to the
number of health professionals serving Indian communities. It
also was enacted to address the health needs of Indian people
living in urban areas, and to increase access of all Indian
people to other government programs that could benefit their
health. The Act also focused attention on the need for health
facility construction, replacement, and maintenance.

Public Law 94-437 has been reauthorized four times, and
is scheduled to expire September 30, at the end of fiscal year
2000. Revising the language of the Act in the last year of the
millennium presents an opportunity to remove barriers,
increase flexibility for tribal and urban Indian health programs,
and to lay the groundwork for eliminating health disparities
between the Indian population and the rest of America’s
citizens.

A Changing World
In the years since the original Act was passed, the world

has changed in many ways. One significant change is that the
voice of “Indian country” has grown stronger. The expiration
of the Indian Health Care Improvement Act provides an oppor-
tunity for Indian people to be heard through the legislative
process. 

In June 1999, the Indian Health Service convened a
National Reauthorization Steering Committee composed of
representatives from tribes and national Indian organizations to
offer recommendations to the Indian Health Service for the
reauthorization of the Act. The Committee drafted a legislative
proposal that is based on the consensus of recommendations
from four regional and numerous local meetings conducted
from late 1998 through mid 1999. 

In October 1999, the committee finished its work.
The final product of the committee was a draft bill entitled,
“Proposed Indian Health Care Amendments of 2000.” This bill
was submitted to the President, the Secretary of Health and
Human Services (HHS), to my office, and to each of the
authorizing committees in the House and Senate. This is an
important and historic document: it is the first time that a
Federal agency consulted with tribes and urban Indian program
leadership in the initial development of a legislative proposal.
It is important that everyone working within the Indian health
system become familiar with the issues associated with
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reauthorization and the proposals within the new reauthoriza-
tion language. 

The proposed measure strongly endorses the expectation
of Indian people for meaningful inclusion and consultation
regarding Indian health activities and the President’s
commitment to involve tribal governments and Indian people
in the decisions that affect them. It emphasizes the President’s
initiative to eliminate health disparities between America’s
population groups. The proposal states (new language
indicated in italic): “A major national goal of the United States
is to provide the quantity and quality of health services which
will permit the health status of Indians regardless of where they
live to be raised to the highest possible level that is no less than
that of the general population and to provide for the maximum
participation of Indian tribes, tribal organizations, and urban
Indian organizations in the planning, delivery, and
management of those services.” The themes of inclusion and
consultation are a continuation of the policy that the President
initiated in 1994 and later reaffirmed in a 1998 Executive
Order to all Federal departments.

The disparity of health status for American Indians and
Alaska Natives has many underlying causes. There are also
disparities in access to health services, disparities in political
presence, and disparities in opportunities, especially in the
areas of education and economic development. There is
widespread agreement that the health status of a population
improves when there is also economic growth and prosperity.
The health of an individual is determined more by where they
are on the socioeconomic ladder than any other factor. While
the Indian Health Care Improvement Act can authorize only
those activities that can offer health benefits for Indian people,
it does establish flexibility for entering into partnerships in
arenas that can have positive health outcomes.

Disparity of Resources
In the past few years, we have seen unprecedented support

by the current administration and the Congress for budget
increases for the Indian Health Service. Unfortunately, the
unmet health care needs of Indian people remain very large. A
recent study by a joint workgroup of tribal, urban Indian, and
Indian Health Service leaders examined the gap in health
funding for Indian people. The study asked a simple question:
What would it cost to assure a mainstream health care benefits
package, similar to most employer-sponsored health insurance
plans, to Indian people? 

The study used actuarial techniques to estimate this cost.
By using fiscal terms and concepts that decision makers are
familiar with and use every day, the funding of Indian
programs can be compared in measurable terms to funding of
programs available to other citizens. 

It is one thing to cite the statistic that the per capita
spending on health for the general population is $3,600 and for
Indian people it is $1,650 – that alone supports claims of health
disparity. It is another thing to explain what $3,600 provides
that $1,650 does not. That is what the Level-of-Need Funding
Workgroup study helps define. To provide this benchmark
package to only those American Indian and Alaska Natives
currently using the Indian Health Service and tribal and urban
Indian services would cost approximately $4 billion. The study

found that to provide comparable health services to all the
Indian population would require approximately $7.5 billion.
Information and reports of the Level-of-Need Funding
Workgroup are available on the IHS website at
http://www.ihs.gov/Nonmedicalprograms/LNF/.

In addition, the tribes and Indian health organizations
developed a needs-based budget that was presented to HHS as
part of the department’s overall budget development process.
The needs-based budget request for the Indian Health Service
estimated that $15 billion is necessary to provide the
comprehensive health services that the Federal government
intended when it entered into treaties with Indian nations. More
than half of this amount would be consumed by one-time costs
to modernize and expand the aged and inadequate infrastruc-
ture (hospitals, ambulatory clinics, etc.) of the Indian health
system. The balance of approximately $7 billion would be
needed annually to assure health care services to 1.5 million
Indian people and to expand community-oriented programs
targeting underlying conditions that contribute to the health
disparity of Indians. It is difficult to see how the health
disparity for Indians can be eliminated without increasing
resources.

Collections and third-party reimbursements are increas-
ingly significant as a source of funding for Indian health
programs. In the proposed legislation, the tribes recommend
eliminating barriers that currently prevent the Indian Health
Service, tribal governments and organizations, and urban
Indian health programs from accessing reimbursement from
other Federal programs for which their patients are eligible,
e.g., Medicaid, Medicare, and the Children’s Health Insurance
Program (CHIP).

Some specific goals include increasing the ability of the
Indian health system to garner reimbursement from other
federally funded health care programs, not allowing tribal
members to be automatically assigned by a state to a
non-Indian managed care health plan, and, when services are
provided by an Indian health program, assuring that the full
cost will be made available instead of a lesser percentage. The
reauthorization language also provides an option for tribes to
purchase Federal health and life insurance coverage for their
employees. 

The proposed legislation also recommends another
funding source derived from the authority to combine
resources from diverse government programs to focus on a
particular health issue. Additional new authorities would allow
for the easy transfer of land between Federal agencies for the
construction or expansion of health facilities, a revolving loan
fund, loan guarantees, and a grant program for loan repayment
for construction projects. 

The proposed measure also authorizes an Indian Health
Service and Tribal Joint Venture Program to provide an avenue
for creative and innovative financing by tribes for the
construction of health facilities in exchange for a commitment
from the Indian Health Service to provide equipment and
staffing of the facility. The bill also provides for “other
funding,” so that the door is open for alternative financing
options not usually available to a federal entity like the Indian
Health Service.

Obtaining financial resources is an annual activity. Does it
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need to remain so? The Indian Health Service budget is a
discretionary program funded through the Department of the
Interior appropriation process. In the deliberations and public
forums conducted by the tribal National Steering Committee,
the issue of whether Indian health programs should be an
entitlement program instead of a discretionary program was raised
– but not resolved. However, the bill does establish a National
Bi-Partisan Commission on Indian Health Care Entitlement to
explore this issue and its ramifications. The findings would be
provided in a report to the tribes and to the Congress. 

I foresee three possible outcomes: the Indian Health
Service will remain a discretionary program; it will become an
entitlement program; or there will be a combination of the two
concepts. It is possible that findings may support an 
entitlement health benefits package that would become part of
the recurring base of the Indian Health Service budget, with a
discretionary portion of the budget to address the 
comprehensive, facilities, and public health aspects of the
Indian health program.

Disparity Of Access
Delivering health services in Indian country is challenging

when there is such a wide disparity in the number of health care
workers there compared to the rest of the United States. In
Indian country there are 79 percent fewer nurses, 60 percent
fewer dentists and 45 percent fewer physicians.

This barrier to access to health care workers can be
lowered, not eliminated, by the proposed bill’s language
addressing scholarships, loans, loan repayment programs, and
licensing requirements.

The proposal for loans and scholarships would allow for
tribal matching of funds from any tribal source and remove the
present restriction that it not include other sources of Federal
funds. This revision would allow an Indian Health Service
region, with tribal consultation, to set priorities for the 
professions needed in a local region. In addition, it would
direct that the payback time requirements for the scholarship or
loan assistance would be performed within the region that
provided the assistance.

As for the disparity in the number of health workers in
Indian country, the proposed bill language establishes that the
licensing requirements for the Indian Health Service would
extend to tribal and urban Indian health programs. This means
that the individual providing services must have a state license
to provide health services but licensure does not need to be in
the state where the services are being provided in the tribal,
urban, or Indian Health Service facility.

The new bill proposal also addresses issues of access to
health programs and the delivery of services. Targeted health
activities, such as mammography screening, have been
expanded to focus attention on all cancers. The bill also reflects
the changes in the health challenges that have occurred since
1976, by expanding the focus on tuberculosis prevention and
treatment of all “communicable and infectious diseases,” such
as AIDS and sexually transmitted diseases. 

Especially significant is the authorization for 
epidemiology centers to be established in each of the 12 Indian
Health Service Areas. The Comprehensive School Health
Education Programs and the Indian Youth Program have been

changed so that funding can be provided to tribal or urban
programs throughout the United States for establishing
programs in the schools Indian children attend and not just in
schools that are run by the Bureau of Indian Affairs. 

In the area of diabetes, new language provides authority
for the continued funding of the 333 new programs and
diabetes projects established as a result of the Balanced Budget
Act of 1997, and directs that a national strategy to address
diabetes be established.

The single major revision of the proposed bill is Title VII,
“Behavioral Health” – a recognition by Indian leadership that
many, if not the majority, of our health status issues and
problems can be addressed by focusing on helping to promote
positive behaviors throughout a community. If we treat the
patient and not the family or community, or if we do not think
about the consequences of not treating all of the components of
that individual’s social and health environment, we have made
only a temporary health change for that individual. We can
intervene and make a difference for some, but many of our
patients return to the abusive environment, a community or
family in need of positive role models or programs, or an envi-
ronment of despair due to a lack of access to meaningful
opportunities. The new language also integrates alcohol and
substance abuse provisions with mental health and social
services authorities. 

The proposed bill also authorizes at least one youth
treatment center for each of the Indian Health Service Areas
and two in California (one northern and one southern). The
proposal authorizes at least one inpatient psychiatric treatment
facility in each of the IHS Areas.

Disparity Of Political Presence
While the voice of Indian country is being heard and

listened to as never before, there remains a disparity in political
presence. An example of progress in this arena is the recent
policy decision by the Secretary of HHS to waive the 
cost-sharing requirement for parents of American Indian and
Alaska Native children to participate in the Children’s Health
Insurance Program, “CHIP.” This decision, which removed an
economic barrier, represents the kinds of policy decisions and
discussions that are occurring more and more frequently in the
department and elsewhere as a result of Indian presence in the
decision making process. It is a change from others saying,
“Why should we do that?” to “How can we help? How can we
assist? How should we do it?”

The increases in the Indian health budget are also the
result of greater political presence through more direct tribal
and urban program support of, and involvement and 
participation in the political process. Indian leadership has
established open and continuous communication lines
regarding Indian issues with members of Congress and with all
parts of the administration.

For the past few years, Indian leadership and Indian
advocates in Congress have sought to increase the political
presence of Indian health in the Federal government by
elevating the position of Director of Indian Health Service to
Assistant Secretary. The tribes have indicated their strong
desire that, should the current elevation bills not receive 
congressional action, the Indian Health Care Improvement Act
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proposal include such a provision.
It is critical to the health of Indian people that a political

presence be promoted and maintained. If Indian people do not
have a presence on the political stage, their issues will not be
addressed, even though they have a legal, moral, and 
humanitarian basis. 

If we do not speak for ourselves, who will ask the
question, “How can we?” Without our presence, the questions
will revert back to, “Why should we?” We must guard against
the “out of sight, out of mind” tendency that can develop when
the competing voices for limited resources, time, and attention
are louder than ours. 

Changes In Health Status and Treatment
In the early 1800s, as the U.S. government continued the

nation’s expansion westward, the health threat to Army
soldiers posed by Indian people ill with the diseases brought by
the Army and settlers drew attention, and Army physicians
took steps to curb smallpox and other contagious diseases.
Even as the federal policies to help improve the health status of
Indian people slowly took hold in the mid-1800s, other actions
throughout the end of the century and into the next contrasted
with those policies. In an effort to assimilate Indian people into
the dominant society, many Indian children died while
attending Indian boarding schools, because they were
physically unable to defend themselves against illness and

disease as a result of an impoverished way of life, isolation,
and discrimination. The poor condition of their bodies, to be
sure, was not helped by the forced exclusion of their tribal
heritage, culture, and language from their daily life at their
school. There were other attempts at assimilation and 
termination of treaty rights and tribal recognition, with equally
tragic results for many families and generations. 

As a people, we have survived. At one time our families
were 10 million strong, eventually dwindling to less than a
million. Today we are 2 million.

As a nation, we have a long way to go. We cannot change
the past. However, we have the opportunity to change the
future. The proposed reauthorization language will take us
further along the road of honoring treaties and eliminating
health disparities between the original people of this land and
the rest of the population.

Editor’s Note: This article was condensed from the article
“IHS Works In Significantly Changed World,” published in
U.S. Medicine, February 2000. A complete copy of the article
is available from the IHS website at http://www.ihs.gov under
the “Director’s Statements” section of the “Press and
Publications” home page. ■■

Michael Mahsetky, Director, IHS Legislative Affairs, IHS
Headquarters, Rockville, Maryland; and Kitty Rogers RN, MS,
Senior Advisor, Field Health Operations, Phoenix Area Indian
Health Service, Phoenix, Arizona

Dr. Trujillo’s article in this month's IHS PROVIDER, “The
Future of Indian Health through Legislation: Reauthorization
of the Indian Health Care Improvement Act,” discusses the
many challenges faced by Indian health programs in light of
the disparities in health status, resources, and access to health
services. The article also touches upon the disparity of political
presence related to Indian health issues. Indian tribes and urban
programs have attained a greater political standing by working
to maintain relationships with congressional members and staff
and with all segments of the administration. However, it is
important that everyone working in a tribal or urban program
get involved and participate in the next steps of the legislative
process necessary to enact the proposed amendments to the
Indian Health Care Improvement Act (IHCIA).

The IHS supported a process of national consultation that
examined the existing Indian Health Care Improvement Act
and sought consensus on potential changes to the law. Dr.
Trujillo felt strongly that every Indian health program,
regardless of size or location, needed to be involved in this
consultation process, as the existing law and any proposed
changes would affect every tribal or urban program. The theme
of this consultation was “Speaking With One Voice,” and was
chosen to reflect the consensus approach and the participation
of the Indian Health Service, tribes, and urban programs
(I/T/U) as partners in the process. This was a time consuming
and complex undertaking. The product of the consultation,
“Proposed IHCIA Amendments of 2000,” was a 183 page draft
bill (dated 10/6/99) submitted to various congressional
committees, to Dr. Trujillo, and to the administration. 

We are presently in the second session of the 106th
Congress. The House Committee on Resources has introduced
HR 3397, “The Indian Health Care Improvement Act
Amendments of 2000,” which is almost identical to the tribal

Speaking With One Voice: Reauthorization 
of the Indian Health Care Improvement Act, PL 94-437
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draft legislative proposal. The Senate Committee on Indian
Affairs has not yet introduced its reauthorization bill, but plans
to do so after the Congressional Budget Office has completed
scoring the House bill for its anticipated cost. The committee
anticipates the scoring of the proposed bill and its introduction
by late April. While the Senate Committee on Indian Affairs
held a hearing on the tribal draft on March 8th, the House
Committee on Resources has yet to schedule hearings on the
bill. The House committee anticipates a possible field hearing
in late spring or early summer. As this is a Presidential and con-
gressional election year, this session will be short, with a
priority for completion of the annual appropriation bills.
Hence, it will be difficult to accomplish passage of a reautho-
rization bill during the current session. It is important to note
that while the above mentioned committees are the primary
committees with jurisdiction for the reauthorization bill, this
authority is shared with the Senate Finance Committee and the
House Committees on Commerce and Ways and Means. This
jurisdictional structure also makes it difficult to move legisla-
tion in an expeditious manner. 

As noted above, while the Senate has not introduced a
reauthorization bill, the Senate Committee on Indian Affairs
held a hearing on March 8, 2000 to discuss the consultation
process and the tribal draft bill previously mentioned.
Witnesses testifying at this hearing included Dr. Trujillo,
Director, Indian Health Service; Rachel Joseph, co-chair of the
National Steering Committee; Richard Narcia, Lieutenant
Governor of the Gila River Indian Community; Sally Smith,
chair of the National Indian Health Board, and National
Steering Committee member; Tex Hall, Chairman, Three
Affiliated Tribes, and National Steering Committee member;
and Kay Culbertson, President of the National Council of
Urban Indian Health. To obtain a copy of the testimony of the
witnesses, please contact Michael Mahsetky at (301) 443-7261
or Kitty Rogers at (602) 364-7777.

There is much work that can be done to help the 

legislative process to move forward with the proposed
amendments to the Indian Health Care Improvement Act.
Anyone working in an I/T/U setting can become actively
involved in several areas. Two early steps in the consultation
process were the selection of IHS representatives from each of
the twelve IHS Areas and the formation of a National Steering
Committee composed of elected tribal leaders and urban Indian
health providers (see attached list). These individuals would be
excellent contacts for additional information about
Area-specific or national issues associated with the 
consultation process.

Begin by becoming knowledgeable about the proposed
amendments to the IHCIA. Read the tribal draft bill (available
on the IHS home page). You can also request a copy of the tribal
draft bill from the IHS Clinical Support Center. This document
includes a comment column that explains the proposed changes
in language that is easy to understand. Get a copy of the House
bill HR 3397 and become familiar with its contents and layout
(the language is identical to the tribal draft bill).

As Federal employees you have the right to write to or
otherwise contact your congressional representatives to
express your support or share your views on the 
reauthorization of the Indian Health Care Improvement Act, as
well as to show support for congressional hearings on this
important legislation. These types of communication must be
conducted on your own personal time and at your own expense
for postage or telephone calls, to avoid violation of the 
antilobbying provisions in the Hatch Act.

It will be through working together and "speaking with
one voice" that the I/T/U will see the proposed changes to the
existing Indian Health Care Improvement Act become a
reality. The tribal draft proposal is the voice of Indian country
and its expression of support for a reauthorization bill that they
believe will reduce the health disparities and assure a healthier
future for American Indians and Alaska Natives. ■■



Aberdeen Area Tribal Representative
Tex Hall, Chairman
Three Affiliated Tribes Business Council
HC 2, Box 2
New Town, ND  58763-9402

Alternate: Jim Cournoyer, Consultant
Yankton Sioux Tribe
P.O. Box 91, 122 W. Chanteau
Pickstown, SD  57367

Alaska Area Tribal Representative
H. Sally Smith, Chairman of the Board
Bristol Bay Area Health Corporation
420 Main Street, P.O. Box 490
Dillingham, AK  99576

Alternate: Larry Ivanoff
Norton Sound Health Corporation
P.O. Box 37
Unalakleet, AK  99684

Albuquerque Area Tribal Representative
Rick Vigil, Vice Chairman
All Indian Pueblo Council
3939 San Pedro
Albuquerque, NM  87110

Alternate: Robert Nakai
Albuquerque Indian Health Board
2309 Renard Place, SE, Suite 101
Albuquerque, NM 87106

Bemidji Area Tribal Representative
Eli Hunt, Chairman
Leech Lake Band of Ojibwe
6530 Highway 2 NW
Cass Lake, MN 56633

Alternate: Sandra Ninham, Member
Oneida Tribal Council
N7210 Seminary Road   P.O. Box 365
Oneida, WI 54155

Billings Area Tribal Representative
Alvin Windy Boy, Council Member
Chippewa Cree Business Committee
Rocky Boy Rt., Box 544
Box Elder, MT 59521

Alternate: Pearl Hopkins, Council
Ft. Peck Tribal Executive Board
605 Indian Avenue – P.O. Box 1027
Poplar, MT 59255

* Co-chairpersons of the NSC

California Area Tribal Representative
Rachel A. Joseph, Vice Chairperson *
Lone Pine Paiute Shoshone Tribe
Rt. 1, 841 Zucco Road
Lone Pine, CA 93545

Alternate: Jack Musick, Chairman
La Jolla Reservation
22000, Hwy. 76
Pauma Valley, CA 92061

Nashville Area Tribal Representative
Alternate: Eddie Tullis, Tribal Chairman
Poarch Band of Creek Indians
5811 Jack Springs Road
Atmore, AL 36502

Navajo Area Tribal Representative
Dr. Taylor McKenzie, Vice President
Navajo Nation
P.O. Box 9000
Window Rock, AZ 86515

Alternate: Jerry Freddy, Council Delegate
Navajo Nation Council
200 Park Way – P.O. Box 3390
Window Rock, AZ 86515

Oklahoma Area Tribal Representative
Merle Boyd, Second Chief
Sac & Fox Nation of Oklahoma
Rt. 2 Box 246
Stroud, OK  74079

Alternate: Mamie Rupnicki, Chairperson
Prairie Band Potawatomi Nation
16277  Q  Road
Mayetta, KS 66509-9114

Phoenix Area Tribal Representative
Arlan Melendez, Chairman
Reno-Sparks Indian Colony
98 Colony Road
Reno, NV 89502

Alternate: Merna Lewis
Salt River Indian Community
10005 East Osborne Road
Scottsdale, AZ 85256

Portland Area Tribal Representative
Julia Davis, Secretary
Nez Perce Tribal Executive Committee
Main St. & Beaver Grade - P.O. Box 305
Lapwai, ID  83540

Alternate: Pearl Capoeman-Baller, President
Quinault Indian Nation
1214 Arlis Street – P.O. Box 189
Taholah, WA 98587

NATIONAL 437 STEERING COMMITTEE ■■
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Nutrition Intervention in a Cardiovascular Risk Reduction Clinic

Cecilia Butler, RD, Dietitian, Santa Fe Indian Hospital, 
Santa Fe, New Mexico

Coronary artery disease (CAD) is one of the leading
causes of death in American Indians over the age 45.1

Intervention to reduce the risks of CAD by preventing or
delaying further cardiac occurrences is the goal of the Native
American Cardiovascular Risk Reduction Program (CVRRP)
at the Santa Fe Indian Hospital. The CVRRP approach utilizes
a multidisciplinary team, which includes a registered dietitian.
Dietary intervention is an important component in the
management and/or treatment of these high risk individuals.
The American Heart Association (AHA) and the National
Cholesterol Education Program (NCEP) recognize medical
nutrition therapy as essential for the treatment of 
hyperlipidemia.2 The two diets recommended for use in this
situation are the so called “Step 1” and “Step 2” diets.

Estimating an individual's usual dietary nutrient intake is
difficult. Yet assessment of dietary data is critical when 
investigating the relationship between diet and disease. Various
methods for collecting food intake data are available. However,

no single best method or “gold standard” exists. The need for
an easy and accurate assessment tool to measure dietary fat
intake in our patients was necessary. Moreover, including 
traditional foods in this assessment tool was also essential.

A number of Indian health and private sector cardiovascu-
lar programs were consulted about the assessment tools they
used to measure dietary fat intake. Several reliable methods
were suggested, but they all required using computer software
and were therefore problematic for field use. The MEDFICTS,
an assessment tool used to assess adherence to Step 1 and 2
diets, was recommended. 

The MEDFICTS was adapted from a questionnaire called
MEDICS, developed to assist physicians in gathering informa-
tion about a patient’s dietary intake of fat and cholesterol.2 It is
a validated tool that lists food categories that comprise the
major contributors to fat and cholesterol intake. This
assessment tool uses a scoring system to assess adherence to
Step 1 and 2 diets, but the scores do not equate to the number
of fat grams consumed. Therefore, our clinic adapted the tool
by expanding the categories to include regional and traditional
foods and by listing the number of fat grams per standard

Tucson Area Tribal Representative
Edward Manual, Chairman
Tohono O odham Nation
P.O. Box 837
Sells, AZ 85634

Alternate: Benito Valencia, Chairman
Pasqua Yaqui Tribe
7474 South Camino de Oeste
Tucson, AZ 85746

Urban Representative
Barbara Namias, NCUIH President
North American Indian Center of Boston, Inc.
105 South Huntington Avenue
Jamaica Plains, MA 02120

Alternate: Kay Culberson,NCUIH Board of Directors
Denver Indian Health and Family Services
3749 South King Street
Denver, CO 80236

Self-Governance Representative
Merle Boyd, Second Chief
Sac & Fox Nation of Oklahoma
Rt.2 Box 246
Stroud, OK 74079

Alternate: Dennis Smith, Vice Chairman
Duck Valley Shoshone Paiute Tribes
P.O. Box 219
Owyhee, NV 89832

National Indian Health Board Representative
Buford Rolin, Poarch Creek*
5811 Jack Spring Road
Atmore, AL 36502

Alternate: Joseph Saulque, CRIHB/Toiyabe
Rt. 4, Box 56C
Benton, CA 93512

* Co-chairpersons of the NSC
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portion for all items. Local recipes were gathered and analyzed
using Nutritionist IV and various other methods. By determin-
ing weekly menus and portion amounts consumed at each
meal, one is able to assess weekly dietary fat intake. Total
grams of fat taken in are evaluated to determine the percentage
of calories consumed as fat, and this is compared to NCEP
guidelines.2

This fat intake assessment, as modified from MEDFICTS,
is used during the initial patient visit with the CVRRP dietitian,
to determine a dietary baseline and to plan interventions; it is
used again during the course of dietary interventions to
measure change. The assessment takes about 20 minutes. Food
models are used to illustrate portion sizes for patients.

This fat intake assessment tool is now in use with other
patients outside of the CVRRP, and can be easily modified to

include any new food product. The method assures a more
accurate representation of dietary fat consumption in our
population, and aids in personalizing an effective dietary
treatment plan.
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Obtaining an MPH by Distance Education

Editor:
I would like to let readers of THE IHS PROVIDER know that

they can now receive education in the field of public health
and/or a master of public health (MPH) degree without leaving
the service unit at which they serve.

The mission of the Indian Health Service is to provide
health care services and improve the overall public health of
the American Indians and Alaska Natives. The skills to practice
quality public health medicine are not universally available at
all IHS, urban, and tribal health care sites.

Public health skills include the following:
• The ability to assess disease outbreaks.
• The ability to assess potential causality of disease

processes.
• The ability to intelligently review health statistics and

literature.
• The ability to structure a research plan to appropriately

answer public health questions.
• The ability to develop and enhance interactions

effectively in cross-cultural settings.
• Skills in policy development, program planning,

legislation, and ethics.
• Enhanced communication skills allowing organization

and facilitation of community collaboration.
• Budget and personnel management skills.

Public health skills are taught in master of public health
programs. Until recently access to such course work has been
limited by geography and distance, precluding most IHS
providers from participating unless they left their service unit;
one solution is identification of distance learning opportunities.

The University of South Florida, College of Public Health,
(USF-COPH) was the first accredited school of public health to
offer a 100% Internet-based or satellite-based MPH program
(except for the last two-week course, which must be 
accomplished on campus in Tampa, Florida).  In an effort to
both improve patient care and promote professional staff
retention, the Ft. Peck Service Unit in Poplar, Montana allowed
interested providers to participate in this program during the
last two semesters. The courses are made available through a
cooperative agreement between USF-COPH, and Ft. Peck
Community Tribal College.

Currently, the courses are available only within the state of
Florida, at three CDC sites in the continental USA, at Ft. Peck,
Montana, and at two sites in the countries of Belize and
Venezuela. However, access to the program could easily be
extended to other IHS, tribal, or urban program sites if similar
cooperative agreements could be established with USF-COPH.
Access to and participation in public health educational 
opportunities affords Indian health care providers in all 
professions the abilities to improve the care and services they
are able to offer their patients.

For more information, contact Kimberlee Blevins, MPH,
at the Office of Distance Learning, University of
South Florida, College of Public Health; e-mail
kblevins@hsc.usf.edu; telephone (813) 974-6666; or Roman
Hendrickson, MD, at FPSU, Poplar, Montana; e-mail
rhendrickson@bilb2.billings.his.gov; telephone (406) 768-3451.

Roman M. Hendrickson, MD
Ft. Peck Service Unit

Poplar, Montana

LETTER TO THE EDITOR  ■■
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Art Gonzales, Contract Project Officer, Computer/Health Systems
Specialist, IHS Headquarters West, Albuquerque, New Mexico

The Indian Health Service (IHS) has an urgent need, from
a fiscal standpoint, to implement an electronic data interchange
to support revenue generation efforts for health care services
across the country. As sites develop an increasing reliance on
third part collections, any process to improve these processes
will benefit local sites. Attempts to streamline the eligibility,
billing, and claims processes will improve local revenue
generation, and, ultimately, patient care. The information
technology support center (ITSC) has recognized this need for
the last few years. As a response to this need, the IHS can now
use ENVOY electronic commerce products, available through
the ENVOY-VA contract to assist in these efforts.

ENVOY products to support the following transactions are
included in the contract:

• Eligibility Verification
• Electronic Remittance Advice Services
• Claim Generation, including UB92 Electronic Claim 

Generation, HCFA 1500 Print Image Generation, and
NCPDP Real-Time Pharmacy Claims

There are currently 14 Task Orders from various sites, and
several more have expressed interest in ENVOY products. The
Gallup Indian Medical Center is the test site for integrating all
the services and products that ENVOY offers under the contract.

Eligibility Verification
ENVOY’s VeriQuest product is an integrated eligibility

verification tool. It automatically captures eligibility data and
verifies it without manual intervention, then either prints 
confirmation or uploads the information to the patient 
registration and financial systems. 

VeriQuest is interfaced to each hospital's patient 
registration system to generate eligibility verification requests,
triggered when each patient is keyed into the registration system.
The system will automatically generate the request and print
responses. Depending upon the eligibility database being
queried, responses may be immediate or, due to processing 
capabilities of the payer's system, may be returned at a later time.

Remittance Advice Services
ENVOY’s Diversified System Software (DSS) handles

remittance information, supplemental billing, and conflict
checking. DSS will allow IHS hospitals to receive electronic
remittances and post them to the RPMS system. If desired, the
system can then automatically generate secondary billing and
check for 72 hour conflict for Medicare claims. ENVOY and
the IHS Division of Information Resources are also exploring
the Internet and its potential to facilitate the transaction process.

Claims
ENVOY provides several standard claims reports,

including the following:
• Daily Reports: including Submitter Summary,

Provider Statistics, Provider Summary, and
Acceptance Report by Provider

• Monthly Reports: Submitter Summary and Provider
Summary

• Claim Status Exception Reports: Daily Management
Summary, Unprocessed Claims, Zero Payment,
Claims Settlement, Request for Additional 
Information, and Claim Status Check

Because ENVOY does not have complete connectivity
to all Medicare, Medicaid, and Blue Cross Blue Shield
plans for both UB92s and HCFA 1500s, the Division of
Information Resources also offers claims connectivity
through its business partner, ECS. IHS, tribal and urban
program sites may opt to use the ECS system rather than
ENVOY should their connectivity needs warrant a claims
capture system and connectivity to ECS payers.

Software Training and Support
ENVOY is responsible for maintaining the software's 

performance, operability, and integration with RPMS systems.
ENVOY staff will provide customer support, Help Desk
services, and training on both the VeriQuest and DSS products. 

Need More Information?
To get more information about this project, please contact

Art Gonzales at telephone (505) 248-4192; or e-mail
arthur.gonzales@mail.ihs.gov. ■■

Improving Your Claims Process Electronically
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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 Epidemic

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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VISION
To prepare confident and competent 
individuals and teams for executive work 
within Indian health care settings.

PURPOSE
To educate current and future leaders to 
continually improve the health status of  
Indian people.

MISSION
To ensure new competencies and fresh 
prespectives to the current and future leaders 
in Indian health care settings by developing 
partnerships with various tribes, universities,
foundations, and private sector organizations.

The purpose of the Executive Leadership Development
Program is to provide a forum where participants learn new
skills and encounter different approaches to reduce barriers,
increase innovation, ensure a better flow of information and
ideas, and lead change.  The goal is to provide essential
leadership training and support for Indian health care
executives whether they work in Federal, tribal, or urban
settings.

Individuals who are program coordinators or managers of
clinical, community, environmental, or engineering programs
will find this beneficial.  The interactive curriculum includes
topics that will be integrated through the use of exercises,
case studies, and team projects.

The Executive Leadership Development Program will be
presented in three 41/2 day sessions over 12 months.  Each
session builds on the previous session.  Participants should
anticipate an intense experience to develop and practice

skills to be an effective leader.  Independent time is used for
reading assignments or working with fellow team members
on business simulations, cases, and presentations.  At the
end of each session, participants will receive a certificate of
accomplishment from the sponsoring academic institutions.
After all three sessions have been completed, participants
will receive a certificate of completion from the Indian Health
Service.

NEW 2000-2001 SESSION DATES:

Session One (C)      Session One (D)
July 16-20, 2000    December 3-7, 2000

Session One (E)
March 25-29, 2001

The Indian Health Service (IHS) Clinical Support Center is
accredited by the Accreditation Council for Continuing
Medical Education to sponsor continuing medical education
for physicians.

The IHS Clinical Support Center designates this continuing
education activity for up to 28 hours of Category 1 credit
toward the Physician’s Recognition Award of the American
Medical Association.   Each physician should claim only
those hours of credit he or she actually spent in the
education activity.

The Indian Health Service Clinical Support Center is
approved by the American Council on Pharmaceutical
Education as a provider of continuing pharmaceutical

education.  This activity has been awarded 26
contact hours (2.6 CEUs) under Universal Program
Number 600-000-99-096-L04.

The Indian Health Service is accredited as a provider of
continuing education in nursing by American Nurses
Credentialing Center Commission on Accreditation, and
designates this program for 36 contact hours for nurses.

Continuing Education Units for Chief Executive Officers,
Administrative Officers and Dentists designates this
program for 36 contact hours.

Elaine Alexander, RN
Executive Leadership Development Coordinator
Indian Health Service, Clinical Support Center
Two Renaissance Square, Suite 780
40 N. Central Avenue, Phoenix, Arizona  85004-4424
Phone: (602) 364-7777 FAX:  (602) 364-7788
Internet:  ELDP@phx.ihs.gov Website:  www.ihs.gov

A PROGRAM FOR CURRENT AND FUTURE 
INDIAN HEALTH CARE EXECUTIVES NNEEWW  DDAATTEESS  FFOORR  22000000--22000011



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.

Family Practice Physicians
Zuni-Ramah Service Unit, Zuni, New Mexico

The Zuni Comprehensive Community Health Center (Zuni-
Ramah Service Unit, Zuni, NM) has openings for primary care
physicians starting in late summer or fall 2000. This is a Family
Practice model hospital and clinic providing the full range of
primary care, with community outreach, in a highly collaborative
atmosphere. We serve the Pueblo of Zuni and surrounding Navajo
communities. For more information contact Scott Doughty, MD at
(505) 782-4431; or by e-mail at sdoughty@albmail.albu-
querque.ihs.gov. CVs can be faxed to (505) 782-5723. 

Registered Nurse
Licensed Clinical Social Worker or Clinical Psychologist
Dentist
Shingle Springs, California

Shingle Springs Rancheria, located between Sacramento and
South Lake Tahoe, California, has full time openings for a
registered nurse (BSN) with a minimum of one year of clinical
experience and a California license; a clinical social worker or
clinical psychologist licensed in California, with a minimum of
five years experience; and a dentist with a California license, two
years experience in clinical practice, and current CPR and DEA
certificates. For more information, contact Joanne Adams, Tribal
Administrator, Shingle Springs Rancheria, P. O. Box 1340,
Shingle Springs, California 95682; phone (530) 676-8010; fax
(530) 676-8033.

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 reservation 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
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 application and
full position description.

POSITION VACANCIES ■■
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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.

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; email agerman@tnics.com; or mail your CV to the
Sisseton IHS, P.O. Box 189, Sisseton, SD 57262, attn: Service
Unit Director.
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MEETINGS OF INTEREST ■■
ATA 2000
May 21-24, 2000; Phoenix, Arizona

This is the fifth annual conference sponsored by the
American Telemedicine Association. It promotes the develop-
ment and deployment of telemedicine to help all people gain
access to medical care. For more information, visit their
website at www.atmeda.org.

AMIA Spring Conference
May 23-25, 2000; Boston, Massachusetts

Sponsored by the American Medical Informatics
Association, this is a Consensus-Building Conference on
Information Technologies for Quality Improvement in Health
Care. For more information, contact their website at
www.amia.org. 

IHS 2000 Information Technology and Business Conference
June 5-9, 2000; Albuquerque, New Mexico

The conference agenda and registration will be available
on the IHS website soon at www.ihs.gov.

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 infor-
matics, 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. 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 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 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 7-19, 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,
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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 provide care to elders to share expe-
riences in the development and implementation of programs to
enhance care of elders. 

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.

Erratum
There was a misprint in the article entitled “Native

Health Research Database: A Health Planning, Evaluation,
and Research Tool” published in the February 2000 issue of
THE IHS PROVIDER (Volume 25, Number 2, pages 21-22).
The websites for the NHRD were incorrectly written. The
correct websites for the databases are found at
http://hsc.unm.edu/nhrd (the Native Health Research
Database) and http://hsc.unm.edu/nhhd (the Native Health
History Database). We extend our appreciation to Stephen
R. Pointkowski, Service Unit Environmental Health
Officer, Indian Health Service, MDO in Bemidji,
Minnesota, for being the first to point out this error.



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_______________________________________________________________________________________


