
The Diagnosis of Myocardial Infarction
and Cardiac Troponins:

An Expanding Role in IHS Facilities

In the past, a general consensus had existed, based on
World Health Organization (WHO) criteria, which required
two out of three of the following for the diagnosis of acute
myocardial infarction (MI): characteristic chest discomfort,
electrocardiogram (ECG) changes, or a typical pattern of
enzyme rise and fall.  Now, however, a consensus document
from the American College of Cardiology (ACC) and the
European Society of Cardiology (ESC) has recently redefined
the diagnostic criteria for acute MI.1 This document under-
scored the variability of the definitions and diagnostic modal-
ities previously used to document myocardial infarction in
clinical settings, including the pathologic findings (both gross
and microscopic), ECG criteria, as well as laboratory studies.
Additionally, this consensus paper has expanded the definition
of acute myocardial infarction to incorporate the use of the
cardiac troponins.

Troponins are more sensitive markers of cellular necrosis,
and identify a group of patients who have small areas of
myocardial injury that might not result in elevation of  creatine
kinase (CK) or its myocardial isoenzyme (CK-MB).
Identifying, and subsequently treating, this previously undiag-
nosed population is essential since there is a linear and direct
relationship between troponin levels and cardiovascular mor-
tality.  Troponins have now become a fundamental component
of the diagnosis and management of myocardial infarction;
numerous tribal and IHS facilities have now appropriately

supplemented or replaced their standard serologic assays for
myocardial injury with quantitative or qualitative assays for
cardiac specific troponins.  

What are Troponins?
Cardiac troponins are structural proteins in myocytes.

Following myocardial necrosis, they are released into the
bloodstream in a characteristic, time-related fashion.   While
other markers of injury are found in abundance in skeletal
muscle, smooth muscle and in some instances, other tissues,
troponins I and T have a very high specificity for cardiac mus-
cle.  This increased specificity of troponins limits misdiagno-
sis from confounders such as muscle injury, stroke, or
hypothyroidism as may be seen with other markers.  Because
of their increased sensitivity, troponins may be positive in

THE IHS PRIMARY
CARE PROVIDER
A journal for health professionals working with American Indians and Alaska Natives

July 2002 Volume 27, Number 7

In this Issue…
141 The Diagnosis of Myocardial Infarction

and Cardiac Troponins: An Expanding Role
in IHS Facilities

145 ICD-9-CM Miscoding Involving Codes for
Invasive Cervical Cancer

147 Using RPMS Data to Perform
Population-based Analysis

152 Position Vacancies
155 Meetings of Interest
158 ACOG Meeting
159 ELDP Meeting

Eric A. Brody, MD, FACC; James M. Galloway, MD, FACP,
FACC; Beth Malasky, MD, FACC; Neil S. Freund, DO, FACC; all
from the Native American Cardiology Program, Tucson, Arizona



July 2002 � THE IHS PROVIDER 142

patients with myocardial infarction who have normal CK and
CK-MB levels.  In general, cardiac troponins should not be
present in peripheral blood under normal circumstances.
There are, however, a few cardiac and non-cardiac illnesses
other than acute coronary syndromes (ACS) in which troponin
elevations may be seen.  

Patients with microscopic myocardial cell necrosis asso-
ciated with pericarditis, myocarditis, non-ischemic cardiomy-
opathies, congestive heart failure, as well as sepsis  and 
intracerebral hemorrhage in the absence of coronary artery
disease may have troponin elevations.2,3 Small leaks may also
occur after cardioversion, electrical pathway ablation, and car-
diac surgery.  Earlier troponin assays demonstrated false posi-
tive results related to a circulating heterophile antibody that
interfered with the assay; this has been remedied with later
assays.

The question might arise, particularly in facilities not typ-
ically treating patients with acute coronary syndromes,
whether the availability of troponins will benefit patients pre-
senting with chest pain.  Multiple studies have suggested that
cardiac troponins clearly identify patients at higher risk for
adverse cardiovascular outcomes, including death, in both

short and long-term follow-up.  These studies have looked at
patients not only with acute coronary syndromes,2,3 but fol-
lowing percutaneous coronary intervention (PCI) such as stent
placement and before bypass surgery.4,5 These studies suggest
that troponin assays can identify high-risk patients with
myocardial damage who are below the threshold of CK posi-
tivity.  They further suggest that any patient with a cardiac
presentation and positive troponin assay is at higher risk for
complications including death and recurrent MI and, therefore,
more likely to benefit from early evaluation and intervention
by a cardiovascular specialist.  

Troponins usually become positive six hours or more after
symptom onset and peak within 24-48 hours following an
acute coronary event.  Perhaps most interesting (and useful) is
the fact that troponins may remain positive for 7-10 days fol-
lowing a cardiac event.  Thus, they are also useful for delayed
presentation of acute myocardial infarction. 

Acute Coronary Syndromes: Diagnosis in the Era of
Cardiac Troponins

Clinical evaluation remains the foundation for diagnosis
and provides the basis for the optimal therapy for ACS despite
the advent of these powerful new diagnostic tools.  This eval-
uation must include a focused history, physical examination,
and ECG within 10 minutes of patient presentation with acute
chest pain, dyspnea, chest pressure, or symptoms of acute
heart failure.  The presence of known coronary artery disease
or cardiac risk factors such as diabetes, older age, smoking,
hypertension, dyslipidemia, and positive family history
increase the likelihood of acute coronary syndromes and
should prompt an even more aggressive evaluation.  Classic
ischemic chest pain most commonly presents with non-pleu-
ritic, substernal chest pressure, often radiating to the neck,
arms, or jaw, and is often associated with shortness of breath,
diaphoresis, and/or nausea. However, patients with diabetes as
well as women may have atypical (or even silent) symptoms.
A high level of suspicion and a probing history are therefore
required for our diabetic and female patients presenting with
shortness of breath, indigestion, or chest or upper abdominal
complaints.

In a patient with a stuttering course, it is important to
ascertain if there was a point in time at which the pain became
more intense or continuous, since this will help to determine
the benefits of acute interventions (e.g., thrombolytic therapy).
Thrombolytic therapy is indicated in patients with ST-segment
elevation MI presenting within the first 12 hours of symptom
onset.  Establishing the time that symptoms were initially
noted to be continuous is vital for determining eligibility for
this potentially life-saving treatment.  

Baseline laboratory evaluation should include a complete
blood count (CBC) including platelets, a renal panel (SMAC-
7), troponin I or T, CK with MB fraction, and a protime (PT)
and partial thromboplastin time (PTT).  Patients presenting
with suspected ACS during the first six hours of symptom
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onset require serial measurements of serum markers, including
CK and troponin (again, usually not positive until at least six
hours after symptom onset).  ECG remains an essential com-
ponent of the diagnostic evaluation and risk stratification in
acute coronary syndromes.  If the initial ECG is unremarkable
but the patient continues to have pain, it is important to repeat
the ECG, as the yield in diagnosing MI is improved by the per-
formance of serial ECGs.  Patients with ST-segment depres-
sion are another high-risk group with increased mortality.  It is
also helpful to remember that some areas of ischemia or
infarction, particularly in the circumflex artery distribution,
can be silent; a normal ECG does not rule out ischemia or even
acute MI.

Clinical presentation and cardiac markers determine ther-
apeutic interventions including hospital admission.  Patients
with a worrisome history, physical exam, and/or ECG findings
must be admitted to a telemetry unit for further observation
and testing, regardless of laboratory findings.  In addition,
patients with positive serum markers must be strongly consid-
ered for admission or transfer to a tertiary care center for fur-
ther evaluation, even in the setting of an atypical presentation.  

Therapy of Acute Coronary Syndromes 
History, physical examination, and ECG along with

serum markers remain the standards for triage of patients with
potential acute coronary syndromes.  The decision to dis-
charge a patient from the Emergency Department cannot be
made on the basis of enzymatic markers alone.  Again, since
patients with diabetes and women often have atypical
ischemic symptoms, a high level of suspicion is necessary in
these patient populations.

As discussed in a prior article in the IHS Provider
(“Management of ST-Segment Elevation Myocardial
Infarction: Thrombolytic Guidelines,” Volume 27, Number 4,
pages 69-75), patients presenting with ST-segment elevation
of at least 1 millimeter or left bundle branch block along with
chest discomfort consistent with an acute myocardial infarc-
tion should receive 325 mg aspirin immediately.  If there is no
response to sublingual nitroglycerin, thrombolytic therapy (in
the absence of contraindications) should be administered with-
in 30 minutes of presentation, regardless of serum markers.
Strong consideration should be given to adjunctive beta-block-
er administration as well, unless contraindicated.

Chest pain patients at moderate or high risk for acute
coronary syndromes should be admitted to an intensive care
unit (ICU) or transferred to a facility with a higher level of
care.  All patients with chest pain and a suspicion of unstable
coronary syndromes should be treated with aspirin, sublingual
nitroglycerin, heparin (unfractionated or low molecular
weight), and oral/intravenous beta-blocker therapy in the
absence of contraindications.  Higher risk patients (those with
a history of definite coronary artery disease (CAD), ECG
changes, positive troponins, or hemodynamic instability)
should generally be cared for in facilities with the availability

of ICU monitoring and acute coronary intervention.  Recent
data have shown that the increased mortality associated with
troponin elevations is optimally reduced by an invasive
approach as compared with conservative medical therapy.
Therefore, patients with positive troponins (even with a nor-
mal CK) in the setting of acute coronary syndromes should be
transferred to institutions with the availability of cardiac
catheterization, coronary angiography, and acute intervention
unless other co-morbidities (such as dementia, terminal ill-
ness, severe debility, etc.) mandate a more conservative
approach. 

Patients with symptoms but who are felt to be at low risk
(due to clearly atypical symptoms, normal ECG, young age,
and no history of coronary artery disease) should be consid-
ered for admission to facilities with telemetric monitoring.
The use of troponins in this setting may assist in this decision.
Troponins should be ordered on arrival and confirmed with
repeat study 6-12 hours later.  We continue to suggest that CK
should be evaluated in all patients presenting with symptoms
compatible with acute coronary syndromes.  If admitted, seri-
al CK with MB isoenzymes should be drawn at initial evalua-
tion and every eight hours for the first 24 hours. 

Introducing Troponins in a New Clinical Setting
The reliability of troponin assays must be adequately

proven in individual laboratories before practitioners can
develop confidence in these new diagnostic tools. Obviously,
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important clinical decisions rest upon their appropriate imple-
mentation and interpretation.  For this reason, we strongly sug-
gest the continued use of both CK isoenzymes and troponins
when the new assays are introduced in a clinical practice.
Once adequate clinical follow-up has established the utility of
the new troponin assays and their accuracy, consideration of
discontinuation of CK-MB assays may be given.  This may
benefit facilities by offsetting the added expense of the tro-
ponin assays.   In most circumstances, the continued use of
CK-MB will be unnecessary once experience with the tro-
ponin assay has been obtained.

Conclusions
Cardiac troponins are highly sensitive and specific assays

for the detection of minimal amounts of myocardial damage.
They have now been designated the preferred serum marker of
myocardial damage and, thus, are the new standard of care for
the diagnosis of ACS.   Evaluation of patients with acute coro-
nary syndromes should include risk assessment by history and
physical examination, ECG, and serial cardiac markers.  High
risk patients, such as those with troponin elevations, ischemic
ECG changes, hemodynamic compromise, or known CAD,
should be transferred to facilities where high quality interven-
tional cardiovascular procedures are available.�

Recommended Reading
1. ACC/AHA Guideline Update for the Management of Patients with

Unstable Angina and Non–ST-Segment Elevation Myocardial
Infarction.  The full text and be found in the Journal of the American
College of Cardiology 2000;36:970-1056.  An executive summary
can be found in Circulation 2000;102:1193-1209.  It is also available
at http://www.acc.org/clinical/guidelines/unstable/unstable.pdf.

2. ACC/AHA Guidelines for the Management of Patients with 
Acute Myocardial Infarction. Circulation Vol. 100, No. 9, 
August 1999; 1016-30. The full text can be found at
http://www.acc.org/clinical/guidelines/nov96/edits/dirindex.htm.
An executive Summary can be found at http://www.acc.org/clini-
cal/guidelines/nov96/1999/execIndex.htm.
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ICD-9-CM Miscoding Involving Codes for
Invasive Cervical Cancer

The IHS National Epidemiology Program recently com-
pleted an evaluation of invasive cervical cancer incidence and
mortality among American Indians and Alaska Natives
(AI/ANs) in one of the IHS Areas.  As part of this study, the
accuracy of diagnostic codes included in the clinical 
component, the Patient Care Component (PCC), of the IHS
healthcare information system, the Resource and Patient
Management System (RPMS), was evaluated.

Methods
Cases were initially identified through a search of

International Classification of Disease, Ninth Edition, Clinical
Modification (ICD-9-CM) codes performed by the Area
office.  ICD-9-CM codes used included 180.0 (invasive cancer
of the endocervix), 180.1 (invasive cancer of the exocervix),
180.8 (invasive cervical cancer, other specified sites), and
180.9 (invasive cervical cancer, site not specified).  All
patients with these diagnoses entered into RPMS from 1993
through 2000 were sought.  We then conducted chart reviews
for all people identified through the ICD-9-CM code-based
search, plus seven additional persons identified through
review of Contract Health Service (CHS) referrals to confirm
the diagnosis, to identify any miscoding, and to assess for sys-
tematic patterns in miscoding if present.

Initially, the visit date associated with the invasive cervi-
cal cancer code was not available to the chart reviewers, a sig-
nificant limitation which made it difficult to link a specific
chart entry with the diagnostic code.  Probable indications for
assignment of the invasive cervical cancer code were deter-
mined based on a review of progress notes, laboratory results,
and records received from pathologists and gynecology and
oncology consultants.   In cases where a diagnostic narrative
read simply “cervical cancer” or “history of cervical cancer,”
a common finding in older records, and where there was no
documentation of tissue pathology to the contrary, we
assumed that the entry had been correctly coded as invasive. 

To further clarify the reason for assignment of cervical
cancer-associated codes, we conducted a search of electronic
records for two of the service units in the study.  We reviewed
the provider narrative (“purpose of visit”) that prompted
assignment of each cervical cancer-associated code, and com-
pared the findings with those from the chart review to deter-
mine if the conclusions using the two methods were 
consistent.

Results
In all, 233 patient records, representing 228 individuals,

were identified through the initial database search and review
of CHS referrals.  Five individuals were identified by database
searches at two different clinic sites.  Each chart was reviewed,
since coding at the different sites was presumed to have
occurred independently.  Thirty-one records were either not
available at the time of review, or were felt not to be suffi-
ciently complete to permit determination of the basis for the
assignment of the invasive cervical cancer code. 

Chart review of the remaining 202 records revealed that
75 (37%) had been correctly coded as invasive cervical cancer.
Forty-three (21%) were found to have cervical carcinoma-in-
situ (ICD-9-CM code 233.1).  Fifty-six (28%) had cervical
dysplasia.  Seven (3%) had cervical polyps.  Four (2%) had
uterine cancer, three (1.5%) had vaginal dysplasia or cancer,
and three (1.5%) had undergone hysterectomies for benign
causes.  One (0.5%) had gestational trophoblastic neoplasia,
while nine (4%) appear to have had the code assigned second-
ary to non-dysplastic pap results (benign cellular changes,
infection/inflammation, atypical squamous cells of uncertain
significance, or a class I pap).  In one case the code was appar-
ently linked to cervical spine disease.  Miscodes occurred
throughout the study period, with multiple miscodes noted in
1999 and 2000.

When the seven people identified through CHS referrals
were considered separately, two (29%) were correctly identi-
fied with invasive cervical cancer, two (29%) had cervical car-
cinoma in situ, one (14%) had a hysterectomy without evi-
dence of cervical cancer, one (14%) had cervical dysplasia,
and one person (14%) had a non-dysplastic pap.

The electronic evaluation of provider narratives associat-
ed with invasive cervical cancer codes encompassed 93 (40%)
of those in the study.  Correct coding for invasive cervical can-
cer could be confirmed in 24 (26%) persons. “Cervical carci-

Richard Leman, MD, EIS Officer, IHS National Epidemiology
Program, Albuquerque, New Mexico; David Espey, MD,
Division of Cancer Prevention and Control, National Center
for Chronic Disease Prevention and Health Promotion,
Centers for Disease Control and Prevention, Albuquerque,
New Mexico; and Nathaniel Cobb, MD, IHS National
Epidemiology Program, Albuquerque, New Mexico
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noma-in-situ” from the provider narrative was coded as inva-
sive cancer in ten (11%) of the records, and “cervical intraep-
ithelial neoplasia” was the narrative on 21 (22%) of the
records.  Three (3%) had narratives describing cervical polyps,
three (3%) had narratives denoting diagnostic procedures such
as “colposcopy” or “endocervical curettage,” one (1%) had
“vaginal dysplasia,” one (1%) had “myoma,” and one had sim-
ply “endocervical” listed in the narrative.

“Cervical cancer” or a history of it was included in the
narrative for 29 (31%) of those without evidence of invasive
cervical cancer on chart review.  Of these, 23 had cervical dys-
plasia or carcinoma-in-situ documented in the chart. Four had
no evidence of cervical dysplasia on chart review; of these,
two had a history of uterine cancer, one had undergone hys-
terectomy for endometriosis, and one had undergone hysterec-
tomy related to gestational trophoblastic disease.  Two had
charts not felt to be sufficiently complete to allow assessment
for the presence or absence of cervical dysplasia. 

Conclusions
This investigation involved a very specific set of ICD-9-

CM codes denoting a (happily) rare condition.  We recom-
mend caution in drawing conclusions based on these findings
about the general utility of ICD-9-CM code-based searches in
identifying patients with specific medical conditions.
However, the study does shed light on two primary reasons for
incorrect coding in RPMS and other electronic medical record
systems:

1. The electronic review of provider narratives revealed
that the ambiguous and misleading term "cervical 
cancer” was used in almost one-third of narratives in
which invasive cervical cancer was incorrectly coded as
the diagnosis.  Even the most skilled coder is likely to 
consider entry of an incorrect code in this situation, or
when “rule out cancer” is written in the provider 
narrative. The bottom line for the health care provider:
Avoid ambiguity or inaccuracy in recording a “purpose
of visit.”

2. The study also demonstrated that miscoding most 
commonly occurred when closely related conditions
(e.g., cervical carcinoma-in-situ or cervical dysplasia)
were described in the provider narrative.  Less com-
monly, miscoding occurred when diagnostic procedures
(e.g., colposcopy) were mentioned, and more rarely
still, miscoding was triggered by description of 
essentially unrelated medical conditions in the same
anatomic region or with a similar-sounding name.
Correct assignment of codes for "cervical 
carcinoma-in-situ” and "cervical intraepithelial neopla-
sia” would eliminate 100 cases or 79% of the miscod-
ing found through chart review.  The bottom line for
coding personnel: Review and correct assignment of
distinct codes for closely related medical conditions
could eliminate the majority of incorrect coding in this

setting.  It could affect billing and reimbursement,
improve the accuracy of the electronic medical record,
and make it easier to track disease trends at IHS 
facilities.

By addressing these two potential causes of incorrect
ICD-9-CM coding, we can increase the utility of PCC data to
track disease trends in IHS service populations and to identify
individuals with specific medical conditions.
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Using RPMS Data to Perform
Population-based Analysis
A Conversation with a Colleague 

Over the last several years a number of us have spent a
fair amount of time analyzing the quality of the data in our
healthcare information systems and using the derived infor-
mation to perform various population-based analyses.
Increasingly many of us are using data in the Resource and
Patient Management System (RPMS) and its primary clinical
component, the Patient Care Component (PCC), and other
information systems to perform analyses needed for quality
improvement, performance measurements, public health care,
epidemiology, and research.  All of us who have been doing
this work have learned a great deal, some of which was not
intuitively obvious to us when we first began.

Back in the early 1990s, David M. Eddy, MD, PhD wrote
a wonderful series of articles on Clinical Decision Making that
were published in The Journal of the American Medical
Association (JAMA).  Several of those articles were organized
as a series of conversations with his father.  I spend a fair
amount of time advising and assisting others as they plan and
then perform population-based analyses at the local, Area, or
national levels.  Therefore it seemed appropriate to similarly
organize this article as a fictitious conversation with a col-
league who is planning such a project.  I hope this proves to be
an effective way to share with you what we have learned.

Erica P. Investigator, MD, MPH Okay, I read a bunch of
those articles and reports you suggested on using RPMS data
for various purposes.1-13 I see lots of information, but those
articles did not focus on the subjects I need to investigate.
What about the data I want to look at?  Is it any good?

Stan I think that analyses or performance measures based on
data within RPMS generally fall within one of three cate-
gories.  First are analyses that can be performed with sufficient
accuracy today.  An example of this is BP control in individu-
als with diabetes.  A second larger group are those that have
some value right now, but can become much more complete
and accurate if a few specific steps are taken.  An example of
this is that data on Papanicolaou (Pap) smear rates can be
greatly improved if sites implement the RPMS Lab Package
and enter tests sent to outside labs into that package.  Finally
there are a large group of measures where data comprehen-

siveness and/or quality are just not sufficient yet, and major
long-term efforts will be required.  So an honest answer is, “It
depends.”

Erica Now you are sounding like a politician.  I already know
that we don't gather all the data and the data are not perfect.
How do I determine whether or not the data are sufficient for
my analysis?

Stan We have learned a lot about assessing whether or not the
data are likely to be sufficient for a particular analysis.
Although it may at first sound overly simplistic, to start with
you should ask three basic questions.

1. Are there data fields in RPMS to store those data ele-
ments that are required for your analysis?  It is impor-
tant to realize that RPMS is not a complete computer-
based record.   RPMS only stores a subset of the infor-
mation that is contained in the written chart.

2. Do some(?), many(?), most(?) sites collect and enter
data into those fields?  Even if RPMS can store the data
in which you are interested, not all data that could be
entered are actually entered at each and every site.

3. How accurately are those data entered?  There are
inevitable problems in how data are recorded in the
written chart and then entered into RPMS.  And this
varies from site to site.  Of course, some data elements
are more problematic than others.

Erica Yes, I have noticed that there is a big difference in the
accuracy of data, even when it is supposed to be there.  Some
types of data seem to get into RPMS accurately and reliably
and other types do not, even when the data in the written chart
are accurate.

Stan That's right.  It is not just a matter of having adequate
numbers of well-trained data entry staff, although that is a very
important concern.  Adequate, well-trained data entry staff are
seriously lacking at too many sites.  Sometimes it is a matter
of poor provider training.  Some providers have never been
shown how to properly record data on a PCC form.  This is
especially true at sites with high turnover, or sites with lots of

Stanley P. Griffith, MD, Medical Informaticist, Information
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short-term, contract staff.  Sometimes providers record data in
ways they should not, for example writing “Rule out breast
cancer” instead of “Right breast nodule,” which the data entry
clerk then incorrectly codes as “breast cancer.”  It can be a
problem of a lack of precision, writing “diabetes” for a child,
but not specifying whether it is Type 1 or 2.  It can be writing
the abbreviation “OM” instead of “Otitis Media” which a data
entry clerk misreads as “DM” and then enters as “Diabetes
Mellitus.”  Sometimes it is because the same data can be or is
required to be entered in more than one place in the written
chart.  A good example of this is the recording of immuniza-
tion data on the “blue forms” and not on the PCC form where
it can be picked up by data entry staff.  And some data, like
cause and location of injury, do not get reliably entered even
though there is one specific location on a standard PCC for
this information.  Right or wrong, in the crush of a busy clin-
ic, recording injury information is sometimes not among a
provider’s highest priorities.

All in all, and despite all of the above, I have been pleasantly
surprised with how accurate much of the data are and how
accurately we can perform many analyses.

Erica I have heard that there is a new RPMS project called
“PCC Plus” that will help us improve getting data accurately
into our system.

Stan Yes, we are moving ahead with “PCC Plus.”  It is a won-

derful and exciting application that has great potential for
improving the recording of data on the written form and then
the entry of those data into PCC as well as the display of PCC
data to service providers.  But that is a subject for another day
and another author.

Erica Hmmm . . ..  So, if I understand you right, if the data
elements in which I am interested have fields in RPMS, if the
sites with whom I am working all assure me they reliably enter
those data, and if the data I am looking at are data that can be
entered simply – data that don't require special skills such as
ICD-9 coding – my data should be highly accurate and I won’t
have any problems?

Stan Whoa, hold on a moment!  Things aren’t that simple.
You still need to consider a number of other things.

• Are you looking at measurements or events performed
by our system (direct care) or by outside providers
(contract care, private care, community health fair,
etc.)?   We have had problems accurately measuring
influenza vaccination rates at sites where individuals
can get flu shots at Wal-Mart.

• Are the data in which you are interested entered as
standard codes (something the computer can “under-
stand” so that it can group and sort data in a meaning-
ful and automated manner) or is it “free-text” (some-
thing you will have to look at yourself and group or sort
by hand)?  RPMS can use its search tools to easily
select and aggregate records by ICD code; however, if
you want to search and aggregate provider narratives,
you will likely have to do that manually, looking at each
individual record yourself.

• Are you searching for a low prevalence condition
amidst much more frequent, related conditions?  In this
case, even with very accurate data entry, you should be
concerned that you are likely to find a high rate of false
positives.  For example, using ICD codes to search for
individuals with HIV infection will result in some false
positives, individuals who just had HIV testing but
were miscoded as HIV infected.  This is analogous to
the well-described tendency for even highly sensitive
and specific screening tests to have high false positive
rates when used in low-prevalence populations.
Fortunately looking at the provider’s written narrative,
also in the electronic record, almost always distinguish-
es between the two.

• Are the data only sufficiently accurate at sites with cer-
tain specific characteristics?  For example dental access
for patients with diabetes can be measured accurately at
sites that have on-site dental clinics that use an inte-
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grated dental information system.  Similarly, Pap rates
can be more accurately determined at sites that use the
RPMS Lab Package and which enter data on tests sent
out to contract labs into that system.

Erica This is getting complicated!  I expected challenges with
using the data, but are they going to make my project impos-
sible?

Stan Actually, data do not have to be perfect in RPMS for it
to be useful.  If I am providing care for an individual patient,
even 99% accuracy may not be sufficient.  But if I am assess-
ing something about a large group of individuals, generating a
measure that is accurate within several percentage points may
be more than sufficient.  For example, knowing that a com-
munity’s Pap smear rate is in the 20-30% range rather than 70-
80% may be adequate to make me want to investigate the sit-
uation further.

Similarly, we have empirically shown that if you are perform-
ing an analysis that is looking for at least one of multiple
events it can still be accurate even if your system has “lost”
one or more of those events.  This is especially true for meas-
ures that perform a calculation (e.g., mean or median) on sev-
eral values.  Even if one or more of the values is “lost,” as long
as the values are not lost in an obviously “biased” fashion (the
data entry clerk just forgets to enter some values or random
encounter sheets are “misplaced,” rather than the clerk is more
likely not to enter specific abnormal values or selectively loses
encounters from one type of clinic) or the values tend to
remain consistent over the short-term, the measurement may
remain accurate.  Examples of this include BP control, a meas-
urement that typically is based on a derived calculation using
multiple values, and obesity that, except with crash diets, does
not typically come and go in the short-term.

Furthermore, if I wanted to investigate individuals in a popu-
lation with diagnosed HIV, I could do an ICD search for HIV.
Based on results from a previous study, I would expect that a
number of the individuals who would be identified in this
manner would be “false positives,” e.g., individuals who had
undergone HIV testing but had been miscoded as having HIV
disease.  Even if I had to manually look at the electronic or
written chart information on all 100 individuals identified
through the ICD search so as to correctly identify the 85 who
really had HIV disease, that is still an incredible time savings.
Imagine my having to manually review all of the 50,000 charts
of the patients looked at in that ICD search!

For all these and many other reasons, if you are planning a
data project such as yours, it really makes good sense to talk
with someone who is familiar with the data and who has pre-
vious experience analyzing it, before you finalize any project
plans.

Erica All right, I can see that.  But your last example worries
me.  Unless I look at the 50,000 charts, how do I know that I
did not miss individuals with HIV disease, individuals whose
HIV diagnoses were miscoded as something else?

Stan Ultimately, you don't, anymore than you can be assured
that an individual really does not have HIV disease just
because you can’t find “HIV disease” written in his or her
chart.  But you can mitigate your risk a bit with other strate-
gies.  If you were trying to identify all individuals in a popu-
lation with invasive cervical cancer, you could just do a search
for individuals with any of the ICD codes representing inva-
sive cervical cancer.  Alternatively you could broaden your
search and do it on all codes representing invasive cervical
cancer as well as those codes for frequently miscoded, related
conditions, e.g., carcinoma-in-situ of the cervix, cervical dys-
plasias, cervical polyps, and other GU cancers.  You would
then need to do a secondary manual review of the electronic or
written chart records, not an insignificant task, but far easier
than doing a manual review of all the records of the entire pop-
ulation or, worse yet, going out and interviewing all in the
population, searching all other healthcare system charts, etc.!

Erica Several times now you have mentioned doing a manu-
al review of the electronic record rather than the written chart.
What do you mean by that? 

Stan Most people have heard about QMan, PGen, and VGen,
powerful tools that allow you to search, sort, and display infor-
mation from PCC.  But PCC also has tools that allow you to
display almost all of the data it contains for a patient – all the
visits, all the medications, all the laboratory tests, all the meas-
urements, and so forth.  Looking at these data for a patient is
the electronic equivalent of doing a written chart review.  I
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would remind you, though, that PCC still only contains a sub-
set of the most important information in the written chart, not
all of it.  But I would also remind you that this “electronic
chart review” can be performed remotely – you don't have to
travel to where the chart is stored or have it copied and sent to
you.

Erica Neat!  My service unit has a central facility and six out-
lying, satellite clinics, each of which maintains its own charts.
Information from all seven facilities is entered into the one
RPMS computer at the central facility. You are saying that I
could gather information about a given patient from all the
facilities by manually looking at the electronic record from the
central facility?  I don't have to travel to each of the outlying
clinics to look at the written charts?  That really would save
time!

Stan Exactly!

Erica I am also interested in doing a study that would involve
several service units in my Area.  To do this, would I have to
“dial-in” to each service unit or can I look at data in one
regional or national repository? 

Stan Dialing-in is one way to do that.  Many times you have
to dial-in because not all of the data in PCC are exported to our
national repositories – NPIRS and ORYX. The local PCC
repository has a more complete spectrum of information than
our national databases.  Because dialing-in is the only way to
do certain analyses, ITSC has been working on a tool, origi-
nally proposed by Roger Gollub, that would allow an individ-
ual with appropriate permissions to broadcast certain QMan,
PGen, and VGen search logics, or requests for certain PCC
Patient Management Reports, to multiple facilities in one, uni-
fied process.  But, of course, if the data elements in which you
are interested are exported to the national repositories, then

you could potentially get those data from a national reposito-
ry like the NPIRS or ORYX databases.

Erica So, if the data I need are exported to the national repos-
itory, I can just as accurately run this analysis on national as
local data?  That would save me a lot of time.

Stan Yes, many times you can.  But once again, it is not
always quite that simple.  There are other considerations.  For
example, if the data in which you are interested are collected
and stored at the local site by a set of codes that are unique to
that local site, but the set of codes varies from site to site, then
those data at the national level are not uniform and become the
equivalent of “free-text.”  Even though the content of those
data elements is standardized at the local site, at the national
level they are not, and so your analysis of those data may have
to be manual.  We try to get around that by asking local sites
to set up “local taxonomies,” as for the PCC Diabetes Audit,
but these require a fair amount of work and diligence to set up
and maintain.  Examples of data affected by this problem
include medications and laboratory tests.

I would note that this is not a problem caused by some “defi-
ciency” within RPMS.  It has arisen because the healthcare
industry as a whole had not previously developed a uniformly
accepted, standard terminology, a sort of “set of codes” for
either of these subject areas.  On the good side, the healthcare
industry and the Federal government have begun to cooperate
to correct this situation.14 Our Agency now has several active
initiatives to implement code sets that would promote stan-
dardization of laboratory test names and medications at the
national level.

Erica You know, the more I think about doing this electroni-
cally, though, I just don't know.  I am used to doing chart
reviews and I think they are just more accurate than looking at
computer data.  If I am willing to spend the time to be more
accurate, why don't I just do the chart review?

Stan You are right, there are much more data available in the
written chart than there are in RPMS, so in many situations
they will be more complete.  But our work has shown us that
they are not always more complete.  In a number of our stud-
ies we were able to gather information on individuals whose
written chart was missing or had been sent to the archives.  In
other cases, as we just discussed, we were easily able to obtain
information about an individual’s care at an outlying clinic
that maintained its own separate charts.  Also some important
data are not in the written chart and are only available in the
electronic system.  For example, at many sites, referral infor-
mation is stored in the RPMS Referred Care Information
System and not in the written chart, except on the PCC’s print-
ed Health Summary.  Data about contract health cares, e.g.,
diagnoses, procedures, payments, etc., are passed electronical-
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ly and automatically back to RPMS from the Fiscal
Intermediary. Often consultation letters and discharge notes
just never get back to the written chart.

Erica Oh.  I hadn’t thought of that.  So in some situations
there are important data in RPMS that are not in the written
chart?

Stan Yes, although you may find much of them if you print a
current PCC Health Summary.  Because of this I often advise
that it is most prudent to look at both sources, not just one, for
the most complete information.

Erica Okay, you are convincing me.  Do these issues only
affect GPRA or ORYX reports or my ability to do a popula-
tion-based investigation?

Stan No, not at all.  GRPA and ORYX, and other population-
based analyses are critical to our Agency and various health-
care delivery systems.  But I am, at heart, a clinician.  I like to
look at these measures, at least in part, as miners’ canaries.
For example, if we cannot accurately measure how many of
our patients have had influenza vaccinations because we don't
get the shots provided at Wal-Mart into our system, that means
a physician caring for that patient likely doesn’t have that
information either and it certainly cannot be displayed on the
patient’s Health Summary.

Similarly, if we aren’t getting data into our systems in some
kind of a coded manner that the computer can “read,” then we
also can’t as easily and effectively generate the automated
alerts and prompts.  A provider could not get a real-time spe-
cial alert that tells her that the patient for whom she is pre-
scribing a thiazide had a life-threatening anaphylactic reaction
to trimethoprim/sulfamethoxazole a few years back.  As
Professor Larry Weed has said, developing information sys-
tems that can process these types of information will allow
providers to focus on the “art of medicine” rather than “mem-
orizing airline schedules.”

Erica Okay, this seems to make sense.  I guess I now pretty
much know all I need to know about data in our information
systems?

Stan I am not sure I would go that far.  I sure don't “know it
all,” and I don't know anyone who does.  And there are a
whole bunch of subtleties we haven’t even begun to discuss.
For example, if you are looking at data collected over time,
you need to be aware of the exact when and where of some of
the historical changes in the fields, code-sets, exports, and so
forth, because data that are accurate and complete now may
not have been so a year ago.  The only thing I can guarantee
you about data is that the more we gather and learn, the more
questions we will have!

I hope you come back to me with many more questions and
even some answers.  Will you let me know how your analysis
goes and share with all of us what you learn?
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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 announce-
ments 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 responsi-
bility for the accuracy of the information in such announce-
ments.

Adult and Child/Adolescent Pyschiatrists
Fort Defiance Indian Hospital; Fort Defiance, Arizona

The Navajo Area Indian Health Service hospital at Fort
Defiance in Northeastern Arizona has two openings for full-
time psychiatrists in our outpatient clinic. We welcome your
interest in providing psychotherapy in addition to medical
management.  Duties include psychiatric evaluations, psy-
chotherapy, medication maintenance, and hospital consulta-
tions.  Board certification required.  Position with Federal gov-
ernment benefits, including eligibility for student loan repay-
ment.  On-site housing may be available. Contact Michelle
Kahn-John at (928) 729-3473; or e-mail michelle.kahn-
john@fdih.ihs.gov.

Licensed Clinical Social Worker
Greenville Rancheria; Greenville, California

The Greenville Rancheria is seeking a full-time,
California licensed clinical social worker with experience in
mental health and substance abuse counseling, to serve in
Plumas and eastern Tehama counties.  Excellent, comprehen-
sive benefits package (including medical, vision, dental, vaca-
tion, 11 holidays, weekends off, sick leave, and life insurance.)

The Greenville Rancheria has two clinic locations, one in
Greenville, California. Greenville is settled in Plumas County,
which boasts more than 100 lakes, 1,000 miles of rivers and
streams, and over a million acres of national forest.  With only
eight people per square mile, and no stoplights, this rural, four
seasons mountain retreat offers beauty, solitude, affordable
living, and clean air.  It is located in northeastern California,
where the Sierra Nevada and Cascade mountain ranges meet.

The other clinic location is in Red Bluff, California, offer-
ing excellent fishing, picnicking, camping, hiking, boating,
and wildlife observation.

For more information on this position, call (530) 284-
7990, M-F 9 am to 5 pm PST for more information.  We will
accept resumes faxed to (530) 284-6612.  Indian preference
applies; Title 25, USC 472 & 473.

Staff Dentist
Greenville Rancheria; Greenville, California

The Greenville Rancheria is seeking a full-time,
California licensed staff dentist/dental director.  The incum-
bent performs a variety of clinical, chairside dentistry servic-
es.  Incumbent may perform professional work in prevention,
diagnosis, and treatment of diseases, injuries, and deformities
of the teeth, jaw, organs of the mouth and other structures, and
connective tissues associated with oral health.  A degree in
dental surgery or dental medicine is required.  The position is
to serve Native Americans and the general public.

The Greenville Tribal Dental Clinic is located in beautiful
rural northeastern California. This four seasons mountain
retreat is near Lake Almanor, California, offering beauty, soli-
tude, affordable living, and clean air. There are year-around
outdoor activities.

Please call (530) 284-7990, M-F 9 am to 5 pm for more
information.  We will accept resumes faxed to (530) 284-6612.
Indian preference applies; Title 25, USC 472 & 473.  Open
until filled.

Psychologist
San Carlos, Arizona

The San Carlos Apache Tribe seeks a psychologist,
licensed in any state, to provide child and family services and
substance abuse therapy.  Multidisciplinary setting, competi-
tive salary and benefits, and eligible for Federal loan repay-
ment program.  Contact Dr. Quezada-Gomez, Behavioral
Health Clinic, P.O. Box #0, San Carlos, Arizona 85550; tele-
phone (928) 475-4875; fax CV to (928) 475-4880; or e-mail
ninam@scatui.net.

POSITION VACANCIES �
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Behavioral Health Clinician
Aleutian Counseling Center; Unalaska, Alaska

This is a full-time position providing mental health and
substance abuse services to the people of the Unalaska region.
Familiarity with DSM-IV, assessments, individual and group
counseling, and ability to oversee clinical aspects of service
delivery required.  Must be Master’s Level in related field and
have desire to serve in a rural environment.  Competitive
salary/benefits, and supervision towards licensure available.
Please send CV and resume to Personnel Officer,
Aleutian/Pribilof Islands Association, Inc., 201 E. 3rd Ave,
Anchorage, Alaska 99501; fax (907) 279-4351; or e-mail nan-
cybonin@apiai.com.

Director of Home Care
Yukon Kuskokwim Health Corporation; Bethel, Alaska

The Yukon Kuskokwim Health Corporation in Bethel,
Alaska is seeking a Director of Home Care responsible for
overseeing an effective home care program in compliance
with state, Medicaid, Medicare, and other reimbursement
sources standards.  Bachelor of Science in Nursing and three
years experience as a RN, with at least one year in a home care
setting required. To obtain and information packet, video, and
application, please e-mail Recruitment@ykhc.org; or tele-
phone (800) 478-8905.  For additional information e-mail
dana_hall@ykhc.org; or call (907) 543-6131.

Orthopaedic Surgeon
Tuba City Indian Medical Center; Tuba City, Arizona

We are looking for qualified and enthusiastic board eligi-
ble orthopaedic surgeons interested in working and living in
northern Arizona.  This position can be created to fit your
timetable and lifestyle: Commissioned Corps officer, full-
time/part-time employment, office non-surgical practice, con-
tract employment, or locum tenens.  Tuba City Indian Medical

Center is a 72 bed acute care Level II trauma center located in
northern Arizona at 5000 feet above sea level on the arid
Kaibeto Plateau.  There are a myriad activities available
including bicycling, canyoning, rafting, rock climbing, and
snow skiing among the numerous canyons and peaks.  To
name a few nearby attractions are the Grand Canyon, Bryce
and Zion Canyons, the Colorado River and the San Francisco
Mountains.  You can  work with an excellent medical staff,
your children can play in safe neighborhoods, and your fami-
ly will enjoy the great community spirit.  Competitive salary
with benefits, include moving allowance and loan repayment
options, are offered.  Interested?  Direct your questions about
this unusual and very rewarding job opportunity to Vivian K.
Chang at (928) 283 2406, or send your CV to PO Box 600,
Tuba City, Arizona  86045; or e-mail vchang@tcimc.ihs.gov.  

Pediatricians and Family Practice Physicians
Yukon Kuskokwim Health Corporation; Bethel, Alaska

The Yukon Kuskokwim Health Corporation is looking for
BC/BE pediatricians experienced in providing outpatient,
inpatient, emergency, neonatal, and transport services.  Join us
at Alaska’s largest rural regional health care organization.
YKHC, a tribally owned and operated organization located in
Bethel, AK, serves over 25,000 Alaskan Natives from 58 vil-
lages and encompasses an area of 75,000 square miles.  Come
and experience a rural lifestyle rich in native culture and tra-
ditional customs, as well as modern conveniences and ameni-
ties.   Our team of over 50 physicians, NPs, PAs, dentists, and
optometrists provides a full spectrum of emergency and rou-
tine care in our regional center, sub-regional clinics, and vil-
lages.

The YKHC is also looking for BC/BE family physicians
with experience providing a full spectrum of family practice
services including outpatient, inpatient, and obstetrical care.
Opportunities are also available for family practitioners with
the skills and experience to work in the emergency room as
well as providing a variety of surgical outpatient procedures,
including endoscopies, D&Cs, and tubal ligations.

Great wages and benefits.  Check out our website at
www.ykhc.org, or contact us at (800) 478-8905; fax (907)543-
6061; e-mail recruitment@ykhc.org.  YKHC exercises Federal
Law (PL 93-638) which allows American Indian/Alaska
Native Preference in hiring.

Child Psychiatrist
Yukon Kuskokwim Health Corporation; Bethel, Alaska

The Yukon Kuskokwim Health Corporation is looking for
a BC/BE Child Psychiatrist for a job sharing opportunity.
Tentative schedule would be two months on, two months off.
Duties would include village travel, consultations with pedia-
tricians, and evaluations and follow-up of children in a new
inpatient Inhalant Treatment Center.  YKHC, a tribally owned
and operated organization located in Bethel, AK, serves over
25,000 Alaskan Natives from 58 villages and encompasses an
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area of 75,000 square miles.  Come and experience a rural
lifestyle rich in native culture and traditional customs, as well
as modern conveniences and amenities.   Our team of over 50
physicians, NPs, PAs, dentists, and optometrists provides a
full spectrum of emergency and routine care in our regional
center, sub-regional clinics, and villages.

Great wages and benefits.  Check out our website at
www.ykhc.org, or contact us at (800) 478-8905; fax (907)543-
6061; e-mail recruitment@ykhc.org.  YKHC exercises Federal
Law (PL 93-638) which allows American Indian/Alaska
Native Preference in hiring.

Emergency Room Nurse
Chinle Comprehensive Health Care Facility;
Chinle, Arizona

Due to expansion in our Emergency Room, the Chinle
Comprehensive Health Care Facility, a 60-bed IHS hospital
located approximately three hours east of Flagstaff, is seeking
several experienced ER nurses.  Must have a current unre-
stricted license and at least 52 weeks of emergency room expe-
rience.  Twelve hours shifts.  If you enjoy rural settings, Chinle
may be the ideal place for you.  Housing available.  Travel and
relocation expenses paid.

Please send CV and/or inquiries to Lori Smith at (928)
674-7020; e-mail lorraine.smith@chinle.ihs.gov; or by mail at
P.O. Box Drawer PH, Chinle, Arizona 86503.

Diagnostic Radiologic Technologist, GS-647-5/6/7
Chinle Comprehensive Health Care Facility;
Chinle, Arizona

Two radiology technologists needed to perform a variety
of routine to complex radiographic procedures.  Applicants
must have successfully completed an educational program
accredited by an organization recognized by the Department
of Education and be certified as radiographer.   Applicants
should enjoy living in a rural setting.  Housing is available.
Travel and relocation expenses paid for eligible employees.

Please send CV and/or inquiries to Darlene Yazzie at
(928) 674-7020; e-mail darlene.yazzie@chinle.ihs.gov; or by
mail to P.O. Box Drawer PH, Chinle, Arizona 86503.

Pediatric Nurse
Chinle Comprehensive Health Care Facility;
Chinle, Arizona

The Chinle Comprehensive Health Care Facility, a 60-bed
IHS hospital located approximately three hours east of
Flagstaff, is seeking two experienced pediatric nurses.  Must
have a current unrestricted license and at least 52 weeks of
pediatric experience.  Twelve hours shifts.  If you enjoy rural
settings, Chinle may be the ideal place for you.  Housing is
available.  Travel and relocation expenses paid.

Please send CV and/or inquiries to Lori Smith at (928)
674-7020; e-mail lorraine.smith@chinle.ihs.gov; or by mail to
P.O. Box Drawer PH, Chinle, Arizona 86503.

Maternal-Child Nurse
Chinle Comprehensive Health Care Facility;
Chinle, Arizona

The Chinle Comprehensive Health Care Facility, a 60-bed
IHS hospital located approximately three hours east of
Flagstaff, is seeking several experienced nurses to work in the
labor and delivery, post-partum, and nursery areas.  Must have
a current unrestricted license and at least 52 weeks of related
experience.  You will work with both midwives and obstetri-
cians.  Twelve hours shifts. Housing available.  Travel and
relocation expenses paid.

Please send CV and/or inquiries to Lori Smith at (928)
674-7020; e-mail lorraine.smith@chinle.ihs.gov, or by mail to
P.O. Box Drawer PH, Chinle, Arizona 86503.
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The Pharmacy Practice Training Program (PPTP):
a certificate program in patient-oriented practice
July 22-25, or August 5-8, 2002; Phoenix, Arizona

The goal of this four-day training program for pharma-
cists 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 manage-
ment of patient care functions in the areas of consultation,
communication, interviewing techniques, laboratory test inter-
pretation, conflict resolution, physical assessment, and disease
state management.  These techniques are taught utilizing case
studies which include role playing and discussion.  For addi-
tional information, contact LCDR Ed Stein at the IHS Clinical
Support Center, Two Renaissance Square, 40 N. Central
Avenue, Suite 780, Phoenix, Arizona 85004; or look for
Pharmacist Training at www.pharmacy.ihs.gov.

The 31st Annual Association of Indian
Physicians Annual Meeting and Conference
August 1-6, 2002; Anchorage, Alaska

The theme for this conference is “Northern Traditions and
Healing.”  The AAIP Annual Meeting and Health Conference
offers experts and leaders in American Indian/Alaska Native
(AI/AN) health care and policy-making issues.  Presentations
will  include information on current trends, policy, research,
and practice issues concerning AI/AN.  Local Alaska Native
cultural practices will be shared, and networking opportunities
will be available for all participants and attendees.  Traditional
medicine remains an important issue, and this year’s confer-
ence is in conjunction with the Alaska Native traditional heal-
ers conference.  Cultural activities include a powwow and an
Alaska Native Gathering.

Physicians, health educators, community health represen-
tatives, tribal leaders, health administrators, students in all
fields, and other health care providers, working with or inter-
ested in AI/AN health issues, as well as the general public are
all invited to attend.  Exhibitors are also welcome.  The meet-
ing will be held at the Hotel Captain Cook in Anchorage,
Alaska.  

This activity has been planned and implemented in accor-
dance with the Essentials and Standards of the Accreditation
Council for Continuing Medical Education through the joint
sponsorship of the University of Oklahoma College of
Medicine and the Association of American Indian Physicians.
The University of Oklahoma College of Medicine is accredit-
ed by ACCME to provide continuing medical education for
physicians and designates this activity for hours in category 1
credit towards the AMA Physician(s Recognition Award.

Early bird registration fees are $400 for physicians and
$200 for general registration before July 20, 2002.  Regular
registration fees will increase by $50 after July 20, 2002.

Exhibitor registration is $600.  Additional information can be
found on the website at www.aaip.com.  Also, more informa-
tion can be obtained by contacting Mary Daniel at (405) 946-
7072; e-mail mdaniel@aaip.com.   Alternatively, contact Anita
Cox at (405) 943-1211; email acox@aaip.com.

Acute Coronary Syndrome Symposium
August 7, 2002; Gallup, New Mexico
(limited to PHNs/CHRs at this time)
August 21, 2002; Cherokee, North Carolina
September 12, 2002; Billings, Montana
September 16, 2002; Bismarck, North Dakota

The Native American Cardiology Program is pleased
announce the continuation of its latest Cardiovascular
Continuing Medical Education Seminar Series with the Acute
Coronary Syndrome Symposium.  The full-day provider con-
ference for physicians, physician assistants, nurse practition-
ers, nurses, pharmacists, along with interested others will
include seminars on topics from clinical identification, to ECG
interpretation, case studies, the use of cutting edge medical
interventions, as well as effective CVD prevention activities
from an Indian health perspective.  The full-day nursing con-
ference (August 7) will also focus on cardiovascular disease
pathophysiology, clinical presentations, and evaluation, as
well as the prevention of CVD.

There is no charge for clinicians working in the Indian
health system, but we do request prior registration to hold your
seat; please call (928) 214-3920. 

MEETINGS OF INTEREST �
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Measuring Diabetes Care: Improving Data Quality
and Data Use in American Indian Communities
August 20-22, 2002; Seattle, Washington

The National Diabetes Program, the Information
Technology and Support Center, and the IHS Clinical Support
Center (the accredited sponsor) will sponsor a national train-
ing conference in Seattle, Washington, at the Westin Hotel,
August 20-22, 2002.  The goal of this conference is to improve
diabetes care in American Indian and Alaska Native commu-
nities by demonstrating ways to raise the quality and expand
the use of individual patient care and population-based data.
Program planning is underway.  The format will include lec-
tures, workshops, and abstract and poster presentation ses-
sions.  We invite all health professionals, epidemiologists, stat-
isticians, information technology specialists, health records
professionals, health administrators, diabetes coordinators,
tribal leaders, Tribal Health Boards, health care outcomes
researchers, and public policy officials working in American
Indian communities and who are interested to save these dates.
The final conference agenda, registration process, and a call
for abstracts will be released in the near future.

Anticoagulation Clinic Training Program (ACC)
September 16-18, 2002, or November 4-6, 2002;
Claremore, Oklahoma

Upon completion of this four-day certificate program, the
health professional should be able to provide responsible anti-
coagulation therapy in a coordinated, systematic manner for
the purpose of achieving positive outcomes that may improve
patients( quality of life.  For more information, contact LCDR
Travis Watts or LT Mike Lee at the Claremore Comprehensive
Health Care Facility Pharmacy; telephone (918) 342-6581.
Registration materials are available at www.claremoreihs.org.

American Indian Elders Conference
September 25-27, 2002; Oklahoma City, Oklahoma

The fourth annual American Indian Elders Conference,
entitled (Native America:  A Community for All Ages,( will be
held at the Marriott Hotel at 3233 Northwest Expressway in
Oklahoma City on September 25-27, 2002.  

The conference will celebrate and honor the Indian fami-
ly by focusing on Indian elders, community-based care, and
traditional values.  Educational topics such as caregiving, can-
cer, wellness, cardiovascular disease, Medicare, Medicaid, and
diabetes will also be presented.  Highlights of the conference
will include artwork by Virginia Stroud and arts and crafts by
the Cherokee Nation.   

The conference is being coordinated by Oklahoma City
Area Indian Health Service, Oklahoma tribal representatives,
Oklahoma State University, and the University of Oklahoma
Health Sciences Center, and is sponsored in part by American
Cancer Society.  Exhibitor opportunities also exist.  Non-prof-
it organizations may exhibit for a $50 fee; for-profit organiza-
tions may exhibit for a $250 fee.  The conference registration

fee is $35.
For more information about the conference or becoming

an exhibitor, call Oklahoma State University at (405) 744-
7511, or email Shona Gambrell at shonmat@okstate.edu or
Claire Dowers at dowers@okstate.edu.

Fourth Annual Diabetes Management: Type 2 Update
October 4-5, 2002; Mt. Pleasant, Michigan

The Fourth Annual Diabetes Management: Type 2 Update
will be sponsored by the Nimkee Memorial Wellness Center
and The Saginaw Chippewa Indian Tribe of Michigan.  The
conference will be held October 4th and 5th at the Soaring
Eagle Resort and Conference Center.  

Our goal is to bring the latest in diabetes information to all
health care providers.  This includes physicians, pharmacists,
nurse practitioners, physician assistants, nurses, diabetic edu-
cators, dietitians, health educators, pharmacy or dental techni-
cians, and anyone interested in learning more about diabetes.
Pending approval, CMEs and CEUs will be available.

A variety of aspects concerning diabetes will be offered
including updates in nephrology, medications, cardiology, and
holistic health. We will also have the latest on nutrition,
neurology, and immunizations.  The keynote speaker will be
Dr. Richard Rubin from the Joslin Institute.

The registration fee is unchanged from last year at $150
for physicians, $110 for nurses and allied health, and $60 for
students or retired personnel.  This will cover the cost of the
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sessions as well as credits and meals.  If you bring a guest, $40
will cover meals only.  Dinner Friday as well as breakfast and
lunch Saturday will be provided by Soaring Eagle. This beau-
tiful four star resort has an elegant conference center with
excellent amenities.  It is connected to the Soaring Eagle
Casino, with all of its entertainment available.  The resort has
an indoor pool and wonderful spa.  Childcare is available next
to the center at Kids Quest during the afternoon and evening
hours. First class rooms are available for Friday and Saturday
at a special rate of $71.00 per night.

For a brochure or more information, please call (800) 225-
8172, extension 54674; e-mail bskutt@sagchip.org; or go to
our website at www.sagchip.org.

Indigenous Healing Traditions of the Americas: Paths
to a New Medicine
November 14 - 17, 2002; Washington, DC

This conference will be convened in Washington, DC
from November 14-17, 2002 to explore the uniqueness,
wealth, and complexity of the healing traditions indigenous to
the Americas, with emphasis on their potential for delivering
culturally sensitive and effective health care.  The conference
objectives are as follows: to raise awareness of, and respect for
the traditional healing systems of the Americas; to review cur-
rent successes in integrating indigenous medical traditions into
Western health care delivery systems; to enhance knowledge
of traditional healing systems among Western health care
providers; and to provide the opportunity for better under-
standing through direct interactions with traditional healers.

This conference is organized by Pro-Cultura, Inc.; it is
sponsored by the Continuum Center for Health and Healing,
Beth Israel Medical Center; with the participation of the
Association of American Indian Physicians; the Center for
American Indian Research and Education, University of
Minnesota; the Indian Health Service; the National Aboriginal
Health Organization (Canada); the National Center for
Complementary and Alternative Medicine, National Institutes
of Health; the National Museum of the American Indian,
Smithsonian Institution; the Native American Research and
Training Center, University of Arizona; the Pan-American
Health Organization/World Health Organization; and others.

The meeting will be held at the Hyatt Regency, Capitol
Hill, Washington, DC.  For registration, program, CME, or
other additional information, visit www.procultura.org; e-mail
mail@procultura.org; telephone (866) 547-3309; or fax (317)
328-1475.



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 limi-
tations 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 facili-
ties 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, 801 Thompson Ave, Suite 300 Rockville, MD 20852 (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 8-12, 2002 .  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.

Postgraduate

Course on

Obstetric,

Neonatal, and

Gynecologic Care

September 8 - 12, 2002

Denver



A NEW PROGRAM FOR CURRENT AND FUTURE
INDIAN HEALTH CARE EXECUTIVES

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 4 1/2 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 ses-
sion, participants will receive a certificate of accomplishment
from the sponsoring academic institutions. After all three ses-
sions have been completed, participants will receive a certificate
of completion from the Indian Health Service.

NEW SESSION DATES:

University of Nebraska at Omaha
Session One - December 2-6, 2002
Session One - March 10-14, 2003
Session One - June 23-27, 2003

OPM Western Management Group  
Session Two - March 31-April 4, 2003
Session Two - July 28-August 1, 2003

University of Illinois at Chicago
Session Three - September 8-13, 2002 (full)
Session Three - August 11-15, 2003

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 28 contact hours
under Universal Program Numbers 600-000-02-039-L04
(Session 1); 600-00-02-040-L04 (Session 2); 600-000-02-041-
L04 (Session 3).

The Indian Health Service is accredited as a provider of continu-
ing 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@mail.ihs.gov Website:  www.ihs.gov

VISION

The Executive Leadership Development
Program is the preferred premier
leadership-training program for Indian
health care professionals.

PURPOSE

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

MISSION

The Executive Leadership Development
Program will be the recognized leader in
education and support services for Indian
health care systems through collaboration,
partnerships and alliances.



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 ________________________________________________________________________________________

THE IHS PRIMARY
CARE PROVIDER

THE IHS 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 December 1994 issue) can be
found on the CSC Internet home page (www.csc.ihs.gov).

Wesley J. Picciotti, MPA ..........................................Director, CSC
John F. Saari, MD..................................................................Editor
E.Y. Hooper, MD, MPH ....................................Contributing Editor
Cheryl Begay ..................................................Production Assistant
Elaine Alexander, RN ......Exec. Leadership Dev. Prog. Coordinator
Theodora R. Bradley, RN, MPH........................Nursing Consultant
Erma J. Casuse, CDA ............Dental Assisting Training Coordinator
Mary Beth Kinney, MPH, EdD ............Dental Education Specialist
Edward J. Stein, PharmD ..............................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 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.

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