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Introduction

Researchers studying neurological processes are now sug-

gesting that the first years of life provide the best “window of

opportunity” for children to develop and learn.1  Understanding

normal developmental patterns becomes critical when making

informed decisions regarding the identification of children whose

development may be compromised.  This paper will present

research regarding the performance of young Navajo children

on a standardized developmental measure and will discuss the

implications for health care providers involved in the identifica-

tion, referral, and care of very young Navajo children whose

developmental progress may be in question.

Recognizing that some children need help in the develop-

mental process, Public Law 99-457 was enacted in 1986.  Parts

B and C of this law are important to infants, toddlers, and young

children with developmental delays or who are developmentally

at risk.  Part B extends educational services previously mandated

under the Individuals with Disabilities Education Act (IDEA) to

preschool children.  In practice this means that children age 3 to

5 with developmental delays can receive special education services

and be financially supported in Head Start programs and public

preschool programs.

Part C of IDEA establishes the framework for states to

provide early intervention services to infants and toddlers with

developmental delays and to their families.  Early intervention

includes a broad array of health, therapeutic, and educational

services considered beneficial to children who are developmen-

tally delayed or who are at risk for developmental concerns.

The Bayley Scales of Infant Development -
Second Edition and Its Use with Navajo Children:

Implications and Suggestions

An Individualized Family Service Plan (IFSP) is created for

each child and family participating in early intervention services

under Part C.  The IFSP is based on the family’s resources,

concerns, and priorities, and outlines the desired outcomes for

the child and the types of services needed.  The three states that

include Navajo reservation lands have state plans for prov-

iding services under Part C.  The Growing in Beauty program

administers and coordinates the Part C services for the Navajo

Nation.

Guidelines for identifying children for Part C services were

established in the Federal legislation.  This law requires states to

serve infants and toddlers who are “experiencing developmental

delays or have a diagnosed physical or mental condition which

has a high probability of resulting in developmental delay”

[Education of the Handicapped Act Amendments of 1986,
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Section 672(1)].  Some variation in qualifying criteria will occur

from state to state.

Historically, physicians have initiated referrals for devel-

opmental evaluations and early intervention services earlier and

more frequently for those children having physical or mental

conditions generally associated with developmental lags, such

as cerebral palsy or Down Syndrome.2  However, physicians are

more apt to take a “wait and see” approach with children who

may be demonstrating delays in their development, but who have

an otherwise unremarkable medical history.3  While this approach

may not be inappropriate for some children, it remains within

the purview of clinical judgement.  The authors contend there

are some factors the physician should consider when this occurs.

The American Academy of Pediatrics and Federal legisla-

tion recommends developmental screenings.4  Although there is

no standard protocol, developmental screening may involve

standardized screening measures such as the Denver II5 or other

developmental checklists, clinical observations, consideration

of family history, and level of parental concerns.  A screening

that identifies concerns would merit a referral for a develop-

mental evaluation, which would involve more extensive, in depth

assessment of a child’s developmental functioning.  Health care

providers are often placed in a position of making the decision

to refer a child for a developmental evaluation.

Health care providers working within IHS must frequently

rely on clinical judgement when determining the developmental

status of young children.  There have been no reported studies

that specifically address how Navajo children perform on stan-

dardized developmental measures.  The research portion of this

study undertook the task of obtaining standardization data on

Navajo children using a standardized measure of development,

The Bayley Scales of Infant Development - Second Edition.  This

article presents the research findings and addresses potential

application of the findings.

Research Methodology
Two of the authors (MM and MH) undertook a study of

how Navajo children perform on the Bayley Scales of Infant

Development - Second Edition (BSID-II).  The BSID-II is a

standardized measure of development that assesses both cogni-

tive and motor development for children from birth to age 30

months.  The scores obtained from the BSID-II are standard

scores with a mean of 100 and a standard deviation of 15.  The

BSID-II has two scales, the Mental Scale that yields a Mental

Developmental Index (MDI) score and the Motor Scale that

yields a Psychomotor Developmental Index (PDI) score.  The

test is administered in a play-like format with the child complet-

ing various tasks that are presented.  As the chronological age of

the child increases, so do the complexity of the tasks and the

developmental expectations.

The Psychological Corporation revised the BSID-II in 1993,

and the impact of the revisions has not been fully researched.  In

particular, how Navajo children perform on the BSID-II has not

been investigated prior to this study.  Ninety-three Navajo

children, between the ages of 3 and 26 months, were adminis-

tered the standard version of the Mental and Motor Scales of the

BSID-II.  This sample of convenience was obtained through re-

cruitment of children from the Kayenta and Tuba City IHS health

clinics.  Children within the age ranges of 3 to 24 months were

identified based on registration information, and parents were

approached to determine if they would be willing to participate

with their children.  An equal representation of children across

the age ranges was recruited.  Children were typically visiting

the clinic for well-child checks or with siblings who had a clinic

appointment.  The parents of the children were interviewed and

each child included in the sample had an unremarkable health or

developmental history.  The children who were included in the

study were not suspected of having developmental delays based

on medical and parent report.

Results
The BSID-II was administered and scored according to

standard procedures.  The Mental Developmental Index and the

Psychomotor Developmental Index scores were calculated for

each child.  Means and standard deviations of the index scores

for the entire sample were calculated and plotted to understand

the distribution of scores.   After reviewing the scatter plots for

both indexes, it became clear that the children’s performance on

the motor scale was essentially identical to the normative sample

across the age range of the sample.  The results from the Mental

scale suggested children up to 15 months of age performed in a

manner consistent with the standardization sample.  The mean

MDI score for children above 15 months was approximately one

standard deviation below the mean of the standardization sample.

The scores dropped to the point that a disproportionate number

of children would be considered eligible for services under Part

C if the developmental pattern unique to Navajo children were

not taken into account.  Since the children performed at approxi-

mately one standard deviation below the mean, and determina-

tion of eligibility for services is based partly on test scores, more

Navajo children could be identified for services than would be

expected in the general population.

The results are presented in Table 1 as means and standard

deviations for three age groups. The decline in the Mental

Developmental Index scores (MDI), noted above, is clearly dem-

onstrated in the table.  The mean PDI scores are not shown

because they were all within 5 points of the normative mean.

To provide insight into the decline in scores illustrated in

Table 1, an item analysis was completed.  A discussion of the

administration procedures and examples of items of concern fol-

Age in Months (N) Mean MDI Score MDI Standard Deviation
< 9 mo (32) 100.38 9.19

9-15 mo (31) 102.61 9.74
>16 mo (30) 82.67 12.17

Table 1.  Mean MDI scores for three age groups
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lows.  The BSID-II is administered as sets of items, with a child’s

chronological age providing a point to start the test administra-

tion.  Item sets are constructed to minimize administration time

and maximize the chances that the child will succeed on items

administered early in the test session as well as be challenged as

the session progresses.  The individual items from item sets above

14 months were identified as being particularly challenging for

the children participating in this study.  One example of this was

their performance on form board puzzles contained in the 14-16

month item set.  Two form boards are introduced at this age

group, but the criteria for success changes with the child’s age.

For example, at 14-16 months the child is expected to correctly

place only 1 piece of a 9-piece form board, and identify a circle

from three shapes on another board.  Children who are older

would be expected to complete the form board within a specific

period of time.  The majority of the children in our sample had

difficulty completing this task in an age-appropriate manner.

A majority of children ages 14-16 months could not name

body parts or show their shirt or shoes upon request.  In general,

items that required verbal responses were difficult.  Parents were

always present during the evaluation and they were instructed to

translate any questions or directions they felt would assist their

child.  If children responded in Navajo, their responses were

considered correct.  Therefore, the dominant language of the child

was taken into consideration.

It should be noted that the challenges and successes noted

above were based on 29 children out of the population of 93, so

the sample size was small.  The 64 children not discussed in this

section were below 15 months of age, and their performance

was similar to children in the normative group.  The children

being discussed were in the 15-24 month age range.  Also, since

the items are developmentally based, older children may have

been able to accomplish the tasks, but not at the expected age.

The results do not suggest that Navajo children are unable to do

particular tasks, only that the skills may emerge later than the

normative sample of children.  The normative sample contained

minimal representation of Native American children.  Although

the sample size is small, these findings may be instructive as

they relate to our screening and referral practices.

Discussion
Unless a child has a condition generally associated with

developmental delays, the decision to refer a child for a more

in-depth developmental evaluation can be a difficult one to make.

Health care providers who see children routinely and conduct

periodic screenings of their development often make this deci-

sion.  It is important for individuals who are in this position to

understand how children of Navajo descent perform on

standardized measures and why a more intensive evaluation of

the child may be desirable.

The primary reason for referring a child for a more exten-

sive developmental evaluation is to obtain more in-depth infor-

mation about the child than health care professionals generally

have the time to gather.  This information will be useful in

providing a more complete developmental profile of the child in

your care.  Second, if the child is demonstrating developmental

delays, the evaluator is in a position to provide the family with

further information regarding the developmental expectations

for their child.  The evaluator can also recommend in-home

activities that will help the child to develop age-appropriate skills.

In some instances evaluations can result in a referral of children

for early intervention services so the family can receive ongoing

assistance and training in techniques and approaches that will

help their child.

The findings reported in this study suggest that Navajo

children above the age of 15 months perform at a level diver-

gent from the normative group on the BSID-II.  Developmental

measures include activities or tasks that children typically

experience; hence, the play-like format of the test administra-

tion.  One possible hypothesis about why there was a difference

in performance of the Navajo children could be that their

caregivers do not engage in activities considered typical by the

test developers.  For example, asking children to name or point

to body parts was an activity that was not typically completed

at the expected level by the children in this sample; this could

be indicative of a different style of parenting or emphasis on

different types of skill development.  The question could be,

How important is teaching names of body parts at age 18

months?  Does a child knowing them constitute an important

developmental milestone? Children on the Navajo reservation

are inevitably placed in a preschool with a curriculum designed

to prepare children for public school.  Therefore, the expectations

are placed on success in school. Given these expectations,

should children have the opportunity to learn age-appropriate

developmental tasks at a young age?  This could be accom-

plished through the introduction of these expectations in an

office visit or more extensive follow-up with developmental

evaluation specialists.

The results of this research suggest that there may be some

differences in the developmental rates of Navajo children com-

pared to other ethnic groups, as measured by one standardized

test.  One clear conclusion from this research is that children

should be introduced to the tasks that will be expected of them

in school, to give them a fair chance at success in school.  Many

children living on the Navajo reservation are eligible to attend

Head Start when they turn three years of age.  These programs

provide the educational basis for young children to develop

skills that will prepare them for entering public or BIA schools.

The curriculum of Head Start is predicated on developmental

expectations for children age three to five years.  It may be

doing a child a disservice to knowingly prevent them from

entering Head Start with skills and abilities similar to other

children.  In those instances when a child may lack age-appro-

priate skills, we should provide the child and their parents with

the extra help he/she may need to gain those skills.  In many

cases, this may be as simple a task as providing information to

the family about what types of toys to have available for the

child.
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Future research should address the extent to which the

results found in this study generalize to a larger and more

representative sample on Navajo children. In addition, a wider

age range would provide some insight into the dynamics of the

results from the present study. Longitudinal research could

provide insight into the implications of early introduction of the

tasks considered typical in the predominantly Anglo sample used

to construct the BSID-II.
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Studies have demonstrated the value of having clinically

oriented pharmacists in both inpatient and outpatient hemodi-

alysis settings.  These studies illustrate that pharmacists can pro-

vide a wide variety of pharmacotherapeutic services to acutely

ill or ambulatory dialysis patients with a high acceptance rate

from medical staff.  Additionally, they demonstrate that clinical

pharmacists can have a positive impact on patient outcomes in

this complex population.1-4

By the time a patient with chronic renal failure starts treat-

ment such as hemodialysis, medications are often needed to

correct anemia, hypertension, phosphorus levels, and nutritional

deficiencies.  One study showed that patients with chronic renal

failure were on an average of ten prescription medications and

two over-the-counter medications.5  Another study of two dialysis

units found that the average number of medications used by each

patient, eleven, was slightly higher than the United States Renal

Data Systems (USRDS) average, which is nine.6

Compliance with this quantity of medications can be a prob-

lem.  Many dialysis patients are elderly, adding to compliance

concerns.7,8  Interactions between prescribed medications can

alter their effectiveness.  One common interaction occurs between

calcium (prescribed as a phosphate blocker) and iron supple-

ments (prescribed for anemia).9

Several studies have documented the effectiveness of

patient education on medication compliance.  One found that

long-term continuous ambulatory peritoneal dialysis (CAPD) or

Indian Health Service Clinical Pharmacist
Involvement with Nephrology Patients

hemodialysis patients missed more doses of phosphate binders

than their antihypertensives and calcitriol, and this correlated

with poorer comprehension as to why phosphate binders were

prescribed.10  Another study found that cultural differences in a

Native American population led to barriers in compliance.    Being

on dialysis for more than 18 months, an inability to speak

English, being unmarried, having an eighth grade education or

less, and not doing one’s own shopping or cooking yielded an

increased risk of noncompliance.11   Yet another study showed an

association between the occurrence of certain adverse drug

outcomes and patients’ lack of knowledge about and poor

perceptions of drugs.12

The pharmacists at Gallup Indian Medical Center (GIMC)

appreciated a deficiency in drug understanding among hemodi-

alysis patients at that facility.  The pharmacists decided to act on

this deficiency, and created a Pharmacy Nephrology Clinic.

Clinic with Two Sets of Patients
The Pharmacy Nephrology Clinic at GIMC has two separate

patient rosters and locations.  With one set of patients, the phar-

macist works with the nephrologist in the Internal Medicine

Clinic at GIMC.  The nephrologist sees approximately ten

patients each clinic, twice a month.  These patients are seen for

a variety of reasons, such as follow-up of acute renal failure,

post-op renal transplantation, or end-stage renal disease not yet

requiring dialysis.  The pharmacist interviews the patient for

medication history, reviews lab work, and determines if medi-

cation orders for refills will be needed that day.

The second set of patients are hemodialysis patients cared

for by the Dialysis Unit of Rehoboth McKinley Christian

Hospital.  This dialysis unit is not part of IHS; the patients are
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seen by physicians who have privileges at both hospitals. The

GIMC pharmacist participates in the monthly Patient Care

Conference sessions discussing patient drug therapy with the

nephrologist, nurse, dietitian, and social worker.  Even though

all patients are not eligible for care at GIMC, the pharmacist is

involved in discussions of all dialysis patients’ medication

therapy.  After Patient Care Conference, a 60-day supply of

medications is delivered to all GIMC-eligible patients at the

Dialysis Unit.

Clinical Pharmacist Involvement
The author initiated dialogue with James Whitfield, MD in

fall 1998 about the possibility of pharmacist involvement with

his nephrology patients.  Dr. Whitfield is a consultant nephrolo-

gist with one morning clinic at GIMC every two weeks for GIMC

patients.  We began completing patient medication histories as a

part of his Nephrology Clinic in Internal Medicine in October

1998.  As of the time this paper was written, we have partici-

pated in 26 clinics, interviewing a total of 83 different patients

(203 total interviews).

The pharmacist assesses patient knowledge of medication

and reviews compliance.  Information is relayed to the physi-

cian prior to his visit with the patient.  During the interviews

reviewed for this paper, fifty-three patient encounters (26%) iden-

tified patients not taking their medications as ordered.  At 83

encounters (41%), patients were identified as not needing refills

of medication that day because medications had been filled prior

to the visit through their regular internist appointment.  This

information saved the patient time and the institution money since

the chart would not need to go to pharmacy to have medications

filled.  Another advantage of pharmacist involvement in the clinic

is that the pharmacist and the patients have an opportunity to

establish a relationship before the patients enter hemodialysis.

Dr. Whitfield later spoke with the other two physicians

involved with patient care at the RMCH Dialysis Unit, who

agreed to allow a pharmacist to participate in the Patient Care

Conferences.  The GIMC Pharmacy Nephrology Clinic at the

dialysis unit started in February 1999.  We currently fill medi-

cations for 43 of the 105 hemodialysis patients at the Unit.

Each month the dialysis secretary sends us a list of patients

who will have Patient Care Conferences.  She also sends us the

report from the last conference, which includes a review of

recent   hospitalizations, laboratory results, and a list of medi-

cations.

Before the Patient Care Conference each month, the

pharmacist reviews the charts of the patients who receive their

medications at GIMC.  Orders in the charts in the dialysis unit

are compared with the medications filled in the pharmacy at

GIMC.  PCC (patient care component) sheets are printed off a

database for medication filling.  At the Patient Care Conference

the patient’s medication therapy is discussed.  Any information

the pharmacist has obtained either through patient interview or

chart review is shared.  Changes or new medication orders are

recorded on the same PCC sheet that was used for the refills.  A

60-day supply of medication is filled the day of the Patient Care

Conference and is delivered to the patients at the dialysis unit

following the conference.  The pharmacist counsels the patient

on their medications, with emphasis on any new medications or

changes in dosing regimens.  The pharmacist also ascertains com-

pliance based on patient reports of amounts of medications

remaining at home.

Beyond this effort, pharmacists have interviewed 45 dialysis

patients on the dialysis unit.  Interviews included questions

regarding knowledge about medication use, perceptions of

importance of medication use, proper dosing regimen (especially

important for phosphate binders), compliance with medication

regimens, and the importance of obtaining refills.  Twenty-five

patients (57%) were identified as not taking their medications as

prescribed, with 23 patients (51%) admitting to not taking their

phosphate binders at every meal.  Information obtained from

the interviews was relayed to the physician and dietitian orally

and through the use of a written progress note.

Pharmacy Department Benefits
Having a pharmacist involved in the nephrology clinic and

dialysis center has helped the pharmacy department become

proactive, ultimately reducing the internal pharmacy workload.

The charts of patients from Nephrology Clinic in Internal Medi-

cine don’t come to the pharmacy unless medication refills are

actually needed (as determined by the pharmacist in the clinic).

Previously, refills would be filled and then later returned to stock

when the patient didn’t pick them up.  The refills for the dialysis

patients are filled first thing on the mornings of Patient Care

Conference for a 60-day supply of medication (half the patients

are reviewed each month) before the Pharmacy gets busy. We

modeled this after the success we had had with rescheduled

appointments from the Internal Medicine Clinic.13

Before pharmacist involvement in the dialysis unit was

initiated, usually a proxy would come in after dialysis bring-

ing in empty vials for a 30-day refill.  There was no way to

verify that these medications were still the ones the physician

wanted the patient to be on.  Refill requests often came in the

afternoon, in the evening, or on weekends when the pharmacy

was busy or staffed by only one pharmacist.  The pharmacist

would have to identify the patient as one living in our service

unit, order the medical chart, wait for the chart to be delivered,

write up the PCC encounter form, and then fill the order.  The

result was a long wait for medication and a lot of work for the

pharmacist.  Before the pharmacist involvement, the attending

physician would write new prescription orders at the dialysis

unit early in the shift and give the prescription blanks to the

patient.  By the time the patient presented the prescriptions

after dialysis (often after 4:30 pm) it was problematic to con-

tact the prescribing  physician regarding formulary and other

therapy issues.  Now all of the attending physicians are famil-

iar with our formulary, and they often telephone in new

prescriptions orders so that they can be filled and ready when

the patient completes dialysis.
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Patient Benefits
Prior to pharmacist involvement at the dialysis unit, the di-

alysis patient usually never spoke to a pharmacist.  They were

often tired after treatment and waited outside in a vehicle while

someone else picked up the medication.  Now the pharmacist

speaks with the patient on the unit during treatment (a captive

audience, so to speak).  The patient and pharmacist can spend as

much time as it takes to review medication usage.  Discussion

includes determination of meal times, medication times, and the

number of meals per day, all to help the patient determine the

best timing of phosphate binder dosing.  The patient is assured

of receiving the current regimen of medications (filled off cur-

rent medication orders instead of being refilled from what could

be discontinued or changed medication orders).  The patients no

longer have to wait in the pharmacy for medications, and other

patients don’t have to wait while medications are filled for

dialysis patients.

The patients at the dialysis unit have labs drawn monthly.

These are reviewed with the patient by the dietitian or nutrition

technician.  If phosphate levels are high, discussions include the

use of phosphate binders.  If the albumin is low, patients are

instructed to eat more lean meat.  It was thought that before the

pharmacist started bringing medications to the dialysis unit, many

patients would go without their medications, including phos-

phate binders, if and when they ran out.

We compared average phosphate and calcium levels for

patients who were on dialysis in 1998 (when there was no medi-

cation delivery) to levels in 1999 (after it was instituted).  We

also compared patients who received medications from GIMC

to those who obtained them elsewhere.  The normal phosphate

level range is 3.5 - 5.5 mg/dl.  While the average phosphate levels

for all groups were in the normal range, the average phosphate

level for the 33 patients who do not receive their medications at

GIMC was 5.3 mg/dl in 1998 and 5.4 mg/dl in 1999 (an increase

of 0.1 mg/dl).  The average phosphate level for the 23 patients

who do receive their medication from GIMC was 5.5 mg/dl in

1998 and 5.1 mg/dl in 1999 (a decrease of 0.4 mg/dl).  All aver-

age calcium levels remained unchanged, possibly due to the fact

that calcitriol injections are ordered for patients who become

hypocalcemic.

While this is only anecdotal, nevertheless the physicians

and dietitians believe that the GIMC patients were more

compliant in taking their phosphate binders in 1999.  The

patients don’t ever have to worry about running out since the

medications are delivered to the dialysis unit on a regular basis.

The pharmacist’s interaction with the patients may also con-

tribute to increased compliance and the decrease in phosphate

levels, since the dietary consultation procedures remain

unchanged.

Dialysis Staff Benefits
The staff (social workers, dietitians, technicians, and nurses)

at the RMCH Dialysis Unit now have a contact person to call

when medication concerns occur.  A physician, a dietitian, and a

social worker have all expressed written appreciation for the

pharmacist involvement at the dialysis unit.

Future Expansion
There are currently three pharmacists involved with the

GIMC Pharmacy Nephrology Clinic.  We would like to see

additional pharmacists trained to rotate through the clinic.  When

pharmacy staffing permits, we would like to expand services to

include the Peritoneal Dialysis Patient Care Conferences.
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MEETINGS OF INTEREST

Type 2 Diabetes in American Indian Youth: An Emerging
Epidemic
August 28-31, 2000; Gallup, New Mexico

This conference will bring together researchers, health care

professionals, tribal officials, and community leaders to ad-

dress the growing problem of type 2 diabetes in American

Indian and Alaska Native youth.  The agenda will address the

epidemiology of the problem, current research about the

disease, diagnostic criteria, standards of care, and primary and

secondary prevention programs.  Included in the conference

will be technical assistance sessions offered by the National

Diabetes Prevention Center, which will provide experts who

will answer questions and assist diabetes program personnel

in the development of  intervention, dissemination, and evalu-

ation strategies for their communities.  The conference is spon-

sored by the National  Diabetes Prevention Center, the Centers

for Disease Control and Prevention, the Pueblo of Zuni, Diné

College, the Navajo Nation, the Gallup Indian Medical Center,

Zuni-Ramah PHS, the University of New Mexico Prevention

Research Center, and the IHS Clinical Support Center (the ac-

credited sponsor).

The conference will be held at the Best Western Inn and

Suites Hotel, 3009 W. Highway 66, Gallup, New Mexico 87301.

For more information, contact Pandora Hughes, Native Ameri-

can Research and Training Center, Tucson, Arizona 85719;

telephone (520) 621-5560; e-mail ahughes@ahsc.arizona.edu.

Second Annual Diabetes Management Conference: Type 2
Update
September 8-9, 2000; Mt. Pleasant, Michigan

This conference is for physicians, nurse practitioners,

physician assistants, nurses, diabetic educators, and anyone

providing care to patients with diabetes.  Sessions will focus on

current trends in diabetic drug therapy, staged diabetes manage-

ment, vascular complications, and psychological aspects of

diabetes.  Central Michigan Community Hospital (CMCH) is

accredited by the Michigan State Medical Society to sponsor

continuing medical education for physicians.  CMCH desig-

nates this continuing education activity for up to 7 hours of

Category 1 credit toward the Physician’s Recognition Award

of the American Medical Association.  Continuing education

credit for nursing has been applied for.  For more information,

contact Amy Sved, FNP, at (800) 225-8172, ext. 54683; fax

(517) 775-4680.

Caring for our Children: EMS Issues and Minority Health
September 14-17, 2000; Tucson, Arizona

The face of the intermountain west is changing.  Long rich

in its American Indian and western heritage, new ethnic and  racial

immigration and migration are adding to the complexity of health

care delivery in the region.  Issues of access, communication,

and  religious and cultural beliefs are having an impact on

emergency medical services (EMS) systems.  The Intermoun-

tain Regional EMS for Children Coordinating Council, Inc.

(IRECC) is committed to ensuring that all children have

access to the broad range of programs associated with EMSC.

Please plan to join representatives from culturally diverse popu-

lations along with other heath care professionals to discuss

challenges that have hampered effective EMSC inclusiveness

in the past, and potential strategies for overcoming those

challenges.

The conference will be held at the Sheraton Tucson Hotel

and Suites, 5151 East Grant Road, Tucson, Arizona.  The

special meeting room rate is $54.00 plus tax for one or two

people.  Reservations may be made directly by calling (800)

257-7275 or (520) 323-6262.  The deadline for the special

meeting room rate is August 18, 2000.

For conference registration information, please contact the

Department of Extended Studies, Montana State University, P.

O. Box 172200, Bozeman, MT 59717-2200; phone (406) 994-

6683; or e-mail mjarvis@montana.edu.

Earth, Wind, Fire, and Water
September 23-26, 2000; Onamia, Minnesota

This 31/2 day continuing education conference is sponsored

by the National Alaska Native American Indian Nurses Associa-

tion.  The purpose is to help nurses integrate cultural concepts and

values into their practices and it is open to any nurse who works

with American Indians or Alaska Natives or is interested in Native

American health care.  Because of the proximity of this year’s

meeting place to Canada, nurses working with Canadian Natives

are also invited to participate.  There will be numerous presenta-

tions and workshops to choose from.  There is a registration fee.

For more information, call toll free at (888) 566-8773.

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 speci-

fied 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 Gary Brown, Regional

Training Specialist, Northwest Tribal Cancer Control Project,

Northwest Portland Area Indian Health Board, 527 SW Hall,

Suite 300 Portland, Oregon 97201; phone (503) 228-4185 ext.

27 for more information.  Current NTCCP activities can also be

accessed at http://www.npaihb.org/cancer/ntccp.html.
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Health Information on the Net: the Good, the Bad and the
Deadly
October 4-5, 2000; Bethesda, Maryland

This is the Fifth Annual Conference of the Friends of the

National Library of Medicine.  The meeting will focus on the “em-

powered” health information consumer and the implications for

heath care providers.  For more information, go to www.fnlm.org.

AMIA 2000 Annual Symposium
November 4-8, 2000; Los Angeles, California

Sponsored by the American Medical Informatics Associa-

tion, the theme of the meeting is “converging information,

technology, and health care.”  For more information, go to

www.amia.org.

AMSUS 107th Annual Meeting
November 5-10, 2000; Las Vegas, Nevada

This is the annual meeting of the Association of Military

Surgeons United States, and the theme of this year’s event is

“Information management – One key to Healthcare Success.”

For more information, go to www.amsus.org/meetings.

Executive Leadership Development Program
Session One D: December 3-7, 2000 or  Session One E:
March 25-29, 2001, Locations To Be Announced

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 goals is to provide essential leadership train-

ing and support for Indian health care executives whether they

work in Federal, tribal, or urban settings.

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.  For more informa-

tion contact Elaine Alexander, RN, Executive Leadership

Development Coordinator, Indian Health Service Clinical Sup-

port Center, Two Renaissance Square, Suite 780, 40 N.    Central

Avenue, Phoenix, Arizona 85004-4424; phone (602) 364-7777;

fax (602) 364-7788; e-mail ELDP@phx.ihs.gov; Website

www.ihs.gov/nonmedicalprograms/eldp.

American Indian Kidney Conference
July 11-13, 2001; Oklahoma City, Oklahoma

The National Kidney Foundation of Oklahoma and the Okla-

homa American Indian Kidney Council will sponsor this second

annual conference to be held at the Clarion Meridian Hotel and

Convention Center in July 2001.  Information on prevention of

hypertension, diabetes, and kidney disease and coping with

kidney disease will be provided over the three days.  The target

audience included patients and their families, community health

providers, medical professionals, and tribal leaders.  Continuing

education will be available for healthcare providers.  For more

information, contact Jo Ann Holland, RD, CDE, at the Lawton

Indian Hospital, Lawton, Oklahoma; phone (580) 353-0350,

extension 560.

The Robert Wood Johnson Foundation (RWJF) Addressing

Tobacco in Managed Care (ATMC) program will fund research

grants for activities to assess the effectiveness of organizational

strategies that lead health care providers, practices, and plans to

integrate effective smoking cessation interventions into the

delivery of routine health care.  During this second funding cycle,

the RWJF will fund up to five evaluation grants (of $500,000

maximum each) and up to six planning grants (of $50,000 maxi-

mum each).  Potentially eligible applicants include public and

private managed care organizations, medical group practices,

Addressing Tobacco in Managed Care: A Robert
Wood Johnson Foundation Grant Opportunity

health care purchasers, and researchers.  Indian Health Service,

tribal, and urban programs would be considered potentially

eligible.  Detailed eligibility criteria are provided in the Call for

Proposals.

The deadline for letters of intent is December 1, 2000.

Applicant workshops will be held on September 22, 2000 in New

York City and on October 13, 2000 in San Francisco.  To obtain

a Call for Proposals or register for an applicant workshop, please

visit the ATMC National Program Office’s Web site at

www.medicine.wisc.edu/npo or call (608) 265-4601.
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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 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.

Primary Care Physicians
Zuni-Ramah Service Unit; Zuni, NM

The Zuni Comprehensive Community Health Center 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 out-

reach, in a highly collaborative atmosphere.  We serve the Pueblo

of Zuni and surrounding Navajo communities.  For more infor-

mation, contact Scott Doughty, MD at (505) 782-4431; or by

e-mail at sdoughty@albmail.albuquerque.ihs.gov.  CVs can be

faxed to (505) 782-5723.

Pharmacist
Dentist
St. Regis Mohawk; Hogansburg, New York

St. Regis Mohawk Health Services has exciting opportuni-

ties for a pharmacist and a dentist at their ambulatory health

center that provides medical, dental, community outreach, and

alcohol rehabilitation and mental health services on the Mohawk

Reservation, located in the beautiful St. Lawrence River valley

Position Vacancies
approximately an hour from Lake Placid, New York; Montreal,

Quebec; and Ottawa, Ontario.  The pharmacist position would

include involvement in patient education, clinical interventions,

drug therapy dosing, and monitoring and quality improvement

activities.  The dental position includes public health and patient

education, clinical interventions, school health programs, and

quality improvement activities.  Both positions offer a competi-

tive salary, excellent benefits, paid interview and relocation

expenses, paid holidays and vacation, and an allowance for

continuing education.

To obtain a preemployment packet, please contact Mr. Rob

Cree by phone at (800) 647-7839; fax (518) 358-2797.

Internal Medicine and Family Practice Physicians, Dentists,
Podiatrist, Periodontist, Pediatrician, Registered Nurses
Riverside/San Bernardino County Indian Health, Inc.;
Banning, California

The Riverside/San Bernardino County Indian Health, Inc.

clinics are looking for doctors and dentists to work in southern

California.  Many of our facilities have state of the art equip-

ment and buildings.  Riverside/San Bernardino County Indian

Health serves 32,000 Native Americans and their family mem-

bers.  The corporation clinics are designated federally qualified

health centers and are JCAHO accredited; they are also approved

as IHS loan repayment sites.  The clinics are situated between

San Bernardino, Palm Springs, and San Diego, 11/2 hours or less

from ocean, mountains, and deserts.  Salaries and benefits are

very competitive.  A minimum of three years experience in clini-

cal practice is preferred.  To obtain an application or to send

your CV, please contact Mike Absher, Human Resources Direc-

tor, 115551/2 Potrero Road, Banning, California 92220; or phone

(909) 849-4761, extension 238.
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