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Abstract

The objective of this study was to determine the costs
associated with outpatient prescription dispensing in the
Indian Health Service (IHS), and to compare these costs to
national figures. The study began as a written survey sent out
to chief pharmacists in five IHS Areas: Albuquerque, Navajo,
Oklahoma, Phoenix, and Portland. Participant pharmacists
were asked to report a variety of costs, including facilities
maintenance, telecommunication expenses, and saaries.
Patient volume data were also collected. Data obtained were
compared to the 1997 SearleeNCPA Digest data for
pharmacies filling 200 or more prescriptions daily.

Total IHS average prescription costs were $753,637, or
52% less than the Digest average. Average IHS non-drug
expenses were $479,709, or 28% less than Digest average of
$669,197. Total costs were $1,233,346, or 45% less than
Digest average of $2,226,276. Total annual average prescrip-
tions were 81,201 vs. 91,820 for Digest average. Total average
per prescription costs are, therefore, $15.19 for the IHS
pharmacies compared to $24.24 for the Digest national
average. Limitations and implications of the data are
discussed.

Introduction

In August 1997, the Indian Health Service (IHS)
Pharmacy Business Committee (PBC) initiated a prescription
cost survey to determine the IHS cost of prescription
dispensing. Its purpose was to determine costs associated with
outpatient prescription dispensing and to compare the findings

to generally accepted national data. The reasons for initiating
such a survey were several. Firgt, the information gathered
would be used by the PBC to serve as a management planning
tool. Second, the IHS accounting system does not provide a
cost report associated with outpatient prescription dispensing,
so thisfinancia information was unknown. Third, pharmacists
throughout IHS could use this information for financial
evaluation at their practice sites. Lastly, this information
would be available for tribes,should they request an evaluation
of outpatient prescription services.

Methodology

A written survey went out to fifteen IHS chief pharma
cists in five IHS Areas. Albuquerque, Navgjo, Oklahoma,
Phoenix, and Portland. Twelve of the fifteen pharmacists from
a diverse sampling of IHS facilities responded. The instruc-
tions asked the participant pharmacists to collect data from
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specified IHS reports, to provide for consistency in data
reporting. All data collected reflect activities from fiscal year
1996 (FY 96).

Each participating facility supplied their own data. The
FY 96 total annual outpatient drug costs, the total number of
outpatient prescriptions filled, and the number of weekly
outpatient pharmacy hours of operation were taken from the
annual IHS Pharmacy Report. The pharmacists also listed other
related pharmaceutical costs. These items reflect associated
prescription costs such asvials, bottles, computer labels, bags,
etc. Also included were pharmacy-distributed patient
medication aids such as specialty pillboxes, oral syringes, and
insulin supplies. Computer costs other than from the Resource
and Patient Management System (RPMS) and any references
used to aid dispensing were also reported. Any other associated
items not included above were incorporated into their survey
response.

Internal costs were identified. Collected from each
facility’s IHS Hospital and Clinic (H&C) 0101 Report, annual
costs for housekeeping, facilities and grounds maintenance,
and utilities were obtained. Next, the total square footage of
each facility and the square footage of the outpatient pharmacy
were reported. Their service unit's maintenance department
provided each facility’ s measurements. Annual costs for these
items were calculated on the basis of the proportion of space
occupied. Rent expense was not included in this report.
Recurring telecommunication expenses and the management
information systems (MIS) site manager’s time dedicated to
pharmacy were included as well. Outpatient pharmacy
personnel salaries and benefits from the H& C 0101 were aso
reported.

Each facility provided their patient volume data. From the
IHS 1A Report, each Area provided the number of outpatient
provider visits (OPV) and the number of primary care provider
visits (PCPV) for FY96. Each facility’'s medica records
department provided the participating pharmacists with the
number of active charts. For consistency in reporting, the
number of active charts was defined as those charts active
during the prior three-year period.

All the provided data were then converted into costs. A
mean was determined to report the average FY 96 IHS costs for
the twelve responding pharmacies. This information was then
compared to the 1997 NCPA-Searle Digest (formerly known as
the NARD-Lilly Digest). The Digest was selected for
comparison because it is considered by the pharmacy
profession to be the best source of pharmacy financia infor-
mation in the United States.* It was first published in 1932 by
Eli Lilly and Company, and has been published annually ever
since, even though the publication is no longer affiliated with
Lilly. The 1997 Digest figures reflect information collected
from calendar year 1996, collected from independent US
pharmacies that filled 200 or more prescriptions daily. The
Digest report reflects averages for respondent pharmacies in
this prescription volume range.

This data group was selected for comparison for three
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reasons. First, most mid- to large- sized IHS facilities fill more
than 200 prescriptions daily (although not al surveyed IHS
facilities have that large a daily prescription activity profile).
Second, non-government pharmacies with large prescription
volumes tend to have better economies of scale. Third, many
state Medicaid programs alow for prescriptions to be
dispensed as only a one-month supply. The Digest pharmacies
report an overall 73% prescription volume based on state
Medicaid and other third party reimbursements.? It is assumed,
then, that almost three-quarters of their prescriptions were
dispensed as a one-month supply. Since most IHS facilities fill
to the next appointment, the average IHS medication quantity
is a two to three month supply of medications. It is assumed
that any price break received by government contract pricing is
offset by the medication quantity the IHS dispenses.?

Adjustments were also made to make the Digest informa-
tion compar able to the reported IHS data. The Digest reports
their prescription costs and volume in terms of sales. Since the
Digest is a financial analysis publication, it recognizes that
retail pharmacies are a for-profit business. As a government
agency, the IHS does not sell prescriptions. Therefore, a
comparison could not be made between the Digest sales and
IHS costs. To make the information relevant, cal culations were
made to determine cost of prescriptions for both groups. The
Digest prescription cost was calculated by taking the Digest’s
reported Cost of Goods Sold, |ess the value of non-prescription
inventory at cost, multiplied by the inventory turnover rate.*
The non-prescription inventory cost was subtracted because the
IHS does not sell over-the-counter (OTC) items; therefore only
the prescription items costs were calcul ated.

Total expenses were also identified. Ten of the twelve par-
ticipant IHS facilities reported their other related drug costs,
internal costs, personnel salaries and benefits, and al other
expenses. A mean was calculated for those reporting facilities.
The Digest reports expenses of other related drug costs,
utilities, computers, and all other expenses. Since rent was
excluded by the IHS facilities, the Digest average rent expense
was subtracted for purposes of consistency.

Table 1. Comparison of IHS and Digest pharmacy cost
data

IHS Average NCPA-Searle %
Digest Difference*

Total Costs $1,233,346 $2,226,276 45%
Total Rx Costs $753,637 $1,557,079 52%

(calculated)
Cost/Rx $9.28 $16.96 45%

(calculated)
Rx Cost/Active Chart $33.51 Not available
Rx Cost/OPD Visit $11.43 Not available
Rx Cost/PCPV $17.64 Not available
Rxs/Hour 30 271 -10%
Rxs/Day 222.5 >200
Total Rxs 81,201 91,820 11%
Square Footage 1,139 4,929 77%
Hours/Week 49 65 24%
1 Positive percent indicates the IHS figures are lower; negative percent indicates the IHS

figures are higher. % difference is calculated as: Digest — IHS
Digest




Results:

The total average prescription costs per pharmacy for the
IHSin FY 96 was $753,637, as compared to the Digest average
of $1,557,079. Thisis asignificant 52% difference in prescrip-
tion costs between the IHS and the national average. The IHS
reported $479,709 as the average total non-drug expense per
pharmacy. The reported Digest average was $669,197. This
reflects a 28% difference in the overal non-drug expenses
between the IHS and the Digest pharmacies. Adding the
average total drug and non-drug expenses, the IHS total cost is
$1,233,346 while the Digest figure is $2,226,276. The IHS
total cost is 45% less than the national Digest average. Table 1
summarizes these and other data referred to in this discussion.

The FY 96 average total number of prescriptions per IHS
reporting facility is 81,201, approximately 11.6% lower than
the Digest average of 91,820. Five of the reporting IHS
pharmacies were smaller facilities that filled less than 200 pre-
scriptions per day, which may account for the lower prescrip-
tion volume. However, al IHS facilities, regardless of size or
volume, use a prime vendor contract to purchase pharmaceuti-
cals. Therefore, it is assumed that the drug prices are the same
for each IHS facility. The average cost per prescription for the
IHSis $9.28, which is 45% less than the Digest average cost of
$16.96.

The number of prescriptions processed per hour was
compared. IHS facilities average 30 prescriptions per hour,
whereas the Digest average is 27.1. IHS fills 9.7% more pre-
scriptions per hour than the national average.

In terms of space, the square footage of the average
pharmacy in the Digest report is 4,929 sg. ft., while the IHS
reports an average 1,139 sg. ft. The Digest relates square feet
in terms of areaand sales. It does not report abreakdown of the
arearepresented by prescription, over-the-counter, storage, or
other functions.

Last, the average number of hours of operation per week
was compared. For IHS pharmacies, the average is 49 hours
per week; the Digest reports 65 hours per week, reflecting a
difference of 24.6% fewer hours open at IHS facilities
compared to Digest facilities. The Digest reports the number of
hours open with no alocation of pharmacists'time. Most IHS
facilities dedicate one half day per week to the pharmacists

administrative time for associated pharmacy activities. In
addition, most of the field facilities were not open on the
weekend, which is reflected in the lower overall IHS average.

Conclusion

This report is the first of its kind to compare the IHS to
national pharmacy data using the NCPA-Searle Digest. This
report provides information for the IHS to consider when
analyzing pharmacy financial data. The focus of this report
encompasses those outpatient pharmacy-dispensing activities
delineated by the third of the IHS Pharmacy Standards of
Practice, “to assure the availability, preparation, and control of
medications.”* It does not reflect inpatient hospital pharmacy
costs, nor does it look a the value of the other pharmacy
services provided by the IHS Standards of Practice These
value added services include pharmacists' assuring the appro-
priateness of therapy; verifying that patient’s understand their
medications and their appropriate outcomes; providing drug
information, drug therapy consultation, and staff education
relating to drug therapy; providing health promotion and
disease prevention activities relating to drug use and preventive
drug therapy; and managing therapy for selected patients for
whom drugs are the principal method of treatment.

In summary, there is a difference in costs for both pre-
scriptions and overall costs associated with operating a
pharmacy when comparing IHS to Digest facilities. The
Pharmacy Business Committee was able to demonstrate that
the IHS pharmacy program could perform a financial analysis
of their outpatient pharmacy program. In view of the data
presented, this report suggests that the IHS oper ates a compet-
itive outpatient pharmacy program at substantially lower cost
than the US average. [
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COMMENTARY O

Are Antibiotics Indicated for the Treatment
of Acute Otitis Media?

Jon Hauxwell, MD, Billings Area Indian Health Service,
Billings, Montana

In 1997, the British Medical Journal published areview of
available data regarding the effectiveness of antimicrobials in
the treatment of acute otitismedia (AOM). This article entitled
“Antimicrobials for acute otitis media? A review from the
International Primary Care Network,”* was distributed to
Billings Area IHS providers as part of an ongoing Infectious
Disease CME project. Responses from our providers highlight-
ed some fundamental problems we will be obliged to confront.

The authors conclude that “existing research offers no
compelling evidence that children with AOM routinely given
antimicrobials have shorter duration of symptoms, fewer recur-
rences, or better long term outcomes than those who don’t
receive them. It also is not clear that routine compared with
selective use . . . prevents complications.”

Earlier this century the advent of antibiotic drugs led to
widespread optimism that the scourge of infectious disease was
soon to become a thing of the past. Faith in technology created
the assumption that newer antibiotics could always be
developed to counter emerging resistance to older drugs.

But in the late twentieth century, the bugs are winning.
Hopes that wholly synthetic antibiotics like the fluoro-
quinolones, with no counterparts in nature, would frustrate
germs resistance mechanisms proved naive.

Every time we prescribe an antibiotic, we add a selective
pressure to the microfloral environment. Germ populations in
individual patients are progressively altered, as are those in our
species as a population. Excreted and discarded antibiotics are
flushed into sewers, where a broader ecological transformation
occurs. That enthusiastic antibiotic use makes a major contri-

bution to this microbial evolution is nowhere more apparent
than in hospitals, where nosocomial infections take a heavy toll
in money and lives.

Physicians, however, must deal with individual cases,
weighing the cost to society against the well-being of the
individual patient. We naturally tend to side with the
individual; but this article suggests that our very notions of
what constitutes the individual good may be misguided. If a
patient’s well-being is not saf eguarded by antibiotics, then the
supposed conflict with social responsibility disappears.

Reluctance to forego routine antibiotic use in AOM might
arise from the conviction that it represents a “safer” approach
to treatment of the individual, even when the provider might
concede the hazards of antibiotic overuse in the population
taken as awhole. Thereis also acommon perception that most
worried parents will not be satisfied with anything “less than”
antibiotics.

It seems probable that bacterial AOM is both over
diagnosed and over treated in this country. This is only one
aspect of a much broader problem. The routine use of antimi-
crobialsis deeply ingrained in our medical and lay cultures. If
we do not undertake to alter this course, we might well see our
children succumbing to diseases we “conquered” decades ago.
As individual providers and as an organization, we must
assume responsibility for considering this issue every timewe
confront a decision involving antibiotic usage. If our practices
do not evolve, the bugs most certainly will.

For every gorillacillin, there is a Godzillabacter.
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Lead Screening of Nati ve American
Children: Targeted or Uni versal?

Michael Bartholomew, Medical Student, Dartmouth Medical
School, Hanover, NH; and W. Craig Vanderwagen, MD,
Director, DCPS, Indian Health Service, Rockville, MD

Background

Although current studies continue to demonstrate a
declinein the prevalence of elevated blood lead levels (BLL) in
children, lead remains a common, preventable, environmental
health threat. From the recent results of the National Health
and Nutrition Examination Surveys (NHANES Ill Phase 2), it
is estimated that 890,000 children (4.4%), ages 0-5, have
elevated blood lead levels (>10ug/dl). “ These levels continue to
vary markedly by age, sex, race/ethnicity, urban status, income,
and other socioeconomic factors. Blood lead levels were con-
sistently higher for younger children than for older children . .
. for males than for females, for blacks than for whites, and for
central city residents than for non-central-city residents. Other
correlates of higher blood lead levelsincluded low income, low
educational attainment, and residence in the Northeast region
of the United States.”*

In 1997, the Centers for Disease Control and Prevention
(CDC), aswell asthe American Academy of Pediatrics (AAP),
revised their policiestoward lead screening of children. Based
upon datafrom lead screening studies and cost benefit analyses
of universal screening, the CDC and the AAP recommend a
targeted screening methodology, utilizing history question-
naires with appropriate blood assays, rather than universal
screening of al children. The purpose of the revision was “to
help states and communities expand screening and follow-up
of children who most need these services and limit screening
among children who are not exposed to lead.”? In addition, it
will be the responsibility of state and local health officialsto
decide on the detailed screening criteria, with the advice of
health care providers and other concerned groups.

Recently, the Indian Health Service (IHS) has been asked
to reevaluate its Lead Screening Policy for Native American
Children by the Environmental Protection Agency (EPA) to
determine whether targeted screening or universal screening is
more appropriate in Indian Country. IHS currently adheresto a
policy that does not dictate targeted or universal screening of
lead in Indian children but defers to other knowledgeable
agencies. IHS recommends that the service units (SU) design
plans and protocols that will be utilized in conjunction with the
standards and guidelines established by the AAP and the

individual state's Early and Periodic Screening, Diagnosis, and
Treatment Programs.® In addition, IHS recommends the use of
the AAP’s Recommendations for Preventative Pediatric Health
Care. To determine which screening procedure is most
applicable, thisreview will examine the current childhood lead
screening practices within the past five years and recent BLLs
studies of Native American children occurring in the 12 IHS
Areas.

Methods

Most IHS Area Offices report prevalence data from BLL
studies of Native American children within their Areas. By
using the 1997 Native American Child Population Data, an
estimate number of children with elevated BLLS was
calculated for the same age groups as are used in the submitted
IHS Arealead studies. It isassumed that divergence in numbers
for child population data from 1997 and that of the time
periods used in the individual Area BLL studies would not
heavily impact calculated estimates. It must be noted that since
there have been no IHS-wide BLL studies, estimates can only
be calculated.

Results

Of the twelve IHS Area Offices, six submitted data. After
determining the prevalence of elevated BLL in the studies, it
was observed that the Portland Areahad a prevalence of 5.75%,
which was above the national level (4.4% in NHANES Il
Phase 2). The Oklahoma City Area had reported a 32%
prevalence of children with elevated BLL on initial analysis
(TEAL Study). Currently, the Oklahoma City Area reports that
thelevel as been reduced to 4% (screening approximately 30
children a month) through increased lead education and
primary prevention practices. All other IHS Area lead studies
reporting prevalence data yielded values below the national
level.

Discussion

With the estimated 890,000 children (in the general US
population), ages 0-5, with elevated BLL, avery controversial
debate ensues over the most appropriate method of screening
children for lead, whether targeted or universal. Proponents of
universal screening contend that targeted screening in certain
locations would not only miss a large portion of children not
residing in that locale but further isolate the disease. In
addition, targeting regions with a higher prevalence of older
housing does not cover older housing scattered in other areas.
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Targeted screening by demographics could potentially exclude
environmentally exposed children, while targeted screening
using the CDC's 1997 questionnaire lacks symptom-specific
guestions associated with lead toxicity, and it may not be
utilized by practitioners anyway, due to time constraints.
Proponents of targeted screening declare that universal
screening will waste resources in areas that lack a significant
exposure to lead and will reduce these resources available in
locations of greatest need, namely high lead exposure areas.

The cost of screening appears to be a major consideration
in deciding which method to utilize. Universal screening is
economically beneficial in communities where the prevalence
of elevated BLL is at least 11% to 17%.* In areas with lower
prevalence, universal screening may be inefficient and targeted
screening preferred.

Conclusion

In reviewing the data from studies in the IHS Aress, itis
reasonable to conclude that the low prevalence of elevated BLL
does not warrant a revision of the current IHS lead policy to
ingtitute universal screening in Indian Country. From the cost
analysis studies, it would appear that the IHS would benefit
more by utilizing a targeted screening methodology rather than
auniversal one. Thisisnot to say that universal screening is not
needed at all. IHS still needs to maintain universal screening,
as recommended in the 1997 CDC guidelines, in areas known
to have alead problem, either environmental or household. Not

all IHS Areas submitted lead screening study data, thus data are
incomplete for Native American children served by the Indian
Health Service. In addition, most of the data relate to children
in reservation settings and do not necessarily apply to Native
American children in urban settings. To determine the true
need for revising the current policy for lead screening, lead in
urban settings needs to be addressed, as does the design and
implementation of a scientific lead screening model. Only
estimates and assumptions could be made from the data
gathered.

With cost analysis studies favoring targeted screening, and
because current data from lead screenings in Indian Country
indicate a prevalence near the national level, the Indian Health
Service should maintain its current policy until such time as
there is evidence suggesting and need for change.
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IHS Staff De velopment Council

The Indian Headth Service (IHS) Staff Development
Council is a nationwide group of nurse educators and staff
developers employed by the IHS, tribal programs, and Urban
Indian programs. The Council’s goals include: 1) sharing
resources and information, 2) networking with colleagues, 3)
collaborating on educational activities, 4) meeting the learning
needs of staff developers/nurse educators, and 5) identifying
JCAHO criteriaregarding competency.

If you are involved in staff development or nursing
education, please consider this as your invitation to participate
in our recently developed web site and to join us at our next
annual meeting.

Through the web site, you can learn more about us and
you can communicate with other staff developers and nurse
educators on the bulletin board. Our web site is a http://
www.ihs.gov/NonMedi cal Programs/NursingEd.

Our next annual meeting will be hosted by the IHS
Albuquerque/Navajo Area Association of Nurse Educators
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(NAAASE). The meeting will be held in Albuquerque, New
Mexico on June 15 and 16, 2000, in conjunction with the
annual conference of the IHS National Council of Nurse
Administrators (NCONA).

During our annual meeting, we conduct a business
meeting and offer continuing education on topics of interest to
staff developers and nurse educators. Topics from past
meetings have included “ Devel oping a Competency Program,”
“Developing a Web Site,” “Conflict Resolution,” “Measuring
the Impact of Training,” and “Developing a Nurse Leadership
Training Program.” We are in the planning stages now for the
June 2000 meeting and would like your input regarding topics
for the agenda. Please submit any ideas by posting them on the
bulletin board of our web site (see address above) or by
submitting them directly to Todd Benson, RN, Nurse Educator
(and Chair of NAAASE), Fort Defiance Indian Hospital, PO
Box 649, Fort Defiance, AZ 86504; phone (520) 729-3265;
e-mail tbenson@navfda.navajo.ihs.gov. [



CeAFTING THE FuTure oOF
AMEIL/CAN (NDI AN & ALA{KA NATIVE

HeAarLTH INTO THE NEXT MILLENNIUM

The conference will focus on creating
an environment to strengthen existing
relationships and to form new colla-

borations among tribes, urban Indian

December 9-11, 1999

health groups, tribal colleges, and
academic medical centers and
Westin Horton Plaza universities.

The conference will include breakout

. San Diego, California sessions with presentations by leaders
and others CURRENTLY or POTENTIALLY
involved in crafting the future of Indian
Health, such as tribal health directors,
urban Indian health leaders, deans
and leaders in academic medical
centers, tribal colleges, members of
the Indian Health Service and other
federal and state agencies, and
representatives of foundations and

other private organizations.
Co-sponsored by:

Indian Health Service

Center for Native American Health

at the University of Arizona

For more details visit:
www.thehillgroup.com

For more information contact Susie Warne|
at The Hill Group at 301-897-2789 or

e-mail: warner@thehillgroup.com




MEETINGS OF INTEREST

Creating Health in Tribal Communities: The Nuts and
Bolts of Cancer Control
September 20-22, 1999; Grand Ronde, Oregon
Thisregional conferenceisfor policy makers, administra-
tors, planners, health care providers and others interested in
reducing the cancer burden in tribal communities and wanting
more information on developing their own community plan.
Registration is open to all, with preference given to those rep-
resenting Northwest tribes. It will be held at the Spirit
Mountain Lodge in Grand Ronde, Oregon. For more informa-
tion, please call Alicia Carson, Regiona Trainer, Northwest
Tribal Cancer Control Project, Northwest Portland Area Indian
Health Board at (503) 228-4185, ext. 27; fax (503) 228-8182;
or e-mail acarson@npaihb.org.

Mental Health for the Health Professional: Survi val Skills
for Caregi vers
Sept. 21-23, 1999; Reno, Nevada

The Oklahoma State University Wellness Center will host
a conference designed for health professionals who work with
American Indians, Alaska Natives, and Hawaiian Natives. The
conference will be held in Reno, Nevada at the Peppermill
Hotel and Casino, Sept. 21-23, 1999. Among the topics to be
presented will be personality characteristics, understanding
differences; building unity; the personality of families; dys-
functional families; abuse — not taking care of oneself and
others; stress management; and conflict resolution. Special
room rates of $50 plus tax for single or double occupancy and
free airport shuttle apply. For more information contact Dr.
Mac McCrory at (405) 744-6477; fax (405) 744-7670; or
e-mail macwell @okway.okstate.edu.

Seventh National Indian Nations Conference: “Old
Medicine/New Voices of the 7th Generation:
Reconnecting Partnerships and Reclaiming Traditions”
September 28-30, 1999; Tulsa, Oklahoma

Thisis atwo and a half day conference bringing together
Native American victims, victim advocates, volunteers, prose-
cutors, judicial and law enforcement personnel, family
violence and sexual assault specialists, social services and
mental health professionals, corrections, crime and justice and
juvenilejustice personnel aswell astribal leadersto share their
knowledge, experiences and ideas for developing programs
that serve the unique needs of crime victimsin Indian Country.
It is conducted by the Center on Child Abuse and Neglect,
University of Oklahoma Health Sciences Center. Sponsors
include the Office for Victims of Crime, U.S. Dept. of Justice;
the Corrections Program Office, U.S. Dept. of Justice; and the
Office of Juvenile Justice and Delinquency Prevention, U.S.
Dept. of Justice. The meeting will be held at the Adam’s Mark
Hotel, 100 East 2nd Street, Tulsa, OK.

For More information, contact the Center on Child Abuse
and Neglect, PO. Box 26901, CHO 3B3406, Oklahoma City,
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OK 73190,Attn: TriciaWilliams or Janie Braden; phone (405)
271-8858; fax (405) 271-2931; or e-mail TriciaWilliams
@ouhsc.edu.

Cancer Case Management Training
October 5, 1999; Pendleton, Oregon

This training is for health care providers to improve their
case management skills to help them improve the lives of their
patients living with cancer and their family caregivers.
Registration is open to all with preference given to those rep-
resenting Northwest tribes. It will be held at the Tamastklikt
Culturd Institute in Pendleton, Oregon. For more information,
please cal Alicia Carson, Regiona Trainer, Northwest Tribal
Cancer Control Project, Northwest Portland Area Indian
Health Board, at (503) 228-4185, ext. 27; fax (503) 228-8182;
or e-mail acarson@npaihb.org.

Partnerships in Pr eventing Violence
October 15, 1999; Satellite Broadcast

This is the third in a series of six live satellite broadcasts
that focus on providing professionals with a thorough under-
standing of comprehensive, effective, school centered violence
prevention approaches. It is sponsored by the Department of
Education, the Indian Health Service, the Centers for Disease
Control, and the Department of Justice. The interactive
broadcasts are received at 80 Core Facilitated sites across the
nation, and may be received at other independent sites.
Videotapes of the prior broadcast are available for a nominal
fee. For more information, visit the website at www.wal coff
.com/partnerships, or cal (877) 778-4774.

Cancer Control Training for Physicians, Nurses, Nurse
Practitioners, Pharmacists, and Other Clinicians
October 20, 1999; Portland, Oregon

This training is for clinicians to employ clinical practices
that reflect principles for cancer control including 1) early
detection and treatment of cancer, and 2) the behavioral aspects
of risk reduction. Registration is open to all with preference
given to those representing Northwest tribes. The Indian
Health Service (IHS) Clinical Support Center is the accredited
sponsor of this course, and 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 for up to
7.25 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 educational activity. This Category 1
credit is accepted by the American Academy of Physician
Assistants. The Indian Health Service Clinical Support Center
is accredited as a provider of continuing education in nursing
by the American Nurses Credentialing Center Commission on
Accreditation. This activity has been awarded 8.7 contact



hours for nurses. The course will be held at the Edith
Green/Wendall Wyatt Federal Building in Portland, Oregon.
For more information, please call Alicia Carson, Regiona
Trainer, Northwest Tribal Cancer Control Project, Northwest
Portland Area Indian Health Board, at (503) 228-4185, ext. 27,
fax (503) 228-8182; or e-mail acarson@npaihb.org.

Diabetes in American Indian Communities: Cr eating
Partnerships for Pr evention in the 21st Century
October 27-29, 1999; Albuquerque, New Mexico

The partners planning this conference include the Center
for Native American Health at the University of ArizonaHealth
Sciences Center, the Indian Health Service Clinical Support
Center (the accredited sponsor), the Centers for Disease
Control and Prevention, the National Ingtitutes of Health, the
American Diabetes Association Native American Design Team,
and the Association of American Indian Physicians, aswell as
several Indian tribes and health care organizations. The
conference objectives are to provide a forum for Indian com-
munities to develop partnerships in diabetes related activities,
to share information on American Indian community-based
activities in diabetes; and to share information on current
research on diabetes relevant to American Indian communities.

To meet the objectives the format of the conference will include
plenary sessions with joint presentations by community
members and researchers, as well as workshops in the
following areas:. prevention strategies, clinical interventions,
research programs, and skills building. The conference will
provide networking opportunities, brainstorming sessions, and
abstract/poster sessions. The target audience includes the pro-
fessional diabetes community (scientists, physicians, nurses,
community health representatives, health educators, and other
health-care workers), tribal health department personnel, and
Indian health program workers. For more information, contact
Computer Craft Corporation at (301) 493-9674; fax (301) 530-
0634.

American Indian Kidney Conference
May 9-11, 2000; Oklahoma City, Oklahoma

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

NCME VIDEOTAPES AVAILABLE

Health care professionals employed by Indian health
programs may bor row videotapes produced by the Network for
Continuing Medical Education (NCME) by contacting the IHS
Clinical Support Center, 1616 East Indian School Road, Suite
375, Phoenix, Arizona 85016.

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

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

NCME #750

Alzheimer’s Disease: Primary Care Strategies for Early
Intervention (60 minutes) Until Recently, the symptoms of
Alzheimer's disease (AD) were considered difficult, if not
impossible, to treat. Now, advances in understanding the
etiology and pathogenesis of AD have led to the development
of a variety of treatment strategies that can ameliorate
functional, cognitive, and behavioral symptoms of this devas-

tating condition. Using actua patient cases, three noted author-
ities in the management of AD show how these interventions
can be applied — effectively and efficiently — by primary care
physicians to stabilize or slow the decline in patients
functional abilities, and thus, enhance quality of life for both
patients and their families.

NCME #751

Complementary Medicine: What Patients Are Doing, What
You Should Be Asking (60 minutes) In 1997, total visits to
complementary medicine providers exceeded the total visits to
all primary care physicians. Patients spend an estimated $12.2
billion out-of-pocket for these services. Chances are your
patients are seeing these providers and spending for these
services. Do you know what your patients are doing? A
primary care physician and a complementary medicine
provider discuss the current state and future direction of com-
plementary medicine, offer practical advice on how to work
with patients seeking these treatments, and review some of the
most popular therapies.
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POSITION VACANCIES ©

Editor’snote: 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, 1616 East Indian School
Road, Suite 375, Phoenix, Arizona 85016. 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.

Health Educator/Promoter IV
Behavioral Health Clinician
Sitka, Alaska

The Southeast Alaska Regiona Health Consortium
(SEARHC) is looking for a Health Educator/Promoter |V and
aBehaviora Health Clinician to work with village residentsin
communities located in beautiful Southeast Alaska. Both
positions are full time with generous benefits packages.
Frequent travel will be required. Sitka is a quiet town of 8500
with good schools, clean air, and excellent fishing and other
outdoor sports and recreation.

The Health Educator/Promoter will lead the diabetes
prevention project and organize and facilitate intervention
programs for five rural communities. An MPH or MSin health
education is required, with four years relevant work experience
and one year experiencein rural/bush communities. Samples of
health education writing and curriculum will be required.
Supervisory experience preferred. Salary $40,365 to $44,343,
DOE. For more information, contact Stephanie Aird or Nancy
Knapp at (907) 966-2451 or e-mail s_aird@yahoo.com.

The Behaviora Health Clinician will provide clinical and
administrative supervision and training to assigned
Community Family Service Workers, and will also provide
direct clinical servicesin the villages and to Sitka. Must have a
Masters in Psychology, Counseling, Socia Work, or other
closely related human services field; must be eligible for state
licensure as psychological associate or licensed clinical social
worker at time of hire and must attain state licensure within six

months of hire. Three years experience in mental health or
substance abuse field, one year in clinical supervision and two
years in psychothergpy and assessment. Beginning saary
$40,365 to $48,340, DOE. For more information, contact Iva
GreyWolf or Patrick Hefley at (907) 966-2451.

Submit applications/resume to SEARHC Human
Resources, 222 Tongass Drive, Sitka Alaska 99835; phone
(907) 966-8733; fax (907) 966-2489. Applicants selected will
be subject to federal and state background checks. Preference
to Alaska Native/American Indian applicants who meet
minimum requirements of job description (PL93-638).

Family Practice Physician
San Jose, California

The Indian Health Center has an immediate opening for a
full-time BC/BE FP to join one FP and excellent support staff
in dynamic clinic serving a diverse urban patient population.
Comprehensive family medicine from pediatrics to geriatrics.
Competitive salary, benefits, and malpractice insurance. Fax
CV and cover letter to Dr. Verstraete, IHC, at (408) 269-9273.
Al preference (Title 25).

Certified Registered Nurse Anesthetist
Claremore, Oklahoma

The Claremore PHS Indian Hospital is seeking a certified
registered nurse anesthetist. This is a full time position in a
three member department covering two operating rooms. Night
call is taken from your home and does not involve traumaor a
labor epidural service. Anesthetics are provided for a wide
range of both inpatient and outpatient services including
general surgery, obstetrics and gynecology, dentistry, and
podiatry.

Claremore is a rapidly growing community near a major
metropolitan center with convenient access to scenic recre-
ational and cultural opportunities. A warm climate and relaxed
practice with congenia staff make this an attractive salaried
position.

Send CV to Paul Mobley, DO, Clinical Director,
Claremore PHS Indian Hospital, 101 South Moore, Claremore,
Oklahoma 74017-5091; phone (918) 342-6433; or fax (918)
342-6517.

ERRATUM NOTICE

In our recent July 1999 issue (Vol. 24 No. 7), the fee schedule for the Postgraduate Course on Obstetric, Neonatal, and
Gynecologic Care course was incorrect. The correct schedule is as follows: IHS employees, $160.00 for physicians and $100.00
for other health professionals; tribally-employed physicians $300.00, other health professional employed by a tribe $200.00;
Physician not employed by IHS or atribe $400.00, and other health professionals not employed by IHS or atribe $300.00; Resident

$300.00.
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NATIVE AMERICAN MEDICAL LITERATUE &

The following is an updated MEDLINE search on Native
American medical literature. This computer search is published
regularly as a service to our readers, so that you can be aware
of what is being published about the health and health care of
American Indians and Alaska Natives.

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

If your facility lacks a library or librarian, try calling your
nearest university library, the nearest state medical associa-
tion, or the National Library of Medicine (1-800-272-4787) to
obtain information on how to access journal literature within
your region. Bear in mind that most local library networks
function on the basis of reciprocity and, if you do not have a
library at your facility, you may be charged for services
provided.

Robertson LS. Alcohol and fatal crashes among American
Indians [letter]. American Journal of Public Health. 89(8):
1270-1, 1999 Aug. 99361589

Peschken CA, Esdaile JM. Rheumatic diseases in North
America sindigenous peoples. [Review] [127 refs] Seminarsin
Arthritis & Rheumatism. 28(6):368-91, 1999 Jun. 99333038

Merriweather DA, Kaestle FA. Mitochondrial recombination?
(continued) [letter]. Science. 285(5429):837, 1999 Aug 6.
99383193

Johnson SJ, Sullivan M, Grossman DC. Injury hospitalizations
among American Indian youth in Washington. Injury
Prevention. 5(2):119-23, 1999 Jun. 99313609

Kirsch JD, Cedeno MA. Informed consent for family planning
for poor women in Chiapas, Mexico. Lancet. 354(9176):419-
20, 1999 Jul 31. 99364598

Ehlers CL, Garcia-Andrade C, Wall TL, Cloutier D, Phillips E.
Electroencephalographic responses to alcohol challenge in
Native American Mission Indians. Biological Psychiatry.
45(6):776-87, 1999 Mar 15. 99203824

Dabelea D, Pettitt DJ, Hanson RL, Imperatore G, Bennett PH,
Knowler WC. Birth weight, type 2 diabetes, and insulin
resistance in Pima Indian children and young adults. Diabetes
Care. 22(6):944-50, 1999 Jun. 99300835

Schwend RM, Pratt WB, Fultz J. Untreated acetabular
dysplasia of the hip in the Navajo. A 34 year case seriesfollow-
up. Clinical Orthopaedics & Related Research. (364):108-16,
1999 Jul. 99344909

Rupert JL, Devine DV, Monsalve MV, Hochachka PW. Beta
fibrinogen allele frequencies in Peruvian Quechuan, a high-
atitude native population. American Journal of Physical
Anthropology. 109(2):181-6, 1999 Jun. 99304802

Karron RA, Singleton RJ, Bulkow L, Parkinson A, KruseD,
DeSmet I, Indorf C, Petersen KM, Leombruno D, Hurlburt D,
Santosham M, Harrison LH. Severe respiratory syncytial virus
disease in Alaska Native children. RSV Alaska Study Group.
Journal of Infectious Diseases. 180(1):41-9, 1999 Jul.
99282585

Arnett FC, Antohi S, Saito S, Mirarchi A, SpieraH, Sasaki T,
Shoichi O, Takeuchi K, Pandy JP, Silver RM, LeRoy C,
Postlethwaite AE, Bona CA. Autoantibodies to the extracellu-
lar matrix microfibrillar protein, fibrillin-1, in patients with
scleroderma and other connective tissue diseases. Journal of
Immunology. 163(2):1066-72, 1999 Jul 15. 99324007

Miller IM, Harvey EM, Dobson V. Visual acuity screening
versus noncycloplegic autorefraction screening for astigmatism
in Native American preschool children. Journal of AAPOS
American Association for Pediatric Ophthalmology &
Srabismus. 3(3):160-5, 1999 Jun. 99315044

Calzavara LM, Bullock SL, Myers T, Marshall VW, Cockerill
R. Sexual partnering and risk of HIV/STD among Aboriginals.
Canadian Journal of Public Health. Revue Canadienne de
Sante Publique. 90(3):186-91, 1999 May-Jun. 99329394

Ruiz-Arguelles GJ, Velazquez BM, AprezaMolina MG, Perez-
Romano B, Ruiz-Reyes G, Ruiz-Arguelles A. Chronic lympho-
cytic leukemiaisinfrequent in Mexican mestizos. I nternational
Journal of Hematology. 69(4):253-5, 1999 Jun. 99335897

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

Medin D, Ross N, Lynch E, Coley J, EK’ EU, Vapnarsky V.
Folkecology and commons management in the Maya
Lowlands. Proceedings of the National Academy of Sciences of
the United States of America. 96(13):7598-603, 1999 Jun 22.
99307456

Strickland CJ. Conducting focus groups cross-culturally: expe-
riences with Pacific Northwest Indian people. Public Health
Nursing. 16(3):190-7, 1999 Jun. 99314391

Holman RC, Belay ED, Clarke MJ, Kaufman SF, Schonberger
LB. Kawasaki syndrome among American Indians and Alaska
Native children, 1980 through 1995. Pediatric Infectious
Disease Journal. 18(5):451-5, 1999 May. 99279959
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