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Mexico, and Chairperson, IHS Disease Management Panel

Background

Health care organizations are continuously striving to
improve the quality of health care delivery while seeking ways
to maximize the use of cost effective therapy. The Indian
Health Service (IHS) is no exception. During the past year,
groups of senior IHS and tribal health care professionals have
worked to develop two Disease Management Guidelines: (1)
Diabetes Mdllitus, type 2, based upon the Staged Diabetes
Management™ Program from the International Diabetes
Center, and (2) Hypertension. These protocols are intended to
be the foundation of a series of disease management
guidelines that eventually will be made available as therapeu-
tic references for al health care professionals working for
IHS, tribal, or urban programs.

Why Disease Management?

Disease management makes sense. The goal is to address
a patient’s illness or condition with maximum effectiveness
and cost efficiency by developing a systematic approach to the
problem. In simpletermsit is attacking the disease with a plan
that has some basic consistencies across a service entity or
health care organization. The foundation of disease
management is a set of guidelines that offers a consensus
approach to a particular illness, based on the best available
medical evidence. Clinical practice guidelines serve to
decrease physician practice variation, assist health profession-
alsin staying abreast of new clinical information, help control
health care costs, and promote better health care outcomes.
The current medical literature cites many examples of

successful strategies for a number of disease processes.®

Disease management should not be a rigid or mandatory
one-way-fits-all approach. It must be flexible enough to offer
aseries of choicesthat practicing health care professionals can
adapt to fit individual patient needs. Within the core of the
process, however, is the concept of providing a unified
message and restricting ineffective or cost inefficient care.
Many activities supported by the IHS Diabetes Program,
including Staged Diabetes Management;” are functional
examples of disease management within our own health care
organization.**

Protocol Development

To initiate the process, an advisory panel of physicians
was brought together at the request of the IHS Managed Care
Committee. It was elected to establish a Guidelines
Development Panel (GDP), consisting primarily of clinical
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pharmacists as well as two physicians to develop draft disease
management protocol s with recommendations for specific drug
therapy. Information and data from the Department of Veterans
Affairs, the Pharmaco-economics Center, the International
Diabetes Center, the medical literature, and the IHS was used
to develop draft documents.

The draft documents were then provided to the Disease
Management Panel (DMP), which consisted primarily of
senior-level “front-line” Indian health physicians, but also
included a physician assistant and a pharmacist (who also
served on the GDP). The DMP reviewed and revised the two
documents. The guidelines were next distributed to field
providers for further input. A number of helpful comments and
suggestions were received, and the documents were further
revised accordingly. This process was used to alow for
maximum input from field personnel.

Diabetes and Hypertension

Diabetes mellitus type 2 (DM) and hypertension (HTN)
were chosen as the first two management protocols because of
the high prevalence of these diseases in the population we serve.
Although other disease entities might involve medications and
treatments with larger budgetary consequences, the effective
management of DM and HTN can impact greatly on patient care
outcomes. For the most part, Indian health professionals are
experienced in caring for patients with DM and HTN. However,
variations in recommendations for the trestment of DM and the
great array of available HTN medications make these two
disease processes ideal targets for disease management
guidelines. These guidelines are intended to serve as a valuable
reference point for all levels of health professionals.

It is fully understood and appreciated that the IHS
Diabetes Program and the International Diabetes Center have
been collaborating for some time to establish the “Staged
Diabetes Management Decision Paths’ approach to DM care at
local sites throughout the IHS. It is not the intention of the
DMP to supersede or replace these effortsif they are already in
place at a particular facility. However, since effective DM
management is so important, it was the Committee’s belief that
complementary DM guidelines from the DMP would provide
an additional source of guidance for service units, particularly
those not currently involved in Staged Diabetes M anagement.”

Disease Management — Key Success Factors

Disease management is total patient care, not just the
regular referencing of guidelines. The health care professional
must have an appreciation for the course of the disease, and
target patients who will likely benefit from intervention (in the
caseof DM and HTN, thiswould include pretty much everyone).
There must be a continued focus on primary and secondary
prevention, as well as resolution of complications as they arise.
Finally, one must strive for increased patient adherence through
education and the provision of continuity of care. Disease
management guidelines alone do not address all these issues, but
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they do provide the foundation for a unified, step-wise approach
to the treatment of a particular disease entity.

Barriers to Acceptance

Clearly there are several barriers to initiating a program
like this across such a diverse setting as Indian health (IHS,
tribal and urban programs). There must be a buy-in process for
the health care professionals involved. The guidelines must be
user friendly so they don’t just end up on a shelf collecting
dust. They must be flexible enough to conform to the local
setting. There must be an opportunity for feedback, and the
guidelines must remain up-to-date, providing the most current
evidence-based therapeutic options.

With these issues in mind, practicing health care profes-
sionals were tapped at each stage of the development. Every
attempt was made to keep the guidelines clear and concise. We
heard very clearly from the field that the guidelines would not
be endorsed unless they could be adapted to local needs. The
guideline summary and several algorithms point out areas
where local norms can be adapted or local guidelines for
specific medications can be added. The guidelines also provide
a contact for feedback and comment. Finally, every attempt
will be made to review the guidelines on an annual basis and
update those sections that require changes based on new
medical evidence.

Evaluation

A monitoring and evaluation process will be necessary to
determine what impact the use of guidelines has on
management choices and patient outcomes. A series of service
units will be participating in a structured evaluation process.
Individuals from these service units are being asked to help
determine monitoring elements that will most likely reflect
how the guidelines have or have not affected prescribing habits
and patient outcomes. The primary principle of the exercise
will be to utilize readily accessible data, preferably that which
is currently available on the RPMS system. Once tested and
refined, these elements can be made available to any interested
service unit.

Availability

The guidelines are intended for use at all IHS service units,
tribal programs, and urban clinics. Copies may be obtained
through your respective Area Office Chief Medical Officer.
Copies of the guidelines may also be found on the IHS Intranet
at http://home.hqw.ihs.gov/pharmacy/clinical/draft.htm.

When your service unit decides to begin using the
guidelines, it isrecommended that the medical staff go over the
protocols in an organized fashion to ensure that the algorithms
are understood and everyone has an opportunity to become
familiar with them. This would also be the best time to make
any necessary loca adaptations, as well as determine the
specific mechanics of implementation. It is realized that mid-
level providers may refer to the guidelinesto a different degree



than physicians, but their use should be encouraged for all
health care staff managing diabetic and hypertensive patients.

In reality, we cannot hide from the economics of medical
practice. At the same time, we want to furnish our patients with
care management that will afford the best possible outcomes.
Disease management guidelines are not something to be
feared, rather they are meant to serve as one more tool to help
the health professional achieve these goals. o
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Editor’s Note:

In the September 1997 issue of The IHS Primary Care Provider (Molume 22, Number 9, pages 137-139), we published an article
by Boyce et al entitled “ The Accreditation Association for Ambulatory Care: An Option for Ambulatory Health Centers” That
article described an alternative to Joint Commission on Accreditation of Healthcare Organizations (JCAHO) accreditation for
ambulatory health care facilities. The article that follows here, submitted by the Executive Director of the JCAHO's Ambulatory
Care Program, describes the JCAHO' s perspective on the accreditation process.

The Joint Commission on Accreditation

of Healthcare Organizations:
A Comprehensive Review Process

Nancee Bender, MSN, RN, Executive Director, Ambulatory
Care Program, The Joint Commission on Accreditation of
Healthcare Organizations, Oakbrook Terrace, Illinois

Since 1982, the Joint Commission on Accreditation of
Healthcare Organizations has been surveying Indian Health
Service (IHS) facilities. During this time, the growth and mod-
ernization of these hospitals and clinics has been tremendous.
The Joint Commission and the IHS facilities have enjoyed a
good and mutually respectful relationship over the years
working as a team to improve health care services.

The Joint Commission was instrumental early in the rela-
tionship in making recommendations to the IHS to improve the
quality of care they offered. Using those recommendations, the
IHS was able to turn to their funding sources with solid sug-

gestions for improvements that are now evident throughout
IHS facilities. Clinics and hospitals of the IHS have been
modernized, and populations served by those facilities now
have better access to quality patient care due, in part, to the
teamwork between the IHS and the Joint Commission.

The Accreditation Process

As IHS facilities have changed over the years, so has the
Joint Commission. The Joint Commission survey process has
evolved into one that is more consultative and educationally
oriented. As athorough and independent evaluation, the current
focus of the accreditation survey is to assist organizations in
improving their processes with the objective of improving
patient care.

Health care organizations voluntarily seek Joint
Commission accreditation. Created in 1951, the Joint
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Commission is a not-for-profit organization that accredits more
than 18,000 health care organizations nationwide. In addition
to ambulatory care organizations and hospitals, such as those
found in the IHS, the Joint Commission also accredits home
health care organizations, long term care facilities, behavioral
health care entities, and laboratories. The Joint Commission
also accredits health plans, integrated delivery networks, and
other managed care organizations.

In amanner of speaking, preparing for a survey and going
through the accreditation process can be compared to working
with a physical trainer. A good trainer knows how to draw the
best results from his or her client. He is educated about
techniques that will facilitate improvement. The one who hires
the trainer knows that the process of training is difficult, tough,
and demanding. But he also knows that the trainer will assist
him in working up to his potential and bringing out the best in
him. Organizations often choose to work with the Joint
Commission for precisely these reasons. the Joint Commission
accreditation process is rigorous, and the implementation of
state-of-the-art standards assists organizations in improving the
quality of care they provide to their patients.

Joint Commission accreditation recognizes an organiza-
tion's performance in complying with national standards. The
standards are intended to help organizations achieve the
highest level of performance possible, reduce patient risk for
undesirable outcomes, and create an environment for
continuous improvement. By going through the Joint
Commission’s accreditation process, the IHS has demonstrated
its commitment to implementing these objectives.

In addition to assisting organizations in improving the
quality of care they offer, health care organizations seek Joint
Commission accreditation for a variety of other reasons,
including the fact that it enhances community confidence,
enhances medical staff recruitment, expedites third-party
payment, often fulfills state licensure requirements, may
favorably influence liability insurance premiums, and may be
used to meet certain Medicare certification requirements.

The Joint Commission’s accreditation process is about
responsibility and accountability, focusing on performance, not
paperwork. Paperwork is simply a tool of accountability. The
process for becoming accredited encompasses standards
setting, evaluation, and education activities. A unique charac-
teristic of Joint Commission accreditation is the breadth and
diversity of services provided under an umbrella that is
national in scope and recognition. Joint Commission standards
represent a national consensus on quality patient care that
reflects changing health care practices and health care delivery
trends. Accreditation engages an organization’s governing
board, professional staff, and administration in a cooperative
effort to continuously improve patient care quality.

The Standards
Joint Commission standards are patient-centered and per-
formance-focused, concentrating on the functions and aspects
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of patient care that are essential to quality care and a safe envi-
ronment. In terms of performance, the standards state explicit
objectives and then offer principles on how to achieve them.
They set forth performance expectations for activities that
affect the quality of patient care. Standards concentrate on
what the organization is doing and the integration of their
functions, not on documentation. If an organization does the
right things and does them well, thereisa strong likelihood that
patients will experience good outcomes.

Standards, which are designed to be reasonable,
achievable, and surveyable, are organized around functions
common to al health care organizations. State-of-the-art
ambulatory care standards are regularly updated and refined
with input from the ambulatory health care field and with
guidance from the Ambulatory Care Professional and
Technical Advisory Committee, a group of experts represent-
ing a wide range of relevant professional organizations,
including the IHS, the American College of Surgeons, the
American Medical Group Association, the American Nurses
Association, and the Society for Ambulatory Anesthesiology.

In addition to state-of-the-art timeliness, Joint
Commission standards also represent good business practices.
The activities addressed in Joint Commission standards are
precisely the kind of activities that a health care organization
would want to do on its own as a matter of sound business
practice and future survival in today’s rapidly evolving hedth
care marketplace.

The Next Evolution in Accreditation

As part of the development of its standards, the Joint
Commission has introduced “ORY X: The Next Evolution in
Accreditation.” The purpose of the ORY X initiative is to ensure
a more thorough and comprehensive accreditation process, one
which not only evaluates a health care organization’s methods of
doing theright things but the outcomes of these methods as well.
The ORYX initiative will serve as the critical link between
standards and the outcomes of patient care. It will allow the Joint
Commission to review data trends and work with health care
organizations to use the data to improve patient care. Currently,
ORYX requirements apply to hospitals and organizations
providing long term care, home care, and behavioral health care
services. Ambulatory care organizations will be folded into the
ORY X initiative in the future. A parallel, but different, group of
requirements isin place for integrated delivery networks, health
plans, and provider-sponsored organizations.

The Manual

In order to help health care facilities comeinto compliance
with standards, the Joint Commission works hard with organi-
zations. The Comprehensive Accreditation Manual for
Ambulatory Care (CAMAC) is the tool that ambulatory care
organizations use to put Joint Commission standards into
practice. The manua is filled with examples of implementa-
tion; organizations use the manual as a self-assessment guide.



If an ambulatory care professional doesn’t understand how to
put the standards into practice, he or she can consult the
manual for the intent of the standards, and also find examples
for implementation.

If organizations still need further assistance, the Joint
Commission’s Department of Standards is only a phone call
away. The Department of Standards is staffed with a team of
experts such as physicians, nurses, architects, and engineers —
who stand ready to answer questions about standards and imple-
mentation. In addition, the Joint Commission offers education
programs, for afee, to help health care professionalslearn more
about Joint Commission standards. Classes throughout the
United States are taught by surveyors and other experts.

The Surveyors

Organizations focus agood deal of time, talent, and energy
on implementing standards in preparation for undergoing a
Joint Commission survey. The survey team may spend several
days at the health care organization observing activities, inter-
viewing patients and staff, and reviewing documents. To
perform surveys, the Joint Commission employs more than 500
highly qualified surveyors who are physicians, nurses, health
care administrators, medical technologists, psychologists, res-
piratory therapists, pharmacists, durable medical equipment
providers, and social workers. They are practicing profession-
als who are familiar with the survey process, having experi-
enced it themselves. To ensure current knowledge of the mar-
ketplace, every Joint Commission surveyor is required to work
a minimum of 36 survey and education days annually.
Surveyors bring with them knowledge accumulated over time
from many health care organizations, and that knowledge in
turn isimparted to surveyed organizations.

When the American College of Surgeons (ACS), one of
the founders of the Joint Commission, performed surveys
during the first half of this century, it used volunteer surveyors.
However, the ACS determined that using volunteers was
impractical. Use of a volunteer staff made it hard to develop
uniformity within the survey process. It also madeit difficult to
create a sense of accountability beyond the spirit of volun-
teerism. In addition, the use of volunteers created obstacles to
educating the surveyors. It was determined that a paid staff
would be more effective. So, inthe early 1950s, the ACS joined
forces with the American Hospital Association, the American
Medical Association, and the Canadian Medical Association,
and created the Joint Commission.

Since then, the Joint Commission has demonstrated sig-
nificant commitment and investment in the recruitment,
training, coaching, and management of its team of surveyors.
This commitment and investment enables the Joint
Commission to create a strong, flexible team and maximize
resources based on customer demand. Surveyors are continu-
oudly profiled in Joint Commission databases in order to
monitor and improve consistency of performance and appro-

priately align surveyors to the surveyed organizations. In
addition to performing the survey, the surveyors offer health
care organizations counsel on how to enhance performance.
The surveyors routinely provide consultation and education to
staff members as an integral part of the survey.

After going through the accreditation process and a
successful survey, an organization is awarded accreditation by
the Joint Commission. It is important to note that — with the
exception of laboratories — accreditation for organizations
surveyed under all Joint Commission accreditation programsis
effective for three years from the date of the survey. Laboratory
accreditation is effective for two years.

The Performance Reports

After an organization is accredited, the Joint Commission
makes detailed information about the performance of
individual health care organizations available to the public
through organization-specific performance reports. The Joint
Commission is committed to public accountability, which is
displayed in every aspect of the Joint Commission’s
operations. This accountability is fundamental to the priority
accorded to protecting and improving health care quality. The
performance reports are designed to assist individuals in
making decisions about their health care provider. These
reports have also had the desired ancillary benefit of spurring
quality improvement initiatives throughout the industry.
Performance reports are available by calling the Joint
Commission at (630) 792-5800 or by visiting the Joint
Commission’s Website at www.jcaho.org.

Conclusion

The Joint Commission accreditation process will continue
to evolve and to grow. New standards will be developed in
order to keep pace with the rapid changes in health care; new
initiatives will be developed to enhance the delivery of health
care services. These developments will be in keeping with the
Joint Commission’s mission: to improve the quality of care
provided to the public through the provision of headlth care
accreditation and related services that support performance
improvement in health care organizations.

The Joint Commission is proud of its work with the IHS
and is pleased to have been a partner in the development of the
quality health care services offered at IHS facilities.
Accreditation by the Joint Commission is recognized
nationwide as a symbol of quality, and by going through the
Joint Commission accreditation process, the IHS has demon-
strated its commitment to providing quality health care to the
patients it serves.

For additional information about the Joint Commission’s
Ambulatory Care Program, please call (630) 792-5000. [
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Factors Influencing Physician Selection of
Rural or Nonrural Practice Sites in the
Indian Health Service

Margaret L. Bolte, MPH, formerly Environmental Health
Specialist, Portland Area Office, Yakama Field Office,
Toppenish, Washington; now Safety/Infection Control Officer,
Navajo Area Office, Crownpoint Healthcare Facility,
Crownpoint, New Mexico

Introduction

Recruitment and retention of physiciansis a critical issue
for the Indian Health Service (IHS). According to IHS
Headquarters, there is a perennial shortage and excessive
turnover of IHS doctors. In the last three years, there has been
a 16% vacancy rate for physicians in the Agency. As one
measure to address these issues, the IHS has established the
Health Professions Support Team (HPST) that seeks to
coordinate and support the recruitment activities of the Areas,
service units, and tribal and urban Indian health programs. It
may be useful to examine the relationships in physician recruit-
ment and retention in the rural and nonrural practice sites
within the IHS.

The IHS clinica staff consists of approximately 800
physicians, 390 dentists, 100 physician assistants, 590 pharma-
cists, and 2,500 nurses, among others. The Agency aso
employs allied health professionals such as nutritionists, health
administrators, engineers, and medical records administrators.
There is approximately a 10% vacancy rate overall for health
professionals positions in the IHS. The 16 % vacancy rate for
physiciansincludes the primary care disciplines, such asfamily
practitioners, obstetrician/gynecologists, internists, and pedia-
tricians, as well as other specialists.

A project was implemented to examine the influence of
personal, demographic, economic, professional, and
hospital/clinic factors on physicians’ decisions to select
nonrural or rural sites within IHS. The IHS provides health
care services to about 1.4 million American Indians and Alaska
Natives through a comprehensive health delivery system. The
IHS system maintains 37 hospitals, 64 health centers, 50 health
stations, and five school health centers throughout the country.
Services are provided directly and also through contracted and
managed care plans. Health services also include those
purchased from more than two thousand private providers.

Approximately 200 physicians are recruited every year into
full-time positions in the IHS. About 40 % (80) of these are in
the IHS Loan Repayment Program (LRP). Another 5-10 of the
physicians recruited come through the National Health Services
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Corps (NHSC) Scholarship Program. There are also approxi-
mately 15 physicians recruited annually as IHS scholarship
recipients. These programs pay an individual’s medical school
bills in return for a pledge to spend time in medically under-
served areas. As one can see, approximately half of the
physicians recruited each year are volunteers with no
obligation. The American Medical Association’s Project USA,
a source of some 300 temporary or locum tenens physician
placements annually, is supported by the IHS through a
contract.

Thereisaneed to determine factorsrelated to, or predictive
of, physician turnover in the IHS. The study described herein
was designed to find out what factors determine whether
physicians stay or leave practice siteswithin IHS. Theinforma-
tion collected from this study could then be used to design
recruitment programs and focus on resolving the problem of
excessive physician vacanciesin the IHS.

Five categories of factors were identified for analysis in
this study. These categories were as follows: personal, demo-
graphic, economic, professional, and hospital/clinic. The
factors were derived from a review of the literature and from
conventionally held wisdom in the Agency.

Methods

A self-administered questionnaire was sent to 50 % of the
800 federally employed physicians in the IHS. A random
sampling strategy was used to try to avoid bias and to obtain a
representative sample. The sampling was judged to be a valid
representation of the twelve IHS Areas. The survey instrument
contained 55 questions relating to the five categories
mentioned above. The last three questions were open-ended,
inviting written responses; these questions dealt with the
intention to stay or leave the IHS within the next twelve
months.

Descriptive analysis, Chi-square analysis, and stepwise
discriminant analysis were used to test the relationships
between the five categories of factors (the independent
variables) and selection of rural or nonrural practice (the
dependent variable).

Results
The initial and only mailing of 433 questionnaires was
sent on February 6, 1997. By April 4 (the cutoff date for
responses), 283 completed surveys had been received (a 65%
response rate). There was no follow-up mailing conducted.
Descriptive data collected from the survey revealed that



the magjority of respondents were male physicians (70%), and
the majority of the respondents were married (86%). Most
physicians (67%) were practicing in a rural location, which
was defined as a community population of 24,999 or less.
Approximately 58% of physicians had at least one child at
home (no difference for rural versus nonrural practice
locations). Spouses’ employment opportunities were
considered very important for 54% of thosein all practice sites;
while alarger percentage considered spouses’ acceptancein the
community as very important (61%).

Demographic factors indicated that a vast magjority of
physicians consider geographic area as important (97%). The
quality of schoolsin an areawas judged to be important to over
half of all physicians responding to this survey (56%) for both
rural (52%), and nonrural (59%) physicians. A great majority
of IHS physicians considered access to cultural and recreation-
al activities very important (93%), with no differences between
rural and nonrural physicians.

Results from the survey revealed that 83% of all
physicians consider income guarantee and income increases
important. Retirement plans and benefits were important to
81% of physicians. These economic factors suggest the
importance of offering competitive salaries and benefits to
recruit physicians to any IHS site.

Approximately 96% of the respondents indicated that pro-
fessional growth was important. Access to other specialities
and consultation was considered an important factor by 91% of
the respondents; this included 97% of rura physicians and
89% of nonrural physicians.

Hospital/Clinic factors that physicians identified as
important were also revealing. Approximately 90% of
physicians in this study considered facility equipment and
current technology as important factors. The medical facility
reputation and image were also considered important among
87% of respondents.

A statistically significant plurality of physicians who were
married were found to be in rura practice locations. The
majority of physicians selecting rural practice locations did not
have prior rura practice experience. Geographic area was a
significant factor for physicians choosing nonrura locations.
The data did not revea any dtatistical significance of a
physician’s community background, that is, the size of the
community that the physician calls home. This may be due to
a long period of time that may have elapsed between a
physician's home community experience/background and the
community in which the physician now resides and works.

Anaysis of responses received to a question about the
intent of physiciansto stay or leave IHS within the next twelve
months was conducted. The majority of the respondents
planned on staying in the IHS for the next twelve months: 79%
indicated that they intended to stay and 21% stated they
planned to leave.

Discussion
It was interesting to note that the data suggest that educa-
tional loan payback (or state “forgiveness’ programs, where

they exist) were not major factors influencing physicians
selection of rural or nonrural practice locations. The Loan
Repayment Program is one tool in an array of incentives used
in recruitment efforts by IHS. Factorsthat do seem to influence
physiciansto select rural settingsinclude being married and the
quality of schools and cultural/recreational opportunities. The
availability of consultations was considered more important for
rural than nonrural physicians. Staff qualifications were also
considered more important for rural physicians.

Factors that influence physicians to select nonrural
settings include spouse employment/acceptance and prior
experience/origins in nonrural settings. The study showed that
geographic areais moreimportant to the nonrural than the rural
physician. Professional growth/education was also considered
more important for the nonrural physicians.

Conclusions

Physiciansin the Indian Health Service come from a broad
variety of backgrounds and are recruited though many different
mechanisms. Recruitment and retention are increasingly
becoming the total responsibility of the service units. By
examining their own needs, each facility can tailor their recruit-
ment efforts to the service unit and the population it serves.

It should be acknowledged that IHS rural practice locations
offer mainly positions that attract primary care specidties.
Since staff qualifications were found to be significant in
recruiting and retaining physicians, consideration should be
given to continuing to focus on staff qualifications. Additional
efforts may be warranted to examine successful recruitment
strategies to find out the most efficient sources and processes to
attract and keep physicians and other health care professionals.

The health care industry is changing in all environments,
including in the IHS. More tribes are opting to manage health
care for their communities, resulting in the transfer of approx-
imately one-third of the Agency’s resources directly to tribes
thus far as they assume this responsibility for their own health
programs. This includes the recruitment and retention of
physicians by the tribes instead of the IHS. Future studies need
to examine the changes brought on by tribal assumption of
health care and its impact in recruitment and retention of
physicians.

Results from this study should be used as a tool to
structure policy to recruit and retain IHS physicians who are
committed to provide heath care to American Indians and
Alaska Natives. In determining qualifications of physicians,
the credentialing process will remain very important. Staff
qualifications and physicians’ satisfaction are critical factorsto
consider in implementing programs and incentives to recruit
and retain the rural and nonrural IHS physician.
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FOCUS ON ELDERS I

Focus on Elders: A New Regular
Section Devoted to Elder Care

Robin Miller, RN, CS Clinical Nurse Specialist and Saff
Educator; and Bruce Finke, MD, Staff Physician, both at the
Zuni-Ramah Service Unit, Zuni, New Mexico

In the May 1998 issue of The Provider, we introduced the new
coordinators and location of the Indian Hedlth Service Elder Care
Initiative. We described the goas and gpproach of the program, and
outlined the current priorities. Thisissue of The Provider introducesa
regular section on Elder Care thet we will call “Focus on Elders”

As currently envisioned, the Focus on Elders section will
have two components. One element will be a concise
discussion of an issue of importance in Elder Care. This might

be a clinical topic or the description of an interesting and
innovative program. We will be asking you, the readers, for
your help in providing useful and informative articles for this
section. The second element will be a listing of information
about resources. This will include websites of interest,
grant/funding opportunities, meetings and training opportuni-
ties of interest, and programs and contact persons.

Our hope is that these pages will further focus our
attention on our Elders and help us in our efforts to provide
them with the best possible care.

Also below isan invitation to you to join in this effort. We
need to know who you are, what your interests are, what you
are doing at your site, and how to reach you. With this infor-
mation we can begin to tailor our services to your needs.
Please take a moment to fax or mail this back to us at the Elder
Care Initiative, PO. Box 467, Zuni, NM 87327; fax: (505)
782-5723. 0

Name:

What Are You Up To?
Elder Care Initiative Questionnaire

Address:

Site:

IHS O Tribal O Urban O

Telephone: Fax:

E-mail address:

Specific interest area or topic:

Interesting program(s) | know aboui:

Meetings of interest that | know about:

Websites | have found helpful:

| would be interested in connecting with others in a special interest group on the following topics:

| don't have any answers, I'm just interested in elder care issues: [
Fax or mail to:

Elder Care Initiative
P.O. Box 467
Zuni, NM 87327
Fax: (505) 782-5723
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INDIAN AGING RESOURCES OF INTEREST O

Indian Aging Conferences:

Voices of Native America: Indian Elders Speak, A
National Conference on Indian Aging
August 22 - 25, 1998 Bismarck, North Dakota

This annual convention of the National Indian Council on
Aging, the only aging advocacy organization dedicated specif-
icaly to AI/AN elders concerns and needs, is a wonderful
opportunity for providers of care to Indian elders to meet,
interact with, and learn from this important constituency. Call
NICOA at (505) 292-2001 for more information about the
convention. If IHS providers plan to attend and are interested,
there is a possibility that the Elder Care Initiative could set up
a special interest group meeting. Please contact the Elder
Health Care Initiative, PO. Box 467, Zuni, NM 87327; fax:
(505) 782-5723; phone (505) 782-4431 if you would be
interested in participating.

Breast Cancer Prevention and Awareness Conference
August 24-25, 1998 Bismarck, North Dakota

Held in conjuction with the NICOA conference described
above, this activity is sponsored by the National Resource
Center on Native American Aging. Please call (800) 896-7628
for more information, or check the NRCNAA website (see
Websites below for information about this resource).

Essentials of Elder Care and Exploring Cultures and
Indian Aging in the Southwest
September 17-19, 1998 Albuquerque, NM

The New Mexico Geriatric Education Center isone of only
a handful of academic geriatric education centers with a focus
on minority aging, and one of two GECs specifically focusing
on Native American elders and their health care needs.
Essentials of Elder Care, to be held September 18-19, is the
University of New Mexico's annua continuing education
conference on various topics of interest to providers of services
and health care to elders of al races. Exploring Cultures and
Indian Aging in the Southwest, a preconference workshop to be
held September 17, focuses on cultural competency and health

care, particularly as related to such topics as end-of-life per-
spectives in some New Mexico tribes. It will feature a Navajo
storyteller and a panel of elders from several local pueblos, as
well as faculty from GECs across the country. Please contact
either the Elder Health Care Initiative, PO. Box 467, Zuni, NM
87327; fax: (505) 782-5723; phone (505) 782-4431, or the New
Mexico GEC for more information. The GEC Manager is Jane
Ketchin; she can be reached at (505) 277-0911.

Quality of Care at the End of Life: the Tenth Annual
Arizona Geriatrics Society Conference
November 13-14, 1998 Tempe, Arizona

This conference is targeted toward health care providersin
all disciplines who are interested in geriatrics and end-of-life
issues. Whileit isnot Indian-specificinitsfocus, it will address
many issues, such as pain control and family- and community-
centered care, which are relevant in all of our communities. For
more information, contact the Arizona Geriatrics Society,
13101 N. 103rd Ave., Room 311, Sun City, AZ, 85351; phone
(602) 974-4212.

Indian Aging Websites:

The National Resource Center on Native American Aging
(NRCNAA) at the University of North Dakota
http://www.und.nodak.edu/dept/nrcnaa

This site, which only started this spring, is a source for
information about or related to the NRCNAA's work. The
NRCNAA is a project funded by a grant from the Admin-
istration on Aging. The website is visually appealing and easy
to use (the links are clear and they work!). It offers awealth of
downloadable information in fact-sheet style and one page
reports on issues of concern, such as the status of housing
options for Indian elders. For those who want more informa
tion, the availability of the detailed research results upon which
the fact sheets are based is clearly indicated. The site offers
links to others sites of interest regarding AI/AN issues or
general aging issues, such as HCFA and the Administration on
Aging.

el el
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POSITION VACANCIES O

Editor’s note: As a service to our readers, The Provider
will now publish, on a space available basis, 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. At this time we
do not plan to run ads for “positions wanted” The Indian
Health Service assumes no responsibility for the accuracy of
the information in such announcements.

Physicians
Sisseton, South Dakota

The Sisseton Service Unit has immediate openings for a
pediatrician, and for a family practice physician to practice the
full scope of family medicine, including pediatrics and
obstetrics. Competetive salary and career benefits as a federal
employee are offered. The Sisseton facility is JCAHO
accredited, with a proven managed care program, and isan IHS
loan repayment site. For more information, contact Audrey
German at (800) 553-2145; email: agerman@trics.com; you
may mail your curriculum vitae to Sisseton IHS, PO Box 189,
Sisseton, SD 57262.

Dentist
Ponca City, Oklahoma

The White Eagle Indian Health Center has an opening for
a dentist to serve as the Chief of the five chair dental clinic in
this ambulatory care satellite facility of the Pawnee Service
Unit. The incumbent will provide basic and preventive dental
care to eligible Native Americans, and will administer the
dental program and supervise dental assistants. Contact Dr.
Catherine Phillips at Route 2, Box 1, Pawnee, OK 74058;
phone 918-762-2517, extension 244.

Physician
Klawock, Alaska

Position available immediately on the west coast of Prince
Edward Island in the Tongass National Forest. Adventurous
practice opportunity working in a beautiful, well-run clinic
with two experienced physician assistants, serving 1500 Alaska
Natives. This is a fantastic rural medicine experience. Salary
depends on experience; closing date: open until filled. Contact
Cindy Gamble at 907-755-4800.
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Clinic Charge Nurse
Reno Sparks Indian Colony Clinic, Reno, Nevada

Position immediately available for registered nurse with
clinical experience. The Charge Nurse performs professional
nursing services within the scope of their license and training,
which will assist individuals to maintain or increase their level
of health by assessing the needs of the patient. Should have
current license to practice as a registered nurse in the State of
Nevada or ability to obtain same; two years experience in a
clinical setting; demonstrated ability to plan, organize, and
carry out nursing activities in a clinical setting. The clinic is
located in the heart of the Reno/Sparks urban area, offering an
extensive variety of socia and recreational opportunities, a
nationally recognized university, affordable housing, great
views and weather, no state income tax, 30 minutes to Lake
Tahoe, five minutes to great hiking and biking trails, and an all-
weather airport that can get you anywhere in the country. RSIC
offers a liberal benefits plan with 401(k). Salary: $15.19 -
$22.66 per hour, DOE. All qualified individuals interested in
receiving an application packet please call Michael Troiano at
(702) 329-2936; Fax request to (702) 329-8710 or you can e
mail your request to MTBenetrax@att.net.com.

Health and Human Services Clinic Director
Reno Sparks Indian Colony Clinic, Reno, Nevada
Reno-Sparks Indian Colony is seeking a qualified
individual to manage our community health clinic. The
individual will possess skills of positive health outcome devel-
opment, payor relations and management, inclusive of Medicare
and independent third-party providers, and, most important,
community outreach. Experience with Native Americans is
preferred. Demonstrated ability to successfully develop and lead
afull-serviceclinic staff of Physicians, Dentists, an Optometrist,
Community Health Professionals, and related support
personndl. Our clinic is located in the heart of the Reno/Sparks
urban area offering an extensive variety of socia and recre-
ational opportunities, a nationally recognized university,
affordable housing, great views and weather, no state income
tax, 30 minutes to Lake Tahoe, five minutes to great hiking and
biking trails, and an all-weather airport that can get you
anywherein the country. RSIC offersaliberal benefits plan with
401(k); salary: DOE. All qualified individuas interested in
receiving an application packet, please call Michael Troiano at
(702) 329-2936, Fax request to (702) 329-8710 or you can e
mail your request to MTBenetrax@att.net.com.



MEETINGS OF INTEREST O

Diabetes Conference
September 21-23 Anchorage, Alaska

The Alaska Area Diabetes Program is holding its annual
Diabetes Conference September 21-23, 1998 at the Alaska
Native Medical Center. The conference will focus on the
pathophysiology of Type 2 diabetes, organizing a diabetes
clinic, uses of the RPMS, new medications, and a full day

workshop on wound management and foot care. There is no
conference fee, but advance registration is requested so that
adequate materials for hands-on training are available. For
more information, contact Joan Hastie, Diabetes Program
Secretary, at (907) 729-1125, or Jane Kelly, MD, Alaska Area
Diabetes Consultant, at (907) 729-1126.

NCME VIDEOTAPES AVAILABLE O

Health care professionals employed by Indian health
programs may borrow videotapes produced by the Network for
Continuing Medical Education (NCME) by contacting the IHS
Clinical Support Center, 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 #735

Depression in Primary Care: Optimizing Outcomes
(60 minutes) Depression is one of the most prevalent diseases
seen in primary care practice — but only about half of these
cases are recognized. Furthermore, even when the diagnosis of
depression is made, only about 10% of patients receive
adequate therapy. Nevertheless, the evidence shows that most
episodes of major depression can be treated successfully by

primary care physicians. In Part |1 of this two-part program a
psychiatrist and a primary care physician discuss practical
strategies for the effective treatment of depression — evenin a
typical time-and-cost-pressured primary care environment.

NCME #736

Guidelines for Office Sedation and Analgesia (60
minutes) As the tools and techniques for surgery become
smaller and less invasive, the possibilities increase for
performing prcedures under local anesthesia and sedation in
settings other than a fully-equipped operating room. This
approach avoids hospitalization and the risks associated with
more invasive surgery and general anesthesia. For patients, it
means greater comfort and convenience, less anxiety, better
tolerance of the procedure and faster recovery. Physicians
enjoy easier scheduling, better patient flow, less paperwork,
and less travel. Moreover, everyone benefits from reduce costs.
In this video, Dr. Warfield explores the techniques and safety
issues associated with office sedation and analgesia. [
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NATIVE AMERICAN MEDICAL LITERATURE O

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 lacksalibrary 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.

Barbosa L, Butte NF, Villalpando S, Wong WW, Smith EO.
Maternal energy balance and lactation performance of Meso
American Indians as a function of body mass index. American
Journal of Clinical Nutrition. 66(3):57583, 1997 Sep.
97424254

Womack RB. Enhancing the success of Native American
nursing students [news]. Nurse Educator. 22(4):14, 31, 43,
1997 JulAug. 97440850

Rearwin DT, Tang JH, Hughes JW. Causes of blindness among
Navgjo Indians: update. Journal of the American Optometric
Association. 68(8):5117, 1997 Aug. 97424938

Nagi DK, McCormack LJ, MohamedAli V, Yudkin JS,
Knowler WC, Grant PJ. Diabetic retinopathy, promoter
(4G/5G) polymorphism of PAILl gene, and PAI1 activity in
Pima Indians with type 2 diabetes. Diabetes Care.
20(8):13049, 1997 Aug. 97394035

Fortuine R. Pipesmoking aong the Yukon (1867). Alaska
Medicine. 39(2):53, 1997 AprJun. 97398726

Nagi DK, Pettitt DJ, Bennett PH, Klein R, Knowler WC.
Diabetic retinopathy assessed by fundus photography in Pima
Indians with impaired glucose tolerance and NIDDM. Diabetic
Medicine. 14(6):44956, 1997 Jun. 97355828

Pettitt DJ, Form MR, Hanson RL, Knowler WC, Bennett PH.
Breastfeeding and incidence of noninsulindependent diabetes
mellitus in Pima Indians [see comments]. Lancet.
350(9072):1668, 1997 Jul 19. 97393748
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Pensyl CD, Harrison RA, Simpson P, Waterbor JW.
Distribution of astigmatism among Sioux Indians in South
Dakota. Journal of the American Optometric Association.
68(7):42531, 1997 Jul. 97391456

Kershner RM. Corneal astigmatism in Native American
children [letter; comment]. Journal of the American
Optometric Association. 68(7):412, 1997 Jul. 97391454

Roberts RE, Roberts CR, Chen YR. Ethnocultural differences
in prevalence of adolescent depression. American Journal of
Community Psychology. 25(1):95110, 1997 Feb. 97375744

Foy CA, Grant PJ. PCRRFLP detection of PAI2 gene variants:
prevalence in ethnic groups and disease relationship in patients
undergoing coronary  angiography. Thrombosis &
Haemostasis. 77(5):9558, 1997 May. 97327817

Grossman DC, Sugarman JR, Fox C, Mor J. Motor vehicle
crash injury risk factors among American Indians. Accident
Analysis & Prevention. 29(3):3139, 1997 May. 97326648

Partin MR, Korn JE, Slater JS. Questionable data and precon-
ceptions: reconsidering the value of mammography for
American Indian women. American Journal of Public Health.
87(7):11002, 1997 Jul. 97384428

Odeleye OE, de Courten M, Pettitt DJ, Ravussin E. Fasting
hyperinsulinemia is a predictor of increased body weight gain
and obesity in Pima Indian children. Diabetes. 48(8):13415,
1997 Aug. 97375343

Campbell ML, Diamant RM, Macpherson BD, Halladay JL.
The contemporary food supply of three northern Manitoba
Cree communities. Canadian Journal of Public Health. Revue
Canadienne de Sante Publique. 88(2):1058, 1997 MarApr.
97314424

Newbold KB. Aboriginal physiciuse in Canada: location, ori-
entation and identity. Health Economics. 6(2):197207, 1997
MarApr. 97302724

Pattillo RA, Hussa RO, Story MT. Characteristics of antigens
from HCG alpha secreting cell line (EICo) derived from human
breast carcinoma in a Native American patient. American
Journal of Obstetrics & Gynecology. 176(6):S24654, 1997
Jun. 97358073

Winkler MP, Ahmad R. Multirooted anomalies in the primary
dentition of Native Americans. Journal of the American Dental
Association. 128(7):100911, 1997 Jul. 97375276



Toporoff EG, French SA, Story M, Himes JH, Snyder MP,
DuBray M, Rock BH, Hunsberger S. Do children eat what they
say? Validity of intended food choices among Native American
school children. Obesity Research. 5(2):8792, 1997 Mar.
97266474

Devereux RB, Rom MJ, Paranicas M, O’ Grady MJ, Wood EA,
Howard BV, Welty TK, Lee ET, Fabsitz RR. Relations of
Doppler stroke volume and its components to left ventricular
stroke volume in normotensive and hypertensive American
Indians: the Strong Heart Study. American Journal of
Hypertension. 10(6):61928, 1997 Jun. 97337813

Harvey-Berino J, Hood V, Rourke J, Terrance T, Dorwaldt A,
Secker-Walker R. Food preferences predict eating behavior of
very young Mohawk children. Journal of the American Dietetic
Association. 97(7):7503, 1997 Jul. 97359635

Nowak MP, Tyndale RF, Sellers EM. CYP2D6 phenotype and
genotype in a Canadian Native Indian population.
Pharmacogenetics. 7(2):1458, 1997 Apr. 97313751

Gerstenberger SL, Tavris DR, Hansen LK, Pratt-Shelley J,
Dellinger JA. Concentrations of blood and hair mercury and
serum PCBs in Qjibwa population that consumes Great Lakes
region fish. Journal of Toxicology Clinical Toxicology.
35(4):37786, 1997. 97348031

Maksymowych WP, Gorodezky C, Olivo A, Alaez C, Wong C,
Burgos-Vargas R, Sanchez-Corona J, Ramos-Remus C, Russell
AS. HLADRB1*08 influences the development of disease in
Mexican Mestizo with spondyloarthropathy. Journal of
Rheumatology. 24(5):9047, 1997 May. 97294195

Harnly M, Seidel S, Rojas P, Fornes R, Flessel P, Smith D,
Kreutzer R, Goldman L. Biologica monitoring for mercury
within a community with soil and fish contamination.
Environmental Health Perspectives. 105(4):4249, 1997 Apr.
97333548

Steinhart JR, Sugarman JR, Connell FA. Gestational diabetesis
a herald of NIDDM in Navajo women. High rate of abnormal
glucose tolerance after GDM. Diabetes Care. 20(6):9437, 1997
Jun. 97309689

Berinstein DM, Stahn RM, Welty TK, Leonardson GR, Herlihy
JJ. The prevalence of diabetic retinopathy and associated risk
factors among Sioux Indians. Diabetes Care. 20(5):7579, 1997
May. 97281630

Huoponen K, Torroni A, Wickm PR, Sellitto D, Gurley DS,
Scozzari R, Wallace DC. Mitochondrial DNA and Y chromo-
somespecific polymorphismsin the Seminole Tribe of Florida.

European Journal of Human Genetics. 5(1):2534, 1997 JanFeb.
97301298

Thompson DB, Ravussin E, Bennett PH, Bogardus C. Structure
and sequence variation at the human leptin receptor gene in
lean and obese Pima Indians. Human Molecular Genetics.
6(5):6759, 1997 May. 97301763

Breault JL, Hoffman MG. A strategy for reducing tuberculosis
among Oglala Sioux Native Americans. American Journal of
Preventive Medicine. 13(3):1828, 1997 MayJun. 97325136

Wall TL, Garcia-Andrade C, Thomasson HR, Carr LG, Ehlers
CL. Alcohol dehydrogenase polymorphisms in Native
Americans. identification of the ADH2*3 alele. Alcohol &
Alcoholism. 32(2):12932, 1997 MarApr. 97259386

Johnson KM, Lando HA, Schmid LS, Solberg LI. The GAINS
project: outcome of smoking cessation strategies in four urban
Native American clinics. Giving American Indians Nosmoking
Strategies. Addictive Behaviors. 22(2):20718, 1997 MarApr.
97267896

Anonymous. Hepatitis A vaccination programs in communities
with high rates of hepatitis A. MMWR Morbidity & Mortality
Weekly Report. 46(26):6003, 1997 Jul 4. 97357374

Studer LH, Reddon JR, Siminoski KG. Serum testosterone in
adult sex offenders. a comparison between Caucasians and
North American Indians. Journal of Clinical Psychology.
53(4):37585, 1997 Jun. 97312952

Fagot-Campagna A, Naray KM, Hanson RL, Imperatore G,
Howard BV, Nelson RG, Pettitt DJ, Knowler WC. Plasma
lipoproteins and incidence of non-insulin-dependent diabetes
mellitus in Pima Indians: protective effect of HDL cholesterol
in women. Atherosclerosis. 128(1):1139, 1997 J3. 97203632

Tataranni PA, Pratley R, Shuldiner A, Ravussin E. Beta 3-
adrenergic receptor gene variant and lipid metabolism in Pima
Indians [letter]. Diabetologia. 40(1):1234, 1997 Jan. 97180554

Hegele RA, Connelly PW, Hanley AJ, Sun F, Harris SB,
Zinman B. Common genomic variants associated with
variation in plasmalipoproteinsin young aboriginal Canadians.
Arteriosclerosis, Thrombosis & Vascular Biology. 17(6):10606,
1997 Jun. 97338194

EchoHawk M. Suicide: the scourge of Native American people.
Suicide & Life Threatening Behavior. 27(1):607, 1997 Spring.
97267047

Anonymous. Toxigenic Corynebacterium diphtheriae —
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Northern Plains Indian Community, August-October 1996.
MMWR Morhidity & Mortality Weekly Report. 46(22):50610,
1997 Jun 6. 97337709

Neumark-Sztainer D, Story M, Resnick MD, Blum RW.
Psychosocia concerns and weight control behaviors among
overweight and nonoverweight Native American adolescents.
Journal of the American Dietetic Association. 97(6):598604,
1997 Jun. 97326498

Morg JN, Berry MR, Graves RL. Effects of commonly used
cooking practices on total mercury concentration in fish and
their impact on exposure assessments. Journal of Exposure
Analysis & Environmental Epidemiology. 7(1):11933, 1997
JanMar. 97231218

Bullock K. More highlights on Native Americans [letter;
comment]. MCN; American Journal of Maternal Child
Nursing. 22(2):72, 104, 1997 MarApr. 97221136

Mapel DW, Coultas DB, James DS, Hunt WC, Stidley CA,
Gilliland FD. Ethnic differences in the prevalence of nonmalig-
nant respiratory disease among uranium miners [see
comments]. American Journal of Public Health. 87(5):8338,
1997 May. 97327957

Costello EJ, Farmer EM, Angold A, Burns BJ, Erkanli A.
Psychiatric disorders among American Indian and white youth
in Appalachia: the Great Smoky Mountains Study. American
Journal of Public Health. 87(5):82732, 1997 May. 97327956

Malville NJ. Enamel hypoplasia in ancestral Pueblo popula
tions from southwestern Colorado: |. Permanent Dentition.
American Journal of Physical Anthropology. 102(3):351367,
1997 Mar. 97253046

Karafet T, Zegura SL, Vuturo-Brady J, Posukh O, Osipova L,
Wiebe V, Romero F, Long JC, Harihara S, Jin F, Dashnyam B,
Gerelsaikh T, Omoto K, Hammer MF. Y chromosome markers
and TransBering Strait dispersals. American Journal of
Physical Anthropology. 102(3):30114, 1997 Mar. 97253042

Young TJ, French LA. Homicide rates among Native American
children: the status integration hypothesis. Adolescence.
32(125):579, 1997 Spring. 97259371

Schraer CD, Adler Al, Mayer AM, Halderson KR, Trimble BA.
Diabetes complications and mortality among Alaska Natives: 8
years of observation. Diabetes Care. 20(3):31421, 1997 Mar.
97203808

Braze L. Sugar group not part of CDA [letter]. Canadian
Family Physician. 43:8456, 1997 May. 97298952
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Lightdale JR, Oken E, Klein WM, Landrig PJ, Welty TK.
Psychosocia barriers to health promotion in American Indian
population. American Indian & Alaska Native Mental Health
Research. 7(3):3449, 1997. 97286113

Andon HB. Patterns of injury mortality among Athabascan
Indians in interior Alaska 19771987. American Indian &
Alaska Native Mental Health Research. 7(3):1133, 1997.
97286112

Engs S. Mary’s prayer. Nursing. 27(3):70, 1997 Mar. 97315607

Bowyer NK. A primary care team approach to the prevention of
ocular complications of diabetes. a program review. Journal of
the American Optometric Association. 68(4):23342, 1997 Apr.
97294986

Anonymous. Gum disease may increase risk of heart disease
[news]. Journal of the American Dental Association.
128(5):554, 1997 May. 97294965

Mourrieras B, Dugoujon JM, Buffat L, Hazout S. Assessment
of genetic diversity in space by superimposition of a distorted
geographic map with a spatial population clustering.
Application to GM haplotypes of Native American Indian
tribes. Annals of Human Genetics. 61 ( Pt 1):3747, 1997 Jan.
97219635

Merriwether DA, Huston S, lyengar S, Hamm R, Norris M,
Shetterly SM, Kamboh MI, Ferrell RE. Mitochondrial versus
nuclear admixture estimates demonstrate a past history of
directional mating. American Journal of Physical
Anthropology. 102(2):1539, 1997 Feb. 97219606

Carter JS, Gilliland SS, Perez GE, Levin S, Broussard BA,
Valdez L, Cunningham-Sabo LD, Davis SM. Native American
Diabetes Project: designing culturally relevant education
materials. Diabetes Educator. 23(2):1334, 139, 1997 MarApr.
97300246

Scozzari R, Cruciani F, Santolamazza P, Sellitto D, Cole DE,
Rubin LA, Labuda D, Marini E, SuccaV, Vona G, Torroni A.
mtDNA andY chromosomespecific polymorphisms in modern
Ojibwa: implications about the origin of their gene pool [letter].
American Journal of Human Genetics. 60(1):2414, 1997 Jan.
97136594

Thompson EA, Neel JV. Allelic disequilibrium and allele
frequency distribution as a function of social and demographic
history. American Journal of Human Genetics. 60(1):197204,
1997 Jan. 97136586

Norm RA, Thompson DB, Foroud T, Garvey WT, Bennett PH,
Bogardus C, Ravussin E. Genomewide search for genes influ-



encing percent body fat in Pima Indians: suggestive linkage at
chromosome 11g21g22. Pima Diabetes Gene Group. American
Journal of Human Genetics. 60(1):16673, 1997 Jan. 97136583

AU Wolford JK, Bogardus C, Prochazka M. TI Polymorphism
in the 3' untranslated region of MTGS8 is associated with
obesity in Pima Indian males. Biochemical & Biophysical
Research Communications. 246(3):624-6, 1998 May 29.
98289581

Eghtesad B, Mahotra D, Hecker WP, Hag M, Gibel LJ,
Wheeler D, Smith AY, Harford AM. Use of tacrolimus as the
primary immunosuppression after renal transplant in Native
Americans and Hispanics. Transplantation Proceedings.
30(4):1232-3, 1998 Jun. 98300129

Auel M. Early Americans[letter]. Science. 280(5370):1674-5,
1998 Jun 12. 98314396

Dolberry J. “Gathering our wisdom: American Indian Nursing
Summit 11", Pulse of the Montana State Nurses Association.
35(1):5, 1998 Jan-Mar. 98235147

Anderson JY, Trinkaus E. Patterns of sexual, bilateral and inter-
populational variation in human femoral neck-shaft angles.
Journal of Anatomy. 192 ( Pt 2):279-85, 1998 Feb. 98305581

Boulanger M. My home community. Canadian Nurse.
94(3):53-4, 1998 Mar. 98296978

Clarke HF, Joseph R, Deschamps M, Hislop TG, Band PR,
Atleo R. Reducing cervical cancer among First Nations
women. Canadian Nurse. 94(3):36-41, 1998 Mar. 98296976

Heit JA, Thorland EC, Ketterling RP, Lind TJ, Daniels TM,
Zapata RE, Ordonez SM, Kasper CK, Sommer SS., Germline
mutations in Peruvian patients with hemophilia B: pattern of
mutation in American Indians is similar to the putative
endogenous germline pattern. Human Mutation. 11(5):372-6,
1998. 98261082

Ber PR, ChHM, Receveur O, MacDonald CR, Kuhnlein HV.
Population exposure to radioactivity from consumption of
caribou among the Dene/Metis of Denendeh (western
Northwest Territories, Canada). Journal of Exposure Analysis
& Environmental Epidemiology. 8(2):145-58, 1998 Apr-Jun.
98238719

Long JC, Knowler WC, Hanson RL, Robin RW, Urbanek M,
Moore E, Bennett PH, Goldm D. Evidence for genetic linkage
to acohol dependence on chromosomes 4 and 11 from
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