The American College of Obstetricians and Gynecologists [ACOG] established a Committee on American Indian Affairs on April 17, 1970 for the purpose of studying and developing expertise in the area of maternal and gynecologic health problems among Native American women.  This move was prompted by Dr. Beryl Blue Spruce, a full-blooded American Indian and a trained obstetrician-gynecologist.  For many years, the College worked closely with the Indian Health Service [IHS] to support the objectives of IHS and ACOG in meeting the health needs of American Indian and Alaska Native women.  Both ACOG and IHS are now expanding the horizons of Indian health programs to include Tribal health programs.PRIVATE 

The first major activity of the committee was to conduct a survey of maternal and perinatal services of selected IHS facilities in 1973-74.  Under the auspices of the Indian Health Service and in conjunction with the American Academy of Pediatrics, the College conducted site visits of six Areas: Alaska, Oklahoma, Aberdeen, Navajo, Phoenix, and Portland.  In each of these Areas three obstetric-gynecologic services of different levels were surveyed.

It is notable that the 1974 report included as a major observation a pervasive sense of hopelessness on the part of both the Native Americans and the Indian Health Service health care providers.  By contrast, more recent site visits and the evaluations of individual obstetrician-gynecologists who have provided short term service at Indian Health Service hospitals increasingly reflect generally good morale, and a real esprit de corps, sometimes in very difficult circumstances.

The College could testify by 1984 that infant mortality had dropped to the lowest level ever within the Native American population.  The major change has been within perinatal mortality rates, which have been brought to essentially the same level as the general U.S. population.  This speaks to the tremendous efforts within the health care system itself, since rates for postneonatal mortality [influenced more by factors in home and community] have not been reduced as rapidly.

Although there were occasional site visits – such as one to the Cherokee [now part of the Nashville Area] and another to the Portland Area, the committee focus was on other kinds of activities during the years from 1974 through 1980.  This was a time for capacity building and the development of quality assurance mechanisms within the Indian Health Service.  ACOG projects included a review of educational needs for nonspecialty professionals giving MCH care within the Indian Health Service.  This led to the development of learning objectives for physicians needing hands-on training at IHS referral centers, and to the development of the whole concept of ACOG/IHS postgraduate courses for such personnel.

The ACOG committee consulted in a study of markers of care for obstetric complications within the Indian Health Service system.  It reviewed successive drafts of the Indian Health Manual, Chapter 13, Maternal and Child Health, as the basic set of standards for MCH services in the IHS; encouraged the development of systems for mortality reviews that would provide the information for clinical practice improvement; and supported the development of standard records and data systems related to obstetric care.  An emergency ACOG initiative to provide volunteer obstetric coverage during a nine-month gap in availability of Indian Health Service physician services at the Public Health Service Indian Hospital in Shiprock, New Mexico showed the value of collegial relationships with private sector specialists, and the feasibility of providing badly needed relief to specialists in the Commissioned Corps.  Contractual mechanisms were developed for cooperative education and service programs.  Once developed, the committee has maintained an oversight role for these two programs, discussed further in the next two paragraphs.

Through the program ACOG Fellows Serving Native American Women, board-certified Fellows and Junior Fellows of the College have provided services in Indian Health Service and Tribal hospitals and come to share the concerns of their fellow physicians within IHS for the health care of Native American women.  One of the positive benefits of the program has been the constant reassurance through their evaluations that the care being given by their IHS and Tribal colleagues is of high quality and reflects a spirit of dedication and enthusiasm.

Nonspecialist physicians and nurses delivering maternal and newborn services or pediatric care, now have the opportunity for a four-day postgraduate course on Obstetric, Neonatal and Gynecologic Care under ACOG/IHS auspices, with participation by faculty from nursing, pediatrics, family medicine, and nurse midwifery, along with obstetrics and gynecology. In addition, a Neonatal Resuscitation Program is offered as a pre-course feature to give provider certification. The course has now been offered more than 25 times with attendance usually ranging from 70-110 IHS and Tribal attendees at each session.  The course, plus the availability of the reference text "Obstetric, Neonatal, and Gynecologic Care" as a shelf reference at individual facilities, and more recently as password-protected documents on the IHS website, has been another means of upgrading the knowledge and skills of Indian Health Service and Tribal professionals. The contact with faculty members who have served in Indian Health Service settings or in settings where contract and consultation services are provided, gives physicians in the field an additional resource for continuing to improve their care for patients.

With the safe launching of these major contract activities, the ACOG committee turned its attention again in the early 1980s to a more regular schedule of site visits to review the quality and adequacy of obstetric-gynecologic and maternal and child health care within the Indian Health Service.  Two committee concerns about the consultative process began to make an impact on their activities.  One was the observation of the need for more attention to preventive services.  Family planning, cancer screening and follow-up for women, domestic violence, and fetal alcohol syndrome have joined outreach for prenatal care as major priorities.  The second process question for the committee has been whether its recommendations to the Indian health programs are able to be implemented and truly address the problems identified.  To provide some answers, reports of progress on major recommendations made by the committee are filed and provide excellent background when repeat site visits are planned. However, there is no formal mechanism to shed light on this question. The committee is currently working with IHS and the postgraduate course planning committee to develop ways in which a site visit to a specific Area can assess needs and shape the next course planning cycle with special attention to the individuals from that Area and their educational needs.
A particularly vexing problem for the provision of obstetric services within Indian health programs has always been the difficulty of providing high risk services.  In the larger hospitals where obstetrician-gynecologists have been assigned, and where adequate transportation and consultation/referral services are available, the situation is not much different from high quality Level I and Level II services elsewhere.  However, where significant numbers of deliveries must occur in the absence of specialty and support services, even the careful and well-managed risk assessment program of the Indian Health Service cannot avoid occasional surgical or complicated deliveries.

Over a number of years the entire consultative and collegial relationship between ACOG and the Indian Health Service has been brought to bear to make services in these circumstances the best solution for patients who live in remote areas, and for whom radical consolidation of services might result in higher risks and less care.  Negotiations with the Joint Commission on Accreditation of Healthcare Organizations have assisted in the process of deciding when services best match the needs of safety and availability.  An illustrative activity was the limited site visit in the fall of 1988 at the request of the Alaska Area.  The purpose was to make recommendations regarding obstetric services at the Bethel Yukon-Kuskokwim Delta Hospital.  The ACOG committee chair, along with IHS and ACOG staff, reviewed the situation in detail, and recommended that plans and activities move toward the establishment of a full obstetric/surgical service, but only in step with the strengthening of necessary support services.  Following a full committee site visit to the Alaska Area in 1991, these recommendations were reiterated and strengthened.

Throughout more than thirty-five years of collaborative efforts between ACOG and IHS, the top concern has been the recruitment and retention of appropriately qualified professional personnel.  Committee site visits, the short-term service program, and the postgraduate course all find their purposes converging around this overriding need.  For many years the committee consulted on site and through appropriate IHS liaisons with the residency program in Phoenix to maintain this fruitful source of obstetricians and gynecologists for the IHS.  ACOG staff activities, apart from these contractual programs, have sought further solutions through articles in ACOG’s monthly newsletter to Fellows, publication of key IHS job descriptions, recruitment efforts directed toward residents and young practitioners, and testimony to Congress regarding recruitment and retention packages for nurses as well as physicians.

Although progress in obstetric-gynecologic care and improvement of the health of American Indian and Alaska Native women has been documented over the years in which the College has observed it, adequate staffing has never been completely achieved.  The relatively adequate complement of obstetrician-gynecologists serving in recent years has never been supported by adequate numbers of nurses dedicated to such care.  The strengths of the system as it has developed over these years are threatened by the fragility of a staffing pattern stretched to the limit and hampered by funding limitations of all kinds.  Support for the individuals working at all levels within Indian health programs, and for the standards hard won through this collaborative effort, is absolutely critical.
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