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Abstract
Although tribal variation exists, chronic pain (CP) in

Native American patients is associated with alcohol abuse,
addictive disorders, orthopedic morbidity, chronic diseases,
and emotional and physical disability.1,2,3,4 Studies show that CP
causes nervous system changes that result in persistent pain
even after correction of the original injury.  Patient evaluation
and management involves a multidisciplinary approach that
focuses on the whole patient, including pain symptoms, func-
tional disabilities, comorbid illnesses, and medication use or
overuse.  Treatment for CP involves a comprehensive approach
using medications and functional rehabilitation, including edu-
cation, identification and management of co-morbidities, the
collaborative determination of reachable goals, and regular
reassessment.

Introduction
The purpose of this article is to help clinicians focus on the

whole patient and address key issues in treatments and strate-
gies available for chronic pain, while considering some of the
common problems and epidemiological profiles presented by
patients in the Indian health care system.  

Chronic pain (CP) is defined as pain lasting more than 3-6
months.  In the author’s experience, patients with CP are
encountered frequently in clinical practice in IHS; indeed, most
pain texts cite multiple references describing pain as the num-
ber one reason patients present for care in the ambulatory set-
ting.5 CP patients are five times more likely to use the health
care system than those without pain.6 Many patients have com-
plicated presentations with significant orthopedic injuries,
chronic diseases, addictive disorders, psychiatric comorbidity,
and social problems.7

Recent Joint Commission for Accreditation of Healthcare

Organizations (JCAHO) and Agency for Healthcare Policy and
Research (AHCPR; now the Agency for Healthcare Research
and Quality, AHRQ)) recommendations increase the focus on
the patient’s right to effective pain management, while leaving
providers with new questions concerning how these patients can
be safely managed.  Some state medical boards are now requir-
ing CME in pain management as a condition for relicensure.
Other incentives to attend to pain treatment are recognition that
pain is harmful and that improved pain management is cost-
effective.5 Several studies show improving pain management
costs less than continuing practices that result in inadequate
treatment.8 As pain treatment benefits are becoming more clear-
ly described, many third party payers now cover the cost of
treatment and will continue to do so.

While the rights of patients with pain have expanded, the
science of pain and its treatment have also grown.  For example,
new findings reveal that the memory of pain can be more dam-
aging than the pain experience itself.  These and other findings
are leading to rapid changes in clinical practice with more use 
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of preemptive analgesia whenever possible.9 Pain practice
treatment has become a specialty, and yet the responsibility for
pain treatment rests with all clinicians.
Barriers to Treatment

Historically, there have been many barriers to effective pain
treatment.  These stem from patient issues, provider issues, and
systems problems.  Patient barriers include fear of addiction; a
belief, in some, that pain is to be expected and borne in silence;
and a belief, in others, that alcohol is an acceptable treatment
either alone, or in addition to analgesic medications.  Evidence
also suggests that seeking disability status presents barriers to
recovery and effective treatment.10

Provider barriers have stemmed from not seeing pain treat-
ment as a priority; lack of understanding of how to assess and
treat pain patients; fears of addiction; fears of respiratory
depression; fear of regulatory scrutiny; and fears concerning the
use of opioids.  A significant provider barrier to CP treatment is
the misconception about patients’ motives or legitimacy.  Unlike
some chronic diseases, where treatment effectiveness can be
measured by objective tests, pain control depends on patients’
self-reports.  Feeling vulnerable relying upon self-reports
because of possible deception, providers often become suspi-
cious of patients for illogical reasons.  For instance, diabetic
patients are expected to take self-responsibility in knowing
about their medications and blood sugar levels, but when
patients with CP show knowledge and expertise about their
medicines and pain, providers become upset and suspicious.11 

System barriers include not holding providers accountable
for pain control; not recognizing the harmful and expensive
consequences of untreated pain; and responding too slowly to
new and better science in pain treatment.

Pain management is improved when it is founded on sci-
ence and not on personal opinion or anecdotal reports.  But a
paradox arises when providers realize that one of the most hum-
bling and challenging aspects of pain treatment is to accept that
the sensation of pain is completely subjective, and that the most
useful clinical definition of pain is whatever the patient says it
is, whenever the patient says it.5 The provider’s role is to accept
the patient’s report and take it seriously.

Since pain can neither be proved nor disproved, all
providers are ultimately vulnerable to being fooled by patients
who are deceptive.  The American Society of Addiction
Medicine, in its public policy statement12 says that the physician
who is never duped by such patients may be denying appropri-
ate relief to patients with significant pain.  Hence, accepting
what patients say about pain will sometimes result in some get-
ting analgesia that do not have pain, but it also insures that those
who do have pain will get a serious evaluation and response.

Understanding Pain
The current heuristic understanding of pain is conceptual-

ized as complex, biopsychosocial nociception resulting in indi-
vidually unique pain experiences.13,14 Earlier pain practices
were based on a reductionist view that  “real” pain resulted from

specific organic causes while "functional" pain was psycholog-
ical in origin and not deserving of pain treatment.  Patients with
functional pain were often sent to psychiatry, where they felt
blamed for their pain.  Mayer and Gatchel15 have shown that
radiographic findings are not reliable indicators of low back
pain.  Most cases of back pain are ill defined and physically
unverifiable.  Even the correlation between documented disc
space narrowing, disc rupture, and disc herniation is less than
50%.16 Numerous studies by Jensen, Brant-Zawadzki,
Obuchowski, et al17 show that clinical, radiographic, and physi-
ologic findings alone are not good indicators of CP or predic-
tors of the development of CP.

These studies highlight the biopsychosocial perspective of
CP, where the variables occur separately while interacting
uniquely in every patient.  All of the variables must be consid-
ered for successful treatment outcomes.  The most important
advice in the science of pain treatment is that it is more impor-
tant to know about the patient who has the disease than it is to
know about the disease the patient has.

Comprehensive pain assessment and individualized treat-
ment plans are imperative.  Without appropriate, early, aggres-
sive diagnosis and treatment, many acute pain patients will
develop difficult to treat CP and permanent neuropathic dam-
age.   Current research indicates that actual nerve damage
results from chronic unrelieved pain.18 Arnstein19 reported that
if severe pain is allowed to persist for more than 24 hours, neu-
roplastic changes associated with intractable pain syndromes
are evident.

Neuronoplasticity refers to the ability of neurons to alter
their structure and function in response to internal and external
stimuli, so that new stimulus-response relationships develop.
Even though the original injury heals, the nervous system con-
tinues to send pain signals from somatic tissue.  The central
nervous system reacts to the memory of the original injury with
a constant signal of ongoing pain.  Thus, CP becomes a disease
of the nervous system and needs to be treated like any disease.
When CP is not successfully treated, patients often become psy-
chologically “stuck” and lose control of their lives to pain.
Patients who are “stuck” utilize enormous organizational
resources without benefit.  Frequently, both providers and
patients become deadlocked in a struggle over increasing doses
of medications instead of focusing on stabilization, rehabilita-
tion, and functional improvement.  Appropriate, early and
repeated assessment, treatment, and reassessment, in a collabo-
rative approach, offer the keys to successful treatment.

Presentation
According to studies done by Cleeland, et al,20 most

patients are more afraid of pain than death.  Additionally,
providers usually underrate patients’ pain.  Minorities and
females and the elderly are even less likely to receive adequate
treatment.  Multiple misconceptions and fears of addictions
plague providers and prevent adequate pain treatment.5 When
patients present for treatment, it is unwise to assume what
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patients want; it is better to ask what they need or want.
If patients with pain present with alcohol problems, ask if

they want to get clean and sober. If they do not, the situation
presents the opportunity to confront patients with the limita-
tions in treatment that medicine can safely offer.  Recommend
to patients that they stop drinking, based on your medical
assessment,21 while instituting pain treatment.  Once patients
realize that pain treatment cannot be done safely with untreated
addictions, they are often more motivated to seek intervention
and take steps toward rehabilitation.  In patients who do not
have addictions, 79% believe that they will become addicted to
pain medications, and resist adequate pain treatment.22

It is important to identify risk factors in patients who are
likely to develop disabling CP so that risks can be controlled.
Risk factors include obesity, addiction, untreated/unidentified
or incompletely treated orthopedic problems, uncontrolled
chronic disease, occult psychological issues, poor social situa-
tions, physical/emotional abuse, lack of preventative health care
services, and acute pain that has been undertreated, uncon-
trolled, and protracted.  All risks need to be assessed while
understanding that some people develop disabling CP who have
no identifiable risk factors.

Pain Assessment
The most important caveat of pain treatment is that if pain

is not assessed early and properly, it cannot be treated properly.
During the assessment, the provider should aim for understand-
ing whether the pain is primarily idiopathic, bone, cancer, noci-
ceptive, neuropathic, or of mixed etiology.  Guidelines for treat-
ment can be obtained free, from the Agency for Healthcare
Research and Quality (AHRQ) in searchable format on the Web
at www.ahrq.gov.

Nociceptive pain is caused by tissue injury.  It is short-lived
and easily treated in most cases.  In contrast, neuropathic pain
is caused by injury to nerves that may be distant from the actu-
al site of pain, and it is difficult to treat.  In the author’s experi-
ence, neuropathic pain is common in IHS patients.  Neuropathy
ensues from constant electrical excitation of neurons and deple-
tion of the action potential.  Neuropathic pain is often described
by patients as burning, tingling, radiating, sharp, stabbing,
shooting, lancinating, electrical, or numbing.  Neuropathic pain
frequently occurs in situations such as diabetic neuropathy, post
mastectomy, postherpetic neuralgia, orthopedic radiculopathy,
and the phantom limb pain of amputation. 

Although the type of pain can often be identified, most
patients do not have one type of pain alone.  Usually there are
multiple levels/types of pain.  CP patients usually have some
type of constant background pain that is overlain with intermit-
tent and episodic pains with different characteristics and etiolo-
gies.  Commonly, CP patients develop muscle spasms when
they develop antalgic postures and gaits as a result of pain or
efforts to avoid pain.  Overlaying pain syndromes often confuse
the examination and complicate treatment. 

The acronym CHLORIDES is a simple and elegant

mnemonic for the comprehensive assessment of the type of pain
and the dynamics underlying it.  C = character, L = location, O
= onset, R = radiation, I = intensity, D = duration, E = eases, S
= sleep/suffering. Character will help to determine if the pain is
mostly nociceptice or neuropathic in nature; i.e., throbbing
verses tingling/radiating.  Location of the pain will help to
determine if it is symptomatic of disease, organ damage, infec-
tion, or impending damage.  Onset will help discriminate acute
from  chronic conditions and remind the provider to check for
cycles or patterns.  Radiation is a classic characteristic of neu-
ropathic pain.  It is also common in visceral organ pain.  Gall
bladder disease often causes chronic, recurrent pain that radi-
ates through the midsection to the right scapula.   Pancreatitis,
liver cancer, and hepatitis can also cause chronic visceral pain
that radiates to the right shoulder. 

Intensity is the patient’s perception of pain severity.  Many
hospitals use the 0 - 10 scale for adolescents and adults, where
1 is the least and 10 is the worst possible pain.  In all patients,
it is important to set parameters when assessing intensity so that
patients do not consistently report pain at a level of 10 when it
is not.  Parameters can be established best through giving exam-
ples and guidelines for accurate answers: “If 1 is the least pain
you could feel and 10 is the very worst pain any person could
ever feel, for any reason, tell me where your pain level is right
now.”

Duration is useful in determining the amount of pain a per-
son may be experiencing and the likelihood of depression.
Does the patient ever get any relief?   When was the last time?
Pain durations of more than six months almost always result in
depression, emotional despair, preoccupation with the pain, and
diminished coping skills. 

Treatments, actions, or medications that ease or affect pain
need to be assessed and listed to help decide which should be
used and which need to be stopped.  Sometimes patients have
been tried on medications such as gabapentin, but they were
never titrated up to therapeutic dose ranges (2700 mg).  At other
times, patients were not on the medications long enough to
make fair judgments about efficacy (4-6 wks).  Sometimes,
medications were discontinued because of side effects without
the opportunity for tolerance to develop or without appropriate
intervention.  Occasionally, physical therapy treatment failed
because the treatment was begun before reasonable pain control
was established.

Sleep evaluation is crucial in pain assessment.  Patients in
pain do not sleep well or restfully.  Patients who are unable to
sleep lose their psychological energy for coping with pain, heal-
ing is impaired, and complications become more severe and dif-
ficult to manage.

Remember that patients with addictive disorders in remis-
sion will be at much higher risk to relapse.

Patients need to be assessed for coping strategies.  Most
patients improve their success in dealing with pain when they
identify and develop coping strategies.  It is helpful to patients
to summarize the evaluation of their condition by cataloging
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their strengths, weaknesses, needs, and coping skills.  Patients
benefit from being reminded of their self-efficacy and personal
strengths while having their effective behaviors recognized and
employed in the treatment plan.

History
The previous treatment history needs to be elaborated and

assessed.  If the pain has been undertreated, it needs effective
treatment; if the cause had not been established, this needs con-
tinuing investigation.  Patients with substance abuse disorders,
including, alcohol/drug abuse, need treatment for addictions at
the inception of treatment.  Many patients commonly believe
that it is acceptable to treat pain with alcohol.  Some patients
deny knowing that beer is alcohol and that it can be harmful and
cause addiction, or cause complications with pain medicines. 

Physical Examination
An examination for diagnosing and treating CP requires at

least 45 minutes and cannot be effectively done in a 10- or 20-
minute time frame.  When a patient is first encountered with a
complaint of CP, it is wise to either refer the patient to a pain
specialist for the initial evaluation or schedule ample time for
the exam to be completed.  Pain control treatment and medica-
tion that are appropriate for the level of pain the patient is expe-
riencing should be given at the time of the first encounter, espe-
cially when pain is moderate to severe.  This will require a brief,
initial assessment (see CHLORIDES, above).  In order to have
a good chance for future pain control, aim first to break the pain
cycle and capture the pain with an aggressive approach.
Intramuscular ketorolac  (Toradol) 30 mg, for NSAID-tolerant
patients, is often a good capture medication.  A good strategy is
to allow patients to rest in the clinic for a period of 30-45 min-
utes, post medication.  This strategy allows evaluation of effica-
cy and response and improves the patient’s ability to produc-
tively participate in the evaluation without the distraction of
uncontrolled pain.  Early, aggressive treatment also affirms to
patients that their complaint has been taken seriously, while
opening the door to improved communication.

Simple observation in evaluating CP patients should not be
overlooked.  Observe for antalgic gait or posture, ease of ambu-
lation, ease of verbalization, affect, speech patterns, eye contact,
demeanor, hostility, sobriety, and abnormal vital signs.  Good
observations help provide good clues to the degree of pain,
location of pain, and presence of depression as a complicating
factor.  Patients who present under the influence of alcohol, or
out of emotional control, should be referred to the emergency
department and should not be seen in a clinic setting until sober
and in control. 

Patients with complaints of low back pain or leg pain
should have the wear pattern of the shoe soles evaluated.  Often,
this is a clue to leg length or skeletal discrepancies (congenital
or surgical) that can lead to CP, especially when coupled with
age, obesity, or diabetes.  X-rays for leg length discrepancies

can be obtained.  Once established, these problems are some-
times easily treated with podiatric interventions and orthotics
that promote adjustment for the skeletal/structural abnormali-
ties.

Palpation for focal pain, trigger points, crepitus in joints,
arthritic nodules, and increased skin temperature are useful.
Impaired mobility, strength, and range of motion (ROM) should
be documented.  Patients presenting with headaches, upper back
pain, neck pain, and/or scapular pain need to be examined for
temporomandibular joint disorder (TMD).  The TMD pain syn-
drome is a common problem and should not be treated with
long-term pain medications in lieu of good dental care, tooth
replacement, or orthodontic intervention.  Many patients lack
TMD support because of tooth loss, asymmetrical tooth-surface
contact, and/or bruxism.

TMD evaluation can easily be done by placing the index
fingers in the external otic canal, behind the joint, while exert-
ing anterior pressure.  Have the patient open and close the
mandible.  Patients with TMD complain of pain in the joint with
the maneuver.  Many have tenderness in the masseter and
trapezius muscles.  These patients may need tooth replacement,
dietary alteration, oral exercises specific for TMD syndrome, a
nocturnal bite block (a mandibular splint that properly seats the
mandibular occlusion with the maxilla), or investigation into
possible anxiety-provoked bruxism.  Many female patients
present with referred TMD pain that is aggravated by carrying
heavy shoulder bags. 
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Other patients with occult psychological issues carry emo-
tional problems as burdens on their shoulders.  They frequently
present with the same trigger point tenderness and spasm shown
by persons carrying actual physical burdens.  These are the
patients who are “translating” (somatizing) their psychological
issues into physical pain.   This is especially true of persons
with post-traumatic stress disorders or histories of childhood
physical or sexual abuse.  There is a strong, empirically demon-
strated relationship between childhood physical and sexual
abuse and CP.7 Most of these patients have developed automat-
ic fight/flight responses to stress and are completely unaware
that they are tightening skeletal muscles, unconsciously, when
under stress.  Most of these patients are depressed, and many
somatize their suffering into physical complaints that are some-
how more acceptable than the outright symptoms of depression.

Most CP patients have multiple pathologies and several
levels of pain that sometimes are of different etiologies and
characteristics.  It is common to find undertreated pain patients
with multiple secondary tender trigger points and muscle
spasms.  With complex pain presentations, treatment becomes
more of an art and less of a science.

Psychological Assessment
CP patients need psychological assessment at the time of

presentation.  The family practice provider can conduct such
assessments.  Over 90% of patients with pain longer than three
months are depressed.14 Fifty percent of patients have thought
about suicide.  Ask patients if they believe they might take
action on their thoughts, while reassuring them that suicidal
thoughts are common and not a sign that they are “crazy.”
Providers should tell patients that suicidal thinking is a symp-
tom of depression and that it can and should be treated.

Make note about what the patient says and what they iden-
tify as preventing them from suicidal actions.  Ask patients to
list the reasons they have for living.  Ask family members, or
patients themselves, to remove guns or weapons from the home.
Reassure them that help is available if the problem worsens or
if they are afraid.  It is risky to simply refer patients to mental
health and leave assessment of suicide risk to other profession-
als.  In many IHS facilities, it may be many weeks before
patients are able to gain access to mental health services.  In
these situations, active listening, availability, frequent inquiry
about suicide, initiation of aggressive treatment for pain and
depression, and a caring attitude will improve outcomes and
reduce risks.  If patients admit to current suicidal plans, and
cannot be safely discharged, they need emergent psychiatric
assessment.

Functional Assessment
In order to have measures of treatment efficacy, the most

important assessment is the functional assessment.  The overall
goal for treating CP patients is not to cure pain but to improve
functional ability.  When patients restore function, they are able
to reclaim control and move on in spite of pain.  This is a sig-

nificant milestone, especially in those cases where the pain can
never be completely controlled and patients will need to learn to
accept pain in order to move on with life.  Most patients need
some time to move into the psychological state of acceptance.
Simply telling patients they will have to live with pain is not
helpful.  Instead, acceptance is facilitated when the provider can
help the patient to focus on functional rehabilitation.  It is use-
ful to characterize the provider’s role in working with these
patients as that of a “coach” who can assist them in “opening a
door” so that they will be able to attain the strength and
endurance to reclaim their lives.

It is easy to measure improvements in functional ability, for
example, by comparing how far the patient can walk at each
visit, whether or not they use assistive devices.  When the kinds
of activities the patient can no longer do, because of pain, are
documented at the inception of treatment (such as stooping,
bending, lifting, reaching, climbing, carrying, pushing, pulling,
sitting, or standing), functional advances are much easier to
assess.  The best functional assessments are probably those
done by physical therapists (PT).  Early PT involvement
improves outcomes, accuracy in diagnosis, and patient rehabil-
itation.  PT evaluations and recommendations are especially
useful in complicated cases of CP with functional impairment.
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Goal Setting
Goals of treatment need to be established collaboratively

with the patient.  Give the patient choices wherever possible,
from the outset.  Have the patient determine the unique, indi-
vidual pain score/level that would give him or her the ability to
function.   Most patients will pick an intensity level between 3
- 6/10 for their functional goal.  If the cause of the pain has not
been identified, this should be an ongoing goal, to the extent
possible.  It is usually easier for patients to accept a known
cause over an unknown cause. Most patients become less able
to respond to treatment interventions if told, “There is nothing
wrong.” A better reply is simply telling patients, “We have not
yet been able to find the cause of the pain but we will continue
to look while leaving no stone unturned.”

The patient and provider must become partners in the art of
making good treatment decisions.  In the treatment of malignant
pain, quality of life becomes the salient goal.  In non-malignant
pain, functional improvement takes priority.  The patient needs
to decide which functional milestone he/she needs to set for the
first goal.  In the case of one of our CP patients, the patient had
a 15-year history of multiple sclerosis with chronic, degenera-
tive disc disease, alcohol abuse, and severe, disabling back pain.
The patient’s goal was to be able to do something, “like I used
to do.” He considered his treatment a success when he was able
to put up his Christmas decorations for the first time in 15 years.
The patient did not relapse and has since had successful spinal
surgery. His pain is still not gone but his functional ability has
increased dramatically, and he has resumed control of his life.

Patients should identify both short-term and long-term
goals.  Have them vividly describe what it is they want to be
doing that they cannot do now.  Some patients are completely
unrealistic.  The more unrealistic the goals, the more likely the
patient is to be indulging in immature, wishful thinking that is
not grounded in reality.  Point out to patients that unrealistic
goals result in a loss of psychological energy and lead them to
being “stuck.” Most patients do not realize that they are setting
themselves up for failure. These patients are likely to benefit
from concurrent psychotherapy or pain group therapy.
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Bruce Finke, MD, Coordinator, IHS Elder Care Initiative, Zuni,
New Mexico

The mental status examination is an essential part of geri-
atric assessment, key to providing appropriate care for our eld-
erly patients.  The Mini-Mental Status Exam (MMSE, also
referred to as the Folstein1) is often taught as a way to objec-
tively and reproducibly assess and follow a person’s cognitive
function.  Like most primary care clinicians, I rarely use it.  As
a screening test it is cumbersome and uncomfortable.   Although
commonly used to establish a diagnosis of dementia, it was not
designed for this purpose and does not have the required accu-
racy.2

There are really two issues of concern: how do we screen
for cognitive impairment and how do we diagnose dementia.
These are critical issues; there is continuing evidence that as cli-
nicians, we often do not recognize dementia in our elderly
patients.3

The mechanics of administering the MMSE often seem dis-
respectful to the elders we see.  The random and seemingly triv-
ial nature of the questions, usually asked by a person younger
than the patient, contributes to that perception.  While we do
need to understand the cognitive capacity of the older patient,
we most definitely want to determine this in the most respectful
manner possible.

The literature on the MMSE is very clear in demonstrating
that the test is literacy and culture dependent.4, 5 Attempts have
been made to adjust for educational level, but these have not
been tested in American Indian and Alaska Native (AI/AN)
populations. In my experience with the MMSE, I find that
scores results suggest a diagnosis of dementia in many elders
who are not impaired, and this perception is supported in the lit-
erature.2

Several years ago a student and I tried to modify the
MMSE by substituting more culturally relevant questions for
those asked in the original test.  For example, rather than asking
the elder to count serial sevens to assess calculation ability, we
asked that that they count and calculate change.  The form
seemed more sensible, but the discomfort with “testing” the
elder was the same.  Moreover, we lost the ability to score the
exam when we modified it.

I will suggest below a reasonable clinical approach to
screening and diagnosis of dementia in AI/AN elders.   While
not formally tested, this approach does have support in the lit-
erature.

In all elder patients I periodically ask about functional sta-
tus.  We know that in elders who are showing a decline in func-
tion there is a high rate of dementia.6 Furthermore, function

has meaning for elders and their families.  A decline in function
suggests to them as well as to us the need to investigate further. 

In every visit I try to assess cognition within the clinical
interaction.  We can obtain a great deal of information within
the frame of normal conversation if we are attentive.  We can
usually assess, at least in a limited way, attention, speech fluen-
cy, memory, and executive function (planning) within the
course of a conversation.  We have all been fooled, however, by
the individual with good social skills who successfully masks
significant deficits within the brief clinic visit.   For that reason,
when assessing an elder in a more comprehensive way (at the
yearly comprehensive elder exam, for example), I also do an
objective screen.  In addition to the conversation-based assess-
ment, I also assess registration and short-term memory directly,
by asking the elder to repeat and remember three items in trans-
lation.  For this I use words that have “old” meanings in the
native language (e.g., horse, tree, moon).  I also use the clock-
drawing task, unscored, as a screening test of visuospatial func-
tion, executive function, and attention.7

If an elder demonstrates evidence of possible dementia or
cognitive impairment on the screen, either with functional
impairment unexplained by other conditions or with errors on
the three-item recall and/or the clock-drawing task, they need a
more detailed cognitive examination.  

In the detailed cognitive exam, I again try to assess cogni-
tion in a mix of conversation and direct questioning.  I can usu-
ally assess attention, judgment, speech fluency, long-term
memory, and executive function (planning) in conversation.  I
assess registration and short-term memory directly, with the
three-item recall, and indirectly, by asking about medications,
recent meals, family members, and other items for which I have
external validation of the answer.  I often ask for the months for-
ward and backward (i.e., January-December and then
December-January) as a way to evaluate attention and as a sur-
rogate for calculation.  I sometimes ask an elder to count a
handful of change.  Orientation may be assessed in conversa-
tion, but I am not shy about asking the elder where he or she is,
what day it is, who I am, or who he or she is with.  The less clear
I am about how clear the elder is, the more questions I ask.  The
MMSE has been helpful to me is as a mental template or out-
line of the areas of cognition I should assess.

I document my findings in such a way that others can under-
stand how I’ve arrived at my clinical conclusion (e.g., “Mr.
Smith has scanty recall of his work history, repeatedly referring
to only a single recent experience, suggesting long term memo-
ry deficit with attempt to compensate.”).  I am also willing to be
tentative when there is doubt about the reliability of my find-
ings.  Dementia is generally a progressive process, so we eval-
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uate repeatedly over time.  Obviously, history provided by fam-
ily can be a key element in this evaluation.

It is also worth pointing out that the diagnosis of dementia
requires both cognitive deficits and impact of these deficits on
function.8 Not uncommonly we are left with the impression of
cognitive impairment without a clear diagnosis of dementia.
This can be classified as mild cognitive impairment (MCI), a
clinical condition that, although well recognized, does not have
standardized diagnostic criteria.9 Mild cognitive impairment
can be coded as “310.01, Cognitive Impairment, NOS.”10

The chapter on mental status examination in the American
Psychiatric Press Textbook of Geriatric Neuropsychiatry, 2nd

Edition, referenced below, has an excellent discussion of the
mental status examination and is very readable as well.11
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Memory Disorders in Primary Care

Julie McCole Phillips, MD, Internist and Geriatrician, Chinle
IHS Hospital, Chinle, Arizona

There is a paucity of data on the prevalence of memory
disorders among Native Americans.  Furthermore, the diagno-
sis of cognitive impairment can be confounded by a number of
cultural factors.  Commonly used screening tests, such as the
Mini Mental Status exam, have limited utility in populations
whose first language is not English and in patients who may
lack more formal education.  Nonetheless, recognizing the
presence of a potentially devastating memory disorder among
our patients is extremely important.  Our elders should be
screened for memory problems as a part of their comprehen-
sive annual elder exam.

Early recognition of a memory problem can be challeng-
ing.  Alzheimer’s disease, still felt to be the most prevalent of
the dementias, can have a very subtle onset.  One may identi-
fy early temporo-parietal lobe dysfunction, heralded by promi-
nent short-term memory impairment, word-finding difficul-
ties, reduced category fluency, or visuospatial problems.  A
common quick test of category fluency involves asking a per-
son to name, for example, as many fruits and vegetables or
animals as he or she can within a timed minute.  Theoretically,
inability to name at least 25 items would prompt further test-
ing.  Visuospatial problems can manifest by a person getting
lost or disoriented in previously familiar territory.  Of note, a
person with Alzheimer’s disease initially experiences less
impairment of social skills and judgment so, early on, may be
able to hide such deficits well.

In order to officially meet the criteria for Alzheimer’s dis-
ease, one must exhibit deficits in multiple cognitive domains.
This would include memory impairment PLUS one or more of
the following: aphasia, apraxia, agnosia (failure to recognize
or identify objects despite intact sensory function), and/or a
decline in executive function (the ability to plan, organize,
sequence, or abstract).  Moreover, these deficits must represent
a decline from baseline, must interfere with function, and must
not be caused by another medical or psychiatric condition.
Testing for such deficits is possible cross-culturally with the
use of good history taking, brief physical examination maneu-
vers, and the use of trained translators whenever the patient
does not speak English.

When working up a memory disorder, there are a number

of red flags to look for that may suggest a diagnosis other than
Alzheimer’s disease.  The prevalence of vascular dementias is
not precisely known and has been estimated to be responsible
for from 10 to 40 percent of dementing illnesses.  A stepwise,
deteriorating course with focal neurologic signs or symptoms
can be a tip-off.  Emotional lability may be present as can risk
factors for cerebrovascular disease.  Although neuroimaging in
cases of suspected Alzheimer’s is controversial, it is indicated
in suspected cases of vascular dementia.  Magnetic resonance
imaging (MRI) of the brain is more sensitive than computed
tomography (CT) scan for detection of small infarcts.  It is felt
that at least 10 to 20 percent of patients will have a mixed
multi-infarct dementia and Alzheimer’s type dementia. Not
surprisingly, vascular dementia added to Alzheimer’s demen-
tia results in a worse clinical picture.  Thus, the presence of
lacunar infarcts or periventricular white matter infarcts would
support the control of hypertension, and treatment with anti-
platelet agents is recommended for most such patients. 

An additional clear indication for neuroimaging would be
if a person presented with a progressive cognitive decline
along with slowed, restricted movements, particularly of gait,
and more so if it is wide-based and ataxic.  Urinary inconti-
nence is seen in under half of these patients and a CT of the
brain should be obtained to rule out normal pressure hydro-
cephalus.   Finally, it is very appropriate to obtain a CT scan
for any cognitive changes with a more acute onset, in contrast
to the expected gradual development over years seen in
Alzheimer’s disease.

Marked new cognitive changes of several weeks’ or
months’ duration would deserve further investigation, includ-
ing neuroimaging.  One concern would be to rule out a sub-
dural hematoma.  Due to brain atrophy as one ages, head trau-
ma in the elderly can cause a subdural hematoma from shear-
ing of subdural vessels, causing mental status changes, includ-
ing cognitive deficits or personality changes.  

Early extrapyramidal signs such as limb tremor, increased
tone in the trunk or extremities, or gait impairment could indi-
cate a number of disorders that may include Parkinson’s dis-
ease, progressive supranuclear palsy (especially with promi-
nent eye findings), striatonigral degeneration, spinocerebellar
degeneration, or other system atrophies.  Dementia with Lewy
bodies can present with Parkinsonism (although there may
only be mild rigidity).  These patients have prominent psychi-

GERIATRIC PEARLS �

This is the second in an intermittent series of clinical pearls from clinicians with expertise in geriatric care.
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atric symptoms including delusions and hallucinations.  Lewy
body disease is also marked by an initial fluctuating course and
an exquisite sensitivity to neuroleptics.  Red flags such as the
above, of course, should be sought out during one’s initial
investigation.

A review of the medication list, including over-the-counter
medications or herbal treatments, is imperative.  Drug-drug,
drug-disease and disease-disease interactions can be important
to exclude.  Psychotropics, anticholinergics, antihypertensives,
anticonvulsants, certain cardiac medications, and others can be
culprits in cognitive impairment.  Long term alcohol use should
also be explored.  Prominent apathy and frontal lobe dysfunc-
tion (i.e., disinhibition, personality changes) can be suggestive.
Symptoms may partially remit if abstinence can be maintained.  

Depression is another very important part of the differential
diagnosis of memory impairment.  Ten to 15 percent of
depressed patients exhibit intellectual, memory, and behavior
changes indistinguishable from dementia.  A person may revert
to normal with antidepressant therapy.  Of note is the fact that
patients whose depression resulted in cognitive impairment do
have a higher prevalence of true dementing illnesses five years
later.  

Basic laboratory testing that can be done includes a com-
plete blood cell count, electrolyte panel, metabolic panel (bicar-
bonate and renal function), thyroid function test, vitamin B12

and folate levels, and possibly serologic testing for syphilis and
human immunodeficiency virus (HIV) antibody testing —
although the last two are widely debated.

The goals of early recognition are to detect and treat the
reversible causes enumerated above and to maintain cognition
by attempting to slow disease progression and treat comorbidi-
ties.  As mentioned earlier, small vessel disease and other types
of dementia are felt to be additive; therefore, good blood pres-
sure control can potentially delay progression of cognitive
impairment.

If the person is believed to have Alzheimer’s type demen-
tia, a trial with an acetycholinesterase inhibitor is warranted.
Questions remain about the use of antioxidants such as vitamin
E or gingko biloba. The studied dose of vitamin E is 2000 IU a
day; however, concerns about hypercoaguability exist when
using supraphysiologic doses.  The role of nonsteroidal antiin-
flammatory drugs (NSAIDs) and HMG-CoA reductase
inhibitors (“statins”) as possibly playing a protective role in the
development of dementia remains to be clarified.   Certainly,
treatment of hypertension, atrial fibrillation, and other stroke
risk factors is prudent.  

A team approach, along with patient and family education,
is helpful to try to maximize independence and safety.
Attention to other geriatric issues is also crucial, such as
addressing vision, hearing impairment, falls, osteoporosis, foot
care, nutrition, depression, finances, elder abuse, advance direc-
tives and so on. At later stages of the disease, other concerns
arise and include safety, driving, wandering, sleep disturbance,
agitation and depression.  Not to be forgotten is the significant

stress placed on caregivers and this should be explored without
fail.  Caregiver exhaustion leading to ineffective caregiving
styles and symptoms of major depression in as many as half of
caregivers is very significant and mandates our attention.  

Nationwide, the prevalence of Alzheimer’s disease is
between 6 and 8 percent for those age 65 and older.  The preva-
lence doubles roughly every five years, and almost one third of
the population over the age of 85 has Alzheimer’s.  Notably, this
statistic does not even include other forms of dementia.  The
average life span after onset of symptoms is 8 to 10 years.
Although we cannot say for sure what the prevalence of demen-
tia is in our American Indian and Alaska Native population, it
certainly is a significant problem, and will become an even
more pressing issue as life expectancy improves and the popu-
lation ages.  Screening for cognitive impairment in the primary
care setting is essential.  We should strive for early recognition
and thorough evaluation, as described above, in order to try to
intervene and modify the disease progression.  Attention to
issues of quality of life and support for caregivers are also
important goals as we seek to promote the health and well-being
of our patients.



Theresa Cullen, MD, MS, National Medical Informatics
Consultant, ITSC, Tuscon, Arizona; Carol S. Miller, BSN, MBS,
ITSC Consultant, McLean, Virginia; and Diane M. Dodendorf,
PhD, Nebraska Medical Center, Omaha, Nebraska

Introduction
This is the second article on PCC+ and includes informa-

tion on specific objectives as well as metrics for this applica-
tion.  The next article (Part III) will provide actual outcome
measurements from sites that have been using PCC+ for a peri-
od of time.  We will also describe the why and how of business
process changes, as well as how the introduction of PCC+ can
lead to improved revenue, decreased cost, and improved quali-
ty of patient care.  The fourth and final article will discuss future
considerations and new versions of PCC+.

PCC+ Overview
As previously described, PCC+ is a modification as well as

an enhancement of the Patient Care Component (PCC) of the
Resource and Patient Management System (RPMS) that pro-
vides a seamless, real time connection for each patient visit
between the RPMS database, Microsoft Word, and PCC+; it
also integrates the clinical and billing functions into one
encounter form.  This customized two-page encounter form, or
template, typically printed front and back, links via a mail
merge capability, the following data elements:

• ICD-9 diagnoses by site, by clinic, by provider, and by
patient demographic (infants, pediatric, and male and
female teens, adults, and elders).

• Orderables such as CPT, treatments, procedures,sup-
plies, laboratory tests, x-rays, immunizations, etc.

• Real time updates of demographics, insurance informa-
tion, medications, and health summary reference
reminders.

Data are automatically updated at the point-of-care during
the registration process into RPMS, printed onto a PCC+ form,
and presented to the nurse and provider prior to the patient care
encounter.  In addition to the above information, PCC+ provides
an easy-to-use area for the provider to review and/or update the
problem list.  Simply by adding an “A” the problem is retained
as active; an “I” indicates inactive.  Besides this information, if
the clinic is connected with Point of Sale Pharmacy, all the
active and chronic medications, by names, dosage, and refill
amounts will be printed on the PCC+.  Both the pharmacy staff
and providers have reacted positively to this information on the
PCC+, not only for legibility advantages, but also for improved
communication between the provider and pharmacist.

Objectives
The objectives of PCC+ are as follows:
• To improve the quality of patient care and population

health through an integrated health summary function,
diagrams, and built-in clinical reminders and check
blocks for providers.

• Enhance provider’s ability to see the ‘whole patient’ by
incorporating previous results, active problem lists,

OOOOOand active medications onto one integrated encounter
form.

• Improve data entry quality and productivity by
standardizing the format and location of data, improv-
ing the provider’s legibility and descriptions, and
embedded CPT and ICD-9 coding for commonly used
visits, procedures, lab tests, and x-rays.

These combined objectives enable clinics to improve
charge capture and revenue, clinical data capture and outcomes,
form compliance and usability by providers and nurses, and
compliance with GPRA, JCAHO, and other standards and
requirements through detailed documentation and metric meas-
urements; it also will reduce errors with the data entry/coding
staff in interpreting provider’s care and orders.  Overall, PCC+
streamlines the documentation process and places increased
emphasis on data quality.

PCC+ Forms
Attached is a PCC+ model form that is available from the

PCC+ website (http://www.ihs.gov/misc/links_gateway/down-
load.cfm?doc_id=1292&app_dir_id=4&doc_file=Women_tem
plate.pdf).  While the unmerged form contains no specific
patient information, the sample merged form that accompanies
this article on pages 13-14 demonstrates the features of PCC+
by adding some specific patient information.  Several such tem-
plates are available on the PCC+ website.

Measuring PCC+ Outcomes 
The ITSC PCC+ team designed specific outcome measure-

ments for both the business and clinical process to determine if
PCC+ positively or negatively impacted the clinical care and
business operations of the clinic.  Metrics are based on baseline
data obtained prior to the implementation of PCC+ and then
remeasured and compared to the original baseline figures sev-
eral months after implementation.  The measurement process
through RPMS reports, QMAN reports, or manual audits can
determine if PCC+ along with workflow changes has improved
documentation, coding, patient care outcomes, revenue, GPRA
compliance, or any other relevant factors.

Some of the business metrics measure the following
“before” and “after” data or statistics:
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• Backlogs in data entry or billing
• Coding accuracy
• Compliance in form completion by provider
• Reduction of error reports
• Revenue changes
• Decrease in lost superbills

The clinical metrics comply with internal and national clin-
ical quality guidelines and standards such as GPRA and
JCAHO, and may or may not have been indicated or collected
prior to the implementation of PCC+.  Several of the clinical
metrics are:

• Data quality of the health summary, such as what
should or should not be included in the health summa-
ry reminder, updating the problem list, deleting irrele-
vant notes, listing abnormal results, moving medica-
tions to the pharmacy section and making the health
summary a more usable reference guide to the provider

• Form usability and provider satisfaction with it
• Routine foot checks and education of diabetics
• Child and adult immunizations

PCC+ is an excellent resource to document patient infor-
mation, to gather specific data elements, and to use as a quality
assurance tool to support JCAHO, NCAAA, and GPRA
requirements.  Measurements and standards are required to
support quality clinical care to the AI/AN population and to
assure preventive care such as immunizations, vaccinations,
screenings, and examinations are rendered in a routine, sched-
uled manner.  Once documented, these data will enable IHS,
IHS Area Offices, and HHS as a whole to measure the outcomes
and results of the patient care provided.  Typical questions
would be: have the diabetic complications declined through ear-
lier detection, preventive care, and clinical interventions?  Has
the access to dental care and sealants reduced tooth decay for
the children?  Will preventive screenings using pap smears and
mammograms reduce the incidence of cancer?  Has earlier
detection through preventive examinations and diagnostic tests
reduced the cost of chronic interventions?

The reminders built into the PCC+ form for providers can
improve performance and documentation of diagnostic and
screening tests and results.  Final tallied statistics will not only
determine if the provider and facility comply with the require-
ments set forth by GPRA or JCAHO, but also will provide a
data tool to measure the success or failure rate of the services
rendered to the Indian population.

PCC+ is an integrated legal document of the visit, but also
a robust data tool that can provide the needed data and results
that have in the past not been documented, were poorly docu-
mented, or were documented incorrectly, causing skewed out-
come results.

Summary
All information on PCC+ to include metrics and metric calcu-

lations are listed on the PCC+ web site at www.ihs.gov/ciopccplus.
For any additional information, please contact
theresa.cullen@mail.ihs.gov or carol.miller@mail.ihs.gov.
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Andrew S. Narva, MD; and Theresa A Kuracina, MS, RD, CDE,
both of the Indian Health Service Kidney Disease Program,
Albuquerque, New Mexico

High blood pressure is both a cause and complication of
chronic kidney disease (CKD).   Uncontrolled high blood pres-
sure can accelerate the loss of glomerular filtration rate (GFR).  
Routine monitoring of blood pressure is recommended for all
patients with CKD.  The classification of high blood pressure
should be based on the average of two or more readings at each
of two or more visits after an initial screening.  The following
techniques are recommended:

• The patient should refrain from smoking or ingesting 
caffeine for 30 minutes prior to measurement.

• Seat patient in a chair with back supported, arms bared
and supported at heart level.

• The patient should be allowed to rest for five minutes
in the chair prior to measurement.

• Use an appropriate size cuff.

Treatment of High Blood Pressure
Specific targets for blood pressure control should be dis-

cussed with the patient.  A goal of 130/85 is recommended for
patients without proteinuria (<1 g/day), while the suggested
goal for patients with diabetic kidney disease or proteinuria > 1
g/day is 125/75.

Lifestyle modification and drug therapy are the corner-
stones for treating high blood pressure.  Lifestyle modifications
for prevention and treatment of hypertension include:

• Weight loss if overweight (BMI > 27).
• Limit alcohol intake to no more that 1 oz ethanol

(24 oz beer, 10 oz wine, or 2 oz of 100 proof whiskey)
per day, or 0.5 oz ethanol per day (12 oz beer, 5 oz
wine, or 1 oz 100 proof whiskey) for women and
lighter weight men.

• Increase aerobic physical activity (30 - 45 minutes
most days of the week).

• Reduce sodium intake to no more than 100 mmol per 
day (2.4 g sodium or 6 g NaCl).
• Maintain adequate potassium intake (about 90 mmol

per day).
• Maintain adequate intake of dietary calcium and mag-
nesium for general health.
• Stop smoking and eat less saturated fat and cholesterol

for overall cardiovascular health.
• DASH diet: 9 servings fruits and vegetables a day, 2 -

3 servings of low fat dairy products a day, and 4 - 5
servings of nuts, seeds, and legumes per week.

Angiotensin-converting enzyme inhibitors (ACE-
inhibitors) and angiotensin receptor antagonists (ARBs) have
been shown to slow the progression of CKD.  These medica-
tions lower glomerular capillary blood pressure as well as sys-
temic blood pressure. 

In summary, blood pressure control is key to slowing the
progression of CKD.  Blood pressure goals for CKD differ
based on presence or absence of proteinuria.  Multiple medica-
tions may be needed to control blood pressure.  Dietary sodium
restriction may augment pharmacologic intervention.  On the
following page is an evidence-based treatment algorithm rec-
ommended by the National Kidney Foundation (Am J Kidney
Dis 2000;36:646-661).

Hypertension and Chronic Kidney Disease

This is the fifth in the series of 12 one-page articles about chronic kidney disease.
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Suggested Paradigm For Achieving Blood Pressure Goals in CKD and/or Diabetes 

ACE-i = Angiotensin Converting Enzyme Inhibitor  

CCB = Calcium Channel Blocker  

Counsel all patients with diabetes or CKD on lifestyle modifications  

Start medications if BP > 130/85 mm Hg 

Clonidine should NOT be used with beta blockers 

BP > 15/10 mm Hg above goal 

Cr < 1.8 mg/dL 

BP > 15/10 mm Hg above goal 

Cr > 1.8 mg/dL 

ACE-i/Thiazide Diuretic ACE-i + Loop Diuretic 

BP still not at goal  (130/80 mm Hg)

Add long-acting CCB: Titrate to moderate dose 

• Beta blockers may be used instead of CCBs if angina, heart failure, or arrhythmia are present.  

• Avoid beta blockers with nondihydropyridine CCBs in elderly patients or those with 

conduction abnormalities 

BP still not at goal (130/80 mm Hg) 

Baseline pulse 

84

Baseline pulse 

< 84

Add low-dose Beta Blocker 

or Alpha/Beta Blocker 

Add other subgroup CCB 

(e.g., Amlodipine-like agent if 

verapamil or diltiazem already 

used, and the converse) 

BP still not at goal (130/80 mm Hg) 

Add long-acting Alpha Blocker, nightly, if 

not already used, or refer to a clinical 

hypertension specialist 

BP < 15/10 mm Hg above goal 

ACE-i

> 84



The 15th Annual IHS National Research Conference, “Research: The First Step to Wellness,” will enhance our ability to ensure the
benefit of research to Native American communities and peoples.  The conference will also examine in depth the health dispari-
ties among American Indian and Alaska Native (AI/AN) communities.

Tuesday’s (May 13th) presentations will focus on the impact of health disparities and discuss how to maximize research benefits
and minimize harm to AI/AN individuals and communities, and how those involved can help plan research to ensure benefit.  We
will highlight examples of helpful and responsible research by forming into small groups — each with researchers, tribal council
or health board members, community members, program administrators, and clinicians — to discuss these activities in Indian
country.

Wednesday (May 14th) sessions will focus on methods and results of current qualitative and quantitative research in Indian country.

The entire conference will stimulate both seasoned and new researchers with additional ideas and skills they can use.  The con-
ference will also inform clinicians, health program administrators, community people, and health board and tribal council mem-
bers about research, programs, or activities that may be helpful in their own communities.  People experienced in community-based
health programs and participatory research in Indian or other communities will discuss problems they encountered and how they
solved them, by presenting their own research and by reviewing results presented by others.  This is an opportunity for people who
have never or seldom presented research results to do so in a friendly and supportive environment in a national forum.  It is also
an excellent opportunity to learn from one another.

The IHS has blocked 100 rooms under the “IHS Research Conference” at the Doubletree Paradise Valley Resort.  Reservations
must be made by April 14th by calling: (480) 947-5400.  The guest rate for both single/double will be $79/night, plus tax, which
reflects the Federal government allowable rate.

Individuals who want to present their research should prepare an abstract and fax, mail, or e-mail it (in Word format) to Leslie L.
Randall, RN, MPH by March 28th, 2003 (see Call For Papers).  If mailing, include a diskette with the abstract in Word.  E-
mail addresses: leslie.randall@mail.ihs.gov,
lrandall@aol.com, or lrandall@email.unc.edu.

For those attending the conference who will not be presenting research, please send or e-mail your registration form to: Orie
Platero, at 801 Thompson Avenue, TMP Suite 450, Rockville, MD 20852, telephone (301) 443-1492, e-mail
oplatero@hqe.ihs.gov, or fax (301) 443-0114.

Certificates will be awarded to attendees who register and request CE.  The IHS Clinical Support Center is the accredited sponsor
of this meeting.  The Indian Health Service (IHS) Clinical Support Center is accredited by the Accreditation Council for
Continuing Medical Education, the American Nurses Credentialing Center Commission on Accreditation, and the American
Council on Pharmaceutical Education.

The Indian Health Service 15th Annual 
IHS National Research Conference
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WHEN: May 13-15, 2003, Tuesday through Thursday
WHERE: Doubletree Paradise Valley Resort, 5401 N. Scottsdale Rd., Scottsdale, AZ 85250
FOR WHOM: People in Indian health systems and others in health systems who are researchers, health care

professionals (including CHRs), administrators, health board members, tribal council members,
traditional healers and interested community members.
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15th Annual IHS National Research Conference
“Research: The First Step to Wellness”

REGISTRATION FORM

The broad theme of the 15th Annual IHS National Research Conference will address the impact of health disparities among
American Indian and Alaska Native communities through research, the first step to wellness.  The conference will provide a forum
for learning about American Indian/Alaska Native research activities; discuss research methods and research findings to improve
the health of the people involved; involve American Indian/Alaska Native people in the research process; allow for dialogue
between American Indian/Alaska Native participants of the research activity; and promote caring and sincere concern for human
safety throughout the research process.

The conference will be held at the Doubletree Paradise Valley Resort, 5401 N. Scottsdale Rd. Scottsdale, Arizona 85250; phone
(480) 947-5400; or fax (480) 946-1524.  Please reserve your room by April 14, 2003 by referring to the “IHS Research Conference.”
The rate is $79 single/double per room, per night, plus tax, which reflects conference rate allowable charges.  All government trav-
elers must complete the actual subsistence form to be reimbursed the $79 rate.

NAME: _________________________________________________________________________________________________

TITLE:_________________________________________________________________________________________________

ADDRESS: ______________________________________________________________________________________________

________________________________________________________________________________________________________

PHONE: ____________________ FAX: _____________________ E-MAIL: _______________________________________

Whom are you representing? (Check  one):

[   ]   Tribe Name:______________________________________________________________________________________
[   ]   University :_______________________________________________________________________________________
[   ]   IHS Location:_____________________________________________________________________________________
[   ]   Other Federal Government Agency:___________________________________________________________________
[   ]   Other :__________________________________________________________________________________________

I will be attending the IHS Research Conference on the following days:

[   ]   Tuesday, May 13, 2003
[   ]   Wednesday, May 14, 2003
[   ]   Thursday, May 15, 2003

IHS Research Conference Coordinator: Orie Platero
801 Thompson, TMP Suite 450
Rockville, MD 20852
Ph: (301) 443-1492
Fax: (301) 443-1522
E-mail: oplatero@hqe.ihs.gov
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The 15th Annual Indian Health Service (IHS) National Research Conference, sponsored by the Office of Program Support and
the IHS Clinical Support Center (the accredited sponsor), will be held May 13-15, 2003 at the Doubletree Paradise Valley Resort,
5401 N. Scottsdale Road, Scottsdale, AZ 85250.

Submit your oral or poster presentation for the following categories by March 28, 2003: Aging, AIDS, Alcohol and Substance
Abuse, Alternative Healing Practices, Cancer, Cardiovascular Disease, Diabetes, Environmental Health, Epidemiology, Health
Care Administration, Health Promotion and Disease Prevention, Health Services Research, Injury Prevention, Mental Health,
Nutrition, Oral Health, Women’s Health, or Traditional Medicine.  Research that measures the effectiveness of innovative envi-
ronmental health or health care intervention, or that involves exemplary partnerships between researchers and tribes is encouraged.
Research issues related to health disparities and AI/AN are recommended for submission. 

Instructions for Preparing Abstracts:
1. You should share your research results with the tribe(s) involved in the research for tribal review and approval

before presenting the results at the IHS Research Conference.
2. All abstracts accepted for either oral presentation or poster presentation will be reproduced in an abstract book for distribu-

tion.  Therefore, all abstracts must have an identical format in a Word file.  Please comply with the directions carefully.        
3. Use the sample abstract form as a guide for the size of your abstract.  All copies must fit within the frame.
4. The abstract format must be as follows:

• Title [bolded]
• Authors [First name, Middle Initial, Last name].  Note: Do not include degrees after the authors’ names. Place

an asterisk before the name of the presenting author.
• Single space after the Title and Authors.
• Single-space the text of the abstract with one continuous paragraph using Times New Roman 12 CPI.
• The text should not exceed 250 words.  Do not include figures, tables, equations, mathematical signs or symbols, or 

references.  
• Organize the text in the following manner and bold the Purpose, Methods, Results, and Conclusions 

•    A brief Purpose statement or Background information of the study
•      A statement of the Methods used (including number of subjects and other pertinent data)
•      A summary of the Results presented in sufficient  detail to support the conclusion and
•      A statement of the Conclusion.  (It is not appropriate to state, “ The results will be discussed.”) 

• Single space after the text of the abstract.
• Add “For further information:” in bold, followed by the primary author’s full name, official title, organization,

address, telephone number, fax number, and e-mail address.
5. Please check the desired form of presentation: oral, poster, or either one.
6. Please fill out the biographical sketch on the next page and fax or mail it to the address below.  Do not send a CV or resume.
7. Abstracts must be received by close of business March 28, 2003.
8. We will notify authors of the acceptance or rejection of their paper no later than April 4, 2003.
9. All abstracts should be faxed, mailed, or e-mailed (in Word format; if mailing, include a diskette with the abstract in Word)

to:
Leslie L. Randall, RN, MPH
National IHS Epidemiology Program
5300 Homestead Rd. NE, Albuquerque NM 87110
Ph: (505) 248-4132; Fax: (505) 248-4393;
e-maill leslie.randall@mail.ihs.gov or lrandall@aol.com

15th Annual IHS Research Conference
Call for Papers – Abstracts
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Indian Health Service 15th Annual IHS National Research Conference
ABSTRACT TEMPLATE AND BIOGRAPHICAL DATA FORM

Using “avoidable hospitalization” indicators to access adequacy of primary care: the Indian
Health Service (IHS) 1980-1990.  Blessing Yazzie, Eudora Jones, *Thomas L. Whitehorse.

Background: Major needs in assessing care included: using existing data; and assessing primary care.
We used “avoidable hospitalization” indicators to assess how well IHS primary care prevented avoid-
able hospitalizations.  Methods: The avoidable hospitalization indicators were: TB, pertussis, cervical
cancer, rheumatic heart disease, and asthma, complications of hypertension, influenza and pneumococ-
cal pneumonia in 65 + year olds, infant gastroenteritis, and newborn disease due to isoimmunizations.
The IHS inpatient database for years 1980-1990 provided the count of cases.  The denominator was the
IHS Service Population derived from the census 1980-1990 of American Indian and Alaska Native resi-
dents.  We calculated the all US rates using the National Hospital Discharge Survey.  Results:
Hospitalization rates for most avoidable conditions decreased more than had all hospitalizations.
However the rates of four conditions decreased less than all, and worsened relative to the change in the
US: pneumococcal pneumonia for 65+ year olds, newborn hemolytic disease, hypoglycemia and asthma.
Conclusions: IHS should investigate the epidemiology and the primary care of these conditions.
Avoidable hospitalization indicators may detect changes in primary care or epidemiology rapidly and
with good sensitivity.

For further information: Blessing Yazzie, MD, PHD, Director, Tribal Health Program, 4300 Haxton
Way, Tucson, AZ 85746-9352.  (520) 263-8500, fax (520) 263-8516, e-mail Blessing@tribe.gov

Biographical Sketch (Please Type)

Primary Author/Presenter: ________________________________________________________________________________
As you would like it in the Conference Program
Mailing Address: ________________________________________________________________________________________
_______________________________________________________________________________________________________
City/State/Zip: __________________________________________________________________________________________
Phone Numbers: Work: __________________ Fax: ___________________ E-mail: ________________________________
Secondary Authors: (First author + 2 additional, Name, Title, Place of Employment)
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Submitted for: [  ] Oral Presentation                  [  ] Poster Presentation               [  ]    Either

If this abstract is not accepted for oral presentation, would you consider a poster? [  ] Yes    [  ] No

Indicate the major content area of your abstract:
[  ] Nursing             [  ] Medicine     [  ] Environmental Health
[  ] Community Health [  ] Nutrition [  ] Behavioral/Mental Health
[  ] Dentistry [  ] Epidemiology [  ] Other_____________________________



The 4th Annual Advances in Indian Health Conference is offered for primary care physicians, nurses, and physician assistants
who work with American Indian and Alaskan Native populations at Federal, tribal, and urban sites.  Medical students and residents
who are interested in serving these populations are also welcome.

Both new and experienced attendees will learn about advances in clinical care specifically relevant to Native American Indian
populations with an emphasis on southwestern tribes.  Opportunities to learn from experienced career clinicians who are experts
in native people’s health will be emphasized.  Indian Health Service chief clinical consultants and disease control program direc-
tors will be available for consultation and program development.

A Registration Form is posted on the UNM CME website at http://hsc.unm.edu/cme.  The conference brochure will be avail-
able in February 2003.  To be on our mailing list, please call the Office of Continuing Medical Education at (505) 272-3942. The
brochure will also be available, in February, on the UNM CME website.  For additional information please contact Kathy
Breckenridge, University of New Mexico Office of Continuing Medical Education, at (505) 272-3942. 

CONFERENCE LOCATION
Radisson Hotel and Conference Center

2500 Carlisle, NE, Albuquerque, NM  87110
Phone: (505) 888-3311  Fax: (505) 881-7452

All room rates are subject to state and local taxes, which are currently 10.8125%.
The special conference room rates: $65.00 Single or Double Occupancy. 

Deadline: April 15, 2003 at 5:00 pm (MST)

Presented by:

4th Annual 
Advances in Indian Health 

April 30, May 1 and 2, 2003
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Editor's note: As a service to our readers, THE IHS
PROVIDER will publish notices of clinical positions avail-
able.  Indian health program employers should send brief
announcements on an organizational letterhead to: Editor,
THE IHS PROVIDER, The IHS Clinical Support Center, Two
Renaissance Square, Suite 780, 40 North Central Avenue,
Phoenix, Arizona 85004.  Submissions will be run for two
months, but may be renewed as many times as necessary.
Tribal organizations that have taken their tribal "shares" of
the CSC budget will need to reimburse CSC for the expense of
this service.  The Indian Health Service assumes no responsi-
bility for the accuracy of the information in such announce-
ments.

Dentist
Pueblo of Jemez; Jemez, New Mexico

The Pueblo of Jemez Health and Human Services Dept. is
seeking a general dentist for its dental clinic.  The candidate
will provide a full range of dental services to patients of all
ages for the Pueblo of Jemez.  Provides diagnostic, preventive,
educational, and corrective dental health services to eligible
patients.  Preventive services include sealants, topical fluo-
ride, and community- and school-based dental education.
Corrective services include restorative dentistry, endodontia,
exodontia, prosthodontia, orthodontia, and pediatric dentistry.
Serves as the dental advisor to the Jemez Health Clinic med-
ical staff and the Pueblo of Jemez Health and Human Services
Department on all matters pertaining to oral health.
Supervises the Jemez Dental Clinic staff and coordinates den-
tal services.  Dentistry degree from a recognized college of
dentistry, current New Mexico licensure or eligibility for
immediate licensure, and 2 - 5 years experience in dental prac-
tice.  Salary negotiable, DOE.  Position open until filled.  For
further information and/or tribal application, contact the
Pueblo of Jemez Human Resources Department (505) 834-
7359.

Family Practice Physician
Sonoma County Indian Health Project; Santa Rosa,
California

The Sonoma County Indian Health Project (SCIHP) is
seeking a full-time BC/BE family practice physician to join
our team.  Obstetrics and inpatient skills required.  SCIHP is a
comprehensive community care clinic located in the northern
Californian wine country.  We offer a competitive salary,
excellent benefits, and an opportunity for loan repayment.  For
more information, please contact Bob Orr at (707) 521-4654;
or e-mail rorr@crihb.ihs.gov.

Nursing Positions
Tuba City Indian Medical Center; Tuba City, Arizona

Tuba City Indian Medical Center, a 70-bed facility, is

located in northern Arizona on the Colorado Plateau, 85 miles
north of Flagstaff and 75 miles south of Page (Lake Powell).
The Grand Canyon is also within 11/2 hours of the facility.  Due
to the rural setting and increased patient acuity, Tuba City
Indian Medical Center is seeking nurses with current licensure
for employment in the following areas: 1) one position on the
Adult Care Unit; 28 beds, nurse to patient ratio = 1:6(8); 2)
four positions on pediatric unit; 15 beds, nurse to patient ratio
= 1:5; 3) four positions in the emergency department; 4) two
positions in the operating room; 5) two positions in obstetrics;
6) three position in PACU/Short Stay Surgery; and 7) addi-
tional rolling position availability in outpatient departments.
Many positions require working on a rotational shift during
evenings, nights, weekends, and holidays. On the units, a lad-
der system is in place to allow for leadership opportunities and
upward mobility while remaining on the unit of your choice.

The Performance Improvement Director position is also
available to support administration in ensuring effective
patient care outcomes through case management, risk and
safety management, infection control, and performance
improvement.  A Health System Specialist (Compliance
Officer) vacancy is also available where the incumbent con-
tributes to the organization's mission and vision by planning,
designing, implementing, and maintaining system-wide com-
pliance and privacy programs, policies, and procedures.
Please contact Amy Webb, Nurse Recruiter, at (928) 283-
2710; or e-mail awebb@tcimc.ihs.gov.

Family Practice Physician
Sage Memorial Hospital; Ganado, Arizona

Practice Family Medicine the way it should be.  FP cen-
tered health care environment.  Utilize all of your privileges.
Have time to really interact with patients and colleagues.  Sage
Memorial Hospital in Ganado, Arizona has five open positions
available immediately for board certified family physicians.

We are located on the Navajo Nation in northern Arizona.
We are an independent facility.  We qualify for NHSC schol-
arship and loan repayment.  Inexpensive housing is provided
on the compound.

Ganado is one hour from Gallup, New Mexico and 21/2

hours from Flagstaff, Arizona.  A flexible work schedule
allows for plenty of opportunities for hiking, biking, camping,
and skiing in the surrounding area.  The beautiful mesas and
mountains of the high desert here are enhanced by a perfect,
sunny climate.

For further information call Dr. Ralph P. Eccles at (928)
755-4500; fax (928) 755-4659; or e-mail rpeccles@frontier-
net.net.

Chief of Internal Medicine
Phoenix Indian Medical Center; Phoenix, Arizona

The Phoenix Indian Medical Center is seeking a Chief of

POSITION VACANCIES �
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Medicine, Board Certified, with five years of experience,
preferably several years of IHS experience.  The practice uti-
lizes a hospitalist internal medicine model and includes a busy
primary care medicine clinic.  Currently the internal medicine
department has on staff eleven general internists in the depart-
ment, with full time endocrinology and pulmonology and part
time representation for multiple other subspecialties.  Please
contact Kim R. Smith at (602) 364-5253; fax (602) 364-5358;
or e-mail kim.smith@mail.his.gov. 

Staff Physicians, Multiple Specialties
Phoenix Area Indian Health Service; Phoenix, Arizona

Challenging professional opportunity in a setting of
rewarding, cross-cultural health care.  Seeking BC/BE family
practice, obstetrics and gynecology, internal medicine, general
surgery, and emergency medicine physicians.  Position avail-
able in urban and rural settings.  Our physicians are eligible to
apply for the IHS Loan Repayment Program.  Please send
resume and/or inquiries to Kim R. Smith by fax at (602) 364-
5358; or e-mail kim.smith@mail.ihs.gov. Equal Opportunity
Employer.

Internal Medicine Hospitalist
Phoenix Indian Medical Center; Phoenix, Arizona

The Phoenix Indian Medical Center is seeking a full time
general hospitalist (BC/BE).  The practice utilizes a hospitalist
internal medicine model and includes a busy primary care med-
icine clinic.  Currently the internal medicine department has on
staff eleven general internists in the department, with fulltime
endocrinology and pulmonology, and part time representation
for multiple other subspecialties.  Please contact Kim R. Smith
at (602) 364-5253; fax (602) 364-5253; or e-mail
kim.smith@mail.his.gov.

Internal Medicine Hospitalist
Phoenix Indian Medical Center; Phoenix, Arizona

The Phoenix Indian Medical Center is seeking a full time
general hospitalist (BC/BE).  The practice utilizes a hospitalist
internal medicine model and includes a busy primary care med-
icine clinic.  Currently the internal medicine department has on
staff eleven general internists in the department, with fulltime
endocrinology and pulmonology, and part time representation
for multiple other subspecialties.  Please contact Kim R. Smith
at (602) 364-5253; fax (602) 364-5253; or e-mail
kim.smith@mail.his.gov. 

Infectious Diseases Specialist
Phoenix Indian Medical Center; Phoenix, Arizona

The Phoenix Indian Medical Center is seeking a full time
general hospitalist (BC/BE) with specialization in infectious
diseases.  The practice utilizes a hospitalist internal medicine
model and includes a busy primary care medicine clinic.
Currently the internal medicine department has on staff eleven
general internists in the department, with fulltime endocrinolo-

gy and pulmonology, and part time representation for multiple
other subspecialties.  Please contact Kim R. Smith at (602) 364-
5253; fax (602) 364-5358; Or e-mail kim.smith@mail.his.gov. 

Physical Therapist
Hopi Health Care Center; Polacca, Arizona

Just a year and a half ago, the Hopi Health Care Center
Physical Therapy Department was born.  Since then, it has
expanded rapidly with excellent leadership.  One physical ther-
apist and two physical therapy aides need another physical ther-
apist to join the HHCC team.  Contact Karen Lee, HR special-
ist at (928) 737-6014; e-mail karen.lee@mail.his.gov; or visit
the Indian Health Service website at www.ihs.gov.

Computerized Tomography Technologist
Radiologic Technologist
Hopi Health Care Center; Polacca, Arizona

The Hopi Health Care Imaging Department serves pre-
dominately Hopi and Navajo patients in ambulatory care, inpa-
tient, and emergency department settings.  The new and spa-
cious department utilizes telemedicine connectivity and is look-
ing forward to realizing completion of a PACS.  Two radiolog-
ic technologists are needed to fully staff the Imaging
Department: a computerized tomography (CT) tech and an
entry-level radiologic technologist GS-5/6/7 (this will be a
training position; the candidate would be expected to cross-train
in CT).  Contact Karen Lee, HR specialist at (928) 737-6014; e-
mail karen.lee@mail.his.gov; or visit the Indian Health Service
website at www.ihs.gov.

Emergency Medicine Physicians
Phoenix Area IHS

The Phoenix Area Indian Health Service is seeking emer-
gency medicine physicians (BC/BE, with ACLS certification) to
staff multiple urban and rural health care facilities.  Make a dif-
ference in the health care of American Indians and Alaskan
Natives.  Our physicians are eligible to apply for the Loan
Repayment Program.  Equal opportunity employer.  Please send
your resume and/or inquiries to Kim R. Smith, Phoenix Area
Office, Two Renaissance Square, 40 North Central Avenue,
Suite; 510, Phoenix, Arizona 85004; telephone (602) 364-5253;
e-mail kim.smith@mail.his.gov; fax (602) 364-5358.

General Otolaryngologist
Phoenix Indian Medical Center; Phoenix, Arizona

The ENT Department at the Phoenix Indian Medical
Center seeks a well-trained, personable individual for a full-
time staff position in our three-person department.  We are a
Public Health Service, 125-bed tertiary care hospital in the heart
of the Valley of the Sun.  Practice a broad range of OTO-HNS
utilizing all of your skills.  We have a robust outreach program,
with no overnight stays.  Full audiological support both at our
hospital and in the field.

Enjoy a competitive salary (150-165K as a Civil Servant),
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paid leave (plus all Federal holidays), CME monetary and leave
allowance, and malpractice coverage.  EOE.  

Phoenix is the home to multiple professional sports fran-
chises, a renowned symphony, year-round golfing, and nearly
every amenity one could want.

Contact Greg Buchalter, MD, Deputy Chief, ENT Dept.,
telephone (602) 263-1514; fax (602) 263-1635; e-mail grego-
ry.buchalter@pimc.ihs.gov.

Chief Executive Officer
Native American Community Health Center; Phoenix,
Arizona

The Native American Community Health Center
(NACHC), a non-profit health care organization in Phoenix,
Arizona, is seeking a chief executive officer (CEO),
MPH/MHA preferred.  We are looking for a CEO who has a
vision to lead and manage the organization as prescribed by the
Board of Directors.  He or she will provide overall organization
leadership, supervision, and promotion of the organization’s
mission and values.  This CEO will be responsible for the oper-
ation of a complex Urban Native American organization, in a
cross- cultural health care setting.  The applicant must have full
knowledge of complex public health concepts and principles, as
well as the practices of health care administration.  Indian
Preference will apply to this position.  Candidates must provide
Certificate of Degree of Indian Blood to be considered.  Contact
Ella Bia, Interim CEO/HR Director, at (602) 279-5262, ext.
257; or e-mail  ebia@nachci.com.

Pharmacist
Salt River Pima-Maricopa Indian Community; Scottsdale,
Arizona

Position description: Will perform all pharmacy operations,
including filling authorized prescriptions and providing educa-
tion and counseling for patients of the Salt River Clinic.  Duties
will include the following: Prepares medications for patients
from original prescriptions.   Prepares and maintains prepack-
aged drugs.  Under standing orders, determines need for med-
ication refills on patients with chronic illnesses.  Reviews all
drug orders written in the patient's permanent medical record to
assure the appropriateness of the prescribed therapy.   Resolves
all discrepancies with the prescribing provider prior to dispens-
ing medication.   Maintains strict records of medications dis-
pensed.  Provides education and counseling to patients which
includes, but is not limited to, the proper use of medications,
possible side effects, correct storage of medications, dosage
schedule, and identification of potential barriers to compliance.
Maintains inventory and tight controls of all pharmaceuticals in
the pharmacy, particularly the controlled drugs such as nar-
cotics and sedatives.  Orders drugs as appropriate.  Ensures
proper and safe storage and care of all pharmaceuticals.
Confers with the pharmacy staff at Phoenix Indian Medical
Center and the Phoenix Area Office of the Indian Health
Service.  Coordinates with all SRPMIC pharmacy staff to

ensure coverage for the Salt River Clinic Pharmacy.   Maintains
pharmacy data and prepares reports as required.  Maintains
JCAHO (Joint Commission for the Accreditation of Health
Care Organizations) standards, professional licensure, and con-
tinuing education credits required for field.  Performs other
duties as assigned to maintain and enhance program and agency
operation.

Requires a BS in Pharmacy and at least two years of expe-
rience as a full-time pharmacist.  Must be licensed in the state
of Arizona.  Clinic experience preferred.  Familiarity with the
Indian Health Service system and formulary desired.  Ability to
meet SRPMIC insurance requirements required.  All applicants
will be considered, and the tribe will consider entering into an
MOA with a 0-3/0-4 level CO Pharmacist.  Must pass a pre-
employment drug test.  Native American Preference Applies.
Equal Opportunity Employer. Contact the SRP-MIC Human
Resources Department, 10005 East Osborn Road, Scottsdale,
Arizona 85256; telephone (480) 850-8096; Internet address
www.srpmicjob.com.

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

We are looking for qualified and enthusiastic board eligible
orthopaedic surgeons interested in working and living in north-
ern Arizona.  This position can be created to fit your timetable
and lifestyle: Commissioned Corps officer, full-time/part-time
employment, office non-surgical practice, contract employ-
ment, or locum tenens.  Tuba City Indian Medical Center is a 72
bed acute care Level II trauma center located in northern
Arizona at 5000 feet above sea level on the arid Kaibeto
Plateau.  There are a myriad activities available including bicy-
cling, canyoning, rafting, rock climbing, and snow skiing
among the numerous canyons and peaks.  To name a few near-
by attractions are the Grand Canyon, Bryce and Zion Canyons,
the Colorado River and the San Francisco Mountains.  You can
work with an excellent medical staff, your children can play in
safe neighborhoods, and your family will enjoy the great com-
munity spirit.  Competitive salary with benefits, include moving
allowance and loan repayment options, are offered.  Interested?
Direct your questions about this unusual and very rewarding job
opportunity to Vivian K. Chang at (928) 283 2406, or send your
CV to PO Box 600, Tuba City, Arizona  86045; or e-mail
vchang@tcimc.ihs.gov.



2002 Midwinter Conference on Women's and Children's
Health
February 7-9, 2003; Telluride, Colorado

The seventeenth annual Navajo Area Midwinter OB-Peds
continuing education conference will be held February 7-9,
2003 in Telluride, Colorado.  Expert speakers from within IHS
and from academic centers in the southwest will address a
variety of topics of interest to physicians and advanced prac-
tice nurses who provide care for American Indian women and
children.  The conference format is designed to promote net-
working and permit winter recreational activities, as well as
provide excellent learning opportunities.  The IHS Clinical
Support Center is the accredited sponsor for continuing edu-
cation.

For further information, contact Martha Morgan, MD at
the Gallup Indian Medical Center, P.O. Box 1337, Gallup,
New Mexico 87305; telephone (505) 722-1000; Diana Hu,
MD at the Tuba City Indian Medical Center, P.O. Box 600,
Tuba City, Arizona 86045; telephone  (520) 283-2501; or Alan
Waxman, MD, by e-mail at awaxman@salud.unm.edu.

The 2003 Meeting of the National Councils of the IHS
February 10-13, 2003;  San Diego, California

The National Councils (Clinical Directors, Service Unit
Directors, Chief Medical Officers, and Nurse Consultants) of
the Indian Health Service will hold their 2003 annual meeting
February 10-13, 2003 in San Diego, California.    An exciting
and informative program is planned to address Indian Health
Service/tribal/urban program issues and offer solutions to
common concerns throughout Indian country.  The focus this
year will be on “Achieving Quality Care through Quality
Leadership.” Indian Health Program Chief Executive Officers
and Clinico-administrators are invited to attend.  The meeting
site is the Bahia Resort Hotel, 998 W. Mission Beach Drive,
San Diego, California.  The Clinical Support Center (CSC) is
the accredited sponsor  for this meeting.  Please contact Gigi
Holmes at the Clinical Support Center (602) 364-7777, or e-
mail gigi.holmes@phx.ihs.gov.

Establishing Metabolic Syndrome Programs in American
Indian/Alaska Native Communities
February 18-19, 2003; San Diego, California
April 15-16, 2003; Phoenix, Arizona
June 3-4, 2003; Minneapolis, Minnesota

This two-day diabetes and cardiovascular disease preven-
tion workshop will address the justification and essential pro-
gram components necessary for implementing metabolic syn-
drome programs in American Indian and Alaska Native com-
munities.

Teams of 2-3 healthcare professionals (MD, PA, RPh, RD,
RN, etc.) who have interest and plan to develop a metabolic
syndrome program or improve an existing diabetes program
should apply.  Such teams will be given priority over individ-
uals.

The IHS Clinical Support Center is the accredited
sponsor of this workshop.  For more information or to
request a pamphlet, contact the IHS Nutrition and
Dietetics Training Program at (866) 477-6432; e-mail
deckleberry@abq.ihs.gov; or log on to our web site at
www.ihs.gov/medicalprograms/nutrition.

Nutrition and Chronic Kidney Disease
March 5 - 6, 2003; Albuquerque, New Mexico

The IHS Nutrition and Dietetics Training Program
(N&DTP) and the IHS Kidney Disease Program will sponsor
a two-day workshop on nutrition and chronic kidney disease in
Albuquerque.  The objectives of this workshop are to review
the new National Kidney Foundation classification of the
stages of chronic kidney disease (CKD) and the progressive
nature of CKD; to identify patients who may benefit from
nutritional intervention to preserve kidney function; to pre-
scribe, monitor, and evaluate appropriate medical nutrition
therapy; and to identify different treatment modalities and
their respective nutritional considerations. 

MEETINGS OF INTEREST �
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Dietitians, nutritionists, and other health professionals who
provide services to American Indian and Alaska Native patients
with varying degrees of kidney disease are encouraged to apply.
The IHS N&DTP has no registration fee for those representing
programs that have not taken their shares of the IHS N&DTP
budget.  For additional information, please call IHS N&DTP
toll free at (866) 477-6432.

IHS Integrated Diabetes Education and Clinical Standards
Recognition Program Workshop
March 18, 2003; Albuquerque, New Mexico

The IHS Integrated Diabetes Education and Clinical
Standards Recognition Program enables your program to seek
acknowledgment of quality diabetes care and education servic-
es offered in your community.  The IHS Recognition Program
offers flexibility in measuring your program against nationally
accepted diabetes education and clinical standards.  IHS
Diabetes Education Recognition will allow diabetes education
programs to seek Medicare reimbursement.  
This workshop is designed for health professionals, diabetes
team members or diabetes educators working in the Indian
health network. 

The March meeting will be held at the Marriott Hotel.  The
December workshop is being presented in conjunction with the
Diabetes In American Indian Communities Conference in
Denver, December 10-13, 2002; it will be held at the Adams
Mark Hotel.

There is no registration fee for these workshops.  The IHS
Clinical Support Center is the accredited sponsor.  For more
information or to request a pamphlet, contact the IHS Nutrition
and Dietetics Training Program at (866) 477-6432; e-mail deck-
leberry@abq.ihs.gov; or log on to our web site at
www.ihs.gov/medicalprograms/nutrition.

IHS National Nutrition and Dietetics Seminar
April 29-May 2, 2003; Albuquerque, New Mexico

This seminar is designed for Indian Health Service, tribal,
urban program, BIA, and WIC Program dietitians and nutri-
tionists serving American Indians/Alaska Natives.  The confer-
ence goals are as follows: to increase knowledge, confidence
and skills in providing consistent messages that address cus-
tomer needs; to provide updates on IHS initiatives and pro-
grams; to provide opportunities for nutrition professionals
working in American Indian/Alaska Native communities to net-
work and share experiences.

Workshop offerings include the following: New Staff
Orientation; IHS Headquarters Updates and Initiatives; Medical
Nutrition Therapy: Using the Standards; Reimbursement for
Nutrition Services; Cultural Counseling; Prevention Marketing;
Applying Exercise Science for your Patients; Diabetes
Prevention Program: Successful Tips for Use with Your Clients;
Culinary Arts for Dietitians and Nutritionists; and How to
Conduct and Analyze Focus Groups. 

A registration fee will apply for those registrants employed

by compacting/contracting tribes who have withdrawn tribal
shares from the IHS Nutrition and Dietetics Training Program.
The conference will be held at the Marriott Hotel.  The IHS
Clinical Support Center is the accredited sponsor of this work-
shop.  For more information or to request a pamphlet, contact
the IHS Nutrition and Dietetics Training Program at (866) 477-
6432; e-mail deckleberry@abq.ihs.gov; or log on to our web
site at www.ihs.gov/medicalprograms/nutrition.

Taking the Care of Chronic Kidney Disease to a Higher
Level
May 15-16, 2003; Lewistown, Montana

Our facility is hosting the Montana State Renal Conference
entitled "Taking the Care of Chronic Kidney Disease to a
Higher Level" on May 15-16, 2003 in Lewistown, Montana.
The goal of this conference is to provide an educational forum
for health care professionals to learn about early detection of
kidney disease, minimizing progression of kidney disease, and
management of uremic complications to improve the health sta-
tus of kidney disease patients.   The target audience will be pri-
mary care physicians, internists, endocrinologists, nephrolo-
gists, family practice physician, nurse practitioners, and dialy-
sis personnel.

For more information, contact Patti Jo Feller RN, CNN, Fort
Peck Tribal Dialysis Unit, Poplar, Montana  59255; telephone
(406) 768-5468; or e-mail patti.feller@mail.ihs.gov.
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Applied Exercise Science for Clinical Professionals: A short
course and practicum in Exercise Science and Exercise
Planning
May 20-21, 2003; Santa Fe, New Mexico

The conference will be held at the Marriott Hotel, 3233
NW Expressway, Oklahoma City, Oklahoma.  Registration
brochures will be available in June.  For more information on
conference registration, the call for presentations, conference
support, or Outstanding Elder nominations, contact either
Shona Gambrell at Oklahoma State University, at (405) 744-
6571; e-mail shonmat@okstate.edu, or K. Denise Smith at
Lawton Indian Hospital by calling toll-free (888) 275-4886 ext
348; e-mail karole.smith@mail.ihs.gov.  Conference informa-
tion can also be found at http://www.okstate.edu/hes/pro-
grams.html.

Fifth Annual American Indian Elders Conference
September 9-11, 2003; Oklahoma City, Oklahoma

The Fifth Annual American Indian Elders Conference,
“Elders Are the Difference,” will be held September 9-11, 2003
in Oklahoma City, Oklahoma.  The main goal of this conference
is to recognize the differences American Indian Elders make in
the lives of others as they strive to improve their own lifestyles.
Outstanding Elders and their accomplishments will also be rec-

ognized, representing tribes in the state of Oklahoma.
Nomination information will be distributed to tribal administra-
tors and chiefs by early summer.

Conference topics will include Alzheimer’s, cancer, dia-
betes, exercise, pain management, grandparents raising grand-
children, and much more.  The conference planning committee
consists of representatives from Lawton Indian Hospital,
Wewoka Indian Health Center, Oklahoma City Area Indian
Health Service, Oklahoma State University, American Cancer
Society, Cherokee Nation, Cheyenne and Arapaho Tribes,
Choctaw Nation, Seminole Nation, Oklahoma Insurance
Department, Department of Human Services’ Aging Services
Division, and the University of Oklahoma Health Science
Center.  

The conference will be held at the Marriott Hotel, 3233 NW
Expressway, Oklahoma City, Oklahoma.  Registration brochures
will be available in June.  For more information on conference
registration, the call for presentations, conference support, or
Outstanding Elder nominations, contact either Shona Gambrell
at Oklahoma State University, at (405) 744-6571; e-mail
shonmat@okstate.edu, or K. Denise Smith at Lawton Indian
Hospital by calling toll-free (888) 275-4886 ext 348; e-mail
karole.smith@mail.ihs.gov.  Conference information can also
be found at http://www.okstate.edu/hes/programs.html.

The May 2003 issue of THE IHS PROVIDER, to be published on the occasion of National Older Americans Month, will be
the seventh annual issue dedicated to our elders.  Indian Health Service, tribal, and Urban Program professionals are encouraged
to submit articles for this issue on elders and their health and health care.  We are also interested in articles written by Indian eld-
ers themselves giving their perspective on health and health care issues.  Inquiries or submissions can be addressed to the atten-
tion of the editor at the address on the back page of this issue.

The 7th Annual Elders Issue
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