
Scott Dyer, DO, National Health Service Corps Physician,
Winslow Indian Health Center, Winslow, Arizona

Healthcare is a growing industry.  The cost of delivering
healthcare in the U.S. reaches billions of dollars each year, and
with the population aging it is expected that the costs will rise
even higher.  In order to reduce these projected costs, there need
to be more interventions in preventative medicine.

One area that can be focused upon is smoking cessation. It
is estimated that smoking related diseases kill 430,000
Americans each year, and that it costs the U.S. $97.2 billion in
combined healthcare costs and lost productivity.  Among those
who are most likely to smoke and to be exposed to the risks of
lung disease and cancers are Native Americans.  Thirty four per-
cent of Native Americans are smokers.  The next highest rates
of smoking are among African Americans (26.7%), Caucasians
(25.3%), Hispanics (20.4%), and Asians/Pacific Islanders
(16.9%).  It is also estimated that 22.4% of U.S. teenagers
smoke, and nearly 90% of all smokers began before age 21.1

Not only does smoking cause most cases of chronic
obstructive pulmonary disease (COPD), it is also estimated that
smoking causes 25% of all cancers.  Smoking is known to be a
risk factor in cancers of the oral cavity, respiratory tract, blad-
der, renal pelvis, and pancreas.2 In particular, smoking is direct-
ly responsible for 87% of all lung cancers.  Furthermore, sec-
ondhand smoke causes approximately 3000 lung cancer deaths
annually in the U.S.  Today, lung cancer has taken the lead in
female related cancer deaths.  In 2000 an estimated 67,600
women died of lung cancer; by comparison there were approx-
imately 40,800 deaths from breast cancer.1

Smoking is also directly related to cardiovascular disease.
Twenty percent of the 500,000 coronary heart disease (CHD)
deaths each year are attributable to smoking.  Furthermore, in
males, the death rates from CHD are 60-70% higher in smokers
than nonsmokers.  Also, women who smoke have higher CHD
death rates, but in conjunction with oral contraceptives, they
have a ten-fold increase.  Cigarette smoking also contributes to
coronary atherosclerosis, acute ischemia, and thrombotic and
arrhythmic coronary events.  It is also known to cause fifteen
percent of the 150,000 stroke deaths each year.  Lastly, it is the
strongest risk factor for arteriosclerosis obliterans and throm-
boangitis obliterans.3

In order to combat the use of cigarette smoking, nicotine
replacement therapy began in the 1970s in the form of gum.
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Since then, there have been more forms made available, includ-
ing the patch, pill, inhaler, nasal spray, and film.  The success
rates have only been fair with a single nicotine replacement
therapy.  However, there have now been a few randomized, con-
trolled trials that have addressed combination nicotine replace-
ment therapy.  This paper will review the best of the available
trials on combination replacement therapy and examine
whether or not this method has significantly higher success
rates for smoking cessation after 12 months, and if so, which
patients would best benefit from combination nicotine replace-
ment therapy.

There are only two studies that have compared nicotine
gum to the 16 hour patch.4,5 Kornitzer took 374 volunteers from
the workplace from three insurance companies in Brussels,
Belgium.  They were men and women age 20 - 65, with a mean
age of 40.  They smoked 10+ cigarettes a day (mean 25), for at
least three years (mean, 22 years).  They were motivated to quit,
and had a mean Fagerstrom Tolerance Score (FTS) of 6.
Exclusion criteria were symptomatic cardiovascular disease,
pregnancy, breast-feeding, abuse of alcohol or other drugs, der-
matological disorders, peptic ulcers, use of smokeless tobacco,
or involvement in any other smoking cessation programs.

Patients were enrolled in a double blind, randomized, con-
trolled trial (RCT) into three groups.  Group 1 (n=149) used a
15 mg patch and 2 mg nicotine gum.  Group 2 (n=150) used a
15 mg patch and placebo gum.  Group 3 (n=75) used a placebo
patch and placebo gum.  The patches were tapered over 24
weeks as follows: weeks 1 - 12, 15mg patch; weeks 12 - 18, 10
mg patch; weeks 18 - 24, 5 mg patch.  The gum was a 2 mg
nicotine gum, and patients were encouraged to use four pieces
a day for six months. Treatment failures were defined at each
visit as self reported smoking, measured breath carbon monox-
ide (CO) levels > 10 ppm, or patients lost to follow up after
week one.

Table 1. Abstinence rates (as a percentage) using three
nicotine replacement regimens

As can be seen from Table 1, those subjects using active
gum and patch had higher abstinence rates than the patch alone.
This was statistically significant up to 24 weeks.  This would
suggest it is better to give combination therapy to patients ear-
lier in their treatment to help prevent relapse.  At 52 weeks there
was no statistical significance in abstinence rates, although rates
trended higher in the patch plus gum group.   Surprisingly, the
study showed no statistically significant advantage of the patch
over placebo at any point in the study. This most likely is due to
random chance, poor design,  or inadequate power of the study,

considering the evidence in support of the patch in other stud-
ies.  Lastly, the patients in this trial were all volunteers from the
workplace and likely had high rates of motivation to quit.

The second trial by Puska5 enrolled 300 volunteers recruit-
ed from a newspaper advertisement in North Karelia, Finland.
Represented were men and women ages 20 – 65 (mean 40),
smoking 10+ cigarettes a day (mean 20) for at least three years
(mean 20).  Patients were motivated to quit and had a mean FTS
of 5.6.  Exclusion criteria were similar to the former study.
Patients were considered treatment failures if they were lost to
follow up, reported smoking at week three or later, or had meas-
ured CO levels > 10ppm at any clinic visits.

Patients were enrolled in a double-blinded, RCT into two
groups.  Group 1 (n=150) used a 15 mg patch and 2 mg gum.
Group 2 (n=150) used a placebo patch and 2 mg gum.  Patients
used a 15 mg patch for 12 weeks, then a 10 mg patch for three
weeks, and then a 5 mg patch for three weeks.  The patients
were encouraged to use at least four pieces of gum a day for 12
months.  

Table 2. Abstinence rates (as a percentage) using two nico-
tine replacement regimens

The results show an advantage in favor of combination
therapy up to 12 weeks.  Afterwards, although abstinence rates
were higher in the combination group, this did not reach statis-
tical significance.  What was discovered though was that the
answer to the question, “Which cigarette do you most of all hate
to give up?” had a significant impact on relapse [OR=1.89;
95%CI (1.08-3.32)]: those who most hated to give up their first
cigarette in the morning fared the worst.  It is possible that giv-
ing patients combination therapy early in their treatment helps
prevent relapse by suppressing early withdrawal symptoms, and
that those who are highly dependent on nicotine would benefit
most by early combination therapy up to 12 weeks.

Blondal6 conducted a double-blinded RCT comparing the
patch and nasal spray to the patch alone.  237 smokers from
Reykjavik, Iceland were recruited by television and newspaper
advertisements.  Men and women ages 22 - 66, (mean 42), who
smoked at least one cigarette a day, (mean 25) for three or more
years were included.  Their mean FTS was 5.7.  Again the
exclusion criteria were similar to those in the other studies.
Patients were considered smokers if after stopping smoking
they took a single puff of a cigarette, had a measured CO > 10
ppm at any visit, or were lost to follow up.  Patients used a 15
mg patch for three months, 10 mg patch the fourth month, then
a 5 mg patch the fifth month.  A 1 mg nicotine nasal spray was
used ad libitum for up to 12 months.  Group 1 (n=118) used a
15 mg patch and 1 mg nasal spray.  Group 2 (n=119) used a 15
mg patch and placebo nasal spray.  

wk 12 wk 24              wk 52

Patch + Gum

Patch

Placebo
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34.2 (p=0.027)     27.5 (p=0.004)       18.1

22.7 15.3               12.7  

17.36                     14.7               13.3  

wk 12 wk 24              wk 52

Gum + Patch
Gum only

39.3 (p=0.038)              27.3                24 

28                        20.7               17.3   
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Table 3. Abstinence rates (as a percentage) using three
nicotine replacement regimens

The data in Table 3 show that the patch and spray regimen
was significantly more effective than the patch alone at nearly
all treatment periods.  The numbers even approach significance
at 72 months (p = 0.08).  Plasma cotinine levels were signifi-
cantly higher in those who used the spray at all periods com-
pared to placebo spray.  It may be that the higher nicotine lev-
els, reflected by higher plasma cotinine levels, increase the
abstinence rates in those who used the patch and nasal spray.  It
may also be that those who used the spray had a longer period
to work on behavioral changes, up to 12 months, compared with
the patch only users who stopped after the fifth month.  Also,
the nasal spray system delivers nicotine faster than the patch,
thus meeting the users’ needs immediately.

Bohadana7 enrolled 400 subjects from a newspaper adver-
tisement in Nancy, France, in a double-blinded RCT comparing
the patch and nicotine inhaler to the patch alone.  Men and
women age 18 – 70 (mean 37), who smoked at least 10 ciga-
rettes a day (mean 24), for three or more years (mean 20) were
enrolled.  The mean FTS was 6.2.  Patients enrolled had to be
motivated to quit.  The standard exclusion criteria were fol-
lowed.  Abstinence was defined as self-reported after week one
and measured CO levels < 10ppm at each visit.  Those lost to
follow up were considered treatment failures.  The inhalers used
had 10 mg nicotine cartridges and patients were instructed to
use 6 - 12 cartridges a day for three months and then were
tapered off over the next three months.  The patch used was
either a 15 mg patch or placebo patch for six weeks and then a
placebo patch for six more weeks.  Group 1 (n=200) used the
inhaler and 15 mg patch for six weeks, then placebo patch for
six weeks.  Group 2 (n=200) used the inhaler and a placebo
patch for 12 weeks.

Table 4. Abstinence rates (as a percentage) using two nico-
tine replacement regimens

It is clear from Table 4 that starting with combination ther-
apy yields significantly higher levels of abstinence up to 12
weeks.  This can probably be explained by the higher levels of
nicotine used in the first six weeks of the study.  At week six the
cotinine levels were significantly higher in group 1, as expect-
ed with the use of a patch and inhaler; however by week 12
there were no significant differences in cotinine levels between

the two groups, and yet group 1 still had significantly higher
abstinence rates.  Therefore, higher levels of nicotine exposure
cannot be solely responsible for the increase in abstinence.  In
addition, this study only used six weeks of patch therapy com-
pared to the usual 3 - 5 months in other combination trials, yet
it demonstrated equal if not better abstinence rates at 12
months.  Therefore, using six weeks of patch therapy, without
taper, could replace the longer treatment of 3 - 5 months.
Lastly, even at 12 months the abstinence rates are 39% higher
in the combination patch and inhaler group (19.5% vs. 14%)
although lacking statistical significance (p=0.14).

Tonnesen8 conducted a double-blinded RCT comparing
placebo patch, patch, and patch plus inhaler.  Four hundred and
forty-six patients were recruited from a lung clinic in Hellerup,
Denmark.  They were men and women age 20 – 70 (mean 49),
smoked at least 10 cigarettes a day (mean 18), and were moti-
vated to quit.  The mean FTS was 5.6.  The exclusion criteria
were similar to the other studies.  The study had four arms.
Group 1 (n=109) was a placebo group using a 5 mg nicotine
patch.  Group 2 (n=104) used a 15 mg patch.  Group 3 (n=118)
used a nicotine inhaler.  Group 4 (n=115) used a nicotine inhaler
and 15 mg patch.  The chosen nicotine replacement therapy was
used for three months, with individuals continuing up to nine
months if they wished.  Patients were encouraged to use 4 - 12
cartridges a day with the inhalers.  Since the study was per-
formed in a lung clinic, and probably enrolled smokers with a
low motivation to quit, it was assumed the placebo could nega-
tively influence the study.  Therefore, a low dose nicotine patch
was used as placebo.  Abstinence was defined as self reported
non-smoking after week two and a measured CO level < 10
ppm on any visit.

Table 5. Abstinence rates (as a percentage) using four
nicotine replacement regimens

The results shown in Table 5 do not favor using combina-
tion therapy.  In fact, only the 15mg patch group had a statisti-
cally significant higher abstinence rate compared to placebo.
Even early combination therapy up to 12 weeks offered no
advantage over single therapy.  It was discovered by Cox-
regression analysis that male sex, higher age, lower cigarette
consumption, lower initial CO level and FTS were all statisti-
cally significant pretest predictors of higher success.  The study
may have had lower abstinence rates due to the participants
having an assumed lower motivation to quit, coming from a
lung disease clinic.  In addition, they may have felt pressured to
join the study.  Also, the short quit date, within two weeks of the
onset of the study, may have been too short for subjects who

3 mo 6 mo          12 mo     72 mo

Patch + Spray
Patch

37.3 (p=0.045)  31.4 (p=0.005)  27.1 (p=0.001)    16.2 

25.2                 16                    10.9           8.56

wk 12 wk 24           wk 52

Inhaler + Patch
Inhaler

42 (p=0.02)              25                 19.5 

31                     22.5                 14   

wk 12 wk 24                 wk 52

Placebo, 5mg Patch 

15mg Patch

Inhaler

Inhaler+15mg Patch

9.2                            6.4                      1.8

19.2 (p<0.05)             14.4(p=0.061)        8.7 (p<0.05)

13.6 5.9                       5.1

14.8 8.7 3.5
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were not ready to quit.  Lastly, it may have been random chance
that the inhaler and inhaler plus patch groups did not work bet-
ter than placebo.

Discussion
After reviewing the studies, it appears that in the long term,

combination nicotine replacement therapy has no significant
benefit over single therapy.  The evidence shows that in four of
the five studies, combination therapy gave significantly higher
abstinence rates in the short term, that is, over 12 - 24 weeks.  It
was suggested by Blondal that higher cotinine levels might
have been responsible for this.  It also may have been due to a
longer time period using nicotine replacement, which allowed
the patients time to implement behavioral changes.  Bohadana,
however, showed significantly higher abstinence rates in the
combination group even after cotinine levels were similar in his
patch plus inhaler vs. inhaler and placebo groups six weeks
after the patch was discontinued.  Therefore, the higher levels
of nicotine replacement do not appear to be the only reason for
a higher abstinence rate in the combination therapy group.

Conclusions
It would seem sensible that in patients who are more

addicted to nicotine it is better to use combination therapy for at
least 12 weeks to help them avoid early relapse.  Although at
one year there was never a statistically significant advantage to
combination therapy, all the studies reported higher abstinence
rates, and Bohadana’s study did approach statistical signifi-
cance.  So one could argue that in the long term, combination
therapy is best.  However, when looking at the staggering costs
of cigarette smoking, $97 billion a year in healthcare costs and
lost productivity, even a slight advantage with combination
therapy is better than none.  Also, since 90 percent of smokers
begin before age 21 any early interventions with nicotine
replacement therapy that could reach teenage smokers would
significantly impact the number of future adult smokers.  

Physicians need to be aware of the data regarding smoking
and nicotine replacement therapy and offer their patients the
best options available.  The time and cost of initiating nicotine
replacement therapy will pay dividends in improved health and
cost savings benefits to the patient and society over time.
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cal evidence supports the need for such a multifaceted
approach.



Chronic Kidney Disease: Association of GFR
Level with Complications
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Andrew S. Narva, MD; and Theresa A. Kuracina, MS, RD,
CDE, both from the Indian Health Service Kidney Disease
Program, Albuquerque, New Mexico

As has been described in previous articles in this series
appearing in The Provider, identification, classification, and
stratification of chronic kidney disease (CKD) are important
aspect of patient care.  The purpose of this article is to review
the association of declining glomerular filtration rate (GFR)
with complications of CKD in adults. 

In general, as GFR declines, the number of complications
increases.  Figure 1 shows the estimated distribution of the
number of complications by category of estimated GFR, from
the National Health and Nutrition Examination Survey
(NHANES III) data.

Figure 1.  Comparison of number of complications by esti-
mated level of GFR from NHANES III data (not adjusted
for age)

Hypertension, anemia, malnutrition, bone disease and dis-
orders of calcium and phosphorus metabolism, and decreased
functioning (defined as an inability to walk 1/4 mile) are more
prevalent as GFR declines.  Figure 2 illustrates the association
of these complications with decreased GFR.  These complica-
tions are associated with adverse outcomes across the CKD
spectrum. 

Figure 2.  Estimation of prevalence of selected complica-
tions by level of GFR from NHANES III data (not age
adjusted)

The following provides a brief synopsis for each listed
complication.  Future articles will describe each in detail. 

Hypertension
Hypertension is a cause and complication of CKD.  If left

untreated, hypertension can lead to more rapid decline in kidney
function.  All patients with CKD should have their blood pres-
sure monitored routinely and treated aggressively. 

Anemia
The anemia seen in CKD is due primarily to erythropoietin

deficiency.  Patients with a GFR less than 60 mL/min/1.73 m2

(Stage 3) should be assessed for anemia.  Hemoglobin is the
preferred measure for assessing anemia since it is not affected
greatly by shifts in plasma water.   Hemoglobin levels lower
than physiologic norms are considered anemic.  The work-up
for anemia includes a complete blood count, red cell indices,
reticulocyte count, iron studies (TIBC, Fe, TSAT), ferritin, and
evaluation for gastrointestinal bleeding. 

Malnutrition
Both inadequate protein and calorie intake are associated

with the malnutrition seen in CKD.  Appetite declines with
decreased GFR.  Metabolic acidosis, chronic inflammation, and
altered taste negatively impact nutritional status.  Patients with

This is the fourth in the series of articles about chronic kidney disease.
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a GFR less than 60 mL/min/1.73 m2 should be referred to a reg-
istered dietitian for nutritional assessment.   For those with GFR
less than 20 mL/min/1.73 m2 the nutritional assessment should
include at least one value from each of the following: 1) serum
albumin; 2) edema-free actual body weight, percent standard
body weight (NHANES II), or subjective global assessment;
and 3) normalized protein nitrogen appearance (nPNA) or
dietary interviews and diaries. 

Bone Disease and Disorders of Calcium and Phosphorus
Bone disease begins early in CKD and is not easily recog-

nized — unless specifically assessed.  Problems arise from both
high turnover bone disease and low turnover bone disease.
Patients with a GFR less than 60 mL/min/1.73 m2 should be
assessed for bone disease and associated disorders of calcium
and phosphorus metabolism.  Intact PTH, phosphorus, and ion-
ized calcium are the most commonly used markers.  Bone biop-
sies are not routinely recommended.

Functional Status
Functional status appears to decline in relation to declining

GFR.  Patients with a GFR less than 60 mL/min/1.73 m2 should
undergo regular assessment for functional impairment.  Late
referrals and inadequate pre-dialysis care; symptoms; effects of
illness on physical, psychological, and social functioning; and
satisfaction with care are all associated with decreased function.
Low income and lower level of education are associated with
greater functional impairments.

In summary, when GFR declines below 60 ml/min/m2

(Stage 3 CKD), patients should be evaluated for anemia, mal-
nutrition, bone disease, and declining functional status.
Specific management of these complications will be discussed
in future articles.



Management of Delirium in Terminal Illness

Judith A. Kitzes, MD, MPH, Soros Foundation, Project on
Death In America Faculty Scholar, University of New Mexico
Health Science Center, School of Medicine, Albuquerque, New
Mexico

Neuroleptics are first line pharmacological agents.

In elders: start low, titrate slowly.

Benzodiazepines can cause “paradoxical” worsen-
ing.

Delirium is a common occurrence (up to 70%) in the ter-
minally ill, and can be very disturbing to family, caregivers,
and health care providers.  Intervention is essential because
delirium may be easier to reverse in its earlier stages than in
the final days of life. Once it is established, it frequently pro-
gresses to severe “terminal agitation.”  The following are the
characteristics of delirium when it presents in terminal illness:

acute onset     often remitting            mental clouding
agitation         diurnal variations        muddled speech
drowsiness      aggressive behavior    anxious or fearful

There are may reversible precipitating and/or exacerbat-
ing factors for delirium, including the following:

pain               fecal impaction          urinary retention
drugs              infection hypotension
hypoxia          hypoglycemia              alcohol-sedative drug withdrawal
fatigue            hypercalcemia             environmental changes

Intervention Strategies
1. Identify and correct reversible causes.
2. Nondrug interventions: treat patient with respect,

ooooooonever use restraints, avoid bed rails, encourage pres-
oooooooence of family member or close friend, use night
ooooooolight, explain every procedure and event in detail.
ooo3. Pharmacological intervention if symptoms are

ooooooomarked, persistent, and cause distress:

First-line: Haloperidol (Haldol): Starting doses are
0.5 - 1.0 mg PO or IM/IV; titration can occur by 2.0-
5.0 mg every hour until daily requirement is estab-

lished, which is then administered in 2-3 divided
doses per day.

Second-line: Risperidone (Risperidol): 1 - 2 mg PO
at night; gradually raised 1 mg every 2 - 3 days until
an effective dose (4 - 6 mg PO HS) is reached.

Olanzapine (Zyprexa): 5 mg PO daily; after one
week, dose can be raised to 10 mg/day and titrated up
to 20mg/day.

Quetiapine (Seroquel): Start 25 mg PO BID, then
raise as needed 25-50 mg per dose every 2 - 3 days to
a target of 300-400 mg/day divided BID or TID.
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Health care providers should exercise their own independent
clinical judgement. Accordingly, official prescribing informa-
tion should be consulted before any product is used.

PALLIATIVE CARE PEARLS �

The following article is the fourth in an ongoing series in support of the development of a unified approach to palliative care serv-
ices for American Indians and Alaska Natives.  Each will present brief, concise facts and information for providers of palliative
care.
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Howard Hays, MD, MSPH, Chairperson, Clinicians
Information Management and Technology Advisory Council
(CIMTAC)

In recent years there has been considerable attention direct-
ed toward the assessment and management of pain.  Hospitals
and clinics are developing policies requiring that patients be
asked if they have pain, and to quantify the severity of that pain
if present.  National organizations such as the American Pain
Society have recommended the evaluation of pain as a “fifth
vital sign.”

As Indian Health Service, tribal, and urban program
(I/T/U) facilities seek to adapt to this trend, some have request-
ed the addition of a means of recording severity of pain in the
Patient Care Component (PCC) of the RPMS database.  In
response to this, ITSC programmers have deployed a PAIN
entry into the MEASURE TYPE file, and have asked the
Clinicians Information Management and Technology Advisory
Council (CIMTAC) to provide guidelines for recording pain
data as a measurement.

Pain, as a purely subjective experience, is most properly
defined as a symptom, rather than a sign.  Unlike other vital
signs, it cannot be objectively measured by an observer, but
instead must be reported by the patient.  Although certain
behaviors exhibited by patients experiencing pain may be
observed, there is little correlation between the presence and
intensity of observed behaviors and the self-reported severity of
pain.  Moreover, there is no “gold standard” diagnostic test for
pain, so validating the accuracy and reproducibility of pain
measurements remains problematic.

CIMTAC neither endorses nor rejects the use of a pain
scale to record pain reports by patients.  The Joint Commission
on Accreditation of Healthcare Organizations (JCAHO) only
requires that pain be assessed, and does not specify a means for
doing this when it recommends, “In the initial assessment, the
organization identifies patients with pain . . ..  This assessment
and a measure of pain intensity and quality (for example, pain
character, frequency, location, and duration), appropriate to the
patient’s age, are recorded in a way that facilitates regular
reassessment and follow-up according to criteria developed by
the organization” (CAMAC standard PE 1.4, 2002).  Each
organization will need to determine whether their use of numer-
ical or graphical pain scales will be adequate for assessment of
pain intensity and quality, or will facilitate reassessment and
follow-up as required by JCAHO.

A variety of pain measurement instruments are in use; most
are ordinal scales ranging from 0 to 5 or 0 to 10.  Some replace
numbers with images such as a series of stylized facial expres-

sions evoking the idea of progressive pain, for use with children
or others who might have difficulty with a numeric scale.  In
preparing recommendations for the use of an RPMS measure-
ment for pain, CIMTAC has sought expert information con-
cerning those instruments that have been most extensively val-
idated (to the degree possible, given the vagaries of this meas-
ure).  We have the following recommendations:

1. The IHS will use a 0-10 scale for documenting patient
reports of pain.

2. The PCC Measurement Type for PAIN will accept 11
possible entries, namely the numeric integers 0 
through 10.  As with other measurements, it is not
required that this be completed for every visit.

3. The only instructions to the patient for responding to a
pain assessment query should be that “0” represents “no
pain” and “10” represents “the worst possible pain.”  No
other instructions concerning intermediate values should
be given; these have not been validated as providing any
greater accuracy in describing pain, and may in fact
detract from the reproducibility of the measure.  

New PCC Measurement Tool
for Pain



4. Some facilities may be using other numeric scales (0-5)
or graphic scales (faces) to assess pain.  The IHS has per-
mission from the publisher to use the Wong-Baker
FACES scale for graphic representation of pain severity
(see Figure 1).  The owner of this scale recommends
assigning the values 0, 2, 4, 6, 8, 10 to the six images, as
shown.  Users are cautioned that translation of values
from one scale to another has not been validated and may
result in inaccurate or lost information, so it is recom-
mended that the same scale be used each time a patient is
asked about pain.

5. Even though the pain scale uses numbers, users must
realize that this is an ordinal scale, not an interval scale.
In other words, arithmetic calculations should not be
done on these values.  For example, the scale does not
offer any basis for thinking that a person reporting a pain
value of 6 has twice as much pain as someone reporting
a 3, or that a change in pain report from 3 to 9 means a
person has three times as much pain.  Similarly, since
every patient’s perception of pain is unique, comparing
or averaging values among patients has questionable
meaning.  

Figure 1.  Wong-Baker 0 -10 FACES Pain Rating Scale

Each facility will, of course, determine if and how it will
collect and use pain data.  Reasonable and appropriate uses for
the pain scale might be to follow a single patient’s report of pain
through the course of an injury or illness, or to retrospectively
identify patients with high pain reports to assess the organiza-
tion’s responsiveness.  The PCC measurement entry for pain
represents current best efforts at quantifying this elusive symp-
tom, and it is available for your use.  It is not a required meas-
urement, however. Accrediting agencies are only asking that
healthcare facilities develop consistent practices for assessing
and addressing pain.  The pain scale is one tool for doing the
former; the latter is considerably more difficult.
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Health care professionals employed by Indian health pro-
grams may borrow videotapes produced by the Network for
Continuing Medical Education (NCME) by contacting the IHS
Clinical Support Center, Two Renaissance Square, Suite 780,
40 North Central Avenue, Phoenix, Arizona 85004.

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

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

NCME #805
Physical Medicine and Rehabilitation: A

Multidisciplinary Commitment over Time  (60 minutes)
Today’s widespread recognition of the value of active rehabil-
itation as a necessary and integral part of the individual’s over-
all management is enabling increasing numbers of patients to
experience a return to full active life, or at least to achieve a
quality of life they find acceptable given their particular illness
or injury.  Rehabilitation services are provided throughout the
continuum of medical care and in a variety of health care set-
tings – from the intensive care unit to long-term care facilities.
Two physicians who specialize in physical medicine and reha-
bilitation take you through the experience of how they and the
nurses, therapists, psychologists, and other allied health pro-
fessionals work as a team with patients with chronic pain,
carpal tunnel syndrome, spinal cord injury, and stroke to
achieve the best possible individualized functional outcomes.

NCME #806
Report From Barcelona: Highlights From the 14th

International AIDS Conference (50 minutes) New HIV
infections continue to multiply across the globe, most notably
in sub-Saharan Africa and Asia.  HIV continues to spread in
the United States as well.  Prevention efforts, including risk
reduction education and intervention strategies, are especially
needed in communities of color in rural areas, large and small
urban centers, and in communities of young gay men.
Ultimately, it is hoped that a vaccine that can offer long-last-
ing protection against various HIV strains can be developed
for use throughout the world.  Dr. Berkley provides an update
on the progress of HIV vaccine research.  In the meantime, sci-
entists and clinicians are trying to maximize the potential of
today’s antiretroviral therapy by studying various drug combi-
nations in different patient populations and integrating drug
resistance testing into therapeutic decision-making.  Dr.
Grossman summarizes the key clinical trials reported in
Barcelona and shares his experience and expertise on various
treatment-related issues, including drug-induced side effects
and new antiretroviral drugs in development.

NCME VIDEOTAPES AVAILABLE �
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Editor’s note:  As a service to our readers, THE IHS PROVIDER

will publish notices of clinical positions available.  Indian
health program employers should send brief announcements
on an organizational letterhead to: Editor, THE IHS PROVIDER,
The IHS Clinical Support Center, Two Renaissance Square,
Suite 780, 40 North Central Avenue, Phoenix, Arizona 85004.
Submissions will be run for two months, but may be renewed
as many times as necessary.  Tribal organizations that have
taken their tribal “shares” of the CSC budget will need to
reimburse CSC for the expense of this service.  The Indian
Health Service assumes no responsibility for the accuracy of
the information in such announcements.

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

The Phoenix Indian Medical Center is seeking a Chief of
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, gener-
al surgery, and emergency medicine physicians.  Positions
available in urban and rural settings.  Our physicians are eligi-
ble 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 hospital-
ist 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 endocrinology and pulmonology, and part time repre-
sentation 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 endocrinol-
ogy and pulmonology, and part time representation for multi-
ple 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
therapist and two physical therapy aides need another physical
therapist to join the HHCC team.  Contact Karen Lee, HR spe-
cialist 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,
inpatient, and emergency department settings.  The new and
spacious department utilizes telemedicine connectivity and is
looking forward to realizing completion of a PACS.  Two radi-
ologic 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
difference 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.

POSITION VACANCIES �
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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),
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
gregory.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.



Diabetes in Pregnancy: Nutritional Management of
Gestational Diabetes Mellitus and Type 2 Diabetes
January 14-16, 2003; Phoenix, Arizona

Are you challenged to try new meal planning approaches
and nutrition education materials customized to meet the
needs of your clients with diabetes during pregnancy?  Do
you want to learn the “state of the art” management of dia-
betes in pregnancy from clinicians and certified diabetes edu-
cators working in NA/AN communities?  Are you curious
about how to provide intensive diabetes management and
teach carbohydrate counting and blood glucose pattern man-
agement to your prenatal clients with diabetes?  If so, this
workshop is for you!  
This workshop is designed for nutritionists and nurses who
provide direct prenatal care to American Indian/Alaska
Native clients.  

A registration fee will apply for those registrants
employed by compacting/contracting tribes who have with-
drawn tribal shares from the IHS Nutrition and Dietetics
Training Program. 

The IHS Clinical Support Center is the accredited spon-
sor 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.

Establishing Metabolic Syndrome Programs in American
Indian/Alaska Native Communities
January 22-23, 2003; Oklahoma City, Oklahoma
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 pre-
vention workshop will address the justification and essential
program components necessary for implementing metabolic
syndrome programs in American Indian and Alaska Native
communities.

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

The IHS Clinical Support Center is the accredited spon-
sor 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.

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 with-
in IHS and from academic centers in the southwest will
address a variety of topics of interest to physicians and
advanced practice nurses who provide care for American
Indian women and children.  The conference format is
designed to promote networking and permit winter recre-
ational activities, as well as provide excellent learning oppor-
tunities.  The IHS Clinical Support Center is the accredited
sponsor for continuing education.

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.

MEETINGS OF INTEREST �
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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 com-
mon 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.

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 prescribe, monitor,
and evaluate appropriate medical nutrition therapy; and to iden-
tify different treatment modalities and their respective nutri-
tional considerations. 

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 deckleberry@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. 
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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 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.

15th Annual IHS Research Conference
May 13-15, 2003; Scottsdale, Arizona

This three-day research conference will address American
Indian and Alaska Native health disparities. The conference will
bring together many stakeholders in American Indian/Alaska
Native community and tribal government leaders across the
nation.

The His Research Conference will be held at the
Doubletree Paradise Valley Resort, 5401 North Scottsdale
Road, Scottsdale, AA 85250, Tel: (480) 947-5400, Fax: (480)
481-0209. www.paradisevalley.doubletree.com. The conference
room rate is $79.00 single/double per room, per night, plus tax.
Be sure to mention “His Research Conference” to receive this
rate. Deadline for room reservations is April 14, 2003.

The conference is sponsored by the Indian Health Service
and the HIS Clinical Support Center (the accredited sponsor).
For more information, contact Orie Plater, Conference
Coordinator, 801 Thompson Avenue, TMP 450, Rockville, MD
20852, Phone: (301) 443-1492, Fax: (301) 443-1522 or E-mail:
oplatero@hge.ihs.gov.

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; tele-
phone (406) 768-5468; or e-mail patti.feller@mail.ihs.gov.

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

This workshop is designed for health care professionals

(MD, PA, RPh, RD, RN, etc.) who have interest in and plan to
provide assistance to patients with exercise for both primary
and secondary prevention.

Participants will learn about the following: sufficient exer-
cise science fundamentals necessary for decision making on
advising patients to exercise, specifically regarding exercise
mode, duration, intensity and progression of energy expenditure
in both primary and secondary prevention; relevant clinical
energy expenditure in both primary and secondary prevention;
practical exercise through program case studies, including sev-
eral novel forms of exercise; current consensus guidelines
(ACSM, 2000; NHLBI 1998; ACE CES; ADA 2002); essential
exercise physiology framework for acute and chronic exercise
response; relevant exercise clinical trial outcomes published
over the last two years and their practical application; essentials
for exercise programming in primary and secondary prevention;
practical methods of estimating exercise energy expenditure;
essential considerations when advising exercise; criteria for
selecting appropriate forms of physical activity; exercise com-
pliance strategies; and anthropometric measures of body com-
position (body fat analysis).

A registration fee will apply for those registrants
employed by compacting/contracting tribes who have with-
drawn tribal shares from the IHS Nutrition and Dietetics
Training Program. 

The IHS Clinical Support Center is the accredited sponsor
of this workshop.  For more information or to request a pam-
phlet, 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.



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:

Indian Health Service       University of New Mexico  
Health Sciences Center  
SCHOOL OF MEDICINE  
Office of Continuing Medical Education

4th Annual 
Advances in Indian Health 

April 30, May 1 and 2, 2003
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Major Subjects and Titles, Volume 27, January through December 2002

A
Alcohol Abuse

• Inpatient Medical Management of Acute Ethanol June
Withdrawal Syndromes: Benzodiazepines and 
Adjunctive Agents

Arthritis
• Arthritis Care and Beliefs in an Urban American Indian May

Population
• Osteoporosis in Native Americans May

C
Cardiology

• Appropriate Exercise Prescription for Patients with November
Diabetes Mellitus

• The Diagnosis of Myocardial Infarction and Cardiac July
Troponins: An Expanding Role in IHS Facilities

• Management of ST-Segment Elevation Myocardial April
Infarction: Thrombolytic Guidelines

• The Native American Cardiology Program: A March
Collaborative Approach to Subspecialty Cardiology
Care

Child Abuse
• Project Making Medicine: Specialized Training in the February

Treatment of Physically and Sexually Abused Native
American Children

Continuing Medical Education
• Internet Site Combines Clinical Performance Indicators February

With CME
• The Perinatologist Corner: Case-based Online CME February

Available on Maternity Issues
Credentialing

• IHS National Clinical Pharmacy Specialist Credentialing January

D
Dental

• Accuracy of Using RPMS Data for Assessing Dental April
Exams in Individuals with Diabetes

• The Oral Health of Adults and Elders January
Depression

• Depression in American Indians and Alaska Natives: A September
Review of Indian Health Policy and Services

Diabetes Mellitus
• Accuracy of Using RPMS Data for Assessing Dental April

Exams in Individuals with Diabetes
• Appropriate Exercise Prescription for Patients with November

Diabetes Mellitus
• National Diabetes Prevention Center for American Indians August

Alaska Natives: Issues and Challenges

2002 YEAR-END INDEX �
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Domestic Violence
• 1998 IHS Domestic Violence Policies and Procedures February

Survey Summary Report
• Scratching the Surface: Evolving Domestic Violence
• Screening in One Service Unit March
• Screening for Domestic Violence in IHS Hospitals and

Clinics: Why Bother? January

E
Exercise

• Appropriate Exercise Prescription for Patients with November
Diabetes Mellitus

G
Geriatrics

• Nine Questions to Ask Yourself about Elder Care May
In Your Community

• The Oral Health of Adults and Elders January
• Priorities in Research for AI/AN Elders May
• Rural Affordable Assisted Living in Dillingham, Alaska May

Gynecology
• ICD-9-CM Miscoding Involving Codes for Invasive July

Cervical Cancer

H
Health Care Policy

• Depression in American Indians and Alaska Natives: A September
Review of Indian Health Policy and Services

• National Diabetes Prevention Center for American Indians/ August
Alaska Natives: Issues and Challenges

• Tribal Consultation: A Review of the Department of Health October
and Human Services Policy

HIV/AIDS
• Accuracy of HIV-Related Coding Within the PCC June

I
Information Technology

• Accuracy of HIV-Related Coding Within the PCC June
• Accuracy of Using RPMS Data for Assessing Dental April

Exams in Individuals with Diabetes
• A Combination Problem List/Chronic Medication Profile February

to Improve Continuity of Care and Patient Safety
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Adjunctive Agents
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