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More Hantavirus Possible
in the Southwest due to El Nino

sity, University of Arizona, Yavapai College, and state health
James E. Cheek, MD, MPH, Principal Epidemiologist for departments in Arizona, Utah, Colorado, and New Mexico)
Infectious Diseases, Division of Community and Environmen-have shown dramatic increases in deer mice populations. Dur-
tal Health, Office of Public Health, IHS Headquarters West, ing the drought years of 1995-96, deer mice populations
Albuquerque, NM dwindled to near-extinction, only to increase by 300% from
August to November 1997. With deer mice populations high at
Hantavirus was first recognized in 1993 during an out- the start of the spring breeding cycle, and with ample moisture
break in the southwestern United States in which a number ofand food, the risk of hantavirus could be much higher this
previously healthy young adults developed a fatal respiratoryspring as compared to the past three years.
disease. The illness, Hantavirus Pulmonary Syndrome (HPS)
was found to be caused by a previously unrecognized Hantaviru®iagnosis of HPS
(Bunyaviridae), Sin Nombre virus (SNV), which is carried by Since the 1993 outbreak, in which mortality rates ap-
deer mice Peromyscus maniculafus proached 65%, survival has improved, with mortality rates
Risk for infection with SNV frequently appears to be dropping to 34%, possibly due to the more frequent use of
associated with the abundance of deer mice present in anéarly supportive intervention and rapid transfer to tertiary care
around the home. Environmental events resulting from the Elreferral centers. Early recognition of HPS is key to improving
Nifio Southern Oscillation of 1992-93 may have contributed to patient outcomes. Unfortunately, at the onset, symptoms are
the 1993 outbreak. Weather patterns characterized by abovaion-specific, consisting of fever and aches in large muscle
average precipitation during the summer of 1992 followed by a
moist, mild winter most likely led to unusually high population
levels of deer mice. Of the 178 cases currently reported by the
Centers for Disease Control and Prevention, 80 (45%) oc- .
curred in 1993-94 following EI Nifio. Twenty-six (33%) of the In ThlS ISSUE. °°
80 cases occurred in American Indians, primarily in the South- 29  More Hantavirus Possible in the Southwest
west. Since the 1992 El Nifio, few cases of HPS have been due to El Nifo
seen in the Southwest, with most cases appearing scattered 30 The Annual Elders Issue
throughout the United States. To date, HPS has been recog- 34
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nized in 29 states, from as far north as Washington and New #10: Guidelines for Tracking the IHS FY
York, to as far south as California and Florida. 1999 Performance Plan Indicators
Risk of hantavirus may be higher in the Southwest during 35  Meetings of Interest

1998 as a result of the current El Nifio cycle, which started last 38
summer. Longitudinal small mammal studies begun after the
1993 outbreak by IHS and CDC in collaboration with a number
of groups (University of New Mexico, Colorado State Univer-
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groups and/or the back. Other symptoms including headache&southwest this spring as a result of El Nifio and an attendant
or stomach pain may be present. HPS rarely is associated witincrease in the deer mouse population, efforts should be made
typical upper respiratory symptoms such as pharyngitis orto remind people to avoid contact with rodeittemes should
rhinorrhea, although concurrent infections are possible. Earlybe sealed to prevent entry of rodents, and continuous trap-
laboratory findings include thrombocytopenia (<150,000), “left- ping should be instituted to remove any rodents from the
sh!ft” Ieukocytogs, and an elevated hematocrit secondary ton4,se. Care should be taken when opening abandoned
fluid movement into the third space. Chestx-rays may be cleag,epicies or sheds, cabins, barns, and other buildings in
:?]Zalg i\(/j\/||th(|jnez4|—72 hours after o_nstet, however, the psmentt which rodents may have stayed over the winter. When
Y rapidly develop severe respiratory compromise due 0cleaning potentially infected areas, all surfaces should be

non-cardiogenic pulmonary edema. Diffuse bilateral infil- istened with a disinfectant h dilute bleach sol
trates are found on chest x-ray during this stage. Hantaviru{nOIS ened with a disintectant such as a dilute bieach solu-

may be confirmed by testing a serum specimen for IgM anti- ion t0 prevent dust. Risk of hantavirus may be reduced

body to SNV. Serologic testing is available at many state significantly by decreasing the number of rodents found in

health departments on an emergency basis (contact your sta@nd around the home.

epidemiologist’s office for arrangements). For additional information, please contact the Epidemiol-
ogy Program at IHS Headquarters West at (505) 248-4226.

Care of HPS patient
Patients should be transported to a critical care unit earlyEditor’s note
in the course of their illness. Complications associated with An excellent resource for additional information can be

capillary leak syndrome creaemplex fluid management is-  found at the CDC website. A number of pages devoted to “All
sues thz_it o_ften require invasive monltor_mg_(e.g., S_wan-GanzAbout Hantavirus” can be reviewed and printed from
catheterlz_atlon and arterial lines for monitoring cardiac OUtquWww.cdc.gov/ncidid/diseases/hanta/hps]’opics presented
and arterial pressure). Although a patient may appear to be in

. o .include: Public Information, Technical Information, State Con-
septic shock, blood pressure should be supported with mOtrOp'(facts and Teleohone Numbers. Case Information. Glossa
agents, and fluid infusions should be carefully monitored to P . . . ' r{]
avoid overhydration and acute exacerbation of pulmonary edema! €atment, Prevention, Submitting Specimens, and many oth-
ers. Similar information can also be received via the CDC fax

retrieval service at (888) 232-3228]

Prevention of Hantavirus
In anticipation of a potential outbreak of HPS in the

The Annual Elders Issue

May is National Elders Month. In recognition of this, for of health care for Indian elders and their perceptions of future
the past two yearfBhe Providehas dedicated its May issue to needs. If you would like to submit an article, please send it to:
articles related to the health and health care of Indian elders.

We would like to invite our readers to submit articles for this Editor

issue as soon as possible. In addition to clinical or descriptive The Provider

articles, we would welcome submissions from elders them- 1616 East Indian School Road, Suite 375
selves who are willing to share their viewpoints about the status Phoenix, Arizona 85016
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Indian Health Service Statistical Note #10:

Guidelines for Tracking the IHS FY 1999
Performance Plan Indicators

ment techniques to determine when an intervention is war-
ranted and how well the intervention is working. A community
that is considering an objective should first assess whether they
have the problem that is reflected in the objective by calculat-
. ing the baseline for the community. If the data indicate a
Introduction . . . o
relatively serious problem for the community that it is inter-

The Indian Health Service (IHS) submitted its revised FY . . . .
1999 Performance Plan to the Department of Health and |_|u_ested in addressing, then it needs to be determined whether

man Services (HHS) in January 1998. This plan is in compli- fthere are feaglble_mterventlons that could be implemented to
: improve the situation.
ance with the Government Performance and Results Act . . . . .
. - oo After implementation, the effectiveness of an intervention
(GPRA). ltincludes 25 performance indicators/objectives that . . o
should be evaluated by measuring changes in the objective

wer.e developed by IHS in partnership with tribes and urbanindicator. If the new value of the indicator is not better than the
projects (I/T/U).

The purpose of this statistical note is to provide guidancebasellne indicator, then perhaps the intervention needs to be

) replaced or modified. The objective indicator should be recal-
on the data sources and measurement techniques to use In

tracking the 25 performance indicators/objectives, thereby pro_culated (I.e., the objective should be tracked) periodically to
moting c;onsmtenc_y throughout the I{T/U ;ystem. Such COI‘]S'S_made, but to keep the community and leadership informed on
tency will greatly improve the I/T/U’s ability to manage and )

) S the progress being made.
monitor the performance indicators process and produce re-
ports summarizing efforts and achievements.

For the purposes of this statistical note,imdicator is
defined asn index that is calculated to determine the value of
a particular state or condition For example, the “infant
mortality rate” is calculated to determine the severity of the
problem of infants dying in a specific geographic area. An
objective is defined asa target that is set for a group or a
geographic area to achieve within a given time perid¢abr
example, an objective could read, “Reduce the 1995 infant
mortality rate for the IHS service population by 10 percent by : - o .
the year 2000.” Indicators and objectives are closely linked I/T/Us cannot readily track morbidity objectives that require

. o . L .~ the calculation of a population-based indicator, in particular,
since an objective needs to specify an indicator for calculating Pop P

. . - grevalence and incidence rates. Population-based surveys are
the baseline, calculating changes, and determining whether th : - . .
target is met required to track such objectives precisely. The IHS patient

care information systems only reflect the health problems of
individuals that access the I/T health care system and are

Achieving the Ob’eq'ves. . . brought to the attention of the providers. Behavioral data are
The focus of this article is data and measurement issues,

This does not minimize the importance of programs designedalso incomplete. Some types of behavioral indicators can be

. L i .__entered into the Patient Care Component (PCC) of the Re-
to accomplish the objectives. The main purpose of adopting .
o : . : . o source and Patient Management System (RPMS), but not all
health objectives is to implement interventions/activities to

: L . facilities collect and enter such data, and most behavioral type
achieve the objectives and thereby improve the health status 01a . '
) yimp data are not transmitted to the IHS central database.

the population. Other IHS documents address program issues. L .
P p . prog I/T/Us do not have the resources nor is it feasible to
It is necessary to have good baseline data and measure-

Anthony D’Angelo, Leader, Program Statistics Team, Divi-
sion of Community and Environmental Health, IHS Office of
Public Health, Rockville, MD

not only determine what, if any, program changes need to be

Tracking the Objectives

The I/T/Us do not have complete data to readily track all
of the 25 objectives precisely. 1/T/Us can track, down to the
county level, the objectives that have indicators which utilize
basic mortality or natality data. IHS has a complete county-
specific database of Indian birth and death records. However,
since there are no tribal identifiers on these birth and death
records, tribe-specific rates cannot be calculated unless the
tribal boundaries consist of one or more whole counties.
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conduct population-based surveys to precisely calculate allobjectives may not be measurable or meaningful to track
population-based indicators for the IHS and each subunit (i.e.for small populations.
Area, service unit, tribe, and Urban Project). It is possible to
utilize existing I/T/U and non-I/T/U data sources to calculate Data Sources and Measurement Techniques
reasonable proxy measures in those cases where precise indi- The data sources and measurement techniques for each of
cators cannot be calculated. Provided that the same datthe IHS GPRA objectives have been established. A represen-
sources and measurement techniques are used in all phasestative sample of these follows. A complete listing of all of the
tracking an objective, these albeit imprecise proxy measuresndicators is available by contacting the office mentioned at the
should serve their purpose. end of this article. For some of the objectives, there are no

In calculating population-based rates, it is important to useexpected problems in data availability and calculation rou-
the proper population figure in the denominator, i.e., servicetines. In cases where there are problems, alternative data
population versus user population. IHS service populationsources and/or proxy measures are recommended. This infor-
estimates and projections are based on census enumeratiomsation reflects the collaborative work of IHS and tribal statis-
adjusted by Indian births and deaths. There is no indicationticians, epidemiologists, and program staff.
whether the people included in the count use or have used IHS A point of contact is listed for each objective. This office/
services. IHS service population estimates and projections ar@erson is the IHS authority on the objective and should be
used in calculating vital event rates since birth and deathcontacted with questions regarding the objective (e.g., con-
certificates, likewise, do not provide information on use of IHS cerning the meaning of the objective, definition of terms, mea-
services. IHS user population estimates are based on data frosurement techniques, data sources, small population applica-
the IHS Patient Registration System. Those registered Indiarbility). Guidance that they may provide for their objectives
patients residing in a specific area that had at least one encoursupersedes the contents of this statistical note.
ter (direct or contract inpatient, ambulatory medical, or dental)
during the last three years are defined as users. IHS usdiHS GPRA Objectives (Examples)
population estimates are used for calculating IHS patient care
rates. This statistical note specifies the appropriate populatiorA. Treatment Indicators/Objectives
figure to use for each objective, where applicable.

Indicators that are not age-specific should be age adjusted.. To establish Area-specific diabetes prevalence rates
to compensate for age differences between populations. The forthe American Indian and Alaska Native population
National Center for Health Statistics (NCHS) age adjusts mor- by the end of FY 1999.
tality rates to the U.S. population enumerated during the 1940
census. For morbidity-based indicators, NCHS normally usesDefinitions:
the 1970 civilian noninstitutionalized population. Therefore, The Area diabetes prevalence rate is the number of IHS
these are the preferred methods for age adjusting GPRA indieligible Indians residing within the official boundaries of the
cators. These methods are described in IHS Statistical Notérea (i.e., the contract health service delivery areas (CHSDAS)
No. 6, “Comparing Health Status of Populations with Different that comprise the Area) who have the diabetes condition (ICD-
Age Distributions” The IHS ProviderVolume 19, No. 5, 9-CM 250.) per 1,000 population.
May 1994, pp 91-94).

The same indicators (direct or proxy) may not work for all Baseline:
population sizes. As the number of events being measured The IHS Diabetes Program estimates diabetes prevalence
becomes small, the reliability of the rates calculated decreasesn American Indians and Alaska Natives by using diagnostic
Therefore, for small populations, different data sources and/ordata (diabetes and related hypertension) from the IHS central
measurement techniques may be required to track some objeatatabase for those seeking care in IHS and tribal facilities.
tives. The IHS typically combines three years of data in Crude rates are calculated using service population in the
calculating IHS aggregate vital event rates to reduce variabil-denominator, but it is planned to switch to user population
ity. For smaller populations, it is often necessary to use moresince it is more appropriate for patient care rates. The crude
than three years of datalhe events associated with some rates are then age adjusted to the 1990 U.S. census population.
objectives are expected to occur in a small population veryTo be consistent with NCHS, it is recommended that the
rarely, e.g., the incidence of amputation and blindness asDiabetes Program use the 1970 civilian noninstitutionalized
sociated with diabetic neuropathy and retinopathy. Thesepopulation. The latest rates calculated by the Diabetes Pro-
could be treated as sentinel events; i.e., a single occurrencgram (using service population and age adjusted to the 1990
would signal a problem that should be investigated. SomeU.S. census population) are as follows:
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EY 1996 Prevalence Rate ian noninstitutionalized population. See IHS Statistical Note

Per 1,000 Service Pop* No. 6, “Comparing Health Status of Populations with Differ-
Area (Age Adjusted - 1990 U.S.) ent Age Distributions”The IHS ProviderVolume 19, No. 5,
May 1994, pp 91-94).
Aberdeen 66.00
Alaska 15.38 Data Sources:
Albuquerque 65.12 Diabetes Surveys, PCC, Diabetes Registries.
Bemidji 66.44
BllI;;]gs . 65.32 Small Population Limitation:
EZsl,r?\/riTls gggg In order for a rate to be reliable, at least 20 events are
Navajo 49 60 required in the numerator.
Oklahoma City 54.16 Point of Contact:
Phoenix 64.19 ' . . .
Portland 36.87 Kelly J. Acton, Acting Director, Diabetes Program, (505)
Tucson 79.78 248-4182.
All Areas 52.23

4. By the end of FY 1999, assure that the proportion of
i ] ) ) ) the American Indian and Alaska Native female popu-
*  Certain service units are excluded since they have no direct health care . .
services. lation over 40 years of age who have had screening
mammography is no lower than the FY 1996 level.

Longitudinal studies of diabetes conducted in Pima Indi- o
ans since 1965 have provided extensive information on thePefinitions: _ .
prevalence and incidence of diabetes in this tribal community. 1€ Aréa proportion of the female population over 40
There are several other tribe-specific diabetes epidemiological®2rs f @ge who have had screening mammography is the

studies, but none to the depth of the Pima studies. number of IHS eligible Indian women over 40 years of age
residing within the official boundaries of the Area (i.e., the
Measurement Technique: contract health service delivery areas (CHSDAS) that comprise
que: : the Area) who have had a mammogram (ICD-9-CM 87.37)
. In order to calculate preyalence rates precisely, p(.)pu'a'during the current year divided by the total number of IHS
tlon-ba§ed surveys are required.  For prevalence, a Ollabetegligible Indian women over 40 years of age residing within the
screening would need to be conducted on a sample of theofficial boundaries of the Area multivlied by 100
population to determine what proportion of the total popula- P y '
tion had a diabetes diagnoses, regardless of when they incurregase“ne_
the condition. A less precise survey technique involves ques- i
tioning persons on whether they have been diagnosed wit

diabetes (it would be best to request documentation).

Based on the FY 1996 Assessment of IHS Diabetes Care,

56 percent of the female diabetic IHS user population met the

Surveys are expensive and difficult to conduct. A proxy American Cancer Society’'s (ACS) recommendation for mam-
. mography (Areas ranged from 13 to 57 percent). Also, fifty

measure can be obtained utilizing ambulatory medical data in ercent of the female diabetic population had ever had a mam-
the IHS central database and/or in the facility PCC databasep Pop

Several years (e.g., 5 years) of medical visit data would need ténogram (Areas ranged from 34 to 80 percent), and 25,590

be analyzed for a defined geographic area (e.g., residents of mammograms were performed by IHS in FY 1995 (per the IHS

IHS Area) to determine how many unique patients had a diagaf'(}Iedlcal Imaging Program).

nosis of diabetes. The total number of patients with a dlabetei/I Lo
. . - ) easurement Technique:
diagnosis would be divided by the Area user population and . . .
o In order to calculate population proportions precisely,
then multiplied by 1,000 to calculate the prevalence rate per : .
1.000 population population-based surveys are required. A sample of the female
' popuiation. . . population over 40 years of age would need to be questioned to
A more direct way of calculating the proxy measures is to

. . . . determine what proportion of them had a mammogram (it
utilize PCC or other diabetes registries to obtain the total brop g (

. L .~ " ~would be best to request documentation) during the latest
number of diabetes cases. If the registries are well maintained q ) 9
complete year.

this technique should produce more accurate measures than Surveys are expensive and difficult to conduct. A proxy

relying on PCC encounter data. Care must be taken to ENSUIE easure can be obtained utilizing ambulatory medical data in

thatthe population represented in the numerator is the same %Re IHS central database and/or in the facility PCC database.

the user population coverage in the denominator. : .
. ... Medical visit data for the latest complet r would n t
The crude rates should be age adjusted to the 1970 civil- edical visit data for the latest complete year would need to
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be analyzed for a defined geographic area (e.g., residents of avisit (it would be best to request documentation) during the
IHS Area) to determine how many unigque female patients overlatest complete year.
40 years of age had had a mammogram. The number of  Surveys are expensive and difficult to conduct. A proxy
female patients over 40 years of age who had had a mammameasure can be obtained utilizing ambulatory medical data in
gram in the latest complete year would be divided by the Areathe IHS central database and/or in the facility PCC database.
female user population over 40 years of age and then multi-Medical visit data for the latest complete year would need to
plied by 100. be analyzed for a defined geographic area (e.g., residents of an
It may be necessary to supplement PCC data with chariHS Area) to determine how many children (0-5 years) had a
reviews, IHS Medical Imaging Program information, the Cen- well child visit. The number of children, 5 years and under,
ters for Disease Control and Prevention (CDC) program who had a well child visit in the latest complete year would be
mammograms (National Breast and Cervical Cancer Earlydivided by the Area user population under 6 years of age and
Detection Program), and Urban Project data. As the Women'sthen multiplied by 100. Care must be taken to ensure that the
Health Software (WHS) component of the PCC is imple- population represented in the numerator is the same as the user
mented, adequate data should be available from that sourceaopulation coverage in the denominator.
Care must be taken to ensure that the population represented in
the numerator is the same as the user population coverage iPata Sources:

the denominator. Well Child Visit Surveys, PCC.
Data Sources: Small Population Limitation:
Mammogram Surveys, PCC-WHS, Chart Reviews, IHS In order for a rate to be reliable, at least 20 events are
Medical Imaging Program, CDC, Urban Projects. required in the numerator.
Small Population Limitation: Point of Contact:
In order for a rate to be reliable, at least 20 events are  Phillip Smith, Principal Maternal and Child Health Con-
required in the numerator. sultant, (301) 443-4297.
Point of Contact: B. Prevention Indicators
Nathaniel Cobb, Principal Consultant for Epidemiology/
Cancer, (505) 248-4132. 15. Assure overall childhood immunization rates of 80
percent complete and on time for children ages two
5. By the end of FY 1999, assure that the proportion of and three, by the end of FY 1999.
children, 5 years and under, with a well child visit is no
lower than the FY 1995 level. Definitions:
The Area proportion of children, 2 and 3 years of age,
Definitions: who have received complete and on time immunizations is the

The Area proportion of the youth population, 5 years and number of IHS eligible Indian children, 2 and 3 years of age,
under, who have had a well child visit is the number of IHS residing within the official boundaries of the Area (i.e., the
eligible Indian children, 5 years and under, residing within the contract health service delivery areas (CHSDAs) that com-
official boundaries of the Area (i.e., the contract health serviceprise the Area) who have received immunizations according to
delivery areas (CHSDAs) that comprise the Area) who havethe schedule listed below during the current year divided by
had a well child visit (ICD-9-CM V20) during the current year the total number of IHS eligible Indian children, 2 and 3 years
divided by the total number of IHS eligible Indian children, 5 of age, residing within the official boundaries of the Area
years and under, residing within the official boundaries of the multiplied by 100. Timeliness of each vaccination will vary

Area multiplied by 100. according to the schedule recommended by the Immunization
Practices Advisory Committee (ACIP) of the U.S. Public Health
Baseline: Service. No standard definition of “late immunization” exists.

In FY 1995, it is estimated that 61 percent of Indian For the purpose of GPRA, late immunization may be defined
children (0-5 years) residing in the IHS service area had a wellas receiving a vaccination more than 30 days past the date
child visit. upon which the child is first eligible to receive the vaccination.

Measurement Technique: Schedule of Immunizations for Ages 2 and 3
In order to calculate population proportions precisely,
population-based surveys are required. A sample of the fami- ¢  Three polio vaccinations (IPV or OPV or a combina-
lies with a child (0-5 years) would need to be questioned to tion) by the second birthday
determine what proportion of this age group had a well child * Four DTP or DTaP vaccinations (or an initial DTP or
DTaP followed by at least three DTP, DTaP, and/or
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DT) by the second birthday random sample. Users must input data on the sample of
« One MMR between the first and second birthdays  children from medical records. Data may be imported from
« Atleast one hemophilus influenza type b (HIB) vac- the upcoming version of the PCC Immunization Package. The
cination between the first and second birthdays program will provide statistical estimates of vaccination cov-
« Three hepatitis B vaccinations by the second birthday erage and timeliness.
e Two or three hepatitis A vaccinations (depending on The trend is changing toward complete ascertainment

the formulation) by the third birthday using Immunization Registries, however, in which data are
collected prospectively and analyzed periodically. Unfortu-
Baseline: nately, at this time and in most locations, the PCC Immuniza-
The estimates vary by location between 55 and 95 per-tion Package often does not have complete data. The best data
cent. There is no reliable national estimate. set is a combination of PCC, patient medical record, and
Public Health Nursing card file data. Given this limitation of
Measurement Technique: the IHS “Immunization Registry,” the former retrospective

In order to calculate population proportions precisely, method using the CASA may be the best, except for locations
population-based surveys are required. A sample of all fami-with complete and accurate PCC data.
lies within a CHSDA with a child (2 and 3 years of age) would
need to be evaluated to determine what proportion of this ageData Sources:
group had received complete and on time immunizations (docu-  Immunization Surveys, IHS Patient Care Records, Public
mentation is required to confirm receipt of any given vaccine) Health Nursing Records, and PCC Immunization Package.
during the latest complete year. Developing an adequate
sample of the population, however, is difficult, if not impos- Small Population Limitation:
sible, without accurate information on all individuals living In order for a rate to be reliable, at least 20 events are
within a defined geographic area. In addition, surveys arerequired in the numerator.
expensive and difficult to conduct.

The approach currently recommended by the CDC Na- Point of Contact:
tional Immunization Program is a retrospective survey of an Joan Takehara, National Immunization Coordinator, (505)
age cohort. The CDC provides a free computer package, th48-4226.
Clinic Assessment Software Application (CASA), currently
used by many health departments and clinics to calculateEditor’s note
vaccination coverage and timeliness. The CASA program will The Indian Health Service FY 1999 Performance Plan
assist users in selecting an appropriate sample, then provide iacluding all of the performance indicators, is accessible on
database in which to enter data. A complete list of all childrenthe Internet via the IHS homepage (www.ihs.gov) under the
residing within the CHSDA must be used in drawing the Publications section of Public Informatiof]

MEETINGS OF INTEREST O

Fetal Alcohol Syndrome be paid for by the UW Fetal Alcohol and Drug Unit. Costs for
Two identical sessions: May 27-29, 1998, travel to and from Seattle, airport transfers, and some meals are
and June 10-12, 1998 Seattle, Washington. the responsibility of the attendees or their organizations.

This conference is cosponsored by the University of Wash-  The curriculum includes 1) preventing and overcoming
ington Fetal Alcohol and Drug Unit, the University of Wash- secondary disabilities in people with FAS and FAE across the
ington FAS Diagnostic and Prevention Network, and the In- lifespan (1 day); 2) preventing FAS with the Birth to Three
dian Health Service. Native Americans or those working with Advocacy Model for working with very high-risk mothers and
Native Americans are eligible, including professionals (physi- their families (1 day); and 3) demonstration of a multidisciplinary
cians, psychiatrists, psychologists, social workers, nurses, teactFAS Diagnostic Clinic and its relevance for community inter-
ers, CHNs, chemical dependency counselors, lawyers, judgesyentions, parent advocacy, and prevention (1 day).
etc.) as well as advocates and parent activists. Six traineeswill  The faculty includes Ann Streissguth, PhD; Sterling
be selected for each session by the IHS AlcahdISubstance  Clarren, MD; Robin LaDue, PhD; Therese Grant, PhC; and
Abuse Program, HQW. Costs for lodging and most meals will others from the Fetal Alcohol and Drug Unit and the FAS

March 1998 O THE IHS PROVIDER 35



Diagnostic and Prevention Network. To apply, provide a place immediately preceding thesues in Human Research
description of past experience related to FAS and plans for theConference and will be held in the same location. Those
utilization of this training in Indian communities. Send your attending thelHS Research Confereneceay want to obtain
application to Timothy Taylor, PhD, Health Researcher, Alco- information about théssues in Human Research Conference,
holism and Substance Abuse Program, IHS Headquarters Wesglso described in this section.

5300 Homestead Road, NE, Albuquerque, NM 87110. For For abstract consultation or registration information, con-
more information, please contact Timothy Taylor at (505) tact Ms. Linda Arviso-Miller at (505) 248-4142; fax (505)
248-4125; fax (505) 248-4129; or e-nildylor@smtp.ihs.gav 248-4384; or e-malarvisom@smtp.ihs.gov

Advances in Indian Primary Health Care Issues in Human Research:
April 15-17, 1998 Albuquerque, New Mexico A Focus on Southwest Diversity
The first annual continuing medical education course en-April 29- May 1, 1998 Albuquerque, NM
titted Advances in Indian Primary Health Care will be offered Participants attending this two and one-half day confer-

for primary care physicians who work in Indian health at ence will 1) learn how regulations and community participa-
Federal, tribal, or urban sites. Medical students and residentsion can protect human subjects in research, 2) become famil-
who are interested in serving Indian populations are also weldar with the issues involved with research in diverse popula-
come. The course will be presented by the IHS Senior Clini-tions in the Southwest, and 3) be able to make appropriate
cians in Family Practice, Internal Medicine, Pediatrics, and recommendations for changes to the Indian Health Service,
Obstetrics and Gynecology, in cooperation with the Univer- the Office for Protection from Research Risks, and the Food
sity of New Mexico Health Sciences Center School of Medi- and Drug Administration. Physicians and other health profes-
cine Area Health Education Center; the IHS Clinical Support sionals involved in research with human subjects will benefit
Center is the accredited sponsor. It is designed for new androm attending this conference. Sponsors are the Navajo
experienced primary care physicians to learn about advanceBlation, Diné Community College, the Office for Protection
in clinical care specifically relevant to Indian populations, from Research Risks, the National Institutes of Health, the
with an emphasis on southwestern tribes. An opportunity tolndian Health Service, the American Indian Law Center, the
learn from clinicians experienced in the care of Native Ameri- Food and Drug Administration, the Department of Energy,
cans will be featured. Clinical disease control program direc-and the University of New Mexico Health Sciences Center
tors and Senior Clinicians will be available for program devel- School of Medicine Office of Research and Office of Continu-
opment and consultation. ing Medical Education. Please note that this conference will
The course will begin in the afternoon on Wednesday, take place immediately following thélS Research Confer-

April 15 and end at noon on Friday, April 17. A registration ence and will be held in the same location. Those attending
fee will be charged. For more information contact Chuck thelssues in Human Research Conferemas want to obtain
North, MD, Senior Clinician for Family Practice, PHS Indian information about thel[HS Research Conferencalso de-
Hospital, 801 Vassar Drive, NE, Albuquerque, New Mexico scribed in this section. Both of these conferences will be held
87106; phone (505) 256-4065; fax (505) 256-4093; or e-mailin Albuquerque, New Mexico at the Sheraton Old Town Ho-

north.chuck@ihs.gov tel. For more information about this conference, contact the

Office of Continuing Medical Education at the University of
IHS Research Conference New Mexico Health Sciences Center School of Medicine at
April 27-29, 1998 Albuquerque, New Mexico (505) 272-3942.

The Tenth Annual Indian Health Service (IHS) Research
Conference, sponsored by the IHS Research Program and thelid-Level Primary Care Providers
IHS Clinical Support Center (the accredited sponsor) will be June 2-5, 1998 Phoenix, Arizona
held April 27-29, 1998 in Albuquerque, New Mexico. Papers This conference for mid-level providers (physician assis-
have been invited for oral or poster presentation in the follow-tants, nurse practitioners, certified nurse midwives, and phar-
ing categories: Aging, AIDS, Alcohol and Substance Abuse, macist practitioners) employed by the Indian Health Service or
Cancer, Cardiovascular Disease, Diabetes, Environmentalndian health programs will offer 20 hours of continuing
Health, Epidemiology, Health Care Administration, Health education designed to meet the needs of those providing pri-
Promotion and Disease Prevention, Health Services Researchmary care to American Indians and Alaska Natives. An agenda
Injury Prevention, Mental Health, Nutrition, Oral Health, and will be available in spring. There will be a registration fee of
Women’s Health. Research measuring the effectiveness o150 of those employed by compacting tribes or those in the
innovative health care delivery interventions or research thatprivate sector. For additional information, contact the IHS
demonstrates partnerships between researchers and tribes @inical Support Center, 1616 East Indian School Road, Suite
especially welcome. Please note that this conference will take875, Phoenix, Arizona 85016; phone (602) 640-2140.
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Diabetes in Native Americans: Southwest Regional Pharmacy Seminar
Management and Prevention June 12-14, 1998 Phoenix, Arizona
June 3-5, 1998 Oklahoma City, Oklahoma This annual continuing education seminar is held for IHS-
Diabetes has become a major cause of mortality andand tribally-employed pharmacists working in the Phoenix,
morbidity in the Native American population. The purpose of Navajo, Albuguerque, Tucson, California, and Portland Areas.
the conference, entitleBiabetes In Native Americans, Man- Fifteen hours of ACPE credit will be available to those who
agement and Preventipio be held June 3-5, 1998 in Okla- attend. The meeting will be held at the Phoenix Airport
homa City, Oklahoma at the Clarion Hotel and Conference Hilton, 2435 South 47th Street, Phoenix, Arizona; phone (602)
Center (Phone (800) 741-2741, Booking No. 7615), is to 894-1600. For more information, contact Chris Watson at
provide a forum for Native American tribal members, health (602) 364-5194; e-magwatson@smtp.ihs.go\A certificate
educators, health care providers, policy makers, and scientistBrogram for pharmacists entitlediabetes Patient Carwill
to discuss, exchange, and disseminate current informatiorP€ offéred in conjunction with this meeting; for more informa-
about tribal perspectives, intervention, and prevention of thelion about this, contact Dr. Eugene Smith at (520) 871-1398;
disease and its complications. e-mail esmith@navaa.navajo.ihs.gov

The conference will cover: (1) tribal perspectives of dia-

betes including perceptions, beliefs, needs, and expectation % Certifi X ent Ori p .
(2) epidemiology of diabetes and its complications in Native ‘* Certificate Program in Patient Oriented Practice
July 13-16, 1998 and August 3-6, 1998 Phoenix, Arizona

Americans; (3) management of diabetes and its complications; . . .
' . . o ~ The IHS Pharmacy Practice Training Program will offer
(4) prevention of diabetes and its complications; and (5) rec two open sessions this year. The target audience is IHS, tribal,

ommendations from tribal representatives and other partici- . L
- and Urban Program pharmacists practicing in an ambulatory
pants for future activities. .
care setting.

The conference is being planned by representatives from s . .
the Indian Health Service (IHS)- the Coll f Medici d The objectives of the program are to improve the Indian
€ Indian Hea ervice (IHS); the Colleges of Medicine an health program pharmacist’s ability to deliver direct patient

Pu-b“r? H’\Tal'th, L:r:wersﬂy 01:c gl'dat\)homa Hgatl)t.h Scfencesdclf_g' care. This program encompasses the management of patient
ter; the National Institute of Diabetes and Digestive and Kid- care functions in the areas of consultation, communication,

ney Diseases; the. Cent.er.s.for-Dlsease C.°”"°' .and I:)revem'omterviewing techniques, laboratory test interpretation, con-
Diabetes Translation Division; the American Diabetes Asso- it resolution, and physical assessment. These techniques
ciation, Oklahoma Affiliate; and several American Indian tribes. are taught utilizing case-study methods, which includes role-
The accredited sponsor of the conference for continuing edu'playing and discussion.

cation is the IHS Clinical Support Centérhe Clinical Sup- The dates for the 1998 programs are July 13-16 (Session
port Center is accredited by the Accreditation Council for 1y ang August 3-6 (Session 2). It is anticipated that out-of-
Continuing Medical Education to sponsor continuing edu- town attendees will arrive Sunday and depart Friday, depend-
cation for physicians. The CSC designates this activity foring on airline schedules. The hotel offers complimentary
up to 18% hour of Category 1 credit toward the Physician’s ajrport transportation.
Recognition Award of the American Medical Association. Both sessions will be held at the Wyndham Garden Hotel-
Each physician should claim only those hours of credit he phoenix Airport, 427 North 44th Street, Phoenix, AZ 85008.
or she actually spends in the educational activity. TheThe hotel room rate will be $71 (tax inclusive). Individuals
Indian Health Service is accredited as a provider of con-are responsible for making their own hotel arrangements. The
tinuing education in nursing by the American Nurses hotel can be reached at (602) 220-4400 or (800) WYNDHAM.
Credentialing Center Commission on Accreditation, and Callers are to ask for the “IHS Pharmacy Training” rate.
designates this activity for 21.3 contact hours (including 0 In order to assure that we have enough space for those
hours of pharmacology) for nurses. interested in attending, a registration deadline has been set for
For more information about conference or hotel registra- May 1 for Session 1 and June 1 for Session 2. Individuals
tion, contact Ms. Rosetta Fisher, University of Oklahoma assigned to facilities operated by tribes/corporations that have
Health Sciences Center, College of Public Health, Office of taken their share of the CSC budget will be charged tuition.
the Dean, P.O. Box 26901, Oklahoma City, OK 73190; phone For further information or pre-registration, contact Tom
(405) 271-2232; fax (405) 271-3039; e-maiRosetta- Ambrose at the Clinical Support Center; phone (602) 640-
Fisher@ouhsc.eduRegistration forms will be available soon. 2140 ext. 101; e-maihmbrose@smtp.ihs.gov
The deadline for both conference pre-registration and hotel ~ The IHS Clinical Support Center is approved by the Ameri-
reservations is May 12. If you have other questions about thecan Council on Pharmaceutical Education as a provider of

conference, contact Carl Schaefer at (405) 271-3090; fax (405pontinuing pharmaceutical education. This activitiy has been
271-4390:; e-maiCarl-Schaefer@ouhsc.edu awarded 27.5 contact hours (2.75 CEUs) under Universal

Program Number 600-000-024-C04]

g?harmacy Practice Training Program:
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POSITION VACANCIES O

Editor's note: As a service to our readefd)e Providemwill and life insurance, and pension program. Competitive salary;
now publish, on a space available basis, notices of clinical malpractice insurance provided. For more information and or
positions available. Indian health program employers should an application, call the Hoopa Health Association at (916)
send brief announcements on an organizational letterhead t0:625-4559 extension 226.

Editor, The IHS ProviderThe IHS Clinical Support Center,

1616 East Indian School Road, Suite 375, Phoenix, ArizonaObstetrics Nurses

85016. Submissions will be run for two months, but may bePhoenix Indian Medical Center, Phoenix, Arizona

renewed as many times as necessary. Tribal organizations Positions available immediately for registered nurses ex-
that have taken their tribal “shares” of the CSC budget will perienced in obstetrics (labor and delivery, ante- and postpar-
need to reimburse CSC for the expense of this service. At thitum, newborn nursery, and triage). Employment benefits
time we do not plan to run ads for “positions wanted.” The include paid vacation, holiday and sick leave, health and life
Indian Health Service assumes no responsibility for the accu-insurance, and pension program. Salary based on grade, which

racy of the information in such announcements. is determined by prior OB experience. These positions are
rated at GS 9/10. For more information, call the Phoenix

Physicians and Mid-levels Indian Medical Center at (602) 263-1575 (Hank Numkena,

Hoopa Health Association, Hoopa California Staffing Specialist) or (602) 263-1520 (Chuck Culver, Acting

Immediate positions available for physicians and mid- Associate Director, Nursing Programs).
levels offering paid vacation, holiday and sick leave, health

NATIVE AMERICAN MEDICAL LITERATURE O

Lester D. The sex ratio in American Indian suicides [com- Gray RS, Robbins DC, Wang W, Yeh JL, Fabsitz RR, Cow
ment]. Psychological Reports 81(2):506, 1997 Oct. LD, Welty TK, Lee ET, Krauss RM, Howard BV. Relation of
98015640 LDL size to the insulin resistance syndrome and coronary
heartdisease in American Indians. The Strong Heart Study.
Ribeiro-dos-Santos AK, Santos SE, Machado AL, GuapindaiaArteriosclerosis, Thrombosis & Vascular Biolagy
V, Zago MA. Reply to Monsalve on “Mitochondrial DNA in  17(11):2713-20, 1997 Nov. 98073712
ancient Ameridians,”American Journal of Physical Anthro-
pology(1997) 103:423-425 [letter; commenfmerican Jour- Bergen AW, Kokoszka J, Peterson R, Long JC, Virkkunen M,
nal of Physical Anthropology 103(4):571, 1997 Aug. Linnoila M, Goldm D. Mu opioid receptor gene variants: lack
97437640 of association with alcohol dependenddolecular Psychia-
try. 2(6):490-4, 1997 Oct-Nov. 98060615
Postl B. It's time for action. [Review] [5 refSCMAJ.
157(12):1655-6, 1997 Dec 15. 98079871 Wolever TM, Hamad S, Gittelsohn J, Gao J, Hanley AJ, Harris
SB, Zinman B. Low dietary fiber and high protein intakes
Anonymous. Health of indigenous peopleRevista associated with newly diagnosed diabetes in a remote aborigi-
Panamericana De Salud Publica2(5):357-62, 1997 Nov. nal community. American Journal of Clinical Nutrition
98083808 66(6):1470-4, 1997 Dec. 98056683

Hegele RA, Connelly PW, Hanley AJ, Sun F, Harris SB, Zinm Santosham M, Moulton LH, Reid R, Croll J, Weatherholt R,
B. Common genomic variation in the APOC3 promoter asso-Ward R, Forro J, Zito E, Mack,. Brennem GaJizison BL.

ciated with variation in plasma lipoproteinArteriosclerosis, Efficacy and safety of high-dose rhesus-humreassortant rotavirus
Thrombosis & Vascular Biology17(11):2753-8, 1997 Nov. vaccine in Native American populations [see commenispr-
98073717 nal of Pediatrics 131(4):632-8, 1997 Oct. 98047904
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Pharris MD, Resnick MD, Blum RW. Protecting against

Hanley AJ, Harris SB, Gao XJ, Kw J, Zinm B. Serum immu-

hopelessness and suicidality in sexually abused American Innoreactive leptin concentrations in a Canadian aboriginal popu-

dian adolescentslournal of Adolescent Healt21(6):400-6,
1997 Dec. 98047904

lation with high rates of NIDDMDiabetes Care 20(9):1408-
15, 1997 Sep. 97429438

Mitchell CM, Beals J. The structure of problem and positive Clarke HF. Research in nursing and cultural diversity: work-
behavior among American Indian adolescents: gender and"9 With first nations peoplesCanadian Journal of Nursing

community differencesAmerican Journal of Community Psy-
chology 25(3):257-88, 1997 Jun. 97474122

Lane PR. Actinic prurigo. [Review] [10 refs]
Photodermatology, Photoimmunology & Photomedicine
13(3):87-8, 1997 Jun. 98039791

Lester D.Infant mortality among American Indians [comment].
Psychological Reports81(1):146, 1997 Aug. 97438715

Kohler HP, Boothby M, McCormack L, Knowler WC, Grant
PJ. Incidence of Arg506 — GIn mutation (factor V Leiden) in
Pima Indians [letter; comment]Thrombosis & Haemostasis
78(2):961-2, 1997 Aug. 97412092

Research 29(2):11-25, 1997 Summer. 98016922

Volberg RA, Abbott MW. Gambling and problem gambling
among indigenous peoples.Substance Use & Misuse
32(11):1525-38, 1997 Sep. 97477930

Hilderm D, McVicar J, Elder R. Health Liaison Worker Pilot
Project: a joint venture between the Meadow Lake Tribal
Council and the Northwest Health Distri@oncern 26(5):22,
1997 Oct. 98036310

Wilson C, Krakoff J, Gohdes D. Ketoacidosis in Apache
Indians with non-insulin-dependent diabetes mellitudr-
chives of Internal Medicinel57(18):2098-100, 1997 Oct 13.
98022103

Gibbons A. Archaeologists rediscover cannibals [news] [seeRobin RW, Chester B, Rasmussen JK, Jaranson JM, Goldm D.

comments].Science 277(5326):635-7, 1997 Aug 1. 97398121

Prevalence and characteristics of trauma and posttraumatic
stress disorder in a southwestern American Indian community.

Macaulay AC, Paradis G, Potvin L, Cross EJ, Saad-Haddad CAmerican Journal of Psychiatry154(11):1582-8, 1997 Nov.

McComber A, Desrosiers S, Kirby R, Montour LT, Lamping

98019381

DL, Leduc N, Rivard M. The Kahnawake Schools Diabetes _ _ _
Prevention Project: intervention, evaluation, and baseline re-White TD, Degusta D, Richards GD, Baker SG. Brief commu-

sults of a diabetes primary prevention program with a nativenication: prehiStOI‘iC dentistry in the American southwest: a

community in CanadaPreventive Medicine 26(6):779-90,
1997 Nov-Dec. 98050143

drilled canine from Sky Aerie, Coloradémerican Journal of
Physical Anthropology 103(3):409-14, 1997 Jul. 97404795

Receveur O, Boulay M, Kuhnlein HV. Decreasing traditional Goldm D, Urbanek M, Guenther D, Robin R, Long JC. Link-

food use affects diet quality for adult Dene/Metis in 16 com-

munities of the Canadian Northwest Territorie3ournal of
Nutrition. 127(11):2179-86, 1997 Nov. 98012860

Vaugh LA, Benyshek DC, Martin JF. Food acquisition habits

Journal of the American Dietetic Associatior97(11):1275-
82, 1997 Nov. 98033661

age and association of a functional DRD2 variant [Ser311Cys]
and DRD2 markers to alcoholism, substance abuse and schizo-
phrenia in Southwestern American Indiansmerican Jour-

nal of Medical Genetics74(4):386-94, 1997 Jul 25. 97402310

A ) : ' Embree BG, De Wit ML. Family background characteristics
nutrient intakes, and anthropometric data of Havasupai adults

and relationship satisfaction in a native community in Canada.
Social Biology 44(1-2):42-54, 1997 Spring-Summer.
97466227

Lorenz JG, Smith DG. Distribution of sequence variation in salbe AD, Fontvieille AM, Harper IT, Ravussin E. Low levels

the mtDNA control region of Native North Americansiu-
man Biology 69(6):749-76, 1997 Dec. 98015475

Harris SB, Caulfield LE, Sugamori ME, Whalen EA, Henning

of physical activity in 5-year-old childredournal of Pediat-
rics. 131(3):423-9, 1997 Sep. 97470003

Strauss KF, Mokdad A, Ballew C, Mendlein JM, Will JC,

B. The epidemiology of diabetes in pregnant Native Canadi- Goldberg HI, White L, Serdula MK. The health of Navajo

ans. A risk profile Diabetes Care 20(9):1422-5, 1997 Sep.
97429440

women: findings from the Navajo Health and Nutrition Sur-
vey, 1991-1992.
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