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Introduction
Welcome to the first issue of the “Women’s Health Notes”, a newsletter for those providing care for American Indian and Alaska Native women and their families. Topics will include current issues in maternity, well-woman, and gynecology care: updates from IHS staff, ACOG, and others; and announcements. If you have suggestions or would like to contribute, please contact jean.howe@ihs.gov. 

Many of you have inquired about the “CCC Corner”. The “CCC Corner” ceased publication earlier this year. The Women’s Health Notes will cover similar women’s health-focused topics as CCC Corner. Articles from other Chief Clinical Consultants are available in the IHS Provider. To subscribe to the IHS Primary Care Provider, follow this link: http://www.ihs.gov/provider/index.cfm?module=listserv
For fiscal and environmental reasons, the Women’s Health Notes will be available in an electronic format only. If you were already subscribed to the CCC Corner, then you already have an electronic subscription to the Women’s Health Notes. For others wanting to subscribe (or to unsubscribe) please follow this link: http://www.ihs.gov/cio/listserver/index.cfm?module=list&option=list&num=87&startrow=1 

Featured Issue: H1N1 Influenza; Pregnancy Multiplies the Risk of Severe Disease

“Swine Flu Spreading Widely; Worry Over Pregnant Women” 
 “As of late August, 100 pregnant women had been hospitalized in intensive care and 28 have died”

“As of Monday, October 5th, seven pregnant women were on respirators in Arkansas hospitals”

These are all quotes from recent New York Times articles about the ongoing global pandemic of H1N1 influenza. With school back in session and cooler weather prevailing, infection rates have soared dramatically since early September. Areas that had lower infection rates in the spring outbreak are particularly hard-hit now. Although Native American-specific mortality data is not currently available, many IHS, Tribal, and Urban sites are seeing dramatic increases in patients with suspected H1N1 disease. Several Native American patients have died, including at least one maternal death.

This novel H1N1 Influenza A virus, with combined genetic elements of human, avian, and swine influenza virus, was first recognized in the spring of 2009. Worldwide dissemination quickly ensued and the World Health Organization declared a pandemic on June 11th. Unlike seasonal influenza, which is often associated with high rates of severe disease in older people, 2009 H1N1 influenza can cause especially virulent disease in children and young adults. It is believed that past exposure to similar strains of influenza may confer a degree of protection to those over 60, although serious illness in the elderly can also occur. With H1N1, people with asthma, pregnant women, and those with chronic medical conditions have been most severely affected. 

Pregnant women are known to have higher rates of hospitalization and death from influenza than their non-pregnant counterparts; with H1N1 infection this increased susceptibility is especially pronounced. Jamieson, et al. reviewed hospitalization and mortality data for pregnant women in the first two months of the H1N1 outbreak. From mid-April to mid-May, 34 confirmed cases of H1N1 in pregnant women were reported to the CDC from 13 states, including one Native American woman. The estimated rate of hospitalization was 4 times higher than in non-pregnant women. Also, in the first two months of the outbreak (through mid-June), 6 of 45 deaths from H1N1 in the United States were in otherwise healthy pregnant women. All 6 women died from respiratory collapse after developing pneumonia and ARDS requiring mechanical ventilation. It is of grave concern that, in this initial period of H1N1 surveillance, 13% of reported deaths were in pregnant women (pregnant women are approximately 1% of the overall U.S. population). With additional reporting, this has decreased to an estimated 6% of H1N1 deaths occurring in pregnant women, still significantly higher than their percentage in the general population.

There are extensive resources on the CDC website for prevention and treatment of H1N1 influenza in pregnant women and this information is being updated frequently. Some highlights include:

Limiting Exposure
Although the best prevention is vaccination, additional steps can also be taken to protect pregnant women and others from H1N1 influenza. H1N1, like seasonal flu, is spread by close contact with infected individuals. Coughing, sneezing, and residual respiratory secretions (which can remain infectious for several hours on a variety of surfaces) all transmit disease. Frequent hand washing and “cough etiquette” can help limit transmission. In the healthcare setting, screening should be undertaken at the initial point of contact and patients with signs of current respiratory illness should be segregated. One model for this practice is the Winslow Indian Health Care Center in Arizona, where everyone presenting to the clinic is queried about fevers, cough, and sore throat at the clinic entrance. Those with possible influenza are given masks and instructed to “follow the blue line” to a flu clinic where they receive evaluation, education, and treatment in a separate area from a dedicated team of nursing, provider, and pharmacy staff. 

Vaccination

Despite strong recommendations for vaccination, recent national data show that pregnant women have the lowest rates of coverage among all adult populations recommended to receive influenza vaccine. In this face of the H1N1 pandemic, a joint statement has been issued by ACOG, ACNM, AWHONN, AAFP, The March of Dimes Foundation, and other organizations urging vaccination with both seasonal and H1N1 vaccine for all pregnant women. Vaccination in pregnancy also confers a degree of protection to the newborn as well; this is especially important as there is no licensed influenza vaccine for those under 6 months of age. In mid-September, the FDA approved H1N1 vaccine from 4 suppliers. Traditional injectable vaccine and live attenuated influenza vaccine (LAIV) for nasal administration are both available. LAIV should not be used to vaccinate children less than 2 years old, adults more than 49 years old, PREGNANT women, people with underlying medical conditions, or children under 5 with episodes of wheezing in the past year.

Pregnant women can be vaccinated for influenza during any trimester. If not already vaccinated, the H1N1 vaccine can be given postpartum. Either IM or nasal (LAIV) vaccine can be administered prior to hospital discharge and is safe in breastfeeding mothers. Partners and other household contacts of infants should also be vaccinated. Both seasonal and H1N1 vaccine can be given on the same day, one shot in each arm. If a nasal formulation for one vaccine is used, the other must be given IM or a 4 week delay between immunizations is recommended. Q & As on H1N1 for pregnant women are available at http://www.cdc.gov/h1n1flu/pregnancy.
All health care workers are a priority for being vaccinated against H1N1, both for their own protection and to minimize disease transmission. 

Treatment 
Patients should be educated about flu symptoms and encouraged to seek care promptly if they have been exposed to H1N1 or become ill. In the case series reviewed by Jamieson, et al., the following symptoms were reported: fever (97%), cough (94%) rhinorrhea (59%), sore throat (50%), headache (47%), shortness of breath (41%), myalgia (35%), vomiting (18%), diarrhea (12%) and conjunctivitis (9%), Individuals may be infected with influenza, including 2009 H1N1, and have respiratory symptoms without fever.
Early treatment (within 48 hours of the onset of symptoms, if possible) with influenza antiviral medications is recommended for pregnant women with suspected influenza illness. Clinicians should not wait for test results to initiate treatment since these medications work best if started as early as possible after illness onset. Moreover, rapid diagnostic tests for influenza have variable sensitivities for detecting the 2009 H1N1 influenza virus (10-70%). A negative rapid test does NOT exclude the possibility of infection with 2009 H1N1 influenza. 

At this time, most 2009 H1N1 influenza viruses are susceptible to oseltamivir and zanamivir.  However, antiviral treatment regimens might change depending on new antiviral resistance or viral surveillance information. Pregnancy should not be considered a contraindication to the use of oseltamivir or zanamivir (both “Pregnancy Category C”). Oseltamivir is currently preferred because of its systemic absorption.Treat flu exposure in pregnant women with a prophylactic course of oseltamivir (75 mg. once daily for 10 days). Treat those with flu-like symptoms with a therapeutic course of oseltamivir (75 mg twice daily for 5 days). Fever in pregnant women should be treated because of the risk that it appears to pose to the fetus.  Acetaminophen appears to be the best option for treatment of fever during pregnancy.
Bacterial co-infections have also been implicated in cases of severe disease and death. Autopsy specimens from 77 patients were examined and 22 (29%) had evidence of bacterial infection in addition to H1N1 disease. The bacteria causing these infections included Streptococcus pneumoniae (pneumococcus), group A, Streptococcus, and Staphylococcus aureus, several of the leading causes of community-acquired pneumonia and other severe bacterial infections. For the prevention of pneumococcal disease, two vaccines are currently available in the U.S. All children less than 5 years of age should receive pneumococcal conjugate vaccine according to current recommendations. In addition, the 23-valent pneumococcal polysaccharide vaccine (PPSV23) should be administered to all persons 2-64 years of age with high risk conditions and everyone 65 years and older. During this influenza season, it is especially important for adults with chronic medical problems to get PPSV23. In communities where 2009 H1N1 is circulating, empiric treatment of patients with community acquired pneumonia should include both influenza antiviral agents and appropriate antibiotic therapy.
Given the threat posed to the health of pregnant women and their newborns by H1N1 (and seasonal influenza), we have clear duties as health care providers:

· To educate our patients and their families so that they can reduce flu transmission and seek care promptly if they are exposed to flu or become ill.

· To provide accurate information about vaccine safety and the valuable protection that H1N1 and seasonal influenza vaccine confers to pregnant women and their newborns.

· To get vaccinated ourselves, so that we will not spread the disease further. 

· To immediately develop and maintain screening systems, at the first point of contact, to separate those with respiratory illness from non-infected patients and visitors and thus minimize transmission in our waiting areas, exam rooms, and hospitals.

· To make oseltamivir available promptly to all pregnant women with recent flu exposure or symptoms of influenza. For women who become seriously ill, antibiotic coverage for possible concurrent bacterial infection should also be considered.
Wash your hands, cover your cough, get your shots; it could be a long winter…
Resources

General information:

http://www.cdc.gov/flu
Pregnancy specific information:

http://www.cdc.gov/h1n1flu/guidance/obstetric.htm
Free educational materials from the CDC:

http://www.cdc.gov/h1n1flu/flyers.htm 
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Maternity Care

New Evidence Report on Maternal and Neonatal Outcomes of Elective Induction of Labor Is Available 
From The Agency for Health Care Research and Quality (AHRQ):

AHRQ released a new evidence report that found that inducing labor in women at 41 weeks of pregnancy and beyond may be associated with a decreased in the risk of cesarean delivery.  Induction of labor on an elective basis in the United States increased from 9.5 percent of pregnancies in 1990 to 22 percent in 2004. According to the report, there are a number of complications of pregnancy that confer significant ongoing risk to the mother or fetus, such as pre-eclampsia or intrauterine growth restriction.  Pregnant women may also wish to end their pregnancy because of physical discomfort or ongoing concerns that they or their baby may be at risk for complications.  For these conditions, induction of labor is often the principal medical intervention used to decrease both maternal and neonatal morbidity and mortality. In addition to the rise in the rate of induction of labor for medical reasons, it seems that there has also been an increase in the rate of induction of labor that is not indicated for a medical reason.  Clinicians may be given incentives to use elective induction for their own financial benefit and scheduling preferences, such as ending their patients’ physical discomfort or concerns about the risk of developing either complications of pregnancy or intrauterine fetal death.  The authors recommend careful examination of the impact of clinical policies to manage labor induction in a wide variety of settings before elective induction of labor is routinely adopted as a potential clinical policy to prevent complications of term pregnancies.  The report, Maternal and Neonatal Outcomes of Elective Induction of Labor: A Systematic Review and Cost-Effectiveness Analysis, was produced by AHRQ’s Stanford-University of California, San Francisco Evidence-based Practice Center.  
View the structured abstract and find links to the full report at:

http://www.ahrq.gov/clinic/tp/eiltp.htm#Report 
A print copy is available by sending an e-mail to ahrqpubs@ahrq.hhs.gov. 
Gynecology and Well-Woman Care

Levonorgestrel-Releasing Intrauterine System and Endometrial Ablation in Heavy Menstrual Bleeding: Similar Success Rates
OBJECTIVE: To compare the effects of the levonorgestrel intrauterine system and endometrial ablation in reducing heavy menstrual bleeding. 

DATA SOURCES: Medline and EMBASE were searched online using Ovid up to January 2009, as well as the reference lists of published articles, to identify randomized controlled trials comparing the levonorgestrel intrauterine system with endometrial ablation in the treatment of heavy menstrual bleeding. 

METHODS OF STUDY SELECTION: This systematic review and meta-analysis was restricted to randomized controlled trials in which menstrual blood loss was reported using pictorial blood loss assessment chart scores. 

TABULATION, INTEGRATION, AND RESULTS: Six randomized controlled trials that included 390 women (levonorgestrel intrauterine system, n=196; endometrial ablation, n=194) were retrieved. Three studies pertained to first-generation endometrial ablation (manual hysteroscopy) and three to second-generation endometrial ablation (thermal balloon). Study characteristics and quality were recorded for each study. Data on the effect of treatment on pictorial blood loss assessment chart scores were abstracted, integrated with meta-analysis techniques, and presented as weighted mean differences. Both treatment modalities were associated with similar reductions in menstrual blood loss after 6 months (weighted mean difference, -31.96 pictorial blood loss assessment chart score [95% confidence interval (CI), -65.96 to 2.04]), 12 months (weighted mean difference, 7.45 pictorial blood loss assessment chart score [95% CI, -12.37 to 27.26]), and 24 months (weighted mean difference, -26.70 pictorial blood loss assessment chart score [95% CI, -78.54 to 25.15]). In addition, both treatments were generally associated with similar improvements in quality of life in five studies that reported this as an outcome. No major complications occurred with either treatment modality in these small trials. 

CONCLUSION: Based on the meta-analysis of six randomized clinical trials, the efficacy of the levonorgestrel intrauterine system in the management of heavy menstrual bleeding appears to have similar therapeutic effects to that of endometrial ablation up to 2 years after treatment.

Kaunitz AM, Meredith S, Inki P, Kubba A, Sanchez-Ramos L. Levonorgestrel-Releasing Intrauterine System and Endometrial Ablation in Heavy Menstrual Bleeding: A Systematic Review and Meta-Analysis. Obstet Gynecol. 2009 May;113(5):1104-1116.

http://www.ncbi.nlm.nih.gov/pubmed/19384127
Editorial Comment:

On October 1st, the FDA approved an additional use for the LNG-IUS (Mirena) to treat heavy menstrual bleeding in women using an IUD for contraception. The press release from the FDA is available at:

http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm184747.htm 
Ovarian Conservation at the Time of Hysterectomy and Long-Term Health Outcomes in the Nurses' Health Study 

OBJECTIVE: To report long-term health outcomes and mortality after oophorectomy or ovarian conservation. 

METHODS: We conducted a prospective, observational study of 29,380 women participants of the Nurses' Health Study who had a hysterectomy for benign disease; 16,345 (55.6%) had hysterectomy with bilateral oophorectomy, and 13,035 (44.4%) had hysterectomy with ovarian conservation. We evaluated incident events or death due to coronary heart disease (CHD), stroke, breast cancer, ovarian cancer, lung cancer, colorectal cancer, total cancers, hip fracture, pulmonary embolus, and death from all causes. 

RESULTS: Over 24 years of follow-up, for women with hysterectomy and bilateral oophorectomy compared with ovarian conservation, the multivariable hazard ratios (HRs) were 1.12 (95% confidence interval [CI] 1.03-1.21) for total mortality, 1.17 (95% CI 1.02-1.35) for fatal plus nonfatal CHD, and 1.14 (95% CI 0.98-1.33) for stroke. Although the risks of breast (HR 0.75, 95% CI 0.68-0.84), ovarian (HR 0.04, 95% CI 0.01-0.09, number needed to treat=220), and total cancers (HR 0.90, 95% CI 0.84-0.96) decreased after oophorectomy, lung cancer incidence (HR=1.26, 95% CI 1.02-1.56, number needed to harm=190), and total cancer mortality (HR=1.17, 95% CI 1.04-1.32) increased. For those never having used estrogen therapy, bilateral oophorectomy before age 50 years was associated with an increased risk of all-cause mortality, CHD, and stroke. With an approximate 35-year life span after surgery, one additional death would be expected for every nine oophorectomies performed. 

CONCLUSION: Compared with ovarian conservation, bilateral oophorectomy at the time of hysterectomy for benign disease is associated with a decreased risk of breast and ovarian cancer but an increased risk of all-cause mortality, fatal and nonfatal coronary heart disease, and lung cancer. In no analysis or age group was oophorectomy associated with increased survival. 

Parker WH, Broder MS, Chang E, Feskanich D, Farquhar C, Liu Z, Shoupe D, Berek JS, Hankinson S, Manson JE. Ovarian Conservation at the Time of Hysterectomy and Long-Term Health Outcomes in the Nurses' Health Study. Obstet Gynecol. 2009 May;113(5):1027-1037. 
http://www.ncbi.nlm.nih.gov/pubmed/19384117
Mother’s Milk
Suzan Murphy, Phoenix Indian Medical Center
“Never doubt that a small group of thoughtful, committed citizens can change the world. Indeed, it is the only thing that ever has.”  (Margaret Mead)
The Navajo Nation is the largest reservation in the US.  According to the US Census 2000, approximately 32,000 Navajo women who are in childbearing years (16-44 years old) live on the Navajo Nation. Of these mothers, about 15,000 or almost half are in the work force. Like many other tribal communities, breastfeeding is a valued tradition among Navajos. Given the present epidemic of obesity and diabetes, and illnesses associated with chronically underserved populations, breastfeeding seems like a logical tool to help reduce health problems. 

However maternal employment is often cited as a barrier to breastfeeding. If a mother has to stop or reduce breastfeeding to work, her baby will not be able to receive the benefits of breast milk.  When a majority of women in childbearing years in a community are working, and those with babies are not able to continue breastfeeding, in can impact both the work place and the community.  Communities that have low rates of breastfeeding have higher rates of illness and greater risk of future obesity and diabetes.  Also, the work place will have higher rates of unplanned absenteeism because of sick babies and children. Both the work place and the community will have higher health insurance claim expenses and medical service costs.  

Several years ago, the Navajo Nation WIC program, nutritionists, CHRs and other health care staff began to explore ways to support breastfeeding employees. The idea of making the work places on Navajo breastfeeding friendly was born. Contacts were made, research was completed, people were talked with, and plans were developed. The Healthy Start Act became real. With the single purpose of making it safe for mothers to work and breastfeed, this group of committed people presented and secured approval for the Healthy Start Act from 95 Chapter Houses on Navajo. There are 110 Chapter Houses; the remaining 15 could not be contacted in time. In October 2008 the Act was passed by the Navajo Council and signed into law in November 2008. 

The next step for the group of committed people, now known as the Navajo Nation Breastfeeding Coalition (NNBC) was to find ways to fund educating businesses about the Healthy Start Act.  Fortunately in December, HRSA announced the 2nd annual grant program for the Business Case for Breastfeeding. The grant includes a 2-day conference for how to work with businesses to support employee breastfeeding and $10,000 to implement local/regional plans.  NNBC collaborated with Arizona Breastfeeding Coalition (ABC) to win one of the 10 grants awarded.   The plans are for NNBC to host the conference on Navajo in July 2009. ABC will send several representatives from areas throughout Arizona. The primary objective will be to take the information gained from the HRSA training, combine it with the unique local challenges found on Navajo, and implement it on Navajo Nation and the Southwest. Since NNBC is the first coalition in the Southwest to pass a law like Healthy Start Act, ABC will gain valuable knowledge from the conference and collaboration with NNBC. The chance to share strategies and gain insights will lead other work environments in the Southwest to become baby friendly worksites. 

And it all started with a small group of committed people. Margaret Mead was right.  

A toolkit is available to help employers develop workplace breastfeeding programs and policies:

http://businessgrouphealth.org/healthtopics/breastfeeding/docs/BF_entire_toolkit_FINAL.pdf
Additional resources can be found at: http://www.womenshealth.gov/breastfeeding/programs/business-case.

International Women’s Health    Claire Wendland; Madison, Wisconsin

Semmelweis revisited: a new move to reduce hospital-acquired infections worldwide

Most women’s health care providers know the story of Ignaz Semmelweis. In 1840s Austria, this doctor noticed that maternal infection and death rates were much higher on a hospital ward run by male doctors and medical students than on one run by midwives, even though case loads and patient profiles were similar. Semmelweis realized that the men often came straight from dissection to attend births, without washing their hands in between. (Indeed, the students typically practiced vaginal examinations on recently deceased mothers, and then proceeded to the obstetrical ward to implement what they had learned.) In this pre-microscope, pre-germ-theory era, Semmelweis wondered whether some sort of “cadaveric particles” might account for the shocking infection rate. If so, could those particles be washed off?  

Last year five South African physicians did the first statistical analysis of Semmelweis’s observations and interventions in Vienna’s Allgemeines Krankenhaus. Noakes and colleagues were able to demonstrate that increased maternal mortality rates accompanied the introduction of pathological anatomy teaching at the hospital in 1823, and confirmed that over the following two decades maternal mortality was higher in the ward staffed by obstetricians and medical students than the ward staffed by midwives. Semmelweis’s introduction of chlorine handwashing for the doctors and students decreased mortality dramatically. But handwashing was never popular. When Semmelweis left Vienna, the handwashing stopped, and mortality rates rose again. All of these rate changes, it turns out, meet criteria for statistical significance.
Many decades have passed, and hospital-based personnel worldwide still have difficulty with handwashing.  In the era of antimicrobial resistance, hospital-acquired infections are once again increasingly deadly.  The numbers are staggering.  Five to 10% of patients in First World hospitals get hospital-acquired infections (HAIs) each year. In the US, there are a total of 1.7 million HAIs and somewhere between fifty thousand and a hundred thousand HAI-caused deaths yearly. In the Third World, estimates put the rate of HAIs two to twenty times higher.   The problem is particularly bad in Africa, thanks to a combination of poor staffing (when patient-to-nurse ratios are very high, so are HAI rates), poor baseline nutrition of patients, and infrastructure so limited that basics like sinks, soap and towels are often lacking. 

As Kelly Morris reports in The Lancet, WHO’s World Alliance for Patient Safety has sponsored efforts to improve matters. In the UK, notable improvements have resulted from nation-wide implementation of clinical practice protocols, frequent audits, and cleaning strategies. (Efforts at reforming prescription practices to minimize antimicrobial resistance have worked less well.)  Preliminary evidence from the Third World is also hopeful: low-cost locally produced alcohol hand rubs have improved hand hygiene in eight pilot sites.  Patient safety efforts in the US have been less successful; surveillance is not mandatory, and safety advocates note with frustration that providers have a tendency to depend on technological advances, like new antibiotics and coated catheters, rather than routine practices like handwashing.  More than a hundred and fifty years later, we still haven’t entirely learned the lessons of Ignaz Semmelweis. 

Noakes TD, Borresen J, Hew-Butler T et al.  Semmelweis and the aetiology of puerperal sepsis 160 years on: an historical review.  Epidemiology and Infection 136(1):1-9, 2008 http://www.ncbi.nlm.nih.gov/pubmed/17553179
Morris K.  Global control of health-care associated infections.  The Lancet 372(9654):1941-2, 2008.

http://www.ncbi.nlm.nih.gov/pubmed/19068511
ACOG Update
The American College of Obstetricians and Gynecologists has a standing committee on Native American Women’s Health and has a contractual relationship with IHS to work to improve health care for American Indians and Alaska Natives. The ACOG Committee on American Indian Affairs recently completed a site visit to Albuquerque and Navajo Areas with a focus on both urban and rural models of care. The preliminary findings have already been shared with Dr. Roubideaux and a final report will be available to the sites visited soon.
Other ACOG endeavors include sponsorship of Continuing Medical Education targeted to Women’s Health providers serving American Indian and Alaska Native women. For many years, an annual postgraduate course was offered. Planning is now underway for the next postgraduate course. Affectionately known as the “Denver course”, and most recently held in Salt Lake City in the fall of 2008; the next postgraduate course is planned for the fall of 2010. 
YOU can have input into the content of this course! This is your chance to request a particular topic or to lobby for Implanon, NRP, or ALSO training to be scheduled with the course. Please follow the link to the survey below or send your comments to YMalloy@acog.org or 202-863-2580. 

http://www.surveymonkey.com/s.aspx?sm=jpVj5HNxvFxS_2b7lRTWRgag_3d_3d
Thanks in advance for your input!
ACOG Guidelines

To help make current guidelines available to those working in women’s health, ACOG also permits access to summaries and abstracts of their Committee Opinions and Practice Bulletins for those at I/T/U sites. Please follow the links below for some recent highlights.

Go here for ACOG updates, October 2009

http://www.ihs.gov/MedicalPrograms/MCH/index.cfm?module=whn_1009_6
IHS Headquarters Updates

Judy Thierry, MCH Coordinator
Healthy Weight for Life: A Comprehensive Strategy Across the Lifespan of American Indians and Alaska Natives – Now Finalized!
An excerpt from the forward:

Now is the time to put our minds and resources together to beat the epidemic of obesity and overweight with Healthy Weight for Life: A Comprehensive Strategy Across the Lifespan of American Indians and Alaska Natives. 
American Indians and Alaska Natives nationwide are concerned that the obesity epidemic is affecting the well-being of our communities. Increases in weight have been associated with increased rates of type 2 diabetes, high blood pressure, high cholesterol, heart disease, stroke, cancer, asthma and other pulmonary diseases, as well as orthopedic and psychological issues. 
As we embrace this important challenge, we must stay positive while promoting healthful eating and regular physical activity. Promoting healthy lifestyle habits while building the “can do” practices of our children, families, and communities is a strategy that can work. 
Tribal governments, communities, Tribal members, Urban Indian organizations, and the Indian Health Service already have teamed to promote lifestyle choices for reaching a healthy weight through hundreds of innovative and creative programs and activities. What do all these programs have in common? They are all based on research that shows: 

· Ensuring a healthy weight means intervening early—even before conception. 
· A healthy weight means healthier American Indians and Alaska Natives across the lifespan. 
· A healthy weight is best achieved through lifestyle balance—balancing the energy (food and beverages) we take in with the energy we expend (physical activity). 
· Research shows that adults who are overweight only need to lose 5% to 10% of their body weight by eating less and moving more – that’s 10 to 20 pounds in a 200-pound person – to delay onset of diabetes and help control diabetes and cardiovascular disease.
View the full document at:
http://development.thehillgroup.com/healthyweightforlife/index.html

Please address queries to: Judith.Thierry@ihs.gov. 
Carolyn Aoyama, CNM IHS Women’s Health Consultant
Training resource for Trauma-Informed Care

Hello everyone,

I have identified a training resource related to sexual assault, violence against women, domestic violence and victims of crime in general. Witness Justice, in partnership with the Office on Violence Against Women, launched an e-learning facility called http://www.trainingforums.org/.  The Witness Justice program facilitated collaboration with OVW and CMHS, bringing together the knowledge and talents of those working on violence with experts on mental health and trauma.  It's been a very successful cross-agency project, with three cost-free online courses available: trauma and trauma-informed care, cultural competency, and working with undocumented survivors.  Witness Justice also hosts numerous forums on hot topics of interest to service providers working with domestic violence victims and survivors.  The forums offer an easy way for experts to share new information, perspectives and research and then dialog with providers in the field for a dynamic learning experience.

Additional courses and forums can be added to the site, with only the technical and management funding support needed - and with significant national participation, the site is a great vehicle to reach many providers in one central location.

To learn more, follow this link: http://www.trainingforums.org/ 

The Indian Health Service (IHS) Division of Epidemiology and Disease Prevention now has a full-time tobacco coordinator, announcing the appointment of Megan S. Wohr
Megan S Wohr, RPh, NCPS is a Commissioned Officer in the U.S. Public Health Service.  LCDR Wohr is assigned to the Indian Health Service (IHS) Division of Epidemiology as the Tobacco Control Specialist.  In addition to her National tobacco role, LCDR Wohr practices clinical pharmacy at the Phoenix Indian Medical Center, where she has developed and implemented a pharmacy tobacco cessation clinic. LCDR Wohr was appointed to the IHS Tobacco Control Task Force (TCTF) by the Director in 2005; she is the TCTF Coordinator and lead for development and dissemination of the Task Force Fieldbook, “Implementing Tobacco Control into the Primary Healthcare Setting”.
Contact Megan at: Megan.Wohr@ihs.gov, 602-400-0850
American Indians and Alaska Natives (AI/ANs) have the highest rate of commercial tobacco use (32.4%), as well as the highest poverty rate (26.6%) of any ethnic and racial category in the US.  Tobacco dependence is a serious public health problem that has too often been inadequately addressed. Tobacco use contributes significantly to diseases prevalent within Tribal communities and rates of smoking during pregnancy are higher among AI/AN women than any other racial and ethnic groups.
The IHS Tobacco Control Task Force is a multidisciplinary team of volunteer representatives from across the Indian Health System as well as partners from tobacco control organizations committed to building capacity and intensifying outreach to address the public health problems of commercial tobacco use in the American Indian and Alaska Native population.  The ultimate goal of the Task Force is to work toward healthy AI/AN communities by raising their physical, mental, social, and spiritual health through prevention and early intervention to eliminate commercial tobacco use related morbidity and mortality
Strategic Plan Goals:
· Increase the number of IHS, Tribal, and Urban sites offering effective science-based culturally relevant nicotine treatment services. 

· Engage with National Tobacco Control Partners to support comprehensive tobacco prevention and cessation in the AI/AN population. 

· Conduct tobacco research and disseminate information appropriately. 

· Help policy-makers, health officials, and the public understand that tobacco control is an essential component of our healthcare system. 

· Standardize training and certification for Tobacco Dependence Treatment for counselors/providers in Indian Health Service, Tribal and Urban (I/T/U) healthcare facilities 

For more information about the Tobacco Control Task Force go to:
http://www.ihs.gov/medicalprograms/epi/
IHS Tobacco Control Resources:
http://bandura.sbs.arizona.edu/hcp/IHS/external_downloads.htm
Announcements, Etc.
“Family Spirit” Program In the Literature
There has been a longstanding collaborative relationship between the Johns Hopkins Center for American Indian Health and the Indian Health Service. One result of this collaboration has been the development of the Family Spirit program, an educational series for young parents-to-be and parents about prenatal and newborn care and life-skills. The program has been delivered during in-home visits by specially trained Native American paraprofessionals. The abstract about the program is included below: 
OBJECTIVE: To evaluate the efficacy of a paraprofessional-delivered, home-visiting intervention among young, reservation-based American Indian (AI) mothers on parenting knowledge, involvement, and maternal and infant outcomes. 
METHOD: From 2002 to 2004, expectant AI women aged 12 to 22 years (n = 167) were randomized (1:1) to one of two paraprofessional-delivered, home-visiting interventions: the 25-visit "Family Spirit" intervention addressing prenatal and newborn care and maternal life skills (treatment) or a 23-visit breast-feeding/nutrition education intervention (active control). The interventions began during pregnancy and continued to 6 months postpartum. Mothers and children were evaluated at baseline and 2, 6, and 12 months postpartum. Primary outcomes included changes in mothers' parenting knowledge and involvement. Secondary outcomes included infants' social and emotional behavior; the home environment; and mothers' stress, social support, depression, and substance use. 
RESULTS: Participants were mostly teenaged, first-time, unmarried mothers living in reservation communities. At 6 and 12 months postpartum, treatment mothers compared with control mothers had greater parenting knowledge gains, 13.5 (p < .0001) and 13.9 (p < .0001) points higher, respectively (100-point scale). At 12 months postpartum, treatment mothers reported their infants to have significantly lower scores on the externalizing domain (beta = -.17, p < .05) and less separation distress in the internalizing domain (beta = -.17, p < .05). No between-group differences were found for maternal involvement, home environment, or mothers' stress, social support, depression, or substance use. CONCLUSIONS: This study supports the efficacy of the paraprofessional-delivered Family Spirit home-visiting intervention for young AI mothers on maternal knowledge and infant behavior outcomes. A longer, larger study is needed to replicate results and evaluate the durability of child behavior outcomes.

Walkup JT, Barlow A, Mullany BC, Pan W, Goklish N, Hasting R, Cowboy B, Fields P, Baker EV, Speakman K, Ginsburg G, Reid R. Randomized controlled trial of a paraprofessional-delivered in-home intervention for young reservation-based American Indian mothers. J Am Acad Child Adolesc Psychiatry. 2009 Jun;48(6):591-601. http://www.ncbi.nlm.nih.gov/pubmed/19454915 
Commentary at: Novins DK. Participatory research brings knowledge and hope to American Indian communities. J Am Acad Child Adolesc Psychiatry. 2009 Jun;48(6):585-6.
http://www.ncbi.nlm.nih.gov/pubmed/19454913 
World Association of Family Doctors (Wonca) Addresses Gender Equity

Nerissa Koehn, MD    Zuni Comprehensive Community Health Center
Wonca is the nickname for the World Organization of Family Doctors – a worldwide organization of individuals, academic institutions, and organizations of general practitioners and family physicians. All members of the American Academy of Family Physicians (AAFP) are automatically members of Wonca. Wonca was created to bring family doctors together from around the world to improve the health and quality of life of the patients we serve. Enhancing the principle of gender equity in our personal and professional lives is one of the best ways we, as family physicians, can work to promote this goal.

This and other key concepts were discussed at the Wonca Working Party on Women and Family Medicine (WWPWFM) meeting in Norwich, England June 28-July 3rd. The WWPWFM was formally established at the 16th International Conference of Wonca in Durban, South Africa in 2001. Its goal is to promote the equity of women as a key determinant of all aspects of health, in line with the 2015 Millennium Goals put forth by the United Nations which include “empowerment of women and promotion of equality between women and men.” Since its inception, the members of the WWPWFM have worked to make Wonca a model for gender equity and integrate a gender perspective in all its policies, scientific meetings, projects, research, and legislation.

This year’s working party meeting was attended by forty women from eighteen different countries, including places as far away as Fiji, Uganda, and the United Arab Emirates. In addition, for the first time, an effort was made to have half of the participants from each Wonca region be “emerging leaders,” women in the early stages of their family medicine careers, to encourage mentorship and role modeling. This group discovered its own unique voice at the meeting and developed several new initiatives, including:

· Developing a LEAD (Leadership and mentorship, Education, Advancing family medicine, and Development and careers) statement addressing specific goals in each of these areas for young female family physicians

· Creating an international exchange program where members of the WWPWFM agree to host and mentor women from other parts of the world who have an interest or career in family medicine

· Collecting examples of stories from female family physicians around the world describing why they chose their field, what their work is like, and the struggles they have faced or way they have been successful in maintaining a balance between their personal and professional lives

· Working to recognize a formal position for representation of early career family practitioners within the WWPWFM and Wonca Executive

· Formalizing proposals for workshops and presentations to be given at the 2010 Triennial Wonca meeting in Cancun, Mexico by early-career female family physicians

An overview of the work the WWPWFM has accomplished can be viewed at their website, http://www.womenandfamilymedicine.com/. If any Indian Health Service providers are interested participating in or learning more about the international exchange program or collection of personal stories by female family physicians described above, they should feel free to contact me at: nerissa_koehn@post.harvard.edu. In addition, I would encourage everyone to consider attending the 2010 Triennial Wonca meeting which will be held in Cancun, Mexico May 19-23rd. It’s a great opportunity for medical students, residents, and family physicians from around the world to interact and exchange ideas. The title of the Triennial Meeting is “The Millennium Development Goals: The Contribution of Family Medicine” and more information about the conference can be found at http://www.wonca2010cancun.com/.  The deadline for submission of abstracts has been extended to November 30th.

Upcoming Events

First Annual IHS Adolescent Health Conference
· November 13 – 14, 2009
· Navajo Nation Museum; Window Rock, AZ

· More Info:  andrew.terranella@ihs.gov, 928‐697‐4203
25th Annual Telluride Midwinter Conference on Women’s and Children’s Health
· January 29 – 31, 2010

· Telluride, CO

· More Info: Alan Waxman, awaxman@salud.unm.edu 

Advances in Indian Health
· April 27 – 30, 2010

· Albuquerque, NM

· Up to 28 hours of CME

· More Info: 

UNM Office of Continuing Medical Education, Kathy Breckenridge, 505-272-3942, http://hsc.unm.edu/cme  or Ann Bullock, 828-497-7455, annbull@nc-cherokee.com
Looking for the Child Health Notes?

http://www.ihs.gov/MedicalPrograms/MCH/M/ChPedNotes.cfm 

For an article reviewing contributions to the medical literature by Dr. Yvette Roubideaux, the new IHS Director, follow this link to the July issue:

http://www.ihs.gov/MedicalPrograms/MCH/M/ChPedNotes.cfm?module=7_09#literature 

Thanks for taking the time to read the Women’s Health Notes. If you have comments or suggestions, or would like to contribute to a future issue, please contact jean.howe@ihs.gov. 
