Minutes of the Navajo Area Women’s Health Providers Annual Meeting

September 18, 2003 (11am-3pm)

Fort Defiance Indian Hospital

In Attendance:

Mary Alexander, CNM

Fort Defiance

Lisa Allee, CNM


Chinle 

John Balintona, MD


Shiprock

Ellen Bando, PA


Sage

Rosemary Bolza, CNM

Fort Defiance

Deborah Crabbe, CNM

Shiprock

Phil Fleming, MD


Gallup

Yamini Goswami, MD

Kayenta

Diana Hu, MD



Tuba City

Jean Howe, MD


Chinle

Aileen King, MD


Chinle

Tony Knott, MD


Kayenta

Amanda Leib, MD


Tuba City

Yohanah Leiva, CNM


Chinle Hospital

Mary Maloney, CNM


Fort Defiance

Anne Miller, CNM


Shiprock

Carl Opderbeck, MD


Fort Defiance

Cynthia Opderbeck, CNM

Fort Defiance

Barbara Orcutt, CNM


Tuba City

Cate Phillips, CNM


Chinle

Scott Shin, MD


Fort Defiance 

Ellen Sibelius, CNM


Shiprock

Susan Simon, CNM


Fort Defiance

Marsha Tahquechi, CNM

Gallup

Holly Van Dyk, MD 


Tuba City

Judy Ungerleider, MD

Tuba City

Nancy Whitson, CNM

Tuba City

Janell Wozniak, MD


Hopi

Guests:

Neil Murphy, MD


Anchorage (I.H.S. Ob/Gyn Consultant)

Bruce Trigg, MD


New Mexico Dept. of Health

Jill Groves



Fort Defiance (Midwifery Student)

Christine Weinmeister

Chinle (Midwifery Student)

I. Introductions—A list of e-mail addresses was compiled of those in attendance. A list of women’s health providers at each service unit was also compiled. 

Action: Any provider preferring to use a non-I.H.S. e-mail address for area women’s health provider messages is encouraged to let Dr. Howe know.  (jean.howe@chinle.ihs.gov)

II. New Cervical Cancer Screening Guidelines—Aileen King presented the new cervical cancer screening guidelines from ACOG and ACS. Highlights include:

*Initiation of Screening: 3 years after onset of intercourse, but no later than age 21.

  If HIV+, Paps q 6mo. in first year after diagnosis, then annually.

*Screening Interval:

  Annually with conventional Pap, (q 2 yrs. with Thin Prep, per ACS).

  When 30 years old or older and with normal Paps x 3, screen q 2-3 years.

  If at increased risk for CIN (immunocompromised or DES exposed) continue q yr. Paps.

*After Hysterectomy:

  If done for benign reasons and no h/o >CINII, no need for further screening.

  If done for benign reasons and h/o CIN II-III, continue screening until 3 consecutive nl.

  If done for CIN II-III, screen q 4-6mo and discontinue after 3 consecutive wnl.

  Continue frequent monitoring if h/o invasive cervical ca or DES exposure.

*Discontinue Screening:

  At age 70 if 3 consecutive satisfactory normal results and no abnl results in prev 10 yrs.

  If limited life expectancy or unable to tolerate potential cervical ca treatment.

  Continue screening regardless of age if DES exposed, immunocompromised, no Pap hx.

A discussion of the Navajo Area Pap screening rates followed, with 2003 GPRA data suggesting that only 61.6% of the active clinical population (those with at least two visits, one of which was for a scheduled clinic) of women ages 21 to 64 had had a Pap smear in the previous 3 years. The need to reach out to the unscreened women was emphasized, as fully half of cervical cancer cases occur in women who have never had a Pap smear and an additional 10% in women who have not been screened in the past 5 years.

Discussion also addressed the change in patient education that adaptation of these new guidelines will require. No site in Navajo Area has yet made the full adjustment. Dr. Murphy reviewed the overall favorable Alaska experience with this change, which they had undertaken several years ago. 

Action: Navajo area sites will begin implementation of these new screening guidelines. Encouragement of regular exams for other important health screening issues even when a Pap smear is not indicated will require both patient and staff education. 

III. Hopkins Influenza Study—Jean Howe reviewed information provided by the Johns Hopkins Project about “The Effect of Maternal Influenza Vaccination on Respiratory Disease Among Infants”. This discussion emphasized the importance of vaccination for maternal protection as influenza in pregnancy can be a much more severe illness. It also addressed the goal of the Hopkins Flu Study, which is to demonstrate a protective effect for maternal vaccination resulting in fewer infant influenza-like illnesses and hospitalizations. Thiomersal-free vaccine for prenatal patients will again be donated to Navajo Area I.H.S. and will be available at several sites. This will be the second season of this projected 3-year study. It is hoped that enrollment will increase. The information reviewed suggested that the study was requesting the collection of a second tube of cord blood for possible study use (if the mother later agreed to enrollment). This was not done at the Navajo study sites last year.

Action: Vaccinate, Vaccinate, Vaccinate.

The Thiomersal-free vaccine should be available soon and no vaccine shortages are anticipated this season.

Jean Howe will seek clarification of the request for cord blood collection. ( The Hopkins Study staff report that additional red top tubes have been ordered to incorporate into our delivery packs. They do not expect us to begin this collection until these supplies are available. Last season they were able to obtain the leftover sera from the single tubes collected for the majority of study patients.

IV. VBAC—Jean Howe presented information from the Northern New England Perinatal Quality Improvement Network about efforts to continue to provide safe VBAC services for appropriate candidates in the predominantly rural states of Vermont and New Hampshire. Specifically, NNEPQI states, “Low risk VBAC candidates are at the same risk for an untoward obstetric event as a woman undergoing her first labor”. They outline a risk-stratification for patients as follows: 

Low Risk
-one prior low transverse cesarean section



-Spontaneous onset of labor



-No need for augmentation



-No repetitive FHR abnormalities



-Patients with a prior successful VBAC are especially low risk.



 However their risk status can escalate like other VBAC candidates.

Medium Risk
-Mechanical or Pitocin Induction of Labor



-Pitocin augmentation



-2 or more LTC/S



-<18 months between prior cesarean and current delivery

High Risk
-Repetitive NRFHT abnormalities not responsive to clinical intervention



-Bleeding suggestive of abruption



-2 hours without cervical change in the active phase despite adequate labor

The NNEPQIN suggested different levels of preparation appropriate to each risk group and also provides a lengthy patient information sheet and consent form that may be adaptable for use here. Their materials can be viewed at www.nneob.org.

The discussion that followed revealed that all full-scope OB sites in Navajo area currently offer VBAC and that those present are committed to continuing to offer VBAC to appropriately selected candidates. Issues of how to balance the anti-VBAC messages in the press, including front-page articles in the Flagstaff paper, were discussed. 

Action: Continue to offer VBAC to appropriately selected candidates at sites doing full-scope OB. In an effort to publicize the local I.H.S. success with VBAC, area statistics will be compiled to confirm our overall favorable outcomes. Dr. Hu encourages the institution of computerized delivery logs to further this endeavor. 

V. Syphilis—Dr Bruce Trigg of the New Mexico Dept. of Health presented information about the ongoing syphilis outbreak. The number of cases continues to increase with 39 new cases diagnosed in Navajo Area so far this year. This compares to 34 cases in 2001 and 34 cases again in 2002. He also reviewed the extensive clinical information about syphilis diagnosis and treatment. Outreach efforts at screening and syphilis “blitzes” were discussed. The need for ongoing screening was emphasized.


Diana Hu reviewed the new Navajo Area guidelines recommending annual syphilis and HIV screening for all asymptomatic sexually active people and all hospitalized patients between the ages of 15 and 65. 

Action: Syphilis screening will continue to be emphasized at entry to prenatal care, ~28 weeks gestation, and upon admission to Labor & Delivery. Screening will be expanded to include syphilis and HIV screening with other annual testing and to encourage offering testing to all patients upon hospital admission. High-risk groups that should be aggressively targeted for screening include those presenting to the E.R. with drug or alcohol abuse, a genital lesion, or from a detention facility, seeking STD screening, or in the setting of stillbirth or miscarriage, or victims of domestic violence or sexual assault. 

VI. Contraceptive Availability—Variations in contraceptive availability by service unit were discussed.

IUDs—Some sites are using Paraguard as their primary IUD, others are using Mirena primarily.

OCPs—Ortho-Tricyclen is requested often but not universally available.

Depo-Provera—Many users switching to the contraceptive patch.

Ortho-Evra “The Patch”—Widely available but concern about the weight restriction limits use.

Nuvaring—Tuba City has them but they are not popular.

Lunelle—Still off the market

Norplant—The two-rod system may be available soon.

Emergency Contraception—Some pharmacies will not provide an emergency contraceptive dose in advance for the woman to have available in case their primary method fails. This is not yet widely prescribed in Navajo Area but efforts will continue to improve pharmacy acceptance of this use for emergency contraception. Plan B is not universally available. 

Sterilization—Some service units use Fallope Rings, others Filshie Clips, others Coagulation. Sterilization regret was discussed.

Action: Individual service units will continue to work with their P&T committees and O.R. staff to procure needed supplies and equipment.

VII. Gynecologic Equipment Availability—

Thermachoice—No Navajo Area site has Thermachoice. Tuba City does have a Versapoint Hysteroscope system.

TVTs—Being done at most Navajo Area sites

Action: Individual service units will continue to optimize equipment.

VIII. Digital Examinations and PROM—Jean Howe reviewed the ACOG Practice Bulletin on the Management of PROM (Number 1, June 1998): “Digital cervical examinations increase the risk of infection and add little information to that available with speculum examination. Thus, digital examinations should be avoided unless prompt labor and delivery are anticipated.” Discussion centered on avoiding early exams, especially in primigravidas, to decrease the risks of chorioamnionitis and cesarean section.

Action: Avoidance of routine digital examination in the setting of PROM is encouraged. Sterile speculum exam (with Leopold’s + Ultrasound to confirm vertex) is an adequate alternative prior to active labor. 

IX. CMS Regulations on False Labor—The Center for Medicaid Services has a regulation that lists several different types of providers that can diagnose “true” labor but only a physician can certify “false” labor. This has created a problem for Tuba City in terms of who needs to be involved in the discharge of a patient who is not yet in labor. This question remains unresolved despite multiple attempts to seek input from ACOG, ACNM, etc. 

Action: Continue usual practices awaiting clarification of this regulation.

X. Prenatal Flow Sheets—Holly Van Dyk would be willing to discuss new OB flow sheets with anyone interested in revising the current forms. Neil Murphy shared with the group that an updated “800” form is available on the MCH web site.

Action: Contact Holly Van Dyk if you have an interest in developing new OB flow sheets.

XI. Computerized Delivery Logs—Diana Hu repeated her plea for computerized delivery logs to allow simplified collection of Navajo Area data. Pros and Cons of various delivery logs were discussed. 

Action: All Navajo Area sites are encouraged to begin or continue using computerized delivery logs to simplify collection of data for Area benchmarking and program development.

XII. An MCH Education Planning Meeting…—Rocky Mountain Consortium for Maternal Child Health Education has funding for MCH education. Diana Hu presented information about an upcoming planning meeting and that this is a possible resource for us.

Action: E-mail ideas to Diana Hu or Jean Howe.

XIII. The MCH Web Site—Neil Murphy presented information about the many resources, including free CME, available on the I.H.S. women’s health web sites.

Check this out at: www.ihs.gov/MedicalPrograms/MCH/MC.asp and 

www.ihs.gov/MedicalPrograms/MCH/Wh.asp
XIV. Service Unit Reports and Vacancy Updates—

Tuba City
1 OB vacancy (probably filled in February)

1 CNM vacancy

1 CNM/NP Women’s Health vacancy (0.5-0.75 position)

Gallup

New supervisory CNM, now fully staffed with CNMs



1 physician vacancy

Kayenta
11 providers, fully staffed. 

Shiprock
No vacancies. Pat Bond now chief.

Fort Defiance
No vacancies. Starting in house mammography.

Sage 

Family Practice model, may be hiring an OB. 

Currently only doing prenatal care.

Hopi

Will be fully staffed in November.

Chinle  
OB Fully staffed 



0.7 CNM vacancy


Future Meeting Dates:

Telluride Conference: January 30 – February 1, 2004

Colposcopy Course (Albuquerque): Dates to be announced soon.

Biennial I.H.S. Ob/Gyn Meeting (Albuquerque): May 19-21, 2004

** Neil Murphy reports that this session is “open to all comers” this year and that he is encouraging any interested CNM, RN, FP, OB, etc. staff to attend.

ACOG Site Visit to Navajo Area: May 24-26, 2004

This meeting: ~ the same time next year…

**Thanks very much to the staff of Fort Defiance for their hospitality in hosting the meeting!

