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A Bridge Across the Quality Chasm in Elder Care

Over the past year, the 14 pilot sites of the Chronic Care
Annual Elders Issue Initiative have been working with the Innovations in Planned
This May 2008 issue of THE IHS PROVIDER, Care (IPC) for the Indian Health Service collaborative to test
published on the occasion of National Older Americans changes that result in improvement in the prevention and
Month, is the thirteenth annual issue dedicated to our management of chronic conditions.” What is emerging from
elders. We are grateful for the opportunity to honor our the work of the IPC sites is a set of changes that create a
elders with a collection of articles devoted to their health platform for the delivery of proactive, planned care built
and health care. Indian Health Service, tribal, and urban around the relationship between the care team and the patient
program professionals are encouraged to submit articles and family. It is that platform of care that holds hope for the
for the May 2009 issue on elders. We are also interested future of geriatric care. Key features of the platform include:
in articles written by Indian elders themselves giving their * A strengthened relationship between the care team
perspective on health care issues. Inquiries can be and the patient and family through improved
addressed to the attention of the editor at the address on continuity and better access to care.
the back page of this issue * A method for the care team to plan care for each

’ patient.
* A care team structured such that each member of the

team provides care at the highest level of their
licensure and abilities

The use of a registry to track and identify patients
who need screening or preventive services

* Attention to integration with community-based

Bruce Finke, MD, Nashville Area IHS FElder Health .
Consultant, Northampton, Massachusetts
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In the May 2007 Provider we discussed the challenge of
making reliably high quality elder care a property of our
primary care system." One year later I can share with you a
glimmer of hope that this ideal can be a reality.
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published on the occasion of National Older Americans
Month, is the thirteenth annual issue dedicated to our
elders. We are grateful for the opportunity to honor our
elders with a collection of articles devoted to their health
and health care. Indian Health Service, tribal, and urban
program professionals are encouraged to submit articles
for the May 2009 issue on elders. We are also interested
in articles written by Indian elders themselves giving their
perspective on health care issues. Inquiries can be
addressed to the attention of the editor at the address on
the back page of this issue.
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There is specific content to geriatric care, strategies and
interventions that have been shown to improve care for the
older patient. But the episodic, provider-based visit is not
adequate to the task. This content requires a vehicle, a
platform for delivery, and it is this platform that the IPC sites
are building.

The 2001 Institute of Medicine report Crossing the
Quality Chasm described an improved health care system as
one in which “Patients would experience care that is safer,
more reliable, more responsive to their needs, more integrated,
and more available, and they could count on receiving the full
array of preventive, acute, and chronic services that are likely
to prove beneficial.”

This is the health care that every elder deserves from their
tribal, urban, and IHS clinic or hospital. It is not enough to
know what good geriatric care is; we have to have the system
in place that can deliver it. The changes being tested by IPC
offer the opportunity to integrate into routine primary care the
essential components of geriatric care, for every elder.
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IHS Elder Care Initiative Grants

Kay Branch, Anchorage, Alaska

Long term care services support elders and their families
with medical, personal, and social services delivered in a
variety of settings to ensure quality of life, maximum
independence, and dignity. The IHS Elder Care Initiative grant
program supports the development of medical long term care
services by tribes, tribal organizations, and urban indian health
programs. There are eleven grantees in the current two-year
cycle that began in August 2006. Proposals for the next cycle
are due June 20, 2008, for those submitting letters of intent by
May 2, 2008.

Current grantees are the Aleutian Pribilof Island
Association, Cherokee Nation, Ho-Chunk Nation, Intertribal
Council of Arizona, Kenaitze Indian Tribe, Mount Sanford
Tribal Consortium, Native American Community Health
Center, San Carlos Apache, Southeast Alaska Regional Health
Consortium, Tucson Indian Center, and the Yurok Tribe. These
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grantees have made a lot of progress in the last year and a half,
and are well on their way to increasing long term care services
for elders in their service areas.

The projects for this cohort of grantees can be divided
into three categories: initial assessment and planning; tribes
currently providing services seeking additional reimbursement
to enhance programs; and implementation of new programs.
The majority of the projects fall into the first category.
Grantees have used a variety of methods to gather information
from elders and service providers, one of the most popular
being focus groups or community elder meetings. Two
grantees, Kenaitze and Ho-Chunk Nation, already provided
many services to elders, but were paying for the programs
entirely with tribal funds. Ho-Chunk has established a great
working relationship with state partners and is creating a home
health program that will be reimbursed through Medicare,
Medicaid, and private insurance. The Native American
Community Health Center in Phoenix, with the only
implementation grant, will be opening a tribal adult day center



this summer. Grantees participate in regular teleconferences to
share information and learn from each other, as well as learn
about topics relevant to long term care service delivery and
reimbursement opportunities.

This is an exciting cohort of programs working hard
to improve access to long term care services for their elders.
Look for a description of the projects on the IHS Elder Care
website at http://www.ihs.gov/MedicalPrograms/ElderCare/,
or meet them in person at the next AI/AN Long Term Care
Conference planned for spring 2009.

Kay Branch works for the Community Health Services
division of the Alaska Native Tribal Health Consortium in
Elder Care Planning. She works with tribal health partners to
expand the availability of long term care services throughout
the Alaska Tribal Health System, and provides technical
assistance to IHS Elder Care grantees.

There’s No Place Like Home

Shelly Zylstra, Planning Unit Director for the Northwest
Regional Council, Bellingham, Washington

The good news is that American Indian elders are living
longer and longer. The better news is that mainstream
American communities have developed a variety of long term
care models that work well, are less expensive, and are more
desirable to elders than skilled nursing facilities. While many
tribes seek funding for nursing homes, the good news is that
tribal communities throughout the United States have a wide
variety of services for long-term care from which to pick.

In northwest Washington State, several tribes are
beginning the process of looking at the adult family home as a
viable, cost-effective, and desirable alternative to nursing
home care. This effort is a direct result of an IHS Eldercare
Initiative grant in 2003. A survey of elders indicated that they
would prefer to stay in their homes, or at least in their
communities to receive long-term care. Some local tribes are
considering caring for just a couple of elders in an existing
home that has been modified to assure access for disabilities.
Others are considering building a large family home
specifically to meet the needs of their elders with half-baths in
each room, a large accessible kitchen and dining room, a
fenced yard, and a “spa” with a commercial bath. While still
in the planning stages, it is great that these tribes are

considering community-based services. Their populations are
small. Some are geographically distant from other alternatives.

Nursing homes have historically been and continue to be
an entitlement service provided to Medicaid-eligible elders
who require long term care. Although care in most nursing
homes is closely monitored and provided safely, there is no
question that elders are not clamoring to move in to one.
Elders who move into a facility “in town” generally find
themselves isolated from their friends and family, culturally cut
off from their communities, and lonely. The rural nature of
reservations, coupled with the small numbers of elders in most
communities, means that skilled nursing facilities are unlikely
to be financially feasible in most tribal communities. With an
increasing elder population and diminishing long term care
dollars, it makes sense for tribes to consider community-based
care and services for their elders.

Usually, community based care is provided in the elder’s
home by a home care agency or provider, or a family member
or friend who is trained and contracted to provide the care. A
case or care manager who is employed by the tribe, the state,
or the local Area Agency on Aging usually manages the care
for elders. This case manager reviews the needs of the elder
and authorizes services and personal care hours. It is important
to remember that while a home care aide can clean the house,
do laundry and dishes, and perform household chores, they are
primarily there to provide help for the elder to bathe, use the
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toilet, prepare meals and eat, walk, transfer, dress, and groom.
Without the need for assistance with one or more of these
activities, elders are generally not eligible for any type of
Medicaid-paid long term care services in the home or
elsewhere.

Tribes can seek contracts to provide care for their elders
under the Home and Community-based Services (HCBS)
Medicaid Waiver program. If they do not operate a home care
agency, they could think about what is involved in home care
licensure and hiring tribal members to provide the care for their
own elders. If this is not possible, tribes can often provide
ancillary services to the elders who are enrolled in the
Medicaid waiver services. These services vary by state, but
can include home-delivered meals, transportation, durable
medical equipment, client training, skilled nursing,
environmental modifications, and numerous others. Check
your state’s Home and Community Based Services waiver
(HCBS 1915¢) to review the menu of services available to
elders in your community. Seek contracts to assist with
providing the services. This can provide needed
reimbursement for activities you are already doing for your
elders.

Sometimes an elder needs more care than can be
reasonably provided at home. When this happens, transfer to a
skilled nursing facility seems likely. However, in most states
there are “in-between” living situations which can provide
services close to home, where the elder most wants to remain.
These small facilities have many names, but are often known
as “adult family homes,” “adult foster homes,” or “adult care
homes.” They are small (6 - 12 people; this varies by state, and
by location within states) family homes where elders live
together with a caregiver or a caregiving family. The personal

care needs of the elders are met by the caregivers, and other
services are provided by resources available in the community
(the clinic, transportation providers, housing, senior center)
through contracts with the state.

In some ways, this model is perfect for Indian
communities. Adult family homes are generally small, with
limited staff and licensing requirements, and do not require a
large population of elders to make them financially feasible.
They keep the elder close to their community. Often
reservations are large geographically, and even a tribally
operated nursing home may be miles away from an elder’s
home and family. Finally, because the home operates like a
family (meals are served communally, activities are shared,
visitors are welcomed), elders thrive together and support one
another in their daily lives. In most cases, there is no time
when an elder would need to leave an adult family home. As
the elder’s need for care increases, additional services can be
provided, and even Hospice care is generally available to them
if it is available in your community.

Consider this model for your community. When it comes
to long term care, there is no place like home.

Resources

http://www.aasa.dshs.wa.gov/professional/afh. htm
http://www.michigan.gov/dhs/0,1607,7-124-

5455 27716 27717---,00.html
http://www.dphhs.mt.gov/qad/adultfostercare/index.shtml
http://licenseinfo.oregon.gov/index.cfm?fuseaction=license
_seng&link_item_id=14213
http://www.ncbeapitalimpact.org/default.aspx?id= 146

New Graduate nursing orientation program at
Northern Navajo Medical Center

Northern Navajo Medical Center has implemented an
orientation lasting ten weeks for new graduate nurses. The
new graduates will be paired with a preceptor to work together
in transitioning from school into the nursing profession. The
preceptor/preceptee pair are removed from the staffing mix and
allowed to take on patients who would be most beneficial for
the development of skills and confidence of the new graduates.
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There is also some cross training and exposure to other
departments to deepen skills and expose new graduates to the
opportunities available to them.

Call Winifred Howard at (505) 368-6466 or (800) 549-
5644; or e-mail her at winifred howard@ihs.gov for more
information.



AHRQ's 2007 Guide to Clinical Preventive
Services Now Available

The Agency for Healthcare Research and Quality has
released The Guide to Clinical Preventive Services 2007,
which highlights recommendations from the US Preventive
Services Task Force from 2001 through 2006. These evidence-
based recommendations for clinicians address preventive
services, including screening tests, counseling, and preventive
medications in the primary care setting.

Task Force recommendations have been adapted for the
pocket-size book so that clinicians can consult the
recommendations in their daily practice. The
recommendations are presented in an indexed, easy-to-use
format, with an at-a-glance table for matching recommended
services to patients -- men, women, pregnant women, and
children.

The Task Force, supported by AHRQ, is the leading
independent panel of private-sector experts in prevention and
primary care. Its recommendations are considered the gold
standard for clinical preventive services. It conducts rigorous,
impartial assessments of the scientific evidence for a broad
range of preventive services.

Recommendation statements and supporting documents
from the Task Force are available at the AHRQ Web site at
www.ahrg.gov/clinic/prevenix.htm. Single copies of the new
guide are available free of charge:
At www.ahrq.gov/clinic/pocketgd07/pocketgd07. pdf
(PDF File, 1.4 MB, PDF Help; Text Version).

e By calling the AHRQ Publications Clearinghouse at
(800) 358-9295.

* By sending an e-mail to ahrgpubs@ahrq.hhs.gov.

The IHS Chronic Care initiative, in partnership with the
Agency for Healthcare Research and Quality’s Prevention and
Care Management program, is mailing out several hundred
copies of the Guide to Clinical Preventive Services, 2007 to
clinicians throughout the Indian health system. We are excited
to be able to provide this useful clinical reference guide and
urge all clinicians to use this reference in their daily practice.
If you have questions, contact Lisa Dolan-Branton, Senior
Clinical Informatics/Improvement Advisor, IHS OIT/CCI,
telephone (301) 443-8680; e-mail lisa.dolan@ihs.gov.

Electronic Subscription Available

You can subscribe to The Provider electronically. Any
reader can now request that he or she be notified by e-mail
when the latest issue of The Provider is available at the Clinical
Support  Center website  (http://www.ihs.gov/Medical
Programs/ClinicalSupportCenter/). To start your electronic
subscription, simply go to The Provider website (http.//
www.ihs.gov/publicinfo/publications/healthprovider/provider
.asp) and complete the subscription form. This address can
easily be reached from the Clinical Support Center website by
clicking the “Publications” link and then clicking the “How To
Subscribe” link. You are encouraged to try downloading the
current issue to see how well this works at your site.

If you also want to discontinue your hard copy
subscription of the newsletter, please contact us by e-mail at
the.provider@ihs.gov. Your name will be flagged telling us
not to send a hard copy to you. Since the same list is often used
to send other vital information to you, you will not be dropped
from our mailing list. You may reactivate your hard copy
subscription at any time.
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This is a page for sharing “what works” as seen in the published literature, as well as what is being done at sites that care for
American Indian/Alaskan Native children. If you have any suggestions, comments, or questions, please contact Steve Holve,
MD, Chief Clinical Consultant in Pediatrics at sholve@tcimc.ihs.gov.

IHS Child Health Notes

Quote of the month
“If you are late, you are a thief of my time.’

s

Anonymous

Articles of Interest

Identification and evaluation of children with autism
spectrum disorders. Pediatrics. November 2007;120(5):1183-
1213.

Management of children with autism spectrum disorders.
Pediatrics. November 2007;120(5):1161-1182.

These two clinical reports published in Pediatrics in
November 2007 provide a complete summary for the clinician
on autism spectrum disorders (ASDs). This month’s review
will highlight the first article that covers identification and
evaluation of children with autism spectrum disorders. The
review next month will describe management strategies.

The authors emphasize that ASDs are not rare. The most
recent epidemiology shows that 1/150 children in Europe and
North America have an ASD, which is a 10-fold increase in the
past few decades. Much debate has focused on whether the
increased diagnosis of ASDs represents a true increase in
disease and how this may relate to immunizations, especially
the MMR vaccine and mercury containing vaccines.

Good evidence show that the increase in diagnosis is due
to expanded diagnostic criteria and diagnostic “substitution.”
The disease category of autism also now includes Asperger
syndrome and pervasive development disorder -- not otherwise
specified, making the disease now a spectrum disorder with a
much broader range of presentations. Secondly, many children
who were previously given a diagnosis of “mental retardation”
or “emotional disturbance” and even “speech impairment” are
now more appropriately place in the ASD.

There is an excellent discussion on etiology. The evidence
for/against vaccines as a potential cause of ASDs is reviewed.
Often overlooked is that 10% of ASD are part of identified
medical conditions such as fragile X, Down syndrome,
phenylketonuria and FAS. The heritable nature of ASD is
emphasized in that there is a 5 - 6% recurrence risk of ASD in
subsequent siblings.

Primary care providers are the key to identifying patients
with ASD at an early age. The value of ongoing surveillance
for delays in speech or emotional connectedness is reviewed.
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Screening using an ASD specific screening tool is
recommended at ages 18 - 24 months and for any child in
whom the diagnosis is entertained. If the diagnosis of ASD is
felt likely, then referral to a specialist who works with ASD is
suggested, along with enrollment in an early intervention
program.

Editor’s Note

This one article summarizes the literature of ASD for
clinicians and supplies an algorithm for surveillance and
screening that is straightforward. ASD is surprisingly
common, and it is our job to identify those children who may
benefit from early intervention and structured programs at
school. For many of us in remote, rural communities, the first
problem is how to obtain specialty consultation to confirm a
diagnosis. The second and more formidable barrier to be
discussed next month is how to find treatment services.

Infectious Disease Updates.
Rosalyn Singleton, MD, MPH
Vaccine Safety Concerns: The Price of Vaccine Success?
The Vaccine Court under the National Vaccine Injury
Compensation Program recently awarded a judgment in favor
of parents of a child with autism. This has occurred despite the
fact that HRSA, CDC, the AAP, and Institute of Medicine have
all reviewed the scientific information concerning the
allegation that vaccines cause autism and have found no
credible evidence to support the claim. Paul Offit offered
perspective on how the court could make this award on behalf
of a child with autism and an underlying mitochondrial
disorder.

Opinion: Inoculated Against Facts
By Paul A. Offit, Infectious Disease, Children’s Hospital
of Philadelphia
New York Times March 31, 2008
http://www.nytimes.com/2008/03/3 1/opinion/3 1 offit. html? r=
1 &oref=slogin

When the vaccine court was established in 1986, a
preponderance of scientific evidence was required for
compensation. Because no one could sue vaccine makers
without going through this special court, the number of



lawsuits against vaccine makers fell drastically. The system
worked fine until a few years ago, when vaccine court judges
turned their back on science by dropping preponderance of
evidence as a standard. Now, petitioners need merely propose
a biologically plausible mechanism by which a vaccine might
cause harm -- even if their explanation contradicts published
studies. In 2000, when Hannah was 19 months old, she
received five shots against nine infectious diseases. Over the
next several months, she developed symptoms of autism.
Subsequent tests showed that Hannah has a mitochondrial
disorder, and this contributed to her autism. An expert who
testified in court on the Polings’ behalf claimed that the five
vaccines had stressed Hannah’s already weakened cells,
worsening her disorder. Without holding a hearing on the
matter, the court conceded that the claim was biologically
plausible.

“There is no evidence that children with mitochondrial
enzyme deficiencies are worsened by vaccines,” Salvatore
DiMauro, a professor of neurology at Columbia who is the
nation’s leading expert on the disorder, told me. Indeed,
children like Hannah Poling who are especially susceptible to
infections are most likely to benefit from vaccines.

The vaccine court should return to the preponderance-of-
evidence standard. But much damage has already been done
by the Poling decision. Parents may now worry about
vaccinating their children, more autism research money may
be steered toward vaccines and away from more promising
leads and, if similar awards are made in state courts,
pharmaceutical companies may abandon vaccines for
American children.

Below are some additional links for more information on
vaccine safety:
http://www.cdc.gov/vaccinesafety/concerns/thimerosal.htm
http://www.immunize.org/safety

Recent literature on American Indian/Alaskan Native
Health
Michael L. Bartholomew, MD

Letourneau RJ, Crump CE, Bowling JM, et al. Ride Safe:
A child passenger safety program for American Indian/Alaska
Native children. Maternal and Child Health Journal. 2008 Mar
14. [Epub ahead of print].
http://www.ncbi.nlm.nih.gov/pubmed/18340516?ordinalpos= 1
&itool=EntrezSystem2. PEntrez. Pubmed. Pubmed_ResultsPane
[.Pubmed_RVDocSum

The motor vehicle related death rate in AI/AN children is
nearly 2% times higher than the overall US rate. Data from the
2002 National Highway Traffic Safety Administration
(NHTSA) show that almost 40% of children under five who
died in car crashes were unrestrained. Less is known about the
use of child safety restraints in AI/AN populations, although
available information suggests very low rates of restraint use in
AI/AN infants and children.

In January 2008, the NHTSA released Child Restraint Use

in 2007 -- Demographic Results." Their analysis indicates that
the US child restraint use for children less than 12 months of
age was estimated at 98%, while children aged 1 - 3 years was
96%. For children aged 4 - 7 years, the estimated restraint use
was 85%. Interestingly, the NHTSA grouped AI/AN into an
“Other-Non-Hispanic” demographic along with Native
Hawaiians and Pacific Islanders due to insufficient numbers.
The 2007 NHTSA child restraint use estimates for “Other Non-
Hispanic” for infants, children 1 - 3 years, and children 4 - 7
years were 100%, 95% and 87% respectively. It is painfully
apparent that these results do not reflect the child restraint use
in Indian Country and are largely misleading.

This new study attempts to define rates of restraint use
among AI/AN children before and after implementation of a
car safety seat educational intervention program. The
program, called Ride Safe, is an evidenced-based injury
prevention program designed to increase child safety seat use
in children ages 3 - 5 years who are enrolled in 14 different
AI/AN Head Start Programs.

Fourteen AI/AN Head Start sites in six different states
implemented Ride Safe over four academic school years. The
Ride Safe program included education of Head Start staff and
parents, distribution and installation of child safety seats, child
safety seat certification training, and study training and
support. Results show that initially Ride Safe was an effective
intervention. After implementation of the Ride Safe Program,
children were 2 to 3 times more likely to be observed in a child
safety seat. Unfortunately this increase was not sustained over
the length of the intervention. Additionally, the rate of child
safety seat use ranged from 29.8% to 70.8%, with an overall
car seat use rate of 47.5%. This rate is far below the 2006
NHTSA published car seat use rates for infants and children.

Despite the lack of sustainability, the Ride Safe program
did produce some positive outcomes. During the study period,
2,916 car seats were provided. Some 78 Head Start staff
obtained child passenger safety seat certification training, and
1,744 parents/family members and 358 Head Start staff
participated in educational sessions. Parental reasons for not
using child safety seats became known, thus allowing for
program improvement by focusing on these areas.
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The Chief Clinical Consultant’s Newsletter (Volume 6, No.

3, March 2008) is available on the Internet at

http://www.ihs.gov/MedicalPrograms/MCH/M/OBGYNO1.cfm. We wanted to make our readers aware of this resource, and
encourage those who are interested to use it on a regular basis. You may also subscribe to a listserv to receive reminders about
this service. If you have any questions, please contact Dr. Neil Murphy, Chief Clinical Consultant in Obstetrics and Gynecology,

at nmurphy@scf.cc.

OB/GYN Chief Clinical Consultant’s Corner
Digest

Abstract of the month

How to increase usage of the HPV vaccine? Let’s ask our
patients and their family

Alaska Native parental attitudes on cervical cancer, HPV,
and the HPV vaccine

In June 2006, the US Food and Drug Administration’s
Advisory Panel approved Merck’s HPV  vaccine
(GARDASIL") against the four strains of HPV that are
responsible for 70% of cervical cancer cases and 90% of
genital warts. The Advisory Commission on Immunization
Practices voted to recommend that the HPV vaccine be given
routinely to girls age 11 - 12 years old. In an effort to roll out
the new vaccine in Alaska, the CDC Arctic Investigations Unit
and the Alaska Native Tribal Health Consortium designed and
implemented a qualitative study to assess Alaska Native
parents’ knowledge of and attitudes about cervical cancer,
HPV, and the new HPV vaccine. Findings from this study were
used to design a tailored educational campaign focused on
promoting the HPV vaccine.

We recruited a convenience sample of Alaska Native
parents from three different size communities in Alaska (one
urban area, two rural towns, and a remote village). All
participants were Alaska Native/American Indian, English
speaking, and had a 9 - 18 year old daughter/ward. The focus
groups, each lasting approximately 60 minutes, were carried
out between January through March, 2007. At this time the
Merck educational campaign was underway in Alaska;
however, the vaccine was not widely available in the Alaska
Native Tribal Health System. Participants received a $25
incentive payment for their participation.

Prior to each focus group, each parent filled out a
quantitative survey that collected demographic information
and asked knowledge questions. During the focus groups, a
moderator used a guide that consisted of twelve open-ended
questions inquiring about parents’ perceptions of cervical
cancer, HPV, vaccines in general, and the new HPV vaccine.
Eighty percent of those involved in the focus groups were
mothers. Approximately 30% of parents were between the
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ages of 31 - 40 years and 38% were 41 - 50 years old. Thirty-
five percent of participants had worked in or had a relative who
worked in a medical setting.

Quantitative Survey Findings: Knowledge about Cervical
Cancer, Vaccines, HPV, and the HPV Vaccine

The majority of parents (70%) knew that the Pap test is
used to screen for cervical cancer. Parents were asked what
came to mind when they heard the word “vaccine.” Common
themes that emerged in all focus groups were a shot,
prevention, protection, and a requirement for school. The
majority of participants (65%) knew that a vaccine prevents
disease and can stop the spread of a disease. Overall, only 56%
of parents knew that there was a vaccine for HPV and far less
(20%) associated the vaccine with the prevention of cervical
cancer. Although many of the parents had heard about HPV
before, many were unaware that there was a link between HPV
and cervical cancer. Those who had heard about it said they
had seen a commercial or heard a news report, or learned about
it from working in a medical setting or from a visit to a clinic.
Few village-based parents knew how HPV is transmitted
(36%) as compared to those from the urban area (63%) and the
rural towns (74%). In both the urban and rural communities,
a similar percentage of parents (38%) knew there was an
association between HPV and genital warts and only 6% of
village-based parents were aware of this association.

Qualitative Focus Group Findings - Attitudes and
Perceptions about Cervical Cancer, Vaccines, HPV, and
the HPV Vaccine

When asked what came to mind when they heard the
words “cervical cancer,” the comments from participants
centered around the following themes: death; personal
experiences with cancer; fear; pap smears; hysterectomy;
ability to reproduce; and older women. The majority of
mothers said that they alone make the decision to vaccinate
their child against a disease. Some said that they make the
decision in conjunction with their spouse, and a few said that


mailto:nmurphy@scf.cc

they involve their daughter and spouse in the decision-making.
Many of those who said that they involve their daughters had
older teenage daughters. For example, one mother stated “My
daughter is 17, and she’s the one who went out, did her
research on the shot, and she’s been patiently waiting for it.”
The majority of the fathers said that the decision is a joint
decision between them and their spouse.

The majority of participants want to vaccinate their
daughter due to health and safety concerns; a positive belief
that vaccines work; personal experience with the cancer/HPV;
or a belief that their daughter is susceptible to HPV. One
mother described it this way: “I see it as just part of being a
mom and wanting to protect your child against cancer.”
Another parent stated, “For me, having a strong history of all
kinds of cancers in my family, one less cancer . . . the vaccine
could protect my daughter from at least that.” Another theme
that was mentioned by at least one parent in each community
is that often a sexual exposure is not under the control of the
young woman, as in the case of rape, and this vaccine would
offer the young woman protection from HPV. Reasons that
participating parents would refuse vaccination include general
concerns about vaccines, need for more information, fear of
side effects, wanting more research studies, wanting to wait to
see if problems develop, and fear of being in an experimental
trial. A typical comment about the newness of the vaccine
came from a mother who stated, “I don’t like to be the first to
use a new vaccine. That makes me uncomfortable that it hasn’t
been used by a lot of people yet. Some side effects may turn
up that they don’t know about until they vaccinate a whole
bunch of kids.”

In all the communities, when parents were asked what
information should be included in an educational campaign on
the new vaccine, parents stressed a focus on prevention, the
importance of describing HPV, cervical cancer, and the
vaccine; and letting people know that the vaccine is safe.
Parents said to keep it simple, to talk about side effects, the
shot schedule, the need for continued Pap smears, and how
HPV is transmitted. When asked, “Who should deliver the
message about the vaccine?” the same answers came up in all
regions: providers (nurses, doctors, health aides, children
services workers, tribal health workers) and teachers. The
parents specified that the faces they want to see on posters
should be Alaska Native and some suggested having a girl in
the target age for the vaccine, a family oriented picture, an
elder, or a multi-generational picture with a grandmother,
mother, and daughter.

This study has several limitations. The sample was small
and selected in a non-random manner. Thus, the results,
including the survey data, should not be generalized to the
whole Alaska Native population. Rather, the results should be
interpreted as an array of possible findings that are present
among some Alaska Native parents.

The findings of this study have been used to design a
poster and flyer on the new vaccine oriented towards Alaska

Native parents. The pictures on these materials show an
Alaska Native teenage girl, her mother, and her grandmother,
and the text stresses the safety of the vaccine and the testing
that has occurred. The theme of “protection” is present in the
headline that reads, “Love her, protect her . . . with a vaccine
against cervical cancer.” This research is unique in that it was
undertaken prior to widespread vaccine introduction and was
used to guide educational material development. This
approach should be considered for other vaccines or for other
populations where vaccine introduction may be controversial
or require special attention to cultural or religious sensitivities.
Copies of the brochure and poster can be requested by e-
mailing Tania Smallenberg, Immunization Nurse Specialist,
ANTHC, at tlsmallenberg@anmc.org.

OB/GYN CCC Editorial Comment

Melissa Toffolon-Weiss and her colleagues offer a very
helpful paradigm on how to query our patients and their
families to explore possible barriers to instituting what could
be a life saving vaccine intervention. FEach facility should
consider similar projects for HPV vaccine implementation or
other health strategies.

In the meantime we all have been struggling with how to
encourage our young women to actually get this vaccine,
largely because there is not a common ‘well adolescent’ visit.
Many of these young women get their first HPV vaccine
injection at a volleyball physical or similar visit. It is an even
greater struggle to make sure our adolescents get the
subsequent two injections to complete the three dose series.

We may not be able to lift a direct cookie cutter approach
from the success of the infant oriented vaccine strategies, but
we need to learn from that approach. Use call back lists or
tickler files, or just apply your best public health experience to
whatever works. Please let me know if you develop a
particularly successful approach to start and complete the HPV
vaccine series at your facility.

Hot Topics
Obstetrics
Grief subsequent to an early miscarriage

The paucity of clear information as to the incidence,
characteristics, and duration of grief following miscarriage
suggests that practitioners can offer only suggestive guidelines
as to what constitutes an adaptive or typical reaction to
miscarriage. The author found that:

e The affective and behavioral reactions that typically
occur following miscarriage seem similar to the
affective and behavioral reactions that typically occur
following other types of significant loss. At the same
time, grief following miscarriage seems somewhat
distinct from grief that typically occurs following
other losses in the preponderant emphasis on times
ahead rather than on remembered times.

e With regard to the percentage of individuals who
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experience a grief reaction following miscarriage, no
clear guidelines can be formulated. The available
literature does suggest that grief reactions are
common and that the grief is similar in intensity to
grief following other types of losses. In addition, like
grief following other types of losses, grief after
miscarriage seems to abate in intensity by about six
months following the miscarriage.

e Although many variables have been studied to
determine their role as moderators of the intensity and
duration of grief following miscarriage, few clear
conclusions can be drawn. The authors conclude that
"the similarity in the results of studies examining the
duration and intensity of grief following miscarriage
and the duration and intensity of grief following other
types of losses supports using the general literature on
grief to help guide patient expectations."

Brier N. 2008. Grief following miscarriage: A
comprehensive review of the literature. Journal of Women's
Health

Gynecology
Non-surgical treatment of urinary incontinence and
prevention of urinary and fecal incontinence

Background. Urinary incontinence in women is a
common problem that adversely affects quality of life.

Conclusions. Moderate levels of evidence suggest that
pelvic floor muscle training and bladder training resolved
urinary incontinence in women. Anticholinergic drugs
resolved urinary incontinence, with similar effects from
oxybutynin or tolterodine. Duloxetine improved but did not
resolve  urinary incontinence. The effects of
electrostimulation, medical devices, injectable bulking agents,
and local estrogen therapy were inconsistent. Specific
estimates of efficacy from available randomized controlled
trials included that pelvic floor muscle training would resolve
490 cases of stress incontinence per 1000 cases treated.

This article was accompanied by an NIH “state of the
science” statement addressing prevention of urinary and fecal
incontinence. Conclusions included that “routine episiotomy
is the most easily preventable risk factor for fecal
incontinence” and that pelvic floor muscle training may
prevent or reduce incontinence in older women, and lifestyle
changes, such as weight loss and exercise, may prevent both
urinary and fecal incontinence.

Shamliyan TA, Kane RL, Wyman J, Wilt TJ. Systematic
review: randomized, controlled trials of nonsurgical treatments
for urinary incontinence in women. Ann Intern Med. 2008 Mar
18;148(6):459-73.

Child Health
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Is Short-term Therapy Effective for Treating Latent TB in
Children?

Conclusion. The authors conclude that a three- to four-
month course of isoniazid/rifampin combination therapy is
well tolerated in children and is as effective as the traditional
nine-month co