


YKHC PROPOSALS TO THE STATE OF ALASKA FY 1976
SUMMARY

STREPTOCOCCAL DISEASE SURVEI LANCE

YKHC proposes that the State accept the proposal for the D.H.S.S.S. to develope
a Statewide registry for A_R.F. patients, a lab for Symptomatics, a reference
lab and an epidemiologist per'linp modifications of budgets and scope of work
as outlined to the finance c. wlittee by Dr. Freedman in his memorandum of
March 1*1, 1979. We further piopose that the State fund a Strept Survei lance
Program for the city of Bethel. The Bethel Service area has one of the high—
est incidence of acute Rheumatic Heart Fever and streptococcus infection rates.
A concentrated program of routine surveil3nce is the only method for preventing
the high incidence of Rheumatic Heart Disease. Proposed Budget $ 90,842.00.

MATERNAL AND CHILD NFALTH

Maternal and child health problems 1in the Yukon-kuskokwim area are recognized
as the area®"s most pressing problems. Infant mortality which had shown signs
of decreasing 1in 1970 has jumped up from its 1970 level 24.9 infant deaths pcr
thojsaiid live births to 40.4 1in 1971, 27.0 in 19/2, and 31.8 in 19/3. Infant
mortality os measured by hospital admissions is three times as high as commun—
ities in the lower 48. Vic propose that the Stole contract with YKHC to continue
and expand 1its M,C.H. program. The present M.C.H proeram functions as a
coordinating service to the 1.U.S., P.H.N and the Health Ai us. The program
maintains monthly records on all pregnant women and children to age one.
Prenatal risk and plans of care are developed with a physician. The M.C.H
pi-ogram insures that prenatal and infant patients obtain services according

to tlieir own plan of care. Limited direct services are also provided.

Proposed Budget is for $89,939.00.

MENTAL HEALTH

YKHC-PHS Mental health team proposes to the State Division of Mental Health
to fund a position and a half to work with the above Mental Health team.
These people would be placed at the Bethel jail and they would see every
person in jail. Many of the firs* time offenders could be helped if seen
and counselled early, hopefully preventing further contact, with the jail
system. Proposed Budget 1is for //36.477.00.
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INTRODUCTION

During the past 18 months the Yukon-Kuskokwim Health Corporation and U.S. Public
health Service have developed a joint Mental Health Team. This team consists of:

1. Kline, Bridget - Counselor, Dept. Chairman, YKHC

| = fiopaTléinj Cidtia3 \jounacjlui=3 1REI o

3. Lehman, Milton, Social Worker, FHS

4. Olrun, Prudy, Child Counselor, YKHC

5. Sheltcn, Fred, Asst. Social W"rker, PHS \

6

7

Stillner, Marianne, Child Psychiatric Nurse (Part Time), YKHC
Stillner, Vemer, Psychiatist, PHS
8. Williams, Mike, Admin. Record-Keeper Counselor, YKHC
The population served by this team includes approximately 3,000 Bethel residnets

and 12,500 members of 53 surrounding villages.

The focus of the team has been to provide services throught the training of bi—
lingual local inhabitants. Our work takes place through direct and consultative
services to the Bethel Hospital, Bethel Primary, Middle School, Regional High
School, Dormitory, Regional High School Boarding Home, YKHC-Health Aide Training,
Head Start Program, Division of Corrections, Division of lainily and Children Ser—

vices and Court and Jail.

Our work in the Bethel City Jail in the last 16 months has included 16 court re—

ferrals resulting in 52 individual visit-interviews by one of our team members.

In addition, we estimate that our team has made an additonal 24 visits to the

Bethel City Jail for medications and disposition problems.

August 73 - December 74 16 Court Referrals 52 Visits
August 73 - December 74 Medications Etc. 24 Visits
76 Visits

During our jail work we have been cordially received by the Bethel City Folice
Force and Staff as well as the clients. As a result of our contact with a segment

of the Betiiel City Jail population, we have found a need for counseling services.



Marty of the people held for protective custody do not come in contact with the

court, §ocia| services, or individual churches. It is ou”™ impression that early
i

contact with the first timer and young jail citizen would serve-a preventive

function never before tried in the Alaska Rural Jail System. There is also a

need for inter-agency coordination for the court referred clients as well as the

i
-mni-court referred clients.
in - 4(
Division of Corrections Census data for July, August, September 1974 reveal an
|
average daily Bethel City Jail Census of 12. The majority of these people are
men to reflect the jail population. There should be a full time male counselor
to counsel men and a half time counselor to see the women. Additionally two.
people would provide Bethel coverage for Interagency coordination in the absence
of one of the counselors due to sickness, vacation, and travel. The counselor
would be expected to work five days a week:

1. Counseling - The Counselors would come into daily contact with each
Bethel City Jail client. |Ideally each person would be seen individ—
ually or in a group during his time in jail. The supervision for
this counseling would come from the staff of YKHC, PHS Mental Health
Team and the counselors would be seen as members of the team. Jail
counseling will provide an opportunity for:

a. .Crisis Intervention - ..
b. Enabling the jail to be an emotionally corrective
.experience.

c. Planning follow-up, 1i.e., housing, job, & counseling.

2., Coordinating with,social agencies, schools, churches & legal services.

Many of the jail clients are known to multiple Bethel agencies. To prevent
duplication confusion, and neglect the counselors would act as inter-agency
coordinators. The counselors orientation will include a familiarity with each
agency and their personnel. The counselors will be responsible for contacting

appropriate agencies to ensure an effective plan and follow-up for each client.



! BUDGET REQUEST FOR BETHEL CITY JAIL COUNSELOR AGENCY

COORDINATOR.

Salary ~

=iTinge |

Adm Cierhead 10%
Psycholc;gical Testing by

Anchorage psychologists
(4 trips). Travel

4 Anchorage Trips (API,

raiNClVv -
3 Village Trips

Housing

Total

Full Time

15,000.00
2,535.-UG
1,950.00

2 ,000.00

3,nno.no

25.985.00

36.477.00

Half Time

7.500.00
1.257.00
975.00

LAVECTH
250.00

-0-
10,492.00



January 13, 1975

Public Health Service Mental Health Team
P. 0. Box 536
Bethel, Alaska 99559

To the Mental Health Teanm:

After reviewing the details contained iIn your proposal to
the Alaska State Division of Mental Health for a full time
and half time counselor at the Bethel City Jail, I'm
writing this letter in support of your plan.

As Public Defender for the Bethel area, | have seen numer—
ous iInstances where a position such as that outlined in the
proposal would have aided in the disposition of cases before
the Court. Most of the clients | have suffer from either
severe drinking problem or else a mental problem. Those
with a mental problem are housed inthe jailas are all the
rest of those charged with crimes. It is my belief that
those with mental problems are in need of more personal and
on-going attention than thfey have been getting in the past.

A jail experience can be upsetting for anyone no matter how
stable their mental make-up is. But when an unstable person
iIs thrown into the jail setting 1t is a dangerous situation,

IT we are committed to rehabilitating tnoso who are charged
with crimes then we must start by giving them the proper atten—

tion from the time they are broughtto jail. The Bethel Men—
tal Health Team has shown that i1t is uniquely qualified to
assist iIn the rehabilitative process. It makes good sense

to utilize the recourses we have liere _locally to the maxi—
mum extent.

I heartily endorse the proposal of the Mental Health Team.

Yours very truly,

Myron® Angstman
Assistant Public Defender

MA/mnc



Jlislrirt  (Court

Niatc nf Alaska

FOURTH JUDICIAL DISTRICT
BETHEL, ALASKA
CHAMBERS OF
NORA GUINN, judge 99559

January 1Q, 1975

Dr. Jerry L. Schrader

Director of Division of Mental Health
Dept, of Health & Social Services
Pouch m

Juneau, Alaska 99801

Dear Dr. Schrader:

I have studied carefully the proposal submitted to you for a
full time Counsellor and a half time counsellor to the Bethel
City Jail by tne mental health team of the Yukon Kuakokwim
Health Corp., | support this proposal wholeheartedly as
outlined, 1t is progressive, realistic arid comple®ely
apFIicable to-our needs. | anticipate lasting results from
tills type of services particulari.ly through the training of
oi-lingual local personnel.

1 sincerely recommend that you give this plan every consider—
ation .

Sincerely,

NO :av/

cc: Dr. Vernon Stillnor, Y.K.H.C.



UNITED STATES

w2 i DEPARTMENT OF THE INTERIOR

357 BUREAU OF INDIAN AFFAIRS

Mr. Peter Three Stars, Superintendent
, P. 0. Eok 347, Bethel Agency
Bethel, Alaska 99539
January 10, 1975

Dr. Jerry L. Schrader, Director
Division of Mental health

Pouch 1

Juneau, Alaska 99801

Dear Dr. Schrader:

I an writing this letter to verify the need for the proposed jail
counselor at the Bethel City Jail.

It has Been my experience on several occasions that individuals being
held in jail on one charge or a-.ocher, although an active part of ny
case load, have not come to my attention for several days. This, in
large part, is doe to the fact that with the many threatening aspects
of being jailed, with Little or no supportive counseling help presently
available on an "in shop" bonis, the cliont is in many instances too
tonfused and frightened to have the jailer contact my office.

T feel that through creating t full-time counselor position at the jail,
this problem could be resolved.

I firmly support the proposal for this position.
Thank you very much.

Sincerely,

Richard B. Merchant
BIA Social Wor™ r

REM: | fin



to:

from:

Jerry L. Schrader, Director date: January 27, 1975
Division of Mental Health

Pouch "H" FILE NO:

Juneau, Alaska 99811

TELEPHONE NO:

J. Randall Luffberry m'sl, subject: Prooosal for Counselor to
Assistant District Attorney Bethel City Jail
Anchorage I

Vern Stillner and other members of the Yukon-Kuskokwim Health
Corporation in Bethel, Alaska, have approached nme with a proposal
to staff the Bethel City Jail with a full-time and half-time coun-
selor in the interest of improving the mental health and attitudes
of the prisoners housed in that facility. As Assistant District
Attorney for the Bethel service area, | heartily endorse such a
project. | feel that such an aid to the sentenced prisoners who
remain in the Bethel Jail would be Instrumental in improving the
rehabilitation aspect of prison incarceration, particularly, for
the native inmate who finds himself in the Bethel Jail for the
first or second time because of an alcohol-related offense. These
are the type persons who, | believe, could be helped by intensive
counseling to bolster their defenses against alcohol. And quite
obviously, these are the type persons who have not, for what ever
reason, been reached by the present alcohol programs in the Bethel
area. In addition, such individual often can benefit from pro-
fessional full-time help in obtaining jobs and in working out other
problems. On many occasions, Judge Nora Guinn, myself and a public
defender have made attempts to do such work, but we are, of course,
limited by a lack of in-depth knowledge of the job market and a
lack of training In this particular area.

While T can see some difficulties and conflicts arising over
counseling of non-sentenced prisoners awaiting trial, | feel that,
iIf this project 13 limited to the sentenced prisoner, it would be
most valuable in reducing recidivism in alcoholic type crimes.

JRL:dla

cc: Vern Stillner, Psychiatrist
Public Health Service
Bethel
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-on

LASKA 99559
JANUARY 9/ 1975

Dr. Jerry C. Schrader
Director-Division oi .Cental Health

Dept. Health u Social Services

Pouch A
Juneau, Alaska

Dear Dr. Schrader

Sjt. Lorn H. Campb

Commander
Bethel Detachment

Col. u. I'. yankworth. Director

ccC:
Dr. V. Stillner, PiiS Dethei
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Streptococcal Surveillance Program

Problem:

The Rheumatic Heart Fever rate for Alaskan Natives in the Bethel area has been
highest in Alaska. The Bethel area has had incidence rates of 20 to 15/ ca >es
per 100,000 persons 5-19 years old between 1968 and 1973. The average rate in
the Bethel area between 1968 and 1973 was 82 cases per 100,000 persons 5-19

years old compared to the Statewide Alaskan Native rate of 44 per 100,000. The
national rate for the same age group is around 26 cases per 100,000. Because of
the nature of Rheumatic Heart Disease, the average life time cost per person with
Rheumatic Heart Fever is around $40,000. These costs do not include the loss of
work time or school time resulting from the treatment services and sickness.

The streptococcal infection rate, the precussor to Rheumatic Heart Fever is also
extremely high in the Bethel area. A research project operated by the
Communicable Disease Control Laboratory (C.D.C.) has shown that streptococcal
disease in Alaskan Natives is eighteen times higher than in the U.S. population.
Streptococcal infections also contribute to school absenteeism, resulting in the
secondary problem of inhibiting a child’s learning process.

Objectives:

The objectives of a streptococcal surveillance program are to reduce the Rheumatic
Heart Fever rate and reduce the morbidity resulting from streptococcal infections
in children ages 5-19. According to C.D.C. findings it is possible to almost
eliminate new cases of Rheumatic Heart Diseases and to reduce the streptococcal
infection rate by half through a program of monthly surveillance and early treatm—
ent of persons with streptococcal infections. The surveillance program will be on
Bethel School children.

Resources:

The start up funds in 1975 have come from Yukon-Kuskokwim Health Corporation. It
is now proposed that the State contract with Y.K.H.C. to maintain the program in
1976. A preliminary budget is attached; (See Attachment 1I).

Action Plan:

The method being employed to achieve the objectives is to culture the entire
school age population in Bethel each month with treatment provided to those with
positive cultures. If the treatment is completed within ten days it is 80 to 90%
probable that the streptococcal infection will not develop into Rheumatic Heart
Fever. The procedure used in Bethel is outlined in Attachment Il, "Surveillance
Procedure.”™ The procedure in Attachment Il has been based upon the work of C.D.C.
in its streptococcal surveillance research project.



Attachment |
Budget for 12,000 Cultures

l
Personnel

i Lab. Tech. () 16,880
ecretary (1) ) 9,450
%c 00! A|d1e (9 months 1/2 time) 3,937
1 Fringe 13% 935
Sub-total 34,202
i\
Suppl 5es
Lab supplies for 12,000 cultures @ 50/cultures. $6,000
Forms and records. 488
Office __300
Sub-total $6,788
Equipment
Laboratory 600
Sub-total $600
Space Costs
Lab. Utilities $3,900
Fire Insurance 750
$4,650
Travel
Training $630
$630
Other
Malpractice Insurance $650
Postage 160
Sub-total $810
Administration
Accounting/Supply $1,000
Administration 1,500
Xerox 100
Janitorial Service 562
~ $3,162

Total
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SURVEILLANCE PROCEDURE
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PROJECT DESIGN

1 Approval - The streptococcal s rveillance pr ram invalves the routin
grpeﬁnrn tchrlt{rgn In tﬁe Fement% p(ﬂ h Schools Chr?dren
ave streptococcus will require e |cat|on eca se the program mvoIves

treatment uirethe approval of not on YKHC Board™ hut the
School Boar arrb parehts of eagh) h?’d After Phe Sc?ro Boar h‘as approved
the ﬁr%ect a unified permrssron slrp authorrzot% a chrld to participate

in t% trept s rvejliance, genta care § oare activities

wrll e dev gl and ap g[ove )( the School Boar ﬁ Flea th ﬁro essronals
Rprove permission s. will be given to each teacher to out t

h Ildren. = Returned permission sl |ps will be given to the mrcrobrololgrst

wh 1] compare class reorstratron to peﬁmrssrons IrPs recerveg to determine

the chr dren Wrthout ermission slips. microhiologist would, then drrec

the Community Health epresentatrves to mae Horre V| |ts to an”\r |ed§

n ot want to participate or ave not res onde R's wou scuss

th ﬁ Streptococcal ro?ram with ea ily as wte Ts the entaL rogram and

ot H rT;rams req urrn% arenta consent amr 1eS cannot be contacted

the School Boards wr ave to determmne if vve should continue with the

Bgdegrt] Only children with parental approval will be in the streptococcal

2. Surveillance Procedyre - Based on a profile of children in each classroom
the Elementry Middle, and Hhh ngool children Wét% be drvrded |nto four
gro pin s o classrooms. Eac Ina grou Wou e a sr ned a code
[ e used throug out the Xear ﬁe one o the four rouP
Wou be teste ¥ 'S and ubIrc Healt Nurse to determr e |
b/ Bve a str% ococcaL |nfect|o (fldren not te Fl In their assr%ned
p ecause they are a sence coud be a d to the owrng weeks grou
chil ren already exhibitin srg h of streptococcus in %ctron
?e ermrne( % teachers and/or school nurse would a e tested. tgr
our weeks the entire school populatron in Bethel would have been surveye

\When the rfrevalence of streptococcal isolates rise to Bredetermrned level,
for example 20 or 30 percent, more than one g% p could be surveyed and
treated or the entire school ‘population could be treated prophyfacticly.
Other criteria such as 50/ or more M" types .ap ﬁearrn% In te posrtrve cases
would also be used to determine if an epr emic has st rted and W ether it
warrants a concentrated ffort to treat or screens the school popu lation.
ecision will be made b y. the grorect director Or. Hurwitz
mrcro lologist and C.D.C. officlal

3 Labor tory - Af}er the CHR take the throat swags the WI|| be iven to
the [aboratory for ana srs The swabs are recely etal foil packets
contarnrn% silica g ach with éhe cuktured child's |dent|J \\% code numb er
esic at%d Swa s are OPcubate ours at 37°C in Todd=llewit broth.
oogu rot IS added to 15 cc of melted nco e?tone aﬁar with T sheeP
d and Pouré)ates made, After incubation a(s 37 C for 18 ours B(etahemo tic
colonies are picked and subcultured on quartere neoorptonesheep r%
lates with bacrtracrn discs, After 4 hourﬁ Incubation at 3 gres%) lve
roup A determination is made. Total time through the laboratory Should not
exceed three days.

Positive cultures would be transmitted to the C.D.C. laboratory in Anchorage
for "M airl"T tybrng éo determine if an ebrdemrc \ Begrnrno Tge number

positives transterred to C.D.C. in Anchorage would ne “determined by C.D.C.
and the project director.



be treated whether or not they are sgmptomatrc The test and treatment must
be completed withjn 10 dags t0 assur that 3 child does not develorf rheumatic
neart disease. The laboratory resu ts woul %rven to the school nurse who
would administer the treatment to each osrtrve f a child cannot he
located or is absent at school the treatment would be given by the Public

Health Nurse with assistance from C.H.R.'s. Treatment would conform to
current American Heart Association Recommendatrons

a. Children over age 10 l%errnréltrorn quetnS CLAIRICGl”m IM
zathi icil]i
b. Children age 10 and units LA brecrl lin M. (Bgnzat%ooe
younger, Penicillin).

ﬁall}llesrgrc children would be given 250 my erythromycin four times daily for 10

Everr child treated would have a card or record of treatment which would be
rettr ed to the lah oratorg for cross checking to make sure that all positive
children actually were treated

During an epidemic the treatment would have to be accelerated. Backup
gersonnel onsrstrng of Itinerate Publrc '—Ieat Nurse and aval able hospital
taTt would be callgd to assrst the school nurses. The state ma be anle

bring in oth gr nurses to help stem an epidemic. urrn% emrc all
actrvrtres would be co-ordinated by the project director Dr. H

Records - Records will consist of;
a. Permission slips on each child,

b. List of mdrvrduals rn each group The list would be  developed
initiall bY the microbiologist, school nurseﬁ and school
admrnrs ration. After |n|t|a| set uR ?f each group e CHR.'S
would be anen a roster and stick'urh labels cdded by number and
grroup revisions wgd bo, co- ordrnated b gror}ec&drrector

he list wduld also include information on whether I

allergic to penicillin.

C. Treatment card and/or test card. - The results of thr tests would
eg red.on a carg roFterA positive Cfar S orfa roster

WOU given to the school nurses who would do the follow-u
treatment The cards or roster would be returned to the Iab

Fach w E\ek the cultyre results gvould be tabulated so that point prevalence of
Group A strep can be calculate

Qrganization - The [tJFOJeC'[ will be headed by the Indian Health Service Progect
Director, Dr. Robert Hurwitz. Amrcrobro orqrst and clerk would operate th
labor tory and maintain records T 80 Pses would co-ordinate the
surveiliance activities of t s and would a mrnrster the treatment for
any Posrtrves .The C.H.R.'s would collect throat. swabs, a(Psrst Publjc
Nurse in Home Visits to treat absent chrldren an would he obtarn
permrssron slips. . The Center for Disease Control will act as technrcal
con.jq ultants and will evaluate the program.  An organizational chart appears
on‘the next page.

rwitz.



Perry, L.W., et al. Rheumatic Fever and Rheumatic Heart Disease
Among U.S. College Freshman. Public Health Reports, 83;9i9, 1368.

Table 3. [Irovalenn* of probable nr definite ibeuniatie fever or rheumatic heart disea-e. or
both, per 14100 tdi*it >urveycd. by sexand Slate of residence at time of survey. 1

Total Male Female
Rank1 State of residence Number Kate per Number Rate per Number Rate per
of cases 1,000 exam- of cases 1,000 exam- of cases 1,000 exam-
inations if.Pions inatious
Total. ...—..— 512 Rl 1L 7,273 lj.9 4.5::S 1S
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of 270 Alaska Students Examined




ems elc
ALASKA KATIVF. HEALTH SERVICE
TEN LEADING NOTIFIABLE DISEASES
(RANKED IN ORDER OF INCIDENCE)
1972 - 1971
) Cases Percent
Disease 1972 1971 Chenre
Number Rank Number Rank T
Total P.eportcd Notifiable’Diseases 20,630 vy - 13,909 45.3
Total Ten Lending Notifiable Diseases 19,474 13.241 a
Upper Respiratory Infect., C/Cold 7600 1 3672 V 2 < 107.0
Acute Otitis Media 4297 2 4195 1 2.4
Strep Throat 2156 3 AL680ggy 3 27.9
Gonococcal Infections 1378 4 1238 4 7.0
Gastroenteritis, Diarrhea 1335 5 380 3 251.3
\ [
Impetigo 907 6 532 7 70.5
Influenza 900 7 597 6 50.8
Pneumonia (excl. NB) 655 8 727 5 -9.9
Chickenpox 127 9 115 10 10.4
Bnc"lInry Dysentery 119 10 49 15 1429

ij Increase partially due to ft change in dlscare coding.
2/ Does not include "common cold" diagnosis.

SOURCE: Office of Systems Development, Alaska Native Health Service
Commuri ty Health and Epidemiology Branch, Alaska Native Health Service
IMS Inpatient/Outpatient Reporting System



TOAL RFEIMNIC BBAR INOCENE BY SHRMCE UNT OF RESCENE
AASA NATNES AGD 519 YEAS
Case Rate Per 100,000 Population

s.u. Arh, Bar. Beth. Kon Koz MLE Tan  Total
Pop. 4/61 1042 5030 1331 3731 3418 241 21,733
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Only cases meeting the revised Jones criteria were used
In determining these rates.



PREVALENCE OF RHEUMATIC HEART DISEASE IN ALASKA NATIVES
HOSPITALIZEl%G%_A%S, ALL AGES

Service Unit Cases Rate/10,00P
Total 316* 60.7
Anchorage 48 38.0
Barrow 13 55.8
Bethel . 103 88.3
Kanakanak 2( 86.1
Kotzebue % 65.5
Mt. Edgecumbe 5( 675
Tanana 13 239

*158 definite RHD

116 Posble
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STREPTOCOCCAL SURVEILLANCE IN REMOTE
ARCTIC POPULATIONS

The Development of a System for Detec.ion of Group A Pharyngitis
and the Prevention of Nonsuppurative Sequelae
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James D. Knostman, M.D., Stephen A. Sherman, M.D.,
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Abstract
A
A surveillance program to detect streptococcal pharyngitis and reduce the

incidence of acute rheumatic fever and glomerulonephritis was initiated in
two remote Eskimo villages in Alaska between January and May, 1971.
Two different techniques were used in the attempt to reduce sequelae. In
one village, two separate periods of increased group A prevalence and M-
typeability occurred. In a second village unusually low group A levels were
observed but were concomitant with a high prevalence of group C. Serum
antibody studies conducted in both villages suggest that the populations
have had greater previous exposure to group A organisms than that reported
elsewhere. Treatment of villagers with positive cultures for group A organisms
might prevent epidemic spread if the time between culturing, laboratory

reporting, and treatment were shortened.
Introduction

Only two attempts have been made to control streptococcal pharyngitis and
nonsuppurative sequelae in civilian populations through longitudinal observance
(Phibbs B, ct al.,, 1970, Zimmerman R. A., Biggs B. A., Bolin R. A., et al,
1971). Both have met with considerable success, especially the Natrona
County, Wyoming st Jy which has succeeded.in a practical way of almost
eradicating acute rheumatic fever (ARE) and acute glomerulonephritis (AGN)
during the last 10 years. However, such a system has not been attempted
previously in areas as isolated as those found in Alaska. Although the
success of both the v.'yoming and Colorado studies depends upon parental
and child understanding, it appears that application of the same procedures
in remote Alaska Native villages can accomplish the desired goals. Our
objectives were to test the logistics of such a system within Alaska and to
lower group A prevalence rates to below 5 per cent in two villages which



have had a high incidence of streptococcal infections and nonsuppurative
sequelae.

Demographic data

Two villages of similar size and ethnic composition were selected, mainly
on the basis of past reported experience of acute rheumatic fever. Nunapitchuk,
a village of approximately 332 persons with 129 school age children, is
situated on the Kuskokwim River Delta near Bethel in southwest Alaska.
Stcbbins, a village of 239 persons with 61 elementary school children, is
located on Norton Sound, southeast Of Nome. The average annual rate of
acute rheumatic fever for these areas has been reported as between 54 to
65 cases per 100.0CO0 population, a figure five to 20 tir.es the rates reported
for southern states (Goorman J.R., 196S). There is little movement of rhc
villagers during the winter months, although adolescents attend high school
away from home. In the summer, many families migrate from the villages to
fish camps. A few individuals or families move to other villages or larger
towns for medical or personal reasons at any time of year.

Materials and methods

Throat Cultures: A pharyngeal swab was obtained from all school children
and as many adults as possible in January and May, 1971. In the interim,
cultures were collected weekly on a random sample of the school children,
symptomatic or not. In addition, swabs were obtained from all individuals
presenting to the health aide with complaints of sore throat. Swabs were
preserved in silica gel and forwarded to the Streptococcal Disease Section,
Fort Collins, Colorado and processed as described elsewhere (Wilson E, et al.,
1968). Due to the difficulties of weather and flight schedules, they were
received at the Colorado laboratory between three and 13 days after mailing.

Illood Specimens: Ten or 15 cc of blood was collected by venipuncture from
all school children and as many adults as possible during the first collection
period in January. In May, bloods were again collected from the children
in both villages and from all adults who attended the general clinics. Both
group A and type specific antibodies (TSA) were determined as previously
described (Zimmerman R. A. et ah, 1971, Zimmerman R. A. et ah, 1968).

Urine Specimens: Because of a possible epidemic situation, urine specimens
from school children in Nunapitchuk were collected in paper cups and
screened with l.abstix. Children who had blood or albumin in their urine
were examined and referred to the hospital for further study.

Nasal Washings: Nasal washings were obtained from all school children
in both villages during the mass culture periods in January and May. The
subject was placed on a table in a supine position with his head extended

beyond the edge. The child was instructed to hold his breath and 5
of physiological saline was instilled in each narc-s with a Cornwall syrir
As each nostril v/as washed, the child was raised and told to vigorou
expel the washings into a cup. These specimens were used for determinat
of immunoglobulins A and G (IgA, IgG) and type specific antibodies.
Treatment: In Nunapitchuk, each individual positive for group A organi:
was treated with long- acting penicillin or erythromycin as recomment
by the American Heart Association (1970). Results were transmitted fr
Colorado to Anchorage by telephone and then by teletype and radio to
village health aide. In Stcbbins, individuals positive for group A organisms w
not treated. The results from both villages were compared weekly w
three criteria for epidemicity as described elsewhere (Zimmerman R.
Gross W.M, Miller D. R., et al., 1971). This technique allows mass prophyla
with antibiotics when the following exist simultaneously: (1) group A prc
lence is found to be 30 per cent or more, (2) at least half cf these organi?
are M-typeablc, and (3) a single strain accounts for one-third of those typeal

Results

Tables ] and Il give the age specific prevalence rates for beta hemol)
and group A streptococci for Nunapitchuk at the times of mass culturi
In January the group A prevalence was 36.6 per cent in school childr

Tauu 1. Initial Throat Cultures Nunapitchuk, Alaska Jamtai. 27, 1071

0—14 + T<
Total Cultures 101 95 I'
Per Cent Beta Hcmolvtic 45.5 20.0
Total Group A 37 1 4
Per Cent Beta Hemolytic Group A 36.6 11.6 i
M-typeablc Per Cent ot Group A 56.8 27.3 1
T-typcahle Per Cent ol Group A 100 100 )
Taulf. 1l. Final Throat Cultures Nunapitchuk, Alaska Mas 3. 1971
Arc
0—14 15+ T
Total Cultures 118 102 2*
Per Cent Beta Hemolytic 50.8 27.5 4
Total Group A 59 18 t
Per Cent Beta Hemolytic Group A 50.0 17.6
M-typeablc Per Cent of Group A 84.7 8S.9 \
T-typcablc Per Cent of Group A 96.6 100 1
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qg. 1 Results of tliro.it cultures taken from a rotating sample of school
hildren, Nunapitchuk, Alaska, January, 27 — May 3 1971

Itcla Hemolytic

mGroup A

/ X A
Al t 2 341 23 1 1 2 3 Al
January February  Match April May
SAM *IF. NUMBER
. 2 Results of ihro.it cultures taken from a rotation sample of school

Taklc [Ill. Initial Threat Cultures Stcbbins, Alaska January 27, 1971.

Age
0-14 15 + Tot
Total Cultures 69 70 141
Per Cent Beta Hemolytic 49.3 18.6 33
Total Group A 7 6 13
Per Cent Beta Hemolvtic Group A 10.1 S.6 9
M-typcablc Per Cent of Group A - 16.7 7
T-typcable Per Cent of Group A 42.9 50.0 46
“Includes two with ages unknown.
Table IV. Final Throat Cultures Stcbbins, Alaska May 4, 1971.
Age
0-14 15 + Tot
Total Cultures 74 41 115
Per Cent Beta Hemolytic 58.1 14.6 42
Total Group A 2 —
Per Cent Beta Hemolytic Group A 2.7 - 1
M-'ypeablc Per Cent of Group A — - — —
T-typeablc Per Cent of Group A 50.0 — SO

Since half of the group A organisms were M-typcablc and all these wecr
M-type 1, it is probable that an epidemic of this organism had just occurrcc
Figure 1 shows the prevalence rates for each of the weekly school sampling:
There was a downward trend in group A prevalenceuntil March 17. A
that time,
because of increased M-typeability, we estimated that a new epidemic cause

there was aslight rise that subsequently became abrupt, an

by M-type 6 organisms was in progress. It is probable that the initir
group A M-type 6 organisms were introduced by members of a Nunapitchu
family who provided the first isolates of this type on March 8 and March 21
By May one-half of the school children were positive for group A organism
(Table 1) and 84.7 per cent of these were typeable as M-type (.

The age specific prevalence rates of beta hemolytic and group A strcptococc
for Stcbbins in January and May are rhowu in Table IIl and |V, In thi
village the majorityl of beta hemolytic organisms were groupC and nc
group A with the proportion of group C isolates increasing from 55 pe
cent in January to 88 per cent in May. Of all Stcbbins villagers cultured i
January, there were 13 persons (9.2 °/o) with group A organisms and on!
two persons (1.7 %i) were positive for group A organisms in May. Figure
shows the weekly prevalence rates for each of the Stcbbins school sample?
Again, the majority of beta hemolytic organisms were group C. None o
the school children with group C organisms acquired a group A infectio



Casper, Wyoming, Treatment Program*
Average for All Individuals
1 Meeker, Colorado, Epidemic

Mosca and Hooper, Colorado, Epidemic* L—
o «School Populations
Eagle Butte. Colorado, Epidemic*
Colorado Springs, Colorado, Endemic*
Loveland, Colorado, Endemic*
risen, Colorado, Endemic*
ilolcoiirt, North Dakota, (Indians)*

Nunapitchuk, Alaska*
Stuhhins, Alaska*

mapitchuk

foss 1 Stephi
tebhins
i ?A?I Alges)

VZSAU/1/T// ] -~ 1\ ey COLORADO (MEAN ACE 65)

ANTIBODY LEVEL (MG./ML.J

icitrc 1. Group A streptococcal polys.uvliridc antil'ndv levels in Alaska F-kimcv. compared
till other populations.

aill.is V. Type Specific Antibody Geometric Mean Titers — Alaska January 27, 1971

Village
Stchbins Nunapitchuk
1-type | ik 4>
1-type 7 110 R
i-type 4 234 1S
-type 5 10 10
1-type 9 1R? 240
-type 12 1254 0N

ml of four children found to have gronp A organisms three .subsequently
ost. th.at Infection ami acquired group C organisms. No persons have had
ultures positive for both group A and group C organisms at the same time.
During the three month period, only 10 person* in Nunapitchuk and six
ersons in Stcbbins were cultured by the health aides because they complained
f a sore throat. Of these 16 cultures, five persons (31 °/n) were positive for
roup A organisms.

i' Average for Positive Individuals

Figure 3 compares the levels of antibody to group A streptococcal
polysaccharide for both villages with those from other populations. Table
V shows the geometric mean titers of type-specific antibody found in both
villages in January.

Of 96 Nunapitchuk children tested, one had hematuria. This child whose
culture had not been taken when scheduled was subsequently found to be
positive for group A organisms. He was hospitalized and diagnosed as having
resolving glomerulonephritis. No cases of acute rheumatic fever were discovcrcc
in either study village. However, in June a child from a village near
Nunapitchuk was hospitalized with this diagnosis.

Discussion

A comparison of the culture results for the mass culturing periods and
the weekly school samples shows that the rotating 25 per cent random
sample was effective in tracking group A and M-typc prevalence. Previous
non-epidemic samplings performed in Bethel, Alaska, showed an average
prevalence of group A organisms of 18.6 per cent, a value similar to levels
found in many other geographic locations. In this study, group A levels
were found to be unusually low in Stcbbins in the face high group C
prevalence.

Two periods of high group A prevalence occurred in Nunapitchuk. The
first epidemic in this village, believed to be caused by M-type 1 organismis,
was in progress in January when the study began. All persons with positive
cultures were treated. This, along with weekly treatment of positives, was
probably responsible for the reduction of prevalence to below five per cent
in March, The second epidemic, caused by M-type 6 organisms, appears
to be related to the probable introduction of the organism from outside the
village. There were logistical delays of 23 and 15 days between the culturing
and treatment of two siblings who were the first children detected wit!
M-fype 6 cultures. When it was verified that an epidemic was occurring
mass prophylaxis of school children was recommended and this was performee
on May .3.

Serologic studies in both Eskimo villages revealed levels of antibody tc
group A polysaccharide higher than these previously reported. This non
protective antibody is accumulative and reflects previous exposure to grouj
A infection. Although the group A prevalence in Stcbbins was quite low durin
the period of observation, the group A antibody levels in both villages ar
retrospective evidence of considerable experience with this organism. Sine
type-specific antibody titers do not persist indefinitely, it is not surprisin
that the levels measured in sera drawn in January in both villages ar
similar to those found elsewhere.



lhe rheumatic fever frequency in a population following a streptococcal
epidemic has been thought to be three per cent of untreated infections.
Therefore, it is likely that the original treatment of positives and the mass
prophylaxis during the M-typc 6 epidemic have prevented several -cases.
If the time between culturing and treatment is shortened, it should be
possible through systematic treatment of positives to more consistently reduce
group A prevalence to below five per cent and thus eliminate the need for
mass prophylaxis.

Summary

A surveillance program to detect streptococcal pharyngitis and reduce the
incidence of acute rheumatic fever and glomerulonephritis was initiated in
two remote Eskimo villages in Alaska between January and May, 1971.
Throat cultures were obtained from all age groups at the beginning and
end of the study period and from symptomatic p'-“ons and a rotating 25
per cent sample of the school ‘'hildren each week, in one village, treatment
of each person found to be infected with group A organisms was attempted.
Two epidemics were documented in this village within a four month period.
Although several cases of rheumatic fever may have been prevented, a
treatment delay of 15 to 23 days apparently allowed the epidemic spread
of virulent M-typc 6 organisms. In a second village, streptococcal prevalence
was monitored in an attempt to define early epidemics and allow mass
prophylaxis with penicillin. Although no group A epidemics occurred in this
village and no treatment was performed, group C prevalence increased during
the period of surveillance. Patient reporting of pharyngitis was not helpful
in detecting persons with streptococcal group A infection in cither village.
The randomly selected 25 per cent samples adequately reflected group A
prevalence in the total school population. Serum antibody studies conducted
in both villages suggest greater previous exposure to group A organisms
than reported elsewhere. Treatment of those villagers found to be positive
for group A organisms might prevent epidemic spread if the time between
ailfring, laboratory reporting, and treatment is shortened.
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Although the infant death rate is subsiding the infant morbidity rate
retrains high and is perhaps the prime reason for an HHProgram. ihe
high morbidity and mortality are from .infectious diseases such as

viral pneumonias, bacterial meningitis, otitis, strep throat and bac-
terial pmumonias. Overcrowded and inadequate housing compounds the
problem of the spread of infectious diseases. Inferior nutrition vSiich
IS manifest in nutritional anemias, paiticularly iron deficiency anemia,
has been reported to be up to 501 of all school children in somre vil-
lages. There is inadequate patient understanding of intercurrent ill-
nesses and in treatment of simple and more complicated diseases.
Patients are unable to participate in caring for themselves because they
have a significant lade of understanding of their am disease process
and of the indications which are prescribed for them. Children with
chronic diseases are sometimes lost to follow-up because parents did net
understand the importance of medical follow-up for these conditions and
because of a diversified medical system with on inadequate method for
monitoring chronic illnesses in children. All of these problems result
in increased hospitalization. The Eethel area has a high admis-
sion rate of 7 2 patient days per thousand persons ages O-llh Inis is
triple the Wb average. The hospitalization rate of children 0-5 is 10
times the rate experienced by the Kaizen Peraanente Health System in
California.

Maternal health, too, is below the noom In a prenatal survey table 10611
by the State of Alaska in 1973, if wes noted that woren hospitalized in
the I.LH.S. hospitals and women on public assistance have fewer pre-
natal visits befox'e the third trimester of pregnancy. Indeed, there are
many mothers who have delivered at Bet'nel hospital v;ho have had no pro-
natal care in the first two trimesters of their pregnancy. Thoir first
physical examination in usually conducted in the outpatient department of
the hospital prior to their entering tlr: Prematemal Hore. This is
usually J weeks or less before their estimated date of confinenvnnt.

There appears to be a greater' number of high risk obstetrical patients

in this air.a as compared to other arias. In July, of 197H, there were
&b persons classified as high risk. This accounted for 619 of the 107
prenatal patients at that time. More recently, tlic percentage of high
risk prenatal-patients lias been approxiinntely 524 There ate a large
number of grand mu.ltiparous woren who have had more than five pregnancies
who are designated higji risk patients. Tnere arc also a large number of
woren who arc over 30 who arc still bearing children; they too, are high
risk, ‘there arc. a significant number of women who have had previous
problems with deliveries. Problems such as: breath presentations, pre-
mature birth;, toxemia and previous abortions are classified as high
risk and ore frequently found in the Pathol area prenatal patient popula-
tion. Another major group of patients who are determined to be high
risk arc those that have postpartum ccrnplications. Postpartum bleeding
Is seen with particular frequency in grand mul‘tiparous wonen.

1. PRSUMI MM AROVAM

In order to deal with the high infect mortality and morbidity and the large
numbor of high risk pregnancies that exist in the Pathol Service Unit, a co-
ordinated effort: was undertaken by tic HA13 Hospital, MMIGC and bethel li.ircr-
ont Nursing to try to respond to these needs. A l'eternal 6 Child Health Pro-
gram wes established  (See appendix ii outline of M System). It is co-
ordinated by a Nurse Midwife who reviews charts of ail pregnant patients and
assigns risk according to the nrevious history and physical exam
.2



This histor/ and PEmy be dons by the health aide or the itinerant

nurse. Each nonth the health aide measures blood pressure, weight, heno-
globin and does a dip stick urinanalysis cn pregnant patients in the village.
Se then scads the monthly report to the HH Coordinator who reviews the
findings. Ay discrepancies or problems ore brought to the attention of a
doctor or a consultant in Anchorage and appropriate measures are taken to
correct the deficiencies. Well babies are examined in the village. Results
arc sent to the MH Coordinator who reviews them. Any problems are discussed
with the pediatrician and appropriate actions are taken. Che of the actions
iIs to refer prenatal patients or well babies to the Public Health Nurse for
further evaluation.

The Public Health visits the village about 3 or 4 times a year and admin-
isters follow-up care to these patients. In addition, she teaches health
aides to conduct Well Baby and Prenatal examinations. Prenatal education
is given in Bethel by the Public Health Nurse, by the MH Coordinator and
by the (B Nurse to ladies who arc waiting in Bethel to have their babies.
These educational sessions arc given at the Prematemal Hare, Hospital O.B.
Ward, and al”™o are given by the Bethel P.lIi.N. and are open to all who come.

Some MH services arc available in the hospital. Outpatient visits for pre-
natal care rind consultations with doctors here or with obstetrical special-
ists in Anchorage are available in Bethel. Delivery of routine pregnancies
and postpartum cam is given in the hospital. The Public Health Nurse holds
clinic in one of the buildings downtown. All Bethel mothers take their babies
for Well Baby oxans at this location. Bethel high risk infants are followed
by the AN and MCH. Co-ordinator.

mOilier MH services arc available in the village. May of these services are
administered lay the AN in the form of prenatal examinations and Well Baby
follow-ups. The doctor visits the village once a year and when lie is there,
lie will do prenatal examinations, also. The Ferrule Care specialist visits
the village periodically and provides contracepiive information and does
physical examination of women. The health aide is the primary core person
in the village but only a few of them arc able to do the prenatal, examina-
tion and Well Baby follow-ups. Mt of their previous training lias been .In
the area of acute care many arc not equipped to deal with patient fol lew-up
or with preventive Maternal C Child Health core, nor ore they equipped to
deal with patient education.

V- UNMET NEES IN THE MLLACE

1. Health aides' education concerning maternal and child health,
specifically, Prenatal t Well Baby clinics.

2. Health aides' emphasis on early child care, ages of 0-5, concerning
nutrition, RX-ing infections, normal growth and development,
screening of eyes, ears, hemoglobin, height, weight and head
circumference, and immunizations.

3. Getting nore services or nore health aide instructions into
the villages.

4. \Working out tlie administrative problems of McGrath FHN who covers
upriver Bethel villages.

-3-



Village based education, teaching people how to take care:

of themselves in acute and chronic situations, when to go to
the doctor, ‘what the best practices are concerning nutrition,
child rearing, child spacing, contraception, and general health
education.

UNMET NEECS IN BETHARL

1.

The outpatient department is under staffed and croded. Mbre
nurses are needed to deal with the increased load of prenatal
patients and also of pediatric patients.

In-service MHtraining for obstetrical nurses, LPNs, aides,
physicians, health aide trainers, SP.H.N.'s Specifice D
training in ambulatory prenatal care, in obstetrical deliveries
and in ambulatory pediatrics is required.

Training for Prematemal Hire aides so that they are instructors
and not only caretakers.

Adequate identification and follow-up of high risk infants and
children of pre school age.

GALS G- THE MH FROGRAM

In order to reduce the infant mortality and morbidity and in Older to
insure that prenatal woren are kept in the best state of health during
their pregnancy, the following goals have been established:

1

Early .identification of pregnant women: 76uof pregnant wonmen
should be identified by the first trimester.

Determination of high risk pregnancies within 2 weeks of "he above
identification.

Insuring all prenatal patients have adequate follow-up care through
tlie development of a plan of cure for each prenatal patient.

Reducing hore deliveries by encouraging pregnant women to come to
Bethel hospital for delivery.

Postpartum and Well Baby folluw-up care provided to 112 of all
patients.

Education of patients in regards to their oan health care, their
children's health cure, haw to deal with acute and clironic illnesses
and haw to achieve the best state of nutrition possible with special
attention to prenatal education.

Training health aides in Maternal £ Child Health; specifically pre-
partum care, Well Baby Care and Health Education. It is hoped that
health aides will be able to conduct adequate prenatal exams, adequate
Well Baby exam;, and it is hoped that health aides will be able to ed-
ucate the people in their villages as to how to deal with problems
concerning nutrition, acute and chronic illnesses and other problems
of early childhood.



VII.

8. Training for health aides to manage emergency obstetrical problems
and childhood emergencies. These problems would include deliveries,
toxemia of pregnancy and also medical emergencies such as meningitis
in children.

9. Development of an adequate record system in Bethel and in the village
for prenatal, post partum, and childhood problems." Special emphasis
on high risk prenatal and child health file.

in.  Dewvelopment of an effective co-ordinating and managenment system to
insure that all necessary services are provided in a timely manner.

11. Establish a dala base from which the MCH. program can be evaluated
periodically.

12. There are additional goals which woren have expressed since the program
began. They are the following:

(@) An increased awareness of information concerning family
planning, female health and prenatal information. Specifically
desired is knowledge of how to space children forlbatter maternal
and child health.

(b) Signs and symptons of female cancer and otherloommon femaie
health problems.

(c) Identification of pregnancy, self health surveillance activities.

(d) Preparation of family prior travelling to the prematemal hoe.
Patients hawe, expressed the desire for support for their families
while they're in the Prematemal Hone waiting to have their babies.

(e) Patients have expressed the desire to have pelvic exans cloe by
females and to have their deliveries done bv females.

PROPCEAL

YKHC lias funded the MH coordinating and training functions of the inter-
agency MGl Program for the past six months. It was the intention of the
Board to establish it as a demonstration project with the intent of
obtaining permanent funding from other sources. The YKHC program lias
specifically addressed the needs for coordination, for training, for
identification of high risk patients, for developing a plan of caro, and
for monitoring mother and child development. A detailed description of the
activities that will be performed by the YKHC segment of MGEL program are
shewn in Appendi.x iii. Qur proposal to the State is to fund our existing

services as shown in Appendix iii and to expand it to include a full time
equivalent itinerant PN



The expansion of the program to include another AN position for the
Bethel Servcie Unit area is mandatory to resolve the needs at the village
level. Specifically to increase training of health aides in MHactivities
and to allow nore visits to villages by HINs to assist the health aide in
the provision of nore services to children from 0-1 and to those children
who continue to be high risk patients after age 1. The present training
in Bethel is at a maximum given the aides rate of learning, the number of
aides that can be taught at are time and the back log of aides who still
have to receive the basic course. Additional training will have to take
place in the village. Rather than having one person going around to

train health aides in MH it is proposed that YKHC through contract would
hire a AFNwho would work under the direction of the FHNnurse supervisor.
In exchange the entire itinerant AN field staff would be given additional
time to spend or MHtraining. Secondly the addition of a FHNwould
alia-; more frequent village visits giving the BHNs nore time to focus cn
early childhood illnesr.es. The AN already provide a number of MH ser-
vices and health training (see Appendix iv duties of FHN's). An additional
AN is required to serve the 50 villages in the Y-K area. The addition

of another AN rather than an MH Field Trainer would not fractionate care
but expand on the existing service system. Hom an administrative point
of view the MH Coordinator would work through a ADHOC management group
consisting of the supervisor of the Bethel HIN and the clinical director
of the HS and the YKHC physician.

All field MH training done by the FHNs would be coordinated by the

MH Coordinator. Initially the field MHtraining could focus, on maternal
care. As the health aides acquire the skills necessary for maternal care
the field MHtraining could shift to infant care* as diagrammed below:

MATERNAL GARE C EDUCATION EARLY CHLDHOOD CARE 8 HDOLUCATION

a. Signs of pregnancy a. Infant feeding and child nutrition
b. Surveillance b. Child Raising

- Blood Pressure

- Weight

- Urine

- Swelling

- Measure Winb

- Hemoglobin

Explain minor disorder
Prenatal Education

Well Child Examination

High rish Children Identification
and monitoring

e. Prepare family Gmother e. Inmmunizations

for Prematemal Hore 6

their separation

Postpartum Bam f. Dental Care

g. Emergency Birth Procedures

oo
Qo

—h



In order to Brovide the services outlined in the proposal the following

budget will be required:
PERIONNEL
MCH. Co-ordinator/NurseMidwife $19,428
P.HN. (Level IIl) 19,428
Admin. Assistant (1/2 Tinme 8,579
Sub-total $44,435
Fringe 13% 5775
Total $50,210
BEAENDBLE SUPPLIES
Office Supplies$100/Person $200
Patient Records MCH. I.H.S.
Patient Records P.H.N. State
Health Supplies 6 Medications MC.H. I.H.S.
Health Supplies S Medications P.H.N. State

Audio-Visual Health Education Films

for ($250/Film) Prematemal Homre, Hosp.
&Villages. $500
Sub-total '$700

CAPITAL EXFENEES

Office Furniture:

1. Space Saver Desk (1) $35
2. Chairs (2) $0
3. Desk Lamp $5
4. File Cabinet 1 PHN. (2 Draw) $110

1 MCH. (2 Draw) $110

Medical Furniture & Equipment

1. PHN. Tield Kit (Estimate) $1000
2. Clinical MCH I.LH.S.
Sub-total '$1340
TRAVEL
P.H.N. Field Clinics 7 Villages (3x)
Air 2100
Perdiem (4d) 3360
MCH Travel to Village 3 Trips
Air 300
Penjjiem Old) 480
P.H.N. Conf. Training 1 Trip
Air 200
Perdiem (5d) 215



Clinical Space:
Moving (New P.H.N.) 2,500 Lbs. or
$3,000 Which ever is less

Malpractice Insurance:

1. M.C.H./Nurse Mid-Wife
2. PHN.
Sub-total

ADMIN OERHD

Admin. (Contract Negotiation and
nat cement)
Postage
Zerox
Telephone
Total

1500

I.LH.S.

260
120
$13,980

2,000
200
200

77650

$85,935



I
THE BETHEL SERVICE AREA

The region which the Bethel Service Unit covers is an area of 75,000
square miles. The Villages we are dealing with are small in popula—
tion and the number of Villages still remaining is large. There are
14 thousand natives in this region consisting mostly of Yupik Eskimos.
Thefe is a small number of Indians in the Northeastern part of the
service unit. 31% of the total population are between the ages of 5
and 1A years old. 1A% of the total population are less than 5 years
old. The average growth rate of the Bethel Service Unit is 1.3% an—
nually. If the populaticn continued to increase at the same rate as
in the past (1.3%), the population will exceed 1S,500 by 1980. The
. dian income for the whole Bethel Service Unit is $3,7A8 annually.
The labor force of the region is 2,172 people which is 15% of the total
Nepopulation. 1A% of the total labor force is unemployed. Public ser—
vice cr government employees account for 16% of the individuals employed
in Alaska, but 25% of the employed population of Bethel. Education is
also a big source of employment for Bethel area residents, with about
19% of the employees in the area in education. The other large sources
of employment in the area are health and welfare services and religious

and non-profit organizations.

Transportation is Difficult

There 1is one hospital in the Bethel Service Unit which is located at -
Bethel. It can hold 42 patients at any one time. This hospital serves

mthe Natives in 75,000 square miles in which there are over 14 thousand people.
The hospital is understaffed, with seven doctors and nurses. The villages
are visited an average of once annually by a doctor. Most of the
work done in the villages is handled by the health aides. The bigger

villages have small clinics from which the health aides can work out of.

Public health nurses visit villages on an average of three times a year to

assist the aides, to train them and to provide preventive health services.




All of the patients have to be flown into Bethel either by charter

or scheduled airline services. The average cost of travel between
Bethel and a village is $ 56.00. Transportation and communications
problems prevent good use of the hospital at Bethel. The birth rate
per 1,000 has been declining and was at 26 per 1,000 in 1970. That
still exceeds the rate for the United States and the Stato of Alaska.
The death rate is 4.9 per 1,000 which is lower than the 9.5 for U.S. as
a whole, but this low figure is more of a reference to the numerous
young in age rather than good health. For the infant death rate of
less than 1 year olds, the Bethel area is still higher than Alaska
and the U.S. as a whole. Accidents are the major causes of death in
the service unit. Among diseases the next highest cause of death 1is
maligna.it neoplasms, but accidental death is 3 times higher than that.
Other diseases commonly reported in the area are: otitis media,

pneumonia, colds and infections.

THE YUKON KUSKOKW7M HEALTH CORPORATION

The Yukon Kuskokwim Health Corporation (YKHC) was originally started

in 1969 and has been funded by OEO until May of 1973 whenit was
Shifted over to HEW. YKHC 1is controlled by 25 board members of which
17 are Yupik Eskimos. The purpose of YKHC is to provide better health

care and to bring about consumer control of health care. It functions

through 13 departments which are:

1) Community Liaison,

2) Community Health Representatives,
3) Health Aide Education

4) Dental Health Educators,

5)- Eye Care

6) Mental Health

7) Administration



10) Streptococcal Surveillance Program
11) Maternal and Qu.ld Health

i 12) Prematemal Hrre

. = 13)Child Care

I
The Training of Health Aides . .
1

Since 1970, YKHC Field Trainershavebeeninvolved intraining health aides,
The goal at that time was togivebesic care knowledge to oneaide ineach
of the 47 native villages. To learn the basic care knowledge the aide must
participate in 9 weeks of village end classroom training spread over a six
nmcnth period. At present, 29 out of 59 aides have received this training.
This means that 33 out of the 47 villages in the service unit new have a
trained health aide. By the end of next fiscal year (June 30, 1976), it is
projected that all the villages will have an aide who has received the basic
care ]J<nowledge training. Concurrently with the introductory :ourses the
training will continue in specific areas to those who have had the first
nine weeks. Thera is 1 aide per 300 people plus one secondary aide in the

villages, or 2 aides per 600 people.
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1970

COUNTY .
Popula tion

CENSUS

DIVISION Number  Percent

(c.c.D.)

WADE HAMPTON 3,917 100.0

(C.C.D.)

KUSKOKW IM

(C.C.D.) 2,306 100.0

BETHEL SERVICE

AREA - TOTAL 13,802 100.0

ALASKA 300,382 100.0

Notes: C.C D. - County Census Divisions

Whi te

Number

747

321

584

1,562

236,767

Source: U. S. Department of Commerce, Bureau of the Census

Percent

9.9

5.9

25.3

11.3

78.8S

Fthniritvy
Black

Number

24

12

35

71

8,911

Percent

0.3

1.5

0.5

Other

Number

6,808

3,674

1,687

12,169

54,704

1970 Census of Population, General Social ond Economic Characteristics, Alaska, PC (1) - C3

Percent

89,8

93.8

73.2

88.2

18.2

Median

Age

17.2

16.2

19.9

22.9

Average
Number
of Persons
house

5.70

5.88

4.73

3.52



TAELE 2

MARITAL AND FAMILY STATUS OF RESIDENTS OF
BETHEL SERVICE AREA, 1970

1
Number
Number of Families 2,190
With Children Under 18 1,691
With Children Under 16 1,062

Number of Individuals
Total 13,802
Living in Households where

they are not related to the

head of the household 202
Number of Males Over 14 Years 4,320
Married 2,266
Single 1,849
Other 205

Number of Females Over 14 Years 3,567

Married 2,002
Single 1,254
Other 311

Source: U.S. Census of the Population,

1970.

% of Total
100. 0%

77.2
48.5

100.0

15

100.0

52.5
42.8

4.7

100.0
56.1
35.2

8.7

+ V30



ECONOMIC INDICATORS'
BETHEL SERVICE AREA

1970

BETHEL SERVICE UNIT

Bethel * Wade Kuskokwim TOTAL ALASKA
- Hampton* =
Family Income
Per Capital Income $1,336 $1,069 $1,670 $3,456
Median Income 4,085 2,655 3,744 mn 12,296
% under $3,000 40% 45% 41% 42% 9%
% over $10,000 23% 9% 22% 18% 62%
Housing
Median Rent $ 108 $ 108 $ 74 $ 171
Median Home Valiyp $ 5,000 $ 5,000 $ 5,000 $5,000 $22,700
L
Civilian Labor Force 1,380 450 341 2,191 98,286
Employed 1,208 400 275 1,883 89,236
Unemployed” 192 50 66 308 905
% (7%) (1%) (20%) (14%) (9%)
Public Assistance
% of Families with 33% 250, 20% 29% 5%

public assistance or
public welfare.

* County Census Divisions

Notes: a) Sample survey of 20% of 1970 census returns - t
b) 16 years and older, male and female labor force
Source: 1) U.S. Department of Commerce, Bureau of the G nsus

1970 Census of Population, General Housing Characteristics, Alaska, PC fl)jj_3_

2) U.S. Department of Commerce, Bureau of the Census
1970 Census of Population, General Social and Economic Characteristics,

Alaska PC (1)-C 3,



RESICENTS

U.S. TOTAL



b
n

, POPULATION, BIRTHS, , ,D DEATHS m
BETHEL SERVICE AREA, 1960 - 1970

*. ESTIMATED LIVE
MID-YEAR BIRTHS

YE/JI POPULATION Number Rote" *
1960 11,000 492 44.7
1961 11,287 534 47.3
1962 11,574 520 44.9
1963 11,861 539 45 .4
1964 12,148 482 39.7
1965 * 12,435 501 40.3
1966 12,722 517 40.6
1967 13,009 438 33.7
1968 13,296 379 28.5
1969 13,583 336 24.7
1970 13,870 367 26.5
Notes:

1. Population estimate is straight line interpolation between 1960 and 1970

midwyear population estimates.
Rate per 1,000 mid-year population.
b. Rate per 1,000 live births.

Source: Alaska Department of Health & Social Services.

-10 -

CRUDE

DEATHS

Number

102

123

117

107

96

139

103

102

76

76

Rate

9.3

10.9

10.1

9.0

11.2

8.1

7.8

INFANT

DEATHS

Number

49

49

46

28

34

73

35

34

21

12

[ I
Rate

99.6
91.8
88.5
51.9
70.5
145.7
67.7
77.6
55.4
35.7

24.5



PERCENT OP BIRTHS 2500 GRAMS OR LESS
VERSUS
TOTAL NUMBER OF BIRTHS IN RACIAL CATEGORY

, 1  WHITE
ra NATIVE

GRAPH 2

-1iJ



GRAPH 3
T BIRTH RATE AMD ORDER OF BIRTH

| i\
i\
Births per 1,000 population *

15

10

P 11 -—

1966 6/ G8 B 7 =7
* Native population,

l1la



TAHE 5
FERTILITY RATE 1970
-COVPARITIVE HAURES

BIRTHS/I,000 \WWOMBN

AREA ACES 15-44
1. BEMHA. TOTAL* 150.3
Native 155.8
White 65.0

2. STATE OF ALASKA*

White 100
Native 158
3. US. TOTAL* 87.6

*Source State of Alaska Statistical Summary of Vital Statistic

**U.S. OHEW Annual Summary for' U.S. 1970, 1ISVI72-1121,
September 21, 1971



TABLE 6
PEDIATRIC HOSPITALIZATION

- JFD AND BIPATIDLT-

BETHH. SERVICE UNIT HOBPITAL

Estimated Population/Total

Child Under 15 Est.
Nutiiber
Percent

D Medical Visits Under 15
Nunber
Percent of Total
Rate/Person

Pediatric Admissions
Nuner
Percent of Total
Rate/ L,00O0 Population

Patient Days

Pediatric
Nunber
Percent of Total
Rate/1,000 Population

**28 Days - 14 Years
LORE 1

1"68
13,300

5,985
45%

14,260
@
1.1

1,056
4%
170.4

*Actual .19/0 In(bnnation Fom 1970 U.S. Census

1970
13,820*

6,269*
466+

1973
14,233

6,689
4%

8,206
Ko

B
83.7

4,844%*
4
724

1973 Direct Inpatient on Request Honn 21 and ARC
Request Report 9, IIIS.

2. Bethel Service Unit Study, Vroftram Analysis, July

31, 19609.

-13-



TABLE 7

PEDIATRIC HOSPITALIZATION
-COVPARITIVE STATISTICS

BElFH. KASR SR RA\L; UsS.
AREAT NCR  SCR. QGANIY TOAL

YEAR 1973 1969 1970 1970 1970
AE GOF 0-14 0-14 0-14 0-14 0-17
FOPULATION SIZE 6,689 294,190 7 440,320 (?

ADMSSION RATE1000 83.7 40 4.1 55.7 70
PATIENT DAY RATE1000 724 200 203 214 -
ALO.S. 8.6 6.0 4.9 39 -
O.P.D. RATHPERON 6 - 6 - -

PEDIATRIC 1ICSPITMUZATICM

ACE i ' QURPAJTENT PAY PATE BEILTH. APIA KAISER NORTH CALIF
0-4 Patient Day Rate/1000 1,785 243
5-9 Patient Day Rate/1000 \ 287 120
10-14 Patient Day Rate/1000 N 114

NOIE 1. Excludes Hospitalization in ANN§ Therefore figures are low.



LEADING CAUSES OF DE.
BETHEL SERVICE AREA
1969

CAUSE CF DEATH

EIGHTH REVISION NUMBER

All causes

Accidents,(all types)
800-962
|
Malignant Neoplasma
140-205

Diseases of the Heart
41P 443

Influenza and Pneumonia
480-483;490-493

Diseases of Early Infancy
760-776

Vascular Lesions, Central
Nervious System
330-334

Genctal Arteriosclerosis
450

Congenital Malformations
750-759

Suicide
963; 970-979

Other Circulatory Diseases
(aneurysms, embolisms,
thromboses)

441-458

Cirrhosis of the Liver
581.0; 581.1

Diabetes Mellitus
260

Emphysema
492

All Oths r Causes

TOTAL

76

22

20

JBY AGE GROUPS BY YEAR

1Yr.

12

Neuirr»r; Alaska Department of Health and Social Services.

DEATHS BY Ace GROUp

1-14 Yrs. 15.64 Yrs
25 16
14 3

/1

/!
1 5
3 4
1 0
0 0
0 0

Im

Im -
6 4

65+

23



LEADING CAUSES OF DEA.
BETHEL SERVICE AREA
1965, 1967, 1969

1

CAUSE OF DEATH
EIGHTH REVISION NUMBER a*

All Causes

Accidents (all types)
800-967

Malignant Neoplasma
140-205

Diseases of the Heart
410-443

Influenza and Pnuemonia
480-483;490-493

Diseases of Early Infancy
760-776

Vascular Lesions, C.N.S.
330-334

General Arteriosclerosis
450

Congenital Malformations
750-759

Other Circulatory Diseases
(aneurysms, embolisms,
thromboses)
441-458

Cirrhosis of the Liver
581,0;531.1

Diabetes Mellitus
260

Emphysema
492

Notes:

1965
Number Rate *’

139 1117.8
28 225.2

6 48.3
13 104.5
18 144.8

6 48.3

1 8.0

0 0

5 40.2

0

1 8.0

0

1 8.0

1. Per 100,000 estimated mid-yeqr population

2. Per 1,000 live births

a. International disease index

b. By1969 rank

Source: Alaska Department of Health and Social Se-vices

16 -

1967

Number

102

28

13

1969

Rate ~~* Number

784.1 76
215.2 22
61.5 9
76.9 7

61.5 7
99.9 6

15.4 3

1

30.7 1

0

0

0

0 0

Rate

559.5

162.0

66.3

51.5

51.5

44 .2

22.1

7.4

S

AN



Percentage Distributic .of Patients by Number of Medical Checkups and
Date of First Checkup for Each Source of Payment for Hospitalization
rrenatol CoOre Survey, Alaska, January-June, 1973

Source of Payment
Date of First

Checkup and Number Govt. Pub. Not
of Checkups Self Insurance Host). Asst. Other Deported Total |
1
i
Before 3rd Month 65 .1t 79 .5 v B 41.7 40.5 54 .2 58 .3
1-2 2.0 0.8 1.8 2.8 2.2 5.1 1
3-4 2 .4 0.6 %,% )< © 3.0 3.4 1.8 }
5 or more 59-3 70.0 - i Jo~ 42 .5 45 .7 9. I {
Not reported 17 0.9 1.2 1.4 0.8 1.2 !
]
3I’d—6th fionth 33-1 26.5 45 .7 43.0 43 .2 28.8 9*7.*9
1'2 0.7 02 3.6 20 3.7 1.7 2 0l
3-U 3-7 0.6 4.8 9.7 6.7 1.7 3.7
5 or more 23 .4 25 1 35 7 30 s 32.0 22.0 30.6
Not reported 0.3 0.4 1.4 3-4 0,8
7th Month or Lntcr 1 s 1.0 2.6 11.1 5.3 3.4 2.5
1-2 0.6 2.8 1 s 0.4
3-4 0.3 0.2 1.3 6.9 8.0 0.9
5 or more 1.2 0.8 0.6 1.4 0.6 3- 4 1.1
Not reported 0.3 0.1
Not Deported 27 4.2 3.0 13.6 2.0
0 6i 2.2 8 .5 1.4
1-2 ' 0.1
3-1* 3.4 0.1
5 or more 0.1 0.1
Not reported 0.4 9 F 0.8 - 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
- 17 -



Table i

Percent of LowWeight Birtha nnd Percent of Mothers With 5 or More Medical
Checkups Starting Bcfcre 3rd Month of Pregnancy, by Type of Hospital Control,
Prenatal Care Survey, Alaska, January-June, 1973

_ $ of Births Ppof Mothers vith 5 or
Type of Hospital Control $S~ 2900 gl more checkups stnrting
before 3rd nonth

Non-governmental, nonprofit, non-church h.2 61.6
Church operated 6.5 55.7
Public Health Service Indian Service 7.9 1*1.0
City H7 55.3
Military 6.8 181
Other 7.1 53.6

TOTAL 6.2 53.6



Vital Statistics Summary

il
Bethel Service Area: 1970-1973

i
’

1970 " 1971
Total Live Births * 367 371
Total Deaths 68 = 79

Total Infant Deaths 9 . 15



Bethel Service Area:

Total All Causes

Certain Gastrointestinal Diseases
(004, 006-009, 535, 561, 563)

Influenza and Pneumonia
(470-474, 480-486)

Congenital Anomalies
(740-759)

Birth Injuries
(764-768, 772)

Asphyxia of Newborn, unspecified
(776.9)

Immaturity, unqualified
777)

Other Diseases of Early Infancy
(remainder of 760-778)

All Other Causes

Causes cT Infant Death

m yr

9

1970
-28 days

6

19*/0 and 1973

28 d-11 no

3

-1 vr

12

1973
-20 days

4

20 d-11 mo

8



LEADING CAUSES OF DEATH BY AGE GROUPS

BETHEL SERVICE AREA: 1973

i e _..- -Residence Data
Less Than More Than
Cause of Death TOTAL 1 Year 1-14 15-44 45-64 65-84 84 Years
1
All Causes 95 12 4 35 20 15 9
Accidents (all types) 23 1 1S ,j 5 -
(800-949; 980-989) 2 :
Malignant Neoplasms 14 1 1 5 3 4
(140-209) i
| ;4
Alchoholisnm 11 8 2 1 -
(303) » * *n
Influenza and Pneumonia 8 4 1 1 1A - 1
(460-509) 1
Heart Disease 7 - - 1 3 2 1
(393-429)
Vascular Lesions 5 - - 2 2 1
(430-438)
Suicides 5 - - 5 -—
(950-959)
Diseases of Early Infancy 4 4 - = —
(760-779) |
Tuberculosis 3 - - 3 e
(010-019)
Other Infectious Diseases 2 1 1 e
(000-009; 020-136) 1

All Other Causes 13 2 1 2 2 2



TASK DESCRIPTION

1. Review of hospital chart and prenatal form will be the responsibility
of the district physician with back-up andcoordination by the MH
program and the (B physician.

2. Identification of risk and development of the plan of care will be
the responsibility of the district physician. Again the district
physician will be backed up by the MH Coordinator and (B physician.

3 All plans of care will be given to the MHprogram to disperse to the
M8 AN
4. MH program will maintain the tickler file and will keep each phy-

sician abreast of the prenatal, postpartum, and early childhood patient.
MH program will update prenatal record based on monthly reports.

MH program will meet with each district physician 1 eviewing MH
patients prior to the physicians travel.

5. Coordinate and run the prenatal program for Bethel and village
patients at the Prematemal Hine Insure that each prenatal has a
complete exam and educational sessions. Work closely with the
Bethel HINand Prematemal Hne Director.

6. Manege the care of prenatal and postpartum normal patients on the
B ward during the day.

7. Be on call for delivery of babies once a nmonth.

8. Maintain tickler file on discharged babies and m'.tiers. Complete

physical on all maternity patient's prior to discharge and coordinate
follow-up care in die village &X' hospital by the physician, community
health aide and RFLN

0. Working with the pediatrician investigate the feasibility of develop-
ing a high risk file for infants to age 4. Coordinate all efforts
with the AN Focus nay initially be on children with chronic condi-
tions.

10. In service training for physicians, (B nurses, physician assistants,
and healtli trainers.

11 Consult with the GHA training program to coordinate the health aide
training both in Bethel by YK training staff and by FAINin the
field. Somy clinical training of GHA ey be done by the nurse
midwife during her normal course of direct service.

12. Develop and maintain an awareness of the village and their problems
in relation to the MH program.

13. Work with (B physician, MIH consultant and others to evaluate the
progress of the MIH program.

-9-



APFENDIX i i
MC.H. SYSTEM
=QOrganization-

I.H.S. P.H.N. Y.KH.C.

Coordinating
Group

MC.H.
Co-ordinator

. Refen.-al _
.Consultation
.Service

~f i

Gmm Y.KH.C. Itenerate Premat. I.H.S. F.H.P. Bethel Public Health Nurse
Health Aide Train Nurse Hoire Hospital

.MD.

. Nurse

.Nurse Aide

I.H.S.

Consultant



lctivity/ steps

Identification
of pregnancy.

First prenatal
exam

Send prenatal

form for rew

pregnancies to
Bethel.

Review Of
prenatal foim
and hospital
record and
complete
orenatal form.

RESFONSIBLE FERIN (s)

. Mother

. Community Health Aide*

.During Field Trips:
PH\F

Physician
MCH
F.H.P.

.Health Aide

Itinerant
P.H.N.
Physician*

.Bethel Hospital

.Community Health Aide*
.During Field Trips:
PH\r
Physician*
HP

. District m.D*
M.CH. Back-Up

VILLAGE M.C.H. SYSTEM

FREQLENDY TIVE

First Trimester
(Goal)

At time of
identification of

pregnancy is ideal..

Firts Trimester

Weekly

FROB BVS

: mothers do not think it iIs important to go to

the Health Aide as soon as they find out.

.Health Aide nay be a relative who you do not want

to let krmew about a pregnancy.

.Mothers do not know importance of early identification.

A complete exam cannot be done at the village level
by a Health Aide and by many P.HN.
Sone patients would require nore lab. work-up.

.Level of training.
.Need supervisory support of Health Aide by P.HN.
and Physician.

Adequate clerical staff.

Sufficient time of medical records to pull ad
distribute records.

.Charts do not have all needed info.



S.

0.

Identification of  eDistrict MD.*
risk- (See .0.B. Physician*
Appendix Vv.). Review high risk.
identify risk and .AN.MC. Consultant.
determine if a more .M.CH. Back-Up
comprehensive
prenatal exam is
required,

Develop plan

of care for
normal and
abnormal
pregnancies and
dispense it to C
H.A., P.H.N,,
Fhysician.
.Schedule of
exas.
.Instructions to
mothers.

.Date to come

to Bethel to
Preiaatomal
Hne.

Weekly as
necessary,

M.C.H.* with district MD.
.0.B. Physician Consult.
.ANMC Consult.

Weekly

Add new
pregnancies to
tickler file to
follow all

pro 'nancies from
pre-natal, to post
partun, through to
the first well
baby check.

MCH* Weekly

Y TIME

PROBLEMS

.Not enough aides have sufficient experience to

perform the basic examinations therefore the
identification of risk is limited to the quality of
info, gathered by the Health Aide.

.Need to bring nore prenatals in for complete exam

when high risk is indicated or to obtain nmore info, tol
determine high risk. t |

.Need to have physicians involved nore in this activiiyl

.Physicians are not involved enough in
formulation and execution of the plan of care.
Need to reinforce their involvement.

.Mail service can hamper dispersion of plan of
care.

<Foms do not have enough room for plan of care.
A "Normal" plan of care lias been adopted by
the medical sturf so that oily unusually or
special information needs to be on the form
concerning the plan of care. Ihis nay reduce
the problem.

.Physicians need nore info, on plan of care for
specific high risk conditions (See Appendix v.
hjgh Risk Factors and Plan).



Review of tickler
file with persons
prior to field
trip for new and
continuing
pregnancies.

Ongoing
examinations/
education of

atient as prescribed
y the plan of care.

Report pregnancy
examination info,
monthly on

"Pregnant Patient
Monthly Reportll

Evaluation of all
pateints monitoring
any changes that
might indicate
prematurity or
complications. (Use
ticler file).

M.CH*

.Fhysic

.Health Aide*

. Itinerate
Physician*

PHNF

.Radio consultation
with physician.

.Health Aide*
eltinerate PHN\*?
Physician?

M.C.H*
.0.B. Consult.
ANMC.

FREQLENDY TIVE

As need arises.

According to plan
of care.

=According to travel
schediile 3 year AN
1 year Physician.

Monthly

As info, iIs received.

.Co-ordination of schedules.
.Not enough time for discussion of

information prior to a trip to a village
by physi.cian and public health nurse.

Hoxre care by mother.
Lack of Health Aide skill.
Frequency of village trips by itinerate,

r'dblic health nurses, physician.

.Lack of time for PH to train aide for

MCH. Activity too much time is spent
with acute problems.

.Poor radio contact.

.Need to reinforce MCH program with

Health Aides.

.Tine available
.Organization of Health Aide schedule.
.Mail service slow.

.Success is dependent on info, gained in

step 9 and reported in step 10.



PTTVTTY/STEF:

Patient arrives
at pre-matemal
home prior to

birth of child.

a.

Complete
examination
usually at
hospital.
Up date
plan of
care.

Set

appointments.

Pre-natal
and post
natal care
provided iIn
hospital.
Prematemal
honie-health
education.

Admission to
hospital and
delivery.

Complication
Referred to
A.NM. C.

Hospital Post-
Partum care and
discharge.

RESFONSIRLE FEFREN (s)

MH

.03 Physician
AN
*Prematemal Hire
.Hosp. Nursing

.03 Physician**
Nursing *
MCH *

-FHP

-PHN

.03 Physician
ANM, C
(onsultant

=B Fhysician*
-Nurse Hosp.*
-MCH

-FHP

FREQLENDY TIME

Qe nmonth prior to
estimated birth.

At time of
delivery.

At time of admission
or if high risk
prenatal .

After birth 2-3 days

FRCEHVS

Without knowing the date of the expected birth sone
woren do not'get into Bethel in time (Failure of
Step 1).

*Need to increase health education.

.Outdated prematemal hone.

.Training of prematemal hone aides.

.More visits to prematemal home for education about
cnilds rearing as well as prenatal education.
=Mbthers separated from family creates a stress on
the family and mother. Separation anxiety nmay .
cause mothers to postpone coming to Bethel till the
last nraient

Some mothers prefer to go to Anchorage or deliver
at hone.

.Need to increase 0.P.D.
examination of patients.
.Complicated pregnancies nay be referred straight
to ALNMC. without admission.

*Need to orient patient to the hospital prior to
admission.

staff to support

.Over growding due to peak periods of birth.
lac}; of nurse staff. Especially at night.
.Meed to use time for education.

.Emergency referrals hampered by transportation
problems.

-Need to increase education.

.Lack of in-patient staff.

=|leather nay cause delay in discharge.

=Need to begin family planning program before
discharge (now being done).

.Need to orient mothers to the importance of follcr™-
up care by CHA. and P.HN.



1n—  —

cnvSASIW . RESPONSIBLE PERSON (s) FREQUENCY time problphs

On-going well-baby
care.
-Height, Vision,
Weight.
-Immunization
-Physical Exam.
-Health Ed.

.Health Aide*
.Itenerate

-PHN*

-Fhysician
.M. C.H. Co-ordinate
high risk child.
Registry

At least every
three rrmths to
first birth date.
High risk infants
to be followed
past cae year.

£ Post-Partum .CHA 4-6 Weeks after .Additional training of Health Aides.
follcw-up: .Itenerate delivery. .Transp. Comm, problem which inhibit
a. Discharge -PHN* itenerate travel.
info, -Fhysician* .Need to educate mothers.
referred -MCH .Obtaining info, from Anchorage on A.N.M.C.
to P.H.N. “PH? discharges. (?)
S Health .Newborn record sent with mother to the Health
Aide. Aide. Needs to be monitored.
b. Normal follow-
up in village.
c. Abnonnals are
scheduled for
re-visit at
hospital.
d. Receive info,
from Anchorage
on discharged
complicated
patients.
Well-Bab; follow- M.C.H.* 2-4 Weeks.” .Same as above.
up first visit .Health .Co-ordination to insure care is given.
(M.C_H. monitor). .Itenerate
-PHN*
-Physician*

=\ked to increase Health Aide skill.
.More PHN time in village.
.Education of mothers and fathers in regards
to child rearing.
.Increase quality of 0.P.D. care at hospital.
-R.N.
-L.P.N.
-Pediatric nurse practitioner/physician
assistant.



BETHEL M.C.H. SYSTEM

The Bethel Pre-nvaternal patient receives all of her services from the hospital
through its facilities and personnel with assistance from other agencies. Steps 1
to 5 of the previous outline are co-ordinated by the F.C.H. co-ordinator who along
with a physician and other personnel provide the direct services in steps 1-5.
Steps 7,9, and 11 take place in the hospital. Steps 13 admission to hospital and
step 11 hospital post-partum care are the same for Bethel patients. Discharged
patients are referred to the Bethel P.H.N. who follcw-up is done in the hospital
by the 0.B. physician and M.C.H. program.

The problems associated with maternal and child health services to Bethel
residents focus on the under staffed 0.P.D. facilities for examination and care of
expectant mothers and for childhood screening, monitoring and treatment of Bethel

children.



CTIVIT1Y/STEPS

On going .Clinical Director
communications .MCH

co-ordinator .Pre-Macemal
health care .0B Physician

provider team. , -FHP
.PHN
Evaluation .Same above plus

AN.M.C. Physician
.State M.C.H. Office
.Director of South
Central Office
.Y.K_.H.C. Clinical

Director
=State P.H.N. Nurse
Supervisor
Record System M.C_H.
.0.B. Physician
.State PHN
Health Aide M.C.H. o
Training: Y.K.H.C. Training3
a. Signs of P.H.N.*
pregnancy. Physician*
b. Surveillance
- Blood
Iressure
-Weight
-Urine
-Swelling
-Measure
Womb
-Hemaglobin
c. Explain Minor Disorder
d.  Health Ed. Prenatal

Post-Partum 8 Well Child
€. Emergency Childbirth

HESIONSIBLE PERSON Cs)

MANAGEMENT OF M.C.H. SYSTEM

REEQUEICY TIME

Every 1-2 months.

Annual

Basic Training
(Over a nine week
session).

PRO3LEIS

.Lack of enough time for direct care
providers participation.

.Need to orient new physicians and
participants to the program.

.Has yet to take place.

.Complexitv of form.
-Amount of paper work for Health Aide.
Otter providers.

.M.C.H. Co-ordinator assists Y.K.H.C.
tra.irv.rs rind evaluates Health Aides.

.j.o additional training beyond basic prior t0
departure.

.Not all aides can meet tire basic skills and
need more training.



ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

APPENDIX 1V

division of rur.i.ic health
SECTION OF NURSING

PUBLIC HEALTH NURSING SERVICES - 1973
Under the direction of the regional health officer, regional nursing supervisor,
or case-responsible physician, the public health nurse provides and promotes

preventive,.therapeutic, and rehabilitative nursing services to families on a

community-wide basis in homes, health centers, schools, and clinics.

CQVIXUNTCABLE DISEASES

Public health nurse participates in disease control activities through general
preventive measures, early identification of disease, provision of care, and
supervision to reduce effects of disease.

Examples of Service:

1. Immunizes specific age groups against: diphtheria, tetanus, whooping
cough, p lio, measles, rubella; and influenza, smallpox, and rabies when
necessary.

2. Instructs individuals, families, school personnel, community groups on
prevention of spread of contagious diseases.

3. Investigates sources and spread of diseases on epidemiological basis.

A. Treats communicable diseases according to physician's recommendations or
Medical Standing Orders (M30). Examples: tonsilitis, impetigo, con-
junetivitus, diarrheas of early childhood, respiratory conditions.

5. Collects specimens for bacteriological examination: blood, feces, etc.

6. Interviews and counsels VD patient and contacts; treats according to
physician's recommendations or MSI).

TUBERCULOSIS
public health nurse |Is responsible for:

1. Case-finding )

2. Supervision ) TB cases, contacts, and suspects.
3. Followup )
4. Surveillance ) Previously infected population
Exampies of Service:
Chest X-ray Community Surveys: Planning, organization in some areas.
2* Tuberculin tests: Negative preschool and school children annually; other

age groups as indicated.

3* Sputum andurine collection for bacteriological examination.

Kgfurs for medical care; prepares hospitalization p. ,,ers.



TUBERCULOSIS, Examples of Service (Cont.)

5. Chest Clinics; Organizing, participating.

6. Chemotherapy and chemoprophylaxis: Home supervision, distribution of
anti-TB drugs. e o

MATERNITY CARE

Public health nurse helps to: 1. Evaluate condition of prenatal patient for

need for special care and assists with plans for attaining it. 2. Prepare the

patient and fan to deal with physical, emotional, and social changes incident

to childbearing.
Examples of Service:

health

supervision:

1* Prenatal appraisal and

2. Refer « and reports to physician.

3¢ Prenatal, counsel ing :

A. Emergency dellvory :

Health history; patient’s complaints

Nurse's observations

Weight gain

Blood pressure ) Only in villages
Hemoglobin ) with no imrnedi-
Urine tests: sugar,albumin)ate medical care
Fetal heart beat check )

Patient and family

If patient is unable to reach hospital or

if village midwife not available. Patients

encouraged to have hospital delivery.

~® Post:nartum followup : Home visit first week after hospital dis-
charge or on first field trip.

6. Parents* Classes : Prenatal care, -infant and child care, child-
rearing.

FANTTY PLANNING SERVICES

Public health nurse gives family planning counseling and services, as they relate

to spacing of pregnancies and promotion of optimum health for the family.

Exatnp lel. of Service :

1. Contraceptive counseling as necessary.

2. Pregnancy test, Pap sincar, hemoglobin; other related tests or examinations.

I NFANT AND CHILD HEALTH CARE AND SUPERVISION

Public
the

health
highest

nurse assists the parent

possible level of his

counseling,
Examples of Service:

1. Child Health Conferences:
OR

Health

2. Early and Periodic Screening,

Diagnosis and Treatment

program

keep
complete well-being by means
Child Health Nursing Conferences,

the well child wcil and promotes

of individual

and group instruction.

appraisal:

Health and developmental history
Growth measurements
Developmental assessment

Dental screening

Vision test

Hearing test

Hemoglobin
Immunizations/tuberculin test

-2-



INFANT AND CHILD HEALTH CARE AND SUPERVISION, Examples of Service (Cont.)

When indicated: Referral to physician
Counseling mother on child's health, growth, and development

Followup services

3. Home visit: Instruct?o-. on care of infant and preschool children.
Demonsf.rat3.on of infant bathing, formula preparation, etc.

SCHOOL HEALTH SERVICES

Public health nurse gives school health nursing services which aid in attaining
and maintaining student's optimum fitness to learn. Through these services,

she also increases the students' understanding of health and health problems.
Examples of Service:

1. Health assessment:
Cumulative health record
Health history; students' complaints
Teacher/nurse observations
Physical inspection; dental screening
Tuberculin testing
Vision screening
Hearing screening

— ., Physical examination (assists physician)

2; Counsels pupils, teachers, parents, and others on students' health

problems and assists them plan for appropriate.care.

3. Reinforces and supplements teachers' health education activities by

assisting with materials or suggested content.

A. Provides and arranges for care of injuries, and of emergency or continuing

illness.
CRIPPLED CHILDREN'S SERVICES
Public health nurse helps to locate and restore Alaska's handicapped children to
as nearly a normal life as medical science can accomplish, so they may develop

to their maximum potential and Jocome useful and productive members of society.

Examples of Service:

1. Case-finding through home, school, and Child Health Conferences.
2. Referrals for service: Eye, E.N.T., orthopedic, pediatric clinics.
3. "C.C.S. clinics: Organizing; participating.

A. Followup nursing seivice after diagnostic procedures and treatment.

Public health nurses assists with:

1. Locating children suspected of mental retardation, development disabilities,

emotional disorders.

-3 -



CHILD STUDY CENTER (Cont.)

2. Referrals to Child Study Center for developmental evaluation.
3. Multi-discipline case conference - participant.
4. Assistance to parents in accepting child and limitations.
. . «
5. Counseling parents on self-help training of MR child, and coping with
other disabilities.
6. Stimulation of community interest in mental retardation, developmental
disabilities, emotional disorders.

COMMUNTC'TTVE DISORDERS (Hearing Loss/Speech Problems)

Public health nurse helps to identify children with speech, hearing, and
language disfunctions, and assists the individual attain his full potential
in good communication.

Exampl* eof Service:
Auditory threshold tests on children who failed screeningtest.

Refers to private, state, or federal program for care.

Followup audiograms after otological surgery.

A W R

Instructing families on preventing acute and chronic otitis media.
ACUTE AND CHROMIC DISEASES IN CHILDREN AMD ADULTS

Public health nurse aids in the detection of families with acute and chronic

illnesses and encourages individuals to seek prompt and adequate carc, or renders

direct care according tio MSO in absence of immediate medical treatment. Assists with

followup of medical reepmmendalLions through interpretation and encouragement to family.

MENTAL HEALTH - MI-LTAT, DISORDERS " AT,COHOLISM - DRUG AKUSE

The public health nurse assists with case-finding, referral for evaluation, hospital
arrangments, emergency' handling and treatment of acute conditions, and patient/
family support, including supervising home care of the ill patient.

Public health nurse works on an individual, group, and community-wide basis to assure
use of all available, measures to prevent mental disorder or emotional malfunction.,

including alcoholism and drug abuse.
HEAT 'HI r DUCAT ION

Public health nurse uses health education technigues and materials in all
personal contacts and community health activities. Among her various tools are
films, slides, pamphlets, posters, demonstration kits, etc.

I
Every individual or family problem, however minor, has its teachable moments.
Health education is directed toward defined problems that families recognize,

and toward a specific course of action that they see as reasonable and possible.

Community health education is directed toward the health needs of the community,
what the community perceives as their health eds, the community's level of
understanding, and their readiness for grou; 1th education in relation to

their health problems.
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Trained Community Health Aides are employed in each village to assume increasing

responsibilities in acute episodic health problems, in matters of health surveil-
lance- and preventive health services. As the Community Health Aide training pro-
gram continues to advai .e and improve the curricula in order to provide the Aides =
a solid foundation on which to build better village health services, there is a
need for on-going supervision by health profe?'-' mals for both technical -and legal
reasons, and evaluation of the Community Healti- ..ice’s work performance and train -
ing . -

The Public Health Nurse acts as consultant ad teacher to the Community Health

Aide in the village setting, particularly in areas of preventive health and nursing

and assists the training programs evaluate the work pi.rformance and formal training
of the Community Health Aides via quarterly progress reports.



action plans fo:i
OBSTETRICAL ITIG~A-ni"ACTORS

SECTION s STATISTICAL INTOriTATIPN

In general, these iters sirply place the patient in a high-risk group
statistically Speaklng; that is, patients falling in this classifica-
tion have wore cor?.]ice Liens vit'n pregnancy. T'or r.ost patients in

these cl.-l.or>i..3r.»- o#ii| no specific treatr.ent plan is necessary other
than routine folio-.:-up with attention to weight gain, blood pressures,

nutrition counseling and such factors.

Age 1C or vou-i-ar: Particular attention should be paid during the pre-
natal course co possible develop:.ant of to::c.aia, to alleviating an::Litis,*

regarding pro rancy, and to her nutritional status,

PrJ.w.ar.ravida, ago. 35-1n: T'ne high-risk situation is especially at the ti:.:
of labor, dui:i; Itu.ch nhe should bo closely followed both for fetal well-
being and for satisfactory progression of labor. If there have been r.o

coMplicatio is during pregnancy s‘*2 can he followed a:: the hosniccl rearer*
her residence. If any abaorrilitics develop, specialty consultation shou.l;
be obtained.

Arc 40 or greater: Consideration should be given in early pregnancy l.o
diagnostic a. :iocentc:;ls for iw o wo : abnor.-rj.itier. Wi th the under.';find-
ing that such a procedure involves risk to pregnancy and a positive dL> -

nosis would lend to the recce'-.onclnticn of abortion.

Patients Para V or r.oro: This patient is especially high-risk at the t:i:
of delivery and post-partun py iod for abnorwalities r.uch an labor dys

increased incidence of uterine rupture, and increased inaid .nee of par.t-
Parturi herOrrhage.

Two or wore snon or.; nbco jenu in fir: t t i- u*e: Ideal 5y, such pa’, i-..
should have ape-elaity ecr.suj tatj.on c-d u’rlunLi.i.n betva.en pix-gn.-v.eies. 0..:
the patient is tpivgnai'.c specialty c< wultacii ii should he obtained regard!:.:

further treatwar,!, of this prob.leu.

S'CTK'i: 17: V." vfn''a apyg-y 'fl'.l, 1V, ' 'Y

eInfortili - Gr wore thaw l&. va®y * Cuuh a hir tory plao'w a pr.wir.iil Jn ;

higher s'auiat.ic.ai vrou.. for licai: fana or pro;;urncy, thru0 ] no e,pecl; tc
cave, pl'-ns era a iona'atyd . ivis firent 1. 4 fe 1~ M<WIz>» » ¥ [

ttiltur @ , as *ell as .ee likely o T.V lol— 1, r*

labor JdslN\a . .  a—=u im ; iloano*l ulo; 1y - OL= P LB
“itorud to . e . 1 0O.i'Blo :0, fetal \ 1i.~’11 }Y-,l -jul olrvr' fd Co"

during the Lira of labor.



M3,1or birth defect:.: Cara for nuch a patienc 11(: as to be individual bred
carort'iin'; to the specific defect and the chances of its repoticier.. *.."hen
indicated, .a diagnostic arni.occntcsis can ba performed for riircs.ojcna

studies, again with the idea of abortion for abnormalities.

Infant weight greater then ton pounds: Such a patient should be screerod
for chcu.acai evidence of dinbc-tcs rel.lituu with a two-hour post-p~ar.-lia!
glucose, both at the time initially seen and again in the early third
trimester. Attention should bo paid to this patient at the tir.o of deli-
very for repeat fetal r.acrosonia with resultant labor dystocia or problem.:

such as shoulder dystocia.

Couplicamod_l.abo_r: This previous ccrplication should alert the attendants
at the ti; ; of labor to the lihelihoo.* of a repetition.. Sere tire during
the prenatal period a good clinical evaluation of the pelvis should be per-

formed; otherwise, there are no specific treatment care plans.

Breech nrusnnl: <ti en O.=- abr”rral Lresenta’
fully evra."incd as Sho near® 1lr_inet four
presentstion, rofet¥ing any su cions pv
uation with reforrai <o 0 spec.1iftiLr.t for

Difficult Or :1d-_fcre'*:i <alivo CV* sSuch a
clou at tnc ti.a of 1;.bor to t-1) per.SiM I

wills rep: fi Lie.; of ti..mprob] ai.: Jt:ring t!:

Previous c'osnrenn portion: finch a naticnt :houM be SEEN as er.viv

posMb ;o an p'v; icy to . fa as t lv as ~assibio
should be i *arered uCormly to note regular 1+h. C re. should be t;\ er.
to determine fetal iI. art tou.-s ii'. the area of ! ’.or; . and La no'e t: e

time of initial fetal :oveticut. Attention to such <=L -il; ill aid in
confirming the gestational age of the pregnancy, end riles: a cao?.arena
suction at.tern with tore assurance of a natures infant, 'th: patient
should be referred at 21-1)7 we.hr. geataci.ua to the. physician.? who will
perfom her surgery.

Prenntur e delivory r'vl Rentes nbnrt!lon in sccond trilWater: Attention
LU  11)o0 J-1t \11%-  -iu 0 Linltint U L3 v, L . vooc. -\

of »!ic previous incident. Of 1 IrporS :nre i wh d - WS it
w.is actually in Il..her, whecher th. Is... was pr c: a by a t;
period of coatmet larc, or whether Lucre veiv: re; Lined i-.=.n- . ;=< no
contractions. 'iiie history of loan with no ripw.Ifjconr coat,tnet tor.:: sti -
gcsts an inci'i p .fi ot <wvi’;, aid the ,mtio.it should be ivfu.;od tn
specialist in e :rly pregnancy, so idat lu*r ¢ rv!:: <m ha ev:Inn.tv ;nd
e>p’’o»rintc Iwp.i 1 r-roc-. durrs yardor. :d, if i:u‘icr.te.d, fa V.S V-scut-
reacv. If the pati* at, c.i . omle=t hand, it*a a i.er. ai. l.= > . ,vii
followed by pre; \ttuT: lean, j;»oblJens r.urii nr. ccavw.n?tal . <'lii: M

uterus run.l t; c.-nMworrv:. Should there in r.i ;i; of pro=alL e labor a ..\i,



|
the patient should Le referred for physicim evaluation mid pc.crible

specialist consultation. L'very post-partrn patient with a second tri-
nestcr icos should have specialty consultation and evaluation prior to

attempting to bacor-.c prep,::ant again.

Abrupt_l_an_: The liheliheod of this complication being repeated ri th sub-
sequent pregnr.nei.vS is hi:;!l-. There are VO specific treetrent plans for
this prollan, c:.',er than attention during the pregnancy to blood pressure,

end physician evaluation of any abdominal pain or vaginal b.leading.

Stillbirth: This patient should be fallowed v;ith attention to fetal wcll-
beir.it. if, in the future, deterr’inationc uuch as urine estrioln become
available, these should ; e obtained. on a frequent basis during the last
trimester. During pregnancy, tan mother should be evaluated icu: I.h factor,
antibody fora:Lion in the mother, serology, charierl evidence c<i diabetes,
serial blood pressures, end the patient rhould have prompt physician re-

ferral and specialist cons iltaticn if indicated..

Infant death in the fir o 23 r life: History of this incident
shoui be . :; es o; fur no ulblu pruiiacai fattot.5, and the patient should
be fo?.1o0’ed ;: ;cii ;is the above patlent if there is any indication of a
prenatal influence on this cause of death.

Infants sr 11 for are at tit rr of dollvnrv: This patient shoald be ohner-
ved. c.lo:»;.iy for wui e ravti m ing the nrmnancy to bo sn.ro thrt it
consistent villi dalLou. If there iany ahna: ity, this patient should,

have physician evaluation and porsibio ipe.fialj.su consult .".ticn,

T11 n; .. 1 el .. s . irri].l," is i:«gni].]..car.t and
attention shoald be ven to blood pros.>u , See pre! ‘e, e ok, !
the cievi'.lc;>r-.2ut 0l ed<:.ia throunbuuc t. >pregnancy, especially i the last
tlimstar.  There rhauld 17 prc p fan referral for cay deviation f
non.nl.

1] - oo This condition has a hign incid of i

mice and alion.ld r e ..Micned for vi.h th.: following delivery.

SKC.7TO?! ITT: AWelteT T ‘eet. JITS?«/\V ’"lle' f'pnNnrgv uvmtcm pprny vwk

utv {so : Tiio ¢ y of operalLior. reports :.ust be obtain 1 me! t
.patient vi evaluates inr method cf delivery for th;..: current preya.ar.ry,
whether !>y c. a area.: i.ctLici or va-iual delivery, Such ovalvs t.:ir.h o -,U
be initiated when patient i first seer. V’'lysicier, referral m.! pp-c’ :?e
ccr :t i< r Vv.ee'-r. par

K i e vs '« pati nt s ; . -iC C' Joart d' e’ *
phyci i . to?C'/vl for a iltorou; » rvalv.aLim: at thr. i.: = o; .
vir.il . S™* :b.r:i'd then he f.dV < > ({i>,1- tr av .t v . o cf
an;.,in i.r -_"~.'Id (?verload, mv_vl 4 _So iles rvav c’e.oly lor of c.v
e * . ej< 11in in.!l' -1 = n< . -

a'- lltie m i*v aw. i, & o' 1f;>

«wn p.r.



Kvpertension and chrsoic renal. ciisense: These patients r..ust be followed

frequently» for c::s;.n;u a:»out every two v:e»!::?, for effects of the preg-

nancy on hypertension end renal status. Vais patient should be referred
for any siipas of deterioration in blood pressure or renal status, lucsa
patients are r.ore iihcly to have retarded fetal jjrcvth and/or prer.ature

labor and delivery.

Chronic resnivatorv d'~"ease: Attention mist be paid to pood pulmonary
toilet throuqrurot pro '.nancy, r.aintainir.p the patient as cotnfc rtabl.e as
possible. Should there be any s.i.p.ns of detcrioraticr., the patient will

need physician referral and possible hospital therapy.

Diabetes: Such a patient nust be under close physician supervision
throupiiouL the entire prepnr.ncy, with frequent blood anear deterrina-

tions, arc probable use of insulin, even when not required in the ucn-

premnant status. The patient should net be on oral diabetic ae.ents
during prepaaney. This patient should be considered for early delivery
or certainly delivery not later than tern. Specialist consultation is

necessary.

\
Thyroid and other onbocrjr.e dirordcrst This patient likewise will nee
physician evalt w raj*;:rainy, thyroid status, or other endocrine status
Jn r.ost instances, the patient wl]1 continue on : adication durin;; preg-

nancy as she would if she were not prapnant.

Kooplnstic dif-rase: This patient of course will need r.cdicnl i forrnl
for r. .uopv ant prjwarily of ii.-r no.opltia disease.

Tuboreiili .j  .*Ci ... 1 1-.11T.

cause on.cnration oOf pre-or.i.stent tubere.ulusis, cppt'cpviijtfc consul-
tnt lon should be obr.mLnr-d for each pati .ut with til.l.; past ;iito ->e.
Anemia: Initially, ir in assumed r.ost si ;nifi.cant anewia during P--"."

nancy is frun iron deficiency and treat cut is damn c-pcrirally with
iron therapy, nlor.m with proaatai. vit.uv as contain ir.q folic .1 it

is it.portent, however, to follow up with subsequent her.orjlohin and
hcwatocrit dcto.vrniK'ti on ,WJth the firs'. . e err.ination 28K vc*’e; aftor
therapy is initio. . If t! mere h.v. bwi no i pr«'.o -aP in t'uso? find"'.!":-,
the patient should be referred for further :.cdicni aval u.civ o e.u‘ pur..ape.
treati at.

Alcohol.inn. drugq and ysycbiatiric i.lji.cr.s: Patients with i.het'M dls-
or-'a: = vi.il vV CO": . 1’-." and ¢ ] rvaticn dnri pr< jnrxey, vita
at tent ion Ieeh to e rion. ! r. orf a.id tv) othvc factor:; stvh .;s ;by.,.”c,nl
wel"i-bcinv ami mu ail ianal : .ati::..

So' d: jam: ®, the 7.1 ie.ese redie atUvn' iro oi tit:’ r
prior to L'/, * e ra it; an inc.renrma frequency o°‘ rci.-.u-.cs, t.i:
FTc V< =+ Fwmel w OIS L e S



Phlebitis; Patients viti: a past hi?tor” of phlebitis are -ore likely
to have a recurrence during the current pregr nicy. Attention should

to directed tcvnrds vaintair.ina regralnr exercise, use of scypert stuvk-
ings, elevation of legs, and other s>vptorntic thorary. At any evident
of recurrent phlebitis, the patient should be promptly referred for r.ed
ical evaluation.

Rh negative Mood tyro: ‘.lien initially seen, this patient rust have an
antibody scroeni.n>; cane, and this should be reported at intervals thvou
out pregnancy, over the period of 23-23 veeks, arc-und 32 v:celts, and a. a
at @ point after 23 i.tvka, A,ty positive antibody titers indicate pro: p
specialist referral. After the patient delivers, the infant r.ur.t ha

chackcd for blood type, and if Rh positive, the patient should receive

PJiogam unless contra-indicated.

Obesity; Patients Vvith this problem need careful nutritional covnselin
They should _not be instructed to atlLeapt to lon* veip.ht during the nre.g
nancy, but attention should be directed tevmrds a voll-balmmcd diet :r.
elimination of excessive calories vithout food value,

section tv: rob'hivion?? pv:.itit cv vvivt r:**o;.v.cv

Uncertain a!-1 d Tt is important to ascertain as marly as posui.M.
the due date in ;:ii pror..nancies, so tiiac patients ;d:o develop cc:. plica:,
vill have this inicr.uatiou available already. The paticut should be
as early as possible for iritin.l uteri:.." ;i:v, t:o d. *o of (ho last *
ejicemir.od, as veil nr. any dtviatica fre i nor. ;1 in this ptriod, and -
tir..e of first notice of f,: nc ;,:>re:-. n.tn noted. Oe. each wvi ..it, Lb:* r.u.td
should have r.n evaluation of the uixrir?J e around 20 reeks, if po.s:
the fetal heart: & .us should be Jisten:u for, i.J.lh Luis ; cn a
basis until they are heard. These i*c; mvi.ll help in V.

a reasonable J1DC.

Rubella durian nrc'darcy; If the patient has developed clinical rub< 3
durin = pri *e w - . di lies Men f e« th Moo;! . ;m " -
t.lie patient should liave the problau expl; inch and the yonsihi.iiory of an
abortion offered to the ; .Li u::
fimtif w*n « k Joo. v e e "
probability O! con *e:ii.tr.3 run’ . iilo eo.njidevaa in ,
1° the pi U’ic : t involved. C mm : uf eyjcsurc, cn.i L. ccf ex-
posure. V.luv. indicated by. ids so facia*-;, thi:-. patient | un uisc should
have the opportunity for an any;.timi if indicated.

f
J. ue; l'u *b " i e* h'aan | m« is centir. 2ii d.n. Jug th
pr.tui " . L o« Ul vV f . *rid KF\V».i.lir.ct.i. ) *] e ij;d
“C.'li; d. A\u- .oy r b e ey Ly , f e ot ,..or m e *
in the Iv>. ji.m until te of i ;livery. This archie:*. lu r.> be o

al Ll.e i.. . o! o.ui ; r Jr‘by C,: I W.. o; ' e , . C e*
1*3.0' A n r - , i” ih; > pivn Sle, P red do- * = of



Vtc is too srill o* toe* lerne for vcehs 'm-osf'ntion: Regular leennururents

of the utor;:-; c\cza visit will help point out the times in ::h\c: the
pregnancy secns to ho grc.vir.g coo rapidly or too slowly. Vmcu tiie utcrrs
is ir.crcoding in sire too repidly, the possibility c£ multiple pystation
or polyhydro-, aios r.ust be considered and ray studies are indicated.

When the uteres is not ore.-in" as erpeetcd, care :r.ust be turned towards
fc.tel well-heiry with rv-ty/alnation of the due date and attention Lurntd
toward..: pcsj'ible intervention u-ith the pregnancy; specialty consultation
is indicated.

r0|ydreunion2 ih-.ro patients should be screened for presence of diabetes
and for t'ae rcsvLhi.lity of an abnwiT.al fetal head as determined by ::-rsy.
It is also l.o be noted that the patient can. with severe polyhydccr.nias,
rupture nc-t.brants early and proceed spontaneously into labor, and this

possibility rust be observed for.
Multi.ple_r're~ar.nc -: Ca.ce the presence of r.ultip.le pregnancy has been
establinner., it is iiyortant the* patient be inforred of tills, and. plans

made for her to spend at 1Im st the latter part of her pregnancy near a
referral Nr.a for obstetrical care. This patient is r.uchmore llrely to
need to spend a Iarge a curt of her yvup.ia.ncy cn bedrest, to hc'.p a3!=«
late the. Pro; Icsr of p:;e--.atlire dilatation of the corvi:: folic..-cd by pre-
matu/o labor.

J'"J1: 'n:urr:' or th t _r r : V. is patient should be referred
for ovnlu tion and is igrrc-ut an. viii probably re.ljrire hosp’lLalirati on
at lrast fcr a hr'.of period of time.

hot continuv’: :r- a-! = ” t duvlv.o pi  macl*Thin si aid lihr.wi -e
be thou it of as a ;i h.-a .. in icncir-n. JVcal growth should be r:r.& ,
and nutritional conn?all we riven to the patient.

Grill'll™ r '*? L r \.*dilv*>~ r-ro"Mmicy or r’ovc 2 no*PIF* ",
F.\'csi v- total seh. ga... siioiud P< counter; eted as nearly a "
pood mukriMcr.al com-;alin';. Again, the patient should imt be i. st. a:. d
to lose weight ’'.hi.la regnant, but should, mr.rit’in a vell-h nine,cod die:
ihrou. lies: pr-- 1* it sc-.-” > that the patient's vc’/ht ;- hi i
secordnvy “o fluid overload, tills cji.-ai thould th.rt the attendv: to the
pou.-Uil 5 cf tonvi.', a th - patient sheulcl ho followed clo..-\:y fee-

this eendi tion.
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