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INTRODUCTION

The aim of this thesis is to present the findings of the Flying Eagle Tribal Nation
Health Needs Assessment, make recommendations about increasing health care access
for tribal members, and propose interventions to address some of the more concerning
health indicators. To do this, the author uses the Healthy People Initiative as a way to
identify risk factors and specific health issues. The Healthy People initiative provides
an established set of priorities for the entire population of the United States, as well as
sub-populations such as the Flying Eagle Tribal Nation.

A brief history of American Indians is presented, followed by general health
information for American Indians, and a specific discussion of major Healthy People
targeted health conditions. The background concludes with a discussion of
interventions aimed at disease prevention and behavioral change. The needs assessment
methodology and data analysis are presented in the next section. The results from the
assessment are described and then compared to other American Indian tribes, as well as
to specific racial/ethnic groups. The discussion section focuses on implications of the
findings for the Flying Eagle Tribal Nation, and concludes with an exploration of
appropriate interventions which might be developed to address these health issues. The
significance of this work for Native American health and program development
concludes this thesis.

The Flying Eagle Tribal Nation is located in the Northeastern United States. In
2003, a member of the Health Council approached the Community Based Education
(CBE) office at the University of Connecticut School of Medicine looking for help in

analyzing a recently performed health needs assessment. The Director of CBE had



experience working with the Flying Eagle Tribal Nation and other Native American
tribes. The CBE Director contacted the author to see if he would be willing to help on
this project. Because of his interest in health among marginalized populations, he
agreed. He looked forward to working with and learning more about the Flying Eagle
Tribal Nation, a subgroup of one of the poorest and least visible populations in the
United States.

The Flying Eagle tribe asked that the identification of their tribe be kept
confidential. They did not want sensitive health information to be available to the
public. Thus, pseudonyms will be used to refer to this tribe, as well as other tribes in
the area. It is for this reason that the specific history of the tribe will be excluded from
this assessment.

BACKGROUND

The Healthy People Initiative established the foundation for a national
prevention agenda. Its origin was the 1979 Surgeon General's report on health
promotion and disease prevention. The foreword to that report stated that its purpose
was to "encourage a second public health revolution in the history of the United
States..." and it urged the Nation's health strategy to "be dramatically recast to
emphasize the prevention of disease.” This report was the first time that national health
objectives were established and served as the basis for the development of national,
state, and community health plans. By identifying opportunities to improve the health
of all Americans, Healthy People helped initiate action toward common health

improvement goals.



Healthy People 2000: National Health Promotion and Disease Prevention
Objectives, released in 1990, was a comprehensive agenda with 319 objectives
organized into 22 priority areas. The overarching goals were to increase years of healthy
life, reduce disparities in health among different population groups, and achieve access
to preventive health services.

Healthy People 2010 built on the previous Healthy People initiatives. Unlike
the previous campaigns, Healthy People 2010 set a goal of eliminating the health
disparities which exist among segments of the population. Communities, organizations,
and governments were encouraged to work together to share their strategies and
progress. The objectives were organized by four sections: promote healthy behaviors,
promote healthy and safe communities, improve systems for personal and public health,
and prevent and reduce diseases and disorders. The sections were further organized into
26 focus areas. The guidelines identified ten variables to serve as the leading health
indicators for measuring the health of the nation over the next ten years. These
variables were: amount of physical activity, percentage of overweight and obese
persons, tobacco use, substance abuse, responsible sexual behavior, mental health,
injury and violence, environmental quality, immunization, and access to health care.
The leading health indicators reflect the major concerns in the United States in the
beginning of the 21* century. These indicators are used as a framework for examining
Native American health in general, as well as the needs assessment for the Flying Eagle
Tribal Nation.

One population that has experienced persistent and, often, increasing health

disparities, are Native Americans (also referred to as American Indians). These



disparities are evident in every aspect of health, including the leading health indicators
identified by Healthy People 2010. American Indians suffer a disproportionate burden
of social, economic, and behavioral factors that place them at risk for having some of
the poorest health indicators of any racial or ethnic group in the country. This reduced
state of health is the result of a combination of discrimination, poor access to healthcare,
historical factors, and genetics.

American Indians and Alaska natives (AI/ANs) are a heterogeneous group of
people who do not fit easily into traditional classification systems based on heritage. It
is difficult to determine the exact numbers of American Indians living in the United
States due to confounding factors such as variations in self-identification, isolation, and
mobility. However, there are currently about 560 federally recognized tribes in 35
states' and over 100 state-recognized tribes, consisting of both urban (60%) and rural
locations (40%). Each tribe has its own unique culture and heritage. For example, there
are 217 native Indian languages spoken today.” In 2000, 2.5 million people (0.9% of
the United States population) classified themselves as “AI/AN alone” and 4.1 million
(1.5% of the United States population) as “AI/AN alone or in combination with another
race.” Between 1990 and 2000, the AI/AN population increased by 26%, compared to a
13% increase for the United States as a whole.> Some of the growth since the 1960s can
be attributed to high fertility and improved mortality rates, but also to changes in self-

identification.* The number of AI/ANSs is expected to increase steadily by about 20

' CDC. “Health Disparities experienced by American Indians and ANs.”, MMWR 8/03: 52(30), 697.
2 http://iccnetwork.org. Intercultural Cancer Council, “American Indians/Alaska Natives and cancer”.
3 cpc. “Health Disparities experienced by American Indians and ANs.”, MMWR 8/03: 52(30), 697.

* Rhoades, Everett R. American Indian Health, The Johns Hopkins University Press, Maryland 2000. pp
42.



million in the next 20 years.” Major subgroups in this population include American
Indians, Eskimos, and Aleuts. According to the United States Census Bureau
population estimates, the states with the highest percentage of American Indians are
Alaska (16.4%), New Mexico (9.5%), South Dakota (8.2%), Oklahoma (7.8%),
Montana (6.5%), Arizona (5.5%), North Dakota (4.8%), Wyoming (2.3%), Washington
(1.8%), and Nevada (1.8%).%

American Indian Background’

Most scholars believe that America's first pioneers crossed into North America
in the general area of the Bering Strait. Existing evidence suggests that the first
migrants arrived between 25,000 and 70,000 years ago. The first Americans spread
quickly across North and South America, motivated partly by population pressure. As
the larger mammals became extinct and the Indian population grew, many Indians
turned to foraging, gathering food, fishing, and hunting smaller animals. This era,
known as the Archaic period, offers many examples of these peoples' increasing
technological sophistication. Following the Archaic period, the Formative period saw
foragers who began to domesticate wild seeds. The rise of agriculture allowed for the
creation of permanent settlements. For many years, the Indian societies grew and
flourished, creating distinct cultures, languages, and traditions. New farming and
construction techniques were developed and allowed the Indians to harness the natural

energy and bounty of the Earth.

> http://www.cdc.gov/tobacco/sgr/sgr_1998/sgr-min-fs-nat.htm. “American Indians and Alaska Natives
and tobacco.”

8 http://iccnetwork.org. Intercultural Cancer Council. “American Indians/Alaska Natives and cancer.”
7 http://www.digitalhistory.uh.edu/native_voices/native_voices.cfm?



When Columbus arrived in the Caribbean in 1492, the New World was far from
being an empty wilderness. About 60-70 million Native Americans existed, consisting
of about 350 distinct groups speaking more than 250 different languages. The collision
of cultures that occﬁrred when Europeans arrived in the New World had vast
consequences for both European and Native Americans. New crops were introduced
and diseases against which the Indian peoples had no natural immunities caused the
greatest mass deaths in history.

Relations between Indians and Europeans during the sixteenth and seventeenth
centuries ran the spectrum from cooperation and accommodation to bitter conflict.
Over the next 200 years, the Europeans systematically displaced the indigenous
inhabitants and expropriated their land. American Indians were pitted against each
other and routinely sold into slavery.

In the 1820s, the 125,000 Native Americans who still lived east of the
Mississippi River began to be uprooted from their homelands and moved westward.
This policy, President Jackson maintained, would open new farmland to whites while
offering Indians a haven where they would be free to develop at their own pace. During
the winter of 1831, the Choctaw became the first tribe to walk the "Trail of Tears"
westward. Promised government assistance failed to arrive and malnutrition, exposure,
and an epidemic of cholera killed many members of the nation. In 1836, the Creek
suffered the hardships of removal and about 3,500 of the tribes 15,000 members died
along the westward trek. Similarly, 4,000 of the 15,000 Cherokee died along the trail to
Oklahoma. A number of tribes organized resistance against removal but ultimately

failed.



The Indians were resettled on arid lands unsuitable for farming, and were forced
to endure periods of slavery, mass killings, and executions. The treaty promises of land
ownership, yearly payment, and agricultural aid were unfulfilled. In 1867, Congress
recommended that Indians be moved to small reservations to be Christianized,
educated, and taught to farm. The infamous Battle of Wounded Knee, which took place
on December 29, 1890, marked the end of three centuries of bitter warfare between
Indians and Europeans.

By the late nineteenth century, the new solution to the "Indian problem" was to
erase a distinctive Indian identity, and thus “civilize” the American Indian. Private and
government schools took Indian children away from their families, and sought to strip
them of their cultural heritage. At the same time, Congress passed a series of laws
designed to undermine the legal and political power of the Indian. At the end of the
19th century, Native Americans seemed to be a disappearing people. In fact, the 1890
census recorded an Indian population of less than 225,000. The prevailing view among
whites was that Indians should be absorbed as rapidly as possible into the dominant
society: their reservations broken up, tribal authorities abolished, traditional religions
and languages eradicated. The 1887 Dawes Act allotted reservation lands to individual
Indians in units of 40 to 160 acres. Land that remained after allotment was to be sold to
whites to pay for Indian education.

During the 1920s, however, federal Indian policy began to shift away from its
longstanding emphasis on assimilation. Job programs (as part of The New Deal) were
created, and a special Indian Emergency Conservation work group was established to

employ Indians. The 1934 Johnson-O'Malley Act promoted cooperation between the



federal and state governments in improving Indian agriculture, education, and health
care. The Indian Reorganization Act encouraged reservation Indians to take a more
active role in managing their own affairs. Funds were also allocated to provide
scholarships for Indian students and help Indians establish their own businesses.

A renewed sense of Indian nationalism emerged during the 1940s and 1950s.
After World War II, Indians became increasingly politically active, demanding equal
voting rights and an end to discrimination. The major postwar innovation in Indian
policy was the establishment by Congress in 1946 of the Indian Claims Commission to
compensate Indians for fraud or unfair treatment by the federal government. Between
1946 and 1978, the commission heard 852 claims and awarded about $818 million in
damages.

In spite of these gains, American Indians remained the nation's poorest minority
group in 1970. The Indian unemployment rate was ten times the national average; life
expectancy was a third less than that of the typical American; and fifty percent of the
Native American population lived below the poverty line. Native Americans began to
revolt against such conditions. Indian activists staged a series of dramatic
demonstrations to dramatize the plight of the nation's Indians. During the 1970s, tribes
also asserted greater control over their economic affairs, and a number of tribes initiated
legal suits to recover land illegally seized by white settlers. The 1972 Indian Education
Act gave Indian parents greater control over their children's schools. To address
deficiencies in Indian health care, Congress passed the Indian Health Care Improvement
Act in 1976, while the 1978 Indian Child Welfare Act gave tribes control over custody

decisions involving Indian children.



Since the 1990s, the federal government has continued to take an active role in
protecting the rights of Native Americans. Indian tribes maintain their traditions and
unique culture, and function in mainstream society. Estimates indicate that about 1.2
million Native Americans currently live on 33 Indian reservations across the United
States,® with many more living outside of reservations.

American Indians of the Northeast

As of 1990, about 6.4% of American Indians lived in the Northeast (1.7% in
New England and 4.7% in the Mid-Atlantic). Appendix 1 identifies these tribes. There
are 42 tribes speaking about 39 different language groups. Twenty-seven tribes still live
in the Northeast (including Canada). They represent the second smallest population that
the Indian Health Service serves. This service area is a multi-state aggregate consisting
of Maine, Pennsylvania, South Carolina, Florida, Mississippi, and parts of Texas. There
are no services provided to Maine, New York, Connecticut, Rhode Island, North
Carolina, Alabama, or Louisiana. While this area has one of the smallest Native
American populations, it has experienced the highest percentage of growth in the last 13
years (68%).°
Sources of Information

The Indian Health Service provides the majority of information regarding the
health behaviors and health status of Native Americans in the United States. However,
this data is not available for American Indian tribes in the Northeast. There has been a

slow increase in the health literature that demonstrates health disparities for this

¥ http://diabetes.niddk.nih.gov/dm/pubs/americanindian/index.htm. “Diabetes in American Indians and
Alaska Natives.”
? U.S. Department of Health and Human Services. “Trends in Indian Health, 2000-2001.”
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population. One of the limitations of this data is that it fails to adequately assess the
health of the tribal members who do not utilize IHS resources.

Independent studies of American Indian health are limited in their applicability
to other tribal groups. Either they include many different tribes in a particular area, or
they focus on one particular geographic location. Small studies lack the power to make
strong conclusions. However, larger studies often mask individual differences between
groups that are important, or do not address significant regional variations. These
differences are a combination of factors that are socio-economic, environmental,
behavioral, and genetic.

The Behavioral Risk Factor Surveillance System (BRFSS) was created in order
to monitor behaviors over time as well as among racial/ethnic groups. This allows for
the comparison of health status indicators and health risk behaviors between AI/ANs
and other racial/ethnic groups living in the United States. Significant regional and sex-
specific variations in the prevalence of high-risk behaviors and health status indicators
have been found among American Indians. While the data demonstrates disparities in
health behaviors in relation to other racial/ethnic groups,'? it also suggests the
limitations of research conducted on AI/ANSs as one group.

The Racial and Ethnic Approaches to Community Health (REACH) 2010
project is a federal initiative that supports community coalitions in designing,
implementing, and evaluating community-driven strategies to eliminate health
disparities. This project identifies six priority areas: infant mortality, deficits in breast

and cervical cancer screening and management, cardiovascular diseases, diabetes,

10 Denny CH, Holtzman D, Cobb N. “Surveillance for health behaviors of American Indians and Alaska
Natives. Findings from the Behavioral Risk Factor Surveillance System, 1997-2000”, MMWR, 8/03:
52(SS-7).
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HIV/AIDS infections, and child and adult immunizations. As part of this project, 21
minority communities across the United States were surveyed in an effort to identify
risk factors and disease burden in minority groups.'’
General Health of American Indians

Much like the rest of the developed world, the leading health problems of the
Native Americans have changed significantly over the last 50 years. Malnutrition,
infectious diseases, and infant mortality have been replaced by diabetes and other
chronic diseases. According to the U.S. Department of Health and Human Services, the
leading cause of death for A/AN people residing in the IHS service area in 1998 was
diseases of the heart, followed by malignant neoplasms. This finding coincides with the
leading causes of death for the United States as a whole. Despite overall declines in
morbidity and mortality, a persistent gap in health status remains between Als and non-
Hispanic whites. Of all racial/ethnic populations, Native Americans have the highest
poverty rates (31%), more than twice the national rate. The median household income
is significantly lower than the U.S. median household income. The AI/AN population
is younger than the U.S. population, with a median age of 24.2 versus 32.9 for the U.S.,
all races. They also have less education, with a shortage of adults pursuing higher

education.'? See Table 1 Below.

" hitp:/iwww.cdc.gov/reach2010/

2yu.s. Department of Health and Human Services. “Trends in Indian Health, 2000-2001.”
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Table 1. Comparison of AI/AN and U.S. selected demographics.

U.S. AI/AN

Median age 32.9 24.2
Median household income $30,056 $19,897
Below poverty 13.1% 31.6%

Birth Rate 14.5% 24.0%

Education - High school graduate 75.2% 65.3%

Education - College graduate 20.3% 8.9%
Unemployed - male 6.4% 16.2%
Unemployed - female 6.2% 13.4%

These socioeconomic factors are related to extremely high disease indicators.
During 2001, AI/ANs experienced the highest proportion of premature deaths
attributable to heart disease (36%), versus blacks, whites, or Hispanics (31.5%, 14.7%,
and 23.5% respectively).13 In fact, the age-adjusted death rates for the following were
significantly higher than those for the U.S. population: alcoholism, tuberculosis,
diabetes, unintentional injuries, suicide, homicide, pneumonia and influenza, firearm
injury, gastrointestinal disease, diseases of the heart, and cerebrovascular diseases.'*
Asthma rates are higher in AI/ANSs than in any other minority group.'® Tobacco use,
once observed only in religious ceremonies, is now highest among AI/ANs, as
compared to other racial and ethnic groups.16 Both rates of current drinking (defined as

12 or more drinks in the past year) and heavy drinking (defined as five or more drinks

on a single day at least once a month) are highest among AI/AN s.'” AI/AN women are

13 CDC. “Disparities in premature deaths from heart disease — 50 states and the District of Columbia”,
MMWR 2004: 53, 121-125.

“yus. Department of Health and Human Services. “Trends in Indian Health, 2000-2001.”

15 CDC. “Asthma prevalence and control characteristics by race/ethnicity — US 2002”7, MMWR. 2/04:
53(7).

18 Denny CH, Holtzman D, Cobb N. “Surveillance for health behaviors of American Indians and Alaska
Natives. Findings from the Behavioral Risk Factor Surveillance System, 1997-2000”, MMWR, 8/03:
52(SS-7).

7 www.niaaa.nih.gov/publications/aa55.htm “Alcohol Alert”, No. 55, January 2002.
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at a greater risk of being victims of violence than other Americans.'® During 1979-
1992, suicide rates for Native Americans (Al and AN) were about 1.5 times the national
rates.'” While Native Americans experience some of the lowest overall rates of cancer
among all minority groups, they continue to suffer higher death rates from lung,
prostate, colon/rectum, stomach, gallbladder, and cervical cancers.?’

Obesity

Healthy People Objective: Increase the proportion of adults who are at a healthy
weight to 60%.

One of the nation’s major health problems is obesity. This affects AI/AN
individuals, as well as the rest of the population. In the United States, 42% of adults
aged 20 years and older were at a healthy weight (defined as a body mass index equal to
or greater than 18.5 kg/m” and less than 25 kg/m?) between 1988-94. There are a
variety of studies, both regional and national, which support the fact that AI/ANs are
disproportionately affected by obesity. Findings from four large studies of AI/ANs will
be presented. One of the limitations of these studies is the lack of uniformity in their
definition of obesity, ranging from 25 kg/m” to 30 kg/m”. This can lead to difficulty in
comparing obesity rates.

There has been a lot of discussion surrounding the high rates of obesity among
American Indians. Many feel that it is the result of acculturation, genetics, or both. To
examine this, the Pima Indians have been studied extensively. The Pima Indians used
to reside exclusively in Mexico. However, a portion of the group migrated to their

current home in Arizona. There is a large difference in rates of obesity between these

18

www.4woman.gov. Minority Women’s Health. “Violence and minority women.”
19

www.cdc.gov/ncipc/factsheets/suifacts.htm. “Suicide in the United States.”
%0 www.cancer.gov/newscenter/healthdisparities. “Cancer Health Disparities”, 4/21/03.
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two groups.21 The Pima Indians of Gila River Valley of Arizona have an obesity rate
(BMI > 30 kg/mz) of 69%. Yet their relatives in Mexico maintain an obesity rate of
only 13%. The two groups have the same genes, but there is a difference in their
lifestyles and cultures. The Arizona Indians have adopted more of the Western
lifestyle. In Mexico, they have maintained a more traditional lifestyle, including diet,
physical activity, and religion.

The Strong Heart Study compared three American Indian groups living in four
states from 1988-1989. % The study defined obesity as having a body mass index
(BMI) greater than 27.8 kg/m” for men and greater than 27.3 kg/m” for women. The
researchers found that 67% of AI/AN men and 80% of AI/AN women in Arizona were
obese. In Oklahoma, 67% of men and 71% of women were obese. In the Dakotas, 54%
of men and 66% of women were obese.

The BRFSS (1997-2000) examined a variety of health behaviors and risk
factors. Among the AI/AN population, obesity (BMI>30 kg/m?) rates varied by
geographic area. Overall prevalence rates varied from 21.6% to 29.0%. AVAN men
and women had similar rates of obesity (23.9% vs 23.8%). The rates of obesity for the
non-Al population in the same survey area were lower, 18.9% for men and 18.4% for
women.

The National Health and Nutrition Examination Survey (NHANES) was

conducted from 1988-1994. While this survey did not examine the AI/AN population,

A Valencia ME, Bennett PH, Ravussin E, et al. “The Pima Indians in Sonora, Mexico”, Nutr Rev, 1999:
57, S55-8.

2 Welty TK, Lee ET, Yeh J, et al. “Cardiovascular disease risk factors among American Indians: The
Strong Heart Study”, Am J Epidemiol, 1995: 142, 269-87.

2 Denny CH, Holtzman D, Cobb N. “Surveillance for health behaviors of American Indians and Alaska
Natives. Findings from the Behavioral Risk Factor Surveillance System, 1997-2000”, MMWR, 8/03:
52(SS-7).
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one can use this data to compare rates of obesity seen in the AI/AN population to other
racial/ethnic groups.24 White men and women had the lowest rates of persons who were
overweight and obese (61% of men and 49% of women). Mexican-American men and
women had the highest rates of persons who were overweight and obese (64% and 66%
respectively). Rates of persons who were overweight and obese in African American
men and women were 57% and 66%.

More recently, the REACH 2010 data for 2001-2002 reports obesity rates in the
AT/AN and other racial/ethnic groups. Obesity was defined as BMI>30 kg/m®. The
rates for Al men were 40.1% and 37.7% in AI women. African American men had a
lower rate of obesity, 26.5% and a higher rate for women, 37.6%.%

Any discussion of obesity must also address exercise. Research has proven that
exercise is key to maintaining overall health and weight. In 2001, 45.4% of the United
States population engaged in activities consistent with the CDC physical activity
recommendations of thirty minutes or more of moderate physical activity on most days
of the week.® A larger portion of men, whites, and more educated persons met the
recommendations. There is additional concern surrounding the large segment of the
population that is not engaged in any type of regular physical activity. The American
Heart Association reports that among American Indians ages 45-74, 16.8% men and
19.6% women report no physical activity during the past year. This sedentary lifestyle

places them at higher risk for chronic conditions such as diabetes and obesity.

% Zimmerman, RL. “The obesity epidemic in America”, Clinics in Family Practice, June 2002: 4(2).
% REACH 2010

%6 CDC. “Prevalence of Physical Activity, including lifestyle activities among adults — US 2000-2001”,
MMWR, 8/03: 52(32), 764-769.
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Tobacco
Healthy People Objective: Reduce cigarette smoking by adults to 12%.

The percentage of persons aged 18 and older in the United States who currently
smoke cigarettes is 24%. The BRFSS collected information on rates of cigarette
smoking among American Indians. There was considerable variation between
American Indians living in different regions of the country, 21.2% to 44.1%.*" AVAN
rates of smoking overall were higher than non ATVAN (32.2% versus 22.3%). Males in
both groups were more likely to be smokers than females. Similar results were seen in
another study conducted as part of the REACH 2010 study. They noted that 33% of
AT/ANSs in Oklahoma smoked as compared to the Oklahoma general population rates of
23% and the U.S. median rate of 23%.”® The Strong Heart Study noted similar findings,
and they also discovered that Indian smokers smoked fewer cigarettes per day than the
general U.S. smoker.”

Information from the CDC indicates that since 1978, the prevalence of cigarette
smoking has declined for African American and white women, but not for AVAN
women. Usage of other forms of tobacco was examined in the National Health
Interview Survey 1987-1991. This data indicates the prevalence of cigar smoking

among AI/AN was 5.3%, compared with 4.8% for whites and 3.9% for African

z Denny CH, Holtzman D, Cobb N. “Surveillance for health behaviors of American Indians and Alaska
Natives. Findings from the Behavioral Risk Factor Surveillance System, 1997-2000”, MMWR, 8/03:
52(SS-7).

28 Bursac Z, Campbell JE, Oklahoma Reach 2010 Steering Committee. “Prevalence of current cigarette
smoking among American Indians in Oklahoma: a comparison”, J Okla State Med Assoc, March 2002:
95(3), 155-8.

» Welty TK, Lee ET, Yeh J, et al. “Cardiovascular disease risk factors among American Indians. The
Strong Heart Study.” American Journal of Epidemiology, August 1995: 142(3), 269-87.

30 http://www.cdc.gov/tobacco/sgr/sgr_1998/sgr-min-fs-nat.htm. “American Indians and Alaska Natives
and Tobacco.”
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American. The use of chewing tobacco was 4.5% among AI/AN, compared with 3.4%
for whites and 3.0% for African Americans.

The Executive report of the Surgeon General regarding women and smoking
was released in 2002 and emphasized the disparities among women’s smoking rates.
The prevalence of smoking was highest among AI/AN women (34.5%), compared to
23.5% of white women, and 21.9% of African American women. The report also notes
that womeh who smoke have a modestly elevated risk for rheumatoid arthritis,
osteoarthritis of the knee, cataracts, and for depression than for nonsmokers.’!
Violence:

Healthy People Objective: Reduce the rate of physical abuse by current or former
intimate partners to 3.3/1000 persons aged 12 years and older.

According to the CDC, in the United States there were 4.4 physical assaults per
1,000 persons aged 12 years and older by current or former intimate partners. Little is
known about the prevalence of domestic abuse in the AI/AN population. One study
found that rates of severe violence in American Indian couples were 36% higher than
those of a comparable sample of white couples. Anecdotal evidence from tribal police
records also indicates an unusually high level of domestic violence.*® A recent study of
a random sample of adult Als living on or near the seven Montana reservations
examined several forms of violence.* Physical violence (PV) was defined as

victimization from physical violence or sexual assault. Intimate partner violence (IPV)

31 CDC. “Women and smoking: A report of the Surgeon General. Executive Summary”, MMWR, August
2002: 51(RR-12).

32 Chrestman KR, Polacca MA, Koss MP. “Domestic Violence” in Primary Care of Native American
Patients. Butterworth-Heinemann, 1999.

33 Harwell TS, Moore KR, Spence MR. “Physical violence, intimate partner violence, and emotional

abuse among adult American Indian men and women in Montana”, Preventive Medicine, Oct 2003,
37(4), 297-303.
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was defined as having experienced PV by a current or former significant other.
Emotional abuse was defined as having fear for one’s safety or being controlled by
another individual. Nine percent of men and 5% of women had experienced PV, 1% of
men and 3% of women had experienced IPV, and 12% of men and 18% of women had
experienced emotional abuse in the past year. According to the CDC, 25% of women
and 7% of men in the United States have been victims of IPV at some point in their
lifetime®*. Factors associated with IPV included alcohol, and depression of the
perpetrator.
Substance Abuse
Healthy People Objective: Reduce the number of adults engaging in binge
drinking during the past month to 6.0%.

The current estimate for the rate of persons engaging in binge drinking in the
United States population is 17%. Substance abuse is a well-documented problem in
AI/AN communities. Prevalence varies geographically and by study. A recent study of
AT/ANs living on reservations reported that 33% had a current substance abuse
problem.* Predictors included gender, tribe, age, employment status, household
income, and educational attainment. Another study focused on American Indians in the
Northern U.S.% They found that males begin regular drinking at an earlier age than do
females (17 versus 18.1 years old). On the whole, more males drink alcohol than

females (70.7% versus 60.4%). Most drinkers are binge drinkers, with males

* http://www.cdc.gov/ncipc/factsheets/ipvfacts.htm.

35 Herman-Stahl M, Chong J. “Substance abuse prevalence and treatment utilization among American
Indians residing on-reservation”, American Indian and Alaska Native Mental Health Research, Jan 2002:
10(3), 1-23.

36 May PA, Gossage P. “New data on the epidemiology of adult drinking and substance use among
American Indians of the northern states: male and female data on prevalence, patterns, and
consequences”, American Indian and Alaska native Mental Health Research”, Yanuary 2001: 10(2), 1-26.
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consuming an average of 5.7 drinks per sitting, and females drinking an average of 3.1
drinks per sitting. The highest prevalence of drinking and heaviest level of drinking
occurred at ages less than 30 years old. The most recent alcohol consumption
prevalence data indicates that 62% of U.S. adults are current drinkers, 5% of adults
heavy drinkers, and 38% nondrinkers.”” Men were more likely than women to be
current drinkers (69.1 versus 56.4%). The prevalence of current drinking increased
with education and income for both men and women. Adults living in the Northeast
were more likely to drink than other geographic locations (68.3% versus 55.2% in the
South).

Another study focused on Als from the Southwest and Northern Plains, ages 15-
57 years old.*® They discovered that the lifetime use of marijuana was 36.9-57.5%,
cocaine was 4.3-31.5%, heroin was 0.5-2.1%, and inhalants was 3.6-17.0%. Forty to
sixty percent had never used illicit drugs.
Hypertension
Healthy People Objective: Reduce the proportion of adults with high blood
pressure to 16%.

In looking at the rates of high blood pressure in the general population, 23% of
men and 25% of women over 18 in the U.S. have high blood pressure. The prevalence

is higher in African Americans. The prevalence of high blood pressure increases with

37 Schoenborn CA, Adams PF. “Alcohol use among adults: United States, 1997-1998.”, Advance data
from Vital and Health statistics. April 2002: 324.
38 Mitchell CM, Beals J, Novins DK, Spicer P. “Drug use among two American Indian populations:

prevalence of lifetime use and DSM-IV substance use disorders”, Drug and Alcohol Dependence, Jan
2003: 69(1), 29-41.
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age. Over 70% of women and 50% of men over 70 have high blood pressure.*® This
review article also noted that the prevalence of high blood pressure among Navajo
people and northern plain tribes was 25-30%. The Strong Heart Study found that the
prevalence of high blood pressure among Arizona and Oklahoma Indians is higher than
the rate for the United States.

Diabetes

Healthy People Objective: Reduce the overall rate of diabetes that is clinically
diagnosed to 25 overall cases per 1,000 people.

The current number of overall diabetes cases (including new and existing cases)
is 40 per 1,000 people in the United States. Diabetes is the most common reason for
adult visits to a physician in the Indian Health Service. Native Americans have the
highest prevalence of diabetes of any minority group in the United States. Prevalence
studies vary, but at the highest rate is 65% (age 45-74 year olds) among the Pima
Indians of Arizona.”® AI/ANSs suffer a higher rate of death from diseases that can be
complications of diabetes, such as heart disease, stroke, pneumonia, and influenza.

Medical and public health officials are concerned about the increasing rates of
diabetes in the United States. This increase is present in all segments of the population,
however at different rates. During 1994-2002, the age adjusted prevalence of diabetes
increased 54% among U.S. adults (4.8 to 7.3%). Among AI/AN adults, the rate
increased by 33.2% (11.5 to 15.3%). Using data from the BRFSS and IHS, the

prevalence of diagnosed diabetes in 2002 for AI/AN individuals greater than or equal to

% Calvert, James F. “Cardiovascular disease. Hypertension”, Clinics in Family Practice, December
2001: 3(4).

“ Galloway M, Goldberg BW, Alpert JS. “Type 2 diabetes mellitus: epidemiology, pathogenesis,
management, and complications.” in Primary Care of Native American Patients: Diagnosis, Therapy and
Epidemiology, Butterworth-Heinemann, 1999.
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20 years old is 12.7%. Of note is the fact that prevalence varied significantly between
regions of the United States.’ When looking at age-specific prevalence, it is two to
three times higher for AI/AN adults than for U.S. adults. Diabetes is affecting younger
segments of the AI/AN population. The data above also reveal that the prevalence of
diabetes was slightly greater in A/AN women than in AI/AN men, unlike the general
population of the U.S.

Other estimates used to determine the national prevalence of diabetes among
AV/ANs reveal a variety of rates. The Strong Heart Study examined two American
Indian populations in Arizona, North and South Dakota, and Oklahoma. They
discovered that Arizona Indians had the highest prevalence of diabetes, over 60%. In
Oklahoma and South Dakota and North Dakota, 33% of men and 40% of women had
diabetes.*

In 1997, the Balanced Budget Act provided $150 million in grants to the IHS for
prevention and treatment programs. This money was used to establish 350 new diabetes
programs in AI/AN communities. The money to support these programs was secured
for 2002 to 2008. The CDC, in conjunction with the IHS, created the National Diabetes
Prevention Center in New Mexico in order to help facilitate and support the creation of
these programs. Other outreach efforts include the creation of a campaign called,
“Control your diabetes for future generations”, and “Move it!” to promote physical

activity among AI/AN teens.

4 Denny CH, Holtzman D, Cobb N. “Surveillance for health behaviors of American Indians and Alaska
Natives. Findings from the Behavioral Risk Factor Surveillance System, 1997-2000”, MMWR, 8/03:
52(SS-7).

2 Welty TK, Lee ET, Yeh J, et al. “Cardiovascular disease risk factors among American Indians: The
Strong Heart Study”, Am J Epidemiol, 1995: 142, 269-87.
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chemical dependency, and a number of field service sites maintained by the tribe.*® In
fact, 92 of the 155 Indian Health Service units were operated by Native American tribes
as of October, 2001.%

As of 2001, the THS operated 36 hospitals, and 110 ambulatory facilities (59
health centers, two school centers, and 49 health stations). Tribes operated 13 hospitals,
172 health centers, three school health centers, 84 health stations, and 176 Alaska
village clinics. In 1997, there were over 85,000 admissions to IHS and Tribal direct and
contract general hospitals. In 2001 there were 81,000 admissions. About 40% of these
admissions were in two IHS areas (Navajo and Oklahoma).” The leading cause of
hospitalization was obstetric deliveries and complications of pregnancy. The second
highest cause was respiratory system diseases, followed by digestive system disease,
injury and poisoning, and circulatory system diseases. In 2001, more than 8 million
ambulatory medical visits, 379,540 public health nurse visits, and 2.7 million dental
services were provided.5 ' In 1997, the IHS population of users (defined as AI/ANs who
used THS services at least once during the last three year period) was over 1.3 million
tribal members.

Clinical Focus

The IHS is not only the federal health care provider for Indian people, but it is
also to serve as their health advocate. Early efforts of the program were focused on
increasing life expectancy, decreasing infectious diseases, and providing immunizations

to Indian children. IHS, because of its population responsibilities, was more focused on

“® http://www.cherokee.org.

U.S. Department of Health and Human Services. “Trends in Indian Health, 2000-2001.”
%0 www.ihs.gov. “Regional differences in Indian Health 1998-99.”

*! U.S. Department of Health and Human Services. “Trends in Indian Health, 2000-2001.”
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public health priorities than the private sector. From 1960-1980, IHS expanded services
and existing infrastructure, placing a priority on community-oriented primary care
initiatives in rural communities. In the 1980s, IHS changed focus once again to
concentrate on the chronic health problems which were plaguing the modernized tribes.
In order to effectively do this, IHS formed alliances with other federal, private, and
public programs.’

The IHS also publishes a journal, The IHS Primary Care Provider, which is
aimed at health professionals working with Al and ANs. It contains medical updates,
review articles, tribal updates, and editorials. In addition, it presents a variety of
innovative preventive and treatment programs focused on target areas, such as diabetes,
obesity, mental health, and risk behavior reduction.

In the future, IHS will continue to rely on the support of neighboring facilities in
an effort to become increasingly more cost-effective. Disease prevention and
management of chronic diseases will become an increasing priority. Administrators for
the program envision working with a smaller budget and health care delivery system,
with a substantial increase in the direct delivery of health services to AI/ANs by tribal

health programs.>

Public Health Interventions

- There is limited information published on successful interventions that have
been used specifically in the AI/AN population. Therefore, some of the programs

described were developed for minority populations in general. While not working

2 Galloway JM, Goldberg BW, Alpert JS. “Health care for Alaska Natives and Native Americans:
Historical Perspective” in Primary Care of Native American Patients: Diagnosis, Therapy and
Epidemiology, Butterworth-Heinemann, 1999.

> http://www.ihs.gov. “The future Indian health care system”, May 1997.
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Passamaquoddy/Indian Townships, Passamaquoddy/Pleasant Point, Penobscot,
MicMac, Narragansett, Mohegan, and Mashantucket Pequot.
Obesity

The Pathways Program for obesity prevention is a well-documented multi-site
clinical trial with the aim of lowering the amount of fat in school meals to 30% of
energy in order to promote obesity prevention in 3rd_5h graders.5 ® The intervention
consists of nutrient guidelines, hands-on materials, training, and monthly visits to the
kitchen. An initial study found that three of the four schools had implemented six of the
eight behavioral guidelines. In an analysis of five days of school menus from three
control schools, the lunch menus averaged from 34% to 40% of energy from fat; when
the menus were analyzed after using the food prepar