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Update on HIV/AIDS Among
American Indians and
Alaska Natives

: : . For the years 1989-1991, AIDS was the ninth leading
Ronald M. Rowell, MPH, Executive Director; and Paul D. Bouey, . !
PhD, MPH, Director of Research and Evaluation, NationalC2uSe of mortality for AVAN between the ages of 25-44.

Native American AIDS Prevention Center, Oakland, California. AIDS rose to seventh leading cause of death in this age cohort
for the years 1991-1993.

As reported previously ifthe Providef* misreporting of

The relationship between the United States and Americathe ethnicity of AI/AN cases as either white or Hispanic has
Indians/Alaska Natives (Al/AN) with the human immunodefi- occurred with HIV/AIDS as it has with other reportable
ciency virus (HIV) and acquired immunodeficiency syndromediseases. Therefore, it is probable that the actual number of
(AIDS) is in need of redefinition. The increasing number ofAIDS cases is somewhat higher than what has been reported
AI/AN HIV and AIDS cases, a hew generation of promisingto the CDC.
and expensive drugs, and rapid changes within the Indian
Health Service (IHS) require the development of a new and
more effective model of care. To determine the future
direction for AIDS care it is imperative to review current data
on reported AIDS cases and HIV infection among Al/AN, In ThIS Issue...
examine the cost of and access to new drugs, and summar
what is now known about those already infected. 49 Update on HIV/AIDS Among American

AIDS among American Indians and Alaska Natives neleis el Alele Nelfvs

The AIDS epidemic among American Indians and Alaske 24 HIV/AIDS Universal Precautions in Sun
Natives continues to grow. As of the end of December 199t Dance Ceremonies
the Centers for Disease Control and Prevention (CDC) he 55 The HIV Center of Excellence
reported a cumulative 475 cases of HIV infection and 1,56 56 Homicide and Suicide Among Native
cases of AIDS among American Indians and Alaska Native Americans
(Table 1). In 1996, Al/ANs ranked fourth in AIDS case rates .
per 100,000 population among the five racial/ethnic categorie >/ H.ealth Professionals Can Help STOP Gun
reported by the CDC (Table 2). Violence

From 1990 to 1995, the estimated AIDS-associater 58 Violence and Violence Prevention
opportunistic illness incidence increased 45% in AI/ANS. 60 Assault Injuries on the Hualapai Indian
Prior to 1993, the surveillance definition for AIDS included
only opportunistic illnesses, and trends in the incidence c
AIDS were evaluated by examining the number of AIDS- ; .
associated opportunistic illnesses diagnosed per year. Thi 65 NCME Videotapes Available
the increase in AlDS-associated opportunistic infection: 66 Native American Medical Literature
shown in Table 3 does not necessarily reflect a similar increasc
in the number of AIDS cases.
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Table 1. Total number of cumulative cases of HIV and  AIDS drug assistance programs.

AIDS, all age groups combined, by ethnic group, reported The IHS did have aAIDS drug program that was funded
through December 1996." by the Centers for Disease Control and Prevention (CDC) and
operated by the IHS Clinical Support Center in Phoefiixe
Race/Ethnicity HIV Cases AIDS Cases drug program insured access to needed drugs for patients,
while the Clinical Support Center collected data on and tracked
Black 43,417 203,189 patients with HIV/AIDS being seen throughout the system
White 33,037 268,856 (whether in IHS, tribal, or urban Indian clinics). In 1990, the
Hispanic 5,076 103,023 AIDS drug program was transferred to Headquaiégst, in
American Indian/Alaska Native 475 1,569 Albuquerque. Due to a decision to mainstream the care of
Asian/Pacific Islander 240 4,131 patients with HIV/AIDS (e.g., providing drugs and services
with service unit funds), the IHBIDS drug program was

eliminated in late 1993 This was unfortunate since not only
did theAIDS drug program at IHS allow for bulk purchasing
Table 2. Annual AIDS case rate (in 1996) per 100,000 of expensive drugs, but, as mentioned above, it also assisted

population, all ages combined, by race/ethnicity."’ with surveillance. Because there is now no IHS monitoring

system, it is unknown whetheand to what degre&I/AN

Race/Ethnicity Rate/100,000 patients dependent upon IHS for their care are able to access
neededAIDS drugs.

Black 89.7 The National NativeAmericanAIDS Prevention Center

Hispanic 41.3 located in Oakland, California, is aware of a few instances

White/Non-Hispanic 135 where patients have been counseled by IHS providers to seek

American Indian/Alaska Native 10.7 care at state or county facilities so that they could be treated

Asian/Pacific Islander 5.9 with drugs the IHS providers were unable to accé¥s.also
know of at least one instance where an urban Indian clinic has

implemented a policy of not providing care to people infected
with HIV for problems related to HIV

Table 3. Estimated AlDS-associated opportunistic illness

incidence, by race/ethnicity, 1990 and 1995, and percent ~ The National Native American AIDS Case Management

increase from 1990 to 1995. Network
The National NativeAmericanAIDS Prevention Center

Race/Ethnicity 1990 1995 % Increase (NNAAPC) pioneered a free-standing model AADS case

management services for Hinfected American Indians in
White, not Hispanic 22,600 24,900 10% Oklahoma in 1991, funded by a Human Resources and
Black, not Hispanic 14,600 24,800 70% ServicesAdministration (HRSA) grant (fle V of the R/an
Hispanic 8,100 11,700 44% White Act). That program, known as thhalaya Project, is
Asian/Pacific Islander 300 480 60% based in Oklahoma CityNNAAPC attempted to emulate the
American Indian/Alaska Native 110 200 45% effectiveness of a model in Dallagxas, called\IDS Arms?

that had been evaluated by the Rob®fod Johnson

Foundation. This free-standing model of case management
had been found more adept at meeting the needs of clients than
Cost of and Access to AIDS Drugs by AlI/AN traditional, institution-based (e.g., hospital-based) case
The new class of drugs called protease inhibitors thananagement programs. Clients and case managers were freed
includes saquinavjrritonavir, and indinavir (Inviras®', from the constraints of a single provider so that, for example,
Norvir™, and Crixivai™, respectively) has brought an if there were long waiting times or other barriers to services at
enormous sense of hope to people living witBS, even to  one place, clients could be referred to othdrsis model had
those in advanced stages of the disease, and their caregivalso improved access to a wider range of services.
Many cases have been reported of the human immunodeficien NNAAPC theorized that such a free-standing case
cy virus being reduced below detectable levels in the blood shanagement model could bdegfive for AI/ANs because it
patients undgoing treatment with a combination of proteasecould bridge the gap between those services provided to them
inhibitors and antivirals.The annual cost of these drugs perby virtue of their status as Nati®enericans and those services
patient is in the range of $10,000-$16,000his expense can provided by theAIDS services communityThe model had the
be an unbearable burden for those health care agencigmor oradded benefits of being relatively inexpensive to operate, of
nizations with limited drug budgets. It is for this reason thafocusing on access to existing services, and of creating
Congress has appropriated funds specifically for HIV/AIDSincreased collaboration and cooperation between various
drug assistance programs through state departments of heakthrvice providers. NNAAPC added traditional healing and
Unfortunately it has not done so for the IHS and tribes;culturally-specific programming to the design of the model.
however the IHS and tribes can theoretically access locaDther core services include referral, egearcy client
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assistance, HIVprevention education and counseling, and As of September 1, 1996, the national network was
social and psychological support. serving 433 clients representing 82 tribedhis number
First year projections for Oklahoma were that the progranmcludes 343American Indians, 18laska Natives, 62 Native
would attract only twelve clients. By the third month of theHawaiians, and 4 "other indigenous” persons (mostly Central
project howeverthere were already 26 individuals who hador SouthAmerican Indian). The average age at entry into the
requested case management assistambat number did not program was 33.8 years, with a range from 4 months to 60
include family members, who were also being served. Mostears old. Eighty percent of the clients are male and 20% are
had not been seen at otfdDS programs. Clients were pre female, a proportion of females slightly higher than for the
dominantly infected by sexual exposure, although there were/&l/AN AIDS case data reported by CDC (85% male and 15%
handful who had been infected through injection drug usdemale). The average t-cell count at intake was 323, and the
Demand for case management services continued to increaagerage interval between the date of diagnosis with HIV
overextending the original sfafg plan for the programThe infection and the date of entry into the program was 3.03 years,
project secured additional funding to add an extra caseith a range of .01 to 14 yearshe majority of clients are still
manager and to open a brancficef in Tulsa to handle clients in relatively good health. Not surprisinghost clients seen in
in the eastern part of the state. this network rely upon publicly-funded medical care. Only
The success of the model in attracthagerican Indians 14.6% of clients have private medical insurance (Figure 1).
into care, combined with recommendations by a HRSAThe lagest proportion of clients in our system are enrolled in
sponsored national focus group of Natraericans looking at the Medicaid programThis information, howeveshould be
issues related to HIV/AIDS, led to HRS$Arequesting interpreted cautiously since the categories in Figures 1 and 2
NNAAPC to expand the model throughout the coyrdand to  are not mutually exclusive, and some clients make use of more
include Native Hawaiians. HRS#&so wanted the project to than one source of coverage or care.
develop a standardized intake process to collect data that could
generate a demographic and needs profikenoérican Indian,
Alaska Native, and Native Hawaiian people with HIV/AIDS.
In 1992, NNAAPC released a request for proposals both fdfigure 1. Sources of payment for medical care for Native
services planning and for replication of the case managemeAmericans in the National Native American HIV/AIDS
model. Twenty-three tribal and urban Indian projects appliedClient database.
and eleven were funded. Subcontracts were awarded to Native
American agencies and tribes in Hawaiaska, Washington,
California,Arizona, Kansas, Minnesoté/isconsin, Newrork,
and North Carolina.Approximately half of these were rural
and half urban. A newsletter for Native people living with
HIV/AIDS published by Positively Native, a self-help group,
was also supported by this grant until March 1, 1997.

g

The National Native American HIV/AIDS Client Database
One requirement for participation as a site in the case
management network is the standardization of intake informa
tion and forms.* This enables the overall project to develop
both a local and a national picture of the profile and needs of
Native Americans with HIV/AIDS. The number of participat
ing agencies has grown beyond those funded by the program
and we hope to continue to expand the data collection network
further Intake information provides baseline data, while bi
monthly follow-up data tracks changes in disease status, t-cell
counts, stress level, and problems with housing, drugs, alcohol,
or mental health. The majority of clients seek medical care at public
hospitals and through the Indian Health Service (Figure 2).
Fifteen percent utilize emgency rooms for treatment, an
indication that some clients do not have access to or make use
of a regular primary care provider
Clients who enroll for services are almost evenly divided
*  Any case management programs providing serviceAnerican  between those already diagnosed WitBS, those living with
Indians,Alaska Natives, or Native Hawaiians with HIV/AIDS can HIV infection without symptoms, and those with Hifection
participate in the national database. Participation requires adopting thwho have begun to show symptoms, with slightly more people
standardized client intake form, and providing NNAAPC with quarterly diagnosed wittAIDS (see Figure 3).
data reportsThere is no fee required. For further information, contact Dr The majority of clients have been tested for tuberculosis
Paul Bouey at 510-444-2051. (TB) prior to enrolling in case management, because persons

Percent
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Figure 2. Where clients seek medical care. who are already on protease inhibitors include thréderdift
treatment options, which are explained in detail in reference 7.
= 5 The CDC warns that the management of patients with both
HIV andTB infection "is complex, requires an individualized
| approach, and should be undertaken only by or in consultation
with an expert.”

A majority of clients report having a history of alcohol
problems. Almost half have had drug abuse problems, and
over one-fourth have been homeless at some point in their
lives. About 20% have a history of mental illness (see Figure
4), while a little over 25% of clients are receiving mental health
services at intake. It is clear that the majority of Native people
ﬂ with HIV/AIDS face not only a debilitating and life-threaten

7]

Percent

ing iliness, but have othesometimes more pressing problems
that must be addressed. It has proveficdif, thus far in the

| | experience of NNAAPC and its partners, to involve many IHS-

funded substance abuse programs in caring for people with

HIV/AIDS, with some notable exceptions. Involvement of

substance abuse programs in the care of people with

Figure 3. HIV/AIDS status of clients in the National  HIV/AIDS is an area that requires continued emphasis to

Pubdic Fioag (g1 Erams (=] Tradlionsl  Cinar [

Native American HIV/AIDS Client database. prevent the further spread of HIWKeep those infected as
healthy as possible as long as possible, and to enhance their
o HIV Sympto quality of life. Recognizing this, the IH&Icoholism and
l"-. T 29.0% Substancébuse Program Branch and the IABS Program
3 are currently developing a joint workplan focusing on
HIV Asympto II"- \'\ enhancing HIVprevention and treatment capabilities within
32.0% f Y Y the alcohol/substance abuse network of programs.
ll. 1
Figure 4. Percentage of clients from the National Native
American HIV/AIDS database reporting selected other
health problems.
7
AIDS
39.0% B
B0
infected with HIV are at increased risk for developifi@. € |
Other reasons for testing faB include prevention of trans 2|
mission and avoidance of multiple-drug-resistisihttubecu- &
losisorganisms.
The CDC has recommended t#dDS patients infected
with tuberculosis, and not already on protease inhibitorg, -
completeTB treatment with a regimen containing rifampin
(following the current guidelines by themerican Thoracic R — -
Society and the CDC) before starting therapy with a proteage e Prge TR, T T

inhibitor.” It appears that protease inhibitors interact with
rifamycin derivatives, such as rifampin and rifabutifihese
rifamycin derivatives accelerate the metabolism of protease

inhibitors, resulting in subtherapeutic levels of the protease Clients in the national NNAAPC database have an HIV
inhibitors.  In addition, protease inhibitors retard thetransmission profile slightly dérent from that ofAl/AN
metabolism of rifamycins, resulting in increased serum level&IDS cases reported to the CDC. Figure 5 compares-trans
of rifamycins and the likelihood of increased drug toxitity mission information from the NNAAPC database with the
Antiretroviral agents, other than protease inhibitors, may b€DC data. The national case management network serves
used concurrently with this regimen (for complete details, sekelatively more persons with heterosexually-transmigtiS
reference 7). Recommendations for those patients Téth than is reported in the data, and serves fewer individuals who

52 THE IHS PROVIDER [ April 1997



were infected as a result of the combination of homosexual aémericans with HIV/AIDS in a weak positionA few urban

intravenous transmission or from Bfug use alone.

Native AmericanAIDS care programs have been able to win

The national NNAAPC database will continue to evolvecontracts with local jurisdictions undditle | of the R/an
and will be refined during 199Ae encourage any site that is White CareAct, the section of the act that funds those cities

providing case management serviceg\hoerican Indian and
Alaska Native people to participate.

Figure 5. Comparison of route of HIV transmission
between clients in the National Native American
HIV/AIDS Client database and that reported by CDC."
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MM = Homosexual, male-male transmission

Hetero = Heterosexual transmission

IV = Intravenous transmission

Mtrnal = Transmission from mother to fetus

Trans = Transmission from transfusions of blood or blood products

Hemo = Transmission from transfusions of blood or blood praducts to persons with hemophilia

The Future of AIDS Care for AI/ANs
The intent of the National Nativ&merican HIV/AIDS

with the lagest numbers oAIDS cases. These include, or
have included, San Francisco, San Diego, Phoenix, Ydely
and Seattle. It has proven exceedinglyficlift for AI/AN
AIDS programs to wirTitle 1l grants. Therefore, the care of
HIV-infected NativeAmericans is a matter that has yet to be
addressed fully

In the meantimeAmerican Indian/Alaska Native people
with HIV/AIDS, the Indian Health Service, tribal health
systems, and urban Indian clinics all face serious problems,
most of which are related to health care access, the cost of
medical care, and the question of who will pay for Tthe
breaking up of the IHS medical care system into smaller tribal
units creates a loss of economies of scale that increases the
burden of cost.This does not necessarily have to be the case.
By working in collaboration with one another (including the
tribes, the federal government, state governments, and the
private, non-profit sector), we could expand buying power and
share financial and human resources. In that wegryone
could benefit, not only lgier communities.

If we are to continue to improvdDS care forAl/AN, the
Indian Health Service, tribal health systems, urban Indian
clinics, and NativémericanAIDS programs and agencies will
all have to contribute their strengths. None of us can do the
work alone. By working together in collaboration with one
another we can insure that théDS care provided to our
population is at least equal to, if not better than, that provided
to the most dfuentAmericans.

Case Management Network was to increase the capacity Réferences

Native American communities to provide care for those withl.
HIV/AIDS. While this has succeeded in most of the commu
nities involved in the program, many other communities aré’
only beginning to face the problerithe question is how such
programs will be initiated and how they will be supported over
the longer term. Clearly the problem is not going to go away?

The restructuring of IHS, tribal compacting, managed
care, and the high cost of n@MDS drugs all impacAI/ANs
living with HIV/AIDS, and those who serve therd/e believe 4.
the evidence is already in: culturally-specific and culturally-
competent services help clients to cope better with their iIIne§§
and to seek care earlier in their disease prod&sknow from
client surveys that have been part of the evaluation of the case
management program over the past five years that cliengs
believe they receive better care because they are served by
Native American-specific programs.

The RranWhite CaréAct is the vehicle that provides most 7.
of the AlIDS-related funding for care. It is only fFitle V of
thatAct, Special Projects of National Significance, that Native
American-specific language is to be fourdthough a serious
attempt was made during the reauthorization of that statute to
insure that funding for NativAmerican programs was made
available under bofhitle Il andTitle V, state opposition to any
set-asides foAl/AN in Title I, combined with an overall focus
of Title V on innovations in research, has placed Native
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U.S. Department of Health and Human Services, Public Health Service,
Indian Health Service, @€e of Planning, Evaluation, and Legislation,
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U.S. Department of Health and Human Services, Public Health Service,
Indian Health Service, @€e of Planning, Evaluation, and Legislation,
Division of Program Statistics; 1997.

Hurlich MG, Hopkins SG, Sakuma J, Conway GA. Racial ascertainment
of AlI/AN persons withAIDS, Seattle/King CountyWA, 1980-1989.The

IHS Primary Care Provider 1992;17(5):73-74.

Smyser M, Helgerson SD, Hess M. Racial misclassification among
Al/AN reported with class IVHIV infection inWashington StateThe

IHS Primary Care Povider 1992;17(5):74-75.

Piette JD,Thompson BJ, Fleishman JA, Mot The oganization and
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HIV/AIDS Universal Precaution Practices
in Sun Dance Ceremonies

6. Dispose of scalpels and needles in puncture-proof
Jennifer Gioux, MD; Joan @kehara, MPH; Chaon Asetoyer containers, labeled as "Hazardabaste."
MA; and Thomas @ty, MD, MPH. At the time this work was 7. Use the bleach and water solution (1:10) in the
done, Drs. Gioux and Wity and Ms. akehara weg with the puncture-proof container to kill any ganisms on
IHS Abedeen Area Epidemiology Figram in Rapid City used scalpels and needles.
South Dakota. MdAsetoyer is the Dactor NativeAmerican 8. Take the puncture-proof containers to an IHS service
Women's Health Education ResoarCenter unit for disposal. Do not leave the used containers

where someone could get exposed to their contents.
The service unit can dispose of containers and their

Note: A larger repot dealing with this subject will be contents in a manner that will prevent injuries.
published in theJournal of Health Educatiolater this year 9. Do not share items exposed to the blood of another
IHS and tribal poviders, in aeas whee the Sun Dance is person (examples: ropes or pegs).

performed, a@ encouraged to suppothe implementation of 10. Contact the local IHS service unit if you are not able
the ecommendations discussed below to obtain the needed supplies (scalpels and needles,

gloves, bleach, puncture-proof containers) or need
more supplies.
The human immunodeficiency virus (HlVhe virus that
attacks the immune system and develops into acquired immune As implied in the above guidelines, the medical supplies
deficiency syndrome @kIDS) can be transmitted by exposure recommended for universal precaution practices at Sun Dance
to HIV-infected blood and genital fluids, and prenatally fromceremonies include disposable scalpels and needles, puncture-
the pregnant female to herfggring. The highest concentra proof hazardous waste disposal containers, bleach, and latex
tion of this virus in those infected is found in the blood, makinggloves. The AAIHS makes medical supplies available to
exposure to blood, potentiallyan experience that could American Indian spiritual leaders and dancers participating in
ultimately lead to death. Sun Dance ceremoniesAll IHS facilities are encouraged to
The AberdeenArea Indian Health Service (AAIHS) has provide this service when so requested by spiritual leaders. For
recognized the potential of Hiwansmission through piercing further information contact Carol LaFrombois@AIHS
of the skin and flesh fdrings that occur during the Sun Dance Communicable Disease Program (605-226-7456) or Charon
ceremony and has provided training to spiritual leaders on thissetoyer of the NativédmericanWomen's Health Education
use of universal precautions since 1988. Suggested precad&esource Center (605-487-7077).
tions include:

1. If you have open cuts or sores on your hands, avoid
assisting with piercing, and exposure to blood.
2. Use latex gloves when piercing or taking flesh

offerings and change gloves between contact with
each dancerPlace used gloves and other contaminated
materials in plastic bags that are labeled "Hazardous —— T
Waste." Consult with your local IHS facility for the
recommended procedure to properly dispose of these
items.
3. Be very careful when using sharp instruments or
needles. Gloves are only a barrier; they cannot
prevent needle sticks or scalpel lacerations. [
4. If gloves are not available, wash hands (between
contact with each dancer) in a bleach and water
solution (one part bleach to ten parts water).
5. Use a new scalpel or needle on each dancer or participant.

54 THE IHS PROVIDER [ April 1997



HIV Center of Excellence

Goals and Objectives

Greg VWod, MSN, FNPDirector HIV Center of Excellence, The primary goal of the HNCOE project igo provide the
Phoenix Indian Medical Center (PIMCBnnaAlbert, MPH,  highest quality of medically apppriate clinical cae to
Assistant Sgreon General, Dector PIMC; Cynthia Claus, AlI/ANs with HIV disease though establishment of an
MPH, HIV Program Consultant, PIMC; Bison RouseyBS, integrated serice delivey system and design apach based
HIV Program Specialist, PIMC; Constance James,eDiot  on local or egional network initiatives, emphasizing
Program Planning, PIMC; Don Davis, MPH, Dictor local/regional povider patnerships that include tribal health
PhoenixArea Indian Health Seice, PhoenixArizona. depatments and the IHSThe secondary goals and projected
outcomes of the project include: (1) Enhancing the ability of
IHS/tribal health care delivery systems to plan fievelop,

The Indian Health Service Phoerfirea HIV/AIDS/STD  and evaluate clinical HIprograms, and (2) Strengthening the
(human immunodeficiency virus/acquired immunodeficiencyskills of IHS/tribal practitioners to provide optimal HisAre
syndrome/sexually transmitted diseases) Program has beand treatment consistent with cultural mores.
redesigned to include a clinically-based center of excellence The objectives to achieve these goals are to: (1) increase
for HIV prevention, care, medical treatment, and research antle availability of culturally-sensitive and competent HIV
has been relocated to the Phoenix Indian Medical Celte¥  counseling and testing, (2) increase access to client-centered,
planning, development, and establishment of the B&nter  culturally-relevant case management, (3) improve the quality

of Excellence (HIVCOE) was initiated in the fall of 1996. of life for clients by extending the asymptomatic phase and
reducing the occurrence of opportunistic infections through
Background early intervention and health promotion activities that integrate

The Phoenix Indian Medical Center (PIMC), a 137-bedmedical, behavioral health, and traditional Nat@erican
hospital, provides a wide array of inpatient and outpatientoncepts of healing, (4) expand access to alternative treatments
services to some 45,0@0merican Indians living in six local through research and clinical trial activities, (5) increase
communities. In addition, PIMC serves as a regional referrallinical skills by providing training and education, and (6)
center providing specialty services to a total population ofstrengthen the ability of IHS and tribal programs to plan,
120,000American Indians from throughout the Phoenix anddevelop, implement, evaluate, and sustain research, care, and
TucsorAreas (most ofrizona, Nevada, and UtahThe PIMC  treatment programs.
employs over 750 stamembers, including NativAmericans
who mirror the varied tribal cultures represented in theCultural Component
community being served, as well as the varyinfgtéhces and PIMC has a strong traditional practice component that
degrees of acculturation within thé&merican Indian facilitates accessing traditional healers upon client request and
community The PIMC has been the medical provider to theinclusion of traditional practitioners in program planning.
vast majority ofAmerican Indians with HI\infection reported  sweat lodge is located on the campus and is used by tradition
in the Phoenix metropolitan area and has provided referral ardl providers serving clients and s$tafTraditional practices
consultative services for Hiwfected American Indians at such as talking circles are established providing a uniquely
reservation-based tribal and Indian Health Service (IHSjupportive environment for culturally competent services.
facilities throughout thérea, including a substantial number The HIV COE will provide HIVcare and treatment within
of clients originating from the Navajo afidcsonAreas. an appropriate cultural context rather than the conventional

The HIV Center of Excellence was created to address thepproach of western medical moddlhe model will address
escalating need for comprehensive care and treatment igbues such as values, beliefs, customs, and degree of accultur
HIV/AIDS conditions. Initial planning activities have ation or inculturation that ffct concepts of illness and death,
included: (1) a seroprevalence study to project pii&valence health care seeking behaviors, and adherence to treatment
trends and to identify future resource needs, (2) a compreheregimens. Ethnic, cultural, and class-related factors that shape
sive chart review and utilization study to quantify and specifyesponses (positive or negative) to HIV/AIDS will be
resource needs, and (3) a qualitative and quantitative learniingentified and applied in the process of developing a
needs assessment of providers to obtain the data requiredsiiccessful, appropriate, and integrated response to the HIV
develop a comprehensive training program to enhance thgpidemic in theéAmerican Indian community
quality of HIV care and treatment. Cultural relevancy and competency will be maintained
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through a multi-faceted approacflhe multi-disciplinary HIV  facilities providing care t&I/AN living with HIV disease.This
Advisory Committee that includes traditional representation wilfoadblock denies rural/reservation-based Indian populations, who
address care and treatment issues in planning functions aack the most needwith the least alternatives to care, access to
activities. To assure response to tribally-specific cultural issueghese resourcesThe HIV COE seeks to establish linkages with
the program will utilize Native stafcommunity and consultant other entities to explore alternatives in securing support for-under
resources. served populations.

Tribal practitioners are available for client services and provider
education.A major emphasis will be on-going inservice educationConclusion

for providers addressing specific cultural issues as needed. The Centers for Disease Control and Prevention has funded
National Regional Minority @anizations (NMRO) such as the
Current Funding Sources Intertribal Council ofArizona to provide HIV/AIDS community

Current federal funding for HIare and treatment is through education and prevention programBbhese programs, howeyer
the Health Resources and Servidministration (HRSA) under include neither education or case management of persons with
the RranWhite CaréAct. As currently enacted, funding is limited HIV infection nor focused counseling for high risk individuals and
to metropolitan statistical areas* with high rates of HIV/AIDS,HIV-infected people. To supplement these activities of the
and to state health departments; there are limited avenues MIfIROs, it is critical that the IHS/tribal health systems provide
access to these resources for the IHS/tribal/reservation-basguhically-based intervention services including early detection of
HIV infection, focused counseling for high risk individuals, and
case management/coordinated care for those infected.

The Phoenix Indian Medical Center HICenter of
*  Metropolitan statistical areas are defined by the U.S. Bureau of th&xcellence is dedicated to the provision of appropriate and

Census. For a thorough definition, see: D'Angalb American  effective care and treatment enabling IHS and tribal programs to

Indians andAlaska Natives: defining where they residelhe IHS  assist HIVinfected American Indians andlaska Natives and

Primary Care Povider 1996;21(3):36-42. maintain the health and well-being of tribal communit’es.

Homicide and Suicide Among Native
Americans, 1979-1992

Alaskan Natives. From 1979-1992, 4,7ABerican Indians
L.J. David Vdllace, MSEH, Injuy Prevention SpecialiséAlice  andAlaska Natives (NativEmericans) who resided on or near
D. Calhoun, MD, MPH, former CDC intern; Kenneth E. reservations died from violence: 2,324 from homicides and
Powell, MD, MPH, Medical Epidemiologist; Joann O’Neil, 2,394 from suicide. During this 14-year period, overall
Computer Specialist; and StevelBmes, Computer Specialist; homicide rates for Nativémericans were about 2.0 times
all with the National Center for InjyrPrevention and Condf,  higher and suicide rates were about 1.5 times highan U.S.
Centers for Disease Cowoirand PeventionAtlanta, Geogia.  national rates. Rates varied widelyowever among the
regional Areas of the Indian Health Service (IHS). Native

The following is an excerptdm a suveillance epoit on  Americans residing in the southwestern United States, northern
Native American homicide and suicide published by theRocky Mountain and Plains states, @dska, had the highest
National Center for Injuy Prevention and Contt, Centers for  rates of suicide and homicide. From 1990-1992, homicide and
Disease Contl and Pevention (CDC), in 1996. Information suicide combined ranked as the fourth leading cause of death
about obtaining the completepott, at no chage, is included for NativeAmericans, exceeded only by heart disease, cancer
at the end of the &cle. and unintentional injuries.

Both homicides and suicides occurred disproportionately

Violence is a leading cause of death and disability for alhmong young NativéAmericans, particularly males. From

Americans, but it is a particular threattmerican Indians and 1990-1992, suicide and homicide ranked either second or third
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as the leading cause of death for all Nafiseerican males 10-34 tailored to the specific local settings and problef&iso essential
years of age. For Nativemerican females age 15-34 years, is continued surveillance and evaluation for tifecgf/eness of the
homicide was the third leading cause of deAimost two-thirds  prevention programs that are put into place.

(63%) of male victims and three-quarters (75%) of female victims  The information in this report should be useful to public health
were killed by family members or acquaintances. practitioners, researchers, and policy makers in addressing this
Firearms were the predominant method used in botimportant public health problem amo#gnerican Indians and

homicides and suicides. From 1979-1992, just over one-thirdlaskan Natives.

(38%) of NativeAmerican homicide victims were killed with a For ourSuweillance Summatrreport, data on homicide and
firearm, with the firearm-related homicide rate among Nativesuicide are drawn from three sources:

Americans increasing 36% from 1985 to 1992. Firearms were

used in nearly 60% of Nativemerican suicides. e detailed mortality tapes prepared by the CDC's National
Several distinctive characteristics of violent death among Center for Health Statistics (NCHS) and based on data
NativeAmericans emeged from this study: from state death certificates.
e these same NCHS mortality data, which the IHS has
e The age distribution of suicide rates for Natwmericans categorized byrea.

is quite unlike that for the general population, because of high data (homicide only) compiled from the Federal Bureau of
rates among young adults and lower rates among the elderly Investigation's Supplementary Homicide Report (FBI-
e Although firearms are the predominate method for both  SHR) on victim/perpetrator relationship and weapon type.
homicides and suicides, Natimericans have a lower
proportion of firearm-related homicides and suicides than is  The report is 50 pages in length, with 16 figures and 12 tables.
found in the U.S. population. Tables and figures include years of potential life lost before the age
e The proportion of homicides in which the victim and theof 65 (YPLL-65), ten leading causes of death by age group and sex,
perpetrator were family members or acquaintances igictim and perpetrator relationship, information on weapon type,
somewhat greater for Nativemericans than for the U.S. and detailed breakdowns of homicide and suicide rates by IHS

population at lage. Area and the leading methods, such as firearms, bodily force, or
e Patterns and rates of homicide and suicide among Natieanging.
Americans difer greatly from region to region. Single copies ofHomicide and SuicideAmong Native

Americans1979-1992, are available, without a@rby writing to

There are many promising interventions to prevent violencehe National Center for Injury Prevention and Control, CDC,
but because each Nativemerican community is unique, Division of Violence Prevention, MS-K60, 4770 Buford Highway
prevention strategies should be planned with careful attention &€, Chamblee, GB0341-3724.You may fax your request to 770-
local injury patterns and local practices and cultures. GiveA88-4349, or obtain the document through our webpage
community diferences and the multiple and complex causes dfwww.cdc.gov/ncipc/ncipchm.htm). Once at our homepage, click
homicide and suicide, a simple and uniform approach is inappron "Publications" and follow that to an order form for our NCIPC
priate. Success will come only through a variety of interventiongublications!| |

SPECIAL ANNOUNCEMENT []

Health Professionals Can Help STOP Gun Violence

Every day in the U.S., 14 children or teens die in shootingsounseling, in public and private primary care settings, in
associated with suicides, homicides, or unintentional injuriediome visiting programs, in schools, and other settings.
The epidemic of firearm violencefatts all of us. As a health care professional, you have the opportunity to

Health professionals interested in addressing firearnspeak to children and parents about the guns they are likely to
violence with parents and teens can get help from tl@PST come in contact with in their own homes or in the homes of
program, created by the Center to Prevent Handfijolence relatives or friends they visitWith guns in nearly half the
and theAmericanAcademy of PediatricsThe STOP(Steps to  homes in the U.S., all children are at risk for gun injury or
Prevent Firearm Injury) program kit includes a monograph fodeath.
background information about the scope of the problem, a Gun-related injuries and deaths are preventabldie
suggested reading list, counseling tips, and parent educati®@TOP kit is available free to health professionals. For your
pamphlets. Since 1994, health professionals in all disciplindsee kit, contact the Center to Prevent Handgiatence, 1225
have received this kit and have provided firearm injuryEye Street N.\ Suite 100, Washington, DC 20005 (phone:
prevention messages during routine injury preventior202-289-7319; fax: 202-408-1857 .
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Violence and Violence Prevention

Figure 1. Age-adjusted homicide death rates."

Lemyra DeBuyn, PhD, Behavioral Scientist, Division of
Violence Pevention, National Center for InjuPrevention and
Control, Centers for Disease Contrand Pevention Atlanta, 30
Geogia; Beverly Vikins, Family \olence Pevention
Coodinator, Indian Health Serice (IHS) Mental Health/Social
Sewices Pogram, Albuquegue, New Mexico; Maria Stetter
Burns, MR, Training and Administrative OfficerlHS Mental
Health/Social Sesices Pogram; and Scott Nelson, MD, Chief,
IHS Mental Health/Social Séices Pogram.

Indians & Alaska Natives

25 | - -
U.S. All Races

20

The brief article,Homicide and Suicidémong Native
Americans, 1979-1994n this issue, presents salient points
from a lager report of the same title published by the Center
for Disease Control and Prevention in 199%he data on
American Indian andAlaska Native (AI/AN) suicide and Calendar Year
homicide indicate that violence is a particular threaItaN
populations. Figures 1 and 2, depicting IHS datlhow the
age-adjusted homicide and suicide death rates\fieerican  Figure 2. Age-adjusted suicide death rates.’
Indians andhlaska Natives compared with the US| Races
rates. While the homicide death rates have decreased 40%o
since 1972-1974, and the suicide death rates have decrea
23% since that same period of time, rates for suicide an
homicide inAl/ANs are still higher than those for the UL
Races.

As the summary notes, there is great regional variation i
rates of homicide and suicide amoAgerican Indian and
Alaska Native (AlI/AN) populations (see Figures 3 and 4)
However no tribe is completely spared of these forms of
violence, nor from other violent behaviors, such as child abus
youth violence, intimate partner violence (domestic violence
and other forms of family violence, all of which can lead to 0 T T
fatal outcomes. ' '

The fact remains that homicide and suicide take a propof
tionately high number of lives amod/ANs. Many tribes Calendar Year
have expressed growing concern about suicide and homiciae;
as well as other forms of violence. It can bguad that
violence begets violence; therefore, communities mustall for multifaceted violence prevention and intervention
organize to address these issues. approaches.To be efective, evidence indicates that violence

More and more data indicate that violent behaviors arghtervention and prevention fefts must be consistent over
learned and passed from one generation to the next. Leadersiine, while demonstrating flexibility as community conditions
many communities, Indian and non-Indian alike, are taking 8hift and change.
long, hard look to determine what must be done to stop the Table 1 shows the number of years of potential life lost
violence. Many tribes have taken a stand against violence abdfore age 65 from homicide and suicide, a reflection of their
have made it clear that family and community violence is not ampact onAI/AN communities. This is yet another reminder

Rate per 100,000 population

uvj

1973 ‘75 '80 '85 '90 '92

25

1°2)
(9]

Rate per 100,000 population o

Indians & Alaska Natives

o

20 + U.8. All Races

-

D

traditional or acceptable behavior of the need for resources to address fatal and other violence in
The different patterns of violence W/AN communities,  AI/AN populations.
as well as the diversity of thd/AN communities themselves, While few in numberresources for assistance have grown
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Figure 3. Age-adjusted homicide mortality rates, by IHS
Area.’
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in recent years through federal and private foundation funding
for violence prevention program3wo of these resources, as
well as information about what one tribe is doing to combat
violence, are listed below:

* California, Oklahoma, and Portland areas have documented underreporting of

Indian race on death certificates, hence the selection of the other nine areas.

Figure 4. Age-adjusted suicide mortality rates, by IHS Area.?
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Table 1. Ten leading causes of Years of Potential Life Lost
(YPLL) before age 65, American Indians and Alaska
Natives, 1990-1992.

Rank Cause YPLL*  %*
1 Unintentional injuries 109,697 29.3
2 Heart disease 26,802 7.2
3 Homicide 24,845 6.6
4 Suicide 24691 6.6
5 Malignant neoplasms 24,607 6.6
6 Perinatal period 22,379 6.0
7 Congenital anomalies 22,293 6.0
8 Alcoholism 21,964 5.9
9 Sudden Infant death Syndromel8,460 4.9

10 Human immunodeficiency virus 4,985 1.3
All other causes 57,398 15.3
* Numbers and percentages are exactly as found in reference numbper 3.

American Indian/Alaska Native Community Suicide
Prevention Centerand Network.

Administered by the JicarilldApache Tribe, Dulce,
New Mexico, theAl/AN Community Suicide Prevention
Center and Network provides crisis response and suicide
prevention program development assistance to tribes
throughout the United StatesThe Centerin its first year
of operation, is funded by the National Center for Injury
Prevention and Control of the Centers for Disease Control
and Prevention and the Indian Health Service Mental
Health/Social Services Program.

Trainers from diverséAmerican Indian andAlaska
Native communities throughout the United States are
available to assist tribes in planning suicide prevention
and intervention programsThey come primarily from the
health care field, and include social workers, mental health
providers, child welfare workers, suicide and domestic
violence prevention advocates, and otherdssistance
from the Center can include training on suicide crisis and
grief intervention, school-based suicide prevention,
suicide prevention program and crisis response team
development, data collection/surveillance, and program
evaluation. The Center also publishes a regular newsletter
and will have a website in the future for easy access to
information on suicide prevention and intervention.

For information, contact Monica Carrasco, Center
Coordinator Jicarilla Apache Tribe, at 505-759-3162 or
800-942-7440.

Family Violence Pevention Coordinator and Child
Abuse Prevention Coordinator, Indian Health Service,
Headquarters West.

Suicide and homicide are fatal outcomes often related
to other violent behaviors within families and communities.
Assistance in addressing violence against women and child
abuse amon@l/AN communities is dered by the Indian
Health Service Mental Health/Social Services Program in
Albuquerque, New Mexico.

The Family Violence Prevention Coordinator
Beverly Wilkins, focuses on the prevention of violence
against women amon@l/ANs. Ms. Wilkins works
closely with the Department of Justice in the administration
of the ViolenceAgainstWomenAct (VAWA) grants to 68
AlI/AN communities. For information on assistance from
the Indian Health Servic&/AWA grants, andVictims of
CrimeAssistance (VOCA) foAlI/AN communities through
the Ofice of Victims of Crime, contact M&Wilkins at 505-
248-4245.

The Child Abuse Prevention Coordinator is Ramona
Williams, MSW Ms. Williams can be reached at 505-248-
4245,

Violence Pevention Piograms funded by the Indian
Health Service.
For information on other violence prevention
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programs funded by the Indian Health Service, contact Maria Regional Diffeences in Indian Health — 1996Rockville, MD: U.S.

StetterBurns, MR or Scott Nelson, MD, at 505-248-4245. Department of Health and Human Services, Indian Health Service; 1997.
3. Wallace LID, Calhoui\D, Powell KE, O'Neill J, James SRHomicide
References and SuicideAmong NativeAmericans, 1979-1992.Atlanta, GA: U.S.
1. 1996 Tends in Indian Health. Rockville, MD: U.S. Department of Department of Health and Human Services, Centers for Disease Control
Health and Human Services, Indian Health Service; 1997. and Prevention; 1996.Violence Surveillance Summary Series, Nd_2.

Assault Injuries on the Hualapai Indian
Reservation: A Descriptive Study

ported at least 50 miles (and up to 140 miles) to various
Diana M. Kuklinski, MS, REHS, Staff Sanitarian; and Chris Bcontract care hospitals by helicopter or by ambulance operated
Buchanan, BS, Field Sanitarian; bottorfn the IHS Kingman by the Peach Springs Engency Medical Services (EMS).
Field Office, KingmanArizona. To be included in this studyach victim had to be an
American Indian treated by EMS or PSHC ambulatory and/or
contract health services (CHS) for any assault injury that
Introduction occurred on the HIR between 1992 and 1994. Injuries ranged
Injuries are the leading cause of deathAorericans aged from minor to severe. Minor injuries include scrapes, bruises,
1-44 years. Intentional injuries due to assault, homicide, andand other injuries that require minimal, outpatient, medical
suicide represent approximately one-third of all injutie®.  treatment. Severe injuries include fractures of major bones,
1992, there were 25,488 homicides in the United Statedoss of consciousness, injuries requiring hospitalization, and
During 1979-1992, the homicide rate fAmerican Indians fatalities. Including minor injuries in this study may skew the
was approximately twice the national averag&he rate of data analysis as noted in the discussion section.
nonfatal injuries due to assault probably exceeds the homicide An "assault" was defined as a violent event in which one
rate by more than 100 timés. person uses physical force intentionally to cause harm, jnjury
Although the epidemiology of assault-related violence hasr death to another This category includes the following:
been studied in severAmerican Indian/Alaska Native com "attacks," defined as unprovoked physical violence inflicted
munities$” most studies have focused on general U.Supon a victim by one or more assailants; "fights,” in which
homicide epidemiology or trend dé&td. Assaults are a leading physical force is reciprocated between individuals; "domestic
cause of injuries on the Hualapai Indian Reservatidss  violence," where physical abuse is between two individuals
discussed in other articles in this issue, knowledge of the epivho are in or have had an intimate relationship, or between a
demiology of assaults at the local level is required for thearent and adult child in the same household; “child abuse," in
development of ééctive prevention and intervention which a minor is physically abused by an adult; and "rape,",
strategies. This study examined the epidemiology of assaultwhich includes all forms of unwanted sexual aggression.
related injuries that occurred during a three-year period on the Potential cases were identified by reviewing the PSHC

Hualapai Indian Reservation. Emegency Room (ER) log and PSHC ambulatory visits for
any injury with a reference to assaulthe ER log is a list of
Methods emegency response incidents compiled by the EMS and

Situated in the high desert of northeAmizona, the PSHC. In addition, a database of ambulatory clinic visits made
Hualapai Indian Reservation (HIR) is home to 1,300 tribabetween December 1, 1993 and December 31, 1994 was
members. Most live within a five mile radius of Peachobtained from PSHC. Death certificates from the State of
Springs,Arizona. Ambulatory medical services are provided Arizona were reviewed to identify homicides from 1992-1994.
by the Indian Health Service (IHS) at the Peach Springs Health Our primary data sources were PSHC medical charts and
Center (PSHC). Individuals with serious injuries are transEMS ambulance run sheet@/e obtained additional data from
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the Bureau of IndiaAffairs Law Enforcement Center (LEC), Figure 1. Assaults by victim age (N=236)
PSHC Contract Health Services (CHS), and #r&zona
Department of Health Services (ADHS). LEC data set
consisted of information contained in police dispatch logs an
incident reports. An ADHS database was used to obtain
severity and cost data for contract health cases when this infg
mation was not available through CHS8Ve used these data
sources to confirm potential assault cases identified in ot
initial review; and to collect such information as demographics
assault circumstances, nature and severity of injurie
substance use, and referrals to other agencies.

Referrals to social services were identified from entries i
patient charts. Law enforcement involvement was identifie
by notation in patient charts and by reviewing LEC records.
EMS and PSHC do not determine blood alcohol levels 0-9 10-19 20-29 30-39 40-49 50-59 60-69 70+
assault victims. Howevgesubjective assessments of altere
behavior alcohol odar and statements made by the victim
regarding substance use may be noted in EMS run sheets;
PSHC medical records, and LEC incident report§/e
determined alcohol or drug involvement if use was noted inthe Documentation of assailant information in victims'
EMS, medical records, or police reports. medical records was limited.The information most often

Data were collected by the dtadanitarian and field reported was genderace, and number of assailants per
sanitarian, IHS Kingman Field @de, with assistance from incident. Four times more assaults were committed by males
IHS Area and district staf Data were analyzed using Epi Info, than females (102 vs. 22, respectively), for the 124 cases in

o

[®X

=

Number of Assaults

tf

Age of Victim

Version 6.02 statistical software. which gender was reported’he majority of incidents (81%)
involved a single assailant.
Results The relationship between the victim and assailant was

During the three-year period, 236 individuals wererecorded in 142 casesafle 2). In the remaining 94 cases, the
assaulted: 19 were males andlT were females @ble 1). identity of the assailant was unknown or not documented.
One person was fatally assaulted, viere hospitalized, 223 Family members and intimates accounted for 58% of all
received outpatient treatment, and severity could not bassaults in which the relationship was documeniéithin this
determined for one victim. Males were 4.5 times more likelycategory the majority of assaults were committed by the
than females to require hospitalization for severe injuries (8%ictim's spouse or intimate. Females were 5.1 times more
versus 2%, respectively). In contrast, females were more likeljkely to be assaulted by a spouse or intimate than males.
than males to be treated for injuries requiring outpatient caf@lales were 2.3 times more likely to be assaulted by friends or
(98% versus 91%)The average victim age was 27.6 years; theacquaintances than females.
majority (80%) were ages 10-39 (Figure 1).

Table 2. Relationship of assault victims to assailants, for
documented cases.

Table 1. Assault injury severity by victim’s gender.*
Victim Gender
. . 0
Male Female Assailant Identity Male Female Number (%)
I 0, 0,
Severity Number (%) Number (%) Total Family Member (n=82)
Spouse/Intimate 7 44 51 (35.9)
Fatal 1 (100.0) 0 (0.0 1 Sibling 7 2 9 (6.3)
. Parent 2 8 5 (3.5)
Hospitalized 9 (81.8) 2 (182) 1 Other Family Member 8 9 17 (12.0)
Outpatient ~ 108 (48.4) 115 (51.6) 223 Acquaintance (n=60)
Casual acquaintance 25 10 35 (24.6)
Unknown 1 (100.0) 0 (0.0 1 Schoolmate 5 11 (7.7)
Friend 5 3 8 (5.6)
Neighbor 1 3 4 (2.8)
Total 119 (50.4) 117 (49.6) 236 Co-worker 1 0 1 (0.7)
Gang member 1 0 1 (0.7)
* Percentages are calculated across each category Total 63 79 142 (100.0)
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Alcohol use by the victim, assailant, or both, wasDiscussion
documented in more than half (58%) of all cases. Only 9 The typical assault victim on the Hualapai Indian
incidents documented drug involvement. Hospitalized victim®keservation is a young to middle-aged adult injured by bodily
had 1.6 times more documented substance involvement thésrce during a fight in a residential area by a known male
victims receiving outpatient care (64% vs. 39%, respectively)assailant. Males and females are equally likely to be assault
In the fatality case, alcohol involvement was documented fovictims; however when milder outpatient, injuries are
both the victim, a 30-yeald male, and his assailant. Male excluded, male victims outnumber females by a factor of five.
victims were 2.3 times more likely to have used alcohol tha®ther studies have shown that most assaultive violence is
females (59% vs. 26%, respectively). committed by male%, and that males are more likely to be
As expected, most assaults occurred in the evening housdctims of violence than women. Intervention and prevention
50% occurred between 4:00 pm and midnighdmost half  efforts would be most &ctive tageting fights, the leading
(47%) of assaults occurred on Saturday or Sunédiyjough  cause of assault injuries in males. Equdbres aimed at
the distribution of assaults by month showed no clear patterdomestic/family violence would address the leading cause of
most occurred in Decembéwugust, and Januaryrhe type of  assault injury to females.
assault was documented in 86% of casedl€r 3). Fights
were most common (36%), followed by domestic violence
(22%), attacks (21%), child abuse (4%), and rape (2%). MaleRable 3. Assault type by victim's gender.

were 2.5 times more likely than females to be involved in &

fight, while females were over six times more likely than male$  Type ofAssault Males  Females Total (%)

to be to be victims of domestic violence, and twice as likely t

be victims of child abuseAssault injuries due to gangs were Fights 61 24 85 (36.0)

practically non-existent, with only one case documented. Domestic violence 6 46 52 (22.0)

Attacks and fights accounted for the majority of assaultf  Attacks 29 21 50 (21.2)

requiring hospitalization (46%, or 3/1each); there was one Rape 2 3 5 (2.1)

hospitalization due to domestic violence. Unknown 18 16 34 (14.5)
Most assault injuries (52%) were caused by bodily force,

followed by blunt objects (21%) &ble 4). The type of Total 119 117 236(100.0)

weapon was not identified in 39 cases. Blunt objects were

implicated most frequently (46%) for severe injuries requiring
hospitalization. In contrast, for milder injuries requiring only

outpatient care, bodily force was most often implicated (51%)Table 4. Type of weapon used in assaults.

Only three incidents involved assault by a firearf.motor
vehicle was used to commit the one homicide. Type of Weapon Number (%)
We determined the physical location of assaults in 16
cases (@ble 5 The majority (42%) occurred in residential Fist, foot, body 122 (51.7)
areas, followed by outdoor locations (15%), institutional (9%) Blunt object 49 (20.8)
and business locations (2%). Seventy-six assaults (32%) Knives and sharps 13 (5.5)
occurred in unknown locationsThe majority of assaults in Vehicle 4 (1.7)
residential settings occurred at the vicrhome (74%). Fire/heat 1 (0.4)
The costs of medical care include transportation, hospit Other 5 (21)
ization, and outpatient treatment. For 10 of thehaspital Unknown 39 (16.5)
izations, costs ranged from $1,236 to $31,964, with an average
of $8,024. Cost data were not available for the majority Total 236 (100.0)
assault cases that received outpatient care. Howé@er
outpatient visits had costs ranging from $315 to $4,133, with
an average of $1,062.
Social services involvement was documented in only 40%able 5. Physical location of assaults.
of child abuse cases dble 6). Documentation of social
services involvement was even less in cases of rape (20%), . 0
domestic violence (8%), fights (7%), and attacks (4%). Police L-ocation Number (%)
involvement, as documented in the medical chart, was noted|(in . .
all cases of child abuse, followed by rape (80%), domestic Residential 98 (41.5)
violence (65%), fights (64%), and attacks (64%). Policd Out_doc_)rs 36 (15.3)
records confirming the reported referral of police cases wefe Institutional 21 (8.9)
found for 60% of rape cases, 46% of domestic violence casds, BUSIN€ss 5 (21)
40% of child abuse, 39% fights, and 28% of attacks. Unknown 76 (32.2)
Total 236 (100.0)

62 THE IHS PROVIDER [ April 1997




Table 6. Referral of assault cases to social services and law enforcement.

Referral Citation of

to Social Police Record filed

Services* Involvement* at Police Dept.
Type ofAssault Number No. (%) No. (%) No. (%)
Brawls/fights 85 6 (7.1) 54 (63.5) 33 (38.8)
Domestic violence 52 4 (1.7) 34 (65.4) 24 (46.2)
Attack 50 2 (4.0 32 (64.0) 14 (28.0)
Child abuse 10 4 (40.0) 10 (100.0) 4 (40.0)
Rape 5 1 (20.0) 4 (80.0) 3 (60.0)
Unknown 36 1 (2.8) 16 (44.4) 3 (8.3)
Total 236 18 (7.6) 150 (63.6) 8l (34.3)
*As noted in medical chart.

In more than half the cases, the victim and/or assailant hdwspital records regarding assault circumstafiéeSomplete
reportedly been using alcohol or drugés injury severity and accurate data are vital for designingeaive injury
increased, so did alcohol involvementThe amount of prevention intervention strategie§.o determine the circum
documented substance involvement is likely an underestimatances of assault incidents, improved documentation is needed
tion because (1) a suspicion of substance use may not hamemedical recordsThis may be approached through a combi
been noted in the medical chart; and (2) in the majority ofation of staftraining and policy development and implemen
incidents, little or no assailant information was recorded. tation.

The association between alcohol and assaultive violence is Treatment and prevention in assault cases, especially child
well-known. Alcohol probably contributes to assaults by abuse, rape, and domestic violence, are typically handled by
removing inhibitions that may otherwise prevent violehce.social services and mental health professionals. Linking data
Studies have shown that alcohol is involved in at least half dietween health care providers, social services programs, and
all homicides, and more than half of all domestic violence police should be helpful in identifying high-risk persons and
incidents®® Researchers have estimated that 80%noérican  developing intervention programs. For exampldeative
Indian homicides are alcohol-relatéd.One study of urban substance abuse rehabilitation can reduce substance abuse and
trauma hospitalizations found that 93%Adherican Indians also decrease criminal activity The Joint Commission on
admitted for stab wounds tested positive for a blood alcohd\ccreditation of Healthcare @anizations (JCAHO) requires
concentration (BAC) exceeding 0.7%A BAC of 0.1% is the accredited facilities to implement policies and procedures and
threshold for legal determination of intoxication in manystaf training for identification, treatment, and referral of all
states. victims of abuse, such as domestic violence, child abuse, and

As expected, most assaults occurred during the eveningpe®* The low rates of documented referrals to social services
hours on Saturday and Sundayther studies have shown indicate that improvements are needed in referring and
higher rates of homicides on weekehdSuch temporal data tracking assault victims and high-risk individuals. In addition,
should be useful in tgeting interventions to times of high tribes should be encouraged to adopt and enforce law enforce
assault activity For example, interventions could include ment codes that address this issue.
weekend saturation patrols and DUI (driving under the The costs of injury are high, making prevention a top
influence) checks, and increasing awareness and plannipgiority. These costs include the financial burden to the
alternative community activities especially during weekendsnedical care system, loss of economic productivity through
and during potential high assault months. disability and death, and psychological and physical pain and

Much information about victims and especially assailantsuffering in victims, family and friends.This study focused on
was missing from the records at PSHC, EMS, and to a lesstite health care costs issué/e could not gain access to cost
extent, the LEC. For example, the relationship of the assailadata where private insurance ACCCS* paid part or all of
to the victim was not documented in 40% of cases, the
assailans gender was not noted in 48% of cases, and the
location of the assault was not documented in 32% of cases. The Arizona Health Care Cost Containment System (AHCCCS) is
Other studies have found similar poor or missing data in  Arizona's alternative to Medicaid.
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the health care cost#lthough the average cost data that weAcknowledgements

obtained are underestimates, it is clear that assaults are a drain

We are grateful to the Hualapaiibal Council for their

on the IHS and medical care budgétssuming the average support of this project; the Peach Springs Health CePézch
costs of hospitalization ($8,023) and outpatient treatmerSprings Emeagency Medical Service, and the Bureau of Indian
($1,236), a conservative estimate of the cost of assault-relat@difairs Law Enforcement Center for their assistance in records

injuries on the HIR for 1992-1994 is $325,090.

If just oneretrieval;Alan DellapennaActing Director of the Division of

assault-related hospitalization could be prevented, the resultifgnvironmental Services, IHS Phoenirea, and Michael
financial savings could be used, for example, to provid&Velch, IHS District Environmental Health Specialist, for
diphtheria, tetanus and pertussis (DTP), polio, and hepatitis assistance in data collection, interpretation, and technical con
immunizations to 385 children, and influenza immunizationssultation; and Jon PeabqddS District Sanitarian, and L.J.

to 385 elderly persons.

The predominance of minor injuriesfexdts this study
because the circumstances of minor injuries magrdffom
those of severe injuriés.This is confirmed by the ddrences
shown between outpatient and hospitalized cases in sugh
factors as substance involvement, victim gender
victim/assailant relationship, assault type, and weapore.
Ideally, all injuries should be characterized and monitored.
However to most dectively reduce the total cost of injuries, 3.
given limited stdfand resources, priority should be given to
characterizing and preventing the most severe injuries.
resources allowand where interest is shown for particular
types of injuries such as domestic violence, these injuries may
be studied in greater detail. 5.

i,

Study Limitations

The total number of assault cases identified in this study is
an underestimate because the ambulatory visit database did not
capture visits prior to December 1, 1993. Underreporting of.
assault incidents by victims may also underestimate the total
numbers of assaults in this communityncompleteness of s.
patient records limits the amount of information that could be
collected for many of the incidents. Inability to access costs
and records for those victims with private insurance and.
AHCCCS limited the calculation of cost estimates.

Conclusions 10.

Assaultive violence is a complex problem rooted in social
and economic factofs. To begin solving the problem will 11,
require a comprehensive, systematic, multi-disciplipary
community-based approachThis will first require raising
community awareness of assaultive violence and studying the.
parameters mentioned in this narrative that make up the types
of assaultive violence existing in the communifyfter this, a
community-based approach involving coalitions, partnershipg,z.
and training will be needed. Focusing prevention and-interi4.
vention eforts first on fights and domestic violence will
address the leading causes of assault injuries in males argl
females, respectively

Concurrent improvement is required in the tracking of
assault victims and high-risk individuals by health providers
and law enforcement, and their referral to social services and
other programs. Improved documentation of the circum
stances of assault incidents in medical records is essential for
the design of déctive injury prevention intervention
strategies.
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