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Objectives: To review the epidemiology, research, and prevention
programs for sexually transmitted diseases in American Indians and
Alaska Natives (AI/ANs).

Study Design: We reviewed the current national and regional
trends in sexually transmitted diseases (STDs) for AI/ANs from 1998–
2004, peer-reviewed studies from January 1996, through May 2006,
and reports, unpublished documents, and electronic resources ad-
dressing AI/AN STD prevention and control.

Results: STD prevalence among AI/ANs remains high. For exam-
ple, the case rate of C. trachomatis in the North Central Plains AI/AN
populations is 6 times the overall US rate. Trends for C. trachomatis
also show sustained increases. Little research exists on STDs for this
population, and most is focused on HIV/AIDS. Fear of compromised
confidentiality, cultural taboos, and complex financial and service
relationships inhibit effective surveillance, prevention, and manage-
ment.

Conclusions: Recommendations for STD control in this population
include improved local surveillance and incorporation of existing
frameworks of health and healing into prevention and intervention
efforts. Research defining the parameters of cultural context and social
epidemiology of STDs is necessary.

SEXUALLY TRANSMITTED DISEASES (STD) in American
Indians and Alaska Natives (AI/ANs) are an important public
health concern, with reported case rates for chlamydia, gonorrhea,
and syphilis that are 2 to 6 times higher than rates in non-Hispanic
whites (in keeping with the 1977 National Congress of American
Indians and the National Tribal Chairmen’s Association resolution,
we use the term American Indians and Alaska Natives, abbreviated
to AI/AN. We also use the term Native to refer to both American
Indians and Alaska Native peoples).1 Recent data suggest that the
gap in prevalence of most reportable STDs between AI/AN and
other racial/ethnic groups may be widening.1,2 Women infected
with chlamydia and gonorrhea often experience significant se-
quelae including pelvic inflammatory disease, ectopic pregnancy,

and tubal infertility.3 Untreated syphilis may cause congenital
syphilis in newborns, blindness, stroke, heart disease, and death.3,4

In addition, these STDs have been shown to facilitate the acqui-
sition and transmission of HIV.3,5,6 The annual direct cost of
STDs, including HIV, is estimated to be between $9.3 and $15.5
billion dollars.3,7 For facilities that care for AI/ANs, the costs
associated with a higher STD burden may strain already scarce
resources.

Despite the high morbidity and economic costs of STDs for this
population, current practices of screening, treatment, and fol-
low-up in AI/AN communities appear to be suboptimal.8,9 Im-
provements in STD control and prevention are clearly needed, yet
little is known about which components of STD programs or
prevention activities may be most effective for controlling the
spread of STDs in this population.

The challenges of addressing STDs in the AI/AN community
reach beyond resource allocation or clinical models of treatment.
The epidemiologic profile of STDs among AI/ANs manifests from
myriad factors, including complex social and sexual networks,
varying cultural proscriptions regarding sexual activity, health, and
help-seeking, availability of appropriate treatment and partner
management strategies, and coordination of tribal, state, and fed-
eral programs. In this article, we will review the current epidemi-
ologic evidence, research, and programmatic activities related to
STDs, including HIV/AIDS, among AI/ANs. Thus, this effort
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represents the first comprehensive synthesis of an often obscure
and elusive literature on STDs in AI/AN communities.

Demographic and Health Context of AI/ANs

Health disparities are often highly correlated with economic and
social disparities. A review of the conditions in which many
AI/ANs live may provide important context to the rates and trends
of STDs in this population. According to the 2000 US Census,
AI/ANs comprise less than 2% of the total US population.10 They
may belong to one or more of 560 federally recognized tribes or
Alaska Native Villages,11 all immensely diverse in cultural tradi-
tions, ways of living, and epidemiologic profiles. About 60% do
not live on a reservation or tribal area, yet frequently travel
between urban areas and tribal lands for ceremonies, education, or
employment opportunities. About 28% of all AI/ANs live in pov-
erty, compared with 12% of the total population.10 Unemployment
rates are above 10% for most tribes (likely underestimated since
they exclude persons no longer looking for work); households are
crowded; and educational achievement lags behind other Ameri-
cans, with only 10% of all AI/ANs living on tribal lands holding
a bachelor’s degree or higher, compared with 24% in the US
general population.10 AI/ANs also endure elevated levels of mor-
tality and morbidity. For example, age-adjusted mortality rates
show that AI/ANs are over 7 times more likely to die from
alcoholism when compared with the US general population, one
and a half times as likely to die from firearm wounds, and over 3
times as likely to die in a motor vehicle-related injury.12 Although
we know little about how this environment may shape AI/AN
sexual risk-taking and the subsequent patterns of STDs, evidence
suggests that trauma and ongoing stress may be deleterious to
sexual health.13–15

Materials and Methods

National Surveillance

For the purposes of this article, “STDs” refer to chlamydia,
gonorrhea, syphilis, and HIV/AIDS. HIV/AIDS can be nonsexu-
ally transmitted, but we include the disease in this review because
of its close association with sexual activity. We used published
reports from Centers for Disease Control and Prevention (CDC)
surveillance systems of nationally notifiable diseases to calculate
rates of chlamydia, gonorrhea, and syphilis and HIV/AIDS among
AI/ANs.16–19 Cases are defined according to CDC’s Sexually
Transmitted Diseases Treatment Guidelines.20 Laboratories or
physicians are required to send reports of positive cases of chla-
mydia, gonorrhea, syphilis, and AIDS to local or state health
departments, which are subsequently forwarded to CDC for com-
pilation.20 The case rate is then calculated using the relevant
estimated census population base (county, state, etc.), corrected for
projected increases (or declines).

Compulsory reporting of AIDS is required in all 50 states and
the District of Columbia. However, not all states have imple-
mented CDC standards for name-based HIV reporting, and some
have large AI/AN populations such as California, Illinois, and
Washington. Oregon and Connecticut have name-based HIV re-
porting only for children under the age of 13.18 For this reason,
surveillance-based estimates of HIV prevalence are likely to char-
acterize the HIV-related profile inaccurately for the AI/AN popu-
lation. Here, we present only national AIDS rates.

IHS Surveillance

For local AI/AN rates, we used data provided by the CDC and
Indian Health Service (IHS) for IHS service areas to demonstrate

the increased differentials in areas of relative AI/AN concentra-
tion.21 The IHS divides its responsibilities into 12 regions, com-
prising 621 service counties (usually on or near tribal lands), with
an estimated service population of some 1.7 million AI/ANs,
(about 61% of all AI/ANs in the United States). Case rates were
compiled using AI/AN population data from these counties, in
combination with AI/AN case-reporting geographically linked to
these counties (summarized to the regional level). No IHS regional
estimates of AIDS cases are available.

The IHS estimates used here were calculated in a similar manner
as national CDC STD rates, using AI/AN cases and AI/AN-
specific county populations. However, local variability in adher-
ence to those specifications is possible,21 and may be a particular
problem at tribally-operated facilities (distinct from IHS-, privately-,
or publicly-operated facilities). Because of tribal sovereignty,
these facilities are not tied to the same reporting requirements that
are mandated by states; tribally-operated facilities may choose not
to report STD cases to the state or county surveillance system.22

The extent of this problem and its affect on overall or regional
rates is not possible to determine. One study indicated that of those
responding to a survey, 85% of tribally-operated and urban Indian
health care facilities report HIV/AIDS cases to state or county
authorities, and only 71% report chlamydia and gonorrhea (how-
ever, only 55% of facilities participated in the survey).23

Literature Search Strategy

We performed a Medline and PsycInfo search of articles ap-
pearing in peer-reviewed journals on STDs among AI/ANs from
January 1996 through May 2006. We constructed two lists of terms
for our search strategy: one for STDs, which included “sexually
transmitted diseases,” “STDs,” and each of 4 STDs (chlamydia,
gonorrhea, syphilis, and HIV/AIDS). The second list was com-
prised of population terms, including “American Indian,” “Alaska
Native,” “Native American,” and “Aboriginal.” We selected those
articles that focused on AI/AN populations and STDs, including
studies based on Canadian populations. We included studies on
human papillomavirus (HPV) that appeared as a result of these
search terms. HPV is not a reportable STD, but is a significant area
of morbidity for AI/AN populations and thus merits mention. We
excluded quantitative studies that mentioned AI/AN groups with
small sample sizes. Finally, because research challenges, pro-
grams, and services in these communities often do not appear in
peer-reviewed journals or program proceedings, we conducted
internet and manual searches to identify available reports delin-
eating sexual risk factors and STD prevention and control efforts
occurring in AI/AN communities. Additionally, each member of
the Taskforce (coauthors) has worked with diverse AI/AN com-
munities in different capacities; each contributed relevant unpub-
lished literature to this review.

Results

Epidemiology of STDs Among AI/ANs

Chlamydia. Trends in AI/AN chlamydia case rates from 1998–
2004 show a slightly lower rate of annual average increase (4%)
when compared with the overall US case rate (6%); however, the
AI/AN rates are over twice as high as the overall US rates (Fig. 1).
Figure 2 shows specific IHS regional patterns of chlamydia case
rates for 2004. All IHS regions except the California region have
higher case rates when compared with the overall US rate; the
Aberdeen area (North-Central Plains) chlamydia rate was 6 times
higher than the overall US rate.
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Gonorrhea. In contrast to the pattern for chlamydia, the AI/AN
gonorrhea case rate was similar to the US rate. However, the
AI/AN trend over this time period reflects a 3% average annual
increase, whereas that for the United States overall reveals a 2%
average annual decrease for the same period (Fig. 1). Figure 3
shows IHS regional trends for gonorrhea. All but 3 regions (Ab-
erdeen, AK, and Phoenix) show lower rates than the US rate;
however, both Aberdeen and Alaska regions are twice the level of
the overall US rate, and all but 3 regions (Billings, Nashville, and
Oklahoma City) have shown increases over the prior 6 years,
counter to the overall United States trend (data not shown).

Syphilis. The national case rates for primary and secondary
syphilis among AI/ANs have increased from 2.2 to 3.2 per 100,000
from 2000 through 2004, paralleling the overall US case rate
increase (2.1–2.7 per 100,000).17 For the IHS service population,
the estimated increase is from 1.3 to 3.5 per 100,000.21 Syphilis
often occurs in association with discrete outbreaks, and thus na-
tional statistics may mask such events occurring in specific AI/AN
communities.9 In one Southwest US American Indian community,
for example, over 93 cases of syphilis were reported between 2000
and 2003, with 3 associated cases of congenital syphilis.9,24 In a
2004 outbreak in Maricopa County, AZ, the AI/AN rate was 18.6
per 100,000.25 In the Southeast United States, the AI/AN rate for
one community reached levels of 112.4 cases per 100,000 persons
in 2001, a 78% increase over a 5-year period.9

AIDS. The number of AIDS cases among AI/ANs has in-
creased during the years from 1990 (223 cases) to 2003 (3,026

cases).18 The CDC-estimated rate of AIDS for this population is
slightly less than would be expected given the AI/AN representa-
tion in the population. However, several dimensions of the AIDS
epidemic for this group are especially concerning. AI/ANs expe-
rience a faster time course from initial diagnosis of HIV infection
to AIDS-defining illness than any other racial group in the United
States. In 2001, 48% of AI/ANs diagnosed with HIV were subse-
quently diagnosed with AIDS within 12 months, compared with
40% for the general population.19 They also experience one of the
lowest survival rates after an AIDS diagnosis is made.19 Available
data do not provide information on whether the rapid progression
(and low survival) is due to a late diagnosis of HIV, or an
accelerated viral pathogenesis. Among those diagnosed with
AIDS, AI/AN youth ages 13 to 24 make up 6% of all AI/AN cases,
cumulatively, compared with 4% of those same ages in the general
population.18 Finally, in 2004, 33% of AI/ANs diagnosed with
AIDS were women or girls, a level second only to blacks (35%).26

Research, Reports, and Programs on STDs and HIV/AIDS
Among AI/ANs

Peer-Reviewed Articles. A total of 71 peered-reviewed journal
articles were published from January, 1996, through May, 2006,
on STDs among AI/ANs. Fifty-eight articles had an exclusive or
primary HIV/AIDS focus and 14 had a primary focus on STDs
other than (or in addition to) HIV/AIDS. (Table 1). Three articles
focused on trends and patterns. McNaghten and colleagues looked
specifically at national AI/AN patterns of STDs,27 although Miller
et al.,8 Patrick et al.,31 and Shields et al.,29 examined patterns of
specific STDs in community samples among which AI/ANs com-
prised a substantial proportion. Thoroughman and colleagues,30

provided an important footnote to these efforts by showing sub-
stantial racial misclassification of AI/AN women in Oklahoma in
STD case reporting.

Three articles assessed sexual partner networks.33,35,37 Each of
these suggested that the circulation of infected AI/AN persons,
coupled with partnering patterns, are likely to provide disease
transmission bridges to even remote rural areas. The findings from
2 related articles34,38 indicated that condom use among drug users
varies by race of partner, and that male drug users were less likely
to use condoms with AI/AN women when compared with partners
of other races. Schiff and colleagues presented results of a clinic-
based control trial on cervical neoplasia among Southwest AI
women.36 They showed the importance of HPV and other STDs to
this condition for this population. A multiethnic study on HPV
found that the factors associated with the acquisition of HPV for
AI women included young age at sex, multiple sexual partners, and
women whose partners who reported very high numbers of other

Fig. 3. Gonorrhea rates per 100,000, by IHS service areas,
2004.

Fig. 1. IHS and US chlamydia and gonorrhea, rates per 100,000,
1998–2004.

Fig. 2. Chlamydia rates per 100,000, by IHS service areas,
2004.
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TABLE 1. Summary of STD Research in AI/AN Populations, 1996–2006

Authors
Year of

Publication Goal of Study Year(s) of Study Study Population Data Source/Sampling Method

McNaghten
et al.27

2005 HIV/AIDS and STD
trends

Cumulative through
2000

US national AI/AN population Surveillance data

Miller et al.8 2004 CT and GC
prevalence rates
among US youth

2001–2002 Nationally representative
sample of youth, ages
18–26

AddHealth data

Steenbeek
et al.28

2004 Provide guidance on
holistic approaches
to STI prevention

N/A; review,
nursing
strategies

First Nations and Inuit
adolescents in Canada

N/A

Shields
et al.29

2004 Prevalence and
correlates of CT
among street youth
in Canada

1999 Street youth (15–24) from 7
large urban centers across
Canada

Recruited in a snowball sampling
approach through drop-in
centers, outreach work, mobile
van units.

Thoroughman
et al.30

2002 Estimate extent of
racial miss-
classification

1995 AI/ANs in Okalahoma Oklahoma State Surveillance
data and Oklahoma IHS
Patient registry

Patrick et al.31 2002 Examine outbreak of
syphilis in
Vancouver

1996–1999 Syphilis outbreak pop in
Vancouver

Population and health indicator
data for Vancouver

Speier32 2001 Elicit perceptions of
infectious diseases
and community
well-being

1999 Native people of the Chugat
region, Alaska

12 Focus groups—teen, adult,
and elder community members
recruited through community
networks

Jolly et al.33 2001 Compare structure
and form of sexual
networks in two
cities

1996 (Colorado
Springs, CO);
1998 (Winnipeg,
Canada)

Partner notification data from
El Paso County
Department of Health and
Environment; CT positives
in Manitoba Canada, and
their partners

Network data from jurisdictions
of respective sites

Fisher et al.34 2000 Assess correlates of
Alaskan drug use
and STDs

1991–1995 Out-of-treatment drug users
in Anchorage, Alaska

Recruitment within 6 census-
tracts for 18�, positive for
morphine or cocaine, and
out-of-Tx

Wylie and
Jolly35

2001 Examine structure
and form of sexual
networks and
influence in STDs
in Manitoba,
Canada

1997–1998 CT positives in Manitoba
Canada, and their partners

6-mo block of laboratory data,
linked with Manitoba
communicable disease control
database

Schiff et al.36 2000 Examine correlates of
cervical neoplasia,
with specific
attention on HPV/
other STDs

1994–1997 AI/ANs from New Mexico Women recruited through 3 IHS
clinics in New Mexico

(Continues)
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TABLE 1. (Continued)

Total N (all races) Analyses/Measures Comments/Conclusions/Findings
Special AI/AN-Specific

Recommendations/Notes

National surveillance Secondary Emphasis on HIV/AIDS trends and
patterns, STDs as a risk factor

Coordination among providers, tribes,
fed, state, and local health care
necessary to prevent HIV/AIDS

N � 14,322; 136 AI/AN
students; no
reservation schools
included in sample

First void specimens, LCR
assays

AI/AN CT prevalence: 10.41%,
second only to blacks (12.54%);
GC N/A. Wide Cis for AI/An

None

N/A N/A Emphasizes importance of structure
and content of health services
with respect to cultural
appropriateness

Advocated participatory action research
for collaboration, mutual education,
and centrality of local knowledge.
Kahnawake Schools Diabetes
Prevention Project (Mohawk) as
example. Also suggested peer-
education and enhancing self-
advocacy skills. Notes some Native
languages do not have past or future
tenses—challenge for
prevention/thinking about
consequences of risk

N � 1355 (Aboriginals �
379 or 28%)

Questionnaire and first-
void urines, PCR
testing

Aboriginals had higher prevalence
of CT (13.7% vs. 6.6% for
nonaboriginals)

Notes that aboriginal youth often travel
between urban and rural areas, and
high risk of STDs correlates with
early age of onset of intercourse, and
multiple partnerships

CT Okla Surv.(OS): N �
4,829; GC OS: N �
4,605; S OS: N �
603; IHS registry:
N � 492,804

Secondary After adjustment for racial
misclassification, AI/AN GC rates
increased by 32%; AI/AN GC
rates increased by 57%; AI/ANs
increased by 27%

Misclassification likely to occur
throughout surveillance system

N � 277 (22%
aboriginal)

Secondary, case-note
review, partner
notification case review

22% of syphilis cases were AI/AN;
context draws on data from
several sources (STD clinics,
injection drug use programs)

None

N � 99 Summaries presented of a
discussion guide on
wellbeing and services
surrounding infectious
diseases

Knowledge of high prevalence
diseases relatively good; less
adequate for low prevalence/new
diseases; community interest in
more dialogue/holistic
approaches

Based on findings, a new video on STD
prevention was developed

Winnipeg: Cases �
571, Contacts � 663
(AI/ANs are 105 and
84, respectively);
Colorado Springs:
Cases � 468,
Contact � 700 (AI/
ANs n are 8 and 7,
respectively)

Network analyses Networks similar in size and
structure in both locations;
sparsely linked networks
stretching to periphery may
provide means for ongoing
endemic; dense networks closer
to core associated with steep
rises in incidences

Raised questions of whether AI/AN
networks similar to those of blacks,
and thus illustrate way in which CT is
maintained at a higher level in these
groups, and may provide for a
general hypothesis of networks of
disadvantaged populations

N � 1,089; (ANs � 216) Risk behavior assessment,
self-reported STDs

AN women drug users 2.58 times
more likely to report GC infections
than nonNative women; white men
who have sex with both white and
AN women less likely to use
condoms with AN women

HIV prevention efforts need to be aimed
at AN women on a major scale

Total N identified �
4544; N of networks
of interest � 429, of
which aboriginal n
was 117

Network analysis of
partnerships, direct and
indirect sexual contact

Components ranged from 2 to 82
partners; geographic analysis
demonstrated potential for STD
transmission from urban to rural
communities; study also
suggested frequent, successful
transmission of pathogens

None

N w/dysplasia � 302; N
with normal Pap �
326

Clinic-based case control
study; included lab
tests and interviews

Strongest risk factors for cervical
neoplasia were HPV type-16, any
HPV, any STDs, less than HS
education, and low income
(�$10,000 pa)

Risk factors for cervical neoplasia
similar to those found in other
populations of the SW

(Continues)
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partners (average of 29 partners).39 One article offered a guide on
holistic approaches to STD prevention among AI/AN youth.28

Finally, Speier32 provides the results of a qualitative study on AN
community perceptions on infectious diseases, including STDs.
Her results indicate that community members were reasonably
knowledgeable about prevalent infectious diseases, but wanted
holistic prevention and treatment approaches which incorporated
community values and concerns.

Table 2 provides a summation of 64 articles with an HIV/AIDS
focus (5 of which also appear in Table 1). We classified each of the

64 articles by its main topic and subtopic (when appropriate).
Overall, for studies with AI/AN populations or subgroups, preven-
tion or intervention was the HIV/AIDS topic with the most articles
(15), followed by reviews, overviews, or trends (14), and sub-
stance use and care or treatment for HIV-positives (13 each).

The categorization of articles in the table demonstrates a grow-
ing research effort on many dimensions of HIV/AIDS about
AI/AN populations; even so, the number of articles is small, and
randomized control studies are all but absent. Nonetheless, many
of these articles provide information that may be applicable to the
prevention and control of other STDs in this population, for
example, sexual risk factors among AI/ANs, or community ap-
proaches to intervention.

Epidemiology of Sexual Risk-Taking Behaviors Among AI/ANs

As in the national population, the majority of STDs among
AI/ANs occur among young people. Among AI/ANs, 68% of all
chlamydia cases, and 60% of all gonorrhea cases occur among
those aged 15 to 24.17 In our review, we found one large study on
sexual risk-taking among AI/AN youth. In 2000–2001, the Bureau
of Indian Affairs (BIA) conducted a survey on risk-taking behavior
with over 5600 high school students enrolled in BIA schools.100

This study, using comparable questions to the national Youth Risk
Behavior Study (YRBS),101 found that 59% of high-school stu-
dents reported having had sex, compared with 46% of the national
sample, that 24% reported having 4 or more partners during their
lifetime versus 14% of the national sample, and that 56% of those
sexually active used a condom at last intercourse versus 58%
nationally. (Note that important methodological differences be-
tween the two studies precluded significance testing of differ-
ences.) Of those who had already had sex, 11% of AI/AN youth
reported initiating sex before the age of 13, compared with 7%
nationally.100,101 The results indicate that sexual risk-taking is
comparatively high among AI/AN youth, even though condom use
appears to be roughly equivalent. An earlier study (1992), also
based on a survey with BIA high school students, found similar
patterns.102 Unfortunately, very little ethnographic data exists on

TABLE 1. (Continued)

Authors
Year of

Publication Goal of Study Year(s) of Study Study Population Data Source/Sampling Method

Calzavara
et al.37

1999 Sexual partnering as
a risk factor (HIV/
STD) in Ontario,
Canada

1994? (implied, not
stated)

Aboriginals from Ontario,
Canada

Representative sample of
aboriginals from 11 reserve
communities in Ontario
(Ontario First Nations and
Healthy Lifestyles Survey)
includes Ojibway, Cree, and
Iroquois

Fenaughty
et al.38

1998 Explore
characteristics of
sex partners as risk
factor for HIV/AIDS
and STDs

1996 Native American out-of-Tx
drug users in Flagstaff,
Tuscon, Anchorage,
Denver

Recruitment for 18�, positive for
cocaine, meth/amphetamines,
heroin, opiates, and out-of-Tx

Kenney39 1996 Ethnic differences in
risk factors
associated with
HPV

1993–1994 Multiethnic women, recruited
from 10 sites in Southwest
United States

Multiethnic women, aged 18–35,
who could read English or
Spanish, and had a Pap since
1990

Source: Medline and PsychInfo databases January 1996–May, 2006.
CT � Chlamydia; GC � Gonorrhea; HPV � Human papillomavirus.

TABLE 2. Summary of AI/AN HIV/AIDS Peer-Reviewed
Publications, 1996–2006

Topic Pubs (#) Citations

Prevention/intervention 15 32, 40–53
Overview, trends,

reviews 14 27, 43, 47, 54–64
Substance use 13 38, 49, 53, 65–74
HIV� or AIDS care/

treatment 13 54, 56, 61, 62, 66, 75–82
Women 9 42, 50, 63, 67, 83–87
Partnering/condom

use/risk factors 9 37, 38, 70, 72, 73, 86, 88–90
Youth 8 40, 44, 46, 51, 91–94
Violence 3 84, 85, 88
Institutional context/

service use 3 55, 77, 82
Physiobiology/medical/

laboratory 3 75, 95, 96
Media 2 97, 98
Testing 2 65, 99
Gay, lesbian, bi-sexual,

transgender 1 41

Medline and PsycInfo searches for peer-reviewed journal articles
(n � 64), January, 1996–May, 2006; articles coded for main topic
and sub-topic when appropriate. Some may contain more than 2
subtopics not reflected here.
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the context of decision-making that produces such numbers. One
report found that youth indicate that an environment of risk,
including level of exposure to substance use, perceived sexual
activity of peers, and role models in families or communities, were
key to their sexual decision-making context.103

STD Prevention and Control Efforts in AI/AN Communities

STD prevention and control activities are sparse in AI/AN
communities, and, as in peer-reviewed articles, HIV/AIDS appears
to have received greater attention than other STDs. We have
summarized the results of our search for reports and guides,
descriptions of model programs or activities, and electronic re-
sources in Table 3.

Several potentially effective models do exist, but systematic
evaluations of the effectiveness are rare. Screening for STDs at
clinics and hospitals appears to occur more regularly for women
than for men, but may also inappropriately target older age
groups.9 Although a number of clinic-based HIV training pro-
grams specifically designed for AI/AN communities exist,121–124

clinical HIV services may not always be offered because of the
expense or lack of expertise.125 Comprehensive program assess-
ments, grounded in the particular context of each AI/AN commu-
nity, are urgently needed.105,126

A number of programs and data-collection initiatives exist that
are not documented in peer-reviewed publications, but contribute
to the base of our knowledge of STD prevention and control
among AI/ANs.104 Tribal epidemiology centers represent multi-
institutional cooperative efforts to coordinate monitoring and pre-
vention activities at local levels.127 Several of these centers have
identified STDs as a major focus of program and surveillance
activities. The Northwest Tribal Epidemiology Center initiative
entitled Project Red Talon is designed to provide member tribes
with education, training, and technical assistance for the preven-
tion and treatment of STDs.107 The project includes a regional
STD profile and needs assessment; technical assistance to tribal
health care advocates; and a rolling implementation of new screen-
ing and treatment strategies.126 The Inter-Tribal Council of Ari-

zona has developed an HIV/AIDS-focused strategy that is now in
the process of national scale-up.109 Tribal and pan-Native urban
programs are also increasingly active, both in targeted program-
matic activities117 and in efforts to increase coordination and
cooperation with state and federal agencies.111,116 In recognition of
the potential synergy of such collaborative efforts, the CDC has
undertaken initiatives which provide funding directly to tribes,
instead of to states in which tribes are located.127 Such steps are
vitally important in channeling resources so that they may be most
efficiently used in areas with the greatest need. Unfortunately, the
continuation of this type of funding is not assured.128

Discussion and Recommendations

The epidemiologic evidence suggests that AI/ANs have elevated
case rates of chlamydia, gonorrhea, and syphilis when compared
with the national population, and that in areas of relative AI/AN
concentrations, the burden is even greater.21 The prevalence of
AIDS was not found to be elevated among AI/ANs. However, the
association of chlamydia, gonorrhea, and syphilis with HIV trans-
mission places them at risk for progression to this condition.
Indeed, extant literature on STDs among AI/ANs is dominated by
a focus on HIV/AIDS. Reports, guides, and resources show a
similar orientation. The distribution of articles (and resources) is
perhaps not surprising given the consequences and visibility of
HIV/AIDS relative to other STDs, and the availability of funding
to support research in this area.

Clearly, substantial overlap exists for risk factors related to
HIV/AIDS and other STDs. However, research on non-HIV/AIDS
STDs continues to be particularly valuable for at least 3 reasons:
(1) it provides specific information on parameters of these diseases
(e.g., community perception of STD risk and consequences) not
revealed in HIV/AIDS-focused work; (2) it addresses a major risk
factor for HIV/AIDS in a vulnerable population; and (3) chla-
mydia, gonorrhea, and syphilis require clinical and epidemiologic
management distinct from that for HIV/AIDS, and the successful
implementation of these protocols for this population is paramount.

TABLE 1. (Continued)

Total N (all races) Analyses/Measures Comments/Conclusions/Findings
Special AI/AN-Specific

Recommendations/Notes

N � 651, analytic
sample N � 369—had
sex in past 12 mo and
completed all
questions for variable
appearing in analysis

Descriptives on partnering
patterns; logistic
regressions on whether
respondent had no
partners, at least one
partner within the
community, outside of
the community, or both

Patterns of sexual activity likely to
increase vulnerability to sexually
transmitted diseases. Persons
who have partners both within
and outside of their communities
(potential bridge populations) are
more likely to be from remote
areas

Notes prevention opportunity with
aboriginal-developed and –designed
prevention curricula to reduce sexual
risk

N � 153 Self-reported STDs; risk
behavior assessment
(RBA); sex partner
matrix (SPM)

Partners in which male is white and
female is AI/AN less likely to use
condoms, more likely to inject
drugs compared to other partners

White male IDUs may be HIV/STD
vector for infection among AI/AN
females. Noted circulation of AI/AN
between urban and rural reservation/
village communities, thus providing a
bridge for disease transmission

N � 302 (AI/ANs � 87) Patient survey
(demographic and risk
factors); chart review

Four major risk factors for AI
women were young age of sexual
intercourse, multiple sexual
partners, and sex with males who
had many partners

None. Author noted that genetic factors
may influence susceptibility, and
prevalence of various forms of HPV
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TABLE 3. Selected Treatment/Screening/Prevention Resources and Programs on STDs and HIV/AIDS Among AI/ANs

Resources/Models Description

CDC/IHS initiatives
Stop chlamydia! Use Azithromycin!104 Provides free azithromycin to tribal clinics in exchange for case report

data
Volunteer firefighters program104 Program with some tribal and IHS service units which include STD

screening of applicant firefighters as part of annual physical
Infertility prevention project (IPP) 104 National and regional program intended to reduce chlamydia and

gonorrhea; some IPP collaborations with tribes, IHS, and states
specifically on AI/AN services and data

Site visits/needs assessments105 As needed/requested–evaluation of strengths and weaknesses of a
tribal program

Alaska Native Tribal Health Consortium104 Collaboration with IHS/CDC on assessing gonorrhea and chlamydia
screening, treatment, and prevention

Tribal jail STD screening pilot104 Guidelines to help tribes and IHS conduct STD screening in tribal jails

Health resources and services administration (HRSA)
Special Projects of National Significance106 Funds innovative models of HIV/AIDS care for AI/ANs

Tribal EpiCenters/Health Boards/Councils
Northwest Portland Area Indian Health Board107 Project Red Talon. Comprehensive project providing culturally

relevant prevention materials, training, and technical support
Northern Plains EpiCenter (Drobnik A. HIV/STD activities at

Northern Plains Tribal EpiCenter, Personal communication
with CE Kaufman; July 10, 2006)

STD/HIV/AIDS assessment project. Emphasizes training, education,
and prevention

Great Lakes Inter-Tribal Council108 HIV/AIDS prevention and awareness programs, including mentoring
and elder education

Inter-Tribal Council of Arizona109 Emphasis on HIV prevention and coordination of key tribal
stakeholders, recently scaled to national level

Other
Cheyenne River110 STD outreach and prevention program coordinated with Volunteers of

America
Healing Lodge111 Faith-based organization serving AI/ANs of Robeson County, NC.

Provides STD outreach, HIV/AIDS prevention, condom distribution,
coordinates with county health department, integrates varied
interests of community, including elders and traditional healers

National Native American AIDS Prevention Center112 Mission is to provide HIV/AIDS education, prevention, and technical
support for care for AI/AN persons

HIV/AIDS Prevention Project: Advancing HIV/AIDS Prevention in
Native Communities113

Project of Colorado State University, funded by CDC to strengthen
prevention capacity among Native peoples, and provided training
and technical assistance to community-based organizations

Holistic Native Network114 Integrated HIV/AIDS, substance abuse, and mental health services for
Native Americans in San Francisco

American Indian Community House115 HIV/AIDS project that provides information, education and case
management services to Native Americans and their families
infected with and affected by HIV (based in NY, NY)

Indigenous Peoples Task Force116 Provides culturally relevant education and services to the Native
community (based in Minneapolis, MN)

Oglala Lakota Nation Wellness Team117 Concerned health providers, educators, and community members
that organize specific events, including HIV-testing basketball
tournaments, PSAs, health fairs, and school outreach

Circle of Life HIV-Prevention Curriculum (K-6; middle school)118 HIV- and STD- prevention and wellness curriculum designed
specifically for American Indian elementary and middle school
students

Native American Prevention Project Against AIDS and
Substance Abuse51

AIDS- and substance use-prevention curriculum designed for 8th and
9th grade American Indians

Selected guides
National Native American AIDS Prevention Center (NNAAPC)119 HIV Prevention with Native American Youth, a planning guide
Rural Center for AIDS/STD Prevention (Indiana University), and

NNAAPC120
HIV/STD Prevention Guidelines for Native American Communities

School-based screening guidelines104 In development by CDC/IHS and ETR, Associates, guidelines for STD
screening and treatment specific to AI/AN schools

Mountain Plains AIDS Education and Training Center121,122 Native American HIV Care: A Training Platform; and HIV/AIDS
Prevention, Early Intervention, and Health Promotion for providers
caring for Native Americans

Red Cross HIV/AIDS training123 HIV/AIDS training manual for AI/AN communities and medical
providers

South Puget Intertribal Planning Agency-Building Effective AIDS
Response Project and Northwest AIDS Education and
Training Center124

Assessing HIV and other STI risk in American Indian/Alaska Native
Communities
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Our review indicates that little is known about the application and
efficacy of STD screening, treatment, and partner management pro-
grams specific to AI/AN communities. Factors that contribute to
disparities that affect these communities and need to be considered in
assessing these parameters include geographic isolation, poor access
to health services, insufficient screening and partner management
services, and unique social norms, stigma, and gender dynamics.
Youth comprise a substantial proportion of AI/ANs contracting STDs,
which poses specific challenges to local prevention activities. Tribal
and state laws vary widely (and are frequently contradictory) regard-
ing STD screening or treatment services for minors; definitions for,
and enforcement of, mandatory statutory rape reporting; and, increas-
ingly, STD educational activities.

Improvements in STD systems of care for AI/AN populations
will occur only if they reflect the local cultural framework of
health, healing, and understanding of sexual relationships. Toward
this end, we identify 6 areas of future research and programmatic
focus: (1) behavioral and disease surveillance systems appropriate
for effective localized monitoring and response; (2) AI/AN youth
access and treatment policies and procedures; (3) culture- and
context-specific partner management systems; (4) existing tradi-
tions of sexual health; (5) scientifically rigorous investigation of
culturally appropriate prevention and control strategies; and (6)
adaptation and evaluation of proven interventions.

The daunting epidemiologic profile of STDs among AI/ANs and
the high cost associated with these conditions and their sequelae
emphasize the profound need for successful models of intervention.
STDs are preventable and many are curable; effective programs could
eliminate or narrow extant disparities and substantially reduce health
care costs. The cultural context of the STD epidemiology of the
AI/AN population poses the challenge to the health community—
public and private—for urgent, meaningful, and systematic attention.
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