Evaluating STD Prevention Capacity Within American Indian Tribes: A Comprehensive Assessment Tool

Introduction:

Sexually Transmitted Diseases (STDs) disproportionally impact Native populations and cause significant harm to
Tribal communities. In 2004, American Indians were nearly five times more likely than whites to have chlamy dia,
four times more likely to have gonorrhea, and twice as li kely to have syphilis. These infections compromise not

only individual well being, but the well being of the community as a whole.

Because of factors such as rural geography , early sexual debut, cl ose-knit sexual networks, and high rates of hep atitis C, substance use,
and sexually transmitted diseases, many expert s now believe that HIV/AIDS is a “time bomb™ that may reach epidemic proportions among
Native communities. The number of American Indians and Alaska Natives (Al/AN) diagnosed with AIDS has grown more rapidly than in any
other ethnic group, increasing almost 800% from 1990 to 1999. Research shows those infe cted with STDs are 2 - 5 times more like ly to ac-
quire HIV when exposed through sexual contact. Consequently, elevated STD rates among American Indians and Alaska Natives put t hem
at heightened risk for HIV. STD testing, treatment, and prevention programs are an effective tool to help prevent the spread of HIV.

In order to understand the types of STD and HIV prevention services available within local tribal communities, Project Red Talon (PRT) and
the Northern Plains Tribal Epidemiology Center (NPTEC) collabora ted to develop a comprehensive Tribal STD/HIV Cap acity Assessment
Survey. The survey was administered to 37 tribes in Idaho, Oregon, Nebraska, North Dakota, South Dakota, and Washington.

Background:

While substantial progress has been made in preventing and treating certain STDs, experts estimate that 19 million new
Infections occur each year, with almost half of them occurring among young people. In addition to the physical and psychological
consequences, these diseases also exact a tremendous toll on the Indian healthcare system. Direct medical costs associated
with STDs are nationally estimated to reach $13 billion annually.

Chlamydia: When comparing rates by ethnicity , American Indians have the second highest chlamydia rate in the United S tates. From

2000-2004, the chlamydia rate am ong American Indian and Alaska Native women was  nearly 5 times higher than the rate
reported among white women. Among Native men, the chlamydia rate was 4.75 times higher than the rate reported among white
men. Age Distribution: Nearly three-quarters of all chlamydia cases occur among 15-24 year olds.

Gonorrhea: In 2004, American Indians and Alaska Natives had the second- highest gonorrhea rate, with 117.7 cases per 100,000, a rate

that was 4 times higher than rate reported among whites. Fr om 2000 to 2004, gonorrhea rates increased 19.4% among Ameri-
can Indians and Alaska Natives. Age Distribution: In 2004, AI/AN gonorrhea rates were highest among 20-24 year olds.

Syphilis: Between 2003 and 2004, the rates of prim ary and secondary syphilis increased 14.3% am ong American Indians and Alask a

Natives. During this period, the number of reported syphilis ca ses decreased among Al/AN men (from 50 to 42), but increased
among Al/AN women (from 19 to 35). Age Distribution: In 2004, Al/AN syphilis rates were highest among 35-39 year olds.

HIV/AIDS: AIDS has steadily increased in recent years, becoming the ninth leading killer of Native people between the ages of 15 and 44

-- approximately 3,084 Al/ANs have been diagnosed wit h AIDS since the diseas e was first encountered in 1980. When com-

pared by ethnicity, AI/AN men and women both had the third highest HIV/AIDS rate in 2004. Among Al/AN males, the HIV/AIDS
case rate increased 2.4% from 2001 to 2004, the most significan t increase observed among any reported racial or ethnic group.

And among females, the rate increased 4.8%, an increase that was second only behind Asian/Pacific Islanders. In 2004, HI V
was newly diagnosed for an estimated 206 American Indians and Alaska Natives.

Hepatitis A, B , & C: Historically, hepatitis Arate
Natives. Al/AN rates, which were greater than 60 cases per 100,000 prior to 1995, have decreased dramatic ally as a result of
widespread vaccination. In the U.S., Hep atitis B is most commonly acquired by adults through sexual transmission. In 2002, the
Hepatitis B rate among Al/ANs was second only to non-Hisp anic blacks. Hepatitis C virus (HCV) infection is the most common
chronic bloodborne infection in the United S tates; an estimated 2. 7 million persons are chronically infected. Dat a indicates that
sexual transmission of HCV ac counts for up to 20% of HCV infecti ons. Hepatitis C rates have declined in all racial group s since
1995, but non-Hispanic blacks and Al/ANs continue to have higher incidence rates than other racial or ethnic groups.

S differed by race, with the highest rates occurring among American Indians and Alaska

Impact: Given the greater proportion of young people in many of our Native communities, high STD rates among AlI/AN 15-24 year olds

are particularly troubling to those concerned about HIV prevention. Research now shows that those infected with STDs are 2 - 5
times more likely to acquire HIV when exposed through sexual contact. Consequently, elevated STD rates among Native youth
and adults put us at heightened risk for the transmission of HIV.

These statistics were obtained from STD Surveillance 2004 [www.cdc.gov/std/stats] and HIV/AIDS Surveillance Report, CDC 2004, Volume 16.

Methods:

Survey Development: Two survey tools were developed to encap sulate a wide range of ST D prevention efforts that are available t hrough Tribal Health

Departments and tribal/IHS clinics. The “provider” survey t argeted STD screening and treatment practices among Indian Health Se  rvice (IHS) & tribal
clinicians. The “community” survey t argeted STD prevention ef forts provided by tribal health directors, health program managers , and c ommunity health
educators. Each survey sought information regarding systems for promoting STD aware ness, populations needing services, barriers to access, service utili-
zation, prevention priorities, and training needs.

The Surveys were developed with consideration for the Community Readiness Model, which was developed by the Tri-Ethnic Center. The Model identifies six
dimensions of readiness that can influence a community’s ability to prevent STDs and HIV/AIDS:

1. Community Efforts: To what extent are there programs and policies that address STDs/HIV? Region served by the Aberdeen Area Tribal Chairmen’s Health Board

2. Community Knowledge of the Efforts: To what extent do community members know about lo-
cal efforts and their ef fectiveness, and are the ef forts accessible to all segment s of the commu -
nity?

Leadership: To what extent are appointed leaders and influential community members suppor-
tive of STD/HIV prevention?

Community Climate: What is the prevailing attitude of the community  toward STDs/HIV and
early detection and testing? Is it one of helplessness or one of responsibility and empowerment?

Community Knowledge about the Issue: To what extent do community members know about
or have access to information on STDs/HIV , STD/HIV testing, consequences, and local implica-
tions?

Resources Related to the Issue: To what extent are local resources — people, time, money
space, etc. — available to support efforts?

By designing questions that addressed all six cap acity indicators, the programs were able to assess regional cap acity and tailor health promotion strategies

to the Tribes’ . .
current level of readiness

Region served by the Northwest Portland Area Indian Health Board

Survey Pr e-Testing: After obtaining approval from each Area’s IHS IRB (Portland and Aberdeen),

the survey tools were pre-tested with key informant s to assure comprehension and identify potential
problems.

Participation: Following pre-test revisions, both surveys were self-administered by respondent s

using p aper-based and internet format s (via Surv eyMonkey.com). Each respondent was sent a
packet with a cover letter, a paper copy of the su rvey form, and a self-addressed st amped envelope.
This message was also sent via email with links to the survey imbedded in the message. Clinic  staff
members responsible for STD treatment and tribal  health personnel responsible for STD activities
were invited to complete their respective surveys. In most instances, these individuals were Clinicians,
Public Health Nurses, Tribal Health Directors, Community Health Representatives, STD and HIV/AIDS
Program Coordinators, or Health Educators.

Protection of Privac y and Confidentiality: Each respondent was given a description of t he survey’s purpose and the estimated time required for

completion (20-40 minutes). All participants were given a written assurance of confidentiality. Respondents were offered the opportunity to ask questions, and
were free to decline participation and/or refuse to answer questions without penalty.

Analysis: The data collected from Portland Area res pondents were compiled and analyzed by an exter-

nal evaluator, Frank Mondeaux, Ph.D. The data collected from Aberdeen Area respondents were compiled
and analyzed by st aff from the Northern Plains T ribal Epidemiology Center. Basic descriptive st atistics
(e.g., frequency distributions, means, etc.) were generat ed in SPSS to analyze the dat a. Complete survey
results are provided inthe Red T alon STD Profile andt he Northern Plains Tribal STD and HIV/AIDS
Assessment Report.

Regional V ariations: Aberdeen Area obtained approval from 10 of the 18 T ribes in their region. The

Northwest Portland Area Indian Health Board had 27 of 43 Tribes participate. Because of the approval : .
process required by Aberdeen Area Tribes, and because there are fewer tribes in the Area (18 vs. 43), the

sample size from Aberdeen Area was much smaller . In Aberdeen Area, a total of 19 clinicians and 13

community health personnel participated, representing 10 Tribes. In the Northwest Portland Area, a total of

45 clinicians and 45 community health personnel p articipated, representing 27 T ribes. In Aberdeen Area

the clinician sample was made up ent irely of clinical providers working within Indian Health Service (IHS)

units. In the Northwest, however , respondents represented a variety of Indian health systems, including STD Mk A B
Tribal health centers (8 of which are tribally-  operated and 7 of which are IHS-operated), 22 tribally- e
operated health stations, 1 IHS-operated health station, and 10 tribally operated prevention programs.

Results: Clinic STD/HIV Efforts

Clinic Staf fing: While the majority of clinicians reported having several years of experience working with their local tribe, 90% of Portland Ar ea respondents
and 68% of Aberdeen Area respondents indicated that they spent fewer than 10 hours dedicated to STD-related activities per week.

Testing and T reatment: While Northwest Portland Area clinicians repor ted that, for the mos t part, tribal health clinics do not consider most STDstob e

clinical priorities, Aberdeen Area clinicians indicated that a Il STDs were a high priority—p articularly chlamydia, gonorrhea, and viral hepatitis. Among the highest
priority diseases, there were correspondingly high rates of testing and treatment. In all cases, treatment rates lagged behind STD screening and testing rates.

Reporting: Fifty-six percent of respondents in the Portland Area and 58% of respondents in the Aberdeen Area indicated that their clinic had a protocol in place
to report STD cases to the local or state STD registry. Reporting rates were higher in the in Aberdeen Area than in the Northwe st Portland Area. In the Aberdeen

Area, the reporting rates . | _
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Populations T argeted for STD Ser vices: Respondents were asked to rate the extent to which sub-groups were targeted for STD services by the clinic,
with answers ranging from “Not Targeted” to “Highly Targeted.”

Clinician Perception of Targeting and Need for Clinicians Perception of Targeting and Need for Services among At-Risk Groups -
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Clinical T raining in STDs and HIV : Inthe Northwest, over 95% of clinicians reported having received training on STD and HIV/AIDS issues, and 90% felt

their training was adequate for their needs. In the Aberdeen Area, 90% of clinicians reported having received STD and HIV/AIDS- specific training and 76% indi-
cated that it was sufficient for their needs. Future training needs included:

Northwest Portland Area: Aberdeen Area:

. STD Treatment Guidelines « Strategic planning and capacity building

. STDs and Women’s Health « STDs and Women’s Health

Clinic Educa tion and Counseling: On average, about 70% of clinicians in the Northwest Portla nd Area and 74% in the Aberdeen area reported that

patients receive STD/HIV-related education during reproductive health exams. In the Portland Area, about 80% of tribal health c linics provide STD pre- and post-
test counseling, and nearly two-thirds pr ovide HIV pre- and post-test couns eling. Among IHS facilities in the Aberdeen Area, 95 % reported prov iding pre- and
post-test counseling for STDs and 76% for HIV.

Prevention Priorities: Respondents were asked to report on tribal health clinic prevention priorities by rating the extent to which prevention activities were a

priority for the clinic. Northwest Portland Area: Aberdeen Area:
. Increase access to services for adolescents * Increase access to services for adolescents
. Increase access to services for adults  Increase community awareness of STDs and HIV
. Increase community awareness of STDs and HIV  Increase STD and HIV testing and treatment rates

Results: Community STD/HIV Efforts

Community Health Staf fing: Like clinicians, the majority of community health pers onnel reported having several years of experience working with their

local tribe. Ninety-seven percent of Northwest Portland Area respondents and 50% of Aberdeen Area respondents indicated that they spent fewer than 10 hours
dedicated to STD-related activities per week.

Community Outr each and Inter vention: To prevent STD and HIV transmission among community members, NW Tribal health programs most often dis-

tribute condoms (94%), provide education (81%), and promote clinic-based screening (69% ). A majority of community health person nel in Aberdeen area

reported that STD and HIV education (64%) and condom distribution (55%) are available in their community to prevent STD and HIV transmission

Community Health P ersonnel T raining in STDs and HIV : Nearly all (93%) of the health directors, health program managers, and health educators

surveyed by Project Red Talon had received training on STD and HIV issues, yet nearly one-third indicated that the training was not adequate for their needs .
Sixty-seven percent of Aberdeen Area community health personn el reported having received training in STDs and HIV, and 57% indicated that their training had
been adequate.

Future Training Needs: Both regions identified “youth prevention and intervention” as their greatest training need.

Prevention Priorities: Respondents were asked to report on tribal priorities by rating the extent to which prevention activities were a priority.

Northwest Portland Area: Aberdeen Area:
Increase youth outreach * Increase outreach to youth

Decrease rates of injection drug use * Increase outreach to pregnant women
Increase age of first intercourse » Decrease rates of injection drug use
Increase knowledge about screening and treatment  Increase outreach to injection drug users

Abstract:

Recommendations:

The results of the comprehensive STD/HIV capacity assessment were used to develop the following recommendations:

Priority #1: Increase community awareness about STDs.

. Develop and implement a comprehensive media strategy using co nsistent messages and images. Use the STD/ HIV media campaign

to increase community knowledge about STDs and available treatment s, reduce stigma around testing, increase willingnesst o
participate in screening efforts, and improve attitudes about accessing services.

. ldentify and mentor peer-to-peer educators that can extend the r each of outreach messages to high risk populations (youth, inje ction

drug users, MSM, social/sexual networks, etc.).

. Improve and broaden community access to nativ e-specific and culturally relevant educat ional materials — f act sheets, brochures, risk

reduction kits, etc.

. Increase outreach and education at community events.

. Present fact sheets to Tribal Council members to increase awareness about sexually transmitted diseases.

Priority #2: Strengthen local capacity to prevent STDs.

. Develop and/or strengthen skill- and behavior-based intervention programs targeting high-risk populations.

. Increase training among tribal health advocates, p articularly addre ssing youth prevention strategies and culturally appropriat

interventions.

. Propose a tribal resolution providing support for STD and HIV prevention initiatives.

. Work with State and County health departments and partner agencies to increase tribal funding for STD and HIV initiatives.

Priority #3: Improve STD screening and treatment in Tribal clinics.

. Develop clinic-based policies to improve tribal screening rates, increase case reporting to the st ate or county registry , reduce test

result wait-times, improve the confidentiality/anonymity of testing, improve service access for adolescents and intravenous drug users,
and reduce partner-to-partner transmission.

. For most clinics, STD treatment rates lag well behind screening and testing rates. Establish a workgroup to identify actions that can be

taken to improve STD treatment rates at tribal clinics so t hat testing and treatment for all STDs , including HIV are available in every
facility.




