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orking With Native Americans With
IV/AIDS?

helley Hamill, PhD, CHES

ichael Dickey, MPH, CHES

h
y
i
B
i
t
d
(

A
w
n
g
t
N
A
t
H
a
p

g
A
c
c

S
W
M
A

merican Indian and Alaskan Native (AI/AN) peo-
le have a unique culture that is misunderstood by
any health care professionals. There are nearly 2.5
illion AI/ANs living in the United States in 300

ifferent tribal or language groups and governed by
69 different tribal governments (U.S. Census Bu-
eau, 2002). The myriad of ethnicities within the
opulation labeled AI/AN or Native American makes
t difficult to identify the scope of the HIV/AIDS
roblem under today’s system of classification.
hroughout the evolution of the health care system,
I/AN populations have experienced, as have other
inorities, less than adequate attention with regard to

pecific and culturally appropriate treatment and pre-
ention programs (Dickey, Tafoya, & Wirth, 2003).
erhaps nowhere is this more evident than in the area
f HIV/AIDS prevention and treatment.

In 2000, then-U.S. Surgeon General David Satcher
ssued a call for action on the HIV/AIDS crisis in
I/AN communities. He stated an urgent need

mong Native communities as well as federal and
tate organizations and community health care pro-
iders to work together in an effort to fight the
IV/AIDS epidemic and to bring awareness to com-
unity members (Satcher, 2000). According to the
enters for Disease Control and Prevention (CDC,
002), as of December 2002, there were 2,875 AIDS
ases among AI/ANs. However, although the actual
umber of reported HIV/AIDS cases among Native
mericans is relatively low, in this small population,
he number is alarming. The number of AIDS cases I

OURNAL OF THE ASSOCIATION OF NURSES IN AIDS CARE, Vol. 16,
oi:10.1016/j.jana.2005.05.007
opyright © 2005 Association of Nurses in AIDS Care
as doubled among this population within the last 5
ears (CDC). In the period from 1996 to 2002, AIDS
ncidence decreased markedly among Whites,
lacks, Hispanics, and Asian/Pacific Islanders but

ncreased among AI/ANs (CDC). During that same
ime period, the number of deaths from AIDS also
eclined among all racial groups except AI/ANs
CDC).

Many health professionals estimate the number of
IDS cases among AI/ANs to be much higher than
hat statistics are currently reporting and that the
umber of HIV cases could be as much as 10-times
reater (Satcher, 2002). For example, a study of drug
reatment patients conducted from 1991 to 1994 in
ew York City showed that the number of Native
mericans testing positive for HIV was comparable

o that of African Americans (Walters, Simoni, &
arris, 2000). This may indicate higher rates of HIV

mong AI/ANs within certain geographical
opulations.

As with other minority populations, there is still a
reat stigma associated with HIV/AIDS within
I/AN communities. Among AI/ANs, concerns over

onfidentiality are evident because of the close-knit
ommunities in which they live and the tremendous

helley Hamill, PhD, CHES, is an assistant professor at
inthrop University, Rock Hill, SC. Michael Dickey,
PH, CHES, has served as program director, National
merican Indian/Alaskan Native Provider Training
nstitute.
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tigma of homosexuality. Many AI/ANs are not
eeking testing for HIV because of this concern. As
result, underreporting of HIV among this commu-

ity remains high. In addition, many Native Ameri-
ans are misclassified by health care providers as
ispanic, Caucasian, African American, or Asian.
uring data reporting, this misclassification skews

he statistics of the AI/AN population, resulting in
nderreporting of HIV/AIDS cases.

Risk Factors

Despite reporting inconsistencies, it is important
o recognize that HIV/AIDS is a significant burden
mong the AI/AN population. In addressing this bur-
en, it is important that health care providers under-
tand the unique risk factors and barriers affecting
his population and develop the ability to overcome
ny obstacles in the process.

The AI/AN population is disproportionately af-
ected by many of the social and behavioral factors
ssociated with increased risk of HIV infection.
eaver (1999) notes that high rates of sexually trans-
itted diseases among Native Americans may serve

s an indirect measure of high-risk sexual activity. In
001, rates of gonorrhea were 3.9 times higher in the
I/AN population than in Whites (CDC, 2002). In

act, in 2001, rates of gonorrhea among AI/ANs
ncreased another 5.2; Hispanics were the only eth-
icity who had a more significant increase. The per-
entage of women 15 to 30 years of age screened at
linics of the Indian Health Service testing positive
or chlamydia ranged from 3.1% to 10% that same
ear.

According to statistics compiled by the National
ampaign to Prevent Teen Pregnancy (2004), AI/AN
igh school students are more likely to have had
exual intercourse and have higher teen birth rates
han the national average, and AI/AN female stu-
ents were less likely to have used condoms during
heir last sexual encounter. Each of these factors
akes this population more at risk for contracting
IV.
Domestic violence also raises concern within the

I/AN culture. Various health agencies working
ith AI/AN girls and women report rates from 46%

f their clients having been physically abused to 60% s
f their pregnant clients currently being with an
busive partner. One agency working with an
pache reservation reported that up to 75% of its

lients had been abused (Hamby, 2000). Each of
hese circumstances places women in a situation in
hich they are powerless to demand protective con-

raception during intercourse, thus placing them at
isk of exposure.

Another contributing risk factor for HIV infection
s alcohol and substance abuse. LaBrie and Earley-
ine (2000) reported that an initial review of studies

ttempting to correlate alcohol use and risky sexual
ehavior were mixed. However, their study involving
46 college students (using a survey instrument that
oes not require participants to answer sensitive
uestions directly) reported that indeed alcohol con-
umption had a clear impact on risky sexual behav-
or. Additionally, Kalichman, Weinhardt, DiFonzo,
nd Austin (2002) further reported alcohol use out-
ome expectancies, and alcohol used in sexual con-
exts was closely associated with unprotected sexual
ntercourse. Alcohol and substance abuse have long
een challenges for AI/AN populations. According
o Hanson and Venturelli (1998), in a 1995 study of
ollege students and drinking, Native American stu-
ents had the highest frequency of drinking episodes,
inge drinking, and memory loss related to alcohol.
haughnessy (2003) noted in a study of AI/AN stu-
ents who attended schools funded by the Bureau of
ndian Affairs that 80.7% of the students reported
ifetime alcohol use, 48.8% reported current use, and
8.4% reported episodic heavy drinking.

Socioeconomic factors also play a role in health
tatus for this population. According to the Popula-
ion Resource Center (2003), only 538,300 AI/ANs
ive on reservations or land trusts. Of all races, the
owest percentage of AI/ANs, approximately 66%,
ive in metropolitan areas. As such, many live in rural
reas where access to health care services is often
imited. The poverty rate for AI/ANs between 1998
nd 2000 was 26% higher than all other racial or
thnic groups (Population Resource Center). This
lso corresponds to health care access in that trans-
ortation issues may make it difficult to access what-
ver health care resources are available. Poverty rates
lso affect nutritional status, not only in the potential
vailability of food products but also in the types

elected. For example, fresh fruit, which is high in
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utritional value but also higher in price, may not be
n option on a limited income.

Nationally, 83% of the population at large have
eceived a high school diploma and 26% have at-
ained a bachelor’s degree. Among the AI/AI popu-
ation, those numbers are 71% and 14%, respectively
Population Resource Center, 2003). Education lev-
ls affect job opportunities and earning potential.
ecause the AI/AN population has a much lower

evel of education, the cycle of poverty issues is
erpetuated.

Barriers

Cultural barriers, both within the AI/AN popula-
ion and the general public, prevent effective dissem-
nation of information on the topic of HIV/AIDS and
he risk factors associated with its transmission
Dickey et al., 2003). Historical context is important
n understanding the reticence expressed by many
I/AN people in accessing any government health

are system or program offering assistance or edu-
ation. Just as the Tuskegee Experiment led to dis-
rust of health care providers and government offi-
ials among members of the African American
ommunity, history depicts how U. S. government
olicy has affected the trust of Native American
ommunities by explicitly and implicitly depriving
I/AN people of their rich culture, traditions, lan-
uage, spirituality, and extended family and social
ystems (Vernon, 2001). The suppression of AI/AN
eligion by the government led to the loss of valuable
raditional knowledge including medical and healing
ractices. It was once illegal for Native Americans to
ven practice their traditional religion, and those who
id were fined or jailed. The ban on American Indian
eligion was not officially lifted until the American
ndian Religious Freedom Act of 1978.

In 1886, a U.S. government commission mandated
he formation of boarding schools for AI/AN chil-
ren under the direction of the Bureau of Indian
ffairs. Additionally, during this time many Chris-

ian boarding schools for Native American children
ere also developed. Many of these children were

orcibly removed from their families and placed in
chools in which they were often forbidden to speak

heir native language. The children lost their free- h
om, their families, and their culture. Tribal lands
ere confiscated, and many tribes were exploited for

heir various skills. As a result, a foundation of trust
ontinues to be a tremendous obstacle for many in
he AI/AN community (Vernon, 2001). Because of
his history of neglect and deception, AI/ANs may be
esitant to seek health services from non-Native pro-
iders. In addition, the patient-provider relationship,
ffective communication, and treatment adherence
ay also be compromised, affecting the quality of

are received by AI/AN patients. If the patient does
ot trust the provider based on the previous cultural
istory discussed, then the relationship between the
wo parties is compromised. Whatever treatment pro-
ocols or directives for adherence the provider is
ecommending may be looked at with skepticism and
istrust.

What Can Be Done?

Providing health care professionals with avenues
o achieve culturally competent health care practices
s especially vital amid the current effort to eliminate
ealth disparities. Among the AI/AN population,
hese disparities are because of (a) the lack of cul-
urally specific training of health care professionals
nd health administrators serving these populations,
nd (b) the lack of funding provided for program
evelopment, data determination, and research
Dickey et al., 2003).

Many people, including health professionals, be-
ieve that most AI/ANs live on reservations. As
tated previously, health care providers need to be
ware that today, approximately two-thirds of the 2.5
illion AI/ANs live in urban areas and receive health

are in urban clinics/hospitals and other urban health
ervice organizations (U.S. Census Bureau, 2002).
lthough the degree to which all of those individuals
aintain the practices of their Native American cul-

ure is unknown, it is safe to assume that most, if not
ll, would take note of a provider’s cultural sensitiv-
ty with respect to care and treatment.

Approximately half of AI/ANs live in the eastern
nited States. Many have no choice but to receive

are from non-Native health care providers because
f the lack of Native Americans working in the

ealth care field. With the immense confidentiality
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ssues present on reservations and in tribal clinics,
any Native Americans choose to travel off the

eservation for HIV testing and care.
All over the country, physicians, nurses, social

orkers, and community leaders are confronting sit-
ations in which cultural backgrounds are influenc-
ng health care, and often in a negative way, partic-
larly with respect to HIV care. Cultural differences
ffect who participates in health care and the quality
f that health care as well as adherence to medica-
ions and patient satisfaction. All of these factors
ndicate a need for effective risk reduction strategies,
specially HIV prevention strategies (Dickey et al.,
003). Complicating such efforts with regard to AI/
N, many providers may not know that they are
roviding care to Native Americans simply because
hey do not ask the ethnicity or cultural background
f their patients/clients. Knowing the racial or ethnic
ackground of patients/clients is not only important
or understanding cultural characteristics but is also
mperative for providing the highest quality of care.

Program Design

For any AI/AN health care program to be success-
ul, it should be designed not only from the basis of
ative American teachings but also from the basis of

pecific community culture, being certain to involve
hose communities, groups, or organizations in the
lanning and design of the program. Because of the
xisting stigma of HIV/AIDS and issues of confiden-
iality within Native American communities, it can
e useful to incorporate HIV/AIDS education with
ther training programs to increase the dissemination
f this important material (e.g., collaborating with
iabetes education, alcohol and substance abuse pro-
rams, prenatal classes).

It is important for health care professionals to
dopt culturally competent approaches to care in an
ffort to increase the quality of care received by
I/AN patients. A range of skills is involved in

ffective cross-cultural care giving, including devel-
ping alliances with patients, gathering of cultural
nformation, discussing culturally sensitive issues,
nd negotiating a culturally appropriate intervention/
reatment care plan. When health care professionals

ack these skills, service becomes less than adequate. w
lients in crisis from the stress of medical illness
ften fall back on culturally defined modes of coping
ith illness and cultural conflicts.
Although customs may vary by tribe, some sug-

estions for enhancing care and treatment services
or Native Americans include:

Increase awareness among health care providers
regarding the importance and impact history has
had on the Native American culture and how that
negative influence has created barriers to health
care and services.
Encourage health care professionals to be respect-
ful of traditional approaches to healing and to
refrain from judgment about traditional ceremo-
nies and medicines.
Allow the client to determine how much to share
about his or her traditional practices.
Communicate support and acknowledge traditional
approaches and teachings that the patient/client
values (e.g., smudging ceremonies that seek to
cleanse negativity from the physical and spiritual
body) and discuss ways to integrate traditional
approaches or teachings into treatment services
and action plans.
Become familiar with communication styles of
AI/AN people (e.g., eye contact, direct vs. indirect
questions, conversation vs. talking to patients) and
how differences in communication styles, if not
fully understood, may lead to misinterpretation.
Identify an AI/AN community member who is
willing to serve as a cultural consultant for your
organization.
Attend or request AI/AN cultural training for your
staff. Depending on the area of the country, train-
ing may be available through local tribal commu-
nities; the American Red Cross, which has a spe-
cific HIV training program for working with
Native Communities; or the National AI/AN Pro-
vider Training Initiative, which is a part of the
Department of Health and Human Services.

Available Resources

Recognizing the need for further training and ed-
cation regarding cultural practices when working

ith AI/AN clients is the first task. The next is to
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eek expertise in the subject. Depending on the area
f the country in which health care providers are
ocated, the opportunity for locating trainers in the
rea may be limited.

A curriculum entitled, Changing Directions:
trengthening the Shield of Knowledge (Dickey et
l., 2003), is designed to empower non-Native pro-
iders and educators with information and support
hat builds respect and appreciation for Native peo-
le, as well as a deeper understanding. In this way,
on-Native professionals can enhance the delivery of
ulturally competent healthcare including HIV ser-
ices. This curriculum explores Native American
ulture in such a way that non-Native HIV providers
nd educators will come to understand how the ex-
erience of being Native American influences and
hapes Native people’s ability, desire, and comfort
evel in accessing and using HIV services in
articular.

The goal of the curriculum is to provide health care
rofessionals with information and opportunities for
kill development in an effort to increase the quality and
ffectiveness of HIV/AIDS prevention, care, services,
nd treatment received by Native American people.
dditionally, the curriculum is designed to increase
roviders’ understanding and knowledge of Native
merican people and culture and to explore attitudes,

pproaches, and skills that foster the development and
elivery of culturally competent HIV/AIDS care in both
ative American communities and urban centers

round the country. By varying the approach, interven-
ions, and/or programs to incorporate Native teachings,
ealth care professionals can increase both the number
f Native Americans they serve and the effectiveness of
heir effort.

The Next Step

Acknowledging the issues surrounding HIV/AIDS
are and treatment for AI/AN is only the first step
oward improving the care received by this popula-
ion. Working to eliminate the health disparities of
I/AN people requires understanding, education, and

raining. Additionally, it requires caregivers and
ractitioners to look beyond the physical ailments of
heir patients. It requires knowing how a patient’s

ulture or background impacts his or her adherence
nd attitude. A holistic approach to health care is
ssential in providing the highest quality of health
are to AI/ANs. It is beneficial for nurses, who are
ften the frontline practitioners, to understand the
mportance of developing a trusting relationship with
I/AN patients and to identify needed differences in

heir approach to this population. These aspects of
are are often the foundation for improving health
utcomes among this population. Health profession-
ls from all disciplines should be making concerted
fforts to address cultural differences that often im-
ede the progress of improved health care among the
I/AN population.
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