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HUNGER AND NUTRITION PROBLEMS AMONG
AMERICAN INDIANS: A CASE STUDY OF
NORTH DAKOTA

FRIDAY, JULY 10, 1987

HoUSE oF REPRESENTATIVES,
SeLECT COMMITTEE ON HUNGER.
New Town, ND.

The select committee met, pursuant to notice, zt 10:15 a.m,, in
the high schoo! gymnasium, New Town, ND, Hon. Mickey Leland
(chairmaut of the committee) presiding.

Members present: Reoresentatives Dorgan and Penny.

Chairman LeLanp. This hearing of the House Select Committee
on Hunger of the U.S. Congress will now come to order. Let me
now yield to my colleague from North Dakota, Mr. Dorgan.

OPENING STATEMENT OF HON. BYRON L. DORGAN, A REPRE-
SENTATIVE IN CONGRESS FROM THE STATE OF NORTH
DAKOTA

Mr. DoRGAN. Mr. Chairman, thank you very much and let me, as
a very brief introduction at this hearing, introduce to those of you
who have come to the hearing today the Members of Congress who
are present.

Congressman Mickey Leland is the chairman of the Select Com-
mittee on Hunger and represents Houston, TX.

Congressman Tim Penny is a member of the Select Committee
on Hunger, and he is from the State of Minnesota.

We had two others who were going to be traveling with us today
but we were in session late yesterday and some problems ca .. up
for them, so there are three of us rather than five of us.

We are delighted to be here and I want to welcome my two col-
leagues to North D. kota and to New Town and to the Fort Berth-
old Indian Reservation. I would like to just describe in 1 minute
why we are here.

I have asked the Select Committee on Hunger to look into an
area that deals with nutrition and diet that affects American Indi-
ans across this country and that especially has been brought to my
attention in North Dakota in the years since I have been in Con-
gress. That issue is diabetes.

I have been made aware in the past years of the incredibly high
rate of diabetes on Indian reservations, and especially on this res-
ervation. I have visited with members of the Select Committee on
Hunger and talked to them about this problem and suggested we
inquire into this problem. And we will hear testimony from experts
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today and from residents of the area about the problem. You will
hear from experts about the link between diet and diabetes among
Indians. So that is the relationship of the Select Committee on
Hunger to this problem.
e are involved in a whole range of issues in the U.S. Congress

to try and provide focus to hunger, nutrition, and diet problems. I
am delighted that at my invitation the Select Committee on
Hunger has decided to come here today and hold this official hear-
ing.

So Chairman Leland, thank you, and Congressman Penny, thank
vou very much for being here.

OPENING STATEMENT OF HON. MICKEY LELAND, A
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS

Chairman LELAND. Thank you very much, Congressman Dorgan.
Let me commend you for the excellent leadership that you have
provided, particularly concerning the problems of the Indians
here in North Dakota. I also welcome the opportunity to partici-
pate in a hearing here in North Dakota. This is my first visit to
this State and I look forward to coming back when we have got
more time to visit with folks here and others around the State.

I also want to express my sincere appreciation to the Tribal
Council of the Three Affiliated Tribes, particularly the chairman,
Mr Lone Fight; to the tribal members who will perform the intro-
ductory ceremonies, I say thank you to them also.

Today we will hear testimony from distinguished witnesses con-
cerning hunger and nutrition problems among American Indians.
While the hearing today focuses on solutions nzeded to address the
concerns of the Three Affiliated Tribes, we wili also address the re-
lated concerns of Native Americans nationwide.

I arrived on your reservation aware of the grim social, economic,
and health conditions of your people. I have read of the astronomi-
cally high unemployment rates on the reservation, which reach
levels as high as 80 percent during the winter months. According
to the North Dakota Indian Affairs Commission, the 1982 per
capita income here is $4,069—less than one-half that of the total
U'S population. Additionally, the cost of basic necessities such as
food and utilities is very high, due to the cold, harsh winters, and
limited physical access to retail food outlets.

I have learned of the devastating impact that the building of the
Garrison Dam has had on your most fertile lands and on the infra-
structure of your comm nities. As a matter of fact, your Congress-
man was showing us graphically, as we were flying here, what the
impact has been.

I have seen the recommendations of the Garrison Unit Joint
Tribal Advisory Committee which seek to compensate the tribes for
the negative impact of the dam on your economic, physical, and
emotional well-being. The committee will examine the recommen-
da;ions of this report along with other testimony presented here
today.

While health trends for American Indians have improved over
the past decade, at many reservations the rate of serious health
conditions has remained stagnant and has, in some cases, even
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worsened. The health status of the people of the Three Affilic..::d
Tribes is abysmal wher compared with all American Indians and
the total U.S. population.

Diabetes, a malnutrition-related health problem, is the focus of
our committee’s investigation today. This disease, which was rare
among American Indians before the 1840’s, has now reached epi-
demic proportions at Fort Berthold.

In a 1986 report on the health care needs of the Three Affiliated
Tribes, the University of North Dakota School of Medicine reported
that nearly one in three persons aged 40 or older is diabetic. That
is abysmal. It is a problem that we must address and address now.

I am so happy that your Congressman would invite us here. My
statement is a lot longer than what I have given you. Let me just
say, in short, that the committee will by unanimous consent accept
the statements both of myself and those in ful! of my colleagues so
that we can make reference to those statements further in the
future when we consider how to resolve these very desperate prob-
lems confronting the people here teday. So now, let my turn to my
colleague from Minnesota, Mr. Penny, who is here with us today.

[The prepared statement of Mr. Leland appears at the conclusion
of the hearing, see p. 37.]

OPENING STATEMENT OF HON. TIMOTHY J. PENNY, A REPRE-
SENTATIVE IN CONGRESS FROM THE STATE OF MINNESOTA

Mr. PENNY Mr. Chairman, I appreciate the invitation of Con-
%ressman Dorgan to come to North Dakota and to focus particular-
y on the diabetes problem among the American Indian population
and hunger problems generally.

All of us on this committee, from whatever part of the Naticn
that we call home, have a special concern about hunger and nutri-
tion and other health problems here and around the globe. In par-
ticular, Byron and I, coming from the Farm Belt, are perplexed by
the fact that domestically we have a grain surplus and yet in so
many regions of our own country and certainly in many nations
around the globe we have severe hunger problems and malnutri-
tion. It is for that reason that we requested membership on the
Hunger Committee so that we could be part of an effort within
Congress to draw attent’.,n to these very urgent issues. We are
here today to learn from you and ho : o carry back your message
to our colleagues in Congress to help them to focus with us on
these important and urgent issues. Thank you, Mr. Chairman.

Chairman LeLAND. The gentleman from North Dakota.

Mr. DorGAN. Mr. Chairman, let me just add one additional word.
We met this morning, beginning at 7:30 in Minot, on a broader
range of hunger issues. I want to point that out to tell you that
while we are in North Dakota we also met with some farmers this
morning and with some people who are involved in the WIC Pro-
gram, the Head Start Program, food banks, the Temporary Emer-
gency Food Assistance Program [TEFAP] and others.

The reason for that is obvious. Our interest and our focus is on
hunger. The reason I have wanted to be on this Select Hunger
Committee and got on it some while ago was because we come from
a land where our grain bins bulge with grain that we cannot find a
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use for, or at least cannot find a method of marketing in this coun-
try, and yet in this country and around the world there still does
exist significant amounts of hurger. There also are significant diet
and nutrition problems.

It seems inconceivable to me that we cannot solve these problems
if we put our mind to it. If we decide they are a priority, then we
can solve them. It is in agriculture’s interests, it is in humanity’s
interests, for us to focus on these issues. Where better to focus
them than in North Dakota, the breadbasket of the world that pro-
duces food in such incredible abundance?

So, Mr. Chairman, I am delighted you are here, again, and I
would hope that we can move ahead with the hearing. Thank you.

Chairman LeLanp. Thank you. L2t me just admonish all of our
witnesses that we have a long agenda, but very little time to fulfill
it. And if you can be as brief as possible, we certainly would appre-
ciate it so we can move along quickly. We are going to try to ac-
complish as much as we can while we are here today.

I would like now to introduce, and express my sincere apprecia-
tion to, Mr. Edward Lone Fight, the chairman of the Council of the
Three Affiliated Tribes. I know he and his staff have worked dili-
gently to assist us in our preparation for today’s proceedings. I
thank you, Mr. Chairman, for the kind of help that you have given
us. And let me just say that we hope that .hrough this hearing we
can do a lot to further the cause of helping the people here whom
you represent. Mr. Lone Fight.

Mr. LoNE FigHT. Thank you. [Repeated in Hidatsa.]

It is my pleasure, I am very happy to welcome all the Congress-
men. Welcome to Fort Berthold Indian Reservation. We are very
happy and pleased that you have taken the time away from your
busy schedule to address some of the health needs and economic
needs and just the general overall needs of the tripal members of
the Three Affiliated Tribes.

First of all, I would like, before I get into the schedule, just for
the audience to explain that 10 to 12 o'clock is reserved for the
hearing and testimonies. At 12:20 p.m. or so, we will drive the Con-
gressmen, and you are cordially invited to go to the Tribal Admin-
istration Building. There we will have a luncheon and reception,
and we will also have a couple of Indian songs and maybe several
dances, at the Tribal Administration Building.

Shortly after that we will visit the WIC clinic and this will be
guided by Sister Anna Rose Ruhland. Then we will be driving to
the Food Distribution Program, our commodity distribution center,
and we will tour the warehouse. And then that will conclude the
official day. You will be driven back to the airport for your depar-
ture from Fort Berthold.

At this time I would like to call on the Oakdale Singers. The
Oakdale Singers are from the village of, segment of Mandaree, ND.
And they will be accompanied by Miss Fort Berthold, which will be
Barbara Smith, who will stand by the drum. I ask her to come up
at this time. Darbara.

And we will have a flag song to get the ceremonies, the hearings
started. And after the flag sony we will have a victory song to wel-
come the Congressmen. Please rise for the flag song. The flag is to
my left, your right.

Q




5

[Whereupon, the two songs were sung.]

Mr. LoNE FiGHT. Thank you very much, Oakdale. We will now
have a prayer by Wesley Plenty Chief to start the activities.

Mr. PLENTY CHIEF. [Prayer in the Indian tongue.)

Mr. LoNe FigHT. Chairman Leland, I turn it back over to you.

Chairman LerLanp. Mr. Lone Fight, we now recognize you to
make any statement that you may have.

Mr. LoNE FiGHT. All right. Thank you very much, Mr. Chairman.
Before I commence with my prepared speech I want to announce
that I have with me as an expert witness our tribal attorney, Ray-
mond Cross, to my left; and Herbert Wilson, a local physician wlio
came on board about the time the Garrison Dam was created.

STATEMENT OF EDWARD LONE FIGHT, CHAIRMAN, COUNCIL OF
THE THREE AFFILIATED TRIBES, FORT BERTHOLD RESERVA-
TION, NEW TOWN, ND, ACCOMPANIED BY HERBERT WILSON,
M.D., FAMILY PHYSICIAN, AND RAYMOND CROSS, ESQ., COUN-
CIL

Mr. LoNE FiGHT My testimony, Mr. Chairman and members of
the committee: My name is, of course, Edward Lone Fight. It 1s my
pleasure to testify before your committee in my capacity as chair-
man of the Three Affiliated Tribes. Let me first express my thanks
on behalf of the full tribal council to your committee for the con-
cern and interest you have shown by convening this hearing re-
garding the nutritional and health care needs of the three tribes on
the Fort Berthold Reservation.

The relevant statistics paint a stark and shocking picture of the
present health care and nutritional status of the tribal people. The
pertinent health care data, compiled and evaluated by the School
of Medicine of the University of North Dakota in 1986, shows that
the tribal people on Fort Berthold are subjected to a significantly
inferior level of health and nutritional care.

That recent study examined the statistical incidence of diabetes-
related deaths, infant mortality, morbidity and alcoholism-related
deaths among the tribal people on the Fort Berthold Reservation.

For example, the infant mortality rate on Fort Berthold is 32.8
per 1,000 births compared with a 10.8 national average rate, and a
133 rate for the entire Indian service population. The diabetes
mortality rate at Fort Berthold is 123.6 per 100,000 population,
compared with a national average of 9.6, with a 10.9 rate for all
American Indians. The alcoholism mortality rate at Fort Berthold
is 200.6 per 100,000 compared with a 6.4 national average rate. The
Pierre service unit has the next highest rate at 115.7 in the Aber-
deen IHS service area.

That report concludes that these statistics are all the more tragic
when it is recognized that with only a modest increase in expendi-
tures by the Indian Health Service for improved health care deliv-
ery and nutritional education, that many of these deaths could be
avoided on Fort Berthold.

There are, Mr. Chairman, prudent and reasonable public health
responses to the shocking Indian health care and nutritional statis-
tics on Fort Berthold. The Three Affiliated Tribes urge this com-
mittee to support in this regard the recommendations of the Joint

19
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Tribal Advisory Committee known as JTAC. That Federal commis-
sion recommended that the Indian Health Services construct, oper-
ate, and maintain a primary health care facility on Fort Berthold
that would emphasize the prevention and treatment of obstetrics,
dialysis, alcoholism, and diabetes-related problems among the
Indian people on Fort Berthold.

The total cost estimate for these modest facilities is estimated at
$3 million to build and $1.5 million to equip. This facility would
also employ approximately 30 tribal members in various full time
positions.

It should be added that this Federal commission found that the
Three Affiliated Tribes, aside from the compelling statistical case
presented, are entitled to this health care facility because the Fed-
eral Government had promised to build a replacement hospital fa-
cility under Public Law 81-437, when the previous reservation hos-
pital was destroyed in the 1950's as a result of Federal action in
the construction of the Garrison Dam and Reservoir.

Several health care experts, including professionals from the
Indian Health Service, will testify regarding the health and nutri-
tio1al needs of the tribal people on Fort Berthold. It is my belief
tha: such can be done through administrative and legislative
ac’.on to prevent these recurring tragedies on the reservation.

This concludes my testimony, Mr. Chairman, and I would be
happy to answer any questions that the committee may have.
Thank you.

[The prepared statement of Mr. Lone Fight appears at the con-
clusion of the hearing, see p. 39.]

Chairman LeLanD. Thank you very much, Mr. Lone Fight, for
your brief but very poignant testimony. We really appreciate it.

Have you arrived at any conclusions as to why the proportional-
ity of the problems that you have on this reservation are cumpara-
tively higher than they are on other reservations throughout the
country, particularly with alcoholism and the prcblem of infant
mortality, morbidity, and so forth?

Mr. LonNE FiGHT. I will defer that to my attorney.

STATEMENT OF RAYMOND CROSS, COUNSEL, THE THREE AFFILI-
ATED TRIBES, FORT BERTHOLD RESERVATION, NEW TOWN, ND

Mr Cross Thank you, Mr. Chairman. You have had the opportu-
nity to study those issues through a study that will be provided to
the cgmmittee by the Northwes*ern Center for Urban Policy Re-
search.

As you know, Mr. Chairman, you had the opportunity to see the
large reservoir that was created. As a result of that reservoir 90
percent of the tribal population was displaced in the 1950's and re-
loczted from their closely knit communities along the Missouri
River to the plains that you now see where they reside.

That study shows a direct relationship between that removal,
that dispersion, and the stress-related illnesses such as diabetes,
infant care and morbidity, and mortality problems. We would be
happy to furnish that report that does trace a picture. the pre-Gar-
rison and post-Garrison.
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So that, Mr. Chairman, while we cansot say with scientific di-
rectress that the* is the sole cause, it is certainly a contributing
factor that can be corroborated by our expert witness, Dr. Wilson,
because he has had the opportunity as a family practitioner of
some 30-odd years to see how the rates have accelerated in diabe-
tes, in infant morbidity, infant mortality, in alroholism. And I
would like now to call on Dr. Wilson to present hit ammary.

Dr. WiLsoN. I have a handout here. I have 60 pieces of it, so we
can distribute these.

STATEMENT OF HERBERT J. WILSON, M.D., FAMILY PHYSICIAN,
NEW TOWN, ND

Dr. WiLson. My remarks will be confined, my statistics, that is,
are confined to the dea'hs that have occurrec in the 35 years that I
have been practicing here, not the total deaths, but the deaths of
those that I have known about, that come tc my clinic.

As remarked, the pattern has not changed over the years. It has
maybe gotten a little worse, or maybe it is just about static.

If we will turn to this side of the chart, not where the graph is
but where the tables are, we see table 1. whicn contrasts the aver-
age age of death of Indian adults; that is, people ever 14 years of
age We did not add the children in because that would skew the
figures way down for the Indian population. We thought once an
Indian reached 14 or so he probably should have as good a chance
of surviving as anyone ¢lse.

Note that for Indian males where the average age of death when
I came here in—1955, to 1964—was 52. Down to 47, 1965-74, then
up to 49, 1975-84. Females did a little better; 51, 59, and 57 for
same time periods.

Then, right down below is a comparison with the other side ¢f
my practice—which is hzlf-and-half, practically, half Indian people
and half other people that live in this area. And you seec how that
has improved so much over the years.

Table 2 will discuss violent deaths, and I am going to have some-
thing to say about that later. As you see, there are many more vio-
lent deaths, which are deaths due to social unrest, amung the
Indian people than among the non-Indian peopie.

Table 3 talks about alcoholism and table 4 also, trying to find out
about it in a hospital that is 31 miles away—we have a small local
hospital in Stanley—and the admissions in a 2-year period, how
they compare.

. iA.nd then, the final table is, again, on admissions to that hospi-
al.

All right. Let us turn to the other side and we will find on the
left, the first bar diagram is the non-Indian population in my area.
It is 100 percent from the boitom to the top. There are 847 deaths
in that group and in the Indian group there were 624, roughly
equal The percentage-wise thing is out here. Now, I have cross-
hatched diabetes, deaths due to diabetes. My study here shows that
there were four times as :nany deaths due to diabetes in the people
who are classified as Fo.t Berthold beneficiaries as in the general
population.
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Then I have nighlighted the deaths *hat were due, by my deter-
mination, to what I call social unrest. .And we can see that social
unrest caused 12.5 deaths among the general population and 40.5
percent in the Fort Berthold population.

So for what they are worth, I certainly bear out the more scien-
tific studies. This is fairly » irate. At this point I will stop and see
if you have any questions.

[Exhibits submitted by Dr. Wilson appear at the conclusion of
the hearing, see p. 42.1

Chairman LeLanp. Thank you. Let me now turn to the gentle-
man from Minnesota.

Mr. PENNY. I am curious to know the total population non-Indian
and the total population Indian.

Dr. WiLsoN. That is a hard question to answer, sir, because I
draw my patients from a large zrza. I am the only private physi-
cian in the area and it probably would include about 2,500 non-In-
dians and 2,000 Indians.

Mr. Penny. So that the numbers of potential patients in your
service area are roughly comparable between the Indian and the
non-Indian population?

Dr. WiLsoN. Exactly.

Mr. PENNY. With a little more for the non-Indian?

Dr. WiLson. It is a wonderful laboratory for comparing.

Mr. PENNY. Ard the major differences appear as you highlighted,
with the diabetes, where the inc'dence of 1ne disease is much
higher for the Indian population, automobile accidents much
higher, social unrest much higher, and alcohol much higher.

But I see in checking the column, that among the non-Indian
population vascular and heart disease are nsuch more evident than
they are among the Indian population. Is there some explanation
for that? I can think of one possible explanation and that is that
the diseases that seem to be taking Indian lives, diabetes, automo-
bile, alcohol, may be taking their lives at a much earlier stage.

Dr. WiLsoN. I think, yes.

Mr. PENNY. And the non-Indian population perhaps developing
these vascular and heart problems at a much older age.

Dr. WiLson. I think that is exactly it. I think, though, if you look
in 10-year periods—I do not have those charts here—you will see
the Indian people are catching up with vascular and heart disease
because those are, of course, an early end result of diabetes.

Mr. PenNY. Thank you, Mr. Chairman.

Chairman LeLAND. Mr. Dorgan.

Mr. DorGan. The statistics that you have presented are stagger-
ing statistics. I note that the infant mortality rate that you cite is
over 10 times the infant mortality rate nationally. The diabetes
mortality rate is over 12 times the national diabetes mortality rate.
The alcobolism mortality rate is over 25 times greater. When you
think of just doubling something, doubling something is a signifi-
cant increase. We are talking of a 10-fold greater rate, a 12-fold
greater rate, and 25-fold greater rate.

Those are staggering statistics and I guess I would like to, with
respect to diabetes especially, I would like to address a questisn to
Dr. Bennett We are going to have testimony in the next panel that
describes the history of the Indian population here, having lived-on
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the Missouri River bottom land, very fertile bottom land, planting
gardens with an abundance of vegetables and fruit in their diets.
Then they were moved off of that bottom land by virtue of the in-
undation behind the dam to soil that does not support gardening,
that does not support the production of fruit. Therefore, the diet
has changed dramatically and that has caused a direct link to the
increase and incidence of diabetes.

Can you give me your impression of that testimony that we are
going to hear?

Dr. WiLson. That is exactly right, Congressman. I watched with
grea. sadness, through the relocation, how many of the older
people tried to have gardens when they came out in the toplands,
and after 3 or 4 years of failing you give up. And I doubt if there
are very few around here now who do have vegetable gardens. But
back in the bottom lands everyone had one.

Mr. DorGAN. And the tribes here, as I understand the history—I
am talking about history over hundreds of years—have been tradi-
tionally agricultural tribes. As I believe, when Lewis and Clark
moved through this general area they discovered agricultural——

Dr. WiLsoN. Yes, that is an accurate statement.

Mr. DorGaAN [continuing]. Tribes raising vegetables and fruits on
river bottom land. Is that correct?

Dr. WiLsoN. Congressman, that is accurate, that is correct. The
Mandan, Hidatsa, and Arikara tribe have always been an agricul-
tural tribe. They lived in earth lodges and the produce developed
from their hard labors were used as commodities to trade with
among the rest of the Indian tribes within the area like the Sioux
?:l;d the Northern Ckeyenne and all the way across to the West

ast.

Mr. DorGaN. Is there any knowledge cf or history of diawetes
prior to the 1940’s in this area?

Dr. WiLsoN. As far as I can find from looking at old records I can
find no mention whatever of diabetes being a cause of anything
before World War II. Now, the records were not as accurate in
those days, of course, and maybe they were not looking as hard,
but this is a very significant thing.

Mr. DorGaN. I was asking, maybe I should make it clear. We
have always had incidence of diabetes in America. The question
was, did we see prior to the 1940’s any unusual cases of diabetes?
And I think the chairman indicated that surveys prior to the 1940's
found it almost nonexistent among Indian tribes. Thank you.

Mr. LoNE FiGHT. Mr. Chairman, can I just make a statement?

Chairman LELAND. Sure.

Mr. LoNE FiGHT. Some of our members do not quite understand
English so I just want to say something in Hidatsa so that they can
understand what this is all about.

[Mr. Lone Fight then made remarks in Hidatsa.]

Chairman LELAND. Mr. Chairman, let me ask you, in your testi-
mony you mentioned the need for a primary health care facility to
be located on the reservation. What difficulties do tribal members
currently experience in accessing health care services?

Mr. LoNE FiguT. Dr. Wilson.

Dr. WiLsoN. As I mentioned, the nearest hospital to New Town is
31 miles. The road is usually open year round but there are some
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times when visibility ic bad. So New Town is not as bad as the inte-
rior of the reservation.

There is a matter, of course, speaking of weather, in getting your
cars to go and things like that.

I think, more than anything else, though, it is a matter of accept-
ance I am not saying that the peripheral hospitals do not accept
Indian people. What I am saying is, that people feeling they can go
there and just talk about something that would be important to
them, but according to regulations such small talk would be denied
as a necessary thing. In other words, preventive medicine is a no
no in contract care situations.

I am sure you are all aware cf what is happening in our country
affecting the way physicians practice medicine. They are not al-
lowed to practice old-fashioned family medicine. Old-fashioned is as
good today as it ever was. They are not allowed to practice preven-
tive medicine and have reimbursement by insurance companies,
Medicare, Public Health Service, or whatever.

So you see, we need a facility where they can accept people and
not worry about their eligibility. That is the main problem, as I see
it.

Chairman LELAND. Very good. Because of time constraints we
are going to have to move on. But let me suggest that we have
other questions, possibly of all three of you, will be submitted to
you in writing. We would like to leave the record open for your re-
sponses.

Mr. LoNE FigHT. OK. Thank you very much. -

Chairman LeLanp. Thank you so much, all three of you. We
greatly appreciate your testimony.

I would like now to welcome Mrs. Emmarine Chase. I know you
have made a great personal effort to come to the proceedings
today Mrs. Chase brings to us her personal experience with diabe-
tes and with the serious health complications of diabetes suffered
by her husband and family.

We also have with her Sister Anna Rose Ruhland—and I hope 1
am pronouncing your name right. The Sister is a Benedictine nun
with a master’s degree in nutrition. She is the only nutritionist on
the reservation. With funding from the Supplemental Feeding Pro-
gram for Women, Infants and Children (WIC) and the State Mater-
nal and Child Health Care Block Grant, she is working diligently
to address the nutrition-related health problems on the reservation.
She provides the committee with expert testimony on the diet and
nutrition education needs of the reservation along with insights as
to the effectiveness of the Food Distribution Program in addressing
the special needs of diabetics on the reservation.

We have one more person, Ms. Elsie Danks. Ms. Danks is a long-
time resident of the Fort Berthold Reservation. She lives and works
as a nutrition educator in Mandaree which is about 45 miles south
of here in a more rural, isolated community. She can tell us per-
sonal stories of those she works with who must struggle each day
to feed their families and make ends meet.

We thank all three of you for the testimony that you will give.
We certainly appreciate your sacrifices in being here with us today.
Mrs. Chase.
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STATEMENT OF EMMARINE CHAS%, TRIBAL ELDER, FORT
BERTHOLD INDIAN HESERVATION

Mrs. CHase. My name is Emmarine Chase. My husband s Ber-
nard Chase, Sr. We raised a family of six, five boys and one girl.

When we became invoived in this relocation my family was in-
volved in it from beginning to end. From an organized community
where we had the comfort and supp.rt of our families in our area,
we were moved up tu the upper plains to five Jifferent segments
and our community life was broken up. Ovi ueighbore were strang-
ars.

We are Indians, but we naver lived close to each other. We lived
in different communities and all of a sudden we =ere forced to
move together in diffecent coramunities and v< .. .ot have that
community feeling that we had left.

The one thing that I want tuv stres: . knew we left a lot of
comferts and things from the taken area, sut the one thing that I
want to stress is the water problem. When we lived on the bottom
lands the Missouri River was flowing by, and that was our drinking
vater, for cooking, for livestock, bathing, recreation. That is where
all my children learned to swim, «nd that was just our life. And
then all of a sudden we are moved up to the upper plains, and
thera was a water problem.

They dug wells, the Army engineers or whoever was in charge,
dug wells. And they were so deep we could not pump by hand, we
had to have electric pumps.

And 1 tell you, we used to have a lot of chickens and this water
15 not suitable for human or even livestock. Because we used to
have a lot of chickens, and when we moved up there, when we
tried to eat the eggs, we cracked the eggs or-a. Them eggs, the
yolks of those eggs were blood red. Nobody wanted to eat it. That
was one of the things.

When we first moved up there we had to travel 30, 40 miles to
get a cream can of wa‘>r. We couldn t use that water. It was just
like a iaxative, that water that we brought up. Even the livestock
got sick from it. Today it is still there. We never touch it. We haul
our water, went to neighbors, where they had spring water. We
would bring that in, in cream cans. That was an everyday chore.

And maybe that is where some of the health reasons came, be-
cause maybe our containers for water were not exactly the way
they were supposed to be. But that is the way we lived, and we
moved up to the upper plains in 1956 and 1957, and that is the way
we lived. Just now, a few years ago, we got this self-housing that
tl}:ey—even then, our water is not right. We ha.e a lot of alkali in
there.

And just to tell you about those eggs will make you understand
that there was something terribly wrong. And when we lived in the
river bottom, we had gardens. We had irrigation gardens. And my
husband and I, we were known tu have big gardens because we had
a large family and we had everything, I think. And then they had
a cattle program, and everybody had a few head of cattle, chickens.
And they were free to roam. We did not have to pay so much in
living expenses on the river bottom, not compared to what we are
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today. Every little thing we have to buy, buy, buy. And there is a
loi of us that do not have money.

There is no work, no employment on this reservation. That is
why there is a lot of al:oholism. Young men stand on the streets
and it is always the same group. Not every Indian is alcoholic.
There are some of us that try. We we.e just lucky enough that my
?us't_)land had a Government job, and that is the way we raised our
amily.

We do not have everything plush, but I had a little better living
than some that live on welfare. When we were on the river bot-
toms we had our own way of lifc. It seemed like there was more
sharing, more sharing when we lived on the river bottom. We had
our own gardens. We did not want for no potatoes. And this tribe
here, the Three Affiliated Tribes, is a corn-eating tribe. We are gar-
deners. We taught the white man how to garden. We taught them
how to use a lot of garden produce that the white man uses today,
even down to sunflower seeds.

We call them Russian peanuts. When you go in a store there’s
big sacks of Russian peanuts. That comz from the Three Affiliated
Tribes. Thank you.

Mr. DorGaN. Very good, Mrs. Chase. That was very interesting
testimony. And I wou%d like—I want to mention Russian peanuts
for just a minute. But I want to set in framework for the other two
members of this committee exactly what you are talking about
with respect to relocation.

They decided to build some stem dams on the Missouri River.
One of them was projected for North Dakota. They built the dam
in North Dakota in the 1950’s and the result was a 500,000-acre
flood behind that dam. Part of that flooded a community—Elbow
Woods, for example—and other areas of this Indian reservation,
which required the relocation of the Native Ame=icans from the
river bottom lands and tnose communities to the upper plains. And
that is what the relocation is describing.

I think you have described very well your experiences of what
that relocation meant to your family. But I just wanted to make
sure everybody understood exactly what the relocation was that
yov -vere desc.ibing.

Mrs. CHASE. Oh, Yes. When we were in the process of this reloca-
tion, there was no guidance from our BIA, there was no guidance
how to budget, how to make a living in a different locality. There
was nothing. Today when there is a little program comes up among
the tribe, or the BIA—the BIA is the Bureau of Indian Affairs—
when they have some little program come up, before they start
working they go on a workshop. They explain about what their job
description is, and they have a workshop.

When we were going to move we never had no such a thing as a
workshop. They put our moneys into the individual Indian money
account in BIA office and we could draw as much as we wanted to,
and there was no question asked. They would give us, money,
handed us money. And what did we know about spending money?
We squandered that money. We squandered it in a few months and
we were right back on welfare. That is why you have a high wel-
fave list. Although I was lucky. I never was on welfare.

Q 17
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Mr. DorGan. Mr. Chairman, I did also want to say that is the
first reference I have heard to Russian peanuts. [Laughter.] Since I
was a young fellow in Regent, ND, and my neighbor used to roast
them in the oven.

Mrs. Cuaske. Yes. All these garden produce, that come from the
Indians. Everybody reads in history books how we helped the white
man, the first immigrants that came. We helped them. We were
friendly people, especially the Three Affiliated Tribes were friendly
to the white man. But what should happen? Smallpox epidemic
come along and diminished the population. You read in history
books, over and over, but they do not tell exactly how it came. A
steamboat came and they bust up bundles of blankets that were
contaminated from this disease, and they threw it out on the bank.
And the Indians, what did they know about no disease? They took
those blankets and they contracted that smallpox. That is the thing
I always want to say.

And another thing I want to say, I want every white man here to
hear, when they were taken in, the flood waters were covering the
land, I had an allotment of 8?9 acres down on the bottom land.
And that was taken. It got in the water. They call it the taking
area. I do not know how to explain that very well. But this 320
acres did not go under water, exactly. Why did the engineers have
to take so much more than they needed? This 320 acres, where it
lay, were in the area where it is. All the rest that were adjacent to
my land, a few years later, an oil lease came through, a big oil .
lease came through, and all the ones in that area received thou-
sands of dollars. My land went under water for a measly $5,000 or
something like that. That is what hurt me today. Maybe today I
would be well off if the oil company paid me for what they—maybe
I will not have to fall back on——

Chairman LeLanp. We understand, Mrs. Chase.

Mrs. Cuase. And then another thing. That major requirement on
this reservation, I believe is a hospital. We had a hospital, however
small it was. Dr. Wilson was our last doctor, resident doctor I guess
you would say. And he was more than a doctor. He was a friend to
the Indian people. He had comforting words, if not making you
well. He haé) comforting words for anybody that came. That is one
man, when I read about that Tom Dooley, I always think of Dr.
Wilson, because he never had no prejudice.

Chairman Levanp. Thank you, Mrs. Chase. Let us now go to
Sister Kuhland. Sister.

STATEMENT OF SISTER ANNA ROSE RUHLAND, BENEDICTINE
NUN, TRIBAL NUTRITIONIST, FORT BERTHOLD RESERVATION

Sr. ANNA. I am Sister Anna Rose Ruhland, tribal nutritionist. I
am also a registered dietitian with the American Dietetic Associa-
tion, and licensed to practice in the State of North Dakota.

The overall goal of Nutrition Services of the Three Affiliated
Tribes is to increase the level of nutrition awareness of residents of
the Fort Berthold Reservation.

The people of the Three Affiliated Tribes suffer a multitude of
health problems ranging from a high rate of accidents, heart dis-
ease and diabetes, to a rapidly rising rate of cancer. Diabetes as a
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secondary cause claims a significant number of lives of tribal mem-
bers. The disease is compounded by a tendency toward obesity, yet
many Fort Berthold residents are obese and practice poor nutri-
tional habits.

In 1984 there was a Fort Berthold household survey which was
conducted by Nutrition Services. We surveyed 70 percent of the
households on the reservation. In this survey it indicated that over
50 percent of the households had someone with diabetes and/or
high blood pressure, and at least 70 percent of the households felt
someone in the home could develop diabetes in the near future.

Individual diet instructions, which I conduct, indicate that pa-
tients are often unaware of what causes diabetes and how diabetes
might be prevented or delayed. The same can be said for hyperten-
sion and heart-related nutrition problems.

Initial contact with WIC clients indicates that mother or the
caretaker are often unaware of the the relationship of infant and
child health and poor nutritional care. Poor nutrition may lead to
future health problems of obesity, diabetes, and hypertension. Pres-
ently nutrition counseling services are provided clients through the
tribal nutritionist, Nutrition Services of the Three Affiliated
Tribes The need for an adequate coordinated system of managed
nutrition fitness care is important if Fort Berthold residents are to
be reached and served. Limited staff and time prevents Nutrition
Services from adequately meeting the needs of the residents.

The Fort Berthold Reservation has unique problems of long
travel distances to community centers, health care, towns and
schools, some people traveling 75- to 100-plus miles for health care
and basic food needs. This was taken from our household survey of
1984. This travel is compounded with long, minus-zero temperature
winters, limited gas funds or no mode of transportation, and poor
road conditions. Therefore, I believe it is important to develop a
consistent and uniform strategy of Nutrition Services for all seg-
ments of the reservation. In order to prevent or delay diseases such
as diabetes, hypertension and heart disease, health promotion and
disease prevention need to be addressed with a strong nutrition/fit-
ness component being a part of the program.

When nutritior. /fitness education is provided in an easily under-
stood method and sddressed to the specific household, and taking
into consideration cultural and traditional food habits, nutritional
changes are made. In the WIC—the Women, Infant and Children
Supplemental Food Program—our yearly survey for fiscal year
1986 indicated that 89 percent of those surveyed made changes in
their eating habits because of what was learned at WIC clinic days.
Visits with the nutritionist regarding nutritional needs rated at
the tog way in learning. The fiscal year 1987 WIC survey showed
that 93 percent of the clients rated talks with the nutritionist as an
important service.

n indication of clients desire to learn about nutrition and fit-
ness: the fiscal year 1987 had 47 percent of the respondents desir-
ing to learn more about exercise, and 55 percent desiring to learn
more about weight control. Forty-two percent also requested infor-
mation regarding less fat, salt, and sugar, and increased fiber
foods. I believe this is a high indication of the desire to learn and
to change food habits. Nutrition/fitness education needs to be ex-
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panded to all food programs and people. In order to make intelli-
gent food choices people need to be informed.

Therefore I recommend, first, that the nutrition-related pro-
grams—Commodity, Food Stamps, Aging Services, Head Start, WIC
and School Food Service—should have written into the Jegislation
of these programs funding authorized for nutrition/fitness person-
nel and programs. Nutrition staff, a dietitian or nutritionist, home
economist from the Extension Service, and supporting nutrition
aide staff such as EFNEP workers need to be expanded so that the
nutrition education may be provided.

Nutrition food programs need to be available to all people in all
areas of the communities of the reservation. Programs need to be
networked for improved coordination. New and innovative nutri-
tion programs need to be developed. This can only be accomplished
when legislative funding is provided to meet staff needs,

Second, I reccmmend that diabetes prevention needs to be ad-
dressed with a coordinated team effort of physician, nurse, dieti-
tian, and supporting staff. Presently there are seven diabetic
projects in the Indian Health Service in the United States. These
projects need to be expanded to include all peoples, and specifically
the people of the Fort Berthold Reservation.

To prevent long-range complications education needs to be ad-
dressed to the presently diagnosed diabetic, the family, the ex-
tended family, and the school age child.

It is important to educate the people to better use of food so that
nutrition-related diseases may be prevented. The 1984 household
survey indicated that frying was a popular way of preparing foods
and that there was a high frequency of foods such as cakes, dough-
nuts, and cookies, whereas the use of fruits and vegetables and
whole grains rated low.

Third, therefore, I recommend that the Commodity Food Pro-
gram decrease the level of fats and sugar in the food package and
obtain a greater variety of foods, specifically fruits and vegetables,
and promote nutrition education as a part of the program to all
people receiving these foods.

I believe there is a need for existing proyrams of Food Stamps,
Commodities, WIC, Aging Service, Head Start, and School Lunch
Programs. The fiscal year 1987 survey from WIC indicated that 65
percent of clients also participate in other programs such as com-
modities or food stamps. Since a high number of households receive
some form of food assistance this remains a primary way of reach-
ing the people in regard to proper nutrition and fitness activities.

For many, mainly our elderly and children, this may be the only
means of food they have. Therefore to prevent regression in health,
the food programs are important to the people.

An expanded nutrition staff would be able to provide creative
and meaningful nutrition/fitness programs which would also con-
sider cultural and traditional food habits. This would ultimately
cause food habits to change, better selection and use of foods would
develop, nutrition-related diseases would be prevented or delayad,
and health would be promoted. Thank you.

[The prepared statement of Sister Anna Ruhland appears at the
conclusion of the hearing, see p. 44.]

Chairman LeLanp. Thank you very much.
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Ms Danks, I was reading in the Indian newspaper this morning
zoout a rancher named Danks, and I was just wondering if you
might be any kin to him?

Ms. DanKs. It could possibly be my brother-in-law.

Chairman Leranp. He suggested that in order to get Washing-
ton’s attention maybe he would sell some land to the Soviets so
that they could build some silos. I think Washington did get excited
about that.

Ms. Danks. I guess I would not sell any right now.

STATEMENT OF ELSIE 1. DANKS, PROGRAM ASSISTANT, EX-
TENDED FOOD AND NUTRITION EDUCATION PROGRAM
[EFNEP], FORT BERTHOLD RESERVATION

Ms. Danks. My name is Elsie Danks and I am a resident of the
Mandaree community at Fort Berthold. My husband, Jim and I,
have five grown sons. I work for the Extension Sarvice and Keith
Soiseth and Anita Rhode are my immediate supervisors.

I will skip through my prepared testimony because a lot of it is
refzpetitive of what others have said, so I will just go through some
of it.

Just the very beginning: My husband and I were married in 1947
and lived in Elbowoods until 1954 when the reservoir waters came.
I remember when the water came up the last bank and filled the
lower places in the town.

On the Missouri River in Elbowoods where we lived, there were
like three levels of the Missouri River. They would come up one
stage, and then you would go on a flat and then there was another
stage. And when the last water came up, why, it came up to stay.
It did not go back down. We had floods a lot of times when it
always went away.

Anyway, even though we saw them tearing down the buildings
and moving things out I really do not think that any of us had any
notion of the extent of the change of our lives. And then we were
moved to the Mandaree community. Jim's brother now lives in the
Twin Butte area, one up here, and his sister lives in the White
Shield area so we are all spread out, and this is like, I would say,
250 miles round trip.

But in those days most of the food was in walking distance of the
homes and I do not think that people really realize the effect of the
distance that we travel. For myself, from where we live, it is 45
miles to any town of significance. Killdeer, Watford, or New Town
are 40 miles. We do not have a grocery store in the Mandaree area,
and that is such as you would be accustomed to having. We have a
place where they sell pop ard candy and gas and maybe some
snack foods and stuff like that.

But anyway, when I surveyed the people, and I surely did not get
to all of them, I talked to some. And they did not think that
hunger as such was a problem; it was poor nutrition. And their
concerns were about too much fat, salt, and carbohydrates in the
commodity foods, and they feel they would appreciate anything
that the Congressmen could do to change that, possibly adding
some fresh fruits in season, like apples, oranges, and grapefruit,
that are not a real storage problem. And onions too. I want to men-
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tion that Dolores Sand, Mary Edith Good Bear, and myself have
worked for the exvanded nutrition for 18 years. Dolores has worked
in the area of 18 years, and we contact families on an individual
basis every month. I wonld say we meet 35 families within the area
every month. But over the year I do not have the statistics to give
to you so I do not know how many people, because we also meet
with and give nutrition lessons, food demonstrations, and so on to
groups of people, senior citizens and family groups, and so on.

Although we work on a part time basis, we do what we can with
our job. But I really do not think it is how much time you have to
teach, or how little time you have to teach. It is whether the mate-
rial that you are teaching is relevant to the needs of the people. I
do not think that we need to know how to make beef stroganoff.
We have to learn to make better use of what we have, and this is
what we have been striving to do.

The Hot Lunch Program at the Mandaree school does an excel-
lent job of introducing the students to a variety of foods and meet-
ing the nutritional 1.2eds during the school year, and they have a
Breakfast Program too. But they do not have a lot of nutrition edu-
cation as a classroom study.

The suggestion I would have would be to have nutritional educa-
tion leaching centers at each segment and the commodity distribu-
tion center.

I do not think that it would be a good idea to centralize such a
center at New Town because of the distances that people would
have to go to take advantagt of such an educational facility. Some
of the classes that I think would be important would be food prepa-
ration, care and nutrition for infants and children, special diet food
preparation. As program assistants—it is Sister Anna Rose’s job to
make the special diets—we only, our job is to help people to pre-
pare the food within the diets as much as we can.

Unemployment, alcoholism, poc health, and the displacement
from their ratural home are the biggest heartaches for everyone
living on the Fort Berthold Reservation. Hopefully, through ap-
proaching these problems locally we can relieve, if not cure these
problems.

Thank you for your attention and for inviting me.

[The prepared statement of Ms. Danks appears at the conclusion
of the hearing, see p. 48.]

Chairman LeLAND. Thank all three of you very much for your
testimony,

Iy)Irs. Chase, let me ask you, do you have any children with diabe-
tes?

Mrs. CHasE. Yes, I do.

Chairman LeLanp. How many of them have diabetes?

Mrs. Cuase. Well, our oldest boy had diabetes, severe, and he
died with complications from that diabetes. And before me——

Chairman LeLanp. Can you pull your microphone just a little
closer? I am sorry.

Mrs. CHASE. And before me, my parents, my father had diabetes,
and he died in 1988, I believe. Other than that, I do not know. I do
not think there was so many diabetics. We had a hospital there,
but there was no such a thing as a diabetes clinic, such as there is
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today Today, when you go to the clinic, that lobby there is just
packed with people; diabetes, diabetes.

Chairman LELAND. That leads me to the next question. Do you
know of any tribal members who suffer from diabetes who have not
been able to get to town to see a doctor or to the hospital when
they need to go? .

Mrs. CHAse. Well, I have had that experience myself. There was
a lot of times that I ran out of medication, nobody came, bad roads
in the winter time. I lived out in the country not too far from the
highway, but you could not get to the highway, and needing hospi-
tal care I was just at a loss. My husband is a sick man. He is on
dialysis and sometimes he becomes sick and I am there alone with
him, I have a phone, but who can I call, 30, 40, 50 miles away from
my home? I have a very hard time.

So the housing authority pitied us and provided an elderly home,
that we were one of the priorities, and I moved into town. But it is
not home to us. I would rather be home.

Chairman LELAND. I understand. Sister, how does the diet nutri-
tionist's counsel a person to eat differ from the food package of-
fered in the Food Distribution Program?

Sr. ANNA. How Ao we do it different?

Chairman LELAND. Yes.

Sr. ANNA. Basically, what I would do is work with the client to
find out what foods they are consuming, then help educate them to
see where they might make changes in these types of food. Such as
if we are using commodity foods, and there are a lot of high fat
foods in it, butter, lard, shorteaing, helping them to realize that
frying food is not the best way to use these foods.

Chairman LELAND. I believe we have sent you the U.S. Depart-
ment of Agriculture’s recently published report evaluating the food
package and nutrition education components of the Food Distribu-
tion Program on Indian reservations.

What are the most important recommendations given to improve
the food package for dialgetics and potential diabetics, and what ad-
ditional recommendations do you have for the ideal food package?

Sr AnNA. I believe with the food package there, to change would
be to reduce the amount of sugar and fat in the total food package,
look at the amount of sodium in the package, and then include nu-
trition education along with the Commodity Food Program.

Chairman LELAND. Let me now go to Ms. Danks, if I may. I want
to thank you for such great testimony, Ms. Danks. I am interested
in knowing how the cost of fresh foods at stores on the reservation
compares to those sold at large markets off the reservation.

Ms. Danks. Well, since most of our food places are off of the res-
ervation, other than New Town, there rea?ly would not be an op-
portunity to corapare, because they do not stock fresh fruit in our
st 2s as a rule, because of the distance you have to transport. And
we do not have trucks delivering out to these little stores either.

Chairman LeLanp. How often do people, on the average, have to
go off the reservation to shop?

Ms. Danks. Most of the people, if they get thei: wages or, say,
food stamps or whatever, most of them buy once a month, so they
buy a volume of food. You do not go the store often, when it is 45
miles away,
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Chairman LgLanD. Mr. Penny.

Mr PenNY. Thank you. I am curious to know about the interven-
tion programs that are necessary, and whether we are able to do
more through our School Lunch Programs or Breakfast Programs.
Is there more we can do in those early years to prevent against the
likelihood of diabetes developing later? I know we have the Hot
Lunch Program at noon and most kids are in school, so they are at
least getting the benefit of that. But van we supplement through
the schools to a greater degree than we now are?

Ms. Danks. I think that there could be more, if we got it present-
ed to the school when they are scheduling, then we could schedule
more nutrition education in the classroom. But the school in Man-
daree—now, I cannot talk for the other schools in the area because
I do not know—they do have contests, nutrition contests and so on.
The kilcken sponsors, National Nutrition Week and so on. They do
have special things then.

And another thing that we do is have cooperative efforts within
the community io plan menus, and the kids and some of the par-
ents and myself and the staff there, we do things together a lot of
times, to get things that are common and they have in their diet.
We follow the basic food groups, but to get what they like to have
in their meals. Does that answer?

Mr. PENNY. That is helpful. I appreciate that.

Ms. DANKs. Yes, I believe that nutrition education should be a
part of a full School Lunch Program, not only the lunch program,
but it should also be in the curriculum from kindergarten through
high school, that every classroom should be exposed to nutrition
education and fitness programs. This is not being done.

Mr. PenNY. Thank you, Mr. Chairman.

Chairman LeELAND. Mr. Dorgan.

Mr. DorGAN. Mr. Chairman, our next panel is a panel of some
medical witnesses who are doing expert research in this field, and I
think because of the time I am not going to ask you an specific
questions. But I do want to say to Sister Anna Rose and Mrs. Chase
and Ms Danks that your testimony has been very, very good, and
it is very useful for this committee when we try and shape recom-
mendations on what sort of things we might be able to do, whether
1t is in any number of feeding programs v1 other nutrition educa-
tion programs. Your testimony is going to be very helpful in allow-
ji)g us to make some good decisions ir. that area, and I appreciate
it,

It is one thing for experts to get up and testify, because they are
often called to do that. It is another thing for those of you who do
not testify a lot. Mrs. Chase, my guess is that you do not testify
every morning, and it is not easy to get up in front of a lot of folks.
But what you shared with us is very special and very important. I
just want to say thanks to all three of you.

Chairman LELAND. Let me echo the sentiments of the gentleman
from North Dakota and thank you very much for your participa-
tion here today. [Applause.]

Our next panel consists of three individuals and they are, Dr.
Peter Bennett, who comes to us from the southwest where he
works as the Chief of the Clinical and Epidemiological Branch of
the National Institute of Diabetes, Digestive and Kidney Diseases
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of the National Institutes of Health. He is a well-known expert on
diabetes among American Indians and has spoken throughout this
country and around the world on this topic. He will address his
current research in this area based on work with the Pima Indians
in the southwest.

We also have with us Dr. James Brosseau. Dr. Brosseau is a phy-
sician at the Grand Forks clinic who worked previously on the Fort
Berthold Reservation investigating the problem of diabetes and its
genetic roots. He will provide us with an understanding of the med-
ical literature on the causes and serious health consequences of di-
abetes for American Indians, with some specific insights from his
work locally. We also have Ms. Gretchen Chesley Lang. Ms. Lang is
a Doctor of Anthropology. She is currently Associate Professor of
Cultural Anthropology at the University of North Dakota in Grand
Forks. She will discuss her research and personal experience work-
ing with the Indian Health Services Special Demonstration Diabe-
tes Project at the Fort Totten Reservation.

Thank you all for coming this morning, and let me ask that you
proceed, Dr. Bennett.

Mr. DorcaN. Mr. Chairman, might I before Dr. Bennett proceeds
tell the audience that Dr. Bennett has made a very special effort to
be here. I know that he has had schedule difficulties and I called
him from Washington last Tuesday; he was in Phoenix. I know he
had schedule problems. I just want to say a special thanks on
behalf of all of us. You are the expert in this field in this country
and the one we wanted to hear from. We especially thank you for
rearranging your schedule.

Chairman LELAND. Thank you very much, Dr. Bennett, for the
trouble that you have gone through to be here.

Mr. BenNETT. Mr. Chairman and members of the committee, I
thank you for those kind words.

STATEMENT OF PETER BENNETT, CHIEF, “LINICAL AND EPIDE-
MIOLOGICAL BRANC"s, NATIONAL INSTITUTE OF DIABETES
AND DIGESTIVE AND KIDNEY DISEASES, NATIONAL INSTI-
TUTES GF HEALTH, PHOENIX, AZ

Mr. BenNETT. Mr. Chairman, members of the committee; I am
Dr Peter Bennett, Chief of the Phoenix Epidemiology and Clinical
Research Branch of the National Institute of Diabetes, Digestive
and Kidney Diseases. I am very pleased to have this opportunity to
testify before you today about our research efforts to investigate
the occurrence and causes of diabetes mellitus and its complica-
tions among Native Americans.

In view of the time constraints I am just going to read excerpts
from my written testimony which—— .

Chairman LELaND. Without objection your full testimony will be
entered into the record. We appreciate your summary of the testi-
mony.

Mr. Bennerr. Thank you, Mr. Chairman.

Our Institute initiated the investigation of diabetes among the
American Indians in 1965. The first investigation conducted among
the Pima Indian community in Arizona showed that diavetes
among the Pima was 10 to 15 times as frequent as in the general
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U.S population at that time, and that among those with diabetes
the characteristic complications of the disease such as diabetic reti-
nopathy and diabetic nephropathy—that is, kidney disease associat-
ed with diabetes—occurred with frequencies similar to those re-
ported among diabetics of other ethnic groups elsewhere.

This extraordinary finding led to the immediate decision by the
Instiute to establish a longitudinal study of the population in
order to determine the reasons for the high frequency of the diabe-
tes, define its determinants—that is, the causes of diabetes in the
population—and to investigate the developn. ..t or natural history
of the disease and determine the causes and natural history . the
specific complications.

This course of action was determined as necessary if we were to
have a full understanding of the pathogenesis of the disease and its
complications, which are the basic prerequisites to the design and
institution of scientifically based methods of treatment and preven-
tion.

We continue studies of the disease and its complications among
the Pima today.

Diabetes among the American Indians is almost exclusively of
the non-insulin-dependent type. This type of diabetes accounts for
about 80 to 90 percent of diagetes in the United States in general,
and an even higher percentage worldwide. Usually it attacks
people of age 40 years and over, in contrast to insulin-dependent
diabetes, which usually attacls children and adolescents. Neverthe-
less, both types are associated with a similar spectrum of complica-
tions although the underlying pathogenesis OF the two diseases is
quite different.

Among the American Indian diabetes was reported to be rare
before 1940, and indeed, up until the early 1960’s Alaskan Eskimos
and Aleuts appeared to have very much less non-insulin-dependent
diabefes than other Ainericans. However, the disease appears to
have become very much more frequent in recent years among all
American Indian tribes. In the Pima Indians, for example, there
was a 40 percent increase in the age-adjusted prevalence of the dis-
ease between 1967 and 1977, and the incidence—that is, the rate of
development of new cases of the disease—increased to a similar
degree during the period centered around 1970 and 1980.

Certainly among the Alaskan Eskimos and Aleuts the disease is
no longer rare today. Among the American Indians the prevalence
of diabetes varies appreciably from tribe to tribe. Our studies in
the southwestern United States have indicated that the Papago
have a prevalence approaching that of the Pima, whereas some of
the other tribes sucg as the San Carlos Apache and the Cocopah
Indians have somewhat lower frequencies, but rates still much
higher than in the Caucasian population.

A comparison of the r... of development of new cases of the dis-
ease among the Pima Indians with those of the .redominantly Cau-
casian population of Rochester, MJ, indicates thet diabetes develops
20 times as frequently among the Pima as among the Rochester
residents.

Most of the morbidity and mortality associated with non-insulin-
dependent diabetes arises from the vascular complications associat-
ed with the disease. These compli. tion complications include dia-
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betic retinopathy, which frequently leads to blindness; diabetic
nephropahy, one of the most serious and previously fatal condi-
tions, which leads to end-stage renal disease, and an increased fre-
quency of atherosclerosis which also leads to excessive frequencies
of coronary heart disease, lower limb vascular disease, and cerebro-
vascular disease.

The vascular disease in the lower limbs is associated with much
higher rates of gangrene and amputation that result in serious in-
capacity and disability.

Diabetic nephropatﬁy is one complication that is relatively more
sifgnificant among American Indian diabetics than among diabetics
of other ethnic groups in this country, probably because of the ear-
}ieé_ age at which diabetes usually develops among the American

ndian,

A receut followup study of our own has shown that nephropathy
was the underlying cause of death in 40 percent of the Pima Indi-
ans with diabetes over an 8-year period.

Our longitudinal study has shown that in those with diabetes of
more than 20 years duration, more than 30 percent have developed
renal insufficiency. This condition which, of course, was formerly
fatal necessitates treatment by renal dialysis or renal transplanta-
tion for the continuation of life, imposing large demands on the
health services and a tremendous burden on the unfortunate pa-
tients who must endure such treatment,

Among the Pima Indian population, dialysis at the present time
on a per capita basis is 15 times as frequent as in the U.S. popula-
tion, in spite of the Pima population on average being appreciably
younger.

With the increasing frequency of diabetes during the past 20
years, we anticipate that the numbers of Pima Indians requiring
such treatment will inevitably increase considerably in the forth-
coming years unless some radical new approach to managemer. of
diabetic renal disease can be found. Ang indeed, our Institut. is
trying at this moment to embark upon an expanded effort to inves-
tigate the determinants of diabetic nephropathy ir the Pima
Indian population and to conduct controlled clinical interventions
that may potentially delay or stop the progression of this complica-
tion.

The outcome of pregnancy is also influenced by non-insulin-de-
pendent diabetes. Studies among the Pima have shown that the off-
spring of diabetic pregnancies suffer excessively high rates of mor-
bidity in the newborn period and experience long-term sequelae
such as extreme obesity and much higher rates of diabetes as ado-
lescents and young adults.

While perinatal mortality rates remain high in the offspring of
the diabetic pregnancy, this rate has fallen considerably in receut
years, presumably as a result of improved medical care and man-
afement. The offspring, however, continue to be large for gestution-
al age at birth and have a four- or five-fold increase in congenital
anomalies or birth defects arising as a result of abnormal metabo-
lism of the intrauterine environment during the first trimester of
the diabetic pregnancy.

In terms of the causations of diabetes, our studies have empha-
sized both genetic factors and environmental factors. While there is
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today no doubt that genetic factors are an important prerequisite
in determining the susceptibility of the individual to develop non-
insulin-dependent d‘abetes, environmental factors play a critical
role in determining v.hether or not the disease develops in suscepti-
ble individuals.

The increasing frequency of the disease over a 10- or 20-year
period and the effects of diabetic pregnancy on diabetes in the off-
spring can only be attributed to the effects of the precipitating fac-
tors of the environment.

While the precise role in nature of the environmental factors as
precipitants are only partially defined, we know at this time that
obesity is an important factor that interacts with genetic suscepti-
bility to determine whether or not diabetes develops and the age at
which it does so.

The causation of obesity, however, is somewhat elusive in the
American Indian, as it is in other ethnic groups. Certainly an ex-
cessive intake of calories relative to calorie expenditure is a prereq-
uisite for the development of obesity. It is not known at this time
whether or not this excess arises as a resuit of an increased calorie
intake or a decreased calorie expenditure resulting from reduced
physical activity, or possibly a metabolic abnormality that leads to
lower than usual caloric requirements for daily living.

Our Institute is at this time undertaking a series of studies spe-
cifically designed to address these questions.

The current epidemiology and clinical research studies are cer-
tainly yielding a more in-depth owledge of the pathogenesis of
non-insulin-dependent diabetes * _he population than ever before.
We have learned from these studies that subjects with impaired
glucose tolerance—that is, glucose tolerance levels which are less
than those seen in diabetic persons but higher than those seen in
normal persons—indicate that such individuals have a high risk of
developing diabetes, although not all of them do so. This is true in
the Pima, as it certainly is in other ethnic groups in various parts
of the world.

Individuals with impaired glucose tolerance are subjects who are
more likely to develop diabetes and these findings su gest there-
fore that this may be a group upon which individual efforts to
reducie the risk or change the risk factors may be particularly ben-
eficial,

The sorts of interventions that may prevent or postpone the de-
velopment of diabetes may include dietary measures and differ-
ences in exercise, although the total effect of such preventive ap-
proaches has not been clearly demonstrated in a scientifics ly, to-
tally acceptable manner. Nevertheless, it appears that among the
American Indian where there are certainly large numbers of ge-
netically susceptible individuals, and while we cannot specifically
identify those individuals when they are totally normal, we can at
this point in time identify them when they are at the stage of im-
paired glucose tolerance, and it is among such persons that it
would seem appropriate to determine if dietary interventions and
increasing physical activities can provide a means of either pre-
venting totally, or at least postponing the onset of non-insulin-de-
pendent diabetes, since this seems to be the most effective way by
which we can prevent the ultimate complications of the disease.
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Of course, ve would be very pleased to answer any questions
that I am able to answer.

[The prepared statement of Mr. Bennett appears at the conclusion
of the hearing, see p. 129.]

Chairman LeLanp. Thank you, Dr. Bennett.

Dr. Brosseau.

STATEMENT OF JAMES BROSSEALU, M.D., INTERNIST, GRAND
FORKS CLINIC, GRAND FORKS, ND

Dr. BrossgaU. Thank you, Mr. Chairman. Gentlemen, I am Dr.
Jim Brosseau. I am an internist and a diabetologist with the Grand
Forks Clinic. I am also the president-elect of the North Dakota af-
filiate of the American Diabetes Association.

The American Diabetes Association has been supporting research
in diabetes for a long time and we have been especially interested
in the problem of diabetes among American Indians.

I would like to depart from my prepared remarks too, in order to
avoid a lot of repetition.

Mrs. Chase earlier referred to the problem of smallpox many
years ago wiping out many people of the Mandan, H. atsa and Ari-
kara Tribes. As a matter of fact, 150 years ago today the worst
smallpox epidemic probably in the history of North America was
raging right here on this Fort Berthold Reservation. During a 2-
month period of time more than 50 percent of the Hidatsas and
Arikaras died, and more than 90 percent of the Mandans died of
smallpox in about 8 weeks.

I think it is fitting that we should be talking about another great
epidemic today on this anniversary of one of the worst smallpox
epidemics in history. As a matter of fact, Tuesday will mark the
150th anniversary of the death of Four Bears, the great Mandan
chief for whom the bridge over the Missouri is named.

So while times change epidemics also change, and as we have
heard from other people, diabetes is now the big problem, smallpox
is extinct, but diabetes is becoming an ever-increasing problem. A
few years ago a few of us came out and did a study of diabetes here
and found that about 25 percent of the adult population of Fort
Berthold weic already diagnosed as having diabetes. We are doing
another study today and I am quite sure that we would find that
the rates have gone up a lot.

I would like to distinguish between the two types of diabetes,
type I and type II. Type I is the type we usually see among chil-
dren and this is a very dramatic disease, it comes on suddenly and
requires immediate intervention with insulin. Without insulin
people who develop type I dizbetes will die very suddenly, very
quickly. Type II diabetes, on the other hand, is much more insidi-
ous and it comes on very slowly, it comes to one's attention usually
very slowly. In fact about half the people who have type II diabetes
have yet to be diagnosed because they have no symptoms of it yet.
Nevertheless, their blood sugar is high and the damage to their
bodies is being done by this type of diabetes.

Thus, we think that while we know of maybe 20 or 25 percent of
Ee_eo};;le in a certain group having diabetes, perhaps the rate is much

igher.
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Recently we did a death certificate study of all the people dying
in North Dakota and found that by the time of death 17 percent
have been diagnosed as being diabetic even though a cross-sectional
study at any one particular time will show that 5 percent of the
population has diabetes. So even though the rate is 5 percent, over
a lifetime it is much greater than that. I think this means that dia-
betes will affect the majority of people in a high-risk population
like we have here at Fort Berthold. I think this was alluded to by
some of the earlier panel members.

One other thing I might say is that North Dakota also has the
highest rate of diabetes among children of any State in the Union.
We do not know why this is but our statistics are very conclusive
in this regard. However, this type of diabe’es is not an important
one among American Indians.

The economic cost of diabetes is very great. It is far more than
the cost of insulin and of course the emotional cost is much greater
than just the shock of finding out that you are a diabetic and that
you are going to have to live with a chronic disease for the rest of
your life. There are many subtle ways in which diabetics are dis-
criminated against, one of which is that you have to have special
Eonsiderations before you can even drive your car if you have dia-

etes.

This condition goes on, whether it is type I or type II diabetes,
and just simply whittles away at the body of the person with diaoe-
tes. As others have said, the eyes are affected, blindness or at least
markedly reduced vision is common among people with diabetes.
Many people needlessly lose their vision because of complications
of diabetes. Kidney disease is very common. Renal failure, as Dr.
Bennett said, necessitates transplantation, renal dialysis and so
forth. Amputations of legs are very common. Hypertension often
coexists with diabetes and adds to the morbidity and mortality, or
the sickness and suffering, and so forth.

People of Native American extraction also have a much higher
rate of gestational diabetes. That is, they develop diabetes while
they are pregnant. And this too is often subtle and undiagnosed
during the pregnancy and when it is finally diagnosed the mother
may be quite ill. If she does not receive proper care during the
I tter part of her pregnancy there is a very great risk that she will
have a baby who 1s unhealthy, may be stillborn, and this undoubt-
edly contributes at least to the high rate of infant mortality among
Native Amevican populations.

Now, prevention is our goal. This type II diabetes being more of
an insidious disease and one in which the person retains some abil-
ity to secrete insulin may actually hold out some hope for treat-
ment more than type I. Type I patients will always require insulin
but type II patients can often be controlled through proper dieting
and through supplement supplementation of their diet with certain
medications which may include insulin. However, if the person
with diabetes can be reached early on in the course of s disease
maybe he can be changed so that his diabetes can be controlled and
therefore the complications prevented.

For those people who have diabetes we have to get this program
going right away. For those who do not have diabetes we have to
do our best to prevent it by counseling them on what they may do
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to avoid getting diabetes, and of course early intervention for those
who do develop the complications. Thank God we do have many
medical treatments available for those with early forms of eye dis-
ease which, if given, can prevent blindness. Those include laser
treatments. There is also vascular surgery, bypass surgery, and so
forth. These are all very possible nowadays. However, they take an
economic and an emotional toll of the person who has to have
them too.

I think I will conclude at this point but I will be willing to
answer any questions that you might have.

[The prepared statement of Dr. Brosseau appears at the conclu-
sion of the hearing, sez p. 51.]

Chairman LeLaND. Thank you, Dr. Brosseau.

Dr. Lang.

STATEMENT OF GRETCHEN CHESLEY LANG, ASSOCIATE PROFES-
SOR OF CULTURAL ANTHROPOLOGY, UNIVERSITY OF NORTH
DAKOTA, GRAND FORKS, ND

Ms. LaNG, Thank you, Mr. Chairman. My name is Gretchen
Lang and I am a medical anthropologist on the faculty of the Uni-
versity of North Dakota. Since 1981 I have been looking at commu-
nity perspectives on health and health care at the Devil's Lake
Reservation community, with a particular interest in patient and
community perspectives on diabetes and its management,

My study involved interviews and interaction with diabetics and
their families, the diibetes program that is located at Fort Totten
Public Health Service Clinic, the Office of Tribal Health and the
Tribal Health Committee, as well as dozens, maybe a hundred com.
munity people who also are concerned about the increasing preva-
lence of diabetes at Fort Totten.

I will not gn into the statistical details because so much has been
covered already, except to say that at the Diabetes Program office
in 1985, 163 diabetics were registered out of a total of 657 people 35
years and older, which made about a figure of 24 percent, then, of
older people who had type II diabetes. And there are further statis-
tics at the Diabetes Program office now that would indicate a
higher percentage.

I would like to briefly, comment on the history of foods and diet
in this community. I think that there are parallels with the popula-
tion who live at Fort Berthold even though, of course, the Dakota
Sioux people have a quite different culture originally than do the
Mandan, Hidatsa and Arikara.

The Sioux, the Dakota were not agriculturalists though in the
woodlands of Minnesota, before they moved out onto the plains,
they did a minimal amount of raising corn and a few other food
plants They were primarily hunters and gatherers. So their back-
grounds are different in terms of subsistence, but the reservation
experience since the late 1800’s has been probably much more simi-
lar and there are parallels, then, in their dietary history so that
people here at Fort Berthold might make some comparisons with
what I say about the Dakota.

Food preferences and contemporary dietary patterns at Devil's
Lake reflect both cultural/historical factors, inc uding a major sub-
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sistence shift during the past century into the reservation mode of
life, and al situational factors that in a very general sense be re-
lared to ru  ooverty.

AsIme  .ed, the early Dakota subsistence pattern was hunt-
ing, fishir. and so forth, and as they moved out onto the plains
and adapted their diet to the prairie resources their lifestyle cen-
tered very much around a most important symbolic being, which
was the buffalo, for their nutrition and of course a very significant
part of their cosmology.

Today people are very nostalgic and talk very much about the
old subsistence pattern, the traditional foods. Diabetic people with
whom I would talk in their homes would quickly turn the conversa-
tion from the immediate discussion of diabetes and their particular
challenge of managing it, to reminiscing about the purity and
strength of the wild foods and the traditional foods. They are very
realistic and realize that they cannot have a complete diet of those
foofgiiéoday, but they have a very strong sentiment abouat this kind
of food.

I think this is a good sigr, that people are very aware of health-
ful properties of foods, but that the immediate situational factors
in their lives make it difficult to follow a particular health pattern.
Like other Americans, they are very aware that the natural foods
are probably more ideal.

At present at Devil’s Lake the actual dietary patterns are not
ideal, and I think some of this material was covered adequately
and well earlier today in other testimony. I will briefly summarize
by saying that probably the basic staples are potatoes and bread
products. There are not too many households that have active gar-
dens; I think probably about 10 percent. It is most of*ern older
people who raise the traditional Indian corn, because it is their spe-
cial variety of corn, and who will store some of the vegetables that
can be dried in the winter in cellars. While refrigeration and elec-
tricity are present today in most homes, this has not necessarily
been the case in the past.

Commodity foods are used by what I estimate to be about 85 per-
cent of households, but apparently this figure fluctuates from
month to month as far as people who qualify.

The commodity food program provides canned meats, canned
vegetables, canned fruits, macaroni, rice, flour, sugar, salt, shorten-
ing, and peanut butter among other foodstuffs. In many house-
holds, of course, in the majority of households, these form the basis
for the diet and thus fry bread, pan bread, oven-baked bread and
rolls, fried potatoes, bacon, eggs, rich soups and stews—preferably
beef; they are very adamant that they are beef eaters there at Fort
Totten. Food preferences vary from reservation to reservation.
Sweet rolls, cakes, doughnuts and cookies—as were mentioned ear-
lier—are frequent components of large family meals, along with
the canned fruits and vegetables. The food groups that are underre-
presented are usually the green leafy vegetables and fresh fruits,
and while people do shop for additional foods than the commod-
ities, such as meat, at several small local stores or in Devil's Lake,
which is about 13 miles to the north, in general their basic diet
centers around and is developed from the Commodity Food Pro-
gram.
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We know that the Commodity Food Program was not designed as
the basic household diet, the ideal diet, but this is how it is used.

It should be emphasized that there is the nostalgia for the tradi-
tioral foods and an awareness of their sacred properties. There are
what are called Indian foods today that you will find at ethnic fes-
tivals, pow-wows and so forth, that include fried bread which is a
native, pan-American favorite; and rich stews that have lots of the
introduced white man's foods in them, and of course these have
been tranformed by Indian people into their own ethnic favorite
foods. I think that when we talk about foodways it is very inpor-
tant to realize how intertwined social and family life and ceremoni-
al events are with particular foodways. It is not easy to change die-
tary patterns,

The Indian foods wili often incorporate the original traditional
items like prairie turnips and wild onions and chokecherries and
such items, but they are not usually in very large abundance.

So, as an anthropologist I would like to emphasize the impor-
tance of understanding the foodways and what, in a sense, the emo-
tional attachment is to foods in a community. The ironic aspect
that the older people at Fort Totten recognize is that while they
say, on one hand, “White man’s foods have made us sick”, in a
sense, when they talk about the etiology of diabetes, they also
know those are the foods they like and have certain attachments to
as symbols of group identity. In other words, foods are ethnic
markers. This kind of contradiction in the meanings of foods has to
be understood by health professionals who work with people and
try to suggest ways in which they are going to change their diet.

We all know how hard it is to be on a diet of any kind and ail
diabetics find diabetic diets difficult.

My recommendations are extremely similar to Sister Ruhland’s,
I think it was, in the three categories. So I will just simply mention
them by title and then subn:it those in written form.

The first is the need for dieticians specifically to work with dia-
betics. I was able to observe this happening at the Indian Health
Service Diabetes Program Office at Fort Totten Clinic. I found a
number of positive factors in the Diabetes Program that patients
appreciated, such as home visits and individualized attention. They
often sought ~ut this office, almost as a health advocate. They
would go in wich other problems too, and then be channeled on
into the busier, larger clinic. They found this office a place where
they could go as a starting point, an extremely valuable stepping
stone to the rest of the clinic.

I could go on and on. I think that that program has made quite
an effort to make their education culturally sensitive.

The second is the need for direct community involvement in pre-
ventive health. There are mechanisms in place. The main one that
I have observed and am familia: with at Fort Totten is the Tribal
Health Office and the Tribal Health Committee. These are part of
tribal government, The tribal health sector can be an advocate for
patients in the community, and also is very powerful in the sense
that they can work, then, with people in the clinic. I think struc-
turally that we have the mechanism there and that it is a matter
of eacfl‘mf community, then, taking advantage of this possible coopera-
tive effort.
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North Dakota is fortunate in that the American Diabetes Asso-
ciation Chapter has provided a significant amount of continuing
education to people working with diabetes in Native American
ccfgfmmunities and I hope, with funding, that they can continue this
effort.

The nursing and the medical school at the University of North
Dakota are very aware that cross-cultural training is important in
the medical curriculum, and Native American tribal leaders are
extremely interested in bringing out traditional values of well-
being and health, but it is only at the specific level that these CoO0p-
erative efforts can be tried, by trial and error, to discover what
kinds of programs might work in a given situation. For example,
what are the metaphors involved in illness and in diet, that I think
can only be worked out if people realize that two cultural tradi-
tions are involved, the local particular one, whatever it is, Dakota
or Arikara or whatever, and the culture of biomedicine, which is a
different cultural tradition.

And finally, I would recommend a modification of the Commodi-
ty Food Program. I have almost identical comments, I think, to
Sister Ruhland’s suggestions there.

So I would like to conclude my testimony, and thank you very
much for this opportunity,

[The prepared statement of Ms. Lang appears at the conclusion
of the hearing, see p. 62.]

Chairman LeLanp. Thank you, Dr. Lang. I thank all three of
you. Let me say that you have given us very good testimony. We
have questions which we will submit to you in writing.

I would like to keep the record open for the purpose of corre-
sponding with you and getting your written responses. Because of
time constraints we are going to have to move on.

I understand that the gentleman from North Dakota does have
one question that he would like to ask at this time.

Mr. DorGAN. I would like to ask a question. Perhaps it would
relate more to Dr. Bennett and Dr. Brosseau. The question is, how
do you feel the National Institutes of Health could target increased
research efforts in the areas we are talking about? Do you have
any observations about how the NIH can target research efforts?

Mr. Bennerr. Well, our Institute and the mission of our own par-
ticular branch is to perform research in diseases which are particu-
larly prevalent among the American Indian population and trans-
late those findings in collaboration with the Indian Health Service
into practice.

I do not want to make specific recommendations that pertain
specifically to policy or to budgetary matters.

Mr. DorGaN. Thank you,

Chairman LeLanD. Thank you all for your contribution. Thank
you so much. [Applause.]

Our next witnesses represent the final panel that we Lave today.
Your patience has been great and we really a preciate it.

Mr. DorGAN. Mr. Chairman, while you do t%at, might I recognize
a couple of dignitaries in the crowd? We have a couple of state leg-
islators and some others, and if the chairman will indulge me, let
me say that the Trenton Tribal Council representatives are here or
have been here.

Q
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We have with us State Representative Dick Solberg in the back
of the room, a friend, and another friend, State Representative
June Enget. June, you are in the back, and you have been here at
the hearing; right back over there.

Sam Keeney, the mayor of New Town, is here. Sam is right back
there. And William Woods from Parshall, a new business in Par-
shall. Clare Aubol, former State Representative from New Town.
Clare has been here this morning, I know, over on the left. And
Irene La Fontaine from the North Dakota State Indian Affairs
Commission.

And there are other members, I believe, of the Three Affiliated
Tribal Council here as well today. You might raise your hands, too.

I did want to just make note oi some special friends and some
State officials who are here as well.

Chairman LeLaND. We appreciate that since our problems and
the solutions to those problems lie not only national, but the local
level as well. We appreciate the attendance of those who have
impact on the local community.

Let me now introduce our last panel. Dr. Terrence Sloan is the
Director of the Aberdeen Area Indian Health Service, based in Ab-
erdeen, SD. In this position he administers the health programs
funded by Indian Health Services for North Dakota, South Dakota,
Nebraska, and Iowa.

He will provide a health profile of Fort Berthold and the Aber-
deen areas. I hope that he can also tell us about the Agency’s ef-
forts to meet the health service needs of each service unit, particu-
larly as associated with nutzition-related health problems.

We also have with us Mr. Alonzo Spang. Mr. gpang is the super-
intendent of the Fort Berthold Agency, Buresu of Indian Affairs.
Today he will discuss the poor economic conditions at Fort Berth-
old as well as efforts that the Bureau is making, along with the
Tribal Council, to address the causes and consequences of the high
poverty rate in this area,

We thank you gentlemen for your participation today. You may
begin, Dr. Sloan, please.

STATEMENT OF TERRENCE SLOAN, M.D., DIRECTOR, ABERDEEN
AREA INDIAN HEALTH SERVICE, ABERDEEN, SD

Dr. Sroan. Thank you very much, Mr. Chairman, Congressman
Dorgan, Congressman Penny, Mr. Lone Fight, and distinguished
council members of the Three Affiliated Tribal Nation.

It is indeed my pleasure and honor to be able to present informa-
tion to you regarding the health status of the American Indian in
the Aberdeen area, and specifically with regard to the Three Affili-
ated Tribal Nation.

I want to commend you on your interest in the health care of the
American Indian. It is indeed a welcome event that you are here to
hear some of this very valuable testimony.

I am American Indian. I am a physician, and Director of the Ab-
erdeen Area Indian Health Service.

I would like at this time to digress from my written testimony.
You have that in front of you and it certainly is »eif-explanatory.
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Chairman LELAND. Your entire testimony will be entered into
the record without objection.

Dr. StoaN. Thank you. I would as well hope that Miss Gabor
made available to you a group of tables that I would like to take
you through. Do you have those in front of you?

Chairman LELanD. We do have them.

Dr. SroaNn. I will quickly take you through these and I think
thiyl will tell a story that will help you in your decisionmaking  a-
pability.

The first table is specifically the household characteristics of the
USS. general population and the Indian Health Service service pop-
ulation. What you should concentrate on is the top three lines. And
to summarize what it shows, the American_Indian in the Aberdeen
area has relative overcrowding with more people per household,
they have a higher percentage of unemployed individuals so there
is a very high poverty level, there is still a significant portion of
the population that has a complete lack of plumbing and no sewage
disposal, and most importantly in a very remote area, in a frontier
area, a significant portion of the patient population of the house-
holds, over 50 percent, have nn telephone and only one in five
households has any access to a motor vehicle. This makes a tre-
mendous difference in the design of a health care delivery system.

Additionally, one must note that the median age of our popula-
tion is 17, meaning 50 percent of the population is below that age,

If you will turn to tagle 2, I want to bring to your attention that
there are 12 areas in the Indian Health Service, and these are
listed on the far left. The two areas with the highest age-adjusted
mortality rate for all causes of death are the Aberdeen area and
the Billings area. You can see that the age-adjusted mortality rate
is approximately twice as high as the average U.S. Indian.

If one then luoks at the next table, I want to make you aware
that the tribal population of the Three Affiliated Tribes has indeed
a very high age-adjusted death rate and if you look toward the
bottom of the page you can compare that to the “United States, All
Races” and the American Indian.

If you go to the next table, what you find is a brealdown of the
selected causes of mortality, and one finds that the leading cause of
mortality in the Three Affiliated Tribal Nation population, as weli
as the Aberdeen area, is major cardiovascular disease. Thirty years
ago the major cardiovascular disease .hat we saw in the American
Indian population was valvular heat disease secondary to rheu-
matic fever. That has largely been treated with antibiotics and now
we are dealing with the disease calird ischemic heart disease, and
that in fact is a major problem in our area. Contributing factors
include a high prevalence of diabetes, hypertension, smoking, and
dietary habits that are cholesterogenic.

In addition one sees malignant neoplasms as being a major con-
tributor. In general, neoplasia is not a major problem for the
American Indian. In this area it is, and the difference is the inci-
dence and prevalence of lung cancer. We have a population that
smﬁkes heavily. Alcoholism is a major confributor; accidents as
well.

If you go to the next table, what one finds, if you look at a piece
of data called “Years of Productive Life Lost™—and this is obtained
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by subtracting the age at which .meone expires from 65, you mul-
tiply it times the number of deatns, and you divide it by 100. What
one finds is that for the Aberdeen area, and specifically for Fort
Berthold, a very high rate of years of productive life lost.

If one looks at the major cause of that mortality—and this con-
tinues to be a problem for the Indian Health Service nationally—
you find that the prevalent cause is accidents, specifically motor
vehicle accidents. And I can assure you as a clinician that 90 to 95
percent of those deaths are related to alcohol and substance abuse

If you go to the next table you will find that the Aberdeen area
along with the Billings area leads the Indian Health Service in
years of productive life lost.

If one then looks &t the next table, what you see is a comparison
of Indian Health Service areas, age-adjusted mortality rates for
cardiovascular disease, what one finds is that in the Aberdeen area
the mortality rate for cardiovascular disease is approximately two
times the national Indian Health Service average.

If you go to the next table, what you find is the age-adjusted car-
diovascular death rate for Fort Berthold is again about two times
the American Indian rate.

The contributing factors remain the same. that of a high preva-
lence of diabetes, smoking, hypertension, and a diet that is laden
with lipids or fat, and are cholesterogenic.

Most importantly, if you go to the next graph, it shows the age-
adjusted mortality rate for diabetes mellitus among areas. The feel-
ing in this country was that the major problem with diabetes
rested in the southwest Indian population. Surprisingly, we began
to look at the data and we realized that in the Aberdeen area the
American Indian leads the Indian health areas in diabetes-associat-
ed mortality as well as renal disease secondary to dizbetes.

We are still exploring all the causes of this, but in general it fol-
lows the pattern of being predominantly type II, or non-insulin-de-
pendent diabetes.

We feel and would welcome more research, specifically in this ge-
ographic region of the country, regarding this disease so we can
begin to combat it from a baseline level.

If one looks specifically at diabetes mellitus death rates in the
Aberdeen area, one sees that the Fort Berthold population has a
rate that is 10 times the United States, “All Races,” and 5 times
the American Indian population rate.

I would like to direct you to the next table which is very impor-
tant. It is crude infant mortality. If one compares the health status
of differing populations in the world, the most reliable factor is
that of infant mortality, One can see that the infant mortality in
Fort Berthold and in the Aberdeen area is extremely high. It is
probably the best figure that tests the ability of a health care
system to intervene appropriately for a given population.

If one goes to the next table and you find out what the break-
down is on those infant mortality deaths, one sees that the primary
period of vulnerability is between 28 days and 11 months. In fact,
much of the mortality in the birth process or immediately follow-
ing the birth process is actually lower than the surrounding United
States, “All Races,” population. This follows nationally for the
Indian Health Service.
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This is not surprising if one considers the first set of charts that
I presented to you which showed the remoteness, lack of vehicle,
lack of telephone, in many cases lack of appropriate water supplies.
All these are very important in the viability of an infant as well as
the parenting skills and whether or not there is alcoholism and
smoking in the household.

The next set of charts are very important. They are a little more
complex. I would like to take you quickly through them. What they
show, essentially is the expenditures per capita and per workload
unit in the Aberdeen area for various facilities. We analyze these
very carefully.

If you go to the right you will see an “FB.” That is Fort Rerth-
old. “FT" is Fort Totten, and “PI” is Pierre, and “AA” is the Aber-
deen area. To the left all these facilities have hospitals and/or
major health facilities. What you see is a decreasedp expenditure
per capita in those facilities that have health centers. You sce an
increased cost per clinical unit or workload unit. This disparity
would indicate that there are less people that utilize these facili-
ties, but when they do there is a higher cost associated with that.

If you then go to the next page and you look at contract Health
Service expenditures per capita and per clinical unit, you find that
in our health centers there is a very high cost per clinical unit and
again a very low cost per capita, indicating that perhaps there is
not appropriate utilization in our health centers.

If one looks at the hospital and clinics and Health Service dollars
per capita and per workload unit, there is a similar type of finding.

e have a proc 55 where we collect third-party resources. These
are called Medicare and Medicaid resources and the authorization
is received through Public Law 94-437, or the Indian Health Care
Reauthorization Act.

What one sees is a decreased ability of health centers to collect
third-party resources. The.e are returned back into their programs
to develop an effective primary care system.

If you add all three categories of fundings together, you find the
continued disparity.

Let me bring to focus the point I am trying to make. In this data
I related to you factually that the areas with the two highest mor-
tality patterns are the Billings area and the Aberdeen area.

The Billings area currently receives the highest per capita con-
tract Healch Service dollars in the entire Indian Health Service.
When one analyzes the mortality rates—and I would ask you to
think those over carefully—what one would have to surmise is, the
only way to directly impact upon those mortality rates is through
an effective, well-directed, access-oriented primary care program
that involves all the elements of adequate preventive care,

The fact that we have not been able to succeed in altering mor-
tality rates by increasing contract health care funds is not surpris-
ing if one considers the remoteness and the types of disease preva-
lences we are dealing with, What I would suggest is that the way
to correct mortality patterns is by effectively building a primary
care, access-oriented, preventive-oriented program that will have
fome capability to provide a wide range ofp services to people local-

y.
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The effects of the Garrison Dam on this population, and the fact
that it split up the reservation considerably and created remote
areas where people could not gain access has had devastating con-
sequences. The Indian Health Service is committed to building a
direct care access-oriented program, but it will indeed require addi-
tional efforts, pc.zonnel, a different type of commitment on the
part of the Indian Health Service and Congress. Thank you.

[The prepared statement of Dr. Sloan appears at the conclusion
of the hearing, see p. 85.]

Chairman LeLAND. Thank you very much, Dr. Sloan.

Mr. Spang.

STATEMENT OF ALONZO SPANG, SUPERINTENDENT, FORT
BERTHOLD AGENCY, BI'REAU OF INDIAN AFFAIRS

Mr. Spang. Thank you, Mr. Chairman, and Congressman Dorgan
and Congresman Penny. _

My name is Alonzo Spang. I am the superintendent for the
Bureau of Indian Affairs at Fort Berthold Agency. I am pleased to
be here to discuss the socioeconomic status of the Three Affiliated
Tribes of the Fort Berthold Reservation and the role of the Bureau
of Indian Affairs. .

Three tribes that are organized with a single tribal government
are the Hidatsa, Arikara, and Mandan. The Three Affiliated Tribes
is governed by a Tribal Business Council which is elected by the
adult tribal members. The reservation population is approximately
3,130, althougl. the membership of the Three Affiliated Tribes is

41,

’

The Fort Berthold Reservation includes the six west-central
North Dakota counties of Dunr Mercer, McKenzie, Mopntranl,
McLean, and Ward, and encompasses an area of approximately
1,550 square miles with 424,213 acres held in trust for the tribes or
individual Indians. .

There are two tribal contract schools, one covperative school—
public and tribal contract—and two public schools serving the res-
ervation as well as a tribally controlled community college which
provides many services and education upportunities to the reserva.
tion and surrounding communities. .

The Fort Berthold Reservation is primarily dependent on agricul-
tural activities for its economy, although there are some oil and
gas resources on the reservation. The BIA Report to Congress on
BIA agriculture and range programs, September 1986, stated.

Indian farming and ranching enterprises duffer significantly frum uff-reservation
vperations. Smuﬁer swale, lack of sufficient capital, wsulativn, increased distance to
markets and reduced land tenure terms wuntribute to a lack of lung term stability
and increased impact frum sl urt term market fluctuations ur adverse weather con-
ditiuns. A general lack of resvurce develupment increases drought impacts un Indian
land and results in a longer recovery period. .

A primary reasun fur the differences between Indian and nun-Indian agriculture
enterprises is that undivided and fractional he:mh.y and tnibal swnership prevent
Indian operators from acquiring title tu most of the lands in th veratiun. Indian
farmers and ranchers are therefure dependent un leased lands w.... a term limited
to 5 years by regulation. This results 1n a lack of wollateral to support necessary
capital acquisition and reduced invidvement 1o USDA programs reywning lung-term
land tenure. As o whole these influence. result in underapitalized sma.l-scale op-

erativns with m.numal on farm develupment, Little stabilisy, wd wmplete depend-
ence on fluctuating markets.




This description of the problems of the In.an farming and
ranching enterprises alequately portray the problems encountered
at the Fort Berthold Reservat on.

The Bureau of Indian Affairs has been working with the tribes to
find ways of expanding and developing the reservation resources.
We ¢ -e developing strategies for better use of water, to develop our
range programs, and exploring the possibilities of providing short-
term loans to accommodate the farming and ranching needs. Both
the Bureau and the tribes are involved with the recently formed
Indian Agriculture commission that has been develuped to address
the needs of agriculture-based Indian communities. We are hopeful
that this commission can be helpful in finding new ways to study
and resolve some of our short- and long-term economic problems.

The Bureau has worked closely with the tribes to assist them in
developing and carrying out their own reservation programs. Cur-
rently the tribe has 17 contracts with the Bureau, and one with the
Economic Development Administration to provide programs, stud-
ies, and special projects. A list of these contracts are attached to
my statement.

This year the Bureau is providing a full-time staff person to the
tribes through the Inter-Governmental Personnel Act to assist
them in planning and mapping the reservation road system. .

The Bureau also works with the Indian Health Service to provide
coordinated services on the reservation. We are presently working
with the tribe to develop and implement a tribal action plan to ad-
dress the alcohol and drug problem as required by the :_cent Om-
nibus Drug Act. I will defer to my colleague from the Indian
Health Service to speak more directly to this effort.

In summary, the Fort Berthold Reservation, like most Indian res-
ervations in this country is economically depressed and suffers
from the same physical and social ills of other Indian reservations.
But the structure of the tribal government at this revcrvation is
strong This tribe will continue to manage its own affairs in work-
ing with the Bureau. We hope to find new ways of developing the
reservation economy.

This concludes my prepared statement and I will be happy to
answer any questions you may have.

[The prepared statement of Mr. Spang appears at the conclusion
of the hearing, see p. 108.]

Chairman LELAND. Thank you very much, Mr. Spang. And let
me say to Dr. Sloan, your testimony was incredible. The graphs
and your relative comments were just outstanding.

I do not know if my colleagues have any questions that they
might want to ask you at this time. We do have questions that we
will submit to you in writing. As you know, we have a very tight
schedule to follow today. I must say that both of your contributions
have been invaluable.

Mr. PennNY. Mr. Chairman, if I might, I do not know that we
heard in either of the gentlemens' testimony the number of clinics,
health clinics that are present on the reservation?

Dr. SLoanN Yes, there are—depending upon our staffing and our
ability to staff those clinics, there are three direct care clinics on
the reservation, There is one clinic that we are attempting to con-
tract for care.
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Mr. PENNY. A. 2 they located in a way that—you know, this res-
ervation is divided by that reservoir. Are they located all on one
side, or do you have them scattered about so that people do not
have te go out and around to access that care?

Dr. Sroan. No, the clinics are placed reasonably strategically.
However, there is difficulty in fully staffing those clinics, particu-
larly wit> some of the specialties that we really need to make
available .0 combat some of the high disease prevalence rates.

Mr. Penny. If you could better staff those clinics, would it be
your intention as one priority to have some followthrough with
these parents, or mothers of newborns, and to help during that cru-
gial %eriod where so many of these children are unfortunately

ying?

Dr. Sroan. Absolutely. That is one of the major goals of our
health care delivery system.

Mr. PENNY. Thank you. Thank you, Mr. Chairman.

Chairman LeLaND. Thank you. I understand that the gentleman
from North Dakota does not have any questions of the gentlemen
here.

In conclusion, I want to thank several individuals who are direct-
ly responsible for the great success of this hearing. We really want
to thank Mrs. Polly Marat and the staff of the New Town High
S%modol for the use of this facility an2 all of the resources you pro-
vided us.

We thank Ms. Mary Ann Kelly of the North Dakota Diabetes As-
sociation and Ms. Tilly Walker, whose idea it was to bring this
hearing here. She talked with Byron and thought that it would be
a great idea for the Select Committee on Hunger to conduct these
proceedings. And let me also publicly thank Vivian Gabor, who is
with the staff of the Select Committee on Hunger. This is her last
week and her last hearing with the House Select Committee on
Hunger, and we certainly want to thank her for her contributions.

Let me just also thank the chairman of the Tribal Council, Mr.
Ed Lone Fight, for all that he has done to make us feel comfortable
here, and the provision of all of the facilities and the great time
that we are going to have in just the near future also, at lunch.
Thank you so much.

I want to thank also the citizens of this reservation for coming
out today. Your presence is, .. course, participation with us. Let
me not raise your expectations beyond reality, but let me say to
you that what we have done here today will go a long ways in help-
ing us to find long-term solutions to many of the problems that
were raised here today.

The testimony of our witnesses has been excellent. We will take
this testimony back to the Congress of the United States, do what
we absolutely can, and I know with the leadership provided by
your Congressman we will make a great deal of progrerss in com-
batting these adverse conditions. Thank you very, very much for
your kindness and your participation here today.

This committee hearing is now duly adjourned.

[Whereupon, at 12.35 p.iw.., the select committee was adjourned.]

[Material submitted for inclusion in the record foll~ws:]

41
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PREPARED STATEMENT 0F Hun. MitKEY LELAND. A REPRESENTATIVE IN CuNGRESS FROM
THE STATE OF TEXAS

Thank you Congressman Dorgan for inviting us to visit the Fort
Berthold Reservation. I also want to express my sincere appreciation
to the tiibal council of the Three Affiliated Tribes, to the tribal
members who performed the introductory ceremonies this morning, and
to the many others who have assisted in the arrangments for this
hearing and the site visits we will make later on this afternoon.

Today we will hear testimony from distinguished witnesses concerning
hunger and nutrition problems among American Indians. While the
hearing today focuses on solutions needed to address the concerns of
the Three Affiliated Tribes, we will also address the related concerns
of Native Americans nationwide.

1 arrive on your reservation aware of the grim social, economic, and
health conditions of your people. I have read of the astronomically
high unemployment rates on the reservation, which reach levels as high
as 80 percent during the winter months. According to The North Dakota
"ndian Affairs Commission, the 1982 per capita income here is $4,069.
This 1s less than one-half that of the total United States population.
Additionally, the cost of bLasic necessities such as food and utilities
is very high due to cold, harsh winters and limited physical access to
retail food outlets.

I have learned of the devastating impact that the building of the
Garrison Dam has had on your most fertile lands and on the
infrastructure of your communities. I have seen the recommendations
of the Garrison Unit Joint Tribal Advisory Committee, which seek to
compensate the tribes for the negative impact of the dam on your
economic, physical and emotional well~being. The Committee will
examine the recommendations of this report along with other testimony
presented today.

Whil. health trends for American Indians have improved over the past
decade, at many reservations the rate of serious health conditions has
remained stagnant and has Worsened in some cases. The health status
of the people of .the Three Af.iliated Tribes is abysmal when compared
with all American Indians and the total U.S. population.

Diabetes -- 3 malnutrition related health problem -~ is the focus of
our Committee’s investigation today. This disease, which was rare
among American Indians before the 1940's, has now reached epideamic
proportions at Fort Berthold. In a 1986 report on the health care
needs of the Three Affiliated Tribes, the University of North Dakota's
School of Medicine reported that nearly one in three persons age 40 or
older are diabetic. The death rate due to diabetes on the
tescrvation, for the period from 1982 to 1984, 18 over three times the
rate for all reservations in the Aberdeen Service Area and over seven
times that for the U.S5. total population. Not only is the death rate
fron diabetes higher than other areas, it has recently worsened. From
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1974 to 1982 the rate increased by 179 percent. These statistics
indicate a severe inadequacy in the quality of food assistance,
education, and health services for prevention and treatment of
diabetes.

We are here today to understand hyw the federal assistance programs
designed for the specific needs ot American Indians -- such as the
food Distribution Program on Indian Reservations and the Indian Health
Service —- can better succeed in achieving their intended purpose of
preventing hunger, poverty, and malnuatrition. I am specifically
interested in your recommendations regarding changes needed in the
type of foods offered in the Food Distribution Program and the
accessibrlilty of health services needed to prevent and treat diabetes
as well as other nutrition-related health problems.

We look forward to hearing from our distinguished witnesses to learn
how statistics and studies translate into everyday problems. I
welcome your remarks not only on nutr.tion and health services, but
axrso on social and economic improvements essential to prevent hunger
and malnutrition on the reservation. It is my belief that improved
economic conditions can provide the opportunities for improved health
among all peoples around the world. Therefore, the critical 1influence
of adequate income, access to a quality diet, and education in shaping
the health status of American Ipdians all deserve serious attention.

Access to an adequate food supply is a basic human right. We are
spending billions of dollars to stockpile nuclear armaments, but what
good 1s building a technically strong national defense if we leave our
brothers and sisters weakened by poverty and disease. We have seen
how political will can work. Now we must direct this will to fight
the batzle against hunger and malnutrition. Thank you.
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PREPARED STATEMENT OF EDWARD LONE F1GHT, CHAIRMAN, THREE AFFILIATED TRIBES

Chairman Leland, and members of the committee, my name is
Edward Lone Fight. It is my pleasure to testify before your committee
in my capacity as the Chairman of the Three Affiliated Tribes. Let me
first express my thanks, on behalf of the full tribal council, to your
committee for the concern and interest you have shown by convening
this hearing regarding the nutritional and health care needs of the
tribal people on the Fort Berthold Reservaticn.

The relevant statistics paint a stark, and shocking, picture
of the present health care and nutritional status of the tribal
people. The pertinent health care data, compiled and evaluated by the
School of Medicine of the University of North Dakota in 1986, shows
that the tribal people on Fort Berthold are subjected to a
significantly inferior level of health and nutritional care. That
recent study examined the statistical incidence of diabetes related
deaths, infant mortality/morbidity, gnd alcoholism related deaths
among the tribal people on the Fort Berthold Reservation. For
example, the infant mortality rate at Fort Berthold is 32.8 per 1000
births compared with a 2.6 national average rate and a 13.3 rate for
the entire Indian Health Service population. The diatetes mortalaty
rate at Fort Berthold is 123.8 per 100,000 of population, compared
with a national average rate of 9.5 and with a 10.9 rate for all
American Indians. The alcocholism mortality rate at Fort Berthold is

200.6 per 100,000 compared with a 6.4 national average rate. The
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Pierre Service Unit has the next highest rate, at 105.7, in the
Aberdeen IHS Service Area. That report concludes that these
statistics are all the more tragic when it i8 recognized that with
only a modest increase in expenditure by IHS for improved health care
delivery, and nutritional education, that many of these deaths could
be avoided on Fort Berthold.

There are, Mr. Chairman, prudent and reasonable public
health responses to these shocking Indian health care and nutritional
statistics on Fort Berthold. The Three Affiliated Tribes urge this
committee to support, in this regard, the recommendations of the Joint
Tribal Advisory Committee (JTAC). That federal commission recommended
that the Indian Health Service comstruct operate and maintein a
primary health care facility on Fort Berthold that would emphasize the
prevention and treatment of obstetrics, dialysis, alco‘holism ,and
diabetes related problems among the Indian people on Fort Berthold.
The cost estimate for this modest facility is approximately $3 million
to build, and $1.5 million to equip. This facility would also employ
approximately 30 tribal members in various full time staff positions.
It should be added that this federal commission found that the Three
Affiliated Tribes, aside from the compelling statistical case
presented, are entitlej to this health care facility because the
federal government had promised to build a replacement hospital
facility, under Pub. L. 81-437, when the previous reservation hospital
was destroyed in the 1950's as a result of federal action in the
construction of the Garrison Dam and Reservoir.

Several health care experts, including professionals from
the Indian Health Service, will testify regarding the health and

nutritional needc of the tribal pedple om Fort Berthold. It is my
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belief that much can be done, through administrative and legislative
action, to PpPrevent these recurring tragedies on the Reservation.
This concludes my testimony, Mr. Chairman, and I would be

happy to answer any questions you or your committee, may have.
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PREPARED STATEMENT OF SisSTER ANNA Rose RUHLAND, TrisaL NuTRiTIONIST, FORT
BERTHOLD RESERVATION
A Tribal Nutrition Program was not a part of the services
offered by the Fort Berthold Reservation, Three Affiliated
Tribes Government, in its 50 plus year history. Then in
January 1980, through combined efforts of Tribal, Federal
and State agencies a Tribal Nutritionist was hired to
coordinate and develop these services.

The overall goal of Nutrition Services of the Three Affiliated
Tcibes is to increase the level of Nutrition awareness of
residents of the Fort Berthold Reservation.

The people of the Three Affiliated Tribes suffer a rultitude
of health problems rangine from a high rate of accidents,
heart disease, and diabetes to a rapidly rising rate of
cancer. Diabetes as a secondary cause claims a saignirficant
number of lives of Tribal members. The disease 1S compounded
by a tendency toward obesity. Yet many Fort Berthold residents
are obese and practice poor nutritional habits.

The 1984 Fort Berthold Housechold survey (surved 70% of the
Households and conducted by Nutrition Services) indicated

that over 50% of the Households had someone with Diabetes
and/or high blood pressure, and at least 70% of the households
felé someone in the home could develop Diabetes.

Individual diet instructions indicate that patients are
unaware of what causes Diabetes and how Diabetes might be
prevented or delayed. The same can be siad for hypertension
and heart related nutrition problems.

Intital contact with WIC clients indicates that mother/care
takers are often unaware of relationship of infant/child

health and poor nutritional care. Poor nutrition may lead

to future health problems of obesity, Diabetes, and Hypertension.
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Presently nutrition counselina servicers are provided clacnts
through the Tribal Nutritionist, Nutrition Services, Three
Affiliated Tribes, Tribal Office. The need for an adequate
coordinated system of managed Nutrition/F:itness care 1s
important if Fort Berthold residents are to be reached and
served. Limited staff and time prevents Nutrition Services
from adequately meeting the neods of the residents,

The Fort Berthold Reservation, has unique problems of long
travel distances to community centexrs, health care, towns,

and schools. Some people traveling 75-100 plus miles for
health care and basic food needs. (Household Survey 1984).
This travel is comnounded with long, minus zero temperture,
winters, limited gas funds or no mode of transportation, and
poor road conditions. Therefore, it 1s important to develop

a consistent and uniform strategy of Nutrition/Fitness Services
for all seqments of the Re=:rvation.

In order to prevent or delay diseases such as Diabetes,
Hypertension, and heart disease, health promotion and disease
prevention need to be addressed with a strong Nutrition/Fitness
component being a part of the program.

When Nutrition/Fitnes~ education is provided in an easily
understood method and addresséd to the specafic household and
taking into consideration cultural and traditional food habuits,
nutritional changes are made.

WIC (Women, Infant, Children Special Supplemental Food Program)
yearly nutrition survey (F/Y 86) indicated that 89% of those
surveyed made changes in their eating habits because of what
learned at WIC. Visits with the Nutritionist regardang
nutritional needs, rated at the top an ways of learning., The
F/Y 87 WIC Survey showed that 93% of the clients rated talks
with the Nutritionist as an important Service. An indication
of clients desire for learning apout Nutrition/Fitness. The
F/Y 87 WIC Nutrition Survey had 47% of the respondents desiring
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to learn more about Exercise, and 55% desired more information
regarding weight control Twenty-three - forty-two percent
a1io requested anformation regarding less fat, salt, sugar and
increased fiber foods. A high indication of the des:ire to
lcarn and changc food habits.

Nutrition/Fitness cducation nceds t¢ be expanded to all
Food Programs and people. 1In order to make intellicent
food choices, people neced to be i1nformed.

The Nutrition related Programs (Commodity, Food Stamps,
Agina Services, Headstart, WIC and Schoul Food Servace)
should have written into the legislation of these programs
funding authorized for Nutrition/Fitness personncl and
programs.

Diabetes prevention needs to be addressed with a coordinated
team cffort of Phusican, Nursc, and Dictitian, Presently
there arc scven Diabetic projects in .ndian Health Service.
These projects need to be expanded to anclude all Indaan
pcoples and.§pccifically the Fort Berthold Reservation,

To prevent long range complacations cducation needs to be
addressed to the presently diagnosed Diabet.c, the famly,
extended family and the school aged chilZ,

Nutrition staff of Dictitian/Nutritionist, Home Economist
and supporting nutration aide staff need to be coxpanded
50 that Nutrition Education may be provided.

Nutrition food programs need to be available to all the
people in all areas (communitics) of the Reservation.
Programs nced to be net-worked fo» improved coordination.
New and inovative nutrition programs need to be developed.
This can only be accomplishcd when legislative fundina is
provided to mecet staff nceds.

RIC
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It is important to educate the people to better use of foods
so that nutrition related discases may be prevented. The
1984 Houschold survey indicated that frying was a popular
way of preparing foods and that there was a high frequency
of foods such as cakes, doughnuts, and cookies. Where as
the use of fruits, vegetables, and whole grains rated lo-.

There is a neced for existing programs of Food Stamps, Commodities,
WIC, Aging Services, Headstart, and Schcol Lunch programs.

F/Y 87 WIC Survey, indicated that 65t of clients also participated
in Con vditics or Food Stamp Program. Since a high number of
houscholds receive some form of food assistance this remains a
primary way of reaching the people in regard to proper

nutrition and fitness activities. For many, (mainly elderly

and children) this may be the cnly means of food. To prevent
regression in health the food programs are important to the
people.

An expanded Nutrition staff (Dietitian/Nutritionist, Home
Economist, and Nutrition aides) would be able to provide
creative and meaningful Nutraition/Fitness Education Programs
which would also consider cultural and traditional food
habits.
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PREPARED STATEMENT OF Eisie DAnks, PROGRAM ASSISTANT, Extenoep Foop anp
NurriTion Epucation PrograM [EFNEDP), Fort BERTHOLD RESERVATION

My nsue 18 Elste Danks. I anm s restdent of the Mandaree Community of the Fort
Berthold Reservation. My husband, Jim, and | have five grovn sons. My husband and
1 vere married in 1947 and lived in Elbowoods until 1954 vhen the reservoir vaters
came, 1 remember when the water came over the last bank and started filling

the lover places in the towvn. Even though we sav them tearing dovn butldings and
moving things out, 1 don't think that ve had any motion 2f ~har we would suffer

in the yecars to come. Mostly, I think ve could’t or didn’t want to believe

the extent of the changes in our lives. o

We went from one organized community where we had the comfort and suppert of our
familics in one ares to five icattéred segments, vhere now, contact with fanmily
nmenbers 18 often only occasionak. We left the river bottom where there vas fine
soil for faming and gardening and good wvater for any purpose, to the upper nlains.
In the Mandsree and Twin E.ttes arecas, from the very tuginning of relocation, the
people atruggled with really bad vater and cven vorae soil, until within the lust
ren years vhen water from the lake was piped ia. Of course, the sotl hasn't
changed-=1t's most gumbo and only the most dcdicsted gardeners, vho can drive to
good patches of garden soil,can ratse gardens now.

In the days of living on the river bottom, there were gardens. Not just community
gurdens, but entire familica vorked together to provide fresh garden produce .or
thenselves and to share with others. We must remember thst the Three Affiliated
Tribes vere gardencrs, long before any immigrants came to their Nation. Many of the
vegetables that everyone enjoys today were staple foods for the Three Tribes, and
they have shared zheir seeds with the world,

Wwithin valking distance of most homes ull‘ln abundsnce of food scurces--vwild fruig,
including juneberries, plums, chokechérries, stravberries, raspberries, grapes,
herbs, etc-*that grev and produced so vell on the river bottom. Deer, rabbits,
grouse, and phessants vere near at h:;d. as well aa fresh fish from the Misrourt
River and its tributaries.

Q n 3
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Many people owned cattle and horscs that browsed through the winter on the sweet
¢lover and young villova along the riverbanks and were herded during the susmser on

the same upper plains vhere ve are living today.

There were no ¢0==0dity foods, as they vere not necessary. Wheat, grovn in the
arca was ground into flour at the mill in Elbowoods. Nearly all food purchases
vere staples, such as sugar, coffee, salt, etc. Canned tomatoes and sardines

vere a trest. I know some of you have hesrd or read ¢11 of thece things many times
before; hovever, ve must accept the fact that we've had & drastic chsnge tn family
1ifestyle, and as badly as ve would lite to g0 back to vhere we were in those
days, ve can't.

I don't think there {s hunger, per se, but, rsther, poor nutrition, This {s
evident in the rise in many nutrition rel.ued discases. In the survey I did for
this testizmony, 'he <or.erns expressed vere relsted to too much fst, salt snd
carbohydrates in commodity foods. They fecl that they would spprectate vhatever
changes can be made with adding fruits, vegetables and muats, vith possibly fresh
ftens in geason. Since USDA donations are their matn soutrce of food, they sare
concerned that the health problens they are ¢xperienc.ng may be compounded in their
c¢hildren {{ something 18 not done to make some ¢hanges.

The best vay, I feel, to addreas the problen is though coopersting in providing
aore education opportunities to our population. Dolores Ssnd, Mary Edith Good

Bear and 1 work for the North Dakota State Extension Service as Program Assistants
in the Ez¢rge-<y Food snd Nutrition Program on Fort Berthold. We have served our
separate cor J.ties for as long as 18 years. We cach have contacted an average

of 35 or more duf{ferent individual howmemakers each year. rcgularly on & monthly
basis. Ve, a.s0, have group meetings with different people. Although I don't

have the statistics at hand, I'n sure ve have contacted hundreds over the years.
We have done what ve ¢an in teaching the people about food snd nutrition. Hovever,
I fee} ve are not able to providc adequate educstion, vorking as ve do, on a part
time basts. Further, unless the educationsl material 1s relevant to the needs of the

people, they are useless, regardless of hov much or little time ve have to teach.

The Hot Lunch staff at the Mandarce School does an excellent job of introducing
the students to & varicty of foods and meeting their nutritional needs during the

school tern, Hovever, very little nutrition education i provided as classroon study.
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One suggestion I would have in getting Nutrition education to the people would be
to provide Resource and T~aching Centers at each of the Segmenta and the Cocmodity
Distribution Center. I don’'. think that centralization of such centers,ssy in
New Town, would serve all the eople's needs because of great distances to the
center from the outlyiug districts. Sowme classes could be Food Preparation, Care
and Nutrition for Infants and Children, Special Diet Food Preparation. These are
Just a few that would be useful and are needed.

Unenployment, alcoholism, poor health and the displacement frowm their natural hoze
are tne biggest heartaches for everyone living on the Fort Berthold Reservation.
Hopefully, through spproachiag these problems locally, we can help relieve, if

not cure, these troubles. - .

Thank you for your attention and for inviting me to testify.
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PREPARED STATEMENT oF JAMES D. Brosseat, M.D., INTERNIST, GRAND Forks CLiNIc,
Granp Forks, ND

During the farst 40 years of this century, several American Indian
tribes were scraened for diabetes. Virtually no cases were found.
Medicel researchers felt that Indians were somehow resaistant to diabetes.
However, by the 1940's a few cases began to appear. Over the next three
decades, diabetes proceeded to become first a common affliction of Natave
Americans, and then a problem of epidemic proportions. By the early 1970's,
diabetes was being diagnosed in 50% of the adult population of the Pima
Tribe of Arizona, and many other tribes were reporting rates of 20% or
more. By way of comparison, the rate of diabetes among adult non-Indians
in the 1970's was about 5%.

What caused this epidemic, and how can its rapid spread be explained?

Diabetes is the most common metabolic disease in the Western world.
About 13 million Americans have it. It is caused by an absolute or a
relative deficiency of insulin. Persons with an gbsolute insulan
deficiency are classified as Type I diabetics. These persons have
completely lost the ability to produce insulin and unless they receive it in
the form of a dai.y injection, they will die. This is the type of diabetes
which most commonly afflicts children and adolescents. The availability of
ansulin over the past 65 years has changed Type I diabetes from a rapadly
fatal, acute type of illness into a chronic one. Nowadays people with
Type 1 diabetes are most likely to die of the chroaic complications of
diabetes--strokes, heart attacks, and kidney failure--but only after they
have had the disease for several decades. In the interim they are subject
to disability from loss of vision, nerve damage, and amputation of limbs, as
well as the job and social discrimination that come with diabetes.

People with Type II diabetes have a relative deficiency of insulin.

Their bodies produce some insulin, but not enqugh to meet the body's

. needs. HMany of these people have no symptoms of diabetes, and thus may live
with high blood sugars for years before the disease 1s diagnosed Type II
diabetics can often have their blood sugar controlled simply oy following a
proper diet end controlling thear weight. However, about one-third requare
an oral medication in addition to diet, and another one-third will require
ansulin shots. About 90% of Type II diabetics are overweight, and it is
obesaty which is felt to be a prime factor in the cause of their disease.
Nearly all Indian diabetics have the Type II variety. Like Type I
diabetics, Type II diabetics are highly prone to vascular, renal, and eye
complacations.

An important fact about Type II diabetes 1s that nearly half of all
existing cases remain undiggnosed Thus, for every person known to have
fype 11 diabetes, there 1s another one, prone to the same complications, who

O T
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does not even know that he/she has the disease. Ironically, Tyme II
diabetes is often not found until the complications of the disease have
become manifest.

Most researchers today believe that Native Americans are genetacally
more susceptible to diabetes than non-Indians. This genetic tendency was
probably beneficial in arcient times when food wWas less available because it
prozoted the storage of energy. Paradoxically, when food was more readily
available, *“i{s same genevic trait became detrin-ntal because 1t led to
obesity. The obesity, in turn, led to the development of diabetes. Whereas
obesity was once rare among Indians, today it is extremely common. So too
is diabetes.

The magnitude of the problem of djiabetes among Indians 1s further
illustrated by statistics released by the Indian Health Service (IHS) for
the period 1981-1984. The diabetes wortality rate for all U.S. races during
that period was 9.6 per 100,000. For the IHS population it was 25.5. Cor
Indians living in the Dakotas, the death rate was 51.3, the highest in the
nation. Among persons receiving outpatient care at IHS facilities in the
Dakotas, 21% between the ages ~¢ %5 and 64 were diabetic, while 27% of
those over 65 years of age were di.oetic. These rates are 4 times the
national average.

Diabetes is a complex, multifaceted problem. In human terms it is a
devastating disease, both emotionally and physically. Economically, it
requires tremendous expenditures of time and resources to care for the acute
and chronic problems of persons with diabetes and its complacataons.

Early diagnosis and intervention to prevent diabetes or at least
control its complications is the best way to curb this epidedic. This will
come only through continued surveillance for the disease, contianued research
into its causes, and an intensified search for better treatment.

In the past, infectious diseases such as snallpox‘and tuberculosis
caused the decimatjon and near-annihilation of the native population of
America. Today these diseases are historical curjosities. *The main health
problens of American Indians today are chronic ones, and diabetes is the
prototype of chronic disease. It is the goal of modern medicine to make
this killer and crippler another historical curiosity.
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[From Diabetes Forecast, Nov.-Dec. 1984)
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But, by the 19605t had reached epidemic proporuons. == Health offictals becarns aware of the extent of the dia

Ofthe one ruliion Ams: Indians alive today.
approxamarely one wn three st aish.of developmg duberes.
whereas 1o the general populaton, the nsk is much lowez
(about one person w 20). Almos: ~It of these cases ae

type I ( lin-dep 1 diah, Type (1neul
pendent) di issulie ly rare 2mong [adwuns
Unlike the temble and small ¢ of

betes problem among Amencan Indians only around 1960.
whes coss from diabetes-relared hospital stays became 2
major expense for the Indian Health Sesvice (IHS). the
branch of the U.S. Public Health Service that handles
Indian health problems

How anc why has diabetes become such 2 major heakh

malipox €p
the 180Us that wiped out whole Lndian villages almost ove:-
mghz. diabetes (which 15 70T COTaRIOUS) Crept into (e
Indian poputauon quietly. Its spread was slow compused
to contagious epidemics, veiled by the often undramanc
onset of the disease and the celwral silence of the Indians
themsy ves. Moreove:, the Indians were not accustomed
10 seeking help. parucuikly i0f & Meurea probiem iz
cn allow apersonto  gei by  wihoul immediste treat-
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P for indians. and what can be done o help” Re-
searchers are Tying (o find oui. and 50 far. their wozh on
the firss Guestion bouis down to this. The genetic makeup
of many indians seems (0 Mk poorly with modem hife-
styles and diets,

FINDING ‘THRIFTY GENES'

Thus aea 0; research hac its beginnings in the 1960s. when
& geneticis.. James v Neel, Ph D.. proposed the “thnfty
gene” theory Dr Neel suggested that food in Native

Miccosukee Indians ilike the woman abovel. cousins to the
Seminole. also face increased nsk of type H diabetes.
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1c0, North Dakota. and Oklahoma, serve as examples of
different ways of providing dizbetes care that the [HS
hopes will be adopted 1n other arcac—with both Indians
and non-Ind, Alkeyel of the IHS p s the
health care team. typically consisting of 2 physician: nurse,
nurse p . of physician’s d and
diabetes educator—many of whom are Nauve Amencans

Nearly one in three Indians, beloaging to tribes throughout
the United States, will develop type I dubetes.

Amsncan commumues was &t times abundant, 2t umes
scaree Survival depended on the abiity 1o get through
periods of fazmne For peopls living under such condiuons,
the ability to rapidly store fat dunng Gmes of plenty 15 a
major advanuge. Dunng modern umes. howeves, food
bas becoms contmually abandant, wath the result that peo-
ple with *“thnfty pepes™ readily become obese. Thus, 1
T, mereases therr nsk for diabetes. In other words, a
-genstc makeup that suited Indizns well for centunes may
be proving haxrmful 1 the 20th eopmzy .

Ives The teams offer medical care. nutnuional guid-
ance and educauon in ways that are individuahized for the
tnbes they serve.

Because he model programs arc located in diffenng
envirormenls among peoples w .th diffenng needs. they
vary in emphasis  For example. the Fort Toten (Notth
Dakow) reservation program emphasizes home visits and
1eathing 03 2 one-10-one basis with the 250 people there
who bave diabetz, The Winnebago {Nzbraska)

 which kas a larger diabeuc populanon Qappm’um;lcl; 435

to date, with 2p addsuon2) 55 new ceses each yexr), swesses
commuiuy mvolvement. A popular pant of the Winnzbago
program s 3 diabetes kuchen. where nuruonal nfor-
mauon is tavght using foods from the local diet.

Extessive pregnancy follow-up are d ar
the Albuquerque (New M . C1 (©

and Sacaton \AnzoBa sites. The Sacaton program. serving
2pproximately 900 Punas wath diabetes. emphasizes ex-

—~ Cuzrent research tends to suppost Dr. Nee!'s concepts eraise, parbculasly xmong obese adolescents, who e at
Thebest cvidence comes from the Pima Indizns m Anizon2. hugh nisk for deveiopiag diabetes. And the mzmber of IHS
Nexly 50 percent of the Pimz popalntion Las diabetes— model sitzs is gmowng, thanks 10 an mcrease m federal
the bighest rate eves reponted. Studies show that about half funding. Two new sites wall b selected 1o 1985, .
of al! Pimas berween the 2ges of 20 and 54 aze obese— - Although it 15 stili 100 casly 1o offer sound stausucs.
often, they are a5 much as half 2pain as heavy 25 their officials.at the IHS say they.con abready.see.an 1mprovea
Tl body weights. Unk 1y, evé Pum children 2r¢ - ment I draoers exe among the Indrans_ in the Oklzhoma,
showing the same tendency for.cbesity v its merezsed Zares Zlopthey_cas Iower blood-sugar devels 2ndbenet
Ak Tor dizhetess Maoy oder Afiieos Indizn zibes 2 Lcontrol Txxouchoot the'populzionSLakenitg the 2pay’s,
“Tie the PimaTothefrrendeneydfo?

=udh x

25 tbe Indians mmx with other races. —
. Evidence from these swdies adds suppont 1o
~2hat 1ype T FoibeteSTHASE Unajor- Hereditary ~compone:
¥ pallAmeicansyoot jost Native Americans; Unfor
.3y abefacors (including specific genes) that make
3 "person Prone 10.obesity or.diabetes,.or both, have not]
“yet been sufficiently 3dentified 20 permit Tesearchers 20
- peedut inadwancen bichindividuals will develop diabetes.—
- In2ddition o conmbatng to scienusts” understanding.
of the' causes of diabetes, work among American Induans_
" 1s7also"2iding Tn the déveldpment of new ap-
proazhes. Much of this work is being dons in five model §
dubetes eare projects esusblished 1 1979 by the lndizn M .l
Health Service Diabetes Programm. These projests. Jocated 4 Sioux Indian wornan has her blood pressure checked dur-
0n ¢ peas reservations 1 Anzona. Nebraska. New Mex+  ing 2 duabetes care workshop al the Rosebud Reservation.,
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The IHS programs are called “*models’* because they are
meant to wfluence the design of projects elsewhere Thyg
spinoff has already begus. In the Aberdeen (South Dakouy
Regiop, for example, 14 new diabetes care teams have
bevn fashioned after those at the model sites.— - ——

The Rosebud Reservauon, where Mrs Winter lives, is
another example of how the IHS 2pproaches have suc.
ceeded elsewhere. Rosebud, home 10 about 7.500 people,
has had problems with health care i general, and diabetes

. « nw L]

Ree g x 1t xks  Hwlmen Pat Penc. z:mgf' Taking ’:;&f cues from IHS rcs;::’g\
oomi T sk PDL I s ionals and tribal bers have created the Com.
;oS T RO Box3axs- smmrnw T rp.-mty Health Represenurive (CHR) Program 25 2 way
Fommen oon Pre-Drown bnwusen Syringe Coes o1 3796 -of overcoming cultral bamers that were prevenung ex-
et B P Cant PA Res-saszld - isung services from being used. CHRs are mbal members
“_""!_“”"“f":‘__nm"'w . whose job ts 10 visit the homes of all cernmunity members
— ~ | } 22d my 1o ideanfy dny health problems that way need
— medical aneation. Once the inrtial contact has been made,
e ——— WGRsmynmwth:bmuduphm imthe nave
Chech =\ Morey Ovew -+ 3 bosworCard O ¥ISA ™~ : guagz, the oz diet req for a given
e - di <z ikey may even belp directly im care, Because

== - "!b._;’l. S-S -
T2 LI S MOWTY BALK GUARAMTIE <o ) ¢ CHRs belong 10°the 1ribe,. they tnderstand how o

2 person 10 get medical anemtion: = o T
= And Rosebud Lius developed other ways 10 reach the
people Ferinstnce, 2 two-day workshop on diabetes drew
more than 100 Tesidents” Though few of the pecple 21
> mdmgakﬁmmpuhbdymm_ rrrmed
e prahie | foxr months hm’fc’a.foﬂow-_xgp mm:;z TSiyer,
,:-:1’ ot o
-;“..“..‘73’;..;? ‘S&mm@hﬁdﬁmvﬂhmmﬁ:dﬂm

e
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N ot = -
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. dcans therpielves,.c2n stop this quet cpxdcxmwom un
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e James D. Brosseau, M.D., specializes 1n dicbetes, r;;dmwk
mg).and;rnrmd medicine 22 the-Grana r v i Climic, in vorth
Dakota. Borrie R Boia, RNF PN, is.o dicheres educcror
2 the clinic, and is also & elinscal nstructor 11 the Depaniment
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[From Diabetes Care. Nov.Dec. 1986]

iabetes in American Indians:
A Growing Problem

D M GOHDES MD

Non-insulin dependent diabetes mellitus 1s a major health problem tin Amenican Indian communities.
Indtan Health Service (IHS) (ollects infurmation about vutpatient visits and hospitahzations and
analyzes mortality in Amenan Indians and nauve Alaskans Between Octuber 1, 1982, and September
30, 1983 (fiscal year 1983), diabetes was the secund leading clinical impression for all outpatient visits
of patients 15 yr and older Discharge diagnoses confirm both microvascular and macrovascular com-
plicatons Seventy-six percent of all IHS huspitalizations during fiscal year 1983 for lower-extremity
amputation also coded diabetes In 1982, the age-aljusted diabetes death rate per 100,000 was 19.9
for Amenican Indians and native Alashans, compared with 9.6 fur alf races in the United States. DiaBETLS

CARE 15%.9 60913

on insulin dependentdishetesmellitus (NIDDM)
has become a significan health problem in Am
erican Indan communities  Eatensive studies
have focused on the Pima Indians of south

and program offices where 15 colleeted and tab-
ulated by fiscal year. Providers listed reasons for outpatient
visits at the time (ae patient was seen, Most areas used an

Anzona ' The World Health Organization (WHO) included
both Pima Indians and a cohort of American Indians fiom
Oklahoma in 1ts worldwide study * There ate 1sulated reports
from indwidual tribes, but hunted data are available for most
tribes on the prevalence and complications of diabetes, As
a result of vanous weaties. Amencan Indians and native
Alaskans have re-eived medical ateention from the United
States Government Since 1955, the indian Health Service
(IHS). part af the United States Public Health Service. has
been providing comprehensive care Although some Amer-
1can Induns use altemate resources fur health are, must use
IHS for care. Thus, morbidity among Amencan Indians can
be esumated by examining the patient care data wllected
by THS We examired IHS data and compated & to other
data soures to describe the extent and growth of diabetes
morbudity and morzality in Amencan Indians.

METHOOS

The IHS operated 51 haspitals and many vther health fa
cihities in 28 states duectly of under cuntract to tibes ur
Alshan worporanons Junng the ume of ths study  Facliues
were grouped inta area or program uffives that fullow geo
graphicaland reservation boundines Figure § shows the srea

bulatory care reporting form that allowed two chorces

among categones of diagnoses and descriptions of care, e.g o

1on o1 physical Alaska. Billings. and
Tucson facilities used a computenszed system with more flex.
ity Duning tiscal year 1983, providers from these areas
hsted .4 reasons or chnical impressions per visit on the
average. These impressions were based on the provider s best
wdgement at the ume of the clintc visit with whatever Lsb.
ofatory supporr that might have been immediarely available
The data were submitted to atea and program offices and
tabuiated. Faciliies in Calitomia. New York. Rhode Island,
and Maine did not use the central dais system Juning tiseal
year 1983.

Indian patients can be admutted directly to THS hospatals,
ot they can be referred 10 non-IHS facihities 1n nearky com-
munities THS facilities vary in their resources for obstetrics,
surgerys and ntensive are [HS contract funds ate ueed 1o
buy services when IHS cannot pravide such services. Because
these funds are hmated. altemate resources such as Medscare.
Medicad. insurance. or veterans boneties are used for hos.
pualizatiuns whenever posuble. Patients who receve out.
patient services at [HS faubiies may be covered under al.
temate resources when hospralized {HS hospitatuation data
e lude only [HS inpatient services and those purchased with
THS tunds. thus miving a hmited picture of the hospitaliza.
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TABRE 1
Dhabetes outpatient chaxal impressions by age  THS and Natwo al Ambulatury and Medwal Care Sutvevt
Naoweal Ambulatoey
No. disbhetes Dubetes chincal Meducal Care Sutvey
Age (m) MMPNEssOng impressons (%) THS raok order rank ordet
< 3152 2
25-44 33,045 b ] 6 w
45-64 9914 51 1 1
=65 3928 b33 2 ?
Unknown 284 1

"Octobee 1, 1982 1o November 30, 1983
1See ref. 3.

tions expenienced by Ametican Indians The data system
records 56 diagnoses on direct discharges and =5 dignuas
on contract discharges.

Drabetes mortality data about Indians are desived trom
viral 1ecords and made available w THS from the Nauondl
Centet for Health Stausuics (NCHS). Thear analysis «den-
ufies diabetes as a pnmary cause 1 Jeath Further analyss
1s carmied out by THS. Pupulation estumares tor Indisn com
munuties oc¢ denved frum census data and projected yearly
by IHS. Populauon estimates available Devember 31, 1984,
were uted in ths study.

RESLLTS

Outpanent dia Diabetes was the second leading ¢hinical
impression for outpatient visits to THS facilities 10 patients
aged 217 yr from October 1, 1982, to September 30, 1983
Broviders marked dubetes as 3 clinical impression 154.883
times dunng this penod. This represents 6% of the outpatient
chinical mpressions for patients 215 yr old when specific
teasons for the visit were listed

Table 1 shows the number of diabetes chinical impressions
by age and compares these pattems with data from the Na

FIG. 1. Faality bocations in Indian Haalth Service areas

tional Ambulatury Medwal Cate Sutvey \NAMCS)." Type
1 diabetes 1 rare in Amenwan Indians * The vurpatient data
ate consistent with epidemiologic studies that show the pau-
Gty ol type | disbetes in Amerian indian children Only 2%
ot diabetes vutpatient impressions weeurred on thuse <23yt
Howevet, 55% of the Indian population i <25 y1. In the
15- 1044 yt age group. diabetes ranked 6th smong the leading
dinnal impressions 10 1HS. whesess it ranked 20th among
visits to general and tamaly pravuitiuners in the Unuied States
in the groups ~45 yt. the tnk vrdes was similar in IHS and
the NAMCS.

The number of outpanent visits for diabetes hasbeen ste> 3+
ily increasing trom 58.901 1 1971 to 156,213 1n 1983, The
percentage of outpatient impressions related to diabetes can
be separated by area and program office Figuie 2 <+ wsthe
percentage of outpatent vists for all ages in which aiabetes
was listed as a cheal imptession The average for all areas
was 4.8%, with a low of 0.9% 1n Alaska and a hugh ot 9.5%

in Tueson

Hospreak Table 2 compares diabetes auscharges from
shote-stay hosputals in the United States with IHS ditect and
contract discharges that again show the refauve paventy of
diabetes a0 Indans <15 yr.* The most stking difterence
between 1HS 3nd shortstay hospitals occunted 10 the 45+ t0
64-yr-old group. Figure 3 shows the percentage of cotal dise

Tucson 95
Phoenix

Bem dps
Oklishoms
Albuqueque
Nashwlle
Abetdesn
ALL AREAS
Portiand
Bilings
Navago

Alaska

70
66
63
63
60
54
48
4.
36
26
09

FIG 2 Porcentaze of outpatient visits with duabates as chinwal
smpression from Ocrobar 1, 1982, to September 30. 1983,

810
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TABLE 2
Pergentage ot dicharces Lang Jube ¢ as b dagnos By age

Age (H1

<1 15-44 LA >6%

THS (direct and contrac)t o 1R 610 L3
US short stay hosputals,

193824 [N 102 1 N
Pvalue <Ny < <N <

“Dubetes, ICD9 250 0. 2509

10crober 1. 1982, to Sepxermber 30, 1983
$U1 lization of shoet stay hospatals, U'S 1982
$vhMethod

chatges 1n different THS areas in which Jdisbetes wa luted
as the first disgnosis The THS hospualization tigutes under-
esumate the morbidity because these data do not reilect hoss
pralizationsin non-IHS facilities funded entizely by alternate
tesoutces such as Medwaid In general, the hospital data show
the same trends as the outpatient visits, with Alasha Jow and
Tueson tugh.

Indian patients expetience both microvascular and ma
¢rovascular comphications that requite hospitalization Table
3 shows the pereentage of lower exttemity amputations 1n
patients with a diagnous of duabetes In all areas, 76% of the
low er-extrennry amputations pertormed 1n THS or contract
facilities betwcen Ocrober 1932 and Scptember 1983 oc-
¢urred 1n patients who had a diagnosis of distetes Com
panative data from six states showed 45% o the lower-ex-
tremity amputations were related to diabetes * More than
one-third of the discharges for chronic renal failure also voded
diabetes between October 1982 and Septe.rber 1983 Dia
betes was present in 29% of howpitalizations for 1schemec

T . 62
N3Py x 4%
Gen g 38
Aberdoen 2?7
AT ,Querq e
Proen
ALLAREAS 2
Bt s 2
Ohighormy 18
*US Shont Stay Hospitals 1
Pottung 16
Nylajo 10
Austa 06

F1G. 3 Duabetes dischreges, Duabeees, 1ICD 9 250.0, October 1.
1982. to Seprember 30, 19831 * - histed discharzeftetal hospral
dischamges, Astertsk, fiures tab  from report on utilizanon of
shott-stry hosptals (see ref. 5).

heatt diseate Table 3 chows vanatton< by wtea Despae Iim-
itations of the dara, at 1 clear that Amenan ndians with
diabetes are being hepitalized tor complications related to
diabetes.

Monuliyduta - Indian mortaliny data were collected for the
28 reseration sates thig 4} Age-adjusted death tates tor
recent years for Indians living 10 these state« are shown in
Tabled Acagrovp, Amenc.n Indiars and native Atashans
expenience twice the mortainty rate trom diabetes vompared
with all races in the United states Age-specitse deaths rates
show that native Americans age 55-04 vt expetince three
times the mortalny rate of all race~ 1n the United Staces in
the same age group (Table 5) Rates tor cach age group »24
yrare gnen in Table 5 Crude death rates by area and prozram
office ate shown in Fig 5 The area death rates, hike the
outpatient visits, vary across the United States.

TABLE }
Dubetes related comphicatany amgutarons, ischemc heart Ju ase chronn renat fadore®
Fhema beatt
Total amputations Renal tartuee Tschemu Jew 1 dinboris
ehated n. duteres Renal aure Sewharpes heart Jwre cading babvees
IHS area Amputtons (% dincharges cod ng duabetes (%) drchinay
Phoenix m 63 e $4 ivd %
Ollahoma &) cd 124 5 ) =
Poetland i & i} 15 344 !?
Bittings n 7 &} 19 i} .
Alhaguerque 4 i 96 «® LN i
Bemedjy $ o 14 36 iy 5
Navago ® & ns 1 S »e
Akerdean pi $6 HM " $iv i
Town ! 5 8 54 ’ H
Nahvil ¢ 4 1 3 o0 of e
Aluky 14 I Ml I [N 1
All ateat 3 I (I3 37 LI »

“Ovtober 1 1942 1o Sepeember 30 1983

ICO condes. Tower extremity ampotatwnc 1CD9 84 11-84 17 duberes [CD-9 250 0-263 9 hronie rend Liture UMY 5952 5% iahemn hemt

discase, ICDM7 410434
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TABLE §
Ape speatic Juabetes death rates pet 1000000 ha Amersar induny and
nase Alaskans vi all ecessn > ¢

FI1G. 4. Twenty-crght resemvation staies.

DISCUSSION

xaminaton of IHS patient cate Jata reveals thag

diabetes has become 2 significant problem in many

Indian communities. Although studies have focused

on specific groups, the problem appears to be wide-
spread and growing Theoretcally, American Indsans catry
a“thnfty” genc that has ensbled them to survave alternating
peniods of feast and famine Changes 1n hte-style expetienced
1n Indan communities 1n recent years bave led to increasing
obesty, unmaskiig the genetie tendency to diabetes asso-
c1ated with the “thafty” genc ** A nsing prevalence of di-
abete. accompanied by an increasing tendency toward obeuty
1n yovt people has been measuted directly in Pima Induans
berween 1967 and 1977 ? The number of outpatient visita to
THS facilines reflects the incteasing number of patients IHS
work-load figures alsa indicate the refatn e paucaty of dabetes
in chibten Figure 6 shows data from prevalence suneys,
along with outpatient and mortality indicators Although the
sutvey studies used differing cuatena for diabetes. datadenned
from actual population “amples ate available tor the Alaka
arcd, the Navajo atea, and the Papago tnbe served by the
Tueson office. For other areas. data are not availatle or are
incomplete for the tnbes seaived Diabetes was rate 1n Ath.
abascans and Eskimos i1n Alaska when villages were

TABLE ¢
Daak .tes deach rares fon 23 tesens ateon states”
» Death rare
of Induncand Dorkorred G
Ye pative Atplang Ny g ke naonl Nt

1920 ne XM 0w

P41 PR 19t LAl

1982 199 13 96

*Axe Wt per IO populats

IManthly sitat statat.os ropeats froey the N earl Coorer e Hoieh Sa
s V1 32 Ne LA et B EE W 31 NG ) B 2Y i
VLB NG 9, Duaoher 10, dovd

Age Indians and patine Alaskans” AllenesinUs e
On [EARI PO iy
1534 16 14
3544 s 1 33
4554 67 96
§5-64 Ho 156
63al4 ne 9
75-84 1891 n
>4 1259 nil

*Reservation siates, 19801982
Mondhly wital statstis report from the Natonal Center for Heatth 3+
tistics, Vot 33 No 3 (Suppd ). June 22 1984

screened 124 The prevalence of duabetes 1n Papago Induans
setved by the Tucson program was simifar to that of the
Pimas, whereas the prevalence among Navajos was anter
meduate ' These .ame overall trends are present in the out.
patient Jata and the mortality rates. Thus, area death rates
and outpatient w1 s probably reflect the underlying preva
lence of Jiabetes among other tnbes

As evident from the hotputalization data, amputations and
other comphcations related to diabetes atfect Ameuncan In
duns In the WHOQ study, 9.2% of Ollahoma Indians had
Q-waves n_ent on the ECG compated with 2.4% of the
Pima Indians * Amputations wete performed 1n 4.7% of the
Pima Indians but in only 1.6% of the Oklahoma Indians **
Although some observations in the 1960s sugpewed bt
American Indians were spared complicatons trom Juabetes,
THS data and stodies 10 specatic tibes conttolhing fot the
dutauon of Jiabetes make this conclusion untenable,* “ The
pateerns ot complications may vary in difterent groups For-
mal eprdemtologic 1nvestigation into these pattems may te
veal impofrant infoimation about diabetes selated comph
cavons and thair etwology  Finally, the mortaliey trom diabetes

Tugyn
Nysratie
Pr_snx

AL 1o
Oharoar g
[N
ALud vigue
ALL AREAS
Bum U;
Pooriny
Citna
N1y
Anke

203
193
191

168

100
92
20

362
331
36
287
250
245

HG S, I')uhln:i\.uh rates 1980-82 Gurudy rates per JOOWNNOL
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DIAMTES IN AMERKCAY INDIANGY M GNINES

% OutPetnt Viuts % Previtence Mortatay "West, ¥ M, Ahwa. M M S, Bennetta B H, Graby B,
10 50 50 Grabawskas, V., Azowia, O. M., Fuller. ). Hoi Jartents R. ] , Keen.
= ;"(W" H., Kosaka, K., Krolewski, A, 5,0 Mila, E, Schlik, V., and
= © ”’”"l Teukher, A . | | haps of mucrosngiopathy, plasma glu.
sr 3 1 cose and othet ruk fac tors in 3583 dabetic patients: 3 multrnational
= suldy. Duabetolopra 1982, 22 413-20.
6} - = = *Nanonal Centee for Health S Patterns of ambulatory
care 1n general and family peactice. The natwonal ambulatoey and
R || N medkal care sunvey: United States—January 1960=Decemnber 1981
Ao + (Vital and Health Statuties, ser, 13, no. 73.)
: *West, K. M., Duabetes in Amenican Indians. In Advarces in
2 10r Metabolk Duoeders. Levines R, and Lufte R. Eds. New Yorks
‘ el Acadernic, 1978 29-46.
[ PL= ol = = _ o vatonal Center for Health S U of h Y
. Gy ® hosputals: United States=1982, (Vital and Health Statstws, ser.

13. no. 78,
F1G. 6. Prevatence of dubetes compared with other indicators. + me. R) 5. ana Sinmexk, P The epdemology of lower ¢x
(a) G. J. Mouratolf et al.. 1973 (ref. 10}, and G. ). Mourat. ff ¢t gremuty amp i disbeeie indivaduals Dusberes Care 198),
ale 1969 (ref, 1105 (b) P. H. Bennert et al.. 1976 (ref. 1), 687-91.

INeel, ). V3 Duaberes mellitus. a “thafty™ genotvpe rendered
in Amencan Indian Communittes exceeds that for all races  dettimental by “progen™ Am ). Hum. Genet 1962, 14 35)-62
in the United States. The excess mortalty 1s patucularly - *Knosters W C., Petue, D ], Bennecs, P H., and Wllan.
aokang in the 45 o 64-yr 3ge range Cleatly, Amencan 5«5 D"Rf" m;ll:tu;:;l’nml‘l‘ma‘ 'um'“lgts()wé‘;‘l’()?-ol:
Indian communities are faced with a setious growing health B?nnm_ P.H., and km;,"_'\‘”: C.. ocreanng ‘;m"lm“ o
problem. diabetes 1n the Pima (Amerxan) Indians over 3 ten Year penod.

InProc Int Dubetes Fed, . 1979, Amsterdam, E
AuORLEDCMENTS | am grateful to Anthony D'Angelo and L’:J,‘w;; m.ul.':lm Qvnlg':n;. n: soom“ . Sreera

the staft ot 1HS Program Statisucs as well s StevenKau man % Mourstofl. G ). and Scors E M Dy betes mellits in Es
1n hospraitzations, Aaton Handler 1n mortality, and Thumas  kimos after 3 dovade JAMA 1973; 226 1345-46,
Berty in population for technical aszistance. | apprecia » the "Moutatolf, G )., Camull. N V., and Scotr, E M. Duabetes
advice of Dr. Richard B Hamman, Dan Cuhier. ana Dr. r’nzdh(ut in Athabaskan Indians in Alaska Duaberes 1969, 12 29-
Maunce Sievers ',
2 \Wet, K M, Ahuae M M S, Bennants B Ho, Conk, Ao
. oThe opuatons expressed in s papetate minc and do ROt pepcons, O M| Fuller, ) 1, Grab. B, Grabsukas, V. Jars.
ily ¢ views of the K., Kusala, K, Keen, H., Krolewska, A. S., Miki, E., Schliack,
V. Teuscher, A , Watking, B )., and Seober, ). Ao The role of
N . auculgting Klucose and rglpende concen-ationy and their inter
qu:\.d.dm Mexico. Dr. Dorothy Gobdes Dabetes P acudns with other “nsk factors”™ as dererminants of artenal ducase
l"n\;‘ ":‘{":; df‘fg:m" "’z . Orl IZTS, N ‘\‘, o "z‘l l';; In nine diabet population samples from the WHO multnstional
i’l‘:“ un X:N e th Sireet N.W., Room * stody Dutetes Care 198, 6 361-69.
uquerque, INM 87102, . “Rate. R G, Knowler, W, C., More, H. G., Boanell, M. D..
. Mchvey, J.o Chervenak, C. L., Seith M. G . and Pavanich, G.t
l"‘;'m P it Reshtouth. N D & M. and Dutetes l:mll.(u;I in Hop al;‘\!tfava{;;;\‘lﬁn;b:n;;kme of mie
* Bennete, P H . Rushtorth, . Mitler M, and LeComptes  crovascular complications Diatetes 3 -7
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PREPARED STATEMENT 0F GRETCHEN CHESLEY LANG, DEPARTMENT OF ANTHROPOLOGY,
University OF NOrTlt DAKOTA, GranD Forks, ND

My name {s Gretchen Lang. 1 am a medical anthropologist on the faculty of the

University of North Dakota. Since 1981, I have bcen looking at cormunity

parspectives on health and health care issues in the Devil's Lake Sioux community

in eastern North Dakota.l In particular, I have examined cormunity and patient

views regarding food, diabetes and diabetes treatments. This project has

involved interviews and interaction with diabetics and thoir families, the

Diabetes Program located in the Ft. Totten Public Health Service Clinic, the

Office of Tribal Health and the Tribal Health Committee and numerous people

in the community, a1l of whom are concerned with the increasing prevalence

of diabetes and obesity. This increase at Devil's Lake reflects the larger

trend among many North American Indian populations, and more broadly, non-

Western populations in diverse parts of the world, diabetes, along with Rypertension &
3 coronary disease, is frequently referred to as a "disease of modernization®

in which major 1ifestyle changes have occurred including a more sedentary

activity pattern. As for other Hative Americans, diabetes is a“new” illness

for the Dakota. An elderly woman recalls that he father was the "first

person to come down with diabetes, in the late 1940°'s.) At times, diabetes

{s described as the latest affliction in the long chronicle of other diseases,

such as smallpox, measles, influenza and tuberculosis. Ironically diabetes, which

{s not contagious, has arrived with * modern* ways of living: too muny

calories, less activity, significant changes in diet--habits that affuct all

industrial populations as well as the smaller societies they incerpnrate.

In 1985, at Devil's Lake (whose population totals approximately 3000), the
Diabetes Program identificd 24% of the population 35 years or older (163/657)

as having (type II) diabetes or impaired glucose tolerance, which was likely

2n underestimation. Younger adults as well have increasingly developed type 11
diabetes. An informal survey carried out by the Diabetes Program in 1981
documented a high rate of obesity among general clinic patients, and 3 higher
rate for diabetes patients, an earlier study at Standing Rock Retervation by
Bass and Wakefield {1970) demonstrated inadequate nutrient intake of key dietary
components along with obesity.

Food preferences and contempurary dietary patterns at Devil's Lake reflect both
cultural-historical factors [major subsistence shift during the past century and
more of reservation life) and situational factors (rural povertyg. Several hundred
years ago the Dakota subsistence pattern in the woodlands region (Minnesota)
centered around hunting, fishing, collecting wild plants, and the minimal cultivation
of corn, beans and squash. Later, as the Dakota moved west onto the Plains, they
adapted their diet to prairie resources with buffalo hunting as a central facus.
At present, only a few older people collect and prepare the food and some medicinal
plants that were once abundant in the wooded h*11s and upen prairies of this
region. Today, when available, foods such as prairie tucnips, chokecherries,
plums, wild onions and the domesticate “"Indian" corn are held in high esteem, and
have significant symbolic meanings for ceremonial and other social occasions, for
the vast majority of people, however, they are not major components of the diet.

At present, the basic staple at Devil's Lake is the potato (as it was during the
reservation period that began in 1867), for those households that have gardens
(approx. mxg. potatoes and corn are the primary food plants, followed by onions,
squash, occasionally turnips and carrots -- foods that can be dried or stored in
cellars for the winter. Commodity foods are used by an estimated 85% of households.
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allotted on a per capita basis, and provide canned meats, canned vegetables and
canned fruits packed in syrup, macaroni, rice, flour, sugur, salt, shortening, and
peanut butter amcng other foodstuff. In many households, fry bread, pan bread,
oven-baked bread and rolls, fried potatoes, bacon, eggs, rich soups and stews
{preferably beef) sweet rolls, cakes, donuts and cookies are frequent components
of large family meals, along with canned vegetables and fruits. The food groups that
are underrepresented in dietz are usually green leafy vegetables and fresh fruits.
¥hile meat and additicnal food items are purchased at several small local stores
or in Devil's Lake 13 miles to the north, commodities form the basis of household
diets. Diabetics often stressed the difficuity of following lower-calorie diets

{a challenge for all diabetics) which they described as including unfamiliar,
disliked or expensive foods.

It should be emphasized that many of the introduced foods during the frontier
times and in the form of government rations in the 19th century, have been
incorporated into Dakota or “Indian™ recipes, including of course fry bread,

beef or buffalo stews, soups and puddings that frequently combine soma traditional
(way back) ingredients with high calorie additions. These “Indian* foods are
interwoven {as with all cuisines) into on-going family and social life, and carry
cultural seanings. Foodways are important indicators of ethnic/cultural affilfation,
and are also adaptable and are modified over time. I have presented this brief
historical context to suggest that the Dakota diet reflects poth traditional
Dakota culture and the history of the reservation period -- from the early years
of goverment rations to the present strong reliance upon commodity foods.

Situational factors such as having no transportation, a harsh climate, little

money for additional foods to supplement cormodities, the challenges of following

2 diet while making meals to feed a large family may all mitigate against attempts

to follow dietary regimens and/or to lose weight. Alcohol-related problems are

undoubtedly a complicating factor at all levels. Devil's Lake, as many other

Native American communities, has a high rate ¢ unemployment and despite exceptions,

in genéral may be characterized as a comunity wit.. ooverty. Based upon my

experience at Devil's Lake and comparable cormunities Jhat I have visited, three gereral

rccormendations are put forward, with the obvious recogn.tion, that even the best

:dr:ttlentions cannot easily override the large econcmic reali.r of a community as a
ole.

1. The need for dieticians specifically to work with diabetics and others who
yould benefit from dietary counselling, in addition to (WIC) dieticians
assigned to maternal &nc child health and nutrition, Devil's Lake 1S unusually
fortunate - that they have the Diabetes Program staff to care for those wl,
have diabe. s, and to work with tribal committees to promote comunity
avareness of diabetes and the potential hazards of obesity. A dietician who
{s sensitive to both cultural and situational factors at the grassroots level
and who has time to comunicate effectively {and, ideally, to mike howe
visits) is a crucial resource in diabetes treatment and prevention. Diabetes
programs tuilored to the specific requirements and orientation of a given
corrunity would be a Yluable addition to health care in Rative American
comunities and neignuorhoods.

2. The need for community involvement in praventative health efforts is obvious.
There are mechanisms in place: Tribal Health Offices are key parts of
existing tribal structures, and the Tribal Health Committee is made «, of
comunity members with an interast in over-all health issues in the comunity.
At Devil’s Lake there has been a growing cooperative efforts between the
tribal government and the clinic in promoting preventative health. This is
the logical intersection at which health issues can be addressed and
fnnovative efforts be made for particular areas of concern, as for diabetes.
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For example, medical and nursing schools are developtng "cross-cultural” or
"transcultural® dimensions in their curricula for training health workers.
Likewise, Native American tribal and spiritual leaders increasingly participate
in cooperative efforts involving traditional values and traditional concepts
of well-being and health. It is at the specific local level that such training
and motivation can be applied, and it may often be thiough trial and error
that meani ,ful application can be attained. The recognition that two cultural
traditions--that of a particular Native Arerican or other ethnic group and that
of biomedicine--are involved is an important step in developing the cooperative
effort that will be successful.

w

Hodification of commodity food program is suggested so that the range of food
items include some of dietary items that often are missing in a situation of
limited financial resources. Though cormodity foods were not intended to
provide a complete and balanced diet, nor intended us the basis for a diabetic
diet, the actual use of these foods as major components of household eaating
suggests the need to carefully assess such factors as the amount of salt, fat,
calories, and other basic nutrients and additives in thase food products for
the well-being of those who rely primarily upon cormodities. Native Americans
as other cormodity food users are aware of the increasing interest in such
information in the U.S. and the increasing availability of such food items in
regular supermarkets that have lower salt or no salt, etc. Commodity food
users should be offered foods that contribute to their nutrition and health.

I would 1ike to sincerely thank the members of the House Select Comittee on
Hunger for this opportunity to present the above material, and to thank all the
people at Devil's Lake and elsewhere who contributed their time and ideas regarding
dicbetes and foods.

see G. C. Lang. 1985. Diabetics and Health Care in a Sicux Community.
Human Orqariization 44(3):251-260.

Beginning in late 1979, the Ft. Totten Public Health Service Clinic has

been one site of the National Indian Health Service Model Diabetes Project,
headed by Dr. Dorothy Gohdes, M.D., Indian Health Service Hospital, Albuquerque,
New Mexico. A visiting endocrinologist physician works with the registered
nurse, dietician, and project secretary to conduct screening programs, develop
educational materials that are appropriate to this comunity, and individually
work with patients and their families.
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[Article From Plainswoman, Dec. 1952)

“Sugar” is new
to Indian
people .

by Gretchen Lang

On & clear -15 degree mocning 1e 2 Jacuary, | drove the 108
miles from Grand Forks tothe Devila Lake Stoux Reservation at
Fort Totter, North Dakots, to talk with & Dakots woman about
food, diet, 423 the way she manstges dlabetes, This Interview
marked the beginning of visits t0 25 famities with clabetic
members, and was e culmination of several months’

The fsmily kad 0o car, and golzng to the siore at Foet Totlen
meanta t-ile walk no matter what the weather, Whenshe was
14 her motber died. and she and ber grandmother raised the
brothers and sisters. She married when she was 17, and sub-
sequent years were equally difficult, for during the pext 14 years
she had seven chUdren and worked hard In ber own small house
feeding and carirg for them, Her busband, often cut of week,
tuned more and more to alcohol, and died 1o a car sccidest
whea the last child was an Infant, Though ber chikdres are
£FOWD pow, this woman stll Is a2 the ceater of actit Jties In their
growing families Two are divorced and thelr children, in their
early tee. lve with ber part of the time, She also cares for the
yourg childrea of two daughters who work. She spoke to me at
sarme length of ber worries about those children who bad meved
to Gistant parts of the country, and of charges she sees In each
geoeration She showed me beadwork she way making. &
medaliion for the yourgest sca’s powwow regalia and earricgs
fof a plece’s dancing costume.

Toough she [eels that she [s getting good mecheal attention for

discustion 25d plarning with the Tribal Health C: and
e Diabets Prograssat the 1ncian Health Service Clinie.

Dakota Siocx are experiencisg a dramatic increase i the
munbder of people who have disbetes, as are other Nocth
Americsn [ndian populaticnss Moce thas 20 percent of people ca
the Devils Lake Sloux Reservation over 30 years of age have
maturity<cset dlabeiss, and this may be &3 under-eatimstion.
Wduurytnd taedical regimens are atraightforward nd

and posstble !

dabetics. lnﬂnmdm—lndm.lmlbedﬁlﬂc\duudtum
on carefully regulated dlets and of avoiding too many calories
Distary patterns asd food preferences. sbiped by sochl,
ecoooic, 834 cultural factors, may conftict with peescnibed
abetic dets. My objective for family vislts Is to gain an &
& ko of diabetes from the point of view of
both borreakers and dabetics 30 that I can In turn assist
bealth-care givers in clhinical settings

COOKING FOR TWELVE

I sat in the pmny lvisg room of the wornan s bome, atruck by
the many pholograpls of children and grandchiléren that filled
bookcrse shelves a0d coe wall Three grandekildren, covered
-imooedtbebuuuhlmrqdlulcrwuchbnwmmm

Ny Lo aa sdjacent roon as we
talked Amwwyedudqdllndmmw
pillows were on the sofs Our conversation ranged far from dlets
and foods, as this women, now (o ber sixties. told me about
prowing watFort Totten. Yet the conversation 8o turned full
circle to diet and food.

She waa born 1n 1918, the yecond ina family of 6. and lived with
ber parects aad grandmother {n & log bouse pot far from ber
present modern ooe. As she grew Ioto her toecs, she became
resproaidie for helplog with younger brothers and sisters, and
remembers he Great Depeession of the 15308 &3 very Rard for
the tamily, keg cold wisters eatirg potatoes every dey and caly
occasional treats of bacon and beef roast. Her father and cider
brother bxxted, bui they were & large [aiily to feed. Jobs were
scarce. Her father oftes could find only sessonal woek as kized
band tn summer and faf) 0o a large farm south of e reser-
vation.

Q
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Diabetes

Druabetes melbtus is & metabolic Gacrder that occurs ln two ¢
majoe forms. Type | o jureatle-ccset, and Type If or maturity- |
onset Type Ilacounts for 9o percentof dlabetescases inthe US
Closeto$ percest of the U.S population miay have dlabetes. and
it appears to be Increasing

12 Type 1, juventleonset, pancreas cells that produce insulin |
are impaired 30 that lesulin mest be takea to coetrl glucose |
levelsinthe dlood !n‘l'ypell.mmtymt.thepamsm”
produce insulin, but does not propetly contred blood sugar fevels
(8 mechanism that stil) Is caly incompletely undersiood) In
Type I diabetes blood $3g4F evels often can be controlied by |
&et alone, of may require oral medicatica of even lasulia In
.me:w&&llbhmmq«mumﬁglb;

ing among Todsans. B medicsl researc..
has found that disbetes and obes!ty are related. coe of the ways
o allevi, and prevent Is to control
prmdmduxbohy&lu fals, and peoteing In coe’s diet.

Fifty years ago. dlabetes was virtzally nooextatent among
Notth American Indians. yet now It occurs at S-10 times the rate
4 of the general population, and s especially high amcag Pirca,

§ Washoe. Noethern Paiute, Zum!, Seneca, Semlnole, North
{ Carclira Cherokee. Mandan, Arikars, and Hidstsa gape. g
More recently. e Dakota Sioux have experienced a rise in

b tiresthatol th JUS p

Medical persoroel, tridal leaders. and ruunben are con-y
cerned about this high percentage s«u.mwunwm'
factoes. 1) & change from an active to & sedentary life. 2y
change from ciets high In fider and sarefined carbobydrates to

diets high n refloed carbohydrates and sugar and Jow In fider;

3) atress due to socla) and cultural change These populations
+ tenGto have high rates of obesity, but fust why seme groups are

moce predisposed to this association between @iabetes and

chesity still Is oot clear.

) Ini9 Foct Totten, onthe Devils Lake Sloux Reservation, was
) chosen a3 coe of five sites In & pational Indias Health Service
4 project for dubeus cnhnucn And treatment. A mmu'
d murse, & & and 3,
,mmxmun-wkwgubuloemlwmnm '
that pocate traditional foods

lnd!eh and emphasite weitht control and L0 s0e cases welght
lredu:dou !

"5,}

[N
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Qabeten, abe is discouraged about cootrolling ber diet. Large-
Quastity cocking maXes it hard Lo stav oo a special diet, and she
werves 8 Tania meal to 12 o€ txoce family members almcat every
day. Sbe thinks that ber own teodeocy 1o over-wreight cay result
froca streas, a0d polats cut that “many Iodian poople Lke Lo eat
alotof bresd and potatoes. T2 1y recoember bard times and lixe
amealthat makes them feel full.”* About Slabetic &ets she asys
*Scxse foods L thess diets are coes maxy of us do bot Like:
aspersgus, broccoll, lettoos and s0 much salad, green
vegetables. Thess are expensive t00, 824 pecple dan’t buy them
whes they £3 1o the store.” Sizllar remarks wore made to me
also by otber people trylag Lo coctrol their weight.

“HAVING SUGAR’™ COMES FROM EATING WHITE MAN'S
¥O0D

Ths woman, Bke others, refers 1o labetes a3 “having sugar.™
She spoke of “wgar’ 83 scethisg “pew Lo Indian people,™ that
she felt was related o foods people eat. Others I talked with
were more b, and cocoected dlabetes ¢~actly to “white
man's food,™ increasingly s part of theh ¥ .alnce before the
reservatico pericd. Though the worzas 1 was visiting does not
berself collect and prepare tradidonal (oods, she feels these are
“better for people than the s:gar and all the cacned focds people
cat ow.*

Diabetes bas taken Indan people by surprise, dut ex-
periencing a oew health prodlem fits Into 8 Joog chrocicle of
esriler severeand often [afa) “new” dsesses, such 83 szallpox,
Daeasles, and tuberculosis. Ironlcally, diabetes, which {3 not
coatagious, bas arrived with “modern™ ways of lving. too
tany calories, Jess activity, sigaificant changes In diet, haixts
that affect all industrial populations 33 well a3 the smaller
societiec they Incorporate.

The Dakots, who cnce lived In woodands and akeg river
syslems of Miaoesots, have a distocy of change and adaptation
tonew g and soclal Several bundred
years ago, they kunted and fished, grew corn and collected wild
rice, In the 1% century, wars with the Quppewa and the en-
croachment of Europesa settlers preceded their move into the
essiern Plains, where they buated buffalo. The first residents of
the Devils Lake Swax Reservation, settled there by treaty la
1367, primarily were Saatee Sloux and Quthead bands of the
Yazktonat Stoux. 1o 33 book The History of tue Saziee Sloux.
Roy Meyer drew upon early reports of government agen’s sent
back to the US Comumission of Indiss Affairs to pertray thoee
yunnt?wﬁmﬂrymmrndhlurvnuomndmr
star

those times, the corstast heme was an ever-prosent threat of
food shortage—summers when the weather was bad and gar-
ders (alled, and people were faced with the oo-golag difficuliy of
making ends mect even 13 good years,

Governmer! rations were diatridbuted from the first years of
reservaticn formsticn, Locluded were flaur, saltpork, scce
meat (sometimes “ca the bool™ but mare often low-grade boed
23 pork bot always fresh). selt, sugar, tes 80d coffee. Ageats
decided bow Lo distridute raticas, and who sbould rocelve them
and bow much, 80 that allotments varied accoralng to an fa-
Gividual sgect’s estimatica of cooditions and noeds In The
Modern Sioux. Ethel Nurge descrides traditizzal and coo-

porary Dakota foods, exmph the ¢+ o0 of [amily
gardecs, the co-golng collevtion of pralre foods, depen-
dencemnmdn‘wdm'mmm 4 Upoa govern-
roect tations ¥ pal of Stexx today,

FIRST BRAID YOUR TURNTP

Nurge lizts the beeries, leaves and roots used foc food aod fer
medictoal on the Rosedud Reservation, Oider women
with whoea 1 spoke at Fort Tottea were familar with most of
these plasts, but said that 1a some cases they knew of their uses
cely from thelr mothers azd grandmothers Altbough fewer
traditiona) plants are uased ouw, some cootioue Lo be key
ingredrects In dishes that are called “Indian® foods, Thus
pealrie trnips (Loep se pab, oe tipein) sre dried and bralded I=20
chains and later simmered In stews and soups. Wi ococs
(patn). similar 1o scallices and very mild with a slight garlic
Mavoe, arw\aedlnnurmydbelkddhhu Other foods Inciude
wild hokecherries (cram pab , poded
seeds and all with lard 453 sugar and formed fnto small balls;
Duffalo berrier ti.3t coce grew In great abundance In areas now
cultivated oc used foc grezing: wdndplm(uunuh) wid
rice, dwmmhhmhmmhku.bwby
nends and relatives from fall wildricing In Nicoesots.

03der pecpie asy that oot many know where Lo find these
plasts or how Lo peepare them, but those who 60 are often ssked
wmte traditional diabes for special dissers and commnoity

] {a many holds drylng food, ding making
beef ferky and pemmican) ia moce common thas canning

HOW TO MAKE INDIAN CORN

Corn coctinues to be 2a important staple, grown ln family
2nd in larger tribal gardens, and barvested Lo late summer
whule keroels are still soft. An elderly wornan described to me
how that was done, She prepires a winterdong supply froes the
garden carefully tended by ber busband by bollizg the corn ¢
the cod for half an hou, ing th 1s and drylag them la
the sun with screens Lo protect them [rom flles Sbe uzes the
resulting crinkly yellow kernels In stews and foc hominy Thists
whatts called “Indias m" u dmazuhhed from nmt corn,
field corp, aod mul also
uﬂdlndunc«nﬁbedwuvuuwtundﬂlmm
pext year a crop, something the “Industrial” farmer 00 locger
can do with hybrid varieties.

Over time, Indisa people, like noorlndiacs. Rave eaten
progressively less hocregrown food, native plants, and game,
and moce store-bought food or government rations Never
theleas, potatoes and onlons coetinue Lo be grows la sufficient

wrlamiliar forms d "mndem nplcxﬂc.-n ‘rhe Dext ceatury
aw duction o varicus farming
techeiques and cqulpmml. tand-teoure arrangements, 454
policies to supply rations, but, 83 older people now remember

to ast the wister. a3 well a3 such familise garder
vegetables as beans, pees, .arrots, squash, cucurmbers and
tomatoes. While most fsmilies 1 visited have garders of thelr
own, especially if they ive in the countryside near Fort Totten,
St. Michael or Tokio, they also shop i grocery stoces for meats,
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vegeubles, fruits, prepared mixes and dalry products
Govertment rations have not diaappeared: most reservatica
families Rave incocies low enough to qualily them for govern
mett commodiues Today there ls wider variety amone com.
modity foods than In the past several canned frults (clten
packed In heavy syrup), canned vegetsbles and meats, rice,
macarocd, dried potatoes, flour, sugar. dried milk, cocking ol
and l418 As In the past. commodities are limited t0 canned of
dried products, and are ot intended to provide all elementaof a
balaoced diet.

Recipes for “Indun™ foods incorporate native plants and
game, especially venison, a5d they reflect the long perfod of
reservaton Life. Stews call for white rice of potatoes, praine
turrups, onjons, meat and atock, & substantial dish that vanes
according to avatlable ingredieats. There are rmany recipes for
“fry bread” a faveeite In Indan communities across Noeth
Jumerics, but baxe Ingredients do not vary: white flour, aslt,
augar, baking powder, and lard or ahortening for fryng Fry
bread is & hallmark of conter ,porary American Indlan public
festivals.and oftenserved In homes The popularity of such nch
foods &3 atews and fry bread. 33 well as the experse of atore-
bought fresh vegetadles, fruits, and other iterts. make it hard to
atick 10 & cet. Dakets wosmen worry about dlabetes, hyper-
tensicn, and weight contrid 84 .2y, like other homemakers,
become more aware of the way diet affects health. They worry
00 about too many solt érinks, candy, ard other aweets.

“WORRY MAKES My SUGAR GO UP”

1 ulked with & woman in her fifttes who told me about
ditional Dakota dies for fever, headache, and In-
digestion In her View, dlabetes falls In & separate category
“Pecple &da't use to have sugar in the old days.” she 2ald. ~I
was (rightened when I was told I had sugar because I didn't
know what it was Now my mother has it and two of my
brothers Iam worrled about my children. I am pot sure that
there are specific traditional remedses for this because it is &
new problem for Jedizn people, One thing that I know myself is
that worry makes my sugar goup * She tries to be careful about
ber calone Iatake, 40d kas beea auccessiul In controlling her
weight. although she admits that too many social accasions are
hardons diet. For a kng time she cid not know that other people
had diabetes and she &id not draw attention 3 her dictary
restnctons, but sow that she knows friends and relstives also
sretrying to eat smaller portions, ¢ is easler for her to decline
second beipings withast fesling ungracicus.

“LONG AGO PEOPLE DIED OF OLD AGE™

Anoter woman 1 spoke with remembers the great family
gardens i her childhood. Sbr 32 born fn 1900 i1 2 fog house
between Fort Totten and t.e ,ission at St. Michael's. She
recalls belping her grendmother to ralse, harvest, and preserve
vegetables and meat They had a big cellar under the house to
atore potatoer, oafors, 8. $collected fouds She also remembers
thatratica.cods were not alwaysfre.  ~ = with weevila, and
semlspoded mests What the ron.. homemaker may
perceive g3 “fresh food' In the ,rmarket does rot
necessanly meet ber standards of fresh meet and vegetables,
especially the high estimation ske holds for freshly kulled game
She thrks that canred and packaged foods are unhealthy
"Long ago people died from old age, not from these diseases
that we hear 30 wwch about now, cancer, disbetes, heart
drsease ™ While she feels that these traditionsl foods and
methods of preparation were better, she acknowledges that it
would be difficult to return to Large scale use of naturally
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harvested foods.

1a ber own Lfetime, this woman t6id me. she experienced
many aspects of off-reservaticn society. In ber late teens she
worked for eleven years In Chicago at & variety of jobe: 29
cleaning lady for & [amlly ea tbe Nerth Shore, waitress, and
shirt presser in a large Laundry. She then married u Lakoeta
sranmmammmm-mmwm
Mdren Althoughber bealth was orver
(ocd she &d not develep dabetes untll ber early sixties. She
xpokewmduaelmuuhmuafml.uvm
1 re cesely i Araottnss L3 greet-
dmothery caring for yourge and sistaes and cousios
muumoumwunlrewelynm.lcrbw.m
masny other Dekota woren, food s coe sig=ifican: wspect of
cultural berltage, aod she bopes ber grandchiidren will know
ad appreciate them 43 ade hopes they will speak the Dakota

Language and share la on-golng Dakota society.

WAY-BACK FOODS MAXE CULTURAL BRIDGES

Foods are important to the tranamission of culture. Peogle
make the &stinction betweor. ““way back™ time and the more
recent historical period. “Way back™ refers to the time before
European 100, reservation setth . and the rapid
soctal change that led rmany o poverty and uncmployment.
They realize that the period after reservation settiement helped
produce & diet lugh in calories and fats that was not typlcal of
the earbier tires. Today .many younger pecple are
reciscovering ehments of the waydack time that Include
Tearrung about the uses of traditional foods and medicine.
Cuitural contineties are complex and the transmission of
culiure takes place cn many levels One seemirg contradiction
1$ that somme popular “Indian™ foods today are not the same 83
way-dack traditiinal foods. When cocfronted with diabetic
diets, people are rethinking Getary patterns and the role of
hatoncal factors 1o thess patierns.

Usng tradtional food is met jost sostaleia. Mealtires are
times Ior extendod families, cften three and four generaiona, O
gather Community events such a3 pow wows, meetings
marriages, and funcrals lavelve sharing dishes with a wider
petwork of 1+dativas and frieczs, Dirners boncring visiting
&stant relatires and acqui .lances from reservatioos ln
Montana or South Dakota of reserves s Canada s~ bollze hese
wider connections Dakota life js very much Ia the presect, and
foods_asinallsocieties, are anintegral part of social life,

Ihe respect for “way back™ traditicoal foods and the
awarenses of the bealthtd propecties of such foods resemt les
thesimilar trend In the larger American soclety to Improve .04
simplify diet, L0 exorcise rore. 852 12 avold excossive cakios
and additires mmm.mmmmnmw,
have a great rescurce In their food traditicns 304 customs that
unurveulx.cpplu:mlomhhmzre.mwmmudm
ard health.

NOTE- Perscos assisting In this atudy Include Francis Streifel,
RN Jeanneile Butts, R.D, and Marico Archambault of the
Dubetes Program o the Devils Laxe Sioux Reservation, as
weli a3 Genevieve Goodhouse and Mary Quigley of the Tribal
Health Committee, and Art Raymond, Bonnle Bats, RN,
F PN, Dorothy Lentz, and Peter Nabokov, of the Univertity of
North Dakxots Partislfunding for thus study was provided by the
UND Facu"Y Research Comemittee.

Gretchen Lang teaches anthropology at the University of Necth
Daketa,

~
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[Article From High Plains Applied Anthropologist. Summer/Fall. 19! 6]

THIS ISSUE

Traditlonallty Amid &ha.nge in the U.S.:
Anthropological Roles

Many social science scholars and practitioners
contend that & priority professional concern should
be with the plight of people who are vict'ms of
Imposed cnanges over which they have little
control, especially when these changes run counter
to their sense of meanings and Interests. The
srticles tnd commentary in this Issue {ccus on the
consequences of traditionality amid change In the
United States, and what these challenges Imply fo~
anthropological practice.

Gretchen Chesley Lang gives atteation to such
fssues In the case of Natlve American health In
Nocth end South Dakota, She notes various ways
anthropologists’ contributions should be heloful to
Indian bealth practitioners and polley there, and
thus promote constituents' welfare (although it
often does not work this wey). Darlene Thomss
follows wp with consideration of the depissing
employment patterns and problems of Native
Americans in several Westem and Great Plains
states, and re flects on anthropologicel role implica-
tions in the larger context of the natlon and profes-
sion. Batbara Yee and Peter Van Arsdale then
addeess adjustment prodblems of older Southeast
Asian women who have deen recent immigrants to
the Westem U.S. The dynamics of their coping with
the dramatic changes which their families exper-
fence suggest edditional avenues for ethical and
effective professional prectice. Each of these cases
provide us with complementary insights on the
spplication of enthropology in the sesvice of U.S.
swpcpulations who, by virtue of traditions different
from dominant American ones, sufler from changes
not of their making snd outside their sphere of
control.

in vommentary which follows, Howard Stemn
sorts and expands on central concerns of applied
role performai.ce in impressive Synthetic fashion.
These thoughts in part fze and roflect
various personal and small group discussions as well
as formal comments at recent HPSTAA meetings,
and serve to illustrate the insights that result from
meeting participation. The commentary section
also h timent of Susan Scott-
Stevens' "Tales of Chaos,” wherein she explores
several aspects of anthropolegical practice in her
most Intriguing way.

Larry Van llom's book review section this time
contains Muriel Crespi's review of Culturai
Conservaticn, edited by Jef{rey McNeely and David
Pitt; Peler Van Arsdale’s review of John van
wiligen's Applied Anthropoiogy, and George
fulford’s review of Cumpbell Grant's Rock Art of
the American Indian. Other content of the issue
inc.udes notes on the HPSIAA meetings lasy year
and what is anticipated for this coming Spring,
other sssociation business notes, and some
observationr 01 the activities of our sister iocal
practitioner organmzation in Southern Catifornte.

Q
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Articles

CONTEMPORARY NATIVE AMERICAN HEALTH
ISSUES: HOW CAN ANTHROPOLOGISTS
CONTRIBUTE!

Gretchen Chesley Lanqz
University of Nocth Dakota

Introduction .

The stated gos! of the 1976 Indian Health
Improvement Act (PL 94-437) was "the proviston of
the highest possible health status to Indian people
while encouragirg maximum ledian participation in
hesith programs™ (Rhoades, cited in Senate Hearings
98-353,1983:3). The volumes of testimony collected
to justify reauthorization of this act during 1983 by
the U.S. Senate Select Committee on Indian Affairs
{ 43, 1984) from tribal leaders, tribal health per~
sonnel, and directors of varied Indiun heaith-related
projects across the U.S. speak to on-going severe
needs in all aspects of health care in both reserva-
tion and urban Indlen communities. These $pokes-
people requested more funding and reinstatement of
funding that;zas been cut, as well as policy changes
at all levels.” This testimony was & highly personal
and emotional complement to the often ocbscure
governmental statistice regarding the status of
Indian and Alaskan Natl . aealth.

The purpose of this paper s to discuss from an
spplied perspective some of the ways in which
anthropologists carrying out health-related research
i Indian communities may directly contribute to
ongoing efforts in these communities to improve
health care. The anthropologist brings & holistic,
comparative and culturally relativistic approach,
and as an outsider, may have some perspectives and
rescurces that can be shared with the various "sub-
cultures” that are brought together in the complex
arena of health care. At the outset, the assumption
i3 being made that the meajority of anthropologists
working with Indian people on health-reiated issues
would like their endeavors to benefit directly, or
Indlrectly, these same people. In this paper, 1+ ~ili
draw upon experience and studies in the Northern
Plains region, specifically with respect to the
Dakota and Lakota (Sioux).

During the past decade, mainstream health
workers have become increasingly aware of the
importance of understanding the social and cuitural
dimensions of communities in which they work. The
curticula of medical and nursing programs are
gradually incorporating 8 cross-cuiturai perspective
in traiaing thetr students, Likewise, Native Ameri-
can tribal and Spintual leaders are increasingly
outspoken .n their assertion of traditional values
and . oncepts of well-being and health as they
critique {nstream dical pti and
practices. Situational {actors such as poverty and
unemployment on reservations and ) cities, .nade-
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sies 1n health care delivery, and the [act tha,
i, . great majority of health workers—particuiarly
in the higher echelons—are ncn-Indians, are realities

that complicate the issues. Successful health
programs necd more than additional personnel and
finsnces; they must be structured to include both
trival (community) and chimicai participation. The
Indian Self-Determinetion Act {PL 93-638) of 1975
has set the stage for more tribal involvement in
community planning. Some reservation communi-
ties have started their own chinics of have gllowed
outside (non-Indian Health Service) chinics to pro-
vide hzalth care. It s:ill be increasingly tmportant
for Indien communities to assess and plan the
"medical landscape™ that seems most appropriate.

In & =-view Of studies of health and healing In
Pliins In. n societles, Kemmtzer (1920) pointed
out a lack of research regarding the present-day
interaction of indigenous/traditional medicai beliels
and practices with mainstream hiomedicine. Foe
example, he cites Bean and Wood's (1969.20) paper
i which they cbserved that most studies of heaith-
related topics regarding California Indians have
examined the e(fects of European diseases on non-
European populations, and the retationshup of popu-
lation density to ecological factors in native Cali-
fornia. Here critical areas of cutrent heaith needs
of Catifornia Indian people have been neglected by
researchers. Kemnitzer's (1980) bidliography on
heatth research with Native Americans in the Plawns
region reflects 8 similar focus in the lterature.
studies that place, on the one hand, an emphasis
upon traditional religion and medicine, roies of
traditional healers, and some descriptions of
present-day religious crientations, and, on the other
hand, statstics compiled by the Indian Health
Scrvice (US) and Bureau of indian Aflairs (BIA)
regarding health-related prodiems, often in mimeo-
graphed format.

During & study of diabetes, diet and- foous
(1982-1984) at Dewil't Lake Sioux Reservation in
esstern Nocth Dakota, I became eware of several
modest spproaches that an anthropoiogist might
take to directly contridute to existing heaith
programs. My study involved diabetic patients and
their families, the Tribal Heaith Office, the Tribai
Health Committee, and the Disbetes Program in the
IS chimie.  Fiest, 1t became apparent that the
anthropoicgist has access to hidrary materials that
are unfamiliar to most heaith care workers. lroni-
cally, the fcw wnlings that directly bear upon
current heaith behiefs and practices and examire
community perspectives on health, illness and
heaith care delivery are [requentiy overiooked by
thes» who potentially could [ind them. vaiuavie io
th 4 spotific task, of for the desice for an over-ail
v,.e lending of the communily in which they are
working. Such materiats may require "lransiation”
o interpretation by the anthropologist to make
them usefut for the types of concerns that physi-
cians, nutses, dietitians, and heaith pianners may
have. Second, the culturslsmedical anthropotogist
may be asble to work cooperatively with tridai
heaith personnei or with tridei and clinic petsonnes,
1n efforts to assess commur+'y needs i heaith care,
community attitudes about existing heaith care
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delivery and by assisting tn propasal writing. 1 will
illustrate these approaches with severai examples
below.

The Anthropologist as Library " source Person

Pudlications written by anthropolegists are
often confined to journals or monographs that ¢o
not actueve high visidility to those working in health
care professions. Many of these writings are not
presented in & manner that would have practical
application to those in the health fields; the con-
cepts, language and ofgemzation of such works
differ from the literature of the hralth professions.
The types of materials that may be useful to those
involved 1n planning and/oc delivering health care
incluce  ethnographies of the community (o¢

parable 1es), older pendia of
traditional plants and foods, documents containing
earlier surveys of health conditicns, physical
anthropological data, demographic features of the
community and chcnges of trends through time, and
dietary pattemns and preferences. The foilcw.ng
example will.focus on sources of information that
relate to the heslth patterns of one reservation
commur.ity.

A number of anthropological studies touch upon
of address aspects of medical beliefs and practicer
among the Lakota people of Rosebud Reservation in
South Dakota. While these studies are useful to
those w~orking with other groups of Dakota and
Lakota, they are especially valuable for health
workers at Rosebud where .he ofiginal studies were
conducted. Health care at Rosebud is faced with
severe problems, in part due to its remote location
and high rate of poverty.

Grobsmith's contemporary ethnography, Lakols
of the Rosebud (1981), along with Albers’ extensive
wotk with the Eastern Dakota at Devil’s Lake
(1974), s one of the few contemporary social &.d
culturai portrayals of the Sioux. Her integruiion c.
[ieidwork and historicai mater.al on religious and,
by extension, medicai beliefs and practices for the
communities o1 Rosebud Reservation, though not
written for this purpose, could well serve as
required tcading by newcomers to the stalf of the
hosyital and clinics.

An earhier study, based on fieldwotk carried out
by & rurse-anthropologist Virgirna Ford in 1966 st
the Rosebud Reservaticn, is availadble as an unpud-
lished issertation entitied "Cultural Criteria and
Determinants for Acceptance of Modern Med..
Theory and Practice among the Teton Dakots.”
Ford .dentilied four major communily otientations
towards heaith and healing among Rosebud resi-
dents: the Yuwi. wWay, the Peyote Way, the Herbal
Medicine Wy and .he Modern Medicine Way of
deaiing with ii'ness. Ford’s commitment to this
wotk was, uitin.ateiy, to assist a more elfective
deiivery of appropriaie mainstream medical care to
meet ihe needs of the whole community, as weil as
to develop & modei for looking at intracommunity
variation in medical beliefs and practices. Alth: sigh
outdated .n some aspects, her examination of socio-
Cuituf8i vaclors invoived in individusis’ selection of
traditionas and mainstream healing .5 an insightful
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resource for present~day health workers' under-
standings.

Nurge (1970) drew upon her fieldwock on the
Rosebud Reservation, historical sources, and
government statistics to document significant
changes in Sioux diet and nutrition from pre-
reservation days lpnioc to 1868} through the recent
decades into the 1960's. She also examin.d the
traditional and on-going role of foods in social and
culturat life at Rosedud. This article remats the
most comptehensive documentation of dietary
change foc any of the Nocthern Plains societies, and
can serve as a take-off pont for further attempts
to examine the relationship between present-day
foodways and such contempocary conditions &s
diabetes and oL 2sit: .

Two volumes (:.ogers 1980" of Father Buechel's
studies of native plents and their uses by Rosebud
people ate valuabie contributions to understanding
ethnobotany and the variety of native floca of the
tegion used in the traditional diet. However, as
other compendia of native plants and their rol s in
the pharmacopeia (such &s Gilmoce's classic docu-
mentation of plants used by Indian peoples of the
Upper Missouri [1919)), there are difficulties n
utilizing these materials for practical purposes.
Dieticians and others attempting to develop educa-
tional dietary materials that bring in “"traditional”
o¢ “"Indian” recipes need more current undcrstand-
Ings of available f¢ < ..« .5, popular recipes, and
tequite knowledg. .. community foodways that
today may ceater arournd s smaller repertoire of
native plant foods {cf. Ecown and Mussell, eds, 1984,
Lang 1985). Most of the traditionai dishcs served
today reflect the history of dietary modificai.on
and change in food preparation methods (Nurge
1970, Bass and Wakefield 1974, Toma and Curry
1980, Lang 1982, 1985). A continuing teliance on
commodily foods by perhaps 85-90% of many reser-
vation populations is a sign.ficant consideration .n
understanding dietary patterns and difficuities
involved in following prescribed dietary regimens by
patients with chromc conditions. These coilections
are valuable remindcrs of the plant and animal
tesources of the past, and can serve as & buckdrop
to present-day recipes that include traditional
ingredients,

The studies conducted 2t Rosebud reflect
different research objectives and styles. Foed and
Grobsmith both address intra-community variation,
the emic or "insides” rationales for medical choices

70

fam.harity with Grobsmith's book, and no one was
awaré of the other studles. A number of Individuals
were interested in obtaining the references, and 1t
is possible that these works will contribute to their
specific projects &d to a more general under-
standing of the community.

Taken together, these works contain important
insights into Lakota culture, particularly what is
meaningful to Lakota people. They provide insights
into Lakota efforts to rmaintain health and to deal
with illness. For non-L. ata health workers, these
materials could be a stepping stone to working with
Lakota health workers foc cu'turally-appropriate
efforts in greas such &s dietary regimens, hospital
care, and health education approaches. These
wtitings provide a y point to sutvey
statistics, where the main putpose is often to justify
and/oc  document program-related expenditures.
Focd snc Grobsmith both emphasize individual
differences while presenting major themes in
Lakota culture, and both discuss the use of aiterna-
tive heal™g strategies and the rationaies that
underly them.

Potential Anthropological Contributions
to Tribal Health Programs

Anthropologists may be able to work directly
w.th existing health projects :n a number of ways.
In the remainder of this paper, I will suggest some
avenues foc cooperative, community-based research
that have become spparent from a project con-
ducted at Devil's Lake Sioux Reservation in Notth
Dakota on patient and community perspectives of
diabetes and of the commonly-preséribed treatment
regumens (Lang 1982, 1985), Though the etiology
and characteristics of diabetes cannot be discussed
here, it should be emphasized that duning the past
45 years adult-onset, oc Type il, diabetes meltitus
has affected many Native Amefican populations
with prevalence rates 5 to 8 times higher than in
the total population (Ivest 1978).

The majority of Native Americans are users of
mainstream medical care and, depending upon
individual and tribal traditions, may trely upon
additional o¢ alternative practices to maintain
health or cure/alleviate illness. Large-scale data
compiled by the IHS have indicated areas of
improvement in health status over the past two
decades, notably a decrease in infant and maternal
mortality and a general dechine in infectious

and they portray the complexities of poT2ryY
Lakota society and culture. Nurge and Rogers
provide infocmation for specialized (of.cs in diet
and nutrition. In additicn, two studies carried out
at Pine Ridge, west of Rosebud, shouid be noted.
Powers and Powers' {1984} gnalysis of the sym! olism
of the Oglala (Lakota) food system and Kemn.zer's
{1976) examination of the Yuwipi healing ritual
present in-depth understandings _of cultural

meanings involved in fo-ds and health.

At an IHS diabetes ‘raiung session for heaith
workers gt the Rosebud Hospital held in 1384, 1
found that of the epproximate.y SO heaith workers
present [physicians, dieticians, LPN's, CHR's, RN's,
three acknowledged their

and  dentists), only

Al A rimext providea by ERic

(HEW 1978). The over-all profile of Native
Americen health has undergone changrs that
resemble the larger society in that chronic condi-
tions—diabetes, hypertension and heart disease,
along with obesity—have emerged as significant
heaith problems, in some cases disproportionately
higher in prevalence than among the tota U.S.
population. The most critlcal example is diabetes
and its association with obesity (HEW 1978).
Between 1981 and 1983, with the cooperation
and assistance of the Tribal Health Committee, 20
familtes were located who were w.lling to discuss
their tdeas and percepticns of their condition with
me. Although { would not assume that diabetes is
the major concern of most families at Dewil's Lake,
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ditdetes &8 a new condition which affects Indian
people is a worry to residents. At present, the
prevalence of diabetes &t Devil's Lake (based on the
number of dingnosed diabetics/total number of
adults over 35) it 24% of adults over 35 years of age
(Diabetes Program, personal communication). As s
condition with potentialy severe complications,
diabetes requires day-to-day acherence to strict
medication and dietary regimens that often confhict
with existing food preferences, food preparation
methods, meai scheduling and larger aspects of
foodways. As 1 talked with the families and the
often elderly digbetics, conversations turned invar~
1bly from diabetes and disbetic diets to foods,
traditional food, then to history and politics a3
recalled or racounted to them by members of older
generations.,

Diabetics and their families were well~informed
about the cietary requirements and hed & clear
understanding of thewr medical history {cross-
checking with biomedical recocds showed 35% of
patients had accurate figures for weight, hesght,
type of medication, and ideal body weight as
recommended by their physician or the dietician).
As shown in other studies of compliance by diabe-
tics (Eckerling and Kohes 1984) comphiance with
medication schedules was moce successful than
compliance with dietary regimens. Furthermore, on
the whole, patients did not feel that they were as
overweight as suggested by health wotkers, people
at Devil's Lake associste bigness with weii-being
and health. The majority of Dewil's Lake patients
said candidly that they did not use the diet educa-
tion 1natenals apd that they did not try to follow
the meat pians. Dietary preferences, social and
symbolic aspects of foods as well a3 situational
factors {such as expense, and the reitance on com-
modity foods as dietary components) mitigated
against adherence. There was aiso a more oblique-
ly-expressed  but strongly-heid conviction that
diabetes was a product of "white man's foods”, and
was one moce laught from the g of Euro~
peans. Older people spoke eloguently of an ideal-
1zed past—in pre-reservation days—in which Dakota
were endowed with health and strength.

In contrast, the general impression of non-
indian heaith workers about these patients was
that: 1} they did not understand the instructions
and expianations giver at the chinic, thus there we-
a need for moce educational rhaterials, &
2) patients were pot really concerned with ti ur
cendition, as evidenced by fack of dietary and
weight control measures. The Indian Heaith Service
Clinic ~a the Devil's Lake Sioux Reservation is one
site 1n a national Five-Sites Diabetes Project, the
Diabetes Program Office 15 an unusual special
tesource for a reservation, and its heaith workers
have attempted to desgn their heaith care to meet
Dakota patient needs.® Individuaiized dieta. ; pians
have been designed to reflect food preferences,
scheduling of patient visits is flextbie, and home
visits have been given a high prionity. The purse,
consuitant endocrinologist, dietician, and LPN have
taken & comprehensive approach to each patient’s
whole health picture; the Diabetes Program S
increasingly serving &3 an initial contacc pouns oy
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disbetic patients for non-iabetes related com-
plaints.

The tribal concern and involvement with com-
munity health appears to be increasing. The present
Trbal Health Director, & Dakota woman oniginally
from the community and In charge of all tribal
health programs, has taken on the role of patient
advocate with respect to the clinic. She s inter-
ested in & more ty-based approsch to
preventative medicine and an up-grading of heaith
care delivery. With her leadership, there is the
potential for a more active Tribal Health Commit-
tee on this reservation in the future.

Anthropologists cerrying out research that
involves aspects of health and illness that bears
upon community health can contibute to the qeeds
of the Tribal Health Office oc 'he Tribal Health
Committee {composed of commu uty people) in &
number of ways. These may include: 1) presenting
prel d or the 1 of ther
study to lhe Tribal Health Committee, 2) providing
a written summary of the background information
used 1n theirr study {(wh.ch is often bdasic, but
requites time and effort to obtain). Such informa-
tion can be a surprisingly .aluadble resource for
grant proposals for continuat' - of on-going
programs or f{or new health-relate  Jgrams; 3) the
shaning of recommendations for pr.,ecte that can be
carried out by the tribe itself or by cooperation o!
the tribe and the ciinic p 1. Since
heaith issues arc part of the "business” of both lhe
Publiv Hec.th Setvice Clinic and the Tribal Health
Office, there should be great gotential for coopera-
tive efforts to address particular areas of concern.
Public awareness and education regarding current
heaith problems, e.g., duabe.es, heart disease,
obesity, aicohoi-telated prodlems, nuttition and
diet. The enthropologist—as an "outsider” in many
snsiances—may be able to draw attention to areas
where these two organizations might work logether.

Conclusion

Anchropologists—both cuitural and medicsl—
with ethnogrephic skills and oljectives related to
heaith issues in Native American communities have
choices to make in their research enproach. Given
the tenor of Native American communities regard-
ing research, and given the objectives of the Indian
Self-Determination Act, the most feasible position
is to work with the Tnbal Heaith Committee of its
equivalent—in urban areas it may be a community
heatth councii— to carry out research on matters of
direct concern to them" (Borrero et al. 1982.130).
This apptoach is a8 form of what has been called
"action” anthropology (cf. Tax 1958.17, Clfton
£970.106) or "sdvocacy” anthropology (Schensul
1973, Schensul and Borrero 1982) and may involve
ihe coiection of cata to support community-based
objectives in cooperation with community.peopie.
Al times, this may place the anthtopologist in a
position of possible opposition to existing
nstitutions and procedures and may be perceived &s
a kind of grass-roots effort for change.

At prescnt, perhaps a more relevant model for
large-sca.e research with a community otientation

ERIC

Aruitoxt provided by Eic:




ERI

is the Hispanic Health Council Project in Hartford,
Connecticut, that involves anthropologists in data
collection, training of community resesrchers,
setvice and advoceey in a single program. This
nationally-funded project was directed towards
impacting on service systems through servics to
individual clients {Schensul and Boirero 1982). In
the Hispanic Health Council Project, an integrated
approach began with research data related to a high
prevalence of one recognized condition, otitis media

(middle ear infecticn) (Borrero et al. 1982:151).

With community support, a mafor baseline survey
wes conducted that led to subsequent studies of
birth control method preferences and ways in which
people handled crisis events (for both physical and
mental illness). In terms of long-term change the
Council identified sectors of the mainstream health
system that were sympathetic to their objectives
(ften to serve their own best interests) and has
worked on cooperative projects with these sectors
to tailor health care delivety to the needs and
preferences of the Puerto Rican community,
Anthropologists are In a position to try to
understand the workings of a community along with
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Your Sins, still echo 1n our ears: anthropologists are
a small sort of plague, seasonal (summers), and we
best make ourselves absent. However, in Deloris’s
(1970} second book, We Talk, You Listen, there is
the s ggestion that anthropologists and others with
various research/technical skills lally be
drawn upon to serve specific needs, or objectives, as
communities defline them. It s suggested here that
anthrcsologists with a wide variety of expertise and
research |nterests may be able to contribute—in
small or large ways—to health issues as they are
perceived and formulated at the community level.
‘Whether the anthropologist i1s drawing upon valuable
existing resources or adding to understandings of
communities through additional work, the reai
chailenge is in conveying the results—to both com-
munity-tribal structures and to those working in the
mainsteam health care settings—in  culturaily
appropriate ways,

NOTES

1. An abbreviated version of this paper was
pr d at the ..nnual Plains Anthropology

an important sector such as health care delivery,
that for rural reservations generally means the
Indian Health Service. Topper (1985) has cogently
pointed out that enthropological research and
tesearch Tirdings often go unnoticed or ignored by
policymakers at higher levels. Topper (1935:2)
states that i1t is not enough to understand the
“general and non-accountable" relevance of the
community medical beliel system and expect that
the health care system will respond to our efforts.
He eladborates:

So what 15 it that we must do to gain access?
The answer is reatly quite simple, we must learn
their system. We must view our colleagues in
medicine and psychology as members of a
cultural system, and we must .wudy that system
as we would study any other. We must become
familiar with their beliels and values, thetur
myths and rituals, their langusge, their cultural
knowledge, and theit behaviorzl repertores.
And we .nust understand all of these in the
context of the environntent in which they exist
(1985:2).

Alhough Topper 1s making points that are of
crucial Importance in the larger tramning and
cevelopment of medical anthropologists, he reminds
us that to make the existing (often overlooked)
literature relevant, to highlight areas for improved
health cace delivery, to assist health care workets
in developing culturally and situationally appro-
priate programs, anthropologists have to learn about
the ways in which the mainstream medical system
operates in the community. Therefore, the anthro-
pologist Interested in contributing to community-
based programs involving heaith care of necessity
must Know the existing system and how to be a
"translator” between the two

For many of us, the words of the Sioux writer

Vine Delona's (1969) best-seller, Custer Died For

Q ’7

-~1

Aruitoxt provided by Eic:

Conference, 17-20 October, 1984, Lincoln, NE,
as part of symposium entitled "issues Con-
cerning Contemporary Native People of the
Plains.”

2, Gretchen Chesley Lang, Ph.D., is with the
Department of Anthropology, University of
North Dakota, Grand Forks, ND 58207,

3. The bill for reauthorization of the indian Heaith
.Care Amendments was vetc d by President
Reagan on 19 October 1984 (National Indian
Health Board (NHIB) Health Reporter 3(13-
14)).  Although IHS funding and services wul
continue, the "new imitiatives” contatned in the
bull will be lost (NIHB 3(13-14):2-3, 1984). Asa
"protected program,” the IHS will unoergo
budget cuts under Gramm-Rudman iegisiation
(NiHB Health Reporte~ 4(2), 1986).

4. The Five Sites of the Diabetes Evaluation and
Treatment Project of the 1HS (U.S. Public
Health Service) include the Claremore,
Winnebago, Sakaton, Albuquerque end Ft.
Totten (Devil's Lake) Service Units. -These sites
are located ' arras where diabetes has become
an inc.easing health problem among Native
Ame.icans, and where there was ¢ ) existing IHS
facility that served a sigmificant proportion of
that population. The project director is Dr.
Dorothy Gohdes, MD, [HS Hospital, Albuguer-
que, No.

5. Hagey (1984}, a nuise anthropoiogist, has ana-
lyzed a collaborative effort beiween the
Faculty of Nursing, University of Totonto, and
Ojibway and Cree in Toronto, to understand and
draw upon traditional meanings and metaphors
surrounding illness, especially diabetes. This
article demonstrates the possibilities for coop~
erative elforts in cross-culturai communication
in which participants creatively integrate
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medical belief systems for 8 sommon objective.
Hagey, as well as Judkins {1978), has pointed
out the subtle and complex factors involved in
perceptions of cause of illness and of trestment
strategies,

6. The Rosebud Resctvation health care delivery
system was highlighted 1n the NOVA television
documentary "Crisiz in Indian Health" (first
aired in the spring, 1984). An article ociginally
in the Washington Post vividly {eatured some of
tha difficuities Taced by Rosebud residents as
users of medical services (NIHB Health
Reporter 3(13-14): 16-21, 1984).
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Diabetns and Health Care ¢n ¢ Sivun Lommuniy
by Grercuen Cupsiey Lano

Gretehen Chesley Lang o3 an Asssate Professw, Degarimens of
Anthropology, Umversity of Nonth Dakwa, Grand Forks, North
Dakota 38202 The research discussed hert was «arned out be
Iween [982-1984 and was supported 1n part by a Faculty Research
Grant. Universizy of North Dakota A shorter version of the present
paper was presented at the Socuty for Apphed Amthropology meet
rngs «n Toronto, 1984 The author wishes 10 thank the residents
of the Denl s Lake Sioux Reservanon. the Diadetes Program Staff
@l the Fi Touen Indian Nealth Service Ltk and the FoveSttes
Drabdetes Projecs Director Dorohy wohdes, und members of che
Teibau Health Commuiee and Tribas Health Planner Cindy duna
quest

Nauve Amencs are 1y being conf d

then asseruon of iradiuonal values and concepts of well-
being and health as they cnnque Westem medical assump-
tonsand p Yer 1 factors, ding poveny
and unemployment on reservations. inadequacies i n Westem
health care delivery, and the fact tha a great majoniy of
health workers 1n the higher cchelons are non-Indians. are
realiies that | the 1ssues, S ful health pro-
grams will need to be structured 10 include both tnbdal and
chinieal parucipation if objectives of the Isdian Self-Deter-
mination Act legislated 1n 1975 (P.L. 93.638) are 10 be re-
aluzed in the area of health care and preventative medicine,
During the past several decades, daabetes melhitus Type 11,
also knuwn as n lin depend b ot
onsel diabetes. has emerged as a major health problem for
many Native Amenean populations from vinual non-exis-
tence 50 years ago (Eawon 1977; Knowler ¢t al. 1983; West
1974, 1978). An examination of Indian and Native Alaskan

witl hyer prevalence rates of chronk conditons, sometmes
referred 1o a3 ~discases of modemntzauon,” such a3 obenty, diae
betes, hyperiension, and coronary aricry disea se, Drabetes meihtus
Type 11 has emenged dunng the pest four Gecades 33 3 mayor

health for the past 28 years (1955-1979 for which
summanes are available [¢f. U.S Department of Health,
Education and Welfare 1978.1-2)) reveals sigmficant im-
provements in certain arcas, paruculatly in the area of som-

health comern, Compl with diabeti " bie discase and matemal and infant mortality rates,
difficutt for all dabetics (I, Eckerling and Kuhrs 1984) n Native bui increasing prevalence of and Iity due to duab

Amcncan ws foi non Natine A hyperien ton, hol suicide and h de. As a result
health workers 10 oblaun an undersunding of the socul of h in the mid-1970s of the Natienal Commssion
and cultural meanings of behaviors that wall be affected by ther on Dubetes, and in resp toan g preval ate

apeut This paper of diabetes
and prescnbed therapeutie repimens by duabetics and their famuitics
1n 3 Stow community, Views on foods. dict, and thedietary Change
that has occurred over the pastoeatury and & halfmay heip eaplain
patienit iknowledged low compliance with duabetic dicts A dise
unction is madc deiween way back  foods and contemporary
Incian foods. Socusl and Symbolis a3pects of prescni-day tood-
ways may be drswn upon by dicticians and health workers (o
promote swareness of the potential benefits of lower<alone dicts
The roles of a recest Diaberes Program ay the Indian Health Ser
wice Clinkt and of the Tnbal Healih Office arc considered with
respect to developing community-besed health objectives

Key words.  diabdetes, dictary change, Indian health

Diabeie, s an increasing heaith prublem fus many Natec
Amen ans This paper will examinc diabetes and diabetes
management on the Deval’s Lake Sioux Reservauun from
the perspecives of the communiiy. diabeties and then fam
shes, and a Diabetes Program of the Indian Health Service.
s susested thay for Sioux diabeties dafficulues with it
wnbed treatments, dictary repimens in pan uias, stem from
political and ideological factors as well as from economic
and situational factors. The Sioux view the underlying cause
of diabetes as another development in the majou lifestyle
<hanges thal they have undergonc, especially duning the past
centuly of reservation hife.

In a recent review of rescarch on health and healing amung
Native Americans of the Plains regron, Kemnazey 4980,
272) pointed out a lack of reporied research on present-day
heaith issues in theu social and cultural contexy, In paruculas,
he urped study of the rel hip bewween ind med
wal systems and Westem medicinc and health care delivery.
Health edwaturs are bevoming increasingly aware of the im
porance of understanding the  medical behiel sysiems  of
their clients, and Native Amencans are increasingly vocal in
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of drabetes 10 rates five 10 cight times the 5% U.S. all-races
rate (Eaton 1977), a Mode! Duabetes Evaluation and Treat-
ment Project wath Five Sites was developed through the In-
dian Health Service {(1HS) a1 Headquarters West, Aibvquer

que.’ The present rescarch was camed out at one of these
sies on the Devil's Lake Siour Reservation 1n eastemn Nornth
Dalots, where the Ft. Totten IHS Chinic 15 locaied.

Duning the pasi two-and-a-half years | have been coliecung
information fegarding nealth behiefs and practices, food bes
hefsand dictary preferences. with a particulat interest in how
they bear upon an und ding of diabx and duab
management by diabetics and their famihies. Furthermore,
two objectives centered on % alth care for duabetes: 1) to
examine the approach and role of the Dubetes Program in
the contexi of the larger sociotconomic and culiunal features
of the reservanon community, and 2) to address some of the
ways sn which such 2 program may mect some of gts {ong-
term ubjectives regarding diabetes prevention and manage.
ment in this ¢ With the app i of the Trnibal
Health Cummuttec and cooperatson of the Diabeies Program,
1 have camied vul hume snterviews and have made on-going
home visits with a study group of 20 diabetics and their
families. 1 have also interviewed and talked with a broad
range of residents of the reservation, and have paicipated
iD varnuus ¢ cvuuts and Dunng this
time | have had an opp ity to see the devel and
the growth of the Diabeies Program, and have likewsse ob-
served an incrcasing inbal awareness of diabetes 7 major
health convem In spite of this recogmition of dia vasa
health problem by iribal lcaders and health care workers, |
du nut pretend that diabetes «s the man convem of most
peuple in then dasly dives, howevel, st may be useful to ook
4 (he Dnabetes Program as a wase study in which larges heaith
Lare sssucs as they relate o a patiens population, the tnbsi
structure, and (o the clinse are brought together.
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Diabetes and the Devil s Lake Sioux

The 108 P of diabetes among the Sicus
reflects a larger trend among many Nonh Amencan indian
populations, and more broadly, non.Western populations in
diverse parts of the world. Indigenous populations 1n Occa-
n1a, Aust.ahia, Afnea, and pans of A sia arc increasingly seen
10 have high rates for diabetes (West 1974, 1978) In a cross-
culeral uudy of dabetes pnulmcc rates, t;.uon (i977) has
a d to the this in+
cmn and scveral fmon sn the magor hfestyle changes of

1) redvoed energy expend of individ~
vals whose lives have become more sedentary, and often
urban; 2) the ehange from a diet highin fiber and unrefined
carbohydrates 10 & diet high in refined carbohydrates and
sugarand lowin ﬁbcr and 3) stress due to acculturation.

Though i studies have net
beenocoaducted, 1t1s esimated that more than 20% of Native

Amencan au® 3 over the ag¢ of 35 on reservauons in South
and North Dukots have diabetes (Dubetes Program 1982,
Brousseau et al. 1979), which may well be an underesuma~
uon. At the Dewil's Lake Sioux Reservauon, a crude preve
aence rate based on the number of diabeties -aves 33 years
of age (N == 163) wath respect to the tous POpula 10n over 3§
years (N = 657) shows 24% of the population as having di-
abetes or impared glucose toterance (Indian Heaith Service
1983).

From the viewpoint of health personnel. once diabetes 15
du;nw:d the pnm:.:y sk 1510 rcgume blood sugar levels.

inctude, d ding upon pa-
tient's oondnuon 1) stnct dietary reguiation. 2) dietary reg-
ulation along with orsl medicauon, or 3) dietsry regulation
along with snsulin, Obenty 13 very onen associated with the
onset of diabetes and, though the exact retationship between
obenity, od body insulin performance 15 unctear (Keen 1 ad,
1979, We st and Kalbfieisch 1971). 1t has been ¢*monstrated
that for t se maonty of newly-Giagnosed cases of Type il
diabetes, weight reduction may uuuhanlly reduce or alle-
vizle 3y and the (Maurer
1979). Thus psuents are usually instructed 10 reduce their
calone (ntake, (o exerase, to carcfully schedule meatumes
and 1o measure cormect proporiz2as of catbohydrates, pro-
teinsand fats in their diets.

The Sioux have a hégh rate ¢f obenity; an informal survey
of 100 walk.in patients showed 60% of all ~linic patients to
be 20% or more overweight (based on ht/wgt., Metropolitan
Life Insursnce Tables 1980) and a survey of 100 diabetics
showed 829% 10 be 20% or more overwaight (Butts 1984) '
“The dicticran esuated a high calong intake and an acvom-
panying low physicel activisy ja° or many of the otder
overweight dusbeuc individuals, FEnEing from 2, 5004 300

76

abetics were precise about their most recent blood sugar read
ings. Curten® body weight, and medical histones (as eross.
chewhed witn their medial records). and indicated a n gular
schedule for 1aking prescribed medications Yet the majonty
(7 ou " 20) stated that they did not follow the dietary
regimes.. though they alf indicated their knowledge of the
basic ‘rules™ they should follow in food selection and menu
planning. Food prefercnces, expense, and lack of timein a
jarge household were the most frequently given reasons for
lack of ¢ suipliance,

Diabeuies and r.on-diabetics ahke exp d their fechngs
1bout being overweight candidly —they “hke to feel full,” or
“Indian people like 10 cata lot,” and relate this beek to hard
umes in the past, People do not voice a concern about their
body weight, though duabetics are more sensitive to the change
from a formerly thinncr population, recalling their parents
and grandparents. Two patients who lost 20 or more pounds
said that other famtly members discouraged any further weight
loss. saying that the patients looked "sick * With one excep-
tion. dusbetics (N = 19) were precise about their weight his-
tory. present weight and the numikr of pounds that they
were advised 10 fose. Of these 1S patients, 12 indicated—
despite recommendations » lose weight—that their cusrent
weight was “aboutright,” .l 7 patients indicated that they
were trying 10 reduce. In genenal, Dakota people today ay-
soc1ate bigness and heaviness with a serse of well-being and
health,

As all dietsc1ans and health workers know, comphance with
such day-to-day (and often hfe-long) diabetic regimens is
difficult for many patents (¢f Dracup and Meleis 1982, Eck-
ertingand Kohrs 1984, Haynies etal 1979, Sackm lndlhyms
1976) Funh li may be d by fac-
wrs of poverty (Kosa et al. 1969, Roth 1969. Suchman 1965)
and by wultural factors when patients are of a different baek
ground from the mainstream med..al care providers (Hu
wood 1981, Mechanic 1972, Snow 1974), liness. as distin
guished from diseasc, 13 strongly influenced by culture, and
15 part of & socusl system of shared meanings and rules for
behavior (Kleinman et al, 1978.252). Thus, cultural orien
tation may nfluence the ways in which illness is presented,
how care 15 evaluated by the patient, and how one cares for
oneself (Foster and Anderson 1978.251, Kleinman etal 1978
252).

The Denil's Lake Sioux

HistoricAL BACNGROUND, Present-day residents of the
Dewil's Lake Sioux Reservation in east-ceniral North Dakots
are, in the man, descendants of the Eastern and Middle of
the three major diisions of the Dakots or Sioux people
(Feraca snd Howard 1963, Howard 1960). Though elderly

caloneday. To date, 24-hour recalls or obser

surement ¢ .Wsyintakes havenot been systematically umed
out, nor May this procedure be feasible 10 do at the present
ume. except 23 3 inethod for some individuns dietary coun-
seling by the dietician.

Of the 20 ciabeties in the study Population, nine were On
nsahn and dietary regimens, ten were on oras hypoglycemie
agents and dictary repimens, ana One was on a dictary reg-

:nalone (this was rep 1ve of the distnbution of the
tnerspies for the larger diabetic poputation of 163). Ail di-
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dents at Devil’s Lake today do not recall specifies about
theit forcbears' locations in the pre-reservation penod, they
vorce uear and often ideatized i cas of the lifestyle and well
being of theit ancestors in the pre.reservation and pre-Eu
ropean past. The Middle Division of Yanktonais and Yank.
1on peoples moved into the central Missoun River parklands
by the seventeenth century. whiie the majonty of the Exstem
Dakots Division—tlie Santee —remained in Minnesots unuil
the middle . the th century The iraditional sub-
sistence pattems in the woodlands centered around hunting.
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6shing, collecung wild plants, and the minima) rasing of
com, beans, and squash along the nvers and jakeshores of
Minsesota (Pond 1860-1861, Skinner 1919.107, ct. Howard
1960 and Landes 1968 for summanes and sdditional infos-
mauon). By the tae cighteenth century and first hatt of the
nincteenth century, wars with the Onibwa, white scitiement
(Eastman §849) aiong with oulbreaks of smailpox and chol

Tutk REstry ATIoN COMMUNITY AT PRESINT  The De
iis Lake Sioux Tnbe today has an enrollment of approxa
mately 3,100 individuats, the majonty of whom residein the
four<couaty regzon withan the ongnal reservation bound
anes. Included n this figure are the approximately 1$% of
wic tnbal membership who currently live outside the .om
munity Acwording (o Bureau of Indian Affains figures, in

era (Meyer 1967.69) and ent to Indisn

within Minnesota contnbuted 1o extrems poverly asd hard.
ship. During these years the Eastem Dakou, including the
Suxton and Wahpeton bands of the Santee, continued to
join up wath the Yankionais and other groups in the Dakotas

dividuai indian and inbaj holdings presentl)y total $4,00C
apes .29 o1 the oNgnai reservation acreagei though almost
haif of the usabie acreage 3 leased to non Irdian ranchers
and farmers, Acvording to Meyar (1967 228). the onginal
screment patiem on the reservation was 6V€ 01 i man
e by the .890s agents had encouraged a relo

for large summer buffalo hunts, but their oversail
pettern rematned the fall decr hunts, trapping, and the col.
fecuon of plant foods, especially wald nee, mapie syTup and
the pranie turmp (Haderman 1978, Landes 1980) Hotze
kamm (1983.226) has recently argued that Eastern Dakota
involvement in the fur trade madc it possbic for them to
aoquire horses and participate in the bison hunung cconomy
of the Plains bepinning as early as the seventeenth ntury
and ing into the h century. Lnlization of
the prurie resources fanher to the west is carefully docu-
mented by Nurge's extentive (1970) articie on the traditionas
and contemporary diet of the Sioux.

The Dewl's Lake Sioux Reservauon Treaty of i807 in-
corporated membera of the Cuthead bands of the Yanatonais,
aswel) as Eastern Dakota Sisseton and Wahpetonband mem-
ters. The Annual Reports from the rescrvation superinten.
dents 10 the Commissioner of Indian Affairs (1807-1904)
andother ofia reports (cf. Meyer 1907) poriray conditions
on the Devsl's Lake Sioux Reservation in the years {ollowing

1867, Thes< records document the effors 1o conven the Da-
kot to farming through the distnbution of rations, seed.
farming equiPment (atbeit often 1n poor repaur of outmoded),
and bivestock. Meyer (1967.239) points out that stiempts o
encourage farming were relatively successful dunng the fimy
135 years, in pant due to efforts of Indian Agents McLaughlin
and Cramsic (Meyer 1967.234), butan inadequate supply of
cqmpmem. small annual govemment lppropnlllons. and
severe droughts and buted to &
downhill shide, The majonty of residents tn the 18903 found

cauon to individual larming plots Albers (1974 181 points
out that hinship cdusters were mainuined and developed
dunng this penod and were the basis for a vahety of socal
and ceremonial assocuations Dunnz the past 30 years new
gov h has replaced more than half of the log
homes and smali frame houscs tha were dispersed across
the rescrvation. This shift of housing from a rural xtdement
pattem 10 concentrated areas of sngle and muluple unst
duellings has been blamed by otdes residents a3 che wausc of
whai they sce as more social problems: trouble making by
young people, trampling of g3tdens, more noisc. and more
auiomobite traffic. One clderly spokeswoman sees the un
crease in dubetes along with these problems a3 a result of
stress Caused by crowding into new rendential areas
Preseni-day Dakota families are large, and houscholds fre
quently include members of the extended family, represeni
ing three gencrations with perhaps iwo of more adults with
scverai children €achan the middlc . ¢ration Grandparents
provide ancxtremely importani rolcn the ove alletonomu
and cmotionsi support of these extended families, serving as
2 home base for babysitung, with long term and some
tmes permanent are «f grandchildren Older women are
often in charge of covkung a isrge daily meal for houschold
members and othet rcian  ~ 80d a4 is cOmmon for ame -
meal to be served to i0-4. - -ple each day in many houwe
hotds. Individualand family o wotks of affiral, consanguin
eaiand friendship bes extend be  ad the rescrvation bound
lry. the onginal band, o tnbai J:vision In an extensive

hi ai and eth sua. 0 Of the structure

themselves simost completely dependent upon gov
rations consisung 0f green coffee, dned tea, sugar, flour, sai
pork, and some handouts of becf,

The carly decades of feservauon kife were more successful
than what was 1o follow dunng the first half of the twenticth
century. Fi of individual al tecame
an increasirs COMPLICALion in the usc Of fease ot properlics.,
Droughts snd the general economic depression of the 193us
fed to an i poventy including food shorages and
conunwng relance O govemment rauons. These conditions
cosunued after WWII 1210 the §950s. §1 13 of these decades
that older persons speak most vividly today in the 1980s.
the yeara 10 whuch they were young adults and surung to
raise therr familics. They bitterly recal) long watks i1n the

and composiuion of the Devil’s Lake Siwux sommunity, Al
bers (1974) has descnbed pre.feservation and contemporary
socaad systems linking Dakow throughout all of the Plans
region Such alliances and flexible support sysems are rein
forved and renewed (oday through such mechanisms ss give
aways held at powwows, naming ceremonies, memetials and
othes ocxc3sions such as the Sun Dance in whish people travel
to distant communities for often lengthy stays Dunng the
summer many familics frequently iravel by vai fol viss and
weekend powwow celebrations in these distapg pisces. There
arc also special fnendship bonds and fictis ¢ kin relationships
tha fusther resnforve shanng and support between individ
uxis and kin youm. Numerous school. chureh, and other

coldest winlers with about no biie trans.
portauon, “hether O 10t ,00d supplics (ofien the mainstay
w3 potatocs) would fase the winier, Xeeping sbreast of the
need for firewood nnd fresh watet, and cup~ag wath incteasing

lcoholsrelaied and & svch a8 p
tuberculosis, lnd influenza.

Q 76=12¢ 9 = 88 = 4
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draw people together at all limes of
the yeas. Pood plays acentral rulen mh fevel of interaction,
and 3 onc of the most imp of huspitaluty ay
both the family and community leve!

Today, most humesare equipped with mudess. but modem
apphances, including propane of clectnic stoves. indoor
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P {and sionally freczers). ielivision
scts and radios. Few homes have such conveniences as dish-
washers or automatic washing machiacs and u.yers, By sian

dards of the larger American society, the majomty of famuies
at Devil's Lake refiect a pattem of rural poserty In 1953,
62% ofadults between ages 18-64 were unemployed (Bureau
of Indian Affairs 1983). nearly onc-third of those er pluyed
have an annual income of less than $5,000 (Grind Forks
Herald, 4 Mareh 1984). Here. | will simply indicaie some of
the small realities of daily Life by menueoaing factors such as
unpredictable or no avaslable transportauion in a harsh ohi-
matc. not having a icleph breakd. inap-
pliances such as electne pumps for wells, plumting, ard other
1temns of technology tha: are expensive o have repaired, and
fong waits a1 government and tnbal offices and often at the
chinic Tnbal leaders and the Tnbal Health Committee are
especially concemed wath recent cutbacks in g2

4nd

78

em toodsare descnbed s siowiy poisoning us, 33 spoiled.
and a3 unheaithful These tradiuonai foods were pant of a
lfestyle when  peopie nived to be 100 and weren tsick with
ihe discases we near ;bout now hike cancer. heart discase and
diabetes. one clderiy woman said, This same idea was voi0ed
by many others in conversations about dict.*

A disunction shouid be made between the wald plant and
game foods tha are viewed as tradittonal foods{ way back )
and the foods that are idenufied as “Indian. such as fry
bread o rich beef stews. and often served at  Indian’ oc-
«asions. Whenever possibie. these Indian  dishes incor-
porate iradinonai ingredtents, such as buffalo meat or prane
turmps used in stews, and ¢an be seen as having an important
oi¢ 4N soc1al thai afirmn and Indian
idenuty as well as serving as symbols of a non-European
past.

.

inbal poutions at &l levels. 2 high prevalence of alwohoi
related p . and the chall of and ,m
proving program stanted dunng ihe late sixtics and carly
sev enties such as eldetly housing., the nursing home, the havi-
way house, and a family counscling center

Traditronal Foods and Tradiional Medicine

Foous asD DIET. Among the Dakota ioday at Devid s
Lake, a few older peopic wollect and prepare ihe food pianis
iha, werconce abundan.  the wooded hulls and open praines
in thus region Others andiate an snierest and nostalpia in
such “way brek™ (Lang 1982) foods. and iry to obtatn them
from friends or relauives for special occasions. The items
mosi frequently ment.oned include Praific (a3 wipsind),
chokechernies (cham puhy, buffalo berries (mastinha pute),
wild vnion Wshing. Sune bermies or Saskatoons {mipasiaa).
ied plums teauniah). wild antichokes (panghaij, wild sce
Wpsin) brought over from Minnesota, meat prepared as pem-
mican. venison stew, and occasionally rabbit, Some families
raise "Irdian"" com (wamndhesa), parching the kemels for
iater use in soups and stews Ethnobotanical reponts and
compendia of native foods and their usts show th- broad
range of usable plants that acre used for food and in the
pharmacopeia {Densmure 1928, Gilmore 1577, Nurge 4950,
Rogers 1980. Vogel i970) Today, older medicine men and
son.c ciderly women and inen know these resources. but in
gereral only a few of ihe above-lisied 1tems appear in ira-
ditiwnal’ .ncals—ihese are the praine wumip added fo stews.
com soup. chokecherry balls, plum janm, 3 berry soup Buf-
falo and venison—or becfalo—are usey w Major stews for
soulal xcasions such a3 social dances, school programs. me-
monal naming . 01 3P d din-
ners puton by famulies for selativesand fmends during visiis
or celebrations

When »sked about pieseni-day foods and Giet, people in-
+antably wmed the conversion to the tradional pianis und
wild imeof the pzst, thern o a cummeniaryon whiteman s
fooas *tn contrast 10 these former foods. and then to history
and poliics as reeas o2 and interpreied The cause and in-
crease of diabetes in particular is associated with this o ¢tary
<harge to “canned 4nd store bought foods, «nd these mod-
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vy dictary prefe the Deval s Lake Sioux
Reservaion.as those des.nbed by Nurge ¢ 49 70) for the Rose-
bud Lakota. reflect the history of the rescnvation pentod and
rhe ycars of govemment rauons and. more recently, govem-
meni commodity fvods. The basie starch food 13 the potato,
andif people have gardens, potatoes and comare the primary
food plants, followed by onions. squash, occasionatly tumips
and carrots—all foods that ¢an be dned or stored 1n cellars
tor the winter. Commodity foods are used by an esumated
85%-90% of the houscholds. allotted on a per capita basis
ipersonal communication’ and provide canned meats, veg-
etables, fruns packed yn heavy syrup, macaront. fice, vege-
tabic shurtening ysubstituted for iard), and flous, sugar, sah,
4nd peanut bunter. Fry bread. pan bread, and oven-baked
bread and rolls, fried potatoes and bacon. ¢ggs. nch soups
4nd stews (preferably beef) and sweet rolls. cakes, donuts,
<nd cookies are maincompanents of large famity meaisalong
with vanned vegeiables ana fruits. The fuod groups that are
undemmepresenied in dicts are usually green icafy vegetadles
4nd fiesh fruns. Disbetis siressed the difficulty of fotlowing
unti-atone diabeus diets which they dessnibed asinciuding
unfamiliar, disliked or expensive foods.

MeuiLing. Awounis of iradhtiunal Dakota rehigious belicss
and practices have pnmarily centered on the Teion Dakuee
W esiem) groups, with emphasis upo™ the most dramatic v
the seven sacred ntuals. the Sun Dance (Grobsmith 1984,
Hassnck 1964, Liberty 4980 [cf. review of Sun Dance schol-
arship). Powers 1975, Waiker 1980, Wassicr 1912). The East-
ern Dakota share Many uf the basic assumptions and ideology
thas underhic che irad i rehig system tLandes 1968,
Lowic 1913, Lynd 1864, Skinner 1919). yet ihere s no com-
prehensive examination of Eastern Dakota rehgion n s
sueial and cultural context Lowie 14913).1n a discussion of
ddnee associations. suggests less forrnai orgamizauion and
elaborauwn of praciices among the Easiem Dakota a1 Sis-
seton and Devil’s Lake Reservations than was found among
Wesiemn Deaxoia soceues. Historical impressions and de-
siiplons vl kasiern Dakota in Minnesota before the reser-
+d40n period are iikewise differentiated fron tne Teton High
Plains culiural pattems

The hiswory vl A hasuan missiomzation. the length of ume
4nd lwalivn un he Plainse and histonicdl factors such as
wiuvh bands wele silled un pancular resenvations and the
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more recent presence or absence of ritual specialists in com-
munitxes (there are no fecogrized medicine men at Dewl's
Lake today) are contnbuting factors in shaping individuals®

1n trad: relipon. Grob s 1981y de-
unpuon of the highly compiex and diverss ways in woch
individuals and faualics are involved in both traditional ana
Christias religions a1 the Rosebud Reservaton is applicable
to thecommun *vatthe Dewil's Lake Reservation. At Dewii s
1ake. | have aiso found that prople vary in their rehgpous
one raany people ¢ thetr Cathol yer
are most knowledgeable about Dakota belicfs and

into broades rcalms—severai arcas of shared agreement are
put forth here:

i) diabetes as a general phenomenvn as an afflicuon that s
affecung Dakota people bevause thear whole hifestyle us
out of balance. peoplc are not  hiving nght™ anymore, the
times are not good,

2 diabetes is the most recent instance of white man’s de
su-umon o”ndun soc:ely and a.lmm Aftes all the other

d measics, tuber

holsmy, ‘now thereisdiabetes. * Toespecific

culosts, al

a few families arc committed members of the Native Amer-
ican Church; some call themselves “tradiuonalists™ and are
actively engaged 10 pipe ceremonies and x¢ calied upon for
singingatevents swch as memonal ceremonies which soquare
knowiedgs that many do not posuss loday. soz.2 andividuals
are about the p ¥ men s power
23 opposed 10 the past powers of the “holy menand women
(wicasa wekan and winyan wakany and the mediaine men
and women (pejuia wicasa and pwa winyan). These niuai
specialists are distizguished partly by therr heahing methods
{cf. Powers 1975 with the use of supernaturai power versus
the use of herbat medicines and 2 knowledge ot specific med-
ical techiques.

At present, a number of residents at the Dewil's Lake Re-
servationtravel long distances 10 Yuwipi healing ceremonies
(«cf. hemnutzer 1976) fanther west, a number of muiddic-agea
men are currenty ivolved (n swean 10dge rituas and pun-
fication for viston-questing and paruipation i the Sun Dance
held at sites in westen South Dakota. Personal-socizl net-
works bning people a1 Devil s Lake into the lasger Dakoa
society that exists throughou: the Plains, and 2 main reason
for travelis 10 PArLAPAIC in ceremonial and 5003ad oucasions
(Albers 1974).

‘With respect (o healih and heahing, present-Cay nitual spe-
cialists, as those of the past, stress the unity of mind-body
1n an individual s well-being and siaie of heaith. kemnatzer
(1980) has generak ed for Plains cultures that ““discase fis)
VIEWeOas3 of breaking a sp pused aboo
At Devil s Lake, older traditionalisn wy thas disease may
result 2long wath other misfortunc, 2» «i not keeping

a promise (cg.,neglecung toholo e wwital ceremony
for onc who 1s deceased after intendin,, w- du this, or {o not
Illow obligations undersiood in a vision. »u.h as 1aking up
a sprntuzl calling). In a related $¢nse. discase «» €€ (L result
ftom icading 2 “bad lifc. monaily and spinssany. Sorcery
docs nol appear to be perceaved as a speafic yause of illness.
though oider people enjoy recounting snsiances in which

powerful medicine  was used in gambhing, romantic pur-
suits and s¢xual man:pulation, and ymetimes in causing 2
person (0 be susceptibie (o iliness or failing in energy. The
cffects of such ‘had medicine must be reversed wath the
intervention of 2 ntuat speciahist.

Pcopic at Dewil s Lake are wormnied about the increase in
diabetes. Though undersianding of diabetes as a disease de-
fined by the Westem medical profession vanes irom indi-
viduai (o individual, mos: peopic inciude Westem desenps
uvns and in such a3 diabetes funs
in our family or diabetes sianied when | bewame over-
weight  On another level, there are perceptions that exiena

O
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pathwas s thrwugh foods, espeaially 1a thewr processing
and packagpng.

3; diateiesatself asa condition may not accessanly be treat
able by (raditional means beciuse st 18 3 new condition
and Jere are no specific remadies for it. Also, there are
Tew, if 2n, . madicine mer who have “power”™ that would
be requared to ireat this weadiion. However, somie peopic
spoke of medicine swch who have treaied diabetes in a
Juwipi cerere ony on othes reservauons dunng which tim.
paticnts Were a ,vised fo suspend Western duabeies med
icauons and to follow prescnbed dictary and punfication
regimens. Several people spoxe of herbal preparations
{hquid) available in Canada of Texas that would “cure
diabetes” and allow them to follow unrestncted dicts.

The powerfus symbohic dimension of foods is well known.
Fuods are an imporiant clemen of sov.a idenuty, foods play
signuficant roles iB cereMuuas Suth as in the “fecding of the
dead in the memonal ceremuny held anc year after a per-
son s death. foods and ail elements of the natural eaviron-
ment io the Dakotaarcof W akan Tanka. TheGreaiSpini.
Foods, whethes wontemporary ‘Indian foods’ or the yads
tional “way back™ foods, are regarded even more highly now
whien wad planis and game are difficult to obtain, The tra-
ditional foods that are avalable. but in short supply, are
imated aimos: exvlusively for ceremonial and special social
occasions.

Besdes the high ivgard Jor trad i foods and med; |
plants, and the importance of the role of eaung and food in
marking soclal 0ccasions, there s another dimension that
cmerges. the poliics of foods and dicts as prescnbed by
Western health care pivers. Diabetes s perceived as another
imposition on Indian people by Europeans or ‘whites,” and
dictary regimens ace percerved as (elling people how to live
thest hives. It appears that there 1s a poliical statemenr here
reminisc fLunc $(1971) discussion of excessive alcohol
use by ma1  NauveA asa ‘protestd:
and affirmation of Ind..a identity. While ;1 may appear 1o
be 4 contradicuon that tere ., 2 reluctance to take op re
stn.ied dictary regimens that may chminate some of the

d hazards f modem-Aay loods, the diabetic dicts
(uong with other &y regimens prescnbed) invadc 2 most
P | and $Ovidiy sMP eaung habits. At this
poini. health betrefs and then daily appliation i mantan-
ing and taking care of oneself can be Lonsidered at another
level, bow comphance with presknbed dicts 1. not because
of in\ ble p ves b onc waedical system
and another regarding the d b: of heaith. nor
of an inabihity tv change dictary patterns. but can be under-

255

YOL 44 NO 3 FALL 198

%



31004 25 2 31atcment vf recaiicd hisiory and vn-guing indian-
whate relations

The Diabetes Program at the Fort Tonten IHS Chinie

The Drabetes Program has worked wwwards idenufyingand
ircaung individuals with disbetes and compliativns i i
abetes. Ai present. 167 doabetios have been cxaminea by the
nurse. dicncian. and cither the wusiting endocnnolowst vr o
regular staff dowtor Though there are endoubtediy some in-
dividuals who may be devcloping diaberes o. who do nut
know that they have the condinon, this progzam has drawn

10 diaberes as & £ health problem in the

practicar nurse on the Draberes Progiam stail 15 2 middie-
aged Dakota woman who grew upin the communtty and has
worked for many years 1n 300131 and health senvides on the
resenanon Many people comment about the 3¢ individuals
saying that “she hnows us because she 15 from here. you
know," or “she has visited Us 10 Our home and knows us.””
White-Indian dist.nenions (and Dakota/non-Dakota distine-
J10ns as wail) are imponant factors 1n interactions and per-
wcpuvns oi people 1n this community. These disnnchions
nave pasticular signufnance with respedt 10 2 ahite-doma-
aatea viinie senving an indian populanion. Given the s <ox that
there are pot enough Indian (01 Dakotar health s waikers
10 fill some of the chnic ontions, the umyontance of coan-
nuily of heaith care workers «an be sesn as <ruial for the

«ommumnmiy and has parily allev.ated the mysicr.ous fecung
that peopic have about its inCreasing occumence. As a resuit.
more people have come for blood sufar readings ur tos an-
formanon about dabetes and abour woight reducuvn

The Fi. Totien 1HS Clinic has a patieni populanon of
approximately 2.80G people. the majorr'y of wheTidi. ¢ with-
a0 the reservation boundanes. The hinic has had a wrge
tumover of physiuians, and 2 fluciuation of vacancies a1 vai-
10us ievels including positions for physivians and a senvie-
unit director (this was recently filled; Physiczans and nurses.
ha.e a heavy daily patieniioad. Pauents svquiiing huspitdi-
12aticn are sent {o a focai hospital in a neardy farming vom-
munity i4 mles o the north. 4nd to two RIMEEr rigivnas
medical centers 100 and 150 muics 4wy Revent ficid hear-
1ngs {Select Commuttee on Indian Affairs. U S. Scnate 4983,
1983) on the current status of Indian healthan the larger IHS
Aberdeen Area tha aucdudes this cinic have highhighted the
protiems of resers duwn paucnis. iack of avaiiabiaty vi aans-
puranin o adequate medial fauhiues, lung waii> ¢n the
ohinic 10 se¢ the doior. and difficultics 4n gaining emergency
admissions anto nun-iHS Lontravt hospitals. S¢me vl inesc
problems may be lcss severe a1 Ft Touen han ai .arges 4nd
more remote resen auons in South and Nonin Dakvus. but
all the abo ¢ problems are importani concerns vi boih intbai
members and subject (0 vocal crtkism ouisnide the wime
setung,

Nurses and the pharmadist are especially smponant ¢n
O atngnf aboui the doctor - diagnosis und
adyice, especially when the doctors have heavy sheduics
Someciderly pattents, for whom Engiishisa seeond language
have an obvious need for ransiauon Healih workers who
have been a1 the chnic fora num' or 0f years may be Lountea
on by patients for (ianfivanon of the doctor 5 Txplanauun
and prescniptions Over ume. some of taese heanh care work-
ers become famitidr with the medicai tustory of patienis, mas
be awarc of thewr nouschuid and iarger famuly organicaven
wn1ses that May have occurred. and ihe gencral patern ol alig
and cvenis on the reservanon. Despiic a growing number vl
Indian Heaith care professivnais —cspeviily through ihe in.
dians-Into-Mediune Program at the Unaversuty ol Nunth Da-
kuta Mcdical Sche oi—none of the registered nurses o3 due-
tors at Fr Totten Chinic currently are Indian

The Laabeies Program has bencfited from oniy une tum-
over n ~taff duntng the past four-and-a-haii years ihe snnas
director was a Cashohie nun R N of wante-indian ancesiry
whugrew upon aioval flasm near the reservagon Thecumont
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P of good healih care.

The Dnzbewes Progrzm Offie. Ixated just off the generai
waiung room of the 1arger wnni. 15 open each day of the
week for both walk-ins and scheduled patient visus. These
nvoiv ¢ biood 5ugar dererminanons(gs. (fally mndom b.od
SUgAT {es1. though 2-hour post-prandia. blood sugars are car-
5ed oyl ON NEW PALENLS, PIe-naah screenings are done on
ail pregnant women 31 28 weeks #n thus office as welly, blood
PTEISUTTS are taken and chicnss are weighed. The consuliing
endousinoiogs. from the Lnaversity of North Dakota Med-
144 Snoos saff Foids a3 full-d3y chnie every other week.
appointment cards are maned oul durng In¢ previous two
weeks 10 approximately Ju peopic who are duc 10 see the
doctor. and approumatciy 60% of these patients appear for
the appontments Walk-ins arc aiso seen by the doctor.
bringang the paucnis seen (o <0~25 for the doctor s chinic
day,

The it Dhabetes Program siaff camed out the same
gene1a) tasks. tnougn \he vperauvn uf the program has settled
into 4 smuother rouiine oved ume. Despite the seemung low=
interest 16 tollowing the diabeis dictary regimen. the wo
aictivians have suncssiveiy adapted thair edusauonal efforts
1n 45 JUEMPL iu meel Pancnt preferences. The former dicti-
wian deccioped 3 boukletl and pamphicts in an antemps 1o
wItte yui and diagram dretary plans thas fit in with her un-
aersianding of local food preferences and the types of food
< d. The present d spends more time meeting
with individuai patients and pianning oui menus that take
ntv coutsideranon thas personai food preferences and uses
vi vormodity foodstuffs The practical nurse who knows
many of the ¢:aoeues and thar famibes visus homes with
ine dicuclan and o1 R N, directore drnves paticnts who have
ny transpontanen o and from the chinie, and delavers med-
wauon (these tasks avc aiso carmied out by the Commurity
Hcanh Reorescnianves) Speciai revords of ali diabetics are
kepu up-1o-daic and the hies arc checked pertodically o see
i an diabeuss have been contacted for appointments and
4ave dutually come for an appointment over a given penod
vl ume i not. addionai efforts are made to wall or pay u
hvme visit. 41 whivh ume 4 blood sugar test van be done

in spuc of the busy scheduie of the endocrinotogsst. dia-
beties speak highty ot tns manner and tus ircatmeni pians
They aiso speak highly of the nurses and dictictan There us
4 genuras kndency for peopic Lo speak mos posiively of
wutside speuainsts who «asi the chinic or (o wnom they are
reterrad 31 Othey medicdl ceniers, lkewise, pay cmis €njoy the
APrasdi S1ates o) Ahe Dnabeses Program office anat s set apant
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from the rest of the chiric. The overworked and often chang-
ing physicians at the chinic are viewed much less fasorably.
aad incvitable long waits do not contnbute 10 patents’
impressions Diabetics and their famuly members hase in
creasingly come 10 the Diabetes Office to repon non-diabe-
tes-related problems: staff members belp channel them 1o the
appropriate doctor ornurse in the larger clinic . Yese aspects
of the Duabetes Program suggest the simple need for more
personal contact time and communication between: health
care workers and clients at all levels within the service unn
Duc in parnt, perhaps, 1o the influence of medical and ap-
plied anthropologists, there has been a notcsable rise 12, in
terest by health care workers within the Indian Health Service

81

The Office for Tribal Health and the
Tribal Health Commuuee

Uts of the divisions of the Dewal s Lake Sioux tnbal gove.
cnment 1 the Office of Tntal Health. Dunng the past five
years, iere have been two non-Indian directors, each sub-
sequertly moved into hospital mncne
reservanon facihues. Currently, this office s headcd by anew
darector. 2 young struversity-trained Dakota woman who grew
op in the y. She 2 vancty of progr
including tnbally-run Indian Health Service programs. fed-
erally-funded speaial progs and some coop state-
mbm projects The Office of Tnbal Health also ir-ludes the

and by state .‘.nd tocal hc‘:!_un : ics 1 .‘ X Hmm ¢s. the mental nealth pro-
0 n; Lof lndnx‘n I Agr N gram. tke ch dency the group home.
number of w and health the resthome. and the health uUn.

bems offered at the commuzity level by health carc uoikm
cfforts b modem r-edmx care pro-

der the present feadership. thus office 13 also increasingly per.
(=19 cd asa health advocate for individuals with problems or

vxdm and Indian lezders occur in both d Medicine
men of the tnbes represented ia North Dakota have spoken
on traditiona} holistic concepts and belth and hnhn; prac-
uoes 2t universaty-related and su\ spo:.\u.-d symposia. Yet,

ding the chinic
The Tnbat Health C 1 of
members representng each of the foux reservation distcts.
meets on 2 monthty basis with the Director of Tnbal Heaith.

at present, thers are few or t This 1n recent years has been relatis cly inactive.
that actually eaempt to iese o for g ly 10 screen job forinbal health.
2 program such as the Diabetes Program. relateu They are 1y calied upor to co-

The real significance of such efforts 1n commuaication may
be in the mutual recogrition of two cultural wraditions and
acknnwledgement of the ways 1n which health and heahing
and the experience of illness are handled in ezch. It would
appear obvious that understandings by health care workers
of the cultural and ional factors of hfearc
important in providing good medical caze 10 palicats ia any

this includ of family and social or-
ganization. dietary pattems and preferences, hone remcdm

3ponsor 2 public speaker or panel that has beer plani=d
cisewhere. Inats role 23 liatson between comw aunity member
and the mnbal structure regarding healtherc ated 1ssucs, this
commutice 18 potentially 2 powerful one With the support
of the Tnbal Council. the Tnbal Health Commutiee may
make $:gn fcant d and
and pnhicies that affect direct health care delivery and com.
munity health 1n general,

ll’ ma;or communily health education and preventatine

and ahemm:s 10 Western medici
and p and 2 of local or trad:
ical betiefs and pracuces.

31, haai
b

I med-

on the diffe in mo cutural
nndinons or a0 attempt 1o blend <ome aspects of these two
traditions may simply be a smokescreen if the realities and
problcms of Western heslth-care delivery in Indian com-
are neglected ln all ics, people choose

iv jes in drawing upon health care resources
{Singer

that meet different needs in the illness ex

are to occur. or if the mnbe decides to
take over more of the health services than at present (as
prowvided for by the Indian Self-Determinauon Act). jr would
be through the Office of Tnbal Health and with the adwise.
ment by the Tnbal Health Commuttee. | appears unlikely
that 1n the near future the THS service unit would be trans.
formed tnto 2 tntally-run chinic (€ g.. Winnebago. Nebraska
or Serinole Reservauion chinics) How ‘er. there 13 1ncn 8-
ing concem and dissausfaction with cutbacks 10 many com-

1977, Westermeyer 1976). Indian people feel sirongl, that,
by treaty. Indian people have the nght “as long as the grass
shall grow™ (Schultz 1976) 10 demand the same quality health
service available 10 other A “cans. While Dakota people
are proud oftheir traditional health concepts and may draw
selectively upon ofal edical care or ra.
ditional medicine, the great majority of people at Dewil's
Lake are regelar users of Western medical services.

The Diabetes Program. as a2 demonstration project. 1s at.
tempuing 10 tazlor 118 services to the diabenc population and
hasbencfited by 1) including Dakota heaith workers, 2 ..) man-
taning a y of staff. 3) g food p £
and acknowledping difficulties thas atl dxabems haven day-
to-day adlerence to dictary regimens. and 4; inureasing che
number of home visils and personal contact with patients
Thus clintcal #Jort. nevenheless. can only be reinforced with
tnbal tnvolvement 1n community health

ty-ba 2s started dunng the more affiuent pe-
nod or federal spcndmg 1n the carly 19708 (Office of Tnbal
Heaith 1979) Partx by bers 10 out.
itning health needs and 1n determuning health care objecnses
15 bes. undertaken by structures that are currently in place

Concluston

The Disbetes Program. 4s 2 <as¢ in poini. siarted an effon
<hai «n ondy suweed in s larger objecune of diabetes pre.
venuun and more ¢ffecu ve management vl diabetes tnrough
wwmmumty involsement Though diabeies has waken indian
Peupic by surpris¢. and despiie the serivuscompitcalions that
«an r.sull from u. Lontrolled diabetes. there is a very positie
outlook a1 Devil s Lake 2 /gress will be made if jacas o1
lower body weights and weighi control. shufts yn dictary em-
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phasts, and increascd Physudd activny iake huld—whethe
through the cumment resurgense ©f radiionat auitural con-
cepts or along the hines Of stnlar trends in the larger Amer-
scan society Such efforts can be successul as the tnbally-

d wetght red prog reported by Rye {1983)
forthe Keweenaw Bay Indian Community tn Michigan The
Dakota. 2s other Indian peopics, have valuable resources in
therr concept of physnalspintual well-being as 3 unity and
i their traditonal  way back” dietary patterns of a wide

82

AN HEIUCING o4 of the 2L diabeln households in dus studys.
4 < s erer preseni at soctal occasions of ath types I an analysis of
aute 13 3ad Natnent Calone Berefit Rano (INCBR) of fry bread
sri six other North Dakot Indian dishes, Toma and Curry (1980)
f3und fry bread to be low in NCBR and 3!l seven dishes high in
calones. These seven recpes sefiect the dictary change undergone
Dy the Sioux discussed 1n this paper
* Tuberculosis 1s percerved by people at Devil s Like 23 3 European
While are ne« dearded regarcung the
pre-L of 58 10 the Dew World, it s

sanety of ratural foods. These complex trad wih fr
agsed community and inbai anteun, (a0 be used o somple-
ment and the medical thatare ¢ 1
avaiable 1o dealing with 2 number of health-related prod-
fems, diabetes tn particular,

NOTES

b ~Western™ medicine used Bere refers 1o Euro-Arencaa or what
13 commoaly cakd “modera™ medical concepts and pracuces. As
Wonley (1932 315) points out, the conv erse, “noa.Western medical
system™ can be seen 33 both ethnocentine and problematic because
of fsctors such a3 long interacuons bewween Mmedxal tadiuvns 4né
because of widesprend uses of alternatne medical Prachices (hat
occur in all soacties. Natve Americass, like other sthaxc groups
withia the U.S.. participate to varnag degrees 1n the insttutions of
the farger majponty soccty. whike concurently parucipanrg in the
L. of their parucular commuzitics, these 155663 muss be rrroguzed
120y attempt 1o charactenze PALLErns 10 3 COAtEMpPOrary Amencan
Iadian community.

1The locauoas of the Five-Sites Model Duabetes Program of the

tdua Health Service indlude the Claremore Service Una, Okla
boma, Winncbago Servi Unit, Nebraska, Sakaton Service Lo,
Anzosa; Alduguerque 1HS Hosprl, and the Fr. Torten Service Unit
13 North Dakota. These sites are focated in arcas where diabetes 13
an increasing bealth concern of Mative Amencans. and where ikere
was an exssting THS clinic of bospial thai served a signifeani pro-
poruon of wiat population.

% There are few h stodies of among Plains
m..on Nanve Ar-mm. Bass and Wakeheld 14974, roview siudies

trient Xe 20d food pattems 3 Suand
133 Rock Reservation. They found that mes. fernale residents were
overweight, yei sutne..i intakes were fregaently beiow recommend
«d allowances, partxcularly amoeg the elderty (%74 40) Food pref
erences and 16eas of body weight were simular 10 those reposted here
foe Dewal's Lake Sioux. Joos (1984) and Judias 1978} report dictary
paiierns and obenly among the Seminole and Sencca, rispectively,
that are compasable with the Sioux though there sre reponal &l
ferences in food preferences.

In a study of perspectives on modern fredical care by Lakon
Swux of the Rosebud Reservation. Ford (1966) found thay rradi
tonalists who used Yuwipi healing ntuals and those who relied pn
mamy on herbal remedies attributed masy of the present-day dis-
exses of fodua people to modern processed and, or canned foods
Likewise, these respondents felt that therr general state ofhealth had
preatly dechined since European contact (1966 99). Yuwip followers,
n refused both inj and surgery 1,966
90). Though tnyections did not appeas 10 be 2 problem for panents
atDewl's Lake, there was greatantipathy towafds surgefy that would
involve removal of any pani of ihe body Diabetes is espeuislly feared
because of known cases in which amputauoas of lower extremelies
Bave occurred

Fry bread, conndered 3 hallmark of “vauve Amenican +ooking.
15 3 fned dough made from white flow, lard of shortening. baking
30d3, sugar. salt, and fned in far, 1t incorporates the banc stapes of
European frontier cooking Fry bread is served regalariy in moany
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agreed chai the epiderrics of iafecbous tubercutos:s a:nong
viruaily 2l reservauon populatioss were enbanced by poor envi-
ronmental conditions (Burkstea 1981 4-5).

* Schulz {1976) hus dexcnbed Westerm Plains Indun cultores and
socseties for Indiaa Health Service persoanel, wath partcular atien-
tion to inditional medical behiefs and practices and present-day use
of Westem medical care by resdents of eight reservations (Bullings
Arca of the 1HSY
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PREPARED STATEMENT OF DR. TERRENCE W. SLoaN, M.D., DIRECTOR, ABERDEEN AREA
InpIAN HEALTH SERVICE

My name 1s Dr. Terrence W. Sloan, Director of the Aberdeen Area Indian Heaitn
Setvice. It 1S the misTion Of the Indian Yealth Service to raise the health
status of the Indian peopie, in this case .-e Mandan, Hidatsa, and Azi<aca
Tribes of North Dakota to the highest possible level. .n striving to carry
out this goal, 1t 1s our responsibility to deliver high quality heali:h
services, to assist tribes in developiny and managing heaith programs, and to
act as advocates in health related mattecs.

Nugerous health related problems exist in disproportionateiy nigh levels arong
Indians 1n general and specifically among readers of the Three Affiliated
Tribes. Many of these health problems ace preventable and rooted 1in part to
nutritional factors.,

It is essent:ial that there be greates understanding of these health probleas
1f ve are to succeed 1n our efforts to raise the health status of the Three
Affiliated Tribes to the highest possible level. I would l1.e to present a
series of overheads that illustrate the unacceptably high overall rortality
and norbidity rates for Aberdeen area Indians and Indians Of Ft. Berthold
Service Unit.

Overhead fl = AGE ADJUSTED DEATH RATES ALL CAUSES

This compares death rates between Aberdeen Area Service Units/U.S. 1ilg
Races and American Indians. The Age Adjusted Dea-3 rates for all cause for
Ft. Berthold 15 nore than twice that of the U.S. al} Races and American
Indi.ns.

Ovethead #2 - AGE ADJUSTED DEATH RATES FOR SELECTED CAUSES

Pt. Berthold Service Unit. The rates in jrarenthesis are for the Aberdeen
Area. As you can see, there are many disparities. (Ft. Berthold Service Umit
has- the highest rate in the Aberdeen Area for malignar. neoplasms, alcoholism
and chronic liver disease.) Many Of these diseases are influenced of caused
i1n part by factors including nutrition.

Let us now consider some specific disease entities.

Overhead #3 - AGE ADJUSTED CARDIOVASCULAR DEATH RATES
Again, the rate for Ft. Berthold's Service Unit 1~ fat greater than that
of U.S. All Races and American Indians.

Overhead #4 - CRUDE INPANT MORTALITY

This is recognized as a leading statistic in indicating the health Status
of a given population. Ft. gerthold infant mortality 1S the highest anong the
tribes i1n North Dakota and alnost 3 times higher as compated to all American
Indians and U.S. All Races.

‘)

S

ERIC

Aruitoxt provided by Eic:




Aruitoxt provided by Eic:

86

Testimony - Page 2

Overhead #4 cont.

The effects of a woman's diet on her children start long before she
becomes pregnaut. Stores of fat, protein and other nstrients butlt up over
the years are called upon during pregnancy for fetal nourishment. The fetus
is sometimes more affected than the mother by lack of nourishment, and there
is a relationship between maternal weight gain and growth and development of
the fetus. The effects of undernutrition on infant size 1S greatest when
nutritional deprivation occurs during the final three months. Excessive
weight gain fn the second trimester 1s due zostly to increases in tissue,
blood volume, and fat stores, and enlargement the uterus (womb) and
breasts. The ccnsequences of dietary or substance abuses during pregnancy
range in severity from fetal death to very subtle effects such as a change 1n
the functional capacity of the newborn. Low birth weight 18 assocrated with
fncreased mor ality and morbidity including a higher 1incidence of congenital
abnormalities, poor postnatal growth, and increased susceptibility to
tnfection.

The morbidity associated with pregnancies affected by diabetes may e
suostantial, since diabetes Ray result 1n a disproportionate number of adverse
pregnancy outcomes. The combination of dlabetes and pregnancy presents a
special challenge in the puhblic health care setting. ,iabetes in pregnancy
can lead to serious complications for both the mother and fetus unless bloou
sugar levels are carefully controlled. Offspring of women with diabetes
experience high rates of:

Mortality

Prematurity

Congenital defects

Macrosomia (infants weighing more than 9 pounds)
Hyperbilirubinemia

Resprratory distress syndroae

Hypoglycemia following delivery

LRI A ]

Most congenital abnormalitias occur during the first seven weeks of
gestatior  The pregnanc woman with diabetes is at an increased risk of:

* Ketoacidos:s

* Hypoglycenia

* Problens in deljvery

* Preeclanpsia (pregnancy-induced hypertension)
* Polyhydramnios

Very young adolescents and women olde: than 30 years are at {incr-ased risk
of pregnancy complications and unfavorasle fetal outcomes. The detrimentral
efferts of alcohol abuse on human pregnancy are well documented. Petal
alconol syndrome 1in infants botn to alcoholic mothers may o a leading cause
of pental retardation. May questions reparn  regarding the quantity,
frequancy, and time of intake of alcohol as well as the mechanism by which st
adversely affects the fetus.
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Overhead 5 - AGE ADJUSTED DIABETES MELLITUS DEATH RATES

Proper nutricion 18 paramount in the management of this disease but plays
a key role 1in the prevention in the onset of this disease. The Ft. Berthold
death rate due to Diabetes Mellitus is highest in the Aberdecen Area. it is
cloce to 12 times higher than the U,S, All Races,

A prevalence study of 1985 found that the rate of persons with diabetes
for all ages on Pt, Berthold Reservation was 3 times the nationai ave.age.
Overall 6.8¢ of the population has diabetes. In the age groups 45 years and
older, 1 in every 3 individuals have diabetes.

Overnead $6 - YPLL RATE COMPARISON FOR ABERDEEN AREA SERVICE UNITS

Another health status indicator which has been useful in =Reasuring the
overall health of a populations 1s years of productive life lost - YPLL. Here
we see many premature deaths when this health status indicator i8S considered.
The rates per 1U0 population for U.S. All Races in 81-83 and 82-84 are 6.1 and
6.0 respectively. For Aberdeen Area the respective rates for the same tiqe
period are 18.4 and 16.4 respectively. FPor Ft. Berthold the rates are 21.7
angd 15.9.

An explanation t 7 the hi, . prevalence of diabetes and mortality rates 13
complicated and re¢mains under study. The health care system as it exists
today - the Minne Tohe Health Center and health stations in Handaree, Twin
Buttes, and wWhite Shield address the problem on a Jdiily basis. Certainly the
inundation by the waters of tne Garrison Dam in .54 had a profound and
lasting 1ppact on the healt. gelivery system and health seeking behaviors of
indian people. The governmental hospital on the reservation at Elbowoods,
North Dakota was flooded and not rebuilt after the mass relocation of Indians
from the “taking area.”

The effects of the Garrison Dam on the health status of the Three
Arfiliated Tribes is difficult to peasure, Reading from the Report to the
Joint Tribal Advisory Coamission, Hay 1986, “:f we hypothesize that the
disruptions caused by the dam directly affected social and behavior patterns
and caused 1increased stress, we may expect higner incidences of alcohol
related problems.* these proolems may cause .ess ability to focus on the
deveiopnent and maintenance of health nutritional habits among all age groups.

. The nutritional proolems at Pt, Berthold, ND might be nore readily
described as malnutrition rather than nunger. The morbidity relatea to the
nutritional status of the population is a result of diseases associated with
overweight and obesity such as diabetes, hypertension and cardiovascular
diseases. Excess alcohol consumption may well be the single most serious
nutritional problem on tre reseivation today, accounting Zfor considerable
morbidity and motrtalit; due tc accident., domestic violeice, cirrhosis of the
liver, and malnut’...on.

O
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A Nutrition and Pitness Survey completed in 1984 analyzed tne nutrition
and health knowledge of 499 or 708 of the Ft. Berthold head Of households.
Sister Anna  Roce  Ruhiand, R.D., Tribal Hutcitionist, was the primary
investigator. the respondents i{ndicated that:

82% participated in a food assistance program.

81.3% 1ndicated no trouole traveling to obtain food.

84.5% 1ndicated that they did not run out of food in the nmonth so
that family zembers go hungry.

86, 1% of households had enough focd for all family members.

69.1% of households felt that their incoZe was enough to buy food for
everyone who lived there.

Approximately 15% of housenolds, therefore, encounter the above mentioned
nutritional problens. The significance of the food assistance programs
currently available on the resegvation such as commodities, WIC, Food Stanmps,
Headstart, School Feeding Programs, Senior Citizens Lunches, and others is
obvious. In consideration of high unemployment rates, a greater portion of
the population wovld be at nutritional risk without these programs.

The survey further pointed uut that there was a high level of knowledge of
what constituted healthy foods, disease prevalence and symptoms, and lifestyle
changes {such as diet and exercise) nacessary to promote improved health
status. The amotivation toO make these t1festyle and behavioral changes
rejuires further consideration,

An  analysis of nutritional patterns revealed taat a high percentage of
foods high in sugar, fat and salt are consuned. Fifty-eight percent of
households reported fat-fried food preparation on a daily basis. FPavorite
restaurant foods were hanmburgers, french fries, PopP, =steaks and potatoes.
Alcohol consunption may be excessive.

Conversely, high numbers of households reported considerable consumption
Of fresh fruits and vegetarles, whole grain breads and cereals, fish and
venison. Fresh vegetables were grown by 27% of households and (8% reported
the possession of an extra freezer unit.

In sumsary, househ2lss of tne Three Affiitated Tribes suffer from the vane
lifestyle and nutritional habits that contribute to muuern chronic diseases
found in the general population. These conditions are exacerbated b+ the
Socioeconomic  ¢onditions on  the reservation. Overweight, obesity and
excessive alcohol consumption contribute considerably to morbidity and
mortality. Currently exisiting food assistance programs provide considerable
relief from hunger ¢ 3 should continue to be supported. Health education and
motivation prograns to promote wise £00d choices and the wdoption of positive
behavior and lifestyle changes are necessary.

The nNutrition and Fitness Sur.ey mentioned above s highlighted and
Attached for further information.
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AGE ADJUSTED DERTH RATES ALL CAUSES
Aberdeen Area & Service Unita/U.S All Racoa & Amerdcan Indian
(1961-1983) e [5:5)]
Mordoan Mea 1 T o
R Ay A s
eyene Rvar B o s
T vorcheld Y e s
e N A /I Z22223 Wb
Pierre V2 0 vos
Mne RI0 O oA
ot ud ] R
skwwn-wanpeten 1 //////// 2y
Saning Sk T ) Vs
Turde Mowntin 77777 s63
emaha-Winnebego 7 7 /// 774 voas
Yenkton T . A
R R
US MY pacos {7l i) 5538
Amorican Inddan {70 TR0 0T L o] %88

[ 250 %00 750 1000 1290 1500
Daaths por 100,000 population

ud3-31-06/0c

.




O

ERIC

Aruitoxt provided by Eic:

90

ACk ADJUSTED DEATH RATES FOR SELECTED CAUSES
Ft, Borthold Sorvice Unit
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AGE ADJUSTED CARDIOVASCULAR DEATH RATES
Aberdoon Aroa & Sorvice Unita/U.S All Racr, & Amorican Indian
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CRUDE INFANT MORTALITY

Aberdeen Area & Sorvice Units, American Indian/US, A1l Races
(1981-1583) (1582)
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AGE ADJUSTED DIABETES MELLITUS DEATH RATES
Aberdeen Area & Service Unita/UsS X1l Races & Amserican Indian
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1981-1983 to 1982-1984 YPLL RATE COMPARISON
for Aberdeon Area Service Units

B 1s81-1983
3 15821984
[]
143
RAPID CITY 222
139
CHEYENNE RIVER 165
189
PORT DERTHOLD 27
PORT TOTTEN F///////////W“//) 20,
PIERRE ;
PINE RIDCE
ROSEBUD

130
o .

STANDING RCCX

17.6
210

TURTLE MOUNTAIN 03

QMAHA-WINNEBACO

YANKTON

SAC & POX

0 5 10 W3 20 25
YPLL per 100 population




95

ACE ADJUSTED DIADETES MELLITUS DEATH RATES
Aberdecn Area & Service Units/US A1) Races & Amerdcan Indian
(1931-3983) (1982) 982>
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1681-1983 ALL IHS AREAS
ACE AJUSTED MORTALITY RATES
FOR DIABETES MELLITUS
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AZE ADJUSTED DIABETES MELLITUS DEATH RATES
Aberdeen Area/U.S All Races & American Indian
(1901-1963) (1982)
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FORT BERTHOLD RESERVATION FACT SHEET

Socioeconomic Data

Indian Population: 3,310 (1980 Census)

Reservation U.S.
Unemployment Rate: 47% 6.6%

(January 1987)

* Rate estimated to be 70%-80% during the Winter season when
construction-type employment opportunities are lowest.

Poverty Rate: 4ug 11.7%
(1980 Census)

Per Capita Income (1982): $4,069 $8,980
Median Houshold Income: $10,258 $22,579

(Family of 4, 1980 Census)
Percent of Adults Completing
High Schoo1(1980 Census): 53% 65%
Health and Rutrition Data
Comparative 1982-1984 peath Rates

Per 100,000 Population
(Ind{an Health Service, I1HS)

Fort Berthold Aberdeen Service Nationwide U.Ss.
Service Unit Area® IHS Pop. Total
Diabetes 111.1 34.4 19.5 15.5
Infant
Mortality 26.17 20.4 11.7 11.2
Alcohol
Related 70.7 33.0 26.6 28.9

*Aberdeen Area includes Indians served in North Dakota, South Dakota,
Nebraska, and Towa.

Incidence of diabetes on Furt Berthold is also relatively higher than
those for other areas as the follwing chart displays:

Rate of Hospital Discharges With Diabetes
Per 10,000 Population

Fiscal Year 13986, (1HS)

Fort Berthold Aberdeen Service Nationwide U.s.
Service Unit Area IHS Pop. Total
Diabetes
Disharge
Rate 58.9 52.8 23.7 20.3

Fifteen percent of Tribal households stated in a recent survey that
they did not have enough food each month for all members of thelr
families.

Qo 1 N i
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Participation in Food Assistance and Income Maintenance Programs

Food Stamp Frogram 107 Houscholds (1985 avy. menthly)
Food Distribution Program 384 Households = 1297 ¥ir.on. o1
Indian Reservationstt (1986 avg. menthly)

Supplemental Feeding Program for
Women, Infants and Children (WIC) 450 (1986 avg. menthly)

Head Start 112 Children (1986-87 School Yr.)

Title VI Elderly Nutritionts 43 Meals Per Day (35 Congregate
and 8 Home-Delivercd Meals)

General Assistance 263 Cases = 5%0 Persons

Aid to Families with
Dependent Children 219 Cases = 500 Personx

Low Income Home Energy
Assistance Program (LIHEAP) 344 Households

S&#pescription of Spectal Food Prograas for Indians

Food Distribution Program on Indian Reservations ~ the najor foou
When the Food Stamp frorraz

assistance program on the reservation.

replaced the national commodity distribution progran in the 1970°'s,
Congress permitted tribes to continue operating both prograns.,
Eligible individuals can choose to participate in either of the
programs, though not in both simultanecously. Most Indians hoo ¢ the
Food Distribution Program because of the limited quantity atd varietly
of foods available at rctail food outlets on reservations.
Elfgibility requirements are based on the criteria used in the Focod
Stamp Progran.

The intent of the program to provide nutritious foods is c¢learly
stated in the authorizing legislation: "In providing for cermodaty
distribution to Indians, the Secretary (of Agriculture) shail irprove
the variety and quantity of commodities supplied by Indiau. in crder
to provide an opportunity to obtain a more nutritious diet."

Title VI Elderly Hutrition Program - the only food assistance faorra=
targeted to the clderly. Title VI of the Older Amecricans Act
authorizes grants to Indian Tribes for the delivery of supportive and
nutrition services to older Indians., Forty-three meals per diy are
provided at congregate meal sites or delivered to the humetound., The
tribe reports that there are 400 potentially eligible older adults wno
cannot be served because of limited funds.

ACCESSIBILITY OF RETAIL FOOD OUTLETS AND HEALTH CARE

ot

(nly two full-urtvice retanl food outlets and four “cenver:
stores are located on the cntire Fort Berthold Reservataivn. o
limited Quantity and variety of groceries at these outlets i
results in te.bal merbore traveling to North DPakota's majer <itic ol
located over 60 miles from the Reservaticn communities, A recer?
Tribal survey indicated 181 of heads of households having trout ¢ an
teaveling Lo acquire foad.

Becaure there 18 no Lespital and only one major health clirac or ’n:
reservation, 2t% of households have to travel 50 to 160 plu- ~.1+ *
obtaln medical care (Tribal survey).
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page three
HOUSING*

Total Number of Existing Housing Units - 57
Housing Units {n Substandard Conditions - 195 or 34%
Additional Families Needing Housing - 288

*3ource - Tribal Business Council, Fiscal Year 1987 data
ECONOMIC DEVELOPMENT AND EMPLOYMENT TRAINING

The Three Affiliated Tribes do not currently possess a funded ccononic
devclopment "program". The possibility of receiving an kconomic
Development Administration Planning Grant is being explored. The
Tribes have a Small Busincss Developmet Loan Fund which provides about
£12:,000 per year in loans. The Bureau of Indian Affairs (BIA) has a
Loan, Loan Guarantee, and Loan/Grant Program available under the
Indfan Finance Act.

Employment and training {3 avallable through the Tribes' Job Training
Partnership Act Program to income-eligible adults and youth. The BIA
also provides vocational training and relocation funds.

The Tribal Eaployment Rights Office of the Three Affiliated Tribes
works with major contractors on Federally funded projccts to ensure
both individual and contracting work opportunities for Tribal members.

In the future, the Three Affiliated Tribes would like further funding
to accomplish the following: {rrigation to isprove the agricultural
capacity of their lands; development of the recreational capacity of
Lake Sakakawea; and, Job creation and economic development. {®These
are recommendations from the report of the Secretary of the Interior's
Garrison Unit Joint Tribal Advisory Committee).
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Honthly Distribution Cuide Rate for Food Distribution Program on Indlan Resetvations

MYAT CROUP

Iten : Househald Size H Choices
S S R BN SN S SR 9 o
Cenned vegetarisn: 2 4 6 5 10 12 1% 16 18 20 -
besns H :
(I 1b, can) : :
* *
Dry beans i1 2 3 4 s 6 ? s 9 10 : Pinto, Pink, Sasll
(2 1b. bag) : ¢ Red, Pes (navy),
: : Crest notthern,
d ¢ Kidney, Baby Lina,
B ¢ Blarkeye, Black
' } Turtle Soup
f :
Egg six s 2 4 6 [] 10 12 14 16 18 20 : p—
(6 ox. pig.) : '
: :
Canned pest . ) 6 9 12 15 18 b$] 24 27 30 : Beef, Meatbsll
snd {ish t ¢Cans 15 oz. or smaller is fassued on 8 2 for 1 baafs. ¢ Stev, Poultry,
(1.8 1b. can) B ¢ Pork, Sslmon, Tuns
Peanut butter  t 1 : 1 1 2 2 2 2 3 3 : Chunky, Se. th
(2 1b. can) : every every :
: 4 mo. 2wo. H
t 4Pesnuts eay be substituted on s pound for pound basis. :
Pesnuts ;1 2 3 4 s 6 ? 8 9 10 : Roeszzd
(12 oz. csn) + ¢Peanut butter may be subatituted on s pound for pound basis. :
164,
(10/84) 1 {
O
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Mosthly Distridy Ja Culde Rate for Food Distribution Progras on Indisn Reservatinms
DAIRY CRUUP

Chotces

iton : Household Stze H
s 3+ 2 ¢ 3 : & i 5 . 6 ¢ 1 : 8 : 9 10 H P
Zvaporsted milk ] 16 24 2 &0 A8 56 64 n 83 : -
(1) oz. can) : 8Dry milk w7 be stdetituted as indicated sbove. H
Dry wilk r 1 1 ? 2 3 3 $ 4 s —
(4 1b, box) : every
1 2 mo.
oR : sZvaporsted milk msy be substitited st the rate of 6 Cans per pound H
(11b. 9 0z. boxd: 2 3 . s 6 s s 1 12 1 -
: 8Zvaporated milk vay be substituted st the rate of 6 cans ped box. H
[} B -
Process cheese t 1 2 3 4 ] [} ? 8 9 10 * American
(2 15, loaf) H H
: H
OR H .
(3 15, loaf) : 1 1 2 2 2 ) 3 & & PR
: every H
t 2 mo, H

{10/84)
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Moathly Distribution Guide Rate for Food Distribution Progrsm on Indisn Reservations

GRAIN GROUP
Iten H Household Size : Choices
s 1 ¢ 2+ 3 : & : S5 s 6 :+ 7 =+ 8 = 9 : 10 H
Mce i1 1 2 2 3 3 4 4 5 5 & Brown, White
(2 1b. pkg.) : every :
t 2 wo, :
Oate P 2 3 4 5 6 7 8 9 T S —
(18 cz. bag) : :
OR H :
(3 1b. pkg.) H 1 1 1 2 2 2 3 3 3 4 :
: every :
s 3 mo. . .
OR H H
Wheat i 1 1 1 1 1 1 1 1 1
(10 1b. bsg) i every every every every every : -
: 10mo. 5. 3Imo. 2. 2mo. :
Corn products  : 1 1 1 1 1 1 1 1 1 1 : Corn Hest,
(10 1b. bag) i every every every every every : Mass Plour
: 100, S5m0, JIwo. 2wmo. 2 mo. H

(19/84)
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Honthly Distribution Guide Rate for Food Distribution Program on Indian Reservations

GRAIN GROUP
{Continued)
Item : Bousehold Size H Choices
i1 : 2 : 3 = & + S - 6 -~ 1 - 8 - 9 - 10 :

Pasta HE § 2 5 4 S 6 7 8 9 10 : Macaroni,
(1 1b. box) : : Spagheccd
Farins L § 2 3 4 S 6 7 8 9 10 H -—
(14 oz. box) H :

[+, 3 H [y

; : S

Infant Rice : NOTE: Infant tlce-cer(ll is ¢to be i{szued to infants only. : -
Ceresl : :
(16 oz. box) : *Sasller boxes (8 oz) are issued on 8 2 for 1 basis. :
Flour : 2 4 6 s 10 12 14 16 18 20 : All Purpose, Whole
(5 ib. bag) H y : Wheat, Bread

o : :
(10 1b. bag) : 1 2 3 4 5 6 7 3 9 10 =

" (10/84)
*
L

O
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Honthly Distribution Guide Rate for Food Distribution Prograz on Indian Reservations

VEGETABLE ARD FRUIT GROUP

Item : Household Size H Choices
s 1 2 3 : 4 + S5 = & + 71 -~ 8 == 9 : 10 :
Canned fruit : 3 [ 9 12 15 18 21 24 27 30 : Applesauce,
(1.9 ib. can) : : Apricots, Pesches,
: : Pears, Plums,
or : : Pineapple, Prunes,
: : Cranberry Sauce,
(1 1b. can) : 6 12 18 24 30 36 42 48 54 60 s Fruit Cocktail
Canned juice : 3 6 9 12 15 18 21 24 27 30 : Grapefruit, Orange,
(3.1 1b. can) : : Pineapple, Tomato,
: : Apple, Grape
Canned vegetables: 5 10 15 20 25 30 35 I 45 50 : Green besns, —
(1 1b. can) : : Carrotas, Corn, 8
: : Peas, Sweetpotstoes
H : Puapkin, Spinach,
: : Tomatoes, Potatoes
Dehydrated : :
Potstoes : 1 1 2 2 3 3 4 4 5 5 : —
(1 1b. pkg) : every :
: 2 mo. H
Dried Pruncs L § 2 3 4 5 6 7 8 9 10 —
(1 1b. phg) : H
Raisins : 1 2 3 4 5 6 7 8 9 10 : —
(1 1b. pkg) : :
H 4 f . H
"™ (10/84) . IRy




Monthly Distributivi: Guide Rate for Food Distribution Prograa on Indian Reservations

OTHER GROUP
Iten : Household Size : Clioices
1 M 2 - k) - 4 - 5 . 6 . 7 . 8 H 9 + 10 .
Storteniag ;o1 2 3 4 5 6 7 8 9 10 -
(3 1b. can) : :
Corn syrup P § 2 3 4 5 6 7 8 9 10 : -
(16 oz, bottle) : :
(113 : :
(24 o1 bottle) : 1 1 2 3 3 4 5 5 6 7
Honey : 1 1 1 1 1 1 1 1 1 1 H —
(3 1b, cun) B .
UKk : . v
(5 1b, can) : . :
Butter s 1 1 2 2 3 3 4 4 5 5 : ——
(2 1b. can) : every :
: 2 mo. :
= OR H H
(1 1b. print) F 2 3 4 5 6 7 8 9 10 :

el 84)
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PREPARED STATEMENT OF ALoNzO T. SPANG, SR., AGENCY SUPERINTENDENT, FORT
RER1HOLD AGENCY, BUREAL OF INDIAN AFFAIRS, U.S. DEPARTMENT OF THE INTERIOR

Good day Mr. Chairman and Members of the Committee: I am pleased
to be here today to discuss _he socio-economic status of the
Three Affiliated Tvibes of the Fort Berthold Reservation and the

role of the Bureau of Indian Affairs.

The three tribes that are organized with a single tribul govern- |
ment are the Hidatsa, Arickara, arnd Mandan. The Three Affiliated
Tribes is governed by a Trital Business Council which is elected
by the adult tribal members. The reservation population is
approximately 3,150 although the membership of the Three

Affiliated Tribes is 7,341.

The Fort Berthold Reservation includes the six west-central

North Dakota counties of Dunn, Mercer, McKenzie, Mountrail, McLean,
and Ward and encompasses an area of approximately 1,550 sQuare
miles with 424,213 acres held in trust for the trabe or individual

Indians.

There axe two tribal contract schools, one cooperative school
{public and tribal contract), and two public schools serving the

Reservation, as well as a tribally contiolled community college

O
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which provides many services and education opportunities to

the Reservation and .urroundipg'communities.

The Fort Berthold Reservation is primarily dependent on agracultural
activities for its economy, although there are some oil and gas
resources in the reservation. The BIA Report to Congress on

BIA Agriculture and Range Programs (September 1986) states:

Indian farming and ranching enterprises differ
significantly from off-reservation operations.
Smaller scale, lack of sufficient capital, isolation,
increased distance to markets, and reduced land
tenure terms contribute to a lack of long-term
stability and increased impact from short-term
market fluctuations or adverse weather conditions.

A general lack of resource development increases
drought impacts on Indian land, and results in

a longer recovery pr *iod.

A primary reason for the differences between Indian

and non-Indian agriculture enterprises is that

undivided and fractional heirship and tribal ownership
prevents Indian operators from acquiring title to most
of the lands in their operations. 1Indian farmers and
ranchers are therefore dependent on leased lands with

a term limited to five years by requlation. This
results in a lack of collateral to support necessary
capital acquisition and reduced involvement in USDA
programs requiring long-term land tenure. As a whole,
these influences result in under capitalized, small
scale operations with minimal on-farm development,
little stability, and complete dependence on fluctuating
markets. v

This description of the problems of the Indian farming and
ranching enterprises adequately portray the problems encountered

at the Fort Berthold Reservation.

O
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The Bureau of Indian Affairs has been working with the tribe
to find ways of expanding and devéloping the reservation
resources. We are developing strategies for better use of
water to develop our range programs and exploring the
possibility of providing short-term loans to accomodate the
farming and ranching needs. Both the Bureau and the Tribe
are involved with the recently formed Indian Agriculture
Commission that has been developed to address the needs of
agricultural based Indian communities. We are hopeful that
this Commission can be helpful in finding new ways to study

and resolve some of our short and long-term economic problems.

The Bureau has worked closely with the tribe to assist them in
developing and carrying out their own reservation programs.
Currently, the tribe has 17 contracts with the Bureau, and one
with the BIA to provide programs, studies and special projects.
A list of these contracts is attached to my statement. This
year the Bureau is also providing a full-time staff person

to the tribe through the Inter-governmental Personnel Act

(IPA) to assist them in planning and mapping the reservation

road system.
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The Bureau also works with the Indian Health Service to
provide coordinated services on the reservation. We are
presently working with the tribe to develop and implement

a tribal action plan to address the alcohol and drug problem
as required by the recent Omnibus Drug Act. I will defer to
my colleague from the Indian Health Service to speak more

directly to this effort.

In summary, the Fort Berthold Reservation, like most Indian
reservations in this country is economically depressed and
suffers from the same physical and socizl ills of other Indian
reservations. But the structure of the tribal government at
this reservation is strong. This tribe will continue to manage
its own affairs and working with the Bureau, we hope to find

new ways of developing the reservation economy.

This concludes my prepared statement. I will be happy to

answer any questions you may have.

RARRARRRRRRRRARR
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FORT BERTHOLD RESERVATION FY—-1987 TRIBAL CONTRACTS

KA RRRRER AR AR R R R R AR AR LR AR AR AR AR AR R ARk kR

° Fish, Game & Recreation (638)

° Criminal Justice (638)

° Home Improvement Program [HIP) (638)
° Social Services Program (638)

° Johnson O0'Malley (633)

° Adult Education Prcgram (638)

° Tribal Realty Office (638)

° Aid to Tribal Government (638)
° Higher Education Program (638)
° Transportation Plan Study (638)
° Mandaree Day School (638)

° Twin Buttes Day School (638)

° white Shield School

° Water Resources Project (638)

° Irrigation and MI&R (638)

° Mineral Lease Compliance (638)
° Water Diversion Project (638)

° EDA Market Analysis (638)

o I
e 117

Aruitoxt provided by Eic:




ERI

Aruitoxt provided by Eic:

113

HISTORY OF THE THREE AFFILIATED TRIBES

FORT BERTHOLD, NORTH DAKOTA

The Treaty of Fort Laramie, signed September 17, 1851, established the
Fort Berthold Indian Reservation and defined the boundaries of the
Hidatsa, Mandan and Arrickara Rations (Three Affiliated Tridbes). The
treaty confirmed their claim to a large area, totalling approximately
12.5 nillion acres, on the right hank of the Missouri River roughly
bounded by the Heart, Yellowstone and Powder Rivers. Despite the
provisions of the Treaty, subsequent executive orders and
congressional acts whittled the original reazervation doWwn to less than
680,000 acres by the 1950s. (See attached map)

Notwithstanding this erosion of )and base, the Tribes ware able to
establish a thriving and cohesive community in the rich and fertile
Missouri River bottomlands. Unlike other Great Flains Nations, the
Three Arfiliated Tridbes are a historically sedentary people who have
always engaged in agricultural activities, The prime bottomlands of
the Missourl River providea the Tribes with a "natural factory" that
enabdled them to estadlish a robust and reasonadly self-sufficient
econony by the 1940s.

The Flood Control Act of 1944 authorized the construction of five dams
and reservoirs along the main stem of the Missouri River to provide
hydroelectric power and prevent downriver flooding. One of these
projects, the proposed Garrison Dam, required the confiscation of a
large portion of Fort Berthold's choice bottomlands. The Tribes were
adamantly opposed to the possibility of being forced from their
treaty- protected lands. They argued that the residual highlands of
Fort Berthold that wculd not be flooded were incapadle of supporting
their traditional ranching and farming activities. Congress
recognized the Tridbes' concerns and in the 1947 Civil Appropriations
Act prohibdited the War Department from proceeding with the
construction of the Garrison Dam until a suitable replacecnment
reservaticon could dbe offered. However, the War Department was unable
to find . replacement reservat‘on.

In 1947, the Federal govern at created a task force to study the
feasibilty of moving the Three Affiliated Tribes in order to make way
for the dam. The task force reported that without a very costly and
complex renadbllitation plan, the residual highlands would be unable to
support the traditional economic base. With construction of the dam
already underway, in March 1950 p.L. 81-437 provided the Tribes $12.5
million as compensation for the taking of their lands and for the
reestablishmwent of their lost communities on the residual reservation.
Tribdal leaders contend that they agreed to this sum very relunctantly,
feeling intinmidated and that this was their only soption. |
In 1953, the U.S. Army Corps of Engineers completed the construction

of the Garrison dam. The resulting inundation of the Missouri River

bottomlands claimed over 150,000 acres of the reservation's best

agricultural farmland. It also forced the destrustion of eight towns,
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tr* Tribes' only hospital, a key connecting bridge that spanned the
idssouri River and the majority of the reservation's transportation
netvork.

The rising waters physically divided and scgmented the Three
Affiliated Trides. Ninety percent of the families of Fort Berthold
lived along the banks of the Missouri River and had to be relocated to
the reservation's upperlands. Communities that had been proximate and
close-knit comaunities became isolated and dispersed throughout the
reservation. The distance and division between triba)l members was
further exacerbated by the failure to replace the bridge that formerly
linked the northern and southern parts of the reservation.

No adequate substitute industries have stepped into 'he vacuum created
by the 1l0ss of the ranching and farming economies. The annual
unemployment rate prior to the Garrison dam was betweer 5% and 6%; the
present uneamployment rate is 47% and rises to as high as 70§ or 80%
during the long winter seasons. The largest saployers on the
reservation today are the Burecau of Indian Afiairs (BIA), the Indian
Health Service and the local Tribal Council.

Additionally, the U.S. Army Corps of Engineers had pronised to
construct a replacement hospital, dut the BIA recommended that
hospital care be provided in cities and towns adjacent tn the
reservation rather then in a centrally locatad facility on the
reservavion itself. The Tribes, however, did aot agree with this
decision. They feel that improved access to health care facilities
would help to address their alarmingly high rates of infant mortality
and deaths from diabetes, cancer and suicide. The long distances to
health care facilities, along with their high levels of unenployment
and poverty, contribute to nutrition related disease rates that are
much higher than rates for all U.S. Indians and the U.S. population as
a whole. (See attached fact sheets)

The Tribes have long argued that the $12.5 million offered as
compensation in 1950 was inadequate. In May ,1985, the Secretary of
the Interior's Garrison Unit Joint Tridal Advisory Committee (JTAC)
invest igated "the inequities borne by the tribes™ due to thre
impoundament of Missouri River watera. JTAC reported that the $12.5
million was fndeed inadequate and that additional compensation ranging
from $178.4 million to $411.8 million should be provided to the
Tribes. (See attached outline of JTAC'S recommendations)

HOTE: On March 31, 1987, a hearing was held before the Senate Select
Committee on Indian Affairs, the Senatc Energy and Natural Resources
Conmittee, and the House Subcommittee on Water and Power Resources of
the House Interior and Insular Affairs Committee, to discuss JTAC's
findings and recommendations. Legislation incorporating JTAC's
recommendations for compensating the Fort Berthold and the Standing
Rock Reservations may soon dbe introduced in both thc Senate and House.
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GARRISON UNIT JOINT TRIBAL ADVISORY CONMITTEE RECOMMENDATIONS
FOR THE FORT BERTHOLD RESERVATION

(1) Development of the full potential for irrigation on the Fort
Berthold Reservation (107,000 acres).

(2) Financial assistance for on-farm dave.dpucent.

(3) Developzment of the shoreline recreatlon potential of Lake
Sakakawea - docks, campgrounds, resorts, plenic areas, boat
ragps, etc.

(4) Return of possible excess lands not required by the Arnmy Corps of
Enginecrs (COE) for creservoir operations: the Comnittee
reconmends further study to determine whether certaln laads under
~he acainistration of the COE are superfluous to project
Jperations and should be returned to the Tribes.

(5) Protection of water usage vights: Utilizing water on the
irrigation project and the water systes deseribed in the report
will help define the Tribes' right to water if future
adjudication for scarce water rights is necessary.

(6) Replaccment of infrastructure lost by the creation of Garrison
Dan and Lake Sakakawea: a) health care facilitles; b) a
transportation netvork - highways, roads to {solated hozes, and a
bridge; ¢) housing and, d) boarding school facilities.

(7) Preferential rights to Pick-Sloan Missouri River Basin Power.

(8) Additional financial compensation to the Tribes for the original
taking of their treaty-protected bottomlands (between $178.4
million and $411.8 million was recommended).

(9) Other importunt items: a complete municipal, industrial and rural
water system; establishment of an "Indian desk" within the COE;
and, the transfer of credit programs from the Farmers Home
Adoinistration to the Burrau of Indian Affairs.

Source: These recommendations are froa a report issued to the
Secretary of the Department of Interior on May 23, 1986 (Final Report

of the Garrison Unit Joint Tribal Advisor Committee, Bureau of Indian
Affalrs, U.S. Departzent of the Interior).

Pod,

ERIC

Aruitoxt provided by Eic:




* SANISH
!

'L-!. —y 3
- L YL o

-I@l' . S
}-*"wy: "
tﬁé‘bm-ﬁ 9i0*
g&ﬂ'

911

Fipaze 2

FORT BERTHOLD
PRE-GARRISON

CHARGING
« NISHY

< v,
RED BUTTE

RESERVA! ON
BOUNDARY

DG NAL
*OUR BEASS BR.DGE

P
\) ‘ T s Creo 1739




NEW TOWN

MANDAREE

Famure ¥

FORT BERTHOLD
POST-GARRISON

REERVALION
EOUNDARY

—=—===x FOUR EEARS ER DGE

#/ o
b7 sanisH 1

. / -

PARSHALL

RAUB ROSEGLE?‘j

WHITE SHIELD

LIt

Creg 1585




Prepared by the House Select Committee on Hunf r

TRENDS IN FEDERAL OUTLAYS FOR INDIANS
SELECTED FEDERAL PROGRAMS ‘
FISCAL YEARS 1981-1986 \

NOMINAL DOLLARS VS CONSTANT DOLLARS® |
(In Thousands) |

|

1986 % Of
Base Year
1981 1982 1983 1984 1985 1986 Qutlays*®
Bureau of Indian Affairs:
Economic Development
Nominal 75,915 77,985 65,087 62,243 64,524 60,423 79.59%
Constant 72,612 58,217 53,565 53,681 ug,8:6 64.3u%
Fyucation [
(g
Nonminal 261,600 259,37 266,000 257,760 296,948 246,535 94.24% 0
Constant 241,500 237,925 221,824 2u7,044 199, 301 76.19%
United States Department of
Labor:
Native American Employment
and Training Progran
Nominal 124,262 77,985 65,087 02,243 64,524 60,423 48.63%
Constant 72,612 58,217 53,565 53,681 48,846 39.31%

Summer Youth Employment
and Training Program

Nominal 36,555 12,749 13,208 13,177 13,176 12,435 34.02%
Constant 11,871 11,814 11,340 50,962 10,053 27.50%

* Nominal dollars are deflned as actual dollar outlays and constant dollar3 are actual outiays adjusted for
fnflation using the GNP Implicit Price Deflator. Y
%% Base Year fs 1981 when data are available, otherwise 1982 fs substituted. 1 /) i}
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Prepared dy the House Seiect Cozmittee on Hunger

United States Department
of Agriculture:

Food Distridution Prograz
on Indian Reservations

tominal
Constant

Elderly Feedling PrograR
on Indlan Reservations

Nominal
Constant

Special Supplemental Food
Program (WIC)

Hominal
Constant

School Lunch

lowsinal
Constant

» Nominal dollars ar. eefined a. actual

TREMDS IN FEDERAL OUTLAYS FOR INDIANS

NOMINAL DOLLARS ¥S CONSTANY DOLLARS®

1981

34,31

RA

NA

NA

SELECTED PEDERAL PROGRAMS
FISCAL YEARS 1981-1986

{In Thousands)

1982

40,000
37,254

600

16,700

13,100

inflation using the C¥P Implictt Price Deflator.

%& Base Year 13 1981 when data are available,

1983 1984

47,257 48,950
42,269 42,126

513 566
892 523

18,115 20,509
17,380 18,942

8,287 9,282
7,951 8,573

otherwise 1982 is substituted,
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1985

41,148
34,233

614
S48

21,403
19,108

9,915
8,852

1986

57,257
56,287

643
558

24,301
21,078

10, 356
8,983

1986 £ of
Base Year
Qutlays®®

166.87%
134.90%

107.17%
93.00%

145.51%
126.22%

79.05%
68.57%

4511ar outlays and constant dollar outlays are actual outlays adjusted for

611
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TRENDS IN PEDERAL OUTLAYS FOR INDIANS
SELECTED FEDERAL PROGRAMS
FISCAL YEARS 1981-1986
NOMINAL DOLLARS VS CONSTANT DOLLARS®
(In Thousands)

1986 ¢ of
Base Year
1981 1982 1983 1984 1985 1986 Outlays®*®
United States Department of
Health and Human Services:
Head Start
Nominal NA 28,u87 31,400 30,621 35,827 36,184 127.15%
Constant 30,126 28,282 31,986 31,352 110.17%
Adzinistration for Native
Avericans
Nominal NA 26, 300 30,900 25,398 26,535 26,492  100.73%
Constant 29,6u6 23,462 23,690 22,979 87.37%

Title VI Grants to Elderly
Native Americans

Nominal 6,000 5,735 5,800 5,738 5,935 7,100 118.133¢

Constant 5,340 5,188 4,938 4,938 5,740 95.67%
Indian Health Service

Nominal 679,481 653,928 691,900 789,905 872,080 870,881 128.17%

Constant 608,871 618,873 679,781 725,524 704,027 103.61%

* Nominal dollars are defined as actual dollar outlays and constant dollars are actual outlays adjusted for
inflation using the GNP Implicit Price Deflator.

®% Base Year is 1981 when data are avallable, otherwise 1982 is substituted.

021




121

PREPARED STATEMENT OF RoLLIE MORUD, SUPERINTENDENT, NEw TownN PUBLIC SCHOOL
DistricT, NEw Town, ND

Mr. Chairman and Members of the Select Committes on Hunger.
Wslcome to New Town! It is an honor and a pleasure to have you here.

| appreciate this opportunity to make comment about the specific
mission of your visit to Fort Berthold and a couple comments about the
broader mission of the House of Representatives Select Committes on
Hunger.

As you review the testimony and data regarding diabetes and the
high incidence on the Fort Berthold Indian Reservation you will arrive at a
course of action. My senses tell me that part of your course of action will
include research and education. [ personally want to help. 1 also want to
offer the assistance of the New Town Public School District. Education is
our business and we want to do the job well.

Regarding the broader mission of the Select Committee on Hunger, |
encourage your support of the child nutrition programs and more
spacifically the National School Lunch Program. For many children in the
United States and New Town in particular, the daily lunch received in the
public schools is the only nutritionally balanced meal they eat. ‘We are
finding out daily that many of the health problems experienced are
preventable or at least delayable with proper nutntion. Wellness or self
care needs to have a strong foundation in the schools of our naton.
Successful individuals possess a sound mind, body and spirit.

I request the help of the committee with a facility problem. . The
New Town High School kitchen and lunchroom were built 1n the early
1950's. The facility was effective then but is not today. _Attached is
corraspondence from a North Dakota State Lunch official and the
Northwest area sanitarian substantiating the inadequacies of the
facilities. The sanitarian indicated in conversation that this was the
worst score he has ever given a school. The facility is poor and needs
addressing.

ERIC
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Although my primary concern is with the total school program
offered to the young people of New Town Public School District, | do see
the greater community needs and services of a first class kitchen. I can
forsee the use of such a facility as the base to provide *meals on wheels"
to the handicapped and elderly of the community. Nutrition in my mind is
not only a service that the school could provide but also through such a
service the school would benefit from tremendous public relations.

The New Town Schoo! District has requested federal assistance
through the PL815 since 1974. That application remains extremely low on
the DOE priority rating for several reasons. Our racially mixed student
population hurts us in the formula. The fact that it is not a classroom
construction proposal also hurts. Obviously, the lunch program is an
integral component of today's school system. If after 12 years, the
application has not been funded, it will never be funded without specific
congressional action.

Due to the heavy federal impact, the school district's ability to raise
funds for construction is limited. The building fund raises $20,000 each
year. This is not enough to keep up with the roofing problems as they
develop. Attached is a recent estimate which places the cost of the
project at $432,106.

| am not familar with all the federal sources available to address
our type of problem. | hope that appropriate federal funds can be directed
to this concem which has fallen between the cracks. We have waited a
long time in New Town and are appreciative of anything that you can do.

Once again, welcome to New Town. | hope your visit is productive.
Thank you for your consideration.
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MESTATE OF NORTH DAKOTA

Separtment of Public Instruction

Dt.Xayne G. S3asteddl, Syperintendont 01} 224 2260 ke

October 7, 1986

Rollie Morud, Superintendent
New Town Public School

Box 700

New Town, ND 58763

Dear Mr. Morud:
SUBJECT: FOOD SERVICE FACILITY AT NEW TOWN EIGH SCHOOL

This letter is written as & result of ny recen’ visit to the New
Fown Public School. The purpose of the visit wxas to make an
assessment Of the adequacy of the existing food service facility
and to observe meal preparation and service at the high school.
I have the following comments.

- In generai, the food service area does not allow adequate
space for receiving, food preparation, dry and refrigerated/
frozen storage, and dishwashing. The approxizate measure of
tne area in which these activities take place is 473 square
feet. The United States Department of Agriculture (USDA)
recocmends the following space be available for meal prepara-
tion and service for 200 Students. Please note that the
use of 200 students as a base figure does not include a
potential increase in participation.

Recieving 50 Square Feet
Dry Storage 100 "
Refrigerated/frozen Storage 120 "
Food Preparation 500 "
Serving 200 "
Dishwashing 150 "
Oftice Space 60 "
Maintenance & Refuse 50 "
TOTAL 1,230 Square Feat

In addition, the USDA recommends 2,200 square feet of cafeteria
space for 200 secondary students. The current space is 936
square feet. ¥e realize that Space requirements, however,

are dependent upon the number of meal services and the seat-
ing arrangement.

- The kitchen area does not allow for efficient food prepara-
tion.

BISMARCK, NORTH DAKOTA £8505

O
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-~ It is evident that space constraints make menu planning
very difficult. In addition, we question the safety of
food service employees working in a restricted area.

The school has attempted to upgrade kitchen equipment,
but these efforts are futile within inadequate facilities.

- There is inadequate space for the thawing of meats. This
is of particular concern since improper thawing practices
easily lead to food contamination.

- The approximately 80 square feet available for dishwashing
is insufficient. The tilting braising pan is only inches
from the dishwashing area. This is unacceptable. 1In
addition, storage space for cleaned dishes and utensils
is nonexistent.

- The dry storage area is too small and the door accessing
area is too narrow. Storage areas should be equipped with
doorways that are 36" - 40" wide to allow carts to pass
through.

- The milk cooler/milk service area is located in the corner
of the cafeteria since space is unavailable in the serving
line. It is recommended that the entire menu be served in
one area to make meal pattern monitoring by the present
staff possible.

In general, a kitchen facility built in the 1850's for a smaller
school enrollment cannot fill the needs of today's food service.
Unfortunately, the current facility is nothing more than a wide

hallway, making efficient and safe food handling and production

impossible.

It appears that tle school district is attempting to provide high
quality meals utilizing menu choices for secondary students.
These fine efforts are hampered by insufficient space and equip-
ment. We recommend that consideration be given to expanding and
upgrading the food service area in this school.

Please advise our office if we can be of assistance in the future.
Sinc. rely,

A o /@/
/4%%%% /Qgiziyciék e

Kathy Grafsg ard, Acting Director
School Food Programs

KG:1ft
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UPPER MISSOURI
DISTRICT HEALTH UNIT T HEALTHOF KR

80X 158
PHONE 5123763
WILLICTON, NORTH DAXOTA 583020758

Mr. Rollie Morud
Superintendent of Schools
New Town, North Dakota 58763

Dear Mr. Morud:

On October 7, 1986, a sanitation inspection was made at New Town High School's
kitchen facility by scyself. At that tize, there were nunerous itess in need of
correction. Those fteas are as follows:

1)

2)

3)

4)

6)

71
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The kitchen i3 in need of oore facilities that can properly malintain
product temperature. This includes both hot and cold storage such as
Steas trays, a walk-in cooler, freezer, etc. The proper storage of
£ood assures that there will be minimal contamination of the food froa
any source and having enough facilities to maintain the proper teaper-
aturc is the dest available means to control the growth of pathogens.

The kitchen i3 in need of more storage area that can be centrally
located and adjacent to the kitchen area. Easy access to this area
is also very important. As of this date, there is not enough adequate
storage area that can assure minimal exposure to potential sources of
contazination.

New counter tops are needed tiroughout the entire kitchen area. The
present counter tops are cracked and have rough edges, naking it
difficult for cleaning, thus increasing the opportunity for bacterial
growth.

The dishwashing machine is in excellent condition for it's age, but
there are two very important iteas that need to be corrected. The
sanitation rinse did not reach the required tezperature and the ex~
posure time was too Jhort. To ensure that proper sanftizing of the
utensils is achieved, these two ftems must be corrected.

More area and storage equipcent are needed for the proper storage of
utensils and other cooking equipment. Improper storage of the utensils
and equipment can increase the chances of exposure to contasination.

The garbage containers need to be covered and more are needed. Any
such containers must be covered while in the fo0d preparation area.

Insects (flies) were found throughou® the kitchen area. This is
partially due to the inadequate ventilation system in the kitchen area.
Insects are capable of transmitting disease by contanination of food
and food contact surfaces. Therefore, it is especially important to
elisinate the means oOf entrance into the kitchen area. By providing
adequate ventilation for the kitchen aresa, all entry ways could be
closed, thus minimizing exposure of insects {flies) to the focd and
food preparation areas.
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Page 2

9) The ventilation system for the kitchen area is definitely inadequate.
During the time of food preparation, the heat and hunidity increase to
a practically intolerable level. Sufficlent ventilation would reduce
condensation and the temperature in the kitchen area, thus inhibiting
mold and bacterial growth, in addition to making it a more suitable
working environzent for the kitchen employees.

10) No lockers are provided for the kitchen employees. Lockers or other
sultable storage must be provided for the proper storage of personal
belongings.

The size of the kitchen and the facilitlies used in the kitchen does not make
it possible to adequately serve the number of students and school personnel using
the service. The employees are doing a fine job but their efforts are being han-
pered by the inadequate size of the kitchen and the equipment made available. The
most inportant points to consider when making these corrections is to increase the
size of the kitchen area, provide pore facilities to maintain product temperature
and to provide adequate ventilation.

If you have any questions concerning the inspection report or this letter,
please feel free to contact me at this office.

Sincerely,

G2 e /s ,

Arthur W, Cox
Sanitarian
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Upper Missouri District Health Unlt — Food Service Inspection Report
Phone 572.3763 - P.0.Box758 - 507 UniversityAve - Williston, ND 58301
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HUNTER « GROBE

ARCHITECTS /PLANNERS
PARKSIDE BUILDING

325 SEVENTH STREET SOUTH
FARGO, NORTH DAKOTA 58103

701-295-7678

Eeptember 22, 1986

Nr. Rollie Morud, Supt.

Nev Tow.: Public School Diastrict
P.0. Box 700

Nex Town, ND 58763

Desr Mr. Morud:

High School Addition
Scheme °*E" - Phase I

Preliminsry estimates for this project sre as follows:

NEY COMSTRUCTION
6010 =.f. nev construction
_$33 per =.f.
REMODELING
432 a.f. remodeling
843 per o.f.
KITCHEN ZOQUIPMENT
FEES, CONTIKGENCY, MISCELLANEOUS, ETC.

Sinoerely,
SURTER-GRGEE ARCUITECTS/PLANNERS

Vern Hunter

VH/bl

#318, 530. 00

¢ 18, 576.00
$ 350, 000.00
$ 435,000.00

8432, 106, 00
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PREPARED STATEMENT OF PetErR H. BENNETT, CHIEF, PuoENIX EPIDEMIOLOGY AND
Crinicat RESEARCH BRANCH, NATIONAL INSTITUTE oF DIABETES AND DIGESTIVE AND
KipNEY DiseAses, NaTio~aL INSTITUTES oF HEALTH, PUBLic HEALTH SErvicg, U.S.
DEPARTMENT oF HeALTs AND HUMAN SERVICES

Mr. Chairoun and Members of the Comnittec:

1 am Dr. Peter Ho Bennett, Chief of the Phuenix kpidemiology and Clinical
Rescarch Branch of the Mational Institute of Diabetes and bigestive and Aidney
Discases. 1 am very pleased to have the oppertunity to provide you with a
statement for the record about ouf rescarch cttorts to investigate the
occurren-¢ and causces of diabetes mellitus and 1ts complications ia Native

Americans.

The National Institute of Diabetes and bipestive and hdnes Biseases initiated
an investigation ot diaketes mellitus amonp American Indians in 965, The
first investigation, conducted arony the Pima kndian population of the wila
River Indian Reservation in Arizona, showed that diabetes among the Pisa
occurred in 50 per cent of those aged 35 vears and wver, a rate lt=1% tinmes as
frequent as reported at that time Lo the goneral Lnited States population, and
Jhat, among those with diabetes, the (haracteristic vascular complications of
the discase, such as diabetic retinopathy and diabetic nephropathy (kidney
discase due to diabetes) vcwurred with trequencies simflar to those reported

in diabetics ot ditterent ethnic proups elsevhere,

This extraordinary tinding, that Pimas have a thigh rate of diabetvs, ied to an
inmediate decision by the Institute to establish a longitudinal study of this
population in order to: (1) detemine the reasuns for the unusually high
frequency; (2) define the determinants, or casses, of the diabetes in the
population; (3) investigate the development, or natural history of the
diseas¢; and (4) determine the czuses and natural history of the speciiic

coaplications.

Aruitoxt provided by Eic:
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An in-depth knowledpe of the determinants and pathogenesi< of the disease and
{ts complicaz fons are prerequisites to the desipn and institution ot
sclentifically based methods of creatment and prevention.  The continuing
study of diabetes, particularly among the Gila River Indian Community,
contributes {n a major wvay to the mission of the Phoenix Epidenfolopy and
Clinfcal Research Branch of the Institute. That nissfon {s te conduct dicect
and collaborative ficld studies to investipate the eptdemiolopic, Fenetic, and
environoental determinants or diabetes in selected American Indian
populations; to conduct ¢linical and laboratory rescarch in the discase
praocesses of diabetes and other discases, with particular cophasis on those
more prevalent among the Azerican Indian population, and to expedite the
application of rescarch results {n the Indian Kealth Service pregranms through
irmproved understanding of the €auscs, treatment, and prevention of these

diseascs.

The {nterest of the Institute and an expanding commitment to this program
through the years have fesulted in the most extensive and largest prospective
study of diadetes pellitus that has been perfomed anyvhere 1n the world.

1 would now 1fke to deseribe some of our £11dings and discuss the current and

anticipated future directions of this rescarch etfort.

Occurrence of Diabetes In A erican Indians

Diabetes among American Indians fs alnost ex~lusively of the non-fnsulin

dependent type. This type of diabetes accounts for 80-90 percent of all

2
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diabetes {n the United States and an even hipher percentage worldw!de. It
USeatlv attacks those ad 4 wars and over {n contrant to tasulin depenaon
diabetes, which mare often affects Caucasian children and adolescents.
Neverthelons, both tvpes are asscddated with 4 sistlar spectrum of

corplicationk, althouph the underlsviog pathogencets is quite Jifferent.

Anony Arerican Indians, diabetes wis repurted to be rare begore 1940, and
fndecd, up anttl the carlv sixties, Alaskan Fukimos and Alcuts appearced to
have less non-fusulin dependent diabetes than other Americans. However, the
discare appears to have becore puch gore frequent in recent years anony all
American Indtan tribess  In the Pima ladians, for example, there was a 4U
Pereent fncfease in the ape-adjusted provalence of the disease between 1967
and 1977, and the incidence (that in, the rate of development of new cases)
fncreased to a sirtdar depree duriny pertods centered around 1970 and 1980,
Amomp the Alaskan Eskimos and Aleuts, the disvane 15 no de er belleved to be

Tulee

Amamyt Anerican Indians, the prevalence of diabetes varies appreciably from
tribe to tribes oo stadies amoag American Indians aped 5% years and over in
the southuwest tnited States have indicated that the Papapo have a prevalence
(42 per cent), approaching 2hat ot the Pima (4o per cent), whercax sotw other
tribes, such as the San Carlos Apache Indlans and the Cocopah, have somevhat
lower trequendles (25 and 3% percent, respectively), but still have rates much
bipher than currently tound in the Causa~tan population of similar aje range
(ce 7ott per cent)e A comparison of the rates of development of new cases of
the discase {n the Fira Indfans with thusce of the predominantly Caucasian

population ot Rochester, Minnesouta, indicated that diabete. develops twenty

tices ax {requently amany the Pira.

ERIC 128
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Complicat” .ns of Diabetes in the American Indian

Most of the morbidity and mortality associated with non-insulin dependent
diabetes arise from the vascular complications associated with the disease.
These complications include diabetic retinopathy, which frequently leads to
blindness; diabetic nephropathy, one of the more serious and previously tua.al
conditjons, which leads to end-stage renal disease; and an increased frequency
of ateroscleros!s, which leads to an excessive frequency of coronary heart
disease and lower-limb vascular disease. The latter is associated with very
much higher rates of gangrene and ampuytation that result in serious incapacity

and disability.

Our efforts have included investigating the reasons for the developrent of
these vascular complications in non-insulin dependent diabetes. For example,
we know that the duration of the disease plays an important rule in the
development of nephropathy, retinopachy, and atherosclerotic disease. Also,
the degree of hyperglycemia and bl. .d pressure level are related to the rate
of development of each of these complications. While hypertension was once
believed to be a complication of the diabetes, our data and those of other
investigators now indicate that in fact hypertension causes several types of

vascular disease in the diabetic.

Diabetic nephropathy is one complication that is relatively more significant
among American Indian diabetics than others, probably because of the earlier
average age at which the diabetes usually develops and the consequent
likelihood of longer durations of diabetes. The incidence of diabetic

nephropathy according to the duration of diabetes, however, is similar to

o 3
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rates reported for other ethnic groups. A recent follow-up study has shown
nephropathy was the underlying cause of death fn 40 percent of the Pima
India » with diabetes followed over an eight-year perfod. Qur longitudinal
study also has shown that in those with diabetes of more than 2y years
duration, over 30 percent have developed renal insufficiency. This condition,
which was formerly uniformly fatal, necessitates treatment by renal dialysis
or renal transplantation for the continuation of life, imposing large demands
on health services and a tremend.us burden on the unfortunate patients who

must endure such treatments.

Arong the Pima Indfan population, dialysis, at the present time, is about 15
times as frequent as in the general U.S. population, in spite of the Pima
population being appreciably younger. With the increasing frequency of
diabetes during the past 20 years, we anticipate that the numbers of Pima
Indians requiring such treatment will inevitably increase considerably in the
forthcoming years, unless some radical new appro«.h to the management of
diabetic renal disease can be found. Because of the sigaificance of this
complicatfon to the American Indian comnunity, and the potential for research
advances in renal discase caused by diabetes, our Institute is currently
embarking on an expanded effort to investigate the determinants of diabetic
nephropathy in the Pima Indian population and to conduct controlled clinical
trials of interventions that instead may potentially delay or stop the

progression of this complication.

ERIC
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Diabetes and Pregnancy

The outcome of pregnancv is also influenced by non-fnsulin dependent
diabetes. our studies amongt the Pinw. Indfans kave shown that the offspring of
diabetic pregnancies suffer excessively high rates of morbidity in the newborn
period and experience long-temn sequelae such as extrese obesity and much
higher rates of diabetes as adolescents and young adults. While perinatal
mortality remains higher in the of fspring resulting from the diabetic
pregnancy, the rate has fallen considerably in recent years, presumably as a
result of ipproved medical care and management. The offspring, however,
continue to be large for gestational age at birth. They also have a four- to
fivefold increased rate of congenital anomalies, or birth defects, which arise
8s 3 result of the abnommal metabolism in the intrauterine environment during
the first trimester of pregnancy. By the age of 15-19 years, about 40 percent
already have diabetes themselves, as compared to about 3 per~z.. or sinilar
aged offspring whose mothers were not diabetic at the time of pregnancy.
Whether or not these long-term complications of the diabetic pregnancy that

were first recognized and documented among the Pima Indian population can be

prevented by better control and managenent of diabetes during pregnancy

remains to be determined.

Causes and Pathogenesis of Diabetes in the American Indian

The most fmportant research goal of our Institute ia the ongoing
investigations of diabetes anong the Pima Indians is to identify tne
deterninants and pathogeresis of the diabe<cs itself. Such knowledge is

necessary if there is to be any likelihood of preventing the discase.
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Genetic factors are fmportant and are probably a prerequisite in determining
the susceptibility of the individual to developing non-insulin dependent
diabetes. Environzental factors also play a critical role in determining
whether or not the disease develops in susceptible individuals. The
increasing frequency of the disease over a ten— or twenty-year period and the
effects of diabetic pregnancy on diabetes in the offspring can only be

attributed to the effect of precipitating factors in the envirorment.

The precise nature and role of environmen-al factors as precipitants of the
disease, however, are only partially defined at this time. Obesity is an
important factor that interacts with the genetic susceptibility to determine
whether or not diabetes develops and the age at which it does so. The
causation of obesity, however, is as elusive in the American Indian as it is
in other ethnic groups and the general population. An excessive intake of
calories relative to caloric expenditure is a prerequisite for the development
of obesity. It is unknown whether or not this excess arises as a result of an
increase in caloric intake or a decrease in caloric expenditure, resulting
from reduced physical activity or possibly from a metabolic abnormality that
leads to lower-than-usual caloric requirements for daily living. The
Institute's Ciinic»! Research Section in the Pheenix Indian Medical Center is
undertaking a series of studies designed specifically to address these

questions.

The epidemiologic and clinical research studies among, the Mima are yielding a
more in-depth knowle.ge of the pathogenesis of pun-insulin depe.dent aiabet.s

in the general population than ever before. Subjects with impaired glucose
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tolerance (but with glucose tolerance levels that are less than those
diagnostic of diabetes) have a high risk of developing diabetes, although not

all of them do so. This is true in the Piva Indians as in other populations.

Our earlier investigations showed that the non-diabetic Pima, in general, had
higher insulin levels than Caucasians of similar age and obesity. Thus, we
fornulated the hypothesis that inadequate insulin action, or insulin
resistance, was probably the underlying defect related to the likelihood of

the American Indians to develop diabetes.

Further research, using new techniques to measure insulin resistance and to
define the reasons fo; it, has now shown that fnsulin resistance is uniformly
present in Pima Indians with non-insulin dependent diabetes, and that fnsulin
resistance increases proportionally with the degree of glucose intolerance in
non-diabetic subjects. Thus, those with impaired glucose tolerance have
appreciably greater insulin resistance, on average, than those with normai
glucnse tolerance. Furthermore, our investigators have shown that insulin
resistance is the result of inability of the body, and of muscle in
particular, to store glucose in a norwal manner. This abnormality appears to
be due to a derangement in’the intracellular pathway for tne processing of
glucose and the formation of glycogen. While insulin resistance is known to
be affected by obesity and physical activity, our investigators now have
deaonstrated that this derangement shows familial aggregation. The
identification of this defect may, therefore, be the essential clue in
defining che genetic factors which underlie the susceptibility to non-insul in

dependent diabetes.
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Individuals with impaired glucose tolerance and insulin lev.1s that are above
normal, but are lower than average for thuse with impaired glucose tolerance,
are the subjects who are most likely to develop diabetec. These findings,
therefore, suggest that if specific ways can be found to increase the
intracellular glucose stosage pachway and/or insulin secretion in those with
impaired glucose tolerance, then thz progression to diabetes may be
preventable. Identification of the precise genetic mechanisms relating to
insulin resistance could also lead to identification of those genetically
susceptible at a time when their glucose tolerance is still entirely normal.
1f this were possible, “hen preventive mea.ures could be instituted early in
1ife and targeted specifically at individuals who would otherwise develop the

disease.

Prospects for Prevention and Control

Impaired glucose tolerance indicates a high risk of diabetes, and such
affected persons constitute a group in whom several possible intervention
strategles to prevent or postpone the development of non-insulin dependent
diabetes-~possibly dietary measures and exercise--cowd be assessed. The
effectiveness of such measures, however, aac not yet been adequately
demonstrated. Such pr- entive approaches--and eventually perhaps inter ention
at an earlier stage If genetically susceptible individuals can be identified--
offer the best hope that the incidence of non~insulin dependent diabetes in
the American Indians, and in orher populations, can be reduced. In the
meantine, efforts to minimize the effects of hyperglycem.a in those with

diabetes and efforts to provide effective treatment for diabetic nephropathy,
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diabetic retinopathy and other compl ications, as well as careful management
and control of the diabetic pregnancy to minimize the effects on {nfant
morbidity, are well established and provide the mainstay of conventional care

for the disease.

1 appreciate the opportunity to provide this statement for the record
concerning diabetes and its impact on the American Indian, and to inform you
about our ongoing research activities in this ared. I shall be pleased to

answer any questions that you may have.
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