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The Changing Dimension of
Native American Health: A Critical
Understanding of Contemporary
Native American Health Issues

GREGORY R. CAMPBELL

R— ——

THE UNNATURAL HISTORY OF DISEASE

The health problems Native Americans are confronting today did
not arise out of an historical vacuum. Diseases and ill health have
a history. Health levels are linked to the social, political, and eco-
nomic forces present at any historical moment. Thus, in order to
understand some of the present day factors determining Native
American health levels, it is imperative to examine the histori-
cal context from which these health patterns emerged.

The medical history of Native Americans since European con-
tact can be characterized as an ‘‘unnatural history of disease’’—
unnatural because the epidemiology of Native American people
changed under the hegemony of European contact.! Native
Americans, from the sixteenth through the mid-twentieth cen-
tury, experienced a new set of afflictions which decimated their
populations.? Epidemics such as smallpox, rubella, influenza,
malaria, yellow fever, and cholera ravaged Native American so-
cieties, creating societal disorganization. It is not surprising that
these epidemic episodes coincided with European expansion and
development of the frontier.?

Gregory R. Campbell is Assistant Professor of Anthropology at the University
of Montana, Missoula.
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By the time most Native Americans were forced onto reserva-
tions, they had experienced centuries of cultural change, includ-
ing a decline in health status. Reservation life brought further
alterations to Native American societies. Under full governmental
control, the Bureau of Indian Affairs launched its assimilation
program, which was designed to move Native American people
out of ““savagery’’ and into ‘‘civilization.”” Native Americans
were subjected to rapid changes in settlement pattern, social or-
ganization, diet, and ideology. These rapid changes gave rise to
new health problems rarely experienced by prereservation Na-
tive Americans. Reservation Indian populations experienced an
increase in tuberculosis, trachoma, otitis media, venereal disease,
and alcoholism.*

As part of its assimilation program the Bureau of Indian Affairs
took charge of medical care for Native American people. Bureau
medical personnel set about treating reservation diseases that had
been created by the social and economic conditions engendered
by the bureau’s policies. The role of reservation medicine there-
fore was never separate from the political policy of assimilation.
Hospitals, for example, were not constructed to isolate infectious
Indian people or to provide a sanitary location to perform med-
ical services, but were constructed to ““civilize’’ sick Indian people
away from tribal influences.® Needless to say, ill health continued
into the mid-twentieth century.

Following the Second World War, governmental policies
shifted toward terminating the government’s trust responsibility
with Native Americans. The policy shift coincided with rapid so-
cial changes. As social and economic services were phased out on
reservations, many Indian people entered into the cash economy,
migrated off the reservation to more urban locations, and began
to consume more manufactured products. In addition, the re-
sponsibility of health care was shifted from the Bureau of Indian
Affairs to the United States Public Health Service. The transfer
represented not only the administrative restructuring of respon-
sibility, but also the emergence of a new medical ideology. As-
similation through medicine was no longer the explicit goal; it
was replaced by a medical ecological paradigm. The poor health
of American Indians was attributed no longer to ‘‘savage ignor-
ance,”’ but to a lack of sufficient medical knowledge.

Parallel to these rapid alterations in Native American lifestyle
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and political relationship with the federal government, signifi-
cant health changes were taking place. As the Indian Health
Service brought trachoma and tuberculosis under control, new
chronic diseases emerged to take their place. Native Americans
began to suffer from substance abuse, diabetes mellitus, carci-
noma, heart disease, accidents, violence, and abuse.® To solve
these health problems, the federal government passed the Indian
Self-Determination and Education and Assistance Act of 1975 and
the Indian Health Care Improvement Act of 1976.

The Indian Health Care Improvement Act declared as a na-
tional goal that Native Americans should be afforded the highest
possible health status and should be provided the resources
necessary to effect that policy.” Despite this policy objective, the
health status of Native American people remains below the na-
tional average.® What health improvements have been accom-
plished over the last three decades are being erased by current
United States governmental policy. The fiscal year budget request
for 1990 proposes the total elimination of funding for housing,
sanitation, and outpatient health facilities, and significant reduc-
tions in funding for Indian child welfare, rights protection, and
housing improvements.® Health services and care, like other ser-
vices provided by the federal government, are slowly being dis-
solved under the guise of self-determination through private
sector investment. The government’s argument is that the pri-
vate sector will continue social programs. Such a policy amounts
to termination by de-funding. As Ortiz has stated,

although termination has been disavowed as an active
federal policy, . . . there is a kind of de-facto termina-
tion. It is occurring by de-funding—by just not fund-
ing programs, but ignoring the law of the land and just
cutting the funding out from programs. Without funds,
there is de-facto termination.10

This is the “‘unnatural history of disease’” for Native Ameri-
can people. It is a history in which health levels were, and still
are, intimately linked to the social, economic, and political con-
ditions under which Indian people must live. Native American
health levels and health care are determined outside of the health
sector.!

The papers presented in this volume represent some of the
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most salient health problems facing contemporary Native Ameri-
cans. The diversity of subject matter in the articles reflects the
complexity of various health issues confronting Native Ameri-
cans. They are health problems that have a history and will
certainly affect the future. Perhaps the most perplexing and
ambiguous issue that these papers address is the solution to these
health problems. Intervention and prevention have always been
elusive, but all the authors conclude, either explicitly or im-
plicitly, that the health dilemmas of the American Indian will ul-
timately be solved by social means, rather than exclusively in the
medical arena.

ACQUIRED IMMUNE DEFICIENCY SYNDROME:
AN EMERGING EPIDEMIC

Since contact with Europeans, Native Americans have had to
contend with the importation of fatal diseases. Today, a new con-
tagion is beginning to impact Indian people. This deadly new
communicable disease is caused by a human immunodeficiency
virus and is called “Acquired Immune Deficiency Syndrome”’
(AIDS). Just as with other imported communicable diseases, Na-
tive Americans are particularly vulnerable. Acquired Immune
Deficiency Syndrome is the most pressing health problem fac-
ing the Native American community. Yet, it is the most under-
rated and ignored health dilemma. Since 1981, considerable effort
has been expended to examine the public health ramifications of
the disease. Thus far, over 60,000 cases of AIDS have been re-
ported in the United States, with a fatality rate of over 50 percent
within two years of diagnosis. Recent projections indicate that
by 1991 over 300,000 AIDS cases will have been diagnosed; a dis-
proportionate number of these cases will be among minorities.??

Native Americans (including Native Alaskans) represent ap-
proximately 1.6 percent of the total United States population, but
currently account for less than .07 percent of the reported AIDS
cases. The Native American population is composed of a broad
biogenetic, sociocultural, and economic spectrum. Currently, few
Indian people have attained a degree of economic security, and
over 50 percent of the population can be described as chronically
poor. Furthermore, the Native American population is younger
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and more poorly educated, and earns less than the larger popu-
lation.®® These sociodemographic variables contribute to a signifi-
cant decline in the health status of Native Americans, subjecting
them to higher forces of morbidity and mortality. Like other
minorities and the poor, Native Americans are at a significant risk
for contracting HIV and developing AIDS. Qualitative and med-
ical observations suggest that American Indians possess a num-
ber of high-risk social behavior patterns which could result in a
dramatic rise in AIDS cases among American Indians.

Recent studies have demonstrated that sexually transmitted
disease (STD) rates among American Indians are significantly
higher than among non-Indians. According to Center for Disease
Control statistics for 1985, Indian syphilis and gonorrhea rates
are approximately 20 times higher than for non-Indians.* In Ari-
zona, for example, Indian people had syphilis rates of 79.1 per
100,000, compared to a nationwide rate of 7.1 per 100,000 for
non-Indians.' It has been well established that high STD rates
correlate with promiscuity, multiple sex partners, bisexuality,
homosexuality, and other high-risk behaviors associated with
HIV infection. Sexually transmitted diseases may be a marker for
infection with the HIV virus.?

Emerging evidence suggests there is a link between STD con-
tact investigations on reservations and migration patterns from
natal communities to urban centers and back again. This cyclical
migration pattern is poorly documented, but it is common know-
ledge that American Indians who reside, either permanently or
temporarily, in metropolitan locations frequently return to their
home communities for various reasons.!® Moreover, American
Indians residing in an urban setting have a wider range of sex-
ual contacts with non-Indians. In many cases, these contacts are
with members of other minority groups or sub-populations
which are at high risk for being carriers of the HIV virus.!® Ameri-
can Indian migrants provide a direct transmission route from
higher risk population areas (i.e., urban centers) to lower risk
communities (i.e., reservations or natal communities, which are
largely rural).?

Concomitantly, there is little data regarding the extent of bi-
sexual or homosexual behavior among contemporary American
Indians. Native American homosexuality and bisexuality remain
largely ““closeted’’ phenomena and, hence, a hidden reservoir
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for potential HIV infection. Such information is critical to our un-
derstanding of AIDS, especially if we are to adequately assess the
level of knowledge and provide sound intervention strategies in
Indian country.

The above risk factors are further compounded by substance
abuse. Approximately one-third of all Indian people die before
the age of 45 from diseases directly related to alcohol.?* Acute al-
cohol abuse leads some American Indian people to engage in sex-
ually promiscuous behavior that would normally be avoided. For
many years, alcoholism has been an Indian Health Service pri-
ority, but the IHS has

. . . focused exclusively on the alcohol problem with-
out monitoring and analyzing possible changes in pat-
terns of abuse, especially among young Indian people
. . . [E]vidence from residents and providers in Califor-
nia Indian alcoholism treatment programs as well as
among tribal leaders appears to indicate that growing
numbers of Indian youth are shooting drugs, especially
amphetamines.?

Although the extent of drug use is not well documented, recent
survey data in the San Francisco Bay area suggest that 50 percent
of young American Indian alcoholics are using drugs intrave-
nously.? The failure of health administrators to track the changes
in substance abuse patterns (Finley, this volume), coupled with
withdrawal of funding for urban Indian health clinics (Brod and
LaDue, this volume), places Native American people at risk.

Because of the time lag in the development of AIDS after HIV
infection has taken place and the lack of an effective treatment
of the underlying disease process, those exposed to the virus
must be presumed to be chronically infectious. Therefore, the
most effective means of altering the course of the epidemic lies
in education and in modifying high risk behaviors among unin-
fected Native Americans.

The number of Indian people developing AIDS has been in-
creasing every year since 1985. The Center for Disease Control
reports that at least 55 American Indians have the disease. Of that
number, 21.8 percent have been reported in California. Current
estimates indicate that for every reported AIDS case, there are
40 to 100 people infected with the HIV virus.?
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Although the majority of the American Indian cases were from
urban areas, AIDS is not exclusively an urban affliction. Already
six people have died on the Navajo Reservation.?® With only
1,500,000 Native Americans in the United States, any further
spread of the disease could drive many tribal groups once again
to the brink of extinction.

It is a political, economic, and health reality that a general corre-
lation is emerging between ethnicity, poverty, and the impact of
AIDS. Recent epidemiological data suggest that minorities will
represent a significant number of AIDS cases by 1991. It is also
an unfortunate truth that those most at risk for contracting AIDS
are the most poorly informed. The youth, poverty, poor educa-
tion, and cultural behaviors of Native Americans often militate
against utilization of available services. Because of the unique po-
litical relationship American Indians have with the federal gov-
ernment, many are denied access to private health services and
health education.

Since clinical treatment has had little impact in stopping the
spread of AIDS in the general population, it is recognized that
prevention through community education is the most viable in-
tervention strategy. This is especialy important in American In-
dian populations, where basic demographic and attitudinal data
are nearly nonexistent. Claymore’s work provides a timely and
important starting point for critically evaluating the need for and
the barriers to developing an AIDS health education and inter-
vention program.

Claymore’s paper points out the urgency with which the In-
dian Health Service and various tribal communities must involve
themselves in AIDS prevention. The author correctly points out
that prevention efforts should be based on health education poli-
cies developed from factual, culturally specific, and relevant
educational materials in order to enhance the level of knowledge
about AIDS among American Indians.

Claymore’s argument is well taken, but current Native Ameri-
can health policies view Native Americans as a homogenous eth-
nic group, despite the fact that there are over 483 distinct Native
American cultures recognized by the United States federal gov-
ernment and over 100 non-federally recognized groups. Each of
these societies has unique cultural traditions. To be successful,
AIDS risk reduction education must be culturally specific. This
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requires accounting for the cultural values and dynamics that
have an important impact on high-risk behaviors. Any attempt
to reach and educate Native Americans must present health in-
formation in a culturally sensitive and relevant manner, address-
ing American Indian high-risk behavior patterns. The next logical
question that must be posed is whether the Indian Health Service
is willing to model education programs based not only on cul-
tural constructs, but also on the demographic realities of twen-
tieth-century Native American life.

SUBSTANCE ABUSE AND TYPE II DIABETES MELLITUS:
DISEASES OF SOCIAL CHANGE

The prevalence of alcohol and drug abuse among Native Ameri-
cans is alarming. As of 1985, the age-adjusted alcoholism mor-
tality rate for Native Americans was 4.2 percent higher than the
United States all races rate.?6 Currently, seven of the ten leading
causes of death among Indian people are directly attributed to
alcohol abuse.?” The problem is so acute that it led the United
States Congress and the Indian Health Service to target alcohol-
ism and substance abuse as “‘the most severe health and social
problem facing Indian Tribes." "2

A growing trend in Indian country is the abuse of alcohol and
drugs among the youth. Finley’s article attests to the importance
of substance abuse prevention among today’s Native American
youth. In a comparison of Indian and non-Indian students be-
tween the sixth and twelfth grades, Finley discovered that both
Native American males and females drank more often and more
regularly than their non-Indian counterparts. By her criteria, 29
percent of Native American girls and 100 percent of Native Amer-
ican boys were heavy drinkers by the ninth grade. Further, in a
previous survey, Finley found a 37 percent prevalence rate of
marijuana, a 42 percent prevalence of inhalants, and an 11 per-
cent rate of using hallucinogens, stimulants, and sedatives.?’ The
Native American youth who abused alcohol and drugs cited
boredom, peer pressure, poor economic hope, family instability,
and lack of Native American spiritual values as primary contrib-
uting factors in their decision to drink and use drugs. The con-
sequences of substance abuse are dropping out of school, sexual
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promiscuity, illegitimate pregnancies, possible physical and sex-
ual abuse, delinquency, and high morbidity and mortality, in-
cluding suicide.3

Health professionals and organizations that serve Native Amer-
icans must develop an intervention model for substance abuse.
The intervention strategy should not only treat the symptoms of
abuse but should also, as Finley suggests, reify Native American
values and identity. Although such an intervention strategy
could go far in treatment and prevention, it is obvious that major
social, economic, and political changes will have to take place if
the problem of substance abuse is to be overcome.

Type II diabetes mellitus is a new disease among Native Ameri-
can people. Previous to 1940, few cases of diabetes were recorded
for Native Americans. Since then, Type II diabetes mellitus (com-
monly called adult onset diabetes) has become a major epidemic.
Diabetes mellitus is currently the seventh leading cause of death
among Native Americans, exceeding by 2.8 times the United
States all races age-adjusted mortality rate.3! Diabetes is also a
major cause of debilitation. Each year, thousands of Indian peo-
ple undergo amputations and experience blindness, vascular com-
plications, and kidney dialysis because of this chronic disease.

Justice’s study of the prevalence of diabetes on the Warm
Springs Reservation in Oregon traces the appearance of the
disease since 1965. Justice outlines the changes in diet, food avail-
ability, activity output, and medical intervention which contrib-
uted to a cycle of obesity, high blood sugar levels, and, eventually,
the onset of diabetes. By 1978, diabetes mellitus at Warm Springs
was a growing and recognized health problem.

Although currently the explanation for the diabetes epidemic
among Native Americans implicates a genetic predisposition for
the disease, the appearance of Type II diabetes is directly related
to rapid social change.*? It is a political and economic scenario that
has taken place among other Native American people and other
indigenous people worldwide.® In reality, diabetes *. . . is a de-
bilitating byproduct of the U.S. government’s forced changes in
Indian lifestyle, diet, and psychology.’’3* Like alcoholism, drug
abuse, suicide, and many other afflictions that plague Native
American people, diabetes is a disease of colonialism in which
social and economic circumstances, to a great extent, determine
the onset and prevalence of the disease.
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NATIVE AMERICAN DISABLED, INFANTS, AND ELDERLY:
AN UNDERSERVED POPULATION AT RISK

Many of the identified health problems among Native Americans
are preventable but continue to exist within a cycle of social dis-
advantage. In general, Native American people suffer from
higher rates of fetal alcohol syndrome, bacterial meningitis, oti-
tis media, diabetes, accidents, mental disorders, and substance
abuse than the national averages. All of these afflictions lead to
major disabilities among Indian people.

Recognizing the needs of Native Americans for prevention and
rehabilitation, Congress passed Public Law 99-506, the Rehabili-
tation Act Amendments of 1986. The act specified governmental
responsibility in serving Native American disabled and handi-
capped. Despite the legislation, involvement by federal and state
health agencies was often fragmented and lacked any empirical
data on the problems, barriers, and limitations confronting dis-
abled Native Americans. Hodge’s work begins to fill this void.
Collaborating with the Native American Research and Training
Center at the University of Arizona and three tribally operated
vocational and rehabilitation centers located on the Navajo,
Rocky Boy, and Fort Hall reservations, Hodge conducted a needs
assessment of Native Americans with disabilities. The study re-
vealed the social and economic burden that disabilities place on
Native American communities. Hodge discovered that the

. . adult disabled Indian was relatively young (aver-
age age 33 years) and unemployed, resided in a state of
poverty, and required a multitude of services incorpor-
ating medical care, rehabilitation, training, and finan-
cial assistance. Chronic health problems were evident;
such problems as high blood pressure, arthritis, coughs,
heart problems, and diabetes were noted. Multiple dis-
abilities and health problems were also reported.3

The tragedy is that most of the diseases that contributed to the
disabilities are associated with poverty and social disadvantage.
Moreover, treatment of these disabilities is retarded by lack of
services, lack of viable prevention strategy, and cultural insen-
sitivity on the part of many health service providers. Until the
maldistribution of health services is corrected and culturally sen-
sitive preventive measures become policy and practice, disabled
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Native Americans, as Hodge’s analysis demonstrates, will con-
tinue to be confronted with institutional and medical barriers that
limit their potential as viable members of their tribal community.

Demographically, Native Americans continue to constitute one
of the fastest growing segments of the United States population.
Between 1970 and 1980, the Native American population in-
creased by 70 percent. If this rate of growth continues, the Na-
tive American population will increase by 150 percent over the
next two decades.® The current Native American profile indicates
a young, growing population. This age structure has important
implications for health and health delivery services.

Population dynamics play a prominent role in defining the var-
ious dimensions of health and health-related behavior. These
relationships include the effects of changing age and sex compo-
sition of a population on patterns of disease and on health pro-
grams.’” Two age cohorts that are facing health problems at
opposite ends of the epidemiologic continuum are Native Ameri-
can infants and elderly. The elderly experience health problems
that are largely chronic, while the infants continue to suffer from
infectious diseases, especially during the postneonatal period.
Although Native American infants and elderly suffer from differ-
ent types of diseases, they share the common bonds of higher
rates of morbidity and mortality than the general United States
population. Their health dilemma attests to the political and eco-
nomic nature of the problem.

In 1980, 10.7 percent of the Native American population was
under the age of five, and most of these children were one year
of age or younger.*® While medical technology has resulted in an
84 percent decrease in the national Native American infant mor-
tality rate since 1954-1956, significant differences between Na-
tive Americans and other populations remain when comparisons
are made on a regional basis.*® This is especially true when the
infant mortality rate is broken down into neonatal and postneo-
natal rates.

Campbell’s article examines the differential infant mortality
rates which existed between American Indians and non-Indians in
the state of Montana between 1979 and 1987. According to a 1986
United States congressional study, the 1980 to 1982 neonatal and
postneonatal infant mortality rates for the Billings Indian Health
Service Area (which includes Native Americans residing in Mon-
tana and Wyoming) were higher than the United States all races
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rates.* Campbell contends that the differences between the Mon-
tana American Indian and non-Indian rates is the result of pov-
erty and social disadvantage, rather than biology. Thus, the
solution to the infant mortality crisis should not solely be sought
in the medical arena, but in political and economic change.

Over the past two decades, health professionals have come to
realize that minority elders represent an underserved popula-
tion.#! This is especially true for Native American elderly.4? As
a segment of the total United States population, Native Ameri-
can elderly are statistically an insignificant minority sub-
population.#* Even within the Native American population, the
elderly, age 60 years and older, represent only 7.6 percent of the
total population.* Because of their relatively small numbers, Na-
tive American elderly have experienced limited access to health
service resources and are not a primary target population for the
distribution of these resources.

The maldistribution of health resources magnifies the already
poor health conditions of Native American elderly. In general,
Native American elderly suffer from poverty, a poor diet, and
inordinately high rates of disease associated with poverty and
a low standard of living. Health conditions are worse for Na-
tive American elders on reservations or in rural areas, and they
have greater unmet service needs. These Native American elders
‘“. .. are poorer, have greater financial concerns, support more
people on less income, have fewer social contacts and somewhat
lower life satisfaction, and are in poorer health than urban In-
dians.’’45 Regardless of their residence, many Native American
elderly are unaware of available health resources, however lim-
ited those resources may be.#* The result is a population that is
invisible and grossly underserved in the health arena.

Recent evidence indicates that the full range of services is usu-
ally unavailable to tribal elders and that those services that are
available are largely directed toward secondary health care needs.
The resultant services are underserving American Indian elders.
In addition, health care is often perceived as culturally insensi-
tive.#” That is, most services rendered provide the minimal in-
strumental assistance necessary to maintain physical, but not
psychosocial, well-being.

Awareness and accessibility of services for eligible American
Indian elderly do not guarantee service utilization. Most Native
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American elderly, especially those who are members of recog-
nized tribal entities, face a myriad of complex rules and govern-
mental regulations before services can be rendered. This fact,
combined with other obstacles such as lack of transportation,
language barriers, and other difficulties, severely limit full utili-
zation of health care services.

American Indian elderly suffer from a service system modeled
by policymakers from a different cultural context, who are fre-
quently unaware of the specific legal history each Indian commu-
nity maintains with the federal, state, and county governments.
At the heart of the issue is the degree of empowerment Native
American communities have in formulating health policies for
their elderly.*

Although a significant literature about Native American elders
is emerging, there remains a fundamental gap in our knowledge
about health and well-being among the American Indian elderly.
The article by Weibel-Orlando entitled ‘‘Elders and Elderlies:
Well-Being in Indian Old Age”” begins to fill an important gap
in our knowledge of the specific factors associated with well-
being among Native American elderly. Weibel-Orlando discov-
ered that successful aging was associated with ethnically inflected
community statuses and roles that involved active participation
in community and family. In other words, well-being was de-
fined in large part by sociocultural criteria.

Weibel-Orlando’s analysis points out the importance of cultural
values in the delivery of health services.® Existing social and
health services should construct a system utilizing ethnic com-
munity membership and participation as a positive resource
toward well-being.’! Such knowledge is essential to learning the
delivery needs and problems of Native American elderly.

URBAN HEALTH CARE, UTILIZATION, AND SURVIVAL:
A POLITICAL DILEMMA FOR THE 1990s

During the 1950s, the federal government encouraged Native
Americans to relocate to selected urban centers. This relocation
policy was carried out under the dubious theory that American
Indians would find secure employment and eventually assimi-
late into the ““mainstream’’ of urban American life. Although
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many Native Americans returned to their home communities,
many stayed in the cities. According to the 1980 census, 54 per-
cent of the total United States Native American population re-
sides in metropolitan areas.5?

The urbanization of the Native American population has
brought a number of serious threats to Native American health
and well-being. Although the federal government encouraged
Native Americans to urbanize, most recently there has been a
general retreat on the part of the Indian Health Service from ex-
tending comprehensive health care to urban Native Americans.
Faced with service population increases, mismanagement, es-
calating health care costs, shortages of qualified personnel, and
federal budget restraints, the Indian Health Service has been
forced to curtail or discontinue many health programs, includ-
ing urban health programs.

Historically, support for Native American urban-based health
care clinics has been tenuous at best. Since 1972, the Indian
Health Service has funded urban health services through its com-
munity development branch. Appropriations were derived from
Public Law 94-437, the Indian Health Improvement Act. The
Indian Health Service funds only 51 percent of the total urban
Indian health care program. The remaining economic resources
are sought through other federal funds, private donations, and
charges for services rendered.

Since 1980, Indian Health Service funding has increased, but
funds reaching urban areas are decreasing. As of 1984, there were
37 health clinics or programs in urban areas in 20 states.>® As a
result of decreased funding, however, Native American urban
health clinics have been reduced to 28 (circa 1987) and have expe-
rienced a significant decline in client caseload. These reductions,
coupled with the conflicts that have arisen about the eligibility
of clients, the servicing of non-Indians, and the desire of reser-
vation governments to have greater control over urban programs,
have led the Indian Health Service to call for the elimination of
urban health programs. The withdrawal of support for health
services for urban Native American people contradicts three
decades of United States federal policy encouraging Native Amer-
ican people to leave their natal communities and relocate to met-
ropolitan areas.>

Given the current nationwide assault on health services for Na-
tive Americans residing in urban areas, the papers by Brod and
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LaDue, Taylor, and Joe and Miller are a timely addition to this
volume. Utilizing a micro-level analysis of the Billings Indian
Health Service Area, Brod and LaDue examine the political mo-
bilization of the urban Indian community in Missoula, Montana
and the western region of the Billings Indian Health Service Area
in response to the proposed elimination of their programs. The
study by Brod and LaDue, while regional in scope, demonstrates
two critical realities of urban Native American life: first, that po-
litical mobilization is necessary if urban Native Americans are to
receive any degree of equity with regard to health and commu-
nity services; second, that there is a lacuna of research on urban
health needs and utilization.

Taylor’s work (this volume) addresses the issue of urban health
care utilization. By regression analysis, Taylor explored the de-
terminants of medical care utilization among urban Native Amer-
icans in Oklahoma City. The results of his research indicate that
the primary reason for patient visits to the Oklahoma City Indian
Health Clinic was for acute and chronic health problems. More
importantly, the clinic served the two most underprivileged seg-
ments of the urban Native American population—impoverished
young women and the elderly.

Complementing the work of Brod and LaDue and Taylor, the
article by Joe and Miller focuses on the economic, organizational,
and political problems faced by the Tucson Indian Clinic and its
clients. The authors paint a picture similar to that of the Brod and
LaDue study. The Tucson clinic continues to maintain a precari-
ous existence while providing vital health care services to Native
American people who are often impoverished and experiencing
a high degree of cultural discontinuity. Culture is an important
key in forging a positive health outcome. This is especially true
for many Native American people who maintain a different per-
spective of health, disease, and illness from that of the general
population.

WORLD VIEW AND HEALTH

The final paper in this volume, by Swentzell and Naranjo, re-
minds us that healing and well-being transcend the Western Eu-
ropean biophysical model of ill health. Many Native American
societies still maintain a viable ethnomedical system which de-



16 AMERICAN INDIAN CULTURE AND RESEARCH JOURNAL

fines health, disease, and healing within their own cultural tra-
ditions and values. For the Tewa Pueblos, as the authors point
out, health is ‘“a state of balance’’—an interconnectedness and
interdependency which engenders a wholeness of the individ-
ual’s body, spirit, and self, with society, the natural and physical
environment, and the cosmos. Thus the entire Pueblo world, in-
cluding health, is based on a broad, natural rhythm which is du-
alistic and largely symmetrical.?® This symmetrical dualism is
reflected in Tewa architecture, social organization, life cycle, and
religious symbolism. It is not surprising, therefore, that health
and healing powers emanate from all aspects of society.

In opposition, ill health must be defined as imbalance, not only
in a biophysical sense, but in relation to society and the sur-
rounding world. Diseases and ill health are symbolically classi-
fied into this dualistic model of the world. /[F]or a Tewa is never
just ill;’" according to Ortiz, ‘'he has either a ‘hot’ illness or a
‘cold” one, and it must be treated with appropriate herbs.”’% In
the Tewa case study, presented by Swentzell and Naranjo, health
is not merely the absence of illness; it is a social construct which
is tied to the structure of society. If intervention and prevention
strategies are to be successful, the health care policy must not
conflict with but must support the prevailing cultural paradigm
of health, disease, and healing.

THE SOCIAL CONSTRUCT OF HEALTH

Just as health is connected to society, so, too, are the origins of
ill health. If we are ultimately to understand the nature of ill
health among Native American people, we must examine health
levels within the particular historical and social context in which
they have arisen. By doing so, we can begin to comprehend the
“’contending forces in and out of the health arena that impinge
on health and healing.”’> It is a credit to the authors of this vol-
ume that they have critically addressed these particular Native
American health problems within their wider social context. As
the commentary by Red Horse, Johnson, and Weiner indicates,
the next essential task will be to build solutions within the same
social arena.
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