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

FRIDAY, JULY 10, 1987

House oF REPRESENTATIVES, :
Ssu:cr CoMMITTEE ON HUNGER, o
. " New Town, ND.
~ The select committee met, ursuant to notice, at 10:15 a.m., in
the high school gymnasium, New Town, ND Hon. Mlckey Leland -
(chairman of the committee) presndn%o
Members present: Representatives Dorgan and Penny. '
Chairman LeLAND. This hearing of the House Select Commnttee
“on Hunlger 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-
%ﬁl:"l‘(ﬁl“‘lVE IN CONGRESS FROM- THE 'STATE OF NORTH

Mr. DorGAN. Mr. Chairman, thank you very much and let me, a8

 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 chau'man of the Select Com-~

- mittee on Hunger and represents Houston, TX.
. Congressman Tim Penny is a member of the Select Commlttee .
. on Hunger, and he is from the State of Minnesota.

We had two others who were going to be travelin with us today
but we were in session late yesterday and some problems came 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 Dakota and to New Town and to the Fort Berth-

old Indian Reservation. I would like to just descrnbe in 1 minute | "

why we are here.

I have asked the Select Commlttee on Hun nger 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- | o

- gress. That issue is diabetes.

I have been made aware in the past years of the incredibly lngh

_rate of diabetes on Indian rcservations, and especially on this res-

~_ervation. I have visited with members of the Select Cornmittee on
Hunger and talked to them about this problem and suggested we

inquire mto this problem And we will hear testnmony from experts

(1)




teday 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 relatlonshlp of the Select Committee on
Hunger to this problem.

We 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 thls official hear-.
ing .

So Chairman Leland, thank you, and Congressman Penny, thank
you very much for belng here. L

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

Chairman LeELAND. Thank you very much, Congressman Dorgan.
~ Let me commend you for the excellent leadershnp 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 wntnesses con-
cerning 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 re-
lated concerns of Native Americans natnonw1de :

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 communities. As a matter of fact, iour Congress-
man was showing us graphically, as we were flying here, what the
impact has been. -

I have seen the recommendations of the Garrison Ul‘llt 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-
dations of this report along with other testnmony presented here -

toda

i‘;lle health trends for Amerncan Indians have 1mproved 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 Affiliated
Tribes is abgsmal when compared with all Amerlcan 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 full 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 today. 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-
gressman Dorgan to come to North akota and to focus particular-
ly on the diabetes problem among the American Indian populatnon _
and hunger problems generally. . -
~_All of us on this committee, from whatever part of the Nation

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, B ¥\ on and I, coming from the Farm Belt, are perplexed by
the fact that domestlcally we have a grain surplus and yet in so

many reilons 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 attention to these very urgent issues. We are
here today to learn from you and hope to carry back your message

to our colleagues in Congress to help them to focus with us on
~ these important and urgent issues. Thank ﬁm, 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
mormni 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 gram bins bulge wnt grain that we cannot ﬁnd a



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 hunger. There also are significant diet
and nutrition problems. '

It seems inconceivable to me tlmt we cannot solve these problems o

“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 hetter to focus
them than i 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, agam, and I
would hope that we can move ahead with the hearing. Thank you.

Chairman LeLAND. Thank you. Let 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 Afﬁhated Tribes. I know he and his staff have worked dili-
gently to assist us in our pre tion for today’s proceedings. I

thank you, Mr. Chairman, for the kind of help that you have glven
us. And let me just say that we hope that through this hearin

can do a lot to further the cause of helping the people here w om
you reio resent. Mr. Lone Fight. ,

NE FiGHT. Thank you. [Repeated in Hndatsa]
It is my pleasure, I am very p%y to welcome all the Congress-
men. Welcome to Fort Berthold Indi
happy and pleased that you have taken the time away from your

an Reservation. We are very

. busy schedule to address some of the health needs and economic -

‘needs and just the general overall needs of the trxbal 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 cllmc and this wxll 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 dnven 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 Sm§ers are from the village of, segment of Mandaree, ND.
And they
Barbara Smith, who will stand by the drum. I ask her to come up -
at this time. Barbara. -

And we will have a flag song to get the ceremonies, the hearmgs
started. And after the fl aﬁ song we will have a victory son, ﬁ to wel-
come the Congressmen. Please rise for the flag song. The tlag is to .
my left, your right.

1 be accompanied by Miss Fort Berthold, which will be -
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' [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.] o
Mr. LoNE FigHT. Chairman Leland, I turn it back over to you.

Chairman LeLaAND. 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 who
- 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 , S o

Mr. LonE FiGHT. My testimony; Mr. Chairman and members of

~ the committee: My name is, of course, Edward Lone Fight. It is 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. ST o '

- 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. - : v a
" 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
ger 1,000 births compared with a 10.8 national average rate, and a -
3.3 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. : v ' '

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 .
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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 eniploy approxxmately 30 tribal members in varlous 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- B

- eral Government had promised to build a replacement hospltal fa- -
cility under Public Law 81-437, when the previous reservation hos-
pital was destroyed in the 1950’s as a result of Federal actlon 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- .
tional needs of the tribal people on Fort Berthold. It is my belief

that such can be done through administrative and legislative =

_action 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 Flght appears at the con-
clusion of the hearirg, see p. 39.] :
Chairman LeLanp. Thank you very much, Mr. Lone Flght for
_ your brief but very poignant testimony. We really appreciate it. v
.Have you arrived at any conclusions as to why the proportional-
ity of the problems that you have on this reservation are compara-

tively higher than they are on other reservations throughout the

country, particularly with alcoholism and the problem of mfantv
- mortality, morbidity, and so forth? .
-Mr. LonE 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 op rtu-. :
“nity to study those issues through a study that will be provided
the cgmmlttee by the Northwestern Center for Urban Pollcy Re-
searc
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-

- located 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 dlabetes, '

infant care and morbidity, and mortality problems. We would be |

happy to furnish that report that does trace a plcture the pre-Gar- :
rison and post-Garrison. T
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- So that, Mr. Chairman, while we eanhot say with scientific di- ,v -

rectness that that 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 alcoholism. And I -

a would like now to call on Dr. Wilson to lpreeent his summary. - -
- - Dr. WisoN. I have a handout here. I have 60 pieces of lt so we
can dlstrlbute these :

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

Dr. WiisoN. My remarks will be confined, my statxstlcs, that is,

~ are confined to the deaths that have occurred in the 35 years that 1
have been practicing here; not the total deaths, but the deaths of
those that I have known about, that come to 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, which contrasts the aver-
‘age age of death of Indian adults; that is, people over 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 else.

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 of

my practice—which is half-and-half, practically, half Indian people |

and half other people that live in this area. And you see 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, among the

Indian people than among the non-Indian people. '
Table 3 talks about alcoholism and table 4 also, trymg 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.
And then, the final table is, agam, on admlssnons to that hospi-

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 bottom to the top. There are 847 deaths
- in that Tﬁroup 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 many deaths due to diabetes in the people
who fre classified as Fort Berthold beneficiaries as in the general L
popu atlon _



Then I have highlighted the deaths that 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 populatxon and 40.5
percent in the Fort Berthold population.

So for what they are worth certainly bear out the more scien-
- tific studies. This 1s fairly accurate. At thls pomt I wxll stop and see.
- if you have any questions.

xhibits submitted by Dr. leson appear at the conclusxon of
the hearing, see p. 42.] ‘
- Chairman LeLaND. Thank you Let me now turn to the gentle-
‘man from Minnesota.
: Mr. PENNY. I am curious to know the total population non-Indlan
and the total population Indian.

. Dr. Wison. That is a hard question to answer, sir, because I
draw my vatients from a large area. I am the only private physi-
cian in th. area and it probably would include about 2,500 non-ln-
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. PenNNY. With a httle more for the non-Indian?

Dr. WiLsoN. It is a wonderful laboratory for comparmﬁl ‘ :
- Mr. PENNY. And the major differences appear as you highlighted,
with the diabetes, where the incidence of the disease is much
higher for the Indian population, automobile accidents much

. higher, social unrest much higher, and alcohol much higher.

ut I see in checking the column, that among the non-Indian
- population vascular and heart disease are much 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 populatlon erhaps developmg‘
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 alcoholism 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. K

Those are staggering statistics and I guess I would like to, with
respect to diabetes especially, I would like to address a question to .
- Dr. Bennett. We are going to have testimony in the next panel that
descnbes the history of the Indian populatxon here, having lxved on
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the Missouri River bottom land, very fertile bottom land, planting
% ardens with an abundance of vegetables and fruit in their diets.
hen 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 lnnk to the
increase and incidence of diabetes.
Can you give me your impression of that testnnony that we are
going to hear? .
Dr. WnsoN. That is exactly right, Con sman. I watched with
great sadness, through the relocation, how many of the older
dple tried to have gardens when they came out in the to?lands,
fter 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 i
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. DorGAN [continuing]. Tribes raising vegetables and frmts 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
and e Northern Cheyenne and all the way across to the West

" Mr DorGaN. Is there any knowledge of or hnstory of diabetes
prior to the 1940’s in this area?

Dr. WiLsON. As far as I can find from lookmg 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 loolung as hard, -

“but this 1s a very significant thing. :
-~ Mr. DorGaAN. I was asking, maybe I should make it clear. We g
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 gmor 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.

E r. Lone Fight then made remarks in Hidatsa.]

hairman LELAND. Mr. Chairman, let me ask you, in your testi-
mony you mentioned the need for a primary health care facilit to :
- be located on the reservation. What difficulties do tribal mem
currently experience in accessing health care servxces"

Mr. LoNE FiGHT. Dr. Wilson. - :

Dr. WiLsoN. As I mentioned, the nearest hospital to New 'l‘own is
31 miles. The road is usually open year round but there are some
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times when vmblhty is bad. So New Town is not as bad as the mte- )
rior of the reservation.

There is a matter, of course, speakmg of weather, in gettmg 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 medlcme 1s a no
no in contract care situations.

I am sure you are all aware of what is happemng in our count?'
- affecting the way physicians practice medicine. They are not

lowed to practice old-fashioned family medicine. Old-fashioned isas

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
ntot worry about their eligibility. That is the main problem, as I see
i -
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 Figut. OK. Thank you very much.
- Chairman LELAND. Thank you so much, all three of you We
- greatly a Spreclate your testimony.

I would like now to welcome Mrs. Emmarine Chase. I know Yyou
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 comphcatlons of diabetes suffered .
by her husband and family. o

We also have with her Sister Anna Rose Ruhland—and I hope I
am pronouncmg your name right. The Sister is a Benedictine nun
with a master’s degree in nutrition. She is the only nutntlomst on
the reservation. With funding from the S‘gf lemental F _
gram for Women, Infants and Children ( 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 addxessmg
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.
\I\Xe ceshtamly appreciate your sacrifices in bemg here wnth us today.
rs. Chase
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| STATEMENT OF EMMARINE CHASE TRIBAL ELDER, FORT
' BERTHOLD INDIAN RESERVATION

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

When we became involved in this relocation my family was in-
volved in it from beginning to end. From an organized community._
‘where we had the comfort and support of our families in our area, -
- we were moved up to the upper plains to five different segments
and our commumty life was broken up. Our nexghbors were strang- .
ers. .
- We are Indxans, but we never lived close to each other. We lived

in different communities and all of a sudden we were forced to
move together in different communities and we did not have that .
community feeling that we had left.

The one thing that I want to stress on. I know we left a lot of
comforts and things from the taken area, but 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
water, for cooking, for livestock, bathing, recreation. That is where
all my children learned to swim, and that was just our life. And .
then all of a sudden we are moved up to the upper plams, and
there was a water problem. .

They dug wells, the Army engineers or whoever was in charge, .
dug wells. And they were 80 deep we could not pump by hand, we
had to have electric pumps.

And I tell you, we used to have a lot of chickens and this water
is 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 open. 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 water. We couldn’t use that water. It was just -
like a laxative, that water that we brogfht 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 brm%ethat in, in cream cans. That was an everyday chore.

And ma 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 &ot this self- housing that
t}:ey—even then, our water is not rrght e have 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 to have big gardens because we had
a large family and we had everything, I think. And then they had
a cattle program, and everybod& had a few head of cattle, chickens.
And they were free to roam
living expenses on the river bottom, not compared to what we are

e did not have to pay so much in
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.today Every little thmg we have to buy, buy, buy. And there isa
lot of us that do not have money. v
~ There is no work, no employment on this neservatlon That is -
wh there is a lot of alcoholism. Young men stand on the streets
it is always the same group. Not every Indian is alcoholic.

v There are some of us that try. We were just lucky enough that my

"husband had a Government job, and that is the way we raised our B

family. :

We do not have everythmg plush but I had a little better llvmg ~
.. than some that live on welfare. When we were on the river bot-
toms we had our own way of life. It seemed like there was more

. sharing, more sharing when we lived on the river bottom. We had

 our own %‘h ens. 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 whité 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 8. '

We call them Russian peanuts. When you go in a store there’s

big sacks of Russian peanuts That come from the Three Affiliated
Tribes. Thank you. '

Mr. DorGAN. Very good, Mrs. Chase. That was very mterestmg‘,
testimony. And I would like—I wa:lt 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 commumty—Elbow

_Woods for example—and other areas of this Indian reservation,
which required the relocation of the Native Americans from the
river bottom lands and those communities to the upper plains. And
that is what the relocation is descrlbmgl

I think you have described very well your expenences of what
that relocation meant to your family. But I just wanted to make

- sure everybody understood exactly what the relocation was that - |

you were describing.

Mrs. CHASE. Oh, Yes. When we were in the process of thls reloca: o
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 thei 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 thmg as a
workshop. They put our moneys into the individual Indian money
~ account in BIA office and we could draw as much 2, we wanted to,

and there was no question asked. They would give us, money,
~handed us moneymAnd what did we know about spending money?
We squandered t 3
we were right back on welfare. y you have a hngh wel- :
~ fare list. Although I was lucky. I never was on welfare. _

t money. We squandered it in a few months and -
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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. SRR o :
Mrs. CHASE. Yes. All these garden produce, that come from the -
Indians. Everybody reads in history books how we helped the white

o 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 thegothrew 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. o ’ S o
" 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 320 acres down on the bottom land.
. And that was taken. It got in the water. They call it the takin
- area. I do not know how to explain that very well. But this 32
- 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 bi%x 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 LeELAND. We understand, Mrs. Chase. -

- Mrs. CHast. 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 ple. He had comforting words, if not making you

well. He comforting words for angol:)ody that came. That is one

- man, when I read about that Tom ley, I always think of Dr.
Wilson, because he never had no prejudice. : S :
Chairman LELAND. Thank you, Mrs. Chase. Let us now go to

~ Sister Ruhland. 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. 5 . :

The peo%le 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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, secondéry 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- o

“tional habits. , ‘ v . v
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
? geroent of the households had someone with diabetes and/or
1g

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. S
Initial contact with WIC clients indicates that mother or the -
caretaker are often unaware of the the relationship of infant and
child health and r 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 m of managed

. nutrition fitness care is important if Fort Berthold residents are to - i

be reached and served. Limited staff and time prevents Nutrition

Services from adequately meeting the needs of the residents. o
-The Fort Berthold rvation has unique problems of long o

travel distances to community centers, health care, towns an

-~ 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 lonF, minus-zero temperature

winters, limited %‘s 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 se%;

" ments of the reservation. In order to prevent or delay diseases suc

.. 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. SRR S

- When nutrition/fitness education is provided in an easily under-

stood method and addressed to the specific household, and taki

“ into consideration cultural and traditional food habits, nutrition

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 arding 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;‘peo. le. In order to make intelli-
gent food choices people need to be informed. = '

"~ Therefore I recommend, first, that the nutrition-related ‘gxi%- N

grams—Commodity, Food Stamps, Aging Services, Head Start,

and School Food Service—should have written into the legislation
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. Progrars 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, S
Second, I recommend 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. . o
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
surveiv" 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. ' o Do
~ 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 f)romote nutrition education as a part of the program to all
people receiving these foods. S S S
I believe there is a need for existi!grrmgrams of Food Stamps,
Commodities, WIC, Aging Service, H Start, and School Lunch
Programs. The fiscal year 1987 survey from WIC indicated that 65 '
‘percent of clients also participate in other pmframs 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.
3 or 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 delayed,
and health would be promoted. Thank you. 1 v
-[The prepared statement of Sister Anna Ruhland appears at the

- conclusion of the hearing, see p. 44.]

- Chairman LeLAND. Thank you very much.
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'Ms. Danks, I was reading in the Indian newspaper this morning
about a rancher named Danks, and I was just wondering if you
might be any kin to him? R S oo

Ms. DaNks. It could possibly be my brother-in-law. - _
- Chairman LeLaND. He suggested that in order to get Washing- -
ton’s attention maf'be he would sell some land to the Soviets so - -
that they could build some silos. I think Washington did get excited
about that. 3 L _ v :

- Ms. DANEKS. I guess I would not sell any right now."

" STATEMENT OF ELSIE I. DANKS, PROGRAM ASSISTANT, EX-
" TENDED FOOD AND NUTRITION EDUCATION PROGRAM
[EFNEP), FORT BERTHOLD RESERVATION o

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 Service and Keith
Soiseth and Anita Rhode are my immediate supervisors. =~ -
- I will skip through my prepared testimon{ use a lot of it is
repetitive 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 theiown. -~ S
- 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. . . SN

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 uf here, and his sister lives in the White -
Shield area so we are all spread out, and this is like, I would say,
50 miles round trip. ‘ _ ' Lo

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 and candy and gas and maybe some
snack foods and stuff like that. ' S o -

- 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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tlon that Dolores Sand Mary Edith Good Bear, and myself have
- worked for the expanded nutrition for 18 years. Dolores has worked
~ in the area of 18 years, and we contact families on an individual
basis every month. I would say we meet 35 families within the area
"every month. But over the year I do not have the statistics to give
-to you 580 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 {ob But I really do not think it is how much time you have to
N or how little time you have to teach. It is whether the mate-
: rnal 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 needs 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 teaching centers at each segment and the commodity dlstrlbu-

~ .tion center. .
I do not think that it would be a good idea to centralize sucha

center at New Town because of the distances that 'peo le would
have to go to take advantage of such an educational facili
of the classes that I think would be important would be food prepa- -

i ratnon, care and nutrition for infants and children, special diet food

ration. aYl'wogr:sun assistants—it is Sister Anna Rose’s job to
: e 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, r health, and the displacement
from their natural home are biggest heartaches for everyone
~ living on the Fort Berthold Reservation. Hopefully, through ap-
- proaching these problems locally we can reheve, if not cure these
problems.
Thank you for your attention and for mvmng me. : -
- [The prepared statement of Ms. Danks appears at the conclusnon -
- of the hearing, see p. 48.]

. Some "

Chairman LeLAnD. Thank all three of you very much for your '.

testnno% '
4 let me ask you, do you have any children with dlahe- .
Mrs. CHASE. Yes, I do. '
- Chairman LELaAND. How many of them have diabetes?
~ __Mrs. CHase. Well, our oldest boy had diabetes, severe, and he
- died with comphcatnons from that diabetes. And before me— ;
Chairman LerLanp. Can you pull your mlcrophone Just a little
closer? I am 8OITY.
Mrs. CHast. <ad before me, my parents, my father had diabetes,
and he died in 1938, I believe. Other than that, I do not know. I do
not think there was so many diabetics. We had a hospital there,

v' _. but there was no such a thing as a dlabetes clmnc, such as there is
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- - today. Today, when dyou go to the clinic, that lobby there is just
- packed with m:;n iabetes, diabetes. - o
- Chairman Ls . 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? S : o .
rs. 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
ighway, but you could not get to the highway, and needing hospi-
care | 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 itis

Chairman Le1AND. 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 do we do it different?

Chairman LELAND. Yes. o B

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, shortening, 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. o v

What are the most important recommendations given to improve
the food package_l‘or.diagtics.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

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 at stores on the reservation

compares to those sold at large markets off the reservation. . -~ = -
Ms. Danks. Well, since most of our r:‘ood_“;'z‘flaces are off of the res-
ervation, other than New Town, the ly would not be an op-

portunity to compare, because they do not stock fresh fruit in our |

stores 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 LerAND. How oﬂer:lngo people, on the average, have to

- go off the reservation to shop? : : '
- Ms. DaNks. Most of the people, if they get their wages or, say,
food stamps or whatever, most of them buy once a month, so theg '
buy a volume of food. You do not go the store often, when it is 4
miles away, - B . ‘
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Chairman LeLanD. Mr. Penny. : : S
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 gears 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 can we supplement through

the schools to a greater degree than we now are? L _
Ms. DaANKs. 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 kitchen sg:msors, National Nutrition Week and so on. They do
have special things then. : : . c .
-~ And another thing that we do is have cooperative efforts within
~ the community to 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? R
- Mr. PENNY. That is helpful. I appreciate that. ~ o
Ms. DaNks. Yes, I believe that nutrition education should be a
art 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 -
ucation and fitness programs. This is not being done. S
Mr. PEnny. Thank you, Mr. Chairman. -
' Chairman LELAND. Mr. Dorgan. ' . .
Mr. DorGAN. Mr. Chairman, our next panel is a el 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 ai? 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
- it is in any number of feeding programs or other nutrition educa-
tion programs. Your testimony is going to be very helpful in allow-
an

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

ing us to make some good decisions in that area, I appreciate

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 -




20

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 i in this area based on work with the ana Indians
in the southwest. -

We also have thh us Dr. James Brosseau. Dr. Bmsseau is a phy-
sician at the Grand Forks clinic who worked previouslv 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 Cgecnﬁc insights from his
work locally. We also have Ms. Gretchen Chesley Lang. Ms. Lang is
a Doctor o Anthropology She is curnentlty Associate Professor of
Cultural Anthro(rology 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 Demonstratxon Diabe- - -
tes Project at the Fort Totten Reservation. ;
: Thank ou Bz;ll fo:'t coming this mormng, and let me ask that you
proceed, Dr. Benne :

Mr. DoRGAN. Mr. Chairman, might I before Dr. Bennett proceeds

R 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 W. n last Tueeday, he was in Phoenix. I know he
~ had schedule probldms. 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 especlally thank you for
rearranging your schedule.
~ Chairman p. 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, CLINICAL AND EPIDE- o

MIOLOGI!CAL BRANCH, NATIONAL INSTITUTE OF DIABETES
-AND DIGESTIVE AND KIDNEY DlSEASES NATIONAL lNS'l‘l-
TUTES OF HEALTH, PHOENIX, AZ ‘

Mr. BENNETT. Mr. Chairman, members of the comlmttee l am
Dr. Peter Bennett, Chief of the Phoenix Epidemiology and Clinical
. Research Branch of the National Institute of Diabetes, ngeatwe

and Kidney Diseases. I am very pleased to have this opportunity to

testify before-youtoday about our research efforts to mvestlfate
the occurrence and causes of dmbetes 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 willbe
entered into the record We appreciate your summary of the testi-
mony. :

Mr BeNNETT. Thank you, Mr. ‘Chairman. N

Our Institute initiated the investigation of dlabetes among the
American Indians in 1965. The first investigation conducted among
- the Pima Indian communltg in Arizona showed that diabetes

among the Pima was 10 to 15 times as frequent as in the general
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UsS. ggﬂmnpnn at that time, and that among those with diabetes
thec ristic 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. ' v
This extraordinary finding led to the immediate decision by the
- Institute to establish a longitudinal study of the population in
- order to determine the reasons for the high frequen? of the diabe-
~ tes, define its determinants—that is, the causes of di
population—and-to-investigate the development or natural history
- of the disease and determine the causes and natural history of the -

- specificcomplications. o : A
- 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
glstltution of scientifically based methods of treatment and preven-

on. . o .

- We continue studies of the disease and its complications among
the Pima today. o o _ '

- Diabetes among the American Indians is almost exclusively of
the non-insulin-dependent type. This of diabetes accounts for
about 80 to 90 percent of diabetes in the United States in general,
and an even higher percentage worldwide. Usually it attacks
mele of age 40 years and over, in contrast to insulin-dependent

iabetes in the

tes, which usually attacks children and adolescents. Neverthe-

less, both types are associated with a similar sFectrum of complica-

tions although the underlying pathogenesis of the two diseases is

quite different. ‘ : o ST :

- - 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

than other Americans. However, the disease appears to =

have become very much more frequent in recentyears among all

American Indian tribes. In the Pima Indians, for example, there

was a 40 percent increase in the aieadiusted 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

.d during the period centered around 1970 and 1980.

rtainly among the Alaskan Eskimos and Aleuts the disease is e

no longer rare today. Amon

the American Indians the prevalence =

‘of diabetes varies a precialﬁy 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 such as the San Carlos Apache and the Cocopah

. Indians have somewhat lower frequencies, ‘but rates still much

higher than in the Caucasian population. o .
- A comparison of the rate of development of new cases of the dis-
- ease among the Pima Indians with those of the predominantly Cau-

casian population of Rochester, MI, indicates that diabetes develops =~

20 .tjmz as frequently among the Pima as among the Rochester
residents. o : : SR
 Most of the morbidity and mortality associated with non-insulin-
- dependent diabetes arises from the vascular complications associat-
ed with the disease. These complication 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 disabiht.K. L _ o
. iabetic nephropathy 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- -

}ie} age at which diabetes usually develops among the American

ndian, - e S

A recent 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. SRR

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. L : < ' _
- With the increasin fre(‘:xency 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 management of -
diabetic renal disease can be found. And indeed, our Institute is

trying at this moment to embark upon an expanded effort to inves-
tigate the determinants of diabetic nephropathy in the Pima

Indian population and to conduct controlled clinical interventions -

:bat 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 troegnancies suffer excessively high rates of mor-
" bidity in the newborn period and experience lon%-lterm sequelae

such as extreme obesity and much higher rates of diabetes as ado-
- lescents and young adults. o 3 ,
~ While perinatal mortality rates remain high in the offspring of
- the diabetic pregnancy, this rate has fallen considerably in recent
_years, presumably as a result of improved medical care and man-

afement. The offspring, however, continue to be large for gestation-
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 p ancy. ’ : _ :
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- N

insulin-dependent diabetes, environmental factors play a critical

" rolein determining whether or not the disease develops in suscepti- . |

ble individuals. - .

The increasing frequency of the disease over a 10- or 20-year o

period and the effects of diabetic pregnancy on diabetes in the ofi-
spring can only be attributed to the effects of the precipitating fac-
_ tors of the environment. - N ' :

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 result of an increased calorie
intake or a decreased calorie expenditure resulting from reduced -
{)hysical 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 epidemiol and clinical research studies are cer-
tainly yielding a more in-depth knowledge of the pathogenesis of
nor-insulin-dependent diabetes in the 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

o developing diabetes, although not all of them do so. This 1s true in

the Pima, as it certainly is in other ethnic groups in various parts
of the world. o o s T
Individuals with impaired glucose tolerance are subjects who are
more likely to develop diabetes and these findings suggest there--
fore that this may be a group upon which individual efforts to
r?_dt_x:le the risk or change the risk factors may be particularly ben-
eficial. - . v ' o S
~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 scientifically, to-
tally acceptable manner. Nevertheless, it appears that among the
American Indian where there are certainly large numbers of 7&
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 seem= to be the most effective way by
‘which we can prevent the ultimaie complications of the disease.

Iy




- is extinct, but dia

24

' Of course, we would be very pleased to answer any questnons .
that I am able to answer.
- [The prepared statement of Mr. ‘Bennett appears at the conclusxon
of the hearing, see p. 129.]

Chairman LeELAND. Thank you, Dr Bennett
Dr. Brosseau.

S'I‘ATEMENT OF JAMES BROSSEAU. M.D., INTERNIST, GRAND .
: FORKS CLINIC, GRAND FORKS, ND '

o Dr ‘BrosseAu. Thank you, Mr. Chairman. Gentlemen, I am n 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 supportlng 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, Hidatsa and Ar-
‘kara Tribes. As a matter of fact 150 years ago today the worst
smallpox epidemic probabli. of North America was -
‘raging right here on this Fort Berthold rvation. During a 2-
month period of time more than 50 percent of the Hidatsas and
Arkaras died, and mecre than 90 peroent of the Mandans died of
smallpox in about 8 weeks.
~ I think it is fitting that we should be talking about another
epidemic today on this anniversary of one of the worst sma lpox -
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 nam :
- So while times change epidemics also change, and as we have o
heard from other gople, diabetes is now the big problem; smallpox
tes 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 were 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 dnabetes =

"dypelandtypell'l'ypelnsthetypeweusuallyseeamo chil-
“dre

n and this is a very dramatic disease; it comes on suddenly and . |

requires immediate intervention with insulin. Without insulin
-people who develop type I diabetes will die very suddenly, very
quickly. Type II diabetes, on the other hand, 18 much more insidi-
- ous and it comes on very slowly, it comes to one’s attention usually
~ very slowly. In fact about half the ﬁeople who have type II diabetes
. have yet to be diagnosed because t have no symptoms of it yet.
- Nevertheless, thenr blood sugar is h and the damage to their
bodies is being done by this type of dia
Thus, we think that while we know of maybe 20 or 25 peroent of
Eeo}ple in a certain group having diabetes, perhaps the rate is much
gher.




Recéntly 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 peolple 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 diabetes is not an important
. one among American Indians. - s

- 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 R

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

considerations before you can even drive your car if you have dia- .

betes. . .

This condition ioes on, whether it is type I or type II diabetes,
and just simply whittles away at the body of the person with diabe-
~ 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 quite ill. If she does not receive proper care during the
latter part of her pregnancy there is a very great risk that she will
- have a baby who 18 unhealthy, ,maﬁ' be stillborn, and this undoubt-
edly contributes at least to the hig

Native American populations. ‘ 5 e

~ Now, prevention is our goal. This tyg‘e 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 1. 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 his disease
maybe he can be changed so that his diabetes can be controlled and
therefore the complications prevented. - I .
~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

o our best to prevent it by counseling them on what they may do -

rate of infant mortality among - }'
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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 pruovent blindness. Those include laser
" treatments. There is also vascular surgery, b ‘surgery, and 8o
forth. These are all very possible nowadays. However, they take an
:ﬁonogng and an emotional toll of the person who has to have
em too. : - L
I think I will conclude at this point but I will be willing to
answer any questions that you might have. ‘ o
 [The prepared statement of Dr. Brosseau appears at the conclu-
sion of the hearing, see p. 51.] I

 Chairman LELAND. Thank you, Dr. Brosseau.
~Dr. Lang. o

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

~_ 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
communi?r perspectives on diabetes and its management. '
.. My study involved interviews and interaction with diabetics and
- their families, the diabetes proimm 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-

- - Mandan,

munity people who also are concerned about the increasing preva-

lence of diabetes at Fort Totten. o T v

. I'will not go into the statistical details because so much has been
covered already, except to say that at the Diabetes 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
ﬁidatéa and Arikara. : o ’

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. : L
-Food preferences and contemporary dietary patterns at Devil's
Lake reflect both cultural/historical factors, including a major sub- -
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sistence shift during the past century into the reservation mode of
life, and also situational factors that in a very general sense be re-
' latedtoruralpovertg." x : v I '
As | mentioned, the early Dakota subsistence pattern was hunt-
ing, fishing, 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. v _ v
" 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 %:ickly turn the conversa- -
tes 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
fc;o‘glozd today, but they have a very strong sentiment about this kind
o ) . . :

I think this is a good sign, 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 moreideal. = ' .

- 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
roducts. There are not too many households that have active gar-
ens; I think probably about 10. percent. It is most often 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. v T T
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. - : R
- 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, eﬁ. 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. : o
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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-

- tional 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- o

tary patterns, ‘ ~
. e Indian foods will 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.

“ them by title and then submit

~ So, as an anthropologist I would like to emphasize the impdr-

_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 theg' talk about the etiology of diabetes, they also
know those are the foods they like and have certain attachments to
- as symbols of group identi?'. 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 all
diabetics find diabetic diets difficult. SRR L
My recommendations are extremely similar to Sister Ruhland's,
I think it was, in the three cateflories. So I will just simply mention
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 out this office, almost as a health advocate. They

would go in with 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. - L -

- 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 familiar 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
- (ta_f eacff E%mmunity, then, taking advantage of this possible coopera-

ive effo v » » :



" North Dakota is fortunate in that the Americéri Diabetes Asso-

- ciation Chapter has provided a significant amount of continuing

education to people working with diabetes in Native American-
communities 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 crosscultural 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 coop-
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. :

' relate more to Dr. Bennett and Dr. Brosseau. The qu

And finally, I would recommend a modification of the Commodi-

: gr 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. - _ : - .
[Th repares-mment of Ms. Lang appears at the conclusion ’.

e p

of the hearing, see p. 62.] .

-~ Chairman imun. Thank you, Dr. Lang. I thank all three of
; Kou. 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. L

-~ Mr. DorGaAN. I would like to ask a question. Perl:;gs it would
: i

~ do you feel the National Institutes of Health could t increased
research efforts in the areas we are talking abo ou have

on is, how

ut? _
- any observations about how the NIH can target meud‘; efforts?

. BENNETT. Well, our Institute and the mission of our own par-

~ ticular branch is to perform research in diseases which are icu-
larly prevalent among the American Indi ulation and trans- -

late those findings in collaboration with the Indian Health Service
into practice. : N R
I do not want to make specific recommendations that. pertain
specifically to policy or to bu matters. : v
Mr. DorGaN. Thank you, v
- Chairman LeLanD. Thank you all for your contribution. Thank
- you so much. [Applause.] ; :
- Our next witnesses represent the final panel that we have today.
Your patience has been great and we re appreciate it.
Mr. DorGAN. Mr. Chairman, while you do that, miﬁht 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. : v o .

76-722 0 - 87 - 2
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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. v

Sam Keeney, the mayor of New Town, is here Sam is rxght 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 Indnan Affaxrs.

- Commission.

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

I did want to just make note of some specnal frnends 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
1mpact on the local community.

- Let me now introduce our last panel Dr. Terrence Sloan is thev =

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 lIowa. = o
He will provide a health profile of Fort Berthold and the Aber-

- deen areas. I hope that he can also tell us about the Agencys ef-
forts to meet the health service needs of each service unit, particu-
larly as associated with nutrition-related health problems.

. We also have with us Mr. Alonzo Spang. Mr. Spang is the super-

_intendent of the Fort Berthold Agency, Bureau 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. - o

We thank you gentlemen for your partnclpatnon today You may .
begm. Dr. Sloan, please.

STATEMENT OF TERRENCE SLOAN, M D., DlRECTOR. 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 Dlrector of the Ab-
erdeen Area Indian Health Service.

.. 1 would like at this time to digress from my wrltten testnmony

You have that in front of you and it certainly is self-explanatory.
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Chairman LeLAND. Your entire testimony will be entered into
the record without objection. - .

Dr. SLoaN. 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. AT

Dr. SLoan. I will quickly take you through these and I think
_ th%ylwill tell a story that will help you in your decisionmaking ca-
‘ ility. o - o
: p&The first table is speciﬁcalli the household characteristics of the
U.S. 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 no 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 table 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 a'pproximately twice as high as the average U.S. Indian. -
If one then looks 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 breakdown of the - -
~ selected causes of mortali‘t_%. and one finds that the leading cause of
mortality in the Three Aftil
as the Aberdeen area, is major cardiovascular disease. Thirty years -
ago the major cardiovascular disease that we saw in the American

iated Tribal Nation population, as well =~

‘Indian population was valvular heart disease secondary to rheu- =~

matic fever. That has larsely been treated with antibiotics and now

"~ we are dealing with the

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 mﬂ'or 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 1s a major contributor; accidents as

well. : ‘ v o

~ 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 ' .

isease called ischemic heart disease, and
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- by subtracting the age at which someone expires from 65, you mul-
- tiply it times the number of deaths, and you divide it b{ 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. =~ = - ‘ Sy

If one then looks at 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. L
If you go to the next table, what you find is the adjusted car-
- diovascular death rate for Fort Berthold is again ut two times
the American Indian rate. ' : o
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. T
: Most importantly, if you fo 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. urpmu:sly, we began
to look at the data and we 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 diabetes.
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. =~ -~ = - v :
- We feel and would welcome more research, specifically in this ge-
~ ographic region of the country, regarding this disease so we can
, beﬁgn to combat it from a baseline level. o

one looks specifically at diabetes mellitus death rates in the |

Aberdeen area, one sees that the Fort Berthold pogulation has a
-rate that is 10 times the United States, “All Races,” and 5 times -
_ the American Indian population rate. - . S

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 mortalitf' in
Fort Berthold and in the Aberdeen area is extremely E;fh' tis
‘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 pri -

- 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 18 actually lower than the surrounding United

~ States, “All Races,” population. This follows nationally for the

- Indian Health Service. =~ =~ . o
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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 alcohohsm 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 vanous facxlntles We analyze these
very carefully. :

‘you go to the rlght you will see an “FB” That is Fort Berth-
old. " is Fort Totten, and “PI” is Pierre, and “AA” is the Aber-
deen area. To the left all these facilities havreealz?ltals and/or
major health facilities. What you see is a dec expenditure
per capita in those facilities that have health centers. You see 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
Servme expenditures per capita and %er 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 ca ita and per workload unit, there is a similar type of finding.
ave a process 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 Indlan Health Care

Reauthorization Act.

 What one sees is a decreased ability of health centers to collect»

- third-party resources. These are returned back into thexr programs
to develop an effective primary care system

. If you add all three categories of fundmgs together, you find the

continued disparity. .
Let me brmg to focus the pomt Iam trymg 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 Aberd-2n area. .
~ The Billings area currently receives the highest ﬁer capita con-
tract Health 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, accessoriented primary care program
that involves all the elements-of-adequate-preventwe 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

ly.

some capability to provrde a wide range of semws to people local- -




" individual Indians. - |
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- The effects of the Garrison Dam on this gopulation, and the fact
~ that it split up the reservation consideral

-areas where peorle could not gain access has had devastatinf con-
'sequences. The Indian Health Service is committed to building a -
direct care access-oriented program, but it will indeed require addi-
~ tional efforts, personnel; a different a"pe of commitment on the
part of the Indian Health Service and Congress. Thank you. '

ly and created remote

| - (The prepared statement of Dr. Sloan appears at the conclusion'

of the hearing, see p. 85.] - . , o
. Chairman LELAND. Thank you very much, Dr. Sloan.
Mr. Spang. ' . :

- STATEMENT OF ALONZO SPANG, SUPERINTENDENT, FORT
"~ BERTHOLD AGENCY, BUREAU OF INDIAN AFFAIRS -
- Mr. SpanG. Thank you, Mr. Chairman, and Congressman Dorgan
and Congresman Penny. S
" 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. S : - -
- 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 po&xlation is approximately
3,:132(1), although the membership of the Three Affiliated Tribes is
-~ 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- apg‘roximately
1,550 square miles with 424,213 acres held in trust for the tribes or

There are two tribal contract schools; one cdoperative SchoolF-
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 opportunities to the reserva-

tion and surrounding communities. ‘ o .

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 fanninF and ranching enterprises differ significantly from off-rgsen?atibn :
operations. Smaller scale, lack of sufticient 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 con-

 ditions. A general lack of resource development increases drought impacts on Indian . -

land and results in a longer recovery period. : -

- A primary reason for the differences between Indian and non-Indian agriculture
enterprises is that undivided and fractional heirshi,i) and tribal ownership prevent

" Indian operators from acquiring title to moet of the lands in their operation. Indian
farmers and ranchers are therefore dependent on leased lands with a term limited
to 5 years by regulation. 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 op-
erations with minimal on-farm development, little stability, and complete depend-
ence on fluctuating markets. o '
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This description of the problems of the Indian farming and
- ranching enterprises adequately portray the problems encountered
_at the Fort Berthold Reservation. S '
The Bureau of Indian Affairs has been working with the tribes to
find ways of expanding and developing the reservation resources.
We are developing strate%ries for better use of water, to develop our
range programs, and eo?,oring 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 developed 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 wor:.ed 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. ' : : : : .
: his year the Bureau is providing a full-time staff person to the
_tribes through thc 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 workin
- with the tribe to develop and implement a tribal action plan to ad-
dress the alcohol and drug Froblem as recluired by the recent Om-
nibus Drug Act. I will defer to my colleague from the Indian
Health Service to speak more directly to this effort. : X
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 reservation 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. N _ - : o
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.] S U S
. Chairman LeLanp. Thank you very much, Mr. Span%; And let
me say to Dr. Sloan, your testimony was incredible. The graphs
and your relative comments were just outstanding. '

1 do not know if my colleagues have any questiohé 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 nuraber of clinics,
‘health clinics that are present on the reservation? _
Dr. SLoaN. 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. P:mnr Ane 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 to go out and around to access that care? L
__Dr. SwoaN. No, the clinics are placed reasonably strateglcally :
However, there is difficulty in fully staffing those clinics, particu-
larly with some of the specialties that we reall% need to make

available to combat some of the high disease nce 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-

cial period where 80 many of thee children are unfortunately N

dying? 2
- Dr. Swoan. Ahaolutely ‘That is one of the major goals of our

health care delivery system.

- Mr. PennNY. Thank you. Thank you. Mr. Chairman.

Chairman LeranD. Thank you. I understand that the gentleman
;"rom North Dakota does not have any quelmons of the gentlemen

ere :

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
: Schoodedl for the use of this facxhty and all of the FeSDUITES 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
P 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 )ust the near future also at lunch'
- Thank you so much.

I want to thank also 'the cmzens of this mmtlon for coming )
out today. Your presence is, of 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 soluuons to many of the pmblem that. -

~ were raised here today
The testimony of our witnesses has been excellent. We will ub
‘this testimony back to the Congress of the United States, do what
~ we absolutely can, and I know with the leadership provided by
, {:ur Coogremman we will make a great deal of progrerss in com-
tting these adverse conditions. Thank you very, very much for
your kindness and your participation here today. v
This committee hearing is now duly albourned ' _ .
(Whereupon, at 12:35 p.m., the select committee was adjourned.]
[Matenal submxtted for inclusion in the record follm] =
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PREPARED STATEMENT orllon. Micxxy LELAND, A Rnnmum IN Coucuas l'-‘uou
‘ THE STATE OF 'ltns '

Thank you Congressman Dor;nn for inviting us to visit the Fort
Berthold Reservation. I also want to express my sincere appreciation
to the tridal council of the Three Affiliated Tridbes, to the tridal
meabers who perforamed the introductory ceremonies this morning, and
to the many others who have assisted in the arrangaents for this
hearing and the site vlslta we will llke llter on this afternoon.

Today we will hear testl-ony from distinguished vltnessea concerntn;
hunger and nutrition prodleas among American Indians. While the
hearing today focuses on solutions needed to address the concerns of -
the Three Affiliated Trides, we will also address the related concerns
of Native Americans nuttonulde.

1 arrive on your reservation lvnre of the gria social, eeono.le. and

. health conditions of your people. I have read of the astrcnoaically

- high unemployment rates on the reservation, which reach levels as high
as B0 percent during the winter months. According to The North Dakota
Indian Affairs Commission, the 1982 per capita income here is $4,069.
This {s less than one-=half that of the total United States population. -
Additionally, the cost of dasic necessities such as food and utilities
i{s very high due to cold, harsh winters and limited phys(cal access to
retail food outlets..

1 have learned of the devastating impact that the bulldln‘ of thev
Garrison Daz has had on your most fertile lands and on the
infrastructure of your cosmunities. - I have seen the reco-nendntlons
of the Garrison Unit Joint Tridal Advisory Committee, which seek to
compensate the tridbes for the negative impact of the dam on your )
econoaic, physical and esotional well-being. The Committee will
examine the recoaaendations of thls report nlon( with other teatllony
presented today. .

whlle health trends ror American Indlans hnve iaproved over the past
decade, at many reservations the rate of serious health conditions has
reszained stagnant and has worsened in some cases. The health status

of the people of the Three Affiliated Trides is adyssal when coapared
with all American Indians and the total U.S. population.

Diabetes -- a malnutrition related health prodlem -- is the focus of
our Comaittee's investigation today. This diaease, which was rare
azong American Indians defore the 1940°'s, has now reached epideaic
proportions at Fort Berthold. In a 1986 report on the health care '
needs of the Three Affiliated Trides, the Univeraity of North Dakota‘'s
School of Medicine reported that nearly one in three persons age 40 or
oller are diabetic. The death rate due to diadbetes on the:
1escrvation, for the period fros 1982 to 1984, is over three tlaea the
rate for all reservations in the Aberdeen Service Area and over seven
tiaes that for the U.S. total population.  Not only is the death rate
froa cdladeles higher than other areas, it has recently worsened. Froam .




19?“ to 1982 the rate increased by 179 pereent;_'Theae 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 underatand hou the federal assistance prosrams
‘designed for the specific needs of 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 malnutrition. 1 am specifically
interested in your recommendations regarding changes needed in the
type of foods offered in the Food Distribution Program and the -
accessibililty of health services needed to prevent and treat dlabetes-
as uell .as other nutrition-related health problema.

'He look toruard to hearing from our diatlnguiahed witnesses to learn

~ how statistics and studies translate into everyday problems. I
welcome your remarks not only on nutrition and health services,’ but
also 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 influence.
of adequate income, access to a quality diet, and education in sharing.
the health status of American Ipdians all deserve serious attention.

Access o an adequate food supply is a basic human right. We are

- spending billions of dollars to stockpile nuclear armaments, but what
- good is 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 battlc against hunger and malnutrltion. Thank you.
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‘ Chotrlnn Lolnnd. and membera of the collittoo, ly name u ‘
" Bdward Lone tht. It ia my plulun to teatify before yout committes .
., in my capacity as the Chairsan of the Three itt iliated Tribes. Let me

'ﬁnt eXpress my thlnh,.on behalf of the full tribal eouncn, td yourrz. :

conltttco for the concern lnd interest you have lbovn by convening

thia hcaung rcglrding the nutriuonll and hollth care nccdl of the

tribal pooplo on the Fort Berthold Rontvation. _ . .
.- The ulcvnnt statistics punt a stark, lnd lhocking, plcturo .
ot tho prount health care and nutritional status ot tho tribal‘
" - people. The perunont health care data, colpnod and .vuluatod by‘tho
. Schooli of Medicine of the University o:t North Dakota in 1986, ahows
..‘that itho tribll pcopl_. on‘ Fort Bo_rthold are lubjoctod to 'af_
: signiticlntly inferior level of health and nutritional care. That -
recent study examined the ntltut‘icll.inc;ddnco of diabetes related
deaths, infant loxtailtylaotbidliy,'.ﬁd alcohouln :clitod deaths _
‘"among  the tribal pooplo on - the Port chthold Rcsu‘vauon. . For
‘oxanplo, the 1n£lnt lortnnty rate at Port Borthold is 32.8 por 1000
_ | births compared with a 2.6 nauonal average rate and a 13.3 rate for
: - the entire Indian ﬁciltﬁ-Servlce pbpulattbn, The diabetu uortalitj
:nto at Fort Bdrthold 15 123.8 per 100 000 62 popﬁlnﬁion,‘ 'con'pirod ‘
with a national avcngc ntc of. 9 6 and vith a 10.9 nt. tor all
American Indians. The. alcoholun nortanty nto at Fort Berthold is
200.6 por 100,000 compared with a 6.4 national avorago ratc. Thc
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Purro‘ vs.rvtc:o'tlntt ﬁll the noltb_htghc’lt rate, at 103.7;..1:: the
Abcrdccn xns' Service Area. 'That 'toport concludo- that these
' ataultul are all the more txagtc vhon it is tccognuod that vtth
| only a lodut tnc:on. in unndtturo by IHS for tlp:and hult.h care
delivery, and nutritional oducatton. that many of thcn deaths coul.d »
‘be lvoidod on Port Berthold. _ a j
_ There are, Nr. Chutlan. pxudcnt and rononlblo pubuc
hulth xuponou to these lhockmg Indian bnlth care and nututtoml
ltatuucl on Port Bctthold.‘ _The Three Atulutod Tribes urge thu
:OOIIi‘ttOO tp‘ihpport. in this regard, thi recommendations of the abtnt
Tribal'Mvtnoty_cb--tttoe (JTAC). That federal commission recommended
f.hnt tho' Indian Health Service construct operate and maintain a
' prl.lny health care tlcutty on Fort Berthold that would emphasize tho
pnv.ntton and treatment of obltctttcl, dialyais, alcoholisa ,and
»: g ~diabetes related ptoblo-l among tho Indian people on Port Berthold.
 The cost estimate for this modest facility 1s approximately $3 million
to buud. lnd $1.5 -uuon to .quip. Thia tlcutty would nho ‘employ
-approxtnatcly 30 tribal lolbon in vartous full ttlo staff pouttom.
It lhould be addod tlut thtl todonl oo--tuton found that the Three
Affiliated Tribes, aside tron tho conpontng anuaucal case
prdicntod, irc entitled to :m- hcalth care facility bocaun the
" federal government had proltud to build a uplacncnt honpttal
facility, under Pub. L. 81-437, Ihcn thn previous tcurvauon hosptul
 was destroyed in the 1950's as a ruult of tcdctal action in the
" construction of tho Garrison Dam and Reservoir. ‘
. Several health care oxportl, lncludtng protcntonah from
the Indian Health Service, will tuttty.rognrdtug the hqalth and
nutritional needs of the tribal people on Fort Berthold. It u' my -
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‘beltef that much cen be doae, through administrative and legislative
action, to prevent these recurring tragedies on the Reservation.

This concludes my testimony, Nr. Chairmen, and I would bo_.
- happy to answer any gquestions you OoF your eo.titu; may have.
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Paeranzn Snmm or Smn Amu Rou Ruuunm. 'l‘umu. Nunmom. Fo:-r
Bexniold REEERVATION

- A Tribal Nutrition Program was not a part of the services
offered by the Fort Berthold Reservation, Three Affiliated
Tribes Govermment, 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 dovolop these services.

The overall goal of Nutrition Services of the Three A!!iliated‘
Tribes is to increase the level of Nutrition awarencss of :
residents of the Port Berthold Reservatlon. )

. The people of the Three Af!iliated Ttibes suffer a multitude
of health problems ranging from a high rate of accidents,
heart disease, and diabetes to a rapidly risinc rate of

" cancer. Diabetes as a secondary cause claims a significant .
number of lives of Tribal members. The disease is compounded -
by a tendency toward obesity. Yet many Fort Berthold relidenta
are obese and practice poor nutritional habits.
The 1984 Port lirthold Household survcy (surved 70% of thé 
Households and conducted by Nutrition Services) indicated
that over 508 of the Households had someone with Diabetcs
and/or high blood pressure, and at least 70% of thc households
felt someone in the home could develop Diabetes.

- Individual diet instructions indicate that paticnts are
unaware of what causes Diabetes and how Diabetes might be
prevented or delayed.  The same can be lild for hypertension
and hcart rellted nutrition problena.

Intital contact with WIC clicnts lndicatcs that mother/care
takers are often unaware of relationahip of 1n!antlchlld

health and poor nutritional carc. Poor nutrition may lcad :

to future health problems of obesity, Diabetes, and Hypertension. '




Presently nutrition counselina services are. provided elicntE‘
through the Tribal Nutritionist, Nutrition Services, Three -
Affiliated Tribes, Tribal office. The need for an adequate
coordinated system of managed Nutritionlritness care is
1mportant if Fort Berthold residenta are to be reached and
scrved. Limited staff and time prevents Nutrition Scrvices
from adequately meeting the needa of the reaidents.

The Port Betthold Resetvation. ‘has unique ptoblems of long
travel distances to community centers, 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 conmpounded with long, minus zecro temperture,
winters, limited gas funds or no mode of transportation, and .
poor road conditions. Thetefoze. it is 1mportant to develop

- a consistent and uniform strategy of Nutritionl?itness Setvices
- for all seqments of the Reservation.

In order to. ptevent or delay diseases such as Diabetes.

. Hypertension, and heart disease, health promotion and diaeasc
prevention need to be addressed with a strong Nutrition/?ltness .
" component being a part of the progtam. :

Hhen Nutrition/?itnesn education is provided in an easily
understood method and addteased to the specific househnld and -
_taking into conaideration cultural and traditional food habita.>-
. nutritional chanqee are made. -

‘ HIC (Women, Infant; Children Special Supplemental Food Program)
yearly nutrition survey (F/Y 86) indicated that 891 of those
surveyed made changea in their eating habits because of vhat :
‘learned at WIC. Visits with the Nutritionist regarding
nutritional needs, rated at the top in 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 lcarning about Nutrition/Fitness. The

" F/Y 87 WIC Nutrition Survey had 47% of the respondents desiring
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~ to learn morc about Exercise,: and 551 desired morc_infoimatiohv -
' regarding weight control Tuchty—thrce - forty-two pcrccntbl l
- also requested 1p£ornation regérding less fat, salt, sugar and
increased fiber foods. A high 1ndication of the desire to
leatn and change food habits.

- Rutritionl?itness educagion needs to Sé expanded_tovall’
- Food Programs and people. - In order to make intelligent
- food choices, people need to be informed. L

" The Nutriiioh relaiéd Proyrams (COmmodity, Food stamﬁs,.

. ‘#ging Services, Headstare, WIC and School Food Service)

should have written into the lcgislation of thesc programs:'
funding authorized for Nutrition/Fitness personncl and
programs. - AR ’

Diabetes prevention nceds to be addresscd with a cbordinatcd‘
- team cffort of Phusican, Nurse, and Dictitian. ' Presently
there are seven Diabetic prpjccts in Indian Hecalth Service.

. These projects need to be expanded to include all Indian
peoples and specitically the Fort Berthold Reservation.

To prevent long range complications cducation nccds to be
addressed to the presently diagnoscd Diabetic, the family,
. extended ' family and the achool agcd child.

‘Nutrition ataft Qt DietitianlNutritionis:,-Home Economist .
and suppo:ting nutrition aide staff nccd»to be cxpandcd
so that Nutr;tion Education may be provided.

Nutrition food programs nced.to be available to all the

: pecople in all arcas (communities) of the Reservation.

- Programs nced to be net-worked for imprdvcd coordination.
New and 1novat1vé nutrition programs nced to be dcveiOpcd.

~ This can only be accomplishcd when lcgislativc funding is
1:prov1dcd to meet staff nceds. '
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It is important to cducate the people to better use of foods "
30 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, doughnuts, and cookies. Where as

the use of ftuitl; vegetables, and vhole grains rated low.

There is a need for existing programs of Food Stamps, Commodities, -

WIC, Aging Services, Headstart, and School Lunch programs.

F/Y 87 WIC Survey, indicated that 65% of clients also participated

in Com vdities or Food Stamp Program. Since a high number of

households 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 élderly

and children) this may be the only means of food. To prevent .

... regression in health the food programs are important to the
people. ‘ ' ' ' S ‘

An cxpanded Nutrition staff (Dietitian/Nutritionist, Home
Economist, and Nutrition aides) would be able to provide -
creative and meaningful vNutrltioanitneu Education Progranms
which would also consider cultural and traditional food - '
habits. B ‘ o o

e -
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My name {e lhu bcnn.' lama nnldont of the Mendaree commmity of the Fort

‘Barthold Reservation. My husband, Jim, and I have five grown sons. My husband and
1 were married in 1947 and lived in Elbowoods until 1956 vhen the reservoir wvaters -

"came. 1 remember vhen the water cams over the last bank and started filling

the lover pleces in the tovﬁ Even though we sav thea turlh; down bulldln;l and

soving things out, l don't think that we had any notion of what we would suffer

in the years to come. Ilonly. ¢ thh\k wve could t or dldn t wvant.to believe

the ntcnt of the chaa.u in our lives.

We wvent from one organized commmity vhere we had the comfort and support of our
families in ome areas to five uuti;rcd segments, where mow, contact with fasily
meaders {s often only occasional. |k left the river bottom where there was fine
soil for farming snd gardening and good vater for any purpose, to ‘the upper plains.

' ~ In the Handaree and Twin Buttes areas, from the very beginning of refocation, the
.people struggled vith really bad vater and even vorse soil, until within the lllf
ten yesrs vhen water from the lake was piped in. Of cduru. the sofl hssn't
changed--it's msost gumbo and only the most d.dlcnud gardeners, vho can drlve to
good patches of gerden soil,can raise gardens now.

In the days of living on the river bottom, there ﬁn i.rdcnl. " Not just community
gsrdens, but entire families worked together to provide fresh gsrden produce for v
themselves and to share with others. be must rewrsber that the Three Affiliated
Tribes were gardeners, long before any immigrants came to their Nation. Many of the
vegetables that everyone enjoys todl'y were staple foods for the _ﬁru"l'rlbu. and
they have shared their seeds vith the world. )

Within valking distance of int h_l vas vnn abundance of food sources--wild fruig,
including jmbcrrup. plums, chokecherries, strawderries, rnpbcirlu. grapes,
herbs, etc--thst ;icv and produced 30 well on the river bottom. Dur. rabbits,
'lrouu. snd pheassnts were nesr st hand. as vcll as fresh ﬂlh ho- the Missouri
River and its tributsries.




Wasy people ewed cattle end horees thet broweed through the wister s the sweet
clmt end young willows aleag the riverbaske and were herded ﬁth the summr oa
the saxe wpper plaiee wiere ot are livieg today.

There were a0 c—‘uy foeds, as they were met Secessary. . ‘ut.‘ groam li‘lli

" sres was grewnd iato fleer at the mill ia Elbeumeds. Wearly all feed perchaces

. wavre otsplee, outh 88 sugar, coffee, salr, etc. Cammod temstess and sardises -

- were e trest. 1 know sems of you have beard or read all of theee llh.i assy times
before; howwver, wo Baet accept the foct thet we'we hed e drestic chenge in fawmily
11feetylo, and a8 badly ae wo wosld like to go bach to where wo vere ia thesoe

ésys, w coa’ t._ ' ’ ‘ :

 { ‘.l‘l thisk there {0 l-ar. per e, h:. zather, poor sstritica. Thie o

aviéent ia the rice in emsy sstritics nluo‘ dissssce. la the ssrvey 1 414 for -
this testimsuy, the cencerms exprecsed were related to tu L) fat, salt snd
carbedydrates ia cammndity foeds. E They feel thet they would sppreciate whatever
changss con be made with sdding fruits, vegetables ond meats, with poesibly fresh
items in sasscn. Siace USDA dossticms are their msim scsrce of feed, they ave
concerned thet the Iullh problems they are esperiencisg msy be com‘ is their .
ehlllm 1 sammthisg 1s not éome to meke oamm chasges. :

1\0 best woy, 1 feel, to address lh problea (s thongd cosperating ia pml‘l-j
‘mare education opportmmities to osr populaticn. Deleres Saad, Nery Rdith Ceod |

. Bear end 1 werk for the Borth Dakets State Extemsicn Service as Preogrem Asefeteats
ia the Basrgency Food sad Butritica Pregram ea Fort Berthold. Ve bave sevved our
separete commsaities for as loag e 18 years. e each Mn ceantacted sa swverage
of 33 or ssre different individusl hammmsdere each yoor, vregulerly oa & meatily
basfs. Ve, also, have growp meetings with ¢itferent people. Althouch 1 doa't

have the statistics at humd, 1's esre we Mave ceatacted bundreds eover lh'ynu.v »
We have doue vhat we con is teaching the people sbout food ool sstritics. Rewwwver, _
1 feul we are net adle to prevwide .loq-no o‘uul-. wothiag s w do. oa & un? »

- tims basis. PFurtber, wmlese lh educaticnsl msterial 1o uln-t te the aseds of the -

m.lo. they are weeless, nuulno of h- amch or llnh time we have to tesch.

The Mot Leach staff ot the Mandaree School dees an excelleat Jod of fstrodecisg
the students to & variety of foode and meetisg their sstritiomal aseds duriag the
school term. Bowever, very little sstrition education 10 provided as clessroam study.



One suggestion 1 would have in getting Betritica edecsticn to the pecple would be
to provide Rsecurce and Tesching Centers at esch of the Segmrats and the Cammdity
Distribution Center. 1 dom’t think that cestralizatics of swch centers,say ia

Sev Tows, would serve all the mlo‘i seeds \ecsuse of grest disteacses to the

~ cester frem the cutiyiag districts. Semm clasces could be Food Preperatica, Care

- and Butriticn for lafeats asd Childrea, Special Diet Foed Preparatica. These are
 Just & few that would be veeful ond are mowded. -

Desmployasut, slcoholicn, poor health ond the displecomvat fres their sstural home
are the' biggeet bearteches for everywms living ea the Fert Berthold Reservatiocs.
Bege lully, threugh oppraschisg theoe prodlems locally, we com belp relieve, {f

sot cure, these trswbles. -t ' '

Thasd yos for your atteation asd lou_' hvltlu @ to testify.
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Duriu the first 40 years of thia contury. aeveral Aurlcln Indian
tribes were screened for diabetes. Virtually no cases were found. =
Medical researchers felt that Indians were somehow resistant to diabetes.
However, by the 1940's a few cases began to appear. Over the next three
decedes, diabetes proceeded to become first a common affliction of Native
Americans, and then a problea of epidesic proportlonl. By the early 1970's, -
diabetes wes being diagnosed in SO0% of the adult population of the Pims )
Tribe of Arizona, and sany other tribes were reporting rates of 20% or
more. By vay of cowparison, the rate of dhbotn among adult non-lndnnl
in the 1970's wes nbout 52. o , :

lnut caused thu epidemsic, end how can itl npid lpl’.ld be uphlnod?

Diabetes is tho sost common setabolic dinuc in tho Western world. -
About 13 million Asericans have it. It is caused by an absolute or a
relative deficiency of insulin. Persons with an abgolute insulin .
deficiency are classified es Type 1 diasbetics. These persons have =

. cospletely lost the ability to produce insulin and unless they receive it in
the form of a daily injection, they will die.  This is the type of diabetes
which sost commonly afflicts children and edolescents. The availability of
insulin over the past 65 years hes changed Type 1 diabetes from a rapidly
fatal, acute type of illnesa into a chronic one.. Nowadsys people with
Type 1 diabetes are most likely to die of the chronic camplications of
diabetes--strokes, heart attacks, and kidney failure--but omnly after they
have had the disesse for aeveral decades. In the interim they are subject
to disability from loss of vision, nerve damage, and amputation of liabs, as
vell as the job and social discrimination thlt came ulth dubotu.

. People with ‘l’ypo 11 dubotu have a pelatjve doflcioncy of tnsuun.

. Their bodies produce some insulin, but not anqugh to seet the body's

. needs. Many of these peo; people have no sysptoms of diabetes, and thus may live .
with high blood sugars for years before the disesse is diagnosed. Type II

* diabetics can often have their'blood sugar controlled aisply by following a-
proper diet and controlling their weight. However, about one-third require
an oral medication in addition to diet, and another one-third will require
insulin shots. About 90% of Type II diabetics are overweight, and it is
obesity which is felt to be a prime factor in the cause of their disesse. -
Nearly all Indian diabetics have the Type 1I variety. Like Type I

- diabetics, Type 11 dubotlcs are highly prone to vuculur. renal, and eye -
comsplications.

. An isportant fact lbout Type 11 dhbotu is that nelrly half of lll
existing cases resain undiagnosed! Thus, for every person known to have =
Type 11 dubotcs. thero is another one, prone to the sape compltcluonl. vho




doel not even know that he/she has thﬁ diseeses. Ironicdily. Type 11 .
diabetes is often not found until the cclplicationn of tho dinno have
. become manifest. .

Most researchers todny bolhvo thlt Nnttvo Americans are gonoucally
more susceptible to disbetes than non-Indians. This genetic tendency wes -
_probably beneficial in sncient times when food wes less available because it
prosoted the storage of energy. Paradoxically, when food was more readily
available, this seme genetic trait becase detrimental because it led to
obesity. The obesity, in turn, led to the development of disbetes. Whereas
obesity wes once rare asong lndim. today it is extremely coamon. S$So too
is diabetes. . :

‘nu magnitude of the probla of disbetes asong Ilndians is turthor :
illustrated by statistics released by the Indian Health Service (IHS) for :
" the period 1981-1984. . The diabetes mortality rate for all U.S. races during
. that period wes 9.6 per 100,000. For the IHS population it wes 25.S. For
Indians living in the Dakotas, the death rate wes 51.3, the highest in the
nation. Asong persons receiving outpatient care at IHS facilities in the
Dakotas, 2]% betwsen the ages of 45 and 64 were disbetic, while 27% of
those over 65 years of ~age were dhbotlc. -These rates are 4 tises the
nltlonll average. ' . S :

Dhbotu is a camplex, -ultttlcutod probl-. In husan terms it is a
devestating disesse, both esotionally and physically. Economically, it
requires tresendous expenditures of time and resources to care for the acute
and chronic probless of perscns with diabetes and 1:- calpllc.tim :

Early diegnosis ‘and 1ntorvcntion to pnmt dubotu or at lesst

_ control its complications is the best way to curb this epidedic. This will"
- come only through continued surveillance for the diuuo. continued research
into u- causes, and an 1ntonliﬁcd search for better treatment. - :

In the pest, infectious diuuu such es mllpox nnd tuberculosis -
caused the decimation and near-smnihilation of the nati®h population o(
America. Today these diseeses are historical curicsities. “The main health
probless of American Indians today are chronic ones, and diabetes is the
- prototype of chronic disease. It is the goal of modern udtcino to sake

this killer and crippler another historical curioslty. ; .
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.o Bur. by the 1960;-::1::4 tu:bd q:ndﬂm: proponions: 2:= Health officials became aware of the extent of the dia.
_-Ofthe esdmatedone million AmerinIndians alive today, - betes problem among American indians oaly around 1960,
’ appmnmlycmmduaeuumkofdndopm‘dubem. when costs from diabens-related bospiaal says became &
- = whereas lnlhegewalpopulwom-lhemkamchlowc-m;orexm for the Indian Health Service (IHS), the
- (about one person in 20). Almost all of these cascs are branch of the U.S. Public Health Semu that Innﬂlq
type 11 (non-insulin-dependent) diabetes. Type | (insulin- lndun healthproblems.
. dependeng) diabetes is still extremely rareamong Iadians.: © .- How and why has diadetes become mch [y m)or huhh
- .-~ Unlike the terrible measles and smallpox epidemics of pmb!em for Indians. and what can be done to help? Re- -
- the 1800s that wiped out whole Indian villages almostover-  searchers are gying to find out. and so far, their work on -~ .
- ..’mghx. diabetes (which'is nor costagious) crept into the *.the firsr question boils down to this: The genetic makeup -
S Indian population quictly. 1% spread was slow compared - of many [ndians seems to mu. poorly with modern llf:- .
- 7" to contagious epidemics, veiled l::y! the ofien undramatic  styles and diets.
- onset of the disease and the cultural silence of the Indians
2=Z themse 'ves. Moreover. the Indians were not aceustomed .FINDING ‘THRIFTY GENES‘
*= =10 seeking help, particularty for 3 medical problem that * This atea of research had its beginnings in the 1960s. when
‘Zanallowa person to -'g:l b} wuhou: :mmcdm: lx:at- “a genencist, James V. Neel. Ph.D.. proposed the *thrifty ~
: gene™ theory. Dr. Neel supgested that food in Native §
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i, Ncnh Dakota, and Oklahoma, serve as exunples of
different ways of providing dialeies care that the I1HS
hopes will be adopted in other areas—with both Indians
and non-Indians. A key elemeni of the IHS projects is the
healthcare team, 1ypically consisting of a physician: nune.
nurse practitionet, or physician's assistant; dietitian; and
diabetes educator—many of whom are Native Americans

. ance and education in ways that are individualized for the
oibes they serve.
Because the model proprams are located in dnﬂcrmg
. envioaments h:nong peopies ‘wn.h differing needs, they
8 i vary in emphasis. For example, the Fort Touen (North
m:’:s‘;m mm‘ﬁ throughout 1y o) reservation projram emphasizes home visic and
’ .-« taching on a one-to-one basis with the 250 people there
American communities was a2 times abndant, at times  who bave diabetes. The Winnebago (Nedraska) program,
scarce, Survival dependsd on the ability 10 get thriaph ' which has a loper diabetic population (approximately 435
periods of famine. For people living undersuch conditicas, "todate, withan addstiona! S new cases eachyear), stresses
the ability 10 rapidly store fat during fimes of plenty is a . community involvement. A popular pant of the Winnebago
rmajor advantage. Duning modern umes, however, food program is a diabetes kitchea, where nutritiona) infor- .
has become continually sbundant, with the result that peo-- mation is taupht using foods from the local diet. =7~ ™™ <
ple with **thrifry pepes’* seadily become obese. This, in °  Enensive pregnancy follow-up routines are surssed a
oo, insteases their risk for diabetes. 1n otber words, a. the Albuguerque (New Mexico), Claremore (Oklahoma),’
genctic makep that suited Indimns well for centuries may. and Sazaton (Arizona)sites. The Sazatonprogram. serving
. be proving harmful i the 20th ey 7T . ... 77 approximately 980 Pimas with diaberes, emphasizes ex-
- —~Current researth tends 10 suppont Dr. Neel's conxpe. - ercise, paticular)y among obese adolesarats, who are at
The best evidence comes from the Pima Indizos in Arizoni™: high risk for developiag dubetes. And the aumber of IHS
Nwiyiﬂpamtof:he?mwpnlmmhudnms— mode) sites is FTOwing, thanks to an increase in fgdml
“the highest raie ever reponed. Studies show that about half, funding. Two new sites will be selected in 1925:°
of all Pimas berween the ages of 20and 54 are obese=57 Although it is sill 100 eatly 10 offer sound mum:&‘
ofmﬂu-ymasmu:has half again as heavy as their _officialsat the 1HS say they £2n aheady see a0 immove-,
“3dal body mphslhhmcb.mhmdﬂ&ummndﬂsmmgm Indums;, lnlbeOﬂ:how
Saohesiy; with alahe They cé Jower blood-mupar

13 there snrTest mmamw

S the Indians mix with other 13 -
.Evidence from these swdies Mmmmw

.-!hnq;z.n :

‘zwrwn ponnoobewy or.. duha:x.ox both.-have not_
Sver been sufficiently idenuified 20 permil

~peedict mamc:um.hmdmmuls will d:ulapdnbem.
«-- In addition10 contributiag 10.scientists’ understanding’
” of the causes of duabetes, work among Amun.lndnns
*45”also™aiding in the: dtv:lupment ‘of new TrEatment ap-",
_proaches. Much.of this wark is being donz in five model

disbetes care projects eswablished in 1979 by the Indian
* Heahh Service Diabetes Pregam. These prorects. Jocated - A Sioux Undian woman has ket blosd premare checkad Gur.

on ar neas feservationsin Arizona, Nebraska, New' L_m- inga disbetes care warinhop atthe kanebed Racrvatian. ™
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=% | | condition, o they may even help directly in care. Because
-] |2 CHRs Delong 20 the Iride,. they ‘undersiand -bow 10

- .;.?:.‘.'-ﬁ.. . .;-

e ‘o= ? Samle -_r . ﬁ
cinme whea those programs begen.-*But T~

AND THE WORD IS SPREADING -3
The IHS programs are called *‘models’ because they

tmadical anention. Osce the injtial contact has been made,

- | {the CHRs muy setum to the bome and explain, in the axtive

lazguage, the Testments or dict requirements for a given |

copviace 8 persoD 10 get madical stention: = seitue T
Rosebud has [ )
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Jomes D. Brossesu, M.D.., specializes in diokeses, epidemiol-*.
bn:dbaﬂyﬁdnc*d_ﬂfab Clinic, in North*
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. |From Diabetes Care, Nov..Dec. 1986) -

- _Diabe'tes in Amériéan vlndi'ans:
| A Growing Problem

D. M. GOHDES. MD

Non-insulin-dependent diabetes mellitus is a major health problem in American Indian communitics.
Indian Health Service (IHS) collects information about outpatient visits and hospisalizations and
analyzes mortality in American Indians and native Alaskans. Between October 1, 1982, and September
30, 1983 (fiscal year 1983), diabetes was the second leading clinical impression for all outpatient visits
of patients 15 yr and older. Discharge diagnoses confirm both microvascular and macrovascular com-
plicaions. Seventy-six percent of all IHS hospitalizations duting fiscal year 1983 for lower-extremiry -
amputation also coded diabetes. In 1982, the age-adjusted diabetes death rate per 100,000 was 19.9
for American Indians and native Alaskans, compzm! \mh 9.6 for all races in the United States. xasens

CARE (1986, 9609-13.

on-insulin<dependentduberesmellirus (NIDDM)

has became a significant health prublem in Am-

erican Indian communities. Extetsive studies

have focused on the Puma Induans of soahern

Anzona.!. The World Health Ovzanization (WHO) included

- both Pima Induns and a cohort of American 'nduans from

OkLzhoma in its warldwade study.? There are isclated reporn

from mdividual mbes, bt limiteddata are svadable for most

~ wibeson tl\ewmkmudcmwlmddn&ﬂq As

a result of vanous treaties, Amevican Indians and native

Alaskans have received medical attention from the United

- States Government, Sence 1955, the Indian Health Service

(IHS), part of the United Scates Public Health Service, has

been providing ive care. Although some Amer-

ican Indians use alternate rexources for healthcare, mast we

- IHS for care. Thus, morbsdity among Amencan lndians can

be estimated by examining the paticnt care data collected

. by IHS. We examined IHS data and comgared it to other

dara sources to descrihe the extent and gowth of dubetes
morbidity and moctality in American Indians. .

METHODS

The IHS operated 50 hospitals and many uther health fa-
cilities in 28 states directly or under contract to tnbes o
" Alaskan carporations duting the time of this study. Facilities
were grouped into area of program offices that follw geo-
graphical and reservation boundaries. Figure 1 shows thearea

. uteery,

- patent services at IS facilities may be ¢

and gergram offices where information is collected and tab-
ulated by fiscal year. Providen listed reasons for cutpanent
vasits at the time the patient was seen. Most arcas used an
care reporiing form that allowed two choices
among ¢ strgan of diagnoey and dexcrgtions of care, ¢.6..
irgmunization o phyical examination. Alaska, Bullings. and
Tucsan facilities uaed a computenzed syytem with maee flex-
ibility. During fucal year 1983, provakm from these areas
had 1.4 reass or clinical impvemans per voit o the
verage. These ungvruany were based on the gvovider's best
b-kn-m at the time of the clinic visit with -ium-u Lb-
ooty suppast that might have been immedurely available.
The data were sutmitted 1o area and offices and -

fens
. wbulated. Facilives in Cabfomia, New York, Rhade Lland,

and llﬂau,\e dud not wse the cevral data awm Junng iiscal
year 198 :
- Indian panents can be admurred directly to IHS hovputals,
or they can be referrad to non-IHE facilities in nearty com-
munities. IHS facilaies vary in their tusources for osteincs,
intensive care. IHS contract funds are wed 10
buy services when IHS cannot peovide such services. Became -
these funds are imited, altemate resoutces such as Medicare, -
Mcdicaid, insutance, or vercrans benchits are wed for
pitalizations whenever posuble, Panents who receive rut-
overed under al-
temute resources when haspitalized. 1HS haapitalzation data
include only IHS inpatient services and thuse purchased with -
IHS funds, thus giving a limited picture of the hospiralica:

IARETES CARE. VOL. @ MY 6. NOVTMNR IHCTMAR 1084




INAZETIS 0N ASUEBR AN INICANGDY A8 LaWReS

TANE

Duberns apwreve ¢l ol engvrme o s age® . TS and Nars el Ardolaney and Slndiad Case Sanvar?

Nutaeul Anhldan

Na ddwen NArrvy clomdd : Malaal Care Suney -
Agr inm) SuyvTe. e -vraaes ('V) THS tand seder rand vadey
<28 1282 : 3
33-6 31,08 ) [} o
- 03-64 N.9le 31 1 2
xt3 9.218 o 2 b4 2
Unbwwe % - ] .

*Cxwdwe 1. IF\J woNovabny U. ™).
1Sse et 3

. uors eapenerced by Amenican Indians. The data sistem
records =6 dugnenes on ditect Juchurpes and =9 dugrsae
on contract Jischarger

Duhetes mortality dara ahwwt Indung ate desned from
vial tecoeds and male available to 1HS frnem the Nanoral
Center foe Health Statntics (NCHS). Thert analysis dden-
ufics dubetes 23 a pomarny caune of death. Further analvas
s camed aat by 1S, Populinon astimares o Indian com-
munities are detived fnen census Qata and projected yearly
by 1HIS. Rxulation eximates ambblc December 31, WSO
were waed i thes stuly.

EEMRTS

Ou:pm diz Dubetes was the second leading clinical
imprrsan for cutpatient yiues to THS facilines in patienes
aged 215 yr from Outobes 1, 1952, 10 Seprember 30, 1983,
- Provden murked dubetes a4 a clinical impresnon 154.553
umes dunng thes perid. Thit rgvrent 6%l the autpatent
clinkal imprewsans foe patents 215 yr old mhen s;«lﬁc
teawons for the visit mere luted.

Tatle | shows the number of dukxn:lmxal :mrmwm
by age and compuares thee patterns with data from the \a

FIG. 1. Faility kst in Indian Health Service stean.

ALL AREAS

noral Ambulatery Medical Care Survey INAMGS).! Type

1 dubetes 1 ra1c 1n Ametscan Induns.® The outpauent data
are conintent with eprfemiologic stiadees that show the pau.
aty ofiype | dubemn in Amencan Indun children. Only 2%
of Jubetes outpatient improwns nccunted in thane <25 y1.
Howerver, 55% of the Indun population is <25 yr. In the
25-1a#d-ytageproup, dubetes ranled th amangthe lealing
chinical impressons in IS, wheteas 1t ranbed 20th amung
vists togeneral and famddy practiiunen inthe UnitedStates.
In the erups 345 ye, the rank veder mas semnlarin JHS an! .'
the NAMCS,

The number of outpatrent siuts for dusbetes hay beensiead-
iy increanng fram 53.X01 an 1971 1a 156,213 1n 1953. The
percentage of aurpatient imprcssons related to dubetes can
be sequrated by atea and program wiice. Figure 2 sharus the
percentage of vupateent vints for all ages in which diabetes
was listed as 2 chinical impreskn. The inerage for all arcas
w2 4.5%, with a low NO 9% 1n Alaska and a hich ot 9.5%
wn Twcsn.

Hopudimn TaMe 2 cimgures dubvtes dichargas from -

- shott-stay bumpetaly inthe United Stares with 1S direct and

contract Jischasgos that agan show the relative paucity of

" dultetes 1n Indians <19 y1.* The mast stuking dinererce

beteeen IHS and sluutstay honpatals cxcuried in the 45- 1o
64-y1-0ld crowp. Fipure 3 shows the percentage of tatal dis-

Tuesgn |2
Prorana

| Aberdamn

Portisng |
Bilng |.
Navoo
Alsla

F1G. 2. Petcentacr of wutpatient sinite with Jshtes as (linical
improscie from Ostidae 10 1952, 10 Scpvemixr WY 199).
L]
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SUARLTES IN AMIRKIAN IVDIANSTY M €4MINS

TARE?

Percentacr of drehua lnam: Jubeten i firw Jucr--m by ace®
Aze (v1)
<15 ' 15-44 45-04 208

THS (direct and comractdt - 037 1 610 4l
USS. shormatsy hespralss . '

19828 : (W) 1.0 20 2.24
P vele <.0t% <Jd T <0 <1
*Dudwtes, ICD-9 29.0-29.9.

- 1k tober 1, 1982, to Septembxr 30, 1983,
SUnlzaten of shan-stay doageral, U.S. 1911} .
- I Methed. :

- charges in differcnt 1HS arcas in which diabetes was listed
as the first diagnusis. The 1HS hasputalization figures under-
cstimate the morbudity hecause these data do not retlect hos-
pitalizavons inrwn-1HS facilinies funded entircely by aliernate
resourcessuchas Medicaid. lingencral, the hospitaldatashow
the sametrendsas the outpatient v isits, W ithAlaskalowand

- Tucson high.

Indian patients expetience both microvascular and ma-
cravascular comphcanons that require hospitalization, Table
3 shaws the percentage of lower-cxtiemity amputations in
ratients with a Jiagnosis of diabetes. In all areas, 76% of the
lower-extremity amputations pertormed in JHS of contract
facihties between October 1982 and Scptember 1933 oc-

curred 1n patients who had a diagnoss of diabetes. Com-

parative data from six states shumed 45% of the lower-ex-
tremity amputations were relatad to diabetes.® Mare than
one-thitd of the discharges for chionic renalfailure also coded
diaketes betucen October 1982 and September 1983. Dha.
betes was present 1n 29% of tunpitalizations far ischemic

. ®*US Short StayMoepdals |

Bitings 1=
Oawtomy (CZIRED

Portana
Navajo
Ala

FIG, 3. Diabrtes dischargpes, Diabetes, ICD.9 250.0; Ovtobwer 3,
1982, 10 September 30, 1983 st listed discharge/total hospital
dmham Asterisk, figures alien (n-m repurt on utilization of
tllﬂ-!la) hospitals (see ref. 5). -

heart disease. Table 3 shows variations by arca, Dr~r|!c lnm- :

nations of the data, it is clear thar American Indians with
diabetes are being hospiralizal for complications wlated 10
diabetes. -

Mortalieydiss. Indian mortality data were collected fot the
28 reservation states (Fig. 4). Age-adiinted death ates for
recent years for Indians hiving in these states are shown in
Table 4. Asa group, Amencan Induins and aitve Alaskony
expericnce twice the mortality rate trom diabetes compared’
with all races in the United States. Areopecific death rates
shaw that native Americans age 53-61 vt experience thrce
times the mortality rate of all races in the United States in
the same age group (Talle 5). Rates fur cach age group >29
yrarepgivenin Talle 5. Crude Jeach rates byarea and program
office ate shown in Fig. 5. The arca death tates, ke (hc
uulp.menl visits, vary across the United States.

TAWLE ) . ' y )
Dutvterrelared camplcarn as: amputatans, ichemc heart Jneae. chrose tenal (asfure®
. . Jl\hn':s l:ul
Tetal amputatnes - . Rerul tailure Twhemue i e drahurivs
. . selated @ dutetes - Renul falute Jiwhwoes - heart diere whing dulies
S area - -~ Amputatene (™) Jdacturpes cdingdistetes (%) Qimhiras e
Fhoenn - 132 & 6 4 13 f.
Ollhwa 6). 1] 124 b (534 -
Rorlind L 8 13 15 1 13
Rllney ] 75 ») 1 ] i
Allapenpe 4 5 9% Q. (3] _ b
Reeale 5 o L] Jo B ::
Navapy 43 « ns 1y My a2
Aherdern bS] 56 24) 1}) S : [}
Tucun 2 bS] 3] 5 L} "
Nahulle (] 38 15 [ . 3} N
Aluds S | ] » i n [N [
Allaren 125 ) 120 n BN N

“Qinidet 1, 1942 1 Sepeerber D, 1951,

ICD cndn. hroct-extremity anwu-m. ICD9 b4.11-89 12, duNaer, u:tw zsao W, dm-m yenal aduae, ICDVY $35-856, 1nherac loml

Jdneae, 1ICTVY 410-414.
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FIG. 4. Twenty-cight reservation states.

Indian cammumities. Although studies have focused
cnlpecnﬁc the problem appeans o be wide-
and growing. Thcomxally. Amctican Indians canty

a 'ihnﬁv gene that has enabled them to survive alcemating
peniads of feast and famine. Changs in life-style experienced
lndnn communities in secent yean have led to increasing
unmasking the g tendency to diabetes asso-

: xamination of IHS patient care dara reveals that
diabetes has become a significant problem in many -

cmtd with the “thrifty™ gene.’® A rising prevalence of di- -

nhctes a:compmed byan increasing tmlmcy towardobesity
people has been meauned directly in Pima Indiatis

hnvem I967 and 1977.° The numbet of outpatient visits to
IHS facilities teflects the increasing number of patients. 1HS
work-load figures also indicate the relative paucity of duuberes

- in children. Figure 6 shows data frum prevalence surveys,
. slong with outpatient and mortality indicators. Although the
survey studies used dffering criteria for diabesss, data detived
from actual population samples are available for the Alnska
area, the Navajo area, and the Papago tnbe served by the
Tucyon ofice. For other areas, data are not available or ate

incomplete for the tnbes served. Diabetes was rare in Ath.

abascans and Eskimos in Alaska when villages were

TABLE ¢ .
Dulvter death rates ke 28 reservamn stain®
Death cate .
of InJum ond : Nath rare ofall
Ye native Alnlang Now of Seathe e USe

190 P24 piu ] 10.1

1981 29 Ca9 9.

1982 199 191 ‘96

*Ace-alpnred pey INLO0 ppulitnn,

M hly vatal seatntcs repurts From the Natuna Centor b Hlealth Sea-
tone: Vil 32, Nuw 4. Auars 11, 1), Vil 33, N 3, June :!. 14,
Vil 33, Naw 9, Nixamber 20, 1984,

TIARETES IN AMIRICAN INTWANSTY M. COHDES s

TAME §
Aggeedx Labeies death tares (per 100.000) ke Amescan 'ndiam anl
ratrve Almkans va all exeein U.S.t

Age . Indians and rative Alskans® All txes in US.t

S n) : 1960-1992 . 1981
- 15-34 ‘2.6 14

35-44 5.7 . . 39
45-54 267 : - 9.6 -
$5-04 - 830 ’ 256
63-2¢ 1320 69
15-84 189.2 1217

>88 1239 nn

*Rewrvaem stat es, 1980-1962,

ondhly vital statntucs seport frum the Nalnul Ccnm fie Health Su—
tuticy, Vel. 33, Na. ) (S-«l) June 22, 1984.

scveened 123! The prevalence of diabetes in l’amgu Indians

scrved by the Tiucon program was similat 10 that of the
Pimas, wheteas the prevalence among Navajos was inter-
mediate.! These same overall trends are present in the out-
Fatient data and the mortality rates. Thus, area death rates
and outpatient visits probably reflect the underlying preva-
lence of diabetes amang other tribes. )
As evident from the haspitalization dats, amputations and
«nher complications related to diabetes affect American In-
dians. In the WHO study, 9.2% of Otlahoma Indians had
Q-waves present on the ECG compared with 2.4% of the
Puna Indians.” Amgutations were petformed in 4.7% of the
Pima Indians but in only 1.6% of the Oklahoma Indians.”
Although some otservations in the 1960s sugpested that
Amcrican Indians wete spared complications from diabetes,
THS data and studies in specific tribes controlling for the
duration of diabetes make this conclusion untenable.'! * The
patterns of complications may vaty in different groups. For-
mal epidemiologic investigation into these pattems may re-
veal impofrant information atout diabetes-related compli-
cations and their etiology. anlly. ll\e mumlnty from dnl'cm

T TS AT 36.2
e e pomrm ga.L_mg_hm-nt

Tucson
Nashwille
Pnoenx
Aberdeen
Oklahoma
Blﬂ»n‘;ﬁ
Albuquerque [T oo
ALL AREAS | o=t
Bermndp
Purtlang
Coaldoreng
Navas
Atcda

FIG. 5. Dishctes dearh eates 1980-R2 {urude rates per IOV
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FIG. 6. Prrvaleace of disberes compured with othey bndicators:
(a) G.J. Moratuti et al, 1973 (rel. 10), sad G. ). bb o«

! West. K. M... Ahuia. M. M. S.. Benncrr, P. H., Grah, B.,
Grabmokn, V., Acuata, O. M., Foller, ). Ho, Joertt, R. )., Keen,
H. Kk, K., Krolewiki, A, 5., Mikl, E. Schliack, Ve, and

. Tewcher, A.: larerrelationshipe of nxmthhv.v‘ﬂulh-

tuunduhnmlfxton in 3583 diabetic patients: a multi-national
study. Dubrrologia 1962; 22:412-20.
* Natwral Cerver for Health S s Pa of scbulacry

and
United Sates— Jamary lmmwmh 1981,

' Wene, K. M.: Daaberes in A Ind In Advarces in
Mrabilc Dmordm. Levine, R and Lk, R. Eb. Na'{ul.
Acadrmic, 1978:29-46.

'N mulCcMn&nl-hlthmm.Unlummddm-nv
luw-h.’ nU,mud Stater—1982. (Vical and Health Seatutia, ser.
13, no.

* Moz, R. S., ud&mmt P:ﬂuqhhnl:"clbmn-

mndcal care asvey.
" (Viral and Health Scatistics, ser. 13, no. 73.)

al, 1969 (rel. 11); () P. H. Bruaew et al., 1976 (ref. 1),

1n American Indian communities exceeds that for all races
1n the United States. The excess morrality is particularly
striking in the 45 to 64-yv age range. Clwly'. American
ln:‘:’aln communities are fxed with a serious mnnng health
problem. - .

AONOWLENGMINTS l am mteful to Amhony D'Amlo and
the staff of IHS Program Statistics as well as Steven Kaufman
in hospitalizations, Aaron Handler in mortality, and Thoraas

- Bemryin lation for technical assistance. 1 agpwreciate the -
Py . . l,nztllmn in Athahaskan Indiana in Alaska. Dubetes 1969; 18:29-

advice of Dr. Richard F. Hamman, Dan Gashler, and Dr.
Maurice Sievers.
The opinions expwessed in this papet are mine and do not
necessanly retlect the views of the IHS.
From the Disbetes HWI-. Indian Health Senm M.
que, New Maica ) .
Address repring requests to Dr. thGan.thln
gna, [ndian Health Seyvice, 2401 12th Serees N.W... Room 211N,
Allqnnqu NM 87102, .
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PaxPARED STATEMENT OF GRETCHEN CHERLEY Lum. DEPARTMENT OF Aml.ovomcv. ‘
. UNivemsrvy or Nom Daxota, GRAND Fons. ND ,

Ny name 1s Gretchen Lang. 1 am a medical an oglstonthfacultyofm
University of North Dekota. Since 1981, 1 m looking at commmity
perspectives on health health care issues in the Ihvll‘s Lake Sfoux commmity
in eastern North Dekota.! In particular, I have ezamined commmity and patient
views regarding food, diabetes and diabetes treatments. This project hu
-inwlml interviews and interaction with disbetics and their families, the
Diade ocated in the Ft. Totten Public Health Service Clinic, the
: Ofﬂa of Tribal Obllth and the Tribal Health Committse and numprous peocple
in the commmity, 2311 of whom are concerned with the increasing prevalence
of diabetes and obesity. This increase at Devil's Lake reflects the larger
trend asong many North American Indfan populations, and more broadly, mon-
* Western populations in diverse parts of the world; diabetes, along llth Uqurunsion )
 coronary disease, is fmmtly referred to as a “disease of modernization
in which major 1ifestyle changes have occurved including a more sedentary
activity pattern. As for other Native Americens, diabetes is a'nn" ﬂlncss
for the Dakota. An elderly womsn recalls that he father was the *
person to come down with diabetes, in the late 1940°s.) At times, dimus
13 described as the latest affliction in the 1 chronicle of other diseases,
such as smallpox, measles, influenza and tuberculosis. lmlully. dimus. -Mdl
is not contagious, has arrived with " modern” ways of 1iving: too many - _
calories, less activity, significant dm?n in dict-Mblts that affect all
industrlal populations as nll as the ler societies they immnu

- In 1985, at Devil's Lake (whose mlation touls approximately 3000),
Dfisbetes Program identified 24% of the population 35 years or older (1631657)
as Mviny (type 1I) diadetes or impaired glucose tolerance, which was likely

- an underestimation. Younger adults as well have increasingly developed type II
diabetes. An informal survey carried out by the Diabetes Program in 1961 :
docummnted a high rate of obesity among general clinic patients, and a higher
rate for diabetes patients; an earlier study at Standing Rock Reservation by
Bass and Wakefield (1970) d-anstuted ﬂu&quu lwtrieat intake of hy dietary
companents along with obesity.

Food preferences and contemporary dietary patterns at Devil's uke reflect both
cultural-historical factors (major subsistence shift during the past century and
more of reservation 1ife) and situational factors (rural poverty). Several hundred
years ago the Dakota subsistence pattern in the woodlands region (mnnuou)

. centered around hunting, ﬂshing. eollecting 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 focus. :
At present, only a few older people collect and gmn the food and same medicinal
plants that were once abundant in the wooded hills and open prairies of this v

.regfon. Today, when available, foods such as prairie turmnips, chokecherries,:
Tums, wild onfons and the domesticate "Indian™ corn are held in high estess, and
ve significant symbolic meanings for ceresonial and other social occasions; for

the vast majority of people, however, they are not major cm!nts of the diot. -

At present, the basic staple at Devil's Lake is the potato (as 1t was during the -

- reservation period that began in 1867); for those households that have gardens
(approx. mT potatoes and corn are the primary food plants, followed by onfons,
squash, occasionally turnips and carrots -- foods that can be dried or stored in
cellars for the winter. Comwodity foods are used by an estimated 85% of households,
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allottad on a per capits um. and mvidn canned meats, canned ngtublcs aM
commpd fruits packad in syvwp, mecaroni, rice, flow, sugar, salt, shortening, and
peamt butter ammag other foodstuff. In mny howseholds, fry bresd, pan bread,
oven-beked bread and rolls, fried potatoes, bacon, ey, rich sowps and stews -
{prefersdly boef) mmet rolls, cates, domuts and cookies are frequnt cmpoments ‘
cf-hr'-f-lly mls. alon with covad vegmtadles and fruits. The food growps that

diets are usmally green leafy vegetadles and fresh fruits.

nﬂe msat and ommm food itams are pwchesed at severs! small local stores -
or in Devil’s Lake 13 miles to the morth, commpdities form the basis of howsehold -
diets. Dfisbetics often stressed the difficulty of following Tomr-calorie diets
"~ (a challenge for all disbetics) which they described as inclullng Illf-ﬂilr.
disliked or expensive foods.

It should be emphasized that many of the introducad M during the frontier -
times and in the form of govermment rations in the 19th century, have been
tncprporated into Dekota or—"Indfan® ncim. including of cowrse fry bread
beef or tuffalo stews, soWps and puddings that freqently combime some tndltlml
(-u back) ingredients with high calorie additions. M “Indian" foods are

intarwoven (as with all cuisines) into ng family end socfal 1ife, and carvy
culturs] manings. Foodmys are isportant {ndicators of ethnic/cultural affiliation,
and are also edaptadle and are mdified over time. 1 have presented this brief .
historical context to suggest that the Deketa diet reflects both traditiomal
Dskota culture and the history of the reservation period -- from the urIy years

of goverrmmnt rations to the pretent strang reliance uwpon cmd ty foods.

Situational factors such as having no tryragortatiom, a harsh climete, little
mgney for additional foods to supplamnt cammdities, the challengas of following
a diet while making meals to feed a large family may all mitigate against attampts
to follow dietary regimens and/or to lose weight. Alcohol-related prodblems are

,muay a complicating factor at all levels. Devil's Lake, as meny other

Mative American commmities, has a high rete of uneployment and despite emnions.
1n general may be charscterized as a commmity with poverty. Based won
- experience at nnll's Leke and comparadle cammmities that I have mmc. three general
recommendations are put forward, with the cbvious recognition, that even the best
mﬂmt usily ciarride the large econawic reality of a c_nity as a
e. .

1. m aged for dletlclms saeclﬂully zo work uml dlmtlcs aad ‘others -ta
would benefit from dietary counselling, in addition to (NIC) dieticians
assigned to meternal and child health and nutrition. Devil's Lake 1S wnwsually
fortuate in that they have the Diabetes Program staff to care for m who
have disbetes, and to work with tridbal cammittees to promote cammmity -
mareness of diabetes and the potential hazards of ocbesity. A dietician who
1s sensitive to both cultural and situational factors at the grassroots level

- and who has time to commmicate effectively (and, ideally, to mshe home

. visits) 1s a crucial resource in diabetes treatamnt and prevention. Disbetes
progradis taflored to the specific requirmsents and orientation of & 11-!!!

would be a valusble addition to health care in Inlve hr -

commmities and neighdborhoods. :

2. The need for commnity {nvolvesent in pnmutlve hult.h efforts is obvious.

There are mechanises in place: Tribal Health Offices are key parts of o
- existing tridbal structures, and the Tribal Health Committee is made wp of

comnity sesders with an interest in over-all health issues in the cammnity.
At Devil's Lake there has been a growing cooperative efforts between the ,
tridbal rrment and the clinic in pramoting preventative health. This 1s
the logical intersection at which health issues can be addressed and
imovative efforts be -de for urticular areas of concern, as for diabetes.
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. Fer le, andical and ml& ls are emleping 'am-calml'
“tunsceiturel” dlamsions 1a their curvicuia for trataing heelth -vhn

I.ﬂ-!a. lun Amrican tribel end spiritm) leadevs lmlnl{ participate

‘ qn ve efferts {melving treditionsl valuss and trediti (-~ i< :

. of mll-baing and heelth. It s at the spacific lecal lewl tht such training
ond astivation can be applied, and 1t may oftea be thruwgh trial and ervor
that menisgful application can be attained. The recogition thet two culturel
treditions--that of a perticular Mative Amvican or other ethaic growp and thet
of biomdiciar—are invelved i3 en fagertant step 1n develeping the mtln
effort that will be seccessful. .

3. Mogification of camméity food pregrum 1s supgmsted 30 thet the r..effwl .
ites include same of dietary itams thet oftam are missing in & sitmtion of

1imited financial resowrces. M cummndity feods wmre not intendsd to N
provide a c.lch—ai-m nr intandad as the basis for a dldulc :
~ diet, the ectual use of these fesds as mjor caspameats of hausehold esating

u‘p«u the meed to unﬁlly s such fum st of salt, fat,
fesd products for

the w1l-being of these who nly primrily c-m . Native Amsricans
43 other commdity feed Sers are amre lu-sln imt 1in such
informtion in the U.S. and the iacressing aw 1 ab{11ty of such food ftas in

'i
;
£
i
l
‘S
st

regular rkets that have Jomer salt or me salt, etc. Commdity food

wers should be offured feods thet caatribute thirmiltinmmln. ‘
lmuuuunml uuu-—a-nfumamcc«-'m-u '
n-rmmsqm- ty to present the abewe matarial, and to thank all the -
: louhﬂl's elsmdnve ncntrl

buted thair time and lhu regarding
dtnntn ‘

see G. C. Lang. ms Dmntlcs and Health an 1n a Slm c—nm.
Hyman Orgonization 44(3):251-260.

Beginning 1n Tate 1979, the Ft. Totten Publtc lhnln s«mn Cllnlc has

been one site of the Mational Indfan Health Service Model Diadetes Project,
headed by Dr. Dorothy Gohdes, M.D., Indfan Health Service Hospital, Alduquarque,
New Mexico. A visiting -ubcrlnologist physician wrks lml the registered
nurse, dietician, and project secretary to conduct scresning programs, develop
educational materials that are aTwruu to this e-ity. and lndlvldullly
work with nthnts snd thelr 1, ,




{Article From Plainswoman, Dec. 1982]

“Sugar” is new
tolndian @
people —

by Gretchen Lang
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Ama:ices lafiss pgninthus. Mere Bas 3 pecunt of pogpie 8
e Devils Labe Sam Renwvaliss over 30 yaars of age bave
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weat s ¢-ads val 80 Rathr vhat the vaniber . When ohe wes
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yung chiddren of twe Gaghters whe wark. She apehe 0 me at
amme bugD of hey veTie thest Ban chiliren whe had meved
o Gutynt parts of the CUmEYY, end of chaapn the 008 I8 0ach
ommtien e theued B0 dmdowk she war making: » -

. ueilies for the youagut s0a's prwwew rygulis and auving

for a sisces duariag cumme. . .
‘Thangh che fools that shs is grttisg posd medicn) ottention far -

Diabetes
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“HAVING SUGAR " COMES FROM EATING WHITE MAN'S
This vamas, like shure, rfare to Gahuins 39 “\aving Sughr.”
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she lelt wes reisind 1o (s pumple ast. Cthare | aRad wid
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beck to the US Cammimsian of Indhan Aflairy o pray these
yearsat Fort Tottan. They were martad by starvation and near-
starvatian, and ahen pamrty edm) d 80em.00 to intrud

wiarriar-ferms o~ muderr sgrrutere: - T anr t tentgry
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too sbet oo macy soft drinks, candy, and sther swests. |
“WORRY MAXES MY SUGAR GO UP*

1 talked with & woman In her fiftiss who teld me sbout -

tsditianal Dakota remadi® for fever, bundache, and in-
Agwtm. In her view, Gshotm falls in & GIPArSY catggmy.
“Pecple didn't wae to have agsr i e dld@sys,” she sald. *1
was ffightsond whea I wes told | bed mgar becsse | didn't

new problem for [ndian people. One thing thet | knew mysell s

thalverry makms my ougBr g0 up."' She trias to be carwiul sbest
her caleric intahe, and has bosn emrmmful la custrolling her
althagh she adni@ the t tas many serial ercusian sre

hard an 8 diet. For 8 lang time ebe did net knew the! other pecpie -
hed dishetm and she &4 not draw attemtian (o her dietary .

. _ rewkdas, but sow that she knowe friends and relatives also
sre trying toeat gmaDer purtiams, it is ensier for har to decline

“LONG AGO PEOPLE DIED OF OLD AGE™
Ancthar ounen | qpube with remschmre the greet
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rily reet her standards of fresh mest and vegriadlm,
espucially the high estimation she bolds for { reshly dilled game.
She thinks that canned 80d puckagnd foals are uohesithy,
“Lang ogo praple died fram cid age, oot from these Gimess
that we hear 3o much about now, cancer, diabetes, beart

disease.” While she [rels that these traditianal foods and -

methads of preparatian were briter, she acknowledges that it

would be difficult (o rehan to largeecale me of naturslly -

K
N

many cther Debeid SR, fuad s e significt aspaxt
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WAY-BACK FOODS MAKE CULTURAL SBRIDGES -
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mabe the Gt btvumn *“‘wey bock™ time and the mare

socisl change thet Jod Mexy to puverty and umamginBent.

‘They realiss that the peried after reasrvetion

pros 8 dist high ia calarien and £t thet was st typical of
earlier times.

widw camxtdas  Dabeta ifo s very much in e
fomds, as in ) secietion, are an iningrul port of secial ife.
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Grutchun Long eschus sofn spligy o) the Usiversity of Nevih .



(Article From High Piains Applied Anthropologist, Summer/Fali, 1986)

Traditlonality Amid C'lw" in the U.S:
- Anthropolagical Roles

" Many social xlmec od»lm and pesctitioners
contend that 8 pﬂwl!'y peofemional concern should
be with the plight o

imposed changes over which they have Ulttle
control, epecially when these charge run counter
to their sense of meanings and Interests. The
articles and commentary in this isue focus on the
comgere® of traditionality amid In the
Unl!od States, and what these challenges

tlec.
Orctann Lang gives attention to such
" lsues in the cese of Native American health in
North and South Dakota. She notes various ways
- enUvopolagisy’ contridutions should be helpful to
Indlan hesith practitioners and policy there, and

thus promote constituents' welfare (nw it
Thomas

* . often does not work this way). Derlene

follows wp with corsideration of the Gepreming
employment petterns and problems of Native
. Americens in severul Western and Grest Plains
states, and reflects on anthropological role implice-
tions in the larger context of the nation and profes-
sion. Bardbara Yee and Peter Ven Arsdale then
addres adjustment problems of older Southeast

Asien women who have been recent immigrants to

the Western U.S. The dynamics of thelr coping with
the dramatic changes which their familles expar-
ience t edditional avenues for ethical and
ellective profemional practice. Each of these cases
provide us with complementacy insights on the
- application of anthropology in the service of US.
" subpopulations who, by virtue of traditions different

from dominant American ones, suffer from changes -

not olLthoir making and outside their sphere of

eontro

: In commentary which follows, Howard Stein
. sorts and expands on central concerns of epplied

role performance in impressive synthetic fashion.

thoughts in pert summarise and  reflect -

various personsl and small growp discussions a9 well
ss formal comments at recent HPSTAA meetings,
md serve to lilusteate the insights that result from
meeting perticipstion. The commentary sectlon
" ako contains another instaliment of Susen Seott-
- Stevens’ "Taies of Cheos,” wherein she exploces
- several aspects of anthropological practice in her
most intriguing way.
Larry Van lorn's book review section this time
contains Muriel Crespi's review of Cultural
. Conservation, edited by Jeffrey McNeely and David

Pitt; Peter Ven - Arsdale's review of John ven
Applied Anthropology; end  George

Willigen's
Fulford's review of Campbell Grant's Rock Art of
the Americsan Indian. Other content of the issue
includes notes on the HPSTAA meetings last year
and what Is enticipated for this coming Spring,
other amociation Ousiness notes, and some
cbservations on the activities of our sister locsl
. practitioner organization in Southem California.

people who are victims of -

Introduction
mply for. -

- and concepts of well-be

'Articles

COMIAIY m\m AMERICAN umm
88UES; HOWC.
coxnmrm

Geretehen Chesley w.’
University of North Dakota

The stated goal o! 1678 Indian Health
Improvement Act (PL u-m) was “the provision of
the highest posuidle heslth status to Indien peocple
while encarnging maximum Indien participation in
health programes® (Rhoades, cited in Senate Hesrings
98-353,1982:3). The volumes of testimony collected -
to justify resuthorization of this sct during 1983 by
the U.S. Senste Select Committee on Indian Affairs
(1903, 1384) from trida) lesders, tribal health per-
sonnel, and directors of veried Indian heslth-related
projects acrom the U.S. speek to on-going severe
need (n all aspects of heslth care in both reserva-
tion and urden Indien communities. These spokes-
people requested more funding and reinstatement of
funding tmqu been cut, as well as policy changes
at all levels.” This testimony was 8 highiy personal
and emotional  complement to the often obscure
governmentsl statistics regarding the status of
lndhn and Alasken Native health.

The (apase of this peper is to discuss from an
applied perwpective some of the ways in which
anthropoiogists cerrying out heslth-reir.ted research
in Indien communities may dicectly conteibute to
on-going efforts In these communities to improve
heaith care. The anthropologist brings a8 holistic,
comperative and culturslly relativistic approsch,
and a3 an outsider, may have some perspectives and
resources that can be shared with the verious "sud-
cultures® that are broyght together in the compiex
arena of health care. At the outset, the assumption

- is being made that the majority of anthropologists

working with Indien people on heslth-releted issues

" would like their endesvers to benefit directiy, or

indirectly, these same people. In this peper, 1 will

draw wpon experience and studies in the Northern . -

Plains region, specifically with nocc! to. the

. Dakota and Lakota (Siouz).

Durlng the past Gecsle, malnstrum health
workers have become increasingly aware of the
impoctance of underatanding the social and cuitural
dimensions of communities in which they work. The
curricula of medical and nursing programs are
gredually incarparating a cross-cultursl permpective
in training their students. Likewise, Native Ameri-
can tribal and spiritual lesders are increasingly -
oulspoken in their assertion of traditional values
and health as they
critigue mainstream - medical - essumptions and
prectices. Situational factors such as paverty and
unempioyment on reservations and in cities, lmdl-
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quacies in health cere delivery, and the fact that
the great majority of health workers—particularly

- in the higher echeions—are non-Indians, are realities

~ that complicate the issues. Successful health
programs need more than additional personnel and

finances; they must be structured to include both :

tribal (community) and ciinical participation, The
 Indian Self-Determination Act (PL 93-638) of 1975
. has set the stege for more tribal involvement in
community plenning. Some reservation communi-
ties have started their own clinics or have allowed
- outside (non-Indian Health Service) clinics to pro-

vide health care. It vuill be increasingly important -

for Indisn communities to asses and plan the
"medicsl landscupe” that seems most appropriate.
In a review of studies of hesith and hesaling in

Plains Indian societies, Kemnitzer (1980) pointed -

out & leck of rcsearch regarding the present-day
interaction of indigenous/traditional medical beliels
and practices with mainstream biomedicine, For
example, he cites Bean and Wood's (1969:20) paper
in which they observad that most studies of heaith-

reiated topics regarding California Indians have

examined the elfects of European diseases on non-
European populations, and the relationship of popu-
lation density to ecological factors in native Cali-
fornia. Here critical areas of current health needs
of California Indian people have been neglected by

researchers. Kemnitzer's (1980) bidbiiogrephy on

heaith research with Native Americans in the Plains
region reflects a similar focus in the literature:
studies that place, on the one hand, an emphasis
upon traditional religion and medicine, roles of
traditional healers, and some Gescriptions of
present-day religious orientations, and, on the other
hand, statistics compiled by the Indian Health
Service (111S) and Dureau of Indian Affairs (DIA)
regarding health-related problems, often in mimeo-
graphed focmat. : :

During @ study of diabetes, diei and- [oods b'

(1982-1984) at Devil's Lake Sioux Reservation in

‘eastern North Dakota, I became aware of several °

‘modest approaches that an enthropologist might
‘take to directly contribute to existing - health

programs. My study involved diadetic patients and -

their families, the Tribal Health Olfice, the Tribal

lleslth Committee, and the Diabetes Program in the -

111S clinic.  First, it became apparent that the

anthropologist has access to library materials that .

_ are unfamiliar to most health care workers. lroni-
cally, the few writings that directly bear upon
current heaith beliefls and practices and examine

community perspectives on hesalth, iilness and -

health care delivery are [requently overlooked by

-those who potentislly could [ind them valuadle to

" their specilic task, or for the desire for an over-all
- - understanding of the community in which they are

working, - Such materials may require "transiation".

or interpretation by the anthropologist to make
them useful for the types of conceens that physi-
cians, nurses, dietitians, and health planners may
have. Second, the cultural/medical anthropologist
may be eble to work cacperstively with tribal
 heslth persannel or with tribal and clinic personnel,
. inelforts to assess community needs ip health care,
community attitudes about existing health care

2 ’ High Plains Applied Anlhropologist

delivery and by assisting in proposal writing. 1 wili-
illustrate these approaches with several examples
below. - ) ‘ : :
The Anthropologist as Library Resimee Person

Pubdblications written by nnlhropélegisn are

often conlined to journals or monogtaphs that do

not achieva high visibility to those working in health
care professions. Many ol these writings are not
presented in @ manner that would have practical
spplication to those in the health [fieids; the con-
cepts, | e and organization of such wocks

. diller from the literature of the health professions.

The types of materials that may dbe uselul to those
invoived in planning and/oc delivering health care
include et| hies of the community (or
comparable communities), older compendia  of -
traditional plants and foods, documents containing

" earlier surveys of heaith conditions, physical

anthropological dats, demographic [eatures of the

‘ community and changes oe trends through time, and

dietary patterns and prelerences. The [ollowing
example will focus on sources of inlormation that
relate to the health patterns of one resetvation
community.

A number of anthropological studies touch upon
ot address aspects of medicai belials and practices
among the Lakota people of Rosebud Reservation in
South Dakota. Whila these studies are useful to
those - working with other groups of Dakote and
Lakota, they are especiaily valuable for . heaith
workers at Rosebud where the original studies were
conducted. Health care at Rosebud is faced with
severe problems, in part due to its remote location
and high rate of povetly.‘ ‘

Grobsmith's contemporary ethnography, Lakota
of the Rosedud (1981), aiong with Albers' extensive

“work with the Eastern Dakota et Devil's Lake

(1974), is one of the few contemporary social and
cultural portrayals of the Siout. HHer integration of

. lieldwork and historical material on religious and,
© by extension, medical beliels and practices for the
- communities on Rosebud Reservation, though not

written for this purpose, could well serve as
required reading by newcomers to the staff of the
hospital and clinics.

An earlier study, based on [ieldwork carried out
by @ nurse-anthropologist Vieginia Ford in 1966 at
the Rosebud Reservation, is avaiiable as an unpud~
lished dissertation entitied "Cuitural Criteria and
Determinants [or Acceptance of Modern Medical
Theocy and Practice among the Teton Dakota.”
Ford identilied four major community orientations
towards health and healing among Rosebud resi-
dents: the Yuwipi Way, the Peyote Way, the lHerbal
Medicine Way and the Modern Medicine Way of .
dealing with iilness. Ford's commitment to this -
work was, ultimately, to assist @ mocre ellective

delivery of appropriate mainstream medical care to - R
~ meet the needs of the whole community, as well as

to develop @ model for looking at intracommunity
variation in medical beliela and practices. Although
outdated in some aspects, her examination of socio- -
cultural factors involved in individuals' seiection of
traditional and mainstream healing is an insightful
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esRaCe rcr'primt-hy health workers' under-
s

Nurge (1970) draw wpon her fieldwork on the
Rasedud Reservation, historical aowces, end

ummm:y'-m Grodsmith's book, and no one was
aware of the other studies. A numbder of individuals

" wete interested in obtalning the references, and it

government siatistics to document significant -

changes in Sioux diet and nutrition from pre-
reservation days (prior to 1868) theough the recent

. deeadm into the 1960'. . She also examined the

treditional and on-going role of foods in social and
cultural life at Roswdud. This article remains the
most comprehensive documentation of dietary

change for any of the Northern Plains societies, and

csn serve a3 a teke-off point for further attempts
" to examine the relationship between present-day
_ foodways and such contemporary conditions as
diebetes and odesity. : :
Two volumes (Rogers 1980) of Father Buechel's
studies of native plants and their uses by
. people are valuable contributions to understending

is possible that these warks will contridute to their
specific projects and t0 a more goneval under-
standing of the community. . .
Taken together, these works contain important
insights into Lakols culture, particulsrly what is
meaningful to Lakota people. They provide insights
into Lakota efforts to maintsin health and to deal
with illness. For non-Lakota health workers, these
materials could be a stepping stone to working with
Lakota health workers for culturally-egpropriate

. efforts in areas such as dietary regimens, hepital

care, and heslth eduecation epprosches. - These
writings provide a counterpoint to survey

_statistics, where the maln purpose is often to justify

ethnodbotany and the variety of nstive flora of the

region used in the traditional diet.
other compendia of native plants and their roles in
the pharmacapels (such as Gilmore's classic docu-
mentation of plants used by Indian les of the
Upper Misouri [(1919)), there are difficulties in
utilizing thess materials for practical purpases.
Dieticians and others attempting to develop educa~
tional dietary materisls thet bring in "traditional”
or “Indlan” recipes need more current understand-
ings of available food items, popular recipes, and
require lmowledge of community foodways that

However, as -

today may eenter around a smaller repertoire of -

‘native plant foods (cf. Brown and Mussell, eds. 1984;

. Lang 1983). Most of the traditional dishes served
todsy reflect the history of dietary modification
and change
1970; Bass and Wekefield 197¢; Toma and Curry
1980; Lang 1982, 198S). A continuing reliance on
commodity {oods by perhaps §5-90% of many reser-
vation populations is a significant consideration in
understanding dietary patterns and difficulties
involved in following prescribed dietary regimens by
patients with chronic conditions. These collections
are valusble reminders of the plant and animal
resources of the past, and can serve &3 & backdrop

. diabetes and of the commoni:
in food preparation methods (Nurge

and/or document program-related expenditures.
Ford and Grodsmith both emphasize individual
differences while presenting major themes in
Lakota culture, and both discusy the use of alterna-
tive healing strategies and the rationales that
underly them, . S .

Pountviul Anthropologics! CmuMllma :
to Tribal Health Programs -

Anthropolagists may be able to work directly
with existing health projects in & number of ways.
In the remainder of this paper, | wiil nggest some
avenues for eooperetive, community-dased resesrch
thet have Decome t from a project con-
ducted at Devil's Lake Sioux Reservation in North
Dakota on patient and eommunity perspectives of

regimens (Lang 1982, 138S). Though the etlology
and characteristics of diabetes cennot be discussed
here, it should be emphasized that during the past
4S yesrs adult-onset, or Type Il, disdetes mellitus
has affected many Native Americen populations
with prevalence rates S to 8 times higher than in

" the total population (West 1978).

The majority of Nativa Americans are users of

"mainstream  medical care and, depending upon
. individual and tridal traditions, may rely upon

to present-day recipes that include traditional

ingredients.

The studies conducted

at - Rosebud reflect

diffecent research objectives and styles. Ford and -
Grobemith both address intra-community varistion, -

the emic or "insiGer” rationales for medical choices
and they portray the eomplexities of contemporary
Lakota society and culture. Nurge and Rogers
provide information for speclalized topics in diet
and nutrition. In eddition, two studies carried out

" mortality and a

. tions—dlabetes, hypertension and

at Pine Ridge, west of Rosedud, should be noted.
Powers and Powers' (1984) analysis of the symbdolism -

of the Oglala (Lakota) food system and Kemnitzer's
"~ (1978) examination of the

present  indepth understandings sot cultural
{nvolved in foods and health. .

At an IHS disdetes training session for health
workers at the Rmgbud Hospilal held in 1984, |
found that of the approximately SO health workers
present (physicians, dieticians, LPN's, CHR's, RN's,
and dentists), only three acimowledged their

Yuwipi healing citval -

additional or alternative prsctices to maintain
health or cure/alleviate ilines. Large-scale date
compiled by the IHS have indicated areas of
improvement in health status over the past two
decedes, notadbly & decrease in infent and maternal
general decline in infectious
diseases (HEW 1978). The over-all profile of Native
American health has one that
resemble the larger society in that chronic candi- -
heart disesss,

elong with obesity—have emerged as significant
health prodlems, in some cases ionately
higher in prevalence than among the total US.
population. The most critical example is diabetes
and its associstion with abesity (HEW 1978). .
Between 1981 and 1983, with the eooperation

‘and assistance of the Tridbal Health Committee, 20

families were located who were w to discuss
their idess and perceptions of thelr candition with
me. Although I would not assume that diabetes is
the major concern of most familles at Devil's Lake,
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disbetes as a new condition which affects Indien
people is a worry to residents. At present, the
prevalence of diabetes at Devil's Lake (based on the
number of di diabetics/total number of

. aGults over 35)is 24% of adults over 35 years of age

(Diabetes Program, communication). As a
" condition with potentialy severa complications,
disbetes requires day-to-day adherence to strict
medication and dietary regimens that often conflict
with existing food puhrmm food preperation
methods, mesl scheduling and larger aspects of
foodways. As | talked with the famiiies and the
often elderly diedetics, conversations tumed invar-
iably from disbetes and disdetic diets to foods,
treditional food, then to history end politics es

n

receiled or recounted to them by members of older

' genarations.
Diadetics and their families were well-informed
about the dietary requirements and had a clesr
understanding of their medical history (cros-
checking with blomedlul records showed 95% of
patients had accurate figures for weight, height,
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 Kohrs 1984) compliance with
. medmtion scheduies was more successful than
compliance with dietary regimens. Furthermore, on
thrwhuh—plllen not feel that they were as
overweight as meslod by health workers; people
at Devil's Lake associate bigness with well-being
and health. The majority of Devil's Lake patients
said candidly that they did not use the diet educa-
tion materials and that they did not try to follow
the meal plans. Dietary preferences, social and

d{:ibﬂic petiants for nonvdmnlu num com-
plaints.

The tridal eoneem and involvement with com=
munity health appears to be increasing. The present

" Tribal Heslth Director, 8 Dakota women eri(inally

from the community and in charge of all tridal
health programs, has taken on the role of patient
advocate with respect to the clinic. She is inter-
ested in a ‘more community-dased appfosch to
preventative medicine and an wp-grading of health
care delivery. With her lesdership, there is the
potential for a more active Tribel Health Commit-
tee on this reservation in the future.

. Anl ogists carrying out research that
involves aspects of health and iilness that beers
upan community health can contriduta to tha needs
of the Tribal Hesith Office or the Tridal Health

. Committee (composed of community pecple) in a

number of ways. These may include: 1) presenting

‘ preliminary findings or the coneclusions of their

symbolic aspects of foods as well as situstional

fectors (such as expense, and the reliance on com-

modity foods as dietary components) mitigated

against adherence. There was aiso a more obligue-
ly-expressed but strongly-held conviction that
diabetes was @ product of "white man's foods”, and
was one moce onslaught from the coming of Euro-
peans. Older people spoke eloguently of an ideai-
ized past—in pre-reservation days—in which Dakota
were endowed with health and strength.

~ In contrast, the general impression of non-
. indian health workers about these patients was
that: 1) they did not understand the instructions
and explanations given at the clinic, thus there was
a need for more educational materials, and
2) patients were not really concerned with their
condition, as evidenced by lack of dietary and
weight control measures. The Indian Health Service
Clinic on the Devil's Lake Sioux Reservation is one
site in a national Five-Sites Diabetes Project; the
Diabetes Program Office is an unusual special
resource for a reservation, and its heaith werkers
have attempted to o:iign their health care to meet
Dakota patient needs.” Individualized dietary plans
have been designed to refiect food preferences,
scheduling of patient visits is flexible, and home
visits have been given a high priority. The nurse,
consultant endocrinologist, dietician, and LPN have
taken a comprehensive approach to each patient's
whole health picture; the Diabetes Program s
lnenulngly serving as an initial contact polnl by
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study to the Tridal Health Committee; 2) providing
a written summary of the background information
used in their study (which is often dasic, but
requires time and effort to obtain). Such informa-
tion esn be a surprisingly valusble resource for
grant propasals for continustion of on<gcing
programs or for new heaith-related programs; 3) the
sharing of recommendations for projects that can be
carried out by the tribe itseif or by cooperaticn of
the tride and the clinic personnel, Since community
heelth issues are part of the "dusiness” of both the
Public Heelth Service Clinic and the Tribal lealth

"Olfice, there should be great potential for coopera= .

tive efforts to address particular areas of concern: -
public awareness and education regarding current
health problems, e.g., diabetes, heart disease,
cbesity, aicohol-related problems, nutrition and
diet. The anthropologist—as an “outsider” in many
instances—mey be able to craw attention to areas

where these two organizations might work together. . .

“".Conelusion

Anthropologists—both cultural and medicsl—

~ with ethnogrephic skills and objectives related to

. the tenor of Native American communities

health issues in Native American communities have
choices to make in their research approach. Given
regard-
ing research, and given the objectives of the Indian .
Self-Determination Act, the most feasible position
is to work with the Tribal Health Committes or its
equivalent—in urban areas it may be a community

" heaith council="to carry out research on matters of

direct concern to them” (Borrero et al. 1982:130).
This approach is a form of what has been cailed
“action” enthropology (cf. Tax 1938:17; Clifton

1970:108) or “advocacy® anthropology (Schensul ~ .

1973; Schensul and Borrero 1982) end may involve
the collection of data to support community-based
objectives in cooperation with community people.
At times, this may place the anthropologist in a
position  of - possible oppositlon - to = existing

institutions and procedures and may be perceived as -

a kind of grass-roots effort for change.
At present, perhaps @ more relevant model for
large-scale research with a community eﬂmnuon




. is the Hispanic Health Cauncil mnet in mrca.
Conneeticut, that involves anthrapoiagists in dal
collection, training of
savice and advocucy in e cingls program. This
nationally-funded project was directed towerds

impecting on service systems theough service to -

individual cllents (Schensu) and Barrero 1942). In
the Hispanic Heslth Council Project, an
approech begun with research data related to a high
. prevalence of one zed condition, otitis med
-(middie ear Infecti
With community suppart,-a major baseline survey
wes conducted thet led to submequent studies of
birth control method preferences and ways in which
mlc handled crisis events (for both physical and
ental illnem). In terms of long-term change the
Cmﬂ identified sectors of the mainstreem health
. system that were sympathetic to their objectives
(often to serve their own best interests) and has
worked on coaperative projects with these sectors
to talior health care delivery to the needs and
prelerences of the Puerto Rican eommunily.

Anthropologists are in a position to lry to
understand the workings of @ community i
an important sector such as health care avny.

that for cural reservations generally means the
Indian Health Service. Topper (1985) has cogently
pointed out that anthropological research and
research findingy often go unnoticed or ignored by
policymakers et higher levels. Topper (1985:2)
stetes that it is not enough to understand the
"general and non-accountable” relevance of the
community medical belief system and expect that
the hesith csre syslem will respond to our efforts.
He elaborates:

So what is it that we must do to gein lcces:! .

The answer is reaily quite simple, we must learn
their system. We must view our colieagues in
medicine and psychoiogy as members of @
cultural system, and we must .iudy that system
as we would study any other. We must become

familisr with their beliefs and values, their .

myths and rituals, their language, their cultural

knowledge, and their behavioral repertoires.

And we must understand all of these in the

. context of the envlmnment in which they exist

(1985:2).

Alhough Topper is making points that are of

crucial importance in the larger training and
development of medical anthropologists, he reminds
us that to make the existing (often overlooked)
literature relevant, to highlight areas for improved
heaith care delivery, to assist health care workers
. in developing culturally and situationally eppro-
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 health care of necessity

must know the existing system and how to be a .

“transiator” between the two.
For many of us, the words of the Sioux -riter

Vine Deloria’s (1969) best-selier, Custer Died For'

integrated

(Borvero et al. IHILISI).

(1970) second douk, !%q,_%g%& there is
the mggestion that ant ts others with
veriowm reseerch/tectnical skills -essentially de
drawn (Pon to serve pecific needs, or cbjectives, as
communities define them. It is sggested here that
anthropolagists with a wide varisty of expertise and

. research interests may be sbdle to contribute=in

small or large ways—to heslth isues es they are
perceived and formulated at the community level.
Whether the antfropologist is drawing upon valusdbie
existing resources or edding to understandings of
communities Uwogh additional work, the real
challenge is in conveying the results—to both com-
munity-teibel structures and to those working in the
mainsteam bhealth care ultlm-in eulluully :
appropeiate ways.

NOTES

1. An abdreviated wversion of this peper was
presented at the Annual Plains Anthropology
Cmfmnec. 17-20 Octoder, 1904, Lincoln, NE,

as part of symposium entitled "Issues Con-
:eﬂ;ll‘ leempwuy Native Peopie of the
lains.”

2. Gretchen Chesley Lm( Ph.D., is with the
Department of Anthropology, University of
North Dakotas, Grand Forks, ND 58202. i

- 3. The bill for resuthorization of the Indian llealth

Care Amendments was vetoed President
Reagan on 19 Octoder 1984 (National Indian

- llealith Board (NIIIB) liealth Reporter 3(13-
14)).  Although IHS funding and services will
continue, the “new initiatives” contained in the
bill will be lost (NIIIB 3(13-14):2-3, 1904), Asa
“protected program,”. the [HS will undergo
budget cuts under Gramm-Rudman iegislation
(NILiB Health Reporter 4(2), 1986).

4.  The Five Sites of the Diadbetes Evaluation and
Treatment Project of the 1ilS (US. Pubtlic
Health Setvice) include  the Claremore,
Winnebago, Saketon, Albuquerque and Ft.
Totten (Devil's Lake) Service Units. These sites -

_ are located in areas where diabetes has become
an increasing health prodlem among Native
Americans, and where there was an existing IHS
facility that served a significant proportion of
that popuiation. The project director is Dr.
Dorolhy GoMn. MD, IHS Hospml. Albuqueﬁ
Q“'-

S. - Hegey (1884), @ nurse lnthropologist, has uu- TR

lyzed a coiladorative effort between the
Faculty of Nursing, University of Toronto, and
Ojibway and Cree in Toronto, to understand and
draw wpan traditional meanings and metaphors
surrounding iliness, especially diabetes. ' This
article demonstrates the possidilities for coop-
erative efforts in cro-cultural communication -
in which perticipants creatively integrate
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medical belief systems for a commen objective. |

llagey, as well ss Judkins (1976), has pointed
out the subtle end complex factors involved in
perceptions of cause ol ulnea and ot treatment
strategies.

.
system was highlighted in the NOVA television
documentary “Crisis in Indien Health® (first
sired in the spring, 1984). An article originally
in lm vividly festured soma of
l'a ties by Rosedud residenis as

of medical—services (NIHB Health

Mpmu 3(13-14): 18-21, 1984).
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Diabetics and Health Care in a Sioux Commu ity their asaevtion of wraditional values aod concepts of well-

bring and health a3 Wbey critique Western medical assump-

) 3.0508..924—.)20 : - ons and practicea. Yet situational factors,inclu ding povenly

and unemployment on reservations, inasdequacies inWestern

Gresohen Ceiley Larg (3 EE%P‘:‘IQ health care delivery, and the fact that a great majority of
Arshropology, Univernity of North Dahota. Grand Forks, North health workers in the higher echelons are noo- Indisns, are
Dalora 38202. The rrscarch duscussnd Meve mas carmied ot be+ -~ peglities that complicate the issues. Successful health pro-
tween 1982-1984 and was supponied in part by a Faculy Rryearch - srams witi need 10 be structured to include both tribal and
G, ey o K e e reion. ofthepmien’ clinical panicipation if objectives of tbe Indian Self-Deter.-
e prrmed mination Act legislated in 1975 (P.L. 93-618) are 10 be re-

: ‘orondo, Aov w tAank the residents - . A o
Qtﬁq..i E&%&ﬁ:ﬂ.ﬁ! Program u.aﬁ alized in the ares of health care and preventative medicne. ©

at the FY. Tauen Indian Healik Serce Uit and the Five-Su During the past aeveral decades, diabetes mellitus Type 11,

" Deabrtey Progect Duvetor Dorotky Gokdex: l.!.l?ae\r. also known as non-insulin dependent diabetes or matunty.
Tnbal Heahk Committer and Tnbal Healih Planner Cindy Lind- onset diabetry, has emerged as a major health prodicra for
qa. many Native Amerian populations from virtual noo-ciis-

) tence SO years ago (Eaton 1977; Knowler et al. 1983; West

1974, 1978). An cxamination of Indian and Native Alaskan

cz..:&?!:ihﬂ.&h« Casogy beie Bealth s1atistics for the past 28 years (1955-1979 for which
ar:ls-a ~daexes of mademnicstom,® such a3 obayity, dia- ~ Mummarniea are available [cf. U.S. Depmsumrot of Health,
~~~~~ disesse. Duabries mellitus Education and Wellare 1978:1-2]) revaals signiBicant im-
3«» FSE—XEEEB-% provements in certain arcas, particularly in the area of com- v
: with disbxtic they ic regimens is municable disease and maternal and infant mortality rates,
: E&.E% Rgllnxl.: 1984). Ia Native but E%%Eéuﬁsg :
" fof poo-Native Americta -~ hypeTurmai de and homicide. As & result
gésf!éliég of beanings in the mid-1970s of the National Commirsian
aad culnn ngs of Wt will be afleced by thet- o Diabetes, and in response 10 83 increasing prevalence rate
e T e oy | Of diabetes 10 raes Ve 10 eight times the S% US. al-racrs
< ity. Vies i etar rate (Eatoa 1977), a Modet Diabeses Evaluation snd Treat-
ina Sioua comanatity. Views on foodr dicLend the dictary chatge iy o et with Five Sites was developed through the In.

that has occwTed over the past centary aad 8 half| explimn .
,EEEIHIESD&"N% dis- dign Health Service (IHS) at Headquarters West, Albuquer-
tinction is made brreern “way beck™ foods and cagwRIWy que.? The preaent rescarch was cartied out at one of these
“indian foode™ Sacial and s :.;B_&geqﬂlst- food- sites on the Devil's Enm?geonsgzgr
ways may be drawa upoa by d and bealth ewrkens Dukota, where tbe Fi. Totten THS Clinic is located.

nem of the p ] tracfits oflowcr<calone dets. - . Duringthe wo-and-3-half years | havebeencnlleing -
The rolcy of s .BIP-!R?G-DB.X Indian Health Ser- g?ggaggg :

vice Qlinic aad of Lie !xﬁso-ﬂsallna!ﬁ licfs and dietary preferences, with s panticular interest in how
 repect o eveloping hased beakh ob; _~ they beas wpon an understanding of diabetes and dibetes |
scl' disteten, dietary change, | ls-rﬂ__- raanagement by diabrtics and their families. Funthermare,

~ ... two objectives centered on health care for diabetes: 1) o0 -

) . S camine (be approach snd role of the Diabetes Program in
Egm-gméiﬁoatnﬂ_.ﬂg<zien the conteat of Wbe larger socioeconomic and culrn) festures -

: Amerians. This paper will examine diabetes and diabetes . of the remTvalion community, and 2) to addres some of the ,,

managgrment on the Devil's Lake Sioux Reservation from ways in which such a program may mect some of its long-
the penipectives of the commuaity, disbetics and their fam- 1e7m objectives reganding diabetes prevention and manage-
ilies, and a Diabetes Program of tbe Indian Health Service. - ment in this community. With the approval of the Trital -
It is uggyexted (hat for Sioux diadetics dificultics with pre- Heslth Committee 8ad cooperation of the Diabetes Program,

. gw&igﬁggﬁg sumfrom  1have carfied Ut home interviews and have made on-going .

EEEE?Biuaig: Pome visits With g gs1udy group of 20 diabetics and their
and situational factors. The Sious view the underlyingcsuse - families. 1 have also interviewed and talked with a broad

of disbetes as another developancot in the major lifestyle ﬂ*oq.ﬂsﬂo—:ﬂg&?ig% :

changrs that they bave undergone, experially during the past in various community events and celebratioos. During this ;

century of reservatioa life, } E-Fﬁw&!iﬁmqssﬂi%ﬁg.i

1n a recent review of research on health and bealingamong - the growmth of the Diabewes Program, and have likewise ob-
Native Americans of the Plains region, Kemnitrer (1980: ©  scrved an increasing iribal awareness of disbetes a3 a major
- 272) pointed out 8 lack of reponad research on preaent-day ~ bealth concern. In spite of this fecognition of diabetes as a
health issues in their socialand cultural cootext. In panticular, health problem by tribal leaders and bealth care workers, 1 -

be urged study of the relationabip between indigrnous med- do not pretend that diabetes is the main concern of most

ical systems and Weniern medicing and health care delivery.! people in their daily lives; however, it may be useful to look
Health educators are texnming increasingly sware of the im- atihe Diabetes Program as a case study in which lasger Deahth
porance of undernanding tbe *medica) belief systeins™ of care issucs as they relate $0 8 patient population, the tribal

their clients, and Native Americans are increming)y vocal in structure, and 10 the clinic are brought together. i ‘
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Dmbrm amd lhf Devil's Lake Sioux

" The unumu prevalence of diabetes among the Sioux

_teflects a largey trend among many North American Indian

populations, and more broadly, non-Western populations in -

diverse parts of the world. lodigrnow populations in Ocea-
nis, Australia, Africa, and parts of Asia are increasingly secn
tohave high rates for diabetes (West 1974, 1978). In a cross-
cultural study of diabetes prevalence rates, Eaton (1977) has
attempted to demonstrate the relationship between this in-
crense and acvera) (actons in the major lifiestyle changes of
aaderaination: 1) reduced energy expenditures of individ-
uals whoee lives have bexome more sdentary, and often
urban; 2) tbe change from a diet high in fiber and unrefined
aarbohydrates 10 a diet high in refined carbohydrates and
sugarend-fow in fider; and 3) stress due to scculturation.
Toough comgreenaive epidemniologiaal studies have not
been amducted, it is extimatad that more than 20% of Native
American adults over the age of 35 on rexcrvations in South
and North Dukota have @iabetes (Disbetes Program 1982;

Broussmau et al. 1979), which may well be an underestima.

tion. At the Dxvil's Lake Sioux Reservation, a cvude preve
alence rate deaed on the number of diabetics over 35 years
of age (N = 163) with respext 10 the total population over 35
years (N = 657) shows 24% of the population as having di-
abetes or impaired glucose tolerance (Indian Health Service
198)). .

From the viewpoint of bealth personnel, once diabetes is
diagnoued the primary task is to regulate blood sugsr levels.
Standard preacribed regimems include, depending upoa pa-
tient's condition: 1) strict dietary regulation, 2) dietary reg.

- ulston aloag with ora] medication, or 3) dicwary regulation
aloag with insulin. Obesity is very often associated with the
ooset of diabetes and, though the eract relationship between
obesity and body insulin performance is unclear (Keen et al.
1979; West and Kaldfleisch 1971), it has been demonstrated
what for the majority of newly-diagnosed cases of Type Il

~ diabeten, weight reduction may significantly reduce or alle-
vigte symptoms and the possible complications (Maurer

" 1979). Thus patients are usually instructed to reduce their
aloric intake, to exercise, to carefully schedule mealtimes
and to m@ange currect rogortons of carbohydrates, pro-
teing and fats in their diets.

The Sioux have s high rate of obesity; an informal survey

of 100 walk-in patients showed 60% of all clinic patients to
be 20% or more overweight (based on ht/egt, Metropolitan
Life Insurance Tables 1980) and a survey of 100 diabetics

- showed 82% to be 20% or more overeright (Butts 1981).}
© ™. The disticisn estimand a high aaloric intake and an sccom-

panying low phyziaal activity pattern for many of the older

" overweight diabetic individuals, ranging from 2,500-4,500
caloviea/dsy. T o date, 24-Dour recalls or obeervational-mea-

surementdiciary intakes have not been systematically cartied -

. out, nor may this procedure be feasibie to do at the prevent

time, €zcept as a methad for some individual dietary coun- -

aeling by the dictician.

Of the 20 diabetics in the study mumlou. nine were on
insulin and dictary regimens, ten were on oral hypog)ycemic
agents and dictary regimens, and one was on a dietary fg.
imen alooe (this was reprexentative of the distribution of the
therapies for the larger diadetic population of 163). All di-
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abetics were precisc about their moat recent blood sugar read-
ings. current body weight. and medical histories (as cross-
cheched with their medical records), and indicated a regular
schedule for taking prescribed medications. Yet the majority
(17 out of 20) stated that they did not follow the dictary
regimen, though they all indicated their knowledge of the -
basic “rules™ they should follow in food selection and menu
planning Food preferences. expense, and lack of time in a
large household were the most frequently given reasons for
lack of compliance. -

Diabetics and non-diabetics alike expreuaed their feelings
about being overweight candidly —they “like to feel full,” or
“Indian prople like tocat a lot.™ and reisie this back to hard
times in the past. Peopledo 8ot voice 8 concera about their
body weght, though diadetics are more aensitive tothe change

" from a forraerly thinner population, recalling their parcats
" and grandparcuts. Two paticots who lost 20 or more pounds

saidthatother familymembers discnagged any funther weight
1013, 33ying that the patients looked “sick,™ With one eacep-
tion, diattics (N = 19) were grediae about theis weight his-
tory, present weight and the number of pounds that they
were advised 10 lose. Of these 19 patients, 12 indicated =
despite recom mendations to lose weight—that their quavent
weight was “about right,” while 7 patients indicated that tbhey
were trying to reduce. In grmeral, Dukota prople today as-
sociate bigness and heaviness with a aense of well-being and
health.

Asalldieticians and health mkenknov.complummth
such day-to-day (and ofien life-long) diabetic regimens is

- difficult for many patients (cf. Dracup and Meleis 1982; Eck-
~ crlingand Kohrs 1984; Haynesetal. 1979; Sackettand Haynes

1976). Furtrraore, complisnce msy be aynpbcated by fac-
torsof poverty(Koaa etal. 1969;Roth 1969; Suchman 1965)
and by cultural (actors when patients are of a difievent back-
ground from the aaintiream redical care providens (Har-

. wood 1981; Mechanic 1972; Snow 1974). Jliness, as distin-

guirhed from disesse, is strong)y influenced by culture, and
is part of a social system of shared meanings and rules for
behavior (Kicinman et al. 1978:252). Thus. cultural onen. -
tation may influcoce the ways in which illness is preaented,
how care is evaluated by the patient, and bow one cares for
oarelf (Fosaer and Andeveon 1978:251; Kisinman etal. 1978:

292).

Thr Dfnl s Lakf Swwr

HISTORICAL BACKGROUND. Pmem-d-y residents of the

Devil's LakeSioux Revervation ineasi-central North Dakota
are, in the main, descendants ofthe Easiern and Middle of
the three major divisioas of the Dakota or Sioux people
(Feraca and Howard 1963; Howard 1960). Thougd elderly

_rexidents sl Devil's Lake todsy do not recall spcific about

their forcbean’ locations in 1be pre-rewyvatian period, they
voice clear and often idealized ideas of the lifestyle and well-
being of their ancestors in the pre-reservation and pre-Eu.
ropean past. The Middle Diviticn of Yenkionaisand Yank-
ton peoples moved into the central Missouri Riverpartlands
by the seventeenth century, while the mmmy of the Eastern
Dakota Division—theSantee din N ta until
the middle of the nineteenth century. The traditional sub- -
sistence patierns in the woodlands centered around hunting.




i fishing. collecting

com, begns, and squesh along the N .a.._-!&.lbrlﬂoq.

zgz 1860-1867; Skinner 1919:167. cf.
- 1960 and Landes grislgiﬁr

- mation ). By the late cighteeath century and &t half of the

) niacteenth century, wars with the Ojibwa. shite emlemrut
" (Esstman 1849) slong with outbreaks of smalipos sad chol-
" e (Meyer 1967:69) and confinement 10 ladian semiones

o 2cTe3 (2% of the ongnal resenyalion BcTeage ). though almost

qu-rngilgsg.éﬂ!g .

involvement in the fur trade made it possible for them 1o
. acquire horses and participsie in the bison hunting cvonamy

" of the Plains beginning as carly 83 the srvenwerath century
and continuing into the nincwenth centry, Utilization of
Egggsii:ﬂ.&&«g
mented by Nurpe's exiensive (1970) anicie oa the tradiboual
: gggo«.ﬂg .

The Devil’s Lake Sioun Reservation Treaty of 1867 in-
oﬂgsﬁgwﬂal-vnggi.vn<§r§
- aswell as Eastern Dekota Siseeton and Wahprioo band mem-
bers. The Anaual Reports from the freeTvalam ugeTinkeD-
Sents 10 the Commissioner of ladian Affairs (1867-1904)
snd other official reponts (cf. Meyer 1967) portray condstions
on the Devil's Lake Sioux Reservation in the yeans allowing
" 1867, These records document the effon to coavent the De-
Esggiggzgi
farming equipement (al !%Egiﬁﬂg
and livestock. Meyer (1967:239) points out (hat anempts o
encourage farming were relstively succemful during the Grst
13 years, in part due 10 efforts of Iadian Agrnts McLaghlin

_ (i

lEuruF!_rnIB.B-_..-El.&

of the Saswe, conumwed

.-..anau.b;doz CoOMMUNIY AT PuastNT. The Deve
I's Lake Sacux Tribe 10day has an enrollment of apgron-
g«u._s indiv idualy, the majanty of wbom revide in the
fous<oumty repion within the ongaal fesen anon bouad-
ancs. lacladed in (his fgure are the approtumascly 15% of
the tnbal memtaihip who currently live outude the com-
musnity. Accorhing 10 Buresu of ladisn Aflary Ao 0.
dividual 1adian and tnbal boldings prewently total $4.000

aad (armaen. Actordag t0 Meyer (1967:228). the ongnal
umirmrut peticrn 06 the rraenat; Saiﬁnno:. main
cocampmenty; by the 18901 agents E..Ii relo-

. caton 0 individual (arming plots. Alters (1974:181) posnts

out that kiaship E—i%i%i.

19 Hols- Eiagicﬁ:vﬂ!mx-«g«i

Eagﬁi 95... the past 30 yean new

ng has replaced more than hatf of the log
Eigggi were disgxrned acTons
the reacrvation. This stuft of bouung from a _.E-_Kﬂk:ld
peticTn W0 concrutraied aress of single and multiple-unit
durilings has bren blamned by older reasdents a3 the cause of
what they sce a3 more social prodiems: troubie-making by
young prople, trampling of gardens, more aoise, and more
antomobtnie trafic. One ciderly gmlcswaman sees the in-

" crease in duabries along with these probierns as a result of

and Cramsie (Meyer 1967:234); but an inadequate apply of

equipment, small annual government agpropEiatiam, sad

severe droughts and grashopper invasions coatnbuted 10 8

' downhill slide. The majonity of residents in the 18908 found
themaetves almost compietely depradent upoo government
. rations consisting of green colice, E.B.!‘EB:

pork, and some handouts of beef.
;ggggrmigi .

- than what was to follow during the Grst half of the twenticth
: ceatury. Fractionalization of individua) allotmeuts became
sn increasing complication in the use or lease of progerun.
Droughts and the general economic drpression of the 19308
led 10 3n incressing poverty incluting food shonages and
aﬁggsgggiii

surs Auned by crowding into new residenual areas.

" Preseat-day Dekota amilies are large, and bowacbolds fre-

qQuently inctude members of the eatcnded (amily, reprewrnt-

g three gemeratians !Snﬂr-‘?eﬁus.n&e with .

several children each in the middic grmrration. Grandgarents
provide an catremely imporiant role in the over-all economsc
and cwnotional sagpon of theee eaended familics, scTVIng a8
a “bome base™ for badyutting. with long-term and some-

E!E.geq%.glgs :

of\ru in charge of canking 8 large daily meal for bounehold
gg!ﬂl...u!..ﬂ.r'n::g for a coyor

Q!EEQESE_.K;!&.-!E
ary, the orgpaal bend, of tnhal division. In an cxumu

Elggﬁzgiﬁsi«
R&:I-ﬁ!_:leq—vng.q 's Lake Ssoun community, Al-

bers (1974) has desrnbded presreaervation and coniempovarny -

igggg all of the Plains
region. Such alliancrs sad Scrible support syems ore rein-

forced and renreed 10day through such exchannms as pve- :

awsys held 5t powwown, aaming TeTROnIrS, memonals and

. . other acmsamt such 83 the Sun Dance in which grople travel

. continued after WW1l into the | uo-. lig :

Elsgggggigs

- -~ coldest winters with conceras aboul 0 sulomobile trans-
portation, whether or not food supplies (ofien the mainstay

10 distant communitics for ofien kemgihy st8ys. Durng the

summey many famibies froquently travel by car for visits and

sevkrad povwoe chtvabans in these dstantplacrs. There S
are also iproial Gerndadip bonds and fctve kinrchsbombips

' that funber reimforve shanng and support between individ-
" raise their families. They biterly recall long walks in the uals and kin groupe. Eggaig

community functioms draw prople wqgrther at all umes o

the year, E!-ﬁ-ﬂ-:!aksgtiig. h

was potators) would last the winier, keeping abresst of the . &nd is ooe of the most impryun! cicments of bospatality at -

noed for Erewood and fresh waier, and coping withiaoaing
Eﬂtﬁ%ig EIE

76-722 0 - 87 - 4

both 1w familyand community level
Toda)r, mosthomes are equi ilsggg
-uv.!.ﬂrﬁn.s»ﬁ- propane of ¢lecinc stoven. indoor
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plulﬁbin;. refrigevatorns (and MIly freeren).tefevision
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sets and radios. Few homes have such convencoces as dishe |
washers or automatic washing machincs and dnyers. By stan-

dardsof the larger Amencan sanety, the majontyof familics
at Devil's Lak e reflect a pattern of rural puveny. In 1983,
- 62%ofadults between ages 18-64 were unemployed (Burcau
of Indian Aflairs 198)), nearly one-third of those employed
have an annual income of less than 35,000 (Grand Forks
Herald, 3 March 1984). Here, I wall simply indicate some of
the small realities of daily hife by mentioning factors such as

ern foods are deenihed a3 “slow ly poiuaning 1™ 8 “spoiled.”™
and as unhealthful. These traditional foods were part of a
Ificstyle when “poople lined 10 be 100 and weren't sick with
the discaes we hear about now like cancer, heartdiscase and
diabeics.” one ciderly w oman aaid. This same idca was voiced
by many others in conversations about diet.*

A distinction should be made between the wild plant and
game foods that are vicwed astraditional foods (“way back*™)
and the foods that are identified as “Indan,™ such as fry

" bread or rich beef siews, and often served at “Induan™ oc-

unpredicuable or no available tmnaponation in 8 hanh cli-

mate, not having a wirpbone. numerous treakdowns in ap-
pluancrs such as e lectric pumpn for wells, plumbing. and other
items of technolagy that are capensive to have repaired, and
long waits at government and tnbasl offices and often at the
clnic. Tnbel leaders and the Tridel Health Committee are
aapraially coacerned with recent cuthecks in government and
tnbal positions at all levels; a high prevalence of alcohal-
related problems; and the challenge of maintaining and im-
proving programs started during the late sizties and carly
sevenuies such as elderly housing, the nursing home, the halfl-
way house, and a family counseling center.

Teadutional Foouds and demonal .l!cdmnc

me AND Dln. Amon; the Dakota mday at Devil's
Lake, a few older people collect and prepare the food plants
. thatwereonce abundantinthe wanded hills and open paairies
in this repon. Others indicate an interest and nostalgia in
‘such “way hack™ (Lang 198:!) foods, and try to obtsin them
from fricnds or relatives for special occasions. The items
most froquently mentioned include peaine tumips (L1psina),
chokechermes (cham pah), buflalo berrics (muastincha-puté),
wild onion (pshin), June berrics or Saskatoons (wipasuka),
red plums (cuuntah), wild artichokes (panghai), wild rice
. (psin) brought over from Minncsola, meat prepared 3s pem-

mican, venison stew, and occasionally rabbit. Some familics

raisc “Indian™ com (wanindheza), parching the kemels for
later use in soups and sicws. Ethnobotanical repons and
compendia of nauve foods and their uses show the broad

range of usable plants that were used for food and in the -

pharmacopeia (Densmore 1928, Gilmore 1977, Nurge 1970;
Raogers 1980: Vogel 1970). Today, older medicine men and
some clderly women and men know these resources, but in
general only a foew of the above-listed items appear in “tra-
ditivnal™ meals ~these are the prairie tumip added 10 stews,
comm soup, chokecherry balls, plum jam and berry soup. Buf-

casions. Whenever potsible, these “Indian™ dishes incor.
porate traditional ingredients. such as buffalo meat or prrine
tumips used in stews, and can b seen as havingan important
role in social orcasions that affirm community and “lndian™
identity as well 33 scrving as symbols of a non-European
past.

Contempocary dictary mftmmon the Devil® ll.Ai:Swul
Reservation, asthose described by Nurge (1970) for the Rose.
bud Lakota, refiect the history of the reservation peniod and
the years of gus ernment sations and. more recently, govern.
ment commodity foods. The basic siarch food is the potato,
andif peopic have gardens. p sand ¢ theprimary
food plants, followed by onions, squash, occasionally turnips
and carrots—all foods that can be dried or stored in cellars

- for the winter. Commodity foods are used by an estimated .

85%-90% of the houscholds. allotied on a per capita basis
(personal communication) and provide canned meats. veg-
ctables. fruits pached in heavy syrup. macaroni, Nce, vege-
table shortening (substituted for lard). and flour, sugar, salt,
and pcanut butter. Fry bread. pan bread, and oven-baked
bread and rolls, fried potatoes and hacon. eggs. rich soups
and stews (preferably beef) and sweet rolls, cakes, donuts,
andcookies aremain components of Lurge famaly meals along
with canned segetables and fruits. The fuod groups that are
undcrreprescnted in dicts are usually green leafy vegetables
and fresh fruits. Diabetics streswed the difficulty of following
lower-calorie diabetic dicts which theydescnbed asincluding

: unfmulm. dishiked or eapensive foads.

' MLDICINE. AccounuonudmomlDaxouuhuomhrluefs

and practices have primanly centered on the Teton Dakota

_(Western) groups, with emphasis upon the most dramaticof

the seven sacred ntuals, the Sun Dance (Grobsmith 1981;
Hassrick 1964; Libenty 1980 [cf. review of Sun Dance schol.

" arship): Powers 1975; Walker 1980; Wissler 1912). The Easte

em Dakotashare many of the basic assumptions and ideology

_ that underlie the traditional religious system (Landes 1968;
- Lowie 1913: Lynd 1864; Skinner 1919), yet there is no com-

" falo and venison—or beefalo=are used in major stews for -

socul occasions such as social dances, school programs. me-
monal naming or sp d din-

2e A

ners put on by families for relatives and fne

prehensive examination of Eastern Dakota religion in its
social and cultural conteat. Lowie (191)), tn a discussion of

- d-mcv associations, suggests less formal organization and

g Visits

"

of practices among the Esstern Dakota at Sis-

or celebrations.

When asked about present-day: foods and dnel. mople ine
vanably tumed the conversion to the traditional plantsand
wild game of thepast, then 10 a commentary on “whiteman's
foods™ in contrast to these former foods. and then to history

and politics as recalled and interpreted. The cause and in- .

crease of drabetes sn particular is associated with this dictary
change 1o “canned and store-bought™ foods, and these mod-
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scton and Devil's Lake Reservations than was found among

Western Dakota socictics. Historical impressions and de- '

scnptions of Eastern Dahota in Minnesota before the rescr-
sation penod are hikewise dlﬂ’tmnulcd l'rom the Teton High
1’lains cultural patterns. )
The history of Chnstian mmuomnuon. the Icn;lh oftime
and location on the Plains, and historical factorn such as
which bands were scttled on particular resenations and the



79

more recent presence of abacnce of ritusl specialics in com-
munities (there are no rexgnized medicine men at Devil's
mew)mmmmmummmmh
pasticipstion in traditional religion. Grobamith's (1981) de-
scripion of the highly compiex and diverse ways in which
individuals and families are involved in both traditional and
Christian religons at the Roscbud Remyvatian is applicable
tothe communityat the Devil's Lake Rexcrvation. AtDevil's
Lake, 1 have also found that people vary in their relgious
ornicoiatioas: many people emphasize their Cazbaliciam, yet
- are mos! knowicdgeable about Dakota belicfs and practicex;
a few (amitiesarecommitted members of the Native Amere
ican Church; some call themacives “traditionalists™ and are
actively engaged in pipe cevevoon and are calied upon for
singingatevents such as mem orial ayemanins which require
knowicdge tha) many do not posacess oday; some individuals
are sheptical about the present-day medicine men's power
a3 opprmed 10 the past powers of the “holy men and somen™
(wicasa wakan and wimyan wakan) and the medicine men
and eomen (peuia wicasa and pejuo winyan). These ritual
spedialists are distinguished partly by their healing metbods

(cf. Powers 1973), with the use of supernatural power versus

the use of herdal rdirines and a kngwiadge of specificmed -
ical techniques.

At present, a number of reaidents at the Devil's Lake Re-

servation travel long disiances 1o Yuwipi bealing ceveroocai
(cf. Kemni tzer 1976) (anther west; a number of middle-aged
men are currently involved in sweat Jodge ritual and puri-
ficatioo for vision-qQuestingand particpatioa in the Sun Dance
held atsites in western South Dakota. Perwaal-aocial net-
works bring people at Devil's Lake into the largey Dukota
socialy thatexists througbout the Plains, and a main rexson
for travel isto panicipate in ceremaaial and socia) ccasians
(Albers 1974).

Wlmmmlohdlhladbahrc. preacotday ritual spe-
cialists, as those of the past, strexs the unity of mind-body

in an individual'’s well-being and state of bealth. Kemaitzer

(1980) has grnenalired for Plains cultures that “disease [is)
vicetdasa quence olbreabing aapint-imposed aboo.”
At Devil's Lake, older traditionalists say that disease may
result along with other misfortunce, as a result of not kerping
“apromise™ (¢.§., pegholing 1o Nold a memorial ceremoay
for one who is daxxased afier intending to do this: or to not
follow obligations understood in a vision, such as taking up
aspiritual aalling). In a related sense, disease isseen 10 result
- from leading a “bed life,” morally and spiritually. Sorcery

" does not appeas 1o be perceived as a specificcause of illsess,

hough older people enjoy recounting instances in which

“powerful roedicine™ was used in gambling, romantic pur-

suits and sexual manipulation, and sometimes in causing a
" persoa 10 be susceptibie 10 illness or failing in eoevgy. The

effects of such “bad medicine™ must be reveried with the

intervention of a ritual specialist.

People at Devil's Lake are wutried about the iocrease in
diabetes, Though underxtanding of diabeics as a disease de-
fined by the Western medical profemion varies from indi-

vidual 10 individual, most people include Western descrip- .

tions and explanations in statements such as “diabxtes runs
in our family™ or “diabetes started when 1 became over-
weight.” On another level, there are perceptions that exsend

into broades realms—several aseas of shared agreement are
Put forth Bere:

1) dishetes a3 a groera) phenomenan is an afflician that is
aflecting Dakota people because their whole lifestyle is
oulol‘hhna.nopkmm“lwiumm anymorr; the
timesare ot good. -

2) m::mmumtmmd-hmm s de-
structicn of Indian soGictly and culture. Afterall the other
introduced diseases (¢mallpox, infuenza, meatke, tuber-
culamis, skcobolism), “ pow thereisdiabrten ™ The specific
pathway is through foods, exprcially in their proceuing
and .

packaging.

3) dishriny itseifas a condition may notnecrmanly be trest-
able by traditiona) mesns becsuse it is a new condition
and there are no specific remedies foe it. Also, (bere are
few, if any, medicine men who have “poecr™ that would
be required to treat this condition. However, some people
spoke of medicine men who have treated diabewo ina -
Yuwipi rremany on other reservations during whichtime -
patients were advised 10 suspend Western dishetes med -
numndwrouavmhdmmmm

_regimens. Sevenal people spoke of berbal preparations
* (liquid) available in Canada or Texas that would “cure
distrina™ and allow them to follow unsextricud diets.

The powerful sym blic dimension of foods is well known.
Foads are an important element of sacial identity, foods plsy
GEnifiaant roles in coremanics such a3 in the “feuding of the
Gcad™ in the memana) aoemany heid coe year afier a per-
300's death; foods and all elements of the natural environ-
roent 1o the Dakotaare of Wakan Tanka. “The Great Spifit.™
Foods, whether contemporary “Indian foods™ of the tradi- -
tiooa) “way buck " foods, are regarded even more highly now
ehn wild plants and game are difficult to obtain. The tra-
ditioaa) {oods that are available, but in sbort supply, are
limised almost exclusively for cxremonial and special social
occasioas. -

mmwmrauwmmmw
plants, and the importance of the role of eating and food in
marking social accesioas, there is another dimession that
cmergen: the politics of foods end diets as precridbed by

. Wesiern beahth care givers. Olalxten is perceived as another
" imposition on [adian people by Earopeans or “whites,” and

dicary regimens are pereeived a3 welling people bow to live
their lives. It appears that there is a political statement bere
reminisrntof Lurie's (1971) dixmion of eacessi ve alcobol
use by many Nati ve Americans a3 a "proics) demanstration™

and affirmation of lodisa identity. While it may apprar to
be a contradiction that there is a reluctance to 1ake VP re-
suicwed dicary rgimens that may eliminale some of the
perceived hazards of modero-day foods, the diabetic diets
(aloag with other dictary regitacns preacribed) in vade a most
penaoal and sacially importaat area — egting babits. At this
point, bealth beliefsand their dail y application in maintain-

__ ing and taking case of apeself can be comtidieren at asother

level. Low compliance with preacribed dicts is not becawme
of incompetible perspectives between coe medica) sysiem
andanother regardingthe deirahitity of saining bealth, nor .
of an inadility 1ochange dictary pafievns, but cad be undey-

VOL 44. NO. 3 FALL 1988 - 288




stord as 3 statement of recallcd history and on-go.ng lnd«an-
white relations.

'The Duabeics Program Gt the Fort Totten 1S Chnic

The Diabetes I'rogram nas worked towards identifvuing and
treating individuals saith diabetes and complications of Ji-

abetes. At presant, 167 diabetics have been eaanuncd by the

nurse, dictictan, and either the visiting endocnnologist or a
regular s1aff doctor. Though there are undoubtedly some in-
dividuals who may be developing diabetes or who do not
know that they have the condition, this program has drawn
attention to diahetes as a sigruficant health problem 1n the
community and has partly alleviated the mystenouvs feeling
_ thatpcople haveaboutits increasingoccurrence, As a result,
more people have come for blood sugar readings or for ine
formation about diabetes and about weight reduction.
The Ft. Totten IHS Clinic has a patient papulation of

approumately 2,800 people. the majonty of whom live withe

in the resenvation boundanes. The clinic has had a large
turnover of physicians, and a fluctuation of vacancics at var-
1ous levels including positions for physicians and a service.
unit director (this was recently llad). Physicians and nuncs
have a heavy daily patient load. Patients requinng hospital-
ization are sent 10 a local hospital in a nearby farming com.
munity 13 miles to the nonh. arnd to two larger regional
" medical centers 100 and 150 miles away. Recent ficld hear-
ings (Select Committee on Indian Affairs, U.S. Senate 1983,
1983) on the current status of Indian healthinthelarger IHS
Aberdeen Arra that includes this chinic have highlighted the
problemsufresen ation patients’ lack of availability of transe
poration to adequate medical facilities. long waits 1n the
«himic to see thedoctor, and difficulties in gaining emergency’
admissions into non-IHS contract Lospitals. Same of these
problems may be less severe at Ft. Totten than at larger and
more remote rescrvations in South and North Dabota, but

alltheabove problems are imporntant concerns ofboth tnbal -
.members and subject to vocal ¢nticism outside the clinic

setting.

\’uncs and the pharmaast are esptcully nmpumm in
5 ginformation about thedoctor's diagnosisand
advice, especially when the doctors have heavy schedules.
Some clderly patients. for whom Englishis a secondlanguage.
have an obvious need for translation. Health workers who
have been at the clinic fora number of years may be counted
on by patients for clanfication of the doctor’s evplanation
and prescriptions. Osvertime, some ofthese healthcare worke
crshecome familiar with the medical history of pauents. may
be aware of their household and larger family organtzatiun.

" cnses that may have occurred, and the general pattern of Iife -

and esents on the resenation. Despite a growing number of
Indian Health care professionals—cspecially through the In-
dians-Into-Medicitze Program at the University of North Da-
kota Medical School=none of the registered nurses or doce
tors at F3. Totten Chinic currently are Indian, -

The Diabetes Program has benefited from only one tum-
overin statf dunng the past four-and-a-half years: the inital
director was a Catholic nun. R.N., of whitc.Indian ancestry.
whogrew uponalocal farm nearthe resers ation. The current
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practical nurse on the Iiabetes Program statlis a middle-
aged Dakota woman who grew up in the community and has
wnrked for many years in social and health senvices on the
rewrvation. Many people comment about these individuals
saying that “she hnows us because she is from here. you
hnow,” or “she has visited us in our home and knows us.”

~ White-Indian distinctions {and Dakota’non-Dakoia distinc

tons as well) are impontant factors in interactions and pere
ceptions of people in this commumity. These distinctions
Eave parucular significance with respect to a white-domi.
nated clinic senving an Indian population. Giventhe fact that
there are not enough Indian (or Dakota) health care workers
to £l some of the clinic pasitions. the importance of conti- -
nuity of health care workers can he seen as crucial for the
provision of gnod health care. ' -

The Duabetes Program Office, loulcdjuu off the general
waiting room of the larger clinic, is open cach day of the
week for both walk-1ns and scheduled patient visits. These

. involve blood sugar determinations (generally random blood

sugar test, though 2-hour post-prandial blood sugars are car-

"ned out on new patients, pre-natal screenings are done on

all pregnant women at 28 weeks 1n this office as well); blood
pressures are taken and clients are wesghed. The consulting
endocrinologst from the University of Nonh Dakota Med-
ical School staff holds a full-day clinic every other week;
appnintment cards are mailed out duning the previous two
weeks 10 approumately 30 people who are due to see the
doctor, and approzimately 0% of these patients appear for
the appointments. Walk-ins are also seen by the doctor,
bnnging the patients seen to 20-25 for the doctor’s chinic
day. . -
The imtial Dahetes Prognam mﬂ' carried out the same
general tasks, though the operation of the program has settled
into a smoather routine over ime. Despitc the sceming lowe.
interest in following the diabetic dietary regimen. the two .
dictictans have successively adapted theireducational efforts

in an attcmpt to mect patient preferences. The former distie .

cian developed a booklet and pamphlets in an attem?t to
wnile out and diagram dietary plans that fit in with her un-
denuanding of local food preficrences and the ty pes of food
consumed. The present dictician spends more time meeting
with individual patients and planning out menus that ke

_ into considcration their penanal food preferences and uses

of commodity foodstutls. The practical nurse who knows
many of the diabetics and their families viuts homes with
the dictician and’or R.N. director, drives patients who have
no transportation ta and from the clinic, ard delivers med-
ication {these tashs are alvo carmied out by the Community

- Health Representatises). Special records of all diabetics are

kept up-to-date and the files are cheched periodically to see
that all diabetics have been coniacied for appointments and
have actually come for an appointment over a given'y 7iod;
of ume. If not. additional effurts are made to call or paj A -
hume visit, st which ime a blood sugar test can he dona;

In spite of the busy schedule of the endocnnolicgist. Jsa-
betics speak highly of his manner and his treatment plans. -
They also speak highly of the nurses and dietictan. There is
a general tendency for people to speak most positisely of
outside specialists who visit the clinic or to whom they are
reterred at other medical centers: ikewise, patients enjoy the

. specaal status of the Diabetes Program office that is set apart




from the rest of the digic. The o verworkexd and often chang-
ing phyxicians at the clinic are viewed much less favarably,
. and inevimble long waits do not coatribute to peticots’

- impressicns. Diabetics and their amily members have in-
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creasiagly come 10 the Diabxts Office 10 repoft noa-diadbe- -

try-related probiemc stafl members Belp chanael them to the
approgriai 4ockov or n urse in the largey clinic. These asprets
of the Diabris Program suggest the sim ple need for more
. peruamal coatact time and communication betwern bealth
care workeTs and clients at all levels within the service unit.
Due in part, perbags, 10 (he inflarnce of medical and ap-
plied anhropoiqgizty, there has been a notiorahle rise in in-
teyest by bealhth care workers within the Indian Heahb Service
and by state and Jocal health agracins in adagring programs
10 nderennding of traditional 1adian cultures.’ A growing

number of workshogs and bealth educmtion programs are

bring offiered at the community level by bealth care workers.
Communication efforts beteexn modern mediaal care pro-
viders and [odian leaders ocxur in both disections. Medicine
men of the tribes repremenited in North Dakots have spoken
on traditional bolistic concrp® and bealth and bealing prac-
taesst univenity-relaiad and e -spmased symposia. Yet,
a1 prewent, Mmkwmnhpplnmor materals
that actually atiermpt 1o integrate theae two ogientations for
ammhulhemrrwnm

be in the mytual mncmuou of two cultural traditions and
acknowia@pment of the ways in which bealth and bealing
and the expericnce of iliness are bandled in each. It would

obvious that underuamiing b) health care workers

The Office for Tribal Health and the
Tribal Health Committee

One of the divisioasof the Devil's Lake Sious tribal gov-
crament is the Office of Triba) Health. During the past five
years, there have been two non-Indian directory each sub-
soqueatly moved into hospital administrator positions in noa-
resesvation facilities. Currently,this o fice is headed by anew
direcior, a young univenity-trained Dekota eoman who grew
up in the community. She oversees a variety of programs,
including wribally-run Indian Health Service programs, fed-
erally-funded special programa. and some cooperative siate-
tribal projecta. The Office of Tribal Health also includes the
Community Health Repreacotatives, the mental health pro-
gram, the chemical depradency program, the group home,
the rest home,and the enviroamenial bealth operations. Un-

. det the preaent keadenihip, thisoffice is also increasingly per-

ceived as a bealth advocase for individuals with ptobkms or
complaints regarding the clinic.

Tbe Tribal Health Committee, composed of community
members reprexenting cach of the four reservation districts,
meets on a monthly daus with the Director of Tribal Health. -
This committee in recent years has been relatively inactive,
mecting ermaticallytoscreen job spplications fortribal health-
related positions. They are accasionally called upon to co-
spoasor a8 public speaker or panel that has been planned
elsewbere. Inits role as liaison betweencommunity members .

- and the tribal structure regarding health-related issues, this

appear
of the cultural and situatioaal (actors of community life are

imporunt in providing good mediaal care 10 patients in any
community; this includes awarencws of family and social or-
ganization, diciary patterns and prefevences, home remedio

and alternatives 10 Western medicine, economic limitations -

and priofities, and a recoghition of local or traditional med-

However, overemphasis on the differencrs in two cultural
traditions or an atiempt 10 blend some aspects of tbese (wo
traditions may simply be a smokeacreen if the realities and
oroblems of Westero bealth-care delivery in lodian com-
munities are oegh-cwad. In all communities, people choose
alieroative siralegics in drawing upon bealth care reveoaes
that meet different needs in the illnews expeyience (Singer
1977; Westermeyer 1976). Indian people feel stroagly that,
by treaty, Indian people have the right “as loag as the grass
shall gow™ (Schultz 1976) to demand the same quality health
service available to other Amerians. While Dakota people
are proud of their traditional health coacxpts and may draw

commitiee is potentislly a powerful one. With the support
of the Triba) Council, the Tribal Health Commitice may’
make significant recommendations and generste programs
and policics that affect direct health care delivery and com-
munity health in general.

1f major community bealth education nd preventative
medicine campaigns are 10 occur, o if the tribe dexides to
ke over more of the bealth services than at prewnt (as
provided for by the Indian Self-Determination Act), it would
be through the Office of Tribal Health and with the advise-
ment by the Tribal Health Committee. It appears unlikely
that in the pear future the IHS service unit would be trans-
formed into a tribally-run clinic (e.g., Winncbago, Nebraska

- orSeminole Reservation clinics). However, there is increas-

ing coacem and dissatisfaction with cutbacks in many com-
munity-based programs swasted during the more affluent pe-
riod of federa) spending in the early 1970s (Office of Tnbal

Health 1979). Participation by community members in out- '

- lining bealth peeds and in determining health care objectives |

aelectively upon resowraes of alternative mediaal care or tra- -

ditional madicioe, the great majority of people at Devil's
Lake are regular users of Westero medical services,

The Diabxtes Program, as a demonstration project, is at-
tempting 10 Wilor its services 10 the diabetic population and
basbenefited by 1) includingDakotahealth workers, 2) main-
taining a coatinuity of stafl, 3) recognizing fiood preference
and acknowiedging dithcultics that all diabetics have in day-
- to-day adhevence 10 dietary regimens, and 4) inarasing the

number of home visits and perioaal conlact with patients.

This clinical effort, nevenbeleas, can only be reinforced with
_tribal involvement in community bealth. - -

is best underaken by structures that are currenily in place.

Canduslon

Tbt Duku-:l’fmm nucue in point, started an effort
that can only sucxeed in its larger objective of diabetes pre-
vention and more effective managemnent of diabetes through
community involvement. Though diabetes has taken Indian
people by surprise.and dcspitethe seriouscomplications that
can result from uncontrolied diabetes, there is a very positive

outlook at Devil's Lake. Propes will be made if ideas of

lower body weights and weight control, shifts in dietary em-
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: “ olve remova) ofin y pen of the body. 9-15 s cxpreially feared

9’8. E:ﬂgg:ﬁ_ﬂ: «.uruvo—n whether
" through thecu rrentrcsurgence of traditional cultural con-
cepls or alosg the  1ines of similar 1rends in the larger Amer-
ican society. Such effonts can be succeasful as the inbally.
sponsored weight 1583353:&33 ._o-..:
for the Keweenar Bay Indian Community in Michigan. The
DaXkota, 83 other Indian peoples, have valuable resources in

. their concept of pdysical/epiritual well-being as a umity and

in their traditional “way back" dictary pstterns of & wide

. " variety of natural foods. Tbese compies traditions, with (o-

cused community and tribsl action, can be used 10 comple-

ment and reinforce the medical revourcrs that arc curreotly
available in dealing with a aumber of health-related prob-

EEBE .

.NOTES

ctal:. El&!a&asggﬂg
Jy called “mod RS and praclicen. A:
!}. 982:315) points !F_r»ae!il n!l.!gug E
sysiem”™ caa be seen 83 both e and
&Eﬂ-uoltlg!ggigi .
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occur in all societies. Nalive Americass, like other ethnic groupa
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" patterns add obesity among the Seminole a4 Seneca, reypectively,

: E’iaigggsgg

ferences in food preferences.
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Puu-nm STATEMENT OF Da. TERRENCE W Su)m. M D., DIRECTOR, ABERDEEN Am
INDIAN Hmm SERVICE

" My name Ll Dr. Terrence W, Sloan, Director of the Abcrdnn Area Indian Health
Service. It . is the mission of the Indian Health Service to raise the health
status of the Indian people, in this case the NMandan, Hidatsa, and Arikara
Tribes of North Dakota to the highest possible level. In striving to carry
out this goal, it is our responsibility to deliver high quality health
services, to assist tribes in developing and managing health ptoqnns. and to
act as advocates ln health ulued matters.

Nuserous hulth telated probless exist in disproportionately high levels’ anmong
Indians in general and specifically among neavers of the Three Affiliated
" Tribes. Many of these health problems are preventable and rooted in part to
nutritional factors. -

It is essential that there be greater understanding of these health problens
if ve are to succeed in our efforts to raise the health status of the Three
"Affiliated Tribes to the highest possible level. I would like to present a
series of overheads that illustrate the unacceptably - high overall' mortality
and morbidity rates  for Aberdeen Area xndnnl and Indians of rt. Berthold
"Service Unit. .

ovo:hud #1 - AGE ADJUSTED nzuu RATES ALL cnuszs -
This compares death rates between Aberdeen Area Service Unltllu s. all
Races and Aserican Indians. The Age Adjusted Dea>: rates for all cause for
PFt. Berthold is more than twice that of the u.s. All Races and Aperican’
Indians. ' .

Overhead 02 - AGE ADJUSTED DEATH RATES FOR SELECTED CAUSES :

rt. Berthold Service Unit. The rates in parenthesis are for the Aberdeen
Area. As you can see, there are many disparities. (Pt. Berthold Service Unit -
has: the highest rate in the Aberdeen Area for nmalignant neoplasms, alcoholism
and chronic liver disease.) Many of these dlulul are influenced or cauud
in part by uctou including nutrition.

Let us now conudox scae specific dunu intttln.

. ovcthnd OJ - AG! ADJUSTED CARDIOVASCULAR DEATH RATES :
Again, the rate for Frt. Berthold's s.rvlco Unit is far greater thun that
of U.S. All Races and American Indians. ) .

Overhead §4 - CRUDE INPAMT MORTALITY
This is recognized as a leading su:nuc in Lndlcaunq the  health status
of a given population. FPt. Berthold infant mortality is the highest among the
. tribes in North Dakota and almost ) times higher as coampared to all . American
Indians lnd U.S. All Iucu. :
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Overhead 04 cont.

: . The effects of a woman's dht on ho: chuann start long before she
becomes pregnant. Stores of fat, protein and other nutrients built up over
the years are cslled upon during pregnancy for fetal nourishaent. The fetus
is sometimes more affected than the mother by lack of nourishment, and there
is. a relationship between naternal weight gain and growth and development of
the fetus. The effects of undernutrition on infant size is greatest -when
nutcitional deprivation occurs during the final three months. Excessive
weight gain in the second trimester is due mostly to increases in tissue,
blood volume, and fst stores, and - enlatgement of the uterus (womb) and
breasts. . The consequences of dietary or substance abuses during pregnancy
cange in severity from fetal death to very subtle effects such as a change in
the functional ‘capacity of the newborn. Low birth weight is associated with
increased mortality and morbidity including a - higher incidence of congenital
abnormalities, poor  postnatal qxovth, -and tncruud susceptibility to
infection.

The morbidity associated with pregnancies - affected by diabetes ny be
substantial, since diabetes may result in a disproportionate nuaber of adverse
pregnancy outcomes. The combination of diabetes and pregnancy presents a
special challenge in the public health care setting. Diabetes in pregnancy
can lead to serious complications for both the mother and fetus unless blood
sugar levels are carefully controlled. Offspring of women with diabetes
experience high rcates of: " .

Moctality

Prematurity

Congenital defects

Macrosomia (infants weighing more than 9 pounds)
Hypecrbilicubinemia o
Respicatocry distress syndrome

Hypoglycemis following delivery

nou: congenital. ‘wnoruuuu occur - during the first seven weeks of -
gestation. The pregninc woman with diabetes is at an lncruud zllk of:

Kotoccidoul

Hypoglyceaia

Probleas in douvcry

Preeclanpsia (pregnancy-induced nypornnsion)
Polyhydulnlol .

Very young adoluccntl and woamen oldet tlun 30 years acre at increased risk
of pregnancy - cosplications and unfavoraole fetal outcomes. The detrimental
. effects of alcohol abuse on human pregnancy are . well documented. Petal
alcohol syndrome in infants born to alcoholic mothers may be a leading cause
of mental - retardation. May questions crenmain regarding - the quantity,
frequency, and time of intake of alcohol as well as the mechanism by which it
adversely affects the fetus.
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Overhead #5 - AGE ADJUSTED DIABETES MELLITUS DEATH RATES

Proper nutrition is paramount in the management of this disease but plays
a . key role in the prevention in the onset of this disease. The Pt. Berthold
death rate due to Diabetes Mellitus is highest in the Aberdeen Area. It is
‘close to 12 times higher than the U.S. All Races.

A prevalence study of 1985 found that the rate of pecsons wlth diabetes
for all ages on Ft. Berthold Reservation was 3 times the national average.
Overall 6.8% of the population has diabetes. In the age groups 45 years and
-older, 1 in every 3 individuals have diabetcs.

Overhead 06 - YPLL RATE COMPARISON POR ABERDEEN ARBA SERVICE UNITS

Another health status indicator which has been useful in mseasuring the
overall health of a populations is years of productive life lost - YPLL., Here
we see many premature deaths when this health ststus indicator is considered.
The cates . per 100 population for U.S. All Races in 81-83 and 82-84 are 6.1 and
6.0 respectively. FPor Aberdeen Area the respective rates for the same time
period are .18.4 and 16.4 respectively. FPor Pt. Berthold thc rates are 21.7
and 15.9.

An explanation for the Mgh prevalence of diabetes and mortality  zates {s
cooplicated and cremains under study. The health care systea as it exists
today - the Minne Tohe Health Center and heslth etations in Mandaree, Twin
Buttes, and White Shield address the probles on a diily basis. Certainly the
" inundation by the waters of the Garrison Dam in 135¢ had a profound and
lasting impact on the health delivery system and health seeking behaviors of
Indian people. The governmental hospital on the ceservstion at Elbowoods,
North Dakota was flooded and not rebuilt a!nr the cass nloculon ot xndunl
froa the *taking area.®

The effects of the Garriscn Dam on the hnlth status o! thc Three
Atfiliated Tribes is difficult to- measure.. Reading from the Report to the
Joint Tribal Advisory Coamission, May J%8¢; °if we hypothesize that the
discuptions: caused DOy the dam directly affected social and behsvior patterns
and caused ‘increased stress, we may oxpect higher incidences of slcohol
.related prodlems.” These problems asy cause less ability to focus on the
“developnent and maintenance of health nutritional habits among all age groups.

The nutritional prooless at Pt. Berthold, ND might be  more readily
described as malnutrition cather than hunget. - The =morbidity related to the
nutritional status of the population is a result of diseases associated with
overveight and obesity such as diabetes, hypertension and cardiovasculac
diseases. Excess alcohol consumption may well be the single most secrious
nutritional problea on the reservation today, accounting- for considerable
morbidity and mortality due to ccctdonu, domestic violence, cicrhosis  of the
liver, and mlnutnuon. . .
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.. A . Nutrition and Pitness Survey coopleted in 1984 analyzed the nutrition
and health knowledge of 499 or 708 of the Pt. Berthold head of households.
Sister Anoa Rose Ruhland, R.D., Tribal Nutritionist, was the primicy
investigator. The respondents indicated that: : .

820 participated in a food assistance progras.

81.3%8 indicated no trouble traveling to obtain food.

84.58 indicated that they did not run out of food in the month so
that family members go hungry.

86.18 of households had enough food (o: all fanmily n-nbc:l.

69,18 of households felt that their income was enough to buy food for
everyone who lived there.

- Approximately 158 of households, therefore, encounter the above nentioned
nutritional - probless. = The significance of the food assistance progranms
currently available on the reservation such as coamodities, WIC, PFood Stamps,
Headstart, School Peeding Programs, Senior Citizens Lunches, and others is
obvious. In consideration of high unemployment rates, a gruater portion o!
~ the population would be at nutritional risk without these prograss.

The survey further pointed out that there was a high level of knowledge o!
what constituted healthy foods, disease prevalence and symptoms, and lifestyle
changes (such ' as diet and exercise) necessary to promote improved health
status. The motivation to make these Ltloltylo and behavioral changes
requires further consideration.

An analysis of nutritional patterns :ovoclod that a high percentage of
foods high in sugar, fat and salt are consumed. Pifty-eight percent of
households reported fat-fried food preparation on a daily basis. Pavorite
restaurant foods were hamburgers, french fries, pop, steaks and potatoes.
Alcohol consumption may be excessive.

. Conversely, high numbers of households reported considerable conlunp:lon'
of fresh fruits and vegetanles, whole grain breads and cereals, fish and
venison., Presh vegetables were gtoun by 278 of households and 288 reported
. the possession of an extra freezer unit. :

In sunmary, households of tne Three At!lltltcd rttbcs suffer from the same
lifestyle - and nutritional habits that contribute to modern chronic diseases
found in the general population. These conditions are exacerbated by the
socioeconomic condi.ions on the reservation. ' Overweight, obesity and
excessive alcohol . consumption contribute considerably to morbidity and
mortality. - Currently existing food assistance programs provide considerable
relief from hunger ard should continue to be supported. - Health education and
notivation programs. to promote wise food choices and :ho adoption of positive
behavior and lifestyle changes are necessary. :

The Nutrition 1Ind Pitness Survey mentioned above  is highlighted and
. attached for further information. c . -
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"~ FORT BERTHOLD RESERVATION llcf SHEET
Sooioeconoaic Data
Indiin Population: 3.310‘ (1980 Census)

:‘neaervatlon ' u.s.

Unesployment Rate: . ats 6.6

(January 1987)

® Rate estimated to be 708-80% during the Winter season when
construction-type employment opportunities are lowest. .

Poverty Rate: sug BETR
7+ (1980 Census) _ S ,

Per Capita Ilc0lo (1982): . . . 84,069 48,980

Wedian Boushold Income: , $10,258 © $22,579

(Family of 4, 1980 Census)

Percent of Adults Cospleting
High School(1980 Census):. . 53% 65%

Ioalth‘aud Rutrition Data

»Congarative 1282-138I‘neath Rates
er 2 opulation
. t erv]

. (Indian Rea [ce, 1IHS)
" Port Berthold ~ Aberdeen Service  Mationwide . U.S.
Service Unit = Area® : - IHS Pop. Total
Diabetes ~ 111.1 . - 3k.% 198 15.5
Iofast " R RS ‘ :
Mortality  26.7  20.4 "7 o2
8lechol - - o N o '
Belated 10.7 33.0 2.6 za.9

'Aberdeen Area tncludea Indtlna aerved in lorth Dakota, South leotl,v
Nebraska, and Iowa.

Incidence of dllbetea on Fort Berthold 10 llao relltively hisher than '
_ those for other areas as the rolluing chart displays: -

Rate of Hos italvbiaehar es Hith Diabetes
Per 10,000 Population o
1 1 Qelr 1555

Fisca , (IHS)
 Port Berthold Aberdeen Service - Natfonwide - u.s.
Service Unit Area INS Pop. Total .
Diabetes o ’ _ ’ ’ '
Disharge . ) . : .

Fifteen percent of Tribal households stated in a recent survei that
they did not have enough food each month for Ill members of their
families. . .
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_Partioipatlon in Food Aailstnhco and,lncoleinalntenance Prograes

Food Stamp Frogram 107 Housenolds (1985 avg. monthly)

Food Distribution Program . . 38u Houoeholds = 1297 p:rsons on

Indian Reservations®® ) . (1986 avg. monthly)

Supplemental Feeding Program'ror .
Women, Infants and Children (WIC) ' 480 (1986 avg. monthly)

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

Title VI Elderly Nutrition®® "' 43 Meals Per Day (35 Congregate
: ‘ and 8 Home-Delivered Meals)

General Assistance o 263 Cases = 540 Persons:

Aid to Families with ] ) o i
Dependent Children ) 219 Cases = 500 Persons

Low Income Home Eoergy : :
‘Assistance Progran (LIHEAP) o 344 Households

"Deacriptlou of Special Food Prograss for Indians

?ood Dlotrlhutlon Progras on Indian Reservations - the major fooc
assistance program on the reservation. When the Food Stamp Program
: he national commodity distribution program in the 1970°'s,
" Congress permitted tribes to continue operating both programs.
'Eligible individuals can choose to participate in either of the
~ programs, though not in both simultaneously. Most Indians choose the .
Food Distribution Program because of the limited quantity and varlcty-
. of foods available at retail food outlets on reservations.
Eligibility requirementa are based on the criteria used in the Food
Staup Program. : B

The intent of the program to provide nutrltious foods is clearly
stated in the authorizing legislation: "In providing for cormodity
distribution to Indians, the Secretary (of Agriculture) shall improve
the variety and quantity of commodities supplied by Indians in order
to provide an opportunity to obtain a more nutrltlous diet."

Tltle vI llderl! Wutrition Prggrnl - the only food aaaiatance prcgrars
- targeted to the elderly. tle of the Older Americans Act
authorizes grants to Indian Tribes for the delivery of supportive and
nutrition services to older Indians. Forty=-three meals per day are
provided at congregate meal sites or delivered to the hometound. The
tribe reports that there are 400 potentially eligible older adults who -
cannot be served hecause of limited funds. _ ‘

ICCBSSIBILIT!'OF RETAIL FOOD OUTLETS AND HEALTH CARE

Only two full=scrvice retail food outlets and four “convenicace® -
stores are located on the entire Fort Berthold Reservation. Tic
limited quantity and variety of groceries at these outlets cfle:.
results in tribal mcmbers traveling to North Dakota's majcr cities all
located over 60 imiles from the Reservation communities. A recent
Tribal survey indicated 18% of heads of households having troubie {5
travollng to acquire food.

Because thcre i3 no hoapital and only one naJor héalth clinic cn ;ne'.'
reservation, 26% of houscholds have to travel 50 to 100 plus =iles to
) obtain medical care (Tribal survey). :
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page three '
’ HOUSING®

- Total Nunber of Existing Hoﬁsing Units - 57
Housing Unita in Substandard Conditions =195 or 348
Additlonal Families Needing Housing ~ - 288

SSource - Tribnl Bualneaa COuncll Fiacal Year 1987 data
ECONOMIC DEVELOPMENT AND EMPLOYMENT tllxlllc

The Three Affiliated Tribes do not currently possess a funded economic
development "program®™. The possibility of receiving an Economic -
Development Administration Planning Crant is being explored. The

Tribes have a Small Business Developmet Loan Fund which provides about

$125,000 per year in loans. The Bureau of Indian Affairs (BIA) has a
. Loan, Loan Guarantee, and Loan/Grant Program available under the :
Indian Finlnce Act.,

Enploynent and training is available through the Tribes' Job Training
_Partnership Act Programs to income-eligible adults and youth. The BIA
also provides vocational training and relocation runds.

The Tribal E-ploylent Rixhta Office of the Three Arriliated Tribes
works with major contractors on Federally funded projects to ensure :
both 1n§1vldua1 and contracting work opportunities for Tribal mesbers.

In the future, the Three Affiliated Tribes would like further funding
_.to accomplish the following: irrigation to improve the agricultural
capacity of their lands; development of the recreational capacity of
Lake Sakakawea; and, Jjob creation and economic development. (®These
are recosaendations froa the report of the Secretary of the Interior's
. Garrison Unit Joint Tribal Advisory Cocmittee). .



!bu‘thly‘ Distribution Guida Rste for Food Distribution m;m on Indisa lu.niuoai

It : Rousehold Size _ . s Cholices
= 1 : 2 3 3 : 4 : 5 s+ 6 : 7 : 8 : 9 : 10 ' -
. : . ] o s
_ Casned vegsterisn: 2 & 6 8 10 ~12 14 7 16 18 2 H ——
(1 1b. can) H . B
2 * 2
2 : .
Dry beans e 1 2 3 ) 5 6 ? 8 9 10 . : Pinto, Pink, Sasll
(2 1b. dag) : .t Red, Pes (navy), -
H ¢ Great northern,
H - ¢ Kidosy, Baby Lims,
H B ¢ Dlackeye, Black
: 3 Turtle Souwd
tgg nix e 2 s 6 s 10 12 14 16 10 20 -
(6 oz. pkg.) s B .
: B . ) 2
Canned msat : 3 6 ‘9 - 12 15 18 21 26 27 30  : Beef, Meatbsll
end fish : %Csas 15 o3. or smsller ia fssued on a 2 for 1 basis. S s Stew, Poultry, -
(1.8 1b. cen) H oo ) : : S : ¢ Pork, Sslmon, Tums
— _ ; , — —
Pesmut butter : 1 1.1 1. 2 2 2.2 .3 -3 3 Chunky, Saocoth
(2 1b. caa) teery evory : . : : . s : e
. tdm. 2 wmo. - . . ) H 8
¢ *Pesnuts msy be substituted on & pound for pound basis. : H n
2 : i H
: K . ; : . K
" Pesmuts s 1 2 o3 & 5 - 6 ? 8 9 10 . : Roasted
- (12 os. can) 3. #Pegnut butter msy be sudbstituted on & pound for pound basis. H
3 : : [
(10/84)
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DAIRY GROUP .
Itea g WHousehold_Size - 3 ~ Choices
1+ 1 3 2 1 3 3 & : S5 3 6 : 7 : 8 :_ 9 1 10 -
O . 3
Sypersted uilk : © 16 268 3 40 48 36 T 6h 2 80 s —
(13 os. cem) 3 Dry ailk msy be suwbstituted as indicated adova. . s
. : .
Dry milk t 1 1 2 2 3 3 PO s . —-
(415, box)  : swery v . o .
t 2 mo.
. om s *Zvaporated ailk msy be substituted et the rate of 6 cane per pound 2
(116. 9 oz. bu);' 3 L) 3 6 8. 9 10 12 13 . -
. i H 'ln’ouud uilk msy h substituted at the rate of 6 cens per box. -3
H g
Process chesse z 1 2 3 4 S 6 7 8 9 10 : Asericen
. (2 1b, loaf) H H -
: :
o H i
(S1b. loa) : 1 - 1 2 2 2 3 3 . . 4
; 1 every :
t 2 mo. :
2 :

(10/84)
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lhully ouuum- Cuide Rate for Food Distribution Pmr- on !alh- Reservatioas .

CRAIN CROUP
(cmuu)
| 77 t Susebold 81 1 Chot
' s+ 3 g ] 3 4 5 i. ? 1) 10 : o
[ o . .
Pesta :t 1. & b S (] ? [ 10 :Mrul. :
(1 1b. box) s i : t Spagheted
3 3
- 3 : . :
' VTarise t 1 2 3 L L (] . | [ ] 10 H |-
(14 os. boa) I IR : : . ) H
, : 1. :
o’ 3 . 3
. ] _ :
::: Rice ] m: hl-t tuo uml 18 00 be i-d to ututo oaly. 3 —
s 3
~ (16 os. bom) - 3 'ﬁuul.n(lu)mu-u!utliuu. 3
' 3 3
N T T E— . : :
Tiowr 2 (% 6 . 8 100 1n ‘14 . 16 20 .3 A1l Purpose, Wole
(510. bag) 3 Lt - - : Vimat, Bread
. : t Dt
o [ 38 S : : L |
. T g o : :
(10 10. bag) 31 2 . B [ } L . ) ? 8 10 H
' , b g .
* C10/788)

got




-nly Distributisa Cuide Rate for Veod Distribstioa Program cu lasdiss I-tntluo
) mumm FDIT CaoUP : )

e D - Rametold_Stze — — : Chofces .
I Y : s 3 + & ¢ S5 : 6 : 7 : @8 : 9 ': 10
T . ]
. Comnd freit .z ) ) 9 12 15 18 21 2% o 30 3 Applessuce, :
(1.9 1b. cam) ] : ) s . 3 Apricots, Pasches,
S ] : Pears, Plume,
[ H ) 3 Pinespple, Prumss,
: H : . . 3 Crssberry Ssucs,
(1 15, con) : 6 12 18 26 . » 2 a8 S4. . 60 1 Preit Cockeatl
, . . ,
. 3 - . . . B : I |
Comad juice : -3 e . 9 12 13 10 1 26 2 30 3 Crepefruit, Ovangs,
(3.11b. com) : T - . _ t Piscapple, Tomsto,
S . s Apple, Crape
3 - 3
3 1 -
Connd vagetables: 3 10 13 20 23 30 33 40 45 50 1 Creem beass,
(1 15, cem) ] 3 Carrots, Coru,
: » s s Pess, Sweetpotatoee
8 H >, Spimach,
g i ‘l'- ose, Potastoes
) 3
. o ) )
Sebydratad s . H
fotatees 3 1 b § 2 2 3 3 [ ) ) S S s —
Q1. p03) . : 3
. - 3 2 @0, 3
. -3 3 )
Driad Premas = : 1 2 3 4 L - @ ? 8 9 10 3 e’
Qi) 1. o s :
R 3 3
3 - : [
Raisiss : 1 2 3 4 L] (] 7 ] 9 10 -
(110 phg) = o 3
3 3

™ ores) o A

_
&




Tmthly Bistribution Cuide Rste for Food Distribution Program ea Indisa Gmservatioms

o

. OTHER CAOO®P
— itea s Bosashold_Site :
: 1 3 2 3 3 + & 3 S : 6 s 7 : 8 1 9 3 10 3
- Shaytamisg s 1 2 Sy 4 S 6 ? .8 9710 H
(3 1. cam) - H : . g ‘ . ‘ H
3 ’ 3
: :
- Cate oyrep t 1 2 b | 4 S 6 ? ] 9 10 H
(16 es. bettle) : , H
: ' g : H
on- H R H
: H S H
(26 oz bettle) : 1 1 2 . | - | ) S S [ ? H
T ; , :
, : 3
" fowey s 1 1 1 1 1 1 1 1 1 1 :
(3 1b. cm) H : :
) ) H . 3
o ] . H
: o H * ]
(3 1b, cam) H * ! H
H - 3
3 - ; ]
Butter : : 1 1 2 2. 3 . | 4 4 ) S H
(2 1b. cam) ] K . t
. H z 0. e 3
OoR H R : H
H . ’ 3
(1 1b. prine) : 1 2 3 4 S 6 ? 8 9 10 ]
3 ‘ : 1
w3/ee)
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Paxransp SrareMEny oF ALonm T. S!ANO.SI. Aomcr&:m Fon
Banm—l«om—BumuolemuAnmU.S.Dnmormmon

Good day Mr. Cairman and Members of the Camittee: I ", pleased .
.to be here today to discuss the 'ocimc status of thn

Three uuuam Trides of the. rort lorthold Reservation and the
role of the )uun of Indnn Affairs.

'!ho three um- that are organised u;h a single tribal govern-
ment are the Midatsa, Arickara, and Mandan. ' The Threa Affiliated
Tribes is govarnad by a Tribal Business Council which 1s elected
by ﬁhﬁ adult tribal nﬁofl. The nuruuon pop:lauon is
 approxzimately 3,150 altbouqh the -bonhip of th. Three
'utuum -rwm is 1.341.

i m Yort lcrt.hold uluvauon mclndu the sixz west-central _
North Dnou mthl of mnn. llomr. llcmu.. llonntnn. lc!aln.
and lud and oneqaml an area ot appmmuly 1,550 oquro :
-nn with 024.213 acres held m tx-unt lor the tnbo or muvunu
Iudunl.

There are two ui&l contract icﬁooll.. one cooperative lchool
(pubuc and tribal contnct). and two public schools uzvlug ﬂu
unrutton. as well n a umuy controuod cc-mxty eouogo L
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wmmuummummmu'
mmuunlm“ca-uuu

mmmmmumuymuq:mxmn :

activities for its econcmy, nw thnmom oil and gas
nm.hthonumuu mmmumuu
BIA Mriculture and Range mn- (Soptamber 1986) states: '

‘n;ﬁu !ulﬁu nﬂ tu muu du!or _ )
-zessrvationopsrations. -

Smaller saale, lack of sufficisat-capital, isolation,

increased refinced land '

, and
‘mun-mnnuu.uaot1m-m
stability and fixxwamnd ispect fram short-terms
- market fluctoaticns or advarss weather conditions.
. gensral lack of reussurce develogmint increases
mzmummuu,—mmu-u

results in a lack of eo!hm to. support necessary
‘capital acquisition and radnced involveseant in GSDA S
programs requiring long-tarm land tamre. As & whole, .
these influaences result in undar capitalised, small -
- scale operations with minimal on-farm developmsnt, S
' ue::ou stability, and m&m d-pcndcaco on numaung
. mar

. This description of the problems of tho Indian farming ahd = k
nnchinq onnxpxuu ad.qumy pottny t.ho ptoblm omund
at the Fort Berthold unxutlon ' ’

. 76-T22 ‘0 -'87 -5
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The Bureau of Indian Affairs has besn working with the tribe
to £ind vays of axpanding l‘lﬂ‘ do'olopug the reservation
resources. We are dcnloptng ltxaugiu to: better use of
water to d.vclop our range prog:-. uul _exploring the
possibility of mviunq Ihort-uu lono to accomodate the

- farming and ranching needs. loth tho Bureau and the Tribe

' are involvod with the nanuy formed Indian Aqxicnlturo o
c-uuon that hu boon W to uddnn tho needs of _
ng::l.cultnnl buod Indhn e-niuu. _ I. m hopo!ul that
this c-inion can be Mlpm :ln tindiuq m nyn to ltudy -

' ~‘and :uolvo some of onr lhore and lonq-ton oeonc-:lc pzoblu..

" The Bnmu hn ma clouly vtth m tr:lb. to nlut tm- in

dovolopinq and curylng out mu o'n uuxntion p:og:m
Cu:untly. tho t:ibo hu 17 eoatxactn with the m“u. and ono
with the BIA to prov:ldo p:ogn-l. lf.udhl and .pocm p:ojecta.
‘A 1ist of these coatuctl :I.l atuchod to ny ltatmnt. '.l'hh
year t;ha Bureau is allo pm:lding a tun-th- lutf pctlon

to the tribe th:oogh tho Inut-qmrn-ntal Pcnonnol Act

. (IPA) to auint thea in plm:lng nnd npp!.ng tho uumt:lon

road sylten. v
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The Bureau also works with the Indian Bealth Service to
pm:ldo eoordmud ntvteu on the numt:l.on. We are
presently working with tho ttibo to dovolop and ispleaent

a txibal action plan to add:on tbo aleohol anddrug problem’
as required by the recent Gmmibus Drug Act. I will dctcz to

] - my eonuguo fro- tho Indun Health Smteo to speak more

dlxocuy to thh ot!ort.. —

' Iu -u-n'y. ﬂu ro:t hnhold lourvattou. like most Indian

: uurvationa in this countx'y h octmuucauy d.ptuud and -

: .uf!on from t.ho uu. phyu.cal anc .oehl 111- of othc: Indim
._:ouxvationl.‘ But. tho lu'uctm ot tho tnbll qovetmeut at.
this tcuzvati.on :ll lttooq '.l‘hh trnn winl eontinuo to nnagc
its omn a!!ain aud vo:ung vtth tho Duxuu. we hopo to nnd
nev ways of doveloping tho :oumt:l.on oc:m-y

v v ‘!hil eoncludn my pnpuod ltatmnt. :I: uu b. happy to

ansver any quntl.ons you uy hnn. » f .
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..............mmz‘n:&z!z.mm..........
_© Fish, Game & Recreation (638)
*® Criminal Justice (638)

. Home x-p:ovaunt P:ognl lBIPl (630)
e 801:1.1 Su'v:l.eu Ptog:n (630)
i Johnlon O'lllnoy (638) .
e 'mlf. Education Program (sso)
 ° Tribal mlty.otﬁu (63s)
" * M4 to Tribal Governsent (638)
e ﬁiﬁhot Bduvati.on‘néqu- '('630)
,_f’_.'rnnlporution Plan. study (630)
‘ . Mandaree Day School (638)
g . !'wi.n Buttes Day school (sso)
. mzu Shiold School '
e lut.e: Rolouxeu P:ojoct (638) -
® Irrigation .na MIGR (638)
. ‘uuwux Lease Cospliance (638)
» ',,Hato: Divczuon P:ojoct (638)
® EDA Market mlysu (638)
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HISTORY OF TEEK THAREE AFFILIATED TRIBES

' PORT BERTHOLD, NORTH DAKOTA

The Treaty of Fort Laramie, signed Septeaber 17, 1851, established the.
Fort Berthold Indian Reservation and defined the boundaries of the
Hidatsa, Mandan and Arrickara Nations (Three Affiliated Tribes). The
. treaty confirsed their claims to a large area, totalling approximately
12.5 million acres, on the right bank 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 reaorvation down to less thon
_ 680,000 acres by the 1950s. (See ottached map) .

lotwithatanding this erosion of land base, the Tribos were able to
establish a thriving and cohesive comsunity in the rich and fertile
Missouri River bottomlands. Unlike other Great Plains Nations, the
Three Affiliated Tridbes are a historically sedentary people who have
always engaged in agricultural activities. The prime bottomlands of
the Missouri River provided the Tribes with a "natural factory®™ that
enabled them to establish a robust and roooonobly self-sufficient
ooonoly by the 19h03.: - : )

Tho Flood Control Act of 19!3 authorized the oonstruotion of f2ve dams
. and reservoirs along the main stea of the Missouri River to provide
Yhydroelectric power and prevent downriver flooding. One of these
- projects, the proposed Carrison: 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 froa their. :
treaty- protected lands. They argued that the residual highlands of °
Fort Berthold that would not be flooded were incapable of supporting
their traditional ranching and faraing activities. Congress
recognized the Tribes' concerns and in the 1947 Civil Appropriotions
Act prohibited the War Departament from proceeding with the -
construction of the Garrison Dam until a suitable replaccament
reservation could be offered.  However, the War Dopartnent uos unoble
to find a ropllcolent roaorvatlon.

In 1947, tho Federal governlent created a task force to otudy the oo
feasibilty of moving the Three Affiliated Tribes in order to make way
for-the dam. 7The task force reported that without a very costly and
complex rehabilitation plan, the residual highlands would be unable to
support the traditional economic base. With constructior:of the dams
already underwvay, in March 1950 P.L. 81-437 provided the ".ibes $12. 5
million as compensation for the taking of their lands and for the :
~ reestablishaent of their lost communities on the residual reservation.
Tribal leaders contend that they agreed to this sum very relunotantly.
feeling intimidated and that this was their only option. :

In 1953, the U. s. Aray Corps of Enginoers 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 destruction of eight towns,
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the Tribes® only hongltll, a key connecting bridge that splnnod tho,
__isaouri River and the laJortty of ‘the reservation's tranaportation
‘network.

‘The riaing watera phylicllly divided and aoglentod the Three .
Affiliated Tribea. WNinety percent of the families of Fort Berthold .
lived along the banks of the Miaaouri River and had to be relocated to
the reservation's upperlanda. Coasunities that had been proximate and
cloae-knit communitiea becasme iaclated and diapersed throughout the
reaervation. The diatance and diviaion between tribal members was
further exacerbated by the failure to replace the bridge that forserly
-14inked tho northorn and asouthern plrts of the reaervation.

No ldoqulto lubatztuto 1nduatrieu have atepped into the vacuu- creatod
by the loss of the ranching and faraing economies. The annual i
. unemployment rate prior to the Carriaon das was between 5% and 6%; the
present unemploysent rate ia A7% and riaea to aa high as 70% or 08
during the long winter acaaona. . The largeat esployers on the
‘reaervation today are the Bureau of Indian Affa rs (BIA). the Indian
Henlth SQrvico and the local Tribll Council.

Additionally, tho U S. lrly COrpl of Engineers had pronlled to

" construct a replacesent hospital, but the BIA recommended that
hospital care be provided in cities and towns adjacent to the
reservation rather than in a:centrally located facility on the .
reservation itself. The Tribea,: however, did not agree with this )
decision.  They feel that improved access to health care facilities
would help to addreaa their alaraingly high rates of infant mortality
and deaths fros diabetea, cancer and suicide.  The long distances to
health care facilitiea, along with their high levels of unesployment
and poverty, contribute to nutrition related diseaae rates that are . ‘
such higher than rates for all U.S. Indllnl lnd tho u.S. populltion as -
a whole. (See attached fact sheeta) e L

The Tribes hlvo long arguod that the ‘12 5 lillion offered ls
" compensation in 1950 was inadequate. In May ;1985, the Secretary of
the Interior's Garriaon Unit Joint Tribal Adviaory Committee (JTAC) -
inveatigated "the inequities borne by tho tribes® due to the
impoundment of Miasouri River waters. ' JTAC reported that the §$12. 5
sillion waa indeed inadequate and that additional cospensation rlnglng
from $176.8 million to $811.8 million should be provided to the e
Tribes. (See lttlchod outline of Jth'a rocollendlttonl)

HOTR: ' On March 31, 1987, a holrlni vas heid'béfobo thh Senate Select o
Committee on Indian Affaira, the Senate Energy and Natural Resourcea

Committee, and the House Subcommittee on Water and Power Resourcea of - e

the House Interior and Insular Affairs Coammittee, to discuss JTAC's
findings and recommendations. Legislation incorporating JTAC'a .
recommendations for compensating the Fort Berthold and the Standing :
Rock Reaervations may soon be introduced in both the Sinto and Houso.
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: ;muson uIT JOINY ﬂml. ADVISORY COMMITYRER RECOMMEEDATIOSS
, . FOI THE FORY unw RESRAVATION

(1) Dovolop-oat of the full potontlll for irrigation on ' the Fort
. Borthold Reservation (107,000 lcrca).

(2) v!ta;notll nlstltapoo_QOO_on-tlr- dovoloy-.nt.

(3) Developsent of the shorelise recreation potentisl of Lake
i Slknlnu-: - dockn. cllpgroundl. rolortn. picnic areas, bont
raspa, etc. . .

(%) Return of posotblo excess llld. mot ulrod by the lr-w Corps of
- Eagiveers (COR) for resservoir opor-tto-n the Counittco
‘recommenda further atudy to detersine whether certain landa under
the adminiatration of the COE are auperfluoua to projoct
oporltions lnd nhould bo roturnod to the .ribo.. i

(5) Protcctioa of Iltor nll'. r&.htl" Dtilising wvater on tho
irrigation project and the water ayatesm deacribed in the roport
will help define the Tribea' right to water if future ‘
ldjudloattcn for louroo untor rl;ht. 1- uoooaaary. o

(6) lopluc-l-nt or 1nfr-atruoturo lolt by tho crontion ot Ourriaon
Dam and Lake Sakakawsa: a) health care facilitiea; b) a o
tranaportation network - highwaya, roada to isolated homes, and a
bridgo. c) houaing. nnd. d) boarding nohool facilitiea.:

(4P] !rororcatlll rights to Pick-Slo- llnnonrl River lllln !b'-r.

(8) l‘ﬂltlonll fln-lolll onl'lllltloa to tho rrlbol ror the. ori inal v:
. taking of their trontytprut'utia- ttoslanda (botvcon 9178.6
~million and $411.8 llllton vaa rocollondod).»

(9) Otaer llbhftnnt zc.-: l oolploto lunioipll..induatfiol and rurilf ;‘t* f],-i

water ayates; eatadbliahment of an "Indian desk® within the COE;
and, the tranafer of oredit prograsa froa the Farmera Home
Adminiatration to tho‘Burolu ot Indiln Arrlirl. R :

* Source: Tholo recosmendationa are fros a roport llluod to the

Secretary of the Department of Interior on May 23, 1986 (!1n01 logﬁfgl‘ .
the Garrison Unit Joint Tribal Advisory Committee, Bureau of Indian - -
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- Prepired bﬁ the ﬂoﬁ.‘ Select Cosmittee on Hunger

TRENDS Il 'Illlll Oﬂillli Ol INDIASS
- AL PROGRARS

Is Yhousaads) - :
, o L , 1986 § of
: . - o : : : N : - Base Year
. - 1981 1982 1983 1984 1985 1986 Outlaya®
Buresu of Isdima Affaira: ' ' : N Lo
Econo.lc Developaent _ ] : . - L
" ‘Nomtnal 75,915 71,985 65,087 -~ 62,243 68,528 60,823  79.59%
- ~Conatant . - - 72,612 58,217 53,565 53,681 48,846  64.343
Eqncltion‘ ' o , , ' ' . _ ‘ »
N . . - . .
Nomsinal - . . 261,600 .259,371 - 266,000 257,760 296,948 286,535 93.24%
. ) Constant - - o AR : 2’).500 237,925 221,828 247,048 199,301 - 76.19%
Usited States Owpartawst of ... : o oo
- Labors o e
Native American Esployment
and Training Prograa - . . A . ) ‘ , o
Noainal - T o 128,262 77,985 . 65,087 62,283 64,528 60,823 “3.63’
 Constant o TN 12,602 58,217 53,565 53,681 48,886  39.31%
Suamer Youth Esployment - ‘ SR )
and Training Program - ..~ .. ... i 0C SR S o _ »
 Nomtnal . o7 3,:'._35.555. 12 789 13,208 13,177 13,176 12,835 34,028
" Constant _ S PN ‘ .011 . ", all 11,380 10, 962 10,053 27.50%

L lo-lnll dollara are derlned as actual dollar outloya lnd conltant dollnrl are lctull outlnya udjulted fOP

‘ inflation uaing the GNP Iaplicit Price Deflator.
.. %% Base !enr is 1981 when dltl are avallnble. otherﬂlle 1002 1is aubltituted. ey

hf

gy
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. lriparod by the Bouse Soloot Committee on Hunger

' 1986 $ of

R : ; S : B - L fk_ " Base Year
: MRS 1981 1982 1983 . 19684 - 1985 - 1986 Outlays®s
Onited States Departsent - . B R e
of Agriculture:.
Food Distribution Progras
on Indian Reservations ) . . T
Nominal ' . 38,311 .- %0,000  N7,257 - ua 950 . N1,148 57,257 ' 166.87%
- Constant o 3208 82,269 2,126‘ 34,233 46,287 138.908
Bldirly Feeding PPO(PII‘. )
on Indian Reservations’ ‘ ‘ K . e
Rominal : [T 600 513 566 - 614 - 643 . 107.17%
Constant . C 492 523 - 548 558 . 93.00%
Special Supplesental rood ‘ ' : i o
Program (MIC) . - ‘ ‘ R - ; .
Nominal L : | 16,700 . 18, 115 20, 509 © 21,403 28,301 145,518
Constant _ ’ BNV R :17 380 10.9l2 19.108 21,078  126.22%
School Lunch R : E . I R :
Hominal . . WA 713,100 a.ze1 . 9 282 9,915 . 10,356 .oslv
conatant o S 7.951 - 513 . 8,852 . 8,983 68.57%

. Nomlnal dollars are dertned az actual dollar outlaya and conatlnt dollar outlaya are actual outlnya adJuatod for
inflation using the CNP Implicit Price Deflator.

@® Bage !ear 13 1981 uhen dlta are nvallablc. otuaruxnu 1982 is aubatttutod.__-

_t"¢7;

e



Prepared by the Rouae Select Cosmittee on Hunger

(Ia Thousands)
i . - : 1986 § Of
. . : ) R . Baae Year
, , 1981 1982 1983 1984 1985 . 1986 Outlaya®s .
United States Departmmmt of ' ' " S R
Sealth and Baman Services::
Head Start k _ ‘ » . B . )
. Nominal . - , Ty 28,857 31,800 30,621 35.021 36,188  127.15%
_ Conatant : o 30,126 . '28 282 31,986 31,352  110.17%
- Adminiatration for Native ' ' :
Americana , . , » , : .
Nominal . 'ma . ‘26,300 . 30,900 25,398 26,535 26,492  100.73%

Conatant _ S - 29,646 23,862 23,690 22,979 87.37%

Title VI Granta to Elderly.
Native Americana

Nominal .= 6,000 - 53 5,800 5,738 5,935
. = v5.3°'_

, 7,100 118,338
Conatant 4 5,188 l.930 - 8,938 5,740 95.67%
Indian Health Service v B o - S ,
Nominal R 679,481 j‘ssg 920 691 9oo 109.905 872,080 870,881 128.17%
Conatant C S 60 618, 013 679.181 125.52! 70'.021 103 618

e lo-inll dollars are defined as .etull dolllr ontllyl lnd oonatlnt dolllr. lro actual ontllya QAJunted ‘for
inflntiou ua£n1 the GNP Isplicit Price Deflator. :
€ Base Year ia 901 when data are lvulllble. othervilo 1902 1. lubatttutod.

-::U';;";Z‘s‘
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Pnum StATEMENT OF Rou.u Morup, SUrmmom, New 'l‘own Pvnuc Scnooz. E
ict, New Town, N R

: mmmwuomno!mwcommMonﬂumr "
Welcome 10 New Town! 1it-is-an-honor and a pleasure to have you here.

| appreciate this opportunity to make comment about the epecific
mission of your visit 9o Fort Bertholkd and a couple comments about the
broader mission of the House of Reprexsntatives Select Committee on .
As you review the testimony and data regarding diabetes and the
high incidence on the Fort Berthold Indian Reservation you will artive 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. | also want to
offer the assistance of-theNew Town Public School District Eduuﬁonis
ourunlmwmmtodotfnhbml ‘

Rooudmg the bmador mission of the SQloct Commitiee on Hunger, |
encourage your support of the child nutriton programs and more
specifically the National School Lunch Progam. 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 delayadle with proper nubition. w.llmswulf
care needs to have a strong foundution in the schools of our nation. :
:smummmamm bodyandspam :

luquoﬂﬂnhobolﬂneomuiﬂuwihahdlnypmbbm Tho
NmeHighdemmlund'mmmbuminthomly
1950's. - The facility was effective then but is not today. Attached is -
'mmfmmaﬂonhwohsmwndlomddmdﬂn
Northwest area sanitarian substantiating the inadequacies of the
. facilities. The sanitarian indicated in conversation that this was the .
Wumhohasmgivonawhool Thofadlityispoorwnnds
~ addressing. .
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the school districts ability o raise

" Due to the heavy
funds for constructio

2
EhH

fund raises $20,000 each

is
a

project at $432,108.

Attached

year. Thig is not enough to |

- develop.

"1 am not familar with all the federal sources available to address

. | hope that approprixte federal funds can be directed =

to this concem which has fallen between the cracks. We have waited a

our type of

bmﬁmolnNuTmmd'demMnngmqb.

Olmqﬁn.MbNﬂTm Iho'povm,visit.is .

-~ Thank you for your considaration.
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Oc:omg.'r. 1008 - .

‘Bollie Morud, Superistesdest -
Sew Towa Public Scbool : - . : L ' _
Bew Town, ND 58703 S o B R S
Dear Mr. Woreds . ..
'M:’ row lll"ct ucn.xﬂ n "5V TOW lml m
Thia lottor is writtea u s mnn of w mut visit to tho ln
° Town Public 8cbool. The purpase of the visit was to make as :
: ::i-trvbu seeament of tbe adequacy of the existisg f00d service facility

8031 preparatios .aad service ut the huh ulool
I bave the tonovtu _u. .

e mul. the tood unl.eo ll.l don aot .uo' ldoqmto

: space for receivisg, £004 preparstioa, dry asd refrigerated/

L frosen storage, asd dishwaadisg.  The apprazimate asasure ot
: the area ia which these sctivities take place is 473 square’

feet. The Uaited States bpartmmt.of Agriculture (UJSDA)

recommends the folloviag space be available for mesl prepara-

tics-aad-service for 200 studests. ' Please aote that the

use 0f 200 students as a base figure dou not tncludo a

potontul ngmn h pnuctutm. ST

: u!rlm‘tdnm ston‘o 120 ;

. . .330 Bqnn hot L .
- Ia lddltlon. the usu ne_ndl 3.300 lqum tut ot cltotorui !
. space for 200 secoadary studeats. The current space is 938 =
square feet. Ue reslize that space requirements, bosever, ..
- are depesdest upon tbe oumber of -nl uﬂlcu ud tho nlt- T
1og unu-lt. . R

- ‘30 kitchea area dou sot luu tor ontcun !ood propon- SRR I
Oof. ) S / S : RN

PIMARCK NORTHDARDTASSNE
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ROLLIE MOGUD
Page 3
Octobor 7, 1986

- It is evtdent that space con-trunt' nko menu pluung
. very difficult. In addition, we question the:safety of
"food service esployees working in a restricted area.
The school has atteapted to upgrade kitchen equipmsent, -
but these efforts are futile within inadequate facilities. -

- There is inadequate space for the thawing of meats. ‘l'h:l.i
is of particular concern since improper ﬂuuu puctxcel
. easily lud to food contamination. ;

- The upproxlutoly 80 square feet available for dumuhing .

is insufficient. The tilting braising pan is only inches
from the dishwashing area. This is unacceptable. In v
addition, storage lpleo tor clunod dishes and utounl
is nonexistent. ,

- = The dry ltoruo area u too mn and the door accessing
: area is too narrov. Storage areas should be equipped with
doorways that are sa" - CO" wide to allow carts to pass

throuh

- The -m: coolorlluk uruco area 1- loc;ted 1o the cormer
of the cafeteria since space is unavailable in the serving
1line. It is recommended that the entire menu be served in
one area to make ml pattera mnttoriu by tho present
staff possible.

In ¢onenl I kitchen ucinty built in tho 1950'- for a smaller
school enrollnent cannot £ill the needs of today's food service.
Unfortunately, the current facility is nothing more than a wide
lunnzl.nn.uns o!ucunt nd safe food hndung ud production

* impossible.

It appears that tho school dutrict is nttqting 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 oxnndtng md
upgrading the food service area in this uhool. : ,

Please advise our otnco u we can be ot uultnco in tho !uturo.
81ncorely,. : v

Aty M;_/S("WL—\

Kathy
sckool Food Progra-

KG:lft
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Dlmlc‘l' HEAL'I’H IINIT ] emeemomm
m_mma—-‘ .

Octoder 8, 1986

Me. Rollfe torud

, On October 7, 1986, a sanitstion inspaction was made at Bev Town Bigh School's . -
" kitcheno facility by @yaalf. At thet time, there were mamrTan items in need of
rrection. Those items are as follows:s .

1) The kitches 1s in beed of more facilities mtmmﬂy -lamn‘
product tamperature. This includes doth hot and cold storege such as

© . stess trays, 8 walk-in cooler, frewser, 6tc.  The proper storage of

Mmmtmullumm“t-muuﬁmfwdfmy.

any sance and baving euoggh facilities to maintsin the proper tampere

sture 1s the best availsdhle msens to control the growth of pathngms,

2) The kitchen is in need of more storege ares thst can be centrally
locatsd and adjacent to the kitchen ares. Rasy accmas to this area :
18 als0 very important. - namuu.maauzwmu :
.lw“mtm“m-pnupmunmof
contanination.

J) umurwmmmtmnunumu.,m
present counter tops are cracksd and beve rough edges, saking it
'clﬂlmtfwclm mm—mmwzymmmm

4) The em--asu -:uu 18 in mucat candition roe u-- age, but
. important items that need to be corvectsd. The
sanitation rinse did not resch -the required taspeveture and the ex-
~ posure tims wes too stort. To ensure that proper sanitizing of the
utensils 1s schieved, these two items sust de correctsd. ‘

S) llu'cnmulwmimtmwrwmmawof
utensils and otber cnoking equipment. !mr storage of the utensils
and equipsent can increase the chances of <poane to contamination.

6) The gartage containers need to be cuvered and more sre nseded, Any
wwmutumm.tnthlmMuum-.

7) Iasects (flies) were found troaghmut the kitchsn ares. This is : -
partially due to the inadequate ventilstion system in the kitcben area. -
Insects are capedle of trenmmitting disease by contamination of food
and food contact surfaces. Therefore, it is especially ismportant to -
sliainate the means of eatrance into the kitchen aree., By providing '~ -
adequate ventilation for the kitchen ares, all eatry wiys could de .
closed, thus minimising expomure of insects (flies) to the fiood and
food preparation aress. .




ez

9) mmuuun mmmm tcun uafmuly m&qmu.- =
. During the time of food preparetion, the beat and amidity increass to =~
a prectically intoleredle level. : Sufficient veantilation would reduce . -
- - condensation and the tamperature in the kitchen area, thus inhibiting :
m—u—mmm ummumnummmxo

qaoc .
tudents and school personnel using
ham-

sise of the kitchen erea, mmmmmuuw-umn product z-nrnﬁan
v mwmtamumuuuu.”.; o

xrmmmmumwmmmummummm.
ploml’ounutomncz-nmaofﬂn. S

, %‘j@" -
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»PnumSnmrorPIrnH.Bmm&mrmmmrm
Q.nmm.mm:m;.humnummm Dianztes AND DIGEFTIVE AND
Kmoney Diszaszs;, NATIONAL INsTITUTED OF }lnx:rn.l’umcﬂnmnSnv:a.U.&
Ikumoﬂhwmmﬂumhvm

" Mr. Churnn end Hubere of the Om!ttee. :

I m Dr. Peter He lennett. Chlef of the Phoenix Epldeuology end Cllnlcel
Research lrench of the Netlonel lnetltute of - Dlebetee end Dlgeetive and ludney
- Diseases. - I am very pleued to heve the opportmity to provide you vlth a
vetete-ent for the record about our reeeerch efforte to inveltigete the
occurrence end causes of d!ebetel -nnu- end its coapllcetlonl 1n Nltlve

. Aleri_cenl.

'n\e Netionel Inetltute of Dlebetel end Dlgeltlve end ludney Disenel lnttleted
.an 1nveetlgntlon of dhbetet nlutue -ong A-ericen lnd(ene 1n 1965. . 'me o
first invelttgetion. conducted e.ona the Pile lndien yopuletion of the Gila
River Indian I!eeervetion ln Arimne, lhoved thet d!ebetel among the Pima _
occurred in 50 per cent of thoee aged 35 yenrl end over. a rete 10-15 tinel u )
frequent as reported lt thnt ttle ln the genenl United Stetel populetion. and .

. thet. -ong thoee vlth dubetee. the chencterhtlc vnculer coepucetione of ’
the disease, euch as diadbetic retlnopethy end d(ebetic nephropethy (kldney B
dueue due to dlebetee) occurred vlth frequenciel u-ﬂer to those reported

in dlebetlcl of different ethn!c groupl ellevhere.

This extraordinary _flndllng. that rm.’im}é a ‘h‘lgh‘ rete of dhbetee.‘.led. to en
" immediate decision _by:_the Inetitute to edteblhh a idhg(tﬁdlﬁel ltud‘y.icfuith‘te'."’ p

pcpulatlon in order'to.' (l) deten!ne the reasons for the umuually high -

frequency. (2) define the deteninnntl. or ceueee. of the’ d!eberns in the
o populetion* 3) inveltlgete the developent. or neturel hlltory of the -
dueue; and (4) deter-lne the causes and neturel hutol'y_ of the .pg““c '

cuplicetlone.
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An’ lu-depth Ilnoulcdgc of the deten!ncntl and pcthogcnelu of thc dhene cnd

e '{ltl co.pl!cctionl crc prcrcqulutcl to thc dcu(n cnd hutltutton of

. cc!entiﬂcclly bncd -cthodl of trecnent cnd prcvention. -me continuim »
K ttudy of disbetes, pcrtlculcrly among the cuc Iuvet lndun Cmuuty. _‘ -

» contributcl in a msjor vay to the -!uion of thc Phoenix Epldulology cnd
‘cunlcll Research lrcnch of the !nct!tute. That mission u to conduct direct‘
and colhborctivc ﬁeld ltuliel to invcltigltc thc cp!de-iologtc. acnct!c. cnd
<'cnv1ron-ntcl dcterduntl of dubctel in lelccted A-crlcla !ndun :
:VPOpulltlonl- to conduct cllniul and lcbontory relccrch in the ducne
processes of dubctcl cnd othet dueuu. \dth pcrtlculct e.phuh on tholc
nore prcvclcnt -ong the American Indian populctlon. cnd to cxpcdlte the '
appucctlon of rclclrch re.ultc m the !ndlcn lleclth Su'vlce ptogn- through
hptaved mdeutlnd!ng of the ccuut. trecnent, lnd prevcntion of thetc

diseases.

The 1ntcrect of thn !nltttutc cnd an cxpcndtng co-lttunt to thu progr-
through the ycctl hlvc tclultcd tn thc -ut cxtcnuvc cnd lcrgut ptolpcctlvc -

ltdy of dlcbetel -elutuo thct hn becn pctfonedl cuyvhetc in the nrld.

I would now ulrc to deccribe to-c of out ftnd&np cnd dhcuu thc current cnd »

cnt!ctpcted future directtonl of thh teoecrch cﬂ'ott.

Occurrence of Diabetes in American ?.indtcnl'_' ,

Dubctcl among A-crlccn Indunl ll clmt cxclu;lvcly of thc non—lncuun )

dcpendcnt typc. This typc of dlcbetec tccountl for 00-90 pcrccnt of cll
2
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_.dinberel in the Unlred srltel nnd an even’ hlgher percenuge wrldwlde. It

usually etrnckl those aged 40 yelrl and over in contrast to lnlulln dependent o

‘disbetea, which wore often nffectl Caucasian children and ndolencentl.
,Nevertheleu..‘ both types are sasociated with a aimilar apectrum of

cwﬁﬂcéi?“"...}nlt_'hob)' he underlylng ]iathoﬁenenu'_ln quite different.

Among Anerican Indiana, dtnbetee wma reported to be rare “berore 1960; and

: lndeed. up unti‘l the enrly el:tiel. Alaskan Eakimoa and Aleuts appeared to -
'h’cve lenn non-insulin dependenrbdubetent'h_ln other Aﬁrlclne. Houeirer.' rhe
. disease appeara. tovhuve becc-e much nore freqnent: in recent years smong all
Anerlcnn Indian tribes. In t‘h-e ’n-i' lndlnnl, for eu-nle. there waa a 40

' percent lncreue in the ege-ndju-ted prevclence of the dueue between 1967
and 1977. and rhe lncldence (rhlr s, rhe rnre of develop-nr of new cuec)
clncreued to s slnllcr degree durlng pertodl centered eround 1970 and 1980.
Among the kucsk.ln Eskimos and Aleurc. rne dueue ia no klonger‘beueved to be

" rare.

Among American Indlenl. the prevelence of dhbeten vnrles epyrecubly fro- ,'

trlbe to tribe. our nrudlen nong A-erlcln Indhnn aged 35 yecrn nnd over. ln B

the nourhveu Unired Snren hcve tndicnred thnr. rhe ano have e prevnlence

(42 per cenr). npprolchlng thet of the Pln (50 per cent). \hereu some other _' .

trlben. such. as rhe Sln Cll'lOl Aplche lndunn nnd the Cccopnh. hcve oo-cvlut o -

lower frcquenclee (25 and 35 percent. renpectively). but etill heve rltee mnh S

htgher than currently found ln the Caucuhn popnlnuon of nhtllr ege rlue Py

(c. 7.0 per cent). A co-plruon of the retec of develop-nt of nev cuel of

the dheue in the Plu Indiana vith thone of the predulnnntly Cnuculnn

populeuon of Rocheater, Mnnelotl, indicated rl_u‘t“dubetea developa r\lntyr e

~.times as frequently among the Pims.




- Complicationa of Disbetea in the American Indian

’ lloet of the norbidlty end nortellty associated vlth non-insulin dependent
dinbeten nlne from the vuculnr conpucntionn nnochted vlth the dlnene.
'l'hele co-pllcetionu 1nclude dubetic retinopethy. vhich frequently lendl to
bllndneu- dhbetlc nephropnthy. one of the more serious end previoully fatal
conditlont. vhich leads to end-ntege reul disease; and an lncrened frequeney
of ntherolelerolh. vhich leads to an exceulve frequency of coronary heert
disease and lover-llnb vuculnr dheue. The latter is associated wvith very
' nuch higher utel of glngrene end llputetlon thlt reeult in eeriwe incapacity -
_ ’.nd disability. ' '

. Our effottl have 1ncluded inveltiglting the tenonn fot the develop-ent of .

N theee vneculer conpucntione in no.t-ineultn dependent dubetel. For example, -

we knov that the duntlon of the dleeue pleyn an hportnnt role ln the
developnent of nephropathy. tettnopethy. lnd ltheronclerotic dueue. Also, K
_the degree of hyperglyculn end blood preuure level are relnted to the rate
of development of eech of thete conpliceuone. : llule hypettennton \.l ‘once
beueved to be a co-pltcntton of the dtebetet. our dltn end thoae of other

‘ 1nve|tigeton nov indiente thnt ln flet hypertennlon ceulee eevenl typel of _: -

venculer dueue 1n the dubetlc. e

Dhbetic nephropethy u one co-plicntlon tlut h relltively -ore ugnificnnti

enong Aserican lndhn diebeticn then othern, probebly becnune of the entlier ~;‘ S

average age et uhlch the dubeten ulunlly develope end the eonnequent
‘ukeuhood of longer durltlonl of dlebetel. 'l'he tncldence of dubetlc

nephropethy lccotdim to the duntlon of dhbetel. houver. u einuer to




rates reportod for other éthaic gtoupn. A recent follMp atudy liu shown

‘ ‘_*nephropctby vas thc mderlyhg cauu of delth 1n &0 percent of the Plll

lgdhu wvith diabetes _!olloud over an elght-yeu period. Our longltullnll :
atudy alao has shown that in those vith diabetes of more than 20 years

duration, over 30 percent have developed rensl insufficiency.. This condition,

- . ﬁuch ws foi'-rly uﬂfonly fltll} neceasitates trestment by renal dlllyl‘u

or renll trlnlpllnut!on for the conumluon of life. hpouog llrge dmndl_
on hulth aervices and a tn-ndoul burden on thc mfortmte pauenu vho

"must endure auch treatmenta.

hong’vthe Pima Indian ﬁqpuhiion. dislyais, at thé present tm;‘th aSoyt 15
tiﬁl as freijmn: lil in thc gen'e‘nl.' U.S. popuhtion.' ln .plte 6( the Pims
populluon betng lpprecubly younger. Hlth the 1ncreuttg frequency of
dubetu during thc put 20 yun. “we .nucipcte that the nubeu of Pima »

' Indhm requtrtng such trnmnt \dll lminbly increase conuderlbly 1n the '
forthcoming yuu. mleu lo.e udical nﬂ apptolch to thc -nue-nt of
dubettc reul dueue can be fouad. lccauu of thc luniﬂcmce of thh
cosplication to the A-rlc.n Indlln cmlty. lnd thc potenthl for relenrch .
advoneu in renal’ dheau caused by dubotu. out luuitute is curteutly '

. _ ub.rldng on an expanded effort to lnveltipte thc deteniuntn of dhbeuc
nephropathy in the Pima Indhn popuhuon and to conduct controllcd cunlcal
trisls of mterventionl that inlted uy potentuuy delay or atop the

" progression of thh co-pllcauon. :




M

Dinbetéi "iund Pregnancy

The outco-e of pregnancy {is also influenced by non-tnlulln dependent :
dlabete_s.v Our ltudlu imng the Pims Indunl have nhom thlt the offsptlng of ,. .
'dubeglc‘ pregncnclel u}uvffel' excessively high rates of morbidity in the newdborn
: perlod‘und‘ experience iong-ten sequelae such u extreme obesity and much
higher rates 6( diabetes as adolescents and young adulu.' While berinntnl o
. mortality remsins higher in the ofﬁpﬂm relulung from the diabetic
,.pregnancy. the rate hu fallen conudenbly in recent years, prelunably as a

result of improved medical eate and management. The of!sptlu. however,

continue to be large for geuulonsl age at birth. ‘n\ey'nlno have a four- to - ‘

'f ivefold lncreued rate of congenlul anoultel. or birth defects, which arise
as a ruult of the abnoxnl -tnbou- in the intuuterine enviromaent during
the first trl-lter of preguncy. By the lge of 15-19 years, .bout 40 percent‘
ulreuly hnve dubetel thuuelven. as co-pnred to about 3 percent of aisilar .
aged ot‘hpﬂng vhose -otheu ure not dhbetic at the time of pregnancy.
Whether or not these lou-ten co-pllcauonl of the dubetic pregnancy that
were first recognlud and docu-nted mng the Plll Indian populluon can be .
‘prevented by better control and -lnaamnt of dubetel during pregnancy

remains to be detentned-

Causes and ?athjo‘enenh >of Disbetes in the American Indﬁn '

The most luportlnt te:elrch goal of our Inlutute m the ongoltu
lnveltlgutlom of dubetes asong the Pin Induna u to tdent(fy the

detenlnanu and plthogeneul of the dubetel ltlelf. Such knovledge u -

necesury if there 13 to be any llkelthood of pteventhu the dluue.




" Genetic factors ars important and are prebeblj a prerequisite in determining
" the .uccpﬂbﬁiiy of the individual to developing non-insulin dependent
. dtebetee. !nvitouentel tectou also pley a crtttcel role in deteninlu

.‘ »\hether or not the disesse develops in susceptible tndlvlduele. . The »

’ lncreutu freqmucy of the dim‘.see over a ten- or twenty-year period and ‘the o

‘effects of diabetic wemncf oinxdlebetee in the offspring can only be ‘

" attributed to the effect of precipitating factors in the enviroment.

: ,"n':e precue ne:ute and role of envlromncel tectore as precipitants of the

| dlleeee. hovevet. are only petttelly deﬁned at thle time. Obeetty u an ‘

- important fector thet lnterecte ulth the genetlc eueeeptlblll:y to deter-ine '

- whether or not dlebetee developl end the qe at ﬁ:lch 1t does so. ‘l'he

causation of obeelty. houvet, te as eluelve in the Mertcen Indian as it is

- in othet etlmlc xtoupl and the generel populetlon. An excessive luuke of
celortee telettve to celoue expendlture 1- a ptetequlelte for the develop-ut
of obesity. - It is unkno\n ﬂlether or not thu excess erieee as a reeult of an
1ncteeee in celortc in:eh or a decreeu 1n celortc expendlture, reeulttng

_ from teduced phylicel ectlvtty or ponibly fro- a -etebouc ebnomellty that
leads to lour-theu-ueuel celortc requlre-nte for de!ly livln;. The ]

* Institute's cunicel leeeerch Section in the moenlx lndten Iledicel Ceuter le

: ‘mderteuu a series of etudlee deeuned epeclflcelly to eddreu theee o |

questions, -

 The epidemiologic end eltnicel research etdtee -ong the Plee ere yleldtng e .

"more in-depth lnouledge of the pethogeneeie of non-lneuun dependent dhbetee

in the generel population than ever before. Subjecta vlth hpelred slucoee




188

tolcuncc (hut vith glucou tolcnucc lovch that are less tlun thou
) dlmoule of disbetes) have a hlgh risk of dcnlopirg dubctu. although not .

‘sll of them do 0. nu 1- true in the Pisa Iodians as ln otbcr populations. -

‘Wl; lurlhf 1nv§;tiﬁtloul ihogd tlﬁ: the nbn—dlabctlc}iﬁ. 1n‘ gcncf.l‘. fhad
"Mghir fnsulin levels than Caucasisns of similar age and obdlity. v‘l'h;u', w
forwulated the hyﬁotﬁut. that tnv.dequau‘ insulin action, or insulin

_ ruhnncc. was probably the udtrly!og defect related to the llhuhood o!

the Americsn Indians to develop duutu. )

Further nulfch, uaing new tcchhiqul".to‘"-asﬁro 1_qidlin‘ r,shiinec and to
) define the nim- for lvt. has now shown that 'iuulin fo.tnnneo is uniformly .
present in Hu Indisns with noo-liuuiin aép;_ndcut d;.htci._ and that tnsulin
nlilfmu increases ﬁt‘op;tiodi_lly'uth.tho‘ dcgrn of _(l_&o:lc lq_tolcrlnct in
nonidll&tlc llbjccil. : MI. thon ﬁ.th tipaind jlﬁcomé tolcr;nc; hlnu 4

' azoreciabdbly (rutct uuulln tuunncc. on cnugc. tlun thou uth normsl
|lucom tolerance. mrtbcnon. our. 1nvu:!;aton lun shown thu insulin
reaistance ia tho ruult ot lubll!ty ot tbo body. lnd of -uclc 1n

: particulsr, to store glucou m . nounl -nur. 'nu- lbnomlity lppuu to
be due to & dcungc.n: tn the 1ntruclluln pcthuy for thc woccutng of
glucou and the !omtlon o! glyco(cn. u:u. 1uuun ruunnco ias I:noun to
. be cttceted by obcuty cud physicsl. cetlvlty. out 1nn-t1pton nov hcvo

demonstrated that thil donumnt al:ou !-uhl q;rention. mo

" identification of thu defect uy. tborcforc. bc tbc uuntul clne 1n

defining the gcncuc factors uhich mdcruc thc lusccptluuty to. non-lnlunn

dependent diasbdetes. .
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I'ndlviduele vith impaired glecoee tolerance and. insulin levels ihet are above
not-eli. but are lower than eveiese for those with iepeired glneoee tolennce.

are the eubjecte who are -olt likely to develop diabetes. 'meee flndtngl.

' therefore, nggeet thet if epectnc ways can be found to increase the

. intracellular glucose storage pathway and/or lpeuun secretion in thoee:vtth

;lpelied glucose tolerance, then the progression to diabetes msy be

preventable. Identification of the precise genetic mechaniams relating to

» insulin resistance could e;eo le»ed to identification of those jenettcelly

susceptible at a time vheh thedr glucose tolerance is still entirely normal.

If thte'ureipouible, then preventlve measures could be instituted early in
11fe and targeted epeclﬂcelly at lhdivlduelle vho wuld othervise develep the

dleeele.

" mesntime, efforte to minimize the effecte o! hyperglycede ln thoee vlth

Prospects for Prevention and Codntrol

hpelred glucoee tolerence 1nd1cetee a high ruk of dlebetee. and’ euch '

effected pereone conetltute a group tn vhu eevenl poulble 1ntervenuon :
etretegiee to prevent or poltpone the developeent of non—insulln dependent
_dhbetee--ponlbly dleury nuutee end exerciee—-could be enened. The

‘effectlveneu ot‘ such’ neeuree. hovever. hll not yet been edequetely

de-onltnted. s«:h preventlve epproechee-end eventuelly yerhepe 1nterventton i,

at en eerlier stage lf geneucelly euecepttble tndtvtduele cen be tdentt!ied--

offer the best hope thet the lncidence of non-ineuun dependent dlebetee 1n

" the American Indiene. end in other populeuone. can be reduced. In the

- diabetes end efforte to provtde effecuve treeuent for dhbeuc nephropethy, S




: dubottc tottmplthy and other capliutlou. as well as canful unqmnt
and control of the dnbtuc pnmncy to dnlltn the cffocn on infant -
-orbldlty. are nll unbluhod and provxdo the -linltly of comcntlonll care

" for the dlmn.

1 .pproch:o the opportuuty to provldo thh atat-cut for the record ' Y '
concerning dhbotu and its llpact on the American Indun, and to 1nfon you
about our on;olng ruurch actlvltln tn thu area. I shall bo ploned to

answer any quuuonl that you ny have.

10
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