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Abstract 

This study is a cross-sectional comparative analysis of two subgroups of American Indian elderly 
using data from a 2005 survey of tribal elders conducted by the National Resource Center for Native American 
Aging (NRCNAA). In Western societies, independence in the elderly is a socially encouraged goal and 
dependence is oftentimes merely tolerated. Independence and autonomy for the elderly population is 
associated with greater control over their lives, needs and self-esteem. Further research and evaluation is 
needed with a focus on how Al elderly individuals can maintain their independence, despite an inevitable 
decline in their physical health. 

The examination of the statistical differences between the Southern Plains Indian elders and the 
Northern Plains lndian elders in both chronic health conditions and health-related quality of life (HRQL) 
indicators provides valuable information needed in the development of comprehensive healthcare policy. The 
study finds highly significant correlations between health status and instrumental activities of daily living, 
suggesting that an elder who requires assistance with shopping or laundry; has physical difficulties such as 
problems climbing stairs, walking, or lifting objects; or vision and hearing impairment, will have a lower self­
reported general health status. Conversely, an elder that does not require assistance with laundry and 
shopping, has the ability to climb stairs and walk without assistance, can see and hear without great difficulty, 
se lf-reports a higher general health status. These findings suggest that a self-reported higher level of health 
status i a sociated with greater independence in both activities of daily living and instrumental activities of 
da ily li vi ng, whereas a self-reported poor health status is associated with increased dependence on others. 
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Implications for US government minority healthcare systems; Southern Plains American 
Indian elderly experience a better health-related quality of life (HRQL) compared to the Northern 
Plains American Indian elderly. 

Introduction 

The Great Plains region in the center of the North American continent stretches some 1,500 miles 

from the north central regions of Texas to the southern prairies of Canada and more than 1,000 miles west to 

east, from the Rocky Mountains to the Mississippi-Missouri Valley. The Plains countryside at first glance 

appears to be a vast uninterrupted treeless landscape with uniform grasslands, but on closer examination, 

there are hilly ranges and wooded river valleys. The valleys and hills are home to a wide variety of wildlife; 

deer, e lk, bear, antelope, and beaver, as well as bighorn sheep in the mountains. Numerous species of fish 

are fo und in the rive rs and streams and waterfowl are seasonally abundant during their annual migrations. 

U ntil the middle of the 19th century, 60 million bison (an early cousin of the buffalo) were the principal 

wildlif inhabitants of the grasslands. Buffalo and deer were life-sustaining for the Northern Plains Indians. 

T he buffalo provided the plains people (both the nomads and the cultivators) with meat for eating, fat for 

cooking, hides for house-covers and winter coats, bones and horns for a variety of tools , stomachs were made 

into carrying containers, even the tails found a use - as fly swatters. 

For thousands of years, the Native American people inhabiting the Northern Plains region were 

ex pert hunters and carefully studied the habits and migration patterns of the buffalo and deer. Communal 

buffalo hunting among the Northern Plains Indians played an important role in village relationships and 

associations with other communities, as a source of food, fellowship and spirituality. The massacre of great 

numbers of buffalo in the mid l 91
1i century resulted in the crisis of food insecurity for the Plains Indians. The 

phrase "food insecurity" refers to a family 's inability to buy a balanced diet or to buy enough food to feed its 

children. Food insecurity affects Native Americans elders' health and chronic disease patterns, indicated by 

the highest rate of adult-onset diabetes in the world.4 Low economic status has been identified as one of the 

primary predictors of food insecurity. American Indian communities experience some of the highest rates of 

poverty and unemployment in the nation. The socioeconomic trends of unemployment, poverty and food 

insecurity continue today. 
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A brief description of the origins of Southern Plains Indians notes that the Algonquin-speaking 

people were originally from Canada, journeyed to northeastern United States, then the Saginaw Bay area and 

were settled by US government directives in the Southern Plains region. Two distinct Native American 

nations were united in the state of Oklahoma, as the Sac and Fox Nation. The Sauk Nation or Asakiwaki 

means "people of the yellow earth" and the Fox Nation or Meshkwahkihawi means ''people of the red earth. 

Traditionally, the Southern Plains Native American people were a mixture of nomad and cultivators, with 

languages that contain the accumulated knowledge of all their ancestors. The Southern Plains Native 

American people lost a great deal of their relationship to the natural world with the forced relocation, but 

maintain a spiritually-based culture with the enduring tenants of respect for the life within themselves, their 

families, the ir communities, and all of creation. The elders of the community continue to express the 

teachings of their ancestors at work and at play. 

The evolution of health and disease among American Indians has been called an "unnatural history" 

(Campbell, 1989) The phrase unnatural history is described as major disruption in individual liberty, free 

markets and peace and in this circumstance the resulting food insecurity from useless and wholesale 

slaughter of the vast herds of buffalo on the Plains of North America, forever changing the history of the 

American Indian people. 

There is little available information about American Indian elderly. The research that has been 

conducted and scholarly literature published indicates that a strong, linear association exists between chronic 

disease, premature death and demographics in American Indian seniors. The primary focus of scholarly research 

and discussions has been to examine the factors such as access to healthcare and quality of healthcare for 

American Indian seniors from a perspective of the twelve Indian Health Service regions. The complex 

characterizations of 550 different tribal cultures make data collection and analysis problematical. The 

comparison of available data by researchers suffers from different time periods, use of different instruments and 

other sampling and measurement issues.29 

This independent study is a cross-sectional subgroup comparative analysis of the similarities and 

differences between the Southern and Northern Plains Indian elders' general health status, chronic disease 
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trends and health related qua I ity of life indicators. The dataset used for this study is the 2005 "Identifying 

Our Needs: A Survey of Elders" dataset. 

The two subgroups: 
Northern Plains Indians/ Aberdeen lndian Health Service Area 

North Dakota 
South Dakota 
Iowa 
Nebraska 

Southern Plains Indians/ Oklahoma Indian Health Service Area 

Oklahoma 
Kansas 
Texas 

ln1plications for US government minority healthcare systen1s; Southern Plains American 
Indian elderly experience a better health-related quality of life (HRQL) compared to the Northern 
Plains American Indian elderly. 

Literature Review 

Minorities, Aging and Health 

The exploration of aging in America finds the contemporary view of old age as the provision of added 

years of the same kind of life, emphasizing the pursuit of private aims, as when one was young. (Callahan, 

1987) This point of view seeks essentially to banish old age and to avoid death as long as possible, if not to 

deny death's existence altogether. Aging and death place limits on our lives. The contemporary belief of old 
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age will inevitably fail because however much the wonders of modem medicine may delay the onset of decline 

in our powers and our ultimate death, it cannot succeed in banishing them. By virtue of being near the end of 

their lives, lives which can be seen as integrated and coherent wholes, the elderly are uniquely situated to 

integrate past with present. Many elders understand the way past, present, and future relate and can show what 

it means to live in the present and not always for the future. The wisdom of the elders to help the young come 

to understand what it is to live a meaningful life and to help the young people to accept that all such lives must 

inevitably come to an e nd. 30 

The analysis of Southern Plains and Northern Plains American Indian elder chronic disease status and 

hea lth-re lc1 ted qua lity of life indicators is dri ven by the desire to understand the assertion that American Indian 

li fe expectancy varies by regional area among the Native elderly population. (Ludtke, McDonald & Allery, 

2002) T he reg ional difference of as much as 12 years in American Indian life expectancy between the 

Ca li fo rnia Ind ian Health service area (76.3 years) and the Aberdeen Indian Health service Area . (64.3 years) 29 

T he Southern Plains Indian people receive healthcare at the Tahlequah Service unit as well as a number of 

other service units and each year the patient population continues to increase . During 2003, care was provided 

to more than 126,000 registered patients at the Tahlequah Service unit , accounting for a total of more than 

220,000 patient contacts. While the largest percentage of patients are members of the Cherokee tribe (75o/o), a 

s ignificant number of patients are from other federally recognized tribes, including, Cree k (8%), Choctaw 

(7%) and I 0% from all other tribes. The Northern Plains health units provide health care to approximately 

94,000 Indians residing in North Dakota, South Dakota, Nebraska, and Iowa. The Native tribes included in 

this reg ion are Assiniboine, Crow, Blackfeet, Pla ins Cree, Plains Chippewa, Mandan, Hidatsa, Arikara and 

Sioux people. 

T he foll owing information provides interesting and important facts about the population to be studied. 

The geographical or regiona l residence of AI e lderly has been estimated by analysis of census data and finds 

about one-quarter of the older American Indian population live on reservations or in Alaskan Native villages. 

Almost half (45%) are concentrated in Southwestern states of Oklahoma, California, Arizona, New Me xico, 

and Texas. Of the rema inder, most live in states along the Canadian border.4 The 1990 census data indicated 

5 



that the Al population is younger than the US all-races population. The median age for Al is 22 to 23 years 

and median age for all other races, 32 to 33 years. The higher birth rate of AI contributes to a younger 

population. The more problematic health status of younger AI is reflected by the fact that AI mortality rates 

exceed the rates for all-races population in every age group younger than 75 years. 1 

There is an urgency in increasing the knowledge base for this group due to the fact that the fastest 

growing segment in the US population is individuals ages 85 years and older. 3 The older population will 

burgeon between the years 20 IO and 2030 when the "baby boom" generation reaches age 65. 17 The number 

of American Indian elderly is expected to grow from approximately 310, 000 in 2000 to 459, 000 in 20 l O. 

with elders representing an increasing proportion of Al population. Life expectancy in the AI in 1972-74 

Nas 63 .6 years and in 1999-2001 increased to 74.5 years.9 The elderly and the oldest age group (85+ years) 

have been consistently found to be some of the heaviest medical resource users (Hanson, 1995) 

Clo e ly held cultural beliefs have a remarkable impact on the health status of the AI elders. A majority 

of American Indians believe that an elder in their community is a person who represents greatly valued traits 

of wisdom, responsibility and a high moral standard. An elder is not necessarily of advanced age; some 

individuals acquire elder status as young as age forty. (Jervis & Manson, 1999). The status of elder is a desire 

for many Natives, but not all achieve it.43 (Weibel-Orlando, 199 I). Like elders, "elderlies" are not necessarily 

chronologically old, but are distinguished from elders by their possession of qualities associated with old age 

such as inactivity, dependency, and impairment. (Weibel-Orlando, I 991 ). The elderly term has gained some 

acceptance by the AI community since the mid- I 970s when the federal government introduced new welfare 

programs upon which some older people became dependent. The tendency to correlate stages of the life cycle 

with younger ages than is often seen in scholarly research may explain the inclusion of relatively young people 

in the "elderlies" category .23 (Jervis & Manson 1999). Native men, frequently attain levels of disability in 

their early thirties not usually experienced by U.S. white and Hispanic men until their early fifties. (Heron, 

1999). Beliefs of aging in Native cultures differ from those in the dominant culture, the rules and regulations 

of the Older Americans Act permit tribes to employ their own age criteria when determining eligibility for 

6 



federal programs that serve seniors. Some tribes, therefore, include people in their forties and fifties in their 

senior programs. (Jervis & Manson 1999). 

With aging, health problems frequently become more complex and the quality of communication 

between provider and patient takes on even greater importance. American Indian elders in medical settings 

confront communication barriers of gender, class, race, education, and generation. As a subgroup of the general 

population of elderly, AI elders are faced with similar health and physical challenges as many other individuals 

in the elderly population. However, the AI elders' cultural beliefs, traditions and spirituality often factor into the 

healthcare services they are willing or able to accept and level of compliance of healthcare advice they will 

acknowledge. Privacy is valued, and assertiveness, impersonal communication, and confrontation are considered 

offensive.32 (M ichielutte et al. 1994) The cultural differences can and do, on occasion, foster a distrustful 

healthcare environment for the elderly patient and frustration on the healthcare providers' part, which directly 

affects the level of conformity and agreement by the elder of healthcare directives provided by the provider. An 

increased level of trust and personal relationship between the senior and his or her healthcare provider has 

shown to provide a comfortable healthcare setting and improved healthcare outcomes. Although this is an 

important factor in caring for all aged patients, it is of even greater importance in the care of AI elderly. 

There are negative cultural perceptions about disease in the AI elderly population. For example, 

cancer is heavily stigmatized in the tribal community and is associated with fear, death, and myriad taboos. 

The belief that a cancer diagnosis is a death sentence is so powerful that it has even been woven into the 

Navajo language, where cancer is translated as the sore that will not heal. (Csordas, 1989). Consequently, Al 

people sometimes avoid seeking care for routine early detection exams or suspicious symptoms out of fear or 

fatalism. Along the same lines, the disease is often considered a form of punishment and shame and is not 

discussed openly to avoid inviting it into the community.7 (Burhansstipanov, 2001 ). 

The American Indian elder faces a number of potentially negative outcomes during the later years of 

life. A harrowing account from the Institute of Medicine entitled Unequal Treatment: Confronting Racial and 

Ethnic Disparities in Health Care documents racial bias in medicine. Findings indicate that minorities are less 

likely to be given appropriate cardiac medications or to undergo bypass surgery, and are less likely to receive 
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primarily because those needing medical assistance often live in isolated areas and lack transportation. Native 

American traditions of ritual folk healing and the spiritual aspect of disease have also discouraged reliance on a 

strictly scientific medical community.1 In general, persons with a chronic condition will have poorer health 

status rating. However, in an older population, many individuals will have one or more chronic conditions, so 

the impact of a particular condition may be reduced. 14 (Guralnik, 1997) The information provided about this 

unique group of people invokes the question, "why are American Indian elderly not as healthy as the rest of the 

nations elderly citizens?" 

The majority of diseases affecting AI have preventable risk factors. The frequencies of the behavioral 

risk factors, when controlled for sociodemographic differences, are significantly more likely among Al elders 

than among White elders. 21 The behavioral risk factors for chronic disease are cigarette smoking, no leisure­

time physical activity, obesity, and diagnosed diabetes. But, changes in technology, diet, exercise and lifestyle 

have introduced new risk factors for chronic disease.5 The new risk factors include cognitive impairment, 

depression , disease burden (comorbidity), increased and decreased body mass index, lower extremity functional 

limitation, low frequency of social contacts, low level of physical activity, no alcohol use compared to moderate 

use, poor self-perceived health, smoking and vision impairment.4-0 Since the life expectancy of AI is 

approaching that of the US as a whole, the prevalence of chronic disease is increasing in the AI population. 3 

The increasingly deb ii itating effect of chronic illness has a negative impact on the general health status and 

quality of life of AI elders. 17 

The assessment of general health status for AI elders is viewed by the public health community as a 

multidimensional construct. 34 (Patrick 1993). Some of the variables generally considered to be in the domain 

of health include premature mo11ality and life expectancy, various symptoms and physiologic states, physical 

functions , emotional and cognitive functions, and perceptions about present and future health. Quality of life 

indicators (QOL) is an accepted measurement tool that conveys an overall sense of individual well-being, 

including aspects of happiness and satisfaction with life as a whole. QOL is a broad and subjective 

evaluation, rather than specific and objective measurement. The concept of health-related quality of life 

(HRQOL) and its determinants has evolved since the 1980s to encompass those aspects of overall quality of 

9 



;;..._. 

life that can be clearly shown to affect health, both physical and mental.24( McHorney, 1999). At the 

individual level, this includes physical and mental health perceptions and their correlates, including health 

risks and conditions, functional status, social support and socioeconomic status.9 The health-related quality 

of life indicators evaluated in this study include the variables, activities of daily living (AOL's), instrumental 

activities of daily living (IADL's), employment, exercise, Body Mass Index (BMI), depression, spirituality, 

club membership and attendance, living arrangements, personal annual income and health care coverage.9 

Tribal Health Policies 

Although the federal government has been actively involved in providing health care to Indians for 

more than 200 year , responsibility was uniformly codified in 1921 with passage of the Snyder Act. In 1955, 

the lliS (Di vi ion of Indian Health until 1968) was created within the U.S. Public Health Service to promote 

the heal th of Ind ian people . Other important legislation underpinning IHS policy and programs today includes 

Public L a\ 93-638. the Indian Self-Determination and Assistance Act of 1975, Public Law 94-437, the Indian 

Health Care Improve ment Act of 1976. This legislation created a national health program with a defined 

benefit package for Indians spanning clinical and preventive services and provisions for community 

partic ipation and control of fHS functions . 30 (Kunitz, 1996; Rhoades, 2000) The burden of chronic disease 

fall s disproportionate ly on AI populations and occurs at earlier ages than among other ethnic groups, so the 

amended Olde r Americans Act Title VI legislation (2000) was enacted to address the need to provide 

specialized ag ing services to middle aged AI populations by allowing tribal contractors flexibility to serve 

e lders who are younge r than the 60 year age eligibility criterion set by the legislation for community based 

long-term care se rvices . More than half of Indian people nationally rely on IHS as their main source of health 

care, and a growing number of IHS facilities are now under local tribal management (IHS, 2003 ; Kunitz, 1996; 

Rhoades, 2000). 38 Tribal health policies and administrative decision-making are most often aligned with the 

Chronic Disease Mode l of care and includes the principles; recognition of the universal preference for primary 

prevention of disease ; the awareness that prevention often takes place outside of clinical settings and is 

influenced by behaviors; individual behaviors are affected by social c ircumstances and institutional policies, 
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the use of evidence based practice; the special responsibility of tribal health for at-risk populations and the 

need for population-based approaches.9 

Policy is a core function of public health and high quality, evidence-based policy development and 

effective advocacy are central to improvements in the tribal health system. (Weisbrod, 1991) US health 

pol icy-making is fraught with bounded rationality, fragmented political institutions, resistance from 

concentrated or special interests, and fiscal constraints that often lead political leaders to adopt only 

incremental policy changes rather than comprehensive policy changes even when faced with serious public 

health problems. The perceptions of policy-makers regarding the severity of the problem, responsibility for 

the problem, and affected populations influence governmental responses in the health policy arena. Health 

policy makers tend to build on existing policies and programs rather than attempt system-wide reforms. 

Re inforc ing this tendency is the probability that agreement can be more easily reached when interested parties 

make only modest adjustments to the status quo, rather than suffer the uncertainty and potential instability 

inherent in larger-scale innovation. The objective of the process becomes agreement on means, not the end 

result. 33 As a result of fragmented policy making, a number of complicated tribal health delivery and 

administrative problems have developed. 

Indian Health Service 

Federal policy about Indian tribes is derived from the language in the U.S. Constitution establishing a 

sovereign to sovereign re lationship between the federal and tribal governments. Today, the Bureau of Indian 

Affairs (BIA) as a division of the Department of Interior and IHS as a division of the Department of Health and 

Human Services are the lead agencies in fulfilling the federal government's trust responsibilities to Indian 

nations. The ms mission is to "raise the health status of American Indians and Alaska Natives to the highest 

possible level" by providing inpatient and ambulatory care, health promotion, disease prevention activities and 

environmental health services. The Indian Health Service agency arranges the provision of health care services 

for AI across twelve federally designated areas that cover all or part of 35 states. For FY 2005, the Congress 

appropriated approximately $2.6 billion for health care for AI people through IHS.31 In FY 2008, the Omnibus 

provided the Indian Health Service with a total of $3.39 billion. The IHS provides health care services to 
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approximately 1.43 million American Indians on reservations, in rural communities and in urban areas and 

consists of health centers, hospitals, and health stations which are managed by 144 service units and eleven area 

offices. IHS services are delivered in three ways: through direct IHS services; through tribal services; or by 

contract with non-IHS service providers. Federal appropriations are made based on the assumption that IHS 

health care will be provided in combination with public programs such as Medicare and Medicaid, for which 

American Indians qualify as United States citizens. Access to public programs by AI is often denied or delayed 

based on the erroneous belief that Indians are only entitled to IHS health care. Also, the erratic funding of the 

Indian Health Care Improvement Act (IHCIA) has made it difficult for the IHS to fulfill its goals of providing 

American lndians with the best care necessary to achieve the "highest health status possible." 

Indian Health Service is a decentralized, primary care oriented system that is financially supported by a 

federal block-grant funding allotment. A cultural anthropologist, Vine Deloria, Jr. ( 1969) described the AI 

pursuit of justice as the right to preserve a separate political autonomy and cultural identity, as well as benefit 

from policies aimed at compensating Indians for past wrongs. The claim of sovereignty and maintenance of a 

separate land base separates the Al from other American minority groups. The viewpoint of American Indians 

and government authorities differ. American Indians ultimate objective of Indian policy was and is 

preservation of Indian autonomy and land base, in contrast to government officials' view of the American Indian 

as a disadvantaged population to which they extend benefits, opportunities and social equality to those who are 

economically poor. The difference in perspective on the question of minority rights is fundamental to 

understanding why Indians fared so poorly in the hands of the government. Oftentimes, Indian policy decisions 

were based on how well policy makers grasped the concept of Indian sovereignty.22 The local tribal 

governments have tirelessly lobbied Congress to enact a change in this legislation. The AI tribal officials have 

requested that the funding be distributed directly to local tribal officials, based on the entitlement provisions of 

healthcare and education for AI in exchange for land and the self-determination legislation. The redistribution 

of federal monies would place the funding for delivery of healthcare services and Indian Health Services support 

services in a contractual relationship with the tribal entities. 
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A second important difference between the tribal healthcare system and the healthcare system for elders 

nationwide is the universal healthcare style model. The positive aspect of the universal healthcare style model 

for tribal nations is that many receive healthcare and the negative aspect is that universal healthcare style has 

encouraged the overuse of tests and drugs, unconstrained demand from patients, and an explosion of costs. 

(Kitchener and Whipp, 1997) The present IHS service care delivery approach is best defined as a medical 

priority system.11 A medical priority system does not easily lend itself to cost-effectiveness studies or cost­

benefit studies, due to the inability to identify the amount or true cost of services for the subpopulation of 

elderly. 

Continued inflation in healthcare costs, challenge of obtaining and retaining healthcare personnel and 

the complexity of chronic conditions sets the stage for the urgent need for a strategic and long-term tribal health 

plan to address the treatment and prevention of debilitating chronic conditions in the Al elder. 17 The 

combination of increasing technological advances, an ageing population, and unconstrained demand will 

continue to produce an unsustainable economic environment in tribal health care, unless the tribal universal 

healthcare style system receives lifesaving policy redesign and revision. 

Tribal Health Administration 

The tribal health administration has the responsibility for provision of appropriate policies and 

administrative framework, as well as strategic planning for future health interventions to meet the healthcare 

requirements of the American Indian people. 12 (Rhoades et al.2000). The effective reorganization of the tribal 

health system goals and objectives is dependent on the ability to analyze and interpret data gathered, monitor 

and predict health trends, and maintain a focus on the burden of debilitating chronic illness in the elderly 

population. Fully integrated information systems have been cited by the Institute of Medicine as an important 

quality improvement tool. 21 Charged with this immense task, tribal health administration officials are 

currently enhancing their information systems to improve the measurement of health care quality as well as to 

support quality improvement initiatives. IHS is also using information technology systems. electronic health 

records and interactive decision support tools to enhance patient safety, produce standardized performance 

measures and present future directions for improving quality of American Indian health care. The IHS will be 
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system serving the AJ population may seem comprehensive, the provision of adequate health care to this group 

is hampered by chronic underfunding of IHS by the US Congress." 13 As a result of underfunding of IHS and 

outdated information technology system, in 1995 the Indian Health Service acknowledged that AI deaths are 

underreported in seven states, California, Oklahoma, Kansas, Texas, Idaho, Washington and Oregon. The 

additional problem of underreporting has been identified as racial misidentification of AI deaths exceeds 15%, 

especially Al elders age 85 and older. Accurate demographic information has been difficult to obtain for AJ in 

general and Al elders in particular. The inaccurate population estimates have adversely influenced the 

calculation of recent American Indian mortality rates. 20 

A Brighter Future 

As with other strategies and best practices, numerous concepts have been introduced in indigenous 

communities primarily by mainstream researchers and practitioners. The wide-ranging objective of New Public 

Management, which was developed and implemented in the I 980's, was to shift emphasis from developing 

plans to developing key strategic areas; to shift emphasis from inward-looking systems to developing 

partnerships; to shift emphasis from inputs and processes to outputs and outcomes; and to shift emphasis 

towards managing diversity within a unified public service. Finally, managerial simplicity and political 

conviction are highlighted as essential to motivating management innovation in government. Since the early 

1990' s a working example of a NPM philosophy is the public health capacity building model of care and 

administration that has been successful in many tribal communities. The development and implementation of 

Community Involvement to Renew Commitment, Leadership and Effectiveness (CIRCLE) brought indigenous 

thought, perspective and ownership to a national curriculum of substance abuse and prevention. The goals and 

philosophies ensured that the curriculum would provide training that offered hope, encouragement, skills 

transfer, and a positive basis for indigenous community action based on values inherent in traditional AJ 

cultures. With increasing tribal self-determination, the locus of power and control is with the tribal leaders. 

The community capacity building concept is defined as a community's potential for responding to 

health issues. (Goodman, 1998) The indigenous capacity building model has emerged as a continuum of 

strategies for reducing health disparities and promoting tribal health, but may require different designs and 
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approaches to tribal healthcare services than the basic foundation upon which the tribal programs were initially 

constructed. 16 

Only a few tribes offer care services for their elders. A newly proposed model of care, with a revised 

view of aging and old age, would assist in the setting of priorities in tribal health policy and practices for the 

AI elderly. First, "no new medical technology should be developed or applied to the elderly that does not 

promise great and inexpensive improvement in the quality of their lives, no matter how promising for life 

extension" Second, the system of providing equitable security to the elderly against the loss of financial and 

other independence must be greatly strengthened Third, priorities for research and care should be given to the 

causes of pre mature death, chronic diseases that burden the later years, and support services that reduce 

suffering and inc rea e the quality of life, such as improved home care. 30 Much of this reorientation is well 

rece ived, but the mo t controversial point is the current level of overall resource scarcity in the tribal nations. 

A econd promising new development for Al elderly provides housing, nutritional services, safety and 

peer companionship as well as some healthcare services is the assisted living facilities.(ALF) The facilities 

appear to promote a biopsychosocial model of care which promotes well-being and decreases the level of 

lone! iness. The factors that contribute to the elevated sense of well-being for the Al elders include the 

physical setting, supportive staff, safety features, planned activities and the sense of community.6 

In conclusion, the American Indian elders are the "wisdom keepers of the community." The elder holds 

an esteemed position in traditional American Indian culture and should receive the best care necessary to 

achieve the best health status possible. The " unnatural history" of the AI people is largely manifested in the 

elderly. The American Indian traditions and time-honored stories are communicated by the elders to the next 

generation by song and spoken word. As the elders watch the current generation of their tribe, they often see 

few similarities of the culture and values of their forefathers, the elders' witness this disconnect between 

generations and they grieve for their people. 
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H1: The comparison of Southern Plains American Indian elderly health-related 
quality of life (HRQL) to Northern Plains American Indian elderly health -
related quality of life (HRQL) will indicate differences. 

Hypotheses (Equation Form) 

Data 

Ho µ CsouTHERNPLAJNSELDERS> = µ CNoRTHERNPL\JNSELDERSJ 

HI µ CsoUTI-IERNPLAINSELDERS) f:. µ (NORTHERNPLAINSELDERS) 

The project is a cross-sectional independent study and is original research derived from a secondary 

dataset. The dataset is participatory needs survey 2005 "Identifying Our Needs: A Survey of Elders: Cycle II" 

dataset conducted by National Resource Center for Native American Aging (NRCNAA), University of North 

Dakota, Grand Forks, ND, in December of 2005. (Appendix A) The population parameters are AI individuals, 

age 55 and over. Measures of empirical association will be stronger at the tribal level than for individual level 

data, because measurement errors at the individual level tend to diminish in effect at the tribal level. 36 The 

sampling frame includes all individuals in federally designated tribal communities of less than 200 elderly 

individuals and random selected individuals in a federally designated tribal community of greater than 200 

elders. Tribes of less than 30 individuals are excluded from this study. The reduction of sampling bias is 

accomplished by systematic random sampling techniques. The data was collected at an individual level, 

aggregated at the tribal level and measured at the regional level. All data was collected in December 2005 

from individuals and developed into a standardized regional aggregated dataset representative of AI elders 

from the lower forty-eight states and Alaska. The units of analysis in this study are the individual Al elders of 

only two regions, the Southern Plains and Northern Plains and the comparative study measures the actions, 

attitudes and characteristics of respondents at the time the survey was administered. The SPSS statistical 

analysis will be conducted to discover similarities and indicate variation in the general health status. chronic 

disease conditions and health-related quality of life between the American Indian elders in the two different 

regions of the United States. 
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The use of a survey instrument to measure respondents self-rated general health status has shown 

reliable findings . A survey instrument provides measurement validity; it is indeed measuring what it is 

supposed to measure. A survey tool also provides measurement reliability in that it can and does produce 

consistent results and even consistent results on different occasions. The association has been clearly 

demonstrated with Mossey and Shapiro's 1982 analysis of the Manitoba Longitudinal Study, where elderly 

Canadians self ratings of health were better predictors of seven-year survival than medical records or self 

reports of medical conditions. 19 The knowledge, beliefs and attitudes of survey respondents "subjectively" 

affects what the survey seeks to "objectively" measure. The combined effect of validity of lay perspectives on 

general health and the usefulness of holistic definition of health, "the degree to which a person functions 

mentally, spiritually, physically and psychologically" suggest that self-ratings provide a simple, direct and 

comprehensive way of capturing perceptions of health.19 The holistic definition of health will be assessed by 

the evaluation of general health status and HRQL variables. (Appendix B&C) 

Identified limitations in independent study: 

Methodology 

• data is not derived from medical records 

• poor health historian is an individual who cannot recall all pertinent health issues or 

does not exhibit a sound understanding of health concerns 

• sampling is representative of the tribe, but not of the state 

• expense of accessing small populations located in isolated areas, will be included in 

proposed research 

• the individuals that are not ill will be more likely to complete survey process 

The hypothesis testing method in this study consists of descriptive statistics of chronic conditions 

and correlation statistics to measure level of association. The health-related quality of life variables are 

evaluated first by descriptive statistics, Independent Samples t-test of both 99% and 95% significance level 

and Kendal Tau-c critical values. An inverse direction of association is hypothesized, as the number of 
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chronic conditions increase, both the self-reported general health status and health-related quality of life 

indicators will decrease. As the number of chronic conditions decrease the general health status and health­

related quality of life will increase. The relationship between variables in this study is assessed as 

associational, probabilistic and hypothesized. The hypotheses will be tested at the 5% significance level 

(a=0.05) using a two-tailed t-test with d.f.=2141 (equal variances assumed). For this test, lcRIT = 1.960 in 

absolute value. A subsequent two-tailed t-test will be conducted at the I% significance level (a=0.01) using 

a two-tailed t-test with degrees of freedom as indicated above. For this test (equal variances assumed), tcRIT 

= 2.576 in absolute value. 

Results/Findings: 

Having met the assumptions for accuracy in hypothesis testing of normal distribution, random 

sampling and sample size greater than thirty, the findings are the Southern Plains Indians average respondent 

age is 69 years of age, whereas the Northern Plains tribe has an average respondent age of 66 years. Both 

groups general health status mean= 3.3, which can be considered slightly better than good health status. The 

""""" ( percentage of each chronic condition was calculated and is interpreted as follows: Southern Plains elders (N = 

I 022) show a slight increase in the percentage of individuals with self-reported conditions of stroke, 

hypertension and depression when compared to the Northern Plains elders. The Northern Plains elders (N = 

1250) show a slight increase in the percentage of individuals with self-reported conditions of congestive heart 

failure, diabetes and colo-rectal cancer when compared to the Southern Plains elders. 

Table 1 Percent Reporting Chronic Conditions 

Southern Plains Northern Plains 
Elders Elders 

Congestive Heart Failure 11.5% 14.5% 
Stroke 10.4% 7.7% 
Diabetes 37.4% 39.7% 
Hypertension 49.4% 48.9% 
Depression 14.8% 10.6% 
Colo-rectal Cancer 0.8% 2.4% 
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A summary of the descriptive statistics (Table 2) for Health-Related Quality of Life (HRQL) 

indicators includes: the Southern Plains elders show a slightly greater mean ADL' s and IADL's, in comparison 

to the Northern Plains elders. The Northern Plains elders exhibit a slightly higher mean in body mass index 

(BMI), club membership, income and health care coverage. Both subgroups indicate equality in means in 

spirituality, c lub attendance, living with family/alone and employment variables. 

Table 2 

------- - - - . 

. Health-Related Quality of Life Indicators 
' --... ~ --· . 
, Southern Plains Northern Plains 

N Mean N Mean 
Number of AOL's 1022 1.05 1121 0.62 
Number of IADL's 1022 1.26 1121 · 0.85 
Employment 870 1.74 1161 1.6 
BMI 902 2.08 982 2.18 
Spirituality 916 0.76 914 0.63 
Club Membership 896 0.63 883 0.75 
Club Attendance 867 0.43 840 0.46 
Living with family/alone 944 1.9 1123 1.82 
Personal Annual Income 931 3.55 1058 3.81 

Health Care Coverage 958 1.16 1166 1.27 
Activity limitations include having an AOL (activity of daily living) limitation such as needing help with bathing or dressing: 

an IADL (instrumental activity of daily living) limitation such as needing help with shopping or laundry: physical difficulty such as 
problems climbing stairs. walking. or lifting objects; or vision or hearing impairment. 

The crosstabulation or bivariate analysis findings indicate highly significant statistical relationship 

correlation at 1 % significance level (p = <0.01), two-tailed. Number of IADL's and number of ADL's (r = 

.786, p = .000), statistically significant high c01Telation. Club attendance and club membership (r = .658, p = 

.000) statistically significant substantial correlation. The health status and number of IADL's (r = .411, p = 

.000) statistically significant moderate correlation. Personal annual income and employed past twelve months 

(r = -.479, p = .000) statistically significant moderate correlation. Club attendance and spiritual ity (r = .478, p 

= .000) statistically significant moderate correlation. Health status and number of ADL's (r = 376, p = .000) 

statistically significant low correlation. Spirituality and club membership (r = .413, p = .000) statistically 

significant moderate correlation 

Independent Samples t-test (Appendix B and C) 
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The Independent Samples t-test is used to test the null hypothesis, the comparison of Southern Plains 

American Indian elderly health-related quality of life and Northern Plains American Indian elderly health­

related qua I ity of I ife will indicate no differences, and is the best fit and provides the most robust analysis in the 

statistical evaluation of this secondary dataset. The Independent Samples t-test calculates whether there are 

statistical differences in means between the subgroups and if the differences are significantly different than zero. 

The importance of mean or average evaluation is not only for comparison purposes, but allows inferences to be 

made based on a previously unknown aspect of the population. Having met the independent samples t-test 

assumptions of normality, independent observations and equal variances, the findings are as follows: 

Instrumental Activities of Daily Living 

Given the absolute value of the observed t of 5.339 exceeds the absolute value of critical t of 1.960 for a 

two-tailed tes t at the 5% (a=0.05) level with d.f.=2141 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related qual ity of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically s ignificant difference in the mean levels of instrumental activities of daily living for the two 

subgroups at the 5% significance level. 

Given the absolute value of the observed t of 5.339 exceeds the absolute value of critical t of 2.576 for a 

two-tailed test at the I% (a=0.01) level with d.f.=2141 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian e lderly health -related quality of life can be rejected. In other words, there is a 

statistically s ignificant difference in the mean levels of instrumental activities of daily living for the two 

subgroups at the l % significance level. 

The 95% CI for the difference in mean instrumental activities of daily living with equal variances 

assumed (as noted in output Appendix B and C) is .262 S X DIFFERENCE S .567. This interval does not contain 

zero, meaning that 95% certainty that there is a difference in mean lADL's between the Southern and Northern 

Plains elders. This reaches the same conclusion as the result of the t-test at the 5% significance level. The 

99% confidence interval .214 S X DIFFERENCES .615 for the difference in mean IADL's ,,:ith equal variances 
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assumed does not contain zero and there is a 99% certainty that there is a difference in mean IADL's between 

the Southern and Northern Plains. This reaches the same conclusion as the result of the t-test at the l % 

significance level. 

Body Mass 

Given the absolute value of the observed t of -2.718 exceeds the absolute value of critical t of 1.960 for 

a two-tailed test at the 5% (a=0.05) level with d.f.=1882 (equal variances assumed), the null hypothesis that 

there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of body mass for the two subgroups at the 5% significance 

level . 

Given the absolute value of the observed t of -2.718 exceeds the absolute value of critical t of 2.576 for 

a two-tailed test at the I % (a=O.O 1) level with d.f.=I 882 (equal variances assumed), the null hypothesis that 

there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of body mass for the two subgroups at the 1 % significance 

level. 

The 95% Cl for the difference in mean body mass index with equal variances assumed is -.174 ~ X 

DIFFERENCE :'.S - .028. This interval does not contain zero, meaning that 95% certainty that there is a difference in 

mean body mass index between the Southern and Northern Plains elders. This reaches the same conclusion as 

the result of the t-test at the 5% significance level. The 99% confidence interval -.197 ~ X DIFFERENCE~ -.005 

for the difference in mean BMI with equal variances assumed does not contain zero and there is a 99% certainty 

that there is a difference in mean BMI between the Southern and Northern Plains. This reaches the same 

conclusion as the result of the t-test at the I% significance level. 

Spirituality 

Given the absolute value of the observed t of 3.858 exceeds the absolute value of critical t of l.960 for a 

two-tailed test at the 5% (a=0.05) level with d.f. = 1828 (equal variances assumed), the null hypothesis that there 
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are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of spirituality for the two subgroups at the 5% significance 

level. 

Given the absolute value of the observed t of 3.858 exceeds the absolute value of critical t of 2.576 for a 

two-tailed test at the l % (a=0.01) level with d.f.=1828 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of spirituality for the two subgroups at the I% significance 

level. 

The 95% CI for the difference in mean spirituality with equal variances assumed is .062 S X DIFFERENCE 

S .190 This interval does not contain zero, meaning that 95% certainty that there is a difference in mean 

spirituality between the Southern and Northern Plains. This reaches the same conclusion as the result of the t­

test at the 5% s ignificance level. The 99% confidence interval .041 S X DIFFERENCES .210 for the difference in 

mean spirituality with equal variances assumed does not contain zero and there is a 99% certainty that there is a 

difference in mean spirituality between the Southern and Northern Plains. This reaches the same conclusion as 

the result of the t-test at the 1 % significance level. 

Club Membership 

Given the absolute value of the observed t of -2.378 exceeds the absolute value of critical t of 1.960 for 

a two-tai led test at the 5% (a=0.05) level with d.f. =1777 (equal variances assumed), the null hypothesis that 

there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of club membership for the two subgroups at the 5% 

significance level. 

Given the absolute value of the observed t of -2.378 does not exceed the absolute value of critical t of 

2.576 for a two-tailed test at the I% (a=0.01) level with d.f. =1777 (equal variances assumed), the null 
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hypothesis of no differences between the Southern Plains American Indian elderly health-related quality of life 

and Northern Plains American Indian elderly health -related quality of life can not be rejected. In other words, 

there is not a statistically significant difference in the mean levels of club membership for the two subgroups at 

the I% significance level. 

The 95% CI for the difference in mean club membership with equal variances assumed is -.231 ~ X 

DIFFERENCE ~ -.022. This interval does not contain zero, meaning that 95% certainty that there is a difference in 

mean club member hip between the Southern and Northern Plains elders. This reaches the same conclusion as 

the result of the t-test at the 5% significance level. The 99% confidence interval - .264 ~ X DIFFERENCE~ .010 for 

the difference in mean club membership with equal variances assumed does contain zero. This reaches the same 

conclusion as and thus confirms the result of the t-test at the I% significance level in which the null hypothesis 

ca1111ot be rejected. 

Annual Income 

Given the absolute value of the observed t of -2.588 exceeds the absolute value of critical t of 1.960 for 

a two-tailed test at the 5% (a=0.05) level with d.f. = 1987 (equal variances assumed), the null hypothesis that 

there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of personal annual income for the two subgroups at the 5% 

significance level. 

Given the absolute value of the observed t of -2.588 exceeds the absolute value of critical t of 2.576 for 

a two-tailed test at the I % (a=O.O I) level with d.f. = 1987 (equal variances assumed), the null hypothesis that 

there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life ca1111ot be rejected. In other words, there 

is 1101 a statistically significant difference in the mean levels of personal annual income for the two subgroups at 

the I% significance level. 

The 95% CI for the difference in mean personal annual income with equal variances assumed is -.448 ~ 

X DIFFERENCE ~ - .062 This interval does not contain zero, meaning that 95% certainty that there is a difference 
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in mean personal annual income between the Southern and Northern Plains elders. This reaches the same 

conclusion as the result of the t-test at the 5% significance level. The 99% confidence interval -.509 s X 

DIFFERENCE S .000 for the difference in mean personal annual income with equal variances assumed does contain 

zero. At the 99% CI, zero is a plausible value for the difference in mean personal annual income between the 

Southern and Northern Plains elders. This reaches the same conclusion as the result of the t-test at the I% 

significance level. 

Employment 

Given the absolute value of the observed t of 7.07 exceeds the absolute value of critical t of l.960 for a 

two-tailed test at the 5% (a=0.05) level with d.f.=2029 (equal variances assumed), the null hypothesis that there 

are no differences bet ween the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant di fference in the mean levels of employed past 12 months for the two subgroups at the 

5% significance level. 

Given the absolute value of the observed t of 7.07 exceeds the absolute value of critical t of 2.576 for a 

two-tailed test at the I% (a=O.O I) level with d.f. =2029 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of employed last 12 months for the two subgroups at the 

I% significance level. 

The 95% CI for the difference in mean employment in last 12 months with equal variances assumed is 

. I 08 S X DIFFERENCE S .190 This interval does not contain zero, meaning that 95% certainty that there is a 

difference in mean employment in last 12 months between the Southern and Northern Plains elders. This 

reaches the same conclusion as the result of the t-test at the 5% significance level. The 99% confidence interval 

.095 S X DIFFERENCE S .203 for the difference in mean employment in last 12 months with equal variances 

assumed does not contain zero and there is a 99% certainty that there is a difference in mean employment in last 
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12 months between the Southern and Northern Plains elders. This reaches the same conclusion as the result of 

the t-test at the I % significance level. 

Activities of Daily Living 

Given the absolute value of the observed t of 6.537 exceeds the absolute value of critical t of 1.960 for a 

two-tailed test at the 5% (a=0.05) level with d.f. =2141 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of activities of daily living for the two subgroups at the 5% 

significance level. 

Given the absolute value of the observed t of 6.537 exceeds the absolute value of critical t of 2.576 for a 

two-tailed test at the I% (a=0.01) level with d.f.=2141 (equal variances assumed), the null hypothesis that there 

are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health -related quality of life can be rejected. In other words, there is a 

statistical ly significant difference in the mean levels of activities of daily living for the two subgroups at the 1 % 

significance level. 

The 95% CI for the difference in mean activities of daily living with equal variances assumed is .301 

:S X DIFFERENCE :S .559 This interval does not contain zero, meaning that 95% certainty that there is a 

difference in mean activities of daily living between the Southern and Northern Plains elders. This reaches the 

same conclusion as the result of the t-test at the 5% significance level. The 99% confidence interval .260 :S X 

DIFFERENCE :S .599 for the difference in mean activities of daily living with equal variances assumed does not 

contain zero and there is a 99% certainty that there is a difference in mean activities of daily living between the 

Southern and Northern Plains e lders. This reaches the same conclusion as the result of the t-test at the l % 

significance level 

Health Care Coverage 

Given the absolute value of the observed t of -5 .394 exceeds the absolute value of critical t of 1.960 for 

a two-tailed test at the 5% (a=0.05) level with d.f. =2122 (equal variances assumed), the null hypothesis that 
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there are no differences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health-related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of health care coverage for the two subgroups at the 5% 

significance level. 

Given the absolute value of the observed t of -5.394 exceeds the absolute value of critical t of 2.576 for 

a two-tailed test at the I % (a=O.O I ) level with d.f.=2122 (equal variances assumed), the null hypothesis that 

there are no d'ifferences between the Southern Plains American Indian elderly health-related quality of life and 

Northern Plains American Indian elderly health-related quality of life can be rejected. In other words, there is a 

statistically significant difference in the mean levels of health care coverage for the two subgroups at the I% 

significance level. 

The 95% Cl for the difference in mean health care coverage with equal variances assumed is -.149 ~ 

X Dir-FERENCE :'S -.070 This interval does not contain zero, meaning that 95% certainty that there is a difference 

in mean activities of daily living between the Southern and Northern Plains elders. This reaches the same 

conclusion as the result of the t-test at the 5% significance level. The 99% confidence interval -. 162 ~ X 

DIFFERENCE :'S - .057 for the difference in mean activities of daily living with equal variances assumed does not 

contain zero and there is a 99% certainty that there is a difference in mean activities of daily living between the 

Southern and No1thern Plains elders. This reaches the same conclusion as the result of the t-test at the 1 % 

significance level 

Kendall's Tau-c Southern Plains Northern Plains 
Elders Elders 

Health Status & Club Membership -.113 p = .000 -.072 p = .004 
Health Status & Spirituality -. 124 p = .000 -.087 p = .003 

Health Status & AOL's .313 p = .000 .221 p = .000 
Health Status & IADL's .350 p = .000 .273 p = .000 

Health Status & Personal Annual Income - .226 p = .000 -.197 p = .000 
Health Status & Employed past 12 months . 338 p = .000 .305 p = .000 

Health Status & Club Attendance - .109 p = .000 -.072 p = .012 
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The Kendall's Tau-c statistical analysis is used as an alternative to chi-square for hypothesis testing, 

without concern for the third chi-square assumption of all cells must have a minimum of five expected 

outcomes. The Kendall Tau-c results will indicate if the value of one variable associated with or 

contingent upon that of another is statistically significant. The association between variables in 

independent sample measurements can be successfully examined by using Kendall's tau-c critical 

values. 

Given that the absolute value for Kendall's Tau-c for Southern Plains elders: health status & ADL's 

is .313, health status and IADL' s is .350 and health status & employed past twelve months is .338, shows 

significance, direction and strength of variable relationships. Given that the absolute value for Kendall's 

Tau-c for the Northern Plains elders is .273 for health status & IADL's and .305 for health status and 

employment Both subgroups Kendall's Tau-c ordinal by ordinal variable critical values indicate a positive 

relationship direction with a moderate association. The remaining relationships, health status and club 

membership, health status and spirituality, health status and annual income and health status and club 

attendance, are primarily of a negative relationship direction and of weak association. 

Discussion/Implications: 

To highlight findings, the Southern Plains elders are an average age of 69 years old with a general 

health status of slightly better than good. The three most notable chronic conditions are stroke, hypertension, 

and depression . The Southern Plains elders have a somewhat lower percent of individuals with diabetes 

(37.4%) than the Northern Plains elder group, but this high percent of individuals with diabetes is important 

and detrimental to their overall health status. A greater number of elders' quality of life are affected by 

deficits in activities of daily living and instrumental activities of daily living, but the Southern Plains elders 

have a higher number of individuals employed. The Kendall Tau-c critical values show a positive, moderate 

association between health status and activities of daily living, health status and instrumental activities of daily 

living and health status and employment. The Northern Plains elders are an average age of 66 years old with a 

general health status of slightly better than good. The three most notable chronic conditions are congestive 
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heart failure, diabetes and colo-rectal cancer. A greater number of elders' quality of life is affected by 

increased body mass index and although the Northern Plains elders have a somewhat lower percent of 

individuals with hypertension (48.9%) than the Southern Plains elder group; this high percent of individuals 

with hypertension is important and detrimental to their overall health status. An increased number of Northern 

Plain elders have a higher annual income level and more elders have health care coverage when compared to 

the Southern Plains elders. The Kendall's tau-c critical values show a moderate positive association between 

health status and instrumental activities of daily living and health status and employment. 

A discussion of similarities between the Southern and Northern Plains elders finds the general health 

status for both groups is slightly better than good and about 50% of both groups are adversely affected by the 

chronic condition of diabetes and hypertension. Tribal health policies and procedures are uniform throughout 

the nation, so the bet ief that all AI elders have received consistent and comparable health care throughout the 

nation would logically lead to the findings of similarities, not differences. The small, but statistically 

significant percentage differences in chronic conditions and the small, but statistically significant differences 

found in eight health related variables between the Southern and Northern Plains elders leads to a brief 

exploration of causa l factors for this variation. Although there is a plethora of possible variables, the variation 

in health may be attributed to warm climate vs. cold climate, consistent vs. inconsistent access to health care, 

increased risky health behaviors vs. decreased risky health behaviors or individual flexibility vs. individual 

inflexibility to cuITent circumstances. In examining the means, the health-related quality of life variables that 

are not statistically sig11ifica11t are club attendance, living with family members/alone and general health status. 

While this is pure conjecture, possibly both groups of AI elderly have more similarities than differences in 

these areas. 

As a hand and glove, the significant coITelations found between the variables, ADL's/IADL's. club 

membership/club attendance, income/employment are expected. But an interesting and somewhat unexpected 

correlation is the high significant coITelation between health status and instrumental activities of daily living 

observed in bivariate analysis and Kendall Tau-c critical values. Although correlation does not prove 

causation, an inference from this significant co1Telation may be proposed; when an elder needs help with 
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shopping or laundry; has physical difficulties such as problems climbing stairs, walking, or lifting objects; or 

vision and hearing impairment, they then consider their health status to be not as good. Or the opposite, if the 

elder is able to do their laundry and shopping without assistance, able to climb stairs and walk without 

assistance, can see and hear without great difficulty, they consider and report their health status to be good. 

This would lead to the assumption that good health status is associated with independence, whereas poor 

health status is associated with increased dependence on others. The assertion that the increasingly debilitating 

effects of chronic illness adversely impacts health-related quality of life can be in part explained by the 

proposal that independence experienced by Al elders with good health status and the dependence on others as 

the chronic condition worsens and health status fails . It can be further suggested from the study that the 

correlation between the variables of health status and employment may be interpreted as when the chronic 

condition is poorly managed, the individual has a lower self-reported general health status and is Jess likely to 

be employed. Whereas, when chronic conditions are managed appropriately, self-reported general health 

status rating improves and the individual has a greater chance of being employed. 

The rejection of the null hypothesis is based on the findings of independent samples t-test and 

confidence interval testing at both the 5% and 1 % significance level, in which the probability of wrongly 

rejecting the null hypothesis is I -in-20 and I -in- I 00. The observed pattern in the data is due to the existence of 

relationships between variables and is not due solely to chance. The findings show a sturdy and powerful 

quality in the strength of the significance testing, adequate sample size and reliability of data collected by 

survey. The Southern Plains American Indian elders do not experience a better health-related quality of life 

when compared to the Northern Plains American Indian elderly. It is important to remember that statistically 

significant findings may not be practically or clinically significant in the real-world. 

The acceptance of the alternate hypothesis, health-related quality of life is statistically different 

between the Southern and Northern Plain elders, is a decision made with the knowledge that the sample data 

analysis and subsequent statistical inference is applied to the entire region. Although bearing in mind lhat each 

tribal region is a different entity and not all generalizations can be applied from the examination of lhe 

subgroups to the whole of the American Indian elder regional population. 
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The holistic definition of health, "the degree to which a person functions mentally, spiritually, 

physically and psychologically" is represented by the health-related quality of life variables. The assertion that 

increasingly debilitating effect of chronic illness has a negative impact on the general health status cannot be 

verified by the statistical analysis of this dataset. The statement that the increasing burden of chronic disease 

in American Indian elderly is reflected in the interaction of demographic, sociocultural and environmental 

factors can not be conclusively validated by the associations identified, although relationships with weak to 

moderate correlation may sti ll provide valuable information needed for advocating for this subpopulation. The 

limitation attached to previous research work in this unique area of social sciences is an awareness of a 

demographic shift in the interpretation of results, which may produce statistical artifacts that exaggerate the 

health and functionality of the elders. (McDonald, 2005) 

The "unnatural history" of the American Indian elderly can be viewed as individuals making their own 

history, but not under the conditions of their own choosing. Historically, programs for the elderly combined 

with powerful interest groups in the US health care system have not placed high priority on their needs and the 

forces that shape health pol icy take I ittle notice of the elders that practice successful self-management of their 

health. Th_e health problems and concerns of older minorities are largely invisible in the larger health policy 

context and evidence-based practice research confirms that the elderly of racial and ethnic minority groups 

rarely receive special attention The rapidly changing nature of federa l policy processes has made budgetary 

issues the cornerstone of all public policy. These trends can be seen in the health care cost-containment 

policies such as increased out-of-pocket costs and continued efforts to reduce nursing home use. Much of the 

literature in this area of study finds a strong association between chronic underfunding of lHS and increasing 

health disparities in the AI elder and speculates that if access to care becomes even more limited due to the 

reliance on discretionary spending, health disparities between AI elders and the general US population of 

elderly will expand. Several interventions to this dilemma include; minority elected officials and cooperating 

agencies need to make health and long-term care part of their larger agenda, developing proposals and 

platforms that are informed, visible and best suited to the populations they represent. Secondly, the 

development of proposals for financing, development and delivery of long term care will require minority 
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scholars and service providers to play a key role in educating policy-makers about the needs and experiences 

of aging minority elders 

Conclusions: 

Aging is a natural phenomenon; it happens to everyone, everywhere. The number of the elderly and 

particularly of the oldest old ( over eighty-five years) as a percentage of total population is growing rapidly and 

this trend will increase well into the next century. The future of healthcare for the elderly has been termed a 

"dangerous and de! icate situation" and the large number of senior citizens will place a significant strain on the 

health care system in coming years. America's seventy eight million "baby boomers" will begin turning sixty­

five in 2011 and the anticipated paradigm shift in healthcare service delivery will likely require a new or 

revised infrastructure. The revision of infrastructure will require deferential allocation of resources due to the 

special healthcare needs of the elderly . The US federal government challenge of social and healthcare 

complexity of the aging population requires resourceful and effective health policy development. Aligned 

with resourceful health policy for the aging, the need for standardizing and simplifying of all sectors of the 

health care system; implementation of measures to reduce overuse and underuse of health care; investment in 

effective treatment and prevention for the elderly population and reduction of costs by developing technology 

and regulatory reforms, are all national healthcare goals. 

Independence in the elderly has been defined as having greater control over their lives, needs and self­

esteem. In Western societies, independence in the elderly is a socially accepted goal and dependence is 

oftentimes merely tolerated. M. MacLean ( 1982) found that elderly persons in long tem1 care facilities are 

very concerned with maintaining their physical and mental health as much as possible and are determined to 

meet the challenges to their autonomy. Several successful strategic healthcare measures used to assist the 

elderly to maintain independence include assisted living facilities, videophones in the home and community 

based hospital discharge support services. 

Further research and evaluation is needed in the area of how elderly people can maintain their 

independence, despite an inevitable decline in their physical health. The pressing need for data collection, 

data analysis and subsequent policy development is needed to meet the overall goal of appropriate, quality and 
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cost effective healthcare for the elderly, which will enable the elderly individual to stay healthy and 

functionally independent as long as possible. Five recommendations for further health research focused on the 

elderly population nationwide: Develop and maintain a core group of national longitudinal health surveys to 

study health transitions and health service needs among the elderly; introduce design changes in other major 

survey programs to improve their usefulness for studying the health of the elderly, health care expenditures, 

and quality of care; standardize definitions and instrumentation across data collection and data dissemination 

activities; improve mechanisms for the broad dissemination of all types of data collected with federal support; 

and provide an adequate level of suppo1t for statistical and forecasting research. 
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