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Note to Readers

For a complete list of urban
Indian health organizations, and
links to their health profiles,
please visit: www.uihi.org

Community Health Profile

This is one of thirty four community health profiles produced by the Urban Indian
Health Institute to examine the health of American Indians and Alaska Natives
(AI/AN) living in select urban counties. These counties are served by the network
of title V urban Indian health organizations across the country.

This health profile provides an overview of the health status of the AI/AN popu-
lation living in the network of Urban Indian Health Organizations. It examines
preventable causes of illness, death, access to care, and burden of disease for this
urban community. While this report covers key health indicators, not every health
concern affecting the AI/AN community is examined.

The health indicators covered provide data across two comparison groups: Al/AN
and the general population (all race). Because this is an aggregate report, all data
presented are national.

For more information please contact the
Urban Indian Health Institute
Seattle Indian Health Board
PO Box 3364
Seattle, WA 98144
(206) 812-3030
Website: www.uihi.org
e-mail: info@uihi.org

Figure |. Urban Indian Health Organizations in the United States.
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Notes on Data Use and Limitations

General Limitations:

Racial misclassification is defined as incorrect coding of an individual’s race or ethnicity in public records. Racial
misclassification of AI/AN on surveillance data is well documented," complicating epidemiologic assessments. For
example, the monitoring of AI/AN health status and evaluation of health outcomes are made more difficult by

racial misclassification, which often results in a gross underestimate of the true disease burden.? Additionally, racial
misclassification distorts overall population counts and can negatively impact equitable resource allocation. Because
of this consistently documented research, we assume that many of the health disparities presented in this community
health profile using vital records data are larger than reported.

Data presented are specific to the county(s) in this urban Indian health organization service area. However, in some
instances, county level data are aggregated with other counties because the number of events (e.g., births, deaths,
respondents) are too small to report.

Behavioral Risk Factors Surveillance System (BRFSS):

While the BRFSS is the world’s largest on-going telephone survey, and includes enough AI/AN respondents at the
national level for meaningful analysis, it has several limitations. First, as a telephone survey, only households with phone
service are included in this survey, which eliminates certain segments of the population that may be more at risk of
poor health outcomes. Second, phone surveys introduce the possibility of bias. There may be something inherently
different about people who agree to participate in the phone survey compared to those who do not. Because we have
no information about individuals who do not participate in the survey, we cannot assess the degree to which there is

a difference in health and behaviors between these groups. Finally, individuals may have difficulty recalling information
accurately or may choose not to answer questions truthfully. For more information about the BRFSS, please visit:
http://www.cdc.gov/BRFSS.

Census Data:

Readers of this community health profile will note the use of 2000 U.S. Census data. While this data is currently the
only data available, it is almost 10 years old at the time of this report’s publication. As such, it does not reflect the
changes in population count and poverty that are predicted.

Vital Records:

Collection methods for prenatal care and maternal smoking collected on birth certificates have recently changed. In
order to address this, we present data pre-certificate change (1998-2002). To protect individual confidentiality, some
indicators (e.g., SIDS) are presented with more years (1995-2004) so that reporting on this important indicator is
possible.

Notes on Race Classification:

Data from the 2000 Census allow for multiple race categories, and mixed racial background reporting. Census data
presented in this profile include people reporting AI/AN heritage alone and AI/AN heritage in combination with
another race. The terms “all race” and “general population” are used interchangeably.

For the BRFSS data, respondents are asked two questions regarding race:
I. Which one or more of the following would you say is your race?
2. Which one of these groups would you say best represents your race?

The BRFSS data presented in this community health profile reports on individuals who selected AI/AN as “the group
that best represents your race.”



Census Overview

The network of Urban Indian Health Organization’s service area is home to a diverse group of AI/AN people. According
to the 2000 Census, over 1,000,000" residents reported that they are of AI/AN heritage.

*
This number includes AI/AN alone and in combination with another race

Race/Ethnicity
Figure 2. Total Population, UIHO Service Area
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American
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O Asian

13%

M Native Hawaiian and
Other Pacific Islander

O Other race

Source: 2000 US Census.

Note I: Legend corresponds clockwise on the pie graph starting from
the largest population group, White.

Note 2: This figure refers to those who identify themselves as AI/AN
alone.

Educational Attainment

Al/AN suffer disparities in educational attainment. In
the UIHO service area, 29.5% of Al/AN residents do
not have a high school degree compared with 20.0%
of the general population.

Figure 5. Educational Attainment, 25 and older

Highest Level of

- All Race Al/AN
Education
No High School 20.0% 29.5%
Diploma/GED
High School 22.7% 25.9%
Diploma/GED
Some College 27.9% 31.5%
BA/MA/PhD 29.4% 13.1%
Degree

Source: 2000 US Census.

Population

Figure 3. UIHO Service Area
Total population: 68,655,372
Al/AN population: 1,042,386

Source: 2000 US Census.

Age

The AI/AN population in the UIHO service area is
younger than the population overall.

Figure 4. Age Distribution

Age All Race Al/AN
0-17 yrs 26.1% 33.0%
18-24 yrs 10.0% 12.5%
25-44 yrs 32.1% 33.0%
45-64 yrs 20.9% 16.8%
65+ yrs 10.9% 4.7%

Source: 2000 US Census.

Poverty

In this service area, 24% of Al/AN residents are living
in poverty - almost double the general population
(13.3%).

Figure 6. Poverty Status
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Source: 2000 US Census.



Mortality Overview

Top Causes of Mortality

Similar to the general population, heart disease and
cancer are the two most common causes of death
among Al/AN residents in the UIHO service area.
Unintentional injury ranks third in all cause mortality
among Al/AN.

Deaths due to unintentional injury pose a great
health risk for the AI/AN population, and because of
racial misclassification, the magnitude of the disparity
could be an underestimate. In order to address this
disparity, health workers must better understand

the risk factors, and design culturally appropriate
interventions to prevent these injuries.

Cancer Mortality

Lung cancer is the leading cause of cancer deaths
among Al/AN living in the UIHO service area. Many
factors contribute to the risk of developing lung
cancer including: smoking and being around others
who smoke, exposure to radon gas or asbestos, and a
family history of lung cancer. *

Disparities in Mortality

Figure 9 shows select mortality disparities among the
Al/AN population living in the UIHO service area.

Among Al/AN residents, the chronic liver disease and
cirrhosis mortality rate is 20.0/100,000. higher than
the general population (9.4/100,000)

Among Al/AN residents, the alcohol-induced
mortality rate is 14.7/100,000, higher than the general
population (5.7/100,000)

Among Al/AN residents, the diabetes mortality rate
is 26.8/100,000, higher than the general population
(22.5/100,000)

Per 100,000 Deaths

Figure 7. Al/AN Top Cause Mortality, 2001-2005

Top Causes of Death Rate (Per
100,000)
|. Heart disease 101.6
2. Cancer 80.0
3. Unintentional injury 34.0
4. Diabetes 26.8
5. Cerebrovascular disease 24.9

Source: US Centers for Health Statistics.

Figure 8. AI/AN Cancer Mortality, 2001-2005

Top Causes of Cancer Rate (Per
Mortality 100,000)
I.Lung 22.1
2. Prostate 1.2
3. Breast 10.1
4. Colorectal 6.8

Source: US Centers for Health Statistics.

Figure 9. Select Mortality Disparities, 2001-2005
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Source: US Centers for Health Statistics.




Reported Health and Health-Influencing Behaviors

Self-Reported Health Status

Self-reported health status captures symptoms

of disease in addition to diagnosed illness. Its use
broadens the scope of information gathered to
include perceptions of health, treatment adherence,
and resources available within the environment. ®

For the Behavioral Risk Factors Surveillance System
(BRFSS), respondents are asked to rate their own
health using one of the following options: “Excellent”,
“Very Good”,“Good”, “Fair” or “Poor”

In the UIHO service area, 27% of the AI/AN
population rated their own health as fair or poor -
greater than the general population at 16.1%.

Tobacco Use

Over 23% of AI/AN residents in the UIHO service
area report that they are current smokers compared
with 16.6% of the general population.

The negative health effects of smoking are well
documented and include an increased risk of lung
cancer and stroke. ®

For information on how your urban Indian health
organization can help reduce rates of smoking in your
service area, contact your local health department.

35.0%

30.0%

25.0%

20.0% A

15.0%

10.0%

5.0%

0.0%

Figure 10. Self-Reported Health Status, 2004-2008

32.1%

32.5%
30.0%

22.6%

21.8%

17.9%

20.4%

12.4%
6.6%
37%.:

Excel

lent

Very good

Good

All Race mAI/AN

Fair Poor

Source: CDC, Behavioral Risk Factor Surveillance System.

Figure I'l. Current Smoker, 2004-2008

30.0%

25.0%

20.0%

15.0%

10.0%

5.0% -

0.0%

23.2%

16.6%

All Race ®AI/AN

Source: CDC, Behavioral Risk Factor Surveillance System.

Disease Prevention Note: No matter how long one has been smoking, quitting is the most important step to
take in order to reduce the risk of developing cancer and lung disease. According to the American Cancer Society,
people who stop smoking before age 50 cut their risk of dying in the next |5 years in half compared with those who

keep smoking.’




Reported Health and Health-Influencing Behaviors (cont’d)

Obesity Figure 12. Obesity (BMI=30),2004-2008
The prevalence of obesity in AI/AN communities 35.0% 317%
points to an urgent need for culturally appropriate 30.0%

prevention programs and increased access to healthy ) 22.3%

foods. Over 31% of AI/AN living in the UIHO service 25.0%

area report they are obese compared with 22.3% of 20.0% -

the general population. 15.0%

The lack of fitness and physical activity combined with 10.0% 1

overconsumption of unhealthy foods likely drive the 50% -

obesity epidemic. Exercising and eating healthy are 0.0%

two ways to prevent obesity.
All Race W AI/AN

Source: CDC, Behavioral Risk Factor Surveillance System.

Diabetes Figure 13. Diagnosed with Diabetes, 2004-2008
Among Al/AN living in the UIHO service area, 12.2% 14.0% 2%

have been told by a doctor that they have diabetes 12.0%

compared to 7.3% of the general population. Given

the limitations of the survey method the magnitude 10.0% 7.3%

of the diabetes burden among Al/AN reported 8.0%

through BRFSS is likely an underestimate. 6.0% A

With diagnosis of diabetes comes the additional cost 4.0% 1

of managing the disease. According to the American 2.0% A

Diabetes Association, people with diabetes, on 0.0%

average, have medical expenditures that are 2.3 times

higher than those without diabetes. All Race B AIAN

Source: CDC, Behavioral Risk Factor Surveillance System.

Disease Prevention Note: There is a strong relationship between obesity and diabetes,® and research
suggests weight loss can help prevent the onset of type 2 diabetes. Diabetes is associated with a number
of life threatening conditions including heart disease, stroke, high blood pressure and kidney disease. If not
properly managed, diabetes can result in amputations, blindness and premature death.?




Barriers to Care

Could Not See Doctor Because of Cost

Affordable health care is an essential component of
health promotion and disease prevention. One of the
Healthy People 2010 (HP 2010) goals is to reduce
the proportion of families that experience difficulties
or delays in obtaining health care or do not receive
needed care for one or more family members.

The HP 2010 target is 7%. Among Al/AN living in the
UIHO service area, 20.5% report they were unable to
see a doctor in the past year because of cost issues.

Had No Insurance in Past 12 Months

Over 27% of Al/AN living in the UIHO service area
report not having health care coverage (including
federal programs) in the past year compared to
18.1% of the general population.

Health service research has documented serious
health and financial consequences associated with
being uninsured. Those without adequate health
coverage have 55% fewer interactions with health
care providers. The uninsured receive less preventive
care, are typically diagnosed with more advanced
disease status, and have higher mortality rates
compared to the insured.’

Figure 14. Could Not See a Doctor Because of Cost,
2004-2008
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Source: CDC, Behavioral Risk Factor Surveillance System.

Figure 15. No Health Insurance, 2004-2008
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Source: CDC, Behavioral Risk Factor Surveillance System.

Disease Prevention Note: Access to health care is an essential component of preventing illness and
treating disease. The network of titleV urban Indian health organizations make outpatient health services
accessible to urban Indians, either directly or by referral. Despite increasing numbers of AI/AN in census
defined urban areas, funding for urban Indian health has remained at approximately |% of Indian Health

Services’ annual appropriations since 1979. '°



The Health of Mothers and Children

Smoking During Pregnancy Figure 16. Smoking During Pregnancy, 1998-2002"
In the network of UIHO, 14.7% of AI/AN women 20.0%

report smoking during pregnancy compared to 7.9% 14.7%

of the general population. 15.0% -

Smoking during pregnancy has been identified as 10.0% 7.9%

the most important potentially preventable cause of
low birth-weight in the United States. According to
the CDC, babies born to women who smoke during 5.0% -
pregnancy are about 30% more likely to be born
prematurely. !

0.0%

All Race ® AI/AN

Source: US Centers for Health Statistics.
* See limitations section for use of data 1998-2002

Births to Teen Mothers Figure 17. Births to Teen Mothers, 2001-2005
In the network of UIHO, 6.3% of AI/AN births are 7.0% 63%
to teen mothers compared with 3.2% in the general 6.0%
population. 50%
Teen births can carry additional health risks for the 4.0% 32%
mother and the baby, including premature birth and 3.0% | '
low birth weight. '
2.0%
Accessing prenatal resources and navigating the 1.0% -
health care system is difficult enough for most new 0.0%

mothers, but the risk of inadequate prenatal care for
young mothers is even greater. 2

All Race ®AI/AN

Source: US Centers for Health Statistics.

Late or No Prenatal Care Figure 18. Late or no Prenatal Care, 1998-2002"
Late prenatal care is defined as care received at the 10.0%
7th month of pregnancy or later. In the network of 8.2%
UIHO, 8.2% of AI/AN women are receiving late or 8.0%
no prenatal care compared with 3.9% of the general
population. 6.0%
3.9%
Comprehensive prenatal care can promote healthy 4.0%
pregnancies.Women who receive early prenatal care 2 0% -
can detect and manage preexisting conditions and m
receive health behavior advice, reducing the risk of 0.0%

adverse birth outcomes. "
All Race B AI/AN

Source: US Centers for Health Statistics.
* See limitations section for use of data 1998-2002




The Health of Mothers and Children (cont’d)

All Cause Infant Mortality Figure 19. All Cause Infant Mortality, 2000-2004

The infant mortality rate is defined as the number of 10.0
babies less than one year of age that die per 1,000
live births. 8.0
" 6.1
In the network of UIHO, the rate of AI/AN infant § 6.0 1
deaths is 8.4 out of every 1,000 live births - higher S
than that reported in the general population (6.1). e 40 1
o
2.0
0.0

All Race ®AI/AN

Source: US Centers for Health Statistics.

SIDS Figure 20. Infant Mortality due to SIDS, 1995-2004

In the network of UIHO, the rate of AI/AN infant 1.5 4
deaths due to Sudden Infant Death Syndrome (SIDS)
is 1.4 out of every 1,000 live births."

Little is known about the causes of SIDS, or why the
Al/AN community has a higher prevalence of SIDS
related deaths.

0.6

Per 1,000 Births

0.5

Parents can reduce the risk to their baby by always
placing the baby on his/her back to sleep, placing the
baby on a firm sleep surface, and avoid letting the
baby overheat during sleep.'

0.0
All Race ®AI/AN

Source: US Centers for Health Statistics.
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Prevention.

The UIHI would like to thank the National Center for Minority Health and Health Disparities, the staff at the
urban Indian health organizations for their input, and acknowledge the excellent work they do daily on behalf

of their communities.

For questions or comments please contact:
Urban Indian Health Institute

Seattle Indian Health Board

info@uihi.org

Phone: 206-812-3030

www.uihi.org
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Appendix |:UIHO and Their Service Areas

Program Name

Native Americans for Community Action
Native American Community Health Center
Tucson Indian Center

American Indian Health Project Bakersfield
Fresno American Indian Health Project
United American Indian Involvement, Inc
Native American Health Center - Oakland

Sacramento Native American Health Center
San Diego American Indian Health Center
Indian Health Center of Santa Claran Valley, Inc
American Indian Health & Services Corporation

Denver Indian Health and Family Services

American Indian Health Services of Chicago, Inc
Hunter Health Clinic

North American Indian Center of Boston, Inc

American Indian Health and Family Services of
Southeastern Michigan

Indian Health Board of Minneapolis
Indian Health Board of Billings

North American Indian Alliance

Indian Family Health Clinic

Helena Indian Alliance

Missoula Indian Center

Nebraska Urban Indian Health Coalition

Nevada Urban Indian, Inc

First Nations Community HealthSource
American Indian Community House, Inc

NARA Indian Health Clinic

South Dakota Urban Indian Health, Inc
Urban Inter-Tribal Center of Texas

Indian Walk-In Center

City
Flagstaff
Phoenix
Tucson
Bakersfield
Fresno

Los Angeles
Oakland

Sacramento
San Diego
San Jose
Santa Barbara

Denver

Chicago
Wichita

Jamaica Plain

Detroit

Minneapolis
Billings
Butte
Great Falls
Helena
Missoula
Lincoln

Reno

Albugerque
New York

Portland

Pierre
Dallas

Salt Lake City

State
Arizona
Arizona
Arizona
California
California
California
California

California
California
California
California

Colorado

lllinois
Kansas
Massachusetts

Michigan

Minnesota
Montana
Montana
Montana
Montana
Montana
Nebraska

Nevada

New Mexico
New York

Oregon

South Dakota
Texas

Utah

Service Area Counties
Coconino

Maricopa

Pima

Kern

Fresno, Madera, Tulare
Los Angeles

Alameda, Contra Costa, Marin, San
Francisco, San Mateo

Sacramento
San Diego
Santa Clara

San Luis Obispo, Santa Barbara,
Ventura

Adams, Arapahoe, Boulder,
Broomfield, Denver, Douglas, Gilpin,
Jefferson

Cook
Butler, Reno, Sedgwick, Sumner

Essex, Middlesex, Norfolk,
Plymouth, Suffolk

Genesee, Macomb, Monroe,
Livingston, Oakland, Wayne,
Woashtenaw

Hennepin, Ramsey
Bighorn,Yellowstone
Silver Bow

Cascade

Jefferson, Lewis and Clark
Missoula

Douglas, Lancaster, Sarpy,
Washington, Woodbury (IA)

Carson City, Churchill, Douglas,
Storey,Washoe

Bernalillo

Bronx, Essex, Nassau, New York,
Queens, Richmond, Westchester
Clackamas, Clark (WA),
Multnomah, Washington

Brown, Hughes, Minnehaha, Stanley

Collin, Dallas, Denton, Ellis, Hood,
Johnson, Kaufman, Parker, Rockwell,
Torrent, Wise

Davis, Salt Lake, Tooele, Utah,
Weber




Appendix |: UIHO and Their Service Areas (contd)

Seattle Indian Health Board

N.A.T.I.V.E Project

United Amerindian Health Center, Inc
Gerald L. Ignace Indian Health Center, Inc

Seattle
Spokane
Green Bay
Milwaukee

Woashington
Washington
Wisconsin
Wisconsin

King

Spokane

Brown, Door
Milwaukee, Waukesha




