








SDPI SPOTLIGHT: 

Pokagon Band 
of Potawatomi Indians 
The Pokagon Band of Potawatomi Indians, 
located in Dowagiac, Michigan, is one of 

over 300 diabetes treatment and preven­
tion programs in Indian Country funded by 
the Special Diabetes Program for Indians 
(SDPI). Like many counties in or surrounding 
Tribal communities, Cass County, where the 
Tribe is based, experiences Type II diabetes 
at a disproportionate rate of 14.6% of the 
county's population having a Type II diag­
nosis, compared to only 11 .7% in the state 
of Michigan. 

The Pokagon Band of Potawatomi began 
their SDPI program in 1998, at the begin­

ning of the grant program that was funded 
by Congress to combat the epidemic 
levels of diabetes in American 
Indian and Alaska Native com­
munities. Before SDPI, there 
were few staff members, no 
health education services, 
and diabetes screenings 
were not performed regu­
larly at the Pokagon Health 
Services (PHS). 

Today, the Pokagon Band has their 
very own clinic, where many of the provid­
ers are Tribal citizens. Ms. Rebecca Price, 
former Community Health Nurse at the 
Tribe's health clinic and now Tribal Council 
Member, provided the following insight on 
the innovative public health programming 
being done through the Pokagon Band of 
Potawatomi SDPI r:tfogram . 

HAS SDPI CONTRIBUTED TO 
COST-SAVINGS FOR YOUR 
HEALTH PROGRAM? 

"Cost saving is always a major goal in Indian 
Country. We have been able to supply many 
things for our patients at the PHS, includ­
ing glucometers, medications, podiatry 
care and treatments. We have been able 
to prevent costly amputations due to the 
services provided at the podiatry clinics and 
the therapeutic shoe program ensures each 
diabetes patient has a well-fitted shoe or 
orthotic to prevent wounds and skin break 
down. We also offer more exercise activities 

focused on youth and have created pro­

grams geared toward prevention - start­
ing with pregnant and new mothers with 
infants. Our breast feeding program has 
gained much attention and we've been able 
to put together a lactation room within the 
clinic for mothers to use when they visit." 

WHAT ARE THE TRIBE'S PLANS 
TO SUSTAIN THE WORK 
BEING DONE THROUGH 
THE SDPI PROGRAM? 

"We are in the process of enhancing our 
billing program, so we can bill for specialty 
treatments and procedures. Also, we rely 

more now on non-medical based 
treatment and prevention activ­

ities such as lactation educa­
tion, our registered dietitians 
prescribe fitness activities 
rather than medication, and 
we are able to provide one­
on-one diabetes education 

to pre-diabetics. Many ser­
vices we provide can be billed, 

but we are just not billing for them 
yet. Once this third-party revenue starts 
coming in, it will go back into serving our 
diabetic patients. 

In November 2014, we opened ourfirst new 
clinic building. We now supply many ser­
vices in our clinic that any American Indian 
or Alaska Native is eligible to receive. We 
have much to offer our Tribal community 
thanks, in part, to the continued funding of 
the Special Diabetes Program for Indians." 

For more information about SDPI, please 

visit www.nihb.org/sdpi. • 
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PartnershiR Between IHS 
and BIA to Reduce Opioid 
Overdoses 
A partnership between the Indian Health 
Service (IHS) and Bureau of Indian Affairs 
(B!A) was announced in December 2015. 
The initiative equips BIA law enforcement 
officers with naloxone for responding to 
overdoses in Tribal communities. Naloxone 
is a medication that can reverse the effects 

of a prescription opioid or heroin overdose, 
saving lives. 

The new agreement formalizes the partner­
ship between IHS and BIA to reduce opioid 
overdoses among American Indians and 
Alaska Natives. In 2016, the more than 90 
IHS pharmacies will dispense naloxone to as 
many as 500 BIA Office of Justice Service's 
officers and will train these first respond­
ers to administer emergency treatment to 
people experiencing opioid overdose. The 
partnership will be reviewed annually by IHS 
and BIA and will continue as long as the 
agencies agree it is delivering the desired 
results. 

IHS data indicate that the rate of drug-re­
lated deaths among American Indians 
and Alaska Native increased from five 
per 100,000 population (adjusted) in 

1989-1992 to 22.7 per 100,000 in 2007-

2009. The rate among American Indian and 
Alaska Native people is almost twice that of 
the general population; drug-related deaths 
were 12.6 per 100,000 population for the 
U.S. all race population in 2007-2009. 
According to the Centers for Disease Control 
and Prevention (CDC). the rates of death 
from prescription opioid overdose among 
American Indian or Alaska Natives increased 
almost four-fold from 1.3 per 100,000 in 
1999 to 5.1 per 100,000 in 2013. 

For more information visit: 
1.usa .gov/1 RE9mOK 

PARTIAL LIFT ON FUNDING 
BAN FOR SYRINGE 
EXCHANGE PROGRAMS 

Congress passed a measure in the 
omnibus signed by President Obama 
in January that effectively ended the 
funding ban of syringe exchange pro­
grams. While federal funds still can't 
be used to purchase new syringes, 
programs can now use federal funds 
to pay for things like staffing, rent, 
vehicles, counseling, and outreach. 
Syringe exchange programs provide 
new needles in exchange for used 
needles from people who inject drugs 
intravenously. These harm reduction 

programs help prevent the spread of 

hepatitis and HIV. • 

Our Path Towards Health Equity • Continued from Page 1 

WHY SHOULD I CARE 
ABOUT HEALTH EQUITY? 
Ultimately, everyone deserves a fair shot at 
a healthy, happy life. As public health prac­
titioners, it is our job to promote health and 
prevent disease. The unfortunate reality is 

that dramatic differences exist in the health 
outcomes of the general U.S. population 
compared to many American Indian and 
Alaska Natives. By using a health equity lens 
in our public health programming and pol­
icy work in Tribal communities - one that 
addresses avoidable inequalities such as 
poor housing conditions, lack of access to 
healthcare, and less education opportunities 
- we can honor and attempt to correct the 
damage done by the forced and systematic 
departure from cultures and traditions that is 
at the root of the unequal resource allocation 
and health outcomes that exist today. 

HOW TO ACHIEVE HEALTH EQUITY 
It is unrealistic to believe that 100 percent 
equity is achievable. Hundreds of years of dis­
criminatory practices have shaped the health­
care system that we currently live in, however 
there are ways to work towards a more equi­
table world . They key to healthier nations 
start with public health- addressing the 
population's health, not just individual's. 
This includes providing access to a healthier 
lifestyle for the entire community, establish­
ing cross-sector collaborations and empow­
ering the individuals that make a community 
by addressing social, economic and environ­
mental injustices. 

ACCESS 
The most well-known ways to live healthily 
are to exercise and eat a balanced diet. While 
these seem simple enough, unfortunately, 
there are a great deal of barriers that impede 
thousands of able-bodied individuals from 
doing so. Exercise, for example isn't as easy 
as going for a jog. Sure, a gym isn't neces­
sary to get in some cardia. However, a safe 
place to do so is. Communities often lack 
sidewalks, streetlights, and green space to 
safely go for a walk. "An apple a day keeps 
the doctor away", but what if there aren't 
any grocery stores with fresh produce for 
miles around? Without access to spaces to 
safely be physically active or to purchase raw 
foods, how can there be an expectation for 
the community to live healthily? Public health 

interventions can be geared towards giving 



the community, as a whole, a chance to incor­
porate walking into their daily lives by hosting 
a walking club or sponsor a 5k. Community 
gardens with traditional foods offer access 

to both fresh foods and cultural knowledge. 

COLLABORATION 
While health departments play a central role 
in creating healthy communities, they cannot 
do it alone. Communication across sectors 
must be ongoing to achieve equitable poli­
cies and programs that provide opportunity 
for all community members to lead healthy 

lifestyles. For example, transportation depart­
ments play a major role in improving the side­
walks, adding streetlights, and establishing 

·bike lanes to create safe spaces for physical 
activity. Additionally, police departments are 
responsible for ensuring the overall safety 
of a community and, by increasing the law 
enforcement presence in an area, could give 
residents the assurance that it is safe to walk 
around the block. Creating and maintaining a 
healthy community is a shared responsibility 
of the entire community, including the private 
sector, governments, schools, and families. 
Collaboration of these different entities is key 
in creating an environment that promotes 
physical, emotional, social, and spiritual 
well-being for all . 

EMPOWERMENT 
Finally, empower your community to live 
healthier lives. Give them a voice and arm 
them with the knowledge . and resources 

they need to focus on their mental, physical, 
spiritual, and social well-being. Incorporate 
the four R's into every programmatic and 
policy intervention so our communities can 

be healthy for the next seven generation~ . • 
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Navajo Nation Takes a Policy 
Stance on Junk Food 
The Healthy Dine Nation Act (HDNA), 
signed into law in November 2014 by 
former President Ben Shelly of the Navajo 
Nation, is the first legislation of its kind in 
Indian Country, wherein a tax was imposed 
on certain foods deemed to be low in nutri­
tional value. Although 20 states currently 
tax sugary sweetened beverages (SSBs) at 
a higher rate than other food items, this is 
the first precedent in Indian Country and is 
more extensive given its coverage of chips, 
cookies, and other foods historically known 
as 'junk' foods in addition to SSBs. This tax 
has been heralded by activists and health 
professionals for signaling a new approach 
to combatting chronic disease, and opposed 
by some political and economic pundits 
who claim it may stifle small businesses 
and expressed concerns about how it will 
be regulated. Proponents of the new law 
have pointed towards the expected $1-2 
million in revenue it will generate per year 
which will be utilized to fund new farmer's 
markets, greenhouses, traditional cooking 
classes, and wellness programs. 

Rising levels of chronic disease remain a key 
issue in Tribal communities nationwide, and 
Navajo representatives are hopeful that this 
tax will convey the urgency with which their 
government is tackling this concern, while 
also promoting awareness within the com­
munity. The bill was authored and promoted 
by the Dine Community Advocacy Alliance 
(DCAA), a local community organization 
that hopes that the new law will eventually 
decrease the inventory of unhealthy foods 
while increasing the demand for and avail­
ability of healthy foods through education 
and investments in local farming. 

Although colloquially dubbed as the "junk 
food tax", many claim this label to be triv­
ializing and misleading, as an amendment 
only a few months prior to the passage 
of HDNA removed a 5% tax on fruits and 
vegetables. This tax reduction on fruits 
and vegetables extended also to tradi­
tional Navajo foods: such as corn, squash, 
beans and others. Essentially, the goal was 
to increase the affordability of healthy, tra­
ditionally appropriate foods while decreas­
ing the affordability of calorically dense, 
innutritious foods. 

Scientifically speaking, there seems to be 
evidence that such taxes are an effective 

deterrent for unhealthy behavior. According 
to a report released in October 2012 by the 
Rudd Center for Food Policy and Obesity, 
"A 10% increase in price is estimated to 
result in an 8% to 12.6% decrease in con­
sumption." In addition, citing a 2011 study 
on SSB taxes in Illinois, researchers " ... esti­
mated that a penny-per-ounce excise tax 
would reduce the number of obese youth 
by 9.3%, and obese adults by 5.2%; dia­
betes incidence by more than 3,400 cases; 
diabetes-related health care costs by $20.7 
million; and obesity-related health care 
costs by $150.8 million ." Although these 
are predominately long-term benefits, rep­
resentatives of the bill have no illusion that 
this legislation is only the first step towards 
improving health and wellness in Navajo 
Nation. There seems to be agreement that 
this new law harbors symbolic significance 
in addition to tangible benefits, as accord­
ing to Denisa livingston, a constituent of 
DCAA, "Healthy food is not just our tradi­
tion, it's our identity. This is the start of a 
return to food sovereignty." 

The Healthy Dine Nation Act is set to expire 
in 2020. Although some are hoping that 
this new tax will inspire enough aware­
ness, community support and investment 
in healthy farming so as to render renewal 
of the tax unnecessary, negotiations over 
reauthorization are not off the table. At 
this point, only time will tell. HDNA went 
into full effect in April 2015, and Tribal 
administrators are currently in the process 
of reviewing year-one revenue totals and 
statistics. 

The National Indian Health Board is in the 
middle of policy scan examining Tribal and 
federal policies impacting obesity preven­
tion. The hope is to publish this compen­

dium later in 2016 as a resource for all 
Tribes seeking varied approaches to com­
batting this epidemic in Indian Country. The 
scan will also inform a training on obesity 
prevention that will tap into best and wise 
practices for nutrition and physical activ­
ity. Please reach out to Shervin Aazami, 
saazami@nihb.org, for more information on 

the obesity prevention program at NIHB. • 
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