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CHAPTER |

INTRODUCTION
Native Americans/Alaska Natives (NA/AN) experience a disproport&barden

of chronic diseases nationwide. Cardiovascular disease is the leading cdeth oh
the NA/AN population (USDHHS, 2003; CDC, 2007). NA/AN also have the highest
prevalence rate of type 2 diabetes at 2.6 times that of the general Unitegp§patation
(USDHHS, 2003). Diabetes affects about 16.5% of the NA/AN population ages 20 and
over (NIDDK, 2007). Additionally, the rate of diabetes varies according to gaugra
locations as the rate among Alaska Natives was 6% while the rates inrsdutkena
were 29.3% in 2007 (NIDDK, 2007). Furthermore, the Oklahoma Native American
REACH 2010 project reported that the diabetes rate among Native Americaniadult
Oklahoma was disproportionately high at 13.1% compared to 7% for whites (Campbell,
2008).

Health disparities exist on many levels in the NA/AN population which netessi
a need for an in-depth analysis of possible improvements to the healthcane feyshis
population (IHS, 2006). The rates of substance abuse are highest in the NA/AN
population ages 12 and up at 14.1%. The life expectancy for NA/AN is about 6 years
less than the general United States population at 70.6 years versus 76.5 years §JSDHH
2003). NA/AN also suffer disproportionate rates of tuberculosis (600% higher),
alcoholism (510% higher), motor vehicle crashes (229% higher), injuries (152%)highe

suicide (62% higher) and homicide (61% higher) compared to the rest of the United



States population (IHS, 2006). Health disparities that exist in the NA/AN papulat
may be affected by a range of socioeconomic conditions such as increaseéy pover
inadequate access to healthcare and lack of cultural understanding (IHS, 2006).

The lifestyles of Native Americans/Alaskan Natives (NA/AN) havanged
considerably since the $%entury when Europeans began to settle in North America.
NA/AN are increasingly shifting from a traditional diet and physjcadtive lifestyle to a
more westernized diet and sedentary lifestyle (Dillinger et al., 1999). iditkstyle
changes may be contributing to the increased prevalence of chronic and infectious
diseases in the NA/AN population (IHS, 2003; Broussard et al., 1995; Castor et al., 2006;
Dillinger et al., 1999). The Indian Health Service (IHS) has worked to redulth hea
disparities by providing health care and developing health interventions forraatesti
1.6 million NA/AN from more than 560 federally recognized tribes (USDHHS, 2003).

In 2004, the population of NA/AN was estimated to be 4.4 million totaling 1.5%
of the United States population (USCB, 2005). Native Americans comprise about 7.8%
of Oklahoma'’s population. The Native American population living in Oklahoma
experiences the highest rate of obesity compared to other population groups with
approximately 28% being classified with a BMI>30 (Polley et al., 2005). Inrgene
Native Americans have a higher rate of obesity at 37% compared to the Uaitesl S
population at 21% (Baker et al., 2006). Increased prevalence rates of overwegtedia
and cardiovascular disease indicate a need for more culturally appropatte h
interventions that will improve dietary and physical activity behaviorddpel al.,

2005).



Obesity is a serious health problem for many NA/AN communities. Individuals
who are overweight or obese are at an increased risk for other health probleras suc
cardiovascular disease, hypertension, certain cancers, arthritis, mgeditturders,
diabetes and gallbladder disease (Wilson et al., 2007). There are many dagtribut
factors that need to be researched to understand the increased incidence adjlaiverwe
and obesity in the NA/AN population. Although it has been well documented that
positive energy balance brought about by energy intake exceeding expeleaitisr &l
weight gain, an effective intervention that will address this imbalancesittes
culturally effective health education targeting dietary and physicaitgdiehaviors
(Wilson et al., 2007). However, very little research has been conducted in the NA/AN
community to understand how cultural perceptions influence health behaviors.

Social marketing principles can be used to facilitate a better undergfaridin
cultural values and beliefs of a specific community and inform the developmenttaf hea
messages and interventions to positively influence behavior change (Wraihtl©97).
Researchers utilize social marketing principles and audience segyoretdassess the
health needs of a community by exploring perceived advantages and disadvantages of
health behaviors (Raval et al., 2004).

Health marketing has been described as a public health approach that combines
techniques from the communication, marketing and public health disciplines to develop
and deliver effective health messages to a target audience. Health markesinged
by the Centers for Disease Control (CDC) as a means of “creapimgnunicatingand
delivering health information and interventions using customer-centered andescienc

based strategies to protect and promote the health of diverse populations” (CDC, 2005).



Social marketing is a theoretical model that utilizes what has beereckferas
the “4 P’s” of marketing to influence behavioral change in the target audience4 The “
P’s” are product, price, promotion and place. Product is the desired health behavior
developed for the target audience (Andreasen, 2008). Price is determined bireyalua
the perceived benefits and barriers towards the product (Andreasen, 2008). Promotion
involves determining the most effective communication channels to reachgéte tar
audience (Andreasen, 2008). Lastly, place involves the location where the health
intervention will occur (Andreasen, 2008).

Audience segmentation is used to specify the target audience and involves
defining a segment of a population based on factors such as geographicah)ocati
demographic data, physical condition, medical history, attitudes, psychograhandat
behavioral choices. It is more effective for social marketers to haagnaested group
with common similarities to promote the benefits of a specific health beHzecause
that group will be more likely to respond to the same health message (Weinreich, 1999)
The audience segment for the purposes of our study is Native American women who
receive or are eligible to receive commodity food benefits and residgecdiad Indian

Nation's jurisdictional territory.

Purpose

The purpose of this study was to identify health concerns and issues among
Native American women who receive food stamps or commodity foods utilizing social
marketing principles. The short-term goal of this study is to develop a staikéting

campaign appropriate for Native American families who receive olligiele to receive



commodity food benefits and reside in a specified Indian Nation's jurisdictesritory.

The long term goal is to reduce overweight and obesity in this population.

Objectives

¢ Identify a health product for the social marketing campaign. For this study,
product will be determined through perceptions of fruits and vegetables, body
weight and physical activity using focus groups.

e Determine the price of participating in a health intervention through peits’
evaluation of the perceived benefits and barriers to behavioral changenggardi
fruit and vegetable intake, body weight and physical activity.

e |dentify the most effective methods of communication to promote health
messages that will influence behavioral change. Promotion is defined as how to
create demand for the products being explored.

e |dentify a place to conduct health interventions and disseminate health messages
Place is defined as the channels and physical locations for promotion of the

products being explored.



CHAPTER Il

REVIEW OF LITERATURE

Native American/Alaska Native Healthcare: Background & Histotidarmation

Development of Indian Health Service

Native Americans and Alaska Natives (NA/AN) were the first inhatstaf the
Americas dating back more than 10,000 years. Their history encompasses many
traditional values and beliefs that were unique to each tribe. Presently, theseaavalue
practiced by many tribes through different tribal languages, religions atmhtst The
relationship between NA/AN and the early settlers of America has beauldiéis many
lives were lost to gain equal rights. At that time, NA/AN rights weré déstablished by
treaties in 1774, the Constitution of 1787 and laws, Supreme Court decisions and
Executive Orders where the government assumed varying responsitoliteasls Indian
people (IHS, 2003).

Unfortunately, many Indian communities were overcome in the 1700s by a lack
of immunity to many infectious diseases brought to Native lands by Europ#arsset
The spread of disease continued in the early 1800s until the United States areny off
began to offer medical treatment to NA/AN living near army posts for the purposes of
infection control. This responsibility to provide medical care was moved throughout
different federal government programs. Indian Health Service (IHSestablished in

1955 by the Department of Health and Human Services (DHHS) to be the main provider



of healthcare for Indian people (IHS, 2003). Today, the Indian Health Service provides
health care free of charge for all eligible NA/AN who are memberdederally
recognized tribe (Noren, Kindig, & Sprenger, 1998).

Indian Health Service is also integral to promoting Indian rights through advoca
and informing Congress of NA/AN current health needs. Federal legrslatthe 1970s
changed the structure of IHS through increased participation from tribaihgosets.

The Indian Self-Determination and Education Assistance Act (ISDEA) of 1945 gav
tribes the opportunity to contract healthcare services instead of usinghel&SDEA

was amended in 1994 to include the Tribal Self-Governance Demonstration Program
which allows tribal governments to exercise control over IHS programs. lmoacidne
Indian Health Care Improvement Act of 1976 provided educational scholarships for
Indian students and gave tribes more input in the development and planning of health

care programs (IHS, 2003).

Partnerships Between IHS and Tribal Organizations

Most of the 560 federally recognized tribes have gained more responsibility and
control of health programs for NA/AN. Increased participation allows tribesake
decisions about staffing, facility development and community health proguadanisealth
needs (IHS, 2003). In 2003, almost 80% of outpatient care clinics in IHS were controlled
by tribes and most community health programs today are currently directeodsy
The improved partnership between tribal leaders and IHS representatives [&l5 to
improve their programs by focusing on the individualized health needs of each tribal

community (IHS, 2003).



Partnerships between local tribes and IHS may help promote cultural awareness
during the training of employees in management positions. Noren et al. (1998) conducted
a national survey in 1996 with 5 IHS service regions to determine the most eridiaa
for improved healthcare as perceived by IHS staff. Cultural awareagsadrwas cited
as a critical factor to management’s ability to accurately understehsleave the
NA/AN population. It was suggested by staff that management training inglude
traditional style of management that would reflect the management ofribesl to
decrease conflicts and improve communication (Noren et al., 1998). Information learned
from this study and others not only points to the need for the development of cultural
awareness on the part of staff working with NA/AN but also supports the need for the

development of culturally relevant health programs (Noren et al., 1998).

Integrated Delivery System of IHS

Indian Health Service provides healthcare through three main channels. First,
there is direct care which is provided by IHS facilities on reservatiohban Indian
Health Programs. Second, there are contract care services that prosgléofun
specialty services purchased from outside private healthcare providers. aidaiso
tribal health programs established through contracts or government compladttas
that transfer the operational management of a facility or programibeg@rloff &
Lessans, 1999).

In 2003, Indian Health Service provided care for about 1.6 million NA/AN from
560 federally recognized tribes. Most of the NA/AN population who receive sdimace

on reservations or in rural communities in 35 states (IHS, 2003). It was repoités by



that about 55% of NA/AN rely on IHS as their major source of healthcare due tedsola
geographic locations and financial constraints (IHS,2006) Isolated environments of
reservations often pose problems in terms of staff recruitment andoet@éddren et al.,
1998).

Because low recruitment and retention impact the quality of health careedcei
a Health Professions Support Team was developed by IHS to focus on improved
strategies for recruiting physicians and clinical staff. IHS ligesl a Loan Repayment
Program to repay student loans or cover medical school costs in exchange for contractual
service in a disadvantaged IHS service area. Though these initiativesipaseed
recruitment rates, high turnover rates remain and result in job vacanciesid¢al cri
positions at IHS facilities. The vacancy rate varies among IHStiesiwith some
facilities reporting few problems filling positions while others reporbwvay rates as
high as 65% (Noren et al., 1998).

The results of a local survey to IHS clinicians in the Navajo Area by Kim in 2000
provided insights to the problems associated with recruitment and retention @Kstaff
2000). The most common reasons healthcare providers cited for beginning employment
with IHS included a desire to work with the Native American population, the Southwest
location, convenient hours, the loan repayment program and work variety. The factors
dissuading providers from IHS positions included concerns about local schoolssedcrea
distance from their family and friends, administration, salary and hou$img primary
reasons IHS healthcare workers reported for continuing employment weiahstalif
co-workers, convenient schedules, location of Southwest and work variety (Kim, 2000).

Common reasons cited for ending employment were poor administrative support, fear of



transfer of management from IHS to the Navajo Nation, distance from familyiands,
extra working hours and poor local schools (Kim, 2000).

Indian Health Service operates through more than 600 health care facilities
including hospitals, health centers, stations and clinics. Indian Health Serdigeled
into 12 area offices which are further broken down into 150 service units throughout the
United States (IHS, 2003). These local service units are administrativéhamigsovide
care under the supervision of their regional area office (Shalala, Trujdhtg End
D’Angelo, 1999).

The IHS clinical care staff includes physicians, dentists, pharmaoitsusses.
Additional healthcare support includes allied health professionals such as exginee
sanitarians, physician assistants, nutritionists, dental assistants,dtkaiators and
medical administrators (IHS, 2003). Additionally, there are 34 Urban Indian Health
Programs which provide medical and dental care to NA/AN living in urban @ras
2003). The Urban Indian Health Programs were developed under the Indian Health Care
Improvement Act of 1976 to increase access to healthcare for the increadest ntim
NA/AN who were moving to urban areas (Noren et al., 1998). Currently, it is estimat
that more than 60% of the NA/AN population live in urban areas. However, Indian
Health Service has allocated only 1% of its funds towards urban Indian Healthrpsogr

(Evans-Campbell et al., 2006).
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Health Problems Affecting the NA/AN Population

Disproportionate Health Problems and Risk Factors in the NA/AN Population

The NA/AN population experience disproportionate rates of many chronic and
infectious diseases when compared to the general United States populatia200BiS
Broussard et al., 1995; Sequist, Cullen & Ayanian, 2005; Castor et al., 2006; Collins,
2008). The U.S. Census Bureau reported in 2005 that the 10 leading causes of death in
NA/AN were heart disease, cancer, unintentional injuries, diabetes, strakeicdiwer
disease and cirrhosis, chronic lower respiratory disease, suicide, inflpaezaionia
and nephritis or nephritic syndrome (CDC, 2007).

IHS has estimated that diabetes occurs in 1 out of every 4 NA/AN age 45 and
older and prevalence rates are increasing each year. An increase irspabetence
rates was also evident in NA/AN under 45 between 1990-1998 at ten times the rate fo
the same age group in the general U.S. population. Moreover, diabetes mortality rates in
NA/AN is four times that of the general U.S. population (USDHHS, 2003). Because of
disproportionate rates experienced by the NA/AN population, IHS createdededia
program to help prevent, monitor and provide education for diabetes for all age groups
with an emphasis on youth (USDHHS, 2003). The “Yes! Diabetes prevention program”
sponsored by the National Institutes of Health facilitated an understandimtigihetes
can be prevented when diagnosed as “pre-diabetes” through behavioral changesgregar
physical activity and diet leading to modest weight loss of 5-7% of theihtvNgD DK,

2007).

11



Cardiovascular disease rates have increased in the NA/AN population along with
increases in rates of diabetes, hypertension and hypercholesteroler@ia2@I3). IHS
reported that the rate for cardiovascular disease has increased to wionosies the rate
of the general U.S. population since 1968 in contrast to a 50% or more decrease in
cardiovascular disease rates among the general U.S. population (IHS, 2003).

Rates of cancer are increasing in the NA/AN population, and five year durviva
rates were the lowest in NA/AN compared to all other minority groups. Thercanc
survival rate may be low due to late detection of cancer and inadequate mealthca
services for the disease (USDHHS, 2003). The disproportionate prevalence rates of
chronic diseases in minority populations necessitates a need for cultpralthpaate
educational materials to provide improved healthcare related to screeningtipreaed
treatment (IHS, 2003).

It has been reported that some statistics for the NA/AN community may not
accurately report the extent of health problems due to errors based on racetas statis
records (Castor et al., 2006; Canales, 2004). The small population size and relocation of
many NA/AN from reservations to urban areas makes it difficult to iden&fiybers of
this ethnic group. Some NA/AN who have moved to urban areas may report more than
one tribe or nationality. Thus, a classification system to accurately petple in the
NA/AN population needs to be developed to accurately report health disparities in this
population (Castor et al., 2006). Mistakes based on underreporting of NA/AN due to
problems with racial classification were found on death certificatesegdts of health

disparity rates. These mistakes result in misleading data that makeulitf

12



determine the most critical health issues for the NA/AN population because @ifriaizc
local, state and federal statistics (Castor et al., 2006).

IHS has made significant strides towards improving the overall health of NIA/A
(IHS, 2003). Tuberculosis was estimated to occur in 8 out of every 1,000 NA/AN in
1955, but current estimates indicate a decrease of 97% between 1955-2003 (IHS, 2003).
Life expectancy has also improved, but it is still 2.4 years less than thalggnied
States population at 74.5 years versus 76.9 years from the 1999-2001 rates (IHS, 2006).
Additional improvements noted from 1973 thru 2003 include declines in infant mortality
rate (58% lower), maternal mortality rate (78% lower), gastrointéstis@ase mortality
rate (73% lower), pneumonia (51% lower) and influenza rates (51% lower) and overall
mortality rate (31% lower). These improvements are a result of increabkd lpealth
measures along with a heightened health awareness that has influencedlpers
behavioral choices (IHS, 2003). Despite improvements in these areas, room for
improvement remains especially in the area of chronic disease prevention among the
NA/AN population (IHS, 2003).

NA/AN have a diabetes prevalence rate that is 2.8 times the rate of nuamidis
whites. Many factors contribute to the disparity in diabetes prevalencdimgl
genetics, sedentary lifestyles and a shift towards increased consumpti@stefivv
foods. Traditional diets consisted primarily of protein and depended heavily upon hunting
and fishing. Fat was consumed in moderate amounts and fiber was a regular part of the
diet. Today consumption of traditional foods and food acquisition methods such as
hunting, gathering, fishing and farming has decreased substantiallpr(€agl., 2006;

Taylor et al., 2005; Teufel, 1996).
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Currently, most NA/AN who live on reservations obtain food from local grocery
stores and supplemental food programs (Taylor et al., 2006). NA/AN living on
reservations may be more at risk for nutritional problems due to less desinaigle |
conditions where resources such as transportation, fuel, running water andatsbnger
may be lacking (IHS, 2006). Indian Health Service reported that about 12% of NA/AN
homes had an inadequate water supply and waste disposal areas compared to only 1% of
the United States population (IHS, 2006). Approximately 50% of Native Americans who
reside on reservations live at the Federal poverty level creating a needda@skistance
programs such as the Food Distribution Program on Indian Reservations (USCB, 2005).
Although FDPIR food options have been updated to include more healthful items such as
fresh meats, fruits and vegetables, improvements are needed to reduce optians wit
high fat, sugar and sodium content (USDA, 2008).

Socioeconomic factors have contributed to growing health disparities in the
NA/AN population. In 2003, it was estimated that 32% of the NA/AN population were
living below the poverty level (IHS, 2003). In 2006, the U.S. Census Bureau estimated
that 17% of individuals in Oklahoma were living below the poverty level and 12.8% of
families in Oklahoma were living below the poverty level (USCB, 2006). Thesearates
higher than the national rates of 13.3% of individuals living at the poverty level and 9.8%
of families living at the poverty level (USCB, 2006). Based on a three yeagayéra
was reported that 29% of NA/AN did not have health insurance (USCB, 2005).
Unemployment in NA/AN was also 2.5 times the rate than that of the United State
population (USDHHS, 2003). Health issues facing NA/AN may be associated with

increased prevalence of poverty, unemployment, discrimination, inadequatg tacces
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healthcare and lack of cultural understanding. Recent collaborations betwden triba
communities and IHS centers may help to focus on the individualized needs of each tribe

to overcome some of the socioeconomic barriers to care (USDHHS, 2003).

Health Problems and Risk Factors Affecting NA/AN Women

NA/AN women experience higher mortality rates for cancer, diabateb@art
disease than non-Hispanic whites (Strauss et al., 1997). In addition, the repertéd rat
diabetes from national data was found to be higher in NA/AN women at 12% compared
to 9.7% in NA/AN men (Taylor et al., 2004). It was also reported that Native gameri
women are twice as likely to die from cervical cancer than white womend8at al.,

2005). Data from the 1999-2003 National Health Interview Survey (NHIS) reported that
NA/AN women had a higher prevalence rate of obesity (29.4%) than white women
(20.3%) and Asian women (5.8%), but NA/AN women had a lower prevalence rate of
obesity compared to black women at 36.6% (Barnes et al., 2005). Such health problems
could be prevented with increased access to quality healthcare and positive behavior
change (Lutz 1997).

Evans-Campbell and colleagues (2006) implicate that some of the current
problems associated with poor health are related to increased rates whalbfo
violence and the resulting effects on both physical and mental health. NA/AN women
have endured the highest rates of violence with 31.4% reporting rape, 61.4% reporting
physical assault and 17% reporting stalking (Evans- Campbell 2006). Also, the 1999-
2003 NHIS also reported that NA/AN women reported the highest prevalencé rate

psychological distress at 11.8% compared to 4.0% of black women, 3.4% of white

15



women and 2.4% of Asian women (Barnes et al., 2005). In addition, NA/AN women who
experienced violence are reportedly more likely to suffer from depressionvarself-
esteem, posttraumatic stress disorder, suicide attempts and alcohol abustecthef
violence may cause NA/AN women to decline necessary healthcare seuiteg them

at risk for sexually transmitted diseases, mental disorders, chronic disandeas

decreased immune system. (Evans- Campbell 2006).

Dietary intake among Native Americans

Methodological Issues Affecting Data Collection Among Native Anagrieopulations

Studies that target the NA/AN population and focus on dietary quality and dietary
habits are needed to improve nutrition education programs (Taylor et al., 2005; Dillinge
et al., 1999; Taylor et al., 2006; Ikeda et al., 1998). However, few studies exishiegam
NA/AN dietary food patterns and the relationship with chronic health problems such as
diabetes and obesity. More research needs to be conducted in NA/AN populations who
do not live on reservations to understand dietary and exercise behaviors for treitsegm
of the population also (Taylor et al., 2006).

NA/AN are not adequately represented in national nutrition surveys such as the
National Health and Nutrition Examination Surveys which includes dietary idtetke
(Taylor et al., 2006; Ikeda et al., 1998). NA/AN were scarcely representedlmitieel
States Department of Agriculture 1994-96 Continuing Survey of Food Intakes
by Individuals with only 107 of the 15,000 being Native American (Taylor et al., 2006).
Taylor et al. (2006) also noted that most studies in the NA/AN population are wiéh thos

living on a reservation even though more than half of the population do not live on a
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reservations. Another study by Guiliano et al. noted that behavioral data cbhgdtes
Centers for Disease Control and Prevention (CDC) and Behavioral Risk Factor
Surveillance System (BRFSS) may not be accurate due to a small samplacki of

detailed classification to identify NA/AN of different tribes and coll@etmethods using

a telephone. The CDC and BRFSS survey data is obtained through telephone interviews
which may bias data towards NA/AN at higher income levels (Guiliano, €i918).

When collecting behavioral data to measure risk factors in the NA/AN papulat
researchers should use methods that do not bias data towards a higher income level. In a
study by Guiliano et al. (1998), it was reported that only 33.5% of the Hopi population
had a telephone and statistical differences (p<.05) existed for rates ohgmtckditional
healers and Hopi health behaviors between participants with and without telephone
access. Furthermore, statistically significant (p<.10) differenees avident for marital
status, education and employment between Hopi women who did and did not have
telephone access. Researchers in this study used face to face intervievesdha
conducted in participant’s households which may cost more than telephone interviews,
but is necessary to increase the accuracy of data for the development of notire effe

health interventions for each tribe (Guiliano et al., 1998).

Dietary Intake Data

A study by Taylor et al. (2006) examined food consumption patterns in Native
American women living in Oklahoma using 1 day food lists and 4 day food records. A
convenience sample of 74 Native American women in Oklahoma was used for the 1 day

food list and 71 Native American women completed 4 day food records. Participants
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who completed food records also completed a food sort of the 53 most commonly
consumed foods to determine perceptions about fat, sugar and healthfulness of foods
(Taylor et al., 2006). The researchers found that participants’ identificztionds

being healthful or not had no relation to consumption patterns. For example, participants
believed that sugared soda was not a healthful food but two thirds of participantsdeport
soda consumption (Taylor et al., 2006). In addition, fried potatoes were eaten twice as
much in participants who viewed them as a high fat food, although there was not a
significant correlation (Taylor et al., 2006).

There were some discrepancies between the actual and perceived sugar and f
content of foods by participants in the food sort. Conflicting views on diet soda were
found as 42% of respondents viewed it as unhealthy while 35% saw it as a healthy food.
Cheese was viewed as a low fat food by 20% of the participants. Potatoes, jedlgnand |
were viewed as high fat foods by many of the participants. There were wery fe
significant relationships between the consumption of the 53 common foods and the
respondent’s perceptions of their health value, sugar content and fat content. More data
is needed to fully understand the food perceptions of Native Americans that influence
dietary habits (Taylor et al., 2006).

Another study by Taylor et al. (2005) examined the 4 day weighed food record
data in a convenience sample of 71 Native American women living in Oklahoma. The
main objective of this study was to identify core and secondary foods in thegzantsci
diets from the 4 day food records based on frequency of consumption. Core and
secondary foods were defined as the most commonly consumed foods in an individual's

overall diet. The core and secondary foods in this study were calculated using food

18



frequency scores from the 4 day food records (Taylor et al., 2005). The top 30 foods in a
list of 53 commonly consumed foods were identified as core foods while the remaining
23 were classified as secondary foods. The top ten foods consumed by participants were
generally not nutrient dense and included soda, coffee, white bread, butter/matgarine
diet soda, chips, candies, sugar and sugar substitutes. There were vemjt$eandr
vegetables listed in the core foods. French fries were consumed more thangpmatoe
bananas, orange juice and onions in the core foods. The top 6 foods in the secondary food
list were mustard, ice cream, ground beef, rice, green beans and hotdogs. In adelition, t
only Native American food that was reported in the list of 53 commonly consumed foods
was frybread (Taylor et al., 2005).

When examining the dietary status of NA with respect to current dietary
guidance, the diets of NA fall short with respect to fruits, vegetables ané gtzohs.
Taylor et al. (2005) reported that core foods provided 40% of the food guide pyramid
vegetable servings consumed. Secondary foods also provided vegetable servings for 19%
of the food guide pyramid servings. The results of this study were limitdoehyst of a
convenience sample in Native American women who live in Oklahoma instead of a
randomized sample of Native American women from different geographic locations.
Data from this study point to the need for improved and increased research on tle dietar
habits of the NA/AN population to identify areas that should be targeted in nutrition
education interventions (Taylor et al., 2005).

In a study by Ikeda et al. (1998), the dietary quality of 198 Native American
women in California was assessed using 24 hour food recalls. More adequately

nourished (MAN) diets were defined as those supplying at least 2/3 of the RID2A dbr
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15 nutrients while less adequately nourished (LAN ) diets were defined adipgoess
than 2/3 of the RDA for 3 or more nutrients. Study findings indicated that 39% of
participants had MAN diets compared to 61% of participants with LAN diets. Tae me
energy value for participants with a MAN diet was 2,357 kcal. Participartd i\l

diets had a mean energy value of 1,412 kcal. It was also found that respondents with
LAN diets had lower nutrient levels of vitamins A, C, and B-6 along with calcium and
magnesium. There was also a significant association (P=.04) with haviAgl alit

and responding “yes” when participants were asked if they drink milk on a regalar b
It was found that 54% of participants with a MAN diet responded “yes” to drinkirkg mil
compared to 39% of participants with a LAN diet. Although there was not a relapons
between participation in a food assistance program and nutritional adequacy 98%iet
of participants with MAN diets were enrolled in WIC while 43% with LAN weog
enrolled (Ikeda et al., 1998).

Ikeda et al. (1998) found low fruit and vegetable consumption among the
participants with an average of 1 serving of fruits and 1.6 servings of vegetahtgs usi
USDA Food Guide Pyramid serving equivalents (Ikeda et al., 1998). It was alsedeport
that 60% of participants did not eat fruit. Furthermore, it was found that 28% of the
women did not eat vegetables. There was also a statistically signisaaiation
(P=.002) between MAN diet classification and vegetable consumption. Partigipants
the MAN group consumed an average of 2.1 servings of vegetables. Conversely,
participants in the LAN group consumed an average of 1.3 servings of vegetables.

Researchers suggest the need to promote increased fruit and vegetable intatten N
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education and participation in available food assistance programs were also
recommended (lkeda et al., 1998).

In a study by Watts et al. (2006), dietary quality was compared between low-
income pregnant white and low income pregnant Native American women. All
participants were enrolled in the North Dakota Women, Infants and Children (WIC)
Program between 1996-2000. The sample size was 5,862 and 14.3% of participants were
Native Americans and the remaining 85.7% were white. The majority of women in both
groups had incomes that fell in the lowest poverty level category at <100% of thiypove
level at 54%, but Native American participants had a higher rate (81.7%) intdgarga
than white participants (50.3%). Most of the women were between the ages of 20-30
with Native American participants representing 54.1% of that age group compared t
64% of white participants (Watts et al., 2006).

Participants in the study by Watts et al. (2006) completed a dietaryyqudkix
for pregnancy (DQI-P) to assess if the women were meeting nutriti@eehneendations
for a healthy pregnancy. Native American participants consumed an aval@ie c
intake of 2,079 kcal/day which was significantly higher than the average datake of
white participants consuming 1,900 kcal/day. However, the foods being consumed may
have a low nutrient value as the DQI-P scores for both groups indicated a neethfgr die
improvement as Native American participants had a mean DQI-P score of 51.8edmpa
to white participants who had a mean score of 54.2. The DQI-P scores rangelfdom 1
to measure dietary quality where a good diet is associated with a scotEl>8Dshows

a need for dietary improvement and <50 may indicate a poor diet (Watts et al., 2006).
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Native American and white participants in the study by Watts et al. (2006) we
not found to have significant differences in dietary quality components. White
participants had a slightly higher intake of grain and fruit servings wiaiteyé\

American participants had a slightly higher intake of iron, folate, chobéstetal fat and
saturated fat (Watts et al., 2006). Watts et al. (2006) suggested that changes be made to
the package of supplemental WIC foods to include a greater emphasis on forteéedd cer

to increase iron and folate intake while including the addition of fresh fruits and
vegetables to improve dietary quality (Watts et al., 2006).

Dietary quality was also examined by Smith et al. (1996) in the Pima and Tohona
O’odham (Papago) tribes from the Gila River Indian community in Arizona. A total of
599 subjects ranging in age from 18-74 were recruited by two Pima women and 575 of
that group participated and completed a 24 hour recall and quantitative food frequency
(QFF) assessment. Interviews were conducted with Pima women who were lnaene
research dietitian. Smith et al. noted that more Pima women were overweight and
severely overweight compared to Pima men in all age groups. Pima particigamtsroe
the ages of 35-54 had the highest prevalence rates of overweight (72.4% men, 86.8%
women) and severely overweight (55.9% men, 62.3% women) (Smith et al., 1996).

Smith et al. (1996) reported that most of the participants (86%) consumed meals
at home and rarely went out to eat at restaurants or fast food places. Pima meedonsum
a higher amount of calories, protein, carbohydrates, fat, fiber and alcohol idigteir
than Pima women. However, Pima women consumed more protein, fat and
carbohydrates as a percentage of their caloric intake whereas men consumed m

alcohol as a percentage of their caloric intake. It was also found that 30%@paats
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did not meet the recommended dietary allowance (RDA) for Vitamin A and 46% did not
meet the RDA for Vitamin D. Using a 24 hour recall and QFF in Pima men and women
helped researchers understand and assess the foods that are usually eafemandie
(Smith et al., 1996).

The high rates of overweight and obesity in the Pima population may be
associated with changes in traditional diet and increased incidence oBsgdent
behaviors. Smith et al. (1996) reported that Pimas were once an agriculturalrmomm
that relied on farming and hunting methods for food acquisition. Yet, the Pima have
reported consuming a mostly westernized diet of eggs, bacon, sausage and potatoes for
breakfast; southwest foods such as tacos, tamales, chili stew, menudo, beans and
tortillas; hamburger and pork chops; and biscuit dough used to make “frybread”, “lazy
bread” and “quick bread”. The major fruits and vegetables consumed included
traditional melons and squash, but participants in the older age groups also consumed
traditional desserts such as wild spinach, tepary beans, mesquite bean pudding, berry
pudding and cactus bud stew. Participants in this study also reported consuming foods
from the commodity foods package from the Food Distribution Program on Indian
Reservations that includes canned meat, vegetables and fruit, cereals, chiegseef
dry and canned milk and egg mix. Because the 24 hour recall and QFF were useful in
determining intake, more studies need to be conducted on a large scale in Native
American communities to assess dietary quality utilizing diffenertvey methods
(Smith et al., 1996).

Dietary surveys such as the 24 hour food recall and Food Frequency

Questionnaire (FFQ) should include culturally specific foods to the population being
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surveyed due to variation in food patterns. DeGonzague et al. (1999) conducted a study
in the Mille Lacs Band of Ojibwe in Minnesota and Lac Courte Oreilles Bangilo#©
in Wisconsin to compare dietary quality, use of traditional foods, food collection methods
and body mass index. Interviews were conducted using a 24 hour recall, FFQ and
sociocultural questionnaire by Ojibwe people from the community that wenedrhy a
dietitian. Community members helped develop the FFQ to ensure that it included 68
plants, animals and fish that were part of the Ojibwe diet. A total of 104 pamtsipa
completed the interviews with 51 participants from the Mille Lacs band and 53
participants from the La Courte Oreilles Band (DeGonzague et al., 1999).

Participants from the Lac Courte Oreilles Band reported a higher use of
commodity foods (81%) compared to the Mille Lacs Band (37%) which could be
explained by the extended commodity food package in that community that included
fresh meat and margarine along with nutrition classes. A high percentaggaybaats
from both communities fished (63% - Mille Lacs Band, 49% - Lac Courte Gr&Had).
DeGonzague et al. (1999) noted that there was a statistically signditfanénce in the
number of participants who gathered wild plants as rates were higher in tG®lude
Oreilles Band at 60% compared to 37% for the Mille Lacs Band. In terms of body
weight, overweight was reported in 47% of participants after data for bodyinakex
was collected in both communities with a BMI of 27.3 or higher for women and BMI of
27.8 or higher for men (DeGonzague et al., 1999).

Both Ojibwe communities met recommended dietary allowances (RDAS) for
adequate total energy intake with a mean intake of 2,489 kcal/day in men and 1,837

kcal/day in women. This data coincides with NHANES 1l data indicating meagyener
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intakes for men at 2,464 kcal/day and 1,708 kcal/day in women. DeGonzague et al.
(1999) did not report any statistically significant differences in dietdake between
communities or gender (DeGonzague et al., 1999).

Traditional foods such as deer, wild rice and maple syrup were reportedly the
major sources of protein, iron, zinc, folate and sucrose in the Ojibwe diet. Bevangse t
was a preference for traditional foods and hunting/gathering was practicedyroifithe
Ojibwe households, future health interventions should include these foods and behaviors
as part of the health curriculum for this tribe. Also, the high prevalence rates of
overweight in each community demonstrate a need for nutrition interventions that can
increase use of traditional foods and healthier food choices (DeGonzague et al. 1999).

As health disparities continue to rise in the Native American population, tleere ar
also environmental and dietary changes that have taken place and vary between age
groups, tribes and geographic locations. Johnston (2007) conducted a study with 150
women from the Blackfeet tribe living on the reservation in Montana ranging $n age
from 18-93 years. Johnston and three trained Blackfeet women completed thewstervie
between November 1995- July 1996 using a 24 hour food recall and food list to generate
data about how dietary practices have changed over time between age groups.
Participants named foods that were eaten regularly during their childhood foothe
list, and then they listed foods they currently consumed on the 24 hour recall. Johnston
chose to categorize mealtimes as “breakfast and morning”, “lunch and afteamabn”
“dinner and evening” because some participants ate those meals at diffieesnf day.
The women were also stratified by age according to the following agpgr18-29, 30-

49, 50-69 and 70 and over (Johnston, 2007).
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Blackfeet women reported a higher consumption of meat for breakfast in their
childhood with the majority of meat choices being bacon and salt pork, and the oldest
group reported the highest intake of meat. Meat as a breakfast item eéavbas it
was reported in their current diet, and bacon was the most common item. The youngest
group reported the highest consumption of meat in the current breakfast, and the oldest
group reported the lowest consumption of meat for their current breakfast. Women in all
age groups reported eating cereal for breakfast in their childhoods withahatme
cornmeal, rolled wheat, cream of wheat, farina and boiled rice being theceraals
mentioned. When cereal was reported in their current diets, most of the cergal bein
consumed changed from hot cereals to cold cereals. There was also an inchease in t
consumption of white bread in the current diet compared to the childhood diets while the
number of women eating hotcakes decreased substantially in all age groupsllgspecia
the oldest group. Most of the women consistently ate eggs for breakfast, but egg
consumption was highest in the current diet of the 30-49 and 70 and over age groups.
Fruit consumption was always low in the childhood and present diet for breakfast, but
there was an increase in fruit across all ages except the younggsb@agen the present
diet (Johnston, 2007).

The main meal for Blackfeet women in the oldest age group was the mid-day
meal as their pattern of meat, potatoes, vegetables and bread was highestrfealtha
during their childhood. The main types of meat eaten during childhood mid-day meal
were beef, elk, dried meat and pork chops. Women from the older group commented that
meat during childhood was a costly item, and a typical meal would include fried pptatoes

bannock bread and a vegetable for the mid-day meal. Soup was eaten more frequently
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during the mid-day meal in childhood. Fruit consumption was still low for the mid-day
meal during childhood for all age groups, and it was mostly eaten in the form of dried or
canned fruit. Wild berries and cherries such as huckleberries, sarvisbedries a
chokecherries were named as traditional foods (Johnston, 2007).

Participants in the study by Johnson (2007) followed similar consumption patterns
for foods eaten in childhood for the mid-day meal compared to the mid-day meat in the
current diets. Sandwiches in the form of meat sandwiches increased in thestagey
group, and less homemade bread was reported for the bread category in thel@irre
for mid-day meal. There was a decrease in the consumption of soups in all ageesateg
for the mid-day meal in the current diet. The youngest women reported eating more
potatoes during the mid-day meal in their current diet while the rate indést group
decreased considerably for potatoes. Blackfeet women in the youngest group also
reported the lowest consumption of other vegetables and fruits in their current thet for
mid-day meal. Fruit consumption increased in all age groups except the yaynogest
for the mid-day meal current diet, but women in the 50-69 age group reported eating
more fresh fruit than other groups (Johnston, 2007).

Johnston reported that consumption patterns among all age groups in Blackfeet
women were the most similar for the evening meal in childhood. Beef was the main mea
cited by all women, and wild game meats were reported more often in the 50-69 age
group for the evening meal in childhood. Vegetables mentioned by all women for the
evening meal included carrots, rutabaga, green beans, corn, beets, spinach, peas and sal
depending on seasonal availability. Canning fruits and vegetables and gardemr@ng w

more prevalent in the childhood time period for participants and decreased uses of those
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practices were evident in the current time period for all participants yduregest
women also mentioned a higher consumption of “junk foods” and “fast foods” for their
childhood evening meal (Johnston, 2007).

Wild game meats were not eaten as much in the current evening meal compared
to childhood for Blackfeet women in all age groups. Meats that were commonty eate
included red meat and processed meats with a few participants mentioning chicken and
turkey for the evening meal in the current diet. Stews, soups, non-meat starstadishe
mixed meat dishes are still common in all age groups in the current diet frahiag
meal. The consumption of white bread, fruit and fast foods increased for the evening
meal in the current diet for all age groups while homemade cooking method®decli
(Johnston, 2007).

Dietary factors that may be linked to a higher risk of chronic disease ikf&ac
women due to current dietary choices include a high intake of red meat and low intake of
vegetables and whole grains. Johnston stated that women in the 50-69 age groups that
had made positive changes to their diet could be explored further to promote improved
intake in the other age groups because the older women are considered role models in
their community. Many traditional foods practices were still carried ol aga groups
even though there was an increased preference for fast and convenience foods. A
traditional soup containing tomatoes, a root vegetable and potatoes or rice isya health
option that is still practiced by Blackfeet women of all ages along witingoiheat. A

focus on dietary patterns in different age groups over time in the Native cameri
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population can help researchers see how the changes in dietary intake patterns may
contribute to the increased incidence of health disparities in this population @iphnst

2007).

Interventions to Reduce Behavioral Risk Factors Associated with Overvegidht

Chronic Diseases Prevalent in NA/AN Women

The leading causes of death in NA/AN women from 1989-1991 were mostly
preventable chronic diseases such as cardiovascular disease, diabetesbaodaseular
disease. Data collection that is specific to each tribe and region is needegétto ta
behavioral risk factors that may lead to health problems associated witreaydrand
the onset of chronic disease (Guiliano et al., 1998). A study by Guiliano et al. (1998)
examined behavioral risk factors in 559 NA women ages 18 and over living on the Hopi
reservation in Arizona within 12 Hopi villages (Hano/Tewa, Walpi, Sichomovi, Pglacca
Mishongnovi Shungopavi, Shipaulovi, Kykotsmovi, Oraibi, Hotevilla, Bacavi and
Moenkopi) (Guiliano et al., 1998).

Researchers implemented a cross-sectional survey that included questions f
the standard BRFSS survey and questions derived from community input to cover
chronic disease risk factors such as smoking, alcohol use, body mass index agd health
behaviors (Guiliano et al., 1998). Surveys were administered by NA women who lived
on the Hopi reservation and were trained in survey protocol, but interviewers did not

administer surveys in their home village or villages where they had reladiveigimize
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researcher bias. This research was part of the “Healthy Hopi Women 'Pndjett
looked at issues related to chronic disease risk factors (Guiliano et al., 1998).

Guiliano et al. (1998) reported that 535 of the women surveyed were Hopi and the
remaining 24 identified themselves as another NA tribe that was not Hopi and
participants ranged in age from 18-89 years. Participants from the Hopi riesenvat
the study by Guiliano et al. (1998) who were identified as smokers (5%) was five t
times lower than the 1991-92 BRFSS rate of American Indian women who reported
smoking at 28.7%. The rates reported for alcohol use in the study by Guiliano et al. for
NA women on the Hopi reservation were 23.1% which was similar to other tribes in
Arizona such as the Navajo (30%) and the Pima/Maricopa/Papago (30.5%) (Guiliano et
al., 1998).

As rates for overweight and obesity may vary considerably between tribes,
Guiliano et al. (1998) reported that 27% of Hopi women were overweight and 32.3%
were obese compared to an overweight rate of 29.9% and obesity rate of 50.3% in
Pima/Maricopa/Papago women. Health behaviors such as physical acti/gatng a
healthy diet along with healthy behaviors that follow traditional Hopi pestiere
reported more frequently as age in the Hopi women increased with the highelsenages
reported in women 65-89 years old. Behavioral risk factors for chronic dise&sassuc
smoking, alcohol use and body mass index were found to be higher in the younger age
groups for Hopi women. These results suggest a need for health interventidosuat
on prevention in behavioral risk factors in the younger Hopi population. Furthermore,
because data may vary considerably according to tribal affiliation agplagehic region

in the United States, it is necessary to collect formative data fromrdaeiot
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individualize health interventions that address each tribal community’s speszdit
needs (Guiliano et al., 1998).

Another study conducted by Thompson et al. (2008) examined behavioral risk
factors and chronic disease risk in NA women. Physical activity was eddorbe lower
in NA women and the diets of NA men and women were also high in fat, included drinks
with added sugars and many fast foods. To address these issues, Thompson et al. (2008)
implemented a community intervention in 200 NA women living in a southwest chy wit
an intervention and control group. Data was gathered at baseline, 6 months, 12 months
and 18 months between 2002-2006. Participants in the intervention group attended five
group sessions that lasted 2-2.5 hours where they were taught by NA health educator
about nutrition, physical activity, goals and social support (Thompson et al., 2008).

The inclusion criteria for participants in the study by Thompson et al. (2008) wer
between 18-40 years of age, not being pregnant, residence in urban area feradgea
not having diabetes. Baseline data showed no statistical differences in thenitno@
and control groups for age, body mass index, family history of diabetes, history of
gestational diabetes, education, number of children, number working outside the home
and motivational level as defined by the stages of change. The vegetable edake w
significantly different between the groups using ANOVA analyses (pa®#e
intervention group consistently had a higher mean intake than the control group with
mean values of 2.90 vs 2.73 at baseline, 3.21 vs 2.86 at 6 months, 2.81 vs 2.68 at 12
months and 3.17 vs 2.83 at 18 months. The intervention and control group both showed
significant decreases in total caloric intake, total fat consumed and edtfaiintake

with each visit from baseline to 18 months. Fruit intake was also significaniigrhig
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(p=.002) in the intervention group compared to the control group over time as rates were
1.03 vs 1.12 at baseline, 1.27 vs 1.17 at 6 months, 1.23 vs 1.08 at 12 months and 1.31 vs
1.12 at 18 months (Thompson et al., 2008).

Researchers in the study by Thompson et al. (2008) also noted that there was a
trend in the data that was not statistically significant but nearing sigmegcas the rates
of BMI decreased in the intervention group over time from a baseline mean of 29.5 to an
18 month mean of 29.4 compared to the control baseline mean of 29.2 that increased to
29.6 (Thompson et al., 2008). Improved lipids of both groups may reflect the improved
dietary changes within each group coupled with reduction in sedentary behaviors which
can be protective in reducing diabetes risk. The intervention group experienced
statistically significant improvements in fruit and vegetable intakewhatmaintained
over the course of the study. Therefore, community based interventions that promote
preventative behaviors in the NA/AN population may help to reduce the risk of diabetes
by targeting specific behavioral changes associated with chronic digg¢asenpson et

al., 2008).

Physical Activity Behaviors Among Native American Women

In a study by Fahrenwald et al. (2006), it was noted that women did not
participate in physical activity as much as men, and NA/AN reporteglhgsscal
activity when compared to whites (Fahrenwald et al., 2006). It has been edtinztat
least half of all women are physically inactive and sedentary behavgoinggher in
women from minority populations (Henderson et al., 2003). NA/AN mothers may be

more at risk as a population for having sedentary lifestyles (Fahrenvwald2006). As
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such, studies examining the perceived benefits and barriers to physivi& actNA/AN
women would be beneficial in developing physical activity interventions to irereas
physical activity in this population (Fahrenwald et al., 2006).

Using a purposive sample of 30 low-income Native American women enrolled in
the WIC Program from the Pine Ridge Reservation in South Dakota, Fahrenwald et al
(2006) examined the relationship between current stage of change as defined by
Transtheoretical Model (TTM) and physical activity behaviors. The TTM purates 5
stages of change that assess the motivational level for behavior change, namely
precontemplation, contemplation, preparation, action and maintenance. A health
intervention should determine which of the 5 stages of change a participant is gatrentl
to match their program to an individual's motivational level according to the TTM
(Fahrenwald et al., 2006).

Participants were stratified using the Stage of Exercise Adoption (8BR) t
where 6 women were matched to each of the 5 stages of change based on their current
motivational level for physical activity (N=30) (Fahrenwald et al., 2006).ules
indicated that physical activity behaviors increased in participants whoaivareigher
level within the stages of change model. Thus, participants who were in the
precontemplation stage reported less physical activity than partijpeathie action and
maintenance stages. These findings support a need for physical activityntitery e
NA/AN women to determine each participant’'s motivational level and readimess
change to help them progress through the five stages of change. Physical activity
interventions can use behavioral strategies to help women overcome perceiveed toarr

physical activity. Participants who are having a difficult time overngmpersonal
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barriers to change may be able to make small achievable goals each wmeegase
physical activity (Fahrenwald et al., 2006).

Fahrenwald et al. (2006) also found positive relationships between the
individual's stage of change and self efficagy«160,p<.01), pros &.62,p<.01), cons
(r<=-.58, p<.01) and decisional balance.f9,p<.01). Participants in the action and
maintenance stages scored higher on self-efficacy, pros to physicdyatvidecisional
balance, and they scored lower on cons to physical activity. Participants in the
precontemplation stage had lower scores in self-efficacy, pros to gracisgy and
decisional balance and higher scores in cons to physical activity than thosipgadi
categorized in the action and maintenance stages (Fahrenwald et al., 2006).

Researchers in this study identified the top pros for physical acts/figeing
better about self (mean 3.89), less tension (mean 3.99), more energy (mean 3.08) and les
stress (mean 3.59). Additionally, the top two cons to physical activity werdttediine
(mean 4.02) and feeling too tired (mean 3.29). This study supported the theory that
readiness to change as defined by the stages of change in the TTMe& el actual
behaviors of an individual. Therefore, the TTM may be of use in future physicatyactivi
interventions to develop effective behavioral changes that would coincideheith t

current stage of change of the participant (Fahrenwald et al., 2006).

Social Marketing Interventions

Social marketing can be used to promote disease prevention in a designated targe
population as part of a public health program (Maibach et al., 2006; Sabogal et al., 1996)

and can be used to develop health messages in a segment of a population group after
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health needs are assessed. The increasing diversity within Americad@s important
to understand cultural values within different population groups, and social marketing
techniques can be used to understand and define cultural values for diverse groups
(Sabogal et al., 1996).

A study by Wright et al. (1997) examined attitudes towards cultural betleted
to breastfeeding and perceived barriers to breastfeeding in postpartum Navajoe wom
living in the Shiprock, New Mexico area. The initial phase of the project began with 35
ethnographic interviews with Navajo women ranging in age from late adolesttenc
mid-70s to understand cultural breastfeeding practices. Postpartum Navao wom
(n=250) were interviewed to find demographic factors related to infant feedirtgcesac
using a structured open-ended questionnaire. Women in this study reported problems
with work or school (30%) and nursing problems (45%) as impeding breastfeeding
practices (Wright et al., 1997).

Community empowerment and social marketing concepts were then used to
develop the Navajo Breastfeeding Intervention Program (NBIP) to improvatéeeof
breastfeeding (Wright et al., 1997). Researchers in the study by Wrigh{1€x%) used
social marketing strategies to understand how cultural beliefs reldte petceived
advantages and disadvantages of breastfeeding. This study noted an improvement in
breastfeeding rates with the mean age for using formula increasing frdayd 2o 48
days (p<.0001). Therefore, social marketing strategies were idensfiftkative for
developing a culturally appropriate health intervention in this study (Wright et al.,.1997)

Another study by Bachar et al. (2006) found that social marketing techniques

could help reduce type 2 diabetes and obesity in the Eastern Band of Cherokee Indians
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(ECBI) around the Qualla Boundary in western North Carolina. Bachar et al. also
reported disparate prevalence rates of obesity for the Eastern Band of €Hedi&es
compared to men and women of all other races in North Carolina. In 2003, 45.7% of
EBCI men were classified as obese as compared to 23.5% of men of other raa#ls in No
Carolina and 47.9% of EBCI women as compared to 23.6% of women of other races in
North Carolina. Diabetes prevalence rates among EBCI men and women were thre
times the rate of the general population of North Carolina at 23.8% versus 7.15% in 2003
(Bachar et al., 2006).

The Centers for Disease Control provided funding for the Cherokee Choices/
Reach 2010 Program for the EBCI to help reduce health disparities in diabetes and
obesity. The Cherokee Choices Program utilized information gained from the Cherokee
community to foster positive health changes at the community and individual levids whi
incorporating Native American values such as spirituality and family suppgee
intervention was designed to address school mentoring, workplace wellness for adults
and health awareness in the church with a focus on diabetes and obesity prevention
(Bachar et al., 2006). Diabetes prevention was seen as a major issue that needed to be
addressed due to “fatalistic” perceptions within the community that diabeses wa
“inevitable” and not preventable as there was a high prevalence of people thahéiad ei
developed diabetes or knew someone with diabetes. As a result, a social marketing
strategy using television advertisements and a seven part television docymwihta
interviews discussing diabetes were created to support the elementarymsehtwing
program, worksite wellness program and church wellness program that metedan

the intervention (Bachar et al., 2006).
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Participants in the Cherokee Choices/REACH 2010 focus groups reported that
they did not feel alone in dealing with diabetes when hearing about other people’s
experiences with diabetes in the focus groups. Interviews were conducted with
participants who had just been diagnosed with diabetes or had years of expetience wi
the disease along with participants that did not have diabetes but had familyrsmembe
with it. Participants were able to give valuable input to their community on how they
personally dealt with the hardships they experienced with diabetes to imprave thei
health. The focus of the television commercials to promote the series feathakd t
members participating in healthy behaviors that could prevent diabetessandted
with themes developed from the focus groups including family, spirituality antidradi
(Bachar et al., 2006).

Bachar et al. (2006) found that social marketing concepts could help define
cultural beliefs about diabetes in the EBCI through understanding health perceptions
revealed in focus groups. Participants in this study (Bacher et al., 2006) weckinni
the focus groups by the shared experience of dealing with type 2 diabeteshddie sc
mentoring program saw improvements in children who spent time with mentors before
and after school in school interest (71.8%), learning (82.1%), and social interactions
(66.7%). The ECBI has their own elementary school where the school mentoring
program was carried out by four community mentors that emphasized the impoitance
diabetes prevention through proper nutrition and regular physical activity to student
during class hours, recess and after school. Lesson plans developed by the community
mentors in the school program covered self-esteem, cultural pride, conflictti@sol

emotional health, and health information (Bachar et al., 2006).
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The workplace wellness program in this study also saw improvements in exercise
and dietary behaviors with 88% finishing the program, 56% meeting program goals and
94% willing to participate again. Teamwork between the healthcare workéies liocal
clinic were combined with Cherokee Choices staff to collect baseline datinicalcl
measures and personal interviews to determine nutrition and exercise habitss fiien
different tribal offices in the ECBI community competed for prizes lndihg health
classes and meeting goals related to dietary and exercise chafagsses @r the
workplace wellness program included information on cooking, exercise, grocery s
tours, nutrition assessments and counseling and stress management techniques.
Community needs were considered when developing health messages for this population
and resulted in improvements in attitudes related to diabetes prevention in theragymm
(Bacher et al., 2006).

The VERB campaign developed by the Centers for Disease Control was designed
to promote healthy lifestyles in “tweens” between the ages of 9-13. The ¢&RBaign
utilized social marketing principles to target specific audience groupsnakive
research was gathered using ethnographic techniques. Interviews weptetedwith
16 participants in Pierre, South Dakota and Albuquerque, New Mexico to understand
important issues related to health and physical activity in the Native Aangrozith
population. Poverty was a major issue reported by youth, parents and influencers in the
communities for Native American youth. Parents of Native American you#dsteat
they were “stressed” due to socioeconomic factors. Another important issl@wasedf
esteem and cultural identity confusion on the part of Native American youth. Native

American cultural values, mistrust of government and geographical locaienalgo
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cited as factors that need to be considered when developing health messages for this
population (Huhman et al., 2008).

The formative assessment phase of the VERB campaign included focus groups
and individual interviews conducted with Native American youth and parents between
August 2002 through September 2004 in seven different locations throughout the United
States. Common themes were found to create culturally appropriate hesdtigesefor
promoting physical activity and healthy behaviors in Native American yautiparents.
Themes for motivational and culturally appropriate messages included theihgjl
components: displaying action in the message, utilizing cultural elemeoitding
stereotypes, involving family, using color, images of nature, concise nesssad
variety (Huhman et al., 2008; Asbury, Wong, Price & Nolin, 2008).

A study by Van Duhn et al. (2007) used social marketing concepts to guide health
message development for increasing physical activity in the Africaarisan, Hispanic,
Hmong and Native Hawaiian populations. Social marketing principles were usesl in thi
study to identify and develop messages that would appeal to each audience by
understanding perceived benefits and barriers to the desired health behavicpaRtat
in the study expressed a preference for cultural activities to promotasadrphysical
activity and culturally appropriate messages from the media. Van Duhraktcafound
that all populations under study would rather have group-based activitiedtahdtfe
physical activity should be a regular part of everyday life instead ohagdieactivity. It
was also noted in the study by Van Duhn et al. that social support was a motivating fact
for all of the population groups. Participants also recommended that physiz#y acti

could be promoted with increased access to safe and convenient areas (Van Duhn et al.,
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2007). The use of focus groups with a social marketing framework helped Van Duhn and
colleagues understand perceived benefits and barriers to develop culturallyiapgropr
health messages for increasing physical activity in four target papulgtoups (Van

Duhn et al., 2007).

There is a great amount of diversity that exists between NA/AN tribal
communities as NA/AN living in different geographic areas have unique sets of
traditions, values and beliefs which are not always included in the development of health
interventions (IHS, 2003). Social marketing may help improve participationirase
culturally diverse population because it allows researchers to focus healti@ioo
the perceived health needs of the target audience. Formative researchtratayaical
information on the values and beliefs of a specific population through their perceptions
can help define a culturally appropriate health belief model (Stellefsothd§, 2008;
Sabogal et al., 1996).

An effective health intervention should consider what health issues and
promotional methods will be most important to the population they are serving through
collaborative efforts between healthcare workers and the community. The fmur bas
principles of health marketing include the “4 p’s” which are product (desirdthhea
change), price (benefits and barriers associated with desired healtje ;iaomotion
(communication channels that will effectively reach the target audianceplace
(optimum place to conduct health intervention). Social marketing values develop
innovative strategies to improve health and facilitate behavioral change through
consumer based health education materials and ideas developed from the “4 p’s”

(Stellefson & Eddy, 2008; Sabogal et al., 1996).
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Focus Groups as a Means of Collecting Formative Assessment Data

Focus groups methodology allows researchers to collect formativeodaeafth
interventions in a specific target population through the collective evaluatioowgs gr
responses. Peer support is an important advantage of group interaction because it can
increase the response rates of participants because they feel asriéthetyaone in
their responses. Interactions between group members allows for in-deptsidisc
about a topic which can provide population specific insights on a designated issue
(Stewart & Shamdasani, 1990).

Loppie (2007) reported that the oral tradition of storytelling is common among
Native Americans and is a means of teaching and sharing information from one
generation to the next. Stories are often told by elders and are a meaasgf rel
socially important behavioral knowledge which can be used to make important life
decisions. Loppie (2007) explored the perceptions towards midlife health of Mi’kmaq
women in Novia Scotia, and reported that study participants preferred groagtioter
as a way of obtaining information for learning and healing. Therefore, paitigipa
research utilizing a focus group may support cultural preferences for sharingégew
through group interactions (Loppie, 2007).

Loppie (2007) found that many of the women were more willing to share their
experiences with her after a rapport was established through the culttoah cis
having “social activities” before or after group meetings. Loppie (200@dstaat there
was a high respect for other’s opinions within the group which allowed the women to

share stories and gain information from each other. The participants in the study
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conducted by Loppie (2007) shared information about their communities, families and
individual histories which allowed them to learn about the specific health topic dnd eac
other. Information gained from this study indicates that it is important to involireeNa
Americans in collecting formative data for health interventions to underdtaraitural
values that shape their health perceptions. This is also important becaus#ievery li
research has been conducted that involves Native Americans in the resears proce
(Loppie, 2007).

Another study by Strickland (1999) examined the appropriateness of conducting
focus groups within the Native American population. There were a total of 15 avtsrvi
for the papanicolauo test study, and there were 30 interviews in the pain perceplyon st
(Strickland, 1999). Both of these studies used grounded theory to code the data to further
understand the hypotheses of the study. Strickland (1999) reported many cultural
customs for facilitating a culturally appropriate focus group in the two NAtiverican
communities. The circle represented a connectedness amongst apaatticand it was
considered appropriate to arrange participants in a circular pattehe flarcus group
(Strickland, 1999).

Also, the focus group moderator needed to allow extra time to carry out important
cultural traditions such as a “give away”, prayer songs, storytelling aoduations.
The moderator was Native American and was not a member of the tribal coremuniti
that participated in the study. It was also important to invite elders to patéiégh more
than one focus group because they usually did not speak in the first session. Also, many
of the participants arrived at a later time than when the study actualbdstand this

was an important consideration for the planning of the focus group. The focus group
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usually lasted at least four hours instead of the usual one to two hours as thane was
introductory period at the beginning of each session to establish a rapport and responses

between participants generated extended discussion (Strickland, 1999).

Gathering Indigenous Information Related to Chronic Diseases Using Gogugs

A study by Devlin et al. (2006) examined perceptions related to diabetes
education and care from four populations that were found to be at higher risk for
developing diabetes using focus groups. A total of 40 participants attended 12 focus
groups living in or near Minneapolis, Minnesota. Devlin et al. (2006) found
the following recurring themes among participants: loss of health assberdgh an
American lifestyle, mistrust in the medical system and importance dausgitty (Devlin
et al., 2006).

Native American participants in the study by Devlin et al. felt that arrétur
traditional foods after being given government issued commodity foods could halp the
be healthier (Devlin et al., 2006). Mistrust in the medical system was aeldli®ss
Native American participants in the study when they expressed that a negtitink
from healthcare staff would make them not want to go back to see a healthcaterprovi
Finally, spirituality was important to Native American participants in thdysby Devlin
et al. (2006) because they felt that they could seek traditional spiritualdhédhey
were not satisfied with their doctor’s treatment. (Devlin et al., 2006).

Another important theme that emerged with Native American participants
regarding diabetes was the concept of “acculturation” where they fettisites was

associated with being a “white man’s” disease that was caused by consuestegized
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foods. Devlin et al. (2006) also noted the importance of using focus groups since all four
population groups displayed a preference for oral communication and support from
talking with other people who had diabetes (Devlin et al., 2006). Participants from all
four minority populations suggested that healthcare be delivered in a positivaicreali
and spiritual context that would be culturally appropriate to each group. Also, minority
groups who feel contemporary lifestyles may have caused current healénpsobbly
not want to hear standard medical advice or believe that it would be helpful for them
Therefore, a health model that integrates traditional values and belietessary to
effectively reach out to minority groups that are dealing with health isswwbsas
diabetes (Devlin et al., 2006).

Gittelsohn et al. (1998) reported that the use of focus groups in collecting
extensive data in six Native American communities was effective in helpang t
develop and plan a culturally appropriate school intervention called Pathways totpreve
obesity in NA children ages 3-5. Data was collected from the White Mountaitépac
Tohono O’odham, Gila River, Oglala Lakota, Sicangu Lakota and Navajo nations and
included a school, community and behavioral risk factor component. This information
was valuable in making the intervention more effective because it helpecthessa
understand the perceptions and behaviors surrounding health issues in each community
(Gittelsohn et al., 1998).

Participants in the Pathways study were also able to share more ecgesiaad
insights with each other using a focus group format compared to using a closgéd ende
survey or questionnaire. The discussion that follows the exploration of topics in focus

groups can also present solutions that will have the advantage of being developed by the
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target population and culturally specific to them. Participants may respoadtbett
researchers who ask for their opinions on program development because people within
the community will know the community better than someone who does not live there.
Focus groups were led by two moderators, and at least one moderator was Native

American which helped improve participation and build trust (Gittelsohn et al., 1998).

Methodological Issues Related to Focus Groups as a Data Collectiau&ec

Some of the problems that can occur with the use of focus groups include sample
size that may be too small which can result in less data from less coliatgnaetion.
Also, moderators may have not had adequate experience in leading a focus group which
can hinder the conversation by limiting topics to the script without probing new issues
that arise from discussion. The questions asked during a focus group sessionanust als
be open-ended and culturally appropriate to where the participants can provitdevalua
input as to how the topic relates to their lives (Gittelsohn et al., 1998).

Participants may be recruited from a specific segment of a populatiorcém fo
group participation which may not completely represent the entire population being
served. However, these problems can be overcome with input from the community
during all stages of the research process to ensure cultural understabeing is
considered. Participants with lower incomes may have problems finding chjldcar
transportation and taking time off from work to attend a focus group. Staff from the
community can also be trained extensively in focus groups methods whileiptatie
focus group script to ensure that interviewing techniques will allow for discuasid

participation (Gittelsohn et al., 1998).
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Summary

Indigenous cultures have their own set of traditional values and beliefs that are
unique to each group. However, healthcare is usually delivered using westbelizés
and practices to which people from indigenous cultures may not relate (Hurst & Nader
2006). As many Native communities have a preference for healthcare that focalses
importance of family and community, healthcare workers need to be awaretof wha
cultural traditions and beliefs are most important to each tribal communisp, Rative
Americans have expressed a need for healthcare that focuses on oveltaingethat
includes physical, spiritual and mental health as they relate to livintgptudigl with a
disease such as diabetes. Because Native communities are experreresgng
prevalence rates of health disparities, many tribes have asked for &esfinmgrams
that focus on prevention and address Native American youth (Gittelsohn et al., 1998;
Devlin et al., 2006; Pierre, Receveur, Macaulay & Montour, 2007).

Native Americans living within the Indian Nation within the specified
jurisdictional territory under study may have different tribal and raffitibions
creating a need to understand common health beliefs and perceptions within that
population regarding health behaviors associated with overweight and obesityudyur st
was conducted as the formative phase to determine the health needs of the community by
defining the best health product (health behavior), price (benefits and beelatesl to

the product), promotion (best communication channels to advertise the product) and place
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(best location to learn more about the product) through the input gained from focus

groups with community members (CDC, 2006).
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CHAPTER IlI
METHODS

Sample Population

Research assistants recruited a random sample of participants Miarowgh a
recruitment letter (Appendix A). The sample population for this study consisted of
Native American women who were 19 to 45 years of age. Women were recruited from
four communities within the Indian Nation within the specified jurisdictioaaitory
who were eligible to receive Commodity Foods. Women were recruited framod li
commodity food recipients provided by the Indian Nation within the specified
jurisdictional territory in this study. Initially, an incentive of $20.00 was pledi

However, after low response rates, the incentive was increased to $45.00.

Ethical Procedure

The Oklahoma State University Institutional Review Board granted apgdmval
the study (Appendix B). Participants were required to complete consent forms
(Appendix C) prior to participation in the study, and they were informed that
participation was voluntary. Following completion of the consent form a demographic

information sheet (Appendix D) was completed and the focus group procedures began.
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Focus Group Procedures

A semi-structured script was developed based on social marketing principles.
Questions were structured to identify factors related to each of the “fdwfP’s
marketing which included product, price, place and promotion (Weinreich, 1999).
Product questions were designed to identify a desired health behavior developed for the
target audience (Andreasen, 2007). Questions for product were developed to explore
views of fruit and vegetable intake, body weight and physical activity. uiestions
were designed to explore perceived benefits and barriers towards theaddradlth and
nutrition behaviors (Andreasen, 2007). Promotion questions were designed to determine
the most effective communication channels to reach the target audience é&ndrea
2007). Lastly, place questions were designed to identify locations where the health
intervention will occur (Andreasen, 2007).

The semi-structured script was developed and reviewed by a team of three
researchers. Once the team of researchers came to agreement on the qoregteons f
semi-structured script, it was presented to the Indian Nation’s Nutritimc8er
managers for review. The managers made suggestions for cultural apprngssaand
the script was revised. After revision, the semi-structured script wasvesl/lgy
Supplemental Nutrition Assistance Program (SNAP) Education staff wheelamsive
experience working directly with the target population. The main goal of thewresas
to determine acceptability of questions and cultural appropriateness withtrespe
reference to Native Americans living in the Indian Nation within the sekifi
jurisdictional territory under study. After review with SNAP-Ed emples, the

researchers modified the semi-structured script to its final version (Ap@dend
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Moderators consisted of trained female employees from the SNAP and Oklahoma
State University researcher staff. Moderators and assistant novdextbended a one
day training as a means of quality control. The research staff trained nooslarat
assistant moderators using Krueger focus group methodology procedures (Krueger,
1988). Following the training, all trainees conducted a moc focus group while the
researchers observed. The researchers then assigned each individbat as ei
moderator or assistant moderator based on observed skills.

Each focus group discussion was led by a moderator while an assistant moderator
took notes. Focus groups were held at community sites located in the Indian Nation
within the specified jurisdictional territory under study. Twelve focus grougrs w
conducted that lasted between thirty minutes to an hour. Focus group discussions were
audio-recorded and transcribed verbatim by the Bureau of Social reseatdahetnaa

State University.

Data Analysis

Data from the focus groups were then analyzed using thematic contentsanalysi
(Steward & Shamdasani, 1990). Focus group discussions were extensively reyiewed b
two researchers to identify key points and common themes for each question asked
during the discussion. Common themes were analyzed and notable quotes from each
focus group were identified by each researcher. Recurring themes wdrmed into
categories with subcategories using the methodology of thematic units deoived f

Krippendorf (Steward & Shamdasani, 1990). Both researchers discussed the thémes unt
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consensus was gained. A focused coding process then began whereby rémmasy t

were organized according to social marketing principles (Appendix G).
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CHAPTER IV
RESULTS

Forty three Native American women living in the Indian Nation within the
specified jurisdictional territory participated in this study with a mesgenof 36 (Table
1). One elderly woman participated in this study who was not in the targetezhgge r
However, to maintain good rapport with the community, she was allowed to paeticipat
The average demographic data (Table 1) was collected and included ageos&dtire
height and weight and participation in public assistance programs. Most of the
participants were overweight with a mean BMI of 31.4. The most commonly used public
assistance programs were the Food Distribution Program on Indian Reservations -
Commodities (72.1%), Special Supplemental Nutrition Program for Women, Infadts, a
Children (34.9%), Child Nutrition for Reduced/ Free School Lunch/ Breakfast (25.6%)

and the Supplemental Nutrition Assistance Education Program (SNAP ) (23.3%).

Common Themes Found for Product
Participants in all 12 focus groups expressed health concerns related to chronic
diseases and disease prevention (Table 2). Chronic disease concerns expressed by
participants included diabetes, cardiovascular disease, hypertension, rease dis
hypercholesterolemia and gallbladder disease. Some participants distarsser,
alcoholism, arthritis and weight management through preventative measures suc

adopting positive health behaviors, increased education and awareness in the tribe.
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The major health concerns with the highest frequencies across all twelvgfoaps
were diabetes (12), weight management in terms of prevention (9) and cardiavascula

disease (5).

Diabetes Concerns

Diabetes was the primary concern of participants in this study, and penti
made references to diabetes in every focus group conducted. Participargsedisc
diabetes as a common experience as conveyed through discussions of family history of
the disease, personal diagnosis or concern about themselves or their childrenrapntract
diabetes in the future. Participants commonly discussed diabetes as an attiNaitee
American ethnicity as best conveyed by a participant in focus group 7 wad stat
“...it [diabetes] is mostly in a lot of the Indians they have it real bad. | don’t knloyv w
My grandparents have always told me all of their friends and everybodyaheydiked
to and all of the family that has grown up or that they have been with they have all had
diabetes. They have had real bad sugar diabetes.” Participants also comprdidyea
that diabetes affects Native Americans at young ages and is often igsaredveyed by
a participant in focus group 3 who stated: “Personally | have had two Nativecame
friends that were my age or younger from the time | was 17 until just thiggmsthat
have had all the signs and symptoms of diabetes...and both of them have went into either
shock or a diabetic coma because they were not paying attention to what wasngbing
Participants expressed concerns about diabetes in their children and the need for
their children to be more aware of the magnitude of the disease in the Nativiegkmer

population. One participant from focus group 10 said, “I keep hearing about diabetes and
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one thing when I heard about this [focus group meeting] | wanted to come and ask about
it.” Another participant from focus group 7 shared her concerns for Native éaneri

children when stating that she “had me and my son checked for diabetes and we was both
ok on it. But [Name]'s cousin is three years younger than him and he’s got a gghng hi

and high sugar levels. So | went and had him checked.”

Although diabetes was a common experience, participants expressed a relative
uncertainty surrounding the severity as one participant from focus group 3 shred tha
“...alot of people just don't fully comprehend how much damage that it [diabetes] can
do.” Participants conveyed the need for diabetes screenings and diagnosisdabyshar
one individual from focus group 5 who stated: “That could be a good idea that you could
give us about having more of those screenings for everything because I'naa bfg f
that because that’s what caused my husband’s pre-diabetes [diagnosis] dre@héfsat
way for two years so they said he could not get it [diabetes] if he continues to doewhat
needs to do so those screenings are good.” The uncertainty was sometimes rooted in a
lack of culturally sensitive information provided by health professionals@s®sed by
a participant from focus group 6 who shared that “I think they [health professionals]
should get right to the point to diabetics, what it will do to you instead of, you know, they

kind of scare you.”

Views of How to Prevent Expressed Health Concerns

Participants in most of the focus groups mentioned lifestyle changesesna of

preventing diabetes and improving overall health. Weight management, hettigy ea
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and exercise were factors identified as ways to improve health among Niatérecan

families.

Weight Management

Participants discussed weight management as means to improve health status and
prevent chronic diseases such as diabetes. Although participants werdygawara
that excess weight is associated with poor health outcomes, they sharedthat be
overweight was also part of being a Native American as indicated by arduralivn
focus group 11 who stated, “my family, the side that is Native American, most are
overweight” and another participant from focus group 12 referred to overweighgam
Native Americans as a social expectation when she stated that, “...nowdayref is
getting more and more prevalent that when you look at the spaghetti westbmg wit
fat Indian running around. It just seems like the more time goes on the wetst it g
Now that is almost stereotypical an Indian woman is a big fat Indian wolhisnsad
because it shouldn’t be that way.”

Even though participants shared that being overweight is a common attribute
among Native Americans, participants shared that they did not want obesity te&e pas
along to their children. This was reflected in a comment from a participaotus f
group 3 that stated, “I see a lot...of children that are maybe not overweight but on the
way to being overweight...they get into computers and books and stuff. Once they
become sedentary they are going to move away from the physical estikidt were
keeping them from being overweight when they were younger...They are notrahangi

their eating habits. It just carries over and they begin putting on weight. Aluditas
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they are 50, 60 pounds overweight and where did that come from.” Another participant
from focus group 1 who was concerned about health risks in her children commented,
“...one of my daughters has a very bad weight problem and my granddaughter is 17 and
she is already overweight. And | keep telling her to stop eating the junk food. Eazslthe r
stuff. But ya know | don’t know what carbs you are supposed to eat with what. | have not
yet been referred over there to the diabetic clinic because my doctws &ebe
underneath the impression that he has told me.”

Educational topics identified to prevent health problems were focused on meal
planning and quick meals (5), family focused physical activity (5) and concepts of

healthy eating and variety (4) in Table 3.

Meal Planning

Quick meals, simple ingredients and healthy foods were important to most of the
participants in the focus groups. There was also a preference to try to cook ah&@me
often to decrease consumption of “fast food.” Cooking at home was considered to be a
healthier option to fast food. Some participants wanted to learn more about making quick
meals with common ingredients. A participant in focus group 3 stated, “There are shows
like Rachel Ray’s 30 minute meals. You know it takes time to go sit in the drivetthru a
McDonalds. Why not just stay home and make something that is not going to clog
arteries in 20 minutes?...a big part of it is making it fun.”

Another participant from focus group 12 stated, “...I have noticed there isn’t any
cookbooks coming out, new ones...we need those to teach us how to cook with

commodity foods. Quick meals and things children can help you make...There was some
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menus from a cookbook years ago, but there was so much other stuff in there...all of

these seasonings just to make the meal but not anything you can get.”

Healthy Eating and Physical Activity

Participants in most of the focus groups felt that “healthy eating amdsste
were healthy behaviors to address for improved health among Native Anseriariety
in cooking everyday meals was a motivational factor by some of the partidipaatng
healthier. A participant from focus group 8 said, “...get different ideas about how to
prepare stuff...cause we’'re just in a rut with it, you know, you just go in there and it's
basically the same thing over and over unless you spice it differently etrsom” A
participant from focus group 5 that associated a healthy diet and physic#y asth
improved health when asked why they felt Native Americans would want to losetweig
stated, “...you can help to prevent and help to cure diabetes, just by watching what you
eat and exercising more, you know to get your weight down and your high blood
pressure- so many things can be taken care of. It's a big reason thatvpeaplevant to
lose weight is for your health.”

Some of the participants with children also wanted to have healthier options in
schools and decrease the amount of “junk foods” that are available to the children. A
participant in focus group 3 stated, “...we have been taking a lot of steps towards
improving the way we are. Like | said, | have been working hard to get mgetabées
and fruit in everyone’s diet.” Another participant from focus group 3 that digtusse
incorporating healthier options for the family said, “Hide stuff. If you aa&ing

spaghetti, chop up frozen spinach and put it in the spaghetti sauce. They will never
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know. You can't taste it. | do the same thing with broccoli. Cooked broccoli, | cut it up
and put it in cornbread and they [family] will never know. You can’t taste it. But then
they are still getting that nutritional value without, what is this?” A bathptste was

also mentioned by some participants as a factor in healthy eatingwwatvihg how

many vegetables and how many starches to have and how much” while watching
portions. Portion control was an area of concern in many of the focus groups as a
participant from focus group 4 commented, “It is hard to cook for one person. | don’t
want to waste it so | eat on it all day until | get tired of it...Then | haweneatvhole pot

of spaghetti.” Variety, balance, portion control and less junk food were important to

focus group participants for healthy eating.

Common Themes Found for Price
The benefits and barriers associated with making behavioral changesdgamp
health were social support, personal factors, food access, improved health andaccess t
services and programs to promote healthy lifestyles (Table 4). The mejoeg that
were discussed in the focus groups with the highest frequencies were relati&dfo la
support and included conflicting priorities (10) and childcare (6). Motivation (6) and

feelings of success with weight loss (6) were also discussed.

Social support

Conflicting priorities and availability of childcare were identifiedraajor
barriers to making healthy lifestyle changes. Participants orexdibeing involved with

multiple “activities” and expressed being “so busy with everything.” Oriecjpant
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from focus group 4 stated, “I think now because everything is so fast paced we don’t
really sit down like we used to. Like when | was growing up, there wené @igss too,
we all sat down at 5:30 and we all had dinner. There wasn’t a bunch of cookies and ice
cream. That was like a treat...because my mother didn’'t work | guess shmbdd to
that. But now because everybody is working and going to school and nobody’s schedules
are the same, it is just like grab something and go.” A participant from foous g
said, “...1 work full-time and then | go to school in the evenings. Plus their [ch]ldre
sports and all that...there’s not enough time to go and do the workouts that | used to do.”
Another participant from focus group 1 stated, “Yeah because | go to school and go to
work and home duties. There is not enough time. Sometimes | make time for it, usually
when | don’t have to go to school.” Another participant that was working while attending
school stated that she “felt tired all of the time” indicating that there malffoculty in
balancing schedules due to increased work, school and home demands.

Participants with children felt that lack of childcare was an issue trag ma
harder to find time to participate in health programs. A participant from focus fjroup
that suggested having childcare available at health programs shargbe‘iindoey
[Indian Nation] offered a daycare type deal while parents can go do thatifjzaetin
program]....” Another participant from focus group 4 stated, “...| have done something
[physical activity] outside with my kids and then | go to try to do it with my kids and |
won't get it done because | will totally forget it because | am stlesgeon the time it

takes with these two [children].”
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Personal Factors

Motivational level was an issue that could be a barrier to change as some
participants discussed “not caring”. Other participants mentioned that nwtivas a
benefit to change when it was associated with success with weight loss. Qrggoért
from focus group 4 displayed a lack of motivation when commenting “I am not
comfortable with my weight anymore...l keep saying | need to get up and walkk| thi
about it but | just can’t make it out that door.” Another participant from focus group 3
felt that the motivation within the community also needed to be improved upon and
stated, “...probably will have to pull them [tribal community] in at gun point to get them
to go...you have to be on your death bed before people will go to the doctor.”

Weight loss issues were discussed by many participants in terms of inflyienc
positive and negative self-esteem or improving their health. A participant dcam f
group 4 felt improved health may be the focus of weight loss due to comments she heard
throughout the tribal community and stated, “To be honest, most of them [Native
Americans] that | have spoke to you know what they tell you. ‘We are Indiarrgwata
and we are proud of it.” So that [self-esteem] is not it. The only problem they htheg is
health. They are worried about their health. But they say this is the way Godisanleé
this is the way we are supposed to be...”

Feelings of success with weight loss was a positive motivational fatame
participant from focus group 10 said, “...Because | did not want to go on a diet and when
| did and saw the results, that is when | wanted to keep going.” Another particgrant f
focus group 11 stated, “I know when | lost weight | started it for appearance it the

start losing weight and | feel a lot better. The more | lose the bettel1 fNegative self-
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esteem associated with being overweight was mentioned by a participantdrgfoap 3
that said, “...you do not feel good about yourself if you are overweight. You can’t run
around and chase little kids. You can’t go grocery shopping without getting winded.
There is that aspect of it. And there is also your self- image and how yobdeel a
yourself and how others see you. Personally | found it hard to go to class andcgét up
speak in front of people. | just can’t imagine teaching high school and being 300

pounds...”

Common Themes Found for Promotion

Participants mentioned a variety of promotional channels such as public figures,
media outlets, printed materials, incentives, schools, indigenous contacts,dadily
health professionals (Table 5). Themes identified for design of programdedcl
interactive educational structure (8), family-friendly educatiomatsire (8), and

cooking classes (5).

Educational Structure

Participants frequently mentioned that educational programs should be structured
in a “fun” format. A participant from focus group 10 stated, “...if you got them into a big
group and had someone come in and give a presentation that could make it fun and
interesting and special. They could understand and see. | think they would listen for
little while...” Participants from focus group 2 discussed having fun cooking with their
families as one participant stated, “...we try to play like games. We playeLwsit

bananas one time, and uh licorice. We played checkers with it.”
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Participants from most of the focus groups expressed an interest in educdtion tha
would be “hands-on” and in a learning environment appropriate for the entire family. A
participant from focus group 5 discussed a previous program and stated, “...we make
crepes um at the daycare and then they got to color on them with the edible nratkers a
stuff like that is just a lot of fun for children...l mean anything that they cae &daand
on is more fun.”

Group interaction and support was also mentioned as a factor to creating a better
learning environment. One participant from focus group 4 stated, “If | can do it with a
bunch of people and my kids sitting there, then | can do it. | would rather learn to do it
that way than learn to do something on my own and then have to deal with this.”
Another participant from focus group 3 commented, “I can see the way thingsliace rol
there may be in the future an interactive cooking class available. And it caryshhow
how to hide the vegetables in the food or how to make things that you can make two
meals out of this and not necessarily have to cook two completely different tHings...
think it is easier to learn especially with food and stuff because if you do ong thing
the whole thing is uggh. I think if people could just get in there and really learm Lear
how to use a knife. Learn how to cook things...knowing how to do things would open the
doors to so many other options.” Participants also wanted health education for the fami
presented in a “fun” manner such as “some kind of festival”, “game” or thetir.”

Physical activity was discussed by participants as being importampooving
health and could be supported by accessible facilities with an interactivaraity
friendly format to “get the families-the kids involved”. A participant from focus group 3

said, “In a metropolitan area, there are things that you can go to like the “yamin
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Me” class or “Gymboree” class or whatever they call it. We do not have agyhen
remotely close to that here. It is hard because my kids are not in daycayestayheith

my husband’s mom...I can see if there was something before preschool. Not ngcessari
child care but an interactive family type of situation where the parents aodilden

could play and do things with other families...” Childcare was an issue for many
participants as mentioned in a comment from a participant in focus group 5 who stated, “I
think it would be neat if they offered like daycare at the gym where likeotffery

courses where a mom can workout and do exercises.”

Indigenous Communication

Learning from elders was mentioned in many of the focus groups as a way for
Native American youth to learn. One participant from focus group 3 stated, “..®ven a
young children to interact with older people | think makes a big difference wahe
they see things. And hear stories and things like that.” Indigenous communication
involved contacting real people, word of mouth, direct contact, peers and cultural values.
A participant from focus group 11 that was discussing role models stated, €Nwde
that have changed or benefitted from changing their eating habits...| thiblggest

role model would have to be other people that have done it.”

Printed Materials and Media

Advertising in the form of “flyers” and “posters” was suggested since some
participants were unaware of existing tribal programs. One participanfdcas group

1 said, “...You know that Wellness Center [Indian Nation] was out there 6 months before
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| even knew it existed.” Some of the participants also felt that they could geiunoof
handouts with how-to steps that would “show you how to do stuff.” Convenient forms of
media such as “DVDs or VCR tapes” could be used to teach new skills such as cooking.
Television advertisements were discussed by participants to increasaesgaabout the
Indian Nation and their programs. A newspaper that was read by many of the
participants was the local tribal newspaper and some participants suggetsted put

“bulletins” in there to get more attention for health programs.

Common Themes Found for Place

Participants from the focus groups discussed their optimal learning locale as
community places, tribal programs, and schools for children (Table 6). Timing was a
central theme identified for program development. Major themes that had tkethigh
frequencies were timing in the evening (7), Indian Nation Programs at thiy Ede

Center (3) and WIC clinics (3).

Timing of Programs

Timing in the afternoon was an issue for parents because “those are the ones you
can’t make because children are getting out of school.” School vacations such as
“summertime” was also mentioned as a good time to have programs by some of the
participants that were parents since children “get bored.” Many of theipantis felt
that “evening classes” or “weekend” programs would be a better timing optipadpte

with busy schedules. Work schedules may conflict with regular health program hours and
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prevent some participants from being able to attend. A participant from fanuys 4r

felt timing was an issue and stated, “...if this class hadn’t been offered dbékd'c

wouldn’t have been able to come...it just happened to fall on the day that | didn’t have to
do work until 8. | really couldn’t do anything during the day...Maybe things should be
offered at various times and more than just once.” Another participant from fazys r

that preferred extended hours suggested, “Even the time factor to make it vdpdee pe

can go instead of between 8 and 5.”

Tribal Programs

Community places discussed by many of the participants included Indian Nation
program locations that participants were familiar with such as the Witc(fiood
Distribution Center, Wellness Center and Family Life Center. One iparticfrom focus
group 2 stated, “...You know once a month or once every two months we go to the WIC
office. | try to get where | can take the little classes that they have, tthe little cooking
things and all of that.” Another participant from focus group 11 commented, “Right here.
[Indian Nation Family Life Center]...I have been to the cooking class Imeré & great.

The food is nutritional and they tell different recipes and hand out the recipethevit
nutrition guides.” A participant from focus group 1 also commented, “We [Indian
Nation] have lots of places to do the things. The [Indian] Nation offering to a wide

variety of ages and everything.”
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Community Locations

Community places were mentioned far less frequently than Indian Nation
locations, but “the health department”, “library”, “websites”, “schools” angbadienent
of human services” were also mentioned as possible sites for programs. Awrdea f
participant in focus group 7 suggested a local store and commented, “Like-&tay¥al
they hand out samples of different stuff and even if it's different fruits and
stuff...vegetables.” A participant in focus group 2 that suggested the lilvased s‘We
don't really have a computer right now...that would be one of our things to work towards
because you can always check things out online.” An option for youth might be after
school programs as one participant from focus group 7 stated, “...even in theladtdr sc
programs...mine never went, but they would give them more nutritious stuff instead of
handing them cookies and things like that.” Incorporating health programs into
community locations throughout the Indian’s Nation’s jurisdictional territorycc
improve program participation due to participants’ familiarity and adwésio

community locations.
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Table 1. Focus Group Demographic Information (n=43)

Characteristics N Mean Std. Deviation
Age (yrs) 42 36.43 13.46
BMI 41 31.40 7.03
Assistance Program N Frequency %

Commodities 31 72.1

Women, Infants and 15 34.9

Children Prograri

Child Nutrition® 11 25.6

SNAP? 10 23.3

Head Start 2 4.7

TANF © 2 4.7

Social Security Income 1 2.3

*Participants were enrolled in a maximum of fousiagnce programs.

@ United States Department of Agriculture, Food andriion ServiceFood Distribution Program on
Indian Reservations.

®Special Supplemental Nutrition Program for Womexfamts, and Children.
¢ Child Nutrition Program, Reduced/ Free School Lurgteakfast
dUnited States Department of Agriculture, SupplemeNutrition Assistance Program.

€ United States Department of Health and Human SesyiOffice of Family Assistance, Temporary
Assistance for Needy Families Program
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Table 2. Reported Health Concerns of Native Ameran Women Living Within the Indian
Nation Boundaries for the Identification of Health Product.

Reported Concern Frequency

n=12 %
Diabetes 12 100
Diseases of the heart 5 42
Hypertensio 4 33
Hypercholesterolem 4 33
Prevention
\Weight 9 75
Cancer ol 33
Gallbladder 2 17
IAlcoholisn 2 17
*Atotal of 12 focus groups were conducted. The frequency refers titheer of focus groups

in which the theme was mentioned.
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Table 3. Native American Women's Views of How to Ravent Health Concerns.

Major themes Frequency

n=12 %
Concepts of Healthful Eating
\Variety 4 33
Balanc¢ 3 25
Focus on Junk Foc 2 17
Meal Planning
Quick Meals 5 42
General 2 17
Cooking Leftovers 2 17
Physical Activity
General (get active) and family
focusel 5 42
\Weight Management
General-lose weight 3 25
~FA Ot of 12 TOCUS Groups were Conducted. The Trequency Tefers faier of Tocus Groups

in which the theme was mentioned.
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Table 4. Barriers and Benefits Identified by NativeAmerican Women Related to Price of
Changing Current Health Behavior Practices.

Major themes Frequency

n=12 %
Social Support
Conflicting Priorities- 10 83
Negativi-spouse, family, others o 42
Childcare- 6 50
Marketing 2 17
Personal Factors
Motivatior- 6 50
Feelings of success with weight | [6 50
Increased Knowled 3 25
Confidence 3 25
Self-Esteem 2 17
Appearanc 2 17
Lack of Contrc- 1 8
Depressio- 1 8
Stress- 1 8
Denial 1 8
Food access
Cost 4 33
Quality 2 33
Availability 2 17
Marketing 2 17
Improved Health
Longevit 3 25
General well being 3 25
Energy 2 17
Physical Strengt 2 17
Access Issues
Transportation- 2 17
Unsafe Environments- 2 17
Lack of Recreatinal Facilities- 2 17
Location of Health Facilitie- 1 8
Ineffective Marketing for India 1 8
Nation Service-

- Indicates a barrier to improved health.
*A total of 12 focus groups were conducted. The frequency refers tmthkeer of focus groups

in which the theme was mentioned.
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Table 5. Native American Women'’s Views of How Begb Promote Health Behavior Change.

Major themes Frequency

n=12 %
Educational Structure
Interactive 3 67
Family Friendly 3 57
Fun 7 58
Educational Strategies
Cooking classes 5 42
Games 2 25
Family
Elders 5 42
Parents 1 17
Health Professionals
Doctors 2 17
Nutritionists 1 8
Nurse: 1 8
Incentives
Free Fooc 3 o5
Printed Materials
Flyers 2 17
Commodity food cookbooks 2 17
~FA Total of 12 ToCUS Groups were conducied. The Trequency Tefers fiBer of TocuS Groups

in which the theme was mentioned.
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Table 6. Native American Women'’s Views of the Be®lace for Health Promotion Strategies.

Major themes Frequency

n=12 [%

Indian Nation Programs

Family Life Cente 3 25
\WIC Clinics 3 25
\Wellness Center 1 8
Food Distributior 1 8
Indian Health Servic 1 8
Headquarter 1 8
General 1 8
Timing

Evening 7 58
Extended Houl 4 33
School Vacations 3 25
*Atotal of 12 focus groups were conducted. The frequency refers taithBer of focus groups

in which the theme was mentioned.
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CHAPTER V

SUMMARY, CONCLUSIONS, AND IMPLICATIONS FOR RESEARCH AND PRAICE

Summary

Major themes derived from this qualitative study were organized usirig the’
of social marketing which included product, price, promotion and place as they related to
health education within our target population. Chronic disease education and prevention
was the major health product identified across all focus groups with an emphasis on
diabetes. Common themes that resonated among participants involved health education
that focused on family education presented in an interactive and family-frikmnichgt.

Diabetes awareness and prevalence was reported by participantecasll
groups through experience with either personal diagnosis or their social network of
family and tribal community members. Diabetes prevention was perceivedryyah
the women as an area where education for the whole family was needed todesarn m
about positive dietary and physical activity behaviors. Taylor et al. szptivat Native
American women in their study were concerned about the prevalence of dialgetes a
held strong concerns about their children’s risk for developing the diseaser(&iagl.,
2004). It was also reported in the study by Taylor et al. that some of the women who
knew someone with diagnosed diabetes did not seek healthcare as denial was common
and routine healthcare was usually postponed until physical symptoms were present.

These findings suggest that culturally appropriate diabetes preventioreaimoleint
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efforts are needed throughout tribal communities to prevent diabetes complications a
increase awareness (Taylor et al., 2004).

Some participants in our study wanted information on dietary changes that would
improve blood glucose control and felt that their current healthcare providers were not
meeting their needs in this area. Healthier food choices in supplemental tad¢m
that consider more traditional indigenous foods was perceived to help with diabetes
control by some of the women. Consistent with findings in a study with Native
Americans who were diagnosed with diabetes, Smith et al. reported that mhey of t
participants held perceptions that treatment recommendations from their fueatdamn
were not “practical” and chose not to follow their advice. Devlin et al. repdréed t
socioeconomic and cultural considerations for Native Americans should be considered b
healthcare workers to build respect and trust if they want their messageftedbeely
communicated (Devlin et al., 2006). It was also reported in the study by Devlinhettal. t
Native American participants felt that a modern lifestyle was the caukeiof
diminished health compared to the healthier traditional food practices of the ragtevit
absence of chronic disease.

Participants in the current study reported having multiple household
responsibilities and priorities including primary caretaker in the householdnttude
school or working outside of the home which places time constraints on meal preparation
along with physical activity. As participants were from a lower s@cioemic level,
there were also issues with access to healthy foods at an affordableransgottation
to health programs and availability of childcare for women with familiestrdet al.

reported similar findings in Native Canadian mothers whose perceivedborie
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cooking healthy meals included the high cost of foods, lack of time and unfamiliarity
with healthy foods and recipes. Women in the study by Pierre et al. also repatted t
family, community and school focused health education served as a facilitatakiom
healthy meals to promote the benefit of improved health (Pierre et al., 2007).
Community interaction was a common theme that participants perceived as a
catalyst to making healthy diet and exercise changes to reduce thigyidaisk of
chronic disease and health problems associated with being overweight. Health
interventions that were located at key places within the tribal commuraonaenient
times for mothers with children were identified as a way to increaseipation rates.
Other studies also support that Native American adults would like participate in
community based health interventions that help them choose nutritious foods and be more
physically active to reduce their risk of disease (Harnack et al., 1999; Thomdgn et

2002, Bachar et al., 2006).

Conclusions

The purpose of this study was to identify health concerns and issues among
Native American women who receive food stamps or commodity foods utilizing social
marketing principles. Objectives for this study were centered around fiig’‘@df social
marketing which explored Native American women'’s health perceptions of the best
product, price, promotion and place to develop a culturally effective health intervent
to improve health in this community (Weinreich, 1999).

The first objective of this study was to define the perceived health produdt whic

is the health conditions or behaviors considered to be the priority area of need for the
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community. Participants cited chronic diseases as being major areasarconc
especially in the areas of diabetes and diseases of the heart. The dhpreaskence of
overweight throughout the Native American population was also discussed asfmany
the participants felt that achieving a healthy weight through improvedydaatdr
exercise behaviors could improve health. Diabetes was the central produticgsapss
in all focus groups had a heightened awareness of diabetes since they either knew
someone in their community or a family member that had the disease. Alsoesliabst
associated with a loss of life, denial and decreased health by some padicigany of
the participants discussed the effects of a modern lifestyle with sedaatizities and a
westernized diet as being a contributing factor to developing diabetes. Heaidscas
for some participants included miscommunication about care from healthcare
professionals, inadequate access to healthcare services and lack of knabtadge
available health services. A majority of the participants knew that nutritiplaysical
activity was important in health improvement, but they needed more practical
information on how to incorporate those behavioral changes into their lives using
resources that are readily available to them.

The second objective of this study was to determine the price of participating
health intervention through participants’ evaluation of the perceived benefits aiedsbar
to behavioral change regarding fruit and vegetable intake, body weight and physical
activity. A lower socioeconomic status was a barrier to healthy behavipestagpants
described a lack of adequate facilities to exercise, transportation tio pexgrams and
available childcare. Conflicting priorities due to increased work, school and home

demands also made it difficult to find time in participant’s schedules to atteltld hea
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programs. Benefits to help motivate participants included positive social support from
friends and family and gaining health knowledge in a setting where they coultuhave
Improved health was also a motivational factor as participants discussed fasttier

and having more energy after losing weight. Self-esteem issues wigght wenagement
served as both a benefit and a barrier as low self-esteem and depression cowelynegati
affect motivational level while improved confidence and appearance helped many
participants continue their weight loss efforts. Participants could benefitieafth
programs that offer accessible and family friendly services in a graimgsehere they
could learn from each other and a positive healthcare team that utilized motivationa
counseling to improve self-esteem.

The third objective of this study was to identify the most effective methods of
communication to promote health messages that will influence behavioral change.
Participants were concerned with improving the health of their entire famayelt that
health education should be offered in a family friendly and interactive formatroope
healthy eating and physical activity. Since many of the participants hpddhedules,
participants also expressed an interest in learning how to create quick a@hy imeslls
while on a budget. Participants with children also felt that it would be benédidedch
the youth about healthy cooking and increasing the amount of physical activityr in the
lives to prevent health problems. The importance of family with an emphasis on elders
was an effective way to share information as elders were seen as role imdigels
family and community. Promotional materials that were convenient to use gno eas
understand could also help participants learn more about what health programsgare bein

offered.
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The fourth objective of this study was to identify a place to conduct health
interventions and disseminate health messages. Community sites and tribahprogra
were ideal locations for many participants due to their convenient location and
participants’ familiarity with specific programs. Timing was @ical issue to program
participation due to the school and work schedules of many participants. Programs
offered in ideal community locations should also offer extended hours during the

evening, weekends and school vacations to give families an opportunity to participate.

Limitations

As with most qualitative studies, there is a risk of researcher bias whgniagal
gualitative data. To minimize bias, two researchers were involved in theianalys
process. One researcher independently coded transcripts according tedltdrdhes
and a second researcher confirmed themes until 100% agreement was readhed on al
common themes. Also, the population sampled may not be completely representative of
the target audience. Recruiting members from a low-income communitglisrging
as participants from low-income communities often face difficulties witldadre,
transportation or time conflicts with work that may decrease their ipatiien rates. As
such, results reported in this study may be biased towards those individuals who attended
that are interested in health and nutrition as opposed to those who are not as interested.
When conducting focus groups, it can be problematic to have an adequate number
of participants in the focus group for the data to be meaningful because inforreation i

built through collective interactions. Some of the smaller focus groups had fewe
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interactions which resulted in less data. Some of the focus group moderatorswigre ne
trained in qualitative interviewing methods, and they could have probed more on certain
guestions to increase responses. Additionally, the focus group script was long and may
have covered too many topics which might have decreased in-depth data on specific
issues. Finally, all participants were female and it would be helpful to gagthea m
perspective on the discussed topics as the proposed health interventions will be family

focused.

Implications for Practice

Healthcare programs that serve the NA/AN population should implement cultural
awareness training as part of employee orientation for healthcaresjpowofds to help
them understand the unique values and beliefs of this segment of the population. Also,
tribal communities should be consulted when educational materials are developed t
ensure that they are culturally acceptable and comprehensible. Papsbethieen
tribal communities and their healthcare programs could help improve theveifiests of
services offered through the identification of perceived health needs by tmhalunity
input. Findings from this research suggest that a family-friendly and ititerac
educational structure that encompasses realistic strategies to impribkrg belaviors
could improve participation and positively affect health behaviors in a similar piopulat
Integrated healthcare and coordination between all members of the healthcare
team could improve health outcomes with increased referrals for patienfsravengaps

in needed care. Health professionals may want to consider offering healtesana
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group format to tribal communities as concerns for the health of the commuryity ma
outweigh individual health concerns. Health interventions for the NA/AN population can
also employ Native American staff to help facilitate communication andipation

since they can offer valuable cultural insights. As findings from this stighest that
participants associate weight loss with improved health, health interveraigesing

weight control might focus on the positive benefits of maintaining a healtightve

through a healthy diet and increased physical activity.

Nutritional professionals working within the NA/AN population in a community
with limited resources should consider offering programs with incentives such as
childcare, transportation, samples of recipes or small prizes for partoip&lealth
education might also be more effective if delivered in a fun and family friesadiiyng to
help build a rapport with participants and provide information that encourages family
support. Cooking classes that emphasize quick meals that are nutritious and use
accessible foods may also improve nutritional intake in low income families. §:din
from this study suggest that motivational coaching and encouragement arenfmor
help show participants that healthcare professionals care about them and whnt to he

them achieve the highest level of health possible.

Implications for Further Research

Further research can utilize social marketing principles to identifgebehealth

product, price, promotion and place within different tribal communities to develop

culturally appropriate and effective health interventions. Studies may evaxplore in
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further detail what socioeconomic and cultural factors affect behavionagehalated to
health in the NA/AN population. Also, since the NA/AN population is geographically
diverse with different tribal affiliations, it is important to not apply gaheed data from
one tribal community to the entire NA/AN population as cultural values and belitfs dif
greatly. Therefore, research should be conducted within each tribal community to hel
foster community empowerment and explore the perceived health needs of each
community.

Further research could compare the nutritional content of a traditionalNNA/A
diet to current westernized dietary practices to help determine stsatlegievould
incorporate traditional foods back into the diets of NA/AN. The progressive change in
dietary and physical activity behaviors could be researched in tribal &dgas their
perceptions on how to effectively deal with acculturation issues related to liiting w
Native American worldview and westernized worldview at the same time. Furthe
research on current dietary practices within each NA/AN community aimd the
perceptions of what healthy foods are needed to develop effective nutritiveinti@ns
and educational materials. Physical activity behaviors and what motN&AtAN to
participate in them is also needed to determine the best ways to integsitalpdctivity
into communities with limited resources or busy lives. Research is also needetl on bes
healthcare practices in NA/AN people to develop health interventions that focus on
improved health through preventative behaviors such as a healthy diet and adequate

physical activity.
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Recruitment Letter
March 17, 2006

Dear PARTICIPANT NAME

Thank you for agreeing to participate in the group discussion on at

. The Nation Program and the Department of Nutritional Sciences at
Oklahoma State University are requesting that you participate in this disayssion
about factors that influence the health of Native Americans living in Nation boasdari
You were asked to take part in this study because you have received food stamps or
commodity foods in the last three months.

The information you give us will be used to develop nutrition programs to benefit Native
Americans who receive food stamps or commodity foods. There are no risks orsbenefit
to you for participating in this study. Your alternative is not to participetieis study!f

you complete the group discussion, you will receive cash in the amount&#0.00as a
special thank you for the information you provide.

Your personal information will be kept private. You will roe identified by name or
description in any reports about this study. Instead, your answers will be gratiped w
those from other participants.

Taking part in this study is voluntary. You may choose not to take part at anyitime.

you have questions contact , Food Stamp Nutrition Education Program
Manager, OK at telephone numberDor Stephany Parker, Department of Nutritional
Sciences, 419 HES, Oklahoma State University, at telephone number 405-744-6821. For
guestions about your rights as a research subject, you may contact Dr. SuglB&cobs
Chair, 415 Whitehurst Hall, Oklahoma State University, Stillwater, OK 74078; at
telephone number 405-744-1676.

Thank you for helping.
Sincerely,

YOUR NAME
YOUR PHONE NUMBER
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CONSENT TO PARTICIPATE IN A RESEARCH STUDY
OKLAHOMA STATE UNIVERSITY

PROJECT TITLE: Development of a Social Marketing Campaign Far Nation

INVESTIGATORS : Stephany Parker, Assistant Professor, Departofddutritional Sciences, Oklahoma State
University

PURPOSE:

This study is being conducted through OklahomaeSthtiversity. The purpose is to learn from you wyai think
about health and nutrition so we can develop atirtreducation program appropriate for Native Arcans.

PROCEDURES

The project involves completion of a one page im@tion sheet and participation in a focus groupu Will complete
a one page information sheet about your family.tNgou will participate in a focus group discussaiout you and
your family’s view of health and nutrition issueSocus groups are composed of a small number ¢éatisbwho are
asked an organized set of questions in a consistenber. The participant information sheet andiagroup
procedures will take approximately 1 hour.

RISKS OF PARTICIPATION:

There are no risks associated with this projectuting stress, psychological, social, physicalegal risk which are
greater, considering probability and magnitudenttese ordinarily encountered in daily life. I§vever, you begin
to experience discomfort or stress in this projgoti may end your participation at any time.

BENEFITS OF PARTICIPATION:

You may gain an appreciation and understandingrof dithers like you make health and nutritional diecis.

CONFIDENTIALITY:

All information about you will be kept confidentiahd will not be released. Questionnaires and defmms will have
your name cut from the forms. The sign in shedtiwhas your name and phone number on it will het ke that you
can be contacted in the future to determine wheathermpressions of what took place in the focumigrwere
accurate. All information will be kept in a fil@ainet that is accessible only to the researchetdteir assistants.
This information will be saved as long as it isfuketypically, such information is kept for fiveeprs after publication
of the results. Results from this study may be gt at professional meetings or in publicatidfwa will not be
identified individually; we will be looking at thgroup as a whole.

COMPENSATION:

You will receive 20 dollars for your participatioiou must complete the information shaatl the focus group to
receive the 20 dollars.
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CONTACTS:

I understand that | may contact any of the reseascht the following addresses and phone numbsos]d | desire to
discuss my participation in the study and/or regirdermation about the results of the study: StephParker, Ph.D.,
Dept. of Nutritional Sciences, Oklahoma State Ursitg, Stillwater, OK 74078, (405) 744-6821. | malgo contact
Sue Jacobs, Ph.D., Institutional Review Board, Wihtehurst, Oklahoma State University, Stillwat®K 74078,
(405) 744-1676 with any questions concerning pditt’s rights.

PARTICIPANT RIGHTS:

| understand that my participation is voluntangttthere is no penalty for refusal to participated that | am free to
withdraw my consent and participation in this pobjat any time, without penalty

CONSENT DOCUMENTATION:

I have been fully informed about the procedurdsdidiere. | am aware of what | will be asked tadd the benefits of
my participation. | also understand the followirtigtements:

| affirm that | am 18 years of age or older.

| have read and fully understand this consent fosign it freely and voluntarily. A copy of thisrdm will be given to
me. | hereby give permission for my participatiarthe study.

Signature of Participant Date

| certify that | have personally explained this doent before requesting that the participant gign i

Signature of Researcher (or authorized represeajati Date
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Information in grey to be filled in by Nutrition Sp ecialist

Focus group date:

Focus group time:

Focus group location:

Date: | County of residence:
Age (In years):
Sex (Circle one). Female Male

Public Assistance Family Participates in

Mark all that apply.
WIC
Food Stamps
Commodities
TEFAP (The Emergency Food Assistance
Program)
Head Start
Child Nutrition (Reduced/Free School
lunch/breakfast)
TANF (temporary assistance to needy families)
Other (Specify)

Number of Individual living in your household (include yourself)

List age of each member belowDo not include your age here

Your weight: | Your height:
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Beginning the Focus Group Discussion

The first few moments in focus group discussion are critical. In a brief tenmdderator
must create a thoughtful, permissive atmosphere, provide the ground rules aadcet th
of the discussion. Much of the success of group interviewing can be attributed to the
development of this open environment.

The recommended pattern for introducing the group discussion includes: (1) Toenegel
(2) The overview and topic, (3) The ground rules and (4) The first question. Here is
example of a typical introduction:

Good afternoon/evening and welcome to our session tonight/today. Thank you for
taking the time to join our discussion of nutrition services. My nay®uisname

and | represent the Nation. Assisting me is _, also from the Nation. We want to
learn about what you think of some issues affecting the health and nutrition of Native
Americans in your community.

We have invited people who are eligible to participate in the Program to share their
ideas.

There are no right or wrong answers we just want your opinions. Please feel free to
share your point of view even if it is different from what others have said.

Before we begin, let me tell you a little about how a focus group works. Only one
person should talk at a time, but we will not go in any specific order. We're tape-
recording the session because we don't want to miss any of your comments. You may
be assured of complete confidentiality.

Our session will last about an hour and a half to two hours. Well, let's begin. Let's

find out some more about each other by going around the room one at a time. Tell us
your name and where you live.
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Now let’s talk a little bit about thing you and your family do for fun.
1. What do you and your family do for fun?

2. Do you think you and your family get enough physical activity?
e For those who answered yes, what are some reasons that you feel you do get
enough physical activity?
e Now let’s talk with those who do not feel that you and your family get enough
physical activity. What are some reasons that you feel you do not get enough
physical activity?

3. What physical activities would you be willing to do with your family?
e If you do not do these activities now, how do you think you could do these
with your family?
Now, let’'s move on to some questions about health.

4. Tell me any major concerns you may have about the health of Native Americans?

5. What would you like your children to know about health?

6. What does it take for a Native American family to be healthy?
e What if anything would you like to change about your family’s health?
e How do you think you could make those changes?

7. How would you describe the body weight of most Native American adults who you
know?

8. Some Native American adults have tried to lose weight, why do you think they want
to lose weight?

9. Some Native Americans are overweight but have not tried to lose weight. Why
do you think they have not tried?

10.What do you think about the weight of most Native American children you know?
e Do you think anything needs to be done about the body weight of Native
American kids?
0 What do you think needs to be done?
= How can this be done?
Now let’s talk a little about fruits and vegetables.

11.What are your family’s favorite fruits and vegetables?

12.Do you think that you and your family eat enough fruits and vegetables?
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o For those of you who feel you get enough, what are some reasons you are able
to get enough?

o For those of you who do not feel you get enough fruits and vegetables, what
are some reasons you are able to get enough?

13.What needs to be done to make it easier for you and your family to eat mare fruit
and vegetables?

14.Where do you get the fruits and vegetables that you and your family eat?
o How do you decide where you will go to get them?
o What do you think about buying fruits and vegetables at farmers markets?

15. Are there any Native American events or occasions when you would say yayr fam
eats more vegetables and fruits?
0 What are some events where you and your family might eat more fruits or
vegetables?
o0 Tell us about some of the foods you would eat at these events.

16.Tell me about any fruits or vegetables that you might describe as bding Na
American fruits or vegetables.

Now, let’s talk about how we can improve health. For these questions, | want ytm
think big. You can dream about what you would like to happen in the community
and tell us about that.

17. What do you think needs to be done to improve the health of Native Americans?
e How can this be done?

18.Tell us about any people who you think could have an influence on improving the
health of Native Americans?
e What could they do to help improve health?

19. Who do you think Native American children will listen to?
e Why would they listen to this person?

20.What would be fun ways for Native Americans families to learn about nutrition and
health information?

21.Where would be the best place for you and your family to get information about
nutrition and health?
e Would you be willing to take your family to this place?
e What time would be best to offer programs? Think about the time of day
and the time of year.
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Wow, we have discussed a lot of information today and you all provided some great
input. Of all the things discussed today, what do you think is the most inapdPt

Great. | appreciate everyone coming and sharing your opinions. As a special thank
you we have .....
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DRAFT

PD=Product. For the purposes of this assessment, the products being explored are
health, body weight, physical activity and consumption of fruits and vegetables.

PC=Price. For this assessment, price is defined as perceived benefits(PCB) and
barriers(PCBR) to the adoption of the products being explored.

PM=Promotion . For this assessment, promotion is defined as how we create demand
for the products being explored.

PL=Place For this assessment, place is defined as the channels and physical locations
for promotion of the products being explored.

General Health Questions
Some people are concerned about the health of Indians in your community. Is this a
concern of yours? (PD)

If so, what are your major concerns about health? (PD)

If not, why do you think it is not an issue?

What do you think Indians need to know about health? (PD) What would you like your
children to know about health? (PD)

How can a person be healthy? (PD)
Who or what influences your health decisions? (PM)
What if anything would you like to change about your health? (PD)

How can a family be healthy? (PD)
How important is the health of your family? (PD)
What if anything would you like to change about your family’s health? (PD)
If you were to make a change in health would you would you rather make a
change yourself or would you rather make a change for the whole family? (PD
PM)

Body Questions

What do you think about the body weight of adult Indians?(PD)
Some people have said that Indians adults are too heavy and need to lose weight.
What are your thoughts on this? (PD)

Some Indians have tried to lose weight, why do you think they want to lose weiGht? (P
Have you ever tried to lose weight?
What are reasons that you (have) (haven't) tried to lose weight? (PC)

Some Indians have tried to lose weight but could not. Why do you think they couldn’t
lose the weight? (PCBR)
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Have you ever tried to lose weight but could not? (PC)
What are some reasons you were not able to lose weight? (PCBR)

What do you think about the weight of Native American children? (PD)

Some people have said that Indian kids are too heavy and will get diabetesdo/bat
think about this? (PD)

Do you think anything needs to be done about the body weight of NA kids? (PD) What
do you think needs to be done? (PM) How can this be done? (PM)

Fruits and Vegetables

Some people have said that Indians don’t eat enough fruits and vegetable. (PD)
What do you think about this?

How important is it for you to eat fruits and vegetables? (PD)
What are some reasons it is or is not important? (PC)

How important is it for your children to eat fruits and vegetables. (PD)
What are some reasons it is or is not important? (PC)

What are your family’s favorite fruits and vegetables? (PD, PM)
Do you think that you and your family eat enough fruits and vegetables? (PD)
What are some reasons you do or do not? (PC)
What would make it easier for you and your family to eat more fruits and
vegetables? (PM)

Where do you get the fruits and vegetables that you and your family eat? (PL
How do you decide where you will go to get them? (PM)
What do you think about the farmers markets and community gardens if
available? (PM)

Are there any times when you would say your family eats more or lessblageand
fruits? (PM)

When do you find that you eat the most fruits or vegetables?

When would you say you eat the least fruits and vegetables?

Physical Activity
What do you and your family do for fun? Or what types of activities do you and your
family enjoy? (PD)

Some people have said that Indians do not get enough physical activity. What do you
think about this?(PD)
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Do you think you and your family get enough physical activity? What are sasense
that you do or do not? (PC) What physical activities would you like to do but do not?
(PD)

Community

What should be done in your community to improve health? (PM)

Who are important people in your community? (PM) Why are they important?

Who do you think children will listen to in your community? (PM) Why would they
listento ....?

How would you like to learn about nutrition and health information? (PM)
What would be a fun way to learn about nutrition and health information? (PM)

Where would be the best place for you and your family to get information aboutomutriti
and health?(PL)
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Focus Group #

Date:

Focus Group

Target

Population 1

Product/ Behavior

Notable quotes

Native
American
families

Product/
Behavior 1

Price/Barriers

Notable quotes

Product/
Behavior 1

Price/Benefits

Notable quotes

Product/
Behavior 1

Promotion

Notable quotes

Product/
Behavior 1

Place

Notable quotes
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