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Presentation Notes
Good Morning everyone what a beautiful place this is huh? 
Thank you so much for allowing me to speak with you today. 
Thank you to the NMAFP planning committee, Sara, and all those involved in making this wonderful conference happen. 



INTRODUCTION

https://en.wikipedia.org/wiki/Navajo_Nation_Council

https://hunthausenphoto.wordpress.com

http://www.youtube.com/watch?v=ctiEQTByHIc
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I’d like to begin with a brief introduction in Navajo which is customary in my culture. 
Ya’ateeh Abini. Julianna Reece yinishye’.
Tabaha Nishli
Tsenahabithni bashishchiin
Kiyaani ei da shi chei, doo 
Ashihi ei da shi Nali. Tsehootsooidee’ nasha, aqwootao asdzaani nishli.

My name is Julianna Reece. I’m originally from Fort Defiance AZ, a small town on the Navajo Nation. 
My talk today includes key concepts that shaped my journey, often unknowingly, from my childhood through today. 
Growing up on the reservation, I was fortunate to be heavily immersed in Navajo culture, language and traditional ways. 
Although I witnessed the beauty and richness of my culture, I also experienced the very real challenges of being American Indian in this society. 
I am often asked what led me to a career in medicine and public health and I must say it’s a bit of an innate response, derived from my Navajo cultural values. 
In Navajo, the concept of Hozho’ is at the center of all that we continually strive for in life.  
It can be defined as balance, harmony, beauty or even peace.  
This concept in many ways parallels the notion of Equity. 
Equity and fairness are foundational elements at the heart of medicine and public health. 
This is what drives my passion. 
My public health journey has been deeply rooted in my traditional Navajo Culture and my desire to improve the health and well-being of AI/AN communities.  
It has been quite deliberately focused on building my skills to best serve AIAN communities as effectively as possible. 
My current position with CDC has allowed me to culminate my Clinical & Public Health skills, Tribal and life experience to improve overall health and wellbeing of AIs and ANs. I hope to give some insight into what I do and potentially what a career in public health may look like. I am so very humbled to be here and hope you enjoy hearing about some of the wonderful things happening in the CDC that demonstrate how we use culturally appropriate methods to innovatively address SDsOH, and ultimately advance our efforts towards health equity.



PRESENTER DISCLOSURES

The following personal financial relationships with commercial
interests relevant to this presentation existed during the past 12
months:

No relationships to disclose
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I have nothing to disclose financially or have any conflicts of interest to report 


Objectives

Describe the unique characteristics of working in Public Health in
American Indian/Alaska Native (Al/AN) populations

Demonstrate the link between Social Determinants of Health,
Historical Trauma, Intergenerational & Multigenerational Trauma,
Stress and Chronic Disease in Al/AN populations

Highlight how the CDC supports Al/AN communities, specifically
through the Healthy Tribes Program

Introduce potential career, internship and fellowship opportunities
with CDC
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The objectives for this talk include:
Describe the unique characteristics of Tribal Public Health
Demonstrate the link between Social Determinants of Health, Historical Trauma, Intergenerational & Multigenerational Trauma, Stress and Chronic Disease in AI/AN populations
Give an overview of the CDC’s Healthy Tribes framework for improving health and wellness in AI/AN communities
Highlight lessons learned from innovative work done at CDC incorporating vital community input


TRIBAL NATIONS AND THE FEDERAL GOVERNMENT:

A GOVERNMENT TO GOVERNMENT RELATIONSHIP

* U.S. recognition of Tribes as
Sovereign Nations

* Transfer of land under treaties

 |Institution of Federal programs
and services

* Unique US—Tribal relationship

* Government-to-government
obligation
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» Political and legal, not race-based

Treaty of Canandaiqua, 1794
L —
Image: National Archives, Washington, D.C. | Transcript: Originally published in /zdian Affairs: Laws and Treaties, compiled and edited by Charles J. Kappler. 1904; digitized by Oklahoma State University; NIH Tribal Health Research Dffice, . Wilson.
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It is important to review a few historical facts that will set the stage for understanding health disparities of AI/AN populations and what makes them unique in the Public Health realm. 
American Indian and Alaska Native (AI/AN) Tribes have had a long, complicated relationship with the US federal government. Since the formation of the union, Indian Tribes have been recognized by the U.S. as sovereign nations.
This has resulted in the transfer of land under treaties, contributing to the foundation of the Federal/Indian relationship. 
Federal programs and services that benefit AI/ANs are based on this unique government-to-government relationship that is political and legal, not race-based like other racial or ethnic groups in America. 
This government to government obligation is critical to understanding the unique Public Health challenges faced by Tribes. 

https://catalog.archives.gov/id/12013254
http://dc.library.okstate.edu/digital/collection/kapplers/id/25885/rec/1

DIVERSITY, FEDERALLY RECOGNIZED TRIBES, AND

TRIBAL SOVEREIGNTY

* 574 Federally Recognized Tribes
Vastly diverse and unique
Tribal nations’ populations range from small to large

Distinct languages and cultural practices

- Tribal eligibility/enrollment is determined by the Tribes

Blood quantum, descendance

» Tribal Sovereignty

Various policies and laws to ensure tribal rights and self-governance

* Public Health Capacity, Workforce and Infrastructure
Ranges from minimal to extensive
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Currently, there are 574 federally recognized tribes in the US with immense diversity in language, customs, dress, governments and belief systems.  There are clearly far ore than 574 tribes in existence but only the federally recognized tribes are eligible for federal services, programs and funding allocated through the federal government in response to this trust relationship that has been established. 
Although the federal government determines which tries are recognized, the Tribes themselves determine their membership.  Tribal eligibility and enrollment are typically determined by blood quantum and descendance.  DNA testing is typically not used to determine eligibility.
The concept of tribal sovereignty is complex but critical to at leas t have a basic understanding of.  Sovereignty means the tribes have he inherent right to govern themselves as sovereign nations.  This concept impact all part of healthcare for tribal communities, particularly service, coverage of in house or referred services, data sharing and much more. Data for AIAN populations is wrought with inaccuracies due to misclassification and misidentification. This topic is much too big to go into in now, however.
Lastly, the PH capacity and infrastructure ranges from minimal to extensive, depending on the tribe.



FORCED REMOVAL FROM TRADITIONAL LANDS

* Federal Indian Removal
Act of 1830

+ Signed by President
Jackson and authorized
the president to grant
unsettled lands west of
Mississippi in exchange
for American Indians’
lands within existing
state borders.

Image from http://www.crowcanyon.org/educationproducts/peoples mesa verde/historic long walk.asp
| I
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There have been a number of distinct acts, policies and laws enacted throughout history that have had devastating impacts on AIAN communities. I will do a brief overview of some of the more significant ones.
I deliberately include these next few slides not only for awareness but for acknowledgement.  Coming from a federal agency it is imperative that this history be acknowledged as it plays a significant role in the health and the healing of AI/AN populations and surrounding communities. Then and only then, can we begin establish trust as we find ways to collaborate in our efforts to support and rebuild our communities.
In 1830 the Federal Indian Removal Act was implemented. This federal policy authorized President Jackson the right to make land “exchanges” by forcibly removing the five tribes (Cherokee, Creek, Chickasaw, Choctaw, and Seminole) from their ancestral lands against their will.
Over the next several decades, more than 40 tribes were removed to Indian Country, an area that now comprises the state of Oklahoma.
President Jackson rationalized the removal program as a benevolent effort that gave the American Indians one last chance to assimilate and give up their culture.
In President Andrew Jackson’s address to Congress, he told lawmakers, “Surrounded by our settlements, these Indians have neither the intelligence, the industry, the moral habits nor the desire of improvement which are essential to any favorable change in their condition. Established in the midst of another and a superior race, and without appreciating the causes of their inferiority or seeking to control them, they must necessarily yield to the force of circumstance and ere long disappear”.
This act set the stage for much more to come.

http://www.crowcanyon.org/educationproducts/peoples_mesa_verde/historic_long_walk.asp

FORCED RELOCATION INTO A

RESERVATION SYSTEM

INDIAN I.AN FOR SALE
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Indian Appropriation Act of 1851

» Set the precedent for modern-day
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In 1851, the US Congress passed the Indian Appropriations Act, creating the reservation system, to move western tribes onto reservations. 
The reservations were established to make sure the remaining tribes converted to Christianity and become “Americanized”.
Within reservation borders, American Indians were not allowed to leave, except by permission. Those who left where arrested and severely punished or killed. The federal policies were enforced by Indian agents which suppressed tribal culture and traditional activities.
This resulted in over-population of reservation lands which caused food insecurity and other issues (many plants, game  and fish disappeared from overuse)

http://www.californiaindianeducation.org/indian_land/for_sale/

HISTORICAL TRAUMA IN Al/ANS

. IN NEW MEXICO
“ Long Walk 9

oo i

Beginning in the spring of 1864,
around 9,000 Navajo men, women
and children were forced to embark
on a trek of over 300 miles to Fort ¥
Sumner, New Mexico for internment ===
at Bosque Redondo. This is known
as the Long Walk

In 1868, a treaty was negotiated between
Navajo leaders and the Federal

vernment allowing the surviving Navajo ke
return to a reservation on a portion of

Fort Sumner
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Our state of New Mexico is home to one of the most brutal atrocities in AI history, The Long Walk of the Navajo, referred to in Navajo as Hwelde. Many have likely heard of the Trail of Tears, but not as commonly discussed is a similar event that occurred here in 1864, where early 9000 men, women and children were forcibly exiled from their homelands by the US Army and marched on foot from Fort Defiance, AZ, my hometown, to Fort Sumner, NM, a distance varying from 350 to nearly 500 miles depending upon the route used. Navajos were held at gun point, in concentration camps for years at Bosque Redondo in the Pecos River Valley. The trek was arduous, and the captivity harsh, resulting in the death of thousands from starvation, exposure, and disease. 


LOSS OF SOCIETAL NORMS

The General Allotment Act of 1887
AKA The Dawes Act

Destruction of Al/AN Culture and
Society

Loss 2/3 of tribal land

Nullified tribal land holdings,
assigned each Al/AN 160 acres “in
trust” while the rest was sold

Plots provided were too small to
support a family or raise livestock

Image from http://users.humboldt.edu/ogayle/hist110/unit3/indians.html
| I
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In 1887, the General Allotment Act or Dawes Act was implemented having disastrous effects on many tribes.
This federal policy was designed to detribalize the American Indian by destroying the idea of communal land ownership on the reservations. 
Again, deliberately disrupting the community-based systems so critical to AIAN people.
Consequently, land owned by AIs decreased from 138 million acres in 1887 to 48 million acres in 1934.

http://users.humboldt.edu/ogayle/hist110/unit3/indians.html

ASSIMILATION TO U.S. STYLE OF GOVERNMENT

The Indian Reorganization Act
of 1934

* Recognized tribal governments
and pushed tribes to adopt
constitutions and city council
style governments and not
traditional styles of government

* No consultation with tribes
resulting in the seeds for Indian
termination

Image from https://www.nlm.nih.gov/nativevoices/timeline/452.html
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The Indian Reorganization Act, also known as the Wheeler-Howard Act, was signed by President Roosevelt on June 18, 1934.
The law pushed tribes to adopt constitutions and city council style governments by offering federal subsidies to tribes that adopted constitutions like that of the United States and replaced their governments with city council-style government structures. 
There was no consultation with tribes, resulting in the seeds for Indian termination.


https://www.nlm.nih.gov/nativevoices/timeline/452.html

INDIAN TERMINATION POLICY

* 1953 Termination Act-Congress
passed a resolution beginning a
federal policy of termination

» Disbanded American Indian
Tribes and their land was sold

» Series of laws directed at
dismantling tribal sovereignty
from around 1940 to 1950

* 1956 Relocation Act

COME TO DENVER

THE CHANCE OF YOUR LIFETIME !

Good Jobs

Retail Trade
Marnufacturing

Over Halfof Homes Owned by Residents
Corvenient Stores-Shopping Centers

t Trainin
AutoMech, Beouty Shop Drafting,
Nursing,Office Work Watchmaking
Adult Education
Evening High School, nd Crofts
Jobimgrovement, ,Home- making

Beautiful Colorado
“Tallest" State, 48 M1 Peaks Over 4000 Ft.
350 Days Sunshine , Mild Winters
Zoos,Museums | Mountain Parks, Drives
icnic Areas Lokes, Amusement Farks

BigGame Hunting,Trout Fishing Comping

Image from https://www.nlm.nih.gov/nativevoices/timeline/488.html
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In 1953, not long ago, Congress passed another detrimental resolution beginning the federal policy of Termination
In 1956, a companion policy of “relocation” moved Indians off reservations and into urban areas. 
Through these policies, the Bureau of Indian Affairs moved thousands of American Indians to cities and urban jobs, breaking family units, cultural ties and familiar ways of life.
The image above shows an actual relocation brochure distributed to American Indians in the 1950s.
The goal was to absorb American Indians into mainstream society and to deliberately place them in the most unfamiliar environments to rid them of their community connections and cultural ties. 
Although some AIANs chose to move off reservations to urban areas, fifty percent returned home to their families and reservations within five years because of a lack of job opportunities, education, and social services that were promised.
The incidence of homelessness, poverty, substance use, sex trafficking and prostitution, trauma, death and mental illness was staggering and was introduced back into AIAN communities and perpetuated. 
Many AIANs stayed in the cities, creating the roots of the American Indian Movement  or AIM.



https://www.nlm.nih.gov/nativevoices/timeline/488.html

HISTORICAL TRAUMA
IN AI/AN POPULATIONS

Historical Trauma: Ball, 1998; Brave Heart, & Cashin, 2000; Duran & Duran, 1995; 17. Carlisleindian.dickinson.edu Carlisle Indian School Digital resource center
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Historical trauma is a very real part of AI/AN history and contributes to the health disparities we see today. 
Maria Yellow Horse Brave Heart described much of this in her work. (Yellow-Horse Brave Heart, 1995).   
Many of our elders grew up in a time when the basic foundation of the social life that bonded Native culture and communities together was damaged. 
This included language, values, ethics, and belief systems. 
Art, ceremonial objects, rituals, prayer, and healings were forbidden and condemned and as a result, many traditional practices were lost as a living part of AIAN culture. 
AIANs lost the right to speak and learn our languages, sing our songs, learn from contact with Elder knowledge, connect with nature, bond with our community, and pursue a traditional means of survival. 
The link between HT and the disproportionate health disparities we see today in AIAN communities is evident but the impact does not end there. 


THE LINK BETWEEN
HISTORICAL TRAUMA
AND HEALTH DISPARITIES
Colonization
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Although historical trauma for AIANs can be traced back hundreds of years to the onset of colonization, long before even the formation of the union, it is often discredited as events in the distant past, with minimal to no impact on current and future generations.  
This is absolutely untrue.  Despite historical evidence of distant trauma, much of this trauma is quite recent and continues in both blatant and subtle forms. 
It is difficult to imagine what life was like for our ancestors but many of us do not need to look far to know these atrocities. 
My parents were both boarding school survivors. They were beaten for speaking Navajo, praying, singing songs or seeking any type of comfort and peace through cultural practice.
My mother was also sent as a teenager, to Chicago during the relocation act with devastating experiences that forced her to escape, somehow finding her way back to the rez.  
The link between HT and the disproportionate health disparities we see today in AIAN communities is evident but the impact does not end there. 



https://farinaking.files.wordpress.com/2020/06/us_native_land_loss_from_1776_to_1930.gif?w=300

ADVERSE CHILDHOOD EXPERIENCE (ACE) STUDY
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You are likely all familiar with Adverse Childhood Experiences or ACEs scoring system that tabulates the number of adverse childhood experiences and correlates them to life expectancy. Multiple studies have shown that AIANs show disproportionately higher scores by the age of 18 than the general population. 

NOTE:  The original ACE study was done from 1995-1997 at Kaiser Permanente in Southern California in collaboration with the US CDC.  It showed an association between childhood abuse and neglect and later-life health and well-being. The study basically found that ACEs are common but that they have a dose response relationship with physical and mental health problems. For example, comparing someone with a zero score to someone with 4 ACE’s, there was a 7-fold increase in alcoholism, twice the risk of cancer and a score above 6 was associated with a 3000% increase in attempted suicide. The ACE pyramid represents a conceptual framework for the study. It depicts how Adverse Childhood Experiences are strongly related to various risk factors for chronic diseases of all kinds, throughout one’s life. Risk for chronic illness is especially high when a person has experienced 4 or more ACEs. For example, a risk for diabetes goes up 1.6 fold, doubles for cancer and heart disease, and quadruples for chronic lung disease. Moreover, AI/AN youth are more likely that nonnative youth to report experiencing 5+ ACEs before age 18 (8). We know that those who experience trauma in childhood have a higher likelihood of developing PTSD as adults (9); the general rate of PTSD is higher among NAs than all other ethnic groups.



BENEVOLENT CHILDHOOD EXPERIENCES (BCE) SCALE

Growing up, during your first 18 years of life:

1. Did you have at least one caregiver with whom you felt safe?
2. Did you have at least one good friend?

3. Did you have beliefs that gave you comfort?

4. Did you like school?

5. Did you have at least one teacher who cared about you?

6. Did you have good neighbors?

7. Was there an adult (not a parent/caregiver or the person from #1) who could
provide you with support or advice?

8. Did you have opportunities to have a good time?

9. Did you like yourself or feel comfortable with yourself?

- 10. Did you have a Eredictable home routinei like reﬁular meals and bedtime?

Benevolent Childhood Experiences (BCEs) Scale © Narayan, Rivera, Ghosh Ippen, & Lieberman, 2015
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Incidentally, there’s another scale I like to mention as an example of a Strength-based approach using positive information to balance any negative information. The Benevolent Childhood experiences Scale uses 10 questions that have been shown to be very powerful indicators of Flourishing which is a term out of the Psychology world that can be defined as a multi-dimensional concept, that essentially highlights key components that make up one’s quality of life. When a person experiences a healthy level of each dimension or component, they are said to have a high quality of life and have optimal well being. When you are measuring negative indicators, you can balance them with positive indicators. With AIAN kids, you often wonder how some kids seemed to do well while others did not, despite very similar life circumstances of situations. This scale helps explain the things that if present may contribute to resilience despite unfortunate circumstances.  



The Pair of ACEs
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This slide integrates Adverse Childhood Experiences with Adverse Community Environments demonstrating how both set the stage for health outcomes. 
Essentially this is a depiction of the social determinants of health and the impact of the environment, showing how the roots directly affect the growth and development of the entire tree. 
For AI/AN communities, some examples include the lack of access to potable water, multigenerational housing or lack of housing, lack of electricity, broadband, heating and plumbing, and transportation in many AIAN communities;
Additionally, the siting of polluting industries on and near Indian Country, the proportion of our population that is incarcerated in high level facilities due to the structure of our judicial systems, the list goes on. 
For Clinical Care it is even more complex due to existing healthcare systems (IHS, Tribal health facilities, UIOs) that have been historically under resourced and under funded. 
These factors amplify the barriers for AIAN people.


Inter-Generational Basis for Chronic Disease Disparities
Among American Indians and Alaska Natives
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T St e Chronic
Historical ressors ressors Stressors o
ISease
Trauma . A A ‘ il
Birth Disparities
T A
Genocide WIC FDPIR
>
Boarding School Adverse Childhood |, | Adverse Adulthood
Experiences Experiences Experiences
«  Abuse (physical, sexual) *  Abuse (physical, sexual) +  Alcoholism & SA
*  Neglect *  Neglect *  Suicide rates [ death rates
«  Abandonment *  Substance Abuse in home »  Poverty / Poor nutrition
» Forced Removal *  Mental Health Dx in home +  Racism
Loss of culture & language *  Witnessing violence *  Role models
Forced Christianity « Divorce «  Few positive
Lost traditional parenting *  Foodinsecurity «  Manynegative
& family structure = Family member in prison » Parenting
Mext generation

Warne, D., & Lajimodiere, D. (2015). American Indian health disparities: psychosocial influences. Social and Personality Psychology Compass, 9(10), 567-579.
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This slide looks a bit busy but I really like it because it helps you better visualize the link between Historical Trauma, chronic stressors and Chronic Disease. 
Not only does it incorporate HT but includes present day Stress at gestational, childhood and adulthood periods of life. 
We know adverse childhood experiences are a strong predictor of risk for numerous chronic and behavioral health conditions, including heart disease, diabetes, cancer, depression, suicide attempts, and tobacco/substance use, But we don’t often hear of the adulthood stress impacts. 
This graphic also includes how systematic efforts from external entities contributed to health disparities as they have historically led to high rates of formula feeding of infants and intake of high-calorie, low nutritional value/packaged and processed foods. 
All of these factors and social circumstances, including Stress, affect health equity. 
It is important to understand how cycles of Intergenerational and multigenerational trauma stemming from HT, form the basis for chronic disease disparities among AI/ANs. 

This reality was all too often apparent in my clinical practice.  
Often times patients would miss appointments, or never seek care due to feelings of shame and guilt about having a Chronic Disease like diabetes, obesity, or even substance use.  
I spent the majority of my time talking to patients about HT and the impact of stress on the body.  
People often felt that they somehow got Diabetes because they were Indian or because of lifestyle choices they had made, like it was their fault!  
And the medical system perpetuates this by using a old medical model that does not take into account everything in this slide. 
I had patients come in apologetic about their blood sugar or blood pressure despite working extremely hard to change their lifestyles and take their medications. 
The most consistent symptom had was their reports of stress.  Financial stress, food insecurity, employment, feelings of inadequacy and hopelessness. 
People were using substances (drugs, alcohol, commercial tobacco and even food) to cope and they did not understand how deep rooted this was. 
We as clinicians all understand the impact of continued stress hormone on a young, developing brain exposed to a traumatic event.  What happens?  
Your body responds by releasing stress hormones (cortisol and adrenaline to name a couple) designed to support your immediate physical response to that event, run or fight. These events are meant to be few and far between so the hormone levels return to their normal state.
If you have continual stress, say an abusive environment, you are always on alert, always bathing your brains in chemicals that prepare you to run or fight. 
Overtime the brain actually develops that way.  Your body adjusts to this environment, and essentially re-sets it self as though this level of stress is the new normal. 
In medicine this is called homeostasis.  The body is amazing at figuring out how to balance and survive in whatever environment it is placed in, at least for as long as it can do this. 
We now understand that this stress is cumulative and affects the entire body.  In fact, this trauma can affect your DNA which means it can be genetically passed on.
Now the good news is that the body can change it’s set point in either direction.  
It all depends on what's happening with your stress response and in your environment. 
Of course the most promising change can happen in utero and in the developing brains of our youth, but this does not mean all is lost for the adult population.
This is our way to start reclaiming our health but how do we do this if the environment does not change?  We cant.
Most of my patients were making tremendous efforts to eat healthy but what does that mean?  What does that look like in the context of that persons world?  What are the food systems like?  What is their connection to the community? Most of my patients were so confused about food and how to change their lifestyles that this too was adding additional stress.
the Western Medical Model has never evolved to see the comprehensive picture, but we have the power to change our communities and support comprehensive solutions by understanding the why behind it all. 


HEALTH DISPARITIES IN

Al/AN POPULATIONS

Life expectancy at birth is 10.9 years < US all races and dropped to 65.2 in 2021 (1)

This is the greatest decline among all races from 2020

6 leading causes of death for Al/AN populations (2):
CoviID-19
Diseases of the Heart
Malignant neoplasms
Accidents (unintentional injuries)
Chronic liver Disease and cirrhosis

Diabetes mellitus

Violent deaths, unintentional injuries, homicide, and suicide, account for 75
percent of all mortality in the second decade of life for AIANs (3,8)

From 2019-2020, 27% increase in firearm homicides and 41.8% increase in firearm
suicides (5)

Highest poverty rate of any ethnic group at 21.4% vs 12.7% All (4)
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This slide just shows a snapshot of a couple of statistics on AIAN populations.  In general, you can pick a health disparity and the likelihood that AIANs will have the worst statistics proportionately are pretty high. 
Life expectancy at birth is 10.9 years < US all races.1
In fact, Life expectancy dropped to 65.2 in 2021, greatest decline among all races from 2020.1
In 2020, the leading causes of death among AI/AN were.2
1. COVID-19	2. Heart Disease	3. Cancer
4. Accidents	5. Liver Disease	6. Diabetes Mellitus
Violent deaths (unintentional injuries, homicide, and suicide) accounted for 80% of all mortality for AI/ANs aged 15-24 (2011-2020).3  
Highest poverty rate of any racial/ethnic group 21.4% (AI/AN) vs 12.7% (all) (2021).4
From 2019-2020, 27% increase in firearm homicides and 41.8% increase in firearm suicides for AI/AN population. 

References
Vital Statistics Rapid Release, Number 023 (August 2022) (cdc.gov) 
Centers for Disease Control and Prevention, National Center for Health Statistics. Underlying Cause of Death 1999-2020 on CDC WONDER Online Database, released in 2021. Data are from the Multiple Cause of Death Files, 1999-2020, as compiled from data provided by the 57 vital statistics jurisdictions through the Vital Statistics Cooperative Program. Accessed at http://wonder.cdc.gov/ucd-icd10.html
CDC Wonder. Underlying Cause of Death, 1999-2020. https://wonder.cdc.gov/ucd-icd10.html
U.S. Census Bureau. Tables B17001 and B17001C. https://data.census.gov 
Vital Signs: Changes in Firearm Homicide and Suicide Rates – United States, 2019-2020, Tables 1,2. Vital Signs: Changes in Firearm Homicide and Suicide Rates — United States, 2019–2020 | MMWR (cdc.gov)
Cunningham JK, Solomon TA, & Muramoto ML (2016). Alcohol use among Native Americans compared to Whites: Examining the veracity of the ‘Native American elevated alcohol consumption’ belief. Drug and Alcohol Dependence, 160, 65–75
Behavioral Risk Factor Surveillance System Web Enabled Analysis Tool. (Analysis of years 2017-2021) https://nccd.cdc.gov/weat/#/analysis  
Mental and Behavioral Health - American Indians/Alaska Natives - The Office of Minority Health (hhs.gov)
https://www.cdc.gov/chronicdisease/healthequity/social-determinants-of-health-and-chronic-disease.html



MENTAL AND BEHAVIORAL HEALTH -

AMERICAN INDIANS/ALASKA NATIVES

- In 2019, suicide was the 2nd leading cause of death for
Al/ANs between the ages of 10 and 34 (8).

- Al/ANs are 60% more likely to experience the feeling that
everything is an effort, all or most of the time, compared
to non-Hispanic Whites (NHW)s (8).

- The overall death rate from suicide for Al/AN adults
is ~20% higher than NHWs (8).

In 2019, adolescent Al/AN females, ages 15-19, had a death
rate 5X higher than NHW females of the same age (8).

In 2018, Al/AN males, aﬁes 15-24, had a death rate twice
that of NHW males in the same age group (8).

« Al/ANs have highest rates of alcohol abstinence (6,7)

8. Source: Mental and Behavioral Health - American Indians/Alaska Natives - The Office of Minority Health (hhs.gov)
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Mental Health statistics are just as staggering.
From 2019-2020, 27% increase in firearm homicides and 41.8% increase in firearm suicides for AI/AN population. 5
AI/ANs have the highest rates of alcohol abstinence compared to other races.6,7

In 2019, suicide was the second leading cause of death for American Indian/Alaska Natives between the ages of 10 and 34.1
American Indian/Alaska Natives are 60 percent more likely to experience the feeling that everything is an effort, all or most of the time, as compared to non-Hispanic whites.
The overall death rate from suicide for American Indian/Alaska Native adults is about 20 percent higher as compared to the non-Hispanic white population.
In 2019, adolescent American Indian/Alaska Native females, ages 15-19, had a death rate that was five times higher than non-Hispanic white females in the same age group.
In 2018, American Indian/Alaska Native males, ages 15-24, had a death rate that was twice that of non-Hispanic white males in the same age group.
Violent deaths, unintentional injuries, homicide, and suicide, account for 75 percent of all mortality in the second decade of life for American Indian/Alaska Natives.2


https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=39

HOW DO WE IMPROVE THE HEALTH STATUS OF

Al/AN POPULATIONS?
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So what do we do with all this?  How do we go about making an impact in these health disparities?
According to the County Health Rankings Model, providing clinical care only contributes about 20% overall to health outcomes.  Social and economic factors, health behaviors and the physical environment make up the remaining 80%. It is curious to see this breakdown when an overwhelming majority of funding and attention in this country are focused on the clinical aspects of care.
When speaking of AI/AN communities specifically, some examples of the physical environment could be the lack of access to potable water, multigenerational housing or lack of housing, lack of electricity, broadband, heating and plumbing, and transportation in many AIAN communities; Additionally, the siting of polluting industries on and near Indian Country, the list goes on. For Clinical Care it is even more complex due to the severely under resourced and under funded healthcare systems that exist (IHS, Tribal health facilities, UIOs).  The 80% referred to on this slide are the SDsOH.    
The CDC understands the complexity of this multifactorial picture and focuses in advancing health equity through SDsOH.
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This brings me to what we do at CDC, specifically with the Healthy Tribes Programs.  Now most of what I have talked about so far has been quite negative and although essential to acknowledge and understand, it is more important to also talk about community strengths and  protective factors that have contributed to our resilience and have allowed us to survive. Remembering the recurring themes of the historical events I just reviewed, cultural erasure was one of the most prominent methods of assimilation/elimination of AIAN populations. Why would this be? Likely because it is a powerful protective factor that fosters identity, connection, belonging and ultimately, survival. We know that Culture and traditional practices are key factors in resilience and also pay a powerful role in wellness. It is not only about a single practice but the values that these practices are based on. These are the elements we want to identify, support, enhance and build upon to help AIAN communities not only survive but thrive. 

The Healthy Tribes framework incorporates Tribal input, recipient input and the community perspective in all it’s programing.
The Healthy Tribes Program includes a robust portfolio that funds tribes, tribal organizations, urban Indian organizations, and tribal epidemiology centers through three cooperative agreements, Tribal Epidemiology Center Public Health Infrastructure (TECPHI), Good Health and Wellness in Indian Country (GHWIC), and Tribal Practices for Wellness in Indian Country (TPWIC). These cooperative agreements work synergistically to build upon and inform strategies to improve health outcomes across Indian Country by strengthening public health Infrastructure;  expanding the evidence base; and learning from innovative practices including cultural traditions and tribal practices.  These programs are designed to be strength-based, address community identified needs with culturally appropriate methods that aim to give scientific credibility to practices that have been present and utilized by AIANs for centuries.
We utilize these key priority areas to support communities in fostering partnerships, informing and educating those involved building a workforce and enhancing data and surveillance as they implement solutions for themselves, for their own communities. Afterall, who has the best understanding of the issues and dynamics of a community but the community itself.  
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Here is a map showing the 12 regional TECs
In AK there are two dots depicting the TEC and the NCC

TECs provided TA and data analysis for many community health assessments and profiles throughout TECPHI, helping tribal communities identify needs, including nutrition and access to traditional foods. Several also supported communications infrastructure, creating fact sheets and infographics to support TEC initiatives. 
Some examples from the first round of TECPHI (2017 – 2022) include:
Support for an obesity prevention program through exposure to traditional foods among AI youth in Oklahoma, implemented in 10 early childhood and Head Start learning centers and 3 health clinics. 
The Albuquerque Area Southwest Tribal Epidemiology Center (AASTEC) created culturally-relevant imagery to enhance breastfeeding
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Tribal Epidemiology Center Public Health Infrastructure or TECPHI, is the first of 3 cooperative agreements under the Healthy Tribes umbrella. 
TECPHI was launched in 2017 to support Tribal Epidemiology Centers or TECs, which were established and receive core funding from the Indian Health Service.
TECs are Tribally managed public health organizations that serve Tribal communities by providing enhanced public health services, including surveillance, public health research, and evaluation of programs to the tribes they serve.  
The purpose of TECPHI is to 
Strengthen TEC’s public health capacity to meet national public health accreditation standards and deliver the 10 Essential Public Health Service
And strengthen public health capacity of tribes and Urban Indian Organizations the TECs serve
TECPHI activities include developing and expanding data sharing agreements, which allowed TECs to support and guide the COVID-19 response in Tribal and Urban Indian Communities. 

From poster:
Renewed in 2022, TECPHI provides $6.8 million/year over a  5 year period to 12 TECs and one Network Coordinating Center. 
TECPHI supports efforts to effectively identify and address social determinants of health, reduce health disparities, and improve the overall health and wellbeing of AI/AN populations
TECPHI 2017–2022 Accomplishments: 
TEC workforce more than doubled and 24 staff earned CPH certification. 
Staff whom are AI/AN people increased.
The number of trainings increased by 96%.
A 200% increase in number of partnerships established.
Over 300 new or expanded data sharing agreements
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Our next program, Good Health and Wellness in Indian Country,  or GHWIC, launched in 2014 as CDC’s largest ever investment in AI/AN communities.
GHWIC supports a coordinated, holistic approach to chronic disease prevention through community-chosen, culturally adapted policies, systems, and environmental improvements to achieve long-term goals of reducing rates of death and disability from commercial tobacco use, diabetes, heart disease and stroke, and reducing the prevalence of obesity.  
Through GHWIC, recipients are implementing culturally adapted interventions, including food sovereignty programs, training community health representatives, and implementing CDC’s National Diabetes Prevention Program. 
We are in our second cycle of GHWIC and are continuing to learn from the community on how this program is meeting the needs, supporting strengths to better fit Tribal communities as they work to address chronic Disease. 
We intend to share these critical lessons with the rest of CDC as well. 

From poster:
A five-year, $98 million program renewed in 2019, GHWIC focuses on implementing policies and systems improvements and culturally adapting evidence-based clinical/preventative best practices to prevent chronic disease. 
Four strategy areas include obesity, diabetes, heart disease/stroke, and commercial tobacco prevention and control
GHWIC 2019–2024 Accomplishments:
94,801 AI/AN persons reached through GHWIC-supported obesity prevention programs.
2,074 AI/AN persons reached through smoking cessation therapies, communication, and culturally relevant education.
6,731 AI/AN individuals enrolled in type 2 diabetes prevention programs.
1,335 AI/AN patients with high blood pressure/cholesterol engaged in self-management/treatment programs.
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The third and final Cooperative agreement in the Healthy Tribes portfolio is Tribal Practices for Wellness in Indian Country or TPWIC. 
TPWIC focuses on building resilience in a culturally relevant way – using a community/cultural component to encourage and support tribal practices that build resilience and connections to community, family, and culture. 
TPWIC is an innovative, groundbreaking program, really the first of its kind to be supported at CDC. 
We all know AIAN people have been using tribal practices as a way of life, unity, connection, strength and survival for thousands of years.  
These cultural practices are deep rooted forms of resilience and with these teachings come balance, health and wellness for the individual, community, and all living things, including the earth. 
The aim of TPWIC is to support and identify these cultural protective factors that reduce risk factors for chronic disease and promote wellness among AI/AN people. 
We recently started a new cycle of TPWIC and through this Program, we will be working in collaboration with our 36 recipients to help us build an Indigenous Framework over the course of the 5 year cooperative agreement, which we intend to use to guide our future programming efforts.
 I am so very privileged to work in a field that addresses health disparities from a holistic perspective, incorporating social and historical determinants of health as a means of advancing health equity.  
Being able to implement innovative culturally appropriate approaches that support culture as means of health and wellness is incredibly meaningful to me.  
Not only does this work help establish the scientific credibility for culture as medicine or culture as health, it allows the communities we serve to define their strengths, their needs, and their solutions 
This is ultimately more effective and more sustainable because it just makes sense.
It also provides us with new perspectives and approaches that may not be common or familiar in the western scientific world but are applicable in most any community.
As scientists and leaders, we have an opportunity and even a responsibility to do things differently, incorporating themes of social justice and indigenous ways of knowing into our framework.  
In turn, we can make a meaningful difference.
This is how we reclaim our health.

From poster:
TPWIC originally launched in 2018—a 4-year program funded at ~$5 million per year, focused on building resilience in a culturally relevant way. 
A second iteration was launched in 2022—a 5-year program funded at ~$5 million per year, that addresses social and cultural connectedness for health and wellness in AI/AN communities.  
TPWIC strategies incorporate family and community activities, intergenerational learning, and traditional foods and physical activities that connect cultural practices to wellness.
TPWIC 2018–2022 Accomplishments: 
192,075 community members experienced a stronger understanding of and engagement in healthy living practices.
24,169 community members have experienced the inclusion of traditional foods in diets.
83,602 community members have attended traditional and contemporary physical activity events. 
In total, more than 670,000 community members have participated in TPWIC program activities.
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The third and final Cooperative agreement in the Healthy Tribes portfolio is Tribal Practices for Wellness in Indian Country or TPWIC. 
TPWIC focuses on building resilience in a culturally relevant way – using a community/cultural component to encourage and support tribal practices that build resilience and connections to community, family, and culture. 
TPWIC is an innovative, groundbreaking program, really the first of its kind to be supported at CDC. 
We all know AIAN people have been using tribal practices as a way of life, unity, connection, strength and survival for thousands of years.  
These cultural practices are deep rooted forms of resilience and with these teachings come balance, health and wellness for the individual, community, and all living things, including the earth. 
The aim of TPWIC is to support and identify these cultural protective factors that reduce risk factors for chronic disease and promote wellness among AI/AN people. 
We recently started a new cycle of TPWIC and through this Program, we will be working in collaboration with our 36 recipients to help us build an Indigenous Framework over the course of the 5 year cooperative agreement, which we intend to use to guide our future programming efforts.
 I am so very privileged to work in a field that addresses health disparities from a holistic perspective, incorporating social and historical determinants of health as a means of advancing health equity.  
Being able to implement innovative culturally appropriate approaches that support culture as means of health and wellness is incredibly meaningful to me.  
Not only does this work help establish the scientific credibility for culture as medicine or culture as health, it allows the communities we serve to define their strengths, their needs, and their solutions 
This is ultimately more effective and more sustainable because it just makes sense.
It also provides us with new perspectives and approaches that may not be common or familiar in the western scientific world but are applicable in most any community.
As scientists and leaders, we have an opportunity and even a responsibility to do things differently, incorporating themes of social justice and indigenous ways of knowing into our framework.  
In turn, we can make a meaningful difference.
This is how we reclaim our health.

From poster:
TPWIC originally launched in 2018—a 4-year program funded at ~$5 million per year, focused on building resilience in a culturally relevant way. 
A second iteration was launched in 2022—a 5-year program funded at ~$5 million per year, that addresses social and cultural connectedness for health and wellness in AI/AN communities.  
TPWIC strategies incorporate family and community activities, intergenerational learning, and traditional foods and physical activities that connect cultural practices to wellness.
TPWIC 2018–2022 Accomplishments: 
192,075 community members experienced a stronger understanding of and engagement in healthy living practices.
24,169 community members have experienced the inclusion of traditional foods in diets.
83,602 community members have attended traditional and contemporary physical activity events. 
In total, more than 670,000 community members have participated in TPWIC program activities.
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I’d like to end with this slide because it seems to epitomize our Healthy Tribes approach. 
Nothing about us, without us, is for us. 
We all need to keep this in mind as we tap into the power of community and advance our efforts towards Health Equity in any community we serve.
Thank you.
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1. CUPS Program - 
Undergraduate students and recent baccalaureate degree students
2. PHAP Program 
College graduate within the past 2 years
3. Fellowships/Training
ORISE fellowship - Doctoral or master’s level degree; applied program evaluation experience 
ORISE Internship Programs 
4. Pathways Program 
Current College student or Recent college graduate
5. Professional Opportunities



CDC UNDERGRADUATE PUBLIC HEALTH

SCHOLARS (CUPS)

Undergraduate students entering their junior or senior year
Recent baccalaureate degree students
Hands on, Short-term internship programs
Various public health settings
* community organizations, health departments, university-based
programs, and federal agencies
CDC partnership institutions include:

Columbia University Medical Center — Summer Public Health Scholars Program (SPHSP) [

Kennedy Krieger Institute — Maternal Child Health Careers / Research Initiatives for Student
Enhancement-Undergraduate Program (MCHC/RISE-UP) [4

Morehouse College — Project IMHOTEP [4

Morehouse College — Public Health Leader Fellowship Program (MC PHLFP) Program [4

University of Michigan School of Public Health — Future Public Health Leaders Program
(EPHLP) [4

UCLA - Public Health Scholars Training Program [4

Kennedy Krieger Institute — Dr. James A. Ferguson Emerging Infectious Diseases Fellowship
Program (Ferguson Fellows) [4

[ ]
Undergraduate Students Short-Term Internships for Students | Fellowships and Training Opportunities | CDC
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The CUPS program includes Hands-on, short-term internship programs for undergraduate students
Students entering their junior or senior year and recent grads 
Students work in a variety of public health settings including community  organizations, health departments, university-based programs, and federal agencies
Short-term internship programs for undergraduate students
Gain work experience in variety of public health settings
Here is a list of CDC partnership institutions


Partnership institutions – AISES conferences, ex. UCLA (presentation to UNM and SIPI students) 

https://www.cdc.gov/fellowships/short-term/undergraduate.html

CDC PUBLIC HEALTH ASSOCIATE PROGRAM

(PHAP)

* Training program for early-career public health professionals who have
a recent college degree

* 2 Year program:
e Associates receive training in core public health concepts and topics
* Gain hands-on experience in areas such as:
* Program planning, management, and improvement
* Public health policy and law
* Communication

 PHAPs are assigned to public health agencies and nongovernmental
organizations in the United States and US territories

PHAP Information: https://www.cdc.gov/phap/about/index.html
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For early career Public health professionals who have a recent college degree
2 year program where you will receive training in public health concepts and topics and also gain hands on experience
Once completed, will be assigned to an organization



CDC FELLOWSHIPS/INTERNSHIPS

* Fellowships and Training Evaluation Fellowship Program - Program
Opportunities Home Page | CDC Evaluation — CDC

» Leadership/Management
Job Placements after Fellowship

* Global Health coc (rile 5, Title 42, Fellowship) [ R %
» Evaluation For-profit (consulting firm, etc) - 16%

- Epidemiology Non-profit [ 2%

*  Preventive Medicine University Employee [JJJj 6%

° Health Education and student at Unversity [JJJ 4%

Communication
Another federal agency l 3%

* Bioinformatics

State, tribal, local, or territorial agency l 3%

I [ ]
About CDC Evaluation Fellows
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Overview of CDC Fellowships topics offered through CDC 
Let them know of CDC website links for more info 
Array of fellowships for masters, doctoral, etc 


https://www.cdc.gov/fellowships/
https://www.cdc.gov/eval/fellowship/index.htm
https://www.cdc.gov/eval/fellowship/about/index.html

ORISE FULL-TIME FELLOWSHIPS

 Current CDC Research Opportunities | Research Participation
Programs at the CDC (orau.gov)

* Applications accepted year round
* Bachelor’s Degree
* Master’s Degree
* Doctoral Degree
« Medical Students and Residents

* Length varies based on Appointment letter and host
organization

* Gain work experience in different Public Health settings


https://orise.orau.gov/cdc/current-research-opportunities.html

PATHWAYS PROGRAMS

- For students or recent college grads looking for work
experience to supplement their education.

- Three main components:

- Internship Program offers internship and summer
employment opportunities to students

- Recent Graduates Program recent college graduates
can obtain enriching developmental work experience in
public health and related occupations

- Presidential Management Fellows Program offers
leadership development opportunities to students who
are in the process of completing their master’s, law, or
doctoral-level degree within the academic year.
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For students or recent college graduates

Internship Program offers internships and summer employment to students
Recent Graduates Program for college graduates that grants them work experience in PH
Presidential Management Fellows program for students in the process of completing their master’s, law, or doctoral level degree.



CDC PROFESSIONAL OPPORTUNITIES

USA JOBS - CDC Examples:
- Epidemiologist » National Center for Chronic Disease
. . Prevention and Health Promotion
* Public Health Advisor (NCCDPHP)
* Health Scientist «  Project Officer, TPWIC, Division of

- Program Specialist Population Health (DPH)

*  Program Coordinator, GHWIC, DPH
* Management and Program

Analyst * Public Health Analyst, Healthy Food
Environment Team, Division of
Nutrition, Physical Activity, and
Obesity

USAJOBS - Search * Cancer Epidemiologist, Division of
Cancer Prevention and Control
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USA JOBS – search CDC – list of jobs will pop up for PH professionals
Evaluators (can be under PHA or HS) 

Examples of PH staffing titles 

https://www.usajobs.gov/Search/Results?k=CDC

List of TEC Internships

Alaska Native Tribal Health Consortium (ANTHC) Northwest TEC/Northwest Portland Area Indian
Alaska Indigenous Research Program Health Board

NPAIHB Internship Opportunities

Albuquerque Area Southwest TEC/Albuquerque Area

Indian Health Board Oklahoma TEC/Southern Plains Tribal Health Board

AASTEC Internship Tribal Health Experiential Student Internship
Seminar (THESIS)

California TEC/California Rural Indian Health Board
Summer Research Assistant Program

Urban Indian Health Institute/Seattle Indian Health
Board

Great Lakes Inter-Tribal Epi Center/ Great Lakes _
UIHI Summer Internship Program

Inter-Tribal Council
Various Intern Opportunities

National Indian Health Board

Great Plains TEC/Great Plains Tribal Leaders Health Health Policy Fellowship

poard National N k for Public Health Insti
GP TEC Internships ational Network for Public Health Institutes

Indigenous Public Health Leaders Program

Navajo Epi Center/Navajo Dept of Health
Internships: No internships currently available



https://www.anthc.org/indigenous-research/internships-2/
https://sites.google.com/view/aastecinternship/home
https://crihb.org/ctec/
https://www.glitc.org/about-us/employment/
https://www.greatplainstribalhealth.org/great-plains-tribal-epidemiology-center/internships-137.html
https://www.npaihb.org/npaihb-internship-opportunities/
https://thesis.spthb.org/
https://www.uihi.org/about/internship-program/
https://www.nihb.org/for_youth/health_policy_fellowship.php
https://nnphi.org/relatedarticle/indigenous-public-health-leaders-program/

AHEHEE’ — THANK YOU

Julianna Reece, MD, MPH, MBA

Division of Population Health

Healthy Tribes Director

Email: SKX2@cdc.gov
NATIONAL CENTER FOR CHRONIC DISEASE PREVENTION AND HEALTH PROMOTION, DPH
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Ahehee’, thank you.


REFERENCES

Vital Statistics Rapid Release, Number 023 (August 2022) (cdc.gov)

Centers for Disease Control and Prevention, National Center for Health Statistics.
Underlying Cause of Death 1999-2020 on CDC WONDER Online Database, released in
2021. Data are from the Multiple Cause of Death Files, 1999-2020, as compiled from
data provided by the 57 vital statistics jurisdictions through the Vital Statistics
Cooperative Program. Accessed at http://wonder.cdc.gov/ucd-icd10.html

CDC Wonder. Underlying Cause of Death, 1999-2020. https://wonder.cdc.gov/ucd-
icd10.html

U.S. Census Bureau. Tables B17001 and B17001C. https://data.census.gov

Vital Signs: Changes in Firearm Homicide and Suicide Rates — United States, 2019-
2020, Tables 1,2. Vital Signs: Changes in Firearm Homicide and Suicide Rates — United
States, 2019-2020 | MMWR (cdc.gov)

Cunningham JK, Solomon TA, & Muramoto ML (2016). Alcohol use among Native
Americans compared to Whites: Examining the veracity of the ‘Native American elevated
alcohol consumption’ belief. Drug and Alcohol Dependence, 160, 65—-75

Behavioral Risk Factor Surveillance System Web Enabled Analysis Tool. (Analysis of
years 2017-2021) https://nccd.cdc.gov/weat/#/analysis

8. Mental and Behavioral Health - American Indians/Alaska Natives - The Office of Minority
Health (hhs.gov)

https://www.cdc.gov/chronicdisease/healthequity/social-determinants-of-health-and-
chronic-disease.html



https://data.census.gov/
https://www.cdc.gov/mmwr/volumes/71/wr/mm7119e1.htm?s_cid=mm7119e1_w#T3_down
https://nccd.cdc.gov/weat/#/analysis
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=39

	�	����Healthy Tribes: �Supporting innovative, culturally - responsive Public health approaches in AI/AN communities
	Introduction
	��Presenter Disclosures �
	 �Objectives�
	Tribal Nations and the Federal Government: a Government to Government  relationship
	Diversity, Federally Recognized Tribes, and Tribal Sovereignty 
	Forced Removal From Traditional Lands
	Forced Relocation Into a �Reservation System
	Historical Trauma in AI/Ans �in New Mexico
	Loss of societal norms
	Assimilation to U.S. Style of Government
	Indian Termination Policy
	Historical Trauma �in AI/AN populations
	The link between Historical Trauma and health disparities
	Adverse Childhood Experience (ACE) Study
	Benevolent Childhood Experiences (BCE) Scale
	Slide Number 17
	Slide Number 18
	Health Disparities in �AI/AN populations
	����� MENTAL AND BEHAVIORAL HEALTH - American Indians/Alaska Natives
	How do we improve the health status of AI/AN populations?
	Healthy Tribes Approach
	Tribal Epidemiology Center Public Health Infrastructure (TECPHI)� (TECPHI)
	Tribal Epidemiology Center �Public Health Infrastructure� (TECPHI)
	Good health and wellness in Indian country (GHWIC)
	Tribal Practices for Wellness �in Indian Country (TPWIC)
	Tribal Practices for Wellness �in Indian Country (TPWIC)
	Slide Number 28
	 ��CDC Public health programs/�professional opportunities �
	CDC Undergraduate Public Health Scholars (CUPS) 
	 CDC Public Health Associate Program (PHAP)
	 ��CDC Fellowships/Internships �
	ORISE Full-time Fellowships
	Pathways Programs
	 ��CDC professional opportunities �
	Slide Number 36
	Ahéhee’ – Thank you 
	Slide Number 38

