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Introduction

• 21 Native American tribes and 
independent nations in our state 
alone that comprise nearly 1/8 of 
all American Indians in the United 
States 

• 26% of Arizona land is tribal land, 
with the concentration of that 
reservation land in the NE part of 
the state

• Pre-COVID, 40% of FMC PC 
consultations are for NA patients. 
Pandemic numbers much higher, as 
infection has disproportionately 
affected indigenous communities



Introduction

Cultural 
Gaps

World view

Cultural priorities

Considerations of death and dying

Language and communication style

General trust healthcare systems

Natives identifying as “traditional” within their tribes



Introduction

Cultural 
Gaps

ID of surrogate decision makers

Family engagement

Completion of advance directives/code status

Clarification of goals of care

Disposition/placement

Great challenges for healthcare providers



Introduction

• COVID 19 Pandemic further complicated 
already challenging care of these patients

• Inability for families to see loved ones > 
exacerbates underlying mistrust > driven 
by perceived and real historical healthcare 
inequities 

• Prognosticating via telephone extremely 
difficult

• Language
• Healthcare literacy 
• Cultural barriers



Agenda

• Brief Historic Background
• Lens of Healthcare Equity
• Native American Healthcare Disparity

• General Considerations
• Care of the hospitalized traditional Native American patient
• Focus on Navajo Nation

• COVID Specific Considerations
• Navigating extreme and ongoing loss 
• Communication and cultural gaps limit provision of care

• Tools
• Practical tools to align and guide

• Resources
• Disposition/discharge challenges



Native American Healthcare Disparity

• Healthcare Equity
• Distribution of services to a population

• Historic and Ongoing Disparities Among Native Peoples
• 500 years since time of first contact
• Broad disparities health status and services 

• Broad spectrum disease categories, all ages, genders

• Limited Understanding
• Lack of adequate data

• Populations are isolated, diverse, culturally distinct
• 567 federally recognized tribes
• Many non-recognized tribes



Native American Healthcare Disparity

• Indian Health Services (IHS)
• Established 1972
• US Department of Health and Human Services
• Gov’t agency provides assistance to fed. recognized tribes
• Funds 33 urban health organizations

• Establishment of IHS
• Ability to better study Native American populations
• Insight/access/evaluation of these peoples for < 50 yrs
• 1/3 funding of Medicare, VA



Native American Healthcare Disparity

• Leading Cause of Death
• Heart disease, Malignancy, 

Unintentional Injury, DM2

• Life Expectancy
• 4.4 years less than US all races population
• Die at higher rates than other Americans

• Chronic liver disease/cirrhosis, DM2, 
unintentional injury, assault/homicide, 
intentional harm/suicide, lower resp. diseases

• Reasons proposed to explain inequities….?

Poverty

Lack of access to education

Poor healthcare literacy

Food desert

Genetic predisposition

Mainstream marginalization



Native American Tribes in AZ

Ak-Chin Indian Community 
Camp Verde Yavapai-Apache Tribe 

Cocopah Tribe 
Colorado River Indian Tribes  

Fort McDowell Mohave-Apache Indian 
Commty. 

Fort Mojave Indian Tribe 
Fort Yuma-Quechan Tribe 

Gila River Indian Community 
Havasupai Tribe 

Hopi Tribe 
Hualapai Tribe 

Kaibab Paiute Tribe 
Navajo Nation 

Pascua Yaqui Tribe 

Salt River Pima-Maricopa Indian Commty. 
San Carlos Apache Tribe 

San Juan Southern Paiute 
Tohono O’odham Nation 

Tonto Apache Tribe 
White Mountain Apache Tribe 
Yavapai-Prescott Indian Tribe



Understanding Indigenous Culture

• Culture: “A group’s learned, repetitive, characteristic way 
of behaving, feeling, thinking and being.  A strong 
determinant in attitudes towards health, illness, dying.” 

• How should we focus our attention?

Core Concepts 
of Traditional 

Medicine

Respectful 
Generalizations

Regional/Tribal 
Considerations



Navajo Nation



Navajo Nation

• 27,000 square miles land spanning Arizona, Utah and New Mexico
• 175,000 people, Dine’
• Infection rate Navajo Nation 3.5%, >9k confirmed cases, 494 dead

• New York State infection rate 1.9%

• AZ Dept of Health Services reporting – part of the picture
• Coconino County 1,368 + cases: Native Americans 61% cases, 18% deaths
• Navajo County 2,619 + cases: Native Americans 53% cases, 20% deaths
• Only reporting Arizona counties – Tribal land spans 3 states

• CDC+IHS reporting
• Navajo Region 9,500 + cases, 494 deaths



Why Do We Care?

• Mass loss of a tribe, particularly elders 
• Disintegration of a way of life, tie to indigenous language, 

ceremonies, traditions
• Loss of a piece of American history

• Advance Directives
• Length of Stay
• Utilization of resources
• Patient Satisfaction
• Confused, unhappy patients and frustrated, exhausted doctors 

affect quality and quantity based metrics. 
• We cannot dissect away understanding and aligning with our patients from 

important outcomes and data driven metrics.  



General Considerations in Caring for 
Hospitalized Native American Patients

• Core Concepts of Traditional Indian Medicine
• Belief in a Supreme Creator
• Spirituality
• Mind <> Body <> Spirit
• Spirit Crossover
• Harmony/Disharmony

• Manifestation Theory
• Language Barrier
• Healthcare Literacy Barrier
• Withholding of Information
• Discharge/Disposition



Core Concepts Traditional Indian Medicine

• Belief in a Supreme Creator 
• Creator vs.“God” 
• Interact with Creator through Nature; 

animals, seasons
• Look for a sign in the natural world, 

ceremony during a phase of the moon 

• Spirituality
• Traditional vs. Western Influence (Christian, 

LDS) – groups w/ missionary presence in early 
America

• Assessing the belief system helps to 
determine the best way to communicate 

• “Do you have a faith background or religious 
practice that is important to you?”

• “I am traditional”
• Assume aversion to direct discussions of end of 

life choices, initiate interaction with a 3rd

person description of the diagnosis and 
potential outcomes

The most important habit one can develop is the daily act 
of prayer. Prayer is our eyes, our ears, our feelings, our 
success, our guidance, our life, our duty, our goal. There 

really is only prayer and meditation. We can only help 
others through prayer. We can only help ourselves 

through prayer. You can never become an Elder unless 
you pray. You can never stay an Elder unless you pray. 

You never get wisdom unless you pray. You never 
understand unless you pray. Great Spirit, today, teach me 

to pray.

-Charles A. Eastman, Navajo author



Core Concepts Traditional Indian Medicine

• Mind <> Body <> Spirit
• Illness affects mind and spirit, not just body

• Family may not trust person with the disease to make decisions
• Illness: spiritual sickness (wrongdoing), this belief can lead to blame

• Spirit exists before and after death
• Room for crossover/interaction – this is not always desired!
• Spirits of ancestors may be good or bad, not “angels”
• Families do not want to be present at time of death

• Wellness = Harmony/Balance, Sickness = Disharmony
• Family members may hesitate to disagree or voice opinions to providers as 

disharmony can make sickness worse (Hopi)
• Physician feels everyone is on the same page, family later complains



General Considerations in Caring for 
Hospitalized Native American Patients

• Manifestation Theory
• Free flowing energy in the universe that attaches to words, 

adding weight to energy and causing words to manifest, to 
literally drop to the earth and become real. 

• To speak of death or poor outcomes may be taboo, even if done with 
care and compassion. Fear of causing a bad outcome is great. This 
may even be an issue with Navajo patients that identify as Christian 
or modern.  

• A patient or surrogate may understand what you are saying, but not 
be able to voice agreement as this would make them implicit in the 
outcome (death, morbidity).  This is why respectful paternalism may 
be appropriate and ethically sound in cases with poor prognosis. 

• Third person descriptions can be extremely helpful, i.e. “When an 
elderly person with lung disease is diagnosed with COVID and is sick 
enough to require a ventilator machine, often times that person is 
not strong enough to survive despite our best care”.



General Considerations in Caring for 
Hospitalized Native American Patients

• Language Barrier
• Many of the tribal elders have a very limited understanding of English. Even 

those that do speak some English do not understand medical terminology or the 
complex decision making involved in Western medicine.

• Navajo interpreter availability or Cyracom utilization 
• Ask the patient/surrogate “What is your preferred/best language?”

• Healthcare Literacy Barrier
• Many Navajo patients/families do not have access to formal education
• Utilize lay language and consider healthcare literacy level
• Terms such as “ventilator” and “pressors” may mean nothing
• Relative isolation on reservation land may further reduce exposure to medical 

terminology



General Considerations in Caring for 
Hospitalized Native American Patients

• Withholding of Information
• Younger Navajo family members protect their elders from "bad news". 

• Families do not want a poor prognosis to be communicated with the elder for 
fear they will become afraid and not experience a "good death". 

• Challenging to navigate this very strong family sentiment while honoring the 
patient's right to informed decision making. 

• If the patient is lucid, asking them directly “Would you like me to speak to you 
about your situation, or to your family?” can be helpful.  

• If they do want you to speak with their family, try to get an advance directive 
with an MPOA signed. 



General Considerations in Caring for 
Hospitalized Native American Patients
• Discharge/Disposition

• Almost no nursing homes, hospice services on the reservation
• Families do not want loved ones to die in the home
• Families do not want to be present at the time of death
• Placement for terminal patients difficult

• Hospice care but no payor source for placement/room and board
• Placement but far from the reservation

• Poverty 
• No transportation available to visit, or even pick up patient at discharge 
• Homes without running water or electricity – elders dropped off at the hospital in the 

winter, too cold or cannot ambulate to the outhouse

• Arranging DME can also be extremely difficult
• Care coordination teams begin exploring resources the moment the patient is admitted
• Indian Health Service hospital near where the patient lives can be a good resource

• See attached: IHS 2020 phone and fax numbers, IHS multi-site Transportation List with contact 



COVID Specific Considerations

• Extreme and excessive loss/grief
• 44% under poverty line
• Grocery stores/fresh produce scarce

• US Dept of Agriculture classified Navajo Reservation a “Food Desert”
• Nutrition during acute and convalescent illness an impossibility

• 1/3 population no electricity or running water
• Shelter in place an impossibility

• Lack of technology – smart phones/computers, delay in information
• Multigenerational living

• Rapid exposure and re-exposure, isolation an impossibility
• 20% diabetes rate, high incidence heart disease

• High risk for complicated COVID course
• Navajo health facilities underfunded and understaffed



COVID Specific Considerations

• Surrogacy
• Sick contacts/Ill family members
• Family Meetings
• COVID Education
• Comfort Care Introduction
• Clear Recommendations
• Ethics Involvement



COVID Specific Considerations

• Surrogacy
• Prioritize identification of Surrogate Decision Maker early

• Tribal surrogacy culturally differs from AZ State surrogacy.
• Clans are matrilineal, defer to the eldest female as the decision maker (i.e. 

grandmother, eldest daughter) 
• Explain who the legal surrogate is, per AZ State Surrogacy Law and then invite the 

legal surrogate and others for a family meeting via teleconference. 
• Many children, “cousin-siblings”
• Every attempt to have patient designate an MPOA if he/she has capacity, or at 

least to have the surrogates elect a spokesperson early on. 
• 2’ and 3’ surrogate contact information

• Entire families fall ill and end up hospitalized/ventilated simultaneously. Often 
the surrogate ends up in the hospital and we are left without a decision maker, 
thus any and every contact via telephone must be high-yield. 



COVID Specific Considerations

• Sick Contacts/Ill Family Members
• Instruct them on appropriate COVID behaviors and when to present to hospital 

or call EMS. 
• Do not assume that they understand social distancing, isolation or hand washing 

techniques. 

• Family Meetings
• Family meeting can be set up via Zoom or teleconference with surrogate 

decision makers. 
• Have a clear agenda: determination surrogate decision maker, COVID specific 

education, discussion prognosis, code status, introduction comfort care if things 
do not go well. 



COVID Specific Considerations

• COVID Education
• Develop scripting if helpful – culturally and literacy level appropriate

“Your loved one has been found to have coronavirus, (or, we are concerned that your 
loved one may have this virus, for PUI). The virus is very serious and we are 

concerned about your loved one. This infection is even more dangerous in people 
who are very old, or who have many other medical problems, like your loved one 

does. This is a new sickness, and we are still learning about what it does to the body 
and how to treat it. Unfortunately we have seen that the people who become very 

sick with the virus and end up needing life support/breathing machine do not 
survive. I do not tell you this to be negative but because it is important to be clear 

about what is happening, especially when you are not able to be here with your 
loved one. We are going to do everything we can to help your loved one to get 

better, and we will be honest with you about how he/she is doing and what we are 
doing to treat him/her.” 



COVID Specific Considerations

• Comfort Care
• Discuss openly “Transition to Comfort Care” as an option early, even if/when a 

patient is doing ok.  
• If the patient declines in the future, which many will, the concept of comfort 

care will not be a surprise. 
• Early and frequent statements of comfort care as a choice. 
• Describe comfort care not as a discontinuation of care, but as a transition of our 

effort and energy into keeping the patient as comfortable as possible rather than 
trying to prolong their life artificially.  



COVID Specific Considerations

• Clear Recommendations
• Do not leave a meeting open ended, as you may not have another opportunity 

for a discussion with surrogates.  Say 
• Clearly state options, and make a clear recommendation

• i.e. “Unfortunately your mother is very sick with the virus. She is on full life support 
right now and despite the treatments her organs are shutting down.  We have two 
options, we can continue the current level of support, or we can transition to 
comfort care and allow her to pass naturally. We are concerned that we may be 
causing her suffering at this point, and we recommend stopping the life support and 
focusing on making her comfortable”. 

• i.e.“Your mother has not shown much improvement with the treatments yet, but she 
is also not getting worse.  I recommend that we continue the current level of care 
and reassess again on Friday. What time can you talk on Friday?”

• Making a recommendation can be very difficult for a provider who is 
unaccustomed to making these statements out loud, but it is extremely 
important with this population and in the setting of this pandemic. 



COVID Specific Considerations

• Ethics Involvement
• High-dissonance cases
• Questions surrounding futility of care
• Impacted by designation of contingency or crisis state of pandemic
• Ethics SWAT Team – M/W/Fri



Tools

• Scripting
• COVID Education
• ECMO
• Proning
• Convalescent Plasma

• COVID note templates
• Consultation and progress note with embedded prognostication, COVID specific risk factors and clear

indication/record of high yield tasks: designation of surrogate, goals of care discussion, code status, disposition

• Comfort Care order sets
• Taking into consideration PPE usage, med shortages, aerosolizing procedures

• COVID non-ventilated end of life order set
• COVID vented end of life order set

• Daily rounding
• Intensivists for triage of COVID patients, based on the completion of high yield tasks

• Pre-Arrest Plan of Care 
• Clarification of previously recorded “Partial Code” status

• IT/iPad family viewing
• Training for RN/SW to offer families real time view of their loved ones

• Ethics Swat Team



Resources

• Comprehensive Native American COVID Care Packet
• COVID Reporting Contacts for HIS
• Handout: “What Tribal Members Need to Know About COVID-19”
• IHS clinic and hospital Phone and fax numbers
• Transportation List – contact for reservation transportation companies
• Video Links

• Code Status discussion in Navajo language
• “Considerations in Caring for Native Americans at End of Life” power point



Thank you!
Bridget.Stiegler@nahealth.com

(928)607-5675

mailto:Bridget.Stiegler@nahealth.com
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