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Abstract

Purpose and Objectives: American Indian/Alaska Native (Al/AN) hypertension contributes to cardiovascular disease,
the leading cause of premature death in this population. The purpose of this article is to document strategies, concerns,
and barriers related to hypertension and cardiovascular disease from Native-Controlling Hypertension and Risks through
Technology (Native-CHART) symposiums facilitated by the Center for Native American Health (CNAH). The objectives
of this evaluation were to combine Health Needs Assessment (HNA) data and explore barriers and strategies related to
hypertension while assessing changes in participants’ perspectives over time (2017-2021). Approach: CNAH followed
an iterative process each year for planning the HNA, facilitating the HNA, and refining and reflecting on HNA findings
over time. This involved 3 interconnected steps: (1) developing a shared understanding for the HNA, “Why are we
here?,” (2) facilitating the HNA during annual symposiums “What do we do?,” and (3) reflecting on “What did we learn?”.
Evaluation Methods: Data were collected using a culturally centered HNA co-created by the CNAH team and tribal
partners. Qualitative data analysis utilized a culturally centered thematic approach and NVivo software version 12.0.
Quantitative data analysis included summarizing frequency counts and descriptive statistics using Microsoft Excel. Results:
Over the 5-year period, 212 Native-CHART symposium participants completed HNAs. Data collected from HNAs show
persistent barriers and concerns and illuminate potential strategies to address AlI/AN hypertension. Future efforts must
explore effective strategies that build on community strengths, culture and traditions, and existing resources. This is the
path forward. Implications for Public Health: CNAH’s culturally centered and unique HNA approach helped assess
participant perspectives over time. CNAH facilitated symposiums over multiple years, even amid a global pandemic. This
demonstrates resilience and continuity of community outreach when it is needed the most. Other universities and tribal
partners could benefit from this iterative approach as they work to design HNAs with tribal populations.
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colonization, trauma, discrimination, and post-colonial
oppression.>® Other factors that contribute to increased
hypertension risk in AI/AN populations include a poor diet,
limited physical activity, obesity, diabetes mellitus, kidney
disease, hyperlipidemia, hypertension, tobacco use, family
history, poor mental health, and environmental exposures.”'°
For each risk factor, there is a unique history and under-
standing of risk that is required. An example is diet. For
thousands of years, AI/AN populations have relied on tradi-
tional foods (berries, dry meat, wild turnips) and exerted
food sovereignty, however, colonization disrupted tradi-
tional food systems, and forced AI/AN populations onto res-
ervations which decreased access to traditional foods and
hunting and disrupted their traditional ways of life that sup-
ported generational wellbeing.!! Understanding the com-
plexity of hypertension causes, risk factors, and solutions
within AI/AN populations requires a systematic and thought-
ful approach to collecting data.

Accessing AI/AN health data is difficult due to small
population sizes, inconsistent classifications of AI/AN sta-
tus on death certificates and in clinical settings, and differ-
ences in how diseases are classified and reported in
community-based settings.> Moreover, AI/AN community
views about hypertension are influenced by culture, con-
text, and language. Thus, documenting AI/AN specific
hypertension needs concerns with members of the AI/AN
communities is an essential step in addressing premature
mortality.

AI/AN communities have been assessing their health
and well-being status for thousands of years.® Traditionally,
AI/AN communities used oral traditions, passed down from
one generation to the next, to document wellness-related
topics. In non-AI/AN communities, health needs assess-
ments (HNAs) started in the US during the 1800s with med-
ical officers assessing the health needs of their local
populations.'?> Today, HNAs are often used to document
needs, and sometimes strengths, while creating opportuni-
ties to address health-related concerns. Other terms utilized
within the HNA milieu include community health assess-
ment (CHA) or community health needs assessment
(CHNA), and community health needs and strengths sur-
vey."® While different terms are used, the purpose is similar,
to identify key health needs and issues through systematic
and comprehensive data collection and analysis. Generally,
HNAs are part of a larger planning and evaluation process,
for example, prioritizing issues, developing plans to address
issues, and implementing and evaluating efforts for maxi-
mum impact. In some instances, HNAs are a requirement
tied to funding. States receiving Title V funding must pre-
pare a state-wide HNA every Syears documenting their
health status goals and national health objectives. With Al/
AN populations, HNAs are related to the US federal gov-
ernment’s trust responsibility to maintain, improve, and
assure the highest possible health status. For example, the
Indian Health Care Improvement Act, Title V, Section 504,

requires urban AI/AN locations to determine the health sta-
tus and needs of tribal constituents. In other examples tribes
as sovereign nations are required to conduct HNAs as a
required activity tied to federal grants from agencies like
the Indian Health Service, Centers for Disease Control and
Prevention, and the Substance Abuse and Mental Health
Services Administration.'*

Some AI/AN communities feel that the HNA process is
colonial, western, bureaucratic, oppressive, and deficit-
focused.’®> Within AI/AN communities, HNA’s conducted
by non-tribal members have been used to get funding, sup-
port, or bring attention to health-related issues without
attention or respect to culture, protocols and potential com-
munity harms. Thus, the history of HNAs requires a balance
of planning the HNA, identifying and adapting the appro-
priate methods including the community in the planning
process, and doing the work in a culturally appropriate and
respectful manner. HNAs may help define or monitor a
health-related problem, such as hypertension, when done in
a decolonized, transparent, and ethical manner.'%!”
However, the process in which HNA’s occur with AI/AN
populations is not well documented or understood.

This paper fills a gap in the existing literature by outlin-
ing the planning process and outcomes of implementing an
AI/AN HNA over a 5-year period in New Mexico with the
Native-Controlling Hypertension and Risks through
Technology (Native-CHART) study.

Purpose and Objectives

The purpose of the HNA was to document strategies, con-
cerns, and barriers to tribal hypertension from participants
attending the Native-CHART symposiums facilitated by the
Center for Native American Health (CNAH). The objec-
tives of this evaluation were to combine HNA data and
explore barriers and strategies related to hypertension while
assessing changes in participants’ perspectives over time
(2017-2021).

Native-CHART Description

The Native-CHART study was implemented by Washington
State University from 2017 to 2022 (https://irecach.wsu.edu/
nchart/). Native-CHART s overall goal was to improve con-
trol of blood pressure (BP) and associated cardiovascular
and stroke risk factors among AI/AN, and Native Hawaiian
Pacific Islander (NHPI) populations. The long-term goal of
Native-CHART is to generate findings that can be trans-
lated into practical policy, organizational change, and treat-
ment innovations that will optimize patient-centered health
outcomes and reduce or eliminate hypertension-related
health disparities in underserved minority communities.
CNAH at the University of New Mexico Health Sciences
Center (UNM HSC) (https://hsc.unm.edu/cnah/) served as
one of the Native-CHART satellite centers which was part


https://ireach.wsu.edu/nchart/
https://ireach.wsu.edu/nchart/
https://hsc.unm.edu/cnah/

Parker et al

Planning HNA
“Why are we here?”

Roles

Purpose \\

Target audience
Outcome desired

Meeting &
Sharing

Refine & Reflect Facilitating HNA
“What did we learn?” “What do we do?”
¢ Priorities
¢ Barriers . Present.ers
e Strategies . Educ.atlon
* Concerns Revisit e Sharing meal ——
e Management e Collect HNA Data
Meeting& Meeting &
Sharing Sharing

o

Revisit

Figure I. CNAH’s intentional HNA process.

of the Consortium and Dissemination Cores for the south-
west region. CNAH planned and facilitated the Native-
CHART symposiums in 2017, 2018, 2019, and 2021. One
of the goals of the Native-CHART symposiums was to
communicate Native-CHART research results using cultur-
ally appropriate methods to reach healthcare providers,
government agencies, community-based organizations,
patients, and AI/AN and NHPI communities.

Reflective Health Needs Assessment
Approach

CNAH followed an iterative process each year for planning,
facilitating, refining, and reflecting on findings over time
(Figure 1). This involved 3 interconnected steps: (1) develop-
ing a shared understanding for the HNA, “Why are we here?,”
(2) facilitating the HNA during annual symposiums “What do
we do?,” and (3) reflecting on “What did we learn?”

Step 1. Planning

CNAH hosted an orientation meeting on April 7, 2017. This
meeting focused on stakeholder engagement, strategic plan-
ning, and orienting participants to the Native-CHART
study. Planning the HNA involved multiple meetings with
tribal stakeholders and organizations and reviewing exist-
ing hypertension data on AI/ANs in New Mexico. During
the planning process, existing quantitative data was shared
that documented hypertension prevalence and trends. For
example, heart disease was the second leading cause of
death among AI/ANs in New Mexico from 2014 to 2018.'%
Heart disease mortality among AI/AN males in New Mexico
was 186.4 per 100000 persons which is more than double
the female rate of 88.3 per 100000 persons.'® Hypertension
diagnoses and related risk factors are common, 30% of Al/
ANs served by the Albuquerque Area Indian Health Service
have been diagnosed with cardiovascular disease, 75%
overweight or obese, and 35% of males and 28% of females
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Table I. HNA Respondents by Year and Role.

Community/tribal Researcher/
Year organization Tribal leadership academic Provider State/IHS Other Total
2017 7 2 0 5 7 29
2018 25 2 54 | 8 119
2019 4 2 5 2 14 31
2021 5 2 12 0 I 33
Total 41 8 71 8 40 212

have been diagnosed with hypertension.'® Open-ended
questions included in the HNA explored why and how
hypertension disparities exist among AI/AN populations in
New Mexico, with a focus on barriers and strategies).

Step 2. Facilitating the HNA

CNAH collected HNAs during 4 Native-CHART sympo-
siums on December 8, 2017, April 14, 2018, November 8,
2019, and January 8, 2021. Symposiums were culturally
centered and highlighted tribal community strengths and
effective approaches to hypertension treatment. Presenters
shared information and resources generated by the Native-
CHART study and traditional healers discussed the use of
traditional medicine, culture-based interventions/treatment,
and healthy lifestyles.

Step 3. Refining and Reflecting

After each symposium, CNAH reviewed and analyzed
HNA data. Findings from HNAs were shared with the
Native-CHART study team to inform them of priority areas
for future Native-CHART symposiums and research. For
example, HNA highlights and strategies compiled from the
2017 symposium were to collaborate with community
health representatives (CHRs) and public health nurses, use
strength-based approaches, and culture-based interventions,
address diabetes and obesity, and explore gender differ-
ences and risk factors. These topics were then incorporated
into the planning process for the second Native-CHART
symposium in 2018. This iterative process to refine, reflect,
and understand HNA data occurred before and after each
symposium.

Symposium overview. CNAH led 4 symposiums over a
S-year period. The target symposium audience was tribal
leaders, community members, and tribal health profession-
als in New Mexico. Symposiums covered a variety of topics
including stroke and stroke risk, hypertension, diabetes,
kidney disease, vascular dementia, traditional medicine,
and technology. Native-CHART study findings were also
disseminated during symposiums via resource materials
and presenters.

Evaluation methods and analysis. Members of the Native-
CHART CNAH planning team developed a set of questions
for the HNA related to hypertension during the planning
phase (step 1). The HNA included open-text and multiple-
choice questions using in-person, paper methods, and Qual-
trics (online survey) immediately following the symposiums.
The CNAH team also documented symposium highlights,
via note-taking, and recorded questions and concerns from
the audience. An external evaluator analyzed HNA data
using NVivo version 12.0 and Microsoft Excel. Qualitative
data were analyzed by variable type and major theme based
on the HNA questions and following a culturally centered
thematic analysis approach. The themes were categorized
by strategies, concerns, barriers, and what participants still
need to learn. Quantitative data in the form of frequency
counts and participant types were entered into Microsoft
Excel.

Results

Over the 5-year period, 212 Native-CHART symposium
participants completed HNAs (Table 1). Attendance varied
by year, providers were the largest group of individuals rep-
resented at annual symposiums followed by researchers and
academics (Table 1). Moreover, the HNA data were orga-
nized by year and major themes (Table 2).

Barriers. The 2017 and 2018 HNA findings suggest funding
is a significant barrier, “[. . .]Tribal leaders need to advo-
cate for continuous funding, this is difficult when tribal
leadership can change yearly.” Providers also mentioned
funding in the 2018 HNA. For example, one provider men-
tioned that “reimbursement for telemedicine, limited
resources, and the administrative process involved to
approve the use of finances [is a significant barrier].” How-
ever, in subsequent years (2019-2021), funding was not
mentioned as a common barrier, but unhealthy lifestyles,
lack of community resources, and understanding were. A
2018 participant wrote, “A barrier and priority area are how
to make a return home medically safe while still having
your family, whom you trust [with you].” Another 2019
participant wrote, “There is a lack of education in health to
assist the population in using their native foods and teach-
ing them how to use native foods in a healthier way.” In
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Table 2. Themes: Barriers, Strategies, and Concerns Related to Hypertension by Year.

Year Barriers Strategies Concerns
2017*  Funding issues, silos, problematic Assistance in developing standardized Diabetes, gestational diabetes,
health systems, changes in tribal education materials, and culturally obesity, and youth impacts
leadership materials are too technical, appropriate integrate traditional healing
not strength based limited data, for into western medical practice
example for males, youth, gender
differences
2018*  Cultural sensitivity, use of traditional Cultural sensitivity, traditional foods, Hypertension, obesity, diabetes,
aspects, traditional healers not used, traditional healer, cultural competency, sedentary lifestyle, cholesterol,
systemic issues, integration of care, cultural relevance reciprocity in risk factors, and risky behaviors,
transport, expenses, lack of follow-up, education, learning between patients such as smoking
the impact of government culture and providers, gender and cultural
differences
2019°  Unhealthy lifestyle, being overweight or Assistance with standardized education Type 2 diabetes, hypertension,
obese, lack of understanding materials, learning what other unhealthy behaviors, elevated
communities are doing, training sessions cholesterol, pre-diabetes, and
for providers, community, and staff coronary heart disease
2021°  Unhealthy lifestyle, lack of understanding, ~Conduct training sessions for programing  Type 2 diabetes, hypertension,

lack of community resources, limited
health literacy, being overweight/obese

and strategic plans, learning what other
communities are doing, assistance

with standardized education materials,
assistance with cost-effectiveness

unhealthy behaviors, pre-
diabetes, coronary heart disease

?Data from qualitative summaries completed by CNAH team during the symposium (based on local data collected, post-it notes, World Café session,
and discussions).
®Data from an online quantitative survey completed by participants after the symposium, includes responses with 50% or more of participants selecting

barrier/strategy.

2019 systemic issues were mentioned and a need for “\inte-
gration of care, coordination of care, transportation, [and]
coverage for expenses related to care to increase the likeli-
hood of follow-up.” In contrast, the 2021 HNA findings
suggest that barriers were related to unhealthy lifestyles,
lack of resources, and limited health literacy.

Strategies. HNA strategies to address hypertension were
related to cultural sensitivity, community education, pro-
graming, and the integration of community cultural prac-
tices into risk reduction efforts. In 2017 and 2018 the most
frequent responses to helpful strategies were cultural sensi-
tivity, reciprocity in education, listening, and traditional
healers. One participant expressed the importance of cul-
tural sensitivity, “The use of traditional foods for nutrition
and a traditional healer in the referral system [. . .]Jwe must
emphasize cultural sensitivity and competency.” One 2019
participant wrote, “[. . .]strategies must address culturally
sensitive topics that also align with beliefs.” Another
reflected, “Community policy programs to promote healthy
eating and fitness throughout the life cycle are a fundamen-
tal part of the community.” Another participant in 2021
wrote, “Community education to increase knowledge and
understanding about hypertension and cardiovascular risk
factors and the treatment and prevention, including tradi-
tional cultural practices.” During this same symposium, a

participant reflected on necessary strategies, “[Our commu-
nity needs the] implementation of traditional cultural practices
and knowledge to reduce hypertension and cardiovascular
risks.”

Concerns. HNA’s documented participants’ concerns related
to hypertension. For example, diabetes was mentioned in all
HNAs as a primary concern followed by hypertension, ges-
tational diabetes, risky behaviors, and addressing the cycle
of obesity and risk factors in youth. Other HNA findings
suggest that data access is a major issue, with differences in
urban and tribal data, data sharing, and data classification.
Technology was also a concern, with many tribal communi-
ties not having equitable access to the required technology
needed to control diabetes, hypertension, and cardiovascu-
lar diseases.

Still need to learn. CNAH collected resonating thoughts
from the 2018 symposium participants. During the sympo-
sium, participants discussed the need to address the social
determinants of health and the interplay between substance
abuse, hypertension, cardiovascular disease, and stroke
risks. Some felt that learning from one another is necessary,
where patients learn from providers and providers learn
from patients. Others wrote about learning how to integrate
culture, prevention, and addressing the dominant culture:
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Table 3. Provider Perspectives on Hypertension Barriers and Strategies.

Year Barriers Strategies

20172 Systemic issues, rural challenges, language and cultural Community health teams support patients, use of CHRs in
differences, distinct and unique communities, the community, provider/nurse case management meetings,
medicine is not sufficient to heal indigenous health clinic visits

2018 No provider data collected

2019° Systemic barriers, uncertainty about home blood List of patient self-management guidelines, comprehensive
pressure equipment/monitoring, lack of education, education materials, funding for ambulatory and home blood
lack of monitoring devices pressure monitoring devices, consistent internal practice

guidelines
2021° Systemic barriers, uncertainty about home blood Funding for ambulatory and home blood pressure monitoring

pressure equipment/monitoring, medication costs
and adherence, lack of education materials

devices, list of patient self-management guidelines,
comprehensive education materials, funding for care
navigators

Based on symposium notes from 2017 provider/panel perspectives.

®Data from an online quantitative survey completed by participants after the symposium, includes responses with 50% or more of participants selecting

barrier/strategy, 2019 (n=3), and 2021 (n=7).

e What are the roles of CHRs in stroke prevention
and early detection?—2017 Symposium, Table
Discussion

e How do we change or integrate medical informa-
tion into the individual’s cultural milieu?—2018
Symposium, Participant

e We need to recognize the impact of culture, cus-
toms, education, and prevention. . .. we need the
government to help not hinder—2018 Symposium,
Participant

e We need to learn about diabetes, and hypertension,
how to make education accessible, the dominant
culture, and how to avoid discrimination.—2019
Symposium, Participant

Provider perspectives. The HNA included 2 additional ques-
tions for providers regarding the specific needs for hyper-
tension in their practice. These are listed in the table below
as barriers and strategies (Table 3).

We explored differences in responses over time from
participants and providers. This included data collected pre-
COVID (2017-2019) and during the COVID-19 pandemic
(2021). The team expected to see differences in barriers and
strategies but qualitative analysis revealed limited differ-
ences. HNAs did not include specific information related to
COVID-19 and hypertension prevention and control.

Limitations

Although the HNA presented here demonstrates an iterative
and culturally centered process, there are a few limitations.
First, different data collection methods were utilized
throughout the 5-year HNA process. Data collected in 2017,
the first year of the HNA process was exploratory in nature,
and there was not a common or shared set of barriers or
strategies that could be included in a fixed response survey.

While the data from 2017 was used to populate survey
fields in the future HNA years, direct comparison of year-
to-year data is subject to these limitations. Second, the HNA
was specific to the Native-CHART study and documented
hypertension barriers, strategies, and concerns. It is likely
that participants are concerned about other health-related
issues, but these were not addressed by the Native-CHART
study (ie, poverty and unemployment, post-colonial oppres-
sion, or broader determinants of health).%!” Tribal leaders
specific to New Mexico Pueblos change frequently, per-
spectives presented here are not representative of all the
Tribal leaders in the southwest region. Finally, while the
HNA elevates tribal and tribal provider perspectives while
demonstrating an academic-tribal planning process, it may
not be appropriate for use in every tribal community or aca-
demic partnership. Tribes are unique in their culture, tradi-
tions, and practices. These must be upheld and honored
during the HNA process.

Discussion

The HNA outlined here addresses an important gap in the
literature by presenting an approach to plan, implement,
and reflect on hypertension barriers, concerns, and strate-
gies over time. This process may be particularly useful for
primary care clinics, policy makers, researchers, and pro-
fessionals as they work together to address chronic diseases
like hypertension. With support from the Native-CHART
study, CNAH continuously engaged a diverse group of
tribal members, tribal leaders, community partners, provid-
ers, staff from the State of New Mexico and Indian Health
Service, researchers, and others to explore hypertension.
CNAH’s engagement approach is consistent with HNA lit-
erature where value is placed on cooperation, collaboration,
and partnerships to achieve common goals.® CNAH’s pro-
cess, planning, and implementation, occurred over a 5-year
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period, and during the global COVID-19 pandemic. In con-
trast, most assessments conducted with AI/AN populations
are conducted at one point in time for a specific reason, like
a funding agency requirement.® Administering the HNA
over multiple years allowed the team to observe changes
over time, and engage additional community members (as
defined above) in the process. Time also allowed CNAH to
implement a 3-step process that has not been used or pub-
lished before, where the steps are: (1) develop a shared
understanding for the HNA, “Why are we here?,” (2) facili-
tate the HNA during annual symposiums “What do we
do?,” and (3) reflect on “What did we learn?.” Information
collected during this process was then used to create content
and future symposium agendas, train community members,
inform tribal leaders, and redirect hypertension resources
and research. However, implementing the HNA during the
COVID-19 pandemic required a significant shift in how
CNAH planned and implemented the symposiums. The
2020 symposium was canceled, and in 2021 planning meet-
ings and the actual symposium was virtual due to meeting
restrictions related to the COVID-19 pandemic. The 2021
virtual symposium required online-data collection methods,
whereas in-person symposiums included paper and pen sur-
veys, interviews, and in-person meetings for planning and
reflecting. Despite the COVID-19 pandemic and dispropor-
tionate mortality rates that AI/AN communities experi-
enced,? there were limited qualitative differences in barriers
and strategies presented to address hypertension. This is
likely because the HNA focused on hypertension barriers,
concerns, and strategies rather than COVID-19.

One distinct characteristic of CNAH’s approach is how
community is defined. Most assessments focus on a tribal
community or one geographic region.'’> For example one
tribal CHA process involved collecting data from Tribal
members who were eligible for health services living on the
Reservation.?! However, in this HNA, the community is a
collective group of individuals, tribes, providers, and pro-
grams working to address hypertension and related risk fac-
tors. During the planning process, these community
members knew that hypertension was a serious health con-
cern, they shared health-related data (eg, from the Native-
CHART study, Indian Health Service and tribal stakeholders)
and had knowledge of resources, policy, and needs. A tradi-
tional community (as defined by geographic area or tribe)
may not have access to this data® or knowledge in the plan-
ning process.

Accessing data related to hypertension in AI/AN popula-
tions is difficult. The data collected and presented in this
HNA are distinct from other assessments which often focus
on quantitative data, for example rankings, prevalence, or
Likert-type scales. Some assessments document the burden
of disease using clinical data from the Indian Health
Service,??> but these data generally only reflect need and
quantitative indicators. They tell readers what the problem

is, but not why it exists or how to address it. Qualitative data
gathered from this iterative HNA process goes beyond
assessing need, it explores why hypertension is an issue,
what the barriers are, strategies to address hypertension, and
what people still need to learn. Some of the barriers identi-
fied in the HNAs are funding, limited resources, lack of edu-
cation, lack of health care access, limited health literacy, and
unhealthy lifestyles. Barriers and concerns are balanced by
suggested strategies to address hypertension including assis-
tance with developing educational materials that are cultur-
ally appropriate, integration of traditional healing into
western medical practice, cultural sensitivity, reciprocity,
and sharing lessons learned from other communities. These
strategies are consistent with recommendations found in
existing literature where restoring traditional healing and
lifeways?® and culturally-tailored approaches to reduce
chronic disease risk factors are necessary®* to address car-
diometabolic disease pathways.?® By documenting the barri-
ers and concerns, tribes may advocate for increased funding,
services, policy change, and programing to affect change.

CNAH’s HNA approach and findings could be used to
address policy issues and underlying factors that contribute
to health disparities in AI/AN communities and other under-
served populations.? Existing literature advocates for poli-
cies that direct resources and support for culturally-informed
clinical interventions with AI/AN populations while
addressing cultural differences and limited resources—the
Native-CHART study is one example of progress in this
area. However more work is needed. Some policies such as
the Indian Health Care Improvement Act Public Law 102-
573 allocate additional funding, but they do not address the
underlying causes of a health disparity such as hyperten-
sion. One key finding from the HNA is that there is still
more to learn about hypertension. Providers feel there are
systemic issues that create barriers to care. While providers
did not specify issues, these could be associated with struc-
tural determinants stemming from colonization including
exclusion, oppression, discrimination, and loss of control.2°
These translate to a broken health system, staffing issues,
poor surveillance, limited prevention, and ultimately pre-
mature death from cardiovascular diseases.!

Conclusion

To address extant disparities in AI/AN health, it is essential
for universities, researchers, communities, tribal leaders,
and tribal health professionals to document needs, identify,
barriers, and explore strategies to address them. Solutions
must come from within the community, as the community is
often the healer.”’

CNAH’s HNA demonstrated here is intentional, reflec-
tive, and connected. CNAH’s Native-CHART team created
annual symposium agendas that met the needs and concerns
of tribal professionals and tribal providers. Symposiums
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increased access to resources, research, and technology but
many feel that hypertension in AI/AN populations is not the
issue. The issue is in addressing the interplay of multiple
contributing factors and structural determinants in tribal
communities that place individuals at risk for premature
death. Future efforts must explore effective strategies that
address structural and institutional inequities while building
on community strengths, culture, and existing resources in
tribal communities. This is the path forward.

Medicine is not sufficient on its own to heal. . .we need
to learn community and collaborative approaches, custom-
ized to the people we are working with. — 2017 Native-
CHART Symposium Participant
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